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Disclaimer


The information contained in this book is based on evidence and medical opinion at the time of publication. Care has been taken to ensure that the information given is accurate and up-to-date. Medical knowledge and practice changes as new information becomes available ­necessitating changes in treatment, drugs or practice. This book aims to improve understanding of fertility awareness and provide detail of the methods to plan or avoid pregnancy. However, to use fertility awareness methods effectively, it is strongly recommended that you have supplementary teaching and ongoing support from an accredited practitioner – this is particularly important if you wish to avoid pregnancy.







About this book


Knowledge about fertility and reproductive health is generally lacking across all age groups. Surveys show that this is even the case among women who have painstakingly trawled through books and the Internet to try to improve their understanding of fertility, conception and pregnancy. Misinformation about the menstrual cycle and the fertile time commonly results in unintended pregnancies for those trying to avoid pregnancy and fertility delays for those trying to conceive. There is also widespread confusion about the impact of age on fertility. A woman’s fertility actually starts to decline in her late twenties with a more rapid decline by her mid-thirties. So, for some women, delaying childbearing until their mid-thirties could mean they have ‘left it too late’. In the UK, about one in five couples remain childless – some by choice, others by circumstance. Fertility has been described as a ‘gift with an expiry date’.


The information in this book will help you to take control of your fertility and make informed choices at all stages of your reproductive life. It will alert you to signs and symptoms which will help you understand your body better and could indicate gynaecological problems, for example polycystic ovaries or endometriosis, and give you clear red flags for signs requiring urgent medical advice. The book will help you to consider whether and when you might want to start a family, prepare for pregnancy, modify your lifestyle and boost your chances of conception. The text is guided by the best objective scientific evidence from organizations such as the Royal College of Obstetricians and Gynaecologists (RCOG), the Faculty of Sexual and Reproductive Healthcare (FSRH) and the National Institute for Health and Care Excellence (NICE). Each section clearly signposts you to the most authoritative and relevant sources of further information. Contact details for all relevant organizations are listed in the resources section at the back of the book.


If you are looking for a more natural method of contraception, you will learn how to accurately identify the fertile time so that you can either abstain from intercourse or use a barrier method during the fertile time. It is strongly recommended that you are taught by an experienced practitioner and that you have their ongoing support, but this practical guide will help to boost your confidence in the method by providing a vital source of written information with a step-by-step approach to interpreting your charts and clear guidelines to back up the teaching.


There is no ‘right’ way to read this book – you can choose to read it from cover to cover and then go back to the most relevant sections, or you may prefer to dip in and out. At the back of the book, you will find a handy glossary of terms. Chapter 1 gives an overview of fertility awareness and its relevance at different life stages. Chapter 2 and Chapter 3 are essential reading – they are fundamental to your understanding of fertility – so these are not to be missed. You can then go straight to the chapter that best suits your situation. If you are planning pregnancy, you can jump straight to Chapter 8. For anyone experiencing delays in conceiving, Chapter 9 looks at the causes of infertility, when to seek further tests and investigations and the available treatments. It also addresses the importance of age on fertility, the realistic chances of pregnancy for older women and the increasing use of assisted conception including donated eggs.


If you are avoiding pregnancy, make sure you read Chapter 4 thoroughly. Then, if appropriate, you can skip to the most relevant chapter for your circumstances – whether you are wanting to change your method of contraception, such as stopping hormonal contraception, breastfeeding or approaching the menopause. At the end of the book, you will find blank charts to record your temperature and other indicators. These can also be downloaded from the FertilityUK website – see teaching organizations in the Resources section.


Throughout this book we use Celsius (also known as centigrade) when referring to temperature measurement. Over the last 50-plus years, the vast majority of countries have switched from the imperial to the metric system – the main exception being the USA which still uses the Fahrenheit scale. Ideally, to avoid any errors, you should use a Celsius digital thermometer, but if this is not possible you can use a Fahrenheit thermometer. A Fahrenheit scale is included on the blank chart at the back of the book showing 0.1 degrees Celsius equivalent to 0.2 degrees Fahrenheit. So, when the text refers to the third high temperature being at least 0.2 degrees Celsius higher, this will be 0.4 degrees Fahrenheit higher. Some thermometers show both temperature scales. The important thing is to be consistent. If you want to switch, then do so at the start of a new cycle.


One might reasonably ask why women still need to bother learning about their menstrual cycle when there are over 1,000 fertility apps on the market claiming to know when a woman is ovulating or might expect her next period. Undoubtedly, female technology (sometimes referred to as femtech) is the way things are going; however, these products are unregulated and have serious limitations including concerns about false or confusing claims for their effectiveness. There are also privacy issues with data sharing. If you want to use an app, it is vital that you really understand how it works and you use the technology intelligently – this essentially means that you need to understand your fertility and recognize how external factors (such as alcohol, illness, disturbed sleep or stress) impact on your menstrual cycles. Too many women are caught out by blindly trusting their app. It is not enough to expect an app alone to deliver – however costly or well it is marketed.


What Every Woman Needs to Know about Fertility, written by two highly experienced practitioners – a specialist fertility nurse and a specialist in sexual and reproductive health information – provides a single authoritative source of information that you can trust. Here we talk about women and women’s reproductive health, and men and men’s reproductive health. We recognize that how you choose to identify yourself is a personal choice and that it is important to acknowledge that everyone has the right to access good reproductive health information and services and that care should be appropriate, sensitive and inclusive. The information and facts in this book relate to people whose gender identity is the same as the sex determined at conception and assigned at birth. We use the word ‘woman’ (and the pronouns ‘she’ and ‘her’) to describe individuals whose sex assigned at birth was female (whether they identify as female, male or non-binary), and ‘man’ (‘he’ and ‘him’) to describe individuals whose sex assigned at birth was male whether they identify as male, female or non-binary.
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Fertility awareness




Fertility awareness: an essential education for all


Some of the most common things women say once they become aware of their fertility are: ‘I wish I had known earlier’, ‘Why didn’t we learn this at school?’ or ‘We are told about contraception, but never about how our bodies work or how to get pregnant’. This is why fertility awareness is such an essential part of education for all of us whatever our gender or sexual orientation. Women and men need to know about reproduction and understand how their bodies work. Fertility awareness helps young people to understand bodily changes associated with puberty and to value their fertility. Young women need to know about the normal variations in the menstrual cycle and learn to distinguish between normal and abnormal vaginal secretions. Many find it fascinating to track their periods, notice how cycles can be affected by stress or illness and how hormonal changes can affect mood. Fertility awareness gives young women confidence in their ability to conceive and, importantly, a realization of the need to protect against sexually transmitted infections and unintended pregnancies. Young people need to consider whether and when they might want to have children and to understand that fertility declines with age, recognizing that the most fertile years of a woman’s reproductive life are between 18 and 30 years.





Fertility awareness methods (FAMs): part of contraceptive choice


Fertility awareness knowledge is fundamental to an understanding of how different contraceptive methods work, how they interrupt fertility to prevent pregnancy and how fertility returns after stopping the method. Contraceptive needs change at different life stages. Most young people have a crucial need to avoid pregnancy while completing their education and settling into a career or work environment; there may then be a more relaxed approach to contraception once they are settled in the ‘right’ relationship – this is a common time for women to seek out a more natural method of contraception. It can, however, be notoriously difficult to find accurate, objective information about fertility awareness methods (FAMs). Information is often confusing as there is an abundance of apps and different ‘methods’ with a whole variety of names, each claiming to be the most ‘advanced’. What is needed are straightforward facts based on the best scientific evidence and an understanding of how this can be applied to suit personal circumstances. Understanding the signs and symptoms of fertility during the menstrual cycle allows you to take control of your fertility – to plan or avoid pregnancy.




Fertility awareness to plan pregnancy


Fertility awareness knowledge can help to boost your chances of pregnancy and optimize preconception care. Understanding the variation in the length of your menstrual cycles and the changes in the vaginal secretions which indicate high fertility helps you to improve sex timing. If you have been having frequent sexual intercourse, but have not conceived after about six months, seek medical advice. About one in seven heterosexual couples face difficulties conceiving.





Fertility awareness methods to avoid pregnancy


Fertility awareness methods include all family planning methods that are based on identifying the fertile time. If you are using FAMs to avoid pregnancy, there are a number of days in the menstrual cycle when unprotected sex could result in pregnancy. So, you and your partner will have to consider how to have protected sex during the fertile time: you can either use barrier methods (condoms or a diaphragm) or abstain from intercourse – the choice is yours. Strictly speaking, natural family planning (NFP) implies abstinence during the fertile time; if you use barrier methods, this is usually referred to as FAMs with barriers or simply FAMs.






The evolution of modern fertility awareness methods


It is helpful to have an idea of how fertility awareness methods have evolved over the last century. In 1929, Kyusaku Ogino (in Japan) and Hermann Knaus (in Austria) independently established that ovulation occurs at a fixed time (about 10–16 days) before the next period – this led to the development of the calendar/rhythm method. Provided women had regular cycles, this worked pretty well compared with using no method, but we now know that sperm can survive considerably longer than thought at that time. By the 1950s, the science showed a slight but detectable rise in body temperature after ovulation. J. G. H. Holt (a Dutch gynaecologist) and John Marshall (a British neurologist) developed this into a practical method – the temperature method. Temperature as a single indicator was a highly effective method for avoiding pregnancy once ovulation had been confirmed, but there was limited time for intercourse which caused difficulties (and many unintended pregnancies). Gynaecologists were increasingly researching the changes in the cervix and its secretions. In the 1960s, two Australian doctors (John and Evelyn Billings) developed the ovulation method, which is still widely used today. Each fertility indicator has its own merits, but also its limitations – research now clearly shows that using a combination of indicators gives the most effective method for avoiding pregnancy.





Fertility awareness methods in today’s world


When motivated couples wanting to avoid pregnancy are taught by accredited practitioners to use a combination of fertility signs correctly and consistently, modern FAMs are up to 99 per cent effective – that is one woman in 100 would get pregnant over the course of one year. Without proper instruction and support, however, many more pregnancies will result – this is definitely not a DIY method. For a list of FAM practitioners, see Resources.




Who uses fertility awareness methods?


Many women seek out FAMs because they want to use something that is natural or are struggling to find a contraceptive method that suits them. Moving from a method that requires less thought to one where you will be making decisions about your fertility on a day-to-day basis requires commitment by you and the support of your partner. You do not need to have regular menstrual cycles to use FAMs, but it can be more difficult to learn (and more restrictive) if your cycles are irregular and at times of hormonal change. Women who are coming off hormonal methods may have several months of cycle disturbance, making it more challenging to find the infertile (safe) time. Women who are fully breastfeeding can enjoy the time of natural infertility when spacing their babies and learn to watch for returning fertility during weaning. Women who are approaching the menopause can observe their declining fertility, understand their menopausal symptoms and feel reassured when their fertility has ceased. FAMs may not be suitable for some women – for example those who have a medical condition which could make pregnancy a high risk for themselves or those taking prescribed drugs which could cause congenital abnormalities.






Advantages and disadvantages of FAMs


The following list contains well-recognized advantages and disadvantages of FAMs, but this is very personal – every individual will find their own unique benefits and challenges.




Advantages




	Helps you to know and understand your body


	Improves awareness of reproductive and sexual health


	Gives an early warning of signs which require medical advice


	No chemical substances or physical devices


	Free from side effects


	No adverse effects on future fertility


	Effective when well taught and used by motivated couples


	Encourages shared responsibility and communication between partners


	Puts couples in control of their fertility – for planning and avoiding pregnancy


	Acceptable to those with ethical, cultural or religious concerns


	Can be used in combination with barrier methods


	Helps to optimize intercourse timing to conceive


	Improves chances of conception for subfertile couples.


	Low cost for methods based on self-observation







Disadvantages




	Takes time to learn (three to six cycles)


	Some women find charting cumbersome


	Requires the co-operation and commitment of both partners


	Requires modification to patterns of sexual activity


	Some couples have difficulties with abstinence


	More difficult at times of stress or hormonal change


	No protection against sexually transmitted infections


	High risk of pregnancy with imperfect use and risk-taking


	May increase fear of unintended pregnancy, particularly during the learning phase


	High-quality teaching services may not be easily accessible


	Fertility monitoring devices can be prohibitively expensive


	Most apps and devices have not been tested in independent clinical trials


	Limited regulation of fertility apps
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Understanding fertility and conception

Understanding how your body works and knowing about the male and female reproductive systems – what they are and what they do – will help you know more about your fertility and your ability to conceive and have children. Fertility awareness involves being able to identify the signs and symptoms of fertility during the menstrual cycle. It is important to say that every woman is different and that, although the principles are the same, no two bodies or menstrual cycles are the same. Each woman is an individual and learning more about your own body and how it works will give you confidence physically and emotionally.


Women’s bodies

The reproductive system in women is made up of external and internal organs. They are found in the lower abdomen, the part of the body below the umbilicus (tummy/belly button). This area is referred to as the pelvic area.

The external organs, known collectively as the vulva, are:


	the vaginal entrance

	the urethral opening (tube from the bladder through which you urinate)

	the labia

	the clitoris.



The woman’s external reproductive organs (genitals) (Figure 2.1) are all visible; they vary in size and appearance from one woman to another. The pubic mound (mons pubis) is a soft, fatty pad that covers and protects the pubic bone. It is naturally covered with pubic hair. The labia consist of two fleshy lips – the labia majora (outer lips) and the labia minora (inner lips). These lips protect the vagina and they contain sensitive nerve endings. During sexual arousal and intercourse these lips become engorged with blood and become moist to help penetration of the penis. The external part of the clitoris is found towards the front of the vulva. It is made up of highly sensitive erectile tissue and is the female equivalent of the male glans penis. When stimulated during sexual activity this leads to sexual arousal and orgasm. The hymen is a thin layer of soft skin that surrounds or partially covers the vaginal opening. This easily becomes stretched and opened with the use of tampons, physical exercise and intercourse. Importantly, the physical state of the hymen is not an indicator of a woman’s virginity or sexual experience. The area between the external organs and the anus (excretory opening or back passage) is known as the perineum.

[image: An illustration of the external female genitals. The image highlights the mons pubis, the clitoris and clitoral hood, the labia majora (outer lips) and minora (inner lips), the urinary opening, the vaginal opening, the hymen, the perineum, and the anus.]

Figure 2.1 External female genitals


[image: ]  Female genital mutilation (FGM)

In some countries, women are subjected to female ‘circumcision’ for religious, cultural or traditional reasons. Whereas in men, circumcision involves simple surgical removal of the foreskin (which covers the head of the penis) usually for medical reasons and in some instances for tradition, as in, for example, Judaism; in women, ‘circumcision’ involves genital cutting which results in partial or total removal of the external female genitals or other injury to the female genital organs for non-medical reasons – this is female genital mutilation (FGM). Female genital mutilation is extremely harmful and can result in short- and long-term damage to the reproductive organs. It can cause infection and often results in complications during pregnancy and childbirth, sexual dysfunction and menstrual problems.

If you have had FGM, ask your GP for referral to a specialist NHS gynaecologist to discuss your health needs. Alternatively, you can find your local FGM support clinic through the NHS website. Also see Resources for the organization Forward. Female genital mutilation, virginity testing and hymenoplasty (where the hymen is surgically reconstructed) are illegal in the UK.



The internal reproductive organs (Figure 2.2) are:


	the ovaries

	the fallopian tubes

	the uterus (womb)

	the cervix

	the vagina.



[image: An illustration outlines the female reproductive organs and the passage of sperm to the egg. The image highlights the vaginal opening, the vagina, the cervix, the cervical canal to the uterus, the uterine cavity and the endometrium (lining of the uterus), the fallopian tubes with fimbriae (fringe of tissue) at their funnel-like ends, the mature egg, and the ovaries (containing follicles). Sperm are shown travelling through the cervical canal and uterus, before meeting the mature egg within the fallopian tube.]

Figure 2.2 Female reproductive organs

© Pyper & Knight, FertilityUK 2016


Ovaries

Women have two ovaries – one on each side of the uterus. They are the size and shape of almonds and they produce eggs (ova/oocytes) in structures called follicles. The ovaries also produce two female sex hormones – estrogen and progesterone. Each egg contains chromosomes (genes that determine our sex and what we look like).

When a baby girl is born, she is born with all the eggs she needs for her lifetime. At birth, there are around 1–2 million immature (not yet developed) eggs in her ovaries, but by puberty there are only about 100,000 left. Most of these eggs will never be released; they are absorbed naturally by the ovaries. Once a woman starts having periods (menarche) and an established menstrual cycle, the ovaries select up to 20 resting follicles to start to grow and mature. One follicle becomes dominant and releases its mature egg at ovulation while the other eggs degenerate. During her reproductive years, some 300–400 eggs will mature and be released at ovulation.

As a woman gets older, the quality and quantity of her eggs decline, which affects her chances of becoming pregnant, carrying a pregnancy and having a healthy baby. For this reason, the ideal time biologically to become pregnant and have a baby is between the ages of 18 and 30.


Fast facts


	The female sex hormones estrogen and progesterone are responsible for female characteristics such as body shape, developing breasts, periods and controlling the menstrual cycle.

	The ovaries contain about 1–2 million immature eggs at birth.

	During a woman’s reproductive life only about 300–400 eggs will actually be released at ovulation.

	As a woman gets older (over 35) the number and quality of her eggs decline, making conception more difficult, and miscarriage more common.

	Being ‘on the pill’ (or using any hormonal contraception that prevents ovulation) doesn’t ‘conserve’ eggs. Having fertility treatment (such as IVF) doesn’t use them up.

	An egg is the largest cell in the human body but still less than one-eighth of the size of a grain of sand and invisible to the naked eye.

	An egg only survives for up to 24 hours, but allowance is made in case a second egg is released (as with non-identical twins), increasing potential total egg survival time to 48 hours.








Fallopian tubes

The two fallopian tubes are found one on each side of the uterus, near the ovaries. A fringe of tissue (fimbriae) at the funnel-like end of the fallopian tube picks up the egg released by the ovary and helps move the egg along towards the uterus. Each tube is about 10 cm long. The inside of the tube is very delicate, the narrowest part being about 1 mm in diameter. The tubes are lined with microscopic hairs (cilia); these can easily be damaged or blocked by infections such as chlamydia, or a burst appendix. Thrush (yeast infection) does not cause blocked tubes.




Uterus

The uterus (womb) is about the size and shape of an upside-down pear. It is hollow, very stretchy and made of muscle. This is where the baby develops when a woman becomes pregnant. The uterus can stretch to hold a baby and shrink back more or less to its pre-pregnancy size after the baby is born. The lining of the uterus (endometrium) nourishes the newly fertilized egg and supports the development of the placenta and its umbilical cord – the tube that connects the baby to the mother during pregnancy providing vital nourishment and removing waste products.

The uterus is positioned in the pelvic cavity between the bladder and the rectum. In most women, it lies at an angle slightly tipped towards the pubic bone at right angles to the vagina. This is known as an anteverted anteflexed uterus. It is designed to be in a good position for intercourse and childbirth. About one in five women have a retroverted uterus; this means instead of being at right angles to the vagina, the uterus tips slightly backwards (towards the small of the back). This is often discovered when having cervical screening and usually causes no problems. Women using fertility awareness methods will notice the position of the cervix and may find out this way.




Cervix

This is the lower part of the uterus, which projects slightly into the vagina. The cervical canal links the cavity of the uterus with the vagina. The cervical opening into the vagina is known as the external cervical os. The cells lining the cervical canal produce secretions (cervical mucus). These secretions are produced continuously but alter in texture and quantity during a woman’s menstrual cycle (and are altered in women using hormonal contraceptive methods). Learning to identify these changes can help identify the fertile and infertile times in the cycle. Around the time of ovulation – when a woman is in her fertile time – the cervical secretions change from being thick, sticky and creamy in colour to being thinner, wetter, clearer and stretchy – like raw egg white. These changes allow sperm to pass more easily through the cervical canal and reach the egg.

The cervix is important in protecting the internal reproductive system from infection. When a woman becomes pregnant, the cells lining the cervical canal produce a very thick plug of mucus to protect the developing baby. During labour and delivery, the cervix opens (dilates) to allow the baby to be born. After pregnancy, it returns to its normal size, shape and function.




Vagina

The vagina is a muscular, elastic canal about 7–10 cm long that leads from the cervix to the vaginal opening. It has an inner layer of mucus membrane forming soft folds (known as rugae). The vagina tilts upward and towards the small of the back. The muscular walls lie closely together, except during sexual arousal when it expands to hold a penis or sex toy. Like the uterus, the vaginal walls are very stretchy and strong, enabling it to hold a tampon, stretch around an erect penis during sex or a baby during delivery. The pelvic floor muscles lie at the lower end of the vagina and around the anus. A woman can learn to identify these muscles by squeezing the muscles – felt by stopping and starting urine flow. The strength or tone of these muscles is important: some women find that these muscles are weakened after vaginal delivery during childbirth and around the time of the menopause. Pelvic floor exercises (known as Kegel exercises) strengthen these muscles which helps to improve bladder control and can help with intercourse.

During a woman’s reproductive life, the vagina is kept moist by vaginal and cervical secretions. These secretions change in amount and composition during the menstrual cycle. They are important in keeping the vagina, cervix and uterus healthy and free from infection. For most of the menstrual cycle the secretions are slightly acidic and harmful to sperm; however, during a woman’s fertile time, the cervical secretions become more alkaline and this has a neutralizing effect, protecting the sperm and allowing sperm survival.

Small pea-sized glands (Bartholin’s glands) situated near the entrance to the vagina produce a colourless fluid (arousal fluid) in response to sexual stimulation. This provides vaginal lubrication in preparation for intercourse. The increased blood flow to vaginal tissues during sexual excitement also causes secretion of more fluids through the vaginal walls.


Your healthy vagina

A healthy vagina provides a suitable environment for friendly lactic-acid-producing bacteria, which protect against infection and provide a unique self-cleansing mechanism; however, some things may disturb the delicate pH (acidity or alkalinity) balance of your vagina.


	Avoid wearing tight, restrictive or synthetic clothing, such as nylon underwear, leggings, Lycra shorts, and tight jeans or trousers for long periods of time.

	Limit your use of tampons to days of moderate to heavy flow and use the minimal absorbency.

	Try to wear pads on lighter flow days, or days of spotting.

	Thongs can be very drying and increase your risk of thrush and cystitis.

	Make sure your vagina is well lubricated – either naturally or by using additional vaginal lubricant before sexual intercourse.

	Wash and wipe your genital area from front to back.



Most importantly, men and women should always avoid genital sprays, douches and deodorants, and any other irritants such as disinfectants and antiseptics. These can damage delicate tissues and can be dangerous. These are widely advertised as good perfumed things to use; they are not.

If you are prescribed any antibiotics, remind your doctor if you tend to get thrush and ask for some treatment for thrush at the same time (see Chapter 8). Some medications alter the effectiveness of hormonal contraceptive methods, so always ask about this if these are prescribed.






Breasts

Breasts contain milk glands, lymph nodes (immune centres) and fat. Pectoral muscles lie behind the breasts. Breasts change considerably throughout a woman’s reproductive life, changing during each menstrual cycle in readiness for a possible pregnancy and enlarging during pregnancy as a result of milk production for breastfeeding.

Some women notice breast tenderness or tingling around the time of ovulation. Breasts may feel fuller, heavier and more painful in the second part of the menstrual cycle due to fluid retention caused by higher amounts of progesterone. Some women find they go up a bra cup-size in the time leading up to a period. These changes are important to recognize and understand why they happen, but they do not accurately reflect your fertile time.


[image: ]  Breast awareness

Breasts come in all shapes and sizes and this is normal. Make sure that you are breast aware – this means being aware of the normal shape, size and consistency of your breast tissue remembering that it extends up into the armpit. Many women have quite lumpy breasts before a period. Any single lumps or different changes should be reported to your doctor immediately, but be reassured that about 90 per cent of breast lumps are not cancerous. Breast Cancer Now provides important information on breast awareness, benign (non-malignant) breast disease and all aspects of breast cancer (see Resources).






Menstrual cycle

The menstrual cycle (also referred to as the fertility cycle) is the process during which a follicle grows and develops, releasing a mature egg from one of the ovaries; meanwhile the endometrium prepares for a possible pregnancy. If a woman does not become pregnant, the endometrium is shed as a period (also known as menstruation). Periods are the result of the end of the cycle and mark the beginning of the next cycle. The menstrual cycle is controlled by the pituitary gland found at the base of the brain, which in turn controls the sex hormones – follicle-stimulating hormone (FSH), luteinizing hormone (LH), estrogen and progesterone. These chemical messengers are responsible for different actions during the cycle such as follicle development, ovulation, cycle length and periods (see Figure 2.4).

The first period a girl experiences is known as the menarche – the average age is around 11–13 years, but it can be earlier or later. Most girls will have started their periods by the age of 16. Early menstrual cycles are often irregular – meaning periods may be erratic in length, sometimes with very light bleeding, sometimes heavier bleeding. Over a few months, cycles generally start to settle down into a pattern as ovulation establishes itself. The length of the cycle and bleeding patterns will vary from woman to woman. Periods are often accompanied by low abdominal pain and cramps which can spread into the back or thighs. Cramps are due to contractions in the muscular uterine wall as it sheds the endometrium. Some periods may be more painful than others and this is normal, but if your periods are debilitating, talk to your doctor.

The number of days in the menstrual cycle – that is, how long it is – is calculated from the first day of the period to the day before the start of the next period. The average length of the menstrual cycle is around 28 days, plus or minus a few days. Many women have longer or shorter cycles, and this is normal. Few women have an absolutely regular menstrual cycle, and a variation of up to seven days is also very usual. It is important to remember that, although most women have menstrual cycles and the components are the same, how we each experience them can be very different. Many things can affect the cycle – factors such as age, diet, weight, stress, extreme exercise, illness and medication can cause the cycles to become irregular; sometimes periods may stop completely.

During each menstrual cycle, a woman is fertile (capable of becoming pregnant) for only a short time. Understanding this, and knowing how your menstrual cycle works, is the basis of fertility awareness.

The menstrual cycle can be divided into two main phases: the time before ovulation (pre-ovulatory phase), also known as the follicular phase; and the time after ovulation (post-ovulatory phase), also known as the luteal phase. However, for practical purposes, to identify the fertile and infertile times of the cycle, it is more appropriate to divide the menstrual cycle into three phases:


	
Early relatively infertile time: The first phase lasts from the start of the period until the time when the follicles start growing – this phase is variable in length (from a few days up to several weeks). It is only considered relatively infertile.

	
Fertile time: The second phase lasts from the time when the follicles start growing until about 48 hours after ovulation. The egg only survives for 24 hours, but if a second egg is released, this increases potential egg survival to 48 hours. Because sperm can survive for a number of days in a woman’s body waiting for the egg to be released, there will be more days when sex can lead to pregnancy. The fertile time usually totals about ten days (including safety margins).
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