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HP

43 Ve Miwithl Ristery: off heroln addiction 6n
methadone maintenance

Reported low!linider te PCP

PCP checked testosterone and' found tor be Iow
EN Pl

Erectile function; decreasea
Shaves: 1x/Wk but unchanged

IHasi multiple children but nene for 14" yrs despite
Unpretected sexual activity With wifie




HPI continued

Notes: iacreased HA x 3'yrs, mild

Noe vistal chianges

Norgalactoriea

+snorng but feels refreshed after sleep
100! [l welght: gain: since: quitting herein

NGRSt of testicularr tersien;, Ifection,
N0 MASSES Or Change Insize



Past Medical IHIstory

pe 2 DV
s Pt reports BGS) 90s-low 100s

Herein adadiction en methadene wean



Medications

Metfiermin SO0 mae, daily:
Methadene: 70 mg daily



Eamily: History

No knewn hypegoenadism, pubertal
diserders, Brain or pituitary tunors



Sociall Histoery

Married
Has 13 children but none wWith' current wife

IHIstery: ofi herein use
= Inhaled, never injectead

No current topacco or alcohol use



Physical Exam

Wt 123.2 kg, Ht 170.2 cm, BMI 42.5
P59, R 18, BP 128/66

Gen: Wellrappearing, ehese, NAD
HEENT: PEERL, EOMI, visual fields intact te confirontation
Neck: NI thyreid

CV: RRR. nl Reart seunds

Resp: CTAB

Gl: Soft, ND/NT, nl BS

MSK: No edema, nl ROM

Neuro: A+0 x 3, nl reflexes

Skin: No rashes or lesions

GU: Testes 5 cm) bilaterally; nlFconsistency, no: masses; nermal male
distribution: eff pubic hair



Diiferentiall diagnesis off lew
testosterone

Primany hypegonadism

HgeE R H) FR B §E: K% R

Congenital: Klinefelter,
cryptorchidism, LH receptor.
mutations; etc:

Infections;, eg mumjps
Radiation

Alkylatingl agents
Keteconazoele

Tjorsion

Jirauma

AutolmmuRe

Chronic renal failure
Idiopathic

Secondary hypoegenadism

Congenital: Kallman, GNRH
mutatien

Hyperprolactinemia

Chroenic glucocorticeids

Chrenic epieids

Chroenic systemic illness

Obesity,

OSA

iumors, eg pituitary, adenemas,
craniepharyngioma

Infections, eg 1B, syphilis; fungal
Infiltrative;, egf L.CH, sarceidesis,
[ymphocytic nypophysIts,
hemochrematos|s

Iraume

Idiopathic



Labs

Totalftestosterone 45 ng/dL
Eree testesterone 16 pg/mi
LH 3.6

FSH 2.2

Prolactin 6.62

CBC: WBC 6.7, Hgb 12.5, HCT 38.5, RBC 5.60, MCG
6865 Plts 2611

Fe 44, ferritin 199, TIBC 263, % saturation 16.7
PSA 1.04

BMP: Na 139, K 3.7, Cl 104, HCO3 25, BUN 9, Cr 1.1,
Glu 115; Ca 9.0






Elrther Werk-up

EUrther nistery:
x Nornight sweats/fever

= | B risk factors: Fhomelessness, Incarceration, nas
PEen previeusly tested and negative

x Ne chronic ceugh
s Nordiarea
x No hene pain;, arthralgias

s [Dees nete necturia 3-4x/night, drinking 2x/night X —
3 yr



Eurther werk-ujp continued

CMP: Na 138, K 4.0, Cl 103, HCO 26, BUN 12, Cr 1.1, Glu 94, Ca
8.9, Prot 7.6, Alb 3.9, Bili 0.1, Alk phos 103, AST 18, ALT 29

Serum; esm 280 (Urne osm net dene)

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

Quantiferen geldinegative

ACE 36.5 (8-52)

TSH 2.62, FT4 0.92, T3 122

ACTH 19.9, coertisol 10.4

IGE=1 134 (101-267)

CXR: No signs of sarcoid, TB, LCH

Plaim films of skull, mandible, femurs, humerus: No signs of LCH



Questions

Yieldrol: MRI 1 secondany hypegenadism?
IHeW: A6’ opIoIds cause nypogenadism?
Doees his MRIF sugagest a diagnosis?

ARy other werkup te de?

When to) repeat VIRI?

510) 0)5)V/%



MRI i Hypegoenadotropic
Hypogenadism

1996 stuady, off 167 menWith' testesterene <2350 ne/al

a Empty sella in: 6. 7%, macroadenomal 2.4%, micreadenema 6%,
nypothalamiclesion 1.2%

s TT 121 +/-66 vs. 177+/1 40
n 21.2% In lowest guintile of total testesterone
2008! studyof 51 men withi TT<300 or FI< 1.5 ng/dL
a4 wWith pit adenema: 3t with elevated PRL, 1 withi [ii<200
a Ohwith empty: sella
2004 study:off 120" men with Idiepathic HH found 10.7%
Withrirregularly: contrasting prouitany,
s No healthy controls had this finding
s Not typical of LCH; CXR, PPD; ACE to r/e sarcoid and TB
s Planned “clese fiellow: up”



Opioids and Hypegonadism

103 men on maintenance. treatment, 64.5%, on
methadone Vs: 27.8% en buprenorphine had Iow
testosterone

54 men on| epields for chronic paim had significantly.
lower free and total testosterone: thamn centrols

Chroenic heroin Use may: lhe asseciated with Increased
pituitary velume, decreased response to GnRH
stimulation testing

Viechanisms
s GnRH
s Negative feedback



Type of
inflasmmation
™8
hypophysitis

Pituitary
abscess

Fungal
hypophysitis

Sarcoidosis

Wegener’s
granulomatosis

Langerhans®
cell
histiocytosis

Lymphocytic
hypophysitis

Granul omatous
hypophysitis

N anthomatous
Hypophysitis

Pt Characteristics

Developing world,

other signs of active

TB usually but not
always present

Rare, chromie¢ and
indolent sxs

Rare, ofien

immmuino comprommsed

(aspergillosis)
Y oung and middle-
aged adults

Female=male have

pituitary involvement

Chil dren=adults,
mean adult age 33

Female:male 0.91,
mean female age
397, male 463

F:M 1, 40s

3:1F, 20s

Endo Characteristics

Often presents with ant
pit dystxn inecl
hyperPRL., DI

60%6 ant hypopit
(GH=-GT=>ACTH/TSH),
DI 28%6, hyperPRL 15%%

Depends on extent, rare

DI 25-55%0 neurosarcoid,
hyvperPRL. 3-32%, ant
deficiencies esp
hypogonadism

Pituitary involvement
=125, usually DI, rare ant
pit dysfxn, can precede
other sxs

Ant pit dysfxn in 20%a,
almost invariably assoc
with DI,
GH=GT==ACTH/TSH

Ant pit dysfxn 66-95%,
ACTH, thyroid, GT=GH,
DI 14-48%, hvperPRL.
16%

ACTH=TSH=GT=GH,
DI 48%5, hyperPRL. 33%

GT=GH, TSH=ACTH,
DI 25%, hyperPRL 25%

Associated Sxs

HA common and
early, visual
disturbances

Long standing
HaA, visual
disturbances
(30%%), meningitic
signs. fever " WBC

Visual sxs
prominent, A,
fever

Variable- cough,
dyvspnea, CP, skin
lesions

Oral ulcers,
cavitary lung
lesions, hematuria

Variable- bone
pain, rashes

Ha fimpaired
vision {530-70%3),
NS, weakness,
other autoimmune

dzs

HA+vwis sxs 83%

HaA 75%0, visual
sxs rare, longer
duration sxs

MRT
Appearance
Sellar mass,
thickening/
nodularity of
stallk

Round sellar
cystic lesion,
hypo or iso on
T1,.is0 or hyper
on T2,
peripheral gad
enhancement
Mass lesion

Absence of T1
hyperintensity,
lesions iso on
T1, gad
enhanced
Enlarged pit
wi/homogenous
enhancement,
thickening of
stalk, esp sup
Stalk
thickening,
absence of FP
bright spot

Symmetric
enlargement,
homogenous
contrast
enhancement,
stalkk
thickening,
cystie lesions
Triangular
mass, T1 iso

Round,
hypointense

Histological
Appearance
Central
necrosis
surrounded by
infl cells
Gram positive
bacteria

Non-caseating
granul omas

Necrotizing
granul omatous
small vessel
vasculitis

Collections of
Langerhans
cells with eos,
small lvmphs,
histioecytes
Diffuse
polvelonal
lympocytic
infiltration
with T cell
predominance

Granul omas
and lymphs
Lipid laden
macrophages




Questions

Doees his MIRI suggest a diagnoesis?
Any. ether workup to de?

When te repeat MRI1?

BIOPSY/?
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