
R E V I E W A R T I C L E

What rhinologists and allergists should know about the medico-legal
implications of corticosteroid use: a review of the literature

David M. Poetker, MD, MA,1 Timothy L. Smith, MD, MPH2

Background: Corticosteroids are a mainstay of treatment
in the management of sinonasal inflammatory disease. De-
spite their common use, many practitioners are not well
versed in their potential complications or the medico-legal
ramifications of their use. The objectives of this review
were to outline the existing data of the medico-legal impli-
cations of oral steroids.

Methods: An OVID database search of the terms “corticos-
teroids OR adrenal cortex hormones” AND “medico-legal
OR malpractice OR jurisprudence OR expert testimony OR
informed consent” was performed. This search was then
narrowed to English language articles and the titles and ab-
stracts were searched for relevance.

Results: The OVID search identified 178 articles. This search
was then narrowed, resulting in 9 articles that were relevant
and included in the current review. Five articles involved
database reviews of litigation associated with medications.
Steroids were found to be a common medication associ-
ated with litigation and the cost of the litigation involving
steroid use can be very high. Common themes associated
with the litigation include poor communication and lack of

informed consent regarding steroid use. Several additional
articles addressed single cases and many addressed lawsuit
prevention.

Conclusion: Lawsuits associated with steroids are dispro-
portionately costly and most of the allegations stem from a
lack of informed consent over the use of steroids. Open di-
alogue with patients is the key to informed consent. Ideally,
clinicians should discuss the rationale for steroid use, and
the risks, expected benefits, and alternatives of the steroid
therapy. Document this discussion and consider providing
educational material for the patient to read and review.
C© 2012 ARS-AAOA, LLC.
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C orticosteroids are a mainstay of treatment in the man-
agement of sinonasal inflammatory disease and are

commonly used orally and/or topically. In chronic rhinos-
inusitis, some consider “maximal” medical therapy to in-
clude a course of oral steroids; failure of which may lead
to surgical intervention.1 Advocates of corticosteroids tout
their anti-inflammatory effects to treat the inflammation as-
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sociated with rhinosinusitis, as well as their anti-fibroblast
effects to reduce postoperative scar tissue formation. The
extent of use and therapeutic regimen vary greatly from
practice to practice, but most if not all otolaryngologists
agree they play some role in management.2

Despite their common use, many practitioners are not
well versed in the potential complications associated with
steroid use, and even fewer are well versed in the medico-
legal ramifications of their use. The use of informed con-
sent, verbal or written, is an area of uncertainty surround-
ing prescription of steroids. Requirements for informed
consent with regard to information, education, and doc-
umentation are unclear. The extent and outcome of liti-
gation involving steroid use in otolaryngology and what
can be done to reduce those risks has not been recently
reviewed.

The objectives of this review were to outline the existing
data of the medico-legal implications of steroid use, specifi-
cally oral steroids. We plan to discuss what is known about
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the risks to patients who consume them and to providers
who prescribe them in their practices. We will review the
issues associated with lawsuits and how providers can best
inform patients of the risks associated with steroid use and
protect themselves in the event of litigation. Finally, we will
discuss informed consent for the use of steroids and how
practitioners can improve on obtaining truly “informed”
consent.

Complications of steroid use
First, we reviewed the potential adverse events associated
with steroid use, since the adverse events are usually the
impetus for legal action. A complete assessment of possi-
ble complications is beyond the scope of this review but
excellent references exist.2–4 The complications associated
with steroid use can be extensive and affect many different
organ systems. These range from psychiatric reactions, to
changes in the skin, to loss of bone density and avascular
necrosis (AVN) of the bone.4 Many of these effects are dose-
dependent and/or duration-dependent with an increased in-
cidence in higher doses or longer courses.4,5 There seems
to be significant individual variability in the dose required
to see many of the complications, but the underlying causes
of this variability are unknown.5 Additionally, the risk of
multiple or repeated short courses of corticosteroids is not
known. It is unclear if multiple courses have additive ef-
fects, or if each short course carries the same risk to the
individual provided a sufficient washout period occurs be-
tween courses.4

AVN is the most common complication leading to lit-
igation, thus deserves more specific attention.6 AVN has
been seen primarily in the femoral head, although all other
bones can be affected.7 The exact etiology is not fully un-
derstood, but is ultimately the result of impaired blood
perfusion of the bone. Potential causes of the decreased per-
fusion include embolic events, a hyperviscous state of the
blood, cellular cytotoxic factors, hypertrophy of marrow
adipose cells, which increase the pressure in the femoral
head resulting in decreased blood flow, or generation of
bone edema.7–9

Corticosteroids are well known to increase the risk of
AVN, but the pathophysiology is not well understood, nor
is the true risk.7,10,11 One complicating factor is the long
list of factors that are associated with nontraumatic AVN.
These include, in addition to steroids, excessive alcohol use,
connective tissue diseases (eg, lupus), hemoglobinopathies
(eg, sickle cell disease), hyperlipidemia, liver disease, organ
transplant, cancer, cerebral trauma, radiation treatment,
chemotherapy, Crohn’s disease, Gaucher disease, and cais-
son disease.10

A second complicating factor in understanding the role
steroids play in AVN is that the majority of data comes from
studies involving patients with chronic conditions requiring
long-term, high-dose steroids.10 Of the studies reporting
AVN with short-term steroid use, the total dose of steroids

is in excess of 290 mg of prednisone, with most studies
reporting doses closer to 1000 mg of prednisone.10

One study specifically worth mentioning was a retrospec-
tive review of patients treated for AVN of the femoral head
in an orthopedic clinic. The authors identified 15 patients
with AVN who had been treated with a single course of
steroids over a 3-year period.11 The mean cumulative dose
was 850 mg of prednisone (range, 290–3300 mg) and the
mean duration of therapy was 20.5 days (range, 6–39 days).
Interestingly, the patient that presented after the lowest cu-
mulative dose of prednisone, 290 mg in 7 days, also had
a history of alcoholism, a separate risk factor for AVN.11

Another retrospective series of 1352 patients treated with
corticosteroids for neurosurgical issues identified 4 cases of
AVN, for a risk of 0.3%. The mean cumulative dose was
equivalent to 673 mg of prednisone (range, 389–990 mg),
and the mean duration was 20 days (range, 15–27 days).12

Unfortunately, more specific data as to the risks, comor-
bidities that may act synergistically with steroids, or medi-
cations that increase the risk of AVN do not exist.

Scope of litigation
How frequent are lawsuits associated with corticosteroid
use? Although there are some attempts in the literature
to answer this question, it is challenging given the some-
what limited data addressing the topic. There are very few
published reports discussing medico-legal aspects of steroid
use. An OVID database search of the terms “corticosteroids
OR adrenal cortex hormones” AND “medico-legal OR
malpractice OR jurisprudence OR expert testimony OR
informed consent” revealed 178 articles. This search was
then narrowed to English language articles, which excluded
32 articles. Of the remaining 146 articles, the titles and
abstracts were searched for relevance. This narrowed the
search down to 16 articles, which were obtained and re-
viewed in detail. Many of these were comments, opinions,
and letters to the editor. Ultimately, 9 articles were relevant
to the current review.

Several studies have reviewed specific cases (Table 1). The
first in relatively recent history was performed by the Physi-
cian Insurers Association of America (PIAA), published in
1993. This study reviewed lawsuit data provided by 22 of
the 44 doctor-owned/directed liability insurance companies
within their association. They reviewed 117,000 claims and
found that medication errors were the second most frequent
reason for claims against physicians, and the second most
expensive claims paid to plaintiffs.13,14 The study identified
393 medication error claims that involved an average in-
demnity payment of $120,722.14 Steroids were the second
most common drug class implicated in the lawsuits, involv-
ing 12% of the claims.14 Antibiotics were the most common
drug class, implicated in 14% of claims, and narcotics were
involved in 10% of claims.

A similar study, published in 2002, analyzed the mal-
practice claims from the Risk Management Foundation
of the Harvard Medical Institution between 1990 and
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TABLE 1. Summary of published reports on litigation reviews

Study Published Years Total lawsuits (n)
Percent involving

medications
Percent involving

steroids
Average indemnity

payment

PIAA14 1993 N/A 117,000 0.3% 12% $120,722

RMF15 2002 1990–1999 2047 6.5% 3% $332,000 (preventable)

Bettman16 1990 1950–1990 700 10% 55% N/A

OMIC13 1995 N/A 500 2% N/A N/A

WESTLAW6 2011 1996–2008 83 100% 100% $1.15 million

N/A = not available; OMIC = Ophthalmic Mutual Insurance Company; PIAA = Physician Insurers Association of America; RMF = Risk Management Foundation of the
Harvard Medical Institution.

1999.15 They identified 129 cases involving medication-
related claims, 6.3% of all claims. Of those 129 cases, 4
(3%) involved corticosteroids. The reviewers considered
2 of the 4 to be “preventable,” suggesting a deviation
from treatment norms in these cases. This is significant
in that when comparing costs, the mean indemnity pay-
ment for all preventable claims was approximately 10 times
that of the nonpreventable claims ($332,000 and $30,000,
respectively).15

Two published reviews dealt specifically with
ophthalmology-related lawsuits. The first was a re-
view of 700 lawsuits filed against ophthalmologists,
compiled by a single author.16 Although medication errors
were the third most common reason for suit brought
against an ophthalmologist, less than 1% of the cases
involved oral or systemic corticosteroids. No mention is
made of verdicts, settlements, or indemnity payments.
The second article was a review of claims against the
Ophthalmic Mutual Insurance Company. In this review,
medication errors accounted for only 2% of all claims, but
4% of defense costs and 12% of all indemnity payments.13

Corticosteroids and antibiotics were the most common
medications implicated in the claims.

We reviewed the WESTLAW computerized legal
database, searching for all jury verdict reports involving
steroid use from 1996 to 2008.6 The jury verdicts, short
summaries of the legal cases, which include information
on plaintiffs, defendants, allegations, verdicts, and award
amounts, were searched for “malpractice” AND “steroid
use” OR “corticosteroid use.” We identified 414 citations,
202 of which were excluded for not alleging malpractice
or where steroids were not the cause of litigation. Ninety-
nine were excluded for relevancy and an additional 30 were
eliminated for lack of sufficient detail for meaningful anal-
ysis. This resulted in 83 cases involving corticosteroid use
that had sufficient detail for analysis. The most common
allegation was AVN resulting from the steroid use, which
accounted for 39% of the cases. Changes in mood, includ-
ing anxiety, depression, and psychosis, was the second most
common allegation, in 16%. Infection and vision change
each accounted for 12% of the allegations from the steroid
use.

Thirty-four of the cases were either decided for the plain-
tiff or settled, with monetary awards ranging from $25,000

to $8.1 million, with an average indemnity payment of
$1.15 million. Although many case summaries did not list
physician specialty, of those that did, only 3 involved an
otolaryngologist and 2 of the 3 were decided for the de-
fendant. The third case was decided for the plaintiff and
involved steroids to treat allergic symptoms. The plaintiffs
alleged a failure of the physician to diagnose pulmonary
complications of steroids, resulting in wrongful death and
in a judgment for $2 million.

One case involved an allergist who treated a patient with
shortness of breath, rash and anaphylaxis with steroids that
allegedly resulted in AVN. The verdict was for the defen-
dant in this case.

In summary, these examples demonstrate two significant
points. The first is that lawsuits arising from steroid use do
occur, and second, these lawsuits can be disproportionately
costly to defend, with disproportionately high indemnity
payments.13

Allegations and issues arising from claims
The issues for the claims in the above-mentioned lawsuits
varied between specialties likely due to the differences in
dose, duration, and route of administration of corticos-
teroids. The PIAA study reported the following as the most
common errors associated with steroids: incorrect dose,
communication failure between physician and patient, fail-
ure to monitor for side effects, most appropriate drug not
used, inappropriate length of treatment, and inappropriate
route of administration.14 The PIAA study further found
that steroids were the medications most frequently involved
in lawsuits alleging lack of informed consent (Table 2).14

Informed consent issues are a recurring theme through-
out the literature. The WESTLAW review reported that
65% of the cases alleged “negligent use of steroids,” fol-
lowed by 36% alleging “lack of informed consent or in-
complete/unclear consent.”6 Negligence “is a legal theory
based on the duty of an individual to act and use such
care as a reasonably prudent person would do in the same
or similar circumstances (includes acts of commission or
omission).”15 In medical malpractice cases, negligence can
be ambiguous. In most of the WESTLAW cases, negligent
use of steroids was alleged simply because a complication
was reported. Therefore, we contend that in our review of
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TABLE 2. Common plaintiff allegations related to steroid
therapy6,14

Allegation

Lack of informed consent

Incomplete/unclear consent

Negligent use of steroids

Incorrect dose

Communication failure between physician and patient

Failure to monitor for side effects

Most appropriate drug not used

Inappropriate length of treatment

Inappropriate route of administration

the cases, “negligent use” most closely approximated an
informed consent issue and that perhaps better informed
consent may have prevented some of the negligent use
allegations.

Informed consent in the prescription of
steroids

The importance of informed consent is evident through-
out medicine and medication prescriptions are no excep-
tion. Clear explanations of the rationale behind the use of
the steroids, the expected benefits, the alternatives, and the
risks should be communicated to the patients.10,13,17 This
can be a significant challenge for the clinician prescribing
steroids, given that most expert opinion agrees that steroids
play an increasingly prominent role in the management of
inflammatory sinonasal disease, specifically chronic rhinos-
inusitis, yet few studies have documented clear evidence for
the most appropriate use of steroids in the management of
sinonasal inflammatory disease.18 In addition, knowledge
of concerning complications (eg, cataract formation) or rare
complications such as AVN may alarm patients and cause
them to forego steroid treatment, resulting in more invasive
and potentially higher risk therapies such as surgery.

It is important that clinicians familiarize themselves with
the known complications in order to present them to pa-
tients. Ideally, this information should be relayed and doc-
umented each time steroids are provided, although the risks
of steroids are often well known to individuals who have
chronic inflammatory sinonasal disease.19

What constitutes “informed consent” varies from state
to state and country to country. In Wisconsin for example,
physicians must “inform the patient about the availabil-
ity of all alternate, viable medical modes of treatment and
about the benefits and risks of these treatments.”20 How-
ever, they have no duty to disclose: (1) beyond what a rea-
sonable well-qualified physician in a similar medical clas-
sification would know; (2) detailed technical information
that a patient would probably not understand; (3) risks ap-
parent or known to the patient; and (4) extremely remote

possibilities that might falsely or detrimentally alarm the
patient.20 Given the varied backgrounds of patients, this
discussion could likely take many forms.

The issue of informed consent with steroid use came
before the Supreme Judicial Court of Massachusetts in
1986.21,22 The case was brought by an ophthalmologist
on appeal after losing a decision on the basis of informed
consent. The case involved a man who sustained a foreign
body to the globe in 1976. The physician treated the patient
with 2 surgeries, the first to remove the foreign body, and
the second to remove scar tissue. The patient was given pe-
rioperative courses of prednisone for approximately 90 and
55 days, respectively. Despite the efforts, the man lost vi-
sion in the affected eye and 4 years later was diagnosed with
AVN of both hips. The patient alleged that the AVN was
due to the prednisone use. The physician, although know-
ing of the potential, testified that this dose of steroids was
a common practice, felt the risk of AVN was remote, and
that he had never seen AVN in over 10 years of practice.
Although the lower court judged that he was not negligent
in prescribing the prednisone, he was negligent in not pro-
viding the patient with the information regarding the risk of
AVN. The Supreme Court reversed this decision saying that
at the time of the treatment (1976), there was not enough
evidence for the physician to know of the risk of AVN,
thus he was not negligent in failing to disclose that risk.21

The court upheld a prior standard that there must be “a
balancing, an accommodation, among the patient’s right
to know, fairness to physicians, and society’s interest that
medicine be practiced without unrealistic and unnecessary
burdens on practitioners.”22

If we consider the above case in light of the more cur-
rent data on prednisone use and AVN, it is quite possible
that the physician would be held liable in contemporary
litigation. With the duration of the courses, even 10 mg of
prednisone daily for the 90 and 55 days, the total pred-
nisone doses would be above doses reportedly responsible
for AVN (290–1000 + mg of prednisone). Given the ratio-
nale for using the steroids, the use of the drug would not be
negligent, but failure to disclose the risks would most likely
be negligent. In rhinology and allergy practices, a variety
of oral/systemic steroid dosing regimens exist. A common
practice among the authors of this review is to prescribe
12 days of tapering prednisone starting at 30 mg/day for
a total prednisone dose of 240 mg. This would be below
even the lowest doses thought to place patients at risk for
AVN.

Internationally, these similar themes resonate. One study
from the United Kingdom surveyed orthopedic surgeons as
to their informed consent process for steroid injections.23

Of the 91 surgeons surveyed, 80 obtained verbal informed
consent and only 2 surgeons obtained written informed
consent for a joint injection. Of the 80 that obtained verbal
consent, 15 documented the discussion in the chart. The
majority discussed the local side effects, but only 59% dis-
cussed any potential systemic effects from the steroid injec-
tion. The General Medical Council of the United Kingdom
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recommends that for “express consent, the patient’s case
notes and/or a consent form must be used to detail the key
elements of the discussion with the patient.” The authors
suggest the discussion should at least include the intended
benefits and potential risks (preferably with statistical evi-
dence for both), alternative options, the right to refuse this
intervention, and the specific drugs used.23

An article from Canada discussed malpractice and AVN
in gastroenterology patients.17 They provide a case in which
a patient with inflammatory bowel disease was treated with
steroids and developed AVN of the hips. The patient al-
leged that the gastroenterologist breached the standard of
care with the prolonged, high-dose steroid treatment, and
that his consent was not “informed consent” because the
physician did not disclose the material risk of AVN to the
patient or recommend surgery as an alternative. According
to the article, informed consent in Canada requires that a
“patient must be sufficiently informed of all material risks
associated with any form of treatment in order to make an
informed decision. A risk that is a mere possibility is not a
material risk unless its consequences, even though rare in
occurrence, are serious.”17

The utility of written informed consent is debated in the
literature.10,13,19 While some authors argue that written
informed consent may not be necessary, others suggest the
signed acknowledgement of a reasonable explanation of the
risks eliminates the question as to whether the information
was relayed.9,13 Unfortunately, a written informed consent
is not practical in all situations. All drugs involve risks, and
obtaining a written informed consent for these would not
only be overly burdensome, but would also likely discour-
age their use, which may not be in a patient’s best medical
interest. Additionally, it is not uncommon practice for both
antibiotic and steroid courses to be initiated by telephone
when the patient is acutely ill and unable to be evaluated
in person for a variety of reasons, preventing the opportu-
nity for written informed consent. Finally, one must keep in
mind that the signing of a consent form does not replace the
informed consent dialogue.10 Regardless of whether writ-
ten informed consent is obtained, clear documentation of
the informed consent discussion in the patient’s chart is
considered ideal.13

In summary, based on a review of the literature, physi-
cians should have an open dialogue with their patients re-
garding the reasons for using steroids, the expected bene-
fits, and the potential risks of the steroids, including what is
known about the incidence (Table 3). The discussion must
be tailored to the individual patient based on their expe-
rience and ability to understand the information. If they
have provided informed consent for the use of steroids in
the past, subsequent conversations may not need to be as
detailed. Additionally, the significance of the issue at hand
must be considered. Discouraging the use of steroids in a
situation where they may improve the disease process and
avoid surgery for fear of a remote complication is not nec-
essarily in the patient’s best medical interests. Educational
material given to the patient may provide significant utility

TABLE 3. Key components of the informed consent
discussion

Component

Rationale behind the use of steroids

Expected benefits of the steroids

Alternatives to steroids

Material risks associated with steroids

Right to refuse therapy

Documentation of the discussion

in these cases. Ideally, provision of this educational infor-
mation is documented.13 Clinicians should consider draft-
ing a handout that covers the risks of steroids that can be
provided to the patient along with the steroid prescription.
An example of a patient education handout on steroids is
provided in Figure 1.

Preventing complications and litigation
There are several things, as suggested in the literature, that
practitioners can do to help avoid complications and liti-
gation (Table 4). The first is evidence-based patient care,
which includes using data to support the use of corticos-
teroids, using the lowest possible dose of steroids over
the shortest possible time to obtain the desired effect,
and following the community standard of care regard-
ing steroids.10,19 Though much of the data regarding cor-
ticosteroid use in chronic rhinosinusitis without polyps
is evidence-based medicine level 4 or 5, there is level 1
evidence for the use of corticosteroids in patients with
polyps.18,24,25 Although there are no accepted standards
as to dose or duration, the degree of inflammation can vary
between patients and less inflammation may be well treated
with a lower dose or shorter course of steroids. In Dubin
et al.’s1 survey of American Rhinologic Society members, he
reports that over 50% of the respondents use oral steroids
over 50% of the time, with nearly 10% reporting that
oral steroids are used “always” as a part of their medical

TABLE 4. Steps to help avoid litigation

Steps

Use data to support the use of corticosteroids

Use the lowest possible dose and shortest possible course of steroids

Follow the community standard of care regarding steroids

Consider topical steroid therapy

Discuss the risks and expected benefits with the patient

Document the reasons and the patient’s response to the steroids

Communicate effectively with patients as well as other providers

Keep good documentation of conversations

Be familiar with absolute and relative contraindications of steroid use
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Oral Prednisone 

What is prednisone? 

Oral prednisone is a corticosteroid medication. Corticosteroids mimic the effects of cortisone and hydrocortisone, which are hormones 
your body produces naturally in your adrenal glands, which sit atop your kidneys. Corticosteroids help to control stress of illness and injury, 
immune function, and inflammation. Prednisone is a medication that is chemically similar to your body’s natural steroids. When prescribed 
in doses that exceed your body’s usual levels, prednisone can suppress inflammation. They are not the same as the “anabolic steroids” used 
by athletes to build muscle. They have great potential in the treatment of a variety of conditions from allergic  reactions to lupus to 
asthma, and are often used in the treatment of sinus disease with severe edema or swelling. 

What side effects can prednisone cause? 

Like all medications, prednisone carries a risk of side effects. The potent effect of prednisone can result in serious side effects that mimic 
Cushing’s disease, a malfunction of the adrenal glands which results in an overproduction of cortisol. 

Within days or weeks of starting oral prednisone you have the increased risk of: 

• Nausea, vomiting, or stomach upset 
• Mood swings 
• Insomnia 
• Increased hunger or thirst 
• High blood sugar,  which can trigger or worsen diabetes 
• Fluid retention, causing swelling in your lower legs 
• Increased blood pressure 
• Depression or mood swings (at times severe) 

 
When taking oral prednisone longer term, you may experience: 

• Cataracts  
• Elevated pressure in the eyes (glaucoma) 
• Increased risk of infections 
• Loss of calcium from bones, which can lead to osteoporosis and fractures 
• Menstrual irregularities 
• Suppressed adrenal gland hormone production 
• Thin skin, easy bruising and slower wound healing 
• Acne 

 
Other side effects that occur only rarely,  usually with high doses: 

• Increased hair growth 
• Weight gain, with fat deposits in your abdomen, face, and the back of your neck 
• Avascular necrosis of hip or shoulder joint 

 
Some side effects can be serious. If you experience any of the following symptoms, call your provider immediately: 

• Vision problems 
• Eye pain 
• Swelling of the eyes, face, lips, tongue, arms, hands, feet, ankles, or lower legs 
• Rash 
• Hives 
• Itching 
• Seizures 
• Depression or suicidal thoughts 
• Loss of contact with reality 
• Confusion 
• Shaking of the hands that you cannot control 
• Numbness or burning in the face, arms, legs, feet, or hands 
• Vomiting or severe heartburn 
• Irregular heartbeat 
• Sudden weight gain 
• Shortness of breath 
•  Difficulty  breathing  or  swallowing  
• Pain in the joints or groin 

FIGURE 1. Example of a patient education handout on steroids.
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How should I take prednisone? 

• Take  prednisone exactly as directed by your provider.  Do not take more or less than is prescribed for you. 
• Take  each dose with a full glass of water and with food to lessen stomach upset. 
• Do not take any herbal products or grapefruit juice with prednisone. 
• Decrease or eliminate caffeinated beverages while taking prednisone. 
• Take  dose if possible before 9 AM to follow the body’s natural cycle. 
• Do not stop taking prednisone suddenly if you have been taking it for a few weeks. You may need a gradual reduc�on in dosage 

before you stop taking this medica�on. 
• Store prednisone at room temperature away from moisture and heat. 

 

Precau�ons: 

• Before taking prednisone, tell your provider or pharmacist if you are allergic to it or have any other allergies. 
• Tell  your provider if you have bleeding problems, history of blood clots, bone loss (osteoporosis), myasthenia gravis, diabetes, 

eye diseases (ocular herpes infec�on, cataracts, glaucoma), heart problems, high blood pressure, kidney disease, mental health 
issues or mood disorders, tuberculosis, liver disease, stomach ulcer,  ulcera�ve coli�s, or underac�ve thyroid. 

• Avoid exposure to chickenpox or measles infec�on while taking this medica�on. 
• Limit alcoholic beverages while taking prednisone. 
• Do not take with grapefruit juice or herbal products. 
• If you have diabetes, check your blood sugar levels frequently.  Promptly report any abnormal results. 
• Prednisone should be used only when clearly needed during pregnancy. There have been rare reports of harm to an unborn 

baby when used during pregnancy.  
• This drug should not be used with the following medica�ons because very serious interac�ons may occur (per Micromedix®): 

o Rotavirus vaccine due to increased risk of infec�on with the live virus 
o Ga�floxicin due to increased risk of high blood sugars 
o Que�apine due to decreased que�apine blood levels 
o Telaprevir  due to increased prednisone blood levels 
o Asparaginase due to increased toxicity 
o Aldesleukin due to decreased an�tumor effec�veness 

• There are many other drugs that may interact with prednisone. Be sure to discuss your current medica�ons with your doctor 
and pharmacist. 

Weigh the risks and benefits of prednisone 

Remember that prednisone is neither as awful nor as miraculous as it has been portrayed. Although they may cause a range of side effects, 
they may also relieve the inflamma�on, pain and discomfort of many different diseases and condi�ons. Talk with your provider to make 
choices that minimize side effects and achieve benefits. 

FIGURE 1. Continued.

therapy before surgery is recommended for chronic rhi-
nosinusitis. The majority of respondents use oral steroids
for 6 to 14 days with 88% using tapered doses and with
approximately 50 mg of prednisone (range, 10–120 mg)
as the maximum starting dose in the taper.1 Although it
is not possible to know the various tapers used, based on
these numbers, it is likely that many, if not most tapers
used, are below the threshold doses for AVN as discussed
above.

Consider topical therapy rather than systemic steroid
therapy if a topical would provide the desired results.16 Al-
though it is not known when a topical steroid could replace
an oral regimen, data shows maintenance of benefit with a
topical steroid following a short course of oral steroids.25

This data would support using the topical steroid as an
adjunctive therapy rather than a prolonged course of oral
steroids. Two studies have examined the impact of topical
budesonide irrigations on adrenal gland function and nei-
ther showed evidence of adrenal suppression, supporting
their relative safety in this regard.26,27

Document the reasons for steroids, prolonged treat-
ments, and repeated courses, as well as patient response to
the therapy.13 Objective documentation of inflammation

through endoscopy and computed tomography (CT) are
both appropriate methods to track the patient’s response to
therapy.29,28 Patient-based quality-of-life instruments may
help provide guidance as to the patient’s symptomatic con-
trol in response to the steroid therapy.30

Communicate effectively with patients as well as other
providers regarding steroid use, and document these
conversations.17 Discuss the material risks and expected
benefits with the patient and document this discussion. Not
only does this record what was said, but also gives the other
providers the information, reminding them of the risks and
concerns with the therapy so they may be vigilant as to
potential effects. Consider patient education material ad-
dressing oral steroids. Consider giving patients a “What
is Oral Prednisone” handout and document in the medical
record that this was provided. Finally, be familiar with con-
traindications of steroids (Table 5), and consider referring
the patient to a specialist to help monitor systemic effects of
the steroids, such as an ophthalmologist to follow intraocu-
lar pressure in a patient with or at risk for glaucoma or the
primary care provider for monitoring of bone density.13

In summary, data exists to support the use of corticos-
teroids, particularly in patients with nasal polyposis, and
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TABLE 5. Contraindications to steroid use (per
Micromedex R© 2.0)

Contraindications

Absolute

Hypersensitivity to prednisone

Systemic fungal infection

Relative

Tuberculosis, latent or active

Adrenocortical insufficiency

Cirrhosis of the liver

Congestive heart failure

Amebiasis

Peptic ulcers

Diverticulitis

Fresh intestinal anastomoses

Ulcerative colitis

Glaucoma

Increased intraocular pressure

Cataracts (posterior subcapsular)

Hypertension

Cerebral malaria

Myocardial infarction

Ocular herpetic infection

Optic neuritis

Osteoporosis

Use in children (can impair bone growth)

Renal insufficiency

Recent vaccine administration

Viral infection (chickenpox, measles)

the use of corticosteroids is very common in the manage-
ment of inflammatory sinonasal disease. Topical therapies
may be a reasonable alternative in some cases and a good
adjunctive therapy to oral steroid in others. Good docu-
mentation, particularly of the informed consent discussion,
is an important component of patient care.

Limitations
This type of review is limited in several ways. The first
limitation includes the fact that all of the retrospective

studies included are unable to provide total numbers of
lawsuits or total numbers of treated patients. We lack a
denominator, thus true incidences and true risk cannot be
calculated. Therefore, these studies provide snapshots, not
comprehensive scenarios.15 Additionally, many of these re-
views are single-liability carriers or associations and may
not represent all carriers in all regions of the country or all
countries.15 There also may be other international studies
that cover the topic, but the current review was limited to
English articles. Finally, the reviews included do not address
the appropriateness of the claims.15

Conclusion
In this review, we have attempted to provide an overview of
the existing data as to the medico-legal aspects of corticos-
teroid use. Unfortunately, these data are relatively sparse,
making specific conclusions challenging to articulate. We
know from the data that lawsuits associated with steroids
are disproportionately costly and that most of the allega-
tions stem from a lack of informed consent over the use
and potential risks of steroids. Avascular necrosis is a rare
complication that often prompts litigation. Although this
is more common with long-term, high-dose steroid ther-
apy, it is relatively rare in short-term, lower-dose steroid
therapy. No one knows the exact threshold for AVN given
individual variability and additional risk factors for AVN.
Providers must use their best judgment in the appropri-
ate care of their patients. Use of steroids is commonplace
in rhinology and allergy and although the extent of their
benefit may be debated, their use is widespread. Obtaining
informed consent from patients for their use is important.
Using lower doses and shorter courses of steroids may help
reduce the risk of complications as may the use of adjuncts
such as topical steroids. However, there is little data upon
which to base these decisions. Document patient-based and
objective improvements in the disease process to justify the
use of steroids. Open dialogue with patients is the key to
informed consent. Ideally, clinicians should discuss the ra-
tionale for steroid use and explain the material risks, ex-
pected benefits, and alternatives of the steroid therapy. An-
swer any questions that may arise and involve the patient
in the decision-making process. Document this discussion
and the patient’s decision in the medical record. Consider
providing educational material for the patient to read and
review. If a patient is at particularly high risk, consider a
written informed consent for the use of steroids. Finally,
communicate with the patient’s primary care provider and
involve them in the monitoring and management of any
complications.
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