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Introduction

Welcome to The Female Factor. A lot has changed in the last few years, and you’ll notice it in the content you’ll find here in my third book. I’ve grown as a person and my mission with The Food Medic has evolved. So, to those of you who have read my first two books, and to those of you who are new here, in the words of Jay-Z, allow me to reintroduce myself:

The Food Medic was born out of a passion project of mine back in 2012 while at medical school. After losing my father suddenly to a stroke in my teens, I became fascinated by how nutrition and lifestyle can influence our health and genetic predisposition to disease. However, in lectures, only lip service was paid to non-medical interventions like diet, physical activity, sleep and stress management, so I set out to learn more about how our lifestyle shapes our health and started to blog about my findings in accessible, easy-to-follow articles and social media captions as ‘The Food Medic’.

I wrote and published my first book – The Food Medic – in 2017, while working full-time as a first-year doctor in London, and released my second book – The Food Medic for Life – in 2018. Over this time, my passion for nutrition and public health continued to grow, which brought me back to university the following year to complete my master’s in clinical nutrition and public health at University College London (UCL), allowing me to become dual-registered as a doctor and a nutritionist.

Nutrition will always be my biggest passion, but as a woman, and as a doctor to many women, I wanted to expand the work I do, especially when I discovered there was an unmet need within medicine and healthcare. I realised that our current model of male-centric medicine meant that women were understudied, underdiagnosed, misdiagnosed and undertreated. In most of the research I studied, it appeared that medicine sees our reproductive organs and hormones as our greatest source of difference to men and holds the assumption that pretty much everything else works in the same way, so can be fixed in the same way. But, in the words of Dr Stacy Sims, ‘women are not small men’.

The more I shared female-focused research (albeit limited) and content online, the more women responded. My direct messages on Instagram would be filled with women who had similar experiences and felt like they weren’t being listened to. Every post I curated that examined health topics under a female lens turned into an engaged and empowered discussion among my followers – among many of you. It made me want to learn more, to share more, to empower more. I knew there was an unmet need here and wanted to find some answers.

And so, for the past three years (in between COVID shifts at the hospital), I’ve dedicated most of my time to researching how to help women live healthier, happier lives.

And The Female Factor was born.



How Science Sees Women

The male body has always been the default body in biomedical research, and female subjects have been historically excluded. Here’s the thing, we have so much incredible medical research available to us now, but most of it is based on male cells, male mice and male bodies, then simply applied to women.

I’ll say that again for the people in the back: Most clinical research ignores the female sex and is centred around cis (a person whose sense of personal identity and gender corresponds with their birth sex.), endosex (a person born with sex characteristics that are considered typically male or female) men. It is also worth highlighting that transgender women are similarly excluded from medical research, even if their healthcare needs are not the focus of this particular book.

Even when it comes to research based on animals, there is a significant male bias in eight out of ten areas of biology.1 For example, in studies of drug treatments, there is a five-to-one male-to-female ratio.2 That’s quite concerning considering women typically respond to drug treatments differently and experience adverse drug reactions nearly twice as often as men.3 An analysis of prescription drugs withdrawn in the US market from 1997 to 2001 found that eight out of ten posed ‘greater health risks for women’.4 This is not simply because women are ‘smaller men’ (though on average we are smaller humans), but we also have smaller organs, more body fat (which can trap certain drugs), slower gut motility (affects drug absorption) and excrete drugs slower via the kidneys – all of which increase the risk of overmedication and adverse reactions, if not accounted for.5

Historically, researchers have argued that the female body is too complex to be included in studies due to fluctuating hormones and the risk of pregnancy, or that women are too difficult to recruit because of their caregiving responsibilities and the inflexibility of research trials. The latter being an argument that is simply infuriating and underpins the complex relationship between our sex (biology) and gender stereotypes (and the social norms that come with it), and how they both influence our health and the healthcare we receive.

Research into unique reproductive or gynaecological health problems that affect women and people assigned female biologically at birth isn't any better. For example, only 2.5 per cent of publicly funded research is dedicated to reproductive health, despite the fact that one in three women in the UK will suffer from a reproductive or gynaecological health problem in their life.6

Indeed, inequalities in health and research for women is also compounded by race and class. While it takes on average an already unacceptable eight years for a woman to be diagnosed with endometriosis, in the UK black women are shockingly half as likely as white women to be diagnosed.7

Our deeply embedded beliefs and unconscious biases that we hold about women and their health experiences are causing unnecessary – and preventable – suffering.

From research to healthcare, as well as the media narrative, it is all biased towards men, and the aim of this book is to dismantle and change that narrative.

Here’s the thing: our fluctuating hormones may be considered a ‘nuisance’ for researchers, but actually they provide us with additional insight into the inner workings of our bodies. Sex hormones are not only orchestrating our reproductive health, but affecting our metabolism, as well as our bone, heart, gut and brain health . . . and even the way we sleep.

Similarly, across the lifespan, women experience important hormonal milestones – puberty, perinatally and after the menopause – which alter how our bodies function and can be windows of vulnerability for certain health conditions such as depression, anxiety and insomnia.

Although healthcare professionals strive for equal treatment of all patients, sex and gender bias exists throughout the healthcare system, from the interactions between patients and doctors to the medical research and policies that govern it. Indeed, this bias does not only affect one gender, but it disproportionately affects women and can have a serious impact on their health and healthcare. For example, women are diagnosed later for heart disease, not only because it is still largely considered a ‘man’s disease’, but also because our understanding and diagnostic tests are male-biased. I wasn’t aware of this at medical school – I hope that future medics will be.

Fortunately, in recent years there has been a big drive to improve the sex/gender gap in research, but there is still a long way to go and women are still being medically treated with outdated guidelines based on male subjects and a male-centric narrative.



Changing the Narrative

While you may not sit around reading research papers for fun (just me, right?), this gendered information is reaching you through the media, whether that be published or social. News headlines read ‘Heart Attacks Kill Men’, when in fact they’re the biggest killer of both sexes.8 Meanwhile, social media posts tell women to #Tone, #Sculpt and #Fast, instead of #Build, #Bulk and #Fuel.

Even from an early age, we are being sold the message that females are inferior – ask young children to draw a scientist and they are more than twice as likely to draw a man than a woman.9 Unsurprisingly, children’s science books contain pictures of males three times more often than females, reinforcing the stereotype that science is a man’s pursuit and also influencing girls’ perceptions of what they are (or aren’t) capable of.10 You might think that picture books aren’t important, but they mimic what the advertising industry is doing every time we open a magazine, scroll through a social media app or watch TV. It’s this glass ceiling that prevents women from achieving their full potential – but you are not weaker, you are not less smart, you are not less capable . . . and science backs this up!

Knowledge is power

My intention with this book is to empower women, not shout about all the ways in which we have been hard done by. This is also not a ‘f*&k you’ to men – I love men, but I dislike the repression and underrepresentation of women.

So, with this book, I am expanding the definition of ‘women’s health’ from conditions that only affect our reproductive organs, to the study of all aspects of health and disease, with the recognition that presentation, diagnosis, treatment and prevention may be different between the sexes.

There are some things we can’t change – like our genes – but by understanding our unique female physiology we can harness this information to improve our health and reduce our risk of illness. This book provides you with a method to do just that, helping you to make your body work with you, not against you.

I have written The Female Factor in four sections: Nutrition, Movement, Mood and Sleep. Each topic has been examined through the female lens, for a female audience. However, I believe this information is important for everyone. Knowledge is power, in my view, so I hope that the more you read about your unique physiology, the more empowered you will feel about supporting it. Each chapter guides you through the hormonal milestones most women experience: I explore how nutrition plays a role across our menstrual cycle; how our fitness is shaped by our physical make-up; how our hormones affect our mental health across our lifespan; and how sleep can save your sanity, no matter the day of the month. If I’ve done my job, by the time you’ve finished reading this book, you will feel empowered by your body, you will feel ready to support yourself in ways you never have before and you will share everything you’ve learned with every woman in your life.

What about food?

Of course, me being The Food Medic, there are recipes in The Female Factor too, but, if you’ve read my previous books or listened to my podcasts, you know that I don’t sign up to the reductionist notion of using food as medicine. So, I’m afraid I’m not going to tell you to ‘eat this’ to ‘cure that’, but throughout the book I will make nutrition-based recommendations and suggest practical ways in which you can implement these into your diet, while signposting some recipes along the way.


A note on sex and gender

Sex and gender are terms that are often used interchangeably but are in fact two very different things.

Sex refers to the biological and physiological differences between males and females; that is genetics (XX and XY chromosomes), reproductive organs and hormones. While sex is normally assigned at birth, people can also change their sex through sex reassignment surgery and by taking hormones (biomedical gender transition). Also, conditions exist by which a person may be born with external genitalia that are ambiguous or do not match their chromosomal sex (intersex).

Gender, on the other hand, is a social, psychological and cultural construct and relates to the behaviours and attributes expected by different societies and cultures based on their understanding of what it is to be ‘masculine’ or ‘feminine’. People may identify as a man, a woman, having no gender (agender) or as non-binary. A person’s gender may correspond to their sex assigned at birth (cisgender) or they may identify with a gender that is not consistent with their sex assigned at birth (transgender).

Throughout this book I refer to both sex and gender and do my best to use them appropriately. However, even in the world of scientific research, sex and gender are often (incorrectly) used interchangeably and, as you will see throughout each chapter, both our sex and our gender influence our health and access to healthcare, but it can be difficult to disentangle and quantify the exact contributions of each.

Unfortunately, there is very little research that is inclusive of transgender people11-13, which of course also has an impact on health outcomes for this group. While I acknowledge this in itself is problematic, it goes beyond the scope of this particular book. I have chosen to focus on the health of women and people assigned female at birth, and so when I use the words ‘woman’ or ‘female’ in this book, I am referring to people with female reproductive anatomy who identify as women, unless otherwise stated, and I recognise this may not speak to everyone who identifies as a woman. Also, I am a cisgender, white female and my experiences shared in this book may not be representative of other women.





Our Hormonal Lifespan

Just so that we’re all on the same page, I want to begin with the basics. The female hormonal lifespan has three potential milestones: puberty, pregnancy and menopause. From our first bleed, menstruation shapes our lives, so it’s important to know what a ‘typical’ cycle looks like, so we can know where we fit in and/or if something changes, what to do about it.

I want to stress that there are many variations to the norm when it comes to what is ‘healthy’ and, as we age, this may also change. What’s important is knowing what is normal for you and looking out for any red flags, such as very erratic, irregular or absent periods, very painful periods, very heavy periods or bleeding in between periods, after sex or after the menopause.

The average menstrual cycle is said to be 28 days long, although most are not textbook and anything between 21 and 40 days is considered normal. Menstruation, or the period, occurs on day 1 and usually ends on day 5 or 6. The cycle is split into two main phases: the follicular phase (think follicular first) and the luteal phase (and luteal last), with ovulation sandwiched in between on day 14. All of this is orchestrated by the ebb and flow of four hormones in particular: oestrogen, progesterone, follicle-stimulating hormone (FSH) and luteinising hormone (LH).

In the first part of the follicular phase, oestrogen and progesterone levels are low and the lining of the womb (endometrium) sheds – this is the period. In the late follicular phase, oestrogen rises, peaking just before ovulation and, together with a surge in LH, ovulation is triggered. As the egg is released, oestrogen levels dip. Moving into the luteal phase now, progesterone levels rise and surpass oestrogen, preparing the lining of the womb for pregnancy. Oestrogen is also high during this time. If pregnancy does not occur, progesterone and oestrogen levels fall in the late luteal phase and a period occurs, starting the cycle once more (see charts overleaf).

Hormone levels in a menstrual cycle
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When our reproductive years begin to pass us, we move into another phase of our hormonal lifespan: the menopause. It’s funny how we learn about our first period at school, but we rarely talk about our last and what comes next – but, for many women, they will live a third of their life in the post-menopause phase. The menopause may signify the end of your reproductive life, but it does not signal the end of living. There are tools in this book that can help you to transition through this phase with as much ease as possible, but before we get into that, here are a few definitions so that you can understand what is happening to you, as you age:

• The menopause is a point in time 12 months after the final menstrual period. In the UK, the average age is 51 years, although this can vary between different ethnic groups. Post-menopause refers to the period after this in a woman’s life.

• Perimenopause refers to the time during which your body makes the natural transition to menopause. It starts with irregular periods and ends 12 months after the last menstrual period. It typically lasts four years, but for some it’s only a few months and for others it may be ten years.

• Early menopause occurs between 40 and 45 years of age, while a woman is said to have entered ‘premature menopause’ if it has occurred before 40 years of age.

• Premature ovarian insufficiency (POI) is the temporary or permanent loss of ovarian function before the age of 40 and is characterised by irregular or absent periods.
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Nutrition

When I started writing this book, this was the chapter I was most excited about. As a qualified nutritionist and doctor, this topic is my bread and butter, but my enthusiasm and excitement were quickly diminished by the fact that there is little research, very few publications and minimal media focus on the specific nutritional needs of women beyond the usual calorie requirements, what foods to avoid when pregnant or breastfeeding and which nutrients best support fertility.

Of course, nutrition is extremely important during those critical periods and we will cover them in detail in this chapter, but a woman’s nutrition should matter not (only) because of her pregnancy status or wish for children, but in order to be healthy and to thrive.

Here’s the thing: yes, females (on average) require fewer calories overall than men (due to body size and muscle mass), but there are certain vitamin and mineral requirements that are of particular importance for women at certain points of their lives, such as iron after puberty, folic acid during pregnancy and calcium and vitamin D for bone health after the menopause.

Across the menstrual cycle, women have different calorie and nutrient needs too, due to fluctuations in sex hormones. Women also suffer from unique gynae issues, such as premenstrual syndrome (PMS), endometriosis and polycystic ovary syndrome (PCOS), all of which can be influenced by nutrition. Reproductive organs aside, women are also more likely to experience common nutrition-related gut issues such as irritable bowel syndrome (IBS), coeliac disease, constipation, haemorrhoids and anal fissures – oh, the joy!

Nutrition in females is a complex topic, not least because we have unique nutritional needs across the lifespan, but we also tend to have more food-related issues than men, such as extreme dieting behaviours and body dissatisfaction. Very few of us will escape our teenage years and twenties with a completely healthy relationship with food and will often (consciously or subconsciously) have ingrained food rules that we likely picked up from a tabloid magazine some years ago; for example, asking for salad dressing on the side, drinking water when we’re hungry, never eating white carbs – or never eating carbs full stop.

Growing up, we are massively influenced by the people around us and absorb what we read in magazines and see on TV. Little things – like my older relatives praising me for turning down a biscuit or a piece of cake (but encouraging the boys in the family to eat up) or my mum cutting out bread in the weeks leading up to our summer holidays – make subtle but long-lasting changes to how we view food.

I’m not immune to diet culture and, as a teen, I had my own complex relationship with food and my body, and my diet-du-jour was usually mimicked from the ‘what I eat in a day’ feature of popular (very slim) celebs in magazines – I can’t say I ever enjoyed the steamed fish and boiled veg for dinner or felt quite full after the afternoon snack of approximately three-and-a-half almonds. I also gave a juice cleanse a go after a neighbour commented on the fact that I was filling out. Looking back now, these practices seem pretty outrageous to me, but they felt totally normal and acceptable at the time. 

Of course, boys and men are not immune to these stigmatised images of the ‘ideal body’ type and many men experience disordered eating and relationships with their bodies, but for women, it goes beyond this and is deeply entrenched in our cultural and societal beliefs of what it means to be ‘a lady’ or ‘feminine’ – from portion control to table etiquette.

Well, I am here to tell you that you deserve to eat regardless of your sex or gender, even if you haven’t exercised, even if you’re trying to lose weight, even if you ate more than usual yesterday, even if you’re not having a ‘good body day’.

In this chapter, we are going to explore how to eat for your unique female physiology and how to fuel it so that you can function at your best at every stage of life. I want to reframe food as fuel – not something you need to fear.



The Basics of a Healthy Diet

The majority of my readers know (vaguely anyway) what a healthy diet looks like, but the concept of ‘balanced eating’ or ‘eating healthily’ can still feel quite overwhelming and confusing. This is made worse by the ton of misinformation out there. To keep things really simple, a balanced meal can be built around the following rough guidance:

• Lots of colourful fruit and non-starchy vegetables (⅓–½ plate).

• About a fistful (⅓–¼ plate) of grains or starchy vegetables such as potatoes, bread and cereals, ideally including some whole grains for additional fibre.

• A palm-sized portion (⅓–¼ plate) of lean protein such as meat, fish, dairy or plant proteins, such as pulses and tofu.

• A thumb-sized portion (or sprinkle/drizzle) of fats, including some sources of unsaturated fats such as nuts and nut butter, seeds, avocado or plant-based oils.

• Occasional (optional) extras such as sweets and savoury snacks because, while sugar and salt are not hard to come by in a typical Western diet (and many of us could do with consuming a little less), having a little bit of what you fancy still fits into a balanced diet and makes it more realistic that you will eat well most of the time (rather than having an ‘all-or-nothing’ mindset). Allowing yourself to enjoy these foods is also an important part of a healthy relationship with food.

The above can be applied to most dietary types, but if you exclude certain foods altogether, such as dairy or animal products, you will need to take particular care to include fortified alternatives and, in some cases, supplementation. Check out my DIY Protein Poke Bowl on here for a good example of a balanced meal.



Do Women Have Specific Nutrient Needs Across the Menstrual Cycle?

Let’s start at the beginning. Your first period and the onset of puberty is where nutritional differences between males and females become apparent.

Over the course of the menstrual cycle, women have different calorie and nutrient requirements due to fluctuations in sex hormones, namely progesterone and oestrogen. These hormones not only influence our monthly cycle but also our body temperature, metabolism, hunger and food cravings.

The fact that we have a monthly bleed also puts us at higher risk for iron deficiency and iron deficiency anaemia. Between 15 and 18 per cent of women of childbearing age worldwide are iron deficient and, during pregnancy, one in four women in the UK will become anaemic, increasing to one in two women in low-income countries.1

What we eat and how much we eat can also impact our menstrual cycle, and eating too few calories can lead to very light, irregular or absent periods. Before we go any further, it might be helpful to return to here for a quick recap of a ‘typical’, healthy menstrual cycle. Of course, there are many variations to the norm and what’s important is knowing what is normal for you and looking out for any red flags (see here).

Why we crave chocolate before our period

During the luteal phase, when progesterone and oestrogen are high, there is an increase in resting metabolic rate.2 This means that, at rest, we burn more calories in the second half of our cycle after ovulation – up to 300 calories more. The extent of this increase varies from day to day and woman to woman, along with other factors such as age, body composition, genetics, illness, physical activity levels, pregnancy and breastfeeding.

The human body is very clever at adjusting for changes in metabolic rate and so during this time we also often see a natural increase in food intake, in addition to increased hunger.3 In particular, cravings for foods high in carbohydrate and fat are very common.4

Interestingly (as a bit of a side note), when it comes to food cravings, in general, women appear to crave chocolate more than men and it also appears to be the most frequently craved food among women.5 I can personally absolutely vouch for that, but I’m pretty consistent across my cycle when it comes to my chocolate cravings and daily consumption!

Progesterone is thought to increase appetite, whereas oestrogen may suppress it, which is why we might observe these changes during the luteal phase.6 Insulin sensitivity may also be lower in the luteal phase, meaning the body cells are less responsive to insulin and therefore we may require higher amounts of it to bring down blood sugar levels.7 This may contribute to symptoms of PMS and increase food cravings during this time.

Cravings accross the menstrual cycle 8,9

[image: Illustration]


Does the pill cause weight gain?

There are many different types and formulations of oral contraceptives, for example combined (oestrogen and progesterone) and progesterone only, which interfere with the natural fluctuations in hormones and will likely have differing effects on metabolism. A small number of studies have looked at the effects of oral contraceptives on calorie and nutrient intake, with some reporting higher intakes of calories and fat, and others showing no difference between pill users and non-users.10 In terms of changes in resting metabolic rate, results have been conflicting over whether there is an increase, no difference or decrease in metabolic rate compared to non-pill users.11 So yeah, basically anything could happen.

In terms of weight gain, which is often something women are concerned about when it comes to birth control, a review of 49 studies looking at the effect of pills or patches, using oestrogen and progesterone, found that most showed no large weight difference.12 Overall, there is no real conclusive evidence to support that combined contraceptive methods cause major weight gain. Some women may find they retain some additional water and, as mentioned already, may find increases in appetite, but not every woman will experience this.



[image: Illustration]



Beware ‘Miracle Cure’ Diets for Period Problems

A few years back, after months of irregular periods, I visited my GP to investigate what was going on. I had originally put it down to stress, and after my blood tests came back normal, my GP put it down to that too. He advised me to ‘stress less’ – easier said than done, was my response.

I incorporated meditation into my day, added yoga to my weekly routine, cut back on very intense exercise sessions and waited . . . but still nothing. So after a further three months, I went back to the GP and we agreed to arrange an ultrasound scan to have a look at my ovaries and womb. This scan was followed up by an appointment with a gynaecologist who decided to re-scan me before confirming that I had polycystic ovary syndrome, or PCOS.

The diagnosis offered me some relief but, despite my medical knowledge of the condition, I still had a lot of questions. My first (without much thought – or filter) was, ‘Oh sh*t, can I have babies?’ to which the gynaecologist replied yes, although having PCOS can make getting pregnant a bit more difficult. My next question was, ‘Do I need treatment?’ He explained that as I had a mild form of PCOS, no medication was necessary for now and to come back when I was planning for a baby. He didn’t seem to want to discuss anything further and so I picked up my bag to leave. However, just as I was about to walk out the door, he did offer some ‘lifestyle advice’. He suggested that as I was within a ‘healthy BMI’ range, I did not need to lose weight, but that I should ‘just make sure to cut out the carbs’.

Oh, red flag!

First of all, not once did he ask me about my diet (I could have been on a low-carb diet already for all he knew) and, secondly, the role of diet in the management of PCOS is much more nuanced than simply avoiding carbohydrates. Luckily, I didn’t take his advice on board, but it did leave me feeling a bit peeved – I mean, how many other women left that clinic fearing that bread was driving their condition?

This began my journey into researching the connection between food and PCOS (and later endometriosis, after a stint at a clinic that left me wishing I could help more in some way). It has been a long journey, but I have created a nutrition guide overleaf for any of you recently diagnosed with PCOS or endometriosis. They are relatively rare conditions, but that also means information on the best treatment is sparse on the ground too. So, check out Appendix 1 (here) for my advice on easing the symptoms.

Can food ease PMS symptoms?

If you have a menstrual cycle, it’s likely you’ve experienced premenstrual symptoms at some point. The severity of symptoms occurs on a spectrum, and for some women they can be bad enough that they interfere with their daily lives, which then becomes premenstrual syndrome (PMS). We chat more about PMS, and the more severe version, premenstrual dysphoric disorder (PMDD), on here.

Unfortunately, you can’t cure PMS, but there are some steps you can take to ease your symptoms, including nutrition and supplementation (discussed below), gentle exercise, limiting alcohol and stopping smoking.

Nutrition and supplementation

• Carbohydrates: Women are often advised to steer clear of carbohydrates, particularly sugars, to help improve PMS symptoms. However, there is no clear link between total, or type of, carbohydrate intake and the risk of PMS.13 That said, opting for complex carbohydrates (whole grains, legumes, fruit and vegetables) more often than foods high in sugar (cakes, sweets, chocolate, ice cream) is certainly not a bad idea and may help control carbohydrate cravings and support mood and energy levels by stabilising your blood glucose levels.

• Caffeine: As this is a stimulant, it can impact our sleep, mood and gut function. So if you struggle with insomnia, anxiety or bloating before your period, it may be worth looking at your caffeine intake, and making sure to limit, if not avoid, caffeine later in the day.

• Magnesium: Magnesium supplementation has been shown to reduce PMS symptoms, mainly fluid retention (#periodbloat).14 One study found that it works best in combination with vitamin B6 rather than taking it alone.15 While these studies used supplements, magnesium can also be obtained through the diet in foods like pumpkin seeds, nuts, spinach and whole grains. So, if your symptoms are mild, including these foods in your diet may be a good place to start.

• Iron: One study found that women who consumed a high intake of non-haem iron had a 36 per cent reduced risk of PMS.16 Non-haem iron is mainly found in plant-based foods such as fortified cereals, beans, pulses, soya products, nuts and seeds.

• Salt: If fluid retention is a PMS symptom issue for you, it may be wise to limit salt intake, as the sodium including salty foods like soya sauce, crisps, salted nuts, bacon and salami. This is because the body is constantly trying to maintain a balance of electrolytes so when you consume sodium, from salt, your body retains more water to maintain equilibrium.

• Calcium and vitamin D: Research shows that women with higher intakes of vitamin D and calcium in their diet had a lower risk of developing PMS compared to those with a low intake.17 Studies where women received calcium supplementation, versus those who were given a dummy pill, also report fewer symptoms.18

• B vitamins: B vitamins are a family of vitamins involved in most processes in the body – from converting carbohydrates to energy, to supporting the brain and nervous system. Higher intakes of vitamin B1 (thiamine) and B2 (riboflavin) from food sources have been linked to lower rates of PMS from observational studies.19 Pyridoxine (or vitamin B6) supplements are often still recommended, despite limited evidence. They’re not something I recommend; however, some women find them useful in helping their PMS symptoms and I can’t argue with that. Note: toxicity (including nerve damage) can occur with doses of vitamin B6 as low as 200mg/day so recommended doses are 25–100mg/day.20 Head to Appendix 2 for a list of foods that contain B vitamins (see here).

• Chasteberry (vitex agnus-castus): The vitex agnus-castus fruit, also known as chasteberry, is produced by the chaste tree, and can be taken as a supplement in tablet or capsule form. It’s often promoted as a dietary supplement for symptoms of PMS – particularly breast pain associated with PMS – infertility and other conditions. Surprisingly, a number of studies have shown a benefit when compared to a placebo.21 While it may work (and it is generally considered safe), there are varying doses and formulations used in the different studies, so a standard recommendation is not available. The herb is believed to work through hormone modulation, and therefore it is not advised during pregnancy or while breastfeeding. It may also reduce the effectiveness of hormonal contraception.

• Soya isoflavones: A few small studies have found that consuming soya isoflavones from a supplement or in the diet (from soya-based foods such as tofu, tempeh and soya milk) may help to improve PMS symptoms, possibly due to the impact of high doses of soya on oestrogen.22

• Omega-3 fatty acids: Omega-3 supplementation has shown some promise in reducing mental and physical symptoms of PMS. However - we need more good-quality research to confirm this. In the meantime, adding omega-3 rich foods such as oily fish, walnuts and flaxseed is a good idea around this time.23



Let Nutrition Support Your Fertility Journey

There is a lot of misinformation out there when it comes to fertility and nutrition from superfoods to supplements, all claiming to boost your chances of conceiving. Here’s the truth: nutrition does impact fertility and can support you and your partner with getting pregnant, but there’s no single fertility diet or wonder food that exists.

Also, nutrition is only one piece of a very complex puzzle. Many couples struggle to conceive, and infertility impacts 8–12 per cent of couples worldwide (infertile = inability to become pregnant after 12 months of regular, unprotected sex).24 There are many causes for this – and it can affect either partner, or both.

If you’re planning to have children at some point – even if it’s not any time soon – it’s a good idea to be aware of some of the key nutrients that support fertility:

The Mediterranean diet

I know I said that a fertility diet doesn’t exist, but based on the research, the best dietary pattern is the Mediterranean diet. That is one which is rich in colourful fruit and vegetables, whole grains, pulses, nuts and seeds, olives and olive oil, herbs and spices, and fish and seafood, with lower intakes of red meat, and sugary foods and drinks. This dietary pattern has been shown to improve both male and female fertility, as well as the chance of pregnancy after assisted conception (such as IVF).25 This diet is also typically higher in omega-3 fatty acids (see below), which have been shown to support egg and sperm quality, and lower in trans fatty acids and saturated fat found mostly in confectionery and processed foods, which impair fertility in both men and women.26

Plant protein > animal protein

Opting for more plant-based sources of protein, and fewer animal sources, has been shown to improve fertility.27 You do not need to forgo meat completely (and it also contains many nutrients such as iron and vitamin B12) but think more beans and pulses, soya-based products such as tofu and tempeh, nuts and seeds, and less red and processed meat.

Unsaturated fats

Women who consume diets higher in monounsaturated fat have higher fertility rates.28 Omega-3 fatty acids (found in oily fish, chia seeds, flaxseeds and walnuts) can also support fertility including ovulation and egg quality.29 Choose rapeseed oil, olive oil, nuts and seeds, and oily fish over foods high in saturated fat (found in butter, coconut oil, lard and meat).


Fats

Fats can be divided into saturated and unsaturated types. Unsaturated fats can be monounsaturated or polyunsaturated. Two essential fatty acids, omega-3 and omega-6, must be obtained through food as they cannot be synthesised by the body.



Antioxidants

Antioxidants are substances that can prevent or slow damage to cells caused by our body’s reactions to environmental toxins, such as tobacco, drugs, alcohol, pollutants and other forms of stress. These reactions, known as free radicals, can impair both male and female fertility.30 Fortunately, antioxidants can be found in abundance in the diet: fruits and vegetables, olive oil, nuts and seeds, and herbs and spices all contain antioxidants. The antioxidants zinc, selenium and vitamins C and E play a role in both male and female fertility.31 Head to Appendix 2 (here) to read more about which foods contain these nutrients. Studies looking at fertility among women who take antioxidant supplements show a weak link at best, but they hold more promise for male fertility.32 Supplementation with coenzyme Q10 (CoQ10) has also been shown to improve fertility in men and chances of pregnancy in women undergoing assisted conception, such as IVF.33

Rethink your cooking methods

Grilling, barbecuing, roasting, toasting and frying, while all delicious methods of cooking, have the potential to damage cells, including those needed for fertility. They increase the formation of compounds called advanced glycation end products (AGEs). These AGEs can cause oxidative stress in the body, leading to cell and tissue damage – including damage to developing eggs in the ovaries. Antioxidants can help prevent this from happening, but we can also reduce the amount of AGEs that are formed by using cooking methods such as steaming, poaching and microwaving, as opposed to those using dry heat.34 Also using acidic marinades and dressings, such as lemon juice or vinegar, can reduce the formation of AGEs. Foods highest in AGEs are typically animal products, such as beef and eggs, and processed foods that are high in fat, such as cakes, pastries and pies.35

Iron

Iron, particularly non-haem iron (both from dietary supplements and from food), may help reduce the risk of infertility in women and increase the chance of pregnancy.36 Non-haem iron is found mostly in plant foods, such as cereals, beans and lentils, but is slightly more difficult for the body to access and use. Plant-based sources of iron can also contain compounds, like tannins, polyphenols and phytates, which also affect absorption. To increase iron absorption it can help to:

• add vitamin C to the meal (such as strawberries, orange juice, kiwi, tomatoes, peppers or sweet potato)

• avoid tea and coffee at mealtimes (having them between meals instead)

• soak grains and legumes before cooking

If you’re veggie or vegan, try to also include some iron-fortified foods: a medium (50g) bowl of fortified cereal contains roughly 70 per cent of the daily iron requirements for men and 40 per cent for women. See here for my Tofu Katsu recipe, which uses a cornflake crumb! There is also some evidence that cooking food in cast-iron pots can help to reduce iron-deficiency anaemia by leaching iron into the food.37

Iodine

Iodine is crucial for the formation of thyroid hormones, which play an important role in metabolism and growth, and deficiency can lead to an underactive thyroid (hypothyroidism) and the development of a goitre (a swelling of the thyroid gland in the neck). Iodine is also essential for female fertility and becomes increasingly important during pregnancy and breastfeeding.

In the UK, from puberty onwards, women do not get sufficient iodine and this is thought to be partly due to the fact that more and more of us are opting to go veggie and vegan, which are diets typically lower in iodine.38 Milk and dairy products, fish and shellfish are the main sources of iodine in the UK. It is possible to get iodine from a plant-based diet, but primarily through fortified foods, such as bread and certain plant milk alternatives (not all are fortified, so do check the label!).

Supplements

• Folic acid (or methylfolate alternative): Women who are trying to conceive should aim for a diet rich in folate (green leafy veg, legumes, avocados) in addition to taking a 400mcg folic acid (synthetic form of folate) supplement through preconception and up to 12 weeks of pregnancy to prevent neural tube defects. Some women who are considered high risk will be advised by
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Good Nutrition Doesn’t Stop When You Give Birth
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