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Introduction
Levels of testosterone drop slowly 
with ageing. Within any age group
there is a wide spectrum of what may
be considered ‘normal’ levels of testos-
terone. This, and the fact that testos-
terone deficiency may present with a
wide variety of non-specific symptoms,
makes the diagnosis of testosterone
deficiency or hypogonadism difficult
in any given individual. In addition,
the prevalence of obesity and diabetes
is increasing and both of these condi-
tions are associated with reduced
serum testosterone levels. This posi-
tion statement addresses the diagnosis
and management of hypogonadism in
type 2 diabetes, and highlights areas 
of controversy.

Definition
Hypogonadism can be defined as a
clinical syndrome of symptoms, with
or without physical signs, in conjunc-
tion with biochemical evidence of
testosterone deficiency. Classically,
hypogonadism occurs due to either
primary testicular failure or a disrup-
tion in the hypothalamic-pituitary-
testicular pathway. The term late-onset
hypogonadism (LOH) is now widely
used for testosterone deficiency 
associated with ageing; however, this
term should only be used once other
causes of hypogonadism have been
excluded. LOH is defined as a clinical
and biochemical syndrome associated
with advancing age and characterised
by typical symptoms and signs of
testosterone deficiency. LOH may 
significantly reduce quality of life and

adversely affects the function of 
multiple organ systems.1 The consen-
sus of the International Society for
Andrology, the International Society
for the Study of the Aging Male, and
the European Association of Urology,
the European Academy of Andrology
and the American Society of
Andrology recommend that hypogo-
nadism be defined as total serum
testosterone (TT) of <8nmol/L.1 The
American Endocrine Society suggests
that hypogonadism be defined as
being symptoms and signs of andro-
gen deficiency associated with a TT of
less than 10.4nmol/L.2 Furthermore,
it should be borne in mind that these
are general guidelines and that there
are variations in testosterone assays
between laboratories and suppliers.
The wide reference ranges quoted by
assay manufacturers can lead to 
practical difficulties when applying
the arbitrary value for hypogonadism
to an individual without access to their
pre-morbid testosterone (T) level.

ABCD believes that the diagnosis
of hypogonadism in men with type 2
diabetes should be based on clinical
symptoms and, recognising the 
circadian rhythm of testosterone
secretion, biochemically confirmed
using a sample taken between 
8am and 11am for total or free 
testosterone depending upon local
arrangements and reference ranges.
However, because evidence suggests
that many patients with TT levels
between 8 and 12nmol/L also bene-
fit from testosterone replacement
therapy (TRT), some international

guidelines recommend a trial of TRT
in patients with these intermediate
TT levels.1 ABCD generally favours a
cut-off total testosterone level of
<8nmol/L for a confirmed diagnosis
of hypogonadism. 

Free testosterone (fT) should not
be measured using analogue assays
because these still correlate with sex
hormone binding globulin (SHBG).
In addition, it is essential to validate
local assays with their own reference
ranges due to the variability in popu-
lations, as well as the coefficient of
variations within the assay kits.
However, calculating the fT using the
Vermeulen equation (www.issam.ch/
freetesto.htm) can be helpful in
assessing the patient with borderline
hypogonadism.3

Incidence and prevalence
Depending on the definitions used, 
it has been estimated that between 
a fifth to a half of all men with 
type 2 diabetes have hypogonadism.4,5

However, in one study the high preva-
lence was based only on testosterone
levels without recording concurrent
symptoms.4 It must also be remem-
bered that other causes of hypogo-
nadism, such as Klinefelter’s syndrome
and haemochromatosis, may present
initially with diabetes. Thus, in a 
population of men with type 2 dia-
betes, the prevalence of hypogo-
nadism based on symptoms and low T
levels may be in the order of 20–30%.
It may be a reasonable assumption to
suggest that for 30–50% of these men
it may not be appropriate to offer TRT
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either because they chose not to have
treatment or due to other comorbidi-
ties. Thus, it may be necessary to treat
10–15% of diabetic men with TRT. 

Several longitudinal observa-
tional studies suggest that the preva-
lence of hypogonadism increases as
men get older.6–8 This physiological
age related decline in testosterone
reduces levels by about 1–2% per
year after the age of 40.9,10 Ageing
and obesity are both independently
associated with increasing incidence
of hypogonadism.6 The low testos-
terone levels found with ageing and
obesity have complex biochemical
relationships. In a normal ageing
population approximately 8% of
men aged between 50–79 years
develop hypogonadism.11 The
European Male Aging Study has
reported that testosterone levels are
lower with obesity and in the pres-
ence of one or more comorbidities.12

Central adiposity is associated with
lower testosterone levels, even in
younger men. Testosterone directly
influences insulin sensitivity. In
healthy lean or obese men a low
testosterone is associated with an
increased risk of developing diabetes
or the metabolic syndrome. Visceral
adipose aromatase consumes testos-
terone converting it to oestradiol.
These raised oestradiol and adipocy-
tokine levels then inhibit the hypo-
thalamic-pituitary-testicular response
to lower testosterone levels. 

Thus, although ageing alone low-
ers testosterone, if levels are already
lowered due to other factors, e.g.
obesity, then the fall in T with age
may exacerbate this.

Hypogonadism in the general
population may be under-diagnosed
because of the multitude of non-
specific symptoms (Table 1), embar-
rassment in discussing sexual func-
tion, and possibly a lack of awareness
about the condition among some
health care workers. Table 2 high-
lights who should have biochemical
tests for hypogonadism.

Signs and symptoms 
As outlined in Table 1, whilst the most
common symptom of hypogonadism
is erectile dysfunction, other symp-
toms are variable, non-specific and
may vary with age. They therefore
mimic other conditions. Two widely

used tools to help determine the 
presence of androgen deficiency are
available: the Androgen Deficiency in
the Aging Male (ADAM) question-
naire,13 and the more detailed Aging
Male Symptom Scale (AMS).14 With
the ADAM questionnaire, if the
patient answers yes to the erectile dys-
function question then the question-
naire becomes positive. The AMS may
be used to judge the effects of treat-
ment. However, these tools do not
carry a high specificity for diagnosis
and are currently not recommended
for this purpose. 

Biochemistry
Testosterone levels vary due to circa-
dian rhythms. If androgen defi-
ciency is suspected then a blood
sample should be taken between
8am and 11am for testosterone. If
this is above 12nmol/L then hypo -
gonadism can be safely excluded.
However, if it is lower than
12nmol/L then the level should be
repeated, in addition to luteinising
hormone (LH), follicle stimulating
hormone (FSH), SHBG, ferritin,
and prolactin. These additional tests
help differentiate between primary
or secondary testicular failure. In
two-thirds of men, the LH is in the
normal range but this does not
exclude a diagnosis of hypogo-
nadism. An inappropriately normal
LH in the face of a low testosterone
is still diagnostic of hypogonado -
trophic hypogonadism. 

In healthy men, about 60% of cir-
culating testosterone is tightly bound
to SHBG and is thus thought to be
unavailable. About 38% is loosely
bound to albumin with the remaining
2% being free in the circulation. The
albumin bound and the fT are consid-
ered ‘bioavailable’. There is a distinct
relationship between type 2 diabetes

and hypogonadism. However, the rela-
tionship between ageing, obesity and
diabetes with SHBG is more complex.
Ageing is associated with a rise in
SHBG, and visceral obesity and insulin
resistance may be associated with low
SHBG levels, thus it is difficult to deter-
mine whether the associated low TT
levels are due to ageing or to the dia-
betes per se. Furthermore, the aromati-
sation of testosterone to oestradiol 
further raises SHBG levels. In addition,
the use of statins, a class of drugs widely
advocated in type 2 diabetes, has been
shown to lower SHBG (and hence TT),
but had no effect on bioavailable T or
calculated fT.15 Therefore it is impor-
tant to use a validated tool, such as the
Vermeulen equation,3 to determine
the fT level. 

As mentioned previously, evi-
dence suggests that a low TT itself
predicts the onset of the metabolic
syndrome.16–18 With low SHBG levels,
TT levels may be low, but fT may be
within the reference range. There is
evidence to suggest that obesity is
associated with low fT levels5 and that
these low levels may, in part, be
responsible for the development of
insulin resistance and impaired glu-
cose regulation.16 With the onset of
glucose intolerance, TT drops further
when compared with BMI and aged
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Table 1. List of signs and symptoms of male hypogonadism

Table 2. Who should have
biochemical tests to confirm
hypogonadism?

• All patient with type 2 diabetes 
who present with erectile 
dysfunction 

• Patients with clear and 
unequivocal symptoms of 
hypogonadism

• Patients suspected of primary or 
central hypogonadism due to 
other clinical conditions

• Reduced or loss of libido
• Reduced quality and frequency of 

erections
• Fatigue, reduced physical 

strength and endurance
• Changes in mood with depressed 

mood and irritability
• Sleep disturbances
• Reduced motivation
• Hot flushes and sweats

• Change in body composition, 
with less lean body mass and 
increased visceral fat

• Sarcopaenia
• Decreased body hair and skin 

alterations
• Gynaecomastia
• Subfertility
• Reduced bone mineral density
• Low haematocrit
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matched controls. The potential
mechanisms for this are complex and
are outside the remit of this docu-
ment. The use of the on-line equa-
tions, together with reported symp-
toms, will help to determine whether
the hypogonadism is severe enough
to warrant treatment. If SHBG levels
are low and the patient is overweight,
weight loss alone may improve 
symptoms without the need for 
testosterone therapy. Other poten-
tially adverse effects of testosterone
deficiency are listed in Table 3.

Treatment
The exact biochemical levels below
which TRT should be started are
unknown and the treatment should
be guided clinically based on symp-
toms and a low fT. The current 
consensus for the goal of TRT is to
restore circulating plasma levels into
the reference range. If there is no
appreciable clinical benefit, then the
dose may be increased to get the 
levels into the upper half of the 
reference range (taking care not to
exceed it). This ‘clinical benefit’
includes the alleviation of symptoms
of androgen deficiency, the induc-
tion or restoration of androgen-
dependent physiological functions
and the prevention of long-term
health risks of androgen deficiency
(Table 3). Few of the currently avail-
able formulations are able to mimic
the normal circadian rhythm of
testosterone production; an excep-
tion to this are some of the topical 
gel preparations. 

Prior to initiation
Prior to initiation men should have a
thorough history taken to exclude
the presence of breast or prostate
cancer and to determine if any rela-
tive contraindications are present. A
rectal examination of the prostate
should be performed to exclude any
pre-existing pathology in men over
45 years of age and if found to be
abnormal an urgent referral made 
to the urologists.1 A full blood 
count (for haematocrit) and prostate
specific antigen (PSA) in men over
45 years of age should also be 
done prior to starting therapy.1 Liver
function tests may be performed if
haemochromatosis is suspected as a
cause of the hypogonadism.

Potential benefits of TRT
These are outlined in Table 4; how-
ever, a few are worthy of a little more
discussion.

Sexual function
TRT in hypogonadal diabetic men
can improve libido and sexual per-
formance. In some instances, erectile
function also improves. In addition,
studies have shown that diabetic men
who previously did not respond to
sildenafil have lower levels of T than
responders. When non-responders
were treated with TRT this resulted
in conversion of 60% of sildenafil
non-responders to responders.19,20

Metabolic 
Testosterone replacement for men
with type 2 diabetes has been shown
to improve glycaemic control as well
as reducing waist circumference and
insulin resistance, measured using
the HOMA index.21

Cardiovascular
Low levels of testosterone have been
shown to be associated with adverse
cardiovascular risk profiles, in partic-
ular with greater rates of visceral 
adiposity, inflammatory markers,
insulin resistance, and an adverse
atherogenic profile. In addition, 

epidemiological work has shown that
rates of all-cause mortality and 
cardiovascular disease are highest in
the proportion of men with the low-
est quartile of T,22,23 although this
was not a universal finding.24,25

Whilst there have been a number of
animal and small-scale human 
studies showing that TRT improves
these markers of cardiovascular risk,
there have been very few large, 
well-conducted studies looking at 
cardiovascular endpoints with TRT.
Thus, long-term outcomes with TRT
remain to be determined. 

Potential adverse effects
Despite TRT reversing the symptoms
of testosterone deficiency it has also
been shown to be associated with
potential adverse effects. These are
listed in Table 5. Ongoing monitoring
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Table 3. Potential risks of long-term
androgen deficiency in men with
diabetes

• Increased risk of premature 
cardiovascular morbidity and 
mortality

• Osteoporosis
• Increased incidence of respiratory 

disease
• Falls
• Sarcopaenia

Table 4. Potential benefits of treating
hypogonadism in type 2 diabetes

• Improvement in erectile 
dysfunction and sexual function

• Relief of other symptoms of 
hypogonadism

• Decrease in truncal adiposity
• Increase in insulin sensitivity
• Improved glycaemic control
• Decrease in total cholesterol 
• Improved quality of life
• Improved psychological wellbeing

Table 5. Potential side effects of
testosterone replacement

• Significant increase in 
haematocrit 

• Increase in prostatic volume
• Increase in prostate specific 

antigen levels 
• Dyslipidaemia
• Abnormalities of liver function 

tests associated with the use of 
oral preparations (not available in 
the UK or EU)

• Mood changes – aggression
• Gynaecomastia 
• Acne and oily skin 

Note. Supraphysiological levels
can potentially aggravate latent or
overt cardiac failure, stimulate
appetite and cause weight gain,
water and sodium retention, or
priapism. The use of testosterone is
contraindicated in male breast
cancer and in most forms of
prostate cancer

Table 6. Monitoring testosterone
therapy (at three, six and 12 months
and annually thereafter)

• Full blood count (haemoglobin 
and haematocrit)

• Liver function tests (especially 
with oral preparations)

• Fasting lipid profile
• Prostate specific antigen
• Testosterone level
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is mandatory in men on TRT. The PSA
and full blood count to check the
haematocrit should be done at three,
six and 12 months after treatment 
initiation, and annually thereafter. It
should be remembered, however, that
with testosterone deficiency the PSA

may go down, and that there may 
be an initial rise in PSA at the start 
of replacement therapy. The levels
should, however, remain within the
reference range. It is also important to
remember that it is the speed at which
the PSA rises (the ‘PSA velocity’) that

needs to be assessed. If the total PSA
rises above the reference range, the
levels should be rechecked after three
months. If the levels remain high, 
then an appropriate referral should 
be made.26

Other necessary tests that need
monitoring are listed in Table 6. 

Methods of replacement
The prime aim is to replace testos-
terone to physiological or as near
physiological levels as possible.
Testosterone levels need to be
checked in men on TRT to be sure
that they remain within or near the
normal range depending on the
preparation. Ideally, a testosterone
level greater than 15nmol/L but less
than 30nmol/L should be achieved.
This is based on evidence from one
study showing that there may be a
threshold of 15nmol/L above which
symptoms related to hypogonadism
are unlikely to occur.27 Some of the
topical gel preparations – after care-
ful titration – may make this possible,
but most formulations of testos-
terone do not allow for this. In 
addition, the mode of testosterone
replacement should be determined
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Table 7. Stopping criteria for testosterone replacement therapy

Absolute contraindications:
• The development of a sex hormone dependent malignancy, e.g. prostate or 

breast cancer or a primary liver tumour
• Unexplained rise in prostate specific antigen
• Unexplained hypercalcaemia
• Nephrotic syndrome
• Untreated obstructive sleep apnoea

Stopping TRT should be considered if:
• No clinical benefit is seen after 3–6 months of replacement (many patients 

can take up to 6 months to respond to benefits in erectile function)
• There is persistent elevation of haematocrit (>0.54) which cannot be 

controlled by testosterone dose adjustment, change in testosterone 
formulation or regular venesection. Referral to haematologist should be 
considered in case of other disease entity

• There are symptoms of severe lower urinary tract outflow obstruction
• There are psychological problems, e.g. aggression, sexually inappropriate 

behaviour, depression or anxiety
• There is rising prostate specific antigen. TRT should be stopped until 

investigated by a urologist to exclude prostate carcinoma

Table 8. Key messages regarding hypogonadism in type 2 diabetes

• Low total testosterone levels are common in people with 
type 2 diabetes and the metabolic syndrome

• Several epidemiological studies have confirmed that there 
is relationship between obesity and low testosterone levels

• These is a complex interaction between diabetes, 
obesity and sex hormone binding globulin

• Many hypogonadal men have been shown to have 
features of the metabolic syndrome (obesity, 
hypertension, dyslipidaemia, impaired glucose regulation 
and reduced insulin sensitivity)

• ABCD believes that questionnaires such as AMS and 
ADAM should not be used for the diagnosis of 
hypogonadism. However, the AMS in particular is useful 
in assessing symptoms and provides a score and can be 
used to assess clinical improvement on TRT

• The effect of testosterone replacement on glycaemic 
control in type 2 diabetes at present remains uncertain

• ABCD at present believes that it is premature to 
recommend routine testosterone treatment in type 2 
diabetes or for those with the metabolic syndrome

• Treatment in type 2 diabetes should be limited to 
those showing both clinical and laboratory evidence of 
hypogonadism. Treatment in this group of patients may 
have benefits on their metabolic status but the long-term 
metabolic outcome and impact on cardiovascular disease 
and prostate health need confirmation in intervention trials 

• If androgen deficiency is suspected then at least two 
blood samples drawn between 8am and 11am should 
be taken for testosterone, and if the first sample is low or 
low normal then luteinising hormone, follicle stimulating 
hormone, sex hormone binding globulin, ferritin, and 
prolactin should be measured 

• If the total testosterone level is between 8 and 12nmol/L 
in a symptomatic individual then a trial of testosterone 
replacement is warranted, with early review to monitor 
the effects 

• As with other forms of hormone replacement, patients 
need to be assessed regularly (as per international 
guidelines) by an experienced clinician to see if they 
continue to need it or if they have developed any 
conditions where continued treatment may be 
detrimental

• If the man has tried a phosphodiesterase inhibitor 
without success and has a total testosterone of 
<12nmol/L, then a six-month trial of testosterone 
replacement is warranted

• Prior to starting testosterone, men should have a full 
blood count, liver function tests, lipid profile and 
prostate specific antigen, as well as a prostate 
examination

• Initiation of TRT should be undertaken under specialist 
supervision in secondary care
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by the patient after discussion of 
the different options available. In
some instances, patients may wish to
change to an alternative preparation
at a later date. The available options
for starting testosterone have
recently changed because of the with-
drawal of the testosterone patch. This
leaves the transdermal testosterone
gels. The gels are either in fixed dose
containers, or as actuated dose dis-
pensers. An advantage of the graded,
incremental approach offered by the
actuated meter is that it allows symp-
toms and biochemical parameters to
be assessed with less risk of develop-
ing the potential adverse effects of
fixed, higher doses. Transdermal
testosterone given using patches
achieved physiological levels, but
were not consistent in maintaining
the levels within the normal range
and had many local side effects,
including skin irritation and ulcera-
tion. These patches have recently
been withdrawn. Although oral and
buccal preparations provide an alter-
native, these are now rarely used. 

Short-acting injections are com-
monly used; however, these tend to
result in large fluctuations in serum
T levels over several weeks through
variable absorption. If the patient
prefers parenteral administration,
there is a role for three- to four-
monthly long-acting injections of
testosterone undeconoate. 

The criteria to consider stopping
TRT are listed in Table 7.

Summary
Table 8 summarises the key messages
regarding hypogonadism in type 2
diabetes. Hypogonadism and low
testosterone levels are common in
type 2 diabetes. There is a clear rela-
tionship between low testosterone
levels and the metabolic syndrome.
However, there are only a few small
studies showing that testosterone
replacement may be helpful in
improving the metabolic control,
wellbeing and quality of life of
patients with type 2 diabetes. ABCD
does not recommend that testos-
terone should be measured routinely
in all male patients with type 2 dia-
betes. Long-term studies are needed
to establish the benefits of treating
low testosterone levels in people with
type 2 diabetes.

Conflict of interest statement
KD has received honoraria for 
speaking, and travel grants from
Pfizer, Bayer and Lilly.

THJ is a consultant for Prostrakan
as a chief investigator of the TIMES2
study, has a research grant from Bayer-
Schering Pharmacy and has received
honoraria for educational lectures
and advisory boards from Bayer-
Schering, Prostrakan and Ferring.

References
1. Wang C, et al. Investigation, treatment,

and monitoring of late-onset hypogo-
nadism in males: ISA, ISSAM, EAU, EAA,
and ASA recommendations. J Androl
2009; 30: 1–9.

2. Bhasin S, et al. Testosterone therapy in
men with androgen deficiency syn-
dromes: An Endocrine Society clinical
practice guideline. J Clin Endocrinol Metab
2010; 95: 2536–59.

3. Vermeulen A, et al. A critical evaluation
of simple methods for the estimation of
free testosterone in serum. J Clin
Endocrinol Metab 1999; 84: 3666–72.

4. Dhindsa S, et al. Frequent occurrence of
hypogonadotropic hypogonadism in
type 2 diabetes. J Clin Endocrinol Metab
2004; 89: 5462–8.

5. Kapoor D, et al. Clinical and biochemi-
cal assessment of hypogonadism in 
men with type 2 diabetes: correlations
with bioavailable testosterone and 
visceral adiposity. Diabetes Care 2007; 30:
911–7.

6. Harman SM, et al. Longitudinal effects of
aging on serum total and free testos-
terone levels in healthy men. Baltimore
Longitudinal Study of Aging. J Clin
Endocrinol Metab 2001; 86: 724–31.

7. Laughlin GA, et al. Low serum testos-
terone and mortality in older men. J Clin
Endocrinol Metab 2008; 93: 68–75.

8. Atlantis E, et al. Demographic, physical
and lifestyle factors associated with
androgen status: the Florey Adelaide
Male Ageing Study (FAMAS). Clin
Endocrinol (Oxf) 2009; 71: 261–72.

9. Feldman HA, et al. Age trends in the level
of serum testosterone and other hor-
mones in middle-aged men: longitudinal
results from the Massachusetts Male
Aging Study. J Clin Endocrinol Metab 2002;
87: 589–98.

10. Liu PY, et al. Age-related changes in
serum testosterone and sex hormone
binding globulin in Australian men:
Longitudinal analyses of two geographi-
cally separate regional cohorts. J Clin
Endocrinol Metab 2007; 92: 3599–603.

11. Araujo AB, et al. Prevalence of sympto-
matic androgen deficiency in men. J Clin
Endocrinol Metab 2007; 92: 4241–7.

12. Wu FCW, et al. Hypothalamic-pituitary-
testicular axis disruptions in older men
are differentially linked to age and mod-
ifiable risk factors: The European Male

Aging Study. J Clin Endocrinol Metab 2008;
93: 2737–45.

13. Morley JE, et al. Validation of a screening
questionnaire for androgen deficiency in
aging males. Metabolism 2000; 49:
1239–42.

14. Heinemann LA, et al. A new ‘aging
males’ symptoms’ rating scale. Aging
Male 1999; 2: 105–14.

15. Stanworth RD, et al. Statin therapy is asso-
ciated with lower total but not bioavail-
able or free testosterone in men with type
2 diabetes. Diabetes Care 2009; 32: 541–6.

16. Stellato RK, et al. Testosterone, sex hor-
mone-binding globulin, and the devel-
opment of type 2 diabetes in middle-
aged men: prospective results from the
Massachusetts Male Aging Study. Diabetes
Care 2000; 23: 490–4.

17. Oh JY, et al. Endogenous sex hormones
and the development of type 2 diabetes
in older men and women: the Rancho
Bernardo study. Diabetes Care 2002; 25:
55–60.

18. Haffner SM, et al. Low levels of sex 
hormone-binding globulin and testos-
terone predict the development of non-
insulin-dependent diabetes mellitus in
men. Am J Epidemiol 1996; 143: 889–97.

19. Shabsigh R, et al. Randomized study of
testosterone gel as adjunctive therapy to
sildenafil in hypogonadal men with erec-
tile dysfunction who do not respond to
sildenafil alone. J Urol 2004; 172: 658–63.

20. Greenstein A, et al. Does sildenafil com-
bined with testosterone gel improve erec-
tile dysfunction in hypogonadal men in
whom testosterone supplement therapy
alone failed? J Urol 2005; 173: 530–2.

21. Kapoor D, et al. Testosterone replace-
ment therapy improves insulin resist-
ance, glycaemic control, visceral adipos-
ity and hypercholesterolaemia in hypog-
onadal men with type 2 diabetes. Eur J
Endocrinol 2006; 154: 899–906.

22. Khaw KT, et al. Endogenous testos-
terone and mortality due to all 
causes, cardiovascular disease, and can-
cer in men. European Prospective
Investigation Into Cancer in Norfolk
(EPIC-Norfolk) prospective population
study. Circulation 2007; 116: 2694–701.

23. Shores MM, et al. Low serum testos-
terone and mortality in male veterans.
Arch Intern Med 2006; 166: 1660–5.

24. Barrett-Connor E, Khaw KT. Endogenous
sex hormones and cardiovascular disease
in men. A prospective population-based
study. Circulation 1998; 78: 539–45.

25. Araujo AB, et al. Sex steroids and all-
cause and cause-specific mortality in
men. Arch Intern Med 2007; 167: 1252–60.

26. Behre HM, et al. Prostate volume in
testosterone-treated and untreated
hypogonadal men in comparison to age-
matched normal controls. Clin Endocrinol
(Oxf) 1994; 40: 341–9.

27. Zitzmann M, et al. Association of specific
symptoms and metabolic risks with
serum testosterone in older men. J Clin
Endocrinol Metab 2006; 91: 4335–43.

POSITION STATEMENT

ABCD position statement on the management of hypogonadal males with type 2 diabetes

412 Pract Diab Int November/December 2010 Vol. 27 No. 9 Copyright © 2010 John Wiley & Sons

PS ABCD hypogonadism_Layout 1  10/11/2010  16:59  Page 5



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [612.000 792.000]
>> setpagedevice


