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Advice Note on Monitoring and prevention of oral steroid-induced side effects in 

Asthma 

 

(For use in a fully assessed and monitored patient as part of a difficult asthma service) 

 

 

Rationale: Patients on long term steroid tablets (e.g. longer than three months) or requiring 

frequent courses of steroid tablets (e.g. three to four per year) will be at risk of systemic side 

effects. 

 

Initial assessment (see checklist): 

 

1) Osteoporosis assessment (see appendix 1): 

 Individuals at high risk, for example those aged 55 years or over and those with a 

prior fragility fracture, should be advised to commence bone-protective therapy at 

the time of starting glucocorticoids (Grade A). Measurement of bone density is not 

required before starting treatment. 

 

 In other individuals, measurement of bone mineral density using dual energy X-ray 

absorptiometry ASAP is recommended for assessment of fracture risk in individuals 

treated with glucocorticoids. If DXA cannot be carried out within 4 weeks, then 

bisphosphonates should be started and discontinued in the event of normal DXA 

(Grade C). Other secondary causes of osteoporosis should be excluded in individuals 

with a prior fracture (Grade C). 

 

 General measures to reduce bone loss include reduction of the dose of 

glucocorticoids to a minimum, consideration of alternative formulations or routes of 

administration, and prescription of alternative immunosuppressive agents (Grade C). 

Good nutrition, an adequate dietary calcium intake and appropriate physical activity 

should be encouraged, and tobacco use and alcohol abuse avoided (Grade C). 

 

 Evidence for the efficacy of agents in the prevention and treatment of glucocorticoid 

osteoporosis varies but beneficial effects on bone mineral density in the spine and 

hip have been demonstrated for several interventions (see Table 1) (Level Ia). 

Fracture has not been a primary end-point of any studies of prevention or treatment 

of glucocorticoid-induced osteoporosis. Nevertheless, a reduction in vertebral 

fracture has been observed in post hoc or safety analyses of trials of etidronate, 

alendronate and risedronate (Level Ib). 

 

 In other subjects receiving oral prednisolone, in whom it is intended to continue 

therapy for at least 3 months, bone densitometry should be considered (Grade C). A 

T score of −1.5 or lower may indicate the need for intervention with a bone-sparing 

agent (Level IV), although the effect of age on fracture probability in an individual 

should be taken into account when making treatment decisions (Grade C). It is also 

recommended that the WHO FRAX calculator is also used to help guide treatment 

decisions along side BMD results. 



 

 In general bisphosphonate treatment should be continued as long as steroid are used 

with there being little place for follow up BMD. The main value of follow-up BMD 

is in patients not going onto bisphosphonate therapy. An early DXA (after 6-12 

months) should be considered as most bone loss with steroids occurs in first 6 

months (Level IV). 

 

 

 

2) Diabetic patients: 

 Consider alternative immunosuppressant or steroid sparing agent 

 Ensure appropriate monitoring of diabetes is in place between patient and GP 

 

3) Patients with Hypertension: 

 Consider alternative immunosuppressant or steroid sparing agent 

 Ensure appropriate monitoring of blood pressure is in place between patient and GP 

 

4) Advise patients of likely side effects 

 

5) Issue steroid alert card 

 

6) Arrange follow-up monitoring visits 3-6 monthly 

 

7) When withdrawing long term oral steroids, consider adrenal suppression. The simplest 

thing to do is a serum cortisol first thing in AM (assuming not taking steroid the night before). Only 

if this is abnormal should you need to go to SST. Some patients have permanent adrenal suppression 

depending on dose/duration steroid therapy. In that situation it is best to give replacement 

hydrocortisone. This means if prednisolone is given for an exacerbation it can be discontinued in due 

course without harm to patient. There have been scenarios where patients are on maintenance 

prednisolone for adrenal suppression which is increased during an exacerbation and stopped after as 

the team involved have not recognised the need for ongoing replacement therapy. 
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Monitoring Assessment checklist:   

 

Date 

 

      

 Recommended 

frequency 

     

BP 

 

3-6 monthly      

Urine dipstick or blood sugar 

 

3-6 monthly      

Cholesterol 

 

3-6 monthly      

Weight 

 

3-6 monthly      

Consider reduction in oral 

steroid dose 

 

3-6 monthly      

Bone mineral density scan. 

When a significant reduction 

occurs, treatment with a long-

acting bisphosphonate should 

be offered (see British 

Osteoporosis Society 

guidelines, www.nos.org.uk) 

 

See appendix 1      

growth (height and weight) 

should be monitored in 

children 

 

3-6 monthly      

cataracts may be screened for 

in children through community 

optometric service (SIGN) 

 

Annually?      

Ensure pt has steroid alert card 

(should be carried for 1 year 

after oral steroid discontinued) 

 

Each visit      

Consider alternate-day rather 

than daily oral steroid 

Each visit      

Consider low/conventional 

ACTH/Synacthen test in 

patients on stable low dose 

oral steroid prior to 

withdrawal. However, 

evidence to support this is 

lacking 

As appropriate      

 

 

 

 

 

 

http://www.nos.org.uk/
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