
SUPPLEMENT TO VOLUME 21, NUMBER 5 CLINICAL JOURNAL OF ONCOLOGY NURSING 11CJON.ONS.ORG

 

bortezomib and carfilzomib (Amgen, 2017; Celgene, 2016, 2017a, 
2017b; Millennium Pharmaceuticals, 2017). In addition, opioids, hyp-
notics, anxiolytics, antihistamines, antiemetics, anticonvulsants, 
antihypertensives, and insomnia medications can cause medication- 
related fatigue and enhance the symptoms of fatigue from other 
causes. Corticosteroids, such as dexamethasone and prednisone, 
carry well-known neuropsychological effects that can lead to anxi-
ety, distress, insomnia, mood swings, depression, and fatigue. Side 
effects of corticosteroids, many of which contribute to CRF, are 
discussed in Figure4. Although steroids are associated with im-
proved energy, this experience is followed by intense fatigue, called 
a “let-down effect,” for several days after steroid administration 
(King & Faiman, 2017). Steroids affect numerous body systems. 
Figure 5 provides a patient education tool for continuing treatment 
after corticosteroid side effects. 

Assessment
All patients should be assessed for CRF. The NCCN (2017a) 
strongly encourages healthcare providers to assess fatigue at 

baseline and with every major change in the patient’s care or 
health. CRF assessments include identifying its characteristics, 
its impact on quality of life, and any potential contributing factors 
(Mitchell, 2011). Several validated instruments are widely used to 
diagnose fatigue in patients with cancer, including the Functional 
Assessment of Cancer Therapy, Brief Fatigue Inventory, and the 
Fatigue Symptom Inventory (NCCN, 2017a). 

Physical examination can determine contributing factors that 
lead to fatigue (Mitchell, 2011; NCCN, 2017a). For example, consti-
tutional signs might identify nutritional deficiencies, whereas vital 
signs might indicate infection. A general assessment of appearance, 
mood, and manner may reveal anxiety or depression. Assessing the 
musculoskeletal system might reveal focal or generalized weak-
ness, muscle mass loss, joint pain, warm or edematous joints, mus-
cle pain, muscle twitching, limitations in range of motion, or bone 
pain. Abnormal skin turgor may indicate that dehydration could 
be contributing to CRF. Decreased or adventitious lung sounds 
might indicate pulmonary edema, chronic obstructive pulmonary 
disease, or pneumonia that reduces tolerance to activity. Abnormal 

FIGURE 4.

PATIENT EDUCATION TIP SHEET: COMMON SIDE EFFECTS OF CORTICOSTEROIDS  
RELATED TO DISTRESS, FATIGUE, AND SEXUALITY

NEUROPSYCHIATRIC

Cognitive, behavioral, and mood changes

 ɔ Risk factors include higher doses and a history of neuropsychiatric effects 

from steroids and older age. 

 ɔ Mania-like symptoms are more commonly associated with short-term use 

and depressive symptoms with long-term use. 

 ɔ Hyperactivity and jitters are more closely associated with days taking ste-

roids, and they abate on nonsteroid days. 

 ɔ Steroid psychosis is rare, but patients with overt mood changes are at risk for 

suicide and should be monitored. 

 ɔ Early recognition, diagnosis, and treatment of neuropsychiatric  

complications in patients receiving steroids are key to management. 

 ɔ Educate patient and family to possible neuropsychiatric effects.

 ɔ Monitor patients for changes in mood, cognition, or behavior using an ap-

propriate screening tool, such as the Hospital Anxiety and Depression Scale. 

 ɔ Dose reduction or discontinuation in the presence of neuropsychiatric 

effects is the most effective management. 

 ɔ Tapering doses can be useful to minimize the severity of mood changes 

(steroid “highs and lows”).

 ɔ The use of antipsychotic or mood stabilizers may be indicated. 

 ɔ Avoid concomitant clarithromycin, which can increase circulating levels of 

corticosteroids and increase risk of neuropsychiatric effects. 

 ɔ Consider referral to support groups and psychosocial services to aid 

coping. 

 ɔ Relaxation, mindfulness techniques, and exercise may aid coping.

CONSTITUTIONAL

“Let-down effect”

 ɔ More commonly associated with days immediately after taking steroids

 ɔ Characterized by weakness and fatigue

 ɔ Tapering steroid doses may help.

 ɔ Educate patient to adapt lifestyle and activities around energy levels.

Flushing or sweating

 ɔ Assess for other causes, such as infection or cardiovascular abnormalities, 

and manage appropriately.

 ɔ Educate on appropriate clothing and maintaining hydration.

Insomnia

 ɔ More common on nights after taking steroids

 ɔ Educate to take dose in the morning.

 ɔ Educate patients about sleep hygiene practices (e.g., avoiding caffeine,  

alcohol, and electronic screens before bedtime). Establish an appropriate 

sleep environment, and suggest meditation or relaxation techniques. 

 ɔ Consider pharmacologic interventions if insomnia is severe or ongoing.

SEXUAL DYSFUNCTION

Lowered libido

 ɔ Initiate assessments or conversations around sexual function and intimacy to 

help identify potential issues.

 ɔ May require dose reduction or hormone therapy

Note. From “Steroid-Associated Side Effects: A Symptom Management Update on Multiple 
Myeloma Treatment,” by T. King & B. Faiman, 2017, Clinical Journal of Oncology Nursing, 21, 
pp. 242–243. Copyright 2017 by Oncology Nursing Society. Adapted with permission.
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