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Abstract
Objective—To determine the prevalence of, risk factors for, and clinical manifestations of low
androgen levels in older men who have or who are at risk of acquiring human immunodeficiency
virus (HIV) infection, we performed a cross-sectional analysis of an observational cohort of men
aged ≥49 years old.

Methods—A standardized interview (regarding demographic characteristics, behaviors, and
medical history) was performed, and body mass index, HIV serologic data, CD4+ cell count, the
presence of hepatitis C virus (HCV) markers, and serum testosterone and human sex-binding
hormone levels were determined. Factors associated with androgen levels were assessed using
logistic regression models.

Results—Among 502 men (age, 49−81 years) who were not taking androgens, 54% had total
testosterone levels of <300 ng/dL. Low androgen levels were associated with injection drug use,
HCV infection, high body mass index, and use of psychotropic medications (P < .05); black race
was associated with higher androgen levels. Only among men who reported having sex with men
was low testosterone level associated with HIV infection (adjusted odds ratio [ORadj] for total
testosterone level of <300 ng/dL, 5.1; 95% confidence interval [CI], 1.2−22.4), but among all HIV-
seropositive men, HIV load of >10,000 copies/mL was associated with a testosterone level of <200
ng/dL (ORadj, 2.1; 95% CI, 1.1−4.3; P = .03). On univariate analysis, low androgen levels were
associated with decreased interest in sex, depressive symptoms, loss of concentration/memory,
difficulty sleeping, osteopenia, and poorer subjective health (P < .05).

Conclusions—Most older men at risk for HIV infection have low androgen levels. Injection drug
use, high body mass index, HCV infection, and use of psychotropic medications are associated with
low androgen levels, and low androgen levels are associated with symptoms of hypogonadism.

Early in the HIV/AIDS epidemic, it was recognized that hypogonadism was common in men
with AIDS [1]. Low testosterone levels in men with HIV infection have been correlated with
advanced immunodeficiency and with severe clinical manifestations, such as wasting [2,3].
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The prevalence of androgen deficiency in men increases with age [4], with total testosterone
levels decreasing by 1%−2% annually starting in the fourth decade of life [5]. The use of
HAART has led to dramatic decreases in mortality [6–8], increasing the numbers of persons
with HIV infection who live to old age. Because androgen levels decrease with aging and occur
commonly in persons with HIV infection, it is important to determine the prevalence of and
factors associated with low androgen levels in older men with HIV infection. However, the
majority of studies of androgen levels in men with HIV infection have included predominantly
men in their fourth and fifth decades of life. Here, we report the prevalence of and risk factors
for low androgen levels in a cohort of older men who have or who are at risk of acquiring HIV
infection.

METHODS
The cohort of HIV at-risk aging men's prospective study (CHAMPS) is a study of selected
medical outcomes in older men with or at risk for HIV infection enrolled from the community
in the Bronx, New York. Men within 1 year of their 50th birthday or older were eligible if they
had HIV infection or if they were at risk of acquiring it through injection drug use, unprotected
sex with men, ≥5 sexual partners within the prior 5 years, exchanging of sex for money or
drugs, or unprotected sex with a woman who had HIV infection, had injected drugs, or had
unprotected sex with a bisexual man or an injection drug user. Men were excluded if they were
unable to participate in a detailed standardized interview and unable to provide a blood
specimen.

Men who provided written, informed consent underwent standardized interviews. Phlebotomy
was performed to determine HIV antibody test results, HIV-1 load, lymphocyte subsets,
antibody to hepatitis C virus (HCV), and HCV RNA level using methods described elsewhere
[9]. Follow-up interviews and phlebotomy were scheduled at 6-month intervals.

Interview data
The interview elicited information about sociodemographic characteristics, personal and
family medical history, use of antiretrovirals and other medication, and sex and drug-use
behaviors. Depression was assessed using the Center for Epidemiologic Studies Depression
Scale. Final scores range from 0 to 60, and a score of ≥16 indicates depressive symptoms.
Erectile dysfunction was defined as difficulty in getting or maintaining an erection.

Bone mineral density
Bone mineral density of the lumbar spine (L2–L4) and hip (femoral neck) was measured by
dual x-ray absorptiometry using a Prodigy densitometer (Lunar). Control data used by this
machine are derived from the National Health and Nutrition Study. Osteopenia and
osteoporosis were defined according to World Health Organization criteria (i.e., osteopenia
was defined as a T score less than −1.0 and greater than or equal to −2.5 SDs from the average
peak bone mass in young adults, and osteoporosis was defined as a T score less than −2.50
SDs). Because of the low prevalence of osteoporosis, osteopenia and osteoporosis were
considered to be present if the criteria were met at either the hip or the spine.

Sex hormones
Assays were performed on stored serum samples from the second study visit and included total
testosterone, sex hormone–binding globulin (SHBG), and luteinizing hormone. Luteinizing
hormone levels were measured in duplicate using time-resolved immunofluorometric assays
(DELFIA; Pharmacia), as described elsewhere [10,11]. Coefficients of variation were
calculated from within- and between-assay quality-control duplicates at 3 levels for luteinizing
hormone and SHBG levels and at 2 levels for total testosterone level. Respective intra- and
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interassay coefficients of variation were 2.5% and 6.0% for luteinizing hormone level, 4.3%
and 8.6% for SHBG level, and 9.0% and 10.6% for total testosterone level. The sensitivity of
the testosterone assay was 0.04 ng/mL. For each specimen, a free androgen index was
calculated using the formula, FAI = total testosterone/SHBG×100.

Statistical analysis
Initial analyses of free androgen index and total testosterone levels were performed using χ2

test or Fisher's exact test for categorical variables and the Wilcoxon rank sum test or Kruskall-
Wallis test for continuous variables. Logistic regression models were used to assess factors
associated with low free androgen indices and total testosterone levels. A recent consensus
conference noted that 300 ng/dL is the lower limit of the normal range for testosterone levels
in healthy young men, and total testosterone levels of <200 ng/dL clearly indicate
hypogonadism [12]. For this study, we defined low free androgen index as <14.8, low total
testosterone level as <300 ng/dL, and very low total testosterone level as <200 ng/dL. Analyses
were performed excluding men who reported currently taking androgens and were then
repeated including these men, assuming that these men would have had low levels in the
absence of androgen replacement.

Ethics approval
This study was approved by the Institutional Review Board for Protection of Human Subjects
of Montefiore Medical Center (Bronx, NY).

RESULTS
Of the 556 men studied, 54 (9.7%) reported currently taking androgens. Current androgen use
was significantly more common among HIV-seropositive men (OR, 10.3; 95% CI, 3.7−29.0)
and men who reported having had sex with men within the previous 5 years (OR, 6.4; 95% CI,
3.5−11.5), with no significant difference by race, age, smoking, or illicit drug use.

Selected characteristics of the 502 men who were not currently taking androgens are shown in
table 1. HIV-seropositive men were significantly more likely to be nonwhite, to have had sex
with men, and to have used sildenafil recently; they were significantly less likely to have used
drugs recently and to be overweight or obese. Among HIV-seropositive men, CD4+

lymphocyte counts were ≥500 cell/mm3 in 26%, 200−499 cells/mm3 in 49%, and <200 cells/
mm3 in 25%. Nearly two-thirds of subjects reported that they were currently taking HAART,
and 44% were taking protease inhibitors; the viral load was undetectable in 36% of HIV-
seropositive men.

Total testosterone levels were ≥300 ng/dL in 229 men (45.6%), 200−299 ng/dL in 111 (22.1%),
and <200 ng/dL in 162 (32.3%). The majority of specimens (290 [58%] of 502) had been
obtained in the morning, with the remainder obtained in the afternoon. Univariate associations
of demographic, behavioral, and medical variables with free androgen index and total
testosterone level are shown in table 2. Injection drug use within the past 5 years, smoking
cigarettes, not having sex with men within 5 years, current use of psychotropic medications,
being seropositive for antibody to HCV, and having detectable HCV RNA were significantly
associated with lower free androgen indices and lower total testosterone levels. Seropositivity
for antibody to HCV was associated with low androgen levels, even when we excluded men
with detectable HCV RNA or the 55 men who had ever received IFN treatment (data not
shown). Only testosterone levels differed significantly by race and ethnic background and by
body mass index; testosterone levels were significantly lower in overweight and obese men.
Very low testosterone levels were significantly less prevalent among HIV-seropositive men
than among HIV-seronegative men. Among the 275 HIV-seropositive men only, univariate
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results were similar. Injection drug use, smoking, having sex with men, and body mass index
remained significantly associated with androgen levels, but race no longer was, likely as a
result of the reduced sample size (data not shown). Low and very low testosterone levels were
significantly more common among men with HIV-1 loads of >10,000 copies/mL (table 2).
Inclusion of the 54 men (50 HIV-seropositive men and 4 HIV-seronegative men) who reported
currently taking androgens, with the assumption that their unmodified androgen levels would
have been low in the absence of exogenous androgen therapy, had only minor effects on the
factors associated with androgen levels.

Mean luteinizing hormone levels (± SD) among men with low testosterone levels, compared
with those without low testosterone levels, were 3.6±3.5 U/L and 5.9±4.0 U/L (P < .001),
respectively, for HIV-seronegative men, and they were 7.0±7.4 U/L and 7.5±3.9 U/L (P < .
001), respectively, for HIV-seropositive men. Mean luteinizing hormone levels (± SD) among
men with very low testosterone levels, compared with those without very low testosterone
levels, were 3.4±3.8 U/L and 5.4±3.8 U/L (P < .001), respectively, for HIV-seronegative men,
and they were 5.3±5.1 U/L and 8.0±6.2 U/L (P < .001), respectively, for HIV-seropositive
men. Thirty-nine men (8%) had luteinizing hormone levels of <1.0 U/L, of whom 18 (46%)
had testosterone levels of <200 ng/ dL. The 89 men (18%) who had any history of receipt of
androgens (median duration, 6 months; range, <1 to 120 months) did not have lower luteinizing
hormone levels than those who had never received androgens. Of the 89 men who had a history
of androgen use, only 23 (26%) had taken androgens recently (i.e., since the most recent study
visit); of these, estimated median lifetime duration of use was 3 months (range, <1 to 72
months), and luteinizing hormone levels were not lower, compared with men who had not
taken androgens recently. Among men with low or very low testosterone levels, there was no
association between luteinizing hormone levels and history of injection drug use for either
HIV-seropositive or HIV-seronegative men.

Factors found by multivariate analysis to be associated with low androgen levels are shown in
table 3. Injection drug use, being overweight or obese, seropositivity for HCV, current receipt
of psychotropic medications (i.e., barbiturates, sleeping pills, antidepressants, or tranquilizers),
and having had blood drawn in the afternoon were associated with ≥1 of the following findings:
low free androgen index, low testosterone level, or very low testosterone level. Replacing
detectable seropositivity for HCV with detectable HCV RNA levels in the model had little
effect on the findings (data not shown). Only among men who reported having had sex with
men was HIV infection significantly associated with low testosterone levels. However, among
all seropositive men, an HIV load of >10,000 copies/ mL was associated with a testosterone
level of <200 ng/dL (adjusted OR [ORadj], 2.1; 95% CI, 1.1−4.3; P = .03). Black race was
inversely associated with low testosterone levels.

The univariate associations with androgen levels of selected symptoms possibly attributable
to hypogonadism and of measured bone density are shown in table 4. Reported decreased
interest in sex, depressive symptoms, poorer overall health, and osteopenia noted by dual x-
ray absorptiometry scan were significantly associated with each of the androgen measurements.
Perceived loss of concentration or memory and difficulty sleeping were significantly associated
with low testosterone levels, but not with free androgen index. Reported erectile dysfunction
was not associated with androgen levels, and current use of sildenafil was significantly
associated only with very low testosterone levels; men who currently used sildenafil had a
significantly lower prevalence of very low testosterone than men who did not. Men who
reported having erectile dysfunction did have a greater number or frequency of depressive
symptoms than those without erectile dysfunction (median Center for Epidemiologic Studies
Depression Scale for HIV-seronegative men, 21 [range, 14−58] vs. 15 [range, 8−55]; median
for HIV-seropositive men, 17 [range, 11−45] vs. 12.5 [range, 7−40]; P < .001 for both).
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DISCUSSION
The prevalence of low total testosterone levels in healthy men increases with aging, reportedly
reaching levels of <325 mg/dL in ∼20% of men aged 160 years and in ∼50% of those aged
180 years [13]. Decreased serum testosterone levels occur in up to 60% of men with HIV
infection, depending on stage of disease, weight loss, and receipt of antiretroviral therapy [1,
3,14,15]. Therefore, the finding of total testosterone levels <300 ng/mL in both HIV-
seropositive and HIV-seronegative men in this study is consistent with the findings of prior
reports. We observed an association between low testosterone level and HIV infection only in
men who reported having had sex with men. However, among all HIV-seropositive men, very
low testosterone level was associated with a high viral load. We did not find any significant
association between low androgen level and stage of HIV disease (as measured by CD4+ cell
count), receipt of antiretroviral therapy, or low body mass index.

A history of injection drug use was associated with low free androgen index. Low testosterone
levels have been reported in opiate addicts [16], and long-term administration of opiates to rats
during sexual maturation leads to decreased testosterone levels, with more transient effects in
adult animals [17,18]. Opiates may act by suppressing the hypothalamo-pituitary-gonadal axis
[16]. The fact that luteinizing hormone levels were significantly lower among men with low
testosterone levels than among those without low testosterone levels in both HIV-seropositive
and HIV-seronegative subjects, and the fact that levels appeared to be unrelated to lifetime or
recent androgen use, suggest that at least some of the low androgen levels seen were due to
hypogonadotropic hypogonadism in both groups. Additional investigation into pituitary
function in such men seems warranted.

In this study, HCV infection had the strongest association with low androgen levels. Although
severe liver disease may be associated with low androgen levels [19,20], we are aware of only
limited data suggesting an association between low levels and HCV infection per se. In an
Italian study, the authors noted that plasma levels of total and free testosterone were “generally
lower” in 207 patients with hepatitis C than in 2010 Italian men previously evaluated for erectile
dysfunction, but data on the latter group were not shown, and it is not clear whether the
difference was significant [21]. In contrast, among 50 male blood donors with antibody to HCV
in a Polish study, there were no characteristic changes in testosterone levels noted [22]. Further
study of the possible effect of HCV infection on androgen levels seems to be warranted.

Altered mood has been associated with low testosterone levels [23], and use of psychotropic
medications may lead to sexual dysfunction, including testosterone deficiency resulting from
hyperprolactinemia [24]. We found that current receipt of psychotropic medications was
associated with low androgen levels on multivariate analysis, and lower levels were found in
men reporting depressive symptoms. However, in this cross-sectional study, we were not able
to determine causality.

Being overweight and being obese were associated with lower testosterone levels in this study.
Obesity, particularly central obesity, has been associated previously with low total testosterone
levels [25]. Serum total testosterone levels decrease with increasing body mass because of
declining SHBG levels [26]. It seems likely that the small proportion of underweight men in
this study (only 5.6% of HIV-seropositive men and 2.2% of HIV-seronegative men) did not
provide the power to assess any possible association of low androgen levels with wasting. This
may also explain the limited association with HIV infection found.

Higher testosterone levels in African American men than in white men have been reported
previously [27–29], but participants were generally younger than the sample of older men
studied here, sample sizes were often small, and not all studies found a difference by race
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[25,30]. Signs and symptoms of androgen deficiency are nonspecific, so screening tests for
hypogonadism using clinical findings have limitations with regard to both sensitivity and
specificity [5,31,32], whereas assays of testosterone levels are objective measurements. There
has been consensus that both clinical signs and symptoms, as well as measured low testosterone
levels, should be used to define androgen deficiency [12]. The associations of low androgen
levels with decreased libido, depressive symptoms, and decreased bone mineral density found
in this study are consistent with clinical findings reported in men with hypogonadism [33–
35].

Hypogonadism in men with AIDS-related wasting has been associated with depression,
independent of weight, virologic status, or other disease factors [36]. It is interesting that we
did not observe an association of lower androgen levels with erectile dysfunction or sildenafil
use. This is consistent with a recent report that, among men receiving methadone maintenance,
although erectile dysfunction was associated with older age, there was no association with
plasma testosterone levels [37]. Erectile dysfunction was significantly associated with a greater
number or frequency of depressive symptoms. Although, in a cross-sectional analysis, it is not
possible to determine causality, this suggests that most erectile dysfunction may have occurred
on a psychological basis, rather than as a result of low androgen levels.

Several study limitations should be noted. Reliable information about the reason for androgen
use among men who reported using androgens was not available. Therefore, we repeated
analyses including these men while assuming that they would have had low levels if they were
not taking androgens; this did not have an important impact on study findings. There is a diurnal
variation in testosterone levels, especially in young men [38,39]. We were unable to obtain all
specimens at the same time of day; the time at which they were drawn depended primarily on
participant availability, so that systematic bias seems unlikely. Lower androgen levels were
associated with having blood drawn in the afternoon, but our multivariate analysis adjusted for
time of phlebotomy, and restricting analyses to only those men whose levels were obtained in
the morning did not have any important effect on findings (data not shown). We measured total
testosterone and sex hormone binding globulin concentration to calculate free androgen index,
and the calculation of free androgen index assumes normal serum albumin levels. Our findings
must be interpreted with caution for patients with decreased albumin levels (e.g., nephrotic
syndrome and liver cirrhosis). Neither albumin level nor other determinants of liver function
were measured in this study; thus, we have no information on the severity of liver disease in
patients with HCV infection. Our information on use of psychotropic medications included
such medications in aggregate; therefore, we do not have data on individual medications used.
Finally, we measured total—rather than free— testosterone levels. However, it is not clear that
free testosterone level is superior to total testosterone level for defining androgen deficiency,
so that total testosterone level may be more useful in determining when hormone replacement
therapy is appropriate [39,40].

In summary, this study of older men who had or who were at risk of acquiring HIV infection
found that a majority of both HIV-seropositive men and HIV-seronegative men had low serum
androgen levels. Risk factors for low androgen levels included injection drug use, being
overweight or obese, HCV infection, receipt of psychotropic medications, and undergoing
phlebotomy in the afternoon rather than the morning, whereas black race was associated with
a decreased risk. Among HIV-seropositive men, low androgen levels were significantly
associated with evidence of HIV activity, as measured by viral load, but not with the stage of
HIV disease, as measured by CD4+ lymphocyte count. Both low free androgen index and low
androgen levels were associated with several clinical findings suggestive of hypogonadism.
These findings suggest that older men with or at risk for HIV infection should be assessed for
androgen deficiency, with consideration of replacement therapy for those with clinical
evidence of hypogonadism.
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Table 1
Selected characteristics of 502 men not currently taking androgens by HIV status

Characteristic HIV-seronegative men (n =
227)

HIV-seropositive men (n =
275)

P

Age, median years (range) 55 (50−81) 54 (49−74) .03
Age in years
    49−54 113 (49.8) 152 (55.3)
    55−59 66 (29.1) 74 (26.9)
    60−64 28 (12.3) 39 (14.2)
    >64 20 (8.8) 10 (3.6) .08
Race
    White 43 (18.9) 29 (10.5)
    Black 110 (48.5) 172 (62.5)
    Hispanic 56 (24.7) 60 (21.8)
    Other 18 (7.9) 14 (5.1) .006
Sex with men within prior 5 years 15 (6.7) 57 (20.7) <.001
Injection drug use within prior 5 years 23 (10.2) 28 (10.3) .91
Drug use since last study visit 90 (40.0) 79 (29.0) .008
Cigarettes since last study visit 164 (72.0) 181 (65.8) .07
Sexually active within prior 6 months 162 (71.4) 173 (62.9) .03
ED in past 2 weeks 68 (31.1) 85 (32.4) .41
Androgen use since last visit 8 (3.6) 15 (5.6) .21
Sildenafil use
    Since last visit 26 (11.6) 65 (23.7) <.001
    Current use 17 (7.6) 51 (18.7) <.001
Current use of psychotropic drugsa 69 (29.9) 110 (34.1) .34
BMIb
    Median value 27.3 (16.7−50.0) 25.0 (17.0−44.8) <.001
    ≤19 4 (1.9) 15 (5.7)
    >19 and ≤25 66 (30.8) 116 (44.4)
    >25 and <30 83 (38.8) 93 (35.6)
    ≥30 61 (28.5) 37 (14.2) <.001
CD4+ lymphocyte count, cells/mm3

    ≥500 ... 71 (25.8)
    200−499 ... 135 (49.1)
    <200 ... 69 (25.1)
HIV-1 load, copies/mL
    ≤75 ... 100 (36.4)
    76−1000 ... 52 (18.9)
    1001−10,000 ... 39 (14.2)
    10,001−100,000 ... 68 (24.7)
    >100,000 ... 16 (5.8)
HAART use
    Within prior 6 months 191 (70.5)
    Current ... 172 (63.5)
PI use
    Within prior 6 months ... 137 (50.6)
    Current ... 118 (43.5)

NOTE. Data are no. (%) of subjects, unless otherwise indicated. Boldface P values are statistically significant. Denominators occasionally may add up
to less than 502 because of refusal to provide information or because values were missing or indeterminate. BMI, body mass index; ED, erectile dysfunction;
PI, protease inhibitor.

a
Psychotropic medications included barbiturates, sleeping pills, antidepressants or tranquilizers

b
Patients with a BMI of ≤19 were considered to be underweight, those with a BMI of >19 to ≤25 were considered to have a normal weight, those with a

BMI of >25 to <30 were considered to be overweight, and those with a BMI of ≥30 were considered to be obese.

Clin Infect Dis. Author manuscript; available in PMC 2008 June 12.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Klein et al. Page 11
Ta

bl
e 

2
A

ss
oc

ia
tio

ns
 o

f f
re

e 
an

dr
og

en
 in

de
x 

(F
A

I)
 a

nd
 to

ta
l t

es
to

st
er

on
e 

(T
T)

 le
ve

l w
ith

 d
em

og
ra

ph
ic

, b
eh

av
io

ra
l, 

an
d 

m
ed

ic
al

 c
ha

ra
ct

er
is

tic
s i

n 
50

2 
m

en
 w

ho
 w

er
e

no
t c

ur
re

nt
ly

 ta
ki

ng
 a

nd
ro

ge
ns

.

FA
I

T
T

 le
ve

l

M
ea

n 
va

lu
e

V
al

ue
 o

f <
14

.8
M

ea
n 

le
ve

l
L

ev
el

 <
30

0 
ng

/d
L

L
ev

el
 <

20
0 

ng
/d

L

C
ha

ra
ct

er
is

tic
M

ea
n 

± 
SD

P
Pr

op
or

tio
n 

(%
)

of
 su

bj
ec

ts
a

P
M

ea
n 

ng
/d

L
± 

SD
P

Pr
op

or
tio

n 
(%

)
of

 su
bj

ec
ts

a
P

Pr
op

or
tio

n 
(%

)
of

 su
bj

ec
ts

a
P

A
ge

 in
 y

ea
rs

   
 4

9−
54

15
.6

 ±
 1

4.
3

16
4/

26
5 

(6
1.

9)
29

5 
± 

18
3

15
1/

26
5 

(5
7.

0)
88

/2
65

 (3
3.

2)
   

 5
5−

59
17

.3
 ±

 1
8.

1
84

/1
40

 (6
0.

0)
32

4 
± 

26
9

74
/1

40
 (5

2.
9)

45
/1

40
 (3

2.
1)

   
 6

0−
64

15
.5

 ±
 1

1.
0

40
/6

7 
(5

9.
7)

32
2 

± 
19

9
32

/6
7 

(4
7.

8)
21

/1
67

 (3
1.

3)
   

 >
64

21
.7

 ±
 2

2.
7

.4
6

15
/3

0 
(5

0.
0)

.6
5

38
1 

± 
47

7
.6

4
16

/3
0 

(5
3.

3)
.5

6
8/

30
 (2

6.
7)

.9
0

R
ac

e
   

 W
hi

te
18

.7
 ±

 2
0.

6
45

/7
2 

(6
2.

5)
30

6 
± 

33
9

46
/7

2 
(6

3.
9)

29
/7

2 
(4

0.
3)

   
 B

la
ck

16
.4

 ±
 1

4.
2

16
3/

28
2 

(5
7.

8)
32

7 
± 

20
7

13
5/

28
2 

(4
7.

9)
70

/2
82

 (2
4.

8)
   

 H
is

pa
ni

c
15

.6
 ±

 1
6.

5
76

/1
16

 (6
5.

5)
28

4 
± 

25
4

75
/1

16
 (6

4.
7)

54
/1

16
 (4

6.
6)

   
 O

th
er

14
.7

 ±
 1

2.
9

.6
1

19
/3

2 
(5

9.
4)

.5
3

28
6 

± 
13

5
.0

05
17

/3
2 

(5
3.

1)
.0

06
9/

32
 (2

8.
1)

<.
00

1
In

je
ct

io
n 

dr
ug

 u
se

 in
 p

as
t 5

ye
ar

s
   

 N
o

17
.3

 ±
 1

6.
2

25
6/

44
8 

(5
7.

1)
32

0 
± 

24
4

23
8/

44
8 

(5
3.

1)
13

7/
44

8 
(3

0.
6)

   
 Y

es
8.

7 
± 

8.
5

<.
00

1
45

/5
1 

(8
8.

2)
<.

00
1

23
6 

± 
17

6
.0

02
34

/5
1 

(6
6.

7)
.0

9
25

/5
1 

(4
9.

0)
.0

1
D

ru
g 

us
e s

in
ce

 la
st

 st
ud

y 
vi

si
t

   
 N

o
16

.5
 ±

 1
5.

4
19

8/
32

9 
(6

0.
2)

32
2 

± 
26

1
17

6/
32

9 
(5

3.
5)

10
4/

32
9 

(3
1.

6)
   

 Y
es

16
.4

 ±
 1

6.
5

.3
3

10
2/

16
9 

(6
0.

4)
.9

5
29

2 
± 

18
8

.3
3

95
/1

69
 (5

6.
2)

.6
3

57
/1

69
 (3

3.
7)

.7
1

C
ig

ar
et

te
 u

se
 si

nc
e 

la
st

 v
is

it
   

 N
o

21
.5

 ±
 1

9.
2

76
/1

57
 (4

8.
4)

34
9 

± 
29

9
78

/1
57

 (4
9.

7)
41

/1
57

 (2
6.

1)
   

 Y
es

14
.1

 ±
 1

3.
3

<.
00

1
22

7/
34

5 
(6

5.
8)

<.
00

1
29

5 
± 

20
3

.0
3

19
5/

34
5 

(5
6.

5)
.1

8
12

1/
34

5 
(3

5.
1)

.0
6

Se
x 

w
ith

 m
en

 w
ith

in
 p

as
t 5

ye
ar

s
   

 N
o

15
.3

 ±
 1

5.
1

27
4/

42
6 

(6
4.

3)
29

8 
± 

21
3

23
7/

42
6 

(5
5.

6)
15

0/
42

6 
(3

5.
7)

   
 Y

es
23

.2
 ±

 1
8.

1
<.

00
1

26
/7

2 
(3

6.
1)

<.
00

1
40

2 
± 

34
1

<.
00

1
33

/7
2 

(4
5.

8)
.1

6
9/

72
 (1

2.
5)

<.
00

1
B

M
Ib

   
 ≤

 1
9

14
.6

 ±
 1

3.
2

14
/2

2 
(6

3.
6)

47
9 

± 
44

6
10

/2
2 

(4
5.

5)
7/

22
 (3

1.
8)

   
 >

 1
9 

an
d 
≤2

5
14

.6
 ±

 1
4.

2
12

3/
18

7 
(6

5.
8)

35
0 

± 
27

6
79

/1
87

 (4
2.

2)
45

/1
87

 (2
4.

1)
   

 >
25

17
.7

 ±
 1

6.
8

.4
1

16
5/

29
0 

(5
4.

6)
.1

5
27

3 
± 

17
3

<.
00

1
18

4/
29

0 
(6

3.
4)

<.
00

1
11

0/
29

0 
(3

7.
9)

.0
07

A
nd

ro
ge

n 
us

e 
si

nc
e 

la
st

 v
is

it
   

 N
o

16
.5

 ±
 1

5.
8

28
2/

46
8 

(6
0.

3)
31

6 
± 

24
3

24
9/

46
8 

(5
3.

2)
14

7/
46

8 
(3

1.
4)

   
 Y

es
15

.8
 ±

 1
5.

5
.6

0
15

/2
3 

(6
5.

2)
.8

0
26

5 
± 

14
8

.3
7

16
/2

3 
(6

9.
6)

.1
9

9/
23

 (3
9.

1)
.5

8
Pr

es
en

t u
se

 o
f p

sy
ch

ot
ro

pi
c

m
ed

ic
at

io
ns

c
   

 N
o

17
.7

 ±
 1

6.
8

19
9/

35
6 

(5
5.

9)
33

6 
± 

25
9

17
6/

35
6 

(4
9.

4)
99

/3
56

 (2
7.

8)
   

 Y
es

13
.3

 ±
 1

2.
5

.0
02

10
3/

14
4 

(7
1.

5)
<.

00
1

25
0 

± 
16

3
<.

00
1

97
/1

44
 (6

7.
4)

<.
00

1
63

/1
44

 (4
3.

8)
<.

00
1

Pr
es

en
t u

se
 o

f l
ip

id
-lo

w
er

in
g

dr
ug

s
   

 N
o

15
.7

 ±
 1

5.
0

28
2/

45
7 

(6
1.

7)
30

6 
± 

21
6

24
9/

45
7 

(5
4.

5)
14

8/
45

7 
(3

2.
4)

   
 Y

es
23

.5
 ±

 2
0.

8
.0

05
21

/4
4 

(4
7.

7)
.1

0
36

7 
± 

40
4

.3
9

24
/4

4 
(5

4.
5)

.8
8

14
/4

4 
(3

1.
8)

.9
3

Pr
es

en
t u

se
 o

f
an

tih
yp

er
te

ns
iv

e 
m

ed
ic

at
io

n
   

 N
o

16
.8

 ±
 1

6.
3

20
0/

33
7 

(5
9.

3)
32

0 
± 

26
0

18
0/

33
7 

(5
3.

4)
10

2/
33

7 
(3

0.
3)

   
 Y

es
15

.7
 ±

 1
4.

7
.4

3
10

1/
16

2 
(6

2.
3)

.2
9

29
5 

± 
18

5
.3

7
92

/1
62

 (5
6.

8)
.2

7
59

/1
62

 (3
6.

4)
.2

0
A

nt
ib

od
y 

to
 h

ep
at

iti
s C

 v
iru

s
   

 N
o

29
.2

 ±
 1

9.
6

29
/1

33
 (2

1.
8)

40
4 

± 
29

4
43

/1
33

 (3
2.

3)
10

/1
33

 (7
.5

)
   

 Y
es

11
.1

 ±
 9

.6
<.

00
1

27
1/

35
5 

(7
6.

3)
<.

00
1

27
5 

± 
20

6
<.

00
1

22
3/

35
5 

(6
2.

8)
<.

00
1

14
9/

35
5 

(4
2.

0)
<.

00
1

Clin Infect Dis. Author manuscript; available in PMC 2008 June 12.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Klein et al. Page 12
FA

I
T

T
 le

ve
l

M
ea

n 
va

lu
e

V
al

ue
 o

f <
14

.8
M

ea
n 

le
ve

l
L

ev
el

 <
30

0 
ng

/d
L

L
ev

el
 <

20
0 

ng
/d

L

C
ha

ra
ct

er
is

tic
M

ea
n 

± 
SD

P
Pr

op
or

tio
n 

(%
)

of
 su

bj
ec

ts
a

P
M

ea
n 

ng
/d

L
± 

SD
P

Pr
op

or
tio

n 
(%

)
of

 su
bj

ec
ts

a
P

Pr
op

or
tio

n 
(%

)
of

 su
bj

ec
ts

a
P

D
et

ec
ta

bl
e 

H
C

V
 R

N
A

d
   

 N
o

15
.2

 ±
 8

.2
38

/6
4 

(5
9.

4)
26

4 
± 

18
4

39
/6

4 
(6

0.
9)

31
/6

4 
(4

8.
4)

   
 Y

es
9.

8 
± 

8.
2

<.
00

1
21

6/
26

6 
(8

1.
2)

<.
00

1
27

5 
± 

21
4

.6
6

16
9/

26
6 

(6
3.

5)
.8

1
11

1/
26

6 
(4

1.
7)

.4
1

H
IV

 se
ro

po
si

tiv
e

   
 N

o
18

.5
 ±

 1
7.

8
12

8/
22

7 
(5

6.
4)

30
2 

± 
21

1
12

6/
22

7 
(5

5.
5)

86
/2

27
 (3

7.
9)

   
 Y

es
14

.7
 ±

 1
3.

6
.1

0
17

5/
27

5 
(6

3.
6)

.1
2

32
0 

± 
25

9
.2

4
14

7/
27

5 
(5

3.
5)

.7
1

76
/2

75
 (2

7.
6)

.0
2

H
IV

-1
 lo

ad
, c

op
ie

s/
m

Le
   

 ≤
10

,0
00

15
.1

 ±
 1

2.
9

11
6/

19
1 

(6
0.

7)
33

0 
± 

24
0

94
/1

91
 (4

9.
2)

43
/1

91
 (2

2.
5)

   
 >

10
,0

00
13

.9
 ±

 1
5.

1
.1

0
59

/8
4 

(7
0.

2)
.1

7
29

6 
± 

29
7

.0
04

53
/8

4 
(6

3.
1)

.0
46

33
/8

4 
(3

9.
3)

.0
07

Ta
ki

ng
 H

A
A

R
T

   
 N

o
14

.7
 ±

 1
2.

6
62

/9
9 

(6
2.

6)
29

3 
± 

20
9

58
/9

9 
(5

8.
6)

30
/9

9 
(3

0.
3)

   
 Y

es
14

.7
 ±

 1
4.

3
.9

0
11

2/
17

2 
(6

5.
1)

.7
8

33
6 

± 
28

5
.1

7
86

/1
72

 (5
0.

0)
.2

2
45

/1
72

 (2
6.

2)
.5

5
Ti

m
e 

of
 p

hl
eb

ot
om

y
   

 M
or

ni
ng

17
.3

 ±
 1

6.
3

16
8/

29
0 

(5
7.

9)
31

8 
± 

21
3

15
3/

29
0 

(5
2.

8)
85

/2
90

 (2
9.

3)
   

 A
fte

rn
oo

n
15

.3
 ±

 1
4.

9
.1

3
13

5/
21

2 
(6

3.
7)

.2
3

30
3 

± 
26

9
.0

6
12

0/
21

2 
(5

6.
6)

.4
5

77
/2

12
 (3

6.
3)

.1
2

N
O

T
E

. B
ol

df
ac

e 
P 

va
lu

es
 a

re
 st

at
is

tic
al

ly
 si

gn
ifi

ca
nt

. D
en

om
in

at
or

s o
cc

as
io

na
lly

 m
ay

 a
dd

 u
p 

to
 le

ss
 th

an
 5

02
 b

ec
au

se
 o

f r
ef

us
al

 to
 p

ro
vi

de
 in

fo
rm

at
io

n 
or

 b
ec

au
se

 v
al

ue
s w

er
e 

m
is

si
ng

 o
r i

nd
et

er
m

in
at

e.
B

M
I, 

bo
dy

 m
as

s i
nd

ex
; H

C
V

, h
ep

at
iti

s C
 v

iru
s.

a N
o.

 o
f m

en
 w

ith
 F

A
I o

r T
T 

le
ve

l/n
o.

 o
f m

en
 w

ith
 c

ha
ra

ct
er

is
tic

 (%
).

b Pa
tie

nt
s w

ith
 a

 B
M

I o
f ≤

19
 w

er
e 

co
ns

id
er

ed
 to

 b
e 

un
de

rw
ei

gh
t, 

th
os

e 
w

ith
 a

 B
M

I o
f >

19
 to

 ≤
25

 w
er

e 
co

ns
id

er
ed

 to
 h

av
e 

a 
no

rm
al

 w
ei

gh
t, 

th
os

e 
w

ith
 a

 B
M

I o
f >

25
 to

 <
30

 w
er

e 
co

ns
id

er
ed

 to
 b

e
ov

er
w

ei
gh

t, 
an

d 
th

os
e 

w
ith

 a
 B

M
I o

f ≥
30

 w
er

e 
co

ns
id

er
ed

 to
 b

e 
ob

es
e.

c Ps
yc

ho
tro

pi
c 

m
ed

ic
at

io
ns

 in
cl

ud
ed

 b
ar

bi
tu

ra
te

s, 
sl

ee
pi

ng
 p

ill
s, 

an
tid

ep
re

ss
an

ts
, a

nd
 tr

an
qu

ili
ze

rs

d A
m

on
g 

m
en

 se
ro

po
si

tiv
e 

fo
r a

nt
ib

od
y 

to
 H

C
V

.

e A
m

on
g 

H
IV

-s
er

op
os

iti
ve

 m
en

.

Clin Infect Dis. Author manuscript; available in PMC 2008 June 12.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Klein et al. Page 13
Ta

bl
e 

3
Fa

ct
or

s a
ss

oc
ia

te
d 

w
ith

 lo
w

 a
nd

ro
ge

n 
le

ve
ls

 o
n 

m
ul

tiv
ar

ia
te

 a
na

ly
si

s.

T
ot

al
 te

st
os

te
ro

ne
 le

ve
l, 

ng
/d

L

Fr
ee

 a
nd

ro
ge

n 
in

de
x 

of
 <

14
.8

<3
00

 n
g/

dL
<2

00
 n

g/
dL

C
ha

ra
ct

er
is

tic
O

R
ad

j (
95

%
 C

I)
P

O
R

ad
j (

95
%

 C
I)

P
O

R
ad

j (
95

%
 C

I)
P

R
ac

ea
   

 B
la

ck
N

R
N

R
0.

43
 (0

.2
3−

0.
82

)
.0

1
0.

42
 (0

.2
2−

0.
79

)
<.

00
1

   
 H

is
pa

ni
c

N
R

N
R

0.
86

 (0
.4

2−
1.

8)
.6

8
1.

2 
(0

.6
0−

2.
4)

.6
1

   
 O

th
er

N
R

N
R

0.
72

 (0
.2

7−
1.

9)
.5

2
0.

57
 (0

.2
1−

1.
6)

.2
8

In
je

ct
io

n 
dr

ug
 u

se
 w

ith
in

 p
as

t 5
 y

ea
rs

4.
2 

(1
.5
−1

1.
6)

.0
06

N
R

N
R

N
R

N
R

Se
x 

w
ith

 m
en

 w
ith

in
 p

as
t 5

 y
ea

rs
N

R
N

R
...

b
...

N
R

N
R

B
od

y 
m

as
s i

nd
ex

c
   

 >
25

N
R

N
R

2.
7 

(1
.8
−4

.1
)

<.
00

1
2.

1 
(1

.3
−3

.4
)

.0
01

   
 ≤

19
N

R
N

R
1.

1 
(0

.4
0−

 2
.8

)
.9

1
1.

9 
(0

.6
3−

 5
.5

)
.2

6
H

ep
at

iti
s C

 v
iru

s s
er

op
os

iti
ve

10
.4

 (6
.3
−1

7.
2)

<.
00

1
4.

3 
(2

.6
−7

.0
)

<.
00

1
9.

3 
(4

.6
−1

8.
9)

<.
00

1
R

ec
ei

pt
 o

f p
sy

ch
ot

ro
pi

c 
m

ed
ic

at
io

n
2.

0 
(1

.2
−3

.2
)

.0
05

N
R

N
R

N
R

N
R

H
IV

 se
ro

po
si

tiv
ity

N
R

N
R

...
b

...
N

R
N

R
Ph

le
bo

to
m

y 
pe

rf
or

m
ed

 in
 th

e
m

or
ni

ng
0.

59
 (0

.3
8−

0.
94

)
.0

3
N

R
N

R
0.

64
 (0

.4
1−

0.
99

8)
.0

49

A
ny

 h
is

to
ry

 o
f a

nd
ro

ge
n 

us
e

1.
2 

(0
.4

1−
3.

3)
.7

6
1.

9 
(0

.7
0−

5.
4)

.1
9

1.
03

 (0
.3

8−
2.

8)
.9

5

N
O

T
E

. S
ep

ar
at

e 
m

od
el

s w
er

e 
ru

n 
fo

r l
ow

 fr
ee

 a
nd

ro
ge

n 
in

de
x 

an
d 

fo
r e

ac
h 

of
 th

e 
2 

lo
w

 te
st

os
te

ro
ne

 le
ve

ls
 c

at
eg

or
ie

s. 
B

ol
df

ac
e 

P 
va

lu
es

 a
re

 st
at

is
tic

al
ly

 si
gn

ifi
ca

nt
. N

R
, v

ar
ia

bl
e 

no
t r

et
ai

ne
d 

in
 th

e
fin

al
 m

od
el

; O
R

ad
j, 

ad
ju

st
ed

 O
R

.

a R
ef

er
en

ce
 w

as
 w

hi
te

 ra
ce

.

b Th
er

e 
w

as
 a

 si
gn

ifi
ca

nt
 in

te
ra

ct
io

n 
be

tw
ee

n 
H

IV
 in

fe
ct

io
n 

st
at

us
 a

nd
 re

po
rt 

of
 h

av
in

g 
ha

d 
se

x 
w

ith
 m

en
. O

nl
y 

am
on

g 
m

en
 w

ho
 re

po
rte

d 
ha

vi
ng

 h
ad

 se
x 

w
ith

 m
en

 w
ith

in
 th

e 
pa

st
 5

 y
ea

rs
 w

as
 th

er
e 

a
si

gn
ifi

ca
nt

 a
ss

oc
ia

tio
n 

be
tw

ee
n 

lo
w

 to
ta

l t
es

to
st

er
on

e 
le

ve
l (

<3
00

 n
g/

dL
) a

nd
 H

IV
 se

ro
po

si
tiv

ity
 (O

R
ad

j, 
5.

1;
 9

5%
 C

I, 
1.

2−
22

.4
).

c R
ef

er
en

ce
 v

al
ue

, >
19

 to
 ≤

25
.

Clin Infect Dis. Author manuscript; available in PMC 2008 June 12.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Klein et al. Page 14
Ta

bl
e 

4
A

ss
oc

ia
tio

ns
 o

f s
ym

pt
om

s 
an

d 
m

ea
su

re
d 

bo
ne

 lo
ss

 w
ith

 fr
ee

 a
nd

ro
ge

n 
in

de
x 

(F
A

I)
 a

nd
 to

ta
l t

es
to

st
er

on
e 

(T
T)

 le
ve

l i
n 

50
2 

m
en

 w
ho

 w
er

e 
cu

rr
en

tly
 n

ot
ta

ki
ng

 a
nd

ro
ge

ns
.

FA
I

T
T

 le
ve

l

M
ea

n 
va

lu
e

V
al

ue
 o

f <
14

.8
M

ea
n 

le
ve

l
L

ev
el

 <
30

0 
ng

/d
L

L
ev

el
 <

20
0 

ng
/d

L

C
ha

ra
ct

er
is

tic
M

ea
n 

± 
SD

P
Pr

op
or

tio
n 

(%
)

of
 su

bj
ec

ts
a

P
M

ea
n 

ng
/d

L
± 

SD
P

Pr
op

or
tio

n 
(%

)
of

 su
bj

ec
ts

a
P

Pr
op

or
tio

n 
(%

)
of

 su
bj

ec
ts

a
P

D
ec

re
as

ed
 in

te
re

st
 in

 se
x

   
 N

o
17

.6
 ±

 1
6.

1
18

1/
32

4 
(5

5.
9)

32
6 

± 
21

5
16

3/
32

4 
(5

0.
3)

92
/3

24
 (2

8.
4)

   
 Y

es
14

.8
 ±

 1
5.

5
.0

2
10

3/
15

4 
(6

6.
9)

.0
3

28
9 

± 
28

3
.0

02
94

/1
54

 (6
1.

0)
.0

4
60

/1
54

 (3
9.

0)
.0

3
Er

ec
til

e 
dy

sf
un

ct
io

n
   

 N
o

16
.3

 ±
 1

5.
7

19
8/

32
8 

(6
0.

4)
30

7 
± 

20
7

17
9/

32
8 

(5
4.

6)
10

0/
32

8 
(3

0.
5)

   
 Y

es
17

.0
 ±

 1
6.

5
.9

2
91

/1
53

 (5
9.

5)
.9

3
32

2 
± 

29
5

.8
2

81
/1

53
 (5

2.
9)

.8
1

55
/1

53
 (3

5.
9)

.2
8

Fe
lt 

“d
ep

re
ss

ed
”

   
 N

o
15

.7
 ±

 1
4.

2
16

5/
27

5 
(6

0.
0)

32
4 

± 
25

2
13

4/
27

5 
(5

2.
4)

82
/2

75
 (2

9.
8)

   
 Y

es
17

.2
 ±

 1
7.

6
.9

3
13

2/
21

7 
(6

0.
8)

.9
3

29
5 

± 
22

2
.0

8
12

4/
21

7 
(5

7.
1)

.3
3

77
/2

17
 (3

5.
5)

.2
2

D
ep

re
ss

iv
e 

sy
m

pt
om

sb
   

 N
o

17
.3

 ±
 1

4.
9

14
1/

25
9 

(5
4.

4)
33

4 
± 

23
3

13
0/

25
9 

(5
0.

2)
70

/2
59

 (2
7.

0)
   

 Y
es

15
.5

 ±
 1

6.
6

.0
1

16
2/

24
3 

(6
6.

7)
.0

07
28

8 
± 

24
2

.0
02

14
3/

24
3 

(5
8.

8)
.0

6
92

/2
43

 (3
7.

9)
.0

1
Lo

ss
 o

f c
on

ce
nt

ra
tio

n/
m

em
or

y
   

 N
o

16
.6

 ±
 1

4.
5

16
8/

29
1 

(5
7.

5)
32

9 
± 

23
2

14
9/

29
1 

(5
1.

2)
85

/2
91

 (2
9.

2)
   

 Y
es

16
.1

 ±
 1

7.
7

.0
7

13
0/

20
0 

(6
5.

0)
.1

3
28

3 
± 

24
3

.0
05

11
7/

20
0 

(5
8.

5)
.1

3
75

/2
00

 (3
7.

5)
.0

7
D

iff
ic

ul
ty

 sl
ee

pi
ng

   
 N

o
16

.5
 ±

 1
4.

1
13

0/
22

2 
(5

8.
6)

33
1 

± 
21

1
10

9/
22

2 
(4

9.
1)

57
/2

22
 (2

5.
7)

   
 Y

es
16

.2
 ±

 1
6.

8
.1

1
17

2/
27

8 
(6

1.
9)

.5
1

29
5 

± 
25

5
.0

02
16

3/
27

8 
(5

8.
6)

.0
4

10
4/

27
8 

(3
7.

4)
.0

07
Su

bj
ec

tiv
e 

ov
er

al
l h

ea
lth

   
 E

xc
el

le
nt

16
.8

 ±
 9

.1
9/

22
 (4

0.
9)

34
8 

± 
13

7
9/

22
 (4

0.
9)

3/
22

 (1
3.

6)
   

 G
oo

d
18

.3
 ±

 1
6.

7
11

6/
20

4 
(5

6.
9)

34
9 

± 
28

0
98

/2
04

 (4
8.

0)
49

/2
04

 (2
4.

0)
   

 F
ai

r
15

.3
 ±

 1
5.

9
13

7/
21

4 
(6

4.
0)

28
8 

± 
21

1
12

6/
21

4 
(5

8.
9)

81
/2

14
 (3

7.
9)

   
 P

oo
r

13
.4

 ±
 1

3.
2

.0
03

35
/5

2 
(6

7.
3)

.0
8

24
6 

± 
18

4
<.

00
1

36
/5

2 
(6

9.
2)

.0
1

26
/5

2 
(5

0.
0)

<.
00

1
C

ur
re

nt
 si

ld
en

af
il 

us
e

   
 N

o
16

.3
 ±

 1
5.

8
26

1/
42

9 
(6

0.
8)

31
1 

± 
24

9
23

6/
42

9 
(5

5.
0)

14
7/

42
9 

(3
4.

3)
   

 Y
es

17
.8

 ±
 1

5.
7

.5
8

38
/6

8 
(5

5.
9)

.5
2

31
9 

± 
16

5
.1

8
33

/6
8 

(4
8.

5)
.3

9
14

/6
8 

(2
0.

6)
.0

4
O

st
eo

pe
ni

a
   

 N
o

19
.8

 ±
 1

7.
4

97
/1

86
 (5

2.
2)

33
4 

± 
18

1
84

/1
86

 (4
5.

2)
45

/1
86

 (2
4.

2)
   

 Y
es

14
.5

 ±
 1

3.
9

.0
01

12
3/

19
5 

(6
3.

1)
.0

4
29

4 
± 

23
2

.0
03

11
5/

19
5 

(5
9.

0)
.0

09
68

/1
95

 (3
4.

9)
.0

3
O

st
eo

po
ro

si
s

   
 N

o
17

.1
 ±

 1
5.

1
19

0/
33

2 
(5

7.
2)

31
3 

± 
18

7
17

2/
33

2 
(5

1.
8)

94
/3

32
 (2

8.
3)

   
 Y

es
17

.0
 ±

 2
0.

5
.2

4
30

/4
9 

(6
1.

2)
.3

6
31

5 
± 

32
5

.2
4

27
/4

9 
(5

5.
1)

.7
8

19
/4

9 
(3

8.
8)

.1
8

N
O

T
E

. D
at

a 
ar

e 
no

. o
f m

en
 w

ith
 F

A
I o

r T
T 

le
ve

l/n
o.

 o
f m

en
 w

ith
 c

ha
ra

ct
er

is
tic

 (%
), 

un
le

ss
 o

th
er

w
is

e 
in

di
ca

te
d.

 D
en

om
in

at
or

s o
cc

as
io

na
lly

 m
ay

 a
dd

 u
p 

to
 le

ss
 th

an
 5

02
 b

ec
au

se
 o

f r
ef

us
al

 to
 p

ro
vi

de
in

fo
rm

at
io

n 
or

 b
ec

au
se

 v
al

ue
s w

er
e 

m
is

si
ng

 o
r i

nd
et

er
m

in
at

e.
 B

ol
df

ac
e 

P 
va

lu
es

 a
re

 st
at

is
tic

al
ly

 si
gn

ifi
ca

nt
.

a N
o.

 o
f m

en
 w

ith
 F

A
I o

r T
T 

le
ve

l/n
o.

 o
f m

en
 w

ith
 c

ha
ra

ct
er

is
tic

 (%
).

b C
en

te
r f

or
 E

pi
de

m
io

lo
gi

c 
St

ud
ie

s D
ep

re
ss

io
n 

Sc
al

e 
of

 ≥
 1

6.

Clin Infect Dis. Author manuscript; available in PMC 2008 June 12.


