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Abstract:Objective To study the application value of deep inspiratory capacity (IC) and forced expirato-
ry volume in one second (FEV1) in the differential diagnosis of chronic obstructive pulmonary disease
(COPD) and asthma COPD overlap syndrome (ACO). Methods From April 2019 to April 2021,52 patients
with COPD and 58 patients with ACO admitted to the Chongging Traditional Chinese Medicine Hospital and
the First Affiliated Hospital of Army Medical University were collected as the COPD group and the ACO
group. The pulmonary function of all patients was detected, the IC and FEV1 of the COPD group and the ACO
group were compared,the receiver operating characteristic curve was used to analyze the value of IC and FEV1
alone in the differential diagnosis of ACO and COPD,the consistency analysis of the value of IC and FEV1 in
the differential diagnosis of ACO and COPD was used,and the relationship between IC and FEV1 and the pa-
tient’s pulmonary function classification was analyzed by Spearman related. Results IC and FEV1 in the ACO
group were lower than those in the COPD group (P<C0. 05). IC and FEV1 decreased with the increase of pul-
monary function grade,and the difference was statistically significant (P <C0. 05). The areas under the curve of
IC and FEV1 for the differential diagnosis of ACO and COPD were 0. 760 and 0. 835, respectively. The sensi-
tivity of IC and FEV1 in the differential diagnosis of ACO and COPD was 0. 759, specificity was 0. 788 ,accura-
cy was 0. 773,and Kappa value was 0. 488. IC and FEV1 were negatively correlated with pulmonary function
grade (P <C0. 05). Conclusion IC and FEV1 have certain differential diagnostic value for ACO and COPD,and
the combination of the two has differential higher diagnostic efficiency.
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