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ADRENAL SUPPRESSION FROM LONG 

TERM USE OF STEROIDS 



Steroid & Adrenal Glands 

The pituitary gland the master 

regulator of hormone control in 

the body 

 

Adrenal glands make steroid 

hormones 

 

Steroid medicines (eg 

Prednisolone or Deflazacort) 

are much higher than the 

amount produced by the body 

 

This leads to switching off of 

the master regulator (ie ACTH) 

https://www.explain.me.uk/ 



During times of mild illness, a healthy adrenal gland makes about twice the 

amount of steroid to cope with illness 

 

During times of major illness, a healthy adrenal gland makes up to 10-20 times 

the amount of steroid to cope with illness 

 

Prescribed doses of Prednisolone or Deflazacort is usually about 4-5 times more 

than what the adrenal gland would normally produce (ie if able to keep steroid 

down enough to cope with mild illness) 



Adrenal suppression 

All patients who take steroids for longer than 6 

months have adrenal suppression (sleepy adrenal 

glands) 

 

Access to hydrocortisone as injections to be 

administered at home during severe illness 

(when unable to take steroids by mouth) 

 

 

http://www.smn.scot.nhs.uk/patients-and-families/dmd/ 



Have emergency plans in place (steroid card, hospital alerts) 

 

If serious vomiting illness or unable to tolerate oral steroids (eg 

major operations) 

- Need plan for extra steroid to be given either as an injection or 

as a drip 

 

Not to stop steroid abruptly 



Summary of endocrine/bone standards of care (2018) 

1- Adrenal suppression (for those on steroids)  

 Need emergency steroid plan in place 

 

2- Growth 

 Regular height monitoring 

 Growth hormone not routinely recommended 

 

3- Puberty 

 Assessment of puberty  

 Testosterone from 14 years (if no signs of puberty) 

 

4- Bone 

 Routine spine imaging  

 Consideration of bisphosphonate if presence of 

 vertebral fracture  
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Questions? 

Email: jarod.wong@glasgow.ac.uk 


