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[ Abstract] Male hypogonadism is a clinical syndrome with sexual dysfunction and the decrease of sex
hormone levels. The proportion of male hypogonadism in patients with diabetes is significantly higher than
that without diabetes. Male hypogonadism has a close relationship with insulin resistance and high blood glu-
cose. Clinically, it is necessary to observe the clinical manifestations of male hypogonadism and to determine

sex hormone levels timely in diabetic patients, in order to identify male hypogonadism as early as possible.
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Hormone replacement therapy should be taken, so as to improve the life quality of patients.
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