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INTRODUCTION



Why Being a Man is
Bad for Your Health
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Being a man is bad for your health. In fact, compared with women, men not only have a greater chance of contracting almost every illness but also they die sooner. And this statistic has not changed for hundreds of years. Why, then, has more effort not been put into bridging the gap between male and female health?


One problem is understanding what men’s health actually is. In the media, almost every magazine and online publication dealing with men’s health focuses on sex, the prostate or how to get a six-pack. But men are more than just anatomical appendages and gym routines.


When trying to define what constitutes men’s health, perhaps the best place to start is looking at what makes someone a man. At six weeks of age, while in the womb, activation of the Y chromosome sets an embryo on an irreversible path towards becoming male. During puberty, the hormone testosterone’s increased activity results in the majority of the features that make us appear masculine. Examples of the effects of testosterone include greater muscle mass, a deeper voice, squaring of the face and jaw, and the growth of facial hair. But testosterone alters much more than just what we can see. It changes the way we think, our mood and our personality, and it affects our kidneys, cholesterol, blood pressure and even how we produce blood. In fact, testosterone has an effect on almost every system in the body.


The idea that being a man is due solely to the influence of testosterone is, of course, simplistic, however. There are many hormonal and biochemical differences between men and women, but there are also important environmental and social factors that affect how we grow and develop into adult men. Despite initiatives to reduce gender stereotyping, being a boy still carries with it an expectation of certain behaviours and lifestyle choices; for example, boys are still commonly encouraged not to be ‘soft’ and not to ‘cry like a girl’. In many adult couples, it is still the man who has the full-time job and his female partner who has the main childcare responsibilities. And, unlike women, it is still normal for men not to talk about their mental health with their male friends.


It is this combination of genetic, psychological and environmental factors that results in men doing so badly in matters of health; for example, in their outcomes to the main life-threatening illnesses, the differences between the two sexes are alarming. Men are more likely to die from heart disease, are at an increased risk of high blood pressure, diabetes and stroke, are more likely to get cancer and have higher rates of both trauma and suicide. Doctors have known this for decades, so why are there not more men’s health specialists?


Over recent years, we have seen some badly needed improvements in the treatment of many female health problems, and we have a much better understanding of specifically female diseases and conditions, such as postnatal depression, breast cancer, cervical cancer and the negative impact menopause can have on health and well-being. Not so long ago, women suffered with high rates of post-birth complications, there was no national breast or cervical screening programme and the potentially life-altering effects of menopause were dismissed as just ‘going through the change’. Now, thankfully, we have started to turn the tide on our attitudes towards women’s health, and female patients are reaping the benefits in terms of better outcomes. There is still much work to be done, but we are at last seeing a positive recognition of specific female health issues that for so many years remained a neglected field of medicine. Women now have gynaecologists, breast surgeons and menopause experts; there is national screening for breast and cervical cancer, and better access to ante- and post-natal care (both physical and mental). Of course, all these developments should be welcomed, but where are the equivalent advances in the treatment of men’s health issues?


There is no such thing as a ‘men’s health consultant’ in the NHS. It could be argued that this is because you can’t have a gynaecologist who is interested in male illnesses, and that practically every medical specialist looks at his or her own patients individually, takes into account male risk factors and acts accordingly. But, in practice, improving health outcomes for men requires more than just taking their gender into account when formulating a treatment plan. There are no national prostate or testicular cancer screening programmes, and conditions such as testosterone deficiency and erectile dysfunction are under-recognised by the public and poorly understood by many health professionals. Finally, mental health remains a taboo subject for the majority of men, as we are still expected to fit into a cultural narrative that insists we need to be tough and ‘man up’.


To make matters worse, most men visit the doctor only when they have a problem; the concept of preventative medicine, or going for a check-up or a health ‘MOT’, remains a sign of weakness or failure. I still have patients who boast about not seeing a doctor for 20 years, as if this is a good thing. But with so many aspects of male health being poorly understood, we must ask the question, ‘Do most men know how overlooked their health is?’


My interest in men’s health developed by chance rather than design. I have always led a healthy lifestyle, and I have trained at a gym since I was seventeen. This was something I picked up from my father, who, despite being in his seventies, is still able to play football with my son and remains more fit and healthy than the majority of his peers. When I worked in A&E and started my job as a GP, many men would come to see me rather than my colleagues, as they felt that, as a young and fit man myself, I would be receptive to their personal problems and probably more able to help. It did not take long for me to realise that I was seeing the majority of erectile dysfunction and post-traumatic stress disorder patients as well as men who were struggling with obesity, fitness or concerns over their general well-being.


Although flattering, I found that while I was able to treat simple problems, cases of a more complex nature proved difficult, as there was no one I could refer to for help; for example, testosterone deficiency could be referred to the local endocrinologist (hormone specialist), but it was only one aspect of many hormonal problems they would deal with and, as such, many patients felt that their treatment remained suboptimal. Growing increasingly frustrated with the lack of support and my inability to help patients in need, I decided to find the answers to their problems myself. Over the next few years, I attended urology lectures, signed up for sexual medicine conferences, and spoke to endocrinologists and psychologists. I wrote articles for medical journals and taught junior doctors about specific aspects of men’s health. As my knowledge and confidence in this area continued to grow, I started to see men from further afield, and I gradually realised that there is a general lack of understanding about men’s bodies, as well as a reluctance among most men to look after their health proactively. It was for this reason that I decided to write Man Alive.


The aim of this book is to provide a comprehensive guide to health for men. Chapters 1 to 3 address the broadest aspects of men’s health, including testosterone deficiency and the concept of male menopause, cardiovascular problems and wellness, and mental health. Despite the obvious importance of these areas for all men, they remain poorly understood and largely under-recognised. The second half of the book, Chapters 4 to 8, covers specifically male anatomical and physiological issues, including erectile dysfunction, baldness, beards, testicular problems, and prostate disease – all areas that men find difficult to discuss. These chapters offer detailed advice on symptoms and signs to look out for, how to self-examine, and when to consider seeing a doctor. Finally, now that you have decided to take an active interest in improving your health, Chapter 9 provides a no-nonsense guide to starting your journey towards a better quality of life.


Interspersed with every factual chapter are a range of case studies, all based on real scenarios I have encountered at some point in my career, although I have changed identifying details to ensure confidentiality. Some of the stories are comedic, others tragic, but all of them highlight a specific aspect of men’s health and why we need to approach it differently.


Bad health is not inevitable for men. The key to improving the situation is to empower men with the knowledge they need to understand their own bodies and minds. By doing so, we will improve health outcomes and finally start to close the health gender gap.
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CASE STUDY


Are you John?









John was 42 years old and worked in a senior position at a bank. He was married with two children – a five-year-old daughter and a ten-year-old son. His daughter was energetic and devoted to her dad, constantly wanting to spend time with him whenever he was home. His son was similarly active and wanted John to be involved in all his daily sporting activities. John had been happily married for 15 years and loved his wife deeply. He knew that his life was comfortable, and he was grateful for all he had achieved.


John considered himself to be fit and healthy. He had played football and rugby in his twenties, and still prided himself on his fitness and sporting prowess; however, as time went by, work became busier, his children placed greater demands on his free time and he started to feel that he had no time to himself in the way he used to. He accepted that he was more sedentary and less physically active than he had been in his youth, and that he spent much longer at work and often ate badly during the day. As a consequence, by the time he got home, he was tired and hungry, and the last thing he wanted to do – especially with both of the children wanting his attention – was spend more time out of the house exercising. He would collapse on the sofa, play briefly with the kids, and only much later, when they had gone to bed, finally sit down to eat his one proper meal of the day.


Recently, John had noticed that he was developing a paunch around his waist. His wife had noticed, too, especially when John had to buy trousers with a larger waist for the first time since they met. John shrugged this off and pointed out that he was now in his forties so he could hardly be expected to look the same as when they first met. In addition to his expanding waistband, he was finding it increasingly difficult to keep up with the pace and energy of his children. Again, though, he was relaxed about this, saying to himself: No man in his forties should attempt to compare himself with a ten-year-old.


John justified his larger trousers and insidious tiredness as just natural consequences of getting older – the inevitable lot of every 40-something. John had also recently started enjoying the taste of red wine. He had been a beer drinker in his twenties and thirties, but he now enjoyed a few glasses of red wine with his evening meal. It was something he and his wife did together, and it allowed John to unwind and talk about his day. He comically boasted to his friends that at the end of every two weeks his recycling bin was the heaviest in the street because of all the bottles it contained. He knew he was probably drinking too much but told himself it wasn’t excessive, and it afforded him that quality time with this wife that he needed. Sadly, though, in marked contrast to when they were younger, a few drinks did not lead to anything more exciting. After dinner, John’s wife would usually ‘slip into something more comfortable’, a literal description of her pyjamas. Thereafter, they would spend an hour independently checking their phones in bed before John would fall asleep, hoping to wake refreshed the next day.


Unfortunately, John never woke refreshed. He always felt tired, but told himself this was normal because he was working hard and, after all, he was in his forties. He had tried to go to the gym, and even bought a fitness book that promised to ‘change your life in eight weeks’; however, had given up after only two, and defensively explained to his wife that work didn’t allow him to exercise as much as the book required. It was around this time that he caught himself being snappy with his wife and kids, and even his work colleagues said in jest – or so John thought – that he needed a holiday. Unfortunately, two weeks in the sun didn’t really change anything. John was just as tired as he had been before, and he was unable to achieve an orgasm on the few occasions when he and his wife tried to have sex. This actually made things worse between them, so John felt the best thing to do was not to try having sex again for a while. He eventually went to his doctor to discuss his irritability and tiredness.


‘What do you expect?’ his doctor asked. ‘You’re working way too hard, you don’t do any exercise, and you drink too much.’


It was precisely the response John had expected, and he told his GP that he was only really there because his wife had insisted. He just felt he had to tick the box.


‘Okay,’ said his GP, ‘I tell you what. I’ll arrange some blood tests to make sure you’re not anaemic and your liver’s okay, but I expect everything will be normal. Tiredness is such as common problem – nearly one in ten patients come in with it and most of the time it’s all just down to lifestyle and getting older.’


Unsurprisingly, the blood tests came back normal, and following another appointment, John was given some antidepressants, told to address his lifestyle and come back in a few months’ time. He took the medication for only three weeks as it made him feel worse than ever. He also decided that there was no point in booking another appointment as the problem was obvious: he was simply getting old.


A few weeks later, John was forced to endure yet another torturous dinner with his wife’s sister and her husband. He had been tormented by his sister-in-law’s graphic descriptions of her menopausal symptoms for months now and while trying to feign interest, John sat thinking to himself If I have to hear about your lack of sex drive and dry vagina one more time . . .


Then it hit him. A couple of days earlier, on a particularly irritating train journey, he had started to read a newspaper article about low testosterone, but the stupid title, ‘Manopause’, had put him off. Now, though, the more he heard his sister-in-law prattle on about her night sweats and lack of desire, he felt a light bulb of recognition switching on in his head. He too had become more irritable, forgetful and generally grumpy. His body had definitely changed to such an extent that he hated the way he looked compared with just five years ago. He couldn’t remember the last time he had wanted to have sex. He had even suffered a few night sweats, but he had put them down to the booze.


Eventually, after googling all his symptoms, John booked an appointment to have his testosterone checked, and found that his level was far lower than would be expected for a man of his age. He was diagnosed with testosterone deficiency, and through a process of medication, coupled with some major lifestyle changes, he gradually started to feel more like himself again. Over the next six months, he stopped drinking during the week, played sports with his son, read to his daughter and stopped napping after dinner. He was able to throw away his large trousers and even managed a romantic weekend away with his wife. For the first time in years, John actually had a morning erection and felt refreshed when he woke up each day.


For years, John had thought he was just getting old, not least because everyone he spoke to, and everything he did, served to confirm his suspicions that his symptoms were normal for a man of his age. After all, why would any 40-year-old expect to be able to do what they could do when they were 20? He had simply accepted his fate. But his problems were not just due to age and lifestyle. He was a victim of the silent, forgotten epidemic of male testosterone deficiency. And there are thousands of ‘Johns’, across the world who are struggling to understand why their lives have become so difficult.










CHAPTER 1



Testosterone Deficiency –
The Forgotten Epidemic
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Almost as soon as I reached 40, people started saying, ‘It’s because you’re getting old’, ‘You can’t do that at your age’ and ‘Well, it’s not like you’re 20 any more’ – with reference to a range of physical activities I undertake. Although often said in jest, there is some truth behind these comments. There is widespread acceptance that it is normal for men to lose their sex drive, get fat and take naps after dinner once they reach their late thirties, due to a combination of age itself, hectic jobs, the demands of young families and a general decline in the ‘me time’ we had when we were younger.



Getting old is more than just chronological


Although there is no doubt that ageing, coupled with daily pressures and commitments, will have an impact on our ability to achieve what we could physically 20 years ago, for a significant number of men, the decline in health and wellness they feel is not just a result of a busy work–life balance, but an under-recognised, poorly understood and potentially devastating medical condition: low testosterone. Often fobbed off as simply a consequence of age, it results in men being left to suffer unnecessarily with a variety of symptoms that affect their physical and mental health, harm their relationships and often contribute to serious illness. This is the impact that low testosterone is having on thousands of men, many of whom do not even realise that anything is wrong.


What does testosterone do?


Everyone has heard of testosterone, and most of us have a reasonable idea of what it does. In fact, it is probably the most widely discussed hormone: it dominates male-health forums; it is a crucial selling tactic for supplement companies; and no matter what health magazines we read, we are bombarded with ways to ‘boost’ it. It is almost always mentioned in relation to fitness or virility, but, but in reality, testosterone does much more than simply make our muscles bigger.


Testosterone is the main sex hormone in males. As boys enter puberty, it is the release of testosterone that is responsible for the characteristics that make us men, such as a deeper voice, the growth of pubic and facial hair, increased muscle mass and sexual function. But under the surface, it also affects our bodies in many other ways from altering our metabolism, blood pressure, cholesterol, cardiovascular function and bone density. Meanwhile, in the brain, it stimulates our sex drive, enhances both aggression and concentration, affects our emotions, and even our ability to think and form memories.


In men, testosterone is produced and regulated through an intricate process that starts with the hypothalamus gland in the brain, and ends in the testes. As we enter puberty, our testicles do not simply start pumping out unregulated amounts of testosterone, as this would have catastrophic effects on our bodies and put our overall health at risk. Instead, our bodies have evolved a sophisticated feedback loop that carefully regulates the amount of testosterone we produce daily: our hypothalamus stimulates another gland – the pituitary – to release luteinising hormone, which in turn stimulates the testicles to release testosterone. The circulating testosterone is then detected by the hypothalamus gland and the feedback loop is complete. Unfortunately, while this is a very effective way to determine the level of testosterone our bodies need, it is also highly sensitive and is affected by a range of diseases, medications, the food we eat and also by age itself. Even a brief interference in this pathway, such as a stress response brought on by a common cold, will produce a temporary dip in testosterone production. It should come as no surprise, then, that chronic medical conditions, such as obesity, type-2 diabetes or even heavy alcohol intake, can have a persistent negative impact on this feedback loop, and will result in a persistent drop in testosterone production. Eventually this results in the onset of symptoms, and the development of the medical condition testosterone deficiency.


What is testosterone deficiency?


The medical term for testosterone deficiency (TD) is male hypogonadism, but it has also been dubbed the ‘male menopause’, ‘andropause’ or ‘manopause’. The effects of severely low testosterone have been known for centuries on account of the altered behaviour and absent secondary sexual characteristics of castrated boys. A eunuch could continue to sing soprano, would be physically less dominant, and would not pose a sexual threat to their lord’s mistresses. Nowadays, although there are some genetic disorders and diseases that can result in a total absence of testosterone, the condition is exceedingly rare. Virtually all of these men are diagnosed early on in life and they are put on appropriate treatment before their symptoms become severe. By contrast, moderate testosterone deficiency is not only much more common – with studies suggesting a prevalence of between 2.1 and 11.8 per cent among middle-aged men1 – but often undiagnosed. This could equate to nearly 2 million men in the United Kingdom alone.


Testosterone levels naturally climb during our twenties and peak at around the age of 30. Thereafter, the level of production decreases by about 1 per cent a year. Consequently, in theory, it should be possible to predict the age at which all men will become testosterone deficient. Unfortunately, though, like so many aspects of the human body, the development of TD is not that simple. Peak levels of testosterone differ from person to person, and lifestyle factors, such as diet, exercise and obesity, speed up or slow down the rate at which we lose our testosterone. But the most unusual feature seen in TD is that not all men with low levels of testosterone develop symptoms, and it is not obvious why.


As far as we know, race and ethnicity have no direct influence on testosterone levels, although the prevalence of TD does seem to vary according to the general health of a population; for example, it seems to be more common in countries with poor access to good nutrition. On the other hand, it is also prevalent in countries with high levels of obesity. As reflected by the variation in estimated population prevalence noted above, one of the biggest challenges in treating TD is obtaining a true measure of just how many people suffer with it. Not only are we faced with trying to diagnose a medical problem that commonly mimics the normal aspects of ageing, but many men are not even aware that the condition even exists.


Might I have testosterone deficiency?


One of the biggest challenges in diagnosing TD is that its symptoms vary from person to person, with milder cases resulting in little more than tiredness, decreased sex drive, grumpiness or irritability, and with struggles to keep weight off and to stay fit. It is easy to see how any or all of these symptoms might be misinterpreted as consequences of working too hard or just getting old; however, as levels of testosterone continue to drop, the effects on our health, both physically and mentally, become more obvious. The illustration below shows some of the main differences between a man with a healthy testosterone level and someone suffering with the effects of low testosterone.
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As testosterone levels continue to drop, sufferers develop more advanced symptoms including those shown below.
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Because the signs of TD are often vague and sometimes non-specific, it can be hard for patients and doctors alike to determine whether someone is suffering from low testosterone or a different medical condition with similar symptoms. With that in mind, the Androgen Deficiency in Ageing Males (ADAM) questionnaire was devised in 2000 to aid in the diagnosis of TD. The ten questions are quite broad, and although a high score does not prove that the patient is suffering from TD, a low score is quite effective at ruling it out. If you answer yes to question 1 or 7, or any three other questions, you might be suffering from low testosterone.




The Androgen Deficiency in Ageing Males (ADAM) Questionnaire






	1. Do you have a decrease in libido (sex drive)?


	  Yes


	  No







	2. Do you lack energy?


	  Yes


	  No







	3. Do you have a decrease in strength or endurance?


	  Yes


	  No







	4. Have you lost height?


	  Yes


	  No







	5. Have you noticed a decreased enjoyment of life?


	  Yes


	  No







	6. Are you sad and/or grumpy?


	  Yes


	  No







	7. Are your erections less strong?


	  Yes


	  No







	8. Have you noticed a recent deterioration in your ability to play sports?


	  Yes


	  No







	9. Do you fall asleep after dinner?


	  Yes


	  No







	10. Have you noticed a deterioration in your work performance?


	  Yes


	  No











If the symptoms of TD were not enough to make us alarmed, the effects of low testosterone inside our bodies are potentially more serious. TD sufferers are at an increased risk of developing obesity, heart disease, high blood pressure and cholesterol, osteoporosis (reduced bone density) and memory impairment.2 Furthermore, Diabetes UK estimates that approximately 25 per cent of all male patients with type-2 diabetes have lower than normal levels of testosterone.


What causes low testosterone?


In the UK, most cases of TD are due to age, obesity, type-2 diabetes or a combination of the three. But the additional potential causes of TD are so wide-ranging that we often fail to realise just how many other aspects of our health, lifestyle, or general wellness can also impact on our testosterone pathway.






	Common conditions that can result in low testosterone







	Problems affecting the body


	Medicines


	Lifestyle factors







	Ageing


	Opiate painkillers (codeine, morphine)


	Cannabis







	Obesity


	Antifungals


	Obesity







	Type-2 diabetes


	Some diabetic medicines


	Type-2 diabetes







	High blood pressure


	Diuretics (water tablets)


	Smoking







	Liver disease


	Chemotherapy and other cancer treatments


	Alcohol







	Chronic kidney disease


	Anti-inflammatory steroids (prednisolone)


	Lack of sleep







	Lung disease, including asthma, chronic bronchitis and emphysema


	Certain mental health drugs


	Lack of exercise







	Underactive thyroid


	Possibly statins


	Stress







	Genetic conditions


	 

	 






	Testicular torsion (twisting of the testicle)


	 

	 






	Cancer


	 

	 







Although this list may appear long, this is intentional to illustrate just how many external factors can have an impact on our ability to produce optimal levels of testosterone. And many other chronic inflammatory conditions and medications might also affect testosterone production. Even environmental factors and certain occupations have been linked to a reduction in levels, possibly as a result of exposure to chemicals that have oestrogenic properties, such as certain pesticides and a variety of household cleaning products. But while this link has been proposed, the true connection between environmental oestrogens and our own testosterone production has yet to be confirmed. With such a wide range of other factors potentially impacting on our testosterone levels, it is unsurprising that more and more men are coming forward to be tested.


I would strongly advise any man who thinks he might have low testosterone to have his levels checked by an appropriately trained doctor.


If you are going to check your testosterone level, do it properly


Testosterone production follows a circadian rhythm, which means that our levels peak in the early hours of the morning and tend to decline later in the day. This is the reason why men with healthy levels of testosterone experience those occasionally inconvenient morning erections, although this event doesn’t necessarily occur daily even if normal levels of testosterone are released. Consequently, if you are going to have a blood test to check your testosterone level, it is crucial to make sure it is performed in the early morning, as blood tests taken in the afternoon will almost certainly yield an inaccurate result. There is one exception to this rule: anyone who does regular shift work should have the test done about three hours after waking, whenever that might be.


Approximately 60 per cent of testosterone is bound to a protein in our blood known as sex hormone binding globulin (SHBG), while a further 38 per cent is bound to a variety of other proteins. This means that in reality, only about 2 per cent of the testosterone that circulates in our blood is active at any one time. It is this ‘free’ testosterone that should always be measured during blood tests because the other 98 per cent, while potentially available for the body to use, is not biologically active. Many factors can increase or decrease the levels of SHBG and the other proteins that bind to testosterone, so if you strongly suspect that you have TD but your test results suggest everything is fine, make sure that the lab measured your ‘free’ rather than your ‘total’ testosterone level.


For many years, another big problem in diagnosing testosterone deficiency was that individual countries, clinics and scientists disagreed over what constitutes the normal range of testosterone for a fit and healthy man. This seemingly straightforward task is actually extremely complicated because in addition to varying considerably both during the day and from one day to the next, testosterone levels are affected by countless external factors, such as diet, exercise and sexual activity. Furthermore, a level of testosterone that causes one person to feel low might be completely normal for someone else. Hence, two equally reputable clinics could reach very different conclusions when analysing a single blood test, depending on their particular definition of ‘low testosterone’. Perhaps the only way to achieve a truly accurate, objective diagnosis of TD would be to measure every man’s testosterone level on his thirtieth birthday and use that as his personal baseline value for the rest of his life. Unfortunately, such a scheme is neither practical nor realistic.


In 2017, however, the British Society of Sexual Medicine finally provided some clarity on the subject of TD when it adopted the International Society for Sexual Medicine’s guidelines on ‘normal’ levels of testosterone,3 which suggest that ‘total’ testosterone should be in the region of 12–30nmol/l (or 346ng/dl) whereas ‘free’ testosterone should exceed 225pmol/l.4 These benchmarks are undoubtedly useful as they eliminate the problem of individual clinics setting their own baseline levels, and it is now generally accepted that any patient who meets them does not require testosterone replacement therapy (with only rare exceptions).


What, though, of patients who fall below the 12nmol/l threshold? What sort of level should they hope to achieve through treatment? For example, does a man of 35 need more testosterone than a man in his sixties? Actually, the most recent research suggests that a minimum of 15nmol/l is sufficient for all men, regardless of age. And the really good news is that this level, and the associated health benefits, can be achieved and maintained through testosterone replacement therapy.


The evolutionary advantage of low testosterone


As mentioned earlier, testosterone production naturally declines by about 1 per cent a year after the age of 30. Therefore, although some of the consequences can be mitigated by frequent exercise, a good diet and a healthy lifestyle, every middle-aged man is still fighting nature’s attempt to make him impotent. We tend to think of this process as a bad thing – either disease related or just a by-product of our bodies starting to fail as we age. But what if the gradual decline in testosterone production is actually a positive evolutionary adaptation that has helped the human species by creating generations of wise, placid grandfathers?5


High levels of testosterone are associated with increased aggression, greater sex drive and riskier behaviour. Therefore, some scientists theorise that nature reduces our testosterone later in life specifically to blunt some of our more perilous impulses, and by doing so improves our chances of living longer and helping to raise the next generation. After all, no one wants a grandfather who is constantly trying to have sex and starting fights. In many ways, this is a counterpart to the so-called grandmother hypothesis, which suggests that menopause is a valuable evolutionary process that allows older women to focus on caring for their grandchildren.


As it is inevitable that our testosterone declines as we age, we have to ask ourselves if we are happy to accept what nature has decided is our destiny. Or should we fight against our DNA? The comparison with female hormone replacement therapy (HRT) becomes increasingly pertinent once we start thinking along these lines. Until very recently, menopause was considered a natural aspect of ageing, and the life-altering symptoms and discomfort that many women experience were dismissed as normal or were trivialised. Menopause was certainly not viewed as a serious medical problem; indeed, some doctors still have that attitude towards it even today. Clearly, HRT is not for everyone, but to my mind every woman should at least be given the choice. And the same consideration should be given to men with low levels of testosterone.


We can only hypothesise as to whether evolution wants us to grow old gracefully, increasingly fat and impotent but non-threatening and calm. But whatever our genes have in store for us, we are lucky enough to live in an age when we do not have to accept age for what it is. We might not need or want to take testosterone supplements or HRT, but we should have the option to maximise both the quality and the quantity of our lives.


How do you treat low testosterone?


Many of the men who are diagnosed with TD assume that this automatically means starting testosterone replacement therapy. But this should be the last, not the first, course of action. The testosterone supplementation industry is huge, and many suppliers appeal directly to a public that is desperate to feel better. Global sales of medical testosterone replacement products already exceed £1.35 billion per year, and their powerful marketing campaigns are designed to convince sufferers that a low testosterone level can be fixed only through testosterone replacement.


In reality, testosterone replacement therapy (TRT) should be prescribed only once all other possible treatments have been explored; for example, one should always consider if any underlying medical issues or medications have triggered a decline in testosterone production. In addition, it is important to look at any lifestyle factors that could be contributing to a reduction in levels. Health measures should always be optimised to see if testosterone production can be improved naturally.


The importance of lifestyle factors in TD is often downplayed because changing your habits does not sell any drugs or make any companies rich. Moreover, addressing them is far from easy. I have had many patients who have specifically requested TRT on the grounds that they do not have the time to exercise or the wherewithal to eat better. But a drug is never an adequate substitute for living a healthier lifestyle. There are many ways you can boost your testosterone production naturally – here are some of the best.


Diet and supplements


Obesity and TD are intrinsically linked: obese men are more likely to have low testosterone, and men with low testosterone are more likely to become obese. The mechanism through which the two are connected is multifactorial, and this can make reducing body fat in the presence of reduced testosterone even more challenging, as it is a negative cycle that becomes increasingly hard to break. But the benefits of losing weight cannot be overstated: in obese patients, a 10 per cent reduction in body weight can increase the total testosterone level by up to 4nmol/l.


That said, the opposite is also true: being significantly underweight or rapidly reducing our daily food intake puts our bodies into a starvation state that suppresses testosterone production. If our energy expenditure considerably exceeds the number of calories we ingest, testosterone production can be put on hold to conserve energy for more vital functions. From an evolutionary perspective this is a clever but selfish adaptation: our body prioritises its own survival over producing a hormone that will increase our chances of fathering the next generation. Practically, we should not even be thinking about having sex if we do not have enough food to survive.


The obvious take-home message is that we should aim for a normal weight that does not put unhealthy stress on our bodies by being either too heavy or too light. But there is more to the link between diet and testosterone production than simple body weight. A quick Google search results in dozens of websites featuring ‘The best foods or supplements to boost testosterone levels’. It would be impossible to address all these here, but below I explain the impact (if any) of the most common recommendations. (Food’s influence on our overall health and wellness is discussed in more detail in Chapter 2.)


Avoid high-calorie foods, such as sugar and fat. Generally this is true, as high-calorie foods tend to trigger a sudden decrease in testosterone level. Interestingly, though, this almost-immediate effect does not seem to be related to the level of insulin in the bloodstream, so further research is required to understand the link. In addition, excessive consumption of high-calorie foods usually leads to an increase in body fat, which suppresses testosterone production through a complex mechanism of increased insulin resistance and its impact on SHBG, higher levels of oestrogen, and an interruption of the testosterone feedback pathway. On the other hand, it should be remembered that very lowcarb diets can push us into the starvation state mentioned above, so we should always aim for a balanced diet that includes some fat, some carbohydrate and some protein. (This is discussed in more detail in Chapter 2.)


Consume sufficient levels of healthy fats Just as we cannot function without any carbohydrates, the same is true for fat; however, most of us consume far too much of the wrong types of fat, which results in weight gain and a consequent suppression of testosterone production. Instead, we should eat more of the healthy fats that are found in nuts, oily fish (such as salmon and mackerel), avocados and whole eggs. We can even treat ourselves to the occasional piece of dark chocolate.


Tribulus terrestris, a weedy plant with small yellow flowers, has been advertised for decades as a natural testosterone-boosting supplement, and it is included in the majority of over-the-counter testosterone boosters. Sadly, though, there is little to no evidence that it increases testosterone production in humans. Furthermore, high levels are associated with liver toxicity.


Fenugreek is also touted as a testosterone booster due to its active component furostanolic saponins. Again, although it has been incorporated into over-the-counter products for many years, there is no good evidence that it has any positive effect in humans.


Vitamin D Over recent years, there has been increased interest in the role of vitamin D in treating everything from hormone imbalances to bowel cancer, and even coronavirus. In terms of TD, the evidence for the efficacy of vitamin D supplementation is mixed. Certainly, men with low vitamin D levels might suffer disruption to their hormonal pathways, but at present it is best to assume that exceeding the normal daily allowance will have no impact on testosterone production.


Zinc and selenium are both used in the optimisation of fertility and to enhance sperm production; however, when it comes to boosting testosterone, neither should be taken above the recommended daily allowance, as they are unlikely to increase production and may result in toxicity. Indeed, my advice is to avoid supplementation, as this is unlikely to do anything for your testosterone level. Instead, try to eat foods that contain naturally high levels of zinc and selenium, such as meat, shellfish, nuts, dairy and eggs.


Magnesium Interestingly, unlike many other minerals, magnesium supplementation does appear to have the potential to increase – or at least maximise – testosterone levels. This is because it is known to produce better-quality, deep sleep, which is not only essential for efficient testosterone production but it is also a safe, natural way to improve our overall wellness.


Physiologically, we cannot boost our testosterone above a maximum level that the human body is able to produce naturally. We can maximise our body’s potential to produce testosterone by eating a healthy, balanced diet and maintaining an optimal body weight, but any product that truly boosted testosterone would have to bypass our normal physiology and act like an anabolic steroid. Put simply, if Tribulus terrestris and fenugreek really increased our testosterone levels, they would not be available in health-food stores because they would be classified as medical-grade drugs and would therefore require a prescription. Supplement manufacturers have not found a loophole in the law that enables them to sell powerful testosterone-boosting supplements directly to the public. Rather, they have found a way to market products that just don’t work.


Exercise


We all know that exercise is good for us. As well as increasing testosterone levels, it helps us to lose weight and releases endorphins: natural chemicals produced by the pituitary gland that make us feel good, combat stress and reduce pain. For a long time, it has been assumed that weight-lifting is the paramount testosterone-boosting exercise, but is pumping iron really preferable to going for a run?


Research shows that lifting weights for 30 to 45 minutes several times per week does indeed increase testosterone production, but other forms of cardiovascular exercise, especially those that involve short bursts of high activity coupled with brief periods of recovery – the so-called high-intensity interval training (HIIT) – can be equally effective. It seems to be the intensity, rather than the particular type of exercise, that is the crucial factor.


By contrast, both elite and recreational athletes who compete in low-intensity, high-duration sports, such as marathon running or long-distance cycling, can actually reduce their testosterone levels by pushing their bodies into a pseudo-starvation state. These athletes tend to function with very low body fat levels, and exercise at an intensity most of us will never achieve. However, a mild version of this effect can be seen in men who overtrain.
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