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Abstract: 

Objective: To decide the viability of steroids within the treatment of bronchiolitis.  

Patients and Methods: We carried out this randomized control trial at Sir Ganga Ram Hospital, Lahore from 

March 2018 to September 2018. Ninety patients of bronchiolitis were inspected and arbitrarily partitioned into 

three groups. Each group was given the same treatment convention varying as it were within the steroid given 

(Group I - intravenous Hydrocortisone, Group II – nebulized Beclomethasone, Group III - no steroids). Information 

was compiled by implies of a proforma. Results were the length of healing centre remain (LOS), distinction in the 
clinical respiratory score (R), and time to end up wheeze free (W).  

Results: Cruel LOS was most reduced in Group II (p = 0.259). The cruel term ended up wheeze free (W) was too 

least in Group II (p= 0.40). The greatest change in Respiratory Trouble Evaluation Instrument (RDAI) score at 

affirmation and release (R) was in Group I and the slightest change in Group II (p=0.056).  

Conclusions: Corticosteroids are not significantly effective in reducing the length of hospital stay, duration of 

wheezing and improvement in clinical severity. However, inhaled steroids may possibly have a potential advantage 

over parenteral steroids.  
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INTRODUCTION: 

Bronchiolitis may be a transcendently viral disease of 

the little aviation routes causing critical dreariness 

and mortality, particularly in newborn children [1], 

and is one of the commonest reasons for 
hospitalization [2]. Modern hone within the treatment 

of bronchiolitis in our locale incorporates the utilize 

of corticosteroids, which isn't prove based. The 

slightest questionable angle of its treatment is steady 

administration [3]. The fine line between 

bronchiolitis and bronchial asthma tends to perplex 

investigate and in this way blocks endeavours toward 

achieving a positive agreement treatment technique. 

The fiery reaction to viral replication within the 

bronchiolar epithelium is characterized by corruption 

and sloughing of the little aviation routes epithelium, 

with oedema and expanded emission of bodily fluid 
by challis cells, which blocks the stream of terminal 

aviation routes. The combination of flotsam and 

jetsam and oedema produces basic narrowing and 

hindrance of little airways [4]. Bronchiolitis tends to 

be constrained to the primary two to three age of life, 

isn't characteristically verbose (in spite of the fact that 

repetitive diseases may grant the impression of 

episodicity), is ordinarily related with a fever (50% of 

cases) and does not have the characteristic aviation 

route reversibility to bronchodilators associated with 

bronchial asthma. On the other hand, bronchial 
asthma isn't age-limited, is characteristically long-

winded with aviation route reversibility to 

bronchodilators and more often than not happens in 

an afebrile setting; in spite of the fact that an 

accelerating bout of flu or common cold may show 

with fever. Hence, repetitive bronchiolitis in early 

age may imitate bronchial asthma. To assist include 

to the dim region, the affiliation of RSV bronchiolitis 

in early earliest stages with the ensuing determination 

of long term wheezing and the plausibility of its 

commitment towards the improvement of asthma is 

beneath assessment and has been the subject of a 
number of trials. There are two speculations with 

respect to the affiliation between RSV 

contaminations in the earliest stages and respiratory 

anomalies afterwards in life. One states that repetitive 

wheezing and ensuing aviation route brokenness are 

caused by harm to the lung amid an infant's viral 

contamination. The other holds that hereditary 

qualities play a major part in inclining newborn 

children to long-term respiratory abnormalities [5]. In 

other words, the address is whether extreme RSV 

contamination amid earliest stages causes the 
respiratory sequelae or inalienable variations from the 

norm incline a newborn child to create extreme 

respiratory disease and sequelae, i.e. RSV is related 

with the advancement of pneumonic sequelae. This 

study was driven by the perception that a comparable 

slant is predominant in Pakistan where intravenous 

hydrocortisone (Solucortef) and nebulised 

Beclomethasone (Clenil) are routinely endorsed 

within the treatment of bronchiolitis. It was 

conducted to decide the efficacy of steroids within 
the treatment of bronchiolitis, to set up prove for its 

utilize or something else.  

 

PATIENTS AND METHODS: 

We carried out this randomized control trial at Sir 

Ganga Ram Hospital, Lahore from March 2018 to 

September 2018. The arbitrary purposive testing 

strategy was utilized. Inclusion criteria included 

already solid children between 3 months to 2 years of 

both sexual orientations having the clinical highlights 

of bronchiolitis. Patients with repetitive scenes of 

wheezy ARI, pre-existing cardiac or pneumonic 
malady, family history of bronchial asthma/atopy and 

combination on the chest x-ray were prohibited. 

Ninety patient’s assembly the criteria were conceded 

for indoor administration and after educated assent, 

were partitioned into one of the three groups by 

arbitrarily picking up one of 90 fixed, unmarked 

envelopes that contained information relating to the 

group. Each group comprised of 30 patients each. 

Group 1 comprised of patients treated with 

intravenous (IV) Hydrocortisone sodium succinate (n 

= 30) in measurements of 5mg/kg/dose 6 hourly. 
Group 2 comprised of patients treated with nebulised 

Beclomethasone (n = 30) in a dosage of 400-1000 µg 

8 hourly. Group 3 comprised of patients not given 

steroids in any frame (n = 30). All patients got a 

standard administration convention in expansion to 

the over. Pattern clinical parameters were recorded 

and treatment started as per the convention of each 

group i.e. intravenous Hydrocortisone (1), nebulised 

Beclomethasone (2) and no steroids, (3). Parameters 

of respiratory rate and nearness of wheeze were 

observed day by day and scored concurring to a 

Respiratory Trouble Appraisal Instrument (RDAI) in 
which the least score was zero and the most extreme 

score was 17 based on clinical parameters of 

respiratory distress [6]. Model for release was the 

normalization of the respiratory rate. Result measures 

were: Length of healing center remain (LOS), time 

taken to gotten to be wheeze free (W) and change in 

RDAI score at release compared to that at affirmation 

(R) which was calculated by subtracting the score at 

release from the score at affirmation. The information 

was entered and analyzed in SPSS. Frequencies and 

rates were computed for the subjective variable i.e. 
sexual orientation. Implies and standard deviations 

were computed for quantitative factors. Investigation 

of change (ANOVA) was connected to compare cruel 

distinction among free groups for the factors length 
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of clinic remain (in days) and term to gotten to be 

wheeze free (in days). P < 0.05 was studied critical.  

 

RESULTS: 

The normal age of the patients was found to be (9.91 
± 5.76) (extending from 3 to 24) months. Out of 90 

patients, 67 (74%) were males and 23 (26%) were 

females appearing by and large 3.2:1 male to female 

proportion. The cruel lengths of clinic remain are 

appeared in Table 1. The cruel distinction was not 

factually noteworthy among the groups (p= 0.259). 

The cruel term to gotten to be wheeze free (in days) 

is appeared in Table 2. The cruel contrast was not 

factually noteworthy among the groups (p= 0.40). A 

comparison of implies of respiratory trouble appraisal 
instrument (RDAI) score among groups is displayed 

in Table 3. The cruel distinction was not measurably 

critical between the groups (p =  

0.056). 
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0
0.05
0.1

0.15
0.2

0.25
0.3

3.97-5.43 3.59-4.68 4.06-5.87

4.7 ±1.97 4.13±1.46 4.97±2.43

Group I (n=30) Group II (n=30) Group III (n=30)

Table -1 comparison of Mean of Hospital Stay Among  Groups  Length of 

hospital stay (Days) P –value

0
0.05
0.1

0.15
0.2

0.25
0.3

0.35
0.4

0.45

3.43-4.63 3.08-3.92 3.19-4.61

4.03±1.61 3.50±1.14 3.90±1.90

Group I (n=30) Group II (n=30 Group III (n=30)

Table 2: comparison of mean duration to become wheeze free among groups  

Duration to become wheeze free (in days) P –value

0

0.01

0.02

0.03

0.04

0.05

0.06

8.3±1.82 7.2±1.86 8.0±1.72

1.37±1.30 1.17±1.09 1,37±1.19

9.67±2.35 8.37±2.40 9.37±2.27

Group I (n=30) Group II (n=30) Group III (n=30)

Table 3: comparison of mean of respiratory distress assessment instrument 

(RDAI) among  groups P values for difference between groups
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DISCUSSION: 

The treatment of bronchiolitis in its intense stage is 

disputable, which is why there's no agreement prove 

based treatment approach [3]. Other nations confront 

the same situation. To audit administration hones for 
bronchiolitis in Ireland, a survey was sent to all 

specialist paediatricians. Answers uncovered that 

90% of paediatricians felt that oxygen was 

fundamental, 84% endorsed bronchodilators, as it 

were 2% endorsed verbal steroids and 11% turn to 

nebulised steroids [7]. In Belgium a comparative 

study appeared bronchodilators (74.7%), 

physiotherapy (76.2%) and anti-microbials (63.8%) 

were still generally endorsed in inpatient settings [8]. 

This outlines the schedule utilizes of nonevidence-

based solutions for bronchiolitis. On our nearby and 

territorial situation, thinks about on bronchiolitis per 
se have been restricted to a study on the clinical-

epidemiological designs. A multicentre think about in 

Bangladesh by Kabir et al, assessed 348 children. 

concentrating on the clinicoepidemiological 

parameters with treatment choices counting anti-

microbials, oxygen and nebulised salbutamol and 

concluded that as it were clinics exterior the capital 

city utilized parenteral steroids but there's no 

information to recommend a comparative outcome 

[9]. A clinic-based imminent study in Darjeeling, 

India by Das, moreover centred on the 
clinicoepidemiological angles, concluding that the 

reaction to nebulised salbutamol was more prominent 

within the 06 months to 12 month age group [10]. In 

Pakistan, many endeavors have been made to study 

bronchiolitis. Arif and Tajjamul (1998) examined the 

different parameters of its clinical introduction but 

treatment modalities were not touched upon in that 

study [11]. Rasul et al (2008) studied the part of anti-

microbials in bronchiolitis by essentially giving 

verbal anti-microbials, parenteral anti-microbials and 

no antimicrobial to the subjects of three groupes and 

taking after their clinical parameters; the conclusion 
being that anti-microbials did not affect the course of 

the disease [12]. It is obvious that the part of steroids 

in bronchiolitis remains unexplored locally.  

 

Be that as it may, a commentary by Sethi and Nagar, 

from Unused Delhi, India has broadly checked on the 

proof base for different treatment modalities in 

bronchiolitis, from which it can be determined that 

steroids stay disputable [13]. The comes about of our 

study appear that the length of healing centre remains 

is, in fact, lower in both steroid groups in spite of the 
fact that not factually critical (p = 0.259). The length 

of wheezing was most reduced in Group II through 

Group I appeared the longest term to ended up 

wheeze free in spite of the fact that not factually 

critical (p = 0.40). The course of the intense stage 

was measured by the distinction between beginning 

and last RDAI scores implying the greatness of 

change in clinical status. There was no noteworthy 

distinction among three groups having comparable 

implies and a p esteem of 0.056 which is measurably 
immaterial. This recommends that the clinical course 

of the infection remains the same whether steroids are 

utilized or not which the change in clinical status is 

critical notwithstanding of length. In other words, the 

advancement in clinical status is a portion of the 

normal history of the illness and is unaffected by 

intercession with corticosteroids. These come about 

show that both Theories stand invalidated. The 

qualities of this study are: 1) It was interventional; 2) 

Randomization was accomplished. The confinement 

of this study is that RSV affirmation of nasal 

washings was not done and would have significantly 
fortified the determination of bronchiolitis in RSV 

positive patients. An audit of the writing on 

bronchiolitis recommends that most think about and 

meta-analyses don't back the utilize of steroids in the 

treatment of bronchiolitis [14 – 18]. A few studies, be 

that as it may, do appear a few advantageous effects 

[19, 20]. A later study by Somers et al (2009), 

endeavored to assess the impact of parenteral 

dexamethasone on the cytokine concentrations within 

the tracheal suctions of patients with RSV infection 

and connect these with the clinical course. The 
conclusion was that the organization of 

dexamethasone did not have a steady impact on the 

concentrations of proinflammatory cytokines within 

the tracheal suctions of RSV contaminated patients. 

This think about is critical because it endeavors to 

clarify the reasons for the need of efficacy of steroids 

within the treatment of viral bronchiolitis [21].  

 

CONCLUSIONS: 
Bronchiolitis could be a noteworthy respiratory cause 

of hospitalization and horribleness in newborn 

children and youthful children. The pillar of 
treatment is steady administration. Corticosteroids are 

not altogether viable in lessening the length of clinic 

remain, length of wheezing and advancement in 

clinical seriousness. It is suggested that encourage 

thinks about to be done on a multicentre premise with 

bigger tests to assess the centrality of the adequacy of 

steroids within the treatment of bronchiolitis.  
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