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A gradual chronic illness, COPD is marked by an
irreversible deterioration in health, exercise capacity, and
respiratory function.1 Exacerbations of symptoms, which
differ in intensity and frequency across patients as well
as during an individual’s illness, disrupt this underlying
condition. These flare-ups are significant due to their
immediate implications on health status, morbidity, and
mortality as well as their long-term effects on an individual’s
life. One of the most significant factors influencing health-
related quality of life is the frequency of exacerbations.2

According to a study, there were more than 250 million
COPD patients worldwide in 2016.3 Between 1990 and
2015, the global prevalence of COPD grew by 44.2%. A
systematic review and meta-analysis by Halbert et al. found
that the combined prevalence of COPD from 37 studies was
7.6%, while the combined prevalence from 26 spirometry
estimates was 8.9%.4

Moreover, estimates from 123 worldwide studies’ meta-
analyses revealed that 11.4% of adults 30 years of age and
older had COPD5. 63.9 million disability-adjusted life years
(DALYs) were attributed to COPD worldwide in 2015. In
addition to DALYs, COPD affects the health-related quality
of life for its sufferers. Patients with COPD experience a
steady reduction in their physical performance as a result
of increased symptoms, a decline in lung function, and
the presence of risk factors as the disease advances.6,7
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COPD not only increases the burden of the illness but
also increases the cost of care due to direct and indirect
medical costs. Working-age individuals (18–65 years old)
with COPD incur higher direct and indirect costs and use
more resources.8

Prolonged exposure to toxic chemicals or particles
causes COPD. Worldwide, smoking cigarettes is the leading
cause of COPD. Alpha-1 antitrypsin deficiency (AATD),
exposure to the environment, and secondhand smoke
are possible additional causes.9 Interestingly, the onset
of adult COPD appears to be influenced by childhood
exposure to cigarette smoke. Research suggests that
tobacco exposure during pregnancy and early childhood
significantly increases the risk of developing COPD later in
life, as indicated by a systematic review encompassing 16
studies involving 69,365 participants.10

Another significant, avoidable cause of outdoor air
pollution and a contributing factor to COPD is work-related
exposure. Approximately 15–20% of the risk of COPD is
linked to these occupational exposures; among those who do
not smoke, a considerable percentage (26–53%) of COPD
cases are caused by numerous hazards such as dust, fumes,
gases, vapors, and secondhand smoke. Studies like the Swiss
Cohort Study on Air Pollution and Adult Lung and Heart
Diseases have shown a strong correlation between high
occupational exposure levels and a higher risk of COPD.11

The COPD mortality rate in 2016 for men aged 45 to 64
stood at 22.91 per 100,000 per year, whereas for women, the
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figure was 10.26. A recent study reveals that after the age
of 65, mortality rates are 403.71 for women and 568.76 for
men per 100,000 individuals annually. Similarly, in India,
another recent study found a COPD prevalence of 7.3% in
men and 4.8% in women aged 45 to 49, and 28.6% in men
and 17.6% in women aged 65 to 69.12,13

When COPD is suspected, spirometry is employed
to confirm the diagnosis. However, there is insufficient
evidence to support the routine use of spirometry screening
in asymptomatic individuals. Diagnosing COPD early
requires a high level of suspicion. Individuals with airflow
limitation indicative of COPD are characterized by a forced
vital capacity (FVC) ratio of less than 70% and a forced
expiratory volume in one second (FEV1) less than 80%
of the predicted value post-bronchodilator administration.
Since the FEV1/FVC ratio naturally declines with age, it
is crucial to compare results to age-specific norms before
confirming the diagnosis.

Developed to predict mortality risk in patients with
COPD, the Modified Dyspnea, Eosinopenia, Consolidation,
Acidemia, and Frequency of hospital stay (in last one
year) (DECAF) score is a risk stratification measure that
may be readily used at the bedside to direct therapy, such
as hospital admission or at-home treatment for low-risk
patients. The indices used by the modified DECAF score are
regularly provided upon admission. The extended Medical
Research Council Dyspnea score is used to quantify stable
state dyspnea, which is the strongest of the five predictors
included in the score. This score is better than other
prognostic scores because it is a precise and simple-to-score
predictor for patients with COPD. The majority of patients
with COPD may be accurately classified as low risk by the
modified DECAF score, and the risk stratification of the
modified DECAF score in the high-risk population increases
dramatically with an increase in the cut-off value.

This score is a strong predictor of hospital mortality
from COPD exacerbation. Patients might be categorized
into low-risk (scores 0–2), intermediate-risk (scores 3-5),
and high-risk (scores 4–6) groups based on their Modified
DECAF scores. The length of hospital stay rises as there
is a rise in the modified DECAF scores indicating that
it can be useful in differentiating between patients who
can safely be dismissed early and those who will require
longer hospital stays. To determine which patients can
be managed in a general ward and which ones require
intensive care and ventilator support, the doctor can also
use the modified DECAF score to guide treatment. Validity,
usefulness, and practicality are all important components
of a clinical prediction tool. The modified DECAF score
is a useful and straightforward tool to compute with a few
straightforward questions and standard research thus being
a reliable method to predict an outcome in patients with
COPD.
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