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Hypogonadism and osteoporosis with long-term opiosl

Opioid induced hypogonadism has been reported ¢orda patients receiving long term opioid therapie reported
prevalence of opioid induced hypogonadism ranges f21-86%. The risk may be higher in men; in thesmeiving a
larger dose of opioids (dose related); and can roagiether the opioids are administered orally, sdammal,
intravenously or intrathecally.

The signs and symptoms of hypogonadism includehiiigs sweating, decreased libido, depression anieyn low
energy levels, loss of muscle mass and strengtertiiity, and osteoporosis and fractures in botenmand women;
decreased erectile dysfunction in men; and abnonmealses in women.

Opioids modulate gonadal function primarily by agtion opioid receptors in the hypothalamus. Thad¢eto the
decreased release or disruption of the normal plilsaof gonadotrophin releasing hormone secretiogsulting in a
reduction of the release of luteinising hormone dalticle stimulating hormone from the pituitary ayid, and of
testosterone or oestradiol from the gonads.

Hypogonadism is a common secondary cause of ostesipdn men, occurring in up to 20% of men wittmggomatic
vertebral fractures and 50% of elderly men withfngztures.

Several studies have revealed an association betegeids and risk of fracture. A meta-analysisdshen six studies
concluded that opioids were associated with ine@dsactures (OR 1.38 , CI 1.15 - 1.66), although @uthors pointed
out the need for additional large prospective &sidhat minimize selection bias and provide moriate measures of
fracture risk.

Management of opioid induced hypogonadism

« Consider strategies that allow opioid dose reduadf@g. concomitant non-opioid analgesics).

e Consider non-opioid analgesics or non-pharmacolqmn management options (e.g. TENS, behaviour
therapies, radiofrequency, nerve stimulation).

« Hypogonadism may occur with different degrees wdifierent opioids in any individual patient; theved,
consider opioid rotation to potentially find an ojgi that induces minimal or no hypogonadism forastipular
patient.

e Consider assessment of gonadal function.

e Monitoring of bone mineral density in patientsiakrof osteoporosis currently taking long term agitherapy.

For patients who receive long term opioid therapys important to recognise and manage endocrihverge effects.
These adverse effects should be considered wheghingi the risks and benefits of long term opioierdpy in
comparison with other pain management options, agdiehavioural therapies and non-opioid pharmgaohlmgents.
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