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measurement of CAT and emPHasis scoring was done by a 
single trained research fellow entrusted to assist and collect 
the responses from the patients on a single day with a gap 
of about 30 min between procurement of the two scoring 
systems. Any patients with a history of exacerbation in the 
preceding 6 weeks were excluded. Both the scores were 
plotted and computed statistically using GraphPad Prism 
7.0 software. We have also tested the correlation separately 
for our COPD and non-COPD participants.

A total of 75 patients of PH (mean systolic pulmonary artery 
pressure as 51.9 ± 12.4 mm of Hg) with different lung 
diseases (COPD-30, DPLD-12, long-standing asthma-16, 
obstructive sleep apnea-5, and others-12) were included. 
The “others” group included bronchiectasis, ABPA, 
CTEPH, PAH, and one hemodialysis associated PH. The 
mean CAT score and EmPhasis score were 12.5 ± 5 and 
10.7 ± 5.4, respectively. A strong correlation between CAT 
and emPHasis was observed (r = 0.81, P ≤ 0.0001). This 
co-relationship is unlikely affected by the COPD patients 
in the cohort as the calculated co-relation separately 
for the condition was found to be lower (r = 0.67; 
P ≤ 0.0001). It also suggests that the comparison (between 
CAT and emPHasis) is better for non-COPD patients with 
PH [Figure 1].

The result deduced is encouraging and may help a clinician 
to understand the health status of patient of PH through 
using the existing CAT scoring system which is far more 
popular than emPHasis. Individual etiology-specific 

Sir,

It is important to assess the health status of patients to 
understand the impact of a disease and an intervention. 
Chronic obstructive pulmonary disease (COPD) assessment 
test (CAT) is one such simple and accepted measurement 
scale framed on eight selected domains concerning the 
health status of a COPD patient.[1,2] CAT (introduced in 
2009) has been successfully utilized in other respiratory 
conditions as diffuse parenchymal lung diseases (DPLD), 
bronchiectasis, and destroyed lung for tuberculosis.[3-5] Later, 
we have observed the advent of emPHasis score (introduced 
in 2014) for the measurement of health-related quality of 
life of the patients with pulmonary hypertension (PH).[6] 
As both the conditions (COPD and PH) possess some of 
the common symptom domains, we have been following 
our Class III PH patients with CAT score for some time, 
and we introduced the emPHasis score afterward following 
appropriate validation in the local language (Bengali) in 
collaboration with the original authors. We decided to look 
for the comparison of these two scoring systems to appreciate 
the role of CAT in measuring the health status in PH.

The job was done following ethical approval with proper 
consent. Both the two scoring systems (emPHasis and 
CAT) were applied to a cohort of our patients with Class-III 
PH been diagnosed on a clinico-radiological screening 
protocol practiced at the institute.[7] The etiological 
evaluation[7] for PH was done on a modified but defined 
algorithm borrowed from the international guideline.[8] The 

Correlating between chronic obstructive pulmonary 
disease assessment test and emPHasis score in Group III 
pulmonary hypertension patients

Figure 1: Correlation between chronic obstructive pulmonary disease assessment test and emPHasis (a) overall; (b) for chronic obstructive 
pulmonary disease participants (n = 30); (c) for nonchronic obstructive pulmonary disease participants (n = 45)
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assessment of the CAT and the emPHasis would be 
worthwhile to see in future.
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Chylothorax due to sarcoidosis: A unique occurrence

Sir,
Chylothorax is a rare condition that results from the 
thoracic duct damage with chyle leakage from the 
lymphatic system into the pleural space. Sarcoidosis[1] is 
an unconventional cause for chylothorax, and high index 
of suspicion is required to diagnose it. We herein report 
a rare case of sarcoidosis presenting as chylothorax in a 
young female.

A 22-year-old female, student by occupation nonaddict, 
symptomatic for 15 days with complaints of cough and 
dyspnea with insignificant history had been reported. Chest 
radiograph showing right-sided effusion and intervened 
with implantable cardioverter-defibrillator (ICD) following 
which she was referred to us for further management. On 
examination, vitals were stable and respiratory system 
examination revealed movements decreased on the 
right side with volume loss signs with reduced breath 
sounds in the right lower lobe areas with ICD in situ 
draining milky white fluid. Pleural fluid triglycerides 
level was 234 milligrams per deciliter (mg/dl), pleural 
fluid cholesterol level was 5.6 mg/dl, chylomicrons 
were present, and no cholesterol crystals were seen. 
Contrast-enhanced computed tomography (CT) thorax 

showed right-sided hydropneumothorax with the right 
middle lobe consolidation with pericardial effusion 
with subtle lung nodules [Figure 1]. She underwent 
Cope’s percutaneous closed needle pleural biopsy, and 
both fluid and biopsy were negative for Mycobacterium 
tuberculosis (MTB). CT-guided biopsy of the right middle 
lobe consolidation lesion was performed which showed 
noncaseating granuloma [Figure 2] on histopathology 
and microbiologically did not detect MTB. She also 
underwent bronchoscopy, where tracheobronchial tree 
was normal, and bronchial washing again turned out 
be negative for MTB. Her serum angiotensin-converting 
enzyme level was normal, and tuberculin skin test was 
negative. Her spirometry was suggestive of a restrictive 
abnormality with forced vital capacity (FVC) of 0.71 L and 
31% predicted. Her two-dimensional echocardiography 
showed nontappable pericardial effusion along with 
bicuspid aortic valve labeled as congenital heart disease. 
In view of the multisystemic involvement, a congenital 
syndromic association like Turner’s or Noonan syndrome 
were contemplated but were ruled out on karyotyping. 
Direct nodal CT lymphangiography showed obstruction 
of the thoracic duct due to left inguinal adenopathy. 
Hence, a final diagnosis of sarcoidosis leading to thoracic 
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