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Summary. Objective: To validate the bronchiolitis score of Sant Joan deD�eu (BROSJOD) and to

examine the previously defined scoring cutoff. Patients andMethods: Prospective, observational

study. BROSJOD scoring was done by two independent physicians (at admission, 24 and 48 hr).

Internal consistency of the score was assessed using Cronbach’s a. To determine inter-rater

reliability, the concordance correlation coefficient estimated as an intraclass correlation

coefficient (CCC) and limits of agreement estimated as the 90% total deviation index (TDI) were

estimated. An expert opinion was used to classify patients according to clinical severity. Avalidity

analysis was conducted comparing the 3-level classification score to that expert opinion. Volume

under the surface (VUS), predictive values, and probability of correct classification (PCC) were

measured to assess discriminant validity. Results: About 112 patients were recruited, 62 of them

(55.4%) males. Median age: 52.5 days (IQR: 32.75–115.25). The admission Cronbach’s a was

0.77 (CI95%: 0.71; 0.82) and at 24 hr it was 0.65 (CI95%: 0.48; 0.7). The inter-rater reliability

analysiswas: CCC at admission 0.96 (95%CI 0.94–0.97), at 24 h 0.77 (95%CI 0.65–0.86), and at

48 hr 0.94 (95%CI 0.94–0.97); TDI 90%: 1.6, 2.9, and 1.57, respectively. The discriminant validity

at admission: VUS of 0.8 (95%CI 0.70–0.90), at 24 h 0.92 (95%CI 0.85–0.99), and at 48 hr 0.93

(95%CI 0.87–0.99). The predictive values and PCC values were within 38–100% depending on

the level of clinical severity. Conclusion: There is a high inter-rater reliability, showing the

BROSJOD score to be reliable and valid, even when different observers apply it. Pediatr

Pulmonol. 2016; 9999:1–7. � 2016 Wiley Periodicals, Inc.
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INTRODUCTION

Bronchiolitis is one of the most common respiratory
infection in children and evolution to respiratory failure is
frequent.1–6

Correct management of bronchiolitis demands reliable
assessment of the clinical severity as objectively as
possible.7–9 Different scores have been designed,7–10 but
most of them are extrapolated from asthma scores, and
modified for younger children.WoodDownes (WD) score
has been commonly used for bronchiolitis severity
classification, unless it was firstly validated to grade
respiratory distress severity in asthmatic patients.7

Sant Joan de D�eu Hospital bronchiolitis score
(BROSJOD) was designed in 1999. It aimed to objectify
patient severity into degrees, in order to determine what
kind of support was needed depending on the value
obtained11 (Table 1).
Our objective was to validate the score as a severity

diagnostic tool. Secondary aims: (i) To determine
prognostic capacity in order to predict patient evolution,
need for ventilation support, need for pediatric intensive
care unit (PICU), hospital length of stay (LOS), and
mortality; (ii) to compare the score with the WD scale.
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PATIENTS AND METHODS

Setting and Population

It was a prospective and observational study, from
September 2012 to August 2013.
Patients younger than 2 years old admitted to hospital

Sant Joan de D�eu (Emergency Department �ED-, ward
or PICU) with acute bronchiolitis were included.
Bronchiolitis was defined as the first acute episode of
respiratory disorder with wheezes and rales, in children
under 2 years old, with previous history of rhinorrhoea
and low-grade fever.3 Exclusion criteria were: chronic
lung and cardiac diseases (neuromuscular disease, cystic
fibrosis, bronchopulmonary dysplasia, congenital heart
disease) and intubation before admission in this specific
episode.

Instrument Description (BROSJOD Score)

The signs and symptoms measured in the BROSJOD
were determined by a medical team at Sant Joan de D�eu
Hospital.11 The variables of the score are shown in
Table 1.
Wheezes and rales, indrawing, air entry, and respiratory

rate (RR), were determined by clinical examination.
Oxygen saturation and heart rate (HR) were objectivized
by pulsioxymetry.
The score included wheezes and rales due to patients

with bronchiolitis could appear with one and/or two

symptoms. Oxygen saturation was included because
cyanosis determined by clinical data is a late sign of
hypoxemia. Values of RR and HR were classified
according to 95% normality percentiles.
The score values range from 1 to 16. A higher score

indicates a more serious condition. A stratification by
categories was done: mild crisis (values from 1 to 5),
moderate crisis (from 6 to 10), and severe crisis (from 11
to 16).

Variables

Demographic and clinical data were recorded: age,
gender, risk factors (prematurity, low weight at birth,
immunodeficiency), Respiratory Syncytial Virus (RSV)
immunoprophylaxis, community or nosocomial infec-
tion, etiology (RSV, Rhinovirus, Adenovirus, Metapneu-
movirus, Influenzae), Pediatric Risk ofMortality Score III
(PRISM III),12 and bronchiolitis stratification according
to severity. Prognostic data registered was: invasive
mechanical ventilation (IMV) and non-invasive ventila-
tion (NIV) requirements (it did not include high flow nasal
cannulae), hospital and PICU LOS and mortality.
The BROSJOD score was calculated by two blinded

different physicians (one fellow and one staff physician,
with a totally of 12 physicians, at ED, ward or PICU. It
was done when the patient was calmed down, in
normothermia and independently of the oxygen supple-
mentation (the score includes different stratification based
on the oxygen requirement). Score was recorded at
admission, and at 24 and 48 hr after admission, on the
setting where the patient was. WD Score was registered
only at time of admission.7

Data Analysis

Descriptive statistic analysis of data was performed:
quantitative variables were described by mean and
standard deviation or median and interquartile range
(IQR), depending on the variable distribution. Frequen-
cies and percentages were used for qualitative variables.
Several statistical analyses were conducted:
Internal consistencywas assessed using: (i) Cronbach’s

a; (ii) the item-total (to analyze the correlation between
the item and the total of the score) and item-rest
correlations (to analyze the correlation between item
and the score without this item); and (iii) Kappa index (to
assess qualitative concordance of the score severity level).
Reliability was determined with these data. ACronbach’s
a result greater than 0.7 was considered suitable, and
correlation values of item-total and item-rest greater than
0.2 resulted in an appropriate item to measure the
analyzed characteristic.13,14

Inter-rater reliability was evaluated by appraising the
concordance between two independent determinations

TABLE 1—Bronchiolitis Score of Sant Joan de D�eu
Description

Wheezes/rales 0: no

1: expiratory wheezes, inspiratory rales

2: expiratory and inspiratory wheezes/rales

Indrawing 0: no

1: subcostal, lower intercostal

2: previousþ supraclavicularþ nasal flaring

3: previousþ upper intercostalþ tracheal tug

Air entry 0: normal

1: regular and symmetric

2: asymmetric

3: very reduced

Oxygen saturation Without O2 With O2

0: >95%

1: 91–94% 1: >94% with FiO2� 40%

2: <90% 2: <94% with FiO2> 40%

RR (rpm) 0 1 2 3

<3m <40 40–60 60–70 >70

3–12m <30 30–50 50–60 >60

12–24m <30 30–40 40–50 >50

HR (bpm)

<1 year <130 130–150 150–170 >170

1–2 years <110 110–120 120–140 >140

0–5, minor crisis; 6–10, moderate crisis; 11–16, severe crisis; O2,

oxygen; FiO2, fraction of inspired oxygen; RR, respiratory rate; HR,

heart rate; rpm, respirations per minute; bpm, beats per minute.
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obtained by two clinicians. The degree of concordance
was assessed by the concordance correlation coefficient
(CCC) estimated as the appropriate intraclass correlation
coefficient15 and the limits of agreement estimated as the
90% total deviation index (TDI).16,17 A 90% TDI value
indicates the maximum absolute difference between two
observers in 90% of cases. After that, the agreement of the
3-level classification of bronchiolitis severity was deter-
mined using the Kappa index. A Kappa index result above
0.6 was considered suitable.18

To assess the validity of the score, the measures of the
two observers were combined using the predictions from
a linear mixed effects model (LMM). A LMM accounts
for the within-subjects correlation between the two
observer’s measures and allows combining them by using
the best linear unbiased predictor (BLUP).19

Construct validity was evaluated in two ways:

(1) Convergent validity. It is expected a significant and
moderate or substantial association between the BROS-
JOD score (3-level scale) and WD test. The association
is appraised by estimating Kendall’s tau test.19–26

(2) Discriminant validity. To assess the discrimination
ability of the BROSJOD score optimal cut-off values
were calculated by minimizing a cost function. A
generalization of the area under the ROC curve, the
volume under the surface (VUS), was determined.27 A
VUS value greater than 0.8 was considered good test
discrimination. The probabilities of correct classifica-
tion (PCC) and predictive values were also estimated

The criterion validity was analyzed in two ways:

(1) Concurrent validity. This was carried out by
analyzing the degree of agreement between the
expert opinion and the BROSJOD score predictions
using the 3-level scale (mild, moderate, and severe)
for all subjects. The expert classified cases as mild,
moderate, or severe based on the clinical data and
subject evolution. This classification was done in a
blind way to other clinical data and to the assistant
physicians, and recruited at admission, 24 and 48 hr.

(2) Predictive validity. Assessment of the degree of
association between the BROSJOD score and future
events as need for mechanical ventilation (either
invasive or non-invasive), PICU admission, PICU and
hospital LOS, and mortality. Logistic and linear
regressions were applied and likelihood ratio test was
used to determine the significance of the association
between the outcomes and the covariates. The
BROSJOD score was introduced in the model as
covariate using the 3-level scale based on optimal cut-
offs. When a significant association was found, post
hoc comparisons among the BROSJOD score levels
were carried out using Tukey’s method.

A P-value under 0.05 was considered statistically
significant; the 95% confidence intervals (CI) were
estimated. Statistical analysis was performed with R
software.28

The Institutional Review Boards of Sant Joan de D�eu
Hospital approved this analysis.
Consent for data collection was obtained from all

parents/guardians.

RESULTS

Patient Characteristics

One hundred twelve patients were recruited. General
characteristics were: mean age of 81.06 days (�SD
70.22), 55% males, 21.5% presenting some risk factor,
4% received RSV immunoprophylaxis, and 74.5% were
due to RSV. PRISM III mean value was 2.04 (�SD
2.95). The stratification of the sample according to
BROSJOD score was mild 51 patients (45%), moderate
29 (25%), and severe 32 (28%). Ventilation support
(IMV or NIV) was required in 59% cases; among the
mild cases 19% required ventilation support, 66% in
moderate cases, and 94% in severe ones. The median
LOS was 7 days (IQR 7–16.25 days) and median PICU
LOS was 5 days (IQR 3–9.5 days). No patients died.

Internal Consistency

The internal consistency study showed a Cronbach’s a
of 0.77 (95%CI: 0.71–0.82) at admission, 0.65 (95%CI:
0.48–0.7) at 24 hr, and 0.68 (95%CI: 0.51–0.78) at 48 hr.
This Cronbach’s a value decreased at admission when
indrawing and air entry were excluded, by 0.71 (95%CI
0.63–0.77) and 0.69 (95%CI 0.60–0.76), respectively; at
24 hr, when respiratory rate (RR), indrawing and air entry
were ruled out, 0.57 (95%CI 0.40–0.68), 0.53 (95%CI
0.33–0.66), 0.55 (C I95% 0.31–0.69); and at 48 hr, when
air entry was excluded, 0.56 (95%CI 0.34–0.70). None of
these decreases was statistically significant.
Results for item-total item demonstrated a good

correlation between each item with respect to the total
score, with values >0.2 at the three stages. Although the
item-rest correlation was correct at admission time, it was
not at 24 and 48 hr for different variables. The correlation
for wheezing, oxygen saturation, and heart rate (HR), at
24 hr, and for wheezing and HR at 48 hr were under 0.2
(Table 2).
The Kappa index showed a high concordance between

the two clinicians’ severity items (Table 2).

Inter-Rater Reliability

Regarding the concordance between the two determi-
nations of the score, the CCC showed very high values:
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0.96 (95%CI 0.94–0.97) at admission and 0.94 (95%CI
0.90–0.97) at 48 hr, indicating an excellent degree of
agreement. In contrast, a CCC of 0.77 (95%CI 0.65–0.86)
was obtained at 24 hr, showing good agreement although
lower than the others.
This result is reinforced with 90% TDI estimate, which

yielded values around 1.6 at admission and 48 hr. This
value indicates that in 90% of cases the maximum
difference between two observer’s values of the score will
be 1.6 units. TDI 90% at 24 hr was superior, with a value
of 2.92 units.
The agreement analysis with the scale of three

qualitative categories (mild, moderate, and severe)
yielded kappa index values of 0.84 (95%CI 0.76–0.91)
at admission, 0.82 (95%CI 0.68–0.95) at 24 hr, and 0.90
(95%CI: 0.78–1) at 48 hr. Thus, agreement was also high
when using the qualitative scale.

Validity

The new optimal cut-off values for classifying the
severity of bronchiolitis were: mild for values from 0 to 6,
moderate for values from 7 to 9, and severe for those
scoring 10 or higher (Table 3).
When VUS was computed using expert opinion and

score values, it showed a high discrimination ability to
differentiate between the different levels of severity.
Specifically, the VUS estimates were 0.80 (95%CI
0.70–0.90) at admission, 0.92 (95%CI 0.85–0.99) at
24 hr, and 0.93 (95%CI 0.87–0.99) at 48 hr, as
represented in Figure 1.
Additionally, we found a significant association

between all degrees of the BROSJOD score and the
WD score, indicated by the Kendall’s tau values of 0.66

(95%CI 0.56–0.75, P< 0.01) at admission, 0.62 (95%CI
0.53–0.70,P< 0.01) at 24 hr, and 0.63 (95%CI 0.53–0.70,
P< 0.01) at 48 hr.
The concordance between the classification scores

generated by the scale and those proposed by the experts’
opinions was high, as indicated by estimation of the
Kappa index: 0.84 (95%CI 0.78–0.90) at admission, 0.80
(95%CI 0.68–0.92) at 24 hr, and 0.84 (95%CI 0.70–0.97)
at 48 hr (Table 4).
Table 5 shows the PCC for each grade of severity and

their predictive values. PCC values ranged from 68.97%
for mild patients at 24 hr up to 100% for severe patients at
48 hr, indicating a strong capacity to discriminate the
severity of bronchiolitis. The predictive values are high
for the mild and severe categories, all of them greater than
80%. In contrast, these probabilities are lower for the
moderate category with values between 55% and 75%.
A significant association between BROSJOD score

levels and need for IMVwas found. For mild range scores
19% of patients required IMV, for moderate scores 66%
and 94% for severe scores. There was no correlation in
relation to the need for NIV, P¼ 0.16.
A significant correlation between the PICU LOS and

the severity of bronchiolitis predicted by the score was
demonstrated (P< 0.001) as well as for the hospital LOS
(P< 0.001) (Table 6).

DISCUSSION

BROSJOD score has been used to classify the clinical
severity of acute bronchiolitis since its publication.11

This score has demonstrated a good internal consis-
tency, inter-rather reliability, and validity. Although the
initial cut-off values were intuitive defined, they

TABLE 2—Results for Item-Total Item and Item Rest, and Kappa Index

Time point Item Item-total item correlation (95%CI) Item-item rest correlation (95%CI) Kappa index (95%CI)

Admission Wheezes 0.63 (0.54–0.70) 0.49 (0.38–0.58) 0.75 (0.56–0.94)

Indrawing 0.78 (0.72–0.84) 0.63 (0.55–0.71) 0.81 (0.62–1.00)

Air entry 0.82 (0.77–0.86) 0.69 (0.61–0.75) 0.84 (0.65–1.00)

O2 saturation 0.69 (0.62–0.76) 0.55 (0.45–0.63) 1.00 (0.81–1.00)

RR 0.55 (0.46–0.64) 0.36 (0.24–0.47) 1.00 (0.81–1.00)

HR 0.62 (0.53–0.69) 0.42 (0.30–0.52) 0.99 (0.80–1.00)

24 hr Wheezes 0.53 (0.41–0.63) 0.30 (0.15–0.43) 0.57 (0.32–0.82)

Indrawing 0.72 (0.64–0.79) 0.55 (0.43–0.65) 0.73 (0.48–0.97)

Air entry 0.57 (0.46–0.67) 0.36 (0.22–0.49) 0.49 (0.25–0.74)

Hb saturation 0.42 (0.28–0.54) 0.24 (0.09–0.38) 1.00 (0.75–1.00)

RR 0.69 (0.60–0.77) 0.49 (0.36–0.60) 1.00 (0.75–1.00)

HR 0.65 (0.55–0.73) 0.34 (0.19–0.47) 0.99 (0.74–1.00)

48 hr Wheezes 0.55 (0.43–0.65) 0.29 (0.15–0.43) 0.70 (0.42–0.97)

Indrawing 0.81 (0.74–0.85) 0.66 (0.57–0.74) 0.85 (0.57–1.00)

Air entry 0.76 (0.68–0.82) 0.62 (0.52–0.71) 0.75 (0.48–1.00)

Hb saturation 0.58(0.46–0.67) 0.40 (0.26–0.52) 1.00 (0.72–1.00)

RR 0.61 (0.51–0.70) 0.38 (0.23–0.50) 1.00 (0.72–1.00)

HR 0.42 (0.29–0.54) 0.14 (-0.02–0.29) 1.00 (0.72–1.00)

95%CI, 95% confidence interval; O2, oxygen; RR, respiratory rate; HR: heart rate.
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were suboptimal, so more optimal cut-offs have been
provided.
Unlike other scores designed for the assessment of

asthmatic patients and extrapolated for bronchiolitis,8 the
BROSJOD brings the RR and HR classified according to
the age of the patient into the score. In addition, it not only
considers the cyanosis of these patients,29,30 but also
oxygen saturation by pulsyoximetry. This study objec-
tively explores the utility of the BROSJOD score and its
prognostic value.
The score validation showed a Cronback’s a value

of 0.7 (acceptable consistency). The most important score
items at admission, at 24 hr, and at 48 hr (their exclusion
meant a Cronbach’s a decrease) were air intake and the
presence of indrawing. The exclusion of HR at 48 hr
increased the internal consistency of the score, probably
due to the many factors that can influence this variable.
Item-total correlations and item-rest showed very
acceptable values, justifying the presence of all the items
in the questionnaire.
According to the analysis of concordance, more

“subjective” items (wheezing, indrawing, and air inlet)

tended to show slightly lower concordance than the
“objective” items (oxygen saturation, the RR, and HR). In
relation to the inter-rater reliability, the analysis provided
high values. Additionally, the validation analysis showed
that the score has a good ability to predict the condition of
the patient.

Original breakpoints for the BROSJOD score were
obtained subjectively; this study has shown that those
breakpoints do not optimally classify the patients. New
breakpoints significantly improve classification and
prediction of the state of the patient.
In fact, the prediction about the need for intubation

showed statistical significance between the severity of
the score and the likelihood of IMV with good
correlation.31,32

In the same way, PICU and hospital LOS have
a highly significant relationship, with the seriousness
of the score being, therefore, a predictor of these.
In relation to the WD7 score, there was correlation
between categories of the BROSJOD and WD score,
indicating convergent validity. However, the WD was
not designed for bronchiolitis diagnosis because it did
not consider the variability of two parameters with
great importance in the assessment of bronchiolitis: RR
and HR.

The Tal score33 is another validated score for
mild bronchiolitis, which considered the presence of
obstruction but did not categorize patients regarding
severity. Moreover, its methodology did not provide
analysis of internal consistency or validity,34 and Cron-
bach’s a value of 0.6 was questionable.35 Values increased
in the modified Tal scale,36 but they were still lower than
theBROSJODscore. The kappa index valuewas excellent,
0.72 (95%CI: 0.63–0.83) for the Tal score and 0.70 (95%
CI: 0.63–0.76) for themodified Tal score, but lower than in
our study at each time point: Kappawas 0.84 at admission,
0.82 at 24 hr, and 0.9 at 48 hr.
The validation study carried by Duarte-Dorado et al.

was about the Modified Wood’s Clinical Asthma score
(M-WCAS). It was mainly designed for patients
admitted to a PICU but did not use the RR or the
HR, which are very important data according to our
study.

TABLE 3—Optimal Cut-Off Values for Severity of
Bronchiolitis Classification

Time point Limit Cut-off (95%CI)

Admission Lower 6.75 (6.69�6.81)

Upper 8.73 (8.60–8.87)

24 hr Lower 6.06 (6.02–6.11)

Upper 8.89 (8.82–8.97)

48 hr Lower 5.93 (5.87–5.99)

Upper 8.85 (8.62–9.09)

95%CI, 95% confidence interval.

Fig. 1. Volume under the surface results at different analyzed

time points. VUS: volume under surface, 95%CI: confidence

interval 95%, h: hours. Axes 1, 2, and 3 indicate the probability of

good classification of classes: mild (1), moderate (2), and severe

(3), respectively.

TABLE 4—Concordance Between the Classification Scores
and the Expert Opinions, Kappa Index Value

Cut-off Time point Kappa index (95%CI)

Standard Admission 0.67 (0.57–0.76)

24 hr 0.53 (0.36–0.70)

48 hr 0.70 (0.53–0.86)

Optimal Admission 0.84 (0.78–0.90)

24 hr 0.80 (0.68–0.92)

48 hr 0.84 (0.70–0.97)

95%CI, 95% confidence interval.
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Another score for bronchiolitis in children called the
AB Severity Scale (ABSS) has been described and
validated.37 This scale assesses similar variables than
BROSJOD but not air inlet or oxygen saturation. In our
study, air inlet was very important, modifying the value of
Cronbach’s a at admission, at 24 hr, and at 48 hr.
Regarding oxygen saturation, it is considered an impor-
tant variable to discriminate the respiratory failure
severity. The internal consistency of the ABSS was
0.78, which is similar to the BROSJOD, but inter-observer
concordance was lower, with a Kappa index of 0.68 at
admission.
An exhaustive review of all bronchiolitis scores

was published in 2014, including a revision of the
positive and negative aspects.10 The conclusion was
that none of the scores presented sufficient quality in
the validation for use. The BROSJOD score meets
all the inclusion criteria put forward in that review. Our
score achieves 14 of 15 quality criteria that the review
required (validity 4/4, reliability 5/5, and utility 5/6).
It is also a discriminative and predictive score and
permits ongoing evaluation. The BROSJOD score has
been validated with a large number of patients, with
the adequate age range and for the pathology which it
was created.

However, our study has certain limitations, the
most important of which is its subjectivity in the
assessment of the variables of the score, requiring
specific knowledge and training. Clinicians need some
experience in order to calculate the score correctly.
Although our population represented different severities,
it is remarkable that nearly 30% of patients presented a
severe bronchiolitis. The sample size and the inclusion

of only one hospital may also make it difficult to
extrapolate the results to the general population. Future
studies should take into account these aspects to improve
matters.

CONCLUSIONS

The results obtained encourage the use of the
BROSJOD score. This score provides a valid measure
of illness severity, is easily recordable, and allows
observation of evolution over time and by different
observers. It is a useful tool for objective communication
among professionals and for the referral of patients, and it
is easy for training personnel to use.
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TABLE 5—Probabilities in Each Situation Showing Good Classification

Cut-off Time point Probability Good classification probability (95%CI) Predictive values (95%CI)

Standard Admission P (S¼mild|Exp¼mild) 47.06 (33.16–61.40) 100.00 (85.75–100.00)

P (S¼moder|Exp¼mod|) 85.71 (66.44–95.32) 38.10 (26.41–51.23)

P (S¼ severe|Exp¼ severe) 61.29 (42.29–77.58) 82.61 (60.45–94.28)

24 hr P (S¼mild|Exp¼mild) 37.93 (21.30–57.64) 100.00 (71.51–100.00)

P (S¼moder|Exp¼mod|) 100.00 (87.66–100.00) 54.90 (40.45–68.62)

P (S¼ severe|Exp¼ severe) 44.44 (13.70–78.80) 100.00 (39.76–100.00)

48 hr P (S¼mild|Exp¼mild) 71.43 (53.48–84.76) 100.00 (86.28–100.00)

P (S¼moder|Exp¼mod) 100.00 (78.20–100.00) 55.56 (35.64–73.96)

P (S¼ severe|Exp¼ severe) 50.00 (6.76–93.24) 100.00 (15.81–100.00)

Optimal Admission P (S¼mild|Exp¼mild) 72.55 (58.02–83.67) 100.00 (90.51–100.00)

P (S¼moder|Exp¼mod) 75.00 (54.78–88.57) 55.26 (38.48–71.01)

P (S¼ severe|Exp¼ severe) 90.32 (73.10–97.47) 80.00 (62.54–90.94)

24 hr P (S¼mild|Exp¼mild) 68.97 (49.05–84.02) 90.91 (69.38–98.41)

P (S¼moder|Exp¼mod) 92.86 (75.04–98.75) 72.22 (54.57–85.21)

P (S¼ severe|Exp¼ severe) 88.89 (51.75–99.72) 100.00 (63.06–100.00)

48 hr P (S¼mild|Exp¼mild) 88.57 (72.32–96.27) 91.18 (75.19–97.69)

P (S¼moder|Exp¼mod) 80.00 (51.37–94.69) 75.00 (47.41–91.67)

P (S¼ severe|Exp¼ severe) 100.00 (39.76–100.00) 100.00 (39.76–100.00)

Probabilities in each situation showing predictive values. 95%CI, 95% confidence interval; S, standard; Exp, expert opinion; Mod, moderate.

TABLE 6—Length of Stay in PICU and Hospital According to
Severity

6 Balaguer et al.
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