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Introduction

The ritual is as familiar as the national anthem before
sporting events or seatbelt demonstrations before
airline flights. All chronic obstructive pulmonary
disease (COPD) research, it seems, must be prefaced
by the formulaic recitation of the disease’s growing
importance. It’s common, we say. It’s becoming more
common, we state. It’s soon to be the third most
common cause of death on the planet, we estimate.
It is only after we’ve chanted these frequently stated
basics that we feel able to address the specifics of our
latest research. I'm sure this isn’t unique to pulmonary
medicine and that all specialists assure their audiences
that what follows is of considerable importance. But I
suspect we pulmonary physicians, especially those
of us with an interest in COPD, feel a special need to
justify our disease-related efforts. After all, it was not

until recently that we began to distinguish COPD
clearly from asthma, writing separate guidelines for
each and undertaking studies using disease-specific
endpoints. Yet decades after this distinction, our
surveys tell us that COPD is typically overlooked in
primary practice and spirometry is seldom done.

In the July issue of the Journal of the COPD
Foundation, Mamary and colleagues' offer an update
on these diagnostic trends using data from the large
COPD Genetic Epidemiology (COPDGene®) cohort.
Like most good research, the report raises at least as
many questions as it answers. There were 2 major
findings. First, in contrast to earlier reports, men with
COPD were more likely to be underdiagnosed than
women. Second, African-Americans were more likely
to be underdiagnosed than whites.

Their observation of gender bias is intriguing; it
appears to indicate a reversal of the gender bias we first
described in 2001.2 At that time, we found that women
were less likely to be considered as possible COPD
sufferers when compared to men. We documented this
bias by asking physicians to consider their approach to
a hypothetical smoker presenting with breathlessness.
We used 2 versions of this scenario, 1 male and 1
female, and presented them in random fashion to the
physicians. We learned 3 important lessons. First,
physicians were unlikely to request spirometry in their
workup of a smoker with breathlessness. Second, they
were less likely to consider COPD as a possibility
in women as compared to men. Third, this gender
disparity disappeared when spirometry was provided
to the physicians. Subsequent studies showed that this
gender bias was not limited to North America.® Soon
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after our findings were reported, continuing medical
education programs began to use female patients
in COPD examples and pharmaceutical advertising
began to use pictures of middle-aged and older women
suffering from the disorder. It’s tempting to view the
current findings as a successful resolution of an earlier
gender bias problem. This viewpoint would attribute
the relative under diagnosis of COPD in men as the
residual consequence of traditional discrepancies in
health care utilization between the sexes - men don’t
use the health care system in the same way as women.
However, Mamary and colleagues’ analysis of the
data does not allow them to consider an alternative
explanation - that fewer missed diagnoses amongst
women may not mean greater diagnostic accuracy
but simply a non-specifically increased index of
suspicion for COPD amongst physicians. Spirometry
remains underused and many diagnoses of COPD
in primary care are based solely upon symptoms
and a smoking history or a chest x-ray report
spuriously noting “hyperinflation”. In short, has our
recent increased attention to COPD diminished the
underdiagnosis problem at the cost of more frequent
overdiagnosis? Personal observations suggest that
this is a growing cause for concern. Early in my career,
I was astonished to see octogenarian pink puffers
referred for assessment of their “asthma”. Now I see
millennials with little or no tobacco smoke exposure
referred for assessment of their “COPD”. But one
need not rely on anecdote to be concerned. There
is ample research evidence that overdiagnosis is a
substantial problem in primary practice. Studies from
the United Kingdom, the Netherlands, Australia, New
Zealand and Canada place the prevalence of COPD
overdiagnosis at between 30% and 60%.%® That is,
up to 60% of patients receiving COPD treatment in
primary care may not have obstructive spirometry that
supports such a diagnosis. The fact that many patients
receiving inhaled therapy for COPD don’t have it is at
best wasteful and at worst means that other important
diagnoses are being missed. When teaching new house
staff in my institution about an approach to COPD, I
can assure them that the new patient presenting from
primary practice and reporting a physician diagnosis
of COPD is more likely to have normal spirometry
than obstructive spirometry.

The underdiagnosis of COPD amongst African-
Americans is an important observation. Clearly, we
must remedy this oversight so that the neglected

population enjoys the benefit of emerging and effective
COPD therapies. But an important underlying message
is in the discussion of these findings offered by
Mamary and colleagues. Quite sensibly, they identify
this underdiagnosis most likely reflects a lack of access
to health care. They argue gently but firmly that self-
identification with the African American race remains
associated with socioeconomic challenges. That this is
the obvious explanation for their findings makes their
statement no less profound. Not long ago, increased
mortality in a subset population of the Salmeterol
Multicenter Asthma Research Trial, or SMART study,
apparently led the Food and Drug Administration to
consider African-Americans pharmacogenetically
vulnerable to adverse effects from what is considered
a highly effective therapy in the general population.’
Mamary and colleagues have rightly focused on social
determinants of health as the issue at hand. One
wonders when, in this era of “personalized medicine”,
we will drop the outmoded categories of continental
race for more discerning and predictive information.
There is little doubt that as we continue to harvest the
consequences of 20th century tobacco smoking, the
prevalence of COPD is increasing.!® But as we share
this perspective with our non-specialist colleagues, we
must be sure that we don’t simply increase the number
of diagnoses but improve their accuracy. If the means
to accomplish this is more frequent use of objective
measurements, we can expect less and less diagnostic
bias and more even-handed access to effective care.
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