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Key messages


The proportion of Australian males who are classified as overweight or obese increases with age;
in 2013/14 around 20% of boys aged 10–14, 60% of men aged 25–34, and more than 70% of men
aged 35–57 were overweight or obese.

7
in10
men aged 35–57 are either
overweight or obese

*

*based on BMI data




Among boys and young males (10–17 years), low physical activity was a key risk factor for being
overweight or obese.
Among adult Australian men (18+), low physical activity, frequent medication use, poor diet, smoking,
drinking and lower overall life satisfaction were all associated with greater risk of being overweight or obese.

heavy smoking & heavy drinking
are key risk factors for overweight
among adult men



and obesity

With age, it was harder to sustain a ‘normal’ or healthy weight:
– Among those at a healthy weight, 91% of 10–14 year olds were still at a healthy weight two years later,
compared to 82% of 18–24 year olds and 77% of 45–57 year olds.



Across a two-year period, once overweight or obese, very few males lost weight to become a
healthy weight:
– Around 9 in 10 men aged 35–57 who were overweight or obese, remained so two years later.



The longer that men were overweight or obese, the more likely they were to develop several chronic
health conditions. Compared to men of a healthy weight, those who were overweight or obese in
2013/14 and 2015/16 had:
– almost triple the likelihood of having symptoms of, or being treated for, cardiovascular conditions in
the past 12 months prior to 2015/16
– triple the likelihood of having symptoms of, or being treated for, diabetes in the past 12 months
– 1.4 times more likely to have symptoms of, or being treated for, a respiratory condition and/or arthritis
in the past 12 months.
Persistent or ongoing

overweight and obesity

increases the chances of experiencing a range of other

chronic health conditions
such as arthritis, diabetes and cardiovascular disease
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Overview
Overweight and obesity are generally preventable and modifiable – yet complex – conditions that come
with heightened risk of many other health conditions including cardiovascular disease and diabetes
(Australian Institute of Health and Welfare [AIHW], 2017b; World Health Organization [WHO], 2000a).
In addition to considerable personal costs, the economic burden of these conditions is significant; in
2011/12, for example, the combined cost of obesity in Australia was estimated to be around $8.6 billion.
This included costs associated with health care, absenteeism from work, disability payments, forgone
earnings and taxes, unemployment, and loss of productivity due to illness and premature death (Goettler,
Grosse, & Sonntag, 2017; PricewaterhouseCoopers, 2015).
In 2018, Australia ranked ninth out of 23 Organisation for Economic Co-operation and Development
(OECD) countries on overweight and obesity (AIHW, 2018; OECD, 2019). Australia had the third highest
proportion of overweight and obese males (71%), only behind the United States and Chile (both 74%)
(AIHW, 2018). Enhancing understanding of overweight and obesity among Australian males is vital for
identifying those most at risk of developing these chronic health conditions, implementing preventive
measures, and addressing associated health outcomes and their effects on the wider health care system.
This chapter uses Ten to Men (TTM) data to assess the prevalence and some risk factors for overweight
and obesity among Australian boys and men. Using data collected in 2013/14 and 2015/16, it also examines
persistence and changes in weight status, and the possible effects of overweight and obesity on certain
physical health outcomes among adult men.
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Prevalence of overweight and obesity
among males
Box 3.1: Measuring overweight and obesity
Body mass index (BMI) is defined as weight (kg) divided by height (m2).
Respondents were divided into three categories for weight status: a
z
underweight/normal/healthy weight b (adult BMI of less than 25)
z

overweight (adult BMI from 25 to less than 30)

z

obese (adult BMI of 30 or above).

For TTM respondents, underweight, ‘normal’ or healthy weight, overweight and obese were classified
according to the International Obesity Task Force BMI cut-off points (Cole & Lobstein, 2012), which
account for age and sex. In the TTM study, weight and height were self-reported.
Although BMI is a practical and commonly used method of classifying overweight and obesity
in population surveys, it has its limitations. In particular, it does not distinguish between weight
associated with muscle and with fat; as a result it might not indicate an accurate body fat
percentage among some individuals and populations with varying body build and proportion
(WHO, 2000b). The findings of this chapter should therefore be viewed cautiously with a caveat
that they reflect a simplistic relationship between BMI and obesity.
Notes:

For males younger than 18 years, a series of age-specific BMI ranges were used in line with the appropriate growth
reference for each age as suggested by WHO (Cole & Lobstein, 2012). b For analysis purposes, TTM respondents
classified as being underweight (adult BMI less than 18.5) were combined with those classified as healthy weight.
The proportion of those classified as underweight was 5% among 10–14 year olds, 7% among 15–17 year olds,
4% among 18–24 year olds, and less than 1% among 25–57 year olds.
a

In 2013/14, the BMI scores of Australian males varied considerably by age; overall, the average BMI was
higher among older males compared to those who were younger (Figure 3.1). For 10–14 year olds, the
average BMI score was around 20. This increased to a score of 23 for young men aged 15–17. For adult men
aged 18–24, the average BMI was around 25 (on the border of being overweight). By the age of 45–57, the
average BMI was around 28, which is greater than the threshold for being overweight.
Aligning with the patterns in BMI scores outlined above, the prevalence for being overweight and obese
was significantly higher among older versus younger Australian males (Figure 3.2). Around one in five boys
aged 10–14 (20%), and around one in three young men aged 15–17 (29%), were classified as overweight or
obese. In comparison, approximately two in five men aged 18–24 (40%) were either overweight or obese. In
older groups, this percentage was consistently higher. Among men aged 35–57, more than seven in 10 were
overweight or obese, with around 5–7% classified as severely obese (BMI scores of 35–39) and 2.5% as
morbidly obese (BMI 40 or greater). This equates to around half a million males aged between 35 and 57
being classified as severely obese (406,126 males) or morbidly obese (145,045 men) at that point in time.
In contrast, the proportion of TTM males classified as being underweight in 2013/14 decreased with age:
specifically, 4% of 10-14 year olds, 5% of 15-17 year olds, 3% of 18-24 year olds, 1% of 25–35 year olds, and
less than 1% of those aged 36 years and older were underweight at this point.
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Figure 3.1: Distribution of BMI scores for Australian males aged 10–57 years, by age group (years), 2013/14
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The green vertical line indicates a BMI underweight cut-off point; the blue vertical line indicates a BMI overweight cut-off point;
the red vertical line indicates a BMI obese cut-off point. n = 1,035 (10–14 years); n = 816 (15–17 years); n = 1,612 (18–24 years);
n = 2,743 (25–34 years); n = 3,810 (35–44 years); n = 4,194 (45–57 years).

Source: TTM data, Wave 1, adult cohort, weighted
Credit: Ten to Men 2020 (creativecommons.org/licenses/by/4.0/)
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Figure 3.2: Weight classification of Australian males aged 10–57 years, by age group (years), 2013/14
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n = 4,194 (45–57 years). Percentages <5% not displayed here.

Source: TTM data, Wave 1, all cohorts, weighted
Credit: Ten to Men 2020 (creativecommons.org/licenses/by/4.0/)

Rates of overweight and obesity among these age groups did not change much over time. Similar
proportions were observed in 2015/16, with the only difference being a slightly higher prevalence of
overweight and obesity among boys (29%) compared to young men (25%).
These estimates are comparable to those of other Australian research (AIHW, 2017b; Australian Bureau of
Statistics [ABS], 2015), and indicate that overweight and obesity remain serious public health challenges
for males nationwide.
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Risk factors for being overweight/obese
Research has shown that being overweight or obese is associated with a number of risk factors. These
risk factors often coexist and interact, making it challenging to holistically address these conditions and
their associated consequences (AIHW, 2019). Evidence shows that nutrient-poor diets, reduced levels of
physical activity and a rise in sedentary behaviours are consistently key risks for overweight and obesity
among the Australian population (AIHW, 2017c; Brown & Siahpush, 2007; National Health and Medical
Research Council [NHMRC], 2013).
Building on such research, this section examines associations between being overweight or obese and a
number of behavioural risk factors such as fruit and vegetable intake, physical activity,1 smoking, drinking
and medication use. It is crucial to improve understanding of the relationships between these factors
and overweight and obesity to inform appropriate health promotion programs and interventions. A
number of socio‑demographic characteristics including age, Indigenous status, language background and
neighbourhood disadvantage are also investigated in an attempt to identify male subgroups who are at
high risk of developing overweight/obesity and experiencing associated adverse health consequences.2
Among boys and young men, low physical activity was a key factor in contributing to the risk of being
overweight or obese (Table 3.1). Compared to boys and young men who were active (i.e. doing 150 minutes
or more of moderate-intensity physical activity per week), those who were not sufficiently active (i.e. doing
some but less than 150 minutes of moderate-intensity physical activity per week) had 1.6 times higher
likelihood of being overweight or obese. Indeed, the likelihood of being overweight or obese almost tripled
for boys and young men who were sedentary (i.e. doing no moderate-intensity physical activity per week).
In contrast, fruit and vegetable intake, having ever smoked a cigarette, and lifetime alcohol consumption
were not found to be significantly associated with being overweight or obese among younger males.
Among adult men, several health and lifestyle factors were linked to the risk of being overweight
and obese (Table 3.1). Consistent with the above findings, men who were sedentary (i.e. doing no
moderate‑intensity physical activity per week) or not sufficiently active (i.e. doing some activity but either
not enough in total time or not enough sessions per week to obtain a health benefit) had significantly
higher likelihood of being overweight or obese compared to physically active men (i.e. doing at least
150 minutes of activity over at least five sessions per week). The odds of being overweight or obese
was also around 20% higher for men who were taking over-the-counter non-steroidal anti-inflammatory
medications (e.g. ibuprofen, aspirin) on at least a weekly basis compared to those taking it less frequently.
In contrast, eating the recommended number of serves of vegetables per day (i.e. five or more) decreased
the likelihood of being overweight or obese among adult men by 24%.
Health risks such as heavy smoking and drinking also had significant effects on the likelihood of adult men
being overweight or obese. Compared to men who were heavy smokers (25+ cigarettes per day), those
who were non-smokers had 40% lower likelihood of being overweight or obese. Similarly, compared to
heavy drinkers, men who were non-drinkers had 28% lower odds of being overweight or obese, and those
who drank at low-risk levels had 20% lower odds of being overweight or obese.
Factors such as overall satisfaction with life across domains including standard of living, health, life
achievements, relationships, safety and community connectedness also had significant associations with
weight among men. Those who reported lower overall satisfaction on these domains had around 20%
higher likelihood of being overweight or obese.
1

For boys aged 10–14 and young males aged 15–17, they were asked about total minutes of physical activity each day of the week
(examples given were moderate intensity activities such as running, fast walking, riding a bike, dancing, skateboarding, swimming,
playing soccer, basketball, gym, football and surfing). Based on the total time of physical activity in last seven days, boys and young
males were classified as: ‘sufficiently active for health’ if doing 150 minutes or more of physical activity per week; ‘insufficiently active’
if doing some but less than 150 minutes of physical activity per week; and ‘sedentary’ if doing no physical activity per week.
For adults, physical activity classifications are based on the Active Australia Survey (AIHW, 2003), which captures total sessions and hours/
time of vigorous and moderate physical activities in the last seven days. Doing at least 150 minutes of activity over at least five sessions are
classed as ‘sufficient’. The males were classed as ‘insufficient’ if they are participating in some activity but either not enough in total (time) or
not regularly enough (sessions) to obtain a health benefit. Males doing no physical activity at all during the week were classified as ‘sedentary’.

2 This chapter does not examine the psychological and mental health impacts of obesity, an important but broad topic that was out of the scope
of this chapter. Having more waves of data in the future would allow for in-depth and appropriate investigation of this complex relationship.
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Table 3.1: Risk factors associated with overweight/obesity among boys/young men and adult men, 2013/14
Boys and young men
Variables

aOR

SE

Adult men
aOR

SE

Health behaviours and wellbeing
Meeting fruit intake recommendation
Meeting vegetable intake recommendation

0.94
1.47*

0.11

0.96

0.05

0.33

0.76**

0.10

Level of physical activity (ref. = sufficiently active for health)
Sedentary

2.80***

1.11

Insufficiently active

1.60***

0.19

1.28***

0.10

1.12**

0.06

Smoking behaviour (ref. = heavy smoker – 25+ cigarettes per day)
Medium smoker – 15–24 cigarettes

–

–

0.99

0.16

Light smoker – 1–14 cigarettes

–

–

0.72*

0.13

Non-smoker

–

–

0.61***

0.11

Smoking behaviour – ever smoked
Drinking behaviour (ref. = heavy drinker)

1.44

0.42

–

–

–

–

–

–

Medium risk drinker

–

–

0.93

0.09

Low risk drinker

–

–

0.79***

0.07

Non-drinker

–

–

0.72***

0.08

Have had alcohol (age first drank <=15 years)

0.94

0.14

–

–

Have had alcohol (age first drank >15 years)

0.78

0.20

–

–

–

–

1.18***

0.07

–

–

1.17**

0.08

0.98

0.03

1.04***

0.00

CALD

1.21

0.26

0.58***

0.05

Aboriginal and Torres Strait Islander

1.94***

0.49

1.38*

0.26

1.44***

0.08

Drinking behaviour (ref. = have never had alcohol)

Life satisfaction (ref. = medium/high life satisfaction)
Low general life satisfaction
Medication (Taking NSAIDs weekly or daily)
Socio-demographics
Age

Married/de facto (ref. = single/separated/widowed)

–

–

Employed (ref. = unemployed/out of labour force)

–

–

0.92*

0.04

University degree (ref. = certificate/diploma or less)

–

–

0.64***

0.03

Neighbourhood characteristics
SEIFA Index: level of relative disadvantaged (ref. = Low disadvantage)
High disadvantage

2.50***

0.42

1.37***

0.09

Middle disadvantage

1.62***

0.24

1.21***

0.07

ASGS region of residence (ref. = Metro)
Inner regional

0.87

0.13

Outer regional

0.81

0.12

1.17**

0.09

0.26***

0.11

0.45***

0.10

Constant
Total, n

1,620

0.99

0.06

9,460

Notes: (a) *** p < 0.01, ** p < 0.05, * p < 0.10; SE = robust standard error. (b) Recommended intake of fruit and vegetables were based
on Department of Health age- and gender-specific Australian dietary guidelines (NHMRC, 2013). See eatforhealth.govcms.gov.
au/sites/default/files/content/n55_australian_dietary_guidelines.pdf (c) Classification of boys and young male respondents into
sedentary, insufficiently active and sufficiently active categories for health was based on questions about their physical activity
on each day of the week (time only), including for leisure and travel. Classification of adult male respondents into sedentary,
insufficiently active and sufficiently active categories for health was derived using Active Australia Survey (AIHW, 2003),
which captures total sessions and hours/time of vigorous and moderate physical activities in the last seven days. (d) Drinking
behaviours were assessed according to the Alcohol Use Disorders Identification Test (AUDIT), developed by WHO (Saunders,
Aasland, Babor, De la Fuente, & Grant, 1993). It is a 10-item questionnaire used to screen for excessive drinking practices. More
details on the AUDIT are provided in Chapter 3. (e) Wellbeing was measured using the Personal Wellbeing Index. (f) NSAID =
Nonsteroidal anti-inflammatory drug, e.g. ibuprofen and aspirin
Source: TTM data, Wave 1, all cohorts, unweighted
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Some socio-demographic factors were also shown to have a strong impact on the risk of being overweight
or obese among younger males. Aboriginal and Torres Strait Islander boys and young men were almost
twice as likely to be overweight or obese compared to non-Indigenous boys and young men. Similarly,
boys who lived in areas of greater social and economic disadvantage (based on the SEIFA Index) had
2.5 times higher likelihood of being overweight or obese. In contrast, socio-demographic factors such
as age, being from a culturally and linguistically diverse (CALD) background, and living in inner or outer
regional (vs metropolitan) areas of the country did not have significant effects on the risk of being of
overweight or obese among boys and young men.
Among adult men, many socio-demographic factors were found to be associated with being overweight
or obese. Aboriginal and Torres Strait Islander adult men were almost 1.4 times more likely to be
overweight or obese compared to non-Indigenous adult men, although the estimate was only marginally
significant. Similarly, adult men who lived in areas of greater social and economic disadvantage (based on
SEIFA Index) were 1.4 times more likely to be overweight or obese.
As opposed to boys and younger males, for adult men, factors such as age, cultural background and
region of residence all had a significant impact on the risk of being overweight and obese. Adult men who
lived in outer regional areas were significantly more likely to be overweight or obese, whereas men from
CALD backgrounds had significantly lower likelihood of being overweight or obese. Moreover, married men
and those in in a de facto relationship had 1.4 times higher likelihood of being overweight or obese, while
men with a university degree and those who were employed were less likely to be overweight or obese.

56

INSIGHTS #1

Findings from Ten to Men: The Australian Longitudinal Study on Male Health, 2013–16

Persistence and change in weight status
over time
Understanding transitions in and out of weight classifications, and the maintenance or persistence of
overweight and obesity, is important for identifying males who are more at risk of experiencing associated
adverse consequences over the long term. It can also help to inform programs aimed at achieving and
maintaining a healthy weight.
Sustaining a healthy weight appears to be more achievable among younger Australian males. Among
those who were classified as being of healthy weight in 2013/14, 91% of 10–14 year olds were still of a
healthy weight in 2015/16, compared to 82% of 18–24 year olds and 77% of 45–57 year olds (Table 3.2).
Age also appears to affect the ability of males to return to a healthy weight after weight gain. Around four
in 10 boys and young men who were overweight or obese in 2013/14 had transitioned to a healthy weight
by 2015/16, compared to around one in 10 of those aged 35–57 years.
Among older men, a larger proportion of those who were overweight in 2013/14 were either still
overweight or had become obese by 2015/16. For instance, among men age aged 35–57 who were
overweight in 2013/14, around nine in 10 either remained overweight or had become obese in 2015/16,
compared to around seven in 10 boys and young men (10–17 year olds).
These findings suggest that as men age, the likelihood of transitioning from overweight or obese to a
healthy weight is reduced.
Table 3.2: Transitions in weight status among all males between 2013/14 and 2015/16
Weight status, 2015/16
Weight status, 2013/14

Healthy weight
%

Overweight
%

Obese
%

Total
%

Total
n

10–14 year olds (n = 747)
Healthy weight

91.0

8.0

0.0

100.0

548

Overweight

31.0

Obese

10.0

53.0

16.0

100.0

134

37.0

54.0

100.0

65

15–17 year olds (n = 511)
Healthy weight

88.0

12.0

1.0

100.0

361

Overweight

28.0

56.0

17.0

100.0

106

Obese

10.0

28.0

62.0

100.0

44

Healthy weight

82.0

17.0

1.0

100.0

556

Overweight

21.0

68.0

11.0

100.0

255

Obese

0.4

16.0

83.0

100.0

94

18–24 year olds (n = 905)

25–34 year olds (n = 1,822)
Healthy weight

80.0

19.0

1.0

100.0

708

12.0

74.0

13.0

100.0

738

1.0

14.0

85.0

100.0

376

75.0

25.0

0.0

100.0

796

Overweight

9.0

77.0

14.0

100.0

1,308

Obese

1.0

12.0

88.0

100.0

715

Overweight
Obese
35–44 year olds (n = 2,819)
Healthy weight

45–57 year olds (n = 3,284)
Healthy weight

77.0

22.0

1.0

100.0

776

Overweight

8.0

78.0

14.0

100.0

1,533

Obese

1.0

13.0

85.0

100.0

975

Note:

Percentages may not total exactly 100.0% due to rounding.

Source: TTM data, Waves 1 and 2, all cohorts, weighted
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Physical health effects of overweight
and obesity
Experience of overweight and obesity over the long term can have substantial adverse effects on health.
Previous evidence suggests that overweight and obese people are more likely to experience certain
chronic conditions such as cardiovascular disease, diabetes, arthritis and asthma (AIHW, 2017a, 2017b;
WHO, 2000a). An evidence review by the International Agency for Research on Cancer also found that
being overweight or obese increased the risk for several types of cancer, including breast and colon cancer
(Lauby-Secretan et al., 2016). The Australian National Men’s Health Strategy 2020–2030 recognises chronic
conditions such as diabetes, heart disease and cancer as key priority health issues for men (Department of
Health, 2019).
Overweight and obese people experience a range of health conditions that can reduce their physical
functioning and quality of life (AIHW, 2019). In 2011, 7% of the total burden of disease and injuries in
Australia was due to overweight and obesity (AIHW, 2017a). Further, Australian males were likely to
experience a greater burden of disease and injury due to being overweight or obese than females,
particularly from the age of 25 (AIHW, 2017a).
This section builds on current evidence and provides some new information on how the longer experience
– as well as movement in and out – of overweight and obesity relates to the risk of developing certain
physical health conditions among adult men in Australia (see Box 3.2 for a list of these conditions).
Analyses used data from participants who responded to both waves of the survey (a ‘balanced’ sample).
The focus here is on four groups of adult men according to changes in their weight classification between
2013/14 and 2015/16, as per their BMI results.3
The four groups included those who (Figure 3.3):
z

were classified as being of healthy weight in both 2013/14 and 2015/16

z

were classified as being overweight or obese in both 2013/14 and 2015/16

z

transitioned from a healthy weight in 2013/14 to being overweight/obese in 2015/16

z

transitioned from being overweight/obese in 2013/14 to a healthy weight in 2015/16.

Box 3.2: Physical health conditions
Ten to Men adult males (18–57 years old) were asked about a range of physical health conditions:
‘Have you been treated for or had any symptoms of this condition in the past 12 months? Yes/No’.
The list of physical health conditions and relevant proportions in 2015/16 among the TTM sample
included:
z
any cardiovascular condition (15.8%): hearth attack, heart failure, high blood pressure,
high cholesterol, stroke
z

any respiratory condition (9.3%): asthma, chronic bronchitis and COPD

z

diabetes (3.8%)

z

cancer [any] (1.4%)

z

arthritis (7%).

3 A limitation of this analysis is that given we only observe weight status at two discrete time points, there is a possibility that we might
have missed some spells of changes in weight status between two Waves.
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Figure 3.3: Patterns of weight change between 2013/14 and 2015/16, by age group
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n = 977 (18–24 years); n = 1,671 (25–34 years); n = 2,630 (35–44 years); n = 3,862 (45–57 years). Brackets above/below bars
represent 95% Confidence Intervals.

Source: TTM data, Wave 1 and 2, adult cohort, weighted
Credit: Ten to Men 2020 (creativecommons.org/licenses/by/4.0/)

Only key results related to weight change patterns (the main independent variable) are presented in this
section (see the Appendices for comprehensive results, including estimates for socio-demographic variables).
Overall, being overweight or obese at all, either at one time point or two, was associated with a
significantly increased risk of developing cardiovascular disease, even after adjusting for the influence
of key socio-demographic characteristics (Table 3.3). Men who were classified as being overweight or
obese at either 2013/14 or 2015/16 were 1.5 times more likely to have had symptoms or had been treated
for cardiovascular conditions in the 12 months prior to 2015/16, compared to men who were of a healthy
weight at both time points. For men who were overweight or obese over the two time periods, the risk
was almost tripled (2.8 times) that of men who were of a healthy weight in both 2013/14 and 2015/16 for
symptoms or needing treatment for cardiovascular conditions in the 12 months prior to 2015/16 (Table 3.3).
Table 3.3: Associations between specific chronic conditions and overweight and obesity patterns among adult
Australian men
Cardiovascular
condition

Respiratory
condition

Diabetes

Cancer

Arthritis

Experience of health condition in the past 12 months prior to 2015/16
aOR (SE)

aOR (SE)

aOR (SE)

aOR (SE)

aOR (SE)

Weight (ref. = Healthy weight in 2013/14 & 2015/16)
Overweight or obese in 2013/14
and 2015/16
Transitioned into overweight or
obesity from 2013/14 to 2015/16

2.80***
(0.27)
1.57***
(0.26)
1.49**

1.42***

3.40***

0.90

1.38***

(0.14)

(0.69)

(0.22)

1.13

1.40

1.10

1.23

(0.46)

(0.26)

(0.19)

(0.51)

0.92

1.49

2.25**

(0.17)

1.15

Transitioned out of overweight and
obesity from 2013/14 to 2015/16

(0.29)

(0.20)

(0.61)

(0.85)

(0.28)

Total, n

8,562

8,588

8,553

8,418

8,552

Notes: ***p < 0.01, **p < 0.05, *p < 0.10. aOR = adjusted Odds Ratio; SE = Robust standard error. All health conditions are self-reported (see Box 3.2).
Socio‑demographic variables controlled for the regression models were: Wave 2 – age, area disadvantage, region of residence,
highest education, employment status, marital status; Wave 1 – sexual orientation, Aboriginal and Torres Strait Islander status and
CALD background.
Source: TTM data, Waves 1 and 2, adult cohort, unweighted, balanced sample
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A heightened risk of developing other chronic conditions such as respiratory problems, diabetes and
arthritis was only found in men who were overweight or obese for longer periods (i.e. in both 2013/14
and 2015/16), not in men who were only overweight or obese at one time point. For instance, compared
to men who were of a healthy weight at two time points, those who were overweight or obese at both
time periods had around a 1.4 times higher likelihood of having symptoms of – or being treated for –
any respiratory conditions in the past 12 months, in addition to a 3.4 times higher likelihood of having
symptoms or being treated for diabetes during that time. This group also had a significantly greater risk
(1.4 times) of having symptoms or being treated for arthritis in the last 12 months. Again, no such risks
were found for men who were overweight or obese at only one wave of data collection.
Weight loss was associated with being diagnosed or treated with cancer. Men who moved from being
overweight or obese at Wave 1 to a normal/healthy weight at Wave 2 had a significantly higher likelihood
of having symptoms or being treated for cancer in the past 12 months. One reason for this association
could be that cancer and its treatments can lead to reduced appetite and changes to metabolism, which
can result in weight loss (Huhmann & Cunningham, 2005; Tchekmedyian, Zahyna, Halpert, & Heber, 1992).
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Use of key health care service
by weight status
As shown in the previous section, overweight and obesity is associated with a broad range of
comorbidities (i.e. co-existing conditions) including cardiovascular disease, diabetes, arthritis and
respiratory conditions. Managing these can be associated with increased expenditure on medication
and more contact with health care services (Sturm, 2002). This section looks at the use of key health
care services among overweight or obese men and those classified as being of healthy weight in 2013/14.
This information about the use of certain services does not provide details about the value, benefits
or effectiveness of these services. It does, however, outline opportunities for introducing and tracking the
effectiveness of potential interventions and measures.
Compared to men of a healthy weight classification, those classified as overweight or obese were significantly
more likely to have gone to a GP in the past 12 months (approximately 79% vs 84%, respectively). They
were also more likely to have had seen a specialist during that time (23% vs 28%, respectively).
Even though the proportion of men consulting a dietitian was low overall, men classified as being
overweight or obese were significantly more likely to have consulted a dietitian in the past 12 months
compared to those of healthy weight (3% vs 2%). Similarly, overweight or obese men were more likely to
have consulted a diabetes educator in the past 12 months.
Table 3.4: Service use among adult men by weight status, 2013/14
Consulted the following health
professional in past 12 months

Healthy weight %

Overweight/obese %

chi2 p-value

General practitioner

78.5

83.5

***

Specialist doctor

23.1

28.1

***

Dietitian/Nutritionist

2.1

2.9

*

Diabetes educator

1.0

2.0

***

Total, n
Note:

***p < 0.01, **p < 0.05, *p < 0.10.

Source: TTM data, adult cohort, Wave 1, weighted

4,068

8,287

Chapter 3 Overweight and obesity among Australian males

61

Conclusion
Overweight and obesity are major public health concerns in Australia. These conditions can result in
considerable personal burden and lowered quality of life, in addition to substantial costs to health care
systems. This chapter examined the prevalence of overweight and obesity among Australian males. It
identified some modifiable and non-modifiable risk factors for these conditions, as well as the persistence or
maintenance of overweight and obesity over time and the possible effects of this on certain health outcomes.
Overall, the prevalence of overweight and obesity among Australian males in recent years has been high.
In 2013/14, around 20% of boys aged 10–14 were either overweight or obese (a slight decline from 22% in
1995), whereas almost 29% of adolescents aged 15–17 were overweight or obese (a 5% increase from 1995 levels).
These findings point to some fluctuation in the prevalence of overweight and obesity over time that may be
partially age-dependent. Regardless of this, the issue requires ongoing monitoring (Parliament of Australia, 2006).
Among adult men, the prevalence of overweight and obesity was very high, and levels appear to have
remained relatively stable over the past two decades (AIHW, 2002). Six in 10 men aged 25–34 were
overweight or obese at Wave 1 of TTM in 2013/14. More than 7 in 10 men aged 35–57 were overweight or
obese at both waves of the study (similar to levels recorded in 2000).
Several socio-demographic factors were associated with a heightened risk of being overweight and
obese, including age, neighbourhood disadvantage, living in a regional area, and lower levels of education.
Although these factors are more difficult to modify, these findings do provide critical information regarding
certain subgroups of men who can be at higher risk of developing unhealthy weight conditions. Prevention
strategies can be targeted to these groups and relevant medical services could be localised.
Among the risk factors examined in this chapter, several were significantly associated with an increased
likelihood of being overweight or obese. These included poor physical activity, heavy smoking, harmful
levels of alcohol consumption and lower life satisfaction. This reflects previous research that has pointed
to numerous personal, social and environmental determinants of overweight and obesity (e.g. Loring &
Robertson, 2014; Newman, 2014).
Some of these factors can be modified at individual, community and even population levels through
improved self-management and initiatives promoting healthy diets and increased physical activity.
However, a growing body of research suggests that holistic, innovative and longer-term approaches are
necessary to combat overweight and obesity (and associated conditions) comprehensively and on a
larger and more sustainable scale. For example, Newman (2014) referenced an approach adopted by the
South Australian Government that involved participation from agencies other than just the Department of
Health. Changing public housing conditions to address overweight and obesity, for instance, could involve
landscaping properties to incorporate fruit trees and vegetable gardens. Such initiatives could form the
dual purpose of encouraging healthier diets while promoting social connection. Further investigation is
warranted to identify additional novel and cost-effective approaches to combat overweight and obesity
across all levels of society and especially among high-risk groups (e.g. older males).
The findings presented here suggest that experiencing ongoing or persistent overweight and obesity is
associated with a much higher likelihood of experiencing a range of other chronic health conditions such
as cardiovascular and respiratory conditions, diabetes and arthritis. This suggests that initiatives to help
Australian males achieve and maintain a healthy weight could be highly beneficial. Importantly, males who
were overweight or obese were significantly more likely to have consulted all health care services examined
here (including GPs, dietitians and specialist doctors). This highlights the increased levels of engagement
with the health care system in general among those classified as overweight or obese, but also points to
possible opportunities for health interventions.
Effective monitoring and management of overweight and obesity in the population is important to contribute
to efforts to reduce the burden on both individuals and the health care system. Moving forward, future waves
of TTM data collection will allow much more comprehensive investigations of trajectories in weight status
over time (including transitions between healthy and overweight and obese weight classifications), and more
nuanced examinations of the diverse risk factors including mental health and health consequences associated
with changes in weight status, in addition to maintaining overweight and obesity over long periods.
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