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HYDROCORTISONE SEPSIS:HYDROCORTISONE SEPSIS:

WHY AND WHEN?WHY AND WHEN?



USE OF CORTICOSTEROID THERAPY IN 
SEPSIS/SEPTIC SHOCK IS BASED IN SEVERAL 

ASPECTS:

USE OF CORTICOSTEROID THERAPY IN USE OF CORTICOSTEROID THERAPY IN 
SEPSIS/SEPTIC SHOCK IS BASED IN SEVERAL SEPSIS/SEPTIC SHOCK IS BASED IN SEVERAL 

ASPECTS:ASPECTS:

• Current epidemiology of septic shock;

• Anti-inflammatory  properties of corticosteroids;

• Diagnosis of adrenal insufficiency: baseline cortisol and 
post corticotropin-stimulated test; 

• Incidence of adrenal insufficiency and relative adrenal 
insufficiency;

• Relation between cathecolamine-dependent septic 
shock and relative adrenal insufficiency.

•• Current Current epidemiology of septic shock;epidemiology of septic shock;

•• AntiAnti--inflammatory  properties of corticosteroids;inflammatory  properties of corticosteroids;

•• Diagnosis of adrenal insufficiency: baseline Diagnosis of adrenal insufficiency: baseline cortisolcortisol and and 
post post corticotropincorticotropin--stimulated test; stimulated test; 

•• Incidence of adrenal insufficiency and relative adrenal Incidence of adrenal insufficiency and relative adrenal 
insufficiency;insufficiency;

•• Relation between Relation between cathecolaminecathecolamine--dependent septic dependent septic 
shock and relative adrenal insufficiency.shock and relative adrenal insufficiency.



CURRENT EPIDEMIOLOGY OF SEPTIC SHOCKCURRENT EPIDEMIOLOGY OF SEPTIC SHOCKCURRENT EPIDEMIOLOGY OF SEPTIC SHOCK

• Septic shock remains a common condition associated with 
substantial morbidity, mortality and economic cost in 
intensive care units (ICUs) world-wide;

• An estimated 750,000 cases of severe sepsis occur annually 
in the United States and the mortality rate is about 30%; 
(Angus et al. - 2001);

•• Septic shock remains a common condition associated with Septic shock remains a common condition associated with 
substantial morbidity, mortality and economic cost in substantial morbidity, mortality and economic cost in 
intensive care units (ICUs) worldintensive care units (ICUs) world--wide;wide;

•• An estimated 750,000 cases of severe sepsis occur annually An estimated 750,000 cases of severe sepsis occur annually 
in the United States and the mortality rate is about 30%; in the United States and the mortality rate is about 30%; 
(Angus et al. (Angus et al. -- 2001);2001);



BRAZILIAN SEPSIS EPIDEMIOLOGICAL STUDYBRAZILIAN SEPSIS EPIDEMIOLOGICAL STUDYBRAZILIAN SEPSIS EPIDEMIOLOGICAL STUDY

• Data suggest that sepsis is a major public health 
problem, with an incidence density of about 57 per 1000 
patients /day;

•• Data suggest that sepsis is a major public health Data suggest that sepsis is a major public health 
problem, with an incidence density of about 57 per 1000 problem, with an incidence density of about 57 per 1000 
patients /day;patients /day;

Silva E, et al. Crit Care Med, 2004 8:4;r251-60
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SEVERE SEPSIS/SEPTIC SHOCK MORTALITYSEVERE SEPSIS/SEPTIC SHOCK MORTALITY
IN CHILDREN IN CHILDREN -- USAUSA
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RESUSCITATION OF PEDIATRIC SEPTIC SHOCKRESUSCITATION OF PEDIATRIC SEPTIC SHOCK

Pediatric considerations

Margaret M. Parker, MD, FCCM; Jan A. Hazelzet, MD; Joseph A. Carcillo, MD

Crit Care MedCrit Care Med 2004 Vol. 322004 Vol. 32



Recognize decreased mental status and perfusion.
Maintain airway and establish access according to 

PALS guidelines.

Push 20cc/Kg isotonic saline or colloid boluses up
to and over 60cc/Kg. 

Correct hypoglycemia and hypocalcemia.

Recognize decreased mental status and perfusion.
Maintain airway and establish access according to 

PALS guidelines.

Push 20cc/Kg isotonic saline or colloid boluses up
to and over 60cc/Kg. 

Correct hypoglycemia and hypocalcemia.
0-5min0-5min

FLUID REFRACTORY SHOCK
Establish central venous access, begin dopamine

or dobutamine therapy and establish arterial 
monitoring.

Fluid refractory-dopamine/dobutamine resistant
shock

Titrate epinephrine for cold shock and
norepinephrine for warm shock to normal
MAP-CVP difference for age and SVCO2 

saturation > 70%

FLUID REFRACTORY SHOCKFLUID REFRACTORY SHOCK
Establish central venous access, begin dopamine

or dobutamine therapy and establish arterial 
monitoring.

FluidFluid refractoryrefractory--dopamine/dobutaminedopamine/dobutamine resistantresistant
shockshock

Titrate epinephrine for cold shock and
norepinephrine for warm shock to normal
MAP-CVP difference for age and SVCO2 

saturation > 70%

Fluid responsive shock
(Normalization of blood

pressure and tissue
perfusion)

Observe in ICU

FluidFluid responsiveresponsive shockshock
(Normalization of blood

pressure and tissue
perfusion)

Observe in ICU

RESUSCITATION OF PEDIATRIC SEPTIC SHOCK – ADAPTED 
PARKER MM, HAZELZET JA AND CARCILLO JA - 2004

RESUSCITATION OF PEDIATRIC SEPTIC SHOCK RESUSCITATION OF PEDIATRIC SEPTIC SHOCK –– ADAPTED ADAPTED 
PARKER MM, HAZELZET JA AND CARCILLO JA PARKER MM, HAZELZET JA AND CARCILLO JA -- 20042004

15min15min



Catecholamine –resistant shockCatecholamineCatecholamine ––resistantresistant shockshock60min60min

At risk of adrenal insufficiency? At risk of adrenal insufficiency? Not at risk? Not at risk? 

Persistent Catecholamine-resistant shock
Start cardiac output measurement and direct fluid, inotrope, vasopressor, 
vasodilator, and hormonal therapies to attain normal MAP-CVP and CI > 

3.3 and < 6.0L/min/m2.

PersistentPersistent CatecholamineCatecholamine--resistantresistant shockshock
Start cardiac output measurement and direct fluid, inotrope, vasopressor, 
vasodilator, and hormonal therapies to attain normal MAP-CVP and CI > 

3.3 and < 6.0L/min/m2.

Low blood pressure
Cold shock

SVCO2 Sat < 70%

Low blood pressure
Cold shock

SVCO2 Sat < 70%

Titrate volume 
resuscitation and

epinephrine

Titrate volume 
resuscitation and

epinephrine

Titrate volume and
norepinephrine

Titrate volume and
norepinephrine

Add vasodilator or type III 
PDE inhibitor with volume 

loading

Add vasodilator or type III 
PDE inhibitor with volume 

loading

Normal blood pressure
Cold shock

SVCO2 Sat < 70%

Normal blood pressure
Cold shock

SVCO2 Sat < 70%

Low blood
pressure

Warm shock
SVCO2 Sat 70%

Low blood
pressure

Warm shock
SVCO2 Sat 70%

Refractory shock
Consider ECMO

RefractoryRefractory shockshock
Consider ECMO

DrawDraw baselinebaseline cortisolcortisol levellevel
thenthen givegive hydrocortisonehydrocortisone

DrawDraw baselinebaseline cortisolcortisol levellevel oror
performperform ACTH ACTH stimstim testtest..

Do Do notnot givegive hydrocortisonehydrocortisone



ANTI-INFLAMMATORY  PROPERTIES OF 
CORTICOSTEROIDS

ANTIANTI--INFLAMMATORY  PROPERTIES OF INFLAMMATORY  PROPERTIES OF 
CORTICOSTEROIDSCORTICOSTEROIDS

INFECTION

SEPSIS

SEPTIC SHOCK

MODS



SCHEMATIC SUMMARY OF GLUCOCORTICOID
PROPERTIES

SHOCK, 20(3): 197SHOCK, 20(3): 197--207, 2003207, 2003



What are the criteria to be used in diagnoses of 
adrenal insufficiency and relative adrenal 

insufficiency in critically ill patients?

What are the criteria to be used in diagnoses of What are the criteria to be used in diagnoses of 
adrenal insufficiency and relative adrenal adrenal insufficiency and relative adrenal 

insufficiency in critically ill patients?insufficiency in critically ill patients?



Baseline cortisol< 25 Marik e Zaloga
(2003)

Baseline Cortisol < 7 and/or cortisol < 18 after 
ACTH stimulated test

Menon e Clarson
(2002)

Increment cortisol 9 after ACTH stimulated testPizarro et al.
(2005)

Cortisol < 18 after ACTH stimulated testSoni et al.
(1995)

Baseline cortisol < 25 and increment 9Loisa et al.
(2002)

Increment cortisol < 7,5 after ACTH stimulated testHatherill et al.
(1999)

Increment cortisol < 9 after ACTH stimulated testRothwell et al.
(1991)

Cortisol Level
( g/dl)

Author
(Yr)

DIFFERENT CRITERIA UTILIZED TO DEFINE ADRENAL DIFFERENT CRITERIA UTILIZED TO DEFINE ADRENAL 
INSUFFICIENCY ACCORDING TO SEVERAL AUTHORSINSUFFICIENCY ACCORDING TO SEVERAL AUTHORS



What are the appropriate plasma cortisol
concentrations in patients with sepsis and septic 

shock?

What are the appropriate plasma What are the appropriate plasma cortisolcortisol
concentrations in patients with sepsis and septic concentrations in patients with sepsis and septic 

shock?shock?

• The value of baseline cortisol and post corticotropin
stimulated test in critically ill patients remains a 
controversial issue;

• “Normal” or “high normal” plasma cortisol
concentrations may represent relative adrenal 
insufficiency or unresponsiveness in sepsis and septic 
shock and an insufficient response to stress;

• The rapid corticotropin stimulation test has been 
suggested to be useful in evaluating adrenocortical
function and as a predictor of mortality in sepsis;

•• The value of baseline The value of baseline cortisolcortisol and post and post corticotropincorticotropin
stimulated test in critically ill patients remains a stimulated test in critically ill patients remains a 
controversial issue;controversial issue;

•• ““NormalNormal”” or or ““high normalhigh normal”” plasma plasma cortisolcortisol
concentrations may represent relative adrenal concentrations may represent relative adrenal 
insufficiency or unresponsiveness in sepsis and septic insufficiency or unresponsiveness in sepsis and septic 
shock and an insufficient response to stress;shock and an insufficient response to stress;

•• The rapid The rapid corticotropincorticotropin stimulation test has been stimulation test has been 
suggested to be useful in evaluating suggested to be useful in evaluating adrenocorticaladrenocortical
function and as a predictor of mortality in sepsis;function and as a predictor of mortality in sepsis;



INCIDENCE OF ADRENAL INSUFFICIENCY ACCORDING TO 
VARIOUS PUBLISHED DEFINITIONS

INCIDENCE OF ADRENAL INSUFFICIENCY ACCORDING TO INCIDENCE OF ADRENAL INSUFFICIENCY ACCORDING TO 
VARIOUS PUBLISHED DEFINITIONSVARIOUS PUBLISHED DEFINITIONS

61%Cortisol baseline < 25 Marik e Zaloga (2003)

24%Cortisol < 18 after ACTH stimulated testSoni et al. (1995)

31%Cortisol baseline < 7 and/or cortisol < 18 
after ACTH stimulated test

Menon e Clarson
(2002)

44%Increment 9 after ACTH stimulated testPizarro et al. (2005)

15%Cortisol baseline < 25 and increment 9Loisa et al. (2002)

52%Increment cortisol < 7,5 after ACTH 
stimulated test

Hatherill et al. (1999)

40%Increment < 9 after ACTH stimulated testRothwell et al. (1991)

According
bibliography
references

Cortisol Level
( g/dl)

Author
(Yr)



INCIDENCE OF ADRENAL 
INSUFFICIENCY IN CHILDREN

INCIDENCE OF ADRENAL INCIDENCE OF ADRENAL 
INSUFFICIENCY IN CHILDRENINSUFFICIENCY IN CHILDREN



Unresponsive 
shock

AI – 18%
RAI – 26%

Basal cortisol< 20 g/dl 
Poststimulation 
increse < 9 g/dl

250 g57Pediatric
Setic shock

Pizarro
2005

Increased 
vasopressor 
requirements

17%Basal cortisol < 5 g/dl 
or poststimulaton 
cortisol < 18 g/dl 

0.5 g/m242Pediatric
Sepsis

Bone
2002

Not assessed31%Basal cortisol < 7 g/dl 
or Poststimulation 
cortisol < 18 g/dl

>10Kg: 250 g
< 10 Kg: 125 g

13Pediatric
Critical illness

Menon
2003

Increased 
vasopressor 
requirements

525Poststimulation 
increase > 9 g/dl

145 g/ m2

To max 250 g
33Pediatric 

Septic shock
Hatherill

1999

Clinical 
Correlation

Proportion 
with AI/RAI

Definition of adrenal 
insufficiency

Dose of ACTH for 
stimulation test

nPopulationStudy

Summary Summary of of published studies on published studies on adrenal adrenal stimulationstimulation
testing testing in in critically ill pediatric patientscritically ill pediatric patients

Adapted by Curr Opin Pediatr Adapted by Curr Opin Pediatr 18:44818:448--453453



Absolute and relative adrenal insufficiency in children with septic

shock*
Cristiane F. Pizarro, MD; Eduardo J. Troster, MD, PhD; Durval Damiani, MD, PhD; Joseph 

A. Carcillo, MD

Crit Care Med 2005 Vol. 33, No. 4

Editorials

One step forward: An advance in understanding adrenal

insufficiency in the pediatric critically ill*
Michael Agus, MD

Pediatric Critical Care and Endocrinology

Children’s Hospital Boston Harvard Medical School Boston, MA

Crit Care Med 2005 Vol. 33, No. 4

Adrenal insufficiency in the critically ill neonate and child
Monica Langer, Biren P. Modi and Michael Agus

Curr Opin Pediatr 18:448–453.  2006 



INCIDENCE OF ABSOLUTE AND RELATIVE 
ADRENAL INSUFFICIENCY IN PATIENTS WITH 

SEVERE SEPSIS AND SEPTIC SHOCK

INCIDENCE OF ABSOLUTE AND RELATIVE INCIDENCE OF ABSOLUTE AND RELATIVE 
ADRENAL INSUFFICIENCY IN PATIENTSADRENAL INSUFFICIENCY IN PATIENTS WITH WITH 

SEVERE SEPSIS AND SEPTIC SHOCKSEVERE SEPSIS AND SEPTIC SHOCK

PICU – CHILDREN INSTITUTE – SÃO PAULO -
BRAZIL  

PICU PICU –– CHILDREN INSTITUTE CHILDREN INSTITUTE –– SÃO PAULO SÃO PAULO --
BRAZIL  BRAZIL  

Cristiane F Pizarro; Eduardo Juan Troster

Durval Damiani and Joseph A Carcillo

CristianeCristiane F Pizarro; Eduardo Juan TrosterF Pizarro; Eduardo Juan Troster

DurvalDurval DamianiDamiani and Joseph A and Joseph A CarcilloCarcillo



OBJECTIVESOBJECTIVESOBJECTIVES

1. To determine the incidence of absolute 

adrenal insufficiency and relative adrenal 

insufficiency in children with septic shock and 

severe sepsis;

2. To evaluate their effect on vasopressor

requirements and mortality.

1. To determine the incidence of absolute 1. To determine the incidence of absolute 

adrenal insufficiency and relative adrenal adrenal insufficiency and relative adrenal 

insufficiency in children with septic shock and insufficiency in children with septic shock and 

severe sepsis;severe sepsis;

2. 2. To evaluate their effect on To evaluate their effect on vasopressorvasopressor

requirements and mortality.requirements and mortality.



THE PATIENTS WERE CLASSIFIED IN FOUR GROUPS 
ACCORDING TO ADRENAL FUNCTION:

THE PATIENTS WERE CLASSIFIED IN FOUR GROUPS THE PATIENTS WERE CLASSIFIED IN FOUR GROUPS 
ACCORDING TO ADRENAL FUNCTION:ACCORDING TO ADRENAL FUNCTION:

GROUP1 
ABSOLUTE ADRENAL INSUFFICIENCY 

GROUP 2
RELATIVE ADRENAL INSUFFICIENCY

GROUP 3
ADEQUATE ADRENAL RESPONSE
(with  elevated baseline cortisol)

GROUP 4
ADEQUATE ADRENAL RESPONSE
(without an elevated baseline cortisol ) 

GROUP1 GROUP1 
ABSOLUTE ADRENAL INSUFFICIENCY ABSOLUTE ADRENAL INSUFFICIENCY 

GROUP 2GROUP 2
RELATIVE ADRENAL INSUFFICIENCYRELATIVE ADRENAL INSUFFICIENCY

GROUP 3GROUP 3
ADEQUATE ADRENAL RESPONSEADEQUATE ADRENAL RESPONSE
(with  elevated baseline (with  elevated baseline cortisolcortisol))

GROUP 4GROUP 4
ADEQUATE ADRENAL RESPONSEADEQUATE ADRENAL RESPONSE
(without an elevated baseline (without an elevated baseline cortisolcortisol ) ) 

Baseline cortisol < 20µg/dl and 
an  increment = 9µg/dl 

Baseline cortisol 20µg/dl and 
an increment = 9µg/dl 

Baseline cortisol 20µg/dl and an 
increment > 9µg/dl 

Baseline cortisol < 20µg/dl and 
an increment > 9µg/dl 



18%

26%

26%

30%

18%

26%

26%

30%

CLASSIFICATION OF ADRENAL FUNCTIONCLASSIFICATION OF ADRENAL FUNCTION

Absolute Adrenal Insufficiency

Relative Adrenal Insufficiency

Adequate Adrenal Response (baseline cortisol 20 g/dL)

Adequate Adrenal Response (baseline cortisol <20 g/dL)

44%44%



VASOPRESSOR AND FLUID 
REQUIREMENTS IN THE FOUR GROUPS

VASOPRESSOR AND FLUID 
REQUIREMENTS IN THE FOUR GROUPS

CATHECOLAMINE REFRACTORY SHOCKCATHECOLAMINE REFRACTORY SHOCK

0%0%

10%10%

20%20%

30%30%

40%40%

50%50%

60%60%

70%70%

80%80%

90%90%

100%100%

Group 1 - AAIGroup 1 - AAI Group 2 - RAIGroup 2 - RAI Group 3 - AARGroup 3 - AAR Group 4 - AARGroup 4 - AAR

100%100%
80%80%

20%20% 20%20% 20%20%

60%60%

30%30% 35%35% 35%35%

FLUID RESPONSIVE SHOCKFLUID RESPONSIVE SHOCK

DOPAMINE/DOBUTAMINE REFRACTORY SHOCKDOPAMINE/DOBUTAMINE REFRACTORY SHOCK



MORTALITY RATES IN THE FOUR ADRENAL FUNCTION 
GROUPS

MORTALITY RATES IN THE FOUR ADRENAL FUNCTION 
GROUPS

0%0%

10%10%

20%20%

30%30%

40%40%

50%50%

60%60%

70%70%

80%80%

Group 1- AAIGroup 1- AAI Group 2- RAIGroup 2- RAI Group 3- AARGroup 3- AAR Group 4-AARGroup 4-AAR

SURVIVORSSURVIVORS NON SURVIVORSNON SURVIVORS

50%50% 50%50%
47%47%

53%53%
67%67%

33%33%

76%76%

24%24%



SHOULD HYDROCORTISONE BE PREFERREDSHOULD HYDROCORTISONE BE PREFERRED

TO OTHER GLUCOCORTICOIDS IN PATIENTS WITH TO OTHER GLUCOCORTICOIDS IN PATIENTS WITH 

SEPSIS / SEPTIC SHOCK? SEPSIS / SEPTIC SHOCK? YESYES..



1. MOST OF THE EXPERIENCE WITH LOW-DOSE 

CORTICOSTEROID TREATMENT IN SEPTIC 

SHOCK HAS BEEN WITH THE USE OF 

HYDROCORTISONE

1.1. MOST OF THE EXPERIENCE WITH LOWMOST OF THE EXPERIENCE WITH LOW--DOSE DOSE 

CORTICOSTEROID TREATMENT IN SEPTIC CORTICOSTEROID TREATMENT IN SEPTIC 

SHOCK HAS BEEN WITH THE USE OF SHOCK HAS BEEN WITH THE USE OF 

HYDROCORTISONEHYDROCORTISONE



Incluir meta-análise corticóides

BEFORE EUROPEANBEFORE EUROPEAN’’S METAS META--ANALYSIS ANALYSIS --19951995

Mortality rate ~ 11%Mortality rate ~ 11%



BEFORE EUROPEANBEFORE EUROPEAN’’S METAS META--ANALYSANALYS

Lar geLar ge, RCT of , RCT of HighHigh--dose dose 
cor t icost er oids in cor t icost er oids in sept icsept ic shcokshcok

ar e ar e ef f ect iveef f ect ive, , 
and and mightmight eveneven be be 

......

Lefering etLefering et al.al. Crit Care MedCrit Care Med. 1995; 23(7):1294. 1995; 23(7):1294--302. 302. 

Cronin etCronin et al.al. Crit Care MedCrit Care Med.1995; 23(8):1430.1995; 23(8):1430--9. 9. 



30mg/kg  (x4) 
(24hrs)

Methylprednisolone75Luce et al.
(1988)

30mg/kg
(24hrs)

Methylprednisolone381Bone et al.
(1987) 

30mg/kg followed by 5mg/kg
(9hrs)

Methylprednisolone223Veterans Administration
(1987)

2mg, 6mg/kg for 48hrs by continuous
infusion

Dexamethasone48Lucas & Ledgerwood
(1984)

30mg/kg   
6mg/kg  

Repeated after 4hrs (x1) if necessary

Methylprednisolone
Dexamethasone

59Sprung et al.
(1984)

30mg/kg
(Up to 4hrs in 24 hrs)

Methylprednisolone60Thompson et al.
(1976)

30mg/kg
3mg/kg

Repeated after 4hrs (x1) if necessary

Methylprednisolone
Dexamethasone

172Schumer
(1976)

1mg/kg daily
(3days)

Betamethasone85Klastersky et al.
(1971)

300mg followed by 50mg/day
(6 days)

Hydrocortisone194Cooperative Study Group
(1963)

Dose / DurationDrugNAuthor (Yr)

SummarySummary of of studystudy designsdesigns -- 1966 1966 -- 19931993



1.1. Short Short coursescourses of of highhigh dose dose corticosteroidscorticosteroids do do notnot
affectaffect mortalitymortality fromfrom severesevere sepsissepsis andand septicseptic
shockshock;;

2.2. LongLong coursescourses of of lowlow dose dose corticosteroidscorticosteroids::

a)a) ImproveImprove systematicsystematic haemodynamicshaemodynamics andand reducereduce
thethe time time onon vasopressorvasopressor treatmenttreatment;;

b)b) ReduceReduce mortalitymortality at 28 at 28 daysdays, in , in intensiveintensive carecare unitsunits, , 
andand in hospital;in hospital;

c) Do c) Do notnot sgnificantilysgnificantily alteralter riskrisk of gastroduodenal of gastroduodenal bleedingbleeding, , 
superinfectionssuperinfections oror hyperglycemiahyperglycemia. . 

AnnaneAnnane et al. BMJ. 2004, 329:480et al. BMJ. 2004, 329:480--9.9.

AnnaneAnnane et al. (2004) et al. (2004) metameta--analysisanalysis
(16 (16 trialstrials 1955 1955 -- 2003) 2003) 



100mg EV  30min following 
10mg/h during 3 days 

Hydrocortisone40Keh et al. 
(2003)

50mg EV 6/6hs during 7days plus  
fludrocortisone 50 g oral tablet 7 

days

Hydrocortisone299Annane et al.
(2002)

100mg EV 8/8hs during 3 daysHydrocortisone44Chawla et al. 
(1999)

100mg EV then 0,18mg/Kg/h until 
shock reversed, then 0.08mg/kg/h 

for 6 days, then tapered by 
24mg/day

Hydrocortisone40Briegel et al.
(1999)

100mg EV 8/8h 5 days,
then 50mg 8/8h for 3 day and 

25mg 8/8h for 3 day for 
responders

Hydrocortisone41Bollaert et al.
(1998)

Dose
Duration

DrugNAuthor
(Yr)

SUMMARY OF STUDY DESIGNS  SUMMARY OF STUDY DESIGNS  -- 1998 1998 -- 20032003



2. Hydrocortisone is the synthetic equivalent to the

physiologic final active cortisol; 

3. Hydrocortisone has intrinsic mineralocorticoid

activity, whereas methilprednisolone or

dexametasone does not;

4. 20mg of hydrocortisone is equivalent to 0.05mg of 

fludrocortisone, and 0.05-2mg of fludrocortisone is 

recommended as mineralocorticoid replacement

dosage after treatment of  adrenal insufficiency. 

2.2. HydrocortisoneHydrocortisone is is thethe syntheticsynthetic equivalentequivalent to to thethe

physiologicphysiologic final final activeactive cortisolcortisol; ; 

3.3. HydrocortisoneHydrocortisone hashas intrinsicintrinsic mineralocorticoidmineralocorticoid

activityactivity, , whereaswhereas methilprednisolonemethilprednisolone oror

dexametasonedexametasone does does notnot;;

4.4. 20mg of 20mg of hydrocortisonehydrocortisone is is equivalentequivalent to 0.05mg of to 0.05mg of 

fludrocortisonefludrocortisone, , andand 0.050.05--2mg of 2mg of fludrocortisonefludrocortisone is is 

recommendedrecommended as as mineralocorticoidmineralocorticoid replacementreplacement

dosagedosage afterafter treatmenttreatment of  adrenal of  adrenal insufficiencyinsufficiency. . 



SHOULD HYDROCORTISONE  BE 
USED   

SHOULDSHOULD HYDROCORTISONE  BE HYDROCORTISONE  BE 
USED   USED   



CarcilloCarcillo JA, JA, TaskTask Force Force CommitteeCommittee MembersMembers -- 20022002

•• ShouldShould bebe reservedreserved for use in for use in childrenchildren withwith cathecolaminecathecolamine
resistanceresistance andand suspectedsuspected oror provenproven adrenal adrenal insufficiencyinsufficiency. . 
PatientsPatients at at riskrisk includeinclude::

1.1. PurpuraPurpura fulminansfulminans;;

2.2. ChildrenChildren withwith severesevere septicseptic shockshock;;

3.3. ChildrenChildren withwith pituitarypituitary oror adrenal adrenal abnormalitiesabnormalities;;

4.4. ChildrenChildren whowho havehave previouslypreviously receivedreceived steroidsteroid therapiestherapies
for for chronicchronic illnessillness;;

Dose Dose recommendationrecommendation varyvary fromfrom 11--2mg/kg for stress 2mg/kg for stress 
coveragecoverage to 50mg/Kg for to 50mg/Kg for empiricalempirical therapytherapy of of shockshock followedfollowed
byby thethe samesame dose as a 24dose as a 24--hr hr infusioninfusion. . 

CritCrit CareCare MedMed.2003;30:1365.2003;30:1365--7878

HYDROCORTISONE THERAPYHYDROCORTISONE THERAPY



USE OF GLICOCORTICOIDSUSE OF GLICOCORTICOIDSUSE OF GLICOCORTICOIDS

Hildebrandt et al., 2005 

• There is no agreed consensus for the use of steroids in 
sepsis in UK practice at the moment.

- Steroids are regularly used in 76% PICUs;
- Only one Unit has a written protocol;
- 84% units who use steroids gave as their main indication
persistent hypotension despite the use of inotropes;
- 79% units use hydrocortison / 21% dexamethasone;
- 42% units perform a short synacthen test and 25%units
performing syacthen tests used low-dose synacthen. 

Hildebrandt et al., 2005 Hildebrandt et al., 2005 

•• ThereThere is no is no agreedagreed consensusconsensus for for thethe use of use of steroidssteroids in in 
sepsissepsis in UK practice at the moment.in UK practice at the moment.

-- SteroidsSteroids are are regularlyregularly usedused in 76% in 76% PICUsPICUs;;
-- OnlyOnly oneone UnitUnit hashas a a writtenwritten protocolprotocol;;
-- 84% 84% unitsunits whowho use use steroidssteroids gavegave as as theirtheir mainmain indicationindication
persistentpersistent hypotensionhypotension despitedespite thethe use of use of inotropesinotropes;;
-- 79% 79% unitsunits use use hydrocortisonhydrocortison / 21% / 21% dexamethasonedexamethasone;;
-- 42% 42% unitsunits performperform a short a short synacthensynacthen testtest andand 25%25%unitsunits
performingperforming syacthensyacthen teststests usedused lowlow--dosedose synacthensynacthen. . 

PediatricPediatric AnesthesiaAnesthesia.2005 15: 358.2005 15: 358--365365



• Relative adrenal insufficiency and its clinical

implications have come in focus with studies

demonstrating a high prevalence in septic shock

patients and a significant associated morbidity;

• This state of “relative” adrenal insufficiency is 

characterized by an inadequate production of cortisol in 

relation to an increased demand during periods of 

severe stress.

•• RelativeRelative adrenal adrenal insufficiencyinsufficiency andand itsits clinicalclinical

implicationsimplications havehave come in come in focusfocus withwith studiesstudies

demonstratingdemonstrating a a highhigh prevalenceprevalence in in septicseptic shockshock

patientspatients andand a a significantsignificant associatedassociated morbiditymorbidity;;
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CONCLUSIONSCONCLUSIONSCONCLUSIONS

Doubts still persist regarding the efficacy of replacement

therapy with low-dose steroids in children with

catecholamine-resistant septic shock, and further

randomized studies are needed to determine whether

treatment of such patients changes morbidity and/or

mortality.
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