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Introduction  
Systemic steroids have several evidence-based indica-
tions and can be powerful tools for various acute issues 
when used appropriately in urgent care (UC) settings. 
However, over recent decades, “indication creep” has 
occurred in the clinical use of systemic steroids due to 
a variety of factors, such as perceived versatility, rel-
atively rapid onset of profound biological effects, pres-
sure from patient expectations for the receipt of a pre-
scription, as well as a general perception among 
health care providers that short courses of steroids are 
relatively innocuous.1 Indication creep refers to the in-
creasingly widespread use of a given therapy outside of 
clinical scenarios of proven benefit2  Other common 
examples of indication creep include the use of antibi-
otics for the treatment of acute bronchitis3 or sinusitis 
that is not persistent, severe, or suggestive of a “dou-
ble-sickening” illness script.4,5  

This trend, combined with the data from publications 
in the last decade outlining the harms of even short 
courses of corticosteroids, provide justification for the 
College of Urgent Care Medicine to publish a position 

statement advocating for “steroid stewardship.”6,7,8,9 In 
UC, steroids are frequently used, often in situations 
where there is limited or no evidence of benefit, and 
consequently can cause avoidable harm.6,7,8,10,11  

 
COVID-19: A Case Study in Indication Creep 
When looking for an example of systemic corticosteroid 
indication creep in the UC and outpatient settings, 
COVID-19 serves as a useful example. The publication of 
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top line results of the RECOVERY trial in June 2020 led 
to headlines heralding the life-saving potential of dex-
amethasone without a similar emphasis that benefits were 
seen only among hospitalized patients requiring supple-
mental oxygen and that there was actually a trend toward 
harm when systemic steroids were given to hospitalized 
patients who did not have a new or worsening oxygen 
requirement.12 Thus, despite the publication of National 
Institutes of Health treatment guidelines advising against 
systemic steroid prescribing for outpatients with COVID-
19 who did not require supplemental oxygen, an alarming 
trend of increasing corticosteroid use in outpatients with 
COVID-19 has been observed (Figure 1).13 This trend 
prompted the Centers for Disease Control and Prevention 
(CDC) to issue a health advisory in April of 2022.14  
 
Outpatient Short Course Systemic Steroid Use is 
Increasingly Common 
Short course steroid use, variably defined in publications 
as less than 146,7 to 30 days,8 has risen dramatically in 
outpatient and acute care settings over the past 20 years. 
This is not a uniquely American phenomenon. Below 
are a few examples from large/population-wide studies.  

� France: use increased from ~15% to 17% from 
2007 to 2013.11 

� Taiwan: 1 in 4 adults6 and 4 in 10 children7 
 received a steroid burst over a 3- and 5-year 
period in the 2010s, respectively.  

� United States:  ~1 in 5 adults received a steroid 
script from 2012-2014.8  

 
Commonly Used for Avoidable Indications  
The use of short course systemic steroids (SCSS) is sup-
ported by evidence-based guidelines for patients pre-
senting with conditions such as acute asthma or chronic 
obstructive pulmonary disease exacerbations, children 
with croup, toxicodendron species related dermatitis, 
acute gout, or Bell’s Palsy.15,16,17 However, prescribing of 
SCSS outside of these indications in the UC setting is 
an increasingly frequent phenomenon.10    
Common examples of avoidable SCSS use include:  

� Acute Respiratory Infections (ARI): including 
viral upper respiratory infections, acute bronchi-
tis, pneumonia, acute sinusitis, non-severe acute 
pharyngitis, acute otitis media.15  
• A U.S. study showed that the proportion of adult 

patients with an ARI receiving a systemic steroid 
increased from 10% in 2008 to 17% in 2016, with 
significant geographic variability noted. As an 
example, patients were greater than 14 times more 
likely to receive a parenteral steroid in the south 
compared to the northeast.10 The etiology for 
these striking regional variances is likely multi-
factorial and have not been fully explored. Of 
note, there is considerable geographic overlap 
when comparing SCSS for ARI to the overall and 
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Figure 1. Proportion of Patients With COVID-19 Initiating Systemic Corticosteroids Within 14 Days of Diagnosis12
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when comparing SCSS for ARI to the overall and 
inappropriate antibiotic use variance previously 
described, the latter of which bolstered the ration-
ale for antibiotic stewardship efforts. Furthermore, 
the degree of regional variance appears to be an 
order of magnitude more drastic for SCSS than 
for antibiotics for ARI, respectively.18,19,20 

• Unfortunately, UC centers have been the worst 
offenders in SCSS for ARIs, using systemic corti-
costeroids about 25% more frequently than pri-
mary care, twice as often as retail walk-in clinics, 
and slightly more than emergency departments.10 

� Allergic Rhinitis: Given that nasal steroids have 
been shown to be equally as effective without the 
risk of avoidable harms of systemic steroids, cur-
rent allergy and otolaryngology treatment guide-
lines do not recommend SCSS.15,21,22 Despite this, 
nationwide unadjusted claims data shows that 
greater than 1 in 10 adult US patients diagnosed 
with allergies received a SCSS.10 

� Non-Radicular Low Back Pain: Utilizing SCSS 
for back pain is a common practice pattern, de-
spite clinical practice guidelines recommending 
against their use.8,23 In the United States, back 
pain was the second most common indication 
for SCSS use behind ARIs.8 While a recent Co-
chrane meta-analysis showed modest benefit for 
patients with radicular low back pain, there was 
no improvement in pain, short- or long-term 
function, need for surgery, or improvement in 
quality of life for patients with non-radicular low 
back pain or spinal stenosis.24,25  

 
Increased Risk for Various Adverse Outcomes 
Classically, a provider prescribing a steroid “burst” 
would discuss certain commonly known risks associated 
with SCSS, including hyperglycemia, insomnia, changes 
in mood and appetite, and dyspepsia in adults, and 
possibly that repeat courses of steroids in children can 
negatively impact a child’s growth trajectory.26 Unfor-
tunately, more recent evidence has demonstrated ad-
ditional, more serious harms associated with SCSS use. 
These additional conditions are important to weigh 
when considering prescribing SCSS to patients in UC.  
 
Infection 
It has long been appreciated that the potent anti-in-
flammatory effects of steroids come at the expense of 
immunosuppression. Unsurprisingly, therefore, both 
adult and pediatric patients prescribed SCSS are at in-
creased risk of sepsis for up to 3 months. The degree of 

risk of sepsis is a 2-to-5-fold increase in adults and a 
nearly two-fold increase in children with the risks being 
highest in the 30-days after SCSS.6,7,8 

Additionally, it has been shown that children are at 
an increased risk of pneumonia for up to 3 months fol-
lowing SCSS. There is a greater than a two-fold risk that 
a child will develop pneumonia in the month after a 
steroid burst, and the risk does not return to baseline 
until 90 days after receiving the prescription.7 

 
Cardiovascular 
A patient is roughly 250% more likely to develop con-
gestive heart failure within the first month after a SCSS. 
This relative risk is significant for those with and with-
out a previous history of cardiovascular disease or sig-
nificant comorbidity, respectively, and does not return 
to baseline for up to 3 months.1,6 Similarly, patients 
given SCSS are at a >300% increased risk of deep vein 
thrombosis in the several months after taking steroids.8  

 
Musculoskeletal 
Chronic steroid use is associated with osteoporosis and 
its complications (eg, vertebral compression fractures).  
However, more recent evidence has shown that even 
SCSS increases susceptibility to a variety of fractures. 
Adults are nearly twice as likely to be diagnosed with a 
fracture in the month following SCSS with the risk at-
tenuating over the subsequent 60 days.8 Similarly, SCSS 
can also increase the risk of avascular necrosis (AVN). 
While usually associated with longer term or repeated 
steroid use, there are case reports of AVN occurring even 
with single short courses of steroids.15,27,28  
 
Gastrointestinal 
The risk of gastrointestinal (GI) bleeding is significantly 
increased in both adults and children for the 3 months 
following SCSS. In adult patients, the risk of GI hemor-
rhage is nearly twice baseline, and the risk in children 
is increased approximately 1.5 times with the greatest 
risk being in the 30 days following SCSS.6,7 
 
Discussion 
Since shortly after the development of cortisone, the first 
corticosteroid used therapeutically in 1948, it has been 
evident that there are significant risks to long-term steroid 
use.29 However, for many decades the risks of SCSS were 
felt to be minor and short-lived. Increasingly, over recent 
years, larger studies in patients of all ages have revealed 
rare but significant increased risk of serious harms for 
even short-term corticosteroid therapy, which continue 
for months after completing the therapies.6,7,8 Importantly, 
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the risks of the adverse events apply to both the straight-
forward healthy patient with bronchitis and the frail 
patient with multiple medical comorbidities, meaning 
they might be viewed in the context of our entire patient 
population rather than a high-risk subset.1 

SCSS are effective for a number of conditions com-
monly seen in UC as discussed above (eg, croup, asthma, 
radicular low back pain). However, they are similarly 
commonly utilized for many related UC presentations 
without evidence to support their benefit (eg, sinusitis, 
bronchitis, and non-radicular low back pain). This in-
dication creep is understandable and comes from a 
place of clinicians wanting to offer something helpful 
for patients seeking treatment. Yet, in situations where 
the evidence for benefit is minimal, murky, or absent, 
we are encouraged to prioritize the foundational prin-
ciple of medicine: “First, do no harm.”  

Given the episodic nature of our patient-provider re-
lationships, it is unlikely that a UC clinician would gain 
relevant clinical experience from these rare downstream 
adverse events in the weeks or months following our 
initial encounter to inform our practice patterns. Pa-
tients likewise are unlikely to recognize that a fracture, 
blood clot, or hospitalization for sepsis 1 to 3 months 
after a steroid burst may be related. This is why it is so 
important to foster a culture of systemic steroid stew-
ardship in the UC: so that we can apply this recent ev-
idence to limit our SCSS use to situations where benefit 
is likely and educate our patients about the potential 
hazards so that they may be similarly judicious about 
seeking and taking systemic steroids in the future.  
 
Conclusion 
Changing ingrained practice patterns and patient ex-
pectations is a difficult but worthwhile endeavor if the 
aim is to improve the quality of care we deliver. Foster-
ing a culture of systemic steroid stewardship will allow 
us to deliver effective, compassionate, evidence-based 
care to the patients we serve. n 
 
Manuscript submitted September 9, 2023; accepted 
 November 7, 2023. 
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