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DEAR EDITOR, The National Institute for Health and Care
Excellence (NICE) RA guideline recommends bridging treat-
ment with glucocorticoids in people starting DMARDs or bio-
logics to reduce symptoms until the DMARD/biologic takes
effect [1]. Glucocorticoids are commonly used in people with
RA, with 82% of those with a new RA diagnosis in the UK
receiving glucocorticoids within 3months of diagnosis [2].

In routine practice, when suppressing an RA flare or as
bridging therapy, glucocorticoids are frequently administered
orally, i.v. or via i.m. or IA injection. Although all modes of
administration are effective at reducing symptoms and con-
trolling inflammation [3, 4], a recent systematic review
highlighted the lack of evidence to guide practitioners in
choice of route, dose or duration in their use for RA and indi-
cated this as a future research priority [3].

Adverse events with glucocorticoids, such as mood distur-
bance, weight gain, adrenal suppression and (at injection
sites) lipoatrophy, remain a key concern for patients and
practitioners [5–7]. Although these are, in part, dose and du-
ration dependent [6], the risk of adverse events with short
courses of glucocorticoids is less clear.

To understand the current prescribing practice concerning
i.m. and oral glucocorticoids in people with RA starting
DMARDs, we undertook a service evaluation survey, regis-
tered with Midlands Partnership University NHS Foundation
Trust. This comprised 17 questions with �7min total com-
pletion time in the format of a Microsoft Form anonymous
e-survey (for survey, see Supplementary Data S1, available at
Rheumatology Advances in Practice online). This was distrib-
uted by the authors to their clinical and regional UK net-
works across the Midlands, North-West and London. The
survey was live for 6weeks (February–March 2023).
A total of 71 rheumatology health-care professionals

responded, including consultant rheumatologists (51, 71.8%),
trainee doctors (11, 15.5%) and rheumatology nurse specialists
(9, 12.7%). Considering preferred route of administration, 61
(85.9%) reported typically using i.m. injection over oral pred-
nisolone. For i.m. administration, 57 (80.3%) would choose
Depo-Medrone 120mg compared with 5 (7.0%) choosing
Depo-Medrone 80mg and 7 (9.9%) Kenalog. When prescrib-
ing oral prednisolone, the majority suggested a starting dose of
15mg (33, 47.1%) or 20mg (28, 40.0%) once daily (Fig. 1),
with 59 (84.3%) typically reducing the dose by 5mg weekly.
In people with severely active RA, responders did not typi-

cally alter their i.m. dosing regime, although when using oral
glucocorticoids, free-text data suggested that oral prednisolone
was started at higher doses, weaned more slowly, or prescribed
for longer. When asked about use of glucocorticoids in older
people or those with frailty or significant co-morbidities, most

Key message

• We identified variation in glucocorticoid prescribing route,
dose, and duration of treatment.
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respondents suggested considering lower starting doses of oral
prednisolone or tapering prednisolone more rapidly. Finally,
although nearly all responders (98.6%) were aware that lipoa-
trophy was a possible adverse event related to i.m. injection,
only just over half (57.1%) had ever seen a case.

Although this small survey covers a limited geographical
area and considered only oral and i.m. glucocorticoids, it
highlights the present substantial variation in prescribing
practice for glucocorticoids in people with RA, in terms of
mode of delivery and dosing regimens, especially for oral glu-
cocorticoids. Given that clinical management choices can be
similar within departments, we tried to include rheumatology
health-care professionals from several UK regions; however,
owing to the anonymous nature of the survey, we are unable
to determine where our responders were located, and as such,
our results need to be considered in this context.

The reasons for the variation identified require further ex-
ploration; however, our results support the call for further re-
search in this area [3] to ensure optimal effectiveness and
safety outcomes for people with RA.
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Supplementary material is available at Rheumatology
Advances in Practice online.
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Figure 1. Prescribing preferences of rheumatology health-care professionals in relationship to i.m. and oral glucocorticoid provision
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