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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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