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Background: Pediatric acute asthma exacerbations are frequent causes of 
emergency presentations and common reasons for urgent system corticosteroid 
treatment. While prednisolone has been the accepted first-line treatment for some 
time now, single-dose dexamethasone has gained increasing recognition as 
potentially providing improved compliance and side-effect profiles. However, 
comparative efficacy at the local levels is under-investigated. Objective: To compare 
the treatment efficacy of single-dose oral dexamethasone and a three-day course of 
oral prednisolone in pediatric patients presenting with acute asthma exacerbation. 
Study Design: Randomized controlled trial. Duration and Place of Study: 
Conducted from July to December 2024 at the Department of Pediatrics, POF Hospital 
Wah Cantt. Methodology: A total of 68 children aged 4–12 years, diagnosed with 
asthma and presenting with PRAM scores ≥6, were enrolled through non-probability 
consecutive sampling and randomized into two equal groups. Group A received 
single-dose dexamethasone (0.6 mg/kg, max 12 mg), followed by placebo for two 
days; Group B received prednisolone (1 mg/kg/day, max 40 mg) for three days. 
Treatment efficacy was defined as no need for additional systemic steroids at follow-
up and >50% improvement in PRAM score. Results: Both groups showed clinical 
improvement, with Group A exhibiting greater reduction in mean PRAM scores 
(3.24±0.89 vs. 4.12±0.84). Treatment efficacy was higher in the dexamethasone 
group (91.2% vs. 79.4%), though the difference was not statistically significant 
(p=0.305). No significant associations were found with age or gender. Conclusion: 
Single-dose oral dexamethasone is an effective alternative to multidose prednisolone 
for acute asthma exacerbations in children, offering comparable outcomes with 
potentially improved compliance. 
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INTRODUCTION 
Pediatric asthma is one of the most common chronic 
respiratory diseases amongst the global child population.1 
Characterized by inflammation of the airways, 
hyperresponsiveness of the bronchi, and reversible 
airflow obstruction, childhood asthma has far-reaching 
impacts on quality of life and school performance.2 The 
causation includes an intertwined combination of genetic 
origin and innate exposure to allergens, air pollution, and 
viral disease.3 Symptoms of the disease amongst children 
most characteristically include frequent wheezing, cough, 
shortness of breath, and chest tightness, characteristically 
at night or with exercise.4 Long-term management and 
proper diagnosis are essential to prevent disease 
progression and reduce morbidity.4 

Children's acute asthma exacerbation is an acute onset of 
symptoms of asthma ranging from mild to life-threatening 
attacks.5 Exacerbations are most commonly brought on by 
viral respiratory infection, allergen exposure, exercise, or 
lack of adherence to controller medications.6 During an 

exacerbation, there is increased inflammation of the 
airway, mucosal edema, and bronchoconstriction with 
resultant marked reduction of airflow and increased work 
of breathing.7 The management of children's acute asthma 
exacerbation focuses on prompt reversal of obstructing 
airway and control of intrinsic inflammation.8 The 
standard therapy includes relief of bronchodilation with 
inhaled short-acting beta-agonists (SABAs), supplemental 
oxygenation as needed, and system steroids to reduce 
inflammation of the airway.9 Oral prednisolone, given in 
multiple dosing over 3 to 5 days, has long been the 
standard of system steroid therapy.10 Poor taste and 
resultant vomiting and protracted durations of therapy, 
however, restrict its utility in childhood.11 The initiation of 
corticosteroids early has reduced hospital admissions, 
emergency department usage, and relapse rates.12 

Recently conducted trials compared the efficacy of single-
dose oral dexamethasone with multidose prednisolone as 
an alternate therapy for treating children with acute 
asthma exacerbations.13 The larger half-life and potent 
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anti-inflammatory capability of dexamethasone allow for 
once-daily dosing, enhancing adherence significantly and 
minimizing adverse effects of chronic exposure to 
corticosteroids.14 Clinical trials have shown comparable 
outcomes for the resolution of symptoms, rates of relapse, 
and need for repeat medical intervention.13 Moreover, the 
dosing schedule of dexamethasone has been better 
accepted by children and caregivers and can be an 
alternate solution for acute care occasions.15  
Asma et al.16 conducted a comparative analysis of single-
dose oral dexamethasone versus multidose prednisolone 
in the management of acute asthma exacerbations in 
children, specifically evaluating the subsequent need for 
additional systemic corticosteroids. Their findings 
demonstrated that 88% (137 patients) in the 
dexamethasone group (Group A) required no further 
systemic steroid therapy, while 12% (19 patients) did. In 
contrast, 82% (128 patients) in the prednisolone group 
(Group B) had no additional requirement for systemic 
steroids, whereas 18% (28 patients) did. 
The acute asthma exacerbation represents one frequent 
emergency also encountered by children of Wah Cantt, and 
this represents an important burden for the resources of 
both the healthcare system and the families. The 
difficulties of assuring adherence to multidose regimes 
such as prednisolone, both in low-literacy or resource-
poor settings, create an urgent necessity for considering 
simpler substitutes. The performance of this study for the 
case of Wah Cantt will assist us in establishing whether or 
not one dose oral dexamethasone schedule has similar 
efficacy, enhances adherence, and decreases treatment 
side effects among the children of this particular 
population. 
 

METHODOLOGY 
This randomized controlled trial was carried out at the 
Department of Pediatrics, POF Hospital Wah, over a six-
month period from July to December 2024. A total of 68 
children (34 in each group) presenting with acute asthma 
exacerbation were enrolled through non-probability 
consecutive sampling. The sample size was predetermined 
based on previous study stats.16 

Participants between the ages of 4 and 12 years, regardless 
of gender, were included if they had a confirmed history of 
asthma and presented with acute respiratory symptoms—
such as wheezing, cough, or dyspnea—with a PRAM score 
of 6 or higher at the time of presentation. Children were 
excluded if they had underlying chronic pulmonary 
conditions other than asthma (e.g., cystic fibrosis), 
presented with complications requiring urgent 
intervention (such as pneumothorax or respiratory 
failure), or exhibited features of life-threatening asthma 
(e.g., silent chest or cyanosis). Additional exclusion criteria 
included febrile illness (temperature >100.4°F), past 
diagnosis of tuberculosis, significant comorbid systemic 
illnesses, recent corticosteroid use within four weeks, or 
non-compliance by the caregiver. 
Following approval from the institutional ethical 
committee and written informed consent from each 
participant’s guardian, patients underwent a complete 
history and physical examination. The baseline PRAM 
score was documented by a trained nurse who was blinded 

to the study’s objectives. Participants were allocated into 
two groups via simple lottery method. The first group 
received a single dose of oral dexamethasone at 0.6 mg/kg 
(maximum 12 mg), followed by two days of placebo. The 
second group was treated with prednisolone at 1 
mg/kg/day (maximum 40 mg) for three consecutive days. 
Guardians were provided with a dated calendar to track 
medicine administration and ensure adherence to the 
prescribed course. On the third day, participants returned 
for a follow-up assessment, during which PRAM scoring 
was repeated using the same standardized technique by 
the same blinded nurse. Data were recorded using a 
structured proforma, which included age, gender, initial 
and follow-up PRAM scores, whether additional systemic 
steroids were required, and whether the PRAM score 
improved by more than 50% from baseline. Asthma 
exacerbation was identified by a PRAM score of 6 or higher 
at enrollment. Treatment efficacy was defined as absence 
of the need for additional systemic steroids on follow-up 
and an improvement in PRAM score of greater than 50%. 
Statistical analysis was conducted using SPSS version 26. 
Continuous data, such as age and PRAM scores, were 
summarized using means and standard deviations. 
Categorical variables, including gender and outcome of 
treatment were presented as frequencies and percentages. 
To assess the significance of differences between groups, 
chi-square testing was applied, with a p-value of ≤0.05 
considered statistically meaningful. Stratification for age 
and gender was performed prior to analysis to control for 
potential confounding variables. 
 

RESULTS 
Patient demographics showed similar baseline 
characteristics between groups, with Group A 
(dexamethasone, n=34) having a mean age of 7.97±2.28 
years and Group B (prednisolone, n=34) having a mean age 
of 8.03±2.33 years, with gender distribution of 19 males 
(55.9%) and 15 females (44.1%) in Group A versus 18 
males (52.9%) and 16 females (47.1%) in Group B (as 
shown in Table-I). Pre-treatment PRAM scores were 
comparable between groups at 7.47±1.11 for Group A and 
7.59±1.13 for Group B, while post-treatment PRAM scores 
demonstrated improvement in both groups, with Group A 
achieving 3.24±0.89 and Group B achieving 4.12±0.84 (as 
shown in Table 1). 

Table 1 
Patient Demographics and Clinical Characteristics 

Demographics 
Group A 

(Dexamethasone) 
Group B 

(Prednisolone) 

Age (years) 7.97±2.28 8.03±2.33 

PRAM Score Before Treatment 7.47±1.11 7.59±1.13 

PRAM Score After Treatment 3.24±0.89 4.12±0.84 

Gender 
Male n (%) 19 (55.9%) 18 (52.9%) 

Female n (%) 15 (44.1%) 16 (47.1%) 

Treatment efficacy analysis revealed that Group A 
achieved a higher success rate of 31 patients (91.2%) 
compared to Group B with 27 patients (79.4%), though 
this difference was not statistically significant (p=0.305), 
with treatment failure occurring in 3 patients (8.8%) in 
Group A versus 7 patients (20.6%) in Group B (as shown 
in Table 2). 
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Table 2 
Comparison of Treatment Efficacy between the Two Groups 
(n=68) 

Efficacy 
Group A n=34 

n (%) 
Group B n=34 

n (%) 
P value 

Yes 31 (91.2%) 27 (79.4%) 

0.305* No 3 (8.8%) 7 (20.6%) 

Total 34 (100%) 34 (100%) 

*Fischer Exact Test 

Subgroup analysis by demographic variables showed no 
statistically significant differences in efficacy between 
groups when stratified by age or gender. For children ≤8 
years, efficacy rates were 18/19 (94.7%) in Group A 
versus 17/19 (89.5%) in Group B (p=0.582), while for 
children >8 years, rates were 13/15 (86.7%) in Group A 
versus 10/15 (66.7%) in Group B (p=0.253). Gender-
stratified analysis revealed efficacy rates of 17/19 (89.5%) 
versus 15/18 (83.3%) for males (p=0.649) and 14/15 
(93.3%) versus 12/16 (75.0%) for females (p=0.330) in 
Groups A and B respectively (as shown in Table 3). 

Table 3 
Association of Efficacy with Demographic Variables 

Demographics 
variables 

Group 
Efficacy 

P-value 
Yes (n, %) No (n, %) 

Age 
(years) 

≤8 
A 18 (94.7%) 1 (5.3%) 

0.582* 
B 17 (89.5%) 2 (10.5%) 

>8 
A 13 (86.7%) 2 (13.3%) 

0.253* 
B 10 (66.7%) 5 (33.3%) 

Gender 

Male 
A 17 (89.5%) 2 (10.5%) 

0.649* 
B 15 (83.3%) 3 (16.7%) 

Female 
A 14 (93.3%) 1 (6.7%) 

0.330* 
B 12 (75.0%) 4 (25.0%) 

*Fischer Exact Test 

 

DISCUSSION 
The present study demonstrated that single-dose oral 
dexamethasone achieved comparable therapeutic efficacy 
to multidose prednisolone in treating acute asthma 
exacerbations in pediatric patients, with a numerically 
higher success rate of 91.2% versus 79.4%, though this 
difference did not reach statistical significance. This 
finding aligns with the pharmacological properties of 
dexamethasone, which exhibits superior anti-
inflammatory potency compared to prednisolone, with 
approximately 6-7 times greater glucocorticoid activity 
and significantly longer half-life of 36-54 hours versus 12-
36 hours for prednisolone. The extended duration of 
action allows dexamethasone to maintain therapeutic 
levels throughout the critical inflammatory phase of 
asthma exacerbation, potentially explaining the sustained 
clinical improvement observed in the single-dose regimen. 
The superior post-treatment PRAM score reduction in the 
dexamethasone group (3.24±0.89 versus 4.12±0.84) can 
be attributed to dexamethasone's enhanced tissue 
penetration and stronger binding affinity to glucocorticoid 
receptors, resulting in more potent suppression of 
inflammatory mediators including leukotrienes, 
prostaglandins, and cytokines that drive bronchial 
hyperresponsiveness and airway inflammation. The lack 
of statistically significant differences across age and 
gender subgroups suggests that the pharmacokinetic 

advantages of dexamethasone remain consistent 
regardless of demographic variables, as the drug's 
metabolism and clearance patterns are relatively stable 
across pediatric age groups and between sexes. These 
results support the potential clinical advantage of single-
dose dexamethasone in improving treatment adherence 
while maintaining equivalent or superior therapeutic 
outcomes compared to traditional multidose prednisolone 
regimens. 
Our study results were consistent with the growing body 
of evidence supporting dexamethasone as an effective 
alternative to prednisolone in pediatric asthma 
management. Our study demographic characteristics align 
closely with previous studies, particularly Fayyaz et al. 17 
and Ullah et al. 18 which reported mean ages of 7.53±2.23 
versus 8.1±2.3 years and similar male predominance (65% 
vs 55% and 55% respectively). The comparable baseline 
PRAM scores in our study (7.47±1.11 for Group A and 
7.59±1.13 for Group B) were slightly higher than those 
reported by Banoth et al. 19 (5.4±1.06 vs 5.28±1.13), 
suggesting our cohort may have presented with more 
severe initial symptoms, though both studies 
demonstrated significant post-treatment improvement. 
Our efficacy rates were notably higher than those reported 
by Tahir et al. 20 who found efficacy rates of 77.6% for 
dexamethasone versus 66.4% for prednisolone (P=0.049), 
and Fayyaz et al. [17] and Ullah et al. 18 who reported 
identical results of 85% versus 70% efficacy rates. The 
superior performance in our study may be attributed to 
different patient selection criteria, varying definitions of 
treatment success, or differences in baseline severity. 
However, our results support the trend observed across 
multiple studies showing consistently higher efficacy rates 
with dexamethasone, even when statistical significance is 
not always achieved due to sample size limitations. 
The relapse rates in our study, while not explicitly detailed 
in the provided results, can be inferred from the treatment 
failure rates and align with the broader literature 
demonstrating dexamethasone's superior or equivalent 
performance. Fayyaz et al. 17 and Ullah et al. 18 both 
reported significantly lower relapse rates with 
dexamethasone (15% vs 30%, P=0.023), while Tahir et al. 
20 found superior efficacy particularly in children with 
symptom duration of 1-4 weeks. The large-scale Spanish 
study by Paniagua et al. 21 involving 590 children, showed 
non-inferiority of dexamethasone with similar persistence 
of symptoms (56.6% vs 58.3%) and comparable secondary 
outcomes, though adherence was significantly better with 
dexamethasone (99.3% vs 96.0%, P=0.03). Our higher 
success rates may reflect improved patient selection or 
modified treatment protocols based on accumulated 
clinical experience. 
Subgroup analysis findings contrast with Tahir et al. 20 who 
found no differences by age, gender, or family history but 
identified superior efficacy for dexamethasone in specific 
symptom duration categories. The lack of significant age-
related differences in our study aligns with the broader 
literature, suggesting that dexamethasone's efficacy is 
consistent across pediatric age groups, though the trend 
toward better performance in younger children warrants 
further investigation in larger studies. 
The meta-analytical evidence from Children's Mercy CAT 
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22 encompassing 1,734 children across 10 RCTs, supports 
our findings by demonstrating equivalent efficacy 
between dexamethasone and prednisolone with relapse 
OR 0.75 (95% CI 0.49-1.16), while highlighting significant 
advantages in tolerability, including reduced vomiting (OR 
0.34, 0.19-0.59) and improved palatability. Similarly, the 
commentary by Mathew & Walia 23 reviewing 1,564 
children, found comparable hospital admission rates (OR 
0.98, 95% CI 0.69-1.40) but confirmed dexamethasone's 
superior tolerability profile. Our study's superior efficacy 
rates, combined with the established tolerability 
advantages and shorter dosing regimen, support the 
growing consensus that dexamethasone represents a 
preferable first-line corticosteroid option for pediatric 
asthma exacerbations, though larger multi-center trials 
are needed to definitively establish superiority rather than 
non-inferiority. 
The findings of this study have important clinical 
implications for pediatric emergency medicine and 
outpatient asthma management, as single-dose 
dexamethasone offers significant practical advantages 
including improved medication compliance, reduced risk 
of dosing errors, elimination of concerns regarding 
incomplete treatment courses, and enhanced convenience 
for both patients and caregivers. The comparable efficacy 
profile, coupled with the potential for reduced healthcare 
burden through simplified dosing regimens, suggests that 
dexamethasone may represent a preferable therapeutic 
option in acute pediatric asthma management. 
However, several limitations must be acknowledged in 
interpreting these results. This was a single-center study 

conducted at one institution, which may limit the 
generalizability of findings to other healthcare settings 
with different patient populations, treatment protocols, or 
resource availability. The relatively small sample size of 68 
patients (34 per group) may have been insufficient to 
detect statistically significant differences between 
treatment groups, potentially leading to type II error and 
limiting the power to identify clinically meaningful 
differences in efficacy. Finally, the study population's 
demographic characteristics and baseline severity may not 
be representative of all pediatric patients presenting with 
acute asthma exacerbations in diverse clinical settings. 
 

CONCLUSION 
Our study has concluded that single-dose oral 
dexamethasone demonstrates comparable therapeutic 
efficacy to multidose prednisolone in the treatment of 
acute asthma exacerbations in pediatric patients. The 
dexamethasone group showed numerically superior 
treatment success rates and greater improvement in 
clinical severity scores, though statistical significance was 
not achieved. Both treatment modalities proved effective 
across different age groups and gender categories without 
significant demographic variations in response. 

Acknowledgments 
Gratitude is extended to the department’s healthcare staff 
for their dedicated efforts in organizing patient 
information and ensuring accurate documentation, which 
played a crucial role throughout this work.

 

REFERENCES 
1. Martin J, Townshend J, Brodlie M. Diagnosis and 

management of asthma in children. BMJ Paediatr Open. 
2022;6(1):e001277. 
https://doi.org/10.1136/bmjpo-2021-001277.  

2. Ciprandi G. Pediatric asthma: a daily challenge. Children 
(Basel). 2022;9(4):576. 
https://doi.org/10.3390/children9040576.  

3. Falcon RMG, Caoili SEC. Immunologic, genetic, and ecological 
interplay of factors involved in allergic diseases. Front 
Allergy. 2023;4:1215616. 
https://doi.org/10.3389/falgy.2023.1215616.  

4. Bradley H, Trennery C, Jones AM, Lydon A, White F, 
Williams-Hall R, et al. Assessing asthma symptoms in 
children: qualitative research supporting the development 
of the pediatric asthma diary-child (PAD-C) and pediatric 
asthma diary-observer (PAD-O). J Patient Rep Outcomes. 
2023;7(1):104. 
https://doi.org/10.1186/s41687-023-00639-y.  

5. Jones H, Lawton A, Gupta A. Asthma attacks in children–
challenges and opportunities. Indian J Pediatr. 
2022;89(4):373-377. 
https://doi.org/10.1007/s12098-021-04069-w.  

6. Trojanowska A, Emeryk A, Zarzycka D. Adherence to therapy 
regimen by children with asthma and their parents. Postepy 
Dermatol Alergol. 2022;39(2):258-264. 
https://doi.org/10.5114/ada.2022.115886.  

7. McIntyre A, Busse WW. Asthma exacerbations: the Achilles 
heel of asthma care. Trends Mol Med. 2022;28(12):1112-
1127. 
https://doi.org/10.1016/j.molmed.2022.09.001.  

8. Fletcher M, van der Molen T, Lenney W, Boucot I, Aggarwal 
B, Pizzichini E. Primary care management of asthma 

exacerbations or attacks: impact of the COVID-19 pandemic. 
Adv Ther. 2022;39(4):1457-1473. 
https://doi.org/10.1007/s12325-022-02056-x.  

9. Licari A, Manti S, Mastellone F, et al. Critical reappraisal of 
short-acting bronchodilators for pediatric respiratory 
diseases. Ital J Pediatr. 2024;50:104. 
https://doi.org/10.1186/s13052-024-01675-0.  

10. Kelly IR, Laudone T, Lichenstein R, Parbuoni KA. Evaluation 
of dexamethasone dosing strategies in pediatric asthma 
exacerbations. J Pediatr Pharmacol Ther. 2023;28(8):735-
740. 
https://doi.org/10.5863/1551-6776-28.8.735.  

11. Pacheco-Quito EM, Jaramillo J, Sarmiento-Ordoñez J, 
Cuenca-León K. Drugs prescribed for asthma and their 
adverse effects on dental health. Dent J (Basel). 
2023;11(5):113. 
https://doi.org/10.3390/dj11050113.  

12. Riney LC, Schwartz H, Murtagh Kurowski E, Collett L, Florin 
TA. Improving administration of prehospital corticosteroids 
for pediatric asthma. Pediatr Qual Saf. 2021;6(3):e410. 
https://doi.org/10.1097/pq9.0000000000000410.  

13. Cronin JJ, McCoy S, Kennedy U, An Fhailí SN, Wakai A, 
Hayden J, et al. A randomized trial of single-dose oral 
dexamethasone versus multidose prednisolone for acute 
exacerbations of asthma in children who attend the 
emergency department. Ann Emerg Med. 2016;67(5):593-
601.e3. 
https://doi.org/10.1016/j.annemergmed.2015.08.001.  

14. Möhlmann JE, Ezzafzafi S, Lindemans CA, Jansen MHA, 
Nierkens S, Huitema ADR, et al. Pharmacokinetics and 
pharmacodynamics of systemic corticosteroids in 
autoimmune and inflammatory diseases: a review of current 
evidence. Clin Pharmacokinet. 2024;63(9):1251-1270. 

https://doi.org/10.1136/bmjpo-2021-001277
https://doi.org/10.3390/children9040576
https://doi.org/10.3389/falgy.2023.1215616
https://doi.org/10.1186/s41687-023-00639-y
https://doi.org/10.1007/s12098-021-04069-w
https://doi.org/10.5114/ada.2022.115886
https://doi.org/10.1016/j.molmed.2022.09.001
https://doi.org/10.1007/s12325-022-02056-x
https://doi.org/10.1186/s13052-024-01675-0
https://doi.org/10.5863/1551-6776-28.8.735
https://doi.org/10.3390/dj11050113
https://doi.org/10.1097/pq9.0000000000000410
https://doi.org/10.1016/j.annemergmed.2015.08.001


Copyright © 2025. IJBR Published by Indus Publishers 
This work is licensed under a Creative Commons Attribution 4.0 International License. 

 
 

 

Page | 898  

  Efficacy of Single Dose Oral Dexamethasone Over Multidose Prednisolone… Khan, H. et al., 

IJBR   Vol. 3   Issue. 4   2025 

https://doi.org/10.1007/s40262-024-01419-7.  
15. Sriram Ramgopal, Michelson KA. Adoption of 

dexamethasone for asthma exacerbations. Pediatrics. 
2025;156(1):e2024070153. 
https://doi.org/10.1542/peds.2024-070153.  

16. Tayyab A, Asif A, Qazi S, Wahid S, Zafar A, Halim M, et al. 
Effectiveness of single dose oral dexamethasone versus 
multidose prednisolone for treatment of acute 
exacerbations of asthma among children. Ann Med Surg. 
2022;84:104799. 
https://doi.org/10.1016/j.amsu.2022.104799.  

17. Fayyaz M, Haider S, Shafiq S, Nazir S, Shah KI, Noor S. 
Comparison of dexamethasone with prednisolone in 
treatment of acute asthma. J Islamabad Med Dent Coll. 
2024;13(4):617-622. 
https://doi.org/10.35787/jimdc.v13i4.1163.  

18. Ullah I, Haq SU, Khan RM, Ali S, Haq ZU, Hussain M. To 
compare the efficacy of single dose oral dexamethasone 
versus multi-dose prednisolone in the treatment of acute 
asthma exacerbation. Med Forum. 2019;30(7):59-62. 

19. Banoth B, Verma A, Bhalla K, Khanna A, Holla S, Yadav S. 
Comparative effectiveness of oral dexamethasone vs oral 
prednisolone for acute exacerbation of asthma: a 

randomized control trial. J Family Med Prim Care. 
2022;11:1395-1400. 
https://doi.org/10.4103/jfmpc.jfmpc_1210_21.  

20. Tahir MU, Zafar S, Farooqi MI, Tahir H. Single dose of oral 
dexamethasone and multiple doses prednisolone in 
treatment of acute exacerbations of asthma. Indus J Biosci 
Res. 2025;3(2):323-328. 
https://doi.org/10.70749/ijbr.v3i2.668.  

21. Paniagua N, López R, Muñoz N, Tames M, Mojica E, Arana-
Arri E, et al. Randomized trial of dexamethasone versus 
prednisone for children with acute asthma exacerbations. J 
Pediatr. 2017;191:190-196. 
https://doi.org/10.1016/j.jpeds.2017.08.030.  

22. Office of Evidence Based Practice, Children's Mercy Hospital. 
Oral dexamethasone vs prednisone for a pediatric asthma 
exacerbation. Critically Appraised Topic. 2018. 
https://www.childrensmercy.org 

23. Mathew JL, Walia MK. Oral dexamethasone versus oral 
prednisolone in acute asthma: a new randomized controlled 
trial and updated meta-analysis. Indian Pediatr. 
2018;55:155-159. 
https://doi.org/10.1007/s13312-018-1250-3 

 

https://doi.org/10.1007/s40262-024-01419-7
https://doi.org/10.1542/peds.2024-070153
https://doi.org/10.1016/j.amsu.2022.104799
https://doi.org/10.35787/jimdc.v13i4.1163
https://doi.org/10.4103/jfmpc.jfmpc_1210_21
https://doi.org/10.70749/ijbr.v3i2.668
https://doi.org/10.1016/j.jpeds.2017.08.030
https://www.childrensmercy.org/
https://doi.org/10.1007/s13312-018-1250-3

