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HPIHPI



 

43 43 yoyo M with history of heroin addiction on M with history of heroin addiction on 
methadone maintenancemethadone maintenance



 

Reported low libido to PCPReported low libido to PCP


 

PCP checked testosterone and found to be low PCP checked testosterone and found to be low 
per ptper pt



 

Erectile function decreasedErectile function decreased


 

Shaves 1x/wk but unchangedShaves 1x/wk but unchanged


 

Has multiple children but none for 14 yrs despite Has multiple children but none for 14 yrs despite 
unprotected sexual activity with wifeunprotected sexual activity with wife



HPI continuedHPI continued



 

Notes increased HA x 3 yrs, mildNotes increased HA x 3 yrs, mild


 

No visual changesNo visual changes


 

No No galactorrheagalactorrhea


 

+snoring but feels refreshed after sleep+snoring but feels refreshed after sleep


 

100 lb weight gain since quitting heroin100 lb weight gain since quitting heroin


 

No history of testicular torsion, infection, No history of testicular torsion, infection, 
no masses or change in sizeno masses or change in size



Past Medical HistoryPast Medical History



 

Type 2 DMType 2 DM


 

Pt reports BGs 90sPt reports BGs 90s--low 100slow 100s



 

Heroin addiction on methadone weanHeroin addiction on methadone wean



MedicationsMedications



 

MetforminMetformin 500 mg daily500 mg daily


 

Methadone 70 mg dailyMethadone 70 mg daily



Family HistoryFamily History



 

No known No known hypogonadismhypogonadism, pubertal , pubertal 
disorders, brain or pituitary tumorsdisorders, brain or pituitary tumors



Social HistorySocial History



 

MarriedMarried


 

Has 13 children but none with current wifeHas 13 children but none with current wife


 

History of heroin use History of heroin use 


 

Inhaled, never injectedInhaled, never injected



 

No current tobacco or alcohol useNo current tobacco or alcohol use



Physical ExamPhysical Exam



 

Wt 123.2 kg, Ht 170.2 cm, BMI 42.5Wt 123.2 kg, Ht 170.2 cm, BMI 42.5


 

P 59, R 18, BP 128/66P 59, R 18, BP 128/66


 

Gen: Well appearing, obese, NADGen: Well appearing, obese, NAD


 

HEENT: PEERL, EOMI, visual fields intact to confrontationHEENT: PEERL, EOMI, visual fields intact to confrontation


 

Neck: Neck: NlNl thyroidthyroid


 

CV: RRR, CV: RRR, nlnl heart soundsheart sounds


 

RespResp: CTAB: CTAB


 

GI: Soft, ND/NT, GI: Soft, ND/NT, nlnl BSBS


 

MSK: No edema, MSK: No edema, nlnl ROMROM


 

NeuroNeuro: A+O x 3, : A+O x 3, nlnl reflexesreflexes


 

Skin: No rashes or lesionsSkin: No rashes or lesions


 

GU: Testes 5 cm bilaterally, GU: Testes 5 cm bilaterally, nlnl consistency, no masses, normal male consistency, no masses, normal male 
distribution of pubic hairdistribution of pubic hair



Differential diagnosis of low Differential diagnosis of low 
testosteronetestosterone



 

Primary Primary hypogonadismhypogonadism


 

Congenital: Congenital: KlinefelterKlinefelter, , 
cryptorchidismcryptorchidism, LH receptor , LH receptor 
mutations, etc.mutations, etc.



 

Infections, Infections, egeg mumpsmumps


 

RadiationRadiation


 

AlkylatingAlkylating agentsagents


 

KetoconazoleKetoconazole


 

TorsionTorsion


 

TraumaTrauma


 

AutoimmuneAutoimmune


 

Chronic renal failureChronic renal failure


 

IdiopathicIdiopathic



 

Secondary Secondary hypogonadismhypogonadism


 

Congenital: Congenital: KallmanKallman, GNRH , GNRH 
mutationmutation



 

HyperprolactinemiaHyperprolactinemia


 

Chronic Chronic glucocorticoidsglucocorticoids


 

Chronic Chronic opioidsopioids


 

Chronic systemic illnessChronic systemic illness


 

ObesityObesity


 

OSAOSA


 

Tumors, Tumors, egeg pituitary adenomas, pituitary adenomas, 
craniopharyngiomacraniopharyngioma



 

Infections, Infections, egeg TB, syphilis, fungalTB, syphilis, fungal


 

Infiltrative, Infiltrative, egeg LCH, LCH, sarcoidosissarcoidosis, , 
lymphocytic lymphocytic hypophysitishypophysitis, , 
hemochromatosishemochromatosis



 

TraumaTrauma


 

IdiopathicIdiopathic



LabsLabs



 

Total testosterone 45 Total testosterone 45 ng/dLng/dL


 

Free testosterone 16 pg/Free testosterone 16 pg/mLmL


 

LH 3.6 LH 3.6 


 

FSH 2.2FSH 2.2


 

ProlactinProlactin 8.628.62


 

CBC: WBC 6.7, CBC: WBC 6.7, HgbHgb 12.5, HCT 38.5, RBC 5.60, MCG 12.5, HCT 38.5, RBC 5.60, MCG 
68.8, 68.8, PltsPlts 281281



 

Fe 44, Fe 44, ferritinferritin 199, TIBC 263, % saturation 16.7199, TIBC 263, % saturation 16.7


 

PSA 1.04PSA 1.04


 

BMP: Na 139, K 3.7, BMP: Na 139, K 3.7, ClCl 104, HCO3 25, BUN 9, Cr 1.1, 104, HCO3 25, BUN 9, Cr 1.1, 
GluGlu 115, Ca 9.0115, Ca 9.0



MRIMRI

Pituitary gland moderately atrophic with heterogeneous, mildly diminished enhancement, 
suggestion of nodularity within left aspect of gland, no discrete post pit identified, ? Of prior insult 
Including granulomatous disease



Further workFurther work--upup



 

Further history:Further history:


 

No night sweats/feverNo night sweats/fever


 

TB risk factors: +homelessness, incarceration, has TB risk factors: +homelessness, incarceration, has 
been previously tested and negativebeen previously tested and negative



 

No chronic coughNo chronic cough


 

No diarrhea No diarrhea 


 

No bone pain, No bone pain, arthralgiasarthralgias


 

Does note Does note nocturianocturia 33--4x/night, drinking 2x/night x ~ 4x/night, drinking 2x/night x ~ 
3 yr3 yr



Further workFurther work--up continuedup continued



 

CMP: Na 138, K 4.0, CMP: Na 138, K 4.0, ClCl 103, HCO 26, BUN 12, Cr 1.1, 103, HCO 26, BUN 12, Cr 1.1, GluGlu 94, Ca 94, Ca 
8.9, Prot 7.6, Alb 3.9, 8.9, Prot 7.6, Alb 3.9, BiliBili 0.1, 0.1, AlkAlk phosphos 103, AST 18, ALT 29103, AST 18, ALT 29



 

Serum Serum osmosm 280 (urine 280 (urine osmosm not done)not done)


 

CRP 22 (<5), ESR 31 (0CRP 22 (<5), ESR 31 (0--15)15)


 

QuantiferonQuantiferon gold negativegold negative


 

ACE 36.5 (8ACE 36.5 (8--52)52)


 

TSH 2.62, FT4 0.92, T3 122TSH 2.62, FT4 0.92, T3 122


 

ACTH 19.9, ACTH 19.9, cortisolcortisol 10.410.4


 

IGFIGF--1 134 (1011 134 (101--267)267)


 

CXR: No signs of CXR: No signs of sarcoidsarcoid, TB, LCH, TB, LCH


 

Plain films of skull, mandible, femurs, Plain films of skull, mandible, femurs, humerushumerus: No signs of LCH: No signs of LCH



QuestionsQuestions



 

Yield of MRI in secondary Yield of MRI in secondary hypogonadismhypogonadism??


 

How do How do opioidsopioids cause cause hypogonadismhypogonadism??


 

Does his MRI suggest a diagnosis?Does his MRI suggest a diagnosis?


 

Any other workup to do?Any other workup to do?


 

When to repeat MRI?When to repeat MRI?


 

Biopsy?Biopsy?



MRI in MRI in HypogonadotropicHypogonadotropic 
HypogonadismHypogonadism



 

1996 study of 167 men with testosterone <230 1996 study of 167 men with testosterone <230 ng/dLng/dL


 

Empty Empty sellasella in 6.7%, in 6.7%, macroadenomamacroadenoma 2.4%, 2.4%, microadenomamicroadenoma 6%, 6%, 
hypothalamic lesion 1.2%hypothalamic lesion 1.2%



 

TT 121 +/TT 121 +/--66 vs. 177+/1 4066 vs. 177+/1 40


 

21.2% in lowest quintile of total testosterone 21.2% in lowest quintile of total testosterone 


 

2003 study of 51 men with TT<300 or FT< 1.5 2003 study of 51 men with TT<300 or FT< 1.5 ng/dLng/dL


 

4 with pit adenoma: 3 with elevated PRL, 1 with TT<2004 with pit adenoma: 3 with elevated PRL, 1 with TT<200


 

9 with empty 9 with empty sellasella


 

2004 study of 120 men with idiopathic HH found 10.7% 2004 study of 120 men with idiopathic HH found 10.7% 
with irregularly contrasting pituitarywith irregularly contrasting pituitary


 

No healthy controls had this findingNo healthy controls had this finding


 

Not typical of LCH; CXR, PPD, ACE to Not typical of LCH; CXR, PPD, ACE to r/or/o sarcoidsarcoid and TBand TB


 

Planned Planned ““close follow upclose follow up””



OpioidsOpioids and and HypogonadismHypogonadism



 

103 men on maintenance treatment, 64.5% on 103 men on maintenance treatment, 64.5% on 
methadone vs. 27.8% on methadone vs. 27.8% on buprenorphinebuprenorphine had low had low 
testosteronetestosterone



 

54 men on 54 men on opioidsopioids for chronic pain had significantly for chronic pain had significantly 
lower free and total testosterone than controlslower free and total testosterone than controls



 

Chronic heroin use may be associated with increased Chronic heroin use may be associated with increased 
pituitary volume, decreased response to pituitary volume, decreased response to GnRHGnRH 
stimulation testingstimulation testing



 

MechanismsMechanisms


 

GnRHGnRH


 

Negative feedbackNegative feedback





QuestionsQuestions



 

Yield of MRI in secondary Yield of MRI in secondary hypogonadismhypogonadism??


 

How do How do opioidsopioids cause cause hypogonadismhypogonadism??


 

Does his MRI suggest a diagnosis?Does his MRI suggest a diagnosis?


 

Any other workup to do?Any other workup to do?


 

When to repeat MRI?When to repeat MRI?


 

Biopsy?Biopsy?
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