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Storia dei Corticosteroidi 
 
Nel 1563 Eustachio scopre 
l’esistenza delle ghiandole 
surrenali, nel 1849 Addison 
attribuisce la pelle bronzea a 
malfunzionamento delle 
ghiandole. 





They appeared to act, not by removing the causes of the 
diseases responsive thereto, but by suppressing in large 
measure the reactions of the tissues to the irritating 
agents. Although the hormones influenced greatly the 
reversible part of these diseases, the pathologic 
physiology (the “fire,” the active inflammation which 
causes symptoms), they exerted no influence on the 
irreversible part, the pathologic anatomy or residual 
‘ashes’. 

Hench PS. Cortisone, hydrocortisone and corticotropin; some facts and speculations with 
special reference to rheumatoid arthritis. Trans Assoc Life Insur Med Dir Am 1951; 35: 5-
33. 





The Mighty Corticosteroids 

Inflammation (redness, edema, 

warmth, pain, tissue destruction) 

Inflammatory mediators 

Leukocyte & endothelial cell activation 

Tissue injury Adaptive immune 

system 

Innate immune 

system 

Perceived threat Infection 



Glucocorticoids Are Powerful Immuno-

suppressants 

Corticosteroids affect nearly every facet of immune function, 

although less inhibition of humoral arm than cell-mediated arm; 

they also induce apoptosis in rapidly-dividing leukocytes 
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Clinicians have generally avoided 

prescribing corticosteroids for active 

infection because of their known 

immunosuppressive effects and concern 

about long-term complications. 

 

 
   S.McGee et al Arch Intern Med. 2008;168(10):1034-1046.  
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Bacterial (Nontuberculous) Infections and Corticosteroids: Randomized, Double-blind, Placebo-Controlled Trials 
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The review critically evaluated a pool of 124 relevant articles on this topic using the techniques of 
evidence-based medicine and concluded that there was no convincing evidence that high-dose early 
administration of corticosteroids in patients with severe sepsis and septic shock was beneficial 

Cronin L et al. Crit Care Med 1995 



Significant decrease in the 
cumulated amount of 
catecholamines perfused 
in the treatment group 
compared with baseline (p 
< .001) and placebo group 
(p = .002) 



Overall 28-day mortality 
was seven (32%) of 22 
treated patients and 12 
(63%) of 19 placebo 
patients, a difference of 
31% (95% confidence 
interval 1% to 61%; p = 
.045) 
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However, we think that adjunctive dexamethasone should be  
initiated in all adult patients with suspected or proven pneumococcal 
meningitis, because assessment of the score may delay 
initiation of appropriate therapy. Dexamethasone should only 
be continued if the CSF Gram stain reveals gram-positive diplococci, 
or if blood or CSF cultures are positive for S. pneumoniae. 
Adjunctive dexamethasone should not be given to adult 
patients who have already received antimicrobial therapy, because 
administration of dexamethasone in this circumstance is 
unlikely to improve patient outcome (A-I). The data are inadequate 
to recommend adjunctive dexamethasone to adults 
with meningitis caused by other bacterial pathogens, although 
some authorities would initiate dexamethasone in all adults, 
because the etiology of meningitis is not always ascertained at 
initial evaluation (B-III). 











1. In high-income countries dexamethasone has 
shown good results to prevent hearing loss in 
Hib meningitis if administered before or at the 
same time as the first dose of antibiotics. 
 

2. Dexamethasone should be evaluated in 
pneumococcal meningitis: it may be less 
beneficial in children with delayed presentation 
to medical attention and may be unfavourable 
in case of cephalosporin-resistant pneumococci. 
 

3. There is no evidence to recommend the use of 
corticosteroids in meningococcal meningitis. 

 





The Committee on Infectious Diseases of the 
American Academy of Pediatrics on the use of steroids 
for pneumococcal meningitis is as follows: 
“For infants and children 6 weeks of age and older, 
adjunctive therapy with dexamethasone may be 
considered after weighing the potential benefits and 
possible risks. Experts vary in recommending the use of 
corticosteroids in pneumococcal meningitis; data are not 
sufficient to demonstrate clear benefit in children” 

















Date of download:  5/12/2014 
Copyright © 2014 American Medical 

Association. All rights reserved. 
Arch Intern Med. 2008;168(10):1034-1046. 

Tuberculosis and Corticosteroids: Randomized, Double-blind, Placebo-Controlled Trials 

 

: 



 Any steroid vs control 

 Death 

The Cochrane Database of Systematic Reviews 2005 Issue 4 

EER: 96/301= 31.89%                   CER: 116/294= 39.46% 

ARR: 39.46%-31.89%= 7.57%      NNT: 1/0.0757= 13.2 



Any steroid vs control 

 Death or disabling residual deficits    

The Cochrane Database of Systematic Reviews 2005 Issue 4 

EER: 23/87= 26.44%                      CER: 40/88= 45.45% 

ARR: 45.45%-26.44%= 19.01%     NNT: 1/0.1901= 5.3 



1. Cochrane reviews have summarized the 
evidence for adjunctive corticosteroids in the 
treatment of tuberculous pericarditis, meningitis 
and pleural effusion.  
 

2. These reviews have shown improved mortality 
for pericarditis and meningitis, but inconclusive 
effects for pericardial constriction and ongoing 
neurological disability.  
 

3. Rapid improvements in clinical parameters for 
pleural effusion were not supported by any 
lasting improved outcomes for these patients. 



Appropriate management of IRIS requires 
recognition of the condition and exclusion of 
differential diagnoses, particularly additional 
infections and OI drug resistance. 

Corticosteroids and NSAIDs provide 
symptom relief and there is clinical trial 
evidence demonstrating that prednisone 
reduces morbidity in paradoxical TB-IRIS. 

Most clinicians use corticosteroids for life-
threatening forms of mycobacterial and fungal 
IRIS. 
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Miscellaneous Infections and Corticosteroids: Randomized, Double-blind, Placebo-Controlled Trials 

 

Figure Legend: 





Importance of other blood cells in the modulation of pRBC binding in the pathogenesis of CM. 
The malarial parasite (pRBC) stimulated the host immune response, notably an expansion of 

Th1 clones, leading to overproduction of IFN-γ.  

Lou J et al. Clin. Microbiol. Rev. 2001;14:810-820 
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MALATTIE INFETTIVE E STEROIDI: SI O NO? 

UNA QUESTIONE ANCORA APERTA ! 


