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These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items  
on this list or their individual situation should consult their physician. 

Five Things Physicians  
and Patients Should Question

Released August 17, 2020, Reviewed 2022

Avoid stepping up asthma therapy (adding new drugs or going to higher 
doses) before assessing adherence, appropriateness of device, and 
technique with current asthma medications. 
The 2007 Expert Panel report from the National Asthma Education & Prevention Program discusses in detail the importance of monitoring asthma 
control in pediatric patients, stepping up therapy, and stepping down therapy, when appropriate. There are key evaluations that should occur before 
stepping up therapy, though. Providers should first review with the family how they are administering the present asthma medications to determine 
whether the asthma controller is being administered properly and effectively for the age of the patient. Another evaluation is to confirm adherence 
both by discussion with the family and learning the refill history from the pharmacy. It is also important to explore other barriers to adherence for the 
patient and family. There is no reason to step up to a higher-dose steroid inhaler or to a combination therapy if the patient is not receiving the lower 
dose asthma controller with the correct technique and frequency.

Do not use LABA/steroid combination drugs as initial therapy for 
intermittent or mild persistent asthma.
Long acting beta agonist (LABA) medications provide sustained bronchodilation over a 12- to 24-hour period after delivery. For the treatment of asthma, they  
are supplied in combination with an inhaled steroid medication via a metered dose inhaler (MDI) or dry powder inhaler (DPI). Children with intermittent 
asthma have only occasional need for bronchodilators and do not benefit from the use of LABAs on a daily basis. Children with mild persistent asthma 
are usually well-controlled with a single agent – either a leukotriene modifier or a low-dose inhaled corticosteroid medication. The addition of a LABA  
is not recommended in these circumstances and should be reserved for children with moderate persistent or severe persistent asthma. 

Avoid administering nebulized medications by “blow by,” or placing the 
mask or nebulizer tubing near the child’s nose and mouth rather than 
securing the mask properly to the face. A t-piece with mouthpiece or face 
mask should be used instead. 
There are many different formulations of asthma medications for pediatric patients. Accurate delivery of each medication to a pediatric patient is 
extremely important. There is a high rate of error by caregivers and, unfortunately, by health care workers in health care settings. Small children and 
infants are especially challenging. During a nebulizer treatment, a well-fitting, properly-placed mask to the face is required in a quietly breathing, 
younger patient who is not crying. An older cooperative child may use a t-piece with mouthpiece. If the drug being delivered can be converted to 
an inhaler, administered using a valved holding chamber with a face mask, this change should be considered. Finally, it is important to note that, if 
treatment failure is occurring with a nebulized inhaled steroid, it could be secondary to the family administering the medication using the “blow by” 
method by placing the mask or nebulizer tubing near the child’s nose and mouth rather than securing the mask properly to the face. Studies have shown  
that there is a 40% to 85% decrease in aerosol delivery when a mask is held 2 centimeters away from a child’s face while giving a nebulizer treatment.
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Do not interpret pediatric sleep studies using adult standards. Pediatric 
sleep studies should be performed and interpreted according to  
pediatric standards, even if performed in a laboratory that predominantly  
studies adults. 
Clinicians should use the AAP “Clinical Practice Guideline: Diagnosis and Management of Childhood Obstructive Sleep Apnea Syndrome” to determine  
who might benefit from ordering a sleep study or polysomnogram. In addition, the practitioner should determine in which laboratory the polysomnogram  
may be most appropriately conducted. Testing should evaluate physiological parameters that include cardiac, respiratory, and central nervous system 
functions. Because of the complex nature of the testing, sleep laboratories must have experience with children to perform an adequate test. Inclusion 
of caregivers is vital in providing a child-friendly environment. It is suggested that the referring physician inquire about the experience that the sleep 
laboratory personnel have with children prior to making a referral. If the study is not performed by personnel who can properly interpret pediatric 
studies, then the study would need to be repeated in a pediatric sleep center, thereby adding to the cost of the evaluation. Differences exist between 
normal values for adults and children with regard to sleep-disordered breathing. Obstructive events while asleep are uncommon in children, so their 
presence needs to be thoroughly assessed. In adults, the frequency of obstructive apneas increases with age, and the oxygen saturation while asleep 
may dip lower than in children. Therefore, it is vital that the diagnosis of obstructive sleep apnea (OSA) be made on the basis of pediatric criteria. 
Further, the severity determination of OSA must take into account the patient’s age, because these values are different in children than adults. 

Do not routinely use airway clearance therapy in conditions such as asthma, 
bronchiolitis, and pneumonia.
There is little evidence that airway clearance techniques play any significant role in the management of children with an acute respiratory problem 
or, chronically, in the outpatient setting for any condition other than bronchiectasis. Airway clearance techniques appear to be safe and somewhat 
effective for children with stable bronchiectasis and suppurative chronic bronchitis (such as cystic fibrosis) and may account for improvements in 
sputum expectoration, selected measures of lung function, symptoms, and health-related qualities of life. Common strategies for maintaining a clear 
airway in patients who have chronically impaired clearance of pulmonary secretions include 1) chest percussion alone; 2) chest percussion combined 
with proper positioning and postural drainage; 3) augmentation of the patient’s own cough; 4) manually assisted coughing (MAC), active cycle of 
breathing technique, forced expiratory technique, and autogenic drainage; and 5) positive pressure therapy with the use of Flutter valves®, positive 
expiratory pressure (PEP) therapy, intermittent positive pressure breathing (IPPB), intrapulmonary percussive ventilation (IPV), high-frequency chest 
wall compression (HFCWC), and even continuous positive airway pressure (CPAP). 

In both Cochrane and Hayes reviews, chest physical therapy techniques did not appear to reduce the overall severity of disease for bronchiectasis  
but there may be reduction in the rate of progression of disease and improvement in the health-related qualities of life noted above. 

There may be some advantages to certain techniques and devices in neuromuscular disease with impaired ability to expectorate airway secretions, 
both acutely and chronically. Physicians should not routinely prescribe airway clearance techniques in previously healthy children with acute 
bronchiolitis, pneumonia, or an exacerbation of asthma. 
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About the American Academy of Pediatrics Section on Pediatric Pulmonology  
and Sleep Medince 

The mission of the Section on Pediatric 
Pulmonology and Sleep Medicine 
(SOPPSM) is to improve the health 
and quality of care of children and 
young adults with acute or chronic respiratory and sleep disorders. This is 
accomplished through education, policy development and implementation, 
collaboration with general pediatricians and other health care professionals, 
encouragement of relevant research, and serving as an advocate and 
unified voice on behalf of our patients as well as the profession of pediatric 
pulmonology and sleep medicine.

For more information, visit www.aap.org. 
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How This List Was Created
The AAP Section on Pediatric Pulmonology and Sleep Medicine (SOPPSM) expressed interest in Choosing Wisely at Celebration of Pediatric 
Pulmonology in 2015. Over the course of the 2-day meeting, group breakouts occurred during which the attendees identified the top 21 potential 
Choosing Wisely recommendations. These were voted on and ranked by the attendees. The AAP Section on Pediatric Pulmonology and Sleep 
Medicine (SOPPSM) membership was then surveyed to select the top 5 items on the basis of the scientific evidence provided. The list was extensively 
peer reviewed, refined, and approved by all relevant AAP Committees, Councils, and Sections. The AAP Board of Directors and Executive Committee 
awarded the final approval. 

The guidance in this list does not indicate an exclusive course of treatment or serve as a standard of medical care. Variations, taking into account 
individual circumstances, may be appropriate.
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