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The publisher and author do not guarantee the method of birth control or pregnancy achievement described in these pages. As a contraceptive method, it is highly effective, but only when the relevant instructions are strictly followed. Like other effective contraceptive methods, this method is not foolproof, and there is a chance that the method will fail. The ideal way to learn about the Fertility Awareness Method is through a qualified instructor or counselor. In addition, it should be clear that natural methods of contraception do not offer protection of any kind against AIDS and other sexually transmitted diseases.

This book does not purport to take the place of qualified medical advice and treatment. Thus, any application of the recommendations set forth in the following pages is at the reader’s own risk. Please contact your doctor, a Fertility Awareness instructor, or both whenever appropriate. While every effort has been made to provide the most accurate and updated information, the publisher and author cannot be responsible for any error, omission, or dated material.

The anecdotes presented in this book are true and accurate. However, except when requested, the names have been changed to maintain anonymity.
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Preface to the 20th Anniversary Edition


When I first wrote Taking Charge of Your Fertility 20 years ago, women had rarely heard of the concept of charting their menstrual cycles. The idea that they could use the information they gleaned from charting to practice effective natural contraception, maximize their odds of getting pregnant, and finally take charge of their gynecological and sexual health was completely foreign. So my goal was to spark a grassroots movement among women frustrated with the lack of practical information they were taught about their bodies. As I had hoped, the material contained in these pages struck a chord with hundreds of thousands of women.

In the years since Taking Charge was first released, I’ve been humbled by the effusive reactions women have had toward the book. So many readers have written me personally to say how this information has changed their lives—they’re incredibly excited and encouraged but also often equally frustrated that this information was not shared earlier either in school or during doctor visits.

Which raises an important key to understanding the book. Through teaching practical knowledge about women’s menstrual cycles, it may have appeared that I was disparaging doctors in the process. So let me set the record straight: Given the obvious demands of physicians’ responsibilities as well as the limited time they can spend with their patients, it would be impossible for any doctor to know the intimate details of your cycle, and that’s especially true if you yourself don’t know them! TCOYF is in large part about learning how to be able to advocate for yourself so you can work with your doctor, for at its heart, this book centers on the concept that knowledge is power.

It is also important to keep in mind that Taking Charge has been written for women with divergent objectives—those who want to avoid pregnancy and those who want to get pregnant. Because of this, the book is structured to be read both as a whole and as individual chapters when a situation or need arises. As a result, you may find that some key information is repeated. This is to highlight the importance of those topics, but also to ensure readers are fully educated even if they use only a portion of the text. Ultimately, the ability to understand your reproductive and gynecological issues throughout your life is truly empowering.

My hope is that even if you have read an earlier edition of this book, you will now benefit from this new 20th anniversary edition of Taking Charge. Generally speaking, women’s cycles have remained the same across time, but our understanding of the underlying biology has continued to improve. So, for those who already own an earlier version, you will find numerous additions and modifications throughout, including:

        •  an expanded 16-page color insert

        •  improved fertility charts

        •  a revised and updated chapter on the extensive advances taking place in assisted reproductive technologies (ART)

        •  a more detailed sexuality chapter for both you and your partner

        •  six new chapters, including:

           ~ Three Prevalent Conditions
All Women Should Be Aware Of

           ~ Natural Ways to Balance Your Hormones

           ~ Now That You Know: Preserving Your Future Fertility

           ~ Dealing with Miscarriages

           ~ Idiopathic Infertility: Some Possible Causes When They’re Not Sure Why

           ~ Causes of Unusual Bleeding

The way in which women learn about their bodies and chart their cycles continues to evolve, just as our biological knowledge and reproductive technology do. And so, with this latest edition of Taking Charge, I hope to keep apace of these changes so that each new generation of women will continue to be more educated, more self-aware, and simply more cycle-savvy than the one before.

For additional information, forums, and the Taking Charge of Your Fertility charting app, please visit www.tcoyf.com.

—Toni Weschler, MPH, 2015
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Introduction


I still cringe when I recall my college years and what ironically led me to pursue the field of fertility education. I can’t count the number of times I ran off to the gynecologist with what I thought was a vaginal infection. Most women will agree that no matter how many times they’ve had a pelvic exam, the experience is usually a drag and sometimes even traumatic. Yet I remember returning, seemingly every month, with the same apparent problem. As usual, I’d be sent home with an unsatisfying assurance that “there’s really nothing there.” So I would leave, feeling like a hypochondriac, only to meekly return when I had what appeared to be the signs of yet another infection.

Along with my frustration at this recurring problem were the inevitable side effects of the various methods of birth control I tried. If I wasn’t dealing with weight gain and headaches caused by the pill, I was enduring urinary tract infections from the diaphragm or irritation from the sponge. Yet every time I asked the gynecologist for a natural, effective alternative to the dismal selection of birth control methods available, I was cynically informed that the only “natural” method was Rhythm, and everyone knew that that didn’t work. So back to Square One I would go, seeming to have infections all the time and without an acceptable method of birth control.

It wasn’t until years later, when I took a class called Fertility Awareness, that I realized I was absolutely healthy all of that time. What I had been perceiving as infections was in fact normal cervical fluid, one of the healthy signs of fertility that all women experience as they approach ovulation. But since conversing about one’s vaginal secretions is hardly your typical topic of social chitchat, I had no idea that my experiences were normal, universal, and—perhaps most importantly—cyclical.

Because of misleading and inadequate health education, women are rarely taught how to distinguish between normal signs of healthy cervical fluid produced every cycle and the signs of a vaginal infection. What are the consequences of such a basic omission in our upbringing and education? In addition to the unnecessary expense, inconvenience, and anxiety that women often experience, such ignorance can also lead to lowered self-esteem and confusion about sexuality.

My negative gynecological experiences gradually led to an interest in women’s health that evolved into a real passion. It was that passion that ultimately compelled me to interview for a position as a health educator at a women’s clinic—a disastrous experience that in hindsight provided the final catalyst for my decision to pursue fertility education as a career.

While I sat in the waiting room anticipating my interview with the clinic director, my eyes wandered, glancing over the all-too-familiar paraphernalia of all women’s clinics: posters warning against spreading sexually transmitted infections, charts comparing methods of birth control (with their inherent side effects and risks in tiny print), and plastic models of the female reproductive system.

I remember being suddenly struck with the futility of my situation. Here I was, applying to be a health educator in a women’s clinic, with absolutely no training in the field. What was I thinking? While fidgeting, I noticed a brochure about classes on the Fertility Awareness Method that were available at the clinic. I could not believe that this supposedly reputable clinic seemed to be teaching the discredited Rhythm Method. I was in a dilemma. Should I risk losing this coveted position by expressing my dismay, or should I keep my mouth shut to get the job?

In the end, I would have felt dishonest if I said nothing. My heart skipped a beat when the clinic director called my name. The pressure was on. The director was cordial, but I barely gave her a moment to introduce herself before I blurted out, “I don’t understand why you teach Rhythm here. Everybody knows it doesn’t work!”

“Oh really? We teach what?” she inquired with obvious surprise. “I noticed your brochure here about the Fertility Awareness Method. Isn’t that the same thing?” I muttered shyly. She looked a bit irritated and responded, “Actually, Toni, your lack of knowledge about such an important facet of women’s health wouldn’t bode well at our clinic.”

Needless to say, I didn’t get the job. But that embarrassing experience years ago helped transform my perspective about women’s health care. After swallowing my pride, I took the clinic’s class on Fertility Awareness—and was amazed. What I learned is that not only was it possible for me to take control of my cycles, but I no longer needed to feel uncertain about various secretions, pains, and symptoms. I could finally understand the subtle changes I experienced every month. I could place my menstrual cycle in the context of my overall health—both physiological and psychological. And best of all? No more unnecessary trips to the gynecologist.

By taking just a couple of minutes a day, I was able to utilize a highly effective method of natural birth control in which I could accurately determine those days of my cycle when I was potentially fertile. On the flip side, if I wanted to get pregnant, I could avoid the guessing game so many couples play by learning precisely when to time intercourse. I could also identify problems for myself that could potentially impede my getting pregnant. And the fact is, so can you.

Probably the best thing to come out of my years using the Fertility Awareness Method was the privilege I felt in being so knowledgeable about a fundamental part of being a woman. I no longer questioned when I would get my period. I always knew (including when I’d get what would turn out to be my very last one!). I knew what to expect physically and emotionally at different times in my cycle. I also gained confidence in a way that was reflected in other areas of my life.

Your menstrual cycle is not something that should be shrouded in mystery. By the time you reach the end of this book, I hope that you will also experience the liberation of feeling in control of your body. Beyond its practical value in giving you the tools to avoid or achieve pregnancy naturally and to take control of your gynecological health, this information about your cycle and body will empower you with numerous facets of self-knowledge that you rightly deserve.
















CHAPTER    [image: image]    1





 

 

Fertility Awareness: What You Should Know and Why You Probably Don’t


How often have you heard that a menstrual cycle should be 28 days and that ovulation usually occurs on Day 14? This is a myth, pure and simple. And yet it’s so routinely accepted that, sadly, it’s responsible for countless unplanned pregnancies. Furthermore, it prevents many couples who hope for a pregnancy from attaining one. Much of this fallacy is a legacy of the obsolete Rhythm Method, which falsely assumes that individual women have cycle lengths that, if not precisely 28 days, are reliably consistent over time. The result is that it is nothing more than a flawed statistical prediction using a mathematical formula based on the average of past cycles to predict future fertility.

In reality, cycles vary among women and often within each woman herself. Keep in mind, though, that normal cycle lengths are generally 21 to 35 days. The myth of Day 14 can affect individuals in the most astounding ways, as you can see by this story some religious clients of mine told me decades ago:

Ilene and Mick were virgins when they got married on May 21. They wanted to start a family soon after their wedding, so they had their joint medical insurance start on May 15. When they discovered that Ilene had gotten pregnant on their honeymoon, they were pleasantly surprised that it happened so fast. Imagine their shock when the insurance company refused to cover the pregnancy and delivery, claiming that since her last period started on April 19, she must have gotten pregnant about three weeks before the wedding.

“That’s impossible,” she insisted, “we were both virgins until our wedding day.” She tried to explain to them that her cycles had become quite long and irregular since she started jogging and dieting in order to be a “picturesque bride.”

The insurance company wouldn’t hear of it. They adhered to the frequently used pregnancy wheel, the calculating device that doctors rely on to determine a woman’s due date (see A Typical Pregnancy Wheel of the color insert). It’s based on the assumption that ovulation always occurs on Day 14. Ilene lamented, “We were sunk. How does one prove virginity in a courtroom? And why should it be anyone else’s business?”

Needless to say, the Day 14 myth had very expensive consequences for Ilene and Mick. The only consolation they took from their experience was the fact that their son was born just when they expected, three weeks after the insurance company’s due date! He was, in the words of Ilene, “worth all the trouble anyway.”

Luckily, with advances in our understanding of human reproduction, we now have a highly accurate and effective method of identifying the woman’s fertile phase: the Fertility Awareness Method (FAM). Fertility Awareness is simply a means of understanding human reproduction. It’s based on the observation and charting of scientifically proven fertility signs that determine whether or not a woman is fertile on any given day. The three primary fertility signs are cervical fluid, waking temperature, and cervical position (this last one being an additional sign that simply corroborates the first two). FAM is an empowering method of both natural birth control and pregnancy achievement, as well as an excellent tool for assessing gynecological problems and understanding your body.



[image: image]  WHY THE FERTILITY AWARENESS METHOD IS NOT BETTER KNOWN

As you read in the introduction, probably the greatest resistance to the acceptance of FAM has been its dubious misassociation with the Rhythm Method. Furthermore, because natural methods of birth control are often practiced by people morally opposed to artificial methods, FAM tends to be falsely perceived as only being used by such individuals. But, in fact, women from all over the world have been drawn to FAM simply because it’s free of the chemicals associated with hormonal methods such as the pill. Just as important, it minimizes the frequency with which they might have to choose preventive methods that are unpleasant, impractical, or lacking in spontaneity. Many of these people tend to be oriented toward leading a natural and health-conscious life in other ways besides taking control of their fertility and reproduction.

It’s true that many religious people have discovered the benefits of Fertility Awareness, though they may technically practice Natural Family Planning (NFP). The primary distinction between FAM and NFP is that those who use NFP choose to abstain rather than use barrier methods of contraception during the woman’s fertile phase. But regardless of the differing values that often divide users of FAM and NFP, all are drawn by the desire for a natural method of effective contraception.

FAM’s Conspicuous Absence from Medical School

Still, if FAM has so many benefits as both a method of birth control and an aid to getting pregnant, why, then, is it not better known? One of the most crucial and mystifying reasons that people have rarely heard of it is that doctors are still seldom taught a comprehensive version of this scientific method in medical school. It’s amazing to think that women who practice the Fertility Awareness Method are often more knowledgeable about their own fertility than gynecologists who are trained to be experts in female physiology!*

Years ago, when I taught at a women’s clinic, the entire staff except one doctor took my seminar to use FAM as a method of contraception. One day, the one who had never attended pulled me aside and whispered, “Toni, I’ll be honest with you. I don’t refer my patients to your classes.” “Oh really, why is that?” I casually asked, trying not to act surprised. “I got pregnant using your method and haven’t trusted it since,” she replied. “You’re kidding! Did you take a class elsewhere, and what rules did you use?” I inquired. “What do you mean, what rules?” she asked. “You know . . . did you observe the rules for both waking temperature and cervical fluid or just one of them?” She looked at me totally confused, as if she had no clue what I was asking her. It was then that I grasped just how widespread ignorance of Fertility Awareness was in the medical community. Even among many doctors, I realized, Fertility Awareness still meant looking at past cycles to predict future fertility.

What is especially remarkable about the glaring omission of Fertility Awareness education from medical school curricula is the fact that the method’s effectiveness is based on purely biological principles, all discussed in greater detail in Chapter 4. They include the functions of numerous hormones, such as FSH, estrogen, luteinizing hormone, and progesterone, all of which have been scientifically proven. And because the Fertility Awareness Method is useful not only for birth control and getting pregnant, but for promoting gynecological health in general, it’s even more surprising that this information is not part of a complete medical education.

Indeed, FAM can be a vital aid to doctors and their patients in diagnosing a number of conditions, including:

        •  anovulation (lack of ovulation)

        •  late ovulation

        •  short luteal phases (the phase after ovulation)

        •  infertile cervical fluid

        •  hormonal imbalances (such as polycystic ovarian syndrome, or PCOS)

        •  insufficient progesterone levels

        •  occurrence of miscarriages

Another advantage of charting fertility signs is that it facilitates diagnosis of gynecological problems. Women who chart are so aware of what is normal for them that they can help their clinician determine irregularities based on their own cycles. Examples of potential gynecological problems that can be more easily diagnosed through daily charting include:

        •  irregular or unusual bleeding

        •  vaginal infections

        •  urinary tract infections

        •  cervical anomalies

        •  breast lumps

        •  premenstrual syndrome

        •  miscalculated date of conception

By not being taught FAM, doctors are denied an excellent tool with which they could better counsel their female patients. Moreover, this can often result in unnecessary, invasive, and frequently expensive tests to diagnose an apparent menstrual problem. Of course, if women were taught how to chart for their fertility-related health, they would not need to visit their doctor nearly as often, and substantial numbers of needless medical procedures could be avoided.

As the previous list should make clear, charting would reveal a myriad of potential impediments to pregnancy, ranging from the woman’s not ovulating to her simply not producing the cervical fluid necessary for conception. It may even show that this woman is consistently getting pregnant but having repeated miscarriages of which neither she nor her doctor had been aware. And for those seeking to prevent pregnancy, charting eliminates the anxiety so many feel as they run off to the store or their gynecologist for expensive and inconvenient pregnancy tests. Women who chart know if they are pregnant just by observing their waking temps, and thus they can eliminate that recurrent doubt while awaiting the arrival of a “late period.”

Politics, Profit, and Natural Contraception

Another reason this method is not better known or promoted for birth control is that it’s not profitable for either physicians or pharmaceutical companies such as those that produce hormonal methods like the pill or IUDs. In other words, beyond the initial investment in a thermometer and perhaps a book, class, or app, there is no further cost to those using FAM. Compare this to the cost of the pill, for example, which is at least several hundred dollars a year.

Given the profitability of so many other contraceptive methods, is it any wonder that FAM is not promoted more enthusiastically by the medical community? It’s no secret that great sums of money are spent to present the pill as a contraceptive panacea, but what is often overlooked is the bias with which various pharmaceutical companies distort the effectiveness and validity of other birth control methods, particularly Fertility Awareness.

Corporate literature that summarizes the various contraceptives for public consumption is consistently filled with blatant inaccuracies, such as one pamphlet entitled “Contraception: The Choice Is Yours,” which claims that “Natural Family Planning is based on the fact that fertilization is most likely to occur just before, during, and just after ovulation.” This would almost make sense, except for the minor detail that fertilization cannot take place without an egg present, so it would be no small feat for fertilization to take place before the egg is released!

Of course, more important than any individual misrepresentation is the overall way FAM and NFP are portrayed. This particular pamphlet was typical in that its “Natural Family Planning” heading was followed by a supposed clarification in parentheses, which as you might guess was simply “the Rhythm Method.”

Aside from birth control, it’s also fairly apparent that for those people and companies involved in providing the high-tech reproductive treatments that have given hope to so many, there is little incentive in promoting a virtually free system of knowledge that could obviate the need for their services. While these reproductive technologies are often a clear necessity, you will learn throughout this book why they are not needed for many couples, when education alone could help them achieve their dreams.

The Language of “Palatability”

Finally, FAM is not better known because it suffers the misfortune of being a method that many, especially in the media, refer to as “unpalatable.” Why is this?

We had a doctor on the Seattle news who produced medical stories every week. I had approached him about the possibility of doing a feature on the Fertility Awareness Method a number of times over the years, but he was always noncommittal while still acknowledging that he sincerely believed the method was effective. I could never grasp why he felt it wouldn’t be suitable for the news until he finally admitted that he felt the subject was simply unpalatable for the general public.

Perhaps his concern was about the term used for one of the three fertility signs: “cervical mucus.” Maybe if it were referred to as something less graphic, he would find it suitable for the evening news. No sooner had I written him with the suggestion to use the phrase “cervical fluid” instead when he called to tell me he thought the change in vocabulary was just the modification necessary to make FAM acceptable for the news. Within a few weeks, he ran an informative story about Fertility Awareness.

It took that experience to make me realize how powerful language can be in the acceptance of FAM. Since that news feature years ago, I have found that people are infinitely more attentive to and interested in FAM when the more neutral term “cervical fluid” is used instead of “cervical mucus.” Perhaps the increased acceptability of that terminology is less puzzling when you consider that the woman’s cervical fluid is analogous to the man’s seminal fluid. One would never refer to seminal fluid as seminal mucus, and yet the purpose of the fluid in both the man and woman is comparable: to nourish and provide a medium in which the sperm can travel.

Of course, the media are extensions of our culture, and tend to promote a sanitized, unrealistic view of human physical processes. The purpose of FAM, however, is to enlighten people with a clear and empowering knowledge of their bodies’ functions. Thus, if coining a term such as “cervical fluid” makes that task easier, so be it.



[image: image]  WHY SOME DOCTORS FAMILIAR WITH THE FERTILITY AWARENESS METHOD DO NOT INFORM THEIR PATIENTS

Many doctors know that FAM is a scientifically validated, natural method of effective birth control, pregnancy achievement, and health awareness, but they may still cite various reasons why they don’t recommend it to their patients. Some say that women can’t be bothered to learn it because it’s complicated and difficult to use, requires high intelligence in order to apply it, and takes too much time to learn and practice. But for the vast majority of women, I believe that these assertions are simply not valid.

Actually, FAM is fairly simple and easy, once you learn its basic principles. (Most will be able to learn those principles in this book. Others may want to take a class, where a certified instructor can typically teach a comprehensive course in several sessions.) The method is no different from many life skills, such as learning to drive a car. It may seem intimidating at first, until a little practice gives you the confidence you need.

Some doctors may genuinely believe that women are not smart enough to understand and assimilate the information taught in FAM classes. While I find this perspective discouraging, I understand why they believe this. It’s true that the people attracted to FAM tend to be quite educated. However, I think this is more a function of the way in which people initially learn about it, rather than of the inherent intelligence required to use it. It often takes a very motivated individual to seek out information about a subject that, until recently, has typically been reserved for the few who are resourceful enough to research the topic.

I personally have taught FAM to more than 1,500 clients and can assure you that virtually all women can internalize the method and its biological foundation within a few hours. I also suspect that few of them are particularly burdened by the couple of minutes a day it takes to apply.

In Defense of Doctors

The above is not meant to be a diatribe against the medical community. In fact, I think the majority of physicians are genuinely sensitive and caring people who truly want to empower their patients with the knowledge necessary to be healthy and strong.

Yet, in an industry that is becoming increasingly high-tech, many doctors may be skeptical of FAM, precisely because it’s so non-tech. In fact, if anything, they may believe that they are not being active enough in their patients’ care if they do not prescribe drugs or perform various procedures. And, perhaps most important, clinicians don’t realistically have the time to thoroughly explain the method in a typical office visit, and thus few women ever learn it.

Ultimately, a perpetual cycle of ignorance ensues, for even those doctors who are especially supportive of women taking control of their own reproductive health cannot be as effective as they would like to be if their patients don’t chart. Indeed, the benefits of FAM cannot become commonplace in the doctor-patient relationship until more women do their part by charting their cycles.
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Taking Control of Your Reproductive Health


During each cycle, a woman’s body prepares for a potential pregnancy, much to the chagrin of those who don’t want to become pregnant. But she is actually fertile only a few days per cycle, around ovulation (when the egg is released). The only practical, noninvasive way to reliably identify that fertile time is through observing the woman’s waking temperature and cervical fluid, as well as the optional sign of cervical position. By charting these primary fertility signs, a woman can tell on a day-to-day basis whether she is capable of getting pregnant on any given day. And because the actual day of ovulation can vary from cycle to cycle, the determination of those few days around ovulation is crucial, and therein lies the value of the Fertility Awareness Method.



[image: image]  THE POLITICS OF NATURAL BIRTH CONTROL

           We want far better reasons for having children than not knowing how to prevent them.

—DORA RUSSELL

Why are so many women frustrated with the state of contraception today? Why is the vast majority of birth control designed for women to use, even though it’s men who are fertile every single day? Wouldn’t it make more sense for birth control to be developed for the gender that is the most fertile? Consider the following table:


 




METHODS OF BIRTH CONTROL AVAILABLE TODAY
(listed in approximate order from most to least invasive)








	For Women  
	For Men



	Tubal Ligation  
	Vasectomy



	Essure  
	Condom



	IUD (intrauterine device)  
	Withdrawal



	Implanon  
	



	Depo-Provera Injection  
	 



	The pill  
	 



	Nuvaring  
	 



	The Patch  
	 



	Diaphragm  
	 



	Female Condom  
	 



	Cervical Cap  
	 



	Sponge  
	 



	Suppositories  
	 



	Spermicides  
	 



	Films, Foams, and Jellies  
	 



	Natural Methods  
	 










Given that women are fertile only a few days per cycle, it’s ironic that they’re the ones who risk the vast array of side effects and physical ramifications of birth control. These include increased risk of blood clots, strokes, breast cancer, irregular spotting, severe pelvic inflammatory disease or uterine perforation, heavy, crampy periods, urinary tract infections, cervical inflammation, and allergic reactions to spermicides and latex, to name a few. And for what? To protect themselves from a man, who produces millions of sperm per hour!

Imagine the reaction of most males to the following announcement:

A NEW INTRAPENAL CONTRACEPTIVE

The newest development in male contraception was unveiled recently at the American Women’s Surgical Symposium. Dr. Sophia Merkin announced the preliminary findings of a study conducted on 763 unsuspecting male graduate students at a large midwestern university. In her report, Dr. Merkin stated that the new contraceptive—the IPD—was a breakthrough in male contraception. It will be marketed under the trade name “Umbrelly.”

The IPD (intrapenal device) resembles a tiny folded umbrella which is inserted through the head of the penis into the scrotum with a plungerlike instrument. Occasionally there is perforation of the scrotum, but this is disregarded since it’s known that the male has few nerve endings in this area of his body. The underside of the umbrella contains a spermicidal jelly, hence the name “Umbrelly.”
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Experiments on a thousand white whales from the continental shelf (whose sexual apparatus is said to be closest to man’s) proved the Umbrelly 100% effective in preventing production of sperm, and eminently satisfactory to the female whale since it doesn’t interfere with her rutting pleasure.

Dr. Merkin declared the Umbrelly to be statistically safe for the human male. She reported that of the 763 grad students tested with the device, only two died of scrotal infection, three developed cancer of the testicles, and 13 were too depressed to have an erection. She stated that the common complaints ranged from cramping and bleeding to acute abdominal pain. She emphasized that these symptoms were merely indications that the man’s body had not yet adjusted to the device. Hopefully, the symptoms would disappear within a year.

One complication caused by the IPD was the incidence of massive scrotal infection necessitating the surgical removal of the testicles. “But this is a rare occurrence,” said Merkin, “too rare to be statistically important.” She and the other distinguished members of the Women’s College of Surgeons agreed that the benefits far outweighed the risk to any individual man.

—©1974 Written by Belita H. Cowan. Reprinted with permission.
Illustration by Frankie Collins.

Although the above is only a parody, in reality the notorious Dalkon Shield IUD rendered many women infertile by causing severe pelvic inflammatory disease. And it’s but one example of the medical nightmares to which many women have been subjected; recent history reveals countless ways in which women’s bodies and those of their potential offspring have been exposed to dangerous drugs and procedures.

From the tragedies caused by thalidomide and DES in the 1950s to the later controversies over the side effects of Norplant and Depo-Provera, we’ve seen an endless stream of revelations that call into question the level of safety that female patients are assured. Beyond the often dubious nature of the drugs we’ve been prescribed, both contraceptive and otherwise, we’ve witnessed the anguish surrounding the use of breast implants. In addition, we eventually became aware of the wide overuse of such medical procedures as C-sections and hysterectomies, which simply added to the average woman’s confusion (thankfully, recent studies show that the number of hysterectomies has dropped significantly in the last 10 to 15 years, but the total number of C-sections still remains suspiciously high).

Whether men would submit to all the “inconveniences” is not really the issue. Given all that women have been through, it’s only natural that they would want to take control of their own medical and reproductive needs with the most effective, least intrusive means possible.

Why Unplanned Pregnancies Occur

           I remember . . . a friend described her first experience with a contraceptive device, which shot out a bathroom window into the college quadrangle. She never retrieved it. I wouldn’t have, either.

—ANNA QUINDLEN

To understand the politics of natural birth control, we must examine the concept of unplanned pregnancies. Why do unplanned pregnancies occur? There are four primary reasons:*

       1.  People do not use birth control because they are “swept away in the moment.”

       2.  People do not use birth control because of ignorance.

       3.  People do not use birth control because they feel no method is acceptable.

       4.  People use birth control, but the method fails.

How does the Fertility Awareness Method fit into the above scheme? Let’s examine each situation individually:

 

People Do Not Use Birth Control Because They Are Swept Away in the Moment

All barrier methods leave people vulnerable to the type of passion that reduces them to a momentary lapse in judgment. Who among us hasn’t thought at one time or another, “Oh, I’m sure I’m not fertile right now”? However, when a woman knows whether she is fertile, it eliminates guessing. Being unlucky is no longer an excuse.

 

People Do Not Use Birth Control Because of Ignorance

Many people would be more inclined to use birth control if they understood the likelihood of pregnancy occurring at specific times in the cycle. There are so many myths perpetuated about human fertility that it’s no wonder there are so many unplanned pregnancies. The classic one responsible for probably the most unplanned pregnancies is that ovulation occurs on Day 14. In fact, ovulation may occur on Day 14; or it may occur on Day 10, Day 18, or Day 21. In other words, ovulation is not the consistent event it’s presumed to be. But the fallacy of Day 14 is so prevalent that even clinicians inadvertently perpetuate it.

If a couple thinks a woman can get pregnant only on Day 14, they may feel safe having unprotected intercourse up to Day 13 and again from Day 15 on. Some couples may even feel that they are being conservative if they put a buffer zone of several days on either side of Day 14. But if the woman ovulates on Day 20, for example, even complete abstinence between Days 11 and 17 will not prevent an unplanned pregnancy! The dangerous fiction of Day 14 is but one example in which people are not accurately taught about human reproduction.

What about the faulty assumption that women cannot get pregnant when they have intercourse during their period? Another common belief is that sperm can live up to only three days. In reality, sperm can survive up to five days if fertile-quality cervical fluid is present. Combine this belief with that of ovulation’s always occurring on Day 14, and unintended results are almost inevitable.

These are just some of the more common misperceptions that people have about basic human biology. Suffice it to say, many unplanned pregnancies occur because people believe such fallacies. Obviously, education is key to dealing with this problem.

 

People Do Not Use Birth Control Because They Feel No Method Is Acceptable

It’s hardly surprising that most people find today’s contraceptive choices far from ideal. Aside from sterilization, our options include such alternatives as a method that infuses the woman’s body with unnatural hormones (the pill and other artificial hormonal methods), may increase a woman’s risk of breast cancer or osteoporosis (Depo-Provera), involves inserting a matchstick-size silicone tube under the skin of the arm (Implanon), maintains the uterus in a constant state of inflammation, sometimes causing painful periods (the IUD), fills the woman’s vagina with a latex dome that leaks gooey spermicide for at least 24 hours after intercourse (the diaphragm), can be uncomfortable and cause cervical anomalies (the cervical cap), is notorious for causing vaginal infections (the sponge), completely covers the woman’s clitoris (the female condom), or places a rubber sheath between the two individuals (the male condom).

Is it any wonder that unplanned pregnancies occur, given the choice of methods people perceive as their only options? With FAM, couples can experience the freedom of effective contraception without devices, chemicals, or side effects for most of the cycle.

 

People Use Birth Control, but the Method Fails

One of the most inflammatory opinions some people hold is that if a couple has an unplanned pregnancy, it’s their fault because they were being careless by not using birth control. Often this is simply not the case. According to the Alan Guttmacher Institute, a leading think tank for population research, about half of all American women who experience unplanned pregnancies are, in fact, using contraception at the time they conceive. Many of those failures could have been avoided if couples better understood the woman’s menstrual cycle.

This fact is particularly interesting given that so many of the barrier methods advertise such impressive “effectiveness rates,” often around 95% or higher. These statistics are inherently misleading, primarily because they are based on the faulty assumption that women can get pregnant throughout the menstrual cycle, when in fact a woman can get pregnant for only about one-fourth of a typical cycle. If a method is going to fail, it’s only going to fail during the short fertile phase when her body is even capable of conception.

Given this information, people should know when in the cycle a contraceptive has the potential to fail. They can then make an educated decision as to whether they want to abstain or double up on methods of birth control during that very risky phase to reinforce effectiveness of the methods. For example, if a couple normally uses the diaphragm and knows that the woman will be especially fertile on a particular day, they would be able to increase its effectiveness by using a condom as well.

Women, Men, and Contraceptive Responsibility

A common theme in women’s conversations is the frustration they often feel when saddled with the full burden of birth control. Once people understand that women are fertile for only a fraction of the time men are, they are especially struck with the inequity of it all. So it’s particularly interesting to examine the ways in which women have been disproportionately exposed to side effects throughout their cycle. For example, there are many who will concede that while the pill was originally designed to sexually emancipate women, it has also had the effect of burdening the woman with the sole responsibility of birth control.
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Printed with special permission from John Callahan/Levin Represents.

Susan and Joe were a very affectionate couple who grappled with the issue of inequality. Susan had been on the pill for years even though she often suffered nausea and migraine headaches. So when she suggested they take a class in the Fertility Awareness Method, Joe was more than willing. Three years later, they joke about the fact that, even today, every time the alarm rings, he gets up, puts the thermometer in her mouth, brushes his teeth, comes back and removes the thermometer, and records it on her chart. Susan, for her part, remains half asleep, snuggled in bed. No more nausea. No more headaches.

Unlike most other methods, FAM affords men the opportunity to lovingly and actively share in the responsibility of contraception. In fact, the method is so conducive to male involvement that many couples claim that FAM has strengthened their relationship.



[image: image]  THE POLITICS OF PREGNANCY ACHIEVEMENT

I’ll never forget that day my client Terry called. She had been trying to get pregnant for over a year before taking my seminar. It was two weeks following the class, and there was a slight hint of anxiety in her voice as she asked me whether she and her husband should make love that night. They were worried because she thought she had a serious vaginal infection that might affect their chances of conceiving. Just as she began describing what was “coming out of her,” I heard someone pick up the other extension. It was her husband, James. “You cannot believe what is leaking out of Terry right now.”

“Wait a second, you guys. Let me ask you a few questions. Is it clear?”

“Yes.”

“Is it slippery?”

“Definitely.”

“Is it stretchy?”

“Toni, it’s 10 inches!”

“Well then, what the hell are you doing talking to me?” I joked. “Get off the phone and take advantage of it!”

Before making love that night, Terry and James took a dozen photos of her fertile cervical fluid. Thirteen years later, I had the privilege of attending their son’s bar mitzvah.

It’s unclear whether the incidence of infertility has actually been increasing over the last several decades or if people are simply seeking treatment in higher numbers. Most likely it’s a combination of both, in large part because more women today delay having children until at least their mid-30s. Of course, as you have no doubt heard many times before, the unfortunate reality is that a woman’s fertility diminishes as she grows older. Regardless of what the reason is, infertility touches about 1 in 6 couples; however, what is often perceived as or referred to as infertility may not necessarily be infertility at all.

The standard definition of infertility is not becoming pregnant after one year of unprotected intercourse. However, there are many couples whose problem is so minor that Fertility Awareness alone would facilitate pregnancy. This is not to imply that fertility issues can always be treated through education. And I am certainly not suggesting that those who are having difficulties getting pregnant are uneducated or ignorant. But clinicians themselves often inadvertently perpetuate myths that prevent couples from attaining pregnancy.

The classic myth, already discussed in Chapter 1, is that ovulation occurs on Day 14. To use this as an example, a couple may spend one year trying to time intercourse around Day 14, only to discover that in their particular case, the woman doesn’t usually ovulate until about Day 20. If the couple gets pregnant after learning this information about her particular cycle, would you say that they were infertile before that? Clearly not. But the emotional and financial consequences are often so great that it’s as if they really were.

Why People Are Often Misled to Believe They Are Infertile

Before discussing the impact on a couple of being inappropriately labeled “infertile,” let’s look at why people are often misled in the first place. (For most of the points below, I will use the Day 14 myth as a point of reference.)

1. Infertility is assumed if pregnancy has not occurred within a year.

If a couple has been unable to get pregnant after a year of unprotected intercourse, the standard wisdom is to assume that there is probably a fertility issue, when in reality there may be no medical issue whatsoever.

2. Irregular cycles are assumed to be potentially problematic.

The belief that normal cycles are 28 days and ovulation occurs on Day 14 is so entrenched in the medical profession that when a woman’s cycles vary from that standard, the variation is often presumed to be a potential concern. “Irregular” cycles are seen as problematic in part because gynecologists often need to time fertility tests and procedures around when the egg was released. But if a woman is taught how to identify approaching ovulation to time intercourse appropriately, it’s irrelevant whether she ovulates on Day 14, 19, or 21. (Of course, if your cycle lengths vary dramatically, or are longer than about 38 days, it’s often an indication of a true hormonal disorder that warrants being checked by a doctor. see Medical Causes of Anovulation or Irregular Cycles.)

               One of my clients was clearly depressed when she first called me, because it had been over a year since she and her husband had started trying to get pregnant. She mentioned that she thought the reason she may not be getting pregnant was because her cycles were not a “normal” length. I learned that they were about 33 days, a normal period of time, but certainly longer than the proverbial 28 days. She went on to say that her husband got so frustrated with their apparent infertility that they would have intercourse only up to Day 14, then stop until the next cycle. No wonder they weren’t getting pregnant! If a woman has long cycles, by definition she ovulates later. Within a month of taking my fertility seminar, the couple got pregnant.

3. Many doctors overlook the most obvious solutions.

Physicians are trained to identify disease and illness, often by diagnosing and treating with high-tech procedures. The result is that the most obvious solutions are often overlooked. A good example of this is the relationship between frequency of intercourse and pregnancy. A couple may have sex twice a week for a year and wonder why they have not gotten pregnant. A doctor may proceed with a fertility workup (including invasive and potentially painful tests) on the assumption that the couple may have a fertility problem, without considering the most rudimentary question, namely, whether the couple is having intercourse at the right time in the woman’s cycle. It’s quite possible to have intercourse twice a week for a year and still be missing the fertile phase in each cycle, especially if the woman has only a day or so of fertile cervical fluid, or the man’s sperm count is marginal. This is clearly not a fertility problem but an education problem.

This concept of overlooking fundamental principles is exemplified by Abraham Kaplan’s theory, The Law of the Instrument:

Give a small boy a hammer,

and he will find that everything

he encounters needs pounding.

Doctors have a vested interest in using the tools that they have perfected through years of study. It should come as no surprise, then, that infertility specialists initially apply the high-tech tools of the trade. This is very helpful for scores of couples dealing with actual infertility. However, there are many couples for whom the use of these tests and procedures is simply unnecessary. Before any high-tech tests or treatments are employed, the man should have a semen analysis. In addition, the couple should chart the woman’s fertility signs to both identify when she is the most fertile and to determine any possible impediments to achieving pregnancy.

4. Many clinicians tend to focus on basal body temperatures rather than cervical fluid.

Doctors will usually focus on basal body temps to the exclusion of the most important fertility sign for timing intercourse effectively, which is cervical fluid. In fact, physicians may unintentionally create a fertility problem by advising their patients to time intercourse for either the drop or rise in temperature.

This advice is not only misleading, it can actually impede getting pregnant! In short, cervical fluid is the key sign for timing intercourse to get pregnant.

               One of the most glaring examples of a doctor reinforcing the notion of depending on past temps to indicate future fertility took place at, of all places, a conference of the infertility organization RESOLVE. The doctor’s keynote address was about all the myths surrounding fertility. She was making the correct point that basal body temps only indicate fertility after it’s too late, after ovulation has already occurred. While sitting in the audience, I remember thinking how gratifying it was to finally hear a physician stress the point that temps are ineffective for timing intercourse. Imagine my surprise, then, when she continued: “Therefore, to predict impending fertility, you must look back at your previous thermal shifts to predict your upcoming fertile time.”

                       I was stunned. Here she was, reinforcing the idea of looking at past cycles to predict future fertility, without so much as mentioning the most important fertility sign for getting pregnant: cervical fluid. The irony of the moment would have been amusing if it wasn’t such blatantly bad advice, and addressed to such a vulnerable group of people.

The reason temps don’t help determine the best time to achieve pregnancy is that by the time the temperatures shift up, the egg is typically already dead and gone. However, the temperature is still very useful in terms of determining several facts about the woman’s cycle, including: 1) whether she is ovulating at all, 2) whether the second phase of her cycle (from ovulation until her period) is long enough for the egg to implant in her uterus, and 3) whether she has conceived in that particular cycle.

5. Many fertility tests are timed inappropriately (or simply performed unnecessarily).

If infertility is suspected, doctors may perform a postcoital test to determine if the man’s sperm are swimming freely in the woman’s cervical fluid. For this test, the couple has intercourse, then the woman visits the clinic within several hours. A few drops of semen are removed from her vagina and examined under a microscope to determine if sperm are alive and moving in the fluid. The purpose is basically to determine two facts: whether the woman’s cervical fluid is conducive to sperm viability, and whether her partner’s own sperm will survive in it.

One of the most common mistakes made is in the procedure’s timing. Many doctors continue to perform it around Day 14 of the woman’s cycle, regardless of when she actually ovulates. Unless the woman does ovulate close to that day, the test is usually invalid, and leads many couples to believe they have a fertility problem when they actually don’t.

               I will never forget a lecture I gave to a group of nurse practitioners experienced in infertility treatment. As I explained that tests are useless if performed at the wrong time in a woman’s cycle (for numerous women, Day 14 is simply too early), I could feel the anger build. Finally, one nurse blurted out sarcastically: “And just who do you expect us to refer our patients to for postcoitals where they will be willing to test them based on the woman’s cycle rather than the availability of the staff?” All I could think of at that point was that I was not there to tell them what they wanted to hear, but rather what works.

There are certain medical events over which we simply have no control. Childbirth does not occur merely between the hours of 9 to 5, Monday through Friday. Certainly trauma is treated when it happens, not just when the clinic is open. To the extent possible, a woman’s ovulation should be no different.

A test is useful only if it’s both reliable and valid. In the case of the postcoital test, the only information to be obtained from performing it on Day 14 on a woman who ovulates on Day 20, for example, is to prove that Fertility Awareness can also be effectively used as a method of birth control! Sperm die within a few hours of intercourse when a woman is not in her fertile phase, and that phase is only the few days surrounding ovulation. If performed at any other time, the test is useless.

Another frequently mistimed test is the endometrial biopsy, which involves removing a small segment of the uterine lining close to the estimated time of menstruation. This is done in order to determine if the woman is ovulating and producing a suitable lining for implantation. But here too, practitioners will often simply assume a Day 14 ovulation, whether this really occurred or not, and thus the procedure’s accuracy and relevance are questionable. (Had ovulation actually taken place on Day 21, for example, one would expect both endometrial development and the next period to be a week behind.) Clearly, women undergoing these procedures deserve useful information, which is possible only if they are appropriately timed.

Finally, some tests are performed well before it’s appropriate to do so, especially given how painful and intrusive they can be. For example, the hysterosalpingogram (HSG) is a dye test used to determine if the woman’s fallopian tubes are open. It’s actually quite revealing, but given its potential discomfort and cost, it should be performed only after it has been determined that possible ovulatory and cervical fluid problems have been ruled out. And, needless to say, it’s completely useless if the fertility problem is determined in fact to be due to miscarriages. Charting would have revealed all of these problems.

6. Women are often needlessly prescribed an ovulatory drug such as Clomid (clomiphene citrate).

If a couple is presumed to be infertile, the woman is often put on an ovulatory drug whether or not she is actually ovulating. Its purpose is to stimulate egg development in the ovaries. But what the couple is often not told is that it has a paradoxical side effect: it can dry up the very cervical fluid that is vital for sperm transport through the cervix. So, while this potent medication is given to increase a woman’s fertility, it can, ironically, act to prevent a pregnancy. (Sometimes, the only way to remedy this problem is through intrauterine insemination, where the sperm is deposited directly in the uterus, bypassing the cervix altogether.) I have had many clients achieve a pregnancy specifically after discontinuing Clomid.

This is not to suggest that Clomid does not have a role in infertility treatment. Certainly many women do get pregnant by using it, and indeed, it may be possible to alleviate some of the side effects. The one benefit of Clomid for women who already ovulate is to increase the luteal phase, the postovulatory phase. However, the use of Clomid should be an informed decision, rather than a routine first step. Women should ask their doctors why they think a prescription would be beneficial in their particular case, especially if they already know from charting that they are ovulating normally.

7. The commonly used ovulation predictor kits can be misleading.

With the advent of ovulation predictor kits so readily available in drugstores, many women are led to believe they have a fertility problem if the kits do not show the expected color surge indicating ovulation is about to occur. But even if the kits do show a color surge, it does not necessarily mean the woman is fertile. The reasons they can be misleading are all discussed on For more click here.

8. Women are often led to believe they are not getting pregnant, when they are actually having miscarriages.

There is a huge difference between a woman who has never achieved a pregnancy and one who gets pregnant but then miscarries. I do not mean to imply that women who continually miscarry do not have a fertility problem. However, the diagnostic steps taken for the two women should be dramatically different.

Miscarriages can be difficult to diagnose, since they often happen so early in the woman’s cycle. They may be mistaken for nothing more than a menstrual period. But a woman trained in Fertility Awareness knows that she needs a phase of at least 10 days from ovulation to menstruation for implantation to later occur, and that 18 consecutive high temps after ovulation almost always indicates a pregnancy. She would therefore be able to determine with a high degree of accuracy whether or not she was indeed pregnant before she bled. But since most women are not taught how to take control of their cycles, they are unable to interpret what is occurring in their bodies. Thus, they may needlessly subject themselves to painful and invasive diagnostic procedures to rule out an infertility problem that may not exist.

               My client Kisha thought she might finally be pregnant because she had taken my class and knew that 18 high temps most likely indicated a pregnancy. Upon hearing from her, I suggested she come in to the clinic to get a blood test to confirm it. Sure enough, she was pregnant. In fact, she had conceived so early in her cycle (about Day 11) that by the time 18 high temps had been recorded, she was only on Day 29, not a day that most women typically associate with pregnancy! But she knew she was pregnant earlier than most women would know because she had educated herself through Fertility Awareness. Unfortunately, within a few days of her positive test, she had a miscarriage. Although it was sad that this happened, the fact that she conceived was nevertheless very helpful in terms of what it told her about her fertility at the time:

                      a.  She was ovulating.

                      b.  Her fallopian tubes were open.

                      c.  Her cervical fluid was suitable for sperm penetration.

                      d.  Her partner’s sperm count was fine.

                        What Kisha learned from this experience is that she had undoubtedly been having other miscarriages while trying to get pregnant, but would never have known had she not learned how to identify pregnancy through charting. FAM taught her that her problem may have been related to a shortened phase of progesterone in the second part of her cycle (the luteal phase). Rather than start the infertility workup from square one, with all of the inherently intrusive tests, she was able to show her charts to her doctor and immediately address the problem. Several months later, after being treated for a short luteal phase, she got pregnant and carried her baby daughter to term.

The Infertility Diagnosis: Staying in Control

As you can see, there are a number of reasons people are led to believe they are infertile when they actually may not be. The physical and emotional ramifications of this misdiagnosis are far-reaching and hard to overstate. The cost of infertility diagnosis and treatment is not covered by most insurance companies. Many couples struggling with infertility feel that it’s grossly unfair to have years of their insurance fees cover the maternity care of other couples, only to have their own infertility treatment not included. The cost of even a minimal infertility workup can be thousands of dollars, and a comprehensive workup including treatment can amount to tens of thousands of dollars, usually out of pocket. It’s especially disheartening that these exorbitant costs are so often unnecessary.

While men feel the impact to a certain extent, the woman is usually the partner most affected by the whole process. Because a woman’s fertility is integrally related to her menstrual cycle, she must visit the doctor several times a cycle to determine potential fertility problems. Since doctors’ offices are rarely open at night or on weekends, many must make arrangements to miss work numerous times or, in some cases, quit their jobs, in order to pursue fertility diagnosis and treatment.

As you’ve read, many of the diagnostic tests are quite uncomfortable or even painful. Even worse, they are often mistimed and simply not needed. But by charting their three primary fertility signs, women can inform their doctors of numerous facts about their fertility, which can quickly narrow the range of possible diagnoses. In so doing, they can help exclude those procedures that would serve no purpose, and help to most appropriately time those tests that could reveal valuable information.

Indeed, imagine how much more confident a woman would feel if she could say to her physician:

Hi, Dr. Smith. Yes, I am basically fine, thank you. But I do have a couple of concerns I wanted to discuss with you. I practice Fertility Awareness and have noticed that my luteal phase is a little short. We plan to get pregnant this spring and would like to try to lengthen it to avoid risking a miscarriage. What would you suggest?

In other words, women and couples can become active participants in their health care. By charting, couples facing fertility issues can reduce their feelings of vulnerability, and most important, increase their chances of pregnancy, whether medical intervention is required or not.

Knowing When: Identifying the Date If Conception Occurs

Interestingly enough, some clinicians may inadvertently lead couples who have gotten pregnant to believe there is a problem when there is not. Once again, it all reverts back to the erroneous assumption that women usually have 28-day cycles and ovulate on Day 14.

Dana was a 25-year-old woman who had recently come off the pill, so her cycles had not yet returned to normal. Because she and her husband wanted to get pregnant, they practiced Fertility Awareness to determine her fertile phase. After she became pregnant, her doctor asked her the date of her last menstrual period to apply the standard pregnancy wheel (shown on A Typical Pregnancy Wheel in the color insert). Dana mentioned that the pregnancy wheel would be inaccurate in her particular case since it assumes ovulation on Day 14. She explained that she practiced FAM and knew that she didn’t ovulate until about Day 37, so it would inaccurately predict her due date a full three weeks earlier than it really should be.

You can imagine Dana’s surprise when the doctor not only did not give credence to her charts, but also expressed great concern when his pelvic exam revealed that the fetus was “extremely small for dates.” Had she not been practicing Fertility Awareness, she would have undoubtedly been distressed to be told that there was something wrong with her fetus, all because he was estimating her date of conception on the average woman’s day of ovulation, rather than on her own cycle. As if that wasn’t enough, he even red-flagged her chart with a “medical alert” tag, indicating that her pregnancy was high-risk and needed to be carefully monitored!

Although the use of ultrasound would eliminate this confusion, there are many women who would prefer to avoid such procedures, but regardless, pregnancy wheels should not be considered definitive. Indeed, such miscalculations can lead and have led to the induced labor of many a premature baby.
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How often have you felt a sudden sharp pain in your side, noticed spotting at odd times, or even felt a breast lump that caused you to panic? While all of these experiences may seem confusing, they can be normal occurrences if they take place at the appropriate time in your cycle.

The benefits of charting extend far beyond knowing when a woman can and cannot get pregnant. There are many gynecological conditions that can be identified through observing your fertility signs. Women who chart can determine whether they are experiencing something normal for them or something that might be a true gynecological problem, such as a vaginal or urinary tract infection or cervical anomaly. Those who chart are so aware of what is normal for themselves that they can help their clinician determine irregularities based on their individual symptoms rather than on the average woman’s symptoms.

This awareness has tremendous advantages, as seen in the classic example of women who have occasional midcycle spotting, which is usually harmless and often referred to as “ovulatory bleeding.” But because spotting can be an indication of other potentially serious problems (such as cervical cancer), clinicians often feel obligated to pursue unnecessary testing, needlessly worrying and inconveniencing their patients. A woman who charts would know whether this type of bleeding is normal for her, and thus wouldn’t seek medical attention unless she felt she really needed it.

Of course, certain unpleasant medical procedures will always be necessary. Most women would say that an annual pelvic exam is hardly their idea of a good time. The average woman would probably rather be scrubbing a toilet than lying on the exam table, her legs in stirrups, trying to maintain a semblance of dignity. Especially when the doctor walks in, smiling and acting as if there’s nothing the least bit awkward about her lying there stark naked under a skimpy paper gown.

And what is the first thing that physicians say when they sit down at the foot of the exam table? “Scoot down, please.” It’s hardly a coincidence that doctors must always request that of their patients. After all, how many women of their own volition would choose to have their derriere hanging off the table if they didn’t have to?!

Now, granted, no amount of fertility consciousness will free you from this unpleasant experience. But taking responsibility for your own health care will at least give you some integrity and a sense of control often lost in a typical office visit. Charting the menstrual cycle allows a woman and her health care practitioner to work together as a team, with the patient contributing to her own well-being. In addition, FAM will put you so in tune with the normal occurrences of your cycle that it will greatly reduce the number of times you feel a need to consult with your doctor in the first place. For example, how many times have you gone to your gynecologist complaining of an infection only to be assured you were fine? As you know, information about women’s fertility signs is not typically taught in school; therefore, many girls and young women grow up thinking they are unhealthy or even dirty. What they really are is simply uninformed.

So That’s What It Is!

There is nothing more confusing than sitting in the library studying for finals in your master’s program when you feel a sudden, slippery, wet sensation (and you know that physics has never excited you that much). So, what’s going on? You run to the bathroom, thinking you may have started your period, only to find no blood on your underwear. In reality, you are no doubt experiencing what is commonly referred to as “eggwhite quality” cervical fluid, an extremely slippery and fertile secretion that is released as you approach ovulation. As you will learn, such secretions are healthy, and most important, they’re predictable.

The first time Barbara ever noticed fertile cervical fluid as a young teenager, she was horrified. She couldn’t imagine what was hanging from her vagina when she went to urinate. The only thing she could think to do in order to remove it was wad up balls of toilet paper and hurl them at this seemingly foreign blob. Barbara grew up to become a FAM instructor!

Many women today refuse to remain ignorant. They are beginning to actively participate in all facets of their health care, enhancing their understanding of their fertility in the process. FAM gives women these opportunities. Most women are thrilled with the sense of control they feel after spending just a couple of minutes a day charting their cycle, cherishing the privilege of finally understanding their bodies.

Fertility Awareness as Basic Education

To be sure, Fertility Awareness is not the best choice of birth control for all women. Indeed, given the realities of AIDS and other sexually transmitted infections (STIs), FAM as contraception is recommended only for monogamous couples with the maturity and discipline to follow the method correctly. However, even if a woman never uses it for contraceptive purposes, this book will clearly show that the biological principles that form the foundation for FAM should be part of every woman’s basic education. If this came to pass, women would be far less dependent on doctors for answers that should be a part of their own fundamental knowledge and understanding.

Alicia, one of my clients, had been charting her cycles for several years when she volunteered to be a control for an ultrasound study in abnormal ovulation. Over five months, her ovaries were monitored to determine if she was releasing an egg. Every time she went in, she would announce confidently that she was about to ovulate, and as usual the technician would raise her eyebrows in surprise. “Oh, really?” she would say. She would then check the monitor and say, “Oh, it looks like you’re about to ovulate.” “I know, that’s what I just told you.” And sure enough, the following day, Alicia would indeed ovulate.

When she returned the next day, she would say, “By the way, I think you’ll find that I’ve already ovulated.” “Oh, really?” the technician would say, scratching her head. She would then check the monitor and say, “Oh, it looks like you already ovulated.” “I know, that’s what I just told you,” Alicia would reply, feeling a real sense of confidence about her ability to interpret her fertility signs.

Given the few pages you’ve read so far, you may be starting to question why Fertility Awareness is not routinely taught as early as high school. And when you are done reading this book, you too will undoubtedly have the same reaction that so many women have upon learning this vital information: “How is it possible that I have gotten to this age without knowing such practical information about my own body?”

So let me ask you a seemingly off-the-wall question: What is the definition of “literate”? If you answered something to the effect of “being well versed in literature or creative writing” you wouldn’t be wrong, of course. But many dictionaries list “to be educated” as the first definition. I, for one, love the idea of being literate, especially in the context of body-literacy—being able to read my own body to tell me the crucial information I need to take control of my reproductive and general health.

Indeed, it’s worth noting that renowned scientist Dr. Carl Djerassi, often honored as the father of the pill, acknowledged that women should be privy to such basic biological occurrences. “Eventually,” he wrote, “many a woman in our affluent society may conclude that the determination of when and whether she is ovulating should be a routine item of personal health information to which she is entitled as a matter of course.”
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There’s More to Your Reproductive Anatomy Than Your Vagina


What woman doesn’t remember awkwardly gathering with other fifth-grade girls to learn about the mysteries of their bodies and the fascinating world of sanitary napkins they were soon to embark upon? The funny thing is, when all was said and done, most of us came away from the uninspired instruction with hardly a clue as to what was really about to happen to us. We proceeded to grow up with the menstrual cycle still cloaked in mystery, the subject of numerous myths.

We were all led to believe that the main event of every cycle was menstruation, and the primary lesson was proper tampon and sanitary pad etiquette. I can still remember giggling in the corner with my friends as we whispered the joke that was pathetically transformed from one of Stevie Wonder’s most popular songs: “What’s all right, uptight, and outta sight?” Tampons, of course. We were so mature now. We fifth-graders could joke about these sorts of things—things the fourth-graders surely would just not get. We were so cool.

So it should come as no surprise that after spending hours in the “feminine hygiene” aisle of the drugstore, most of us find that we still know basically nothing about our bodies, but can tell you pretty much anything you ever wanted to know about mini- versus maxipads, napkins with wings versus those with super-duper adhesive strips, extra-wide versus extra-long panty shields, and super-absorbent versus regular tampons.

This is where Fertility Awareness comes in. It’s about so much more than merely understanding female hygiene and menstruation. At its core it’s a philosophy of taking control of, understanding, and demystifying the menstrual cycle and all its effects on you. This is because sexuality, fertility, childbirth, and menopause are all facets of being female, and charting is the edifying window into these aspects of a woman’s life. The self-knowledge available from Fertility Awareness is a valuable resource for all kinds of personal decision-making. Perhaps most important, it encourages women to value and trust knowledge provided by their own bodies.

Gynecologists are experts in women’s physiology, so it only makes sense that women tend to turn to doctors rather than themselves to interpret their bodies. Reliance on physicians would be understandable if the knowledge doctors possessed about women’s cycles was incomprehensible to the general public. But this is basic fertility, not brain surgery. In reality this information is quite simple, and not the mystery so many people believe it is.

To understand your cycle, though, you should first have a general knowledge of human reproductive biology. The following pages should familiarize you with both female and male anatomy.
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Do you realize that a part of every single one of us resided inside our maternal grandmother’s uterus, even before our own mothers were born? Unlike male fetuses, which contain no sperm, female fetuses already possess all the eggs that the newborn child will ever have. What that means, practically speaking, is that when your mother was just a fetus inside her mother, she already had developed all of her eggs, and one of them eventually became you! And if one day you are lucky enough to get pregnant with a girl, imagine being able to look down at your belly and ponder the fact that you are carrying a physical part of your future grandchildren inside of you. (see Where do I come from? on the last page of the color insert.)

One of the major differences between male and female anatomy pertains to when the sex cells (or gametes) are developed. As mentioned above, girls are born with all the eggs they will ever have. The eggs start to mature and be released at puberty, continuing usually to expel one egg per cycle until menopause. Boys, on the other hand, don’t develop sperm until adolescence, but then continually produce sperm every day until they die. The box below reflects the three major differences between male and female fertility.
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The Woman’s internal reproductive organs. Note that for most women, the uterus typically tilts forward.
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Uterus: The womb. A hollow, muscular, pear-shaped organ (about the size of a small lemon) that builds up and releases a blood-rich lining every cycle and acts as an “incubator” for the developing fetus if conception occurs. In most women, the uterus curves forward.

Vagina: The elastic 4- to 6-inch-long muscular passage between the vulva and cervix through which menstrual blood flows from the uterus. During sexual arousal, the vagina expands to receive the penis during intercourse and stretches to become the birth canal during childbirth.

Fallopian tubes: The 4- to 5-inch-long narrow tubes in which fertilization occurs, and through which the fertilized egg is transported from the ovary to the uterus. The fringed end is called the fimbria.

Ova (ovum): Granule-sized eggs stored in the ovaries, only one of which is usually released each cycle. The ovulated ova may unite with sperm during fertilization to form the eventual fetus.

Ovaries: Two almond-sized primary sex glands that contain up to a million immature eggs at birth. Each egg (or ovum) is surrounded by a group of cells called a follicle. These follicles produce estrogen and progesterone during the reproductive years.

Endometrium: Lining of the uterus that builds up in preparation for a potential pregnancy and is shed every cycle in the form of menstruation.

Cervix: The lower opening of the uterus. The only part of the uterus that can be felt protruding into the upper vagina. Lined with channels called cervical crypts that cyclically develop cervical fluid in which sperm thrive.

Cervical os: The small opening of the cervix that becomes larger around ovulation and which expands up to four inches during childbirth to allow the baby to emerge.
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It is amazing how few women really know what their external anatomy looks like. Sadly, most girls are led to believe that they are “dirty down there,” and are therefore reluctant to even examine themselves. Boys, however, are usually socialized to believe that they possess a treasure in which to take pride.

Although the illustration of External Female Reproductive Anatomy on the next page should be self-explanatory, there are several points worth mentioning regarding external anatomy. One thing is that there are probably as many variations in size and shape of vaginal lips as there are women. The six sample drawings in The Spice of Life: Variations in Female Anatomy section of the color insert represent but a tiny fraction of the diversity. The variation between women’s vaginas and vaginal lips merely adds spice and uniqueness.

Aside from the obvious external differences between men and women, they also differ both sexually and in terms of certain potential physical problems. Women, for example, tend to be more prone to urinary tract infections (UTIs). This is because a woman’s urethra is shorter, so bacteria have less distance to travel from its opening to the bladder. In addition, its location so close to the anus makes it more vulnerable to external bacteria, while its location so close to the vagina can lead to occasional irritation during intercourse. Finally, a contraceptive diaphragm can obstruct the flow of urine by pressing against the urethra, creating a perfect medium for bacterial growth.

In addition to UTIs, women may develop occasional vaginal infections due to the delicate pH balance in the vagina. As you know, discharge from infections should not to be confused with healthy cervical fluid, which women usually produce every cycle around ovulation. (True vaginal infections are discussed in Chapter 18.)

Differences in anatomy affect the way men and women experience sexuality. This seems obvious on the surface, but there are so many subtle distinctions in this area that I have devoted much of Chapter 20 to discussing it. Still, one difference is certainly worth mentioning in this context: orgasms.

Women do not achieve orgasms the way men do. They’re simply not built the same. A man’s most sensitive nerves are just below the tip of the penis, which is the part most stimulated during sexual intercourse. It should come as no surprise that men achieve orgasm fairly easily due to the physical nature of intercourse.

Why do women not achieve orgasms during intercourse the same way men do? The answer is straightforward. The most sensitive sexual nerves in women are in the clitoris, which is outside and above the vagina. So, during traditional intercourse (with the couple face-to-face in the missionary position), while the man is having a grand ol’ time, the woman may be compiling a grocery list for dinner that night.
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It’s not that the sensation of intercourse isn’t wonderful for most women. And for the lucky 25% or so who can achieve orgasms from intercourse, the experience can be fantastic. But the point is that women are built differently than men, plain and simple.

The most graphic way to explain this is by illustrating how a human being develops while in the uterus. Before a fetus evolves into a boy or girl, the exact same cells that would become the tip of the penis in the boy become the clitoris in the girl. And the same cells that would become the scrotum in the boy become the vulva in the girl. Perhaps the best way to help men understand women’s sexuality would be to ask them whether they would be able to achieve an orgasm from merely being stroked on the scrotum. Who knows? Maybe, maybe not. Or maybe after, say, two hours! Yet high expectations cause men and women alike to get frustrated when women don’t have orgasms as readily as men do.
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How embryonic development determines pleasure during intercourse. The clitoris and the tip of the penis evolve from the same sensitive cells. The vulva and the scrotum evolve from less-sensitive cells. The vagina, however, is comprised of cells of very low sensitivity, and has no analog in the male. Thus, during sexual intercourse, a man’s most sensitive area (the glans) is directly stimulated, while a woman’s (the clitoris) is not.

If you could be a fly on the wall of bedrooms throughout the world, I think you’d be amused to discover how often women blame their partners for “lousy technique,” which prevents them from having orgasms during intercourse. Meanwhile, men blame their partners for not being responsive enough to automatically have orgasms. Needless to say, this often leads to conflict between the genders.

Sex between men and women can be extremely sensual and gratifying if both partners learn about each other’s bodies and needs. Satisfying your partner means taking the time to ask questions and being willing to be vulnerable. Chapter 20 further discusses how to enrich your sex life by charting.
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Jamie leads a charmed life out in the country with her husband and three-year-old. The adorable little boy loves to run around naked in the warm sun. One beautiful spring day, as my friend Mikaela was sitting out on Jamie’s patio sipping iced tea and chatting with her, little Theo ran over, pointed down, and innocently asked, “Mom, this little guy at the end of my penis—is it my brain?” As Mikaela tells it, the reaction on his mother’s face seemed to say “No, honey, but when you get older, it might as well be.”

Have you ever noticed that bald men usually have hairy chests? Long before I became a fertility educator, I knew there must be some association. Well, it has to do with testosterone, the hormone responsible for the development of male sex traits. Although the exact mechanism is not fully understood, there is a paradoxical correlation between a higher amount of testosterone and being hairy-chested and bald.

Of course, testosterone is also related to fertility, since it’s responsible for sperm production. But so often when we think of fertility, the tendency is to think only of women. After all, they are the ones who have menstrual cycles and ultimately bear children. Yet if it weren’t for the minor detail of men’s sperm, women would obviously never get pregnant. In addition, whenever there is a fertility problem with a couple, it’s as likely to be due to the man as to the woman.

As you have seen from the last few pages, there are significant differences between men’s and women’s fertility and sexuality. Interestingly, there are also distinct similarities between male and female reproductive anatomy. Just as women develop eggs in their ovaries, men produce the male counterpart, sperm, in their testes. And just as the woman’s egg is drawn into the fallopian tube, a man’s sperm travels through a tube called the vas deferens. Finally, the woman’s uterus and the man’s prostate, both in approximately the same location, produce nutrients for the egg and sperm, respectively.
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It is no coincidence that men’s testes are situated outside their bodies, since the sperm require conditions 3 to 4 degrees below normal body temperature to develop. Apparently, that design works quite well, because most men produce 100 to 300 million sperm a day! To ensure that the testicles remain cool, the scrotum that surrounds the testes thickens and thins in response to the external temperature. For example, if a man jumps into a cold lake, the scrotum contracts, becoming very thick and pulling the testes against his body. But if he takes a hot shower, the scrotum thins out, allowing the testes to drop down. In this way, the body maintains a steady testicular temperature in various thermal conditions.

Even though sperm are produced on a daily basis, the production of an individual sperm can take about 72 days to complete. They begin their reproductive journey inside the long, thin seminiferous tubules in the testes before going into “cold storage” in the epididymis, a series of 20-foot-long tightly coiled tubes that act as a school for sperm to perfect their swimming technique. It takes them anywhere from about 2 to 12 days to pass through the epididymis.

Before ejaculation, the Cowper’s gland releases a slippery, clear fluid designed to facilitate sperm survival and neutralize the acidity of the urethra. People often confuse these few drops of “leaking” with a man’s inability to control his ejaculation. In reality, it is an absolutely healthy and necessary sexual function. But the pre-ejaculate may contain live sperm, which is why “withdrawal” is not recommended for birth control (though, in fact, it is far more effective than risking completely unprotected intercourse!). At ejaculation itself, the prostate and seminal vesicles supply the nutrient-rich fluid in which sperm travel. One of the reasons it takes a while for men to be able to ejaculate again is that the seminal vesicle and prostate need time to manufacture more seminal fluid.

While we are on the subject of what men emit during ejaculation, you can rest assured that one of the things they do not emit is urine! One of the reasons it’s difficult for a man to urinate when he is sexually aroused is that a muscular sphincter closes the opening of the bladder, preventing him from urinating and ejaculating simultaneously. So, women around the world can breathe a collective sigh of relief.

What does happen at ejaculation is that the sperm travel from the epididymis through the vas deferens and out the urethra. On the way, the fluid from the seminal vesicles also enters the vas deferens and mixes with the sperm. The seminal vesicles are two saclike structures that produce part of the seminal fluid in which the sperm travels. The other source of fluid for semen comes from the prostate gland.*

When a man ejaculates inside a woman, the length of time the sperm can survive is directly related to where the woman is in her cycle. If a woman is nowhere near ovulation, and is therefore not fertile, the sperm won’t survive more than several hours. However, if she is approaching ovulation, and has wet-quality cervical fluid, sperm can live up to five days. This is discussed in greater detail later.

The initial gelatin-like consistency of the semen acts to prevent early leakage out of the vagina, while sugar within the gel provides instant energy for sperm motility. But once it has served this purpose, the gel tends to melt and leak out in the ensuing hours, much to the chagrin of countless women, no doubt.

Sperm comprise a surprisingly small fraction of the semen itself. The composition of semen is approximately as follows:









	   
	Fluid from the seminal vesicles:  
	65%



	   
	Fluid from the prostate gland:  
	30%



	   
	Sperm and testicular fluid:  
	  5%





Portions of the following list should shed light on why it is that many women who are trying to avoid pregnancy have good reason to be cautious:








	Number of sperm produced per day:  
	100–300 million



	Typical number of sperm per ejaculate (2–6 ml):  
	100–500 million



	Typical number of sperm per milliliter:  
	20–200 million



	Number of days sperm can live in fertile cervical fluid:  
	5 days





The good news is that with a method like FAM, women wanting to avoid pregnancy need not concern themselves with whether men produce one or ten million sperm per hour. The point is that once women determine when in their cycle they are not fertile themselves, it doesn’t matter how many sperm the man produces. If there is no egg about to be released, there is no physiological way a pregnancy can occur.
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MALE REPRODUCTIVE ANATOMY

Bladder: The muscular reservoir that stores
urine before being released during urination.

Prostate gland: A walnut-sized gland that pro-
duces a thin, milky fluid which acts to nourish
sperm and provide part of the substance that
forms semen. Surrounds the junction of the vas
deferens and the urethra.

Cowper’s gland: Two pea-sized glands that
produce a clear, lubricating fluid designed to
provide nutrients for sperm survival. It also
helps to neutralize the acidity of any urine re-
maining in the urethra.

Vas deferens: A pair of approximately 15-inch-
long tubes that carry sperm to the seminal vesi-
cles. The inner channel is as thin as a hair.

Penis: The male organ through which urine
and semen are emitted. Becomes erect during
sexual arousal, facilitating intercourse.

Urethra: The narrow 8-inch tube that can
carry either urine or semen through the penis
and out of the body.

Testes (testicles): The pair of oval-shaped sex
glands that produce testosterone and an average
of 200 million sperm daily. The left testes usu-
ally hangs lower than the right.

Seminiferous tubules: Microscopic tubes in
the testes in which sperm are produced.

Scrotum: The loose, thin skin pouch surround-
ing the testicles, which thins out and contracts
in response to external temperatures.

Seminal vesicles: Saclike structures that pro-
duce a nourishing substance for sperm and
form about 65% of the seminal fluid in which

sperm travel.

Epididymis: A 20-foot-long series of ultra-thin,
tightly coiled tubes that mature and store young
sperm cells. Takes about 2 to 12 days for sperm
to pass through, during which time they develop
swimming ability and attain fertilization capabil-
ity. Together the epididymis and vas deferens
store about 700 million sperm at a time.
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CROSS-SECTION OF THE UTERUS

Uterus: The womb. A hollow, muscular, pear-
shaped organ (about the size of a small lemon)
that builds up and releases a blood-rich lining
every cycle and acts as an “incubator” for the
developing fetus if conception occurs. In most
‘women, the uterus curves forward.

Vagina: The elastic 4- to 6-inch-long muscular

Fallopian tubes: The 4- to 5-inch-long narrow
tubes in which fertilization occurs, and through
which the fertilized egg is transported from the
ovary to the uterus. The fringed end is called
the fimbria.

Ova  (ovum): Granule-
) sized eggs stored in the
|\ ovaries, only one of
which is usually released
each cycle. The ovu-
lated ova may unite with
sperm  during fertiliza-
tion to form the eventual
fetus.

Ovaries: Two almond-sized primary sex glands
that contain up to a million immature eggs at
birth. Each egg (or ovum) is surrounded by a
group of cells called a follicle. These follicles
produce estrogen and progesterone during the
reproductive years.

Endometrium: Lining of the uterus that builds
up in preparation for a potential pregnancy and
is shed every cycle in the form of menstruation.

Cervix: The lower opening of the uterus. The
only part of the uterus that can be felt protrud-
ing into the upper vagina. Lined with channels
called cervical crypts that cyclically develop cer-
vical fluid in which sperm thrive.

passage between the vulva and cervix through~

which menstrual blood flows from the uterus.
During sexual arousal, the vagina expands to re-
ceive the penis during intercourse and stretches
to become the birth canal during childbirth.

Cervical os: The small opening of the cer-
vix that becomes larger around ovulation and
which expands up to four inches during child-
birth to allow the baby to emerge.
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Vulva: The external female genitalia.

Mons pubis: The soft fleshy tissue beneath the
pubic hair that protects the internal reproduc-
tive organs.

Hood of clitoris: The protective covering of
the clitoris, formed by the joining of the two in-
ner vaginal lips.

Clitoris: The pea-sized organ that becomes
filled with blood during sexual arousal, causing
it to become firm and erect. As the primary site
of orgasm for the majority of women, it is filled
with more sexual nerve endings than any other
part of the body. The female analog to the tip of
the male penis.

Vaginal lips (outer): Soft padding, which con-
tains oil-producing glands and a small amount
of pubic hair.

Vaginal lips (inner): Folds of very soft, sleek
skin. Typically covers the vagina unless the
woman becomes sexually aroused, at which
point the inner lips tend to fill with blood and
blossom out to allow for insertion of the penis.
They may also become full and separate around
ovulation.

Urethra: The narrow tube that carries urine
from the bladder out of the body.

Introitus (Vaginal opening): The outer en-
trance to the vagina. The opening for the release  Bartholin’s glands: Two tiny glands on each
of menstrual blood, as well as cervical fluid. The /'side of the vaginal opening that produce a thin
site through which a baby’s head emerges dur-/ lubricant when a woman becomes sexually
ing childbirth. aroused.

\

Vagina: The elastic and ridged 4- to 6-inch-long ~ Perineum: The membrane between the vaginal
muscular passage between the vulva and cervix, —opening and the anus that remarkably stretches
acting as the channel for the flow of menstrual ~ during childbirth to allow a babys head to
blood, the receptor of the penis during inter- emerge through the vaginal opening.

course and the birth canal during childbirth.
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