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CHAPTERS
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connected spirometry device for pediatric patients
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Abstract

BACKGROUND Diagnosis and follow-up of respiratory diseases traditionally rely on
pulmonary function tests (PFT), which are currently performed in hospitals and require
trained personnel. Smartphone connected spirometers, like the Air Next spirometer, have
been developed to aid in the home-monitoring of patients with pulmonary disease. The
aim of this study was to investigate the technical validity and usability of the Air Next spi-
rometer in pediatric patients.

METHODS Device variability was tested with a calibrated syringe. go subjects aged 6-16
were included in a prospective cohort study. 58 subjects performed conventional spirom-
etry and subsequent Air Next spirometry. The bias and the limits of agreement between
the measurements were calculated. Furthermore, subjects used the device for 28 days at
home and completed a subject satisfaction questionnaire at the end of the study period.

RESULTS Inter-device variability was 2.8% and intra-device variability was 0.9%. The
average difference between the Air Next and conventional spirometry was 40 mL for FEV1
and 3 mL for FvC. The limits of agreement were-270 mL and +352 mL for FEV1 and-403
mL and +397 mL for FVC. 45% of FEV1 measurements and 41% of FVC measurements at
home were acceptable and reproducible according to ATS/ERS criteria. Parents scored
difficulty, usefulness and reliability 1.9,3.5and 3.8 out of 5, respectively.

CONCLUSION The Air Next device shows validity for the measurement of FEV1and FvC
ina pediatric patient population.

90 TRIAL@HOME FOR CHILDEREN —NOVEL NON-INVASIVE METHODOLOGY FOR THE PEDIATRIC CLINICAL TRIAL OF THE FUTURE

Introduction

Diagnosis and longitudinal follow-up of pulmonary diseases have relied on pulmonary
function tests (PFTS) since the nineteenth century.! Traditionally conducted in the clinic,
spirometry can be a difficult technique, and the accuracy and repeatability depends on
many factors such as equipment, patient effort, and supervision and encouragement of a
technician. Nevertheless, a single pulmonary function test is no more than a snapshot of
disease-activity and is unable to capture the variability of symptoms in chronic pulmonary
disease. Longitudinal data on a regular basis regarding pulmonary health could be very
valuable for patients, clinicians,and clinical researchers,and this could be obtained by per-
forming PFTS at the patients’ home. An increase in readily available objective longitudinal
data could be particularly useful in pediatrics, as children often find it difficult to perceive
and express the severity of their symptoms.??

Researchers have investigated the clinical value of home-based measurements of sev-
eral devices for pediatric asthma and cystic fibrosis (CF). While outcomes were corre-
lated to disease activity,* the devices appeared to offer little benefit for clinical practice
in terms of reduced admission rates, better disease control, or slower decline in pulmo-
nary function.>” Since then, improvements in technology have allowed for the develop-
ment of devices for measurement of complete flow-volume curves at relatively low-cost.
An example is the Air Next spirometer, a Bluetooth connected device allowing patients
to perform spirometry tests with a smartphone. Use of the device has been reported in
adult patients, but not yet in the pediatric population.®® Before implementation in pediat-
ric clinical care or clinical trials,a comprehensive technical validation of the device must be
performed, consisting of the assessment of intra-and inter-device variability, comparison
with conventional spirometry,as well as the assessment of usability for pediatric patients.

The aim of this study is to determine the agreement between the Air Next spirometer
and conventional spirometry and to evaluate the usability of the device for children and
parents when used at home.

Materials & Methods

Location and ethics

This study was conducted at the Juliana Children's Hospital (Haga teaching hospital,
the Hague, the Netherlands) and Sophia Children’s Hospital (Erasmus Medical Centre,
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Rotterdam, the Netherlands) from November 2018 until January 2020. The study pro-
tocol was reviewed and approved by the Medical Ethics Committee ZuidWest Holland
(the Hague, the Netherlands) prior to initiation of the study. The study was conducted
according to the Dutch Act on Medical Research Involving Human Subjects (WMo0) and
in compliance with Good Clinical Practice. Written informed consent was obtained from
all parents and children aged 12 years and older. Assent was obtained from children aged
younger than12. The trial was registered at the Dutch Trial Registry (NTR, Trial NL7611).

Subjects and study design

This analysis was part of a study investigating a novel home-monitoring platform (CHDR
MORE®) in pediatrics. During this study, pediatric patients with controlled asthma
(n=30), uncontrolled asthma (n=30) and cystic fibrosis (n=30) were recruited from the
outpatient clinic of the hospitals. All children were aged between six and sixteen years.
Asthma control was defined using the GINA criteria and Asthma Control Questionnaire
(AcQq, cutoff > 1.5 points).>* Children and parents were given a 10-minute training and
practice session and were asked to perform once daily pulmonary function tests with the
mobile device for a duration of 28 days. When logistically feasible, children visited the hos-
pital to perform a conventional spirometry test at the outpatient clinic at the beginning or
end of the study period and perform an Air Next spirometry test during the same visit. The
sequence of tests was chosen based on preference for each patient.

Spirometry

Conventional spirometry was performed on a Masterscreen PFT (Vyaire, Mettawa, IL,
USA) at the Juliana Children’s Hospital and the Sophia Children's Hospital, calibrated
according to ATS/ERS guidelines. Home-based spirometry was performed using the Air
Next spirometry device (NuvoAir, Stockholm, Sweden). The device employs a turbine
mechanism with disposable mouthpieces and cannot be calibrated by the user. The device
uses Bluetooth to connect to a smartphone. Motorola G6 (Motorola, Chicago, IL, USA)
phones were used during the study. An accompanying application was installed, which
uses age, sex and height to calculate reference values according to the GLI-2012 equa-
tions'? and requires Android 5.0 or higher. The application provides the Forced Expiratory
Volume in the first second (FEV1), Forced Vital Capacity (FvC), FEV1/FVC ratio and Peak
flow (PEF) per maneuver.

92 TRIAL@HOME FOR CHILDEREN —NOVEL NON-INVASIVE METHODOLOGY FOR THE PEDIATRIC CLINICAL TRIAL OF THE FUTURE

Device variability

The Air Next device cannot be manually calibrated. We used a calibrated syringe (Viasys,
Conshohocken, PA, USA) with a capacity of 2994 mL to evaluate accuracy and the inter-
and intra-device variability. The syringe was used to push the complete capacity through
an Air Next device 20 times per device on 20 devices with a single turbine. Additionally, the
syringe was used on 25 different turbines with a single Air Next device.

Test procedures

American Thoracic Society (ATS) and European Respiratory Society (ERS) acceptability
guidelines were used to judge and grade PFT quality (grade A-F from best to worst).** Spi-
rometry maneuvers were acceptable if the start was rapid and without hesitation, the course
of the expiratory maneuver was continuous, without any artefacts or evidence of coughing
in the first second and if the end of the maneuver did not show early or abruptinterruption.
The difference between the best two acceptable FVC and FEV1 should have been less than
150 mL. At least three maneuvers were performed per spirometry session. When it was dif-
ficult to obtain reproducible maneuvers during supervised measurements,a maximum of 10
maneuvers per patient was performed and the usable maneuvers were used. For home-use,
subjects were instructed to perform three maneuvers per session and were able to perform 2
additional measurements when appropriate (e.g. mistiming of the forced exhalation or appli-
cation errors). Subjects were not asked to self-grade repeatability during the study period.

End-of-study questionnaire

At the end of the study period, a questionnaire regarding user experience was completed.
Parents and participants were asked to give their opinion about the reliability of the
device, the difficulty of using the device, and whether they found the use of the device to
be useful or tedious on a 5 point Likert scale.

Statistics

Baseline characteristics were summarized. Inter-, intra-and turbine variability were cal-
culated and expressed as a coefficient of variability (Cv). Concordance between Air Next
spirometry and conventional spirometry was assessed using the methods described by

93 PARTIlI CHAPTER 5 —DEVELOPMENT OF A CRY DETECTION ALGORITHM




Bland and Altman. The mean differences between methods and the g5% limits of agree-
ment were calculated for FEV1, FVC, PEF and FEV1/FVC ratio. For FEV1 and FVC, accept-
able bias was no more than 100 mL. For PEF and FEV1/FVC ratio, the acceptable average
bias was 300 mL /s and 10% respectively."*** Pearson correlation coefficients between the
two methods were calculated. Spirometry measurements at home were graded for qual-
ity and the number of maneuvers assigned to each grade were summarized descriptively.
A mean grade per subject was calculated. The average mean grades of the three study
groups were compared via a one-way ANOVA test and pairs were compared with Tukey's
range test to adjust for multiple comparisons. Usability was evaluated by analyzing the
end-of-study questionnaire completed by subjects and their parents. R version 3.5.1 was
used for statistical analysis and visualization. Promasys® software (OmniComm, Ft. Lau-
derdale, FL,USA) was used for data management.

Results

Baseline characteristics

A total of go subjects were included in the main study. The average age was 10 years
(range 6-15). Subjects had performed an average of 12 (SD 11) hospital-based pulmonary
function tests before the study. Other baseline characteristics are displayed in Table1.

Table 1. Baseline characteristics

All participants (n = go) Comparison participants* (n = 58)
Age (mean (sD) 10.2 (2.7) 10.2 (2.7)
SEX
Male, n (%) 54 (60) 37 (65)
Female, n (%) 36 (40) 20 (35)
DIAGNOSIS
Controlled asthma, n (%) 30 (33.3) 27 (47)
Uncontrolled asthma, n (%) 30 (33.3) 23 (40)
Cystic Fibrosis, n (%) 30 (33-3) 7 (12)
Weight (kg), mean (sp) 39.5 (15.9) 40.8 (16.2)
Body mass index (SDS), mean (SD) 0.6 (1.4) 0.8 (1.4)
Height (m), mean (sp) 1441 (16.6) 144 (15.5)
ETHNICITY
Caucasian, n (%) 69 (77) 37 (74)
Other,n (%) 21 (23) 15 (26)
Spirometry experience,n (SD) 12.2 (1) 8.4 (8)

* Comparison participants: patients who also performed conventional spirometry before or at the end of the study period.
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Device variability

Of 400 measurements in 20 devices, the average bias from the calibrated 2994 mL was
-40 mL (range -124 - 56 mL). The average intra-device CV was 0.9% (range 0.6-1.2%).
Furthermore, the average inter-device CV was 2.8%. Average turbine bias was-7o mLand
turbine CV was 1.8%. 4% of measurements with the calibrated syringe exceeded the 3%
accuracy threshold advised by ATS standards.

Measurement validity

58 subjects were able to perform hospital and Air Next PFTS subsequently. When compar-
ing output between the two methods, there was one extreme outlier, most likely due to a
technical defect resulting in a blockage of the outflow of the Air Next turbine, which was
excluded from the statistical analysis. Figure 1 shows the limits of agreement and corre-
lation between the Air Next and conventional spirometry of the several parameters. For
FEV1, the average bias was 40 mL and the g5% limits of agreement were -270 and +352
mL. The Pearson correlation coefficient (R) was 0.97 (p < 0.001). The bias of FVC was
3 mL with limits of agreement of -403 mL and +397 mL (R = 0.97, p < 0.001). Further-
more, the analysis of PEF demonstrated an average difference of 5go mL/s (95% limits of
agreement of -5oo mL and 1690 mL) and the average difference for the FEV1/FVC ratio
was 0.6% (95% limits of agreement of-5.8% and 7.0%). Although the correlation coeffi-
cient was lower as compared to FEV1 and FVC, there was still a good correlation between
the two methods for both PEF (R = 0.93, p < 0.001)) and FEV1/FVC ratio (R = 0.91,p <
0.001). There was no proportional bias for any of the parameters. There was a correlation
(R =-0.33,p = 0.01 for FEV1, R =-0.26, p = 0.05 for FVC) between the absolute differ-
ence in FEV1 and FVC (expressed in % of predicted FEV1 and FvC) and age (Supplemen-
tary Figure S1), but not between the absolute difference and previous spirometry expe-
rience, expressed as the amount of PFTS performed in the past (Supplementary Figure
$2).There was no statistically significant difference in absolute bias for FEV1 between the
three groups (p = 0.28, Supplementary Figure S3). When the absolute difference between
the two methods was expressed as a percentage of the predicted FEV1 and FVC, the mean
bias was 6.3% (SD 5%) of predicted FEV1 and 6.7% (SD 5.7%) of predicted FvC. The bias
of FEV1 of subjects who performed the comparison at the end of the study period was
slightly higher (3% of predicted, p = 0.009) compared to subjects who performed the
comparison at the beginning of the study period (Supplementary Figure S4).
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Figure 1. Concordance between Air Next and conventional spirometry. A, C, E, G: Bland-Altman plots
displaying the differences between conventional spirometry and Air Next spirometry against the averages of
the two techniques for FEV1, FVC,FEV1/FVC ratio and PEF, respectively. Dotted lines reflect the average bias
(middle line) and the g5% limits of agreement (outer lines). B, D, F, H: Pearson correlation between the two

Technique and day-to-day variability

A total of 2047 spirometry measurements were performed with the Air Next device dur-

measurements. ing the study, resulting in an average compliance of 78%. The curves of 1821 sessions were
A FEVI (Conventional ve, Alrext] B Pearsan correlation FEVL (L) available for analysis. When graded according to the ATS/ERS criteria, 45% of the FEV1
' _ _ . measurements were considered acceptable and reproducible, as well as 41% of the FvC
! measurements. A significant number of sessions were grade E, meaning they did not pro-
E i duce more than one acceptable maneuver or that the reproducibility was too low. 2% of
%E 3 measurements were neither acceptable nor usable for both FEV1 and FvC. Summarized
graded are listed in Figure 2A and Figure 2B. There was a statistically significant difference
in average grade between CF patients and patients with uncontrolled asthma (FEV1,p =
Means Comventions spircmetry 0.02 (Figure 2C), FVC, p = 0.03 (Figure 2D)). Age and average grade were not correlated
¢ P e et e ranm =R (Supplementary Figure S5). Day-to-day coefficient of variability (Cv) of acceptable trials
1R =097, p < 0.001 . (grade A-C) was 9.0% (SD 5.7%) for FEV1and 7.7% (SD 5.4%) for FvC.
: : SO e
69 (77%) subjects completed the end-of-study questionnaire. In general, parents found
. T coearionst sprarmatry the use of the spirometry device to be acceptable. When asked to score their agreement
E PEF (Conwentional vs. Airlext) E Paarson correlation PEF (Lis) with the statement 'l found the use of the spirometer to be tedious’ the average score was
R T — 1.8 out of 5 (SD 1.1). Furthermore, parents scored the difficulty 1.9 out of 5 (SD 1.2}, useful-
S ::".'--L":' ’ ness 3.5 out of 5 (SD 0.9) and the perceived reliability 3.3 out of 5 (SD 1.0). Summarized
: =" ~" T ea | || ¥ results are displayed in Supplementary Figure S6.
: _.-.f:: SN U O S
: Discussion
Means Conventional spirometry The current study investigates the technical validity and user experience of the Air Next
G FEVLFVE ratic (Comventionsl vi. Alrkest] H Pearson correlation FEVLFVE ratio (%)

]
1A =091 p=< 0001 -y

spirometer for pediatric patients. Air Next spirometer output was compared to the gold
standard: conventional spirometry in the clinic. Subjects and their parents also completed

] ST T . a questionnaire regarding the usability of the device.
E e :"" TpEasns z The inter-device, intra-device and turbine variability were assessed with a cal-
B | I - ' I Al . ibrated syringe of 2994 mL. All of the measurements were within 125 mL of the refer-
~ ’ ‘ ence. Although 125 mL exceeds the 3% accuracy standard advised by the ATS,96% of mea-
" : S . surements fell within the 3% range. The coefficients of variability were all below 3%, which

suggests that the repeatability of the device is good.
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Figure 2. ERS /ATS grades for measurements performed at home. All spirometry sessions were graded
according to ATS/ERS guidelines for FEV1and FVC separately. Grade A-E represent sessions with acceptable
maneuvers but with varying repeatability. Grade U includes session with usable but not with acceptable
maneuvers and grade F is reserved for session without acceptable or usable maneuvers. A: proportion of
spirometry sessions that were awarded each grade for FEV1. B: proportion of spirometry sessions that were
awarded each grade for FvC. C: Boxplot of average FEV1 grade per study group. Dots represent individual
averages. There was a statistically significant difference between the CF and uncontrolled asthma group
(p=0.02).D: Boxplot of average FVC grade per study group. Dots represent individual averages. There was
astatistically significant difference between the CF and uncontrolled asthma group (p = 0.03).
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Bland-Altman plots displaying the difference between the Air Next measurements and
conventional spirometry demonstrated a negligible bias for FEV1, FvC and FEV1/FVC ratio
of 40 mL,3 mL and 0.6% respectively. Furthermore, the 95% limits of agreement for FEV1
and FvC comparable with earlier studies in adults.®® Both FEV1/FVC ratio and PEF showed
relatively wide limits of agreement compared to conventional spirometry, while PEF dem-
onstrated bias compared to the gold standard. Interestingly, concordance of PEF was not
reported in earlier publications. While the grades of the supervised spirometry sessions
with the Air Next were all adequate (A-C) according to ATS/ERS criteria, we suspect the
individual differences of FEV1 and FVC measurements, and the consistently lower PEF of
the Air Next measurements to be mainly due to differences in technique. Subjects had to
coordinate several actions in quick succession: initiating the smartphone application,com-
plete a full forced inspiration, perform a controlled arm movement towards the mouth and
finally complete a forced expiration. This is a relatively complex sequence of actions com-
pared to conventional supervised spirometry and could influence the maximum effort
given to the forced expiration. The complexity of the sequence of actions may also explain
the correlation between absolute difference in FEV1 and age. For most subjects, the spi-
rometry session for comparison was the first time they used the Air Next device. However,
more familiarity with the technique did not appear to lead to better concordance, con-
sidering the observation that children who performed the comparison at the end of the
study period did not exhibit a smaller deviation from conventional spirometry. We hypoth-
esize this may be due a decrease in motivation in children who performed daily PFTS dur-
ing the preceding 28 days. Another important difference that may explain discordance is
that small devices exert low resistance to expiration in comparison to conventional devices,
which may affect the way children perform PFTS. While the bias of 0.59 L casts doubt on
the absolute accuracy of the device for PEF measurements, the FvVC, FEV1/FVC ratio and
especially FEV1 are considered to be more important parameters of pulmonary health.*
Furthermore, the measured PEF may show good correlation with symptom severity in the
case of home-monitoring. The limits of agreement for FEV1 and FVC are wider than the
bias of the Air Next device determined with the calibrated syringe. This suggests that indi-
vidual differences between the Air Next and conventional spirometry are the result of bias
by both the patient,and the device. A subgroup analysis of 25 children who displayed good
technique in the home setting (median grade A-B) showed slightly smaller limits of agree-
ment. (Supplementary Figure S7). Limits of agreement of this magnitude are inherent to

direct comparisons of spirometers, as demonstrated by the literature on this subject.”2°
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Still, the relevance of the individual differences of this magnitude is higher in pediatrics,
because their smaller expected lung volumes lead to biases that may be clinically relevant.

Subjects used the device at home for 28 consecutive days in the main study. Individual
curves were assessed and graded according to the ERS /ATS criteria. The majority of mea-
surements would be considered suitable for further analysis, but 36% of FEV1 measure-
ments and 39% of FVC measurements were graded D, E, U or F, meaning that they were
not performed technically adequate.?* Interestingly, patients with uncontrolled asthma
appeared to exhibit worse technique than patients with CF. Several sessions with poor
technique could have been the result of dyspnea due to the underlying disease, and the
obtained values for FEV1, FVC and PEF could still correlate well with perceived symptoms.
However, the difference in technique could also be explained by the fact that children with
CF perform a PFT every three months, which results in more familiarity with the tech-
nique. Therefore, this observation could also indicate a need for more training sessions,
which has been reported to be beneficial for improving inhalation technique.? Exten-
sive training could be beneficial for home-based spirometry as well and could be inves-
tigated further during a clinical validation study. Although the acceptability criteria that
were the cause of a maneuver being unacceptable were not routinely recorded, the unac-
ceptable maneuvers most often did not reach the end of forced expiration criteria. A high
back-extrapolation volume was encountered often as well. Both are indicators of insuffi-
cient effort during the end and start of the maneuver, respectively.®

According to the end-of-study questionnaire, parents and children did not find the
measurements to be difficult, although this assessment may change when immediate
feedback on the quality of the measurements is provided. During the study, some partic-
ipants had recurrent Bluetooth connectivity problems, which may be related to the used
phone or the particular device that was used. To optimize reliability and usability, more
intensive training and strict instructions may be necessary. During this study, partici-
pants underwent a 10-minute training, which may not be enough to prevent wrong con-
duct. Still,issues such as low motivation, technological glitches, or even something as triv-
ial as blocking air inflow with the tongue or air outflow with the hands are difficult to avoid
completely without the supervision of a trained technician. This was demonstrated by the
extreme outlier excluded in our analysis. Issues such as these may cause false positive or
false negative results when used for the remote diagnosis of pulmonary obstruction.

Nevertheless, when correctly performed, the Air Next demonstrates reliability for
FEV1and FVC measurements compared to conventional spirometry and with a good user
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experience. In clinical care, the device could support home monitoring and provide timely
information to patients when to contact a doctor. Furthermore, the device can be used for
the purpose of telemedicine, which may be increasingly used during and after the crisis
precipitated by the coviD-19 pandemic. Although previous studies have indicated home-
based spirometry does not add value to pediatric clinical care, this may change when com-
bined with other assessments, such as a symptom questionnaire®®, a wearable device, or
other monitoring techniques. This may help physicians to improve monitoring of pediat-
ric patients, while reducing the burden of disease. In addition, with the increasing popular-
ity of digital endpoints and decentralized clinical trials, the device could play an important
role in future clinical trials for pediatric CF,asthma and other pulmonary diseases, which
could decrease the burden of clinical trial participation. Finally, the device may be useful
for primary care physicians without access to conventional spirometers in low-income
countries or rural areas, or at the point of care in patients”homes.

This study has some limitations, one of which is that not all the participants could be
included in the validation group. This is mainly due to logistical reasons and the fact that
the comparison was part of a secondary analysis of a clinical study. However, there were
no large differences in baseline characteristics between the complete cohort and the
validation cohort (Table 1). The non-randomized order of tests may have influenced the
results through spirometry-induced bronchoconstriction.”® However, we did not diagnose
this condition in any of the included subjects. The curves of 226 spirometry sessions were
unavailable for review due to application connectivity errors. However, this issue occurred
at random and therefore did not impact our overall conclusions. Although we found no
correlation between the absolute bias and previous spirometry experience when compar-
ing conventional spirometry to the Air Next, the proportion of highly experienced subjects
was low. A higher number of experienced subjects may have resulted in a better correla-
tion. A strength of the study is the inclusion of pediatric patients with controlled asthma,
uncontrolled asthma, and CF, giving a representative sample of possible pediatric target
populations. The manufacturer has unlocked additional functions of the device since the
initiation of this study, allowing for the measurement of the inspiratory measurements
FIVC, PIF, MIF and MEF. These functionalities should be independently validated before
integration in clinical care or clinical trials. Future clinical validation of home-based mea-
surements with the Air Next will be performed to determine the objectivity and reproduc-
ibility of longitudinal unsupervised measurements.

101 PARTII CHAPTER 5 —DEVELOPMENT OF A CRY DETECTION ALGORITHM




Conclusion

The Air Next spirometer is technically valid for the measurement of FEV1 and FVC in chil-
dren aged 6 to 16, while PEF measurements show significant bias. The user experience was
considered favorable by subjects and their parents. FEV1 and FVC measured at home could
add significant value to clinical care and clinical trials, but future studies should determine
the clinical value of home-based spirometry measurements for the purpose of monitor-
ing disease-activity or response to treatment, possibly in combination with other home-
based measurements.

SUPPLEMENTARY DATA

Sup. FigureS1  Correlation between age and observed absolute difference

Sup.FigureS2  Correlation between spirometry experience and observed absolute
difference

Sup. FigureS3  Absolute difference between conventional spirometry and Air Next
spirometry by group

Sup. FigureS4  Absolute difference between conventional spirometry and Air Next
spirometry-Performed at start of study versus the end of study

Sup. Figure S5 Correlation between average ats/ers grade and age

Sup. FigureS6  End-of-study questionnaire results

Sup. FigureS7  Subgroup analysis of children with median grade B or better

102 TRIAL@HOME FOR CHILDEREN —NOVEL NON-INVASIVE METHODOLOGY FOR THE PEDIATRIC CLINICAL TRIAL OF THE FUTURE

REFERENCES

Hutchinson ). Contributions to Vital Statistics, Obtained

by Means of a Pneumatic Apparatus for Valuing the
Respiratory Powers with Relation to Health. ] Stat Soc London
1844;7(3):193.

Baker RR, Mishoe SC, Zaitoun FH,Arant CB, Lucas J, Rupp

NT. Poor perception of airway obstruction in children with
asthma. ) Asthma 2000;37(7):613-624.

Forno E,Abraham N,Winger DG, Rosas-Salazar C, Kurland
G,Weiner DJ. Perception of Pulmonary Function in Children
with Asthma and Cystic Fibrosis. Pediatr Allergy, Immunol
Pulmonol 2018;31(3):139-145.

Brouwer AFJ,Roorda R),Brand PLP. Home spirometry

and asthma severity in children. Eur Respir |
2006;28(6):131-1137.

Deschildre A, Béghin L, Salleron ), lliescu C, Thumerelle C,
Santos C,Hoorelbeke A, Scalbert M, Pouessele G, Gnansounou
M, etal. Home telemonitoring (forced expiratory volume
in1s) in children with severe asthma does not reduce
exacerbations. Eur Respir | 2012;39(2):290-296.

Shakkottai A, Kaciroti N, Kasmikha L,Nasr SZ. Impact of home
spirometry on medication adherence among adolescents with
cystic fibrosis. Pediatr Pulmonol 2018;53(4):431-436.
Lechtzin N, Mayer-Hamblett N,West NE,Allgood S, Wilhelm
E,Khan U, Aitken ML, Ramsey BW, Boyle MP, Mogayzel P}, et
al. Home monitoring of patients with cystic fibrosis to identify
and treat acute pulmonary exacerbations el CE study results.
Am ) Respir Crit Care Med 2017;196(9):1144-1151.

Ramos Hernandez C, Nifiez Ferndndez M, Pallares Sanmartin
A, Mouronte Roibas C, Cerdeira Dominguez L, Botana Rial MI,
Blanco Cid N, Ferndndez Villar A. Validation of the portable
Air-Smart Spirometer. PLOS One 2018;13(2):0192789.
Plessis E Du, Swart F,Maree D,Van Heerden ), Esterhuizen
TM, Irusen EM, Koegelenberg CFN. The utility of hand-held
mobile spirometer technology in a resource-constrained
setting. South African Med ) 2019;109(4):219-222.

Juniper EF, Bousquet ), Abetz L, Bateman ED. Identifying
“well-controlled”and “not well-controlled”asthma

using the Asthma Control Questionnaire. Respir Med
2006;100(4):616-621.

Juniper EF, Gruffydd-Jones K,Ward S, Svensson K. Asthma
control questionnaire in children: Validation, measurement
properties, interpretation. Eur Respir ] 2010;36(6):1410-1416.
Quanjer PH, Cole TJ,Hall GL, Culver BH. Report of the

Global Lung Function Initiative (GLI), ERS Task Force to
establish improved Lung Function Reference Values,includng
supplement. Eur Respir ] 2013;40(6):1324-1343.

Graham BL,Steenbruggen |, Barjaktarevic 1Z, Cooper BG, Hall
GL,Hallstrand TS, Kaminsky DA, McCarthy K, McCormack
MC, Miller MR, et al. Standardization of spirometry 2019
update an official American Thoracic Society and European
Respiratory Society technical statement. Am | Respir Crit
Care Med 2019;200(8):E70-E88.

16

17

18

20

21

22.

23

24

25

103 PART Il CHAPTER 5 —DEVELOPMENT OF A CRY DETECTION ALGORITHM

Altman DG, Bland JM. Measurement in Medicine: The Analysis
of Method Comparison Studies. ) R Stat Soc Ser D (The Stat
1983;32(3):307-317.

Derom E,Van Weel C, Liistro G, Buffels |, Schermer T, Lammers
E,Wouters E, Decramer M. Primary care spirometry. Eur
Respir | 2008;31(1):197-203.

Tepper RS, Wise RS, Covar R, Irvin CG, Kercsmar CM, Kraft
M, Liu MC,O’Connor GT, Peters SP, Sorkness R, et al. Asthma
outcomes: Pulmonary physiology. ] Allergy Clin Immunol
2012;129(3 SUPPL.):S65-587.

Hernandez CR, Fernandez MN, Sanmartin AP, Roibas CM,
Dominguez LC,Rial MIB, Cid NB, Villar AF. Validation of the
portable Air-Smart Spirometer. PLOS One 2018;13(2):1-11.
Liistro G, Vanwelde C,Vincken W,Vandevoorde J,Verleden

G, Buffels ). Technical and functional assessment of 10

office spirometers: Amulticenter comparative study. Chest
2006;130(3):657-665.

Richter K, Kanniess F,Mark B, J6rres RA, Magnussen

H. Assessment of accuracy and applicability of a new
electronic peak flow meter and asthma monitor. Eur Respir
1998;12(2):457-462.

Avdimiretz N, Wilson D, Grasemann H. Comparison ofa
handheld turbine spirometer to conventional spirometry

in children with cystic fibrosis. Pediatr Pulmonol
2020;(March):1394-1399.

Culver BH, Graham BL, Coates AL, Wanger ), Berry CE,
Clarke PK,Hallstrand TS, Hankinson J L, Kaminsky DA,
Maclintyre NR, et al. Recommendations for a standardized
pulmonary function report. An official American Thoracic
Society technical statement. Am | Respir Crit Care Med
2017;196(11):11463-1472.

Kamps AWA, Brand PLP,Roorda R). Determinants of
correctinhalation technique in children attending a
hospital-based asthma clinic. Acta Paediatr Int ] Paediatr
2002;91(2):159-163.

Van Den Wijngaart LS, Roukema ), Boehmer ALM, Brouwer
ML, Hugen CAC,Niers LEM, Sprij AJ, Rikkers-Mutsaerts
ERVM, Rottier BL, Donders ART, etal. Avirtual asthma clinic
for children: Fewer routine outpatient visits,same asthma
control. Eur Respir ] 2017;50(4):1-10.

Kruizinga MD, Stuurman FE, Groeneveld GJ, Cohen AF.

The future of clinical trial design: The transition from hard
endpoints to value-based endpoints. Handb Exp Pharmacol
2019;260:371-397.

Gimeno F,Berg WCHR, Sluiter H), Tammeling GJ. Spirometry-
Induced Bronchial Obstruction’. Am Rev Respir Dis
1972;105(8):68-74.




