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Abstract

:

Background: Since the introduction of glucocorticoids (GCs) in the physician’s pharmacological arsenal, it has been known that they are a cause of behavioral or psychiatric adverse events (BPAE), as well as of cognitive problems. To the best of our knowledge, the relationship between these adverse events and GCs in older persons has never been evaluated, except through case-reports or series with few cases. In this paper, a review of the literature regarding BPAEs and cognitive disorders in older people treated with CSs is undertaken. Methods: A comprehensive literature search for BPAEs was carried out on the three main bibliographic databases: EMBASE, MEDLINE and PsycINFO (NICE HDAS interface). Emtree terms were: Steroid, steroid therapy, mental disease, mania, delirium, agitation, depression, behavior change, dementia, major cognitive impairment, elderly. The search was restricted to all clinical studies and case reports with focus on the aged (65+ years) published in any language since 1998. Results: Data on the prevalence of the various BPAEs in older patients treated with GCs were very scarse, consisting mainly of case reports and of series with small numbers of patients. It was hence not possible to perform any statistical evaluation of the data (including meta-analysis). Amongst BPAEs, he possibility that delirium can be induced by GCs has been recently been questioned. Co-morbidities and polypharmacy were additional risk factors for BPAEs in older persons. Conclusions: Data on BPAEs in older persons treated with GCs, have several unmet needs that need to be further evaluated with appropriately designed studies.
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1. Introduction


Glucocorticoids (GCs) are widely used medications and are highly effective in the management of a number of acute and chronic conditions, ranging from autoimmune and inflammatory disorders, to cancer, asthma, chronic pulmonary obstructive disease, pain, cerebral edema, etc. The systemic side-effects of these medicines (for example diabetes mellitus, osteoporosis, glaucoma, and cataracts) are well known to physicians [1].



In 1968, McEwen et al. demonstrated that in hippocampal neurons of adrenalectomized male rats, receptors with high affinity for 3H-corticosterone were present [2]. Now, we known that these receptors represent one of the two main types of GCs nuclear receptors, called mineralcorticoid receptors. They are mainly occupied by physiological levels of GCs. The glucocorticoid receptors represent the second type of GCs nuclear receptors and are meanly occupied when GC levels are increased, such as during therapy with GCs or during GC peak secretion in all stressful situations. Also, in the human brain, hippocampal CA1 neurons have the highest level of expression of GCs receptors [3,4]. These receptors are well expressed even in the elderly [5,6]. The mineralcorticoid receptors are mainly expressed in the hippocampus and the amygdala whereas the glucocorticoid ones are more widely expressed in stress-regulating centers such as the hippocampal-amygdala circuitry and the ascending aminergic neuronal networks. In other words, there is a balance between these two types of receptors, with their axis moving according to GCs levels. This balance is absolutely necessary for the anatomical-functional homeostasis of the brain (and of all other functions that depend on it). In the central nervous system (CNS), GCs can directly act on neurons, guiding their structural and functional changes, an expression of “neuronal plasticity”. This process is strictly linked to GCs dosage and their exposure time. So, acutely elevated GCs levels increase synaptic plasticity and facilitate hippocampal-dependent cognition while long-term exposure impairs synaptic plasticity and cognition, decreases neurogenesis and spine density, and causes dendritic atrophy. In addition to neurons, microglia cells also express GCr and play an important role in the GC-mediated damage to neurons. In fact, GCs can activate microglia cells, putting them in a “primed” or “sensitized” or “alert” state. As a consequence of this, microglia undergo changes such as cell surface up regulation of some receptors without production of mediators. Only in the presence of further stimuli, microglia begin to produce cytokines and other mediators of inflammation (tumor necrosis factor alfa and interleukin 1 beta, for example) at full strength, resulting in a neuronal damage. On the other hand, an over- or prolonged stimulation of microglia cells by GCs can lead to their activation and hypertrophy, resulting, for example, in neuropathic pain or an anxiety-like behavior. Ultimately, GC actions on neurons can be realized both directly and through microglial cells. Furthermore, these observations, emphasize that exposure to GCs can favor a pro-inflammatory response (instead of an anti-inflammatory action) in certain regions of the brain (hippocampus, cerebellum, pituitary–hypothalamus axis), if further stimuli are present [3].



Since the introduction of GCs in the physician’s pharmacological arsenal in the 1950s, it has been known that they are also a significant cause of behavioral or psychiatric adverse events (BPAE) [7], as well as of cognitive problems. Just in 1950, Boland and Headley noted that even after small doses of cortisone, almost every patient “experienced some psychic changes” [8]. BPAEs of GCs have been described both during the short-term administration as well as with their chronic use, and because of some present with a rapid and dramatic onset with psychotic and manic symptoms, they had originally been subsumed under the nosological rubric of “corticosteroid psychosis” [9]. However, there are psychiatric problems that arise in less dramatic way such as depression, anxiety, and cognitive problems.



Although age in itself has been reported to be unrelated to the incidence of BPAEs in those taking GCs [7,9], it has been suggested that the assessment of psychiatric symptoms in older persons requires a number of special considerations such as those relating to the presence of comorbid physical health disorders, the accrual of cognitive impairment, and even dementia, and the fact that older adults are more likely to be subject to polypharmacy, using drugs that in themselves may be associated with behavioral and psychiatric disturbances [9,10,11,12,13].



Nevertheless, to the best of our knowledge, the relationship between these adverse events and GCs in older persons has never been evaluated, except through case-reports or series with few cases. In this paper, a review of the literature of the last 20 years regarding BPAEs and cognitive disorders in older people treated with CSs is undertaken.




2. Methods


A comprehensive literature search was carried out on the three main bibliographic databases: EMBASE, MEDLINE and PsycINFO (NICE HDAS interface). The search strategies merged available subject headings and free text approaches to increase the yield for studies reporting on psychiatric sequelae of steroid administration. On EMBASE, for instance, Emtree terms-(exp STEROID/ or STEROID THERAPY/ and (exp *MENTAL DISEASE/ OR *MANIA/ OR *DELIRIUM/ OR *AGITATION/ OR exp *DEPRESSION/ OR *BEHAVIOR CHANGE/ OR DEMENTIAS/MAJOR COGNITIVE IMPAIRMENT)-were complemented by natural language-((steroid-induced).ti,ab AND ((psychos*).ti,ab OR (depress*).ti,ab OR (delir*).ti,ab OR (mania).ti, ab OR (“behav* change*”).ti,ab OR (psychiatr*).ti,ab) OR (dem*).ti,ab)). The search was restricted to all clinical studies and case reports with focus on the aged (65+ years) published in any language since 1998. Additional references were identified through other sources (i.e., cited by key reviews).




3. Findings


3.1. Risk Factors


It has been suggested that there are a number of factors that can be associated with the development of BPAEs as a result of treatment with GCs. They have been divided in patient, illness, and pharmacological factors [11].



3.1.1. Patient Factors


Age has not been found to be important in determining the emergence of BPAEs, while gender was. A higher frequency of BPAEs in women has been almost constantly reported in the literature, with a 2/1 ratio. There are several hypotheses that have been formulated to explain these gender differences, but it may only be a consequence of a higher prevalence of diseases (such as Systemic Lupus Erythematosus, SLE or other autoimmune diseases) that requires GC treatment.



The presence of a previous psychiatric history cannot be a risk factor (and hence this should not be a contraindication to GC therapy [10]. However, the presence of previous GC-induced psychiatric adverse events may predispose to further episodes when re-challenged with these drugs, and a sensitization mechanism has been suggested [10].




3.1.2. Illness Factors


It has been reported that suffering from an illness that is frequently associated with neuropsychiatric manifestations may increase the risk of GC-induced BPAEs [10]. This would refer to conditions such as SLE [14,15,16]. In addition, some cohort studies have indicated that the presence of hypoalbuminemia may also increase the risk of BPAEs from GCs, as lower levels of serum albumin would be related to higher levels of free and active GCs, which are normally inactive when bound to albumin [17].




3.1.3. Pharmacological Factors


The most consistent finding relating to treatment since the very early reports is the effect of GC dose on the risk of developing BPAEs, with the risk increasing with higher GC doses [10,12]. Although most large studies are not necessarily focused on older adults, it is not clear whether in this group the risk is the same, bearing in mind what has been mentioned earlier in relation to the special considerations to be had in older people. Besides being linked to the systemic administration of GCs, BPAEs have also been reported in older adults receiving GCs via eye drops [18,19], intra-articular injections [17,20,21] and after a cervical epidural, four medial branch blocks, four trigger point injections, and a tendon injection in a shoulder, all including GCs [22]. It has been shown that methylprednisolone 80 mg injected into a knee joint with osteoarthritis leads to a mean plasma peak concentration of 169 ng/mL eight hours post-injection [23]. The mean concentration of GCs in plasma is also almost six times greater when two knees are injected compared to just one [24]. It has also been suggested that older adults are most at risk of systemic side-effects from eye drops [25], and that as much as 80% of the active principle of eye drops may enter the systemic circulation [26].



As previously mentioned, the dose of GCs is related to the risk of BPAEs, but there does not seem to exist a safe low dose of GCs [10,12].



BPAEs tend to arise within the first two weeks of treatment with GCs [9], but they can also develop after long periods of treatment [27], and even after discontinuation of long term GCs. In fact, it has been observed that patients on extended GCs therapy frequently develop withdrawal symptoms when treatment is stopped, suffering from symptoms such as fatigue, depression, discouragement, anorexia, or psychosis [27]. A cohort study (21,995 patients) of neuropsychiatric outcomes following discontinuation of long-term GCs (1–3 years) with a median age at first GCs course discontinuation of 72.6 years (interquartile range 61.3–80.5 years), found that discontinuation was associated with an increased risk of both depression and delirium, and that those treated with long-acting GCs were particularly at risk. In this cohort, older people were also at a higher risk of delirium [28].



Finally, and especially in older people in whom the likelihood of polypharmacy is higher, the role of concomitant pharmacological treatments needs to be taken into consideration [10]. Of specific importance are drugs that interact with the metabolism of GCs, especially those that can increase the plasma levels of unbound GCs such as clarithromycin [29].





3.2. Behavioural and Psychiatric Disorders Associated with CSs Use


3.2.1. Delirium


Delirium is an acute disturbance in attention and awareness, tending to fluctuate in severity during the course of a day. A disturbance in cognition (e.g., memory deficit, disorientation, language, visuospatial ability, or perception) represents an additional classification criterion. According to the American Psychiatric Association (APA) Diagnostic and Statistical Manual of Mental Disorders (DSM), there must be evidence from the history, physical examination or laboratory findings that these disturbances are a direct consequence of another medical condition, substance intoxication or withdrawal (i.e., due to a drug of abuse or to a medication), or exposure to a toxin, or is due to multiple etiologies [30]. Delirium is associated with negative outcomes such as a short life expectancy, first of all. Furthermore, an increased risk of incident cognitive impairment and dementias has been observed in these patients. On the other hand, in some older persons, delirium can be superimposed on dementia [31,32]. There are three different types of delirium: (1) hyperactive (the most frequent); (2) hypoactive (more likely to go unrecognised; carphology is a characteristic sign); and (3) mixed.



The possibility that the onset of delirium is related to one or more precipitating factors, especially in older patients with multiple predisposing elements, has been frequently discussed in literature [33,34,35,36]. According to the theory proposed by Inouye et al, predisposing and precipitating factors are inversely proportional to the development of delirium.



We know that there is a relationship between GCs doses and the risk of developing acute adverse reactions. For example, in 1972, the Boston Collaborative Drug Surveillance Program published data on acute adverse reactions to prednisone in relation to dosage: Amongst 718 patients, only 1.3% developed psychosis with less than 40 mg prednisone/day compared to 18% taking more than 80 mg/day [12]. On the other hand, as highlighted above, it is widely accepted that the development of delirium originates from a complex inter-relationship between predisposing factors and exposure to noxious insults or precipitating factors. So, in clinical practice, the risk that low doses of GCs may induce a delirium in an elderly person with multi-morbidity, polypharmacy and a fragile homeostatic balance (“frail elderly”) must always be kept in mind. In the last few years, a new working-hypothesis was proposed. In “the systems integration failure hypothesis”, the specific cognitive and behavioral manifestations in patients with delirium are considered as the result of a combination of neurotransmitter function and availability, variability in integration and processing of sensory information, motor responses to both external and internal cues, and the degree of breakdown in neuronal network connectivity [37]. In this working-hypothesis, the role of GCs and their relationship with a disruption of circadian rhythms is speculatively interesting [38]. The potential consequences on this rhythm of the different formulation of prednisone, deserve to be investigated. In the last decade, the pharmaceutical industry has made available a modified-release prednisone for patients affected by rheumatoid arthritis to be taken at bedtime (around 22:00 hour) [39]. This formulation is more aligned with chronotherapy principles [39]. As for today, to the best of our knowledge, there is no data concerning the impact of traditional prednisone (taken on awakening) versus release-modified one as a precipitating factor for delirium. It has also been documented that previous psychiatric disorders in the patient’s medical history represent lesser risk factor for delirium than previous BPAEs [14]. However, two systematic reviews by the same investigators highlighted that the evidence about the possibility that GCs being associated with delirium must be evaluated as insufficient [40,41]. Lastly, there is scant mention of types of GCs-induced delirium (hyperactive, hypoactive, mixed) in the literature.



Key research gaps emerge on evaluation of the published literature: (1) Delirium is particularly common among hospitalized elderly people and the vast majority of data concerns this subset of patients. However, this population sample has different characteristics respect to the elderly living at home [42]. Data regarding delirium induced by GCs in elderly persons living at home is very scarce and not conclusive [43,44,45]; (2) As already highlighted, delirium can be superimposed on dementia or can represent the first clinical manifestation of dementias. In this case, do GCs induce delirium or dementia? This point is not trivial: in fact, dementia (with or without delirium) can be induced by GCs and delirium screening tools gave different results, depending on whether or not dementia was present [46,47]; (3) It may not be easy to navigate through the different, possible drug interactions in older patients with polypharmacy [48,49,50].



The above points can be considered as unmet needs to be evaluated with appropriate studies.




3.2.2. Dementia


In Western countries, Alzheimer disease (AD) is the most frequent type of dementia. The hippocampus, which is affected in the early stages of classical or amnestic AD, has, as already highlighted, a high concentration of GCr; and therefore, plays an important role in cortisol regulation, inhibiting the hypothalamic-pituitary-adrenal axis after stressor-induced cortisol elevations, allowing cortisol increases after psychosocial stress, and controlling the cortisol awakening response [51]. So, every early pathology in the hippocampus before AD onset could alter cortisol regulation, resulting in unstable cortisol output and high cortisol variability [52]. Conversely, unstable cortisol fluctuations over time may also influence the health of the hippocampus [53,54]. Thus, the relationship between GCs and hippocampus is dynamically bi-directional. The effects of GCs on memory involve not only hippocampus but also other cerebral areas (pre-frontal cortex, above all) [55,56]. Therefore, it is not surprising that during therapy with GCs, modest and reversible deficits in memory (declarative memory, but also in attention and orientation) can be often observed [57].



In 1984, Varney et al. highlighted the possibility that a reversible dementia can occur during therapy with GCs without psychotic manifestations [58]. On the other hand, the presence of psychotic manifestations during therapy with GCs must be carefully evaluated in their relationship with a possible, concomitant dementia. [59,60]. In 2004 and then in 2007, Wolkowitz et al. published a case-series of patients with significant cognitive impairment during therapy with GCs. In these patients, this impairment persisted after GCs discontinuation as a consequence of steroid neuroendargement or neurotoxicity. They proposed the term of “steroid dementia syndrome” as the paradigm of a non-reversible dementia. [61,62].



The relationship between dementias and GCs must take into account also the disease for which GCs are used. In fact, some of these conditions can, in their selves, induce a cognitive impairment. An example of this is SLE [63,64].



The possibility that patients with dementia can favorably respond to GCs (rather than to other drugs such as acetylcholinesterase inhibitors, for example) must be considered in clinical practice. This possibility is self-evident for all the dementias consequence of a rheumatic autoimmune disease, such as SLE. More difficult is the diagnosis of the so-called “autoimmune encephalopathy”. In fact, this diagnosis is mostly taken into consideration only after other etiologies (structural, neoplastic or paraneoplastic, infectious, toxic, metabolic, vascular etiologies) have been excluded. In some cases, a pathogenic antibody specific (such as voltage-gated potassium channel antibodies or anti-NMDA receptor antibodies) are present; in other cases, is characteristic the association with Hashimoto’s thyroiditis (so-called “Hashimoto’s encephalopathy”) [65,66]. Lastly, in some patients, an autoimmune encephalopathy can suggest a primary central nervous system vasculitis [67].



High-dose corticosteroids (0.5–1.5 g. prednisone per day) are the initial treatment in most patients and this may serve as a diagnostic test when the diagnosis is uncertain. A complete (or near complete) resolution of cognitive impairment after a high dose GCs treatment is very suggestive. [68,69].



Exceptionally, has been documented a coincidence of AD or Lewy body disease with an autoimmune steroid-responsive encephalopathy [70]. In these patients, GCs treatment can realize a period (months or years) of improved cognitive impairment and quality of life.



As for delirium, comorbidities and polypharmacy can be confounding factors in older persons with dementia.




3.2.3. Mania and Psychosis


Under the rubric of “psychosis”, both acute affective and schizophreniform presentations have been described [11] which can be very disruptive and interfere with daily functioning, and will often require intervention [71]. In fact, affective disorders in the form of mania or hypomania are the most frequent BPAEs following the recent onset of treatment with GCs [72,73] with around 55% prevalence in one review [74]. A retrospective series of patients with more than one episode of GC-induced mood changes, found that 85% of the episodes were primarily manic in nature [75]. A milder form consisting of euphoria/elation with increased joviality and optimism can be seen more frequently in patients taking GCs [76,77]. Manic symptoms in older patients have also been reported to persist for many months after cessation of GCs [78], indicating that treatment may be needed for longer periods of time.



The symptoms of mania secondary to GCs are not different from those of primary mania, and the use of rating scales can help with the diagnosis; for example the Young Mania Rating Scale (YMRS) [79]. Mania secondary to GCs can also present with psychotic phenomena such as delusions and hallucinations, and with features suggestive of delirium. Mania can also be followed by depression, adopting a bipolar form.



A review of 53 cases, including patients over the age of 65, established that the frequency of psychosis was 62%, although this figure included psychoses in the context of mania, depression, and delirium, rather than paranoid or schizophreniform psychoses [74].



Paranoid psychoses can also occur although but their prevalence in older adults is not clear, as it is often difficult to distinguish them from manic presentations with psychotic symptoms. Psychotic phenomena can also occur in patients with delirium and hence a comprehensive assessment is required, especially in older people who are more at risk of delirium. Occasionally, catatonic states can also be precipitated by exposure to GCs [80].




3.2.4. Depression


Depressive disorder is another highly frequent BPAE in patients on GCs, with a prevalence of 24% in one review [74]. A very large cross-sectional community study in Canada (Canadian Health Survey) found that GC-treated individuals had a statistically significant increase in the prevalence of depression compared to those not treated with GCs [81], with an estimated 1 year prevalence three times higher than in non-treated subjects, irrespective of age, gender, or perceived health. In neurons with glucocorticoid receptors, the steroid-receptor complex goes into the nucleus and alters gene transcription, resulting in alterations in the production of neurotransmitters (including dopamine and serotonin) and neuropeptides (e.g., somatostatin, beta-endorphin). Concentrations of serotonin receptors at the synaptic cleft are also affected, and may contribute to mood symptoms in corticosteroid-treated patients [82].



Depression can occur shortly after initiation of treatment with GCs and in those on long-term GCs. It can also occur in the context of a GC-withdrawal syndrome, especially after long-term use. It has been suggested that the risk of depression in GC-treated patients increases with prolonged or chronic exposure [74].



Self-harm and suicidality have been reported in GC-treated patients, often in the course of depression [75], and in one review including older adults, the frequency of suicidal ideation was 36% [74]. Catatonia, in the form of depressive stupor, can also complicate depressive episodes [75].



The use of rating scales in non-psychiatric settings could help to identify depression in older patients taking GCs or having recently come off them (e.g., The 15-item Geriatric Depression Scale (GDS), or the Hospital Anxiety and Depression Scale (HADS) [83,84].




3.2.5. Anxiety and Panic


Anxiety disorders have been reported in patients treated with GCs, adopting the profiles of generalized anxiety, a free floating form of anxiety, as well as of panic disorder. The literature is very scarce on anxiety disorders in this group, and especially in older adults.





3.3. Treatment Considerations


The literature on treatment of GC-induced BPAEs is limited to case series, case reports, and small trials, and data specific to older patients is scant. Large RCTs are needed to establish a more robust evidence-base. It is also very important to raise awareness of the risk of BPAEs with GC treatment amongst clinicians as well as among patients and their families and careers, so that early diagnosis and intervention can take place [74]. Prior to starting treatment with GCs, it is imperative to review the patient’s current medication list to ensure that is rationalized if possible, and that any drugs that may interact with GCs are taken into account. The background medical condition that is being treated with GCs needs to be considered too as some illnesses may be associated with neuropsychiatric symptoms in any case (for example, SLE).



Once a BPAE has been identified, the first step in its management should be the reduction of the dose of GC or its tapering off if at all possible. This can result in the resolution of symptoms [9,10,14,60,61,77].



In relation to the treatment of manic episodes, an open label trial found that olanzapine was efficacious in GC-induced mania and mixed mania [85]. Lithium, sodium valproate, carbamazepine, risperidone, quetiapine, haloperidol, lamotrigine, gabapentin, and clonazepam, have all been reported to have been helpful in the treatment of GC-induced mania [10,14,72,74]. These drugs can also be effective even in the treatment of GC-induced delirium and of GC-induced behavioral and psychological symptoms during dementia (BPSD) [86].



Little evidence exists on how to treat or to prevent cognitive changes associated with use of exogenous corticosteroids. In a randomized, double-blind, placebo controlled study, Brown et al. hypothesized that giving phenytoin to patients receiving oral corticosteroids would improve declarative memory. The results failed to show a statistically significant difference in declarative memory between controls and patients receiving phenytoin; however, they found that phenytoin reduced the incidence of hypomania associated with corticosteroids. Possibly, this is related to the fact that phenytoin interferes with cytochrome P450 activity, increasing GCs hepatic metabolism and thereby accelerates their clearance [87].



In a randomized placebo-controlled double-blind study, administration of 20 mg/day of memantine to patients receiving prednisone produced an improvement in memory compared with controls on an equivalent dose of prednisone while receiving placebo [88].



In the case of older adults, a number of considerations are required when choosing a pharmacological intervention, such as the potential toxicity of lithium with worsening renal function in addition to its own potential for causing renal impairment, the increase in the risk of falls with antipsychotics, valproate, and benzodiazepines, the increased risk of extrapyramidal side-effects from antipsychotics, and the increased risk of cardio-metabolic disorders with atypical antipsychotics in this age group [89].



GC-induced depression has been reported to have responded to lithium [90], as well as to lithium in combination with antidepressants, to tricyclic antidepressants, selective serotonin reuptake inhibitors (including fluoxetine, sertraline, and fluvoxamine), and venlafaxine [74]. Electroconvulsive Therapy has been beneficial in severe cases and in psychotic depressive episodes [91]. In older adults it is probably less advisable to use tricyclic antidepressants due to their strong anticholinergic effects which may worsen or precipitated delirium, in addition to other substantial side-effects.



As reported above, a significant proportion of patients receiving GC treatment may develop suicidal ideation, and clinicians should be mindful of this fact and inform patients and families to be vigilant in this regard.



GC-induced psychosis has been reported to respond to both typical and atypical antipsychotics [10].





4. Conclusions


Even if widely used, the available literature on the prevalence of the various BPAEs in patients treated with GCs is not very extensive, consisting mainly of case reports and of series with small numbers of patients [92].



As highlighted in our review article, the literature on the same issue specifically concerning older patients is even scarcer. This makes it no possible to carry out any statistical evaluation of the data (including meta-analysis). Furthermore, in older patients, polypharmacy, multimorbidities and frailty (usually absent in other age groups) can be confounding factors and represent critical issues in the treatment of BPAEs. Lastly, diverse affective, behavioral, and cognitive syndromes have often been lumped together under the term steroid psychosis (whether or not a patient has been psychotic). The use of the same label for myriad syndromes limits our ability to establish their etiology, treatment, and outcome with more certainty and confidence [75]. More appropriately designed studies in the age group are needed to improve our knowledge of these BPAEs. As highlighted by some investigators [11,73], clinical reports are necessary for hypothesis making whereas clinical trials are necessary for hypothesis testing. These trials should include, as above underlined, formal psychiatric assessment; consider all the possible confounding factors; present more information on long-term outcome and on the risk of BPAEs recurrence; have data regarding the impact of the duration of GC treatment on the onset of BPAEs in the age group (data that are currently lacking). In the next studies in older persons, these needs should be properly satisfied.







Author Contributions


Conceptualization, C.M. and J.S.-M.; Methodology, C.M. J.S.-M., A.C., M.I.; Validation: C.M., J.S.-M.; Formal Analysis, C.M., J.S.-M., M.I.; Investigation, C.M., J.S.-M., A.C., M.I.; Resources, C.M., J.S.-M., M.I.; Data curation: C.M., J.S.-M.; Writing original draft preparation, J.S.-M., C.M.; Writing-Review and Editing, J.S.-M; Visualization, C.M., Supervision: C.M., J.S.-M. All Authors agree to the final version.




Funding


This research received no external funding.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Brown, E.S.; Chandler, P.A. Mood and cognitive changes during systemic corticosteroid therapy. Prim. Care Companion J. Clin. Psychiatry 2001, 3, 17–21. [Google Scholar] [CrossRef] [PubMed]

	



Mc Ewen, B.S.; Weiss, J.M.; Schwartz, L.S. Selective retention of corticosterone by limbic structures in rat brain. Nature 1968, 220, 911–912. [Google Scholar] [CrossRef]

	



DeKloet, E.R. From receptor balance to rational glucocorticoid therapy. Endocrinology 2014, 155, 2754–2769. [Google Scholar] [CrossRef] [PubMed]

	



Jing, L.; Duan, T.-T.; Tian, M.; Yuan, Q.; Tan, J.-W.; Zhu, Y.-Y.; Ding, Z.-Y.; Cao, J.; Yang, Y.-X.; Zhang, X.; et al. Despair-associated memory requires a slow-onset CA1 long-term potentiation with unique underlying mechanisms. Sci. Rep. 2015, 5, 15000. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Wang, Q.; Van Heerikhuize, J.; Aronica, E.; Kawata, M.; Seress, L.; Joels, M.; Swaab, D.F.; Lucassen, P.J. Glucocorticoid receptor protein expression in human hippocampus; stability with age. Neurobiol. Aging 2013, 34, 1662–1673. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Hibberd, C.; Yau, J.L.W.; SEckl, J.R. Glucocorticoids and the ageing hippocampus. J. Anat. 2000, 197, 553–562. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Rome, H.P.; Braceland, F.J. The psychological response to ACTH, cortisone, hydrocortisone, and related corticosteroid substances. Am. J. Psychiatry 1952, 108, 641–651. [Google Scholar] [CrossRef] [PubMed]

	



Boland, E.W. Management of rheumatoid arthritis with smaller (maintenance) doses of cortisone acetate. J. Am. Med. Assoc. 1950, 144, 365–372. [Google Scholar] [CrossRef] [PubMed]

	



Lewis, A.; Fleminger, J.J. The psychiatric risk from corticotrophin and cortisone. Lancet 1954, 263, 383–386. [Google Scholar] [CrossRef]

	



Freyne, A. Neuropsychiatric complications of corticosteroids in older people. Ir. J. Psychol. Med. 2005, 22, 22–25. [Google Scholar] [CrossRef]

	



Sirois, F. Corticosteroid psychosis: A review. Gen. Hosp. Psychiatry 2003, 25, 27–33. [Google Scholar] [CrossRef]

	



The Boston Collaborative Drug Surveillance Program. Acute adverse reactions to prednisone in relation to dosage. Clin. Pharmacol. Ther. 1972, 13, 694–698. [Google Scholar] [CrossRef]

	



Cerullo, M.A. Expect psychiatric side-effects from corticosteroid use in the elderly. Geriatrics 2008, 63, 15–18. [Google Scholar] [PubMed]

	



Chau, S.Y.; Mok, C.C. Factors predictive of corticosteroid psychosis in patients with systemic lupus erythematosus. Neurology 2003, 61, 104–107. [Google Scholar] [CrossRef] [PubMed]

	



Lopez-Medrano, F.; Cervera, R.; Trejo, O.; Font, J.; Ingelmo, M. Steroid induced psychosis in systemic lupus erythematosus: A possible role of serum albumin level. Ann. Rheum. Dis. 2002, 61, 562–563. [Google Scholar] [CrossRef] [PubMed]

	



Samala, R.V.; Ciocon, J.A. Steroid-induced hallucination following intra-articular administration: A case report and brief review. J. Am. Med. Dir. Assoc. 2011, 12, 609–610. [Google Scholar] [CrossRef] [PubMed]

	



Kumigai, R.; Uchimiya, Y. Manic-episode induced by steroid (fluoromethelone) eye drops in an elderly patient. Psychiatry Clin. Neurosci. 2014, 68, 652–653. [Google Scholar] [CrossRef] [PubMed]

	



Farooq, U.; Dallol, B. Acute confusion secondary to steroid eye drops. BMJ Case Rep. 2014. [Google Scholar] [CrossRef] [PubMed]

	



Lally, L.; McCarthy, G.; Meehan, K. Hyperactive delirium following administration of intra-articular corticosteroid. BMJ Case Rep. 2017. [Google Scholar] [CrossRef] [PubMed]

	



Robinson, D.E.; Harrison-Hansley, E.; Spencer, R.F. Steroid psychosis after an intra-articular injection. Ann. Rheum. Dis. 2000, 59, 927. [Google Scholar] [CrossRef] [PubMed]

	



Benyamin, R.; Vallejo, R.; Kramer, J.; Rafeyan, R. Corticosteroid induced psychosis in the pain management setting. Pain Physician 2008, 11, 917–920. [Google Scholar] [PubMed]

	



Bertouch, J.V.; Meffin, P.J.; Sallustio, B.C.; Brooks, P.M. A comparison of plasma methylprednisolone concentrations following intraarticular injection in patients with rheumatoid arthritis and osteoarthritis. Aust. N. Z. J. Med. 1983, 13, 583–586. [Google Scholar] [CrossRef] [PubMed]

	



Armstrong, R.D.; English, J.; Gibson, T.; Chakraborty, J.; Marks, V. Serum methylprednisolone levels following intra-articular injection of methylprednisolone acetate. Ann. Rheum. Dis. 1981, 40, 571–574. [Google Scholar] [CrossRef] [PubMed]

	



Diamond, J.P. Systemic adverse effects of topical ophthalmic agents. Implications for older patients. Drugs Aging 1997, 11, 352–360. [Google Scholar] [CrossRef] [PubMed]

	



Korte, J.M.; Kaila, T.; Saari, K.M. Systemic bioavailability and cardiopulmonary effects of 0.5% timolol eye drops. Graefe’s Arch. Clin. Exp. Ophtlamol. 2002, 240, 430–435. [Google Scholar] [CrossRef] [PubMed]

	



Fardet, L.; Flahault, A.; Kettaneh, A.; Tiev, K.P.; Généreau, T.; Tolédano, C.; Lebbé, C.; Cabane, J. Corticosteroid-induced clinical adverse events: Frequency, risk factors and patient’s opinion. Br. J. Dermatol. 2007, 157, 142–148. [Google Scholar] [CrossRef] [PubMed]

	



Fardet, L.; Nazareth, I.; Whitaker, H.J.; Petersen, I. Severe neuropsychiatric outcomes following discontinuation of long-term glucocorticoid therapy: A cohort study. J. Clin. Psychiatry 2013, 74, e281–e286. [Google Scholar] [CrossRef] [PubMed]

	



Finkenbine, R.; Gill, H.S. Case of mania due to prednisone-clarithromycin interaction. Can. J. Psychiatry 1997, 42, 778. [Google Scholar] [CrossRef] [PubMed]

	



American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Association: Arlington, VA, USA, 2013. [Google Scholar]

	



Fick, D.M.; Agostini, J.V.; Inouye, S.K. Delirium superimposed on dementia: A systematic review. J. Am. Geriatr. Soc. 2000, 50, 1723–1732. [Google Scholar] [CrossRef]

	



Meagher, D.J.; Leonard, M.; Donnelly, S.; Conroy, M.; Saunders, J.; Trzepacz, P.T. A Comparison of Neuropsychiatric and Cognitive Profiles in Delirium, Dementia, Comorbid Delirium-Dementia, and Cognitively Intact Controls. J. Neurol. Neurosurg. Psychiatry 2010, 81, 876–881. [Google Scholar] [CrossRef] [PubMed]

	



Inouye, S.K.; Westendorp, R.G.; Saczynski, J.S. Delirium in elderly people. Lancet 2014, 383, 911–922. [Google Scholar] [CrossRef][Green Version]

	



Maclullich, A.M.; Anand, A.; Davis, D.H. New horizons in the pathogenesis, assessment and management of delirium. Age Ageing 2013, 42, 667–674. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Jones, R.N.; Fong, T.G.; Metzger, E.; Tulebaev, S.; Yang, F.M.; Alsop, D.C.; Marcantonio, E.R.; Cupples, L.A.; Gottlieb, G.; Inouye, S.K. Aging, brain disease, and reserve: Implications for delirium. Am. J. Geriatr. Psychiatry 2010, 18, 117–127. [Google Scholar] [CrossRef] [PubMed]

	



Lindroth, H.; Bratzke, L.; Purvis, S.; Brown, R.; Coburn, M.; Mrkobrada, M.; Chan, M.T.; Davis, D.H.; Pandharipande, P.; Carlsson, C.M.; et al. Systematic review of prediction models for delirium in the older adult inpatient. BMJ Open 2018, 8, e019223. [Google Scholar] [CrossRef] [PubMed]

	



Maldonado, J.R. Delirium pathophysiology: An updated hypothesis of the etiology of acute brain failure. Int. J. Geriatr. Psychiatry 2017. [Google Scholar] [CrossRef] [PubMed]

	



Scott, B.K. Disruption of Circadian Rhythms and Sleep in Critical Illness and its Impact on the Development of Delirium. Curr. Pharm. Des. 2015, 21, 3443–3452. [Google Scholar] [CrossRef] [PubMed]

	



Buttgereit, F.; Gibofsky, A. Delayed-release prednisone—A new approach to an old therapy. Expert Opin. Pharmacother. 2013, 14, 1097–1106. [Google Scholar] [CrossRef] [PubMed]

	



Spies, C.M.; Cutolo, M.; Straub, R.H.; Burmester, G.R.; Buttgereit, F. Prednisone chronotherapy. Clin. Exp. Rheumatol. 2011, 29 (Suppl. 68), S42–S45. [Google Scholar] [PubMed]

	



Clegg, A.; Young, J.B. Review: Insufficient evidence exists about which drugs are associated with delirium: Benzodiazepines may increase risk. Ann. Intern. Med. 2011, 154, JC6–J10. [Google Scholar]

	



Clegg, A.; Young, J.B. Which medications to avoid in people at risk of delirium: A systematic review. Age Ageing 2011, 40, 23–29. [Google Scholar] [CrossRef] [PubMed]

	



Mathillas, J.; Olofsson, B.; Lövheim, H.; Gustafson, Y. Thirty-day prevalence of delirium among very old people: A population-based study of very old people living at home and in institutions. Arch. Gerontol. Geriatr. 2013, 57, 298–304. [Google Scholar] [CrossRef] [PubMed]

	



Malefant, P.; Voyer, P. Detecting delirium in older adults living at home. J. Community Health Nurs. 2012, 29, 121–130. [Google Scholar] [CrossRef] [PubMed]

	



de Lange, E.; Verhaak, P.F.; van der Meer, K. Prevalence, presentation and prognosis of delirium in older people in the population, at home and in long term care: A review. Int. J. Geriatr. Psychiatry 2013, 28, 127–134. [Google Scholar] [CrossRef] [PubMed]

	



Morandi, A.; McCurley, J.; Vasilevskis, E.E.; Fick, D.M.; Bellelli, G.; Lee, P.; Jackson, J.C.; Shenkin, S.D.; Schnelle, J.; Inouye, S.K.; et al. Tools to detect delirium superimposed on dementia: A systematic review. J. Am. Geriatr. Soc. 2012, 60, 2005–2013. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Morandi, A.; Davis, D.; Bellelli, G.; Arora, R.C.; Caplan, G.A.; Kamholz, B.; Kolanowski, A.; Fick, D.M.; Kreisel, S.; MacLullich, A.; et al. The diagnosis of delirium superimposed on dementia: An emerging challenge. J. Am. Med. Dir. Assoc. 2017, 18, 12–18. [Google Scholar] [CrossRef] [PubMed]

	



Onder, G.; Giovannini, S.; Sganga, F.; Manes-Gravina, E.; Topinkova, E.; Finne-Soveri, H.; Garms-Homolová, V.; Declercq, A.; van der Roest, H.G.; Jónsson, P.V.; et al. Interactions between drugs and geriatric syndromes in nursing home and home care: Results from Shelter and IBenC projects. Aging Clin. Exp. Res. 2018. [Google Scholar] [CrossRef] [PubMed]

	



McCarthy, C.; Clyne, B.; Corrigan, D.; Boland, F.; Wallace, E.; Moriarty, F.; Fahey, T.; Hughes, C.; Gillespie, P.; Smith, S.M. Supporting prescribing in older people with multimorbidity and significant polypharmacy in primary care (SPPiRE): A cluster randomised controlled trial protocol and pilot. Implement. Sci. 2017, 12, 99. [Google Scholar] [CrossRef] [PubMed]

	



Smith, S.M.; Soubhi, H.; Fortin, M.; Hudon, C.; O’Dowd, T. Interventions for improving outcomes in patients with multimorbidity in primary care and community setting. Cochrane Database Syst. Rev. 2016, 3, CD006560. [Google Scholar] [CrossRef] [PubMed]

	



Buchanan, T.W.; Tranel, D.; Kirschbaum, C. Hippocampal damage abolishes the cortisol response to psychosocial stress in humans. Horm. Behav. 2009, 56, 44–50. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Morris, J.C. Early-stage and preclinical Alzheimer disease. Alzheimer Dis. Assoc. Disord. 2005, 19, 163–165. [Google Scholar] [PubMed]

	



Huang, C.W.; Lui, C.C.; Chang, W.N.; Lu, C.H.; Wang, Y.L.; Chang, C.C. Elevated basal cortisol level predicts lower hippocampal volume and cognitive decline in Alzheimer’s disease. J. Clin. Neurosci. 2009, 16, 1283–1286. [Google Scholar] [CrossRef] [PubMed]

	



Joëls, M. Corticosteroid actions in the hippocampus. J. Neuroendocrinol. 2001, 13, 657–669. [Google Scholar] [CrossRef] [PubMed]

	



Brunner, R.; Schaefer, D.; Hess, K.; Parzer, P.; Resch, F.; Schwab, S. Effect of corticosteroids on short-term and long-term memory. Neurology 2005, 64, 335–337. [Google Scholar] [CrossRef] [PubMed]

	



De Quervain, D.J.; Henke, K.; Aerni, A.; Treyer, V.; McGaugh, J.L.; Berthold, T.; Nitsch, R.M.; Buck, A.; Roozendaal, B.; Hock, C. Glucocorticoid induced impairment of declarative memory retrieval is associated with reduced blood flow in the medial temporal lobe. Eur. J. Neurosci. 2003, 17, 1296–1302. [Google Scholar] [CrossRef] [PubMed]

	



Coluccia, D.; Wolf, O.T.; Kollias, S.; Roozendaal, B.; Forster, A.; Dominique, J.F. Glucocorticoid therapy-induced memory deficits: Acute versus chronic effects. Neuroscience 2008, 28, 3474–3478. [Google Scholar] [CrossRef] [PubMed]

	



Wolkowitz, O.M.; Rubinow, D.; Doran, A.R.; Breier, A.; Berrettini, W.H.; Kling, M.A.; Pickar, D. Prednisone effects on neurochemistry and behaviour. Arch. Gen. Psychiatry 1990, 47, 963–968. [Google Scholar] [CrossRef] [PubMed]

	



Varney, N.R.; Alexander, B.; Mac Indoe, J.H. Reversible steroid dementia in patients without steroid psychosis. Am. J. Psychiatry 1984, 141, 369–372. [Google Scholar] [PubMed]

	



Sacks, O.; Shulman, M. Steroid dementia: An overlooked diagnosis? Neurology 2005, 64, 707–709. [Google Scholar] [CrossRef] [PubMed]

	



Manzo, C.; Visco, G.; Lombardo, G.; Natale, M.; Marino, S. Demenza e terapia corticosteroidea: Considerazioni su un caso clinico. Psicogeriatria 2007, 1, 22–24. [Google Scholar]

	



Wolkowitz, O.M.; Lupien, S.J.; Bigler, E.; Levin, R.B.; Canick, J. The “steroid dementia syndrome”: An unrecognized complication of glucocorticoid treatment. Ann. N. Y. Acad. Sci. 2004, 1032, 191–194. [Google Scholar] [CrossRef] [PubMed]

	



Wolkowitz, O.M.; Lupien, S.J.; Bigler, E. The “steroid dementia syndrome”: A possible model of human glucocorticoid neurotoxycity. Neurocase 2007, 13, 189–200. [Google Scholar] [CrossRef] [PubMed]

	



Lin, Y.R.; Chou, L.C.; Chen, H.C.; Liou, T.H.; Huang, S.W.; Lin, H.W. Increased Risk of Dementia in Patients With Systemic Lupus Erythematosus: A Nationwide Population-Based Cohort Study. Arthritis Care Res. 2016, 68, 1774–1779. [Google Scholar] [CrossRef] [PubMed]

	



Gendelman, O.; Tiosano, S.; Shoenfeld, Y.; Comaneshter, D.; Amital, H.; Cohen, A.D.; Amital, D. High proportions of dementia among SLE patients: A big data analysis. Int. J. Geriatr. Psychiatry 2018, 33, 531–536. [Google Scholar] [CrossRef] [PubMed]

	



Castillo, P.; Woodruff, B.; Caselli, R.; Vernino, S.; Lucchinetti, C.; Swanson, J.; Noseworthy, J.; Aksamit, A.; Carter, J.; Sirven, J.; et al. Steroid-responsive encephalopathy associated with autoimmune thyroiditis. Arch. Neurol. 2006, 63, 197–292. [Google Scholar] [CrossRef] [PubMed]

	



Perrot, X.; Giraud, P.; Biacabe, A.G.; Perret-Liaudet, A.; Borson-Chazot, F.; Gray, F.; Kopp, N.; Boulliat, J. Hashimoto’s encephalopathy: An anatonoclinical observation. Rev. Neurol. 2002, 158, 461–466. [Google Scholar] [PubMed]

	



Salvarani, C.; Brown, R.D.; Hunder, G.C. Adult primary central nervous system vasculitis. Isr. Med. Assoc. J. 2017, 19, 448–453. [Google Scholar] [PubMed]

	



McKeon, A. Autoimmune encephalopaties and dementias. Continuum (Minneap Minn) 2016, 22, 538–558. [Google Scholar] [PubMed]

	



Flanagan, E.P.; Drubach, D.A.; Boeve, B.F. Autoimmune dementia and encephalopathy. Handb. Clin. Neurol. 2016, 133, 247–267. [Google Scholar] [PubMed]

	



Mateen, F.J.; Josephs, K.A.; Parisi, J.E.; Drubach, D.A.; Caselli, R.J.; Kantarci, K.; Jack Jr, C.; Boeve, B.F. Steroid-responsive encephalopathy subsequently associated with Alzheimer disease pathology: A case series. Neurocase 2012, 18, 1–12. [Google Scholar] [CrossRef] [PubMed]

	



Roxanas, M.G.; Hunt, G.E. Rapid reversal of corticosteroid-induced mania with sodium valproate: A case series of 20 patients. Psychosomatics 2012, 53, 575–581. [Google Scholar] [CrossRef] [PubMed]

	



van Gerpen, M.W.; Johnson, J.E.; Winstead, D.K. Mania in the geriatric patient population. Am. J. Geriatr. Psychiatr. 1999, 7, 188–202. [Google Scholar] [CrossRef]

	



Kenna, H.A.; Poon, A.W.; de los Angeles, C.P.; Koran, L.M. Psychiatric complications of treatment with corticosteroids: Review with case report. Psychiatry Clin. Neurosci. 2011, 65, 549–560. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Wada, K.; Yamada, N.; Suzuki, H.; Lee, Y.; Kuroda, S. Recurrent cases of corticosteroid-induced mood disorder: Clinical characteristics and treatment. J. Clin. Psychiatry 2000, 61, 261–267. [Google Scholar] [CrossRef] [PubMed]

	



Lotan, I.; Fireman, L.; Benninger, F.; Weizman, A.; Steiner, I. Psychiatric side-effects of acute high-dose corticosteroid therapy in neurological conditions. Int. Clin. Psychopharmacol. 2016, 31, 224–231. [Google Scholar] [CrossRef] [PubMed]

	



Warrington, T.P.; Bostwick, J.M. Psychiatric adverse effects of corticoseteroids. Mayo Clin. Proc. 2006, 81, 1361–1367. [Google Scholar] [CrossRef] [PubMed]

	



Roxanas, M.G. Persistent mania following cessation of corticosteroids. Australas. Psychiatry 2018. [Google Scholar] [CrossRef] [PubMed]

	



Young, R.C.; Biggs, J.T.; Ziegler, V.E.; Meyer, D.A. A rating scale for mania: Reliability, validity and sensitivity. Br. J. Psychiatry 1978, 133, 429–435. [Google Scholar] [CrossRef] [PubMed]

	



Denysenko, L.; Freudenreich, O.; Philbrick, K.; Penders, T.; Zimbrean, P.; Nejad, S.; Chwastiak, L.; Dickerman, A.; Niazi, S.; Shim, J.; et al. Catatonia in Medically Ill Patients An Evidence-Based Medicine (EBM) Monograph for Psychosomatic Medicine Practice. Available online: http://www.eapm.eu.com/tl_files/content/Publications/Catatonia_APM-EAPM_2015-04-17.pdf (accessed on 2 July 2018).

	



Patten, S.B. Exogenous corticosteroids and major depression in the general population. J. Psychosom. Res. 2000, 49, 447–449. [Google Scholar] [CrossRef]

	



Yesavage, J.A. Geriatric Depression Scale. Psychopharmacol. Bull. 1988, 24, 709–711. [Google Scholar] [PubMed]

	



Wolkowitz, O.M.; Reus, U.I. Treatment of depression with antiglucocorticoid drugs. Psychosom. Med. 1999, 61, 698–711. [Google Scholar] [CrossRef] [PubMed]

	



Zigmond, A.S.; Snaith, R.P. The hospital anxiety and depression scale. Acta Psychiatr. Scand. 1983, 67, 361–370. [Google Scholar] [CrossRef] [PubMed]

	



Brown, E.S.; Chamberlain, W.; Dhanani, N.; Paranjpe, P.; Carmody, T.J.; Sargeant, M. An open label trial of olanzapine for corticosteroid-induced mood symptoms. J. Affect. Dis. 2004, 83, 277–281. [Google Scholar] [CrossRef] [PubMed]

	



Hshieh, T.T.; Inouye, S.K.; Oh, E.S. Delirium in the Elderly. Psychiatr. Clin. N. Am. 2018, 41, 1–17. [Google Scholar] [CrossRef] [PubMed]

	



Zdanys, K.F.; Carvalho, A.F.; Tampi, R.R.; Steffens, D.C. The treatment of behavioral and psychological symptoms of dementia: Weighing benefits and risks. Curr. Alzheimer Res. 2016, 13, 1124–1133. [Google Scholar] [CrossRef] [PubMed]

	



Brown, E.S.; Stuard, G.; Liggin, J.D.; Hukovic, N.; Frol, A.; Dhanani, N.; Khan, D.A.; Jeffress, J.; Larkin, G.L.; McEwen, B.S.; et al. Effect of phenytoin on mood and declarative memory during prescription corticosteroid therapy. Biol. Psychiatry 2005, 57, 543–548. [Google Scholar] [CrossRef] [PubMed]

	



Brown, E.S.; Vazquez, M.; Nakamura, A. Randomized, placebocontrolled, crossover trial of memantine for cognitive changes with corticosteroid therapy. Biol. Psychiatry 2008, 64, 727–729. [Google Scholar] [CrossRef] [PubMed]

	



De Hert, M.; Detraux, J.; van Winkel, R.; Yu, W.; Correll, C.U. Metabolic and cardiovascular adverse effects associated with antipsychotic drugs. Nat. Rev. Endocrinol. 2012, 8, 114–126. [Google Scholar] [CrossRef] [PubMed]

	



Terao, T.; Yoshimura, R.; Shiratuchi, T.; Abe, K. Effects of lithium on steroid-induced depression. Biol. Psychiatry 1997, 41, 1225–1226. [Google Scholar] [CrossRef]

	



Ismail, M.; Lyster, G. Treatment of psychotic depression associated with steroid therapy in Churg-Strauss syndrome. Ir. Med. J. 2002, 95, 18–19. [Google Scholar] [PubMed]

	



Halper, J.P. Corticosteroids and behavioral disturbances. In Principles of Corticosteroids Therapy; Lin, A.N., Ed.; PSE: London, UK, 2002; pp. 174–201. [Google Scholar]







© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).






nav.xhtml


  medicines-05-00082


  
    		
      medicines-05-00082
    


  




  





media/file0.png





