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 [Arch Pediatr. 2011 Apr;18(4):472-475.
 What evidence for chest physiotherapy in infants hospitalized for acute viral bronchiolitis?]



 Acute bronchiolitis is the leading cause of medical emergencies during 
winter in children younger than two years of age (1/3 infants < 1 yr-
old; hospitalisation rate: 1% or 5 -17 /1,000 children <12 mo of age) 
→ high utilisation of healthcare resources; overcrowding of hospitals 
during epidemics & significant morbidity for infants.
Mortality rates: 2 per 10,000 live births (Holman 2003: USA, 1996 -
1998).

 Chest physiotherapy is thought to assist infants in the clearance of 
secretions, improve oxygenation and to decrease ventilatory effort.



 COCHRANE DATABASE  2008:                                        
Perrotta C, Ortiz Z, Roqué i Figuls M
+Three clinical trials RCTs (2UK, 1Argentina)
+The study populations: hospitalised infants with a clinical 
diagnosis of acute bronchiolitis. 
+All evaluated vibration and percussion techniques with 
children in postural drainage positions compared to no 
intervention. 
+None of the other included trials observed any differences in: 
the severity of the clinical score at day five, during each of 
the five days of the trial, or until discharge; length of hospital 
stay; or oxygen requirements between paediatric patients 
receiving chest physiotherapy and control.



 In France, national guidelines 2001 recommend a specific type of
physiotherapy: the increased exhalation technique (IET) + 
assisted cough (AC). 

 Acceletation du flux expiratoire.mp4

 The objective: to evaluate the efficacy of chest physiotherapy 
(IET + AC) / infants hospitalized for an acute bronchiolitis.



 A multicenter, randomized, outcome assessor-blind and parent-
blind trial.

 Populations: 496 infants (aged 15 days - 2 years) hospitalized 
for first-episode acute bronchiolitis in 7 French pediatric 
departments (Oct 2004 - Jan 2008). 

 Patients were randomly allocated to receive from 
physiotherapists 3 times / day, either IET + AC (intervention 
group, n = 246) or nasal suction (NS, control group, n = 250).                                      
Only physiotherapists were aware of the allocation group of 
the infant. 



Table 1. Demographic characteristics of the infants on admission to the 
hospital.



 The primary outcome was time to recovery = 8 hours without 
oxygen supplementation + minimal or no chest recession & 
ingesting more than two-thirds of daily food requirements.

 Secondary outcomes were intensive care unit admissions, 
artificial ventilation, antibiotic treatment, side effects during 
procedures, parental perception of comfort. 



RESULTS:

 Median time to recovery was 2.31 days, (95% 
confidence interval [CI] 1.97–2.73) for the control 
group and 2.02 days (95% CI 1.96–2.34) for the 
intervention group = no significant 
effect of physiotherapy (hazard ratio [HR] = 1.09, 95% 
CI 0.91–1.31, p = 0.33).



Table 3: Side effects reported by physiotherapists during procedures.



Table 4: Parental opinions regarding the comfort of their child and the 
consequences of the procedure on this parameter and on the respiratory 
status.



Table 5:  Secondary outcomes.



Figure 3: HRs and 95% CIs for healing in the group receiving IET + AC, as 
compared with the NS group, as a function of baseline prognostic factors.



Table 6. Search for treatment by covariate interactions on the main 
outcome measure, time to recovery.



CONCLUSIONS

 IET + AC had no significant effect on time to recovery in this 
group of hospitalized infants with bronchiolitis. 

 Additional studies are required to explore the effect of chest 
physiotherapy on ambulatory populations and for infants 
without a history of atopy.


