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lgnored Complication of Steroids in an Ankylosing
Spondylitis Case: Psychotic Depression
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Abstract

The use of steroids is widespread, and they are prescribed for different types of systemic diseases. Steroids provide fast and effective pain control
in rheumatic diseases. Some systemic side effects of steroids are commonly seen and well known to clinicians. Psychological side effects are not
rare during systemic steroid applications. Nevertheless, the diagnosis rate is quite low. We present an attenuated mentally retarded patient with
ankylosing spondylitis on steroid treatment who had psychotic symptoms. We aimed to show steroid-induced psychotic complications.
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Introduction

Steroids provide rapid and effective pain control for the joint involvement of rheumatic diseases.
They can be used in the form of systemic injections or local injections into joints. The long-term
use of oral steroids is avoided when treating joint symptoms of rheumatic diseases. During steroid
use, in addition to patient follow-up for systemic complications such as susceptibility to infec-
tions, peptic ulcer, “Cushingoid” appearance, osteoporosis, hypertension, and diabetes, patients
should be followed up closely for psychiatric side effects such as depression and psychosis (1). The
relationship between mental disorders and steroid use has not been sufficiently documented.
Although the incidence of diagnosed psychiatric disorders associated with steroid treatment has
been reported as 3%—6%, it is believed that a greater number of patients with moderate symptoms
do not comply with any diagnosis (2).

Psychiatric disorders generally associated with steroids are mania, depression, psychosis or mixed
mood disorders, cognitive impairment, and mild psychiatric disorders (irritability, insomnia, anxi-
ety, and labile mood). While euphoria and hypomania are frequently observed in short-term
steroid use, depressive symptoms are more common in long-term treatment (3). In this study,
we aimed to present the emergence of depression with psychosis characteristics in a borderline
intelligence case that we encountered during medical board assessment; the patient had received
10-15 mg/day of prednisolone for five years to treat ankylosing spondylitis (AS) with peripheral
and axial involvement.

Case Report

The 38-year-old male patient, who had been diagnosed with AS approximately 12 years previ-
ously, had been receiving indomethacin and sulphasalazine since the onset of the disease. Due to
an increase in his complaints, he underwent 12 sessions of infliximab treatment 3 years before. As
the clinical symptoms subsided, infliximab treatment was stopped; however, due to the patient’s
peripheral joint complaints, prednisolone tablets had been added to his treatment for the last
five years. Forty mg of methylprednisolone had been administered into the patient’s knee joints
several times over 5 years; follow-up procedure by a psychiatric hospital due to psychiatric com-
plaints had been required for the last 2 years. According to the follow-up reports provided by that
psychiatric hospital, the patient, who was of borderline intelligence (1Q:76), experienced occasion-
al auditory hallucinations and paranoid delusions; the patient attempted suicide several times.
The patient was diagnosed with non-organic psychotic disorder and psychotic depression and
was monitored with risperidone and olanzapine treatment. Among the documents presented by
the patient, a report from another medical board assessment three years before, stating that psy-
chiatric examination of the patient was normal, caught our attention. At this stage, because the
patient was followed up with 10-15 mg/day prednisolone treatment, and when the emergence of
psychiatric symptoms after the administration of local steroids that are known to have side effects
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due to systemic absorption was considered, it was thought that the
patient might suffer from depression and psychosis emergent from
and/or induced by steroid use. It was reported that the patient,
who was on 15 mg/day of prednisolone, sulphasalazine, and di-
clofenac sodium, with risperidone and olanzapine treatment, still
had joint complaints; however, there was significant improvement
in terms of psychotic symptoms in his psychiatric evaluation. It
was considered appropriate for the patient, who had active joint
complaints, to continue AS treatment with infliximab.

Discussion

Psychiatric side effects due to steroid use are not uncommon; how-
ever, the rate of diagnosis and treatment is very low (4). In this
study, we intended to draw attention to the ignored side effects
of steroids by highlighting the diagnosis of psychotic depression
emergent from and/or induced by steroids in a 38-year old patient
of borderline intelligence who had been receiving steroid treat-
ment due to AS.

The common psychiatric side effects of steroid therapy are agita-
tion, anxiety, hypomania, insomnia, irritability, labile mood, and
uneasiness. In addition to these, steroid use may cause a wide
range of clinical manifestations that vary from unobtrusive moods
to psychotic episodes that require immediate intervention. Where-
as euphoria and hypomania are observed in short-term steroid
use, depressive symptoms are more common in long-term steroid
treatment (5). Also, in our case, a long-term history of steroid treat-
ment was present. Our case received 10-15 mg/day of peroral and
occasional intra-articular steroid therapy for a year.

In steroid-related psychotic cases, corticosteroid dose is believed
to be the most important risk factor. If the daily dose of corticoste-
roid is below 40 mg, the risk is considered to be low; if the dose is
between 40 and 80 mg, the risk is considered to be moderate; and
if the dose is more than 80 mg, the risk is considered to be high (6).
Regardless of the dose, the rate of psychiatric side effects for corti-
sol is reported to be 5.7% (7). However, neither the dose nor other
distinguishing factors can determine the severity of the psychiatric
disorder in advance. For these reasons, the clinical manifestation
should be closely monitored; patients and their relatives should be
informed of potential side effects (8).

Although the other risk factors for psychiatric disorders that are
triggered by steroids are not precisely known, drugs that alter cyto-
chrome enzyme activity, serum albumin and CSF/serum albumin
ratio, hypoalbuminemia, certain diseases (rheumatic diseases,
such as systemic lupus), the presence of psychiatric family history,
female gender, and personality traits before disease are considered
to be risk factors (9). Our case was male, with no family history of
psychiatric disease. The alteration of cytochrome enzyme activity
due to concurrent nonsteroidal anti-inflammatory drug (NSAID)
use and steroid use is considered to be a risk factor; because our
case was not administered NSAIDs, except for spondylitis attacks,
this risk factor was ignored.

For many years, premorbid personality traits have been stated to
be determinant factors in psychiatric reactions triggered by ste-
roids (10). Similarly, in studies conducted on the comorbidity of
mental retardation and psychosis, it was reported that psychiatric
problems occur more frequently in patients with mild mental re-

tardation than in the general population (11). Because our case
also showed characteristics of borderline intelligence, we believe
that monitoring the patient by psychiatric consultation before and
during steroid treatment may have enabled early treatment of the
patient’s attacks upon family members, auditory hallucinations,
paranoid delusions, and suicide attempts.

In the literature, it was reported in studies conducted on patients
with mania or mixed symptoms induced by steroid use that olan-
zapine was effective (12). In our case, after treatment with antipsy-
chotics such as risperidone and olanzapine, it was reported that
the patient’s complaints decreased significantly.

Psychotic disorders may be seen during the course of Sjogren’s
syndrome, systemic lupus erythematosus, and immune-mediated
rheumatic diseases such as rheumatoid arthritis. However, few
studies are available in the literature regarding the comorbidity of
AS with psychotic diseases. Kar SK described the comorbidity of AS
with bipolar disorder in a case report of a patient (13). In these pa-
tients, although decreased physical function was well defined, the
effects on psychosocial health were not well considered. Recently,
AS disease has been reported to have significant effects on the
mood of patients. It has been reported that one-third of patients
with AS show symptoms of depression, and a relationship between
the disease and anxiety and depression has been detected (14).

In AS treatment, infliximab, an anti-TNF-a. drug that has been used
for many vyears, is reported to alleviate depressive symptoms in
patients whose inflammatory markers are elevated. Basal TNF-o
concentration was found to be much higher in patients with de-
pression who responded to infliximab therapy than in patients
who did not. Infliximab is said to be effective in the treatment of
AS accompanied by depression (15). In the treatment of our case,
transition to infliximab, which previously showed good response in
the treatment of active joint symptoms, may also be an appropri-
ate approach for depression.

Conclusion

We recommend that the doctors be alert, watch patients carefully
for steroid psychosis and other steroid side effects before and dur-
ing treatment, and perform patient follow-up with the aid of rel-
evant branches in terms of psychiatric and cognitive side effects
of drugs that are commonly used to treat rheumatic diseases. This
case is presented to emphasize that psychotic disorders caused by
steroids in patients with borderline intelligence may form a basis
for psychotic disease, and because chronic psychotic complications
of steroid use in rheumatic diseases have rarely been reported in
the literature.

Informed Consent: Written informed consent has received from patients.

Author Contributions: Concept - S.S.; Design - S.S., Y.0., 0.P; Supervision
- 0.P, FT, S.UB.; Funding - S.S., Y.0.; Materials - S.S., 0.P; Data Collec-
tion and/or Processing - S.S., Y.0.; Analysis and/or Interpretation - 0.P, F.T;
Literature Review - S.S., F.T.; Writer - S.S., Y.0.; Critical Review - F.T., S.U.B.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received no
financial support.



References

Morand, E.F. Corticosteroids in the treatment of rheumatological di-
sease. Curr Opin Rheumatol 2000; 12: 171-7. [CrossRef]

Bolanos SH, Khan DA, Hanczyc M, Bauer MS, Dhanani N, Brown ES.
Assessment of mood states in patients receiving long-term corticos-
teroid therapy and in controls with patient-rated and clinician-rated
scales. Ann Allergy Asthma Immunol 2004; 92: 500-5. [CrossRef]
Cetin A, Ozmen M. Psychiatric Adverse Effects of Dermatological
Drugs. Turkderm 2010; 44: 52-4. [CrossRef]

Gagliardi JP, Muzyk AJ, Holt S. When steroids cause psychosis. The Rhe-
umatologist 2010; 4: 40-5.

Lopez-Medrano F, Cervera R, Trejo O, Font J, Ingelmo M. Steroid in-
duced psychosis in systemic lupus erythematosus: a possible role of
serum albumin level. Ann Rheum Dis 2002; 61: 562-3. [CrossRef]
Brown ES, Chandler PA. Mood and cognitive changes during systemic
corticosteroid therapy. Prim Care Companion | Clin Psychiatry 2001;
3:17-21. [CrossRef]

Wada K, Yamada N, Sato T, Suzuki H, Miki M, Lee Y, et al. Corticostero-
id-induced psychotic and mood disorders: diagnosis defined by DSM-
IV and clinical pictures. Psychosomatics 2001; 42: 461-6. [CrossRef]

10.

11.

12.

13.

14.

15.

Ocak Serin et al. Severe Steroid-Induced Psychotic Depression

Nishimura K, Harigai M, Omori M, Sato E, Hara M. Blood brain barrier
damage as a risk factor for corticosteroid-induced psychiatric disor-
ders in systemic lupus erythematosus. Psychoneuroendocrinology
2008; 33: 395-403. [CrossRef]

Warrington TP, Bostwick JM. Psychiatric adverse effects of corticoste-
roids. Mayo Clin Proc 2006; 81: 1361-7. [CrossRef]

Kartala S, Esel E. Psychopharmacologic and behavioral effects of ne-
urosteroids. Bull Clin Psychopharmacol 2004; 14: 38-49.

Yalug |, Tufan AE. Mental retardation and psychosis comorbidity:
Where do we stand in diagnostic overshadowing? Anatolian Journal
of Psychiatry 2005; 6: 267-73.

Goldman L.S, Goveas |. Olanzapine treatment of corticosteroidindu-
ced mood disorders. Psychosomatics 2002; 43: 495-7. [CrossRef]

Karl SK. Association of Bipolar Affective Disorder and Ankylosing
Spondylitis. Delhi Psychiatry Journal 2013; 16: 225-7.

Martindale J, Smith J, Sutton CJ, Grennan D, Goodacre L, Goodacre JA.
Disease and psychological status in ankylosing spondylitis. Rheuma-
tology 2006; 45: 1288-93. [CrossRef]

Ertenli |, Ozer S, Kiraz S, Apras SB, Akdogan A, Karadag O, et al. Infli-
ximab, a TNF-alpha antagonist treatment in patients with ankylosing
spondylitis: the impact on depression, anxiety and quality of life le-
vel. Rheumatol Int 2012 32: 323-30.

109


http://dx.doi.org/10.1097/00002281-200005000-00002
http://dx.doi.org/10.1016/S1081-1206(10)61756-5
http://dx.doi.org/10.4274/turkderm.44.s52
http://dx.doi.org/10.1136/ard.61.6.562
http://dx.doi.org/10.4088/PCC.v03n0104
http://dx.doi.org/10.1176/appi.psy.42.6.461
http://dx.doi.org/10.1016/j.psyneuen.2007.12.007
http://dx.doi.org/10.4065/81.10.1361
http://dx.doi.org/10.1176/appi.psy.43.6.495
http://dx.doi.org/10.1093/rheumatology/kel115

