
Based on Australian Bureau of Statistics 2011–2012 data, 
the prevalence of overweight and obesity is similar in 
males and females aged 2 to 17 years, but is higher in adult 

men (70%) than adult women (56%).1 Furthermore, the propor-
tion of men with severe and very severe obesity is increasing 
rapidly.2,3 Obesity is now the second highest contributor to 
burden of disease in Australia, and ahead of smoking (AIHW).

Most descriptions of the complications of obesity tend to 
focus on a ‘generic human’ with little attention to differences 
between men and women. Obesity has deleterious effects on 
sexual, reproductive and lower urinary tract function in men 
that have, until relatively recently, been largely ignored. These 
effects are the focus of this brief article, together with factors 
that interact with obesity to determine outcome, and the opti-
mising of healthcare service provision for such men. 

Obesity-associated functional hypogonadism
Obesity, particularly when the excess adipose tissue is predom-
inantly visceral and associated with metabolic abnormalities, 
induces a form of functional secondary hypogonadism 

characterised by low serum total testosterone and sex hormone 
binding globulin (SHBG) concentrations with luteinising hor-
mone and follicle-stimulating hormone concentrations in the 
mid- or low-normal range. There is some evidence that the 
reduced testosterone interacts with obesity, age and other risk 
factors, in a ‘feed forward manner’ to accelerate progression of 
milder abnormalities of glucose metabolism to type 2 diabetes. 
Testosterone increases in response to weight loss and the mag-
nitude of the increase in testosterone is proportional to the 
amount of weight lost.4 At the current time, treatment with 
testosterone is not appropriate for obesity related low testosterone 
since neither its efficacy nor safety are established.5 Indications 
for the use of testosterone may change when the T4DM trial 
(www.t4dm.org.au) reports in early 2019.
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Obesity in men has deleterious effects on reproductive 
and lower urinary tract function as well as important 
implications for chronic disease risk. A focus on 
common sexual and lower urinary tract symptoms by 
healthcare providers affords an opportunity for 
prevention or early detection and management of 
chronic disease in men.
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OBESITY IN MEN: PRACTICE POINTS

• Reproductive consequences and lower urinary tract symptoms
(LUTS) are common in men with obesity.

• Obesity in men leads to alterations in sperm that affect
reproductive capacity and transmits chronic disease risk to
subsequent generations.

• Particularly in men with obesity, LUTS should not be assumed to
be related to the prostate. It is a marker of the presence and/or
risk of systemic disease.

• The risk of obesity-associated comorbidities is higher in men
who are socially disadvantaged, live in a rural or remote location
or have limited functional health literacy. Programs for health
promotion should be designed to reach these subgroups, as well
as Aboriginal and Torres Strait Islander men and migrants.

• There is considerable evidence to support the health benefits of a
high-quality nutrient-rich diet, as well as for regular physical activity,
elimination of harmful behaviours and ingested toxins (e.g. smoking,
binge drinking), and management of stress, anxiety and depression.

• Substantial favourable outcomes are achievable by optimal
treatment of comorbidities such as hyperlipidaemia, hypertension
and diabetes, even if there is no loss of weight.
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Sperm quality and function, and 
intergenerational transmission 
of chronic disease risk 
Men with obesity are more likely to have 
abnormalities in the morphology and 
function of their sperm, high levels of reac-
tive oxygen species in seminal fluid,  
vulnerability of the sperm to oxidative 
damage and reduced pregnancy rates as 
compared with normal weight men.6-8 
Obesity may also produce epigenetic 
changes to sperm DNA9 and alter the pat-
tern of microRNAs in sperm.10 These 
alterations to sperm not only affect repro-
ductive capacity but transmit chronic dis-
ease risk to subsequent generations. The 
extent to which this is attributable to obesity 
in and of itself, or associated comorbidities 
such as abnormal glucose metabolism, and 
obstructive sleep apnoea (OSA), dietary 
pattern and other lifestyle behaviours, and/
or environmental exposures is unclear.11

Lower urinary tract symptoms
Men with obesity have an increased prev-
alence and severity of both voiding (dif-
ficulty initiating urination, poor stream, 
incomplete emptying, after-dribble) and 
storage (frequency, urgency, nocturia, 
incontinence) type lower urinary tract 
symptoms (LUTS). Although enlargement 
of the prostate is more common in men 
with obesity and the metabolic syndrome, 
and may be causally associated with these 
symptoms, there is no direct association 
between the size of the prostate and the 
presence of any of the symptoms. The 
presence of LUTS should prompt a search 
for systemic factors, apart from obesity, 
now known to be independently associ-
ated with LUTS. These factors include, 
but are not limited to, hypertension, 
abnormal glucose metabolism, OSA, 
insufficient physical activity, depression, 
sex steroid levels, medication use (e.g. 
thiazide diuretics) and caffeine intake;12,13 

the presence of LUTS should prompt their 
consideration. When nocturia is present 
OSA, which affects one in two men over 
the age of 50 years and which may be 
severe in the absence of sleepiness, should 

be excluded.13 There are also strong   
bi-directional associations between 
depression and LUTS and erectile dys-
function and LUTS and the three condi-
tions and OSA.14 Comorbid depression in 
men tends to present predominantly with 
somatic complaints. Furthermore, LUTS 
are a marker of risk for incident type 2 
diabetes and cardiovascular disease.15

Other factors interact with 
obesity to increase risk 
As indicated above, numerous factors, inde-
pendent of and presumably also interacting 
with obesity, affect sexual, reproductive and 
lower urinary tract function in men. These 
include diet quality, physical activity, 
comorbidities, substance use, other lifestyle 
behaviours and occupation and environ-
mental risk factors. The effects of obesity 
also interact with sociodemographic factors 
to influence disease risk. Men who are 
socially disadvantaged (low income, unem-
ployed, separated, victims of racial and 
ethnic disparity), located in rural and 
remote locations, and/or have limited func-
tional health literacy have a higher risk of 
obesity-associated comorbidities.16,17

Furthermore, the outcomes for men 
affected by obesity are determined by their 
utilisation of health services. The often-held 
notion that ‘men don’t go to the doctor’ is 
incorrect. Approximately 90% of men over 
the age of 40 years visit their GP at least once 
a year.18 Those men with chronic disorders, 
including depression, attend (appropriately) 
more frequently.19 By contrast, men tend to 
go to their GP less frequently specifically 
for preventative health care. When they do 
go for an acute problem most feel that other 
issues, not directly associated with the acute 
problem, are not addressed. Men are reluc-
tant to raise issues peripheral to the imme-
diate reason for attendance, but they still 
want to be asked and are happy to talk if 
they feel time is available.20

Implications for management
Every visit by a man to a healthcare pro-
vider should be treated as an opportunity 
for prevention or early detection and 

management of chronic disease. Enquire 
about LUTS, erectile dysfunction, health 
behaviours, work and personal stress, 
sleep, and symptoms of depression. Also 
ask if there are any other issues they would 
like to address. Measure height (if not done 
previously), weight, waist circumference 
and blood pressure. Use those data to guide 
further investigation and schedule a sub-
sequent appointment making sufficient 
time to address the issues. 

As with provision of services, programs 
for health promotion should be designed 
to reach specific subgroups of men, includ-
ing Aboriginal and Torres Strait Islander 
men, migrants, and men in rural, remote 
or disadvantaged situations.

In general, weight loss improves  
obesity-related comorbidities and/or risk of 
their occurrence. Modest weight loss is rel-
atively easy to achieve in men. However, 
while it may be possible to maintain some 
of the weight lost, substantial weight loss is 
seldom maintained by behavioural inter-
vention alone. Furthermore, eating less of 
a bad diet may not produce a favourable 
outcome irrespective of weight lost.21 On 
the other hand, the health benefits of a 
high-quality nutrient-rich diet,22 regular 
physical activity,23,24 elimination of harmful 
behaviours and ingested toxins (e.g. smok-
ing, binge drinking), management of stress, 
anxiety and depression,25 and optimal 
treatment of comorbidities such as hyper-
lipidaemia, hypertension and diabetes even 
if there is no loss of weight, are substantial 
and achievable.  MT
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