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Before recommending the optimal male diet, male
health concerns need to be triaged. Reiterating the
most common causes of morbidity and mortality
allows for an easier understanding of dietary and
supplement changes that should be recommended
formen ingeneral. These recommendations need to
be simple, logical, and practical for the patient as
well as the clinician. Thus, reviewing common
causes of mortality is paramount to construing all
other recommendations in this article.

Cardiovascular disease (CVD) is the number 1
overall cause of mortality in the United States and
in other industrialized countries.1–3 CVD is currently
the number 1 cause of death worldwide, and is the
number 1 cause of death in every region of theworld
with the exception of sub-Saharan Africa. Cancer is
the second leading cause of death in the United
States and in most developed countries, and is ex-
pected to mirror the number of deaths from CVD in
thenext several years invarious regionsof theworld.
CVD has been the number 1 cause of death in the
UnitedStatesevery year since1900,with theexcep-
tion of 1918, which was the year of the influenza
pandemic. Even if cancer becomes the primary
cause of mortality, most of what is known concern-
ing lifestyle and dietary change for CVD prevention
directly applies to cancer prevention.4 For example,
one of the most dramatic reductions in mortality in
US history for CVD and cancer was through
a common behavioral/lifestyle change (smoking
cessation) that had a profound simultaneous
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impact on the rates of both diseases. Heart-
healthy changes contribute to overall men’s health
improvements regardless of the part of the human
anatomy that is receiving attention, including the
penis and the prostate. Heart-healthy changes
need to be advocated in urology clinics because
this places probability and the research into
perspective. Triaging preventive medicine for
men’s health is providing probability-based advice
via evidence-based medicine.

The largest and most recent US and worldwide
pharmaceutical-based cancer primary prevention
trials that included only men exemplify the imme-
diate need for a more proper perspective. For
example, results of the Prostate Cancer Preven-
tion Trial (PCPT) have garnered attention and
controversy regarding the use of finasteride daily
versus placebo to reduce the risk of prostate
cancer.5–8 The debate about the advantages and
disadvantages of finasteride will continue, but
a paramount observation from this important trial
has not received adequate exposure in the
medical literature. More than 18,000 men were
included in this randomized trial, and 5 men died
of prostate cancer in the finasteride arm and 5
men died of prostate cancer in the placebo arm,
but 1123 men in total died during this primary
prevention trial.5 Thus, prostate cancer was re-
sponsible for less than 1% of the deaths, whereas
most of the mortality was from CVD and other
causes. Thus, the results of the first large-scale
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men’s health PCPT showed that another disease
is the primary cause of death in men, and random-
ized trials accurately reflect day-to-day morbidity
and mortality in this regard. This finding does not
reduce the seriousness or impact of prostate
cancer prevention using a prostate-specific che-
moprevention agent, but it places the overall risk
of morbidity and mortality in a more proper
perspective. Men inquiring about the advantages
and disadvantages of finasteride for prostate
cancer prevention need to be reminded that the
number 1 risk to them in general is CVD, and
then the potential prostate cancer risk–specific or
men’s health consult should occur after this first,
more relevant point is discussed, emphasized,
and reiterated.
The largest male health dietary supplement clin-

ical trial to prevent cancer was the Selenium and
Vitamin E Supplementation Randomized Trial
(SELECT).9 It was terminated approximately 7
years early because of a lack of efficacy, and
even a potential negative impact with these high-
dose supplements. However, this trial represented
a pertinent teaching moment for men’s health that
once again was missed because of the focus on
specific rather than wider issues. SELECT was
the largest randomized primary prevention trial of
men in urologic and medical history, and once
again CVD represented the primary cause of
mortality in this study with more than 500 deaths
occurring from this cause compared with 1 death
from prostate cancer in just 5 years follow-up.
Heart-healthy programs need to receive more
emphasis in urology and men’s health.
The lifestyle recommendations in this article

affect CVD and men’s health simultaneously.
Men can now be offered lifestyle changes that
can potentially affect all-cause morbidity and
mortality rather than just disease-specific
morbidity and mortality.

OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 1

There should be a focus on probability-based
changes before focusing on diet, which
means that men should know their fasting
lipid profile, blood pressure, and other cardio-
vascular markers as well as they know any
other health numerical values, for example
prostate-specific antigen (PSA).

The lack of general health knowledge shown by
some patients despite an impressive and obses-
sive need-to-know position concerning prostate,
erectile dysfunction (ED), or other health issues is
concerning. For example, surveys of the general
population indicate that most men do not know
their cholesterol values or have little understanding
of what they represent in terms of potential health
outcomes, and this finding is consistent regardless
of age, race, and even gender.10,11 When the dual
concern of CVD and overall men’s health risks is
emphasized and promoted, men tend to become
familiar with all of their clinical values, numbers,
and overall risks. For example, it is more relevant
to conduct a cholesterol/blood pressure screening
and ED or prostate screening on the same day at
any institution. Men should also be educated regu-
larly on the normal values of a cholesterol panel
and blood pressure test, because these values
have recently been updated on 2 different occa-
sions by the Expert Panel from the National
Cholesterol Education Program (NCEP).12,13 A
man attending a free PSA screening is at risk of
ending up with a myopic health and disease
perspective. Preliminary empirical evidence of
this concern lies in recent data from Surveillance,
Epidemiology and End Results (SEER) tumor
registry, which suggests that men diagnosed or
treated for prostate cancer need to focus as
much on cardiovascular prevention because of
the observed competing causes of mortality.14 At
our institution, we have attempted to change our
previous paradigm by currently abandoning PSA
screening day and organizing, at the least, an
annual general health lecture for men. Men need
other resources, apart from overburdened primary
care doctors, to emphasize and review basic
optimal lipid and general health values.12,13

Table 1 is a modified, quick review for men and
urologic health professionals.
The NCEP suggests a first cholesterol screen at

an age of 20 years,12 which is approximately 20 to
30 years before a suggested PSA test, but few if
any men have had a lipid test at this early age.
Perhaps clinicians can greatly assist men in
adhering to this early screening age. For example,
when men with a family history of prostate cancer
or ED, or an early diagnosis of most diseases,
inquire about what their children should do first
to prevent this condition from happening to
them, a common suggestion for children or
adolescents to just have an initial cholesterol
screen seemsmost appropriate. In my experience,
this tends to surprise and simplify patient
concerns because most did not previously
consider this thought or option for their children.
The time is appropriate for this approach because
of the recent concern in abnormal lipid levels
among adolescents screened in the United States,
which is approximately 20% to 43% based on
a variety of factors, especially weight status
(normal, overweight, or obese).15



Table 1
A partial summary of men’s health goals for total cholesterol, low-density lipoprotein (LDL), high-
density lipoprotein (HDL), and triglyceride with some addedmodifications that can be used in a clinical
setting

Blood Test Parameter Measurement Commentary

Total cholesterol (mg/dL) A lower number is better

<160 Optimal

<200 Desirable

200–239 Borderline high

�240 High

LDL 5 bad cholesterol (mg/dL) A lower number is better

<70 Optimal for some high-risk individualsa

<100 Optimal

100–129 Near optimal

130–159 Borderline high

160–189 High

�190 Very high

HDL 5 good cholesterol (mg/dL) A higher number is better

<40 Low

40–59 Normal

�60 High (optimal)

Triglyceride (mg/dL) A lower number is better

<150 Normal

150–199 Borderline high

200–499 High

�500 High

a High-risk individuals (existing CVD disease or a previous CVD event) may be required to reduce their LDL to less than 70
mg/dL based on new information provided to the Expert Panel.

Data from The Expert Panel. Executive summary of the Third Report of the National Cholesterol Education Program
(NCEP). Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel
III). JAMA 2001;285:2486–98; and Grundy SM, Cleeman JI, Marz NB, et al. Implications of recent clinical trials for the
National Cholesterol Education Program Adult Treatment Panel III Guidelines. Circulation 2004;110:227–39.
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CVD risk is affected by lifestyle risk factors such
as obesity, physical inactivity, and a high-caloric
and overall unhealthy diet. These and other
emerging risk factors or risk markers should ideally
be discussed, because, despite the cholesterol
test being a good marker for predicting future
cardiovascular problems, it is not a perfect test.
Other novel cardiovascular markers such as
high-sensitivity C-reactive protein (hs-CRP), or
traditional markers such as impaired fasting
glucose or hemoglobin A1c, and evidence of
subclinical atherosclerotic disease should also
be discussed with the patient.12,16,17 Even
a referral to a cardiologist may be appropriate for
some men because some of these markers may
also be related to overall mortality as well as
CVD risk and some specific men’s health
conditions.18

Additional tangible advantages may occur for
a man and his clinician that continue to follow
these overall cardiovascular markers. For
example, cholesterol levels are an outstanding
indicator of how well a patient may be adopting
lifestyle changes or even medication compliance
following a PSA test, ED diagnosis, or after some
definitive therapy. If these numbers improve, it
may be more likely that the patient is following
a men’s health lifestyle program. High-density
lipoprotein (HDL) provides a good indicator of the
commitment to exercise by the patient. HDL
tends to increase, and at times substantially, with
a greater amount of aerobic physical activity,19

and a higher HDL may be correlated with a lower
risk of abnormal prostate conditions.20 Triglycer-
ides are an indicator of changes in belly (visceral)
fat, because this compound is generally stored in
this anatomic location with increasing blood levels.
However, in a minority of patients who follow
a healthy lifestyle, a less-than-optimal change in
lipid values may occur, but these men can be
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referred to a specialist for potential drug interven-
tion and more aggressive lifestyle therapy.
Blood pressure monitoring should be empha-

sized as much as any other values. The Joint
National Committee on Prevention, Detection,
Evaluation, and Treatment of High Blood Pressure
altered the criteria for what defines a healthy
blood pressure.21 Men and their partners should
be informed that normal blood pressure is less
than 120/80 mm Hg and individuals with a systolic
blood pressure of 120 to 139 mm Hg or diastolic
blood pressure of 80 to 89 mm Hg are considered
to be prehypertensive, and lifestyle changes
should be advocated in these individuals
(Table 2).
Blood pressure can be reduced with a healthier

lifestyle,22 and again is a good indicator of lifestyle
compliance, and a healthy blood pressure may
also lower the risk of ED.23 Again, a minority of
patients may not reduce their blood pressure
with lifestyle changes, but these men can be
referred to a specialist. Men who adopt healthy
lifestyle and behavioral changes that do not
result in CVD risk improvements should still be
given encouragement to continue these changes
because of the other potentially profound impacts
these behaviors may have on overall and mental
health.24,25 Patients seem more motivated to
continue healthy lifestyle changes when there is
some tangible healthy outcome with the behav-
ioral change, and this becomes more probable
when all numbers are used in the consult,
including cholesterol and blood pressure, for
example, as opposed to just other single and
disease-specific (eg, PSA) values.
OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 2

The body mass index (BMI), but more im-
portantly the waist/hip ratio (WHR) or waist
circumference (WC) measurement and pant
Table 2
A partial summary of the new blood pressure guideli
Prevention, Detection, Evaluation, and Treatment of

Systolic/Diastolic Blood Pressure (mm Hg) W

Less than 120/80 No

120–139/80–89 Pre

140/90 or greater Hy

Data from Chobanian AV, Bakris GL, Black HR, et al. for the Jo
tion, and Treatment of High Blood Pressure. National Heart,
Education Program Coordinating Committee. Hypertension 20
size should also become a standard part of
a clinical record before initiating dietary
changes.

The negative impact of being overweight or obese
on overall morbidity and mortality is well known.
BMI is moderately reliable as an isolated measure-
ment, but it is a rapid method to determine who
may be overweight or obese.26 BMI is defined as
the weight (in kilograms) divided by the square of
the height in meters (kilograms per square meter).
Another method to calculate the BMI is to take
weight in pounds and divide it by the height in in-
ches squared and to multiply this number by 704
(pounds/inches2 � 704). A BMI of less than 25
kg/m2 is considered normal by the Word Health
Organization (WHO), whereas 25 to 29 kg/m2 is
overweight, 30 kg/m2 or more is defined as obese,
and 35 kg/m2 or more is considered morbidly
obese. Several of the largest and most recent
preventive medicine randomized trials of men or
women have shown that most individuals in these
studies are overweight at baseline,5,9,27 and this
includes trials to prevent specific men’s health
abnormalities with prescriptions, supplements, or
just dietary change.5,9,28 Thus, it has become so
common to be overweight or obese that only
a minority of men in current and past clinical trials
have a BMI in the healthy range.
WHR may be another rapid measurement to

determine obesity.26 An individual must stand
during the measurement of WHR. WHR more
precisely measures abdominal adipose circumfer-
ence or tissue and fat distribution. The waist is
defined as the abdominal circumference midway
between the costal margin and the iliac crest. The
hip is defined as the largest circumference just
below the iliac crest. For men, a WHR greater than
0.90 is a moderate indicator of an increased risk
for obesity-related conditions independent of BMI.
WC is perhaps the easiest and fastest method to

currently assess obesity, and is my preference,
together with pant size (waist size) in men because
nes according to the Joint National Committee on
High Blood Pressure

hat Does this Mean to Patients?

rmal 5 low risk

hypertensive (moderately high or prehigh blood
pressure) 5 moderate risk

pertensive (high blood pressure) 5 high risk

int National Committee on Prevention, Detection, Evalua-
Lung, and Blood Institute; National High Blood Pressure
03;42:1206–52.
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belly fat (visceral adipose tissue) seems to have
one of the best predictive values of CVD and
potential all-cause mortality risk among all the
other weight measurements from some of the
largest prospective studies in the world.29,30

However, the combination of WC with a BMI
measurement may have added predictability. WC
is also one of the best predictors of a future cardio-
vascular event, regardless of the ethnic group
studied.31 WC is also one of the 5 specific criteria
of the metabolic syndrome. WC has a tangible
advantage compared with BMI, which can be
appreciated after an individual commits to resis-
tance exercise. An increase in muscle mass from
resistance activities such as weight lifting can
cause an increase in BMI, which could be frus-
trating to the patient and clinician.26 However,
this does not occur when using the WHR or WC
measurement. Informing patients of their official
WC and asking pant size allows these parameters
to not only be documented in the chart but allows
for the patient to identify a goal of maintaining or
reducing these numbers by the time of the subse-
quent clinical visit, thereby reducing the emphasis
on the weight scale or trying to compete with
a national standard. A patient with a BMI of 35
kg/m2 and a WC of 102 cm may be considered
alarming, but a lack of aerobic fitness and caloric
restriction, or not being able to reduce the value
slightly over time, is more of an issue. A summary
of the basic interpretation of the BMI andWC value
is presented in Table 3.26

Kidney stones and renal cell carcinoma (RCC)
may have a strong relationship with obesity.32,33

Obesity is also associated with lower testosterone
Table 3
BMI and WC values for men’s health
discussions

Parameter Classification

BMI

Less than 25 kg/m2 Normal weight

25–29 kg/m2 Overweight

30 kg/m2 or more Obese

WC

Less than 89 cm (35 in)
in men

Normal

89–100 cm (35–39 in)
in men

Overweight

�101 cm (�40 in)
in men

Obese

Data fromMoyadMA. Current methods used for defining,
measuring, and treating obesity. Semin Urol Oncol
2001;19:247–56.
levels, higher estrogen levels, and a higher risk
of CVD, which could partially explain the prelimi-
nary finding that obese men have a higher risk
of ED,34–36 but recent novel clinical research
suggests that an improvement in these parame-
ters occurs rapidly with just a 10% weight loss
from dietary changes alone.37

Clinicians should begin to carry and use tape
measures that can measure WC, and I often argue
that this is as critical as the stethoscope to the
individual working in men’s health. Clinicians
should also refer patients on a consistent basis
to ancillary diverse services such as nutritionists,
therapists, social workers, a variety of professional
and even surgical weight-loss programs if needed,
and recent weight-loss consumer publications.
Simply becoming familiar with local weight-loss
resources is an initial step in the appropriate direc-
tion for the patient and clinician.

OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 3

Fitness and overall health should receive
more attention. Approximately 30 to 60
minutes or more of physical activity a day on
average should be the goal, which should
include lifting weights or performing resis-
tance exercises several times a week. Equal
emphasis should be placed on aerobic and
resistance exercise; one is not more impor-
tant than the other for men’s health.

Physical activity, defined as at least 3 hours of
vigorous exercise weekly, was associated with
an approximate 70% lower risk of aggressive
prostate cancer, advanced disease, and a poten-
tial for improved survival in the Health Profes-
sionals Follow-up Study.38 More than 47,000
men were included in this cohort, with a mean
follow-up period of 14 years. The investigators
appropriately concluded their publication by rec-
ommending 30 minutes a day of physical activity
for all individuals because of the overall health
benefits of this intervention.

Morbidity and mortality from CVD are affected
by exercise, but weight lifting also seems to
provide additional benefits. For example, addi-
tional data were derived from the Health Profes-
sionals’ Follow-up Study, which prospectively
followed more than 44,000 men for 12 years.39

Men who jogged for 1 hour or more per week
had a 42% reduction (P<.001 for trend) in the
risk of coronary heart disease (CHD), and those
who just walked for 30 minutes or more per day
or who were involved in other physical activities
also experienced a risk reduction in CHD versus
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those who did not engage in these activities. Men
performing regular resistance exercise (weight
lifting) for just 30 minutes or more per
week experienced a 23% risk reduction (P 5 .03
for trend) in CHD. This observation was novel
because previous prospective studies had
not adequately addressed this subject. Weight
training can increase fat-free mass and lean
body weight, reduce sarcopenia, increase resting
metabolic rate, and potentially reduce the risk
of abdominal adipose deposition.40,41 Weight
training or resistance training also seems to
improve glucose parameters, including insulin
sensitivity, and may slightly improve lipid levels,
and reduce hypertension,41,42 which are all poten-
tial risk factors for ED and other men’s health
conditions. Physical activity may also greatly
reduce the impact of sympathetic overload that
may be one of themany causes of benign prostatic
hyperplasia (BPH).43 These studies emphasize the
need to engage in aerobic and resistance activity
together because of the documented synergism.
The mental health improvements with increased

physical activity seem to be as profound as the
physical health benefits.44,45 For example, a land-
mark trial was published more than a decade ago
that included 156 adult volunteers with major
depressive disorder (MDD) randomly assigned
a 4-month course of aerobic exercise (30 minutes
3 times/wk), sertraline therapy, or a combination of
exercise and sertraline.46,47 After 4 months,
patients in all 3 groups showed significant mental
health improvements; however, after 10 months,
individuals in the exercise group had significantly
lower recurrence rates compared with individuals
in the medication arm of the study. Exercising
during the follow-up period was associated with
a 51% reduction in the risk of a diagnosis of
depression at the end of the investigation. Men
need to be instructed that regular physical activity
and resistance training have adequate physical
and mental health benefits such that not perform-
ing these activities reduces the potential for
improved overall health. It is important to explain
to male patients that, if the overall results from
exercise studies were viewed similarly to a specific
pharmacologic intervention, it probably would
have already garnered attention worthy of a Nobel
prize in, arguably, multiple categories of medicine,
including male health breakthroughs.
OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 4

Men should reduce unhealthy dietary fat
intake and increase the consumption of
healthy fats, which should lower overall caloric
intake. Saturated, trans-fat and even dietary
cholesterol should be reduced and replaced
by more healthy types of monounsaturated
or polyunsaturated fat (eg, u-3 fatty acids).

Saturated fat reduces low-density lipoprotein
(LDL) receptor expression and increases LDL
serum levels.12 LDL increases by 2% for every
1% increase in total calories from saturated fat.
The NCEP recommends that saturated fat be
reduced to less than 7% of total calories to reduce
the risk of CVD. Some nonlean meats, high-fat
dairy products (whole milk, butter, cheese, ice
cream, and cream), tropical oils (palm oil, coconut
oil, and palm kernel oil), baked products and
mixed dishes with dairy fats, and shortenings are
some of the larger contributors of saturated fat to
the food supply. Many foods that contain high
levels of saturated fat also contain the highest
levels of trans-fat (partially hydrogenated fat),
cholesterol, and, more importantly, total calories
in many cases. For example, there are almost
twice as many calories in 237 mL of whole milk
(5 g of saturated fat) compared with skim, or
even almond milk or soymilk (0 g of saturated fat
each).48 Thus, identifying 2 similar products,
such as milk, meats, dairy, or chips, and choosing
the item lower in saturated fat can allow for
a profound reduction in total caloric intake, which
is critical to helping maintain or reach an appro-
priate weight or waist size.
However, simply reducing all saturated fat in an

individual’s diet is not necessarily a practical and
healthy dietary lifestyle change. The current
cardiovascular goal of obtaining less than 7% of
calories from saturated fat seems ideal from past
studies, because getting minimal to no calories
from saturated fat not only is excessive, it seems
to reduce levels of HDL (good cholesterol) from
past CVD and men’s health clinical trials.49,50

Reducing almost all saturated fat consumption
also suggests that this type of fat, in itself, is heart
unhealthy, which is not accurate from the largest
recent meta-analysis of prospective studies.51 In
some countries where overall caloric intake is
low compared with the United States, saturated
fat may have tangible cardiovascular benefits,
but this also needs to be placed in perspective.52

Regions of the world (for example Japan) where
healthy men have the largest intakes of saturated
fat would still be in the lowest saturated fat
consumption category in the United States.52

Regardless, a potential impact of reducing satu-
rated fat is that it may reduce overall caloric intake
and reduce weight and waist gains. Another
benefit of reducing saturated fat is that it allows
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for the opportunity to reduce dietary cholesterol
intake and increase the consumption of other
monounsaturated and polyunsaturated fats that
have shown a greater reduction in CVD from past
clinical trials.53 A summary of the different types
of dietary fat, food sources, and impacts on
specific lipids is found in Table 4.48

OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 5

Men should consume a diversity of low-cost
fruits, and especially vegetables, and not
focus on high-caloric, high-cost, and high-
antioxidant exotic juices. Dietary supplements
that claim to substitute for fruit and vegetable
consumption are also concerning.

Lycopene seemed synonymous with men’s health
in a variety of media and commercial sources. Few
topics in men’s health disease prevention enjoyed
such excessive attention as lycopene, tomato
products, and their potential benefits. For
example, an often-cited analysis of more than 80
epidemiologic studies on tomatoes and health
seemed to be used by many commercial compa-
nies.54 Approximately half of the studies in this
analysis supported the consumption of tomato
products at least once a day to reduce the risk of
a variety of cancers, including prostate cancer,
but a large number of studies in this same analysis
failed to detect a correlation. The overall recom-
mendation of the author of the meta-analysis
was to increase the consumption of a diversity of
Table 4
Types of dietary fat, some of their primary sources, a

Type of Dietary Fat Commonly Found?

Monounsaturated fat (includes
u-9)

Healthy cooking o
olive, safflower,

Polyunsaturated fat (includes
u-3 fatty acids)

Healthy cooking o
soybean, .), fla
nuts, soybeans, .

Saturated fat (also known as
hydrogenated fat)

Nonlean meat, hig
some fast food

Trans-fat (also known as
partially hydrogenated fat)

Some margarine, f
snack foods, dee

Data from Moyad MA. Dr Moyad’s no bogus science health ad
fruits and vegetables and not just tomato prod-
ucts, which was the most critical finding of the
analysis that never garnered any commercial
attention.

Perception does not seem to reflect reality in this
area of nutritional medicine. For example, toma-
toes were never the only, or even the primary,
source of lycopene. A variety of other healthy
products contain this compound, such as apri-
cots, guava, and pink grapefruit.55 Watermelon is
also an adequate source of lycopene, and is the
largest source per gram compared with any other
source, including tomato products.56

Fruits, and especially vegetables in general,
have been associated with a reduced risk of
some male urologic conditions.57 For example,
the Brassica vegetable group is diverse and
includes broccoli, Brussels sprouts, cabbage,
cauliflower, kale, and watercress, and may slightly
reduce the risk of urologic disease,58 and it is inter-
esting that these products are low in overall calo-
ries. The Allium vegetables have also been
associated with a reduced risk, and this group
includes chives, garlic, leeks, onions, and scal-
lions.59 Fruits and vegetables have unique and
shared anticancer and anti–heart disease
compounds that may contribute to improved over-
all health.57 The sum of the epidemiologic data
continues to support the increased consumption
of a diversity of fruits and vegetables to potentially
and favorably affect men’s health, but the overall
data currently support a slightly greater potential
reduction in CVD risk and mortality,60 perhaps
through assisting in weight loss. Clinicians should
nd the impact on lipid levels and heart health

Good or Bad Fat, and Impacts
on Lipids vs Carbohydrates
(Sugars)

ils (canola,
.), nuts, .

Good
Lowers LDL
Increases HDL

ils (canola,
xseed, fish,

Good
Lowers LDL
Increases HDL

h-fat dairy, Mostly bad (because it is
associated with high caloric
intake)

Increases LDL
Increases HDL

ast food,
p fried foods, .

Bad
Increases LDL
Lowers HDL

vice. Ann Arbor (MI): Ann Arbor Media Group; 2009.
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recommend fruit and vegetable consumption for
better overall health, but not for cancer prevention
where the recent large-scale data seems to be less
impressive.61

Media attention seems to shift from one fruit or
vegetable to another with each passing year. Clini-
cians need to be objective and explain to patients
that these media reports do not necessarily repre-
sent any major breakthrough, but support the
ongoing and past research that consuming a diver-
sity of low-cost fruits and vegetables is just 1 prac-
tical and logical approach to improving men’s
health. A recent example of this controversy is
the recent research into pomegranate juice.62,63

The first attention-gathering study did not include
a placebo group or another group of men that
consumed another type of healthy juice product.62

This should not be construed as a lack of efficacy
and some of these companies should be lauded
for at least investing in research, but an objective
overview of the preliminary research and the
caloric contribution of these and other juices is
necessary. Many brands of pomegranate and
other novel juices contain at least 140 calories
per 237-mL serving, which translates into more,
or at least similar, calories than most commercial
regular soft drinks and alcoholic drinks (approxi-
mately 100–150 calories).48,64 Many of these juices
are expensive in comparison with cheaper nutri-
tious and lower-calorie products, and it is con-
cerning that low-income patients may find it
difficult to afford them. In addition, drug and juice
interactions are still being researched, which is
important because grapefruit juice studies have
provided a paradigm of medication interactions,
but novel juices such as pomegranate may also
cause some legitimate concerns with medications
metabolized by CYP3A4.65,66

In partial defense of some of these companies, it
is also laudable that some lower-caloric exotic
juice options now are appearing on some store
shelves.
The competitive nature of the food and

beverage industry, like any commercial business,
translates into millions of dollars spent yearly on
advertising, which usually affects how patients
eat and drink. Clinicians need to be advocates
for general evidence-based advice instead of
encouraging hype on a specific compound or
product that does not have at least a moderate
amount of evidence in an area of medical need.
When a patient begins to depend on a pill alone
instead of on a lifestyle change, the potential for
seeking other nonlifestyle changes via pills
increases.48 This pendulum of health swings in
a bidirectional fashion so, when a patient begins
to exercise, there is an increased potential to
seek other healthy behavioral changes such as
eating better or quitting smoking or consuming
less alcohol and not depending on pills. Thus, if
a pill count can be kept to a minimum or nonexis-
tent it is rewarding to watch patients depend on
lifestyle change as the initial method to correct or
prevent a condition. The next recommendation
for men in this article would be difficult to achieve
with any pill that claims to substitute for a fruit or
vegetable; one healthy change improves the likeli-
hood of another healthy lifestyle change.

OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 6

Consume more total (soluble and insoluble)
dietary fiber (20–30 g/d) from food for overall
health advantages, especially soluble and insol-
uble fiber, which can easily be found in higher
quantities in low-cost options and not just
from overcommercialized pills and powders.

General and numerous health benefits from
consuming dietary fiber have been well docu-
mented and especially include a reduction in
CHD risk.67,68 A pooled analysis of past cohort
studies of dietary fiber for the reduction of CHD
included research from 10 international studies,
which included the United States.69 In a period of
6 to 10 years of follow-up, and after multivariate
adjustment for demographics, BMI, and behav-
ioral changes, each 10 g/d increase of calorie-
adjusted total dietary fiber was correlated with
a 14% reduction in the risk of total coronary events
and a 27% reduction in risk of coronary death.
These findings were similar for both genders, and
the inverse associations occurred for both soluble
(viscous) and insoluble fiber. Past studies have not
observed a consistent benefit with one class of
fiber rather than the other.70,71

Small additions of fiber can affect medication
dosages in a positive manner. Only 15 g of psyl-
lium husk supplementation daily with a 10 mg sta-
tin (simvastatin) was shown to be as effective as
20 mg of this statin by itself in reducing cholesterol
in a preliminary placebo-controlled study of 68
patients over 12 weeks72 Other cardiovascular
benefits have also been consistently found. A
meta-analysis of 24 randomized placebo-
controlled trials of fiber supplementation found
a consistent impact on blood pressure reduc-
tion.73 Supplementation with a mean dose of
only 11.5 g/d of fiber reduced systolic blood pres-
sure by 1.13 mm Hg and diastolic pressure by
1.26 mm Hg. The reductions were greater in indi-
viduals older than 40 years of age and in hyperten-
sive individuals compared with younger and
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normotensive participants. Daily intakes of fiber in
the United States and many other Western coun-
tries is approximately 10 to 15 g/d, which is
approximately half of the total amount consistently
recommended by the American Heart Association
(AHA) and American Dietetic Association (25–30
g/d) for adequate overall health.74

Dietary fiber from food is easily achieved from
low-cost sources of soluble and insoluble fiber.
For example, I often tell patients to have just a third
of a cup of a bran cereal, which is only the size of 2
liquor shot glasses, with flaxseed and some fruit,
and before they leave home in the morning
approximately 20 g of fiber will have already
been ingested toward the goal of 25 to 30 g.48

Low-cost fiber sources such as flaxseed can
potentially provide numerous heart-healthy and
general men’s health benefits and outcomes.75–79

Flaxseed is also one of the richest plant sources of
heart-healthy u-3 fatty acids, and chia seed is
arguably the richest plant source of fiber and u-3,
and both of these additions to the male health diet
would be ideal.48

However, fiber seems to have become commer-
cialized, and some men are turning primarily
toward powders and pills to solve their fiber deficit;
this is not only costly, but it also provides primarily
small amounts of mostly soluble fiber that make it
difficult to reach their total fiber goal using only
these sources. For example, I often ask students
how many fiber capsules/pills are needed to be
consumed daily to obtain just 20 g of fiber, and
the answer always seems to provide adequate
surprise value (the answer is 30–40 pills a day, de-
pending on the commercial source).48 Again,
research continues to support the overall and
heart-healthy benefits of fiber, especially when it
is primarily derived from food sources.80 Arguably,
fiber should be advertised to male patients as the
ideal internal antiaging product because it lowers
blood cholesterol, blood pressure, and reduces
the risk of constipation, diverticulitis, hemorrhoids,
reflux, and weight gain, which are all conditions
associated with aging.
OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 7

Consumemoderate (approximately 2 servings
or more) weekly intakes of a variety of canned,
broiled, baked, and even raw/smoked fatty
fish, but fried and high mercury-concentrated
fish should be generally discouraged. Other
healthy plant-based sources of u-3 fatty acids
(eg, nuts and healthy plant cooking oils) should
also be emphasized and consumed. Fish oil
supplementsmay provide somediverse bene-
fits in moderation.

Ground flaxseed, chia seeds, and soy are good
sources of plant-based u-3 fatty acids (containing
a-linolenic acid [ALA]), but numerous types of oily
fatty fish also contain high concentrations of
marine-based u-3 fatty acids (eicosapentaenoic
acid [EPA] and docosahexaenoic acid [DHA]).
Fish are also the best natural food source of
vitamin D3 (cholecalciferol), and they contain
high concentrations of high-quality protein and
minerals.48 u-3 Fatty acids have numerous bene-
fits in reducing the risk of a variety of prevalent
chronic diseases,81 especially CVD.82,83 Potential
positive mechanisms of action for fish and fish
oil include a reduction in triglycerides,84 blood
pressure,85 platelet aggregation,86 and arrhyth-
mias.87 However, their primary benefit has
been their potential ability to reduce the risk of
sudden cardiac death (SCD).88–90 The overall
probability of improving some aspect of preventive
health when consuming these compounds is
noteworthy.91,92

A variety of fatty/oily fish contain high levels of
u-3 fatty acids, vitamin D, and protein, including
salmon, tuna, sardines, and a variety of other
baked, broiled, raw, but not fried, fish are poten-
tially beneficial.48 Diversity should be encouraged
to increase compliance and exposure to a range
of nutrients. Research into the benefits of fish
consumption to reduce the risk of certain male-
specific diseases is in the preliminary stages,93,94

but a recent meta-analysis suggested that the
sum of the evidence points more toward a reduc-
tion in prostate cancer mortality compared with
morbidity, which is encouraging and should be
discussed with patients.95 However, the role of
u-3 in reducing a cardiovascular event or affecting
all-cause mortality is a more definitive conclusion
from clinical trials of fish or fish oil consumption
for individuals with, and potentially without,
a history of heart disease.96–99

Average mercury levels in fish have been re-
ported by the US Food and Drug Administration
(FDA), but the preliminary data remain controver-
sial and it is not known what clinical impact
mercury may have on an individual.100,101 Four
types of larger predatory fish have been most con-
cerning (king mackerel, shark, swordfish, and tile-
fish) because they have the ability to concentrate
larger amounts of methyl-mercury. However,
moderate and recommended consumption (2–3
times/wk) of most fish should have minimal impact
on human mercury serum levels. A large investiga-
tion of moderate mercury serum levels in older
individuals found little to no negative long-term
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impacts on neurobehavioral parameters.102 A
randomized trial of mercury exposure from dental
amalgam in children also found no significant
health issues.103 The positive impact of
consuming fish seems to outweigh the negative
impact in most individuals, with the exception of
women considering pregnancy or who are preg-
nant. Low-cost fish such as anchovies and
sardines are low in mercury and have some of
the highest concentrations of u-3 oils that are
used in u-3 fatty acid clinical trials using supple-
ments for heart disease and cancer. In addition,
the AHA recommends about 2 servings of fish
per week (equivalent to 1 fish oil supplement
a day) and plant u-3 consumption,104 which I try
to reiterate often to urologic patients. Thus, the
healthiest sources of u-3 compounds in food are
coincidentally low in mercury.
Tree nuts share some similar clinical positive

impacts with marine u-3 oils. A consistent reduc-
tion in the risk of CHD and/or SCD has been
associated with an increased consumption of
a diversity of nuts in prospective studies, and
nuts can also reduce inflammatory markers
that affect a variety of organ systems.105–112 Nuts
contain a variety of potential beneficial
compounds such as ALA (the primary plant-
based u-3 fatty acid), other polyunsaturated fats,
monounsaturated fats, vitamin E, magnesium,
potassium, fiber, and flavonoids.105 However, the
primary limitation of tree nuts is their high caloric
content, which limits the recommended number
of servings per day.
Healthy plant oils used for cooking, such as

soybean, canola, olive oil, and safflower, also
contain a high concentration of u-3 fatty acids,
monounsaturated fat, and numerous other vita-
mins and minerals such as natural vitamin E.48

Most cooking oils contain 120 calories per table-
spoon; therefore, moderation again is the corner-
stone to good health and nutrition. An extensive
review of healthy u-3 fatty acids can be found in
the literature.91,92

Primary prevention prospective studies and
trials of fish oil supplements are lacking, except
for a few examples such as a 2007 study that sug-
gested a benefit with 1800 mg of EPA fish oil daily
from a supplement in addition to statin use, which
reduced the composite end point of major coro-
nary events by 18%.99 Subgroup analysis found
a benefit for those with preexisting heart disease
with higher blood levels of triglycerides and low
HDL, or those with abnormal glucose tolerance.
Other indirect benefits was the suggestion of lower
rates of daily pain (such as back pain) in the fish oil
group, but this group also reported higher rates of
gastrointestinal and skin reaction side effects from
the supplement. Researchers from a recent dietary
prospective study of more than 50,000 partici-
pants observed a 30% reduced risk of acute coro-
nary syndrome in men, but not women, during
a mean follow-up of 7.6 years.113 The AHA there-
fore currently recommends a total of 1000 mg/d
of the active ingredients in fish oil (EPA and DHA)
in patients who have heart disease, which in
general is easier to obtain with a supplement and
diet in combination. Patients without heart disease
are expected to get at least 500 mg/d, which again
can be accomplished by consuming 2 fatty fish
meals (eg, anchovies, herring, salmon, sardines)
per week, or this would be equivalent to 1 fish oil
supplement per day. A reduction in triglycerides
of 30% to 50% and an improvement in HDL
require a total dosage of 3000 to 4000 mg of
EPA and DHA per day, which requires a dietary
supplement or prescription.114 The message that
will be missed by clinicians and patients in all of
the hype and excitement to consume fish oil is
the additional benefit of consuming the plant-
based u-3 fatty acids found in seeds, nuts, and
oils. In one of the largest randomized trials of
a high dietary source of plant u-3 in patients with
prostate cancer, researchers noted a significant
increase in the marine u-3 levels after consuming
flaxseed.78 Plant u-3 (ALA) gets converted to
marine u-3 (mostly EPA) by the human body in
larger quantities than researchers had realized
from past studies, which suggests that diversity
of u-3 sources should be the primary goal for an
optimal male health diet.

OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 8

Adhere to heart-healthy lifestyle recommen-
dations (numbers 1–7) because the emerging
clinical data suggest that these recommenda-
tions precisely reflect the most effective male
health prevention advice. It is the sum of what
is accomplished in moderation that has the
highest probability of affecting male health
compared with just 1 or several extreme life-
style changes.

A unique 2-year randomized trial from Italy of
vigorous aerobic exercise and diet to improve
ED should receive more clinical attention.115,116

It should change the way health care profes-
sionals treat men with ED. A total of 110 obese
men (BMI 36–37 kg/m2; ie, morbidly obese),
WHR of 1.01 to 1.02, age 43 years, with ED (ED
score 13–14 out of 25 [IIEF]), and without dia-
betes, high cholesterol, or hypertension were
included in this trial. A total of 55 men were
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included in an aggressive-intervention group that
involved caloric restriction and increased physical
activity via personalized dietary counseling (Medi-
terranean-style diet), and regular appointments
with a personal trainer. Another group of 55 men
were in the control group and were given general
educational information about exercise and
healthy food choices. After 2 years, the BMI
significantly decreased on average from 36.9 to
31.2 kg/m2 in the intervention group, and serum
levels of interleukin-6 and C-reactive protein
(higher levels are potential indicators of more
vascular inflammation) also decreased signifi-
cantly. The average physical activity level
increased significantly from 48 minutes per week
to 195 minutes per week in the intervention group,
and the mean erectile function score increased
significantly from 13.9 to 17. A total of 17 men
in the intervention group reported an erectile
score of 22 or higher (normal function). Several
changes were independently and significantly
associated with a higher rate of improved erec-
tions, including a lower BMI or BMI reduction,
increased physical activity, and lower C-reactive
protein levels. Approximately 33% of the men in
this study with ED regained normal erectile func-
tion after 2 years of following healthy behaviors
primarily from exercise, weight reduction, caloric
control, and healthy dietary changes. This clinical
trial had 1 major limitation, which was the lack of
examining the impact of psychological factors
and social intervention, because these lifestyle
changes could have improved mood, self-
esteem, and reduced depression, and this could
have also been a reason for improved erectile
function. However, the combined healthy
changes in the intervention group that occurred
after 2 years were notable and diverse:

� Total caloric reduction of 390 calories/d
(from 2340 to 1950 calories)

� Complex carbohydrate increase and simple
sugar reduction

� Fiber consumption increased by 10 g a day
(from 15 to 25 g)

� Protein consumption increased
� No change in the overall percentage of fat in
the diet (30% of calories), but a reduction in
saturated fat (from 14% to 9%) and an
increased intake in monounsaturated fat
(from 9% to 14%)

� Ratios of u-6 to u-3 fatty acids was
reduced by half (from 12 to 6)

� Cholesterol was reduced from dietary sour-
ces by 84 mg/d (from 360 to 276 mg/d)

� Exercise time (mainlywalking) increased from
about 7 minutes/d to almost 30 minutes/d
� Average weight loss was 15 kg (from 102.8
to 87.8 kg)

� Average BMI decreased by almost 6 points
(from 36.9 to 31.2 kg/m2)

� WHR decreased by 0.09 (from 1.02 to 0.93)
� Erectile function scores increased by 3
points (from 13.9 to 17 points)

� Blood pressure decreased by 3 to 4 points;
systolic from 127 to 124 mm Hg, and dia-
stolic from 86 to 82 mm Hg

� Total cholesterol decreased by 11 mg/dL
(from 213 to 202 mg/dL), but HDL (good
cholesterol) increased by 9 points (from 39
to 48 mg/dL)

� Triglycerides decreased by 19 mg/dL (from
169 to 150 mg/dL)

� Glucose decreased by 8mg/dL (from 103 to
95 mg/dL) and insulin level also decreased
by 7 points (from 21 to 14 mU/mL)

� CRP was reduced by1.4 mg/L (from 3.3 to
1.9 mg/L)

� Interleukin-6 was reduced by 1.4 pg/mL
(from 4.5–3.1 pg/mL)

� Interleukin-8 (IL-8, another inflammatory
marker) was reduced by 1.2 pg/mL (from
5.3 to 4.1 pg/mL).

Other lifestyle modifications, including tobacco
cessation, should be considered to reduce all-
cause mortality including cancer,117–120 and
potentially to reduce the risk of specific male
health conditions.121 Moderate alcohol consump-
tion, regardless of the source, also seems to
reduce cardiovascular events,122 and is part of
the Mediterranean diet. However, alcohol follows
a U-shaped curve, which is why, when consumed
in excess, the detriments of alcohol outweigh the
benefits.

Past general studies of men have shown that
few (less than 5%) have reported adhering to
numerous moderate healthy behaviors at one
time.123 Studies of combined moderate lifestyle
changes continue to suggest that it is the sum of
what is accomplished, rather than 1 or 2 specific
behavioral changes, that can affect cardiovascular
markers, CVD, cancer, and all-cause mortality.124

Thus, I often use checklists derived and modified
from the Mediterranean diet US study,125 and the
52-countries study and other combined male life-
style studies to ensure verve and compliance in
patients.126–130 These studies found that, regard-
less of race, age, genetics, and geographic loca-
tion around the world, the ability to maintain
numerous consistent features of lifestyle and/or
diet was associated with a 85% to 95% reduced
risk of a cardiovascular event, and similar behav-
iors and changes in other recent studies showed



Table 5
US Mediterranean diet study. Individuals with scores of 6 or more on the checklist had a lower risk of
early mortality compared with those with scores of 4 or less. Review the checklist, and add up the
points

Beverage or Food
Answer Yes or No (1 Point for Each Question
Answered Yes and 0 Points for a No)

Alcohol: 2 drinks a day or less for men and 1 drink
or less for women

Fat intake focused on healthy fats, mostly
monounsaturated and polyunsaturated (eg,
canola, olive, safflower oil)

Fish: at least 2 or more servings per week

Fruit: 4 or more servings a day

Legumes/beans: 2 or more servings a week

Meat: 1 or less servings a day

Nuts and seeds: 2 or more servings a week

Vegetables (other than potatoes): 4 or more
servings a day

Whole grains (eg, whole grain/multigrain and
whole wheat foods with large amount of fiber
and protein): 2 or more servings a day

Total score

Note: Traditional Mediterranean diets also allow moderate intakes of dairy, such as cheese, milk, and yogurt.
Data from Moyad MA. Dr Moyad’s no bogus science health advice. Ann Arbor (MI): Ann Arbor Media Group; 2009.
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an improved ability to live beyond average
life expectancy with minimal mental or physical
morbidity. The critical characteristics in these
individuals included behavioral changes with no
commentary or benefit or detriment in taking a die-
tary supplement. Table 5 is a modified checklist
that I provide to individuals seeking to increase
their odds or probability of living longer and better
through dietary changes adapted from a Mediter-
ranean diet.48 Other checklists can be obtained
from 2 other publications that are widely available
to the clinician and patient.48,64 Howmany men, or
even colleagues, have all of these features or need
to work on these changes? How many male health
conditions could be prevented or improved with
these heart-healthy changes?
OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 9

Less is more. Multivitamins and vitamin D
have the potential to be overrated and adult
men who desire to consume these specific
supplements should not take more than 1
children’s multivitamin a day or an 800 to
1000 IU vitamin D supplement if found defi-
cient on a reliable blood test.
Despite a lack of rigorous or even minimal
scientific evidence, multivitamins are the largest
selling and used supplements in the United
States.131 They are also the primary supplement
used by men in notable prostate cancer screening
studies,132 male health prevention trials,133 and
by male physicians.134 Why? Perhaps it is
the perception compared with the reality of
the evidence, but until some higher quality
evidence finds some realistic benefit with these
supplements, the potential for harm when taking
them in excess is concerning.135 For example, an
increased risk of advanced and fatal prostate
was found in one of the largest prospective epide-
miologic studies of multivitamins, and the greater
use of other supplements was also associated
with an even greater risk.136 Men with a family
history of prostate cancer experienced the largest
and most significant increased risks of this condi-
tion. Other large male observational studies have
found similar results.137,138 Some recent studies
in breast cancer have mirrored these negative
findings.139,140 Multivitamins are also replete with
higher doses of B vitamins, which have also
recently been found to have no impact on health
or increase the risk of prostate cancer in the
largest and most recent meta-analysis of clinical
trials.141,142 Regardless of the side of the argument
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that one supports, there is no consistent sugges-
tion of benefit with a greater intake of multivita-
mins, and because there is a suggestion of either
no impact or serious harm, it is prudent to wait
for more clarity from more clinical studies.143

Some insight was provided in the Supplementa-
tion en Vitamines et Mineraux Antioxydants (SUVI-
MAX) randomized, placebo-controlled trial that
included several vitamins and minerals at
moderate or low dosages not usually used in clin-
ical trials,144 and commonly found in children’s
formulations. SUVIMAX was a randomized,
double-blind, placebo-controlled primary preven-
tion trial (participants were healthy at the start of
the trial). A total of 13,017 French adults (7876
women aged 35–60 years and 5141 men aged
45–60 years) were included in this study. All of
the individuals took either a placebo or a daily
capsule that consisted of:

� 120 mg of vitamin C
� 30 mg of vitamin E
� 6 mg of b-carotene
� 100 mg of selenium
� 20 mg of zinc.

These individuals were followed for 7.5 years.
Nothing remarkable occurred in the group as
a whole, but men experienced a nonsignificant
(P 5 .54) 18% reduction in ischemic cardiovas-
cular risk, a significant (P 5 .008) 31% reduction
in risk of being diagnosedwith cancer, and a signif-
icant (P 5 .02) 37% reduction in the risk of dying
from any cause. It seemed that taking a low-
dose multivitamin minimally based formula could
provide a potential benefit for some men. The
researchers from this study suggested that men
benefited because they had lower levels of these
vitamins and minerals in their blood from less-
than-optimal dietary patterns at the beginning of
the study compared with the women, who
consumed a more healthy diet on average. A
follow-up secondary observation to this study
(8.8–9 years) found that this multivitamin reduced
the risk of prostate cancer by 48% in men with
a low PSA (less than 3), but in men with a higher
PSA, a multivitamin may have been associated
with a higher risk of being diagnosed with prostate
cancer.145 Therefore, if a man has an increased
PSA, he should be careful about taking dietary
supplements to reduce risk. This multivitamin did
not affect PSA or insulinlike growth factor levels,
suggesting that risk was affected by other
methods. Older age (average age of men, 51
years), higher BMI, and men with higher PSA
levels also had a significantly increased risk for
prostate cancer. Side effects from the low-dose
multivitamin were similar to placebo. One limita-
tion in this study was that no information was
collected on family history of prostate cancer.
Because this is arguably the best evidence to
date for men’s health and the consumption of
a mixed supplement product, it would be wise
not to take anything larger than a children’s multi-
vitamin per day until someone can show that more
is better, which, as mentioned earlier, is not the
case. In SUVIMAX, the ability for this low-dose
pill to do harm in men (those with a high PSA)
should not be dismissed. Waiting for the results
of the first randomized US trial of adult men only
(Physicians Health Study II) taking a daily multivi-
tamin should be available soon,146 and should
provide more clarity in this currently nebulous
situation.

Vitamin D seems fraught with as many issues as
multivitamins. The tendency for patients to ingest
more of this supplement is enticing but, in men’s
health, vitamin D has not been impressive and,
in several studies, no impact or potential harm
have been shown at higher blood levels.147 There
is little doubt that vitamin D is important for bone
health, but in my opinion the amount needed has
been embellished and exaggerated. Vitamin D
tends to function like a hormone, which is why
caution should be exercised because the potential
for a U-shaped risk curve exists (similar to alcohol
and other hormones) for male health.148 During
the time of submission of this article, one of the
largest and longest randomized trials in women
found that excessively high blood levels of vitamin
D from supplementation compared with placebo
was associated with an increased risk of falls
and fractures.149 In my opinion, the normal level
of vitamin D should be from 30 to 40 ng/mL
based on this study and expert opinion from
a review of past clinical trials accessing multiple
outcomes.150 A total of 1000 IU (25 mg) of vitamin
D is adequate to increase blood levels of vitamin D
over time, and a suggestion of outright deficiency
from consistent, reliable blood testing may lead to
higher intakes. However, even vitamin D blood
tests have a history of uncertainty based on the
assay used.151,152 Monitoring vitamin D in men,
especially higher risk patients with bone loss, for
example men on luteinizing hormone–releasing
hormone medications for prostate cancer may
be appropriate,64 but, in general for men’s health,
the vitamin D test may provide more harm than
good until more clinical endpoints are followed in
healthy individuals.152

One additional point about vitamin D merits
consideration. It could be that vitamin D blood
levels are simply a marker of healthy behavior.
A young, lean man, with low cholesterol who
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consumes fish and exercises outside regularly is
more likely to have a higher blood level of vitamin
D compared with an older, physically inactive
obese man with a high cholesterol level.48 Is it
really the vitamin D supplement providing the
most benefit for men’s health, or the finding that
higher vitamin D levels could be found on average
in more healthy men?

OPTIMAL MEN’S HEALTH DIET
RECOMMENDATION 10

Cholesterol lowering through diet, lifestyle,
medications (statins), and supplements is un-
derrated and should potentially be considered
to be the real so-called male multivitamin.

Statins should have been given a large clinical trial
to prevent male health conditions compared with
any dietary supplement or another drug based on
the plethora of past evidence.153–156 It could be
argued that it is too difficult to conduct such a trial
when a large proportion of men are already taking
these medications, but this does not apply when
using the JUPITER trial as themost recent example
of the great potential impact on cardiovascular
health when aggressive lipid lowering is accom-
plished in individuals who are in no apparent imme-
diate need of such intervention.157,158 In addition,
emerging clinical data continue to support the
use of cholesterol lowering as one of best potential
methods of reducing the risk of aggressive prostate
cancer,159,160 which arguably makes this interven-
tion the ideal potential male health preventive
method. Ongoing research in other areas of
men’s health also support the use of cholesterol
lowering to achieve optimal results.161,162 Thus, if
not cholesterol lowering through diet, exercise,
supplements, and perhaps statin use, then what
other agent provides a better risk/benefit ratio?
Even if aggressive cholesterol lowering were found
to be ineffective for specific male health conditions
(BPH, ED, prostate cancer), but only reduced the
risk of dying younger from all causes,163 or only
reduced the number 1 cause of death in men,157

then I would be content with this finding.

SUMMARY

Other, simplistic dietary changes could have been
proffered in this article, such as sodium reduction
and increased amounts of sleep, but these and
other changes should be addressed in another
publication focused on overall health, regardless
of gender.48,64 In the meantime, why wait for any
more recommendations, evidence, or even moti-
vation? Clinicians have access to a wealth of
data that suggest that an optimal male diet and
overall program does exist to reduce the primary
causes of morbidity and mortality in men, and
many of these recommendations are outlined in
this article. Whether it is incorporating moderation
in terms of behavioral changes, or reducing or
increasing dietary supplement or medication use,
the time to triage men’s health is now. Health
care professionals must prioritize these changes
in all aspects of their behavior and this has not
been an easy task. Official treatment guidelines
in urology need to focus as much on lifestyle
changes and supplements that are, and are
not, effective, as on other medical interventions.
When this occurs, I believe patients will take our
recommendations more seriously but, until that
time, articles that continue to advocate an optimal
health programmay be a step in the right direction.
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