PEDIATRIC ALLERGY, IMMUNOLOGY, AND PULMONOLOGY
Volume 23, Number 3, 2010

© Mary Ann Liebert, Inc.

DOI: 10.1089/ped.2010.0037

Exhaled Nitric Oxide: Offline Tidal Breathing
Measurements Are Feasible in Children and Correlate
with Online Single Breath Measurements

Mieke Boon, M.D." Isabelle Meyts, M.D., Ph.D.? Gerda Warnier, M.S.N.;" and Kris De Boeck, M.D., Ph.D!

Fractional exhaled nitric oxide (FEno) measurements are useful in monitoring airway inflammation. Online and
offline sampling techniques are well standardized. However, young children are often unable to perform slow
vital capacity maneuvers. The aim of this study was to compare a simplified mobile offline tidal breathing
method with an online single breath measurement. We performed online and offline FEno measurements in
children between 5 and 16 years with respiratory disease. Online measurements were performed by a slow vital
capacity maneuver; offline measurements were performed by collecting exhaled air in Mylar balloons during
tidal breathing. In 59 children (5.3-16.7 years) able to perform both techniques, a good correlation (0.9348)
between offline tidal breathing and online single breath measurement was found over a wide range of values.
Offline tidal breathing values correspond to online values. Online single breath FEno values can be predicted
from offline tidal breathing FEno values. Offline tidal breathing measurements are highly correlated with online

single breath values in children.

Introduction

P TO ONE-THIRD of preschool children have intermittent
wheezing. To some degree, the distinction in viral
wheeze and multitrigger wheeze is helpful.' However, viral
wheeze will not always be transient and multitrigger wheeze
will not always become persistent atopic wheeze. In addi-
tion, there is no evidence that any therapeutic intervention
can prevent evolution to persistent atopic wheeze.” Even the
evidence for symptomatic treatment is scanty® and the cor-
rect treatment strategy of preschool wheeze is debatable.
Categorizing preschool wheezers by the presence and
type of inflammation in the airway rather than by atopic
status or wheezing pattern is a potential strategy to evaluate
treatment response to, for example, inhaled corticosteroids.
Although broncho-alveolar lavage studies have brought new
insight about inflammation in preschool wheeze,* this tech-
nique is too invasive to be performed routinely. Fractional
exhaled nitric oxide (FEno) is a widely studied marker of
airway inflammation in adults and children known to dif-
ferentiate between asthma and no asthma and in addition
low FEno values reflect asthma symptom control during
treatment.>® FEno measurements certainly have not com-
pletely fulfilled their promise of being a reliable, easy, and
useful tool to improve outcome of asthma treatment. In older
children, monitoring of clinical symptoms and lung function
was as good as monitoring FEno during the follow-up of

inhaled corticosteroid therapy.” Higher FEno values have
been reported in infants and toddlers with recurrent
wheeze versus single episodic wheeze using the offline
tidal breathing method.”'° Few data, however, relate values
obtained with the offline tidal breathing method to the
classic online slow exhalation technique. Therefore—in a first
evaluation—we compared offline and online values in chil-
dren able to perform both techniques.

Methods
Subjects

Children between the age of 5 and 16 years were recruited
during a routine outpatient visit provided that they did not
have a respiratory infection in the preceding 2 weeks. Sub-
jects included patients attending the respiratory clinic for
routine follow-up for asthma (n=49) and other respiratory
problems (n=10) such as primary ciliary dyskinesia, hu-
moral immune deficiency, bronchiolitis obliterans, and pul-
monary malformations. Asthma was diagnosed according to
GINA guidelines. Informed consent was obtained from
parents and children, and the study was approved by the
hospital’s ethics committee.

Subjects were asked to perform an offline tidal breathing
FEno collection first, and an online single exhaled FEno
measurement 15min later.

The work was performed at University Hospitals Leuven, Belgium.

Departments of 'Pediatric Pulmonology and *Pediatrics, University Hospitals Leuven, Leuven, Belgium.
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Offline and online measurements

Measurements were performed according to ATS and
ERS guidelines.3’11

For the offline measurement, we used tidal breathing
maneuvers and collected expired air via a well-fitted mouth
mask, attached to a 1,250 L Mylar balloon. In these balloons,
NO levels in expirates are stable for at least 6 h. To prevent
nasal contamination, we used a 2-way positive expiratory
pressure valve with a fixed expiratory resistance of 5cm
H,O, so that the velum was closed during expiration. Be-
cause we wanted to use a mobile, technically simple, and
inexpensive construction, we did not use a flow restrictor.
Expiratory flow was kept relatively constant by instructing
the children to breathe in a relaxed way with a frequency of
about 16 respirations/min. Every child was instructed to fill
3 balloons. Afterward (maximal time lag 2h) the mixed ex-
pired FEyo concentrations were determined with the NIOX
chemiluminiscence analyzer (Aerocrine). The mean of the 3
values was denoted as offline tidal breathing FEno.

For the online measurements a slow vital capacity ma-
neuver was performed through the NIOX mouthpiece to
reach a plateau level of FEyo. To prevent nasal contamina-
tion, children were asked to exhale immediately after inha-
lation without breath holding. A 2-way non-rebreathing
valve maintained the expiratory flow constant at 50mL/s. A
biofeedback mechanism was used. Results were displayed
and plateau levels, varying <10% (regression analysis per-
formed by analyzer’s software), were recorded. Three or, if
necessary, more (but not >7) exhalation maneuvers were
performed at 2min intervals. The mean of 3 reproducible
FEno measurements was used to calculate online single
breath FEyo.

ATS guidelines advise testing with ambient NO (aNO)
levels below 5 parts per billion (ppb). Because on one-third of
the days aNO exceeded 5 ppb in Belgium, we used a cut-off
value of 10 ppb.

Statistics

The correlation between online single breath and offline
tidal breathing FEno values was assessed using Pearson
correlation coefficients. Student’s t-test was used for statistic
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analysis of differences in age between the groups, reporting
mean values and standard deviations. Statistical analysis of
nonparametric values was performed using Mann-Whitney
U-test reporting median values and interquartile ranges
(IQR). Bland and Altman statistics were used to compare the
2 methods of NO analysis.

Results

Of 66 children recruited, 59 with a mean age of 10.3 years
(range 5.3-16.7 years) performed online and offline FEno
measurements successfully. Seven children failed a success-
ful online maneuver. Forty-nine children had a diagnosis of
asthma: 39 of them were treated with inhaled corticosteroids,
5 with other asthma medication, and 5 had no maintenance
therapy. Ten children had other pulmonary problems.

Median online single breath FEyno value was 20.2 ppb
(IQR 38.3 ppb): the highest value of 153.2 ppb was recorded
in a boy with poor asthma control; the lowest of 2.9 ppb, in a
boy who was in follow-up because of a pneumonia. Median
offline tidal breathing FEno value was 8.7 ppb (IQR 8.3 ppb):
the highest value of 35.4 ppb was recorded in the boy with
the maximum online single breath FEN value; the lowest of
2.8 ppb was recorded in a girl with primary ciliary dyski-
nesia.

Online single breath FENo values (median of 23.7 versus
8.55 ppb; P=0.002), as well as offline tidal breathing FEno
values (median of 9.8 versus 6.5 ppb; P =0.02) were signifi-
cantly higher in asthmatic compared to nonasthmatic sub-
jects (Table 1).

Online single breath FEyno values were significantly
higher than offline tidal breathing FENo values (median 20.2
versus 8.7 ppb; P=0.0001). There was strong correlation
between online single breath FEno and offline tidal breath-
ing FEno in the total group (Pearson correlation r=0.93,
P <0.0001; Table 1) as well as in the asthmatic (r=0.93;
P <0.0001) and nonasthmatic subgroups (r =0.92; P < 0.001).

As shown in Fig. 1 there is a systematic error: the online
single breath FENo value is always higher than the offline
tidal breathing FEno value and as the average FEno value
increases, the difference between both measurements in-
creases. Thus, offline tidal breathing FEno systematically
underestimates online single breath FEno.

TaBLE 1. SuBJECT BASELINE PARAMETERS AND FRACTIONAL EXHALED NiITRIC OXIDE RESULTS
FOR SINGLE BREATH AND TiDAL BREATHING TECHNIQUES
Total Asthma No asthma P
No. of patients 59 49 10
Mean age (years) 10.3 (SD 3.1) 10.4 (SD 2.9) 9.8 (SD 3.7) 0.61*
Male/female 42/17 38/11 4/6
Mean aNO (ppb) 4.1 (SD 1.9) 4.1 (SD 1.9) 3.9 (SD 2.1) 0.352°
Median single breath FEno (ppb) 20.2 (IQR 38.3, 23.7 (IQR 42.8, 8.55 (IQR 2.82, 0.002°
range 2.9-153.2) range 3.5-153.2) range 2.9-50.3)
Median tidal breathing FEno (ppb) 8.7 (IQR 8.3, 9.8 (IQR 84, 6.5 (IQR 2.4, 0.020°

range 2.8-35.4)
Pearson correlation coefficient (r) 0.93 (P < 0.0001)

offline versus online FExo

range 3.4-35.4)
0.93 (P < 0.0001)

range 2.8-5.9)
0.92 (P <0.001)

aNO, SD, and IQR, used because of non-normal distribution of single breath FEno and tidal breathing FEno values.

®Analysis by f-test.
® Analysis by Mann-Whitney U-test.

aNO, ambient nitric oxide; FEno, fractional exhaled nitric oxide; IQR, interquartile range; ppb, parts per billion; SD, standard deviation.
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FIG. 1.

Bland and Altman plot. This plot shows a proportional error with increasing difference between the mean and the

subtracted value with increasing values of fractional exhaled nitric oxide (FEno).

To predict online single breath FEyo values from offline
tidal breathing FEyo values, we derived the following re-
gression equation from our data: [online single breath
FEno] =[4.0229 x offline tidal breathing FEno—12.932] (Fig.
2). Do note that this regression equation was derived from a
sample with mild, well-controlled asthma. This equation
may therefore well differ in a population with more severe
asthma and/or with FEyo measurements outside of the
range observed in our sample. Also, the influence of age, sex,
ethnicity, and other parameters on this equation was not able
to be examined due to small sample size. To this purpose,
studies in a larger sample should be performed.

Bland and Altman analysis of “measured” single breath
FEno and “calculated” single breath FEno indicates that
there is a moderate agreement between both, with a 95%
confidence interval of —22 to +22 ppb for the difference be-
tween the measured and the calculated single breath FEno.

As for the influence of aNO, values obtained with aNO
levels between 5 and 10 ppb were not different from values
obtained with aNO levels below 5 ppb (median 10.8 versus
8.6 ppb; P =0.286). The group with aNO >5 ppb contained 16
patients, the group of aNO <5 ppb, 43. For online measure-
ments the median value was 18.6 ppb (IQR 10.35-46.1 ppb)
with aNO <5 ppb versus 29.4 ppb (IQR 11.95-48.05 ppb) for
alNO >5 ppb. For offline measurements the median value was
8.6 ppb (IQR 6.55-13.1 ppb) with aNO <5 ppb versus 10.8 ppb
(IQR 7.45-15.9 ppb) with aNO >5. Moreover, aNO was not a
plateau for the FEno measurements.

Discussion

We have shown an excellent correlation between online
single breath and offline tidal breathing FEno measurements
over a wide range of values in children able to perform both
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FIG. 2. Correlation between single breath FEyo and tidal breathing FEno. All FEno values are expressed in parts per billion.
To predict online single breath FENo values from offline tidal breathing FEno values, the following equation was calculated:
online single breath FEno =4.0229 xoffline tidal breathing FEno — 12.932. This equation has a correlation coefficient of 0.93.


http://www.liebertonline.com/action/showImage?doi=10.1089/ped.2010.0037&iName=master.img-000.jpg&w=322&h=168
http://www.liebertonline.com/action/showImage?doi=10.1089/ped.2010.0037&iName=master.img-001.jpg&w=327&h=217

“TeAISIUT DUIPIUOD 9,66 ‘1D %SG6 UODLIISAT MOTJ N

€€ 061~ IO %596

F¥-1'¢ 0D (F01-2'% YOI (s1ea4 Z1-8)
PoIe[O[ed JON (40 SOUSISHIP UBSIA 6'C UBIPO]N ON Sumypiesiq [eprl, 69 UBIPO]N SOA  jeaiq o[durg URIP[IYO 1 2 Te 1 prueq
(§°£ uerpow)
€5°0=1 :peg pajrodar JoN 007-47 ON Sunjpeaiq [epry
09°1-09°0 ID %56
(8'% uerpaw) (0°g uerpaur) (s1eak 9'£1-0°L)
€/'0=4 19YeI9POI S0'T omer ues|y T/L1-TT ON  eaiq 93uig §TI-€T SPA reaiq d[3uig URIP[IY 7/ o Te 39 s1sqQ(
€660 ID %56
Mol A1qeqoad mnq (s1eak $1—7) o preedsig
0L0=4 OJCIOPOIN  99'T SOUSISPIP UBSIA ‘poyrodor joN  ON  Suryjesiq [eprr poyodar joN SOA  yresiq o[durg USIP[IY 97 pue preayong
8T+ 03 TC— 1D %56
(sreak g1-9)
880 = :pooD) G— QDUSISJJIP UBIIA poyodar JoN S9X  yjeaiq o[3ulg poyodar JoN S9x  yyesiq d[Surg USIP[Y 71T oy T€ 32 U00SSTY]
Pa3e[nded 30U D) %66
(s1ed4 g2—T)
sinpe 1y
86'0 =+ sjinpe 6'65—6'LE SHNPY 9691 ¢V SHNPV (s1eaf $1-6)
[60=4UDIP[IYD (') PUIPIP UBN  'SP—1'S7 “UDIPIIYD SIA  edIq A[SWIS  £'69-7'6T (USIPIIYD SOX  peaq d[3uig UDIPII 7€ oz Te 10 Dreper
£2°0 03 2C°0— ID %S6
(s1eak g1-4)
966'0 =+ :p003 K127  TH('() OUSISHIP UBIIA PHI URSIN SOK  yjealq o[Suig §'CT UBSIN SO yjeaiq o3ulg USIP[IY /8 2 Te 10 0jarreg
aTeos Sof e uo
G0°0 93 TZ'0— ID %S6
(sreak 1:91-0°C1)
PoIe[O[ed JON  §0°'0— SOUSISJIP UBIIA L8] UBSN SOX  eoiq o[3uig I'GT UBSIN  SOA  yeoiq o[3urg SyuLdsI[OpPE (0T ,Te 32 s1sqof
¥2°0 03 20— ID %56
86'0-96'0=+
poo3 AA (7)) SOUSIIP UL 9'6/~9'L SO jeaiq d[3ulg 9'601-09  SOA \iea1q d[3uIg synpe 61 o, 'Te 319 3mquaullg
¢L’0 03 90— ID %S6
66'0="+4:p00S K19 ("0~ DULIOPIP UL UIWI/TUT'OSTFHEET SOA  pedIq o[SuIg unu/TuQ9sFreel SOA  Upeaiq oduig simpe o, Te 3 puesadniq
££L0799°0 ID %S6
1€6'0=+4 PO0D  T£( SOUSIHIP U\ €660 SO yreaiq d[3urg SEII-9Ch  SOA  iealq o[3uIg sinpe ¢ o1 1€ 19 OIS
CCTOIPLT— ID %56
PoJe[NOEd JON 70— DUSIJIP URd 69-0T  SPA  yearq d3urg 69-0T  SOX peorq o[duig sympe j o Te 3 1pareg
Jua101ff200 UOLV]2LI0D) JUIWIIASY (qdd) aSuvy Y91 ONggaunfjo (qdd) aSuvy M9 ONg aunuQ spuav g Loyny

AAIXQ JIMLIN AFTVHXH TVNOILLOVY ONIHLVIY Tvdl], ANV FdIXQ OIILIN AITVHXH TVNOILOVY] HLVAIY TIONIG ONIIVINOD) TANLVIALI] 40 MAIAYIAQ g 414V ],

204



OFFLINE EXHALED NITRIC OXIDE MEASUREMENT

techniques. However, both methods yield different results
because the offline values systematically underestimate the
online values. This is probably caused by a much greater
impact of air obtained from the large airways, including
dead space, in offline values compared to online values.

Several groups have studied the correlation between on-
line and offline techniques for sampling FExo” "> (Table 2).
Most of the studies used offline techniques based on a slow
vital capacity maneuver with or without flow restric-
tion.”!2*1719 I adults, the correlation between online single
breath FEno and offline tidal breathing FEno values is already
widely studied, and shows correlation coefficients between
0.63 and 0.99."*'77'? In this population it is easy to instruct the
patients how to perform all the maneuvers correctly.

In children, 4 studies report a correlation between online
single breath and offline single breath FEno. Jobsis et al’
performed online and offline single breath maneuvers in a
cohort of 100 children with a mean age of 14.1 years. He found
a good agreement between both values when using a flow
restrictor. Barreto et al.'? also found an excellent correlation
(r=0.996) and a good agreement between online and offline
single breath techniques in a group of 87 children with a mean
age of 11.1 years. The range of the obtained values is not
reported. Tadaki et al?® found an excellent correlation
(r=0.97) between online single breath FEno measurements
and a modified offline single breath FENo measurement using
flow restriction in a population of 32 children and 41 adults.
A mean difference of 10% between both methods was found.
Kissoon et al.'® report a good correlation (r=0.88) between
online single breath FEyo and offline single breath FEno
measurement using different flow restrictions in a population
of 112 children. The close correlation between both techniques
is logical since the breathing maneuver used to collect the
sample is similar. The disadvantage of using vital capacity
maneuvers for offline measurements is that this technique
cannot be easily applied in young children.

Until now, few studies examined offline tidal breathing
FEno techniques in children. Buchvald et al.’® showed a
moderate correlation between offline tidal breathing FEno
and online single breath FEno (¥ =0.70) in a population of 16
school aged asthmatic children. The range of the obtained
values is not reported. Jobsis et al.,'® as well, showed a weak
correlation between online single breath FEno and offline
tidal breathing FEno (r=0.53) in a population of 72 asth-
matic children. In a study performed by Daniel et al.,*" off-
line tidal breathing FEno was compared to online single
breath FEyo in only 11 patients. They surprisingly showed
no significant difference between both values, but a corre-
lation was not calculated. Franklin et al.** compared offline
single breath FENo (raised volume rapid thoraco-abdominal
compression technique) with offline tidal breathing FEyo in
a group of 71 children and found poor agreement between
both methods and a moderate correlation (r=0.60). The
range of the obtained values is rather small.

A poorer correlation between offline and online tidal
breathing measurement compared to the offline and online
single breath methods is not surprising because of the
admixture of dead space expirate during the offline tidal
breathing method.

In our study, we simplified the previously reported off-
line tidal breathing method by omitting the use of a flow
restrictor. Children were, however, coached to breathe
slowly during the collection to avoid that they would take
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big breaths to quickly fill the whole balloon. We anticipated
that in future studies in younger children, collection of tidal
expirate during sleep would mimic this slow breathing pat-
tern. A straightforward comparison between offline and
online method in toddlers is not possible, as toddlers cannot
perform the online maneuver.

Out of practical considerations we included measure-
ments obtained during days of aNO concentrations of
5-10 ppb. We understand the importance of the guideline,
but still, if on 1/3 days aNO does indeed exceed the 5ppb
limit, the practicality of this guideline becomes an issue. The
fact that the measurements obtained on days with aNO
concentrations between 5 and 10 ppb were not significantly
higher is reassuring. As shown in Table 2, our data explore
the correlation between offline tidal breathing FEyo mea-
surements and online single breath FEyo measurements over
a wide range of values in a pediatric population. Although
we found a better correlation than in previous reports,
we clearly document the important systematic error as well.
The better correlation is potentially due to the larger sample
size and the wider range FEno. Because of the close corre-
lation between the obtained values, the proposed equation
can be used to calculate online values corresponding to
measured offline values, at least in a population of patients
with mild well-controlled asthma. In spite of all the meth-
odological efforts made with regard to FENo measurements,
the value of FEno in clinical pediatric practice is still a matter
of debate. >

In conclusion, we here present data showing that offline
tidal breathing measurements are feasible in children 5-16
years and that the results correlate well with the FEyno ob-
tained in online single breath maneuvers.

Acknowledgments

M.B., IM.,, GW,, and K.D.B. have contributed to the
study design and acquisition and analysis of data, have
drafted the article, and have provided final approval of the
final version. I.M. is supported by a Klinisch Onderzoeks
Fonds (KOF grant) of the Katholieke Universiteit Leuven.

Author Disclosure Statement

No competing financial interests exist.

References

1. Brand PL, Baraldi E, Bisgaard H, Boner AL, Castro-Rodriguez
JA, Custovic A, de Blic ], de Jongste JC, Eber E, Everard ML, Frey
U, Gappa M, Garcia-Marcos L, Grigg ], Lenney W, Le Souéf P,
McKenzie S, Merkus PJ, Midulla F, Paton JY, Piacentini G,
Pohunek P, Rossi GA, Seddon P, Silverman M, Sly PD, Stick S,
Valiulis A, van Aalderen WM, Wildhaber JH, Wennergren G,
Wilson N, Zivkovic Z, Bush A. Definition, assessment and treat-
ment of wheezing disorders in preschool children: an evidence-
based approach. Eur Respir J 2008; 32:1096-1110.

2. Bush A. Practice imperfect-treatment for wheezing in pre-
schoolers. N _Engl | Med 2009; 360:409-410.

3. Baraldi E, de Jongste JC; European Respiratory Society; Ameri-
can Thoracic Society. Measurement of exhaled nitric oxide in
children, 2001. Eur Respir | 2002; 20:223-237.

4. Hauk PJ, Krawiec M, Murphy ], Boguniewicz ], Schiltz A,
Goleva E, Liu AH, Leung DY. Neutrophilic airway inflamma-
tion and association with bacterial lipopolysaccharide in chil-
dren with asthma and wheezing. Pediatr Pulmonol 2008; 43:
916-923.



206

10.

11.

12.

13.

14.

15.

16.

. De Jongste JC, Carraro S, Hop WC; the CHARISM Study Group,

Baraldi E. Daily telemonitoring of exhaled nitric oxide and
symptoms in the treatment of childhood asthma. Am ] Respir
Crit Care Med 2009; 179:93-97.

. Dupont L], Demedts MG, Verleden GM. Prospective evaluation

of the validity of exhaled nitric oxide for the diagnosis of asthma.
Chest 2003; 123:751-756.

. Jobsis Q, Raatgeep HC, Hop WC, de Jongste JC. Controlled low

flow off line sampling of exhaled nitric oxide in children. Thorax
2001; 56:285-289.

. Meyts I, Proesmans M, De Boeck K. Exhaled nitric oxide corre-

sponds with office evaluation of asthma control. Pediatr Pul-
monol 2003; 36:283-289.

. Baraldi E, Dario C, Ongaro R, Scollo M, Azzolin NM, Panza N,

Paganini N, Zacchello F. Exhaled nitric oxide concentrations
during treatment of wheezing exacerbation in infants and
young children. Am ] Respir Crit Care Med 1999; 159:1284—
1288.

Meyts I, Proesmans M, Van Gerven V, Hoppenbrouwers K, De
Boeck K. Tidal offline exhaled nitric oxide measurements in a
pre-school population. Eur J Pediatr 2003; 162:506-510.
American Thoracic Society. ATS/ERS recommendations for
standardized procedures for the online and offline measurement
of exhaled lower respiratory nitric oxide and nasal nitric oxide,
2005. AdaalResaiaCuitCareMed 2005; 171:912-930.

Barreto M, Villa MP, Martella S, Falasca C, Guglielmi F, Pagani J,
Darder MT, Ronchetti R. Off-line exhaled nitric oxide measure-
ments in children. Pediatr Pulmonol 2001; 32:159-167.
Buchvald F, Bisgaard H. FeNO measured at fixed exhalation
flow rate during controlled tidal breathing in children from the
age of 2yr. Am J Respir Crit Care Med 2001; 163:699-704.
Djupesland PG, Qian W, Haight JSJ. A new method for the re-
mote collection of nasal and exhaled nitric oxide. Chest 2001;
120:1645-1650.

Jobsis Q, Schellekens SL, Kroesbergen A, Hop WC, de Jongste
JC. Sampling of exhaled nitric oxide in children: end-expiratory
plateau, balloon and tidal breathing methods compared. Eur
Respir ] 1999; 13:1406-1410.

Kissoon N, Duckworth L, Blake K, Murphy S, Taylor C,
DeNicola L, Silkoff P. Exhaled nitric oxide concentrations: online
versus offline values in healthy children. Pediatr Pulmonol 2002;
33:283-292.

17.

18.

19.

20.

21.

22.

23.

24.

25.

BOON ET AL.

Paredi P, Loukides S, Ward S, et al. Exhalation flow and pres-
sure-controlled reservoir collection of exhaled nitric oxide for
remote and delayed analysis. Thorax 1998; 53:775-779.
Pijnenburg MWH, Lissenberg ET, Hofhuis W, Ghiro L,
Hop WCJ, Holland WP, de Jongste JC. Exhaled nitric oxide
measurements with dynamic flow restriction in children aged
4-8yrs. Eur Respir 2002; 20:919-924.

Silkoff PE, Stevens A, Pak ], Bucher-Bartelson B, Martin R]. A
method for the standardized offline collection of exhaled nitric
oxide. Chest 1999; 116:754-759.

Tadaki H, Mochizuki H, Muramastu R, Hagiwara S, Takahisa M,
Arakawa H, Morikawa A. A flow- and pressure-controlled off-
line method of exhaled nitric oxide measurement in children.
Ann Allergy Asthma Immunol 2008; 100:308-313.

Daniel PF, Klug B, Valerius NH. Measurement of exhaled nitric
oxide in young children during tidal breathing through a face
mask. Pediatr Allergy Immunol 2005; 16:248-253.

Franklin PJ, Turner SW, Mutch RC, Stick SM. Comparison of
single-breath and tidal breathing exhaled nitric oxide levels in
infants. Eur Respir ] 2004; 23:369-372.

Stick S, Franklin P. NO more dogma. Am ] Respir Crit Care Med
2009; 179:87-88.

Taylor D. Exhaled nitric oxide, still alive, not laid to rest. Am ]
Respir Crit Care Med 2009; 179:88-89.

Teague WG. Exhaled nitric oxide in wheezy infants: a marker
of inflammation determined by airways acidification and S-
nitrosothiol degradation? ] Allergy Clin Immunol 2010; 125:
1235-1236.

Address correspondence to:
Isabelle Meyts, M.D., Ph.D.
Department of Pediatrics
University Hospitals Leuven
Herestraat 49

Leuven B-3000

Belgium

E-mail: isabelle. meyts@uzleuven.be

Received for publication August 3, 2010; accepted after
revision September 12, 2010.



This article has been cited by:

1. Harold J. Farber . 2010. Highlights from This Issue of Pediatric Allergy, Immunology, and PulmonologyHighlights from
This Issue of Pediatric Allergy, Immunology, and Pulmonology. Pediatric Allergy, Immunology, and Pulmonology 23:3, 155-156.
[Citation] [Full Text] [PDF] [PDF Plus]


http://dx.doi.org/10.1089/ped.2010.2306
http://www.liebertonline.com/doi/full/10.1089/ped.2010.2306
http://www.liebertonline.com/doi/pdf/10.1089/ped.2010.2306
http://www.liebertonline.com/doi/pdfplus/10.1089/ped.2010.2306

