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Hydrocortisone Stress Dosing 
 
Background: 

Considerable debate surrounds many aspects of hypotension in neonates, including when and 

how it should be treated. Stress hydrocortisone dosing has been shown to increase blood pressure 

in most critically ill newborns—particularly those with vasopressor resistant hypotension.1,2 

However, the use of hydrocortisone in infants without a documented cortisol deficiency has been 

associated with adverse outcomes including death.3  Given its efficacy, hydrocortisone is a 

reasonable therapeutic option for the treatment of hypotension in the newborn but, data to guide its 

dosing in this population are limited.4  

  
Indications for Use: 

1. Profound hypotension unresponsive to conventional blood pressure management 

2. Profound shock in any infant with suspected sepsis or adrenal crisis 

3. Prophylactic treatment prior to a surgical procedure in infants with adrenal insufficiency or a 
history of chronic steroid therapy* 

* All infants with a history of chronic steroid therapy should be evaluated for adrenal insufficiency prior 
to discharge or before surgery when possible (see ACTH (Cosyntropin) Stimulation Test Guidelines). 

Chronic steroid therapy is defined as:  

1. ≥ 7 cumulative days of hydrocortisone for profound hypotension unresponsive to conventional 

blood pressure management or suspected adrenal crisis 

2. > 10 days of dexamethasone for chronic lung disease (i.e. multiple DART courses) 

3. > 10 cumulative days of steroid treatment (hydrocortisone or dexamethasone) for any 
indication 

DOSING:  

 Order using “Neo Hydrocortisone Therapy” order set; (includes both stress and prophylaxis order panels) 

ALL INFANTS  Sample Body Surface Area Estimations 

Stress Dose: 
20 mg/m2/day divided  
Q 8 hours  

 Weight (kg) Calculated BSA (m2) 

0.6 0.08 

followed by 
 1.0 0.1 

1.5 0.13 

Physiologic Dose: 
6 mg/m2/day divided  
Q 8 hours for 9 doses** 

 2.0 0.15 

3.0 0.2 

    **If the duration of steroid use is less than 1-2 weeks, a taper is NOT  

    typically required after stopping stress dose hydrocortisone 

 

IMPORTANT POINTS: 

• Use the same BSA throughout treatment course 

Calculation for BSA (m2) = (0.05 x kg) + 0.05 

https://unchcs.sharepoint.com/:b:/r/teams/MC-INT-NewbornCritCareCtr/Shared%20Documents/NCCC%20Clinical%20Guidelines/ACTH%20Stim%20Test.pdf?csf=1&web=1&e=UmitLl


• Double check that the BSA is calculated using the appropriate weight in EPIC 

• If treating vasopressor resistant hypotension order stress hydrocortisone “until 
discontinued” and determine clinically when infant can wean to physiologic dosing, if 
needed based on duration of therapy 

• May increase stress dose up to 30-40 mg/m2/day in term infants or dosing q 6 hours if 
clinical condition warrants 

• For extremely low birth weight infants with vasopressor-resistant hypotension, the first dose 
should be given as a test dose and if the desired response is not observed within 6-8 hours 
further dosing is not warranted, and the order should be discontinued 

• Some infants may require slower weans from stress to physiologic dosing - for example, by 
10% (2mg/m2/day) of the original dose daily or every other day
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• If an infant requires a dexamethasone course during a hydrocortisone taper and the 
dexamethasone dose is greater than the infant’s current hydrocortisone stress dose, the 
hydrocortisone taper should be paused and resumed once dexamethasone is discontinued. 
However, infants with primary adrenal insufficiency/mineralocorticoid deficiency may require 
hydrocortisone in addition to dexamethasone, as dexamethasone does not provide a 
mineralocorticoid effect. 

• Use caution when hydrocortisone is used concurrently with indomethacin due to increased 
risk of GI perforation, each medication carries this risk alone and the risk is even greater 
when used together 

• Prophylactic treatment in the case of suspected/confirmed adrenal insufficiency, 
hydrocortisone should be started 24 hours prior to surgery/procedure (dosing as above) 
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