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Abstract
Pulmonary function tests were studied in 519 healthy children (263 boys and 256 girls) from various
schools of Rawalpindi and Karachi.
FVC, FEV1, MVV and PEFR were measured in all. FVC and FEV1 showed fairly constant increase
from 5-12 years age, more variable in 13-15 years and constant in boys after 15 years while it declined
in girls. Mean of FEV1/FVC ratio was 78.19% ± 2.4 in boys and 78. 14% ± 3.4 in girls. In younger age
group (5-10 years), the mean was 76.04% ± 2.67 for boys and 76.45% ± 3.52 for girls while in older
age group (11-16 years), it was 80.44% ± 2.41 and 79.55% ± 4.06 respectively. Both groups showed
increased tendency with age, more significant in boys.
Multiple linear regression equation and correlation coefficient for age, weight and height were drawn.
The results showed boys and taller subjects higher values for all parameters. Present values
approximate to those of Western countries but are significantly higher (P < 0.01) than that of Indian
children (JPMA 37: 318, 1987).
INTRODUCTION
Respiratory tract in children is probably most often affected by the disease than any other system of the
body. The studies of lung function in infants and children are important to describe the normal growth
and development of respiratory system and to understand the physiological abnormalities that occur in
disease state1. With the proliferation of equipment the lung function testing by the physicians in their
private offices or in general pediatric clinics has become popular, with little standardization of testing
procedures and little consensus as to “normal” or “abnormal” test values. Anthropometric
measurements affect the results of lung function tests in children2-5.
To assess pulmonary function, measurements of forced vital capacity (PVC), forced expiratory volume
for first, second (FEV1), maximum ventilatory volume (MW), and Peak expiratory flow rate (PEFR)
are done in common practice. Decades have passed since the introduction of these pulmonary function
tests; spectacular increase in their use testifies that most physicians are convinced of their value. Data
of last six decades on the pulmonary function in children are available to help clinicians assess the
related problems. 6-7 Most of the values reported in literature pertain to the Western world and only few
studies have been carried óut in Pakistani children.
Lack of normal values for children from a particular population may jeopardise the clinical value of
such data as it must be derived specifically from a sampling of that population. The purpose of this
study was to analyse data obtained from healthy Pakistani subjects and to establish specific normal
values.
PATIENTS AND METHODS
Five hundred and nineteen healthy children (263 boys and 256 girls) between the age of 5 to 16 years
were selected from primary and secondary schools in Rawalpindi and Karachi area. Most of the

children belonged to the middle socioeconomic group. Data were recorded for sex, age, height and
weight.
The criteria for healthy status were: No present acute or past chronic disease of respiratory system, no
major respiratory disease, i.e., congenital anomalies, destructive type of pneumonia or thoracic surgery
in the past. No systemic disease which directly or indirectly was known to influence the respiratory
system. No more than incidental smoking experience and no history of upper respiratory tract infection
during the previous three weeks.
TESTS
Testing consisted of measurements of PVC, FEV1, MVV and PEFR in the standing position with a
nose clip on by means of Digital Pulmometer (Kinetics) and mini Wright’s Peak Flowmeter. Both
instruments were standardized and adequate training was given to the participants about their use.
Three test values were obtained for all these tests and the mean of the three was recorded for further
analysis. The ambient temperature during testing at all locations ranged between 22°C to 28°C. The
values were subse quently computed for standard barometric pressure and temperature.
Indices of lung function were analysed and the results expressed as mean values with standard
deviation. Correlation coefficients and various parameters were calculated with the height of the
subjects. Multiple regression equation was drawn to find regression relationship of lung function on
age, height and weight, separately for boys and girls. Comparison of low age group and high age group
was made by using student’s “t” test.
RESULTS
The age and sex distribution of 519 children is shown in Table-l.

The relationship of age to mean value and range for most of the indices of lung function are listed in

Table-Il for boys and Table-III for girls.

The mean and standard deviations of the variables were calculated for age, 5 to 16 years.
The mean values of FVC are plotted against age (Figure 1 a).

For boys the graph showed a fairly constant increase in FVC from ages 5 to 12 years, a sharper and
more variable increase in the years 13 to 15, after which the values are fairly constant. Differences
between boys and girls were negligible in the early years but girls attained their maximum FVC at
approximately 15 years after which the values showed a decline.
Relation of FEy1 to age in boys and girls (Figure 1)

follows approximately the same pattern as in Figure-la.

Figure 2 and 3 show the relationship of FVC and FEy1 with age for Pakistani, European, white North
American and Indian children.
The two correlation matrices are presented in Table IV.

The correlation between FVC and FEy1 was nearly perfect (r:=0.99) in healthy boys and girls. The
FVC, FEy1 , PEFR and MW showed very close correlation with height, age and weight. There was a
trend for the FEV1/FVC to increase with age in both boys and girls; increase in boys was more
significant. In general the correlation coefficients calculated for the girls were less than those for the
boys.
Comparison between low age group (5 to 10 years) and high age group (11 to 16 years) for lung
function indices shows a significant difference (P <0.00001) both in boys (Table V) and in girls (Table
VI).

This suggests that rapid growth of airway passages is commensurated with height and weight as age
advances.
Multiple regression analyses were carried out for each lung function variable using anthropometric
measurements as independent variables and dealing with each sex separately (Table VII for boys and
Table VIII for girls).

For all pulmonary function variables, multiple regression equations constructed provide more accurate
prediction. These formulae can be applied to Pakistani children in any age group to evaluate their
respective lung function.

DISCUSSION
In the present study, reference standards of pulmonary function in healthy Pak1stani children were
determined Proper instructions to first, second and third grade school children (5 to 9 years of age)
resulted in meaningful and reproducible FVC maneuvers in over 95% of the subjects. The number of
attempts a child should be asked to make to provide 3 acceptable values is important8. A balance is
needed to allow for learning effect and yet not reach the stage where child tires or becomes bored9. In
this group of children where pretest training was given most of the children achieved their maximal
values in the first recording. However in order to have better stability of measurement mean values
were used to safeguard occasional erroneous measurements.10
Pulmonary function in normal healthy Pakistani children is closely related to growth and development
(Table II, III). The growth of lung function from ages 5 to 16 years can best be described in curvilinear
fashion (Figure la 1). This confirms observations of previous workers. 7,11,12
The correlation between the lung indices and height, weight and age were striking (Table. W). In
younger age (5 to 12 years) the differences between bbys and girls were minor and the volume and
indices of flow increased uniformly with height, which affords a better index of body size than does
age13. At adolescence, the rate of pulmonary development increases and marked differences between
boys and girls were noted. This conforms to present findings (Figure 1, la). In boys, pulmonary
function peaks at approximately age 15 years. While female subjects attain their! maximum pulmonary
function at approximately age 15 years then decrease with increasing age. These figures are slightly on
lower side compared to Dickman and associates, may be because our study group range was 5 to 15
years while they studied upto 18 years.
The FEV,/FVC in normal subject was impressively stable regardless of age, sex or height. Mean values
were 78.20% ± 2.4 for boys and 78.14% ± 3.4 for girls. Means for boys and girls were 76.04% ± 2.67
and 76.45% ± 3.52 respectively in low age group (5 to 10 years) while it was 80.44% ± 2.41
forboysand79.55%±4.06 forgirls in high age group (11 to 16 years). Although these values were quite
stable in their own group but were significantly (P<0.0000l) different from those observed by other
workers11,13,14 However in view of the standard deviations observed in all these studies, the practical
clinical conclusion is that a ratio of FEV1 to FVC less than 70% is abnormal for any age, sex or height.
To assess pulmonary function of a particular adult the observer usually refers to nomogram of linear
regression curve. In children, however, these two methods cannot be used because other factors, i.e.,
weight and growth spurt, not represented in such computations have an important role. Multiple linear
regression formulae are thus better expressions. The regression relationship determined presently, Table
VII for boys and Table VIII for girls, could be reliably applied to Pakistani children belonging to any
age, height and weight groups.
In figure 2 and 3 we compared the FVC and FEy, values of Pakistani children with those of European,
white North American and Indian children as reported by other workers5,11,13,15,17 The data suggest
that these values for Pakistani children are in conformity with those of Euiopean, white North
American but are significantly higher (P< 0.01) than those of Indian children. This disparity may be
due to selection of the subjects from the two major cities of the country where socio.economic
conditions of the people are better than in the remote places.
In conclusion our findings provide baseline data for lung function indices in healthy Pakistani children
and we support the need to establish similar normal values in men and women in any previously
untested ethnic or geographical group before decisions are made about the prevalence of dysfunction
relating to disease.
ACKNOWLEDGEMENT

The writers wish to thank the teachers and local administration of the schools for making the students
available to participate in this study. We also acknowledge the efforts of Mr. Aftab Qazi for providing
help and guidance in cons¬truction of various statistical figures, Mr. Muhammad Irtiza Khan and Mr.
M. Yaqoob for typing the manuscript.
The study was supported by PMRC Research Centre, Army Medical College, Rawal¬pindi.
REFERENCES
1. Taussig, L.M., Chernick, V., Wood, R., Farrell, P. and Mellins, R.B. Standardization of lung function
testing in children; Proceedings and recommendations of the GAP Conference Committee, Cystic
Fibrosis Foundation. J. Pediatr., 1980;97:668.
2. Woolcook, A.J., Colman, M.H and Blackburn, C.R.B. Factors affecting normal values for venti
latory lung function. Am.! Rev. Respir. Dis., 1972; 106 :692.
3. Higgins, M.W. and Keller, J.B. Seven measures of ventilatory lung function; population values and a
comparison of their ability to discriminate between persons with and without chronic respiratory
symptoms and disease, tecumsch, Michigan. Am. Rev. Respir. Dis., 1973;108:258.
4. Chetty, A., Ghai, O.P. and Guleria, 3.5. Pulmonary function studies in normal children. Indian
Pediatr., 1975; 12:647.
5. Cotes, J.E., Rossiter, C.E., Higgins, I.T.T. and Gilson, J.C. Average northal values for the forced
expiratory volume in white Caucasian males. Br. Med. J., 1966;1:1016.
6. Emerson, P.W. and Green, H. Vital capacity of the lungs of children. Am. 3. Dis. Child., 1921; 22 :
202.
7. Stowart, C.A. The vital capacity of the lungs of children in health and disease. Amer. J. Dis. Child.,
1972:24:451.
8. Nathan, S.P.. Lebowitz, M.D. and Knudson, R.J. Spirometric testing. Number of tests required and
selection of data. Chest, 1979; 76:384.
9. Kanner, R.E., Schenker, M.B., Munoz, A. and Speizer, F.E. Spirometry in children.Methodology for
obtaining optimal results for clinical and epidemiologic studies. Am. Rev. Respir. Dis., 1983;127:720.
10. Ferris, B.G. Jr., Speizer, FL., Bishop, Y., Prang, G. and Leener, 3. Spirometry for an epidemiologic
study; deriving optimum summary and statistics for each subject. Bull. Eur. Physiopath. Respir., 1978;
14:145.
11. Strang, L.B. The ventilatory capacity of normal children. Thorax, 1959; 14 :305.
12. Bj ure, 3. Spirometric studies in normal subjects. IV. Ventilatory capacities in healthy children 7-17
years of age. Acta Paediatr. Scand., 1963; 52: 232.
13. Dickman, M.L., Schmidt, C.D. and Gardner, RJvI. Spirometric standards for normal children and
adolescents (Age 5 years through 18 years). Am. Rev. Respir. Dis., 1971; 104: 680.
14. Gaensler, ES. Analysis of the ventilatory defect by timed apacity measurements. Am. Rev. Tuber.,
1951;64:256.
15. Bhattacharya, A.K. and Banerjee, S. Vital capacity in children and young adults of India. Indian
J.Med. Res., l966;54:62.
16. Polgar, G. and Promadhat, V. Pulmonary function testing in children. Techniques and Standards.
Philadelphia, Saunders, 1971.
17. Cotes, J.E, Lung function assessment and application in medicine. 44th ed. Oxford, Blackwell,
1979.

