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Optimal Dosage of Systemic Corticosteroid

for COPD with Acute Exacerbation----

Evidence-Based Review

Chin-Shui Yeh, Ching-Hsiung Lin, Cheng-Hsiung Chen, and Kwo-Chuan Lin1

Short term therapy of systemic corticosteroids is the standard treatment of acute exacerbation of chronic
obstructive pulmonary disease (COPD). Several prospective randomized controlled trials demonstrated the clin-
ical benefits of systemic corticosteroids to patients of COPD with acute exacerbation. However, the most optimal
dosage regimen of systemic corticosteroid remains controversial. Most trials compared the effects of systemic
corticosteroid and placebo without directly comparing medium-, high-, and low-dose regimens. Systemic corti-
costeroids improved the FEV1 (Forced Expiratory Volume in 1 second) and the partial pressure of oxygen (PaO2)
significantly. The average length of stay in hospital was also shorter with the use of corticosteroid. Systemic cor-
ticosteroid use is associated with several adverse effects that are dose or duration dependent. Hyperglycemia is
most common side effect ranging from low to high dose of steroid. Reported rates of secondary infection did not
differ significantly among the corticosteroid and placebo, but the eight-week glucocorticoid group had the high-
est proportion of patients with serious infections. Based on efficacy, safety and adverse effects, the clinical guide-
line of American Thoracic Society(ATS) and European Respiratory Society(ERS) recommend the low dose cor-
ticosteroid regimens such as prednisone 30 to 40 mg orally once/day for 7-10 days in most patients with an 
acute exacerbation of COPD. ( J Intern Med Taiwan 2008; 19: 387-393 )
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