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ABSTRACT h
The Impulse Oscillometry System (IOS) has been recognized as a useful diagnostic tool. Previous research
by our group has shown that R5 (Resistance at 5 Hz), R5-R20 (frequency dependence of resistance), AX (the
“Goldman Triangle”) and the extended Resistor-Inductor-Capacitor (eRIC) model-derived parameter Cp (peripheral
Compliance) are reliable measures that track respiratory system function. Here we determined the predictive
equations from 112 asthmatic and non-asthmatic Anglo and Hispanic children data, that were previously classified
into four groups: Normal, PSAI (Probable Small Airway Impairment), SAI (Small Airway Impairment), and Asthma
by using regression analysis of IOS and eRIC model parameters as dependent variables regressed against age, height,
and weight. Height showed the greatest correlation with IOS and eRIC model parameters and provided the most
significant reference values for these measures in Anglo and Hispanic children. These values could serve as a useful

framework for diagnosis, early interventions, and treatment of respiratory diseases in this population.
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"RESUMEN )

El Sistema de Oscilometria Impulsos (por sus siglas en Inglés: I0S) ha sido reconocido como una herramienta
de diagndstico util. Investigaciones previas realizadas por nuestro grupo han demostrado que R5 (Resistencia a
5 Hz), R5-R20 (dependencia a la frecuencia de la resistencia), AX (el “Tridngulo de Goldman”) y el parametro
Cp (Capacitancia periférica) derivado del modelo extendido Resistencia-inductor-condensador (eRIC) son medidas
fiables que monitorean la funcién del sistema respiratorio. El presente estudio determina las ecuaciones de predicciéon
de 112 nifios Anglo e Hispanos asmaticos y no asmaéticos, que previamente clasificados en cuatro grupos: Normal,
PSATI (por su nombre en inglés: Probable dafio en las vias aéreas menores), SAI (por su nombre en inglés: Dafo en
las vias aéreas menores), y Asma. Las ecuaciones de prediccién se determinaron mediante andlisis de regresién de
pardmetros del I0S y del modelo eRIC (variables dependientes) contra edad, estatura y peso. La estatura mostrd
la mejor correlacién con los pardmetros del I0S y del modelo eRIC, proporcionando los valores de referencia més
significativos para estas medidas en nifios Anglos e Hispanos. Estos valores podrian servir como un marco de refencia
util para el diagnéstico, intervenciones tempranas, y tratamiento de las enfermedades respiratorias en esta poblacién.

Palabras clave: ecuaciones de referencia, oscilometria de impusos, asma, nifios, dano en las vias aéreas

menores.

INTRODUCTION

Asthma is caused by a combination of genetic
and environmental factors. It is a syndrome
comprising different signs and symptoms such
as cough, wheezing, shortness of breath, and
chest tightness (1). Asthma is one of the
most common diseases of childhood, causing
substantial morbidity (2). More than 10
million children in the USA under age 18
(14%) have been diagnosed with asthma (3).
According to Dorland’s medical dictionary
Small Airway Impairment (SAI) is a chronic
obstructive bronchitis with narrowing of the
bronchioles and small bronchi.

Pulmonary Function Testing (PFT) is
of great importance in the evaluation and
treatment of respiratory diseases. The
advances in technology have culminated
in the development of easier to use and
commercially available PFT instruments that
have been simplified in order to require
minimal patient maneuvering and efforts (4).

Spirometry has been one of the most
commonly used methods of assessing lung

,/

function in older children and adults
(5). It has been demonstrated that both
pre-school and school-age children have
difficulty meeting some of the quality-control
criteria outlined in the ATS/ERS guidelines
when performing spirometry, and most
pediatricians may profess that the critical
period to evaluate pulmonary function is the
infantile period, since this is the age of onset
for childhood asthma (6). Objective measures
for diagnosis and treatment of childhood
asthma remain elusive (7), and the demand
for an index applicable in a clinical setting
for the evaluation of lung function in young
children had been specified (8).

Forced Oscillation Technique (FOT)
is the general name for airway mechanic
measurement using  the noninvasive
superimposition of pressure waves on
the subject’s airway during normal tidal
breathing. It has been noted however that
a need for a practical FO index to define
airway obstruction exists (9).

Impulse Oscillometry is one type of FOT.
It is a promising pulmonary function testing
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method to diagnose and treat asthmatic
preschoolers, but there is a need for more
studies to be able to determine more precisely
what IOS measures and what constitutes
normal values (6-7). Impulse Oscillometry
may be effectively employed in the diagnosis
and management of diseases of the airways in
children (10). IOS has also been recognized
to be a useful diagnostic tool in early asthma
development and could generate objective
outcome measures of early interventions (11-
12).  I0S should be considered as both
an adjunct, and in some circumstances, as
an alternative pulmonary function test to
spirometry. It has been demonstrated that
IOS has greater sensitivity and specificity
in comparison to spirometry in identifying
children with asthma and in determining
their improvement after treatment on the
basis of their bronchodilator responses (12-
14). Other studies have established that I0S
could be used to detect alterations in airway
mechanics over the course of therapy not
reflected by spirometry and that 1I0S may
be capable of demonstrating airway growth-
related changes over time (15-16).

Previous research by our group
demonstrated that certain parameters of the
equivalent electrical circuit models of the
human respiratory system, the augmented
RIC (aRIC) and extended RIC (eRIC),
along with those of the IOS parameters have
proven to be valuable in the diagnosis of
patients with central and peripheral airway
obstruction (16-17).

Reference Equations offer concise and
compact quantitative means for evaluating
the pulmonary function values of a single
patient by comparing his or her data to the
distribution of measurements in a reference
population. Regression equations serve
as effective and inexpensive alternatives to
determine expected values of respiratory
system measures as a function of height,
weight, and age (18).

The purpose of this study was
to determine predictive I0S Reference
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Equations based upon data acquired from
112 asthmatic and non-asthmatic Anglo and
Hispanic children, 5-17 years old, in order
to provide an original frame of reference for
different 10S and respiratory system model
parameters within this population.

The present article is the first in
publishing IOS Reference Equations for
Anglo and Hispanic children 5 to 17 years old
as well as the first in calculating Reference
Equations for 10S-based respiratory system
model parameters (eRIC-Rp and eRIC-Cp).

METHODS

Subjects

IOS pulmonary function testing was
performed in Anglo and Hispanic children
5-17 years old living in El Paso, Texas. The
data were collected at Western Sky Medical
Research Clinic and at a Health Fair held
at an elementary school located in the city’s
Socorro school district in 2006. The acquired
data were then analyzed by our expert
clinician and classified into four categories:
Normal, Probable Small Airway Impairment
(PSAI), Small Airway Impairment (SAI), and
Asthma. A total of 112 children, 5 to 17
years of age were tested: 52 females and
60 males. The University of Texas at FEl
Paso (UTEP) Institutional Review Board
(IRB) approved the research protocol. An
informed consent form was given to every
parent and their child, providing them with a
detailed description of the study. The study’s
population demographics (Age, Standing
Height, and Weight) are shown in Table 1.

Table 1. Study Population

Demographics
Males and Females

Subject Range Mean = SD
Age (years) 5to 17 9.88 + 3.62
Height (cm) 101.6t0 183.4 139.8+21.31
Weight (kg) 14.5t0 93.8 41.02 £19.94
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Figure 1. Histogram showing the distribution of the
number of children with respect to their Heights.

Figure 1 shows the frequency distribution
of all the study population as a function of
Height (cm).

Regression equations

Regression analysis was used in the
determination of the Reference Equations
for this population. The use of bivariate
linear regressions provided the best
prediction models with higher significance
of independent variables, better than
Multivariate linear equations.

One approach to perform regression
analysis is to use separate simple regression
equations for several different age groups.
The square of the correlation coefficient (r?)
and the Standard Error of the FKEstimate
(SEE) are the most common measures of how
well the regression equations fit the data they
describe. The proportion of variation in the
observed data represented by the independent
variables is measured by r?. The SEE is
the average Standard Deviation (SD) of the
data around the regression line. As regression
methods reduce the differences between the
predicted and observed pulmonary function
measures in the reference population, the
values of SEE will decrease and r? will
increase (18).

IOS measurements

Impulse Oscillometry measures Pulmonary
Impedance (Zr) during normal tidal
breathing of a subject. Zr is comprised
of Resistance (R) and Reactance (X)
components, which are 90 electrical degrees
out of phase. Resistance is indicative of the
energy required to propagate the pressure
wave through the airways and Reactance is
reflective of the amount of recoil generated
against that pressure wave. The Reactance
comprises forces of inertia resulting from the
air movement in the conducting airways and
the elastic recoil of the lung tissue. R and X
are measured in either units of cmH,O/L/s or
KPa/L/s. 10S measures pulmonary function
over a range of frequencies from 5 to 25
Hz (cycles/sec). Acoustic waves with lower
oscillation frequencies, such as 5 Hz, travel
farther to the lung periphery and provide
indices of the entire pulmonary system,
whereas waves with higher frequencies, such
as 20 Hz, provide information primarily
related to the central airways. Increasing
evidence shows that the peripheral airways
have an important role in asthma control;
however none of the traditional tests
(e.g. Spirometry) specifically measures the
peripheral airways. 10S is increasingly being
used to separately measure the degree of
central and peripheral airway obstruction.
Resistance at 5Hz minus Resistance at 20
Hz (R5-R20) has been used as an index of
frequency dependence of resistance (fdR),
representing peripheral airways obstruction.
Frequency dependence of resistance is
inversely proportional to age: the younger the
child, the greater the R5-R20 value (10, 19).
The Resonant Frequency (Fres) is the point at
which reactance is zero. The Reactance Area
(AX), also called the “Goldman Triangle”,
is the integrated low frequency respiratory
reactance magnitude between 5Hz (X5) and
Fres. AX is a single metric that reflects
changes in the degree of peripheral airway
obstruction and closely correlates with fdR
(20).
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For this study, a Jaeger MasterScreen
IOS (Viasys Healthcare, Inc. Yorba Linda,
CA, USA) was used. The system was
calibrated every day before data collection
using a 3-L syringe for volume calibrations
and a reference resistance (0.2 kPa/L/s) for
pressure calibrations. Children were asked to
wear a nose clip, while breathing normally
through a mouthpiece, and were instructed
to close their lips tightly around it to avoid
air leakage. Three to five IOS test replicates
were performed on each subject to ensure
reproducible tests without artifacts caused
by air leaks, swallowing, breath-holding, or
vocalization. In each IOS test impulses were
applied for a period of 30 to 45 seconds.
IOS data were carefully reviewed offline and
quality assured by our group’s resident expert
clinician who rejected segments affected by
airflow leaks or swallowing artifacts.

Respiratory Impedance Model

Extended RIC (eRIC) Model:

This model was developed as an
improvement to the RIC model with
an additional peripheral Resistance (Rp)
connected in parallel with the Capacitance.
Therefore, the eRIC model is composed
of central (large airway) Resistance (Rc),
large airway Inertance (I), peripheral (small
airway) Compliance (Cp), and peripheral
(small airway) Resistance (Rp). This added
Rp allows for the frequency dependence
of Resistance observed in impedance data.
Figure 2 shows the eRIC model circuit.

Data analysis

The average values of the IOS and eRIC
model parameters were used in this study
to determine the Regression FEquations
for the four groups: Normal, Probable
Small Airway Impairment (PSAI), Small
Airway Impairment (SAI), and Asthma.
All of the statistical analyses in this
study were performed using SPSS 22
Software (SPSS Inc., Chicago, IL, USA).
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Figure 2. eRIC model (17).

These equations were generated using simple
linear regression analysis with Height, Age,
and Weight as independent variables.

RESULTS

Reference values are important indexes
in establishing whether an individual’s
measured values fall within a range to be
expected for a healthy person with similar
height and age. Most of the previous studies
performed to provide reference values for
FOT and IOS parameters for children were
designed for preschool children (21-28), as
IOS has been proven to be of high significance
in the assessment of the pulmonary system in
this population. Attractive practical features
such as: effort-free operation, minimal
passive cooperation from the subject wearing
a nose clip while keeping tightly closed lips
around a mouthpiece, and breathing normally
through the mouth make the 10S a popular
lung function test for small children who are
unable to perform spirometry. Studies by
other researchers have generated FOT and
IOS Reference Equations for 2-20 year-old
children and young adults (29-33), which
are comparable to the results in the present
study.

Table 3 presents a summary of the studies
performed using the Impulse Oscillometry

technique to generate Reference Equations
for children (23-28, 31-33).
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Table 2. Demographics for each classification Group Age(years)  Height (om)  Weight (kg)
Normal 1o 17 1398477.8 327847
group.
PSAI 5t017 121753 218-838
SAl 5t017 104-1834 14586
Asthma 5t013 10161685 16883

Table 3. Summary of IOS Reference Equations for children.

Technique Author Year Children Ages Equations r r
and ethnicity
108 Malmberg | 2002 21-70years In{RS) =8.286 - 1.786* In[Height) 0530
n=109 Finnish children In{R20) =7.209 - 1.553%In (Height) 0498
(23) {height in cm) X5 =-4.065 + 0.806*In[Height) 0564
105 Frei 2005 310year R5=2111679- 0.0055*Height 0433
n=222 North American children R20= 1.45644 - 0.0065 Height 0321
29) {height in cm) ¥5=-1.1974 + 0.00673*Height 0219
AX =10.5448 - 0.0684*Height 0351
108 Denker 2006 21-111years R5=0.266 + 0.759*Height#(-3) + 0.004*weight
n=360 Finnish and R20=0.259 + 0.630*Height*[-3)
(25) Sweedish children X5=-0.123 - 0.255%Height*(-3)
{heightin m)
108 Park 2011 3-6 years RS =1534-0.005*Height 0348 | 0121
n=119 Korean children R10=1516- 0.007*Height 0337 | 0114
(26) {heightin cm) X5=-0.675 + 0.004*Height 034 | 0116
AX=6.368- 0.041*Height 0337 | 0113
108 Lee 2012 3-7 years RS =2.242 - 0.008*Height- 0.005*age 0213
n=161 Korean children R20=1518- 0.007*Height 0132
(27) {age in months) X5=-0.521 + 0.005*Height 0.051
{height in cm)
108 Lai 2015 2-6years RS = 24335 - 0.0134*Height 0.280
(28) Taiwanese children R20=13838 - 0.0065* Height 0.130
{height in cm) ¥5=-0.6408 + 0.0036%Height 0.100
AX = 10.4286 - 0.0686 0.139
105 Amra 2008 5-1%years Boys
n=509 Iranian children R5 = 6.15*10e-7*age*3.820-6.78%10e-5"Height* 1.651+0.691] 0.270
(31) {ageinyears) R25 =-6.71*10e-7°3ge*3.75-8.73%10e- 10°He ight*3.57+0.362] 0.180
{height in cm) X5 = 6.95%10e-23*age* 16.226+0.004Height*0.846-0.430 0.230
Girls
RS =-1.35%10e-5%age*2.823-0.001 *Height*1.022+0.547 0.040
R25 =0.14*3ge*0.254-8.66% 10e-6*Height*1.759-0.341 0.010
X5 = 1.78*10e-7*age *4.15+0.002Height*1.08-0.53% 0.030
108 MNowowiejska | 2008 31-185yean RS = exp(1818- 0.0165*Height) 0873
n=626 Polish children R20 = exp{1.217 - 0.0148%Height) 0.842
(32) {agein years) )5 = exp(-0.728 + 0.0037*Height) 0845
{height in cm)
105  |Gochicoa-Rangel| 2015 27-154yean Boys
n=283 Mexican children RS =-0.636%Iog(Age) + 99.506*(1/Height) + 0.443 -0.86
33) {age in years) R20=-0.367*1oglAge) + 82.162%(1/Height) +0.140 -0.87
{height in cm) ¥5=0.228*log|Age) - 46.787*(1/Height) - 0.068 079
AX=-3.938%og(Age) + 340493*(1/Height) + 2635 -0.78
Girls
RS =-0.736%log[Age) + 78.861%(1/Height) + 0.702 -0.89
R20=-0.427% o Age) + 63.880* (1/Height) + 0307 089
¥5=0.309%log(Age) - 42.906*{1/Height) - 0.185 0385
AX=-2.345%|0g[Age) + 640.548*(1/Height] - 1.212 083




Meraz et al. Reference equations for impulse oscillometric and respiratory system model parameters

in anglo and hispanic children

A recent study by Hagiwara et al. (34)
was published showing Reference Values for
Japanese Children (6-15 years). In this study
the authors presented R5, R20 and R5-R25
Reference values according to height in terms
of standard deviation calculated with the
lambda-mu-sigma (LMS) method. As only
IOS Reference values and standard curves,
for the mentioned parameters, were presented
and Reference Equations were not calculated,
as in previous studies (21-33), it was not
possible for us to include that study in our
Table 3.

Also Santos Schivinski et al. (35) recently
reported 10S Reference Equations for
Brazilian Healthy children and adolescents.
They tested 864 healthy school students aged
6 to 14 years old. Only an abstract has been
published on this research and no Reference
Equations were given.

In our previous work, we have
demonstrated that there are no significant
differences between genders (36) and between
ethnic groups in this population (37). We
did not observe gender or race significant
differences in the same manner in our
investigation as it was demonstrated in
previous studies (24-25, 27).

In the present study Reference Equations
for IOS and eRIC model parameters were
generated based upon IOS data acquired
from 112 children, previously classified by
our expert clinician, the late Dr. Michael
Goldman, into four groups: Normal, PSAI,
SAI and Asthma.  The Normal Group
was composed of 11 children, PSAI of 17
children, SAI of 54 children and Asthmatic
of 30 children, respectively. In Table 2, the
demographics for each group are presented.

In Table 3 the following information
is presented: r = correlation coefficient,
r?=coefficient of determination (the fraction
of the data that is the closest to the line
of best fit), R = Resistance (kPa/L/s),
X = Reactance (kPa/L/s), AX = the
Goldman Triangle (kPa/L), Height (meters
or centimeters), Age (years or months), and
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Table 4. Regression equations for normal group.
Height (cm)

Normal (n=11) r SEE

R5 = 1.428 - 0.006*Height 0.647 0.05578
R10 = 1.313 - 0.006*Height 0.597 0.05808
R15 =1.304 - 0.006*Height 0.604 0.05714
R20 = 1.072 - 0.005*Height 0.473 0.05721
R25=.979 - 0.004*Height 0.370 0.06105
X5 =-0.340 + 0.001*Height 0.151 0.04053
X10 =-0.086 + 0.0003*Height 0.072 0.01655
X15 =-0.152 + 0.001*Height 0.232 0.02279
X20 =-0.042 + 0.001*Height 0.080 0.02648
X25 =0.301 - 0.001*Height 0.211 0.02541
R5-R20 = 0.345 - 0.002*Height 0.402 0.02458
Fres = 27.589 - 0.088*Height 0.165 2.39063
AX =1.213 - 0.005*Height 0.241 0.11026
eRIC-Rp = 0.704 - 0.002*Height 0.034 0.13547
eRIC-Cp =-0.327 + 0.003*Height 0.301 0.05770

Table 5. Regression equations for PSAI group.

PSAl (n=17) r’ SEE

R5= 1.249 - 0.005*Height 0.648  0.06881
R10 = 0.976 -0.004*Height 0.534  0.06517
R15 = 0.756 - 0.002*Height 0.246  0.07312
R20 = 0.714 - 0.002*Height 0.271  0.07305
R25 = 0.905 - 0.003*Height 0.468  0.07040
X5 =-0.710 + 0.004*Height 0.820  0.03135
X10 = -0.363 + 0.002*Height 0.647  0.02648
X15 =-0.211 + 0.001*Height 0.421  0.02680
X20 = 0.082 +0.0002*Height 0.038  0.02487
X25 = 0.295 -0.001*Height 0.439  0.02538
R5-R20 = 0.530 - 0.003*Height 0.486  0.04971
Fres = 23.142 - 0.042*Height 0.158  1.84298
AX = 4.426 - 0.023*Height 0.724 027173
eRIC-Rp = 2.023 - 0.010*Height ~ 0.777  0.10460
eRIC-Cp =-0.141 + 0.002*Height  0.628  0.02410

Weight (kilograms) for the mentioned studies
using 10S (23-28, 31-33).

Our linear regression analysis indicated
that TIOS variables were well correlated with
both Height and Age, as found by Amra (31)
and Gochioca-Rangel (33), but most strongly
associated with Height as has been shown in
previous studies (23-29, 32). The Reference
Equations generated in the present study as
a function of Height are presented in Table
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Table 6. Regression equations for SAI group.

SAl (n=54) r SEE

R5 = 1.328 - 0.005*Height 0.435  0.10992
R10 = 0.925 - 0.003*Height 0.265  0.09678
R15 = 0.643 - 0.002*Height 0.080  0.10325
R20 = 0.623 -0.002*Height 0.103  0.09301
R25 = 0.831 - 0.003*Height 0.321  0.08004
X5 = -0.785 + 0.004*Height 0.670  0.05233
X10 = -0.502 + 0.003*Height 0.562  0.04367
X15 = -0.314 + 0.002*Height 0.473  0.03352
X20 = 0.039 + 0.0001*Height 0.003  0.04706
X25 = 0.197 - 0.001 *Height 0.067  0.04551
R5-R20 = 0.704 - 0.003*Height 0.509  0.06336
Fres = 21.066 - 0.013* Height 0.010 245177
AX = 5.936 - 0.030*Height 0.592  0.48159
eRIC-Rp = 1.9002 - 0.009*Height ~ 0.558  0.16099
eRIC-Cp = -0.076 + 0.001*Height  0.506  0.01969

Table 7. Regression equations for asthma group.

Asthma (n=30) r’ SEE

RS = 1.684 -0.007*Height 0.557 0.11314
R10 = 1.164 - 0.004*Height 0.451  0.08689
R15 = 0.854 - 0.003*Height 0.261  0.08669
R20 = 0.680 - 0.002*Height 0.150  0.08075
R25 = 0.781 - 0.002*Height 0.226  0.07696
X5 = -1.036 + 005*Height 0.683  0.06752
X10 =-0.661 + 0.003*Height 0.634  0.04709
X15 = -0.484 + 0.002*Height 0.631  0.03612
X20 = -0.144 + 0.001*Height 0.161  0.04019
X25 = 0,194 - 0.001*Height 0.099  0.04161
R5-R20 = 1.004 - 0.005*Heght 0.607  0.07466
Fres = 24.184 - 0.025* Height 0.081 162774
AX = 8.764 - 0.045*Height 0.720  0.52861
eRIC-Rp = 2.263 - 0.011 *Height 0.618  0.16554
eRIC-Cp = -0.035 + 0.001*Height ~ 0.675  0.00769

4 for Normal, Table 5 for PSAI, Table 6
for SAI, and Table 7 for Asthmatic children
respectively; where r2 = the coefficient of
determination and SEE = the Standard Error
of the Estimate.

DISCUSSION

In contrast to our research, the study
performed by Frei et al. (24), presented
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Figure 3. R5 as function of Height for all children.
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Figure 4. X5 as function of height for all children.

Reference Equations for solely white North
American children (3-10 years) with two
white parents.

Our study is the first in publishing
IOS Reference Equations for Anglo and
Hispanic children 5 to 17 years old. Also
is the first study in calculating Reference
Equations for I0S-based respiratory system
model parameters (eRIC-Rp and eRIC-Cp).
One of the advantages of our Reference
Equations is that most of the significant 10S
and model parameters resulted in 72 values
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higher than 30%, with some of them reaching
up to 60% and even to 80%, whereas previous
studies reported r? values lower than 20%
(26-27).

The regression equations with 72 values
higher than 0.4 are highlighted in bold in
Tables 4 to 7. In the Normal Group,
it can be observed that the resistance
values R5 to R20 and R5-R20 present the
highest r? values, showing these to be good
predictors of normal parameters. In the
PSAI, SAI, and Asthma Groups Rb5, X5,
X10, X15, R5-R20, AX eRIC-Rp and eRIC-
Cp have the greatest 72 values which seem
to indicate that these parameters are the
best predictors for children with respiratory
impairments. These results seem to confirm
what Nowowiejska et al. have previously
concluded (32) by showing that reactances
manifested greater specificity compared to
resistances in assessing bronchial obstruction
in children.

One of the limitations of our study
was that the Normal Group included solely
sample data from children 11-17 years
old. This could be the reason why our
R5 regression coefficient was lower than
those reported in previous studies by other
researchers (24-27). However, in spite of this
limitation, it is clear that Resistance values
decrease with Height and Age as expected.

In Figure 5, the reference equation for R5
as a function of Height was compared with
those generated in previous studies, which
utilized simple linear regression equations to
represent their data. Our data are close to
those acquired by Nowowiejska et al. (32),
who utilized a wider age range than the ones
used in other studies, and it seems that the
equations generated by Frei et al. (24), Park
et al. (26), and Lai et al. (28) could have been
similar to ours if we would have been able
to include data from younger normal children
with lower heights.

It can be observed in Figures 6 and 7 that
R5 increases with respiratory impairment
severity, from normal to PSAI to SAI and
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Figure 5. A comparison of the relationship between
R5 and Height in our study and those of Frei, Park,
Lai and Nowowiejska(24, 26, 28, 32).
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Figure 6. R5 Boxplot for the four groups in our
study population.

Asthma. It can also be noticed that X5
decreases with SAI and Asthma severity, in
the same progression as expected. In a similar
manner, Figure 8 shows that AX increases
with respiratory impairment severity.
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Figure 7. X5 Boxplot for the four groups in our
study population.
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Figure 8. AX Boxplot for the four groups in our
study population.

CONCLUSIONS

Impulse Oscillometry can serve as a
sensitive pulmonary function test performed
in younger and older children to
diagnose asthma and other pulmonary
conditions with relative ease and without
requiring extreme breathing maneuvers and

bronchoprovocation. It has been proven to
be useful in the assessment of respiratory
impairments. Our investigation reported here
provided IOS and eRIC model parameter
Reference Equations for four groups of
Hispanic and Anglo children:  Normal,
PSAI, SAI and Asthma. These equations
could be used in the future to provide a
quantitative framework for indication of
illness progression, or as a reference tool to
diagnose the degree of respiratory system
impairments in children in the 5 - 17 year-old
age group.

This work showed and validated that
Height was the best determinant of I0OS
variables. Resistance (R) correlated
negatively with Height, while Reactance (X)
correlated positively as previously seen in the
literature.
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