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Abstract

OPEN ACCESS

Bone loss in patients with prostate cancer undergoing anti-androgen therapy
is underestimated by physicians. Osteoporosis is a silent condition that can lead to
major fracture events. The osteoporosis’s fractures has as consequence a decrease in
a patient’s general health and quality of life, an increase in morbidity and mortality,
and an increase in the cost to the health care system. The application of preventive
measures to avoid osteoporosis results in a simpler and more cost-effective solution, with
few drawbacks to the patient, compared with the cost of treatment for osteoporosisrelated fractures.

Keywords

INTRODUCTION
Male hypogonadism has numerous and diverse
causes, including genetic abnormalities, systemic diseases,
hypopituitarism, and induction by drugs. In this review, we
focus on drug-induced hypogonadism and its skeletal effects in
patients treated with gonadotropin-releasing hormone (GnRH)
inhibitors for locally advanced or advanced prostate cancer.
It is important to emphasize that the negative effects of GnRHinduced hypogonadism on bone are often underestimated by
physicians and are frequently underdiagnosed [1-18].

PROSTATE CANCER

Prostate cancer is the most common cancer and the second
leading cause of death from cancer in men in the United States
(US). In 2010, the incidence of prostate cancer in the US was
over 196,000 cases, leading to more than 28,000 deaths that
year [19]. An estimated 8,500 patients have locally advanced
or advanced disease at the time of diagnosis and, therefore, are
eligible for anti-androgen therapy [19]. Furthermore, despite
undergoing mono therapy for prostate cancer (surgery, external
beam radiotherapy, or brachytherapy), almost 40% of patients
with an initial diagnosis of locally advanced prostate cancer
will develop prostate-specific antigen (PSA) recurrent disease
(i.e., progressively increasing PSA). At this point, patients will
be eligible for adjuvant treatment, such as radiotherapy and/or
GnRH antagonist treatment, to control the disease [19].
The role of hormones in the promotion and development
of cancer was discovered in 1941 when Huggins and Hodges
described the hormonal affinity of prostate cancer cells [20,21].
Based on this discovery, Huggins was awarded the 1966
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Physiology of Medicine Nobel Prize. Since then, drugs that
antagonize the action of testosterone have been used in the
treatment of prostate cancer [23,24].

In the past, an estrogen-based therapy was the first
choice of treatment for prostate cancer. Although this type of
therapy yielded no negative side effects on bone, reports of a
high incidence of cardiovascular and thromboembolic events
motivated the search for new therapies [3-8,11,13,25,26].
Currently, the most prescribed anti-androgen drugs for prostate
cancer are GnRH inhibitors such as goserelin, leuprorelin, and
triptorelin [1-18,25-40].

PHARMACOLOGY

GnRH is a peptide hormone that is synthesized in the preoptic nucleus of the hypothalamus and is transported via vesicles
to the anterior pituitary along the axons. In the pituitary gland,
GnRH stimulates the production and release of luteinizing
hormone (LH) and follicle-stimulating hormone (FSH). The
secretion of GnRH is pulsatile, with low-frequency pulses favoring
FSH release and high-frequency pulses favoring LH release. This
hormonal pulsatile release pattern avoids the down regulation of
the membrane receptor proteins of the target cells and maintains
the release of these hormones within the normal range.

GnRH inhibitors (GnRHi) bind to GnRH receptors in the
pituitary gland in a reversible manner. Initially, GnRHi stimulate
gonadotropin release and lead to a paradoxical rise in serum
testosterone levels (flare effect); however, after three weeks, the
saturation of these receptors induces a decrease in testosterone
to levels observed with castration (down regulation). Because of
the flare effect, an anti-androgen drug is usually administered
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along with
pheripheral competitive androgens blockers
(e.g. ciproterone) in the first month of treatment [1-18,2427,31,32,38-40].

CLINICAL EFFECTS

After starting anti-androgen therapy (ADT) for prostate
cancer, hormone levels fall to those observed with castration
within three months. This effect leads patients to report
symptoms of acute hormonal deficiency (hot flushes, emotional
instability, headaches, fluid retention, and nausea). Long-term
side effects are related to treatment duration and can include
gynecomastia, alterations in body hair distribution, weight gain,
decreased libido, bone loss, and fractures [1-18,24-27,31,32,3840].

Sex steroids and bone health

The skeleton grows and changes its shape in childhood and
adolescence by bone modeling. After peak bone mass is reached
by approximately 30 years of age, the integrity of the skeleton
depends on the renewal of bone, a process known as bone
remodeling or bone turnover. This process is under the influence
of hormones, such as parathyroid hormone and vitamin D (both
of which are linked to calcium and phosphorus homeostasis),
in addition to growth hormone, insulin-like growth factor 1,
thyroid hormone, and sex steroids. Diet, exercise, sunlight
exposure, weight, and certain diseases (e.g., thyroid dysfunction,
hypercortisolism, and parathyroid diseases) also have a
significant influence on bone homeostasis [6,8,10-13,15-18,2630].

Bone cells express both androgen receptors (ARs) and
estrogen receptors (ERα and ERβ). The major action of
testosterone on bone cells, however, occurs after it is aromatized
by the p450 19A1 enzyme aromatase. The resulting hormone,
17β-estradiol, then binds to ERα and ERβ and promotes mRNA
transcription, which induces the production of proteins necessary
to form bone matrix [28-30]. Therefore, estrogen stimulates bone
formation and subsequently increases bone density and strength.
Estrogen deficiency in postmenopausal women is the main
contributor to bone porosity and increased risk for fragility
fractures [28-30]. In aging men, the decline in the sex steroids
testosterone and estradiol significantly contributes to bone loss
and fractures [35]. The testis can also affect bone homeostasis
by other pathways. A recent study suggests the existence of an
intense crosstalk between the testis and bone. The influence
of the testis on bone metabolism appears to be mediated by
substances such as insulin-like factor-3 (ILF-3), endogenous
vitamin D synthesis, and the production of calcitonin by bone
cells [30].

Aging and osteoporosis in men

Bone acquisition during adolescence is greater in men than
in women. Additionally, because the decrease in sex steroids
with age in men is not as sudden and intense as it is in women,
bone loss and osteoporotic fractures occur later in males [2830,33,34].

Sex steroids are found in the bloodstream as both free
hormones and hormones bound to carrier proteins, with the main
carrier protein being sex hormone-binding globulin (SHBG). The
J Endocrinol Diabetes Obes 2(1): 1017 (2014)

synthesis of SHBG in the liver increases with age, which leads
to a further decline in free testosterone (an active hormone) in
plasma [34]. Consequently, at approximately 60 years of age,
men have an increase in the proportion of fat to muscle tissue,
while bone mineral density (BMD) decreases at a rate of 0.5-1%
per year [1-18,24-27,31,32,38-40].
In the US, at 65 years of age, nearly 3.5 million men will
be at risk for the development of bone disease and 1.5 million
will develop osteoporosis due to factors such as alcoholism,
diabetes, vitamin deficiency, or chronic use of corticotherapy
[2,3,6,10,12,31,32,40].

The osteoporotic and osteopenic states are usually
oligosymptomatic or asymptomatic. These states normally
present with a major event such as a fragility fracture at a
particular skeletal site (e.g., hip or spine), resulting in a major
health problem. In the US, 33% of osteoporotic-related hip
fractures occur in male patients [2,3,6,10,12,31,32,40]. Men with
hip fractures have a longer hospitalization and a 20% higher
risk of mortality compared with women in the same physical
condition [2,3,6,10,12,31,32,40].
The costs of osteoporotic fractures are overwhelming. After
discharge from the hospital, patients usually need physiotherapy
to help them return to their normal activities. In some cases, they
never achieve a full recovery and will need assistance to help them
in their daily activities for the rest of their life [2,3,6,10,12,3133,40].

BMD measurement and classification of strength

BMD is usually measured by dual-energy X-ray
absorptiometry (DXA). According to the International Society
for Clinical Densitometry 2013 guidelines, DXA measurement
of the hip, spine, or proximal third of the radius can confirm
the diagnosis of osteoporosis, predict future fracture risk, and
monitor patients by the performance of serial assessments.
Areal BMD is expressed in absolute terms as grams of mineral
per square centimeter scanned (g/cm2) and can also be
expressed relative to the BMD of either an age-, gender-, and
ethnicity-matched reference population (Z-score) or a youngadult reference population of the same gender (T-score). The
difference between a patient’s BMD and the mean BMD of the
reference population, divided by the standard deviation (SD) of
the reference population, is used to calculate the T-score and
Z-score. The criteria for classification as osteopenia (T-score
between -2.5 and -1 SD) and osteoporosis (T-score at or below
-2.5 SD) are recommended for postmenopausal women and men
50 years of age and older [7,26,32,33,38,39].
However, bone fragility is not solely associated with bone
mineral density; it is also associated with the deterioration of bone
micro architecture characteristic of osteoporosis. An increased
bone turnover, leading to disruption of the trabecular network
and increased porosity of cortical bone, negatively affects bone
health. While these alterations occur with aging [41], a faster
and more intense bone loss is observed with certain drugs that
affect bone. These alterations in bone microarchitecture most
likely explain fragility fractures in patients classified as having
“osteopenia” or even “normal bone density” by DXA [42,43].

ADT AND BONE LOSS

ADT shifts the hormonal decline in men from a state of
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eugonadism to hypogonadism in a relatively short period of time
(usually 30 days), and, as expected, the body reacts strongly to
this abrupt change [1-18,24-27,31,32,35,38-40]. The prevalence
of osteopenia and osteoporosis in the prostate cancer population
is not known, but the consequences of ADT-induced bone loss
can be assessed within the first 9 months after the initiation of
ADT [1-18,24-27,31,32,35,38-40]. Bone loss is more intense
during the first twenty-four months of therapy, reaching a rate
of 4-6% per year. After these first two years, the rate of bone loss
drops to a constant rate of approximately 2% per year, which is
still higher than the normal rate of bone loss (0.5-1%) [18,2427,31,32,35,38-40]. The literature shows that nearly 5% of
patients present fractures event after 2 years of ADT (3-31), and
this percentage increases with therapy duration.

However, the cessation of ADT does not guarantee the
recovery of bone to the previous status. Intermittent use of GnRHi
may not spare patients from bone loss and the complications
observed with continuous ADT [2-4,7,8,24,32,39]. In one study,
a full recovery of bone to pre-treatment levels one year after
ADT interruption was not achieved in all patients who had
received intermittent ADT for 2 years, even though PSA levels
were undetectable and the patients received calcium and vitamin
D supplementation [24]. Other studies confirmed bone disease
after long-term ADT, with rates of 30% and 51% for osteoporosis
and osteopenia, respectively, after a 10-year or longer period of
treatment [2,7,10–13,26,33,35,36].

Specific approach to bone loss in patients undergoing
adt

Despite these data, bone health is usually neglected in patients
undergoing ADT. Studies show that the majority of doctors
who work directly in the management of prostate cancer (i.e.,
urologists and oncologists) do not ask their patients about bone
symptoms, even when the patients have any bone symptoms
complaints [40].
In 2013, the National Osteoporosis Foundation (NOF)
published an update of guidelines (initially published in 2008)
to help physicians manage patients at risk for osteoporosis [34].
The NOF recommends that all patients over 50 years of age who
are candidates for ADT (or other medications associated with
bone loss) should undergo DXA scanning to assess BMD before
starting treatment, with repeated exams after one year and then
every two years or as needed (e.g., after fractures) [34].
There is no consensus concerning how to treat GnRHi-induced
bone loss. The literature indicates that exercising (weightbearing and aerobic exercises), adequate sunlight exposure, and
calcium and vitamin D supplementation can reduce bone loss but
do not prevent it [6,8,40,10-17,25-27,33,35-37,40].

In otherwise healthy men with prostate cancer who will be
starting ADT therapy (especially those with a normal BMD and a
low risk for developing osteoporosis), the recommendation is to
guide lifestyle changes and to prescribe calcium (1200 mg daily)
and vitamin D (800-1,000 IU daily) supplements to support the
diet. The patients should then be followed with DXA once a year
while ADT is maintained [6,8,40,10-17,25-27,33-37,40].

Patients at a moderate or high risk for fractures (osteopenia or
osteoporosis based on DXA results) when ADT therapy is started
or who are already undergoing ADT require more aggressive
J Endocrinol Diabetes Obes 2(1): 1017 (2014)

management using bisphosphonates or other bone-protective
drugs. The use of injectable bisphosphonates produces better
results compared with oral bisphosphonates [6,8,40,10-17,2527,33,35-37,40]. The literature shows very good outcomes with
injectable pamidronic acid, but the best results associated with
ADT-induced bone loss are achieved with zoledronic acid, using
the same 5 mg annual dose that is employed for other causes of
osteoporosis [10-17,26-27,33,35-37,40].
The costs of using bisphosphonates are significantly lower
than the costs of hospital care. Peters et al. estimated that a hip
fracture costs up to 12,000 pounds in the UK, while one year of
bisphosphonate therapy, which reduces the fracture risk by 50%,
costs to the health care system 335 pounds [32].

CONCLUSION

In conclusion, the bone loss associated with ADT is
underestimated by physicians. Osteoporosis is a silent condition
and usually manifests with major fracture events. These fractures
lead to serious risks to patients’ health, increase morbidity
and mortality, and increase the cost to the health care system.
Preventive measures can be applied with few drawbacks to the
individuals. Preventive measures are simpler and less expensive
compared with the treatment of osteoporosis-related fractures.

REFERENCES

1. Oefelein MG, Ricchuiti V, Conrad W, Seftel A, Bodner D, Goldman H,
et al. Skeletal fracture associated with androgen suppression induced
osteoporosis: the clinical incidence and risk factors for patients with
prostate cancer. J Urol. 2001; 166: 1724-1728.

2. Hatano T, Oishi Y, Furuta A, Iwamuro S, Tashiro K. Incidence of bone
fracture in patients receiving luteinizing hormone-releasing hormone
agonists for prostate cancer. BJU Int. 2000; 86: 449-452.
3. Smith MR, McGovern FJ, Fallon MA, Schoenfeld D, Kantoff PW,
Finkelstein JS. Low bone mineral density in hormone-naïve men with
prostate carcinoma. Cancer. 2001; 91: 2238-2245.
4. Mittan D, Lee S, Miller E, Perez RC, Basler JW, Bruder JM. Bone loss
following hypogonadism in men with prostate cancer treated with
GnRH analogs. J Clin Endocrinol Metab. 2002; 87: 3656-3661.

5. Preston DM, Torréns JI, Harding P, Howard RS, Duncan WE, McLeod
DG. Androgen deprivation in men with prostate cancer is associated
with an increased rate of bone loss. Prostate Cancer Prostatic Dis.
2002; 5: 304-310.
6. Smith MR. Diagnosis and management of treatment-related
osteoporosis in men with prostate carcinoma. Cancer. 2003; 97: 789795.

7. Diamond TH, Bucci J, Kersley JH, Aslan P, Lynch WB, Bryant C.
Osteoporosis and spinal fractures in men with prostate cancer: risk
factors and effects of androgen deprivation therapy. J Urol. 2004; 172:
529-532.

8. Diamond TH, Higano CS, Smith MR, Guise TA, Singer FR. Osteoporosis
in men with prostate carcinoma receiving androgen-deprivation
therapy: recommendations for diagnosis and therapies. Cancer. 2004;
100: 892-899.
9. Miyaji Y, Saika T, Yamamoto Y, Kusaka N, Arata R, Ebara S, et al. Effects
of gonadotropin-releasing hormone agonists on bone metabolism
markers and bone mineral density in patients with prostate cancer.
Urology. 2004; 64: 128-131.
10. Guise TA. Bone loss and fracture risk associated with cancer therapy.

3/7

Cançado et al. (2014)
Email:

Central
Oncologist. 2006; 11: 1121-1131.

11. Body JJ, Bergmann P, Boonen S, Boutsen Y, Devogelaer JP, Goemaere
S, et al. Management of cancer treatment-induced bone loss in early
breast and prostate cancer -- a consensus paper of the Belgian Bone
Club. Osteoporos Int. 2007; 18: 1439-1450.
12. Higano CS. Androgen-deprivation-therapy-induced fractures in men
with nonmetastatic prostate cancer: what do we really know? Nat Clin
Pract Urol. 2008; 5: 24-34.
13. Body JJ. Prevention and treatment of side-effects of systemic
treatment: bone loss. Ann Oncol. 2010; 21 Suppl 7: vii180-185.

14. Morgans AK, Hancock ML, Barnette KG, Steiner MS, Morton RA, Smith
MR. Racial differences in bone mineral density and fractures in men
receiving androgen deprivation therapy for prostate cancer. J Urol.
2012; 187: 889-893.

15. Morgans AK, Smith MR. Bone-targeted agents: preventing skeletal
complications in prostate cancer. Urol Clin North Am. 2012; 39: 533546.
16. Ahmadi H, Daneshmand S. Androgen deprivation therapy: evidencebased management of side effects. BJU Int. 2013; 111: 543-548.
17. Klotz LH, McNeill IY, Kebabdjian M, Zhang L, Chin JL, Canadian Urology
Research Consortium. A phase 3, double-blind, randomised, parallelgroup, placebo-controlled study of oral weekly alendronate for the
prevention of androgen deprivation bone loss in nonmetastatic
prostate cancer: the Cancer and Osteoporosis Research with
Alendronate and Leuprolide (CORAL) study. Eur Urol. 2013; 63: 927935.
18. Saylor PJ, Smith MR. Metabolic complications of androgen deprivation
therapy for prostate cancer. J Urol. 2013; 189: S34-42.
19. Centers for Disease Control and Prevention.

20. Huggins C, Hodges CV. Studies on prostatic cancer. I. The effect of
castration, of estrogen and androgen injection on serum phosphatases
in metastatic carcinoma of the prostate. CA Cancer J Clin. 1972; 22:
232-240.
21. Huggins CH, Hodge CV. Studies In Prostate Cancer II The Effects of
Castration on Advanced Carcinoma of the Prostate Gland. Arch Surg.
1941; 43: 209-223.
22. h t t p : / / w w w . n o b e l p r i z e . o r g / n o b e l _ p r i z e s / m e d i c i n e /
laureates/1996/huggins-facts.html.
23. Charles B. Huggins. The University of Chicago Medicine.

24. Weston R, Hussain A, George E, Parr NJ. Testosterone recovery and
changes in bone mineral density after stopping long-term luteinizing
hormone-releasing hormone analogue therapy in osteoporotic
patients with prostate cancer. BJU Int. 2005; 95: 776-779.
25. Morrison BF, Burrowes IE, Aiken WD, Mayhew RG, Fletcher HM, Reid
ME. Bone mineral density in Jamaican men on androgen deprivation
therapy for prostate cancer. Infect Agent Cancer. 2011; 6: S7.

26. Yuasa T, Maita S, Tsuchiya N, Ma Z, Narita S, Horikawa Y, et al.
Relationship between bone mineral density and androgen-deprivation
therapy in Japanese prostate cancer patients. Urology. 2010; 75:
1131-1137.
27. Lee CE, Leslie WD, Lau YK. A pilot study of exercise in men with
prostate cancer receiving androgen deprivation therapy. BMC Cancer.

2012; 12: 103.

28. Hofbauer LC, Khosla S. Androgen effects on bone metabolism: recent
progress and controversies. Eur J Endocrinol. 1999; 140: 271-286.

29. Gao W, Reiser PJ, Coss CC, Phelps MA, Kearbey JD, Miller DD, et
al. Selective androgen receptor modulator treatment improves
muscle strength and body composition and prevents bone loss in
orchidectomized rats. Endocrinology. 2005; 146: 4887-4897.
30. Ferlin A, Selice R, Carraro U, Foresta C. Testicular function and bone
metabolism--beyond testosterone. Nat Rev Endocrinol. 2013; 9: 548554.

31. Townsend MF, Sanders WH, Northway RO, Graham SD Jr. Bone
fractures associated with luteinizing hormone-releasing hormone
agonists used in the treatment of prostate carcinoma. Cancer. 1997;
79: 545-550.
32. Peters JL, Fairney A, Kyd P, Patel A, Rogers S, Webster JJ, et al. Bone
loss associated with the use of LHRH agonists in prostate cancer.
Prostate Cancer Prostatic Dis. 2001; 4: 161-166.

33. Clinician’s Guide to Prevention and Treatment of Osteoporosis.
Washington, DC - National Osteoporosis Foundation. 2013.
34. Lopes RF, Ferreira SA, Coeli CM, Farias ML. Low body mass index and
declining sex steroids explain most age-related bone loss in Brazilian
men. Osteoporos Int. 2009; 20: 1175-1182.

35. Loblaw DA, Virgo KS, Nam R, Somerfield MR, Ben-Josef E, Mendelson
DS, et al. Initial hormonal management of androgen-sensitive
metastatic, recurrent, or progressive prostate cancer: 2006 update
of an American Society of Clinical Oncology practice guideline. J Clin
Oncol. 2007; 25: 1596-1605.
36. National Comperehensive Cancer Network.

37. Higano C, Shields A, Wood N, Brown J, Tangen C. Bone mineral density
in patients with prostate cancer without bone metastases treated with
intermittent androgen suppression. Urology. 2004; 64: 1182-1186.
38. Daniell HW, Dunn SR, Ferguson DW, Lomas G, Niazi Z, Stratte PT.
Progressive osteoporosis during androgen deprivation therapy for
prostate cancer. J Urol. 2000; 163: 181-186.

39. Tanvetyanon T. Physician practices of bone density testing and
drug prescribing to prevent or treat osteoporosis during androgen
deprivation therapy. Cancer. 2005; 103: 237-241.

40. Zebaze RM, Ghasem-Zadeh A, Bohte A, Iuliano-Burns S, Mirams M,
Price RI, et al. Intracortical remodelling and porosity in the distal
radius and post-mortem femurs of women: a cross-sectional study.
Lancet. 2010; 375: 1729-1736.
41. Siris ES, Miller PD, Barrett-Connor E, Faulkner KG, Wehren LE, Abbott
TA, et al. Identification and fracture outcomes of undiagnosed low
bone mineral density in postmenopausal women: results from the
National Osteoporosis Risk Assessment. JAMA. 2001; 286: 2815-2822.

42. Schuit SC, van der Klift M, Weel AE, de Laet CE, Burger H, Seeman E,
et al. Fracture incidence and association with bone mineral density in
elderly men and women: the Rotterdam Study. Bone. 2004; 34: 195202.
43. Wainwright SA, Marshall LM, Ensrud KE, Cauley JA, Black DM,
Hillier TA, et al. Hip fracture in women without osteoporosis. J Clin
Endocrinol Metab. 2005; 90: 2787-2793.

Cite this article
Cançado BL, Miranda LC, Fleiuss ML, Madeira M (2014) Bone Mineral Density in Prostate Cancer Patients with Drug Induced Hypogonadism. J Endocrinol Diabetes Obes 2(1): 1017.

J Endocrinol Diabetes Obes 2(1): 1017 (2014)

4/7

