EDITORIAL

Measuring the breath of life

The inability to breathe freely and clearly is a major source of
concern to patients and a common symptom in many sinonasal
conditions 1. There are of course some semantic differences
between terms such as‘obstruction, congestion’and ‘blockage;
which have to be clarified when taking a clinical history as

the presence of inflammation may produce the sensation of
congestion without actually being associated with mechanical
obstruction to airflow @, Notwthstanding this, nasal obstruc-
tion is the commonest complaint in chronic rhinosinusitis with
and without nasal polyps ® and is a major feature of conditions
from the common cold and acute bacterial rhinosinusitis to
allergic and non-allergic rhinitis, septal deformity or a tumour.
Paradoxically, many people, myself included, go through life
largely oblivious to a significant septal deflection. It therefore
begs the question as to why an individual with a long-standing
anatomical variant such as this, suddenly presents with the
symptom of nasal blockage and it is important that we do

not simply focus on the septum (or turbinate) but rather ask
ourselves ‘Why now?’ instead of simply listing the patient for
septal surgery.

Much discussion and many papers have been published on the
difficulties of correlating this clinical complaint with objective
measures such as rhinomanometry “© but it is hardly surprising
that patients who have objective evidence of nasal obstruction
do significantly better after septal surgery than those who do
not have a genuinely blocked nose . Yet patients are frequent-
ly listed for surgery to both the septum and turbinates without
any objective assessment of their airway being performed. In
the UK each year around 23,000 septal operations are perfor-
med (out of a population of ~63 million) and 6-7,000 turbinate
reductions though the numbers have been slowly decreasing
since 2000. Only a very small minority of these will have had
any pre-operative objective assessment of their airway.

Itis unlikely that any of us would insert a grommet into an ear
drum without a pre-operative audiogram/tympanogram but
the same rigour is not applied to the nose in many parts of

the world. There are numerous reasons for this, not least the
dynamic nature of the nasal cavity subject to frequent changes
in response to the nasal cycle, environmental factors and vari-
ous reflexes. In addition finding a test which has a reasonable
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So long as men can breathe, or eyes can see,
So long lives this and this gives life to thee.

Sonnet 23, William Shakespeare

inter- and intra-individual coefficient of variation has proved
challenging but this does not mean we have to be defeatist and
I am delighted that so many of this issue’s authors have taken
up the challenge to apply objective measures to a variety of
clinical situations ©19,

A range of airway tests are available, which will complement
our endoscopic findings, including nasal peak flow, rhinomano-
metry and acoustic rhinometry. Of these peak nasal inspiratory
flow (PNIF) is the cheapest, easiest and quickest to perform

but suffers from the disadvantages that the forced inspiration
may produce alar collapse and significant lower respiratory
tract disease can compromise inspiratory effort. On the plus
side, it has good repeatability and can be used by patients at
home, in the same way that oral-pulmonary peak flow can be
undertaken . Originally both sides of the nose were measured
together but unilateral assessment is now possible 1213, PNIF
has been shown to correlate reasonably well with rhinomano-
metry ¥ and normative data has now been established in both
adults >19 and children 7% making this is an excellent option
to compare pre- and post-operative outcomes after septal and
turbinate surgery 9, in quantifying a nasal histamine challenge
@9 or the therapeutic response in allergic rhinitis . PNIF may
also enable a distinction to be drawn between obstruction due
to decongestable soft tissue and structural deformity of bone
or cartilage ® thereby assisting in the appropriate selection of
surgical procedure.

The diagnosis and treatment of alar collapse can be quite a
challenge @" but this can also be confirmed when PNIF is com-
pared with acoustic rhinometry. However, it is interesting to see
that this can also be determined using a simple scoring system
which has good inter-rater agreement amongst clinicians 2.

The anatomy of the nose and sinuses remains a perennial
favourite for investigation as evidenced by other papers in this
issue 2% and | would like to draw your attention again to our
most recent supplement, the European Position Paper on the
Anatomical Terminology of the Internal Nose and Paranasal
Sinuses, which is the product of an indepth re-examination of
all the terminology used during endoscopic sinonasal surgery
%), This proved a learning experience for all concerned as we
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discovered areas that required clarification, even in a group of
experienced endoscopic surgeons. The full document can be
downloaded for free from the Rhinology website:

(www.rhinologyjournal.com).

Finally another new benefit for readers is the offer of an app
called ‘Rhinology’, which will allow you to access the journal
whereever and whenever you wish from your smart phone
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