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Abstract
Corticosteroids are commonly used in patients with advanced cancer on both specific and non-specific indications. They are
potent drugs with potentially serious adverse side effects. We have in two separate surveys collected answers from 302
physicians and data from 1292 patients on corticosteroid prescription attitudes and clinical practice in Swedish palliative
care. Corticosteroids were used in more than 50% of the cancer patients and with high response rates when treating appetite
loss, nausea, fatigue or poor wellbeing. The positive response came within the first week of treatment and persisted beyond
four weeks. Patients with prostate cancer had a significantly better treatment response of corticosteroids on fatigue as
compared to patients with lung cancer. Few physicians had guidelines on the use of corticosteroids in advanced cancer and
there were differences in the attitudes between different medical specialties. Guidelines based on prospective clinical trials
are needed.

Corticosteroids are frequently prescribed to patients

with advanced cancer for symptom relief. The

indications are wide in this patient group ranging

from treatment of specific conditions like spinal cord

compression and raised intracranial pressure, to

non-specific indications like anorexia, general weak-

ness and other symptoms. There is still a controversy

upon their use for non-specific indications, although

earlier studies have shown positive effect on appetite,

strength and well being [1�5].

Treatment with corticosteroids is associated with

potentially serious adverse effects. Close monitoring

of the patient using the lowest effective dose and

discontinuing if no benefit is obtained is recom-

mended [6,7].

Several studies outside the Nordic countries have

examined the use of corticosteroids in individual

palliative care units on both specific and non-specific

indications [6�11]. Only one study used a multi-

centre setup [12]. In summary, the studies show that

between one third and a half of all palliative patients

being enrolled in palliative care are treated with

corticosteroids for symptom control. Dexametha-

sone is the drug of choice and the doses varies

between 0.5 mg on alternate days to 16 mg daily [6�
8,10,11]. Most of the studies show a positive but

short lasting effect in a majority of treated patients,

however one study claimed positive beneficial effect

in less than 30% of the patients [6]. Is this wide-

spread use of corticosteroids in palliative care based

on evidence or does it merely reflect treatment

traditions in lack of controlled trials?

The aim of our study was to 1) look at attitudes

and practice among physicians in Sweden regarding

treatment with corticosteroids on non-specific in-

dications in patients with advanced cancer, 2)

examine the use of corticosteroids in patients en-

rolled in palliative care in Sweden, and 3) to relate

these findings to existing evidence.

Material and methods

A questionnaire on physicians’ attitudes and practice

regarding treatment with corticosteroids on non-

specific indications in advanced cancer was sent by

mail in the autumn of 2000 to all members of the

Swedish Society of Oncology and the Swedish

Association for Palliative Care, in total 573 physi-

cians (Survey 1). The selection was made upon the

assumption that these members constituted a repre-

sentative sample of physicians treating patients

with advanced cancer. Six physicians with long
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experience of treatment with corticosteroids partici-

pated in the development of the questionnaire and

adjustments were made according to their com-

ments. The questionnaire focused on treatment of

appetite loss, fatigue, nausea and poor wellbeing and

comprised 18 questions on the availability of local

guidelines, the number of patients being treated,

preferred drugs and doses, estimation and evaluation

of effect, tapering of doses, gastroprotection and side

effects. Most of the questions were either a single or

multiple choice model. The respondents answered

anonymously but were asked to state their medical

speciality. They were explicitly requested to answer

the questions out of their daily practice, avoiding

looking for answers in textbooks. Members who did

not answer the questionnaire within one month

received a reminding letter by mail. All answers

were entered into an Excel database and subse-

quently transferred to the program package SPSS

10.0 for descriptive statistical analyses.

The second survey, on the use of corticosteroids in

palliative care, was sent in the autumn of 2004 to all

members of the palliative research network in

Sweden (PANIS) which at that time comprised

physicians on 37 specialised palliative care units all

over the country. The network was established in

2002 and uses a web based survey generator to

regularly collect data from patients regarding ques-

tions of symptom prevalence, treatment traditions

and current problems in palliative care [13,14]. Each

participating unit received a questionnaire by e-mail

on the use of corticosteroids in patients enrolled in

palliative care (Survey 2). The questionnaire com-

prised 10 questions on age, gender, diagnosis,

whether the patient had ongoing treatment with

systemic corticosteroids, drug, dosage, indication for

treatment, effect, gastroprotection and side effects.

Patients using corticosteroids only for inhalation or

for topical use were registered as not having ongoing

treatment with systemic corticosteroids. All patients

at each participating unit were registered on a

specific day, and the registering physician or nurse

had the opportunity to choose the day most appro-

priate for registration within a time interval of three

weeks. The registration was based on the patient

record, and evaluation of treatment effect and side

effects was based on the clinical impression of the

physicians and/or nursing staff caring for the patient.

There were no individual self-assessments made by

the patients. All registrations were entered into the

web based survey generator at the respective parti-

cipating unit. Reports for analyses were generated

within the survey generator by the researcher after

the survey was closed and were subsequently trans-

ferred to an Excel database for descriptive statistical

analyses. Comparing statistical analyses where

performed with STATISTICA (data analysis soft-

ware system) StatSoft, Inc. (2005, version 7.1). As

the assessments were measured on an ordinal scale,

non-parametric statistics were used. The Mann-

Whitney U test was used to test for differences in

treatment effect on symptoms between two different

cancer diagnoses. Spearman rank correlation was

used to test for correlations between assessments of

two different symptoms and Friedman ANOVA was

used to test for differences in assessments of multiple

symptoms. All tests were considered two sided.

Both surveys were approved by the local ethics

committee.

Results

Survey 1

The first survey was answered by 338 physicians

(59%). Thirty-six answers were excluded due to

incomplete answering (n�/12) or statements from

the respondents that they lacked experience of the

actual treatment (n�/24). The remaining 302 com-

pleted questionnaires were collected from all over

the country. Almost half of the respondents were

oncologists (in Sweden the oncologists are both

medical and radiation oncologists). Together with

geriatricians, surgeons, internists and general practi-

tioners they constituted 85% of all the respondents

(Table I). Ninety-seven percent of the responding

surgeons worked in a surgical department and 83%

of the oncologists worked in an oncology depart-

ment. Sixty-eight percent of the general practitioners

and 59% of the geriatricians worked in a palliative

care unit.

One third of the physicians had local guidelines on

treatment with corticosteroids in advanced cancer on

their clinic. Two thirds answered that they pre-

scribed corticosteroids to more than 50% of their

cancer patients with appetite loss, fatigue, nausea or

poor wellbeing. Poor chances of improvement, fear

for side effects or simply forgetting the treatment

were the main reasons for not starting treatment.

Drugs, dosage and effect. Betamethasone (equipotent

to dexamethasone and approximately seven times

more potent than prednisolone) was the most

commonly prescribed drug followed by predniso-

lone. Dexamethasone was used only by a few

physicians. When asked to state which dose they

commenced on, the mean starting daily dose for

treating anorexia, fatigue or low mood was 3.5 mg of

betamethasone or 17 mg of prednisolone respec-

tively. The mean starting dose for treating nausea

was 4.8 mg or 19 mg daily respectively. Seventy-five

percent of the respondents answered that they
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tapered the dose to maintenance dose if possible.

Eighty-three percent stated that more than 50% of

their patients had a positive effect of the treatment

and 97% of the respondents experienced that the

positive effect came within five days. Sixty-three

percent answered that the positive effect usually

lasted between 3�6 weeks.

When asked to state which symptom(s) had the

most positive response to corticosteroid treatment,

71% of the physicians answered poor wellbeing. The

corresponding figure for appetite loss was 53%,

nausea 45% and fatigue 40%. Sixty-eight percent

of the respondents evaluated the treatment effect

within one week, and if no positive effect was seen

the treatment was stopped without tapering by one

third of the physicians. The rest lowered the dose

gradually.

Gastroprotection and side effects. Nearly half of the

physicians had local guidelines on the use of gastro-

protection in patients treated with corticosteroids

and 68% of all respondents used preferably proton

pump inhibitors (PPI). Twenty-seven percent of the

respondents answered that they prescribed gastro-

protectors to 75�100% of their patients treated with

corticosteroids. The corresponding figure for pa-

tients treated concomitantly with corticosteroids and

non-steroidal anti-inflammatory drugs (NSAID) was

65%.

Two thirds of the respondents did not see side

effects related to treatment with corticosteroids as a

problem. The side effects most often seen were oral

candidosis, aggravated or triggered diabetes mellitus,

moon face and fragile skin/purpura. The respon-

dents were also asked to state which potential side

effects they gave most attention to in the last days

of the patient’s life. These were oral candidosis,

aggravated or triggered diabetes mellitus, negative

psychiatric effects and insomnia.

Table I summarizes the differences in answers

between the different medical specialities in five of

the questions.

Survey 2

The second survey was sent to 37 palliative care

units of whom 30 units (81%) participated in the

study. Thirty-five physicians registered answers in

the survey generator and 18 of them had four years

earlier received the questionnaire in Survey 1. The

actual number of physicians participating in both

surveys was not possible to calculate due to the

anonymous set up in Survey 1. A total of 1292

patients where registered in the survey generator and

a majority were enrolled in advanced home care. The

mean age was 67 years and there was a predomi-

nance of women. One thousand one hundred and

sixteen patients had cancer, with breast-, lung-,

prostate-, colorectal-, pancreatic- and ovarian cancer

being the most frequent diagnoses. A total of 608

patients (47%) had ongoing treatment with systemic

corticosteroids, 582 (96%) of them had a cancer

diagnosis. Twenty-six patients with a non-malignant

diagnosis used systemic corticosteroids and 62% of

them had a chronic pulmonary disease. More than

60% of the patients with lung or prostate cancer

used corticosteroids whereas only 28% of the

patients with ovarian cancer had ongoing treatment.

A higher proportion of patients in in-patient units

used corticosteroids as compared to patients in

advanced home care. Table II summarizes the

demographical findings.

Drugs and dosage. Eighty-five percent of the cancer

patients on corticosteroids used betamethasone.

Table I. Items from Survey 1 as answered by the different medical specialities.

Oncologists Surgeons Geriatricians

General

practitioners Internists

All

respondents

Item Speciality No. (%) No. (%) No. (%) No. (%) No. (%) No. (%)

Number of respondents 147 (49) 38 (13) 29 (10) 25 (8) 15 (5) 302 (100)

Prescribes corticosteroids to less than 50% of cancer patients

with anorexia, fatigue, nausea or poor wellbeing

38 (26) 30 (79) 3 (10) 4 (16) 7 (47) 96 (32)

Prescribes corticosteroids to 75�100% of cancer patients

with anorexia, fatigue, nausea or poor wellbeing

40 (27) 4 (11) 12 (41) 9 (36) 3 (20) 81 (27)

Tapers the dose to a maintenance dose 109 (74) 23 (61) 24 (83) 23 (92) 10 (67) 225 (75)

See a positive effect of corticosteroids in more than 50% of

the treated patients

121 (82) 27 (71) 28 (97) 21 (84) 11 (73) 250 (83)

Prescribes gastroprotectors to 75�100% of patients on a

combination of NSAID and corticosteroid

94 (64) 14 (37) 28 (97) 20 (80) 12 (80) 197 (65)

Do not see side effects as a problem in patients on

corticosteroids

84 (57) 35 (92) 15 (52) 16 (64) 10 (67) 197 (65)
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Eighteen of the non-malignant patients (69%) used

prednisolone, seven used betamethasone and one

patient used hydrocortisone.

Oral administration was used in more than 90% of

the cancer patients and 85% received a single daily

dose of their corticosteroid. Two thirds of the cancer

patients on betamethasone had a daily dose below

3.5 mg, whereas only 33 patients had a daily dose

over 8 mg. In 24 of these 33 patients (73%) the

indication for treatment was a primary brain tumour

or brain metastases. Two thirds of the cancer

patients had used corticosteroids for more than

four weeks. Table III summarizes the details on

drugs and dosage of corticosteroids in the cancer

patients.

Indications and effects. The indications for treatment

with corticosteroids in cancer patients are shown in

Table IV. It was possible for the responder to specify

multiple indications for a patient. The non-specific

indications dominated with appetite loss, fatigue and

poor wellbeing being the most frequent. In 101

patients’ appetite loss, fatigue and poor well being

were registered as indications for treatment with

corticosteroids. In these patients the registering

physician made a separate assessment of each

individual symptom as shown by the Friedman

test, with Friedman ANOVA x2�/21.4, pB/0.001.

Treatment of symptoms related to brain tumours- or

metastases was the most common specific indication

in this survey.

The assessed effect of the treatment for each

indication in cancer patents is presented in Table

IV. Figure 1 shows the effect in the five most

common indications for all cancer patients treated

with corticosteroids. Most patients with non-specific

indications had a positive response to corticosteroids

with less than 10% of the patients assessed as having

no effect of the treatment. Although the number of

patients treated was low, the results indicated an

inferior effect on specific indications like spinal cord

compression and intestinal obstruction. In 23 pa-

tients with spinal cord compression, 13 were as-

sessed as having very good or some effect of

corticosteroids. Three patients assessed as having

no effect of corticosteroids had all been treated fore

more than four weeks. In seven patients the respon-

dents were not able to assess the effect. Two of these

patients had been treated for less than two days and

four patients had received corticosteroids for more

than four weeks. There was a strong positive

correlation in cancer patients between the assessed

effect of corticosteroid treatment on appetite loss

and nausea (rs�/0.60, pB/0.001). The same applied

for the effect of treatment on poor well being and

fatigue (rs�/0.73, pB/0.001). The differences in

response to corticosteroid treatment for appetite

loss, fatigue, poor wellbeing, nausea and pain in

the four most common cancer diagnoses are shown

in Figures 2�5. The difference in treatment effect on

fatigue between patients with lung cancer and

prostate cancer was statistically significant (z�/2.6,

p�/0.02 two-sided). The mean age in the treated

patients with lung cancer was 66 years, for patients

with prostate cancer it was 76 years. When analyzing

the treatment effect over time for all cancer patients

Table II. Demographical data for patients in Survey 2.

No. (%)

Patients on

corticosteroid

treatment.

No. (%)

Participating units 30 (81)

Number of registered patients 1292 608 (47)

Women 725 (56) 331 (46)

Men 567 (44) 277 (49)

Patients with cancer diagnosis 1116 (86) 582 (52)

Breast cancer 144 (13) 75 (52)

Lung cancer 139 (12) 90 (65)

Prostate cancer 136 (12) 85 (62)

Colorectal cancer 127 (11) 60 (47)

Pancreas cancer 68 (6) 27 (40)

Ovarian cancer 67 (6) 19 (28)

Patients with a non malignant

diagnosis

176 (14) 26 (15)

Patients in advanced home care 1047 (81) 458 (44)

Patients in in-patient units 197 (15) 136 (69)

Patients in nursing homes 48 (4) 14 (29)

The percentage for different cancer diagnoses in the second

column refers to the subgroup of patients with a cancer diagnosis.

The percentage in the third column shows the proportion of

patients treated with corticosteroids for each item.

Table III. Drugs and dosage in cancer patients treated with

corticosteroids in Survey 2.

Number of pa-

tients (%)

Betamethasone 497 (85)

Prednisolone 75 (13)

Prednisone 8 (1)

Other corticosteroid 2

Oral administration 549 (94)

Intravenous administration 28 (5)

Subcutaneous administration 3

Daily dose of betamethasone B/3.5 mg 327 (66)

Daily dose of betamethasone �/8 mg 33 (7)

Daily dose of prednisolone B/25 mg 67 (89)

Single daily dose of corticosteroid 497 (85)

Ongoing corticosteroid treatment since 7

days or less

57 (10)

Ongoing corticosteroid treatment since more

than 4 weeks

387 (66)
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using corticosteroids for appetite loss, fatigue, nau-

sea or poor wellbeing, Figure 6 shows that the

positive response came within a week and the

response was stable over time. Patients treated

more than four weeks retained the positive effect.

Dyspnoea was the indication for treatment in 15

of the 26 patients with a non-malignant diagnosis.

Fourteen of these 15 patients had a diagnosis of

chronic pulmonary disease. Two patients were

assessed as having a very good response, nine had

some response and in four patients the respondent

could not assess the effect.

Gastroprotection and side effects. Gastroprotection was

used in 75% of the patients treated with corticoster-

oids. When comparing the group of patients which

received gastroprotection with the untreated group,

there was no difference in the dosage of corticoster-

oid, or the duration of steroid treatment. Corticos-

teroid treatment itself was stated as the reason for

prescribing gastroprotectors in 53% of the patients

on gastroprotection, another 38% had accompany-

ing risk factors which motivated treatment. Proton

pump inhibitors constituted 95% of all prescribed

gastroprotectors.

In 181 (31%) of the cancer patients treated with

corticosteroids the respondent experienced trouble-

some side effects. Eighty-one percent of these

patients had used corticosteroids for more than

four weeks and ninety percent were on betametha-

sone, with daily doses less than 3 mg in a majority of

the patients. When comparing the different drugs,

33% of all cancer patients on betamethasone and

20% of the cancer patients on prednisolone were

assessed as having troublesome side effects. The five

most common side effects among patients judged as

having troublesome side effects were moon face,

myopathy/muscle weakness, skin purpura, oral can-

didosis and aggravated/triggered diabetes mellitus.

The frequency of these symptoms are listed in

Table V.

Discussion

These two surveys include answers from 302 physi-

cians and data from 1292 patients on corticosteroid

prescription attitudes and clinical practice in Swed-

ish palliative care. Two-thirds of the physicians

treating patients with advanced cancer claimed that

they prescribed corticosteroids to more than 50% of

their patients, and 52% of the cancer patients were

actually treated. The proportion of patients on

corticosteroids in this study is in accordance with

earlier studies from other countries [8,9,11] and

reflects the wide range of indications for this treat-

ment. The finding that almost 70% of the patients in

in-patient units had ongoing treatment with corti-

costeroids raises the question on whether the use of

these potent drugs has become a matter of routine

rather than a closely monitored specific treatment.

Table IV. Indications for treatment and assessment of effect for cancer patients treated with corticosteroids in Survey 2.

Effect assessed as: Very good Some None Not able to assess

Indication No. (%) No. (%) No. (%) No. (%) No. (%)

Appetite loss 216 (37) 99 (46) 85 (39) 11 (5) 21 (10)

Fatigue 209 (36) 70 (33) 96 (46) 20 (9) 23 (11)

Poor wellbeing 195 (33) 78 (40) 89 (46) 6 (3) 22 (11)

Nausea 156 (27) 73 (47) 63 (40) 6 (4) 14 (9)

Pain 147 (25) 50 (34) 71 (48) 4 (3) 22 (15)

Symptoms due to brain tumour/metastases 104 (18) 47 (45) 37 (36) 0 20 (19)

Dyspnoea 53 (9) 13 (25) 31 (58) 2 (4) 7 (13)

Part of antitumoral treatment 35 (6) 6 (17) 17 (49) 0 12 (34)

Spinal cord compression 23 (4) 5 (22) 8 (35) 3 (13) 7 (30)

Intestinal obstruction 13 (2) 4 (31) 5 (38) 3 (23) 1 (8)

Hypercalcaemia 6 (1) 2 (33) 3 (50) 1 (17) 0

Unclear indication 39 (7)

Assessed effect of corticosteroid treatment in 
cancer patients
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Figure 1. Assessment of effect on different symptoms for cancer

patients treated with corticosteroids (Survey 2).
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Few physicians had local guidelines on treatment

with corticosteroids in advanced cancer. Earlier

studies have stressed the need for guidelines, and

given the frequency of use and the potentially serious

adverse side effects associated with corticosteroid

treatment, implementation of guidelines are impor-

tant [6,7,11].

The results in both surveys were coherent regard-

ing the proportion of patients treated, drugs and

dosages, assessed effects and side effects. Put to-

gether, there was in general a good accordance

between practice and existing evidence.

The study sample in Survey 2 included 608

patients enrolled in palliative care which received

treatment with systemic corticosteroids. This is the

largest sample of this type published to date. All

participating units were explicitly told to register all

patients at the unit regardless of ongoing corticos-

teroid treatment or not. This is in accordance with

the methodology used in earlier studies within the

network [13], however there were no monitoring at

the units ensuring adherence to this.

Physician attitudes and clinical practice showed

that betamethasone was the preferred drug in this

patient group. This is in contrast to other countries

where dexamethasone often is the first drug of

choice; however both drugs are similar in many

aspects. The preference for betamethasone in Swe-

den is based on tradition and accessibility to a

convenient supply.

The high response rates to corticosteroid treat-

ment for the most common indications in Survey 2

are of considerable clinical significance in this group

of patients with advanced cancer. Approximately

80% of the cancer patients were assessed as having

some or very good response to the treatment on

different non-specific indications. The results ex-

ceeds the earlier findings by Hanks, Needham, and

Mercadante, but resembles those found by Hardy

[6�8,10]. The results of the two surveys do not

indicate that this could be explained by the use of
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Figure 2�5. Response to corticosteroid treatment in the four

most common cancer diagnoses in Survey 2.
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Figure 6. Assessed effect of treatment with corticosteroids over

time in cancer patients using corticosteroids for appetite loss,

fatigue, nausea or poor wellbeing (Survey 2).
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higher doses of corticosteroids as compared to the

above mentioned studies. An advanced malignancy

could be seen as a chronic stressful condition in

which treatment with corticosteroids would result in

symptom relief. This view is supported in a previous

study by our group where patients with advanced

cancer were found to have a covariation between

high levels of endogenous cortisol and more pro-

nounced symptoms [15].

Assessment of treatment effect and severity of side

effects in Survey 2 were based on the evaluation of

the responsible physician and/or nursing staff rather

than individual patient ratings. This design ensured

the collection of data from a large number of patients

in order to reflect clinical practice. However, this

influenced the reliability regarding assessment of

effects and side effects of corticosteroid treatment.

These assessments were based on impressions from

experienced physicians and nurses with an inherent

lack of sensitivity. Although the respondents were

asked to evaluate the effect of corticosteroids speci-

fically, no account was taken to concomitant med-

ication or influences of other treatments against

symptoms which might have been undertaken.

The physicians in Survey 1 apprehended fatigue as

the symptom least affected by corticosteroid treat-

ment. In the study of clinical practice we found that

the effect of corticosteroids on fatigue in prostate

cancer was superior to that in lung cancer. This

could be explained by a stronger effect of corticos-

teroids in hormone related cancers.

The results in Survey 2 indicated an inferior effect

off corticosteroid treatment on spinal cord compres-

sion compared to treatment for other indications. In

a recent review on the diagnosis and management of

spinal cord compression the author summarized that

high-dose dexamethasone could be an effective

adjunct to radiotherapy but carried the risk of serious

toxicity [16]. In our study seven of ten patients with

no effect, or where the respondent were not able to

assess the effect, had received treatment with corti-

costeroids for more than four weeks. The relatively

high proportion of not assessable patients with spinal

cord compression could be explained by the complex

clinical situation, disease progression and possible

care in different clinical settings during corticosteroid

treatment. The strong positive correlation between

the assessed effect of corticosteroid treatment on

appetite loss and nausea was expected, as was the

positive correlation between fatigue and poor well

being. The concept of well being is often used but not

clearly defined within palliative care. In the design of

this study we did not limit the concept and an

interpretation of the results is that physicians and/or

nurses perceived that fatigue implied poor well being

in the individual patient. Both surveys showed that a

positive effect of corticosteroid treatment could be

expected within a week, and in Survey 2 we found

that this effect persisted beyond four weeks. Despite

the limitation of the design, the result is interesting

and is in contrast to earlier studies which have

indicated that symptomatic benefits rarely extends

for more than four weeks [1,3].

Corticosteroids are potent drugs and side effects

are common. The observation that two thirds of the

respondents in Survey 1 did not see side effects

related to treatment with corticosteroids as a pro-

blem is notable and raises questions about physi-

cians’ ability to judge adverse effects.

Comparing the results on side effects between the

two surveys indicated that the attitudes of the

physicians underestimated the risk for myopathy.

This is in accordance with the findings by Hardy et

al. where proximal myopathy was considered the one

most distressing to patients [7]. Over 80% of the

patients with troublesome side effects had used

corticosteroids for more than four weeks. A majority

of these patients on betamethasone had a daily dose

lower than 3 mg. Although the doses used before the

study were not registered, the results reflect the

importance of treatment time when it comes to side

effects and the need for monitoring.

The notion that advanced cancer is a condition of

chronic stress supports the extensive use of gastro-

protectors which was seen in Survey 2. All patients

on a combination of NSAID and corticosteroid

should be prescribed gastroprotection as there

is a 15-fold increase in the risk of gastric irritation

[17]. The attitudes among the physicians showed

that this was not common knowledge since only

65% of the respondents prescribed gastroprotectors

to more than 75% of their patients with this

combination.

The divergences in attitudes between the different

medical specialities in Survey 1 are probably ex-

plained by the differences in the patient population

exposed to the respondents and the traditions within

the specialities, again pointing at the need for

guidelines. A majority of the answering geriatricians

and general practitioners worked in palliative care

units and had attitudes in better accordance with

Table V. The most common side effects in the 181 cancer patients

in Survey 2 assessed as having troublesome side effects related to

treatment with corticosteroids.

Side effect No. (%)

Moon face 77 (43)

Myopathy/muscle weakness 61 (34)

Skin purpura 57 (31)

Oral candidosis 51 (28)

Aggravated/triggered diabetes mellitus 31 (17)
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existing guidelines. Few surgeons worked outside a

surgical department and their attitudes revealed that

they started fewer patients on corticosteroids and

used less gastroprotectors in patients on both corti-

costeroids and NSAID’s.

In conclusion, we have shown that corticosteroids

are commonly prescribed in Swedish palliative care,

often without guidelines. There is a high response

rate to corticosteroid treatment and the results

indicate that the positive effect can persist beyond

four weeks. There is a need for implementation of

guidelines based on solid evidence to assure patients

optimal effect of corticosteroids and to minimize the

risk for side effects. Future studies, preferably

prospective clinical trials, should therefore focus on

finding the optimal dose for symptom relief and the

optimal dose regimen, i.e. continuous vs. pulsed

treatment, for maintenance of the positive effect.
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