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[ Abstract] Objective In order to investigate the importance of bicavailable testosterone (Bio-T) in the occurrence
of coronary heart disease, the correlation between Bio-T and clustering of cardiovascular disease risk factor (CCDRF) was

studied. Methods
PLA and some of their dependents participated. Bio-T was measured by radioimmunoassay (RIA). Body mass index,
lipids, blood pressure and blood sugar were measured. Results The data showed that the levels of BMI, SBP,DBP, TC,
LDL-C and SG increased obviously with the decrease in the serum concentration of Bio-T according to stratification of the
quartile of Bio-T(3.54,5.06,8.03 nmol/L.), but the level of HDL-C was reverse. After adjusting age, sex, smoking and

In a cross-sectional study, 1 546 male volunteers, including the resigned and retired cadres of Chinese

drinking, there was dose-response relationship between Bio-T and the clustering of cardiovascular disease risk factor in
men. Conclusion Bio-T may be one of the reasons that lead to the clustering of cardiovascular disease risk factors in
men. There is a close correlation between the change in Bio-T and the occurrence of CHD.
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SR AL A S S8 A AT i SE Bio-T, 3
M E 455 3R 1 (sex hormone-binding globulin,
SHBG) AT 5 i B2 £ (ammonium sulfate) &6 7= 4 U1
¥, 2 B0 2B SHBG 454 B i 3% 21 (Te) , B AT
183 non-SHBG 4548 Te (Bio-T). IMLARIE A LR

I F A7 Olympus AUS00 4 F S AE P k23 E o
g R E X5 (SBP)=>140 mmHg(1 mmHg
=0.1333 kPa) # (k) & 3% & (DBP) =90 mmHg,
SJEEEE(TC)==5. 17 mmol /L. &% e & [ AEE
EE(LDL-C) 3. 38 mg/dL; H il ZHR (TG) =>2. 26
mmol/L; 5 2 i 2 F IH [ (HDL-C) <0. 90 mmol/
L3 25 A (SG)=>6. 1 mmol/L; AR E 154 (BMI) =25
kg/m?; CCDRF & X O/ MATE_E R R B & R i B
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2.2 PAM 44 )G AR Bio-T /K F & 14n 8925 1k
# Bio-T PUAMEEF T4 2 (3. 50,5. 12,8. 64 nmol/L) K
K& i rR ARk, 45 R W3 2, BMI, SBP,DRP,
TC i1 LDL-C B8 Bio-T ¥ E M TR B A&, M
HDL-C [ Bio-T ¥ ¥ T BB & T

2.3 Bio-T 5 CCDRF Bi#HX#E  AJF Bio-T /KF
TMERAERFKBEERERMWAENT RIS E
(K 3) . HHERRIR B R M T, L CCDRF N
HAS R, Bio-T PSR WA R, TR AR A |
RIEHEAT logistic BRI (FR 4) . TTUAE HFEE L
18 Bio-T /KP4 F &, >2 4 CCDRF HIfEReHETE
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£1  ARERARTRNIEITOEA S
£ (%)

o 20~49 50~59 60~ 69 70~79 >80 P
BE() 180 226 447 453 240
BMI(kg*m?) 23.61£2.53 24.82+3.15 25.12+2.42 25.33£2.62 25.39+2.34  35.14"
(UK /min) 73.46+4.95 72.72+6.58 74.71£9.12 73.74%5.77 72.56+10.60  8.57*
SBP(mmHg) 124.24+22.49  136.94+11.76  142.28+14.45 150.06+11.32 149.50+13.67 77.86"
DBP(mmHg) 81.44+19.74  84.70%7.69 89.23+8.43 91.21+3.93 93.25+7.70  32.08"
Bio-T{(nmol/L) 13.45+1.04 8.05+1.23 5.66+1.41 3.48+0.73 3.39+0.99 3973.12°
SG(mmol/L) 5.25+2.15 5.40+0.29 5.48+0.42 5.54£0.63 5.54+0.32  21.29*
TC(mmol/L.) 4.88+0.41 5.39+0.43 5.58+1.73 5.68+2.35 5.99+3.56  124.71"
TG(mmol /L) 1.5740.32 1.47£0.73 1.62£0.79 1.74£0.76 1.60+0.56  30.32"
HDL-C(mmol/L) 1.59+0.21 1.18+0.28 0.97+0.42 0.87%0.54 0.84+0.62 780.56"
LDL-C(mmol/L) 3.40+0.66 3.94+0.59 4.8942.13 5.56+3.32 5.58+1.64 148.74"
IR (% ) 13 22 21 11 9
B (%) 23 39 20 13 9

* P<0.05, 418 LEER Bl One-way ANOVA BMT
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%2 # Bio T WAIARE K TGS FR B L
Bio-T P4+ 432 (nmol /L) F i
moA
<3.50 3.50~5.11 5.12~8.63 >8.64

BE(n) 386 387 387 386
BMI(kg-m?) 25.42+3.63 25.16+4.76 24.88+3.66 24.12+3.23 26.64"
SBP(mmHg) 155.46 £ 13.44 146.12+14.29 130.81+14.42 120.14+18.40 442.11"
DBP(mmHg) 96.78 + 14. 44 92.53+8.26 82.43+8.87 76.77+14.50 272.94*
TC(mmol/L.) 6.39+1.17 5.85+0.99 5.41£1.73 4.98+0.79 61.59"
TG(mmol /L) 1.85£0.72 1.69+0.58 1.49+0.85 1.4442.56 30.68"
HDL(mmol/L) 0.72£0.20 0.860£0.37 0.96+0.29 1.96%0.39 394.70"
LDL{(mmol/L.) 5.80%1.34 5.55+0.36 4.85+1.33 3.31£0.65 169.65*
SG(mmol/L) 5.67+0.36 5.51+0.45 5.11£0.48 4.61+1.62 60.90*

* P<0.05, 414 3 il One-way ANOVA 44
%£3 AR Bo-TKFEFEEARFHEGRERM AR SESH(%)
Bio-T(nmol /L) MEEAGRERNEE )

G s e x 1 2 3 4 =5 =2 =2 EEAER
>8.64 56.1 39.1 14.9 6.2 2.3 0.0 23.4 -
5.12~8.63 39.3 32.4 20.3 10.1 2.1 0.6 33.1 23.73
3.50~5.11 29.2 33.2 23.7 12.1 5.5 1.1 42.4 28.27
<3.50 20.7 30.4 27.6 15.2 5.3 2.4 50.5 .31.67
& it 36.3 33.8 21.6 10.9 3.8 1.0 37.4 26.77

DUL Al =2 kR I E A L2 REH, 2 =294.72, P<0.001; BIBT HEE, 1 P<0.05, RAFERGME BEEER

%4 A Bio-T /K V-4 CCDRF XU 14

Bio-T PY4Hr 434l OR OR95% B {5 X A]
>8.64 1.00 -
5.12~8.63 1.15 0.98~1.3
3.50~5.11 2.07 1.67~2.48
<3.50 2.82 2.42~3.23
3 1 it
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cardiogram, ECG) BRI MO, HREEBISKET,
ERAR RS KHERE S BB S TREZHM
SNEME Te THIAY, T Te K P TFREATRER B
CHD &R EE AR H T, AMRERHMESE Bo-T
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FERWIEETREBGR 1 5 4, £ R B SMREYE Te
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