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Corticosteroids for supraglottitis

Editor—Supraglottitis consists of inflammation of the epiglottis
and supraglottic structures including the pharynx, uvula, base of
tongue, aryepiglottic folds, or the false vocal cords.! Adult
supraglottitis has an annual incidence of 14 cases per 100 000
population.”® Supraglottitis can become life-threatening and has a
mortality rate of up to 7%.*

There have been many studies that have looked at cohorts to
determine factors related to prognosis and indicators for airway
intervention,”™’ but there is no uniformity related to the treatment
of this potentially fatal condition.* It is universally accepted that
the medical treatment of supraglottitis should include the
empirical use of antibiotics. The use of corticosteroids, however,
is controversial. Corticosteroid therapy is thought to act by an
anti-inflammatory effect, coupled with stabilization of endothelial
permeability, thus decreasing extracellular and intracellular
oedema.? Many studies, however, have shown no reduction in
the need for intubation, the duration of intubation, the duration of
intensive care stay, or the duration of hospitalization after
corticosteroids.' *° One study has indicated that the use of
corticosteroids may actually be associated with a poorer out-
come.” The rationale for using corticosteroids is based on
presumption, not on the basis of any well-designed, double-blind
studies.'”

In cases of supraglottitis where one is evaluating the many
clinical signs and physiological variables postulated to be
associated with poorer outcomes, clear definition of these factors
is crucial. Grading scales related to the need for intubation have
been produced using such factors.” Important factors include
temperature, C-reactive protein and white cell count.' ' Tt has
been reported that the rate of inflammatory progression is the most
important prognostic factor in adult supraglottitis.'' 1>

In the intensive care setting, corticosteroids have been accepted
as a part of the treatment for severe sepsis and/or septic shock, as a
significant number of these patients have adrenal suppression from
the inflammatory response.’®> What is difficult to assess is the
suppression of inflammatory markers such as C-reactive protein,
procalcitonin, the febrile response, and the white cell count by
corticosteroids in these patients. There are reports in the literature
that show that the use of corticosteroids dampens the production
of inflammatory markers.'*

There are many examples in clinical medicine of how
therapeutic measures are disregarded, as their ultimate effects
may mask important clinical signs that provide information
related to the patient’s overall clinical state. It is accepted by most
intensivists that the routine use of antipyretic agents, such as
acetaminophen, may not be in the best interest of the patient,
except when the temperature is uncontrollable. The use of
antipyretics has been shown to suppress the expression of useful
proteins such as heat shock protein—which has a significant
inhibitor role on pro-inflammatory cytokines—and also increase
the minimum inhibitory concentration (MIC) of antibiotics.
Artificial suppression of a natural response to stress or infection
may have deleterious effects on the progress of the illness and
may also mask useful clinical variables such as the febrile
response.'® This is similar to monitoring the prothrombin time
(PT) as a measure of the severity and prognosis of acute hepatic
failure.'®!” Most hepatologists would not correct the PT unless
the clinical situation warranted reversal.

Otolaryngologists and intensive care physicians should adopt a
similar philosophy when managing patients with supraglottitis.
Corticosteroids are not proven to be beneficial in such patients,
and their use may mask clinical signs and physiological variables.
These factors may be crucial in deciding how to manage such a
patient’s airway. No randomized controlled trials exist with
respect to the role of corticosteroids in the management of
supraglottitis; until there is, caution over their use should be
exercised.
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