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Abstract  

Respiratory diseases are the most frequent reason 

for children's visits to the paediatrician. They 

account for about 25% of paediatric 

consultations, 10% of which are for asthma, the 

others are for bronchiolitis, bronchitis and 

respiratory infections. Asthma is the most 

prevalent chronic disease of childhood and 

accounts for a substantial proportion of 

hospitalizations among children, whereas viral 

bronchiolitis is the leading cause of 

hospitalization in the first year of life. In 

preschool children, wheezing and croup are 

common respiratory conditions. Corticosteroids 

are often prescribed as they prevent or suppress 

inflammation in response to allergic or viral 

triggers. Oral corticosteroids are often used to 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

treat some acute respiratory diseases. We discuss 

here about the management of bronchiolitis, 

croup, wheezing, and asthma. 
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INTRODUCTION 

Acute and chronic respiratory diseases represent 

a global public health problem because of their 

increasing prevalence and severity worldwide 

(1). This can be attributed to several factors: 1. 

the significant increase in the prevalence of early 

allergen sensitization in childhood; 2. the 

frequent recurrence of viral infections; and 3. the 

increased survival of extremely preterm children 

born with bronchopulmonary dysplasia. All these 

factors contribute to the increased risk of acute 

manifestations becoming chronic. (1) In this 

article, we discuss issues related to the treatment 

of the acute respiratory diseases and to asthma, 

focusing on corticosteroids. We do not address 

forms of respiratory diseases, such as pneumonia, 

that have a different pathogenic basis and 

therefore require a very specific approach. 

 

PHARMACOLOGICAL ASPECTS OF 

CORTICOSTEROIDS  

Since their identification in 1935, corticosteroids 

application in pharmacotherapy has found a 

variety of uses. It is about 3 groups of steroids 

synthesized in the adrenal gland, respectively: 1. 

Mineralocorticoids in the glomerular zone, 2. 

Glucocorticoids in the fascicular zone, 3. 

Androgens in the reticular zone. (2)  

Regulation, synthesis and release of the steroids 

are closely related with the HPA (Hypothalamus-

Pituitary-Adrenal) axis. Among 

adrenocorticosteroids, glucocorticoids have a 

special position due to their involvement in a 

number of pathologies and their multiple effects, 

either therapeutic or side effects. (3,4,5)  

The secretion of glucocorticoids is based on a 

circadian intensity, having the higher release 

during the morning hours and the minimal release 

on night hours. (6)  

The pharmacological effects of glucocorticoids 

can be summarized in three categories: 

1. Physiological effects, including the 

metabolic and facilitating effects. 

2. Pharmacological effects, which consist of 

anti-inflammatory effects. 

3. Immunosuppressive and anti-anaphylactic 

effects, anti-shock effects, hematological 

effects and side effects, which consist of 

effects on the level of muscle, bone, skin, 

eyes, metabolic effects, effects on central 

nervous system, gastrointestinal tract, 

cardiovascular and renal system. (7,8) 

 

Important side effects for which glucocorticoids 

are blamed of are the growth inhibition in 

children and osteoporosis caused by the effect on 

calcium metabolism or by acting directly on the 

osteoblasts (9,10).  

Glucocorticoids are classified into natural drugs 

(hydrocortisone, cortisone) and synthetic ones 

(prednisone, prednisolone, dexamethasone, 

betamethasone, etc.) (11).  

Another classification is based upon their time-

course activity: short acting (cortisone, 

hydrocortisone), intermediate acting (prednisone, 

prednisolone) and long acting (betamethasone, 

dexamethasone) glucocorticoids. (12, 13)  
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There are several pharmacokinetic aspects that a 

health professional should consider when 

prescribing these drugs. Glucocorticoids are 

mainly of lipophilic nature and are well absorbed 

during both oral and parenteral administration, 

but the route of administration that reaches the 

highest compliance in patients is the oral 

administration. These drugs are strongly bound to 

plasma proteins and represent a half-life of about 

2-4 hours. The biotransformation process is of 

particular importance because through this 

process occurs the activation of several 

representatives (cortisone in hydrocortisone and 

prednisone in prednisolone). Glucocorticoids are 

mostly excreted through renal excretion. 

(14,15,16)  

A serious concern with the administration of 

glucocorticoids is the suppression of the HPA 

axis, which is the base of a considerable number 

of side effects. The suppressive effect depends on 

the given drug, the dose, the administration time 

and the persistence of the treatment. (17) 

Several studies are carried out in order to 

document the beneficial and adverse effects of 

different representatives of glucocorticoids. 

Studies demonstrated that application of 

chronotherapy in the dosing regimen of 

prednisolone resulted in better clinical outcomes 

with fewer side effects. (18) 

Other studies indicated that the variations of 

concentration profiles depending on the time for 

both cortisol and ACTH were more closely to 

normal profiles when therapeutic doses of 

prednisolone were applied. Meanwhile, 

administering the betamethasone equivalent has 

made a more significant inhibition of the normal 

performance of these two hormones. It is 

considered that the suppression of HPA axis is 

developed by the use of betamethasone in 

physiological concentrations and of prednisolone 

in high concentrations for at least 2 weeks. (19) 

The effect of drug, dose and continuation of 

therapy on bone metabolism has been 

investigated and was shown that the inhibition of 

intestinal calcium absorption is present during the 

use of betamethasone in both short-term therapy 

and low doses, while the inhibition is present with 

the use of prednisolone only at high doses. 

(20,21).  

Recommendations regarding the use of 

glucocorticoids, which aim to minimize the 

suppression of the HPA axis, consist of: 

• Using Systemic corticosteroids only in clear 

indications. 

• Prefer the analogs with average duration of 

action and those protecting the steroids (steroid 

sparing drugs). 

• Use the minimal effective dose for as short as 

possible by administering the drug as a single 

dose in the morning or on alternate days. 

• Make slow discontinuation after the chronic 

therapy. (22, 23, 24, 25,26,27).  

 

FREQUENT RESPIRATORY DISEASES IN 

CHILDHOOD 

 

BRONCHIOLITIS 
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Epidemiology, clinical presentation, and 

treatment of bronchiolitis 

Bronchiolitis is the most common viral infection 

of lower respiratory tract in children in their first 

year of life. The main etiologic virus is the 

Respiratory Syncytial Virus (RSV), which 

mainly affects children in their first 6 months of 

life reaching the peak in the first 30 to 60 days of 

life and in premature infants. RSV constitutes 60-

80% of the etiologic factors (28,29) and has a 

seasonality nature from November to April (30). 

Also other viruses as human rhinoviruses, 

parainfluenza, metapneumovirus, etc, are 

frequently involved in bronchiolitis. Its clinic is 

preceded by a respiratory syndrome with sub 

febrile temperature, rhinorrhoeaand further 

reveals the typical clinical repertoire with cough, 

tachypnoea or apnoea (in premature infants), 

respiratory distress, expiratory wheezing and 

inspiratory crackles, reduction of oxygen 

saturation (SatO2) and dehydration due to 

feeding difficulties (31). Disease severity must be 

assessed to identify children who require hospital 

admission (Table 1) 

The management of bronchiolitis largely depends 

on the severity of the condition. Supplemental 

oxygen should be administered if O2 saturation 

levels are persistently below 90-92% at ambient 

air, Oxygen may be administered by means of 

nasal prongs, face masks or HFNC. In children 

who cannot maintain oral hydration is 

recommended rehydration with intravenous 

Table 1. Criteria for hospitalisation (1) 
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fluids or with nasogastric tubes. Nebulizing 

hypertonic saline may help to decrease airway 

edema and improve mucociliary clearance (31). 

There is no convincing evidence in most of the 

guidelines for nebulized adrenaline, salbutamol, 

ipratropium bromide, antibiotics, antivirals, or 

inhaled and systemic corticosteroids (32). Oral 

salbutamol is not recommended. Systemic 

corticosteroids are indicated only in severe cases 

requiring hospitalization (33,34,35). In a 

randomised trial, corticosteroids in combination 

with salbutamol reduce 31% prolongation of 

symptoms especially in atopic children (36).  

 

LARYNGOTRACHEITIS 

Etiology, clinical history, and treatment of 

laryngotracheitis in children 

Laryngotracheitis is one of the most frequent 

causes of acute respiratory distress in young 

children. The disease mainly affects children 

aged between 6 months and 3 years. The 

aetiology may be of viral origin (Parainfluenza 1, 

2, 3 & 4, respiratory syncytial virus, Influenza A, 

B, Human metapneumoniae virus, Adenovirus) 

or bacterial one (H. influenza) (37). It is 

characterized by inspiratory stridor, severe 

barking cough, shortness of breath, hoarseness. 

The most affected age results to be 6m-3y (the 

highest incidence - 2nd year). According to 

Westley, (the clinical scoring system of croup), 

the gravity of croup clinical forms is scored based 

on the evaluation of stridor, retraction of the chest 

wall, the presence of cyanosis, the level of 

consciousness, and the air entry with points. Mild 

croup: WCS ≤ 2, Moderate croup: WCS: 3-5, 

Severe croup: WCS 6-11, Respiratory 

Insufficiency: WCS> 11(37,38). 

Management: The child should be examined in 

the quietest conditions preferably in the parent’s 

arms. In the mild form there is no need for special 

therapy except of informing the parents, the 

follow-up is performed as outpatient. 

Conventionally, croup is treated with 

corticosteroids and epinephrine. Dexamethasone 

and prednisolone are the most effective for mild-

to-moderate croup, recommended dosages for 

oral prednisolone 1mg/kg and dexamethasone 

0.6mg/kg (if oral administration is impossible, 

apply im), the child is monitored and followed for 

2-4 hours: In case of deterioration, the patient is 

hospitalized, otherwise is sent home with the 

respective recommendations. The severe cases 

should always be hospitalized, and if child is in 

respiratory distress is administered oxygen 

therapy, nebulized epinephrine is applied 0.5 

ml/kg (or adrenaline 1: 1000, 4 ml insoluble sol. 

under O2 therapy) (39). It is important to maintain 

the child’s hydration. He/she should be observed 

in hospital conditions and in cases of 

improvement, for a further period of 3-4 hours for 

any possibility of recurrences. (39)  

 

PRESCHOOL WHEEZING 

Classification, diagnosis and treatmentof 

Preschool Wheezing 

Wheezing is one of the most common symptoms 

of child presentation for paediatric consultation. 

1/3 of preschool children are presented with 
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wheezing before 5 years of age (1 in 3 children 

have at least one episode with wheezing before 

the age of 5 years old). The wheezing clinical 

phenotypes are very heterogeneous, while there is 

few evidence of its physiopathology and 

treatment. The most important risk factor for 

persistent symptoms at school age is the atopy: 

the more allergens and the greater the level of 

sensitization, the greater the possibility that 

wheezing persists even in school age (40) 

Classification of the preschool wheezing 

In 2008, ERS task Force proposed classification 

according to the etiologic stimuli:  

1. Episodic wheezing vs Multiple-trigger 

wheeze: Episodic wheezing (viral) which lasts 

for a short period of time, is accompanied by a 

viral infection of upper respiratory tract, and there 

is no evidence of wheezing between the episodes. 

Multiple-trigger wheeze (wheezing from multiple 

stimuli), children make severe exacerbations, 

have also symptoms between episodes. Important 

stimuli are considered the tobacco smoke, 

exposure to allergens, physical strain, such as 

weeping, laughter, etc. (41). Several other 

classifications of wheezing have been proposed 

but still there is no complete consensus on the 

classification and used terminology (42,43,44): 

2. Atopic wheezing vs.non atopic wheezing: 

Atopic wheezing (or allergic asthma): if the 

patient does ≥ 3 episodes with dyspnoea and 

wheezing AND sensibility confirmation to 

inhaled or nutritional allergens. Non atopic 

wheezing (viral) is considered when thepatient 

does ≥ 3 episodeswith dyspnoea and wheezing, 

which happens during the viral infections, AND 

there is no evidence for allergy from 

pneumoallergens or nutritional allergens. (41)  

3.Wheezing by frequency and gravity: Mild 

form of Wheezing is not common, in cases when 

no affects on the daily life, and have rare episodes 

Table 2. Aetiologies of Atypical wheeze 

Warning sign  Possible underlying causes  

Persistent symptoms from birth  Tracheobronchomalacia and PCD  

Productive wet cough as a main symptom  PCD, CF, immune deficiency and TB  

Never completely symptom free  Tracheobronchomalacia, vascular ring, 

foreign body aspiration and neonatal chronic 

lung disease  

Failure to thrive  CF and immune deficiency  

Recurrent pneumonia  CF and immune deficiency  
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(<1 episode /month). Severe form of Wheezing, 

is common, in cases when there is considerable 

impact on daily life (presentation in the urgency 

or hospitalization), as well the episodes are 

frequent (≥2/ months). (41)   

Diagnostic approach to wheezing…                                

Wheezing is a non-specific symptom, which 

occurs in several diseases. The initial assessment 

aims to exclude serious pathologies which are 

presented as “Atypical Wheeze” (40). After the 

exclusion of aetiologies as in below table, the 

majority of pre-school children with wheezing 

have "Typical Wheeze". In children where 

"typical wheeze" is confirmed, the only useful 

diagnostic test is skin prick test and/or specific Ig 

E for atopic wheezing confirmation (allergic pre-

school asthma). Allergic asthma is the most 

common chronic childhood disease, which begins 

in early childhood (1/2 of asthma patients refer 

for symptoms since in childhood). The most 

important risk factor considered is the atopy (45).      

 

Treatment of wheezing & pre-school asthma 

It is recommended to use short-acting beta2 

agonists (as needed) for all patients with 

wheezing exacerbation. Prophylactic therapy 

with ICS is recommended in children who have 

1.recurrent episodes of wheezing, 2.frequent 

and/or severe episodes, 3.persistence of the 

symptoms even between episodes (40,45). OCS 

(oral corticosteroids) are more effective in 

children with asthma compared to pre-school 

children with acute wheezing episodes. In pre-

school children with wheezing, it is 

recommended to use OCS in cases of 

hospitalization need, O2need and in atopic 

wheezing (1): prednisolone 1-2 mg/kg/day max. 

Dose of 20mg/day in children ≤2 years old, and 

30 mg/day in children 2-5-year-old (Evidence A). 

It is recommended the treatment duration of 3-5 

days, it may be discontinued immediately. 

(Evidence D) (45). 

 

ASTHMA CRISIS 

Treatment of Asthma crisis 

Asthma is the chronic disease with the highest 

prevalence in children> 5 years old, affects 5-

20% of children of school age. Asthma is 

characterized by chronic inflammation of 

respiratory airways, bronchialhyperactivity, and 

variable expiratory obstruction. Clinically is 

presented with wheezing, cough, dyspnoea, chest 

tightness. Factors that can provoke asthma crisis 

are the effort, allergens, atmospheric changes, 

viral infections, etc. (45)  

Pharmacological treatment of crisis: It is 

recommended O2 therapyif SatO2 ≤ 92% in air. 

Short-acting beta2 agonists (SABAs) 2-4- 10 

puffs Salbutamol 100 mcg (through pMDI + aero 

chamber). If needed repeat every 20-30 minutes 

during the first hour of the treatment and then 

every 1-4 hours as needed. Ipratropium bromide 

(anticholinergic) is given together with 

salbutamol, to treat children with a moderate-to-

severe asthma attack who respond poorly to 

SABAs.250mcg/dose, its use improves FEV1 and 

clinical scoring. In the asthma crisis, which does 

not respond to SABA therapy, it is recommended 
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to use Corticosteroids. The use of CS is 

associated with a rapid improvement in 

pulmonary function, shortens the time of 

hospitalization, minimizes the number of 

hospitalization, reduces the chances of relapse 

after emergence, and reduces the need for SABA. 

Current guidelines such as Gina 2020, British 

guidelines 2019, recommend oral use of CS;ivCS 

are recommended only when the condition is 

severe and the child cannot drink from the mouth 

(33,34). CS in children <12 years old: 

Prednisolone: 1-2 mg/kg/day, divided into 2 

doses (max: 60 mg/day), until PEF is 70% of the 

estimated one, with a treatment duration of 3- 10 

days. The duration of treatment is determined 

based on the removal of symptoms or PEF 80%, 

usually requires 3-10 days of treatment (on 

average 5 days); It may be neededfor a longer-

term treatment. In cases where longer-term 

treatment is required, the use of prednisolone 

0.25-2 mg/kg/day is recommended, a single dose 

in the morning or on an alternative day (as far as 

asthma control is concerned); Dose max: 60 

mg/day. Use of IV methylprednisolone (1-2 

mg/kg/6-8 h, up to max dosage 40 mg) is reserved 

for severe crises and children who cannot receive 

oral medication (45,46,47). Dosage of CS in 

children ≥12 years old: Prednisolone: 40-80 

mg/day, 1-2 times/day until PEF 70% of the 

estimated, with a treatment duration of 3-10 days; 

In cases where longer-term treatment is required, 

prednisolone 7.5-60 mg/day, single dose in the 

morning or on alternate day as needed for asthma 

control. (45) 

COMPLIANCE OF DRUGS IN CHILDREN 

Drug compliance/adherence is a major concern 

nowadays. It can directly influence the therapy 

outcomes. Trying to address this problem, 

doctors are advised to apply measures that help in 

minimizing the non-adherence such as: 

counselling, simplified regimens, use appropriate 

dosage forms ecc. (48) 

 

The advantage of using oral corticosteroids 

and solution form 

• They are well absorbed 

• They act as fast as the parenteral forms 

• They achieve good results since the first 

doses 

• They have fewer side effects (36).  

• They are applied easily without causing pain 

to the child 

• The effect is realised in short term period, 

which is not associated with the “rebound” 

phenomenon 

• It affects slightly the hypothalamus – 

pituitary axis. Minimal effect in the child 

growth (in bone metabolism, bone 

mineralization and adrenal gland function) 

• Oral solution of prednisone has good 

absorption (peak concentrations 1-2 hours 

after administration: 20% higher and 15 

minutes earlier than tablets), avoids 

swallowing difficulties in children, has a 

better compliance/adherence (37).  
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CONCLUSIONS 

Glucocorticoids represent an important class of 

drugs being used successfully in the treatment of 

different respiratory syndromes in childhood. 

They can be effective in respiratory diseases as 

acute laryngotracheobronchitis, bronchiolitis, 

asthma and respiratory insufficiency. The 

physician should closely monitor their use aiming 

to achieve the best therapeutic effects and to 

avoid eventual side effects. 

 

Acknowledgments: 

None declared.  

 

Conflict of interest: 

None declared. 

 

 

REFERENCES 

1.Cutrera R , Baraldi E, Indinnimeo L,  Del 

GiudiceMM,Piacentini G, Scaglione F, Ullmann 

N,  Moschino L, Galdo F, Duse M. Management 

of acute respiratory diseases in the 

pediatricpopulation:The role of oral 

corticosteroids. Italian Journal of Pediatrics 

2.McKay LI, Cidlowski JA. Hormones of the 

Adrenal Cortex. In: Kufe DW, Pollock RE, 

Weichselbaum RR, et al., editors. Holland-Frei 

Cancer Medicine. 6th edition. Hamilton (ON): 

BC Decker; 2003. 

3. Nicolaides NC, Pavlaki AN, Maria Alexandra 

MA, et al. Glucocorticoid Therapy and Adrenal 

Suppression. [Updated 2018 Oct 19]. In: 

Feingold KR, Anawalt B, Boyce A, et al., editors. 

Endotext [Internet]. South Dartmouth (MA): 

MDText.com, Inc.; 2000-. Available from: 

https://www.ncbi.nlm.nih.gov/books/NBK27915

6/  

4. Trevor AJ, Katzung BG, Kruidering-Hall MM, 

Masters SB. Katzung & Trevor's Pharmacology: 

Chapter 39. Corticosteroids & Antagonists 

Examination & Board Review, 10e; 2013  

5. Kendall, EC. Nobel lecture: The development 

of cortisone as a therapeutic agent. 

Nobelprize.org. December 11, 1950. http:// 

www.nobelprize.org/nobel_prizes/medicine/laur

eates/1950/ kendall-lecture.html 

6. Oster H, Challet E, Ott V, et al. The Functional 

and Clinical Significance of the 24-Hour Rhythm 

of Circulating Glucocorticoids. Endocr Rev. 

2017;38(1):3-45. doi:10.1210/er.2015-1080 

7. Ericson-Neilsen W, Kaye AD. Steroids: 

pharmacology, complications, and practice 

delivery issues. Ochsner J. 2014 

Summer;14(2):203-7. PMID: 24940130; 

PMCID: PMC4052587.  

8. Hilal-Dandan R., L. Brunton L., Goodman and 

Gilman’s Manual of Pharmacology and 

Therapeutics, 2nd edition, Section V Hormones 

and Hormone Antagonists, chapter 42, 

Pharmacology of the Adrenal Cortex. 

9. Canalis E. Mechanisms of glucocorticoid-

induced osteoporosis. Curr Opin Rheumatol. 

2003 Jul;15(4):454-7. doi: 10.1097/00002281-

200307000-00013. PMID: 12819474. 

10. Ilias I, Zoumakis E, Ghayee H. An Overview 

of Glucocorticoid Induced Osteoporosis. 

[Updated 2018 Jul 10]. In: Feingold KR, Anawalt 



Boriçi et al. The Role of Oral Corticosteroids in the Management of Children with Acute Respiratory Diseases 10 

 Online publication ahead of print, AJMHS Vol 57, 2021 

B, Boyce A, et al., editors. Endotext [Internet]. 

South Dartmouth (MA): MDText.com, Inc.; 

2000-. Available from: 

https://www.ncbi.nlm.nih.gov/books/NBK27896

8/ 

11. Samuel S., Nguyen T., Choi A. 

Pharmacologic Characteristics of 

Corticosteroids. J Neurocrit Care 2017; 10 

(2):53-59. 

12. National Institute for Health and Clinical 

Excellence (NICE) Clinical Knowledge 

Summaries: Corticosteroids - Oral. NICE; 2012. 

[ http://www.cks.nhs.uk/corticosteroids_oral], 

Accessed February 20, 2013  

13. Buttgereit F, Da Silva JAP, Boers M. et al. 

Standardised nomenclature for glucocorticoid 

dosages and glucocorticoid treatment regimens: 

current questions and tentative answers in 

rheumatology. Annals of the Rheumatic Diseases. 

2002;61(8):718-722. doi:10.1136/ard.61.8.718 

14. Czock, D., Keller, F., Rasche, F.M. et al. 

Pharmacokinetics and Pharmacodynamics of 

Systemically Administered Glucocorticoids. Clin 

Pharmacokinet 44, 61–98 (2005). 

https://doi.org/10.2165/00003088-200544010-

00003 

15. Derendorf H, Möllmann H, Barth J. et al. 

Pharmacokinetics and oral bioavailability of 

hydrocortisone. Journal of Clinical 

Pharmacology 1991;31:473-476 

16. Mager DE, Lin SX, Blum RA, et al.  Dose 

equivalency evaluation of major corticosteroids; 

Pharmacokinetics and cell trafficking and cortisol 

dynamics. Journal of Clinical Pharmacology 

2003;43:1216-27 

17. Nicolaides NC, Pavlaki AN, Maria Alexandra 

MA, et al. Glucocorticoid Therapy and Adrenal 

Suppression. [Updated 2018 Oct 19]. In: 

Feingold KR, Anawalt B, Boyce A, et al., editors. 

Endotext [Internet]. South Dartmouth (MA): 

MDText.com, Inc.; 2000-. Available from: 

https://www.ncbi.nlm.nih.gov/books/NBK27915

6/ 

18. Xu J, Winkler J, Sabarinath SN, Derendorf H. 

Assessment of the impact of dosing time on the 

pharmacokinetics/pharmacodynamics of 

prednisolone. AAPS J. 2008 Jun;10(2):331-41. 

doi: 10.1208/s12248-008-9038-3. Epub 2008 Jun 

25. Erratum in: AAPS J. 2008 Jun;10(2):432. 

PMID: 18581240; PMCID: PMC2751388. 

19. Morimoto Y. et al, Relative Potency in Acute 

and Chronic Suppressive Effects of Prednisolone 

and Betamethasone on the Hypothalamic 

Pituitary-Adrenal Axis in Man, Endocrinol. 

Japon. 1980, 27 (5), 659-666 

20. Gennari C. Differential effect of 

glucocorticoids on calcium absorption and bone 

mass. Br J Rheumatol. 1993 May;32 Suppl 2:11-

4. doi: 10.1093/rheumatology/32.suppl_2.11. 

PMID: 8495275. 

21. Ahmed SF, Tucker P, Mushtaq T, Wallace 

AM, Williams DM, Hughes IA. Short-term 

effects on linear growth and bone turnover in 

children randomized to receive prednisolone or 

dexamethasone. Clin Endocrinol (Oxf) 

2002;57:185–191. doi: 10.1046/j.1365-

2265.2002.01580.x 



11                      Boriçi et al. The Role of Oral Corticosteroids in the Management of Children with Acute Respiratory Diseases 

Online publication ahead of print, AJMHS Vol 57, 2021 

22. Liu D, Ahmet A, Ward L, et al. A practical 

guide to the monitoring and management of the 

complications of systemic corticosteroid therapy. 

Allergy Asthma Clin Immunol. 2013;9(1):30. 

Published 2013 Aug 15. doi:10.1186/1710-1492-

9-30 

23. Carella MJ, Srivastava LS, Gossain VV, 

Rovner DR. Hypothalamic-pituitary-adrenal 

function one week after a short burst of steroid 

therapy. J Clin Endocrinol Metab. 1993;76:1188–

1191. doi: 10.1210/jc.76.5.1188. [ 

24. Lansang MC, Hustak LK., Glucocorticoid-

induced diabetes and adrenal suppression: how to 

detect and manage them. Cleve Clin J Med. 2011 

Nov;78(11):748-756 

25.Pereira RM, Carvalho JF, Canalis E., 

Glucocorticoid-induced osteoporosis in 

rheumatic diseases. Clinics (Sao Paulo). 

2010;65(11):1197-1205 

26. Vollenweider P1, Waeber G., How to plan 

glucocorticoid withdrawal: diagnostic and 

therapeutic strategies. Praxis (Bern 1994). 2003 

Oct 1;92(40):1675-82 

27. Alves C1, Robazzi TC, Mendonça M., 

Withdrawal from glucocorticosteroid therapy: 

clinical practice recommendations. J Pediatr (Rio 

J). 2008;84(3):192-202.doi:10.2223/JPED.1773 

28. Ralston SL, Lieberthal AS, Meissner HC, 

Alverson BK, Baley JE, Gadomski AM, et al. 

Clinical practice guideline: the diagnosis, 

management, and prevention of bronchiolitis. 

Pediatrics. 2014;134:e1474-502.  

29. Mazur NI, Martinon-Torres F, Baraldi E, 

Fauroux B, Greenough A, Heikkinen T, et al. 

Lower respiratory tract infection caused by 

respiratory syncytial virus: current management 

and new therapeutics. Lancet Respir Med. 

2015;3:888-900. 

30. Kusel MM, de Klerk NH, Holt PG, Kebadze 

T, Johnston SL, Sly PD. Role of respiratory 

viruses in acute upper and lower respiratory tract 

illness in the first year of life: a birth cohort study. 

Pediatr Infect Dis J. 2006;25:680-6. 

31. Ralston SL, Lieberthal AS, Meissner HC, 

Alverson BK, Baley JE, Gadomski AM, et al. 

Clinical practice guideline: the diagnosis, 

management, and prevention of bronchiolitis. 

Pediatrics. 2014;134:e1474-502.    

32. Mazur NI, Martinon-Torres F, Baraldi E, 

Fauroux B, Greenough A, Heikkinen T, et al. 

Lower respiratory tract infection caused by 

respiratory syncytial virus: current management 

and new therapeutics. Lancet Respir Med. 

2015;3:888-900.  

33. Aljebab F, Choonara I, Conroy S. Systematic 

review of the toxicity of short-course oral 

corticosteroids in children. Arch Dis Child. 

2016;101:365-70.  

34. Rhen T, Cidlowski JA. Antiinflammatory 

action of glucocorticoids--new mechanisms for 

old drugs. N .Engl J Med. 2005;353:1711-23. 

35. Fernandes RM, Bialy LM, Vandermeer B, 

Tjosvold L, Plint AC, Patel H, et al. 

Glucocorticoids for acute viral bronchiolitis in 

infants and young children. Cochrane Database 

Syst Rev. 2013;6:CD004878. 

36. Alansari K, Sakran M, Davidson BL, Ibrahim 

K, Alrefai M, Zakaria I. Oral dexamethasone for 



Boriçi et al. The Role of Oral Corticosteroids in the Management of Children with Acute Respiratory Diseases 12 

 Online publication ahead of print, AJMHS Vol 57, 2021 

bronchiolitis: a randomized trial. Pediatrics. 

2013;132:e810-6. 

 

37. Bjornson CL, Johnson DW. Croup. Lancet. 

2008;371:329-39. 

38. Toward Optimized Practice (TOP) Working 

Group for Croup. Guideline for the diagnosis and 

management of croup. Alberta, Canada: 

Edmonton (AB); 2003 (revised 2008). 

39. Bjornson C, Russell K, Vandermeer B, 

Klassen TP, Johnson DW. Nebulized epinephrine 

for croup in children. Cochrane Database Syst 

Rev. 2013;10:CD006619. 

40. ERS, Handbook of Pediatric Respiratory 

Medicine, 2013 

41. ERS Task Force, Definition, assessment and 

treatment of wheezing disorders in preschool 

children: an evidence-based approach, 2008 

42. Brand PL, et al.,2008. Definition, assessment 

and treatment of wheezing disorders in preschool 

children: an evidence-based approach. EurRespir 

J; 32: 1096–1110. 

43. Pedersen SE, et al.,2011. Global strategy for 

the diagnosis and management of asthma in 

children 5 years and younger PediatrPulmonol; 

46: 1–17. 

44. Schultz A, et al.,2011. Episodic viral wheeze 

and multiple trigger wheeze in preschool 

children: a useful distinction for clinicians? 

PaediatrRespir Rev; 12:160–164. 

45. GINA. Global strategy for asthma 

management and prevention 2020 

46. British guideline in the management of 

asthma. British thoracic society, SIGN,2019 

47. National Asthma Education and Prevention 

Program ExpertPanel(NAEPPEP). Guidelines 

for the diagnosis and management of asthma: 

update on selected topics. Bethesda, MD: U.S. 

Department of Health and Human Services 

National Heart, Lung, and Blood Institute. NIH 

Publication No. 02-5075, 2007. 

48. El-Rachidi S, LaRochelle JM, Morgan JA. 

Pharmacists and Pediatric Medication 

Adherence: Bridging the Gap. Hosp Pharm. 

2017;52(2):124-131. doi:10.1310/hpj5202-124. 


