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In their responses to our article,1 Brusasco and colleagues and
Quanjer and colleagues suggest that current NICE guidelines
on the management of chronic obstructive pulmonary disease
(COPD) may lead to overdiagnosis in older people and
underdiagnosis in younger people because of age related changes
in lung function.2 3

Although this is possible, the use of a measure of lung function
such as the lower limit of normal rather than the FEV1/FVC
(forced expiratory volume in one second/forced vital capacity)
ratio <0.7 could lead to underdiagnosis in some groups.4 All
measures of lung function have limitations in terms of accuracy,
ease of use in clinical practice, and cost effectiveness when used
to diagnose COPD. NICE is due to review its COPD guidance
in 2016 and will systematically evaluate data from studies that
have assessed the accuracy of measures of lung function in the
diagnosis of COPD. Without seeing the results of such a
systematic review, it is not possible to state categorically that
a fixed FEV1/FVC ratio; a ratio adjusted for age, sex and height;
or some other measure of lung function should be used to
diagnose COPD.
Although there was not space in the article to go into the details
of this important debate, we are grateful that these authors

mentioned this problem. Whatever diagnostic criteria are used
to diagnose COPD, it is important that patients with COPD
receive an accurate diagnosis so that they can benefit from
treatment and for the current gap between predicted and
diagnosed prevalence to be narrowed.5
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