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The Faculty of Pain Medicine is committed to reviewing its guidelines on the delivery of pain medicine 

as the COVID-19 pandemic continues to evolve.   

Current evidence is not sufficient to allow us to quantify the risk associated with steroid use for pain 

intervention procedures, should a patient come into contact with COVID-19 during the period of 

immunosuppression that inevitably occurs after use of steroids. 

The current Public Health England guidance1 for the management of oxygen or ventilator dependent 

COVID-19 is in specific patient groups to consider the use of dexamethasone. Preliminary results from 

the Recovery Trial2,3 on the use of Dexamethasone for patients hospitalised with COVID-19 infection 

show that the use of dexamethasone for up to 10 days resulted in lower 28-day mortality than usual 

care in patients who were receiving invasive mechanical ventilation at randomization and those who 

were receiving oxygen without invasive mechanical ventilation.  However, there was no evidence that 

dexamethasone provided any benefit among patients who were not receiving respiratory support at 

randomization, and the results were consistent with possible harm in this subgroup.3 Moreover, as 

we have previously noted there is evidence that widespread or unfocussed use of systemic 

corticosteroids in COVID-19, influenza or Middle East respiratory syndrome coronavirus (MERS-CoV) 

infection, is associated with a risk benefit analysis towards overall harm.4,5,6 In a recent editorial in the 

Journal of Clinical Endocrinology & Metabolism (JCEM) editors7 have examined the coronavirus 

pandemic’s impact on patients with endocrine system related diseases. They have concluded that 

individuals taking steroids for conditions such as asthma, allergies and arthritis, on a routine basis, are 

at higher risk if they become infected with the COVID-19.  This is thought to be due to in an inability 

to mount a normal stress response.7,8 

Therefore, managing this issue through a competent evidence base that steroids are absolutely safe 

with COVID-19 is not and may never be possible.9,10,11 Moreover, waiting for such evidence may be 

very lengthy and result in significant patient suffering in the interim. We are therefore faced with an 

ethical dilemma of asking our patients to make the choice of consenting to a potential risk inherent in 

these procedures or to face insufferable pain.  



 

As the COVID-19 pandemic evolves it is becoming evident currently that the number of patients who 

are actively known to be infected with the virus is diminishing. This means that the risk of a patient 

being exposed to the virus has becomes less and this may be taken into consideration when weighing 

individual risk.   We note however that there are regional variations with “hotspots” of the virus 

appearing intermittently across parts of the country and therefore pain physicians need to remain 

aware of updated epidemiological data from Public Health England. If current trends in the prevalence 

of COVID-19 continue, patients may elect for less urgent injections with increasing confidence that the 

risks of coming into contact with the virus are low. 

Our previous recommendations - “FPM & BPS Joint Guidance on Pain Interventions during the COVID-

19 Recovery Phase” published on the 8th of June 202012 in conjunction with the British Pain Society 

and summarised in the table below still stand. We however recommend that risk benefit ratio is also 

measured in the context of the local prevalence of the COVID-19 virus at that point in time.  

 

The FPM will continue to monitor the pandemic and will issue further guidelines as and when 

appropriate. 
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Summary of Recommendations from Joint Guidance12 

 

 The decision to resume injections should be based on a balance of risks and benefits for 
individual patients 

 The decision to resume injections should take into account the current COVID-19 
situation in that region 

 Injections should be prioritised according to the level of urgency suggested by the FPM 
guidance on recovery of services 

 An individualised treatment plan for difficult cases should be supported by the MDT 
with a minimum of two clinicians involved 

 All reasonable non-injection pain management measures should be explored before 
injections are started or resumed 

 Protective measures should be taken by local protocol to minimise the risks to patients 
and staff 

 Pain services must aim for the resumption of fully commissioned services when safe to 
deliver 
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