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Objectives. Acoustic rhinometry is a rapid, reliable and non-invasive technique for the evaluation of conditions associated
with impaired nasal patency. This study aimed to examine the intersession repeatability of acoustic rhinometry mea-
surements of unilateral and combined nasal parameters in a group of healthy volunteers.

Methods. Twenty healthy volunteers were studied. In each subject, acoustic rhinometry measurements were performed on
five consecutive days, with multiple recordings. Five clinically relevant parameters were measured in each session and
the intersession repeatability of these measurements was expressed in terms of mean coefficient of variation, intraclass

correlation coefficient and inter-item correlations.

Results. Intraclass correlation coefficients showed a high, and greater repeatability over time for all the combined (mean)
values compared to the unilateral values. All intraclass correlations for combined values were =0.80 confirming al-
most perfect agreement. All intraclass correlations and inter-item correlations were associated with P<0.001. The
mean coefficient of variation was low (<10%) for all but the proximal minimum cross sectional area (MCA1) mea-

surements.

Conclusion. Acoustic rhinometry provides highly repeatable measurements of nasal patency, which is best for combined
(mean) nasal parameters. This property makes it suitable for use in the diagnosis and follow-up of conditions associat-

ed with nasal obstruction, either structural or functional.
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INTRODUCTION

The clinical use of acoustic rhinometry was first described by
Hilberg et al. [1] in 1989 as an objective method to examine the
patency of the nasal cavity. It estimates intranasal volume be-
tween predefined segments, and cross-sectional areas through
identification of local changes in acoustic impedance using a
sound pulse propagating in the nasal cavity. Since nasal obstruc-
tion is common in a wide range of sinonasal disorders, the tech-
nique may have an important role in the diagnosis and follow-
up of conditions altering intranasal dimensions, either perma-
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nently or transiently.

Since its introduction, acoustic rhinometry has been investi-
gated and used in many conditions in adults and children in-
cluding allergic rhinitis, vasomotor rhinitis, nasal, pharyngeal
and maxillofacial procedures and conditions, and sleep disorders
[2]. Acoustic rhinometry is not only able to detect irreversible
structural changes but also reversible dynamic changes, provid-
ing information on both the location and reversibility of the pa-
thological condition.

Correlation and/or agreement of the technique with other di-
agnostic methods including rhinomanometry, computed tomog-
raphy, optical rhinometry, magnetic resonance imaging, direct X-
ray examination, fiberoptic nasal endoscopy and clinical findings
has been well established in both clinical and experimental set-
tings [3-11], although acoustic rhinometry seems to have some
limitations in the posterior part of the nose [9, 12, 13] and inter-
changeable use of different methods is not appropriate [14].

The automated nature of the technique and dependency of

Copyright © 2012 by Korean Society of Otorhinolaryngology-Head and Neck Surgery.

This is an open-access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0)

which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.



Al Ahmari MD: Acoustic Rhinometry Measurements in Healthy Volunteers 157

measurements on position necessitates the confirmation of its
repeatability in serial measurements over consecutive sessions.
The intersession repeatability of acoustic rhinometry remains to
be clarified and this has important clinical implications, particu-
larly when the method is to be used for the purpose of follow-
up. No previous study has examined the intersession repeatabil-
ity of acoustic rhinometry using the gold-standard intraclass
correlation coefficient, comparing combined (mean) and indi-
vidual nares, in healthy subjects [15-20]. We designed a study to
assess this.

MATERIALS AND METHODS

Subjects

Twenty healthy subjects (13 males, 7 females) without a history
of nasal symptoms or disease were included in this study. The
mean (SD) age of the subjects was 38+7.11 years. None of the
subjects were on nasal medications. All subjects provided in-
formed consent prior to study entry. The study received ethics
approval from the Royal Free Hampstead Trust ethics committee
(study reference is 09/H0720/24).

Measurement technique

Acoustic rhinometry measurements were performed in accor
dance with a previously published protocol [21]. The acoustic
rhinometry device was A1 acoustic equipment with an updated
software ver. 0.5 (GM Instruments, Kilwinning, UK). Measure-
ments were obtained when the subject was in a sitting position
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Fig. 1. Handling and positioning of the device by the subject. Repro-
duced with the permission of the volunteer.

and under close supervision of the operator. Each subject was
instructed to open the mouth and stop breathing during the
measurements. The sound tube was handheld by the subject to
obtain a sealed nostril. Fig. 1 shows the handling and position-
ing of the wave tube by the subject. All measurements were ob-
tained by the same operator in the same airconditioned room
to provide similar conditions with regard to temperature, hu-
midity and ambient noise level. Multiple recordings were taken
for each subject at each visit and curves with obvious artefact
were discarded. For each subject, measurements were repeated
on five consecutive days.

Variables

Five important acoustic rhinometry variables were assessed and
examined separately to test the intersession repeatability of the
technique: outermost minimum cross-sectional area (MCA1,
cm?), the distance of MCA1 from the nasal orifice (D-MCA1,
cm), innermost minimum cross-sectional area (MCA2, cm?), the
distance of MCA2 from the nasal orifice (D-MCA2, cm), and
the volume of the nasal segment between the 2nd and 5th cm
from the nasal orifice (V2.s, cm?®). MCA1 corresponds to the level
of nasal valve, whereas MCA2 corresponds to the anterior half
of inferior turbinate. In each subject on each day, areas, distanc-
es and volume values for each separate nostril were averaged
(mean), whereas combined values were obtained by calculating
the mean of the mean results from the right and left nostrils to
correct for the variation between nostrils during the nasal cycle.
Fig. 2 illustrates a typical rhinometry trace from one of the sub-
jects.
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Fig. 2. An example acoustic rhimonetry trace.

The x-axis represents distance from the nostril (at 0 cm), and the y-
axis represents the nasal cross-sectional area (cm?). MCA1 and
MCA2 (arrow 1) correspond to the nasal valve and anterior half of
the inferior turbinate, respectively. D-MCA1 and D-MCA2 (arrow 2)
correspond to the distance of MCA1 and MCA2 from the nasal ori-
fice (x, 0 cm) respectively. The green arrow (arrow 3) indicates the
segment used for the calculation of nasal volume between 2 and 5
cm into the nose (Vzs), and arrow 4 the nasal orifice.
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Table 1. Repeatability for the combined (mean of left and right) and
separate nostril values for each acoustic rhinometry variable over 5
days

Mean Inter-item corre- Intraclass corre-

Ll EEESD CV (%) lation coefficient lation coefficient
Combined
MCA1 (cm?)  0.54+0.07 145 0.87 0.89
D-MCA1(cm) 217+0.15 74 0.86 0.88
MCA2 (cm?) 1.61+£0.16 9.1 0.86 0.86
D-MCA2 (cm) 4.28+0.12 28 0.87 0.88
Vas (cm?®) 463+024 54 0.94 0.93
Right nostril
MCA1 (cm?) 0.53+0.07 13.0 0.88 0.84
D-MCA1 (cm) 2.07+0.06 9.2 0.82 0.83
MCA2 (cm?)  159+0.18 11.1 0.83 0.84
D-MCA2 (cm) 4.20+0.18 4.8 0.79 0.80
Vas (cm?®) 460£025 65 0.92 0.91
Left nostril
MCA1 (cm?)  0.52+0.08 14.2 0.88 0.84
D-MCA1(cm) 2.12+0.13 64 0.83 0.81
MCA2 (cm?)  1.64+0.24 15.2 0.76 0.75
D-MCA2 (cm) 4.37+0.16 3.8 0.82 0.81
Vas (cm?®) 457+033 7.2 0.81 0.78

CV, coefficient of variation; MCA1, outermost minimum cross-sectional area;
MCAZ2, innermost minimum cross-sectional area; D-MCA2, distance of
MCA2 from the nasal orifice; V2-5, volume of the nasal segment between
the 2nd and 5th cm from the nasal orifice.

Statistical analysis

SPSS ver. 18.0 (IBM, New York, NY, USA) was used for the anal-
ysis of data. Intraclass correlation coefficients were used to ex-
amine intersession repeatability of each parameter measured
over five separate occasions for unilateral and total (combined
right and left) values. Intraclass correlation coefficient values
were interpreted as follows: 0.41-0.60, moderate agreement;
0.61-0.80, substantial agreement; >0.80, almost perfect agree-
ment [22]. In addition, the mean coefficient of variance and in-
ter-item correlations were calculated for each parameter. A P-
value<0.05 was considered indicative of statistical significance.

RESULTS

Table 1 reports the repeatability estimates of combined (mean
of left and right) values for the five different acoustic rhinome-
try measurements. Intraclass correlation coefficients and inter-
item correlation coefficients indicated excellent agreement for
all parameters across five separate sessions. All intraclass corre-
lations were =0.80 confirming almost perfect agreement. All in-
traclass correlations and inter-item correlations were associated
with P-values<0.001.The mean coefficient of variation was low
(<10%) for all but MCA1 measurements (14.5%). The coeffi-
cient of variation was particularly low for D-MCA1 (7.4%), D-
MCA2 (2.8%), and nasal volume (5.4%). Unilateral data from

the right and left nostrils are also presented in Table 1. Agree-
ment was less good (lower intraclass correlation) than when us-
ing data from both nostrils combined.

DISCUSSION

This is the first study to examine the intersession repeatability of
acoustic rhinometry using intraclass correlation coefficients on
averaged combined, and separate nostril minimum cross-sec-
tional areas and nasal volumes. We showed that acoustic rhi-
nometry provides excellent reproducible results, best over dif-
ferent sessions when combined nasal parameters values are used
than right or left nostrils separately. This degree of repeatability
has clinical implications with regard to the utilization of this rap-
id and easy-to-use technique in the follow-up of conditions as-
sociated with impaired nasal patency.

The measurements obtained in this study included a wide ran-
ge of clinically relevant parameters: minimum cross-sectional
area at two distinct points and their corresponding distances
from the nostrils, and the volume of the nasal cavity between
the 2nd and 5th cm. The MCA1 corresponds to the nasal valve
and is a good indicator of structural obstruction, whereas the
MCA2 corresponds to the anterior half of the inferior turbinate,
which contains erectile tissue and therefore is a reflection of
functional obstruction. Similarly, the region of the nasal cavity
between the 2nd and 5th cm is the site of mucosal changes; thus
this volume is also considered a reflection of functional obstruc-
tion.

To date, several studies have examined the intersession repeat-
ability of acoustic rhinometry measurements in both healthy in-
dividuals and in patients with nasal obstruction, but each has
limitations, which we have attempted to address in the present
study design. Similar to the current study, except not using com-
bined values for nostrils, Silkoff et al. [18] examined the repeat-
ability of acoustic rhinometry measurements performed on five
separate occasions and found relatively low variation in minimal
cross-sectional area and nasal volume (0-5 cm). Measurements
of minimal cross-sectional area showed 8.1% and 9.7% varia-
tion for the right and left sides, whereas variations were even
lower for nasal volumes (4.8% and 5.5%, respectively). Intra-
class coefficients for right and left MCA were 0.91 and 0.87,
whereas corresponding figures for nasal volume were 0.86 and
0.69, respectively. This study, unlike ours, did not combine val-
ues from both nostrils and therefore does not account for varia-
tion with nasal cycle. We showed that combined results were
more repeatable than those from individual nostrils. In a sepa-
rate study, Castano et al. [15] examined the repeatability of acou-
stic rhinometry measurements in patients with occupational rhi-
nitis and found low variation in both minimal cross-sectional
area and nasal volume measurements. Intersession intraclass
correlation coefficients ranged from 0.80 to 0.88 and from 0.83
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to 0.94 for nasal volume and MCA, respectively. These figures
are in agreement with the findings of this study on healthy indi-
viduals.

Harar et al. [16] investigated the repeatability of acoustic rhi-
nometry measurements on day-to-day basis using the minimal
cross-sectional area at the nasal valve level (MCA1). They made
measurements on two separate days and found a relatively high
mean intersession difference (12.9%) when only one measure-
ment was performed at each visit and this mean intersession
difference could only be reduced to 10.85% when ten record-
ings were done for each subject at each visit. We also report a
higher variation in minimal cross-sectional area measurements
at the nasal valve; however, intraclass correlations calculated us-
ing measurements on five consecutive days showed better agree-
ment. The high variation in MCA1 measurements (14.5%) may
possibly be attributed to the malpositioning of the device by the
patient. However, intraclass correlation takes into account corre-
lations between every pair of observation and thus may be re-
garded as a more accurate means for examining the repeatabili-
ty of the measurements over time. Similarly, Ognibene et al. [17]
found relatively low agreement between measurements obtain-
ed on two different sessions one week apart, with intraclass co-
efficient of 0.67. The high intraclass correlation coefficients ob-
tained in the present study may be attributed to the relatively
short duration between measurements in contrast to the Ogni-
bene study [17], which may cause bias due to carry-over effect.
However, we believe that normal mucosal variations, even in
normal subjects, would also bias against better repeatability if
the duration between measurements were longer.

Most previous studies have assessed parameters for the indi-
vidual nasal cavity (either right or left) separately; however, in
our study we used combined (mean) parameters from the two
nostrils to correct for the variations between nostrils during the
nasal cycle. This may also account for the almost perfect agree-
ments found in this study. Similarly, Roithmann et al. [19] found
less intersession coefficient variation for combined parameters
when compared to unilateral parameters, but this paper does
not report the gold standard assessment of intraclass correlation.

Acoustic rhinometry is a rapid, convenient and reliable techni-
que to examine nasal patency. Although there are several tech-
niques that can be utilized for this purpose, acoustic rhinometry
has several advantages. The benefits of rhinomanometry have
been demonstrated in many clinical settings; however, it does
not give an idea on the localization of the obstruction. Nasal en-
doscopy on the other hand is not able to produce quantitative
results, although it provides excellent visual topography. Simi-
larly, nasal examination provides only subjective information on
the degree of obstruction. Acoustic rhinometry has the ability to
localize and quantify both reversible and irreversible obstruction
of the nasal cavity. However, since it is a position dependent pro-
cedure, concerns related to the repeatability of measurements
have arisen. Current evidence suggests that repeated measure-

ments should be made in each session to obtain a reasonable
level of reproducibility [23]. In addition, Harar et al. [16] report-
ed better intersession repeatability when multiple measurements
were done in each session. Intersession repeatability itself is im-
portant particularly when the technique is to be used for follow-
up purposes. Therefore, multiple recordings were made in each
session of this study to avoid the effects of intra-session variability.

The accuracy of acoustic rhinometry has shown to be higher
for the anterior part of the nose when compared to posterior
part [9, 12, 13]. Tarhan et al. [13] reported that acoustic rhinom-
etry overestimates cross-sectional area beyond paranasal sinus
ostia. In this study, both minimal cross-sectional areas measured
at two different levels showed similar repeatability, suggesting
that acoustic rhinometry provides reproducible results at as far
as the level of anterior half of the inferior turbinate.

In conclusion, using intraclass correlations in healthy subjects,
combined acoustic rhinometry measurements (mean of left and
right nostrils) provide excellent and more reproducible estimates
of nasal geometry over time than assessing each nostril separa-
tely, in terms of both localization and reversibility of pathologi-
cal obstructions, supporting its use for the follow-up of condi-
tions associated with structural or functional obstruction.
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