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ABSTRACT

Dexamethasone has become a popular alternative to Prednisolone as an oral steroid used for
wheeze in children in many Paediatric Emergency Departments. It has proved non-inferior to
Prednisolone in several studies [1,2] and its main advantages are single dose requirement and
greater tolerability in children [3,4]. However, to the best of our knowledge there are no studies
looking into the differences in re-attendance rates. Using our local Electronic Health Records, we
extracted data of all over 5-year olds presenting with asthma and wheeze for 21 months of
Prednisolone data and 15 months of Dexamethasone and found no statistically significant increase
in re-attendance rates.
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1. BACKGROUND

Oral steroids were often prescribed to children
who present to the Paediatric Emergency
Department (PED) with asthma or wheezing.
Prednisolone was the common oral steroid of
choice, but non expensive versions have a
chalky, unpalatable taste and induce vomiting in
children. It was the most common reason for
discontinuing steroid treatment [3].
Dexamethasone is an obvious alternative, being
well tolerated by children [4] and still proving
non-inferior in the management of childhood
asthma and wheeze [1].

2. OBJECTIVE

We aimed to determine if using single dose
Dexamethasone rather than a  3-day
course of Prednisolone impacted the 7-day re-
attendance rate to the Paediatric Emergency
Department.

3. METHODS

Following recent studies [3-5] our large (> 60,000
presentations per annum pre the SARS-CoV 2
pandemic) Paediatric Emergency Department
made a decision in October 2018 to switch from
a three day course of oral Prednisolone to a
single dose of 0.6mg per kg oral Dexamethasone
(non-diluted) as first line oral steroid for children
presenting with reversible (excluding pre-school
viral) wheeze. To ensure only Dexamethasone
was used oral Prednisolone was removed from
the department.

Using our local Electronic Health Records, we
extracted data of patients over 5 years olds
presenting with asthma and wheeze. We
collected data of 21 months of Prednisolone and
15 months of Dexamethasone. No funding was
received for this project. Patients and public were
not involved in the design, data gathering,
analysis or distribution of this research.

The department uses an electronic health record
system which records information covering
patient demographics, episode, clinical
presentation and discharge information. From
this we were able to extract presenting problem,
age and clinical discharge information in an
anonymised fashion and determine if these
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children re-presented to the PED within 7 days
with the same presenting problem.

We extracted all attendances presenting with
asthma or wheeze between the age of 5 and 16,
for 21 months before the medication change
(PRE group) and 15 months after (POST group).
We did not know which children received steroid
therapy but instead chose to look at the entire
group to determine if changing from
Prednisolone to Dexamethasone had a global
impact on re-attendance rates. We chose to look
at only children over 5, knowing that although
some children less than 5 may receive oral
steroid therapy this would be a minority as the
use of oral steroids in pre-school wheeze is
controversial [6].

4. RESULTS

We found no significant
attendance rates.

increase in re-

In the PRE group there were 1085 asthma and
wheeze attendances. There were 33 re-
attendance within 7 days, a rate of 3.04%
(Confidence Interval 2.00-4.08). In the POST
group there were 1078 attendances and 53
reattendances with-in 7 days, a rate of 4.92 (Cl
3.60- 6.24).

Additionally, in the Leicester Royal Infirmary, in a

convenience sample of 92 children we
determined 27 vomited following oral
Prednisolone therapy (29.3%).

5. CONCLUSION

Given the benefits of single dose
Dexamethasone in simplified dosing and
tolerability in  children, we show oral

Dexamethasone can be effectively used in the
PED for children over 5 presenting with asthma
and wheeze without increasing 7-day
reattendance rates.
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