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Second, outcomeaswell ascomplicationsof CPAPwill
also depend on flow rateand peak end expiratory pressure
(PEEP). Authors have not mentioned about flow rate and
PEEPintheir study [4].

Third, authorshave used Silverman-Andersen score—
that is primarily used to assess respiratory distress in
premature baby —and Modified Pediatric Society of New
Zealand Severity Score. These scores have not been
validated as an outcome measure in infant with
bronchioalitis[5].

Finally, the information about weight, length and Z-
scores are missing, which are important baseline
characteristics. Intablell, thevalue of standard deviation
aregreater thanthemean value. It will bebetter if thesedata
would have been presented as median and interquartile
range.
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Nasal Continuous Positive Airway
Pressurefor Bronchiolitis

In the January 2018 issue of Indian Pediatrics, Lal, et al.
[1] reported that nasal continuous positive airway pressure
(nCPAP) helped to reducerespiratory distresssignificantly
compared to standard care in infants. We have certain
gueriesand comments:

Bronchiolitis is a dynamic disease which requires
frequent monitoring and management accordingly [2]. So,
why did the author choose to see the effect of CPAP on
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children with bronchialitis for initial first hour only?
Improvement in first hour of admission doesnot provethe
long-term efficacy of the modality. As bronchiolitis has
become amajor cause of morbidity and bed occupancy in
our setting, it would have been very informative had they
reported on the effect of CPAP on treatment outcomeslike
requirement of mechanical ventilation and duration of
hospital stay.

Authors have used two scoring systems, Silverman-
Anderson Score and Modified Pediatric Society of New
Zedland Severity Score, for assessing their secondary
outcome. Silverman-Anderson scoring system is mainly
used for monitoring respiratory distress in preterm
neonates[3]. Though they have used an intention-to-treat
analysis, changesin respiratory rate have been compared
only in those children who completed the study. The
pressures and the type of interface used for the CPAP has
not been mentioned. All of these above-mentioned factors
make the generalizability of the study doubtful in our
set up.
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AUTHORS REPLY

Using CPAPfor Bronchiolitis

The main point of criticism of our study [1] by all these
readersisthat we assessed only for benefits over thefirst
hour of admission. Thisisavalid point. Thereasonfor such
protocol was the ethical issue. Theoretically, it was not
logical to use CPAP (that increasesdead space [ 2]) totreat
aconditionlikebronchialitis, whichischaracterized by air
trapping [3]. Thisiswhy wedecided to study thismodality
for the first hour, while we closely monitored the child,
ready to switch to more conventional modalities if the
baby’s distressincreased. Most babies did well on CPAP,
and thiswas continued after the 1-hour study period, but the
protocol was to study distress (improvement or
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deterioration) inthefirst hour. Fromthisstudy over thefirst
hour, wewere ableto identify patientswho improved with
CPAP. We know from our observation during the period
that infantswhoimproved inthefirst hour were continued
on CPA Pand maintained the benefits. However, wedid not
collect study databeyond thefirst hour. Respiratory rateis
variablebut areductionin respiratory rateisusually agood
signof improvement.

Regarding inter-observer variability in counting the
respiratory rate, the counting of respiratory rateisasimple
procedure and we did not consider inter-observer
variability to besignificant although wedid not test for this.
We do not consider video recording would have been
useful.

PEEPandflow ratesarecrucial factorsin bubble CPAP.
We used flow rates between 6 L/min and 10 L/min, and
PEEP of 6 cm of water to 8 cm of water depending on the
baby’s size and flow rates that were comfortable for the
baby.

Themedianand IQR vaues (Bubble CPAPvs Standard
care) inour study wereasfollows: Respiratory rate (8 (3.5,
12) vs5(2.3, 7.8); P=0.018), SA Score(1(0, 1) vs0(0, 1);
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P=0.29) and MPSNZ-SS (2 (1, 3) vs. 1 (0, 2); P=0.012).

Regarding our use of Silverman-Andersen score and
Modified Pediatric Society of New Zealand Severity
Score to assess respiratory distressin bronchiolitis, they
have beenwidely used to evaluate distressininfants.

We acknowledge we could have recorded
anthropometric data for comparison between cases and
controls in this randomized trial to demonstrate
comparability between the groups, but thiswas not a part
of the study protocol.
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Association vsAgreement: The
Mystery Continues...

We read with interest the article by Pendse, et al. [1]
regarding role of transcutaneous bilirubin measurement in
preterm neonates. The study is yet another attempt to
validate new eraof sensor-based technology that is quick
and non-invasive. However, we havefew concerns:

1. The authors used a statement: “Bland-Altman analysis
was used to ‘visualize' the agreement between TSB and
TCB.” It appears that the authors have confused
Association with Agreement. Correlation/regression or
analysis of variance (t-test) are measures of association
and not of agreement. An excellent association does not
necessarily mean good agreement. Bland and Altman
developed asimple statistical tool to measure agreement
between two methodsway back in 1986 [2]. However, the
tool isoften used inappropriately [3].

2. Authorsalso highlighted that 90% of the datapointsfall
within 95% confidence interval. Thisis a statistical fact,
and we cannot claim anything about agreement from this.
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Asitisakind of estimation problem, alarger samplesizeis
advisable. Bland himself suggested minimum of 100
observations with justification [4]. A complicated
regression analysisor atool based on Structural Equation
Modeling (SEM) [5] may be used to analyze method
comparison studies but Bland-Altman method is popular
duetoitssimplicity and ease of interpretation. Theauthors
could havetested thereliability along with validity asthey
havethreetranscutaneous bilirubin observations.

We suggest the authorsto continue the study with large
sample (at least 100) and present the findings again with
Bland-Altman analysisas primary (and only) analysisand
interpretation based on the new findings.
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