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ABSTRACT
Nebulized hypertonic saline (HS) has gathered 
increasing attention in bronchiolitis. This study aims 
to evaluate the relationship between the dose of 
nebulized HS and the effects on bronchiolitis. Five 
electronic databases—PubMed, EMBASE, Cochrane 
Central Register of Controlled Trials,  ClinicalTrials. 
gov, and ISRCTN—were searched until May 2021. 
Randomized controlled trials (RCTs) that investigated 
the effect of HS on bronchiolitis were included. 
A total of 35 RCTs met the eligibility criteria. HS 
nebulization may shorten the length of stay (LOS) 
in hospital (mean difference −0.47, 95% CI −0.71 
to –0.23) and improve the 24- hour, 48- hour, and 
72- hour Clinical Severe Score (CSS) in children with 
bronchiolitis. The results showed that there was 
no significant difference between 3% HS and the 
higher doses (>3%) of HS in LOS and 24- hour CSS. 
Although the dose–response meta- analysis found 
that there may be a linear relationship between 
different doses and effects, the slope of the linear 
model changed with different included studies. 
Besides, HS nebulization could reduce the rate of 
hospitalization of children with bronchiolitis (risk 
ratio 0.88, 95% CI 0.78 to 0.98), while the trial 
sequential analysis indicated the evidence may be 
insufficient and potentially false positive. This study 
showed that nebulized HS is an effective and safe 
therapy for bronchiolitis. More studies are necessary 
to be conducted to evaluate the effects of different 
doses of HS on bronchiolitis.

INTRODUCTION
Bronchiolitis, presenting with cough and 
wheezing within a few days, is a leading cause 
of hospitalization in infants. Some patients 
even require intensive care.1 2 Research showed 
the pathogenesis of bronchiolitis includes the 
mucosal inflammation, swelling at the bronchi-
olar level, and the overproduction of mucins.3 4 
Current managements of bronchiolitis for hospi-
talized children are limited to symptomatic 
treatment such as supplemental oxygen, respi-
ratory support, and fluid replacement.5

Overproduction of mucins contributes to 
the pathogenesis of bronchiolitis.6 7 In recent 
years, nebulized hypertonic saline (HS) has 
been applied in treating patients with bronchi-
olitis to help increase the mucociliary clearance. 

The possible mechanism may be as follows: HS 
may help rehydrate the surface liquid in the 
airway, reduce the viscosity and elasticity of the 
mucins, resulting in improving the mucociliary 
clearance.8–10 Previous systematic reviews were 
conducted to summarize the effect of nebulized 
HS on bronchiolitis and provided evidence 
in clinical practice.11–14 The results of these 
systematic reviews showed that HS therapy 

Significance of this study

What is already known about this subject?
 ► In recent years, nebulized hypertonic saline 
(HS) has been applied in treating patients 
with bronchiolitis to help increase the 
mucociliary clearance.

 ► The results of previous systematic reviews 
showed that HS therapy could reduce the 
rate of hospitalization (ROH) and length 
of stay (LOS) in hospital in patients with 
bronchiolitis.

 ► There is no study evaluating the effect of 
HS doses on bronchiolitis.

What are the new findings?
 ► The trial sequential analysis of our study 
showed that the result that LOS could be 
shortened with nebulized HS treatment 
was conclusive with the growing number 
of studies.

 ► The results showed that there was no 
significant difference between 3% HS and 
the higher doses (>3%) of HS in LOS and 
24- hour Clinical Severe Score.

 ► Although the dose–response meta- 
analysis found that there may be a linear 
relationship between different doses 
and effects, the slope of the linear model 
changed with different included studies.

How might these results change the focus 
of research or clinical practice?

 ► Nebulized HS could reduce LOS, ROH, 
and severity of disease in children with 
bronchiolitis.

 ► In clinical practice, 3% HS was widely 
chosen empirically, but more studies are 
needed to confirm the effect of different 
concentrations of HS on bronchiolitis.
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could reduce the rate of hospitalization (ROH) and length 
of stay (LOS) in hospital in patients with bronchiolitis. 
However, obvious limitations should be noted in previous 
systematic reviews. First, different concentrations of HS 
may have different effects, but there is no dose–response 
meta- analysis evaluating the effect of HS dose on bronchiol-
itis. Second, few systematic reviews conducted trial sequen-
tial analysis (TSA) to assess if current evidence is enough to 
obtain a firm conclusion or further research on similar topic 
is necessary.15

In this study, we aim to incorporate current studies and 
perform a systematic review and dose–response meta- 
analysis to explore the therapeutic effect and safety of 
different concentrations of HS on bronchiolitis. Besides, we 
planned to conduct the TSA to evaluate the reliability of 
the results.

METHODS
This meta- analysis is reported in accordance with the 
Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses (PRISMA) statement.16 The protocol of this 
systematic review and meta- analysis was registered in Inter-
national Prospective Register of Systematic Reviews (CRD 
42019143223).

Search strategy
A comprehensive search was conducted using the three 
databases: PubMed (1966 to May 2021), Cochrane Central 
Register of Controlled Trials (CENTRAL, through May 
2021), EMBASE (1974 to May 2021), and two interna-
tional trial registries ( ClinicalTrials. gov and International 
Standard Randomized Controlled Trial Number Register 
(ISRCTN Registry)), from inception to May 2021. Details 
were shown in online supplemental table 1.

Study selection
Eligibility criteria are as follows: (1) randomized controlled 
studies (RCTs); (2) population: children with bronchi-
olitis who were under 2 years old; (3) intervention: the 
concentration of nebulized HS >0.9%; (4) comparison: the 
concentration of nebulized HS solution ≤0.9% or without 
nebulization; (5) outcomes: primary outcomes—length 
of stay in hospital (LOS), rate of hospitalization (ROH); 
secondary outcomes—Clinical Severity Scores (CSS) and 
adverse events (AEs).

Data extraction
Data of included studies were extracted by two reviewers, 
independently. The name of the first author, year of publi-
cation, study design, study location, number of partici-
pants, intervention, control, methods and outcomes were 
extracted.

Quality assessment
Cochrane Collaboration risk of bias tool was used for 
quality assessment in the included studies.17 The generation 
of allocation sequence, allocation concealment, blinding of 
participants and researchers, blinding of outcome assessors, 
completeness of outcome data, selective outcome reporting, 
and other risk of bias were evaluated. Each item was marked 
by low, unclear, or high risk of bias.

Statistical analysis
We calculated mean difference (MD) for continuous vari-
ables, while risk ratio (RR) for dichotomous variables. 
The 95% CI was calculated for each effect size estimate. A 
random- effects model was used to pool the estimates from 
each study. The I2 statistic was applied to assess the statis-
tical heterogeneity within studies. A percentage no more 
than 50% (I2 ≤50) indicates a low statistical heterogeneity.18

We used three methods to explore which dose of HS is 
appropriate for bronchiolitis. First of all, we compared 3% 
HS with higher concentrations, and the meta- analysis was 
conducted. Second, we conducted the dose–response meta- 
analysis for the studies containing more than 2 doses of 
HS. Third, we conducted the dose–response meta- analysis 
for the all studies. Robust error meta- regression (REMR) 
proposed by Xu et al19 20 was used to conduct the dose–
response analysis. Considering the small samples of dose of 
HS, it is inappropriate to use a restricted cubic spline to 
fit the potential non- linear dose–response curve. Therefore, 
linear regression model was used to establish the ‘average’ 
trends between different doses of HS and estimate effects. A 
potential linear dose–response curve was generated in order 
to investigate the dose- specific effects.

To explore the association of different characteristics 
observed in prespecified subgroup analyses, univariable 
meta- regression analyses were conducted. We conducted 
sensitivity analysis to determine the stability of summary 
risk estimated by omitting one study in turn. Begg’s test21 
and Egger’s test22 were conducted to assess the potential 
publication bias in primary outcomes. Data synthesis and 
analysis were performed with Stata V.15.0. A p value less 
than 0.05 was considered statistically significant unless 
otherwise specified, and all tests were two sided.

Trial sequential analysis
We performed TSA using TSA V.0.9.5.10 beta software.15 23 
Type I error (α) of 5%, a power (1-β) of 80%, and hetero-
geneity (I2) calculated in the meta- analysis were considered 
for outcomes. The control event rates were calculated from 
the control groups, and other required information sizes 
(RIS) were calculated from studies with low bias risk. The 
cumulative Z- curve of each meta- analysis was constructed 
to assess its crossing of conventional boundary (Z=1.96) 
and the TSA monitoring boundary. The cumulative Z- curve 
crosses the TSA monitoring boundary, RIS line, or futility 
boundary, indicating a firm conclusion was reached and no 
more further trials are needed. On the contrary, evidence is 
insufficient for drawing a conclusion if the Z- curve does not 
cross any boundary or reach RIS line.

RESULTS
Search results
A total of 920 citations were obtained via electronic data-
base searching. A total of 622 citations remained after 
removing duplicates, of which 93 citations were excluded 
after reading titles and abstracts. In the full- text reading 
process, 59 citations were excluded. One study was 
included in manual retrieval. Consequently, 35 published 
studies were included (online supplemental figure 1). We 
did not include unpublished studies, although there were 
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seven relevant ongoing studies searched in the international 
trial registries (online supplemental table 2).

Study characteristics and quality assessment
Thirty- five published RCTs researching on the nebulized HS 
for bronchiolitis were included in this review.24–58 Studies 
were located in Asia, Europe, or North America. Ten studies 
were conducted in emergency or outpatient department. 
Twenty- four studies were conducted in wards. One study 
was conducted in both sites.56 All children were under 24 
months old, and the doses of HS ranged from 3% to 7%. 
The description of the included studies is shown in online 
supplemental table 3. A description of the quality assess-
ment is presented in online supplemental figure 2. The bias 
of 5 studies were at low risk,25 30 31 33 51 24 studies at unclear 
risk,24 26–29 32 34–43 45 47–50 52–55 while only 4 studies at high 
risk.32 44 46 56

Meta-analysis for primary outcomes
LOS in hospital
Twenty- five studies reported the effects of HS on LOS 
of children with bronchiolitis between HS and control 
groups.24 27–29 35 36 38–48 50–54 56–58 However, two studies 
were removed from meta- analysis due to the inappro-
priate data format and the original data could not be 
obtained.40 51 Overall, the pooled MD of LOS for the HS 
versus non- HS of bronchiolitis was −0.47 (95% CI −0.71 
to –0.23) days, with substantial heterogeneity (I2=78.6%, 
Pheterogeneity <0.001) (figure 1A). TSA of LOS showed that 
the trial sequential monitoring boundary for benefit has 
been crossed by Z- curve even if the required informa-
tion size of 3406 had not been reached, indicating that 
the decrease of LOS with HS nebulization was conclusive 
(figure 1B).

There were three studies with three kinds of doses of 
HS.24 35 53 The results showed that there was no significant 
difference between 3% HS and the higher dose (>3%) 
of HS (MD 0.17, 95% CI −0.2 to 0.53) with insignifi-
cant heterogeneity (I2=0%, Pheterogeneity=0.62) (figure 2A). 
The random- effects dose–response meta- regression model 
with REMR approach showed there was a linear relation-
ship between different doses of HS and LOS (figure 2B,C). 
However, when we included all the studies, the slope of the 
linear model changed. But the goodness of fit of the model 
was low.

In subgroup analysis on LOS, no evidence of modifi-
cation effect by study location, number of participants, 
daily times of HS nebulization, and HS doses was obtained 
according to meta- regression analyses (all Pinteraction >0.05, 
figure 3A). However, a modification effect by nebulization 
combined with/without other medical solution was found 
(Pinteraction=0.036). Sensitivity analysis was conducted by 
omitting one study in turn and recalculating the pooled 
MD of LOS, the results ranged from (MD −0.50, 95% 
CI −0.76 to −0.24) to (MD −0.40, 95% CI −0.65 to 
−0.14) (online supplemental figure 3). It showed that 
omitting one study in turn did not change the results of 
LOS significantly. No statistically significant publication 
bias was inferred by Egger’s test (p>0.05) and Begg’s test 
(p>0.05).

Rate of hospitalization (ROH)
Nine studies reported the effects of HS nebulization on the 
ROH between HS and non- HS groups.25 26 30–33 37 49 56 The 
pooled data indicated the ROH was significantly lower in 
the HS group than in the non- HS group (RR 0.88, 95% CI 
0.78 to 0.98) with insignificant heterogeneity (I2=0%, Phet-

erogeneity=0.544) (figure 4A). Due to the limited variety of 
dose, we did not conduct the dose–response analysis. TSA 
showed that the trial sequential significance boundary for 
benefit had not been crossed and the RIS of 2987 also had 
not been reached, indicating evidence is insufficient for 
drawing a conclusion (figure 4B).

In subgroup analyses on ROH, no evidence of modifi-
cation effect by study location, number of participants, 
daily times of HS nebulization, nebulization combined 
with/without other medical solution, and HS doses was 
obtained according to the meta- regression analysis (all Pinter-

action >0.05, figure 3B). The results of sensitivity analyses by 
omitting one study in turn and recalculating the pooled RR 
of ROH ranged from (RR 0.81, 95% CI 0.68 to 0.96) to 
(RR 0.92, 95% CI 0.81 to 1.04) (online supplemental figure 
4). No statistically significant publication bias was inferred 
by Egger’s test (p>0.05) and Begg’s test (p>0.05).

Meta-analysis for secondary outcomes
Clinical Severity Scores (CSS)
Twenty- eight studies reported the effects of HS on 
CCS between HS and non- HS groups in bronchiol-
itis.24 27 29 32–35 37–54 56–58 Wang et al’s CCS59 were used in 
most studies; therefore, we only pooled data of Wang et 
al’s CCS in bronchiolitis. The pooled data indicated that 
the 24- hour, 48- hour, and 72- hour CSS were significantly 
reduced in the HS group than in the non- HS group with 
substantial heterogeneity ((MD −0.65, 95% CI −0.93 
to −0.37, I2=72.6%, Pheterogeneity <0.001), (MD −0.95, 
95% CI −1.30 to −0.59, I2=85.6%, Pheterogeneity=0.001), 
(MD −0.72, 95% CI −1.27 to –0.18, I2=85.5%, Pheteroge-

neity <0.001), respectively) (online supplemental figures 
5–7). TSA showed that the trial sequential significance 
boundary for benefit had been all crossed for the 24- hour, 
48- hour, and 72- hour CSS, indicating evidence is sufficient 
and further studies researching on the effect of HS on CSS 
are not necessary (online supplemental figures 8–10). There 
were four studies with three kinds of doses of HS.24 35 40 53 
The results showed that there was no significant difference 
between 3% HS and the higher doses (>3%) of HS (MD 
0.02, 95% CI −0.26 to 0.3) with insignificant heterogeneity 
(I2=31.4%, Pheterogeneity=0.224) (online supplemental figure 
11A). The random- effects dose–response meta- regression 
model with REMR approach showed there was a linear 
relationship between different doses of HS and LOS (online 
supplemental figure 11B,C). But the goodness of fit of the 
model was low.

In subgroup analysis on LOS, no evidence of modifica-
tion effect by number of participants, daily times of HS 
nebulization, and HS doses was obtained according to 
meta- regression analyses (all Pinteraction >0.05, figure 3C). 
However, a modification effect by study location (Pinter-

action=0.015) and nebulization combined with/without 
other medical solution was found (Pinteraction=0.001). The 
results of sensitivity analyses showed that the RR of the 
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24- hour CSS ranged from (MD −0.71, 95% CI −0.98 to 
−0.44) to (RR −0.59, 95% CI −0.86 to −0.31) (online 
supplemental figure 12); 48- hour CSS ranged from (MD 
−1.02, 95% CI −1.38 to −0.67) to (RR −0.82, 95% CI 

−1.12 to −0.51) (online supplemental figure 13); and 
72- hour CSS ranged from (MD −0.92, 95% CI −1.42 
to −0.41) to (RR −0.59, 95% CI −1.3 to 0.12) (online 
supplemental figure 14). No statistically significant 

Figure 1 (A) The forest plot of the effect of nebulized hypertonic saline (HS) on length of stay (LOS) in bronchiolitis. (B) Trial sequential 
analysis (TSA) of the effect of nebulized HS on LOS in bronchiolitis, α of 5% (two- sided), β of 20%. The cumulative Z- curve (bold solid 
line) was constructed using a random- effects model. The horizontal line at cumulative Z=−1.96 indicates a conventional level of statistical 
significance. These trial sequential significance boundary and futility boundary were constructed based on the O’Brien–Fleming method. 
Although the required information size had not been reached, Z- curve has crossed the trial sequential monitoring boundary for benefit, 
indicating that the decrease of LOS with HS nebulization was conclusive. NS, normal saline; WMD, weighted mean difference.
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Figure 2 Exploring the appropriate dose of nebulized hypertonic saline (HS) for bronchiolitis in length of strength (LOS). (A) There was no 
significant difference between 3% HS and the higher dose (>3%) of HS. (B) The random- effects dose–response meta- regression model with 
robust error meta- regression (REMR) approach of studies containing more than 2 doses of HS. (C) The random- effects dose–response meta- 
regression model with REMR approach of all studies.
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publication bias was inferred by Egger’s test (p>0.05) 
and Begg’s test (p>0.05).

Adverse events (AEs)
Most of the included studies reported AE of nebulized HS 
in bronchiolitis. Studies reported many potential AEs, such 
as cough, vomiting, bronchial constriction or broncho-
spasm, diarrhea, etc. Cough may be the most frequent AE of 
nebulized HS in bronchiolitis, but there was no difference 
in severe AE between HS and control groups. One study 
reported a case that developed bradycardia and desatura-
tion during HS nebulization but resolved the next day.28 No 
death was caused by nebulized HS directly.

DISCUSSION
The main finding of this comprehensive systematic review 
and dose–response meta- analysis was that nebulized HS 
could reduce LOS, ROH, and severity of disease in children 
with bronchiolitis, and the most optimal dose may be 3%. 
The results of the TSA showed the evidence was conclusive 
for the LOS and CSS.

Previous meta- analyses on the bronchiolitis were 
performed in the past decades.11–14 The main view was that 
the nebulized HS significantly reduced LOS and ROH in 
bronchiolitis. One study based on TSA indicated that the 
evidence that the HS could reduce LOS was insufficient.60 
However, the TSA of our study showed that the result that 
LOS could be shortened with nebulized HS treatment was 
conclusive with the growing number of studies. Moreover, 
the main finding of this study adds more clinical endpoints 
and further extends the finding of previous meta- analyses. 
Noted to that, although the results of TSA showed a 
confirmed conclusion of LOS, this does not mean that the 
future studies will not substantially increase the precision 
of estimating the overall effect or the dose–response curve.

Our results showed that there was no significant differ-
ence between 3% HS and the higher doses (>3%) of HS 
in LOS and 24- hour CSS. The meta- analysis of different 
high doses of HS was not a reasonable method, so we 
used the dose–response meta- analysis for further analysis. 
Although the dose–response meta- analysis found that there 
may be a linear relationship between different doses and 
effects, the slope of the linear model changed with different 
included studies. Besides, the goodness of fit of the model 
was low. Therefore, it is possible that the relationship 
between different doses of HS is not a simple linear rela-
tionship. Due to the lack of kinds of doses, we could not 
use restricted cubic spline, which can better fit the relation-
ship between them. It is necessary to study the effects of 
more different doses of HS on bronchiolitis in the future. 
In the subgroup analysis, children treated with mere HS 
nebulization without any other drugs had shorter LOS than 
those in the control group, while the significance between 
two groups was not obtained when the intervention was 
HS nebulization with beta- agonists such as epinephrine, 
salbutamol, terbutaline or fenoterol. Bronchodilators could 
prevent bronchospasm and edema of airway mucosa and 
improve mucociliary clearance of the epithelial cilia cells. 
However, their effects may lead to an indistinct different 
effect of HS nebulization on bronchiolitis between two 
groups (intervention and control).

Figure 3 Subgroup analysis and meta- regression of the effect 
of hypertonic saline (HS) on length of stay (LOS) and rate of 
hospitalization (ROH). (A) HS for LOS in bronchiolitis; (B) HS for 
ROH in bronchiolitis; (C) HS for 24- hour Clinical Severe Score in 
bronchiolitis.
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The optimal dose of HS needs to be explored for treating 
bronchiolitis, although 3% HS was commonly used in clin-
ical practice. In this review, the results of dose–response 
meta- analysis showed that 3% may be the most effective 
for shortening LOS and decreasing CSS in bronchiolitis. 

To our knowledge, higher doses of HS may cause more 
AEs; however, an interesting finding is that 5% or 7% HS 
did not increase the AE compared with the control group. 
Therefore, less stimulation for airway may not be the only 
reason that 3% HS has higher effect than higher doses of 

Figure 4 (A) The forest plot of the effect of nebulized hypertonic saline (HS) on rate of hospitalization (ROH) in bronchiolitis. (B) Trial 
sequential analysis (TSA) of the effect of nebulized HS on ROH in bronchiolitis, α of 5% (two sided), β of 20%. The cumulative Z- curve 
(bold solid line) was constructed using a random- effects model. The horizontal line at cumulative Z=−1.96 indicates a conventional level of 
statistical significance. These trial sequential significance boundary and futility boundary were constructed based on the O’Brien–Fleming 
method. The trial sequential significance boundary for benefit had not been crossed and the required information size also had not been 
reached, indicating evidence is insufficient for drawing a conclusion. NS, normal saline.
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HS. Previous research suggested that there is extracellular 
ATP which reaches a high concentration in vivo and regu-
lates the airway surface liquid water content. Thus, 3% HS 
could be sufficient to cause significance in milder bronchi-
olitis in which no further improvement achievable by higher 
concentration of HS over 3% HS. However, this might not 
be the case in severe cases because the high load of respira-
tory syncytial virus probably causes a considerable extracel-
lular ATP reduction, which is crucial for maintaining airway 
surface liquid hydration. Thus, the generalization of this 
meta- analysis might not hold for severely affected infants 
and more experimental studies are needed to investigate the 
mechanism inside.61 The results of TSA showed that current 
evidence was enough to obtain a reliable conclusion; there-
fore, more studies are not necessary to be conducted to 
evaluate the effect of HS on LOS and CSS in children with 
bronchiolitis.

There are strengths which should be noted. All included 
studies were RCTs with high quality, which provides stronger 
evidence. Our meta- analysis further extends the finding of 
previous meta- analyses in more clinical endpoints. Also, this 
is the first review to explore the relationship between doses 
of HS and the effect size of outcomes with a novel statistical 
method. Meta- regression analysis helps to find out factors 
which influence the outcomes. Moreover, TSA helps us to 
judge the reliability of results and whether more researches 
are needed in the future.

This systematic review also has several potential limita-
tions. First, great heterogeneity existed among studies and it 
could not be eliminated completely by conducting subgroup 
analysis and meta- regression. Furthermore, meta- regression 
and dose–response analysis were not available in some cases 
due to the limited number of studies or substantial hetero-
geneity among studies.

In the future, more studies need to be performed to eval-
uate the effect of HS on ROH in children with bronchiolitis 
because the results of TSA showed that the evidence was 
insufficient. In this study, 3% was found the most effective 
concentration in treating children with bronchiolitis than 
other levels of concentration with unclear reasons. There-
fore, more experimental studies should be performed to 
investigate the possible mechanisms.

CONCLUSION
To conclude, the current available evidence suggests that 
nebulized HS is an effective and safe therapy for bronchi-
olitis. It could reduce LOS, ROH, and severity of disease 
in children with bronchiolitis. The positive effect of HS 
on ROH could benefit from more studies to confirm the 
current observation. Due to the poor goodness of fit of the 
model, the most appropriate dose of HS could not be deter-
mined by dose–response meta- analysis in this study. More 
studies are necessary to be conducted to evaluate the effects 
of different doses of HS on bronchiolitis.

Author affiliations
1Department of Respiratory Medicine, Shanghai Children’s Medical Center, 
Shanghai Jiaotong University School of Medicine, Shanghai, China
2Department of Respiratory and Critical Care Medicine, Sichuan University 
West China Hospital, Chengdu, Sichuan, China
3School of Public Health and Management, Chongqing Medical University, 
Chongqing, China

4Department of Respiratory Disease, Children’s Hospital of Chongqing Medical 
University, National Clinical Research Center for Child Health and Disorders, 
Ministry of Education Key Laboratory of Child Development and Disorders, 
Chongqing Key Laboratory of Pediatrics, Chongqing, China

Acknowledgements We thank Dr Chang Xu from Chinese Evidence- Based 
Medicine Center and CREAT Group, West China Hospital, Sichuan University 
and Collaborative Innovation Center, Chengdu, China, for the guidance of 
dose–response meta- analysis with robust error meta- regression (REMR) 
method. We also appreciate the effort of modification for dose–response 
meta- analysis by REMR collaborative group.

Contributors JL is responsible for concept and design, data searching, 
inclusion and exclusion of studies, data analysis, and draft of the manuscript. 
YZ and AS are responsible for data extraction, assessment of methodological 
quality, and data analysis. LY is responsible for data searching and 
assessment of methodological quality. JD is responsible for the assessment of 
methodological quality and revision of articles. All authors read and approved 
the final manuscript.

Funding The authors thank the Youth Program of the National Natural 
Science Foundation of China (No. 81700017).

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in 
the article or uploaded as supplementary information.

Supplemental material This content has been supplied by the author(s). 
It has not been vetted by BMJ Publishing Group Limited (BMJ) and may not 
have been peer- reviewed. Any opinions or recommendations discussed are 
solely those of the author(s) and are not endorsed by BMJ. BMJ disclaims all 
liability and responsibility arising from any reliance placed on the content. 
Where the content includes any translated material, BMJ does not warrant the 
accuracy and reliability of the translations (including but not limited to local 
regulations, clinical guidelines, terminology, drug names and drug dosages), 
and is not responsible for any error and/or omissions arising from translation 
and adaptation or otherwise.

ORCID iD
Jilei Lin http:// orcid. org/ 0000- 0003- 1920- 9317

REFERENCES
 1 Florin TA, Plint AC, Zorc JJ. Viral bronchiolitis. Lancet 2017;389:211–24.
 2 Schlapbach LJ, Straney L, Gelbart B, et al. Burden of disease and change 

in practice in critically ill infants with bronchiolitis. Eur Respir J 2017;49. 
doi:10.1183/13993003.01648-2016. [Epub ahead of print: 01 06 2017].

 3 Meissner HC. Viral bronchiolitis in children. N Engl J Med 2016;374:62–72.
 4 Aherne W, Bird T, Court SD, et al. Pathological changes in virus infections of the 

lower respiratory tract in children. J Clin Pathol 1970;23:7–18.
 5 Ralston SL, Lieberthal AS, Meissner HC, et al. Clinical practice guideline: 

the diagnosis, management, and prevention of bronchiolitis. Pediatrics 
2014;134:e1474–502.

 6 Fahy JV, Dickey BF. Airway mucus function and dysfunction. N Engl J Med 
2010;363:2233–47.

 7 Li X- M, Sun S- Z, Wu F- L, XM L, FL W, et al. Study on JNK/AP-1 signaling 
pathway of airway mucus hypersecretion of severe pneumonia under RSV 
infection. Eur Rev Med Pharmacol Sci 2016;20:853–7.

 8 Mandelberg A, Amirav I. Hypertonic saline or high volume normal saline 
for viral bronchiolitis: mechanisms and rationale. Pediatr Pulmonol 
2010;45:36–40.

 9 Yaghi A, Zaman A, Dolovich MB. The direct effect of hyperosmolar agents on 
ciliary beating of human bronchial epithelial cells. J Aerosol Med Pulm Drug 
Deliv 2012;25:88–95.

 10 Tarran R, Donaldson S, Boucher RC. Rationale for hypertonic saline therapy for 
cystic fibrosis lung disease. Semin Respir Crit Care Med 2007;28:295–302.

 11 Chen Y- J, Lee W- L, Wang C- M, et al. Nebulized hypertonic saline treatment 
reduces both rate and duration of hospitalization for acute bronchiolitis in 
infants: an updated meta- analysis. Pediatr Neonatol 2014;55:431–8.

 12 Heikkilä P, Renko M, Korppi M. Hypertonic saline inhalations in bronchiolitis- A 
cumulative meta- analysis. Pediatr Pulmonol 2018;53:233–42.

 13 Zhang L, Gunther CB, Franco OS, et al. Impact of hypertonic saline on 
hospitalization rate in infants with acute bronchiolitis: a meta- analysis. Pediatr 
Pulmonol 2018;53:1089–95.

 on A
pril 9, 2024 by guest. P

rotected by copyright.
file:/

J Investig M
ed: first published as 10.1136/jim

-2021-001947 on 13 S
eptem

ber 2021. D
ow

nloaded from
 

http://orcid.org/0000-0003-1920-9317
http://dx.doi.org/10.1016/S0140-6736(16)30951-5
http://dx.doi.org/10.1183/13993003.01648-2016
http://dx.doi.org/10.1056/NEJMra1413456
http://dx.doi.org/10.1136/jcp.23.1.7
http://dx.doi.org/10.1542/peds.2014-2742
http://dx.doi.org/10.1056/NEJMra0910061
http://www.ncbi.nlm.nih.gov/pubmed/27010141
http://dx.doi.org/10.1002/ppul.21185
http://dx.doi.org/10.1089/jamp.2011.0914
http://dx.doi.org/10.1089/jamp.2011.0914
http://dx.doi.org/10.1055/s-2007-981650
http://dx.doi.org/10.1016/j.pedneo.2013.09.013
http://dx.doi.org/10.1002/ppul.23928
http://dx.doi.org/10.1002/ppul.24066
http://dx.doi.org/10.1002/ppul.24066


9Lin J, et al. J Investig Med 2021;0:1–9. doi:10.1136/jim-2021-001947

Original research

 14 Zhang L, Mendoza- Sassi RA, Wainwright C, et al. Nebulised hypertonic 
saline solution for acute bronchiolitis in infants. Cochrane Database Syst Rev 
2017;12:Cd006458.

 15 Wetterslev J, Thorlund K, Brok J, et al. Trial sequential analysis may establish 
when firm evidence is reached in cumulative meta- analysis. J Clin Epidemiol 
2008;61:64–75.

 16 Shamseer L, Moher D, Clarke M, et al. Preferred reporting items for systematic 
review and meta- analysis protocols (PRISMA- P) 2015: elaboration and 
explanation. BMJ 2015;350:g7647.

 17 Higgins JPT, Altman DG, Gøtzsche PC, et al. The Cochrane Collaboration’s tool 
for assessing risk of bias in randomised trials. BMJ 2011;343:d5928.

 18 Higgins JPT, Thompson SG, Deeks JJ, et al. Measuring inconsistency in meta- 
analyses. BMJ 2003;327:557–60.

 19 Xu C, Doi SAR. The robust error meta- regression method for dose- response 
meta- analysis. Int J Evid Based Healthc 2018;16:138–44.

 20 Xu C, Liu Y, Jia P- L, et al. The methodological quality of dose- response 
meta- analyses needed substantial improvement: a cross- sectional survey and 
proposed recommendations. J Clin Epidemiol 2019;107:1–11.

 21 Begg CB, Mazumdar M. Operating characteristics of a RANK correlation test for 
publication bias. Biometrics 1994;50:1088–101.

 22 Egger M, Davey Smith G, Schneider M, et al. Bias in meta- analysis detected by 
a simple, graphical test. BMJ 1997;315:629–34.

 23 Brok J, Thorlund K, Gluud C, et al. Trial sequential analysis reveals insufficient 
information size and potentially false positive results in many meta- analyses. J 
Clin Epidemiol 2008;61:763–9.

 24 Al- Ansari K, Sakran M, Davidson BL, et al. Nebulized 5% or 3% hypertonic 
or 0.9% saline for treating acute bronchiolitis in infants. J Pediatr 
2010;157:630–4.

 25 Angoulvant F, Bellêttre X, Milcent K, et al. Effect of nebulized hypertonic saline 
treatment in emergency departments on the hospitalization rate for acute 
bronchiolitis: a randomized clinical trial. JAMA Pediatr 2017;171:e171333.

 26 Anil AB, Anil M, Saglam AB, et al. High volume normal saline alone is as 
effective as nebulized salbutamol- normal saline, epinephrine- normal saline, 
and 3% saline in mild bronchiolitis. Pediatr Pulmonol 2010;45:41–7.

 27 Bashir T, Reddy KV, Ahmed K, et al. Comparative study of 3% hypertonic 
saline nebulisation versus 0.9% normal saline nebulisation for treating acute 
bronchiolitis. Journal Of Clinical And Diagnostic Research 2018;12:SC05–8.

 28 Everard ML, Hind D, Ugonna K, et al. SABRE: a multicentre randomised 
control trial of nebulised hypertonic saline in infants hospitalised with acute 
bronchiolitis. Thorax 2014;69:1105–12.

 29 Flores P, Mendes AL, Neto AS. A randomized trial of nebulized 3% hypertonic 
saline with salbutamol in the treatment of acute bronchiolitis in hospitalized 
infants. Pediatr Pulmonol 2016;51:418–25.

 30 Florin TA, Shaw KN, Kittick M, et al. Nebulized hypertonic saline for 
bronchiolitis in the emergency department: a randomized clinical trial. JAMA 
Pediatr 2014;168:664–70.

 31 Grewal S, Ali S, McConnell DW, et al. A randomized trial of nebulized 3% 
hypertonic saline with epinephrine in the treatment of acute bronchiolitis in the 
emergency department. Arch Pediatr Adolesc Med 2009;163:1007–12.

 32 Ipek IO, Yalcin EU, Sezer RG, et al. The efficacy of nebulized salbutamol, 
hypertonic saline and salbutamol/hypertonic saline combination in moderate 
bronchiolitis. Pulm Pharmacol Ther 2011;24:633–7.

 33 Jacobs JD, Foster M, Wan J, et al. 7% Hypertonic saline in acute bronchiolitis: a 
randomized controlled trial. Pediatrics 2014;133:e8–13.

 34 Khanal A, Sharma A, Basnet S, et al. Nebulised hypertonic saline (3%) 
among children with mild to moderately severe bronchiolitis--a double blind 
randomized controlled trial. BMC Pediatr 2015;15:115.

 35 Köse S, Şehriyaroğlu A, Esen F, et al. Comparing the efficacy of 7%, 3% and 
0.9% saline in moderate to severe bronchiolitis in infants. Balkan Med J 
2016;33:193–7.

 36 Kuzik BA, Al- Qadhi SA, Kent S, et al. Nebulized hypertonic saline in the 
treatment of viral bronchiolitis in infants. J Pediatr 2007;151:266–70.

 37 Kuzik BA, Flavin MP, Kent S, et al. Effect of inhaled hypertonic saline on 
hospital admission rate in children with viral bronchiolitis: a randomized trial. 
CJEM 2010;12:477–84.

 38 Luo Z, Liu E, Luo J, et al. Nebulized hypertonic saline/salbutamol solution 
treatment in hospitalized children with mild to moderate bronchiolitis. Pediatr 
Int 2010;52:199–202.

 39 Luo Z, Fu Z, Liu E, et al. Nebulized hypertonic saline treatment in hospitalized 
children with moderate to severe viral bronchiolitis. Clin Microbiol Infect 
2011;17:1829–33.

 40 Li G, Zhao J. [Effectiveness of inhaled hypertonic saline in children with 
bronchiolitis]. Zhonghua Er Ke Za Zhi 2014;52:607–10.

 41 Maheshkumar K, Karunakara B, NAGALLİ M. Aerosolised hypertonic saline in 
hospitalized young children with acute bronchiolitis: a randomized controlled 
clinical trial. Journal of Pediatric Sciences 2013;5:e174.

 42 Mandelberg A, Tal G, Witzling M, et al. Nebulized 3% hypertonic saline 
solution treatment in hospitalized infants with viral bronchiolitis. Chest 
2003;123:481–7.

 43 Miraglia Del Giudice M, Saitta F, Leonardi S, et al. Effectiveness of nebulized 
hypertonic saline and epinephrine in hospitalized infants with bronchiolitis. Int 
J Immunopathol Pharmacol 2012;25:485–91.

 44 Morikawa Y, Miura M, Furuhata MY, et al. Nebulized hypertonic saline 
in infants hospitalized with moderately severe bronchiolitis due to RSV 
infection: a multicenter randomized controlled trial. Pediatr Pulmonol 
2018;53:358–65.

 45 Ojha AR, Mathema S, Sah S, et al. A comparative study on use of 3% saline 
versus 0.9% saline nebulization in children with bronchiolitis. J Nepal Health 
Res Counc 2014;12:39–43.

 46 Pandit S, Dhawan N, Thakur D. Utility of hypertonic saline in the management 
of acute bronchiolitis in infants: a randomised controlled study. Int J Clin 
Pediatr 2013;2:24–9.

 47 Park JY, Jeong YM, Jeong SJ. The efficacy of nebulized 3 percent hypertonic 
saline solution and fenoterol in infants with bronchiolitis. Clin Exp Pediatr 
2005;48:518–22.

 48 Ratajczyk- Pekrul K, Gonerko P, Peregud- Pogorzelski J. The clinical use of 
hypertonic saline/salbutamol in treatment of bronchiolitis. Pediatr Pol 
2016;91:301–7.

 49 Sarrell EM, Tal G, Witzling M, et al. Nebulized 3% hypertonic saline solution 
treatment in ambulatory children with viral bronchiolitis decreases symptoms. 
Chest 2002;122:2015–20.

 50 Sharma BS, Gupta MK, Rafik SP, Hypertonic RSP. Hypertonic (3%) saline vs 
0.93% saline nebulization for acute viral bronchiolitis: a randomized controlled 
trial. Indian Pediatr 2013;50:743–7.

 51 Silver AH, Esteban- Cruciani N, Azzarone G, et al. 3% Hypertonic Saline Versus 
Normal Saline in Inpatient Bronchiolitis: A Randomized Controlled Trial. 
Pediatrics 2015;136:1036–43.

 52 Tal G, Cesar K, Oron A, et al. Hypertonic saline/epinephrine treatment in 
hospitalized infants with viral bronchiolitis reduces hospitalization stay: 2 years 
experience. Isr Med Assoc J 2006;8:169–73.

 53 Teunissen J, Hochs AHJ, Vaessen- Verberne A, et al. The effect of 3% and 6% 
hypertonic saline in viral bronchiolitis: a randomised controlled trial. Eur Respir 
J 2014;44:913–21.

 54 Tinsa F, Abdelkafi S, Bel Haj I, Haj B I, et al. A randomized, controlled trial 
of nebulized 5% hypertonic saline and mixed 5% hypertonic saline with 
epinephrine in bronchiolitis. Tunis Med 2014;92:674–7.

 55 Uysalol M, Haşlak F, Özünal ZG, et al. Rational drug use for acute bronchiolitis 
in emergency care. Turk J Pediatr 2017;59:155–61.

 56 Wu S, Baker C, Lang ME, et al. Nebulized hypertonic saline for bronchiolitis: a 
randomized clinical trial. JAMA Pediatr 2014;168:657–63.

 57 Jaquet- Pilloud R, Verga M- E, Russo M, et al. Nebulised hypertonic saline in 
moderate- to- severe bronchiolitis: a randomised clinical trial. Arch Dis Child 
2020;105:236–40.

 58 Hmar L, Brahmacharimayum S, Golmei N. Comparison of 3% saline 
versus normal saline as a diluent for nebulization in hospitalized 
children with acute bronchiolitis: a randomized clinical trial. J Med Soc 
2021;34:86–90.

 59 Wang EE, Milner RA, Navas L, et al. Observer agreement for respiratory signs 
and oximetry in infants hospitalized with lower respiratory infections. Am Rev 
Respir Dis 1992;145:106–9.

 60 Harrison W, Angoulvant F, House S, et al. Hypertonic saline in bronchiolitis 
and type I error: a trial sequential analysis. Pediatrics 2018;142. doi:10.1542/
peds.2018-1144. [Epub ahead of print: 16 08 2018].

 61 Mandelberg A, Amirav I. Hypertonic saline or high volume normal saline 
for viral bronchiolitis: mechanisms and rationale. Pediatr Pulmonol 
2010;45:36–40.

 on A
pril 9, 2024 by guest. P

rotected by copyright.
file:/

J Investig M
ed: first published as 10.1136/jim

-2021-001947 on 13 S
eptem

ber 2021. D
ow

nloaded from
 

http://dx.doi.org/10.1002/14651858.CD006458.pub4
http://dx.doi.org/10.1016/j.jclinepi.2007.03.013
http://dx.doi.org/10.1136/bmj.g7647
http://dx.doi.org/10.1136/bmj.d5928
http://dx.doi.org/10.1136/bmj.327.7414.557
http://dx.doi.org/10.1097/XEB.0000000000000132
http://dx.doi.org/10.1016/j.jclinepi.2018.11.007
http://dx.doi.org/10.2307/2533446
http://dx.doi.org/10.1136/bmj.315.7109.629
http://dx.doi.org/10.1016/j.jclinepi.2007.10.007
http://dx.doi.org/10.1016/j.jclinepi.2007.10.007
http://dx.doi.org/10.1016/j.jpeds.2010.04.074
http://dx.doi.org/10.1001/jamapediatrics.2017.1333
http://dx.doi.org/10.1002/ppul.21108
http://dx.doi.org/10.7860/JCDR/2018/34766.11594
http://dx.doi.org/10.1136/thoraxjnl-2014-205953
http://dx.doi.org/10.1002/ppul.23306
http://dx.doi.org/10.1001/jamapediatrics.2013.5306
http://dx.doi.org/10.1001/jamapediatrics.2013.5306
http://dx.doi.org/10.1001/archpediatrics.2009.196
http://dx.doi.org/10.1016/j.pupt.2011.09.004
http://dx.doi.org/10.1542/peds.2013-1646
http://dx.doi.org/10.1186/s12887-015-0434-4
http://dx.doi.org/10.5152/balkanmedj.2016.16840
http://dx.doi.org/10.1016/j.jpeds.2007.04.010
http://dx.doi.org/10.1017/S1481803500012690
http://dx.doi.org/10.1111/j.1442-200X.2009.02941.x
http://dx.doi.org/10.1111/j.1442-200X.2009.02941.x
http://dx.doi.org/10.1111/j.1469-0691.2010.03304.x
http://www.ncbi.nlm.nih.gov/pubmed/25224239
http://dx.doi.org/10.17334/jps.62952
http://dx.doi.org/10.1378/chest.123.2.481
http://dx.doi.org/10.1177/039463201202500218
http://dx.doi.org/10.1177/039463201202500218
http://dx.doi.org/10.1002/ppul.23945
http://www.ncbi.nlm.nih.gov/pubmed/25574983
http://www.ncbi.nlm.nih.gov/pubmed/25574983
http://dx.doi.org/10.4021/ijcp96w
http://dx.doi.org/10.4021/ijcp96w
http://dx.doi.org/10.1016/j.pepo.2016.04.006
http://dx.doi.org/10.1378/chest.122.6.2015
http://dx.doi.org/10.1007/s13312-013-0216-8
http://dx.doi.org/10.1542/peds.2015-1037
http://www.ncbi.nlm.nih.gov/pubmed/16599051
http://dx.doi.org/10.1183/09031936.00159613
http://dx.doi.org/10.1183/09031936.00159613
http://www.ncbi.nlm.nih.gov/pubmed/25867149
http://dx.doi.org/10.24953/turkjped.2017.02.007
http://dx.doi.org/10.1001/jamapediatrics.2014.301
http://dx.doi.org/10.1136/archdischild-2019-317160
http://dx.doi.org/10.1164/ajrccm/145.1.106
http://dx.doi.org/10.1164/ajrccm/145.1.106
http://dx.doi.org/10.1542/peds.2018-1144
http://dx.doi.org/10.1002/ppul.21185

	Exploring the appropriate dose of nebulized hypertonic saline for bronchiolitis: a dose–response meta-analysis
	Abstract
	Introduction
	Methods
	Search strategy
	Study selection
	Data extraction
	Quality assessment
	Statistical analysis
	Trial sequential analysis

	Results
	Search results
	Study characteristics and quality assessment
	Meta-analysis for primary outcomes
	LOS in hospital
	Rate of hospitalization (ROH)

	Meta-analysis for secondary outcomes
	Clinical Severity Scores (CSS)

	Adverse events (AEs)

	Discussion
	Conclusion
	References


