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Preface
 

In every edition of our major medical handbook, the IPPF Family 
PlanningHandbookfor Doctors, we have had a chapter discussing 
the various ways of using periodic abstinence as a form of 
contraception. These include the following methods: calendar, basal 
body temperature, cervical mucus and sympto-thermal. Several of 
these methods arc now being used by many couples throughout the 
world with varying degrees of success, and some are being 
promoted quite vigorously. Because of' this renewed interest in this 
type of contraception, we considered that a separate publication on 
the subject was needed: hence this booklet. We hope that it will 
help those doctors and other health workers who have to advise 
men and women on these methods. 

The term 'natural family planning' vi!l not be found in this 
booklet. ;t is not considered that these methods are entirely natural, 
as they require abstinence from sexual intercourse for varying times 
during the menstrual cycle, sometimes for more than half the cycle
days. Some couples possess the extremely high degree of motivation 
needed, but for many the discipline is too difficult to sustain 
continuously, and this is reflected in failure rates of 20-25% found 
in use-effectiveness studies. 

For this reason, the IPeF lnternlional Medical Advisory Panel 
(whose statement on periodic abstinence* can bc found as an 
appendix to this booklet) does not consider pcriodic abstinence an 
equal alternative to other more effective family planning methods. 
However, as the Panel pointed out, there arc a number of benefits 
to be gained from an understanding of' the techniques of identifying 
the fertile phase. In particular, some couples find these methods 
useful for planning a wanted pregnancy, in that they can utilize the 
days around the time of ovulation to try to conceive. This positive 
side of the various methods is brought out in the te-xt. Other 
couples may choose to use barrier methods only during those days 
estimated to be the fertile phase of the woman's cycle. 

As usual with IPPF medical publications, the text of this booklet 
was seen by experts in many parts of the world. Our thanks go to 
all those who have given their time to advise us on the contents. 

*Approved as IPPF Policy by the IPPF Central Council in November 1982. 
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Historical review 

Abstinence from sexual intercourse during part of the menstrual cycle 
has been practised throughout history because of religious observance 
or taboo, or in a haphazard attempt to avoid conception. Periodic 
abstinence to avoid conception based on scientific criteria began only 
in 1929 when Knaus in Austria observed that ovulatio:1 has a fixed 
relationship to the following menstrual period, occurrir.3 approxi­
mat y 14 days before its onset. 25 In 1930 Ogino made a similar 

3observation ;ndependently in Japan. Before that time knowledgc of 
which part of the menstrual cycle was fertile and which infertile was Misinter­
vague and often incorrect. From Hippocrates to the early 20th century pretations
menstruation was commonly associated with ovulation and the most of themenstrual 
fertile part of the cycle was assumed to be that which immediately cycle 
followed menstriation.4 1 Even during the past 20 years, surveys have 
shown that fev "r than half the people interviewed had accurate 
knowledge of the fertile and infertile phases of the cycle. 48 

,7O,71 
The history of periodic abstinen.L: and the Catholic Church is an 

interesting one. St Augustine explicitly condemned it as an un­
acceptable practice for a Christian. 4 1 In the 19th century the Holy 
Office of the Vatican permitted Catholic couples to use periodic Catholic 
abstinence. Paradoxically, the method approved recommended sexual views 
intercourse in the middle of the cycle and abstinence after men­
struation (see above). The Papal encyclicals Casti Conubii and 
Humanae Vitae both approved periodic abstinence, and the Second 
Vatican Council (1962) set the loving aspect of marriage and human 
sexuality on a level with the procreative aspect. Some contemporary 
moral theologians feel that periodic abstinence is morally different 
from other forms of contraception, while others do not believe such a 
distinction tenable or necessary. 
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The basal body temperature 

Although the scientific era of the practice of periodic abstinence began
in 1929, the preceding century had seen a number of relevant scientific 
discoveries. In 1868 Squire reported a fall in body temperature at tile 
time of menstruation, with a rise sometime beforehand. 61 Recog­
nition of the significance of this rise had to wait until 1928, when Van 
de Velde linked it to the activity of the corpus lutieum, and hence to 
ovulation. 65 A number of wcrkers then demonstrated a relationship
between the rise of the basal body temperature and a variety of indices
of ovulation such changes vaginal smears, theas in presence of a 

secretory endometrium, and '.iilence at operation or laparoscopy of 
recent release of an ovum from the ovary. Hartman, " in his classical 
work Science and tMe Safe Period, reviewed the evidence for corre­
lation between nJ less than II indices of ovulation and the rise in basal 
body temperature. The suggestion that this rise could be used to time 
sexual intercourse so as to avoid conception was first made by Fcrin in 
1947. 9 The practical details of this application were worked out by
Holt17 and Marshall, 2 ',29 among others. 

Cervical mucus 

Observations of cyclical changes in cervical mucus, the other much 
used indicator of ovulation, were fii.,t made inl the mid-19th century
by Pouchet 5° and Smith. 5 9 Some two decades later Sims, 58 who 
invented the vaginal speculum bears his name,which reported that 
cervical mucus, depending on its state, could either block or promote 
migration of sperm. Again, hovever, there was a long interval beforethe contraceptive significance of these observations \%as appreciated.
In
n 1933 Seguy and Simonct55 related changes in cervical mucus to

the rise in urinary oestrogen which precedes ovulation. The practical
development, as a contraceptive method, of timing sexual intercourse 
in relation to changes in cervical mucus, w,'as mainly the work of John 
and Evelyn Billings. 3 

Practical developments 

The application of these scientific observations to family planning
behaviour has proceeded in three phases. Initially, using the data 
provided by Ogino and Knaus, calculations were made to try to decide 
when ovulation was likely to occur during the next menstrual cycle.
This meant having a record of past menstrual cycles, usually kept by 



marking a calendar, hence the term 'the calendar method'. As the 
method depends on predicting events in the next menstrual cycle on 

the basis of'experience of past cycles, it can never be free from error, 
although for some women with regular cycles it offers a degree of 
protection. 63 For those with irregular cycles, the long periods of 
abstinence required and tile low degree of reliability provide little 
recommendation for this method. Ithas now been dropped from most 
programmes, although many couples still depend on it. 

The introduction of the basal body temperature (BBT) method 
constituted the second phase, and was a major advance. Irregular 
cycles are no longer a problem as far as recognition of the time of 
ovulation is concerned, for the event is marked by a rise in BBT in 
each cycle. Sexual intercourse after ovulation can therefore take place 
with a high degree of confidence that conception will not occur. 
However, B3T provides no information about the approach of ovula-
tion; hence it is no guide to the timing of' sexual intercourse in the early' 


of the cycle before ovulation. In anovulatory cycles there is noo 
part 
shifIt in temperature (nionophasic chart) and abstinence has to be 
practised continually if the 13BT is the only criterion taken into 
account (see page 20). 

The third phase of' development was the introduction of observa­
tions on cervical mucus. This method offered two improvements. 
What came to be known as 'peak mucus' or the 'peak symptom' was 
shown to be a marker of inninent ovulation.' The changes in nlucus 
before the peak symptom give warning that ovulation is pending and 
so provide guidance about the timing of sexual intercourse in the 
early part of' tihe cycle. Some instructors advocate the use of mucus 

alone in what has been termed the 'cervical mucus method' or, in lie 
version taught by Billings, 'the ovulation method'. The term 'ovula­
tion method' is misleading and is better avoided. It implies that 
ovulation itself' rather than a phenomenon associated with it is being 
observed. 'Cervical MUcus method' is a more accurate description and 
will be used here. 

Other instructors combine observations on cervical mucus (and 
other symptoms in some cases) with recordings of BBT in what is 
generally known as the sympto-therinal method. The term 'rhythm' 
which was originally coined in relation to the calendar method has 
been used in so many senses as to have lost much of its meaning, and 
for this reason should be discarded. 

These developments do not constitute the end of an era. Other 
indicators of the approach of ovulation and its occurrence besides 
BBT and cervical mucus are the subject of active research. 

Foremost among these are changes in hormonal levels. Already 
these arc measured in the laboratory; the task now is to develop 

Calendar 
method 

BBT useful 
only after
ovulation 

Mucus gives 
information
throughout 
cycle
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methods of measurement which can be applied by a woman in a 
'Dip-stick' domestic setting. Methods of measuring urinary hormonal levels

hormone similar to the dip-stick used by diabetic patients to estimate the level of 
measure­

ment sugar in the urine should be feasible and would constitute a major 
advance.
 

Attempts arc being made to measure several substances in the saliva 
to detect ovulation, but so far these have not been successful on ally 
widespread scale.4 7 

It would be useful to be able to measure in a simple manner changes
Cervical in the levels of some enzymes in cervical mucus. These are amino­mucus peptidase, esterase, alkaline phosphatase and lactase dehydrogenase,

enzymes all of which drop at mid-cycle and rise again after ovulation. 3 ' 3 9 

The ultimate goal of research in this field is to find a simple test that 
can be self-administercd and will consistently and accurately predict 
and detect ovulation. 
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Physiology of the menstrual cycle 

The main features of the menstrual cycle are well known and require 
only a brief mention. 

The endometrial cycle 

The onset o" menstruation is so readily recognizable an event that the 
custom has developed of marking it as the first day of a new cycle. 
However, in biological terms it marks the end of a cycle, with the 
shedding of the endometrium which had been prepared to receive the 
fertilized ovum. During the days foliowing menstruation the endo­
metrium regenerates in what is known as the proliferative phase. This 
phase ends at ovulation and is followed by the secretory phase. This 
terminates with the onset of the next menstruation, thus completing 
the cycle (Fig. I). 

1PROLIFERATIVE STAGE SECRETORY STAGE 

Fig. 1. Endolnetrial changes during the menstrual cycle. 

The ovarian cycle 

Corresponding changes occur in the ovary. In the days following 
menstruation a number of follicles ripen in the ovary (follicular 
phase), one of which eventually ruptures and releases an ovum, while 
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the remainder regress (luteal phase). Following ovulaion a corpus
luteun forms at the site of the ruptured follicle. If the ovum is not 
fertilized the corpus luteum begins to degenerate after an interval of 
12-16 days, which acts as a stimulus to the process leading to 
menstruation. 

Hormonal changes 

Cyclical changes in the ovaries, uterus and elsewhere in the body are 
under the influence of hormones. These are produced at two levels, 
the ovary and the pituitary, the latter being controlled by the hypo­
thalamus. It is via the hypothalamus that emotional and environ-

Hormonal mental factors which can affect the menstrual cycle exercise their
control influence. The hypothalamus produces gonadotrophin-releasing
of the

menstrual hormone which passes down the portal vessels to reach the cells of thecycle anterior pituitary, causing the release of the two gonadotrophins, 
follicle-stimulating hormone (FSH) and luteinizing hormone (LH).

During the early part of the menstrual cycle the level of circulating 
FSH is elevated. This causes a number of follicles in the ovary to ripen 
and stimulates the production of the first ovarian hormone, 
oestrogen. Just before ovulation there is a sudden small peak in the 
level of FSH, but this is overshadowed by the much larger peak in the 
level of LH, which is an important trigger of' ovulation (Fig. 2). This 

I \ 
I I 

I/
I

\ 

F.S.H. 

L.H. .. 

0 7 14 21 28 

DAYS 
Fig. 2. Gonadotrophin levels in blood and urine during one 
menstrual cycle. 

surge of LH secures the formation of the corpus luteum following 
ovulation. The corpus luteum secretes the second ovarian hormone, 
progesterone. 

Oestrogen is secreted in increasing amounts in the first part of the 
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cycle, reaching a peak before ovulation. It continues tc be produced 
after ovulation, though in much smaller amounts. It has many effects, 
the most important for the present purpose being: 

(1) it secures the regeneration of the endometriumn in the pro­
liferative phase; 

(2) it causes the cervical mucus to undergo physico-chenical change 
making it more favourable to tile migration of sperm; 

(3) it makes the cervix softer and opens the os; and 
(4) by a feed-back mechanism on the pituitary, it inhibits the 

further secretion of FSH. 
Progesterone is present only at low levels before ovulation, at which 

time the level rises to reach a peak after three or four days. In the clays 
up to the onset of the next menstruation the level then slowly falls if 
fertilization of tile ovum does not take place. Progesterone also has 
many effects, the relevant ones being: 

(I) it produces the secretory changes in the endometrium; 
(2) it causes the cervical mucus to change to a thick, viscid 

substance which is difficult for sperm to penetrate; 
(3) it causes a rise in the basal body temperature; 
(4) it aids the implantation of the fertilized ovum and promotes the 

early stages of its development; 
(5) it exercises a negative feed-back influence on the anterior 

pituitary, similar to that of oestrogen; and 
(6) it suppresses the ripening of further ova.
 
It is clear that the whole cyclical process leading to ovulation is
 

firmly under the control of the hormones oestrogen aad progesterone. 
These hormones affect other phYsiological indicators such as the BBT 
and cervical mucus, which makes it possible to use them to estimate 
the time of ovulation. 

The life of the ovum and sperm 

Information about tile time of ovulation, however precise, would be 
of no value if the ovum after ovulation or sperm after sexual inter­
course wcre to survive indefinitely. Fortunately this is not the case. 
Information obtained from the results of artificial insemination and 
from cycles in which the time of ovulation and of sexual intercourse 
were precisely Known indicates that the ovum can only be fertilized 
during 12 to at most 24 hours after its release from the ovary. 1 3  

Information about the life of human sperm is less satisfactory. This 
is because motility does not necessarily equate with the capacity to 
fertilize, and because environment has a marked influence upon 
survival. Sperm which remain in the highly acid vagina do not survive 

Oestrogenic 
effects 

Progester­
one effects 

Ovum vtable 
for 12-24 
hours 
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for more than a few hours. Those which reach cervical mucus which 
has undergone the changes which precede ovulation survive much 
longer. Present evidence suggests that the average time of survival in a 
favourable environment is three days, but circumstantial evidence 
suggests a longer period of survival in some instances.2 

Silverman et al.5 1 found sperm with some regularity in cervical 
Sperm smears Ip to seven days after sexual imnercourse, but it must be 
survive stressed that the finding of sperm does not mean that they were 
longer capable of fertilizing ova. The evidence from other ';PeCiCs Sug!CSts

than ova o
that sperm retain the capacity to fertilize for only 48 hours;5 ' clinical 
experience suggests that this is too short anl estimate for humans. An 
average survival of three days with a small but significant number of 
sperm surviving longer (e.g. 5-7 days) seems to be more accurate. 

13 



Basal body temperature method 
Progesterone secreted from the corpus luteum following ovulation is 
thermogenic; that is, it raises the basal body temperature by 0.2 to 
0.4'C and keeps it at the higher level until the time of the next 
menstruation. This is the basis of the basal body temperature (BBT) 
method. An ovulatory cycle can be recognized by this temperature 
shift which gives rise to a biphasic curve, with a lower level before and 
a higher level after ovulation (Fig. 3a). In a series of over 1,100 cycles 
from healthy women, 96% of cycles showed a biphasic curve and 2% 
showed the monophasic curve (with no rise in lhe latter hall) mainly 
seen in anovulatory cycles (see page 20). The other 2% had a curve 
that could not be interpreted because of illness or technical faults.2 It 
has been noted that the incidence of monophasic cycles rises with age. 

The shift of temperature takes place abruptly between one day and 

NAME MONTH NUMBER 

DAT 

37.b1 
37.4 _" .C1$ . .372
 

37.2 . .G. . T ' , . . . 
37.1 

36.9 
36.8 

36.4t 

4 .11 124
DAYWYCLE3 " 5 6 7 8 9 10 12 3 4 1 7 21 2 2 3
I 1 2-, . ' . 141: , 1
.2..'13.PERO. p pP lp~pP'D. 1: ' r F[ / i
 

P = Period (bleeding) 

Fig. 3a. Basal body temperature chart ivith acute rise due to 
ovulation demonstrated by the three over six rule. 
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the next in 83% of cycles, slowly over a number of days in 15% (Fig. 
3b) and in a step-like manner in 2% (Fig. 3c). A saw-tooth type of rise 
occurs rarely. 

NAME MONT:' 
 NUMBER 

36.9' ' . . 

37.2136.7. t c i .Basalw .d 

.. b17I' ?526236 S 92 23.2. 38133 1336. 'T J l 
36 2I .I.. . .. . . . . . . . 

36.01 .
 
DAY,CYE 1 2 3 6 B 8 
 '1O 15 11 14 15j16 I 119 2 22 2324 8 2 3jI 3 20 t1 21 2 1 i27 022 33 

P = Period bleeding) 

Fi. 3. Basal body temperature chart with slow rise due to
 
ovulation demonstrated by the three over six rule.
 

NAME 
 MONTH 
 NUMBER
•DT t Il[ l wI­
36.11,I37.6++ t+ + +_j I 

.5 . . .++++-+.37.4+,+-++,+:i +,:+I,++.,,,. ++..,."+
2 '62ERIOeD.,, ! 1 1 I47 '8" '0337.3.+ ,,.. ..,­

i+-!'' '37.2+ + +
3.7 ! t tj ' 
37.0" t . .. , 

,36.9 

36.8. + 
. + + , , , ­

't +t1 
36.3 + , + ; ' +36. - t+ . .4 . . . . . . . : f36.1,c,,,+ ;o , ,t, , , o, ,+, +, , +,+, ,,,+ o ,+ 

P - Period Wbeedingi) 

Fig. 3c. Basal body temperaturechart with step-rise due to 
ovulation demonstratedby the three over six rule. 
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The method of recording 

A pioper recording technique is essential to obtain charts that are easy 
to interpret. It is not difficult, and most wyomen can be taught 
successfully. 

The f'ollowing points are important: 
(1)A special ovulation thermometer, though not essential, is Special 

extremely 	helpful, as the expanded scale (36oC--38cC covering tile ther­
mom eter
whole thernonicter) makes it easy to read. 	 helpful 

(2) The temperature mnst be recorded immediately on waking in 
the morning before getting out of bed or doing anything, including 
drinking a cup of tea or coffee. 

(3) BecausC tile temperature changes according to the timc of (lay, 
the recording should be made as far as possihle at the same time each 
day. 

(4) The temperature may be recorded orally, rectally or vaginally. 
Oral temperature readings satislfactory i!" otit correctly.are carried 
Howevor, rectal or vaginal recordings give more regular charts which 
are eas -r to interpret, but some woinlel may find these sites Site of 
tin pleasa >Ctor distasteful to use. There is a recorded instance of a temperature 
vaginal thermnomet er beigl f'ouind in tile Urinary bladder.4 It is recording 
importaoii to keep to \whaicver site is chosen f0r all tlemperat tlre 
recordings. Although thermometers are ot'tet marked as halt-mintite, 
they shotild be lcft in position for three ilmintes in the case of rectal 
and vaginal recordings and fourtIo five miiites for oral recordings. 

(5) It'the mnercury stops bet\ween two marks, it should be recorded 
as tile ole bclow; for ,xample, if the inercurv stops bet ween 36.7' and 
36.6" itis marked on the chart as 36.60. This is an important 'lfail­
sate' proviso when applying the rtles for rCcogzniing a sign iticai t rise 
of temnperat tire. 

(6) The temperattire should be marked by placing a dot in the 
centre of the appropriaC squna re on a properly designed chart. A Properly 
proper design requires 5 mm sqtiares as a minimuim. Charts employing designed 
oblon gs greaelr illheight tihai widi arei also sal istactory, and may Ccharts 

show a temperature shilt hidden on a chart that is more square (Fig. 
4). Ott all charts the dots are joilled progressively by a continuous line. 

(7), A new chart should be started oa tilehirst day of'menstruation 
so that the time of tile temperature shi'it in relation to ile cycle length 
can be seen at a glance. 

Recognition of the shift 

Accurate recognition of the temperature shift associated with ovu­

16 
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-4 4t37.0 .. . . - - . . 
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- 36.6 4''-i 

o 36.4 1 T:t ! 

36.0 .. 
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, 38.0 
37.9 
37.8 
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' I.,, 

37.7 •" 

I- 37.6 j. 
37.5 . . . . . . 

37.4 .. . ! 4' 1 
37.3 . . 

37.2 

37.1 . .. 

37.0 . 

36.9. .. 

36.7 . . . . 

36.7 . . . . .. .. . 
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36.4 
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Cycle day 

Fig. 4. The same hiphasic temperature curve drawn on three 
different temperature scales with a common time scale" (A) 
horizontal: vertical axes, 0.5:1; (B) 1; and (C) 2:1. 

Source: Spieler, .1. NI. (1981) Self-detection of' ovulation and the fertile period. In 
Research on Fertility & Sterilily, eds. J. Cort&s-Pricto, A. Campos da Paz & 
M. Neves-e-Castro, p. 38. lancaster: NITP Press. 
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lation and the ability to distinguish it with confidence from a rise of 
temperature caused by other events is crucial to the use of the BBT 
method. About 10% of charts can cause difficulty in interpretation, 
but an experienced user may not have difficulty. In order to facilitate 
learning, a number of rules of thumb have been developed, any of Rules of 
which can be applied and vill give an inexperienced person the correct thumb for 

recognitionanswer, removing the need for subjective judgement. 

Three over six rule 

The simplest of the rules which can be applied to a recording on a 
centigrade chart marked wilh 0.1 °C divisions or a Fahrenheit chart 
with 0.2°F divisions is the tlu'e over six rule. 

Rule: As soon as you have recorded three consecutive daily temper­
atures, all of which are above the level of the previous six consecutive 
daily temperatures, excluding temperatures taken on days 1-4 of the 
cycle and any false rises, you are in an infertile phase. 

This rule can be applied graphically as follows: 
As soon as you can place an elongated cross on the chart which 

coincides with the lines of the chart and gives three consecutive daily 
temperatures in the top right-hand segment and six consecutive daily 
temperatures in the bottom left-hand segment, you are in an infertile 
phase. 

This is illustrated in Fig. 3a with an acute shift. It can be applied 
equally to slow and step-like rises (Figs. 3b and 3c). The cross can be 
pencilled in on the chart and erased if it does not fit. Alternatively, a 
cross can be drawn on a transparency which can then be placed over 
the chart to see if the rule of three over six has been fulfilled. If there is 
more than one 'spike' temperature on the chart (see below) it may be 
difficult to interpret. 

Spike temperatures 

Occasionally a chart is interrupted by a spike temperature, a spike 
being defined as a temperature which is usually more than 0.2 0 C 
above its immediate neighbours. A spike may be caused by a mild 
infection, consumption of alcohol the previous night, or by taking the 
temper.tire later than usual, because the temperature is higher by 
about 0.1 'C for each hour later than the usual time of'recording. 51 It 
is pe:rmissible to ignore one spike among the six consecutive temper­
atur-s at the lower levei (Fig. 5). Occasionally the first or second 
reading after six low readings may have risen by more than 0.2°C. 
This should not be confused with a -ike. 
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NAME MONTH NUMBER 

DATE5 '~'F ~FV~ f1 iiiT Jli3,!I-
 , II 
. 37.6 _ 
l 

3743 _ 

37I. 2 3 

37.0 .! ! 

36.91'.t,36.3l l .. 
"" 
. . . . 

l 

37.
P =IP 

36. 4}- -
edIn 

- , 
r;;!!' 

3}6.2 1 , I 

a e a1 T tof 6,7 -OA - I2 111178 lP3 
-- YCE i 1 2 32 , i2 112 21 31 323 

P o Period edovdng dThe tmingoffsxal nterours 
Fig. 5.Basal boy temperaturechar showing applhcation of three 
over six ruledo an acute rise with a preceding spike tedvtepraueabv telve f h r ;iui ha bee recodedsi perature. 
-Thsomast here Lo! 48 bewe ieois miiuf our h 

The timing ofsexual intercourse
 

Sexual intercourse cantake place as soon as the third consecutive dailytemperature above the level of the previous six has been recorded. 

minimum oft 

temperature and commencing sexual intercourse; this interval allows
 

This means thhere is 48 hours between the rise of 

for the life of tie ovumi and f'or tile possible release of a second ovumn. 

This latter evenl. n itOccurs takes place within hours of tane firstovulation. Delayed release of a second ovumi is prevented by the 

progesterone secreted by the corpus lutLeim formed at 
te site of
 
release of the first ovdm. 4
 

Sexual intercourse can Continue until tace onset of the nex men­
stneation. With the BBT method itcannot take place between the first 
day of menstruation and the recording of the third temperature at thehigher level. This involves about 16 days of abstinence in a 28-day 
cycle, but this is Counterbalanced by the high degree of security 
offered by this method. Those who, in order to have more timne for 
sexual intercourse, are prepared to accept a lesser degree or security, 
need to add to the 131T either a calculation from tie calendar (see 
page 33) or preferably observation of cervical mucus (see page 23). 

Some couples use barrier methods or coitus interruptus during the 
first part of the cycle until the infertile days are reached (see page 37). 
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Unusual BBT charts 

Anovulatory cycles occur from time to time in hea!thy women. They 
are more frequent at the beginning and end of reproductive life and 
during lactation. Their presumptive occurrence is indicated by a 
monophasic chart, the shift of'temperature from a lower to a higher 
level being absent (Fig. 6). A wornan is normally in an infertile phase 

NAME MONTH NUMBER 

DATE , I 
. 37.6 

37.4 
1371 . . . . ... . .. . . 

37 2 
37.0 . ...... .. VUL. y . . . . . .. . .. ! 
370 .. . . . . . ....... .... ... ..... 

30.

36.9 

36.3 64'
!...............................
36. ..................... ..
I. .3...-.. . . . .. ..
 
36.56I23B.o . . . .. .. . . ... . . . . ...
 
36.4 
36.. 
 ...............................
 

( 0,AYuCVCLEI 2 3 4 6 1 8 9 TO 11 12 13 14 15 16 17 1 21 22 2324 27 30 3732 335 ,1920 25 26 2421 

OOand=PER - -- ...... . ., . . I- t' 2'29 t I31j3-1 
___ I , 22J4 ;.... 

P = Period (bleeding) 

Fig. 6. Busal /od'vtemperature chart showing absence of shift in an 
anovulatorv cVc/e. 

throtughout an anovulatory cycle, but unfortunately cannot know the 
cycle i., until She has abctainanovulatory the end. to from sexual 
intercourse throughout the cycle if using the BBT method alone. An 
anomaly is that nionophasic charts can sometimes occur with ovula­
tory cycIes. 66 

The temperature may be affected by intercurrent febrile illness. This 
may prevent recognition of the shift of temperature at ovulation, 
though often it can be recognized despite the intercurrent illness 
(Fig. 7). The temperature mny not always be taken under basal 
conditions or at exactly the same time during the day. These factors 
may all make interpretatio; of a chart difficult and inaccurate. 

The cover/ine 

An alternative method' .-cognizing a significant shift in the temper-

Monophasic 
charts 
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ature, indicative of ovulation, is known as the coverlire. The rules for 
this are: 
(1)Ignore the temperatures of the first four days of the cycle and 

any later temperatures which are obviously elevated by an incidental 
disturbance. 

NAME MONTH NUMBER 

1 37.6II 
I 37.5 ,. 

37.4 
-37.3 1r,!

S37.2l 
1 

. 
, 

. l¥ t,' . . . . 

37.0 7 1777 
36.9. .ll '
] 37 r'.............. ," | ...........
 

36., ..
 
36.7 . ~ ,I"/.3 i~~ . . .. .... ..... . .. 


.
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DAY4ICYCtE[ I 2 3 4 5 B I 9 l0 I1 1213 14 I1i 1"11 1920"21"22 23 24 25 20 27'24 29"30!31 3 

................
 

P - Period bleeding) 

Fig. 7. Basal bodY temperature chart marred by influenza but still 
showing an ovulatory rise. 

NAME MONTH NUMBER 

DATE 
• 37.6 I , 

37.4 ­

37.31 T I ' 

, 37.1 ' . . . . - - - - - - - -" - - - ­

36.9 

.6"
 

36.2 .................


UI36.1 . . .. . .. 

36.0 .. .i . . . 1-2 '1- --.... . .. .. . .
 
DAYICY E I 21 3 10,111 12 134 1 5?1 1 , 0 D 320 

P - Period (bleeding) 

Fig. 8. Basal body temperature chart showing ovulatory rise 
determined by use of a 'coverline'. 
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(2) Identify the highest of the remaining temperatures in the pre­
ovulatory phase of the cycle and draw a horizontal line across the 
chart coinciding with the line on the chart immediately above it. 

(3) Ensure there are at least six temperatures below that line. 
(4) Identify the first three tenmperatures above tile line. 
(5) The post-ovulatory infertiie time commences as soon as tile 

third temperature above the line has been recorded (Fig. 8). 
This method is not entirely objective as it involves a subjective 

judgement as to which elevated temperatures can be ignored on the 
grounds that they are thought to be caused by an incidental 
disturbance. 

Volhnan's rule (1977)6" 

The method involves adding up all the temperatures of the previous 
cycle from day six to the end and calculating the average. A line is then 
drawn at that level on the chart of the present cycle. The post­
ovulatory infertile time is taken as beginning on the day after three 
temperatures have been recorded above that average line. 

This clearly involves calculations which \ould deter some users, More com­
particularly refinements of tile rule, such as omitting from the calcu- plicated

calculations 
which are 0.1 or 0.2' Fahrenheit (or the centi­

lation temperatures 
grade equivalent) below tile line. 

Some instructors of tile method consider a rise of temlperattre to be 
significant only if fertile-type cervical mucts is no longer present . 5

2 

This approach is dealt with in tihe section on tie sympto-thermal 
method. 

Conclusion 

Among the various ways of recognizing a significant shift of temupir­
ature, the three over six rule, allowing one spike temperature among 
the six, is probably the easiest to use. 
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Mucus 
changes

during cycle 

The peak 
symptom 

The 'dry 
days' 

Cervical mucus method 

Under the influence of oestrogen and progesterone the mucus secreted 
from the crypts of the cervix indergoes cyclical changes which are 
recognizable at the vaginal entrance (the vulva). These physiological 
changes form the basis of' the cervical mucus method. 

II the usual cycle of around 28 days, during the days immediately 
following mens!ruation the mucus forms a thick, viscid plug which 
occludes the cervix. With no free cervical mucts at this stage, the
vulva has a dry feeling-the 'dry days'. Under the inlf'luence of' tilerising level ot circulating oestrogen the mucus gradually changes, first 

to a thick viscid substance wh. ch begins !o come down tile vagina and 
appear at the vulva, and subsequent ly to a thin, watery, highly
lubricative elastic substance which flows more freely. These changes 
are best developed around the time of ov'ulatioi. The 'peak', which is 
the last day of tile tlin watery elastic mucus, can only be recognized
retrospectively. This has been shown to occur froii three days before 
to two days after ovulation as sugj ;ted by measurement of' hornional 
changes. 3 After ovulation, under tlie influence of progesteroue, tlie 
mucus becomes thick and viscid again. 

Recognition of changes in mucus 

Women may recognize the changes in their cervical mucus by the 
sensations they experience in theii genital area and by the observations 
they make of the mucus. Some women are Unhappy at the idea of 
feeling their own This methodgenital organs. is then unlikely to be 
appropriate for them, unless sensation alone is enough for them to 
recognize changes in the mucus. 

During the days immediately following menstruation a woman may 
be conscious of a positively dry sensation at the vaginal entrance, and 
inspection of a paper tissue, if available, applied to the vulva, bef'ore 
and after urination, will reveal no mucus. These days are commonly 
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referred to as 'dry days'. If the wonan has no paper tissues or their 
equivalent, and this applies in much of tlie developing world, she will 
have to observe her underclothing or feel her vulva to check on the 
state of the mucus, unless she can recognize the sensation sufficiently 
velIl. 

The first appearance ofi mucus Will be hCraldd by loss of' the 
positively dry sensalion sliclh follows meiistrtation. It maxy not be 
appropriate to describe the sensation as wset (because the 'rsl t is 
thick and slicky), but there is dcfinite loss t4 :lie positively (d'y, 
sensation. A paper isue or hliger applied to the \ulva at this stage 
may show a thick, sticky, cloudy o.r opqlie nn1t:us which .snot elastic. 
This last "cat nrc cati he deicoiiStrtlud h 'fIdi!.and thlien Selprating 
the leaves of tie paper tissue, MleIn it.s ill bebscr\ed that tie threads 
of mut1cus do not strc ch. 

These clhlnges hbgin oiiaverage si\ days (range three to It days) 
1 ' ,bel'ore ovtulat ioll, 1 but loluer riles hl\e ben reported. ", 

As ovul;aioli approaches, Itlrllher chan cs occur,ile lisatill it 

the sacinal elitralce beiie oie of d:ampiess or \\'ctness coupled with 
aii a\sarclcss of a.slippery or luricative f+eelin. [lie labia slide easily 
otie ose [lie otier. An applied tissue or 'iiier \\ill reveal at liil, clear, 
lubricaiit iticis sMicI is e\treniely elastic-ferilc-typC nlucus. Wleni 

cuslrecilcililv 
a folded paper =issue is opened. threads of, mucus stretch easil 
betweei the letcs ssitlhott breaking. Onie analogy for finucts at this 
stage is tlie characteristic showi by the whie of a raw c!. Strict 
veCetariaiis aid others Who ar t 'aiiiiliar sw'ith the white of ati egg 
iaV kiios' tle okhtra or ladys'fiicer \ecetable. When this is cut opellt 
slicks' whi e stubstance can be ,eei or 'elt. This is also aiualocoutis to 
'ertile-type mu11lcls. If i+aid-cvclC' bsleeling occus, tle mu1n1Cus may be 
tinged Withi blood ai d appear slightly pink. 

The last dav on s.1eich the l'rtile-type alinuis is 'eltor seeti is known 
as the 'peak syilptoim ' or 'peak day'. It must he st ressed that this is 
not tle da1 of mal;.XInium luatitit\ of mltcus: it is the last (it\, of lubri­
calise, \'alurt elastic iiucus. This can onli he deternitiiCd ill retro­
spect . The day it becomes appartt to a W'oma that her tUnCUS has 
chang-,ed atId is no longer lubricalive and e:astie as it swas tle presious 
day, she knows tha: tile peak synmPtOll occurted on that previous day. 

Following the peak, mutcus cit her disappears so thai tile vaginal 
entrance again becomes dry, or inlfertile-type mucus (thick and sticky) 
niay be prescnt for one or several days. These conditions persist until 
the next menstruation, 

In various studies and surveys, from 70/o to 25% of s\vomen have 
some difficulty in interpreting t heir rnuCU., changues ." The type of 
mucus aid its timing can be disrupted by hitercurrent in fection, 
cervical pathological changes, and some medication. Il the WHO 

First 
appearance
of mucus­
thick and 
sticky 

Thin, clear, 
lubricant 
mucus near 
ovu lation 

Recognizing 
the peakymptom 

pday 

Infertile­

type mucus 
returns 
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Keeping a 
mucus chart 

prospective study74 it was shown that in cycles of an average length of 
28.6 days the mean number of (lays of abstinence required by the 
cervical mucus miethod was 15.4, that is, more than half the cycle. 

Recor "ng the mucus changes 

Observations should be made at convenient times throughout the clay, 
as when going Io the toilet. After urination, a hanging thread of 
fcrtile-type mucus can sometimes be seen. The day's observations are 
marked on a chart each night. This may be done by letters (such as D 
for dry, N/ for mnucs), symbols, or by the usC of coloured stamps. It is 
important, however, that reliance should not be placed on these 
markings alone, but that a word or two of description of the mucus, 
such as thick, sticky, clear, thin, slippery, white, etc., should be 
writ ten. The pattern of change is colnillOll to all ovulating women, but 
there are individual characleristics witlhill that pattern which a woman 
call be tatigllt to recoClliA. To achieve this she in ust record them 
objectively rather than seek to conform to a general description.

Whatever system of' recording is used, peak (determined in retro­
spect) is conveniently marked by a cross and tle following three days
tumbered I, 2, 3 (Fig. 9). If fertilc- ype inicuts reappears, then the 
peak day may have been incorrectly recorded. Thrce days must again 
be counted fron tlie lie\\, peak. 

NAME MONTH NUMBER 

DATE I ". 
•c;J 37.61 

37.4 1 

3 , .a . . . ..., i37.2. 
17.1 

37.0
 
369 
 ,
 

3641 

,36.3,U . . . . . . ., .. .36.2 ... 
jj36.1 

36.0 

DAYof CYCLE 1 2 4 6 89 13.74 6' 11 IS 18 93 5 8 :~ll12 I 2q) 21 22 2 425 2627 28 29 30:31 32233 

P =Period (blooding) D Dry days M =Mucus 

Fig. 9. Chart showing con vention for mtarking of peak mutcus. 
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The timing of sexual intercourse 

In the method described above sexual intercourse can take place on 
allernate dry days immediately f'ollowing, but not during, men­
struation. As sooni as [here is tihe first sign of imicus, shown either by 
loss of the positive dry sensation or by the presence of mucus on a 
paper tissue or inger, abstinence must bcgin again. 

During the dry days it is recommended that sexual intercourse takes 
place not more oft en than every second day. This recommendation is 
made to avoid the cigcr of tie first appcarance ofI. mnucus being 
obscured by the dampness caused by residual senlei in tile vagina tile 
day alter sexual intercourse. 

Abstinence conlinues until the fourth day after peak. Thus, if peak 
is marked wilh a cross and tlie next three days are -.!imberCd I, 2, 3, 
sexual intercourse begius on the l'irst unnarked day and may continue 
ut1il tile begining ol tie nlext menstrual period. 

Absence of dly days 

In some cycles, particularly those o1' 26 days or less, mucus may 
appear immediately alter menstruat ion, there being no dry days. This 
is because the rising level of ocstrogell, whicti begins early itl short 
cycles ill which ovulationl is taking place early, briigs about a corres­
ponding change in tlie inucus. Il these circumstances sexual inter­
course cannot take place froll the first day of menstruation ultil tile 
fourth day alter peak. 

Patches o lucus 

In long cycles and inl special circumstances such as during breast­
feccding and the time of pre-niCnopatse, fluctuatinlg levels of oestrogen 
May cause mucus to appear for two or three days, to be followed by a 
reversion to dry days. Two or three days of nucus are often called 'a 
patch of nutcus'. A patch may occur once or twice (or in very long 
cycles a number of tinles) before evolution takes place to the thin, 
lubricative fertile-lype nticus with its peak. Abstinence from sexual 
intercourse iliust be observed during all tile days of1 a patch of, mItcts 
and for three days after, intercourse resumed ol tilesexual being ~mucus 
fourth day. The reason for the abstinence being continued atler mucus 
has disappeared is, first, to be certain that dry days are properly re­
established and, second, in case tile MUcUs patch did in fact mark 
ovulation. 

Abstinence 
needed 
during 
patches 
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Unchanging mucus 

In long cycles MoUCUs may appear after (fie usual post-menstrual dry
days, but instead of' undergoing a progressive change towards fertile­
type mucus it may retain its initial characteristics for a number of 
days. The mucus remains thick and sticky, and does not differ from 
one day to the next. It has been suggested that this iMUCUS is Un­
favourable to the miigration of' sperm, so that sexual intercourse caan 

High con- take place v;itfhott risk of conception. The rcliability of this suggestimnception risk has not been est ablished by valid field trials, hence it seems unwise to 
with 

unchanging recommend this at ;reselit. Indeed there is Some evidence to suggestmucus that sexual inlcrcoursC at this time may carry considerable risk of 
conception. 
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Cervical palpation 

This method depends oil detecting changes in the cervix by self­
palpation by the woman. Not all women like to inscit their fingers 
into their genital tracts, for personal or cultural reasons. Thus women 
using this method have to be carefully s,lected. 

l)urilg the non-fertile phase the cervix is firm, having tile con­
sist ency o1' cartil age, and the external os is closed. Also the cervix is 
iov., in the pel\ is. As the level of oestrogen rises with the approach of' Cervical 
ov\tlation, the cervix becomes soft, the os opens and the cervix rises illchanges as 

al oestrogen
tile pelvis.",1 1lowvc\cr, there does not appear to have ;een any rises 
study o!' tile reliability and consi;tency o, these changes, correlating 
them with lSI-l or I.1-1 levels in the blood stream. 

Recognition of the changes 

Palpation is best carried out with the woman standing with her left 
foot resting on a stool or chair (right foot if she is left-handed). The 
middle finger of the right hand is inserted into the vagina and the 
cervix palpated and the os explored. 

The distinction between soft and firm is readily achieved once a 
,voman has palpated tie cervix through one cycle. Some idea may be 
given by the comparison that the contrast between a firm and soft Learning to 
cervix is like that between tile tip of the nose and the lower lip. palpate the 

cerv xHowever, it is more important that the woman learns by her own 
observations through one cycle rather than that she tries to conform to 
an expected pattern. 

The closed cervical os does not admit the tip of tie finger, whereas 
the open cervical 0s is perceived as a definite dimple or may even 
admit the fingertip. The low cervix can be felt with ease, whereas the 
high cervix may be difTicult to reach. This last is the symptom most 
frequently and readily recognized. 

In the days immediately following menstruation the cervix will be 
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firm, closed and low. About four or five days before ovulation the 
beginning of softening will become apparent, the os will gradually 
open and the cervix will be less easily reached. 

Following ovulation the cervix hardens and closes, and descends 
slightly within one or two days. 

Sexual intercourse must be avoided from the time when tie first 
changes in the cervix are detected, and abstinence should continue 
until it is again firm and closed. 

Combination with mucus changes 

Palpation of the cervix can be combined with observations on the state 
of the mucus. When the mucUs is changing to tie fertile-type it 
adheres to the tip of the finger, so that its characteristics can be 
observed when the finger is withdrawn. Some advocates of th1e use of 
cervical mucus alone to determine tie fertile and infertile phases of the 
cycle are opposed to cervical palpation, declaring that it is unnecessary 
and may interfere with interpretation Of tile condition of' t1he mUcus. 
There are, however, no definite data to indicate that this is so. 

Cervical palpalion can be of particular helpCduring breast -feeding 
or the pre-menopause, when temperature and Mucus changes may be 
difficult to interpret. It is also a suitable method for the blind who 
wish to be independent of' outside help. 
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Sympto-thermal method 

Some teachers insist that the use of cervical mucus alone is suf'ficient, 
stating that combining it with other indicators of ovulation may be 
less reliable than mucus alone. Another argument put forward by 
those who advocate the cervical mucus method alone is that takiog 
and interpreting daily temperattre readings makes the combined 
method too complicated for many women in developing countries. 
This objection seems unjustif'ied. 

In practice, field trials have indicated that the sympto-thermal 
method has bctei use-effectiveness than the cervical mucus method 
(see page 41). When, for example, it is the beginning of the post­
ovulatory infertile phase that is being determined by observation of 
the mucus and t lie temperature, the later of' the two indicators is taken 
as the starting point. This gi,'cs greater security to tile user. 

During the learning period, which may last up to six months, it is 
essential that the woman should be closely supervised to ensure that 
she knows how to interpret thc signs of' ovulation. This, of' course, 

requires mor trainec' staff' to monitor women learning the method 
(see page 47). 

Most instructors advocate combining temperature rcordings with 
observation of symptoms in what is known as the sympto-thermal or 
muco-thermal method. Tile two indicators most commonly used are 
the cervical mucus and the BBT. To these may be added cervical 
palpation, and observations on ovulation pain (Mittelschnerz) or 
mid-cycle blecding. As pain and bleeding do not occur regularly in 
many women, the majority rely on cervical mucus and BBT as the 
mainstay of tile sympto-thermal method. 

Recognition of the changes 

The observations to be made are those already described in the 
sections on the BBT (see page 14) and cervical mucus methods (see 

Long period 
of instruc­
tion needed 
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page 23). The BBT is recorded each morning and marked on a chart; 
the state of the cervical mucus is noted at suitable times throughout 
the day and recorded each evening. 

iiming of sexual intercourse before ovulation 

The time for sexual intercourse immediately after menstruation is 
determined by the state of the cervical mucus. Sexual intercourse may 
take place on alternate dry days only, that is days when no cervical 
mucus can be detected by sensation or observation at the vaginal 
entrance. As soon as the first mucus appears, abstinence must be 
observed and continued (except in the case of long cycles with patches 
of mucus) until some days after ovulation. 

There is a risk posed to those women in whom mucus is difficult to 
detect because it is slight in amount or appears later than tihe usual 
rour or five days before ovulation. In such cases sexual intercourse 
should be stopped from a fixed day in the cycle. This day is calculated 

by subtracting 20 (or 18 according to the degree of security sought)
from the number of days in the shortest of tle last six cycles (see page 
33). For example, if the shortest cycle was 27 days: 27 -2C = 7; so 
abstinence must be observed on day 7 and after, counting tlie first day
of menstruation as day I. Thus, in this example sexual intercourse 
may take place on dry days but must not take place on lay 7 and after, 
even though the lays still appear to be dry. Should mucus appear 
before day 7 sexual intercourse must cease at that point. 

Timing of sexual intercourse after ovulation 

Sexual intercourse may be resumed after ovulation on a day deter­
mined in one of two ways. The BBT chart may be the sole criterion, 
sexual intercourse beginning as soon as three consecutive daily 
temperatures, all of which are above the level of the previous six 
consecutive daily temperatures, have been recorded (see page 19). In 
this approach peak mucus is used only in a supporting role, 
confirming the significance of a shift of temperatu re where, for 
instance, an earlier than usual rise, though fulfilling tile rule of three 
over six, may create anxiety. 

The second way of determining the beginning of the pls)t-Ovullatory 
infertile phase is to give ooth temperature shift and peak nit,_ is equalweight. Neither is given priority; the third temperature after the shift 

and the fourth day after peak mucus must both be recorded before 
sexual intercourse is resumed. This is known as the double-check 
method. 6 2 
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Other symptoms such as pain, bleeding, cervical palpation, etc. may 
be used in a supporting role, acting as confirmation of the significance Supporting 
of a temperature shift or peak mucus. Some women experience pain symptoms 
which is so distinctive that they come to rely ofl this alone, a practice 
which should not be encouraged. Pain does not give sufficient 
warning of the approach of ovulation, and, definite though the 
symptom may usually be, other pains may occasionally be mistaken 
for it. 

32 



Limited 
value 

Past cycle 
lengths 

retied on 

Commonly 
used 

formula 

Calendar method 

The calendar method when used on its ovn is associated with a high 
failure rate and should not be taught alone as a method for regulating 
births. This is not because the physiological principles underlying its 
determination are at fault, but because it relies on prediction of the 
length of fut'ire cycles on the basis of records of past cycles, a 
prediction which can only be made with a limited degree of statistical 
probability. However, for women whose periods are completely 
regular, it may have a place and they should have the ,nethod properly 
explained if they want to use it. 

The method relics on the observation that ovulation occurs about 16 
to 12 days before the beginning of the next menstruation. On t.e basis 
of the length of past cycles, the time of the next menstruation is
predicted, and counting back from that (late the approximate time of 
ovulation is determined. To this an allowance must be added for the 

life of the sperm and ovum. The end result is a block of days in which 
sexual intercourse is likely to lead to conception. Days before and 
after that time are likely to be infertile. 

The length of' at least six consecutive cycles is required to enable a 
reasonable prediction of the length of the next three cycles to be made. 
Statistical analysis of a large amount of data has shown that 82°70 of 
the next three cycles will fall within the range of the last six cycles.30 
Increasing the number of past cycles to 12 only raises the prediction to 
90%. 

A number of formulae have been devised to make application of 
this information easy. They differ from one another in the allowance 
they make for the life of sperm and ovum. One commonly employed
i 
is:
 

Shortest cycle - 20 = larst fertile day
Longest cycle - 10 = last fertile day 
For example, if the last six cycles were 28, 26, 28, 29, 27, 29: 
26 - 20 = 6 
29- 10 = 19 
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Therefore, abstine.ce should be observed from day 6 to day 19 of 
the cycle inclusive, the first day of menstruation beng recorded as day 
1. Some instructors subtract 18 from the shortest cycle and I I from 
the longest cycle, lessening the period of abstinence but also the 
margin of safety. 

Notwit hstanding its unreliability and the long period of abstinence 
it requires, this method of family planning is still used by many 
couples in all parts of the world. 
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Psychological and motivational 
aspects 

Knowledge of tile physiology of' ovulation and the menstrual cycle 
provides a couple with awareness of their own fertility. Combined 
with periodic abstinence, this forns a method of family planning free 

Using the from biological side-effects. Also, unlike all other methods of familyfertile days planning, it may help a couple achieve a wanted pregnancy by indi­
for a wanted 

pregnancy eating to them the most f'ertile phase of the cycle for sexual 
intercourse. 

Some couples f'ind the method difficult, others feel it enhances the 
psychosexual side of' their marriage. Abstinence, sometimes for more 
than half the cycle (see page 25), may create psychological problems 
that must be faced. 

There may be a physiological reason for the dissatisl'action that 
abstinence during lie most f'ertile phase of' the menstrual cycle can 
cause. It has been shown that an increase in ovarian stromal tissue in 
the late f'ollicular phase of' the normal cycle is associated with a 15% 

Increased increase in androstenedione and a 20% increase in testosterone in theandrogens peripheral circulation. Androgen production in the female at mid­
at mid-cycle cycle serves two purposes: (a) a local ovarian role to increase the 

atresia of ovarian f'ollicles, and (b) a systemic effect to stimulate 
libido. This effect serves to increase sexual activity at the time most 
likely to achieve pregnancy. If' this increased libido in the female is 
frustrated, psychological problems can result. 6° 

Some estimate of these problems was made in a survey of' 410 
couples who used periodic abstinience, in which each partner anony­
mnously and independently completed a detailed questionnaire.34 

Altogether, 93% of the men and 78% of the women found abstinence 
often or somnetimes difficult, while 30% of' the men and 27% of' the 

Lack of women f'ound sexual intercourse lacked spontaneity. Against this,
spontaneity 66% of the men and 77% of the women said the method was satis­

f'actory, and 74% and 75% of men and women respectively felt it had 
helped their marriage. 

Lack of spontaneity and of sa' ,faction from sexual intercourse 
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during the post-ovulatory infertile phase may be made worse in some 
women by premenstrual tension which may require treatment in its 
own right. Anxiety about all unplanned pregnant-y is frequent when 
people are learning the method, but is less common among established 
users. 

Abstinence from sexual intercourse may not be difficult for couples
who have learnt to practise ab:;rinnce of various kinds for religious or 
other reasons. In the culture of India, for example, fasting, lack of 
sleep, silence and other forms of abstinence are commonly practised. 

Motivation 

Motivation is all important factor in tie effectiveness of any form of 
family planning. Nowhere is it more important than in the practice of 
periodic abstinence with its daily decision-making on the part of both Daily 
partners, and periods of abstinence from sexual intercourse which at decision­
times may be prolonged. This is clearly reflectd in tie difference illmaking 
effectiveness between those who want no more children, having 
completed their family size, and those who are only seeking toi space
births. Use-effectiveness ismore than twice as good illthose who want 
no more children (who are most strongly motivated to succeed with 
the method) than it is ithose spacing their family (to whom a further 
pregnancy would not Matter too mnuch)."3 ,"17Also, the importance of 
motivation is shown illthe wide difference between theoretical or 
method-effectivcness rates for pcriodic abstinence and the actial use­
effectivetiess rates. Many couples fail to use tie method properly 
owing to lack of' motivation to abstain. 

Motivation can be developed and maintained in various ways. An 
understanding of the physiological principles underlying the method is 
important and must be given to all couples. A low ,evel of'education 
need not be all obstacle, as the essential principles can be explained at 
a suitable level to all. This 'fertility awareness' becomrles part of a Fertility
person's self-awareness, promotes interest and understanding, and awareness 
removes the psychological obstacle created when people are simply 
given rules to follow blindly. Even so, a low level of' education can 
hamper the use of' all family planning methods, including periodic 
abstinence. It may make it more difficult for the person or couple to 
understand the practicalities of the techniques of the method as veil as 
the importance of family planning. It may make it difficult tomorr 
keep sufficient motivation going to continue the use of the chosen 
method. 

Instruction of both partners is important if the difficulty created by 
one partner indicating when the couple can or cannot have sexual 
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Both intercourse is to be avoided. Both must share the responsibility andpartners recognize that some modification of their pattern of' sexual behaviour 
must share 

responsi- is likely to be required, involving periods of abstinence from sexual
bility intercourse which they may find difticult. At tie same time, it should 

be explained that sexual intercourse is not tile Only way in which love 
may be expressed, and that mutually accepted periods of abstinence 
can enhance subsequent appreciation of sexual intercourse. Commu­
nication between them on these matters is essential and it is claimed 
that it can lead to better communication about wider aspects of their 
relationship. 

Combined use of methods 

Because of' the difficulty of periods of' abstinence, some couples make 
Barriers use of barrier method,; during the fertile phase. This is particularly so 

during the among those couples in whom abstinence may otherwise be prolonged
fertile phase because of the pattern of cycles or because one partner's work takes 

him or her away from home. Combination with barrier methods is 
also found in those who have no strong moral or religious reasons for 
using periodic abstinence but who still prefer to use no method during
the infertile phase of' the cycle. It' barrier methods are used during the 
fertile phase, it is important f'or couples to observe tile signs of' fertility
and infertility with the same care as they would if' abstaining during
the fertile phase. This isalso sometimes known as 'fertility awareness', 
where the couple are aware of tile fertile phase of' tile cycle and use 
other cont racLpt ive methods at this time. U:.ing barrier methods in a 
haphazard fashion around the time which they 'think' may be the 
fertile phase is a recipe for failure. 

Conversely, those who rely mainly on barrier methods but find 
them somewhat irksome often do not use them during what they think 
may be the infertile phase of the cycle. Instructors must ensure that 

Ovulation these couples observe the signs of' ovulation with the same care as
signs those who are relying solely on abstinence during the fertile phase.

important
when corn- Combining observation of the signs of ovulation and use of' barrier 
bined with methods is currently the practice of many couples.

barriers In some cases couples use coitus intcrruptus during the fertile phase 
if they do not want to have the trouble of using a diaphragm or a 
condom. The same observations about the importance of making sure 
when ovulation has occurred apply to this combination of methods. 
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Effectiveness 

Many advocates of'forms of periodic abstinence for family planning 
claim that if the method is used exactly according to the instructions 
for its use, its effectiveness is very high. This form of effectiveness is 
called theoretical-or inethod-effectiveness, and may be higher than Termi­
that experienced when the method is actually used by people in nology used 
differing conditions. This latter form of ef'fectiveness is called use­
effectiveness. Billings4 claims a 97.1-99.5% theoretical effectiveness 
in preventing pregnancy using the cervical MUCUS mcthod, but very 
much lower use-effectiveness rates have been found in a number of, 
well-conducted field trials (see page 40). Tile distinction between these Distinction 
two levels of effectiveness is important, for it distinguishes between between 

method­what should happen (in theory) and wh'at actually happens when the and use­
method is used. Tile distinction is particularly important in relation to effective­
forms of periodic abstinence because it is difficult to be certain that ness 
the person using the method has been sufficiently well instructed or 
has understood and been able to practise the procedures involved. 

Another term sometimes used is extended use-effectiveness \%hich 
takes. account of' all unplanned pregnancies that occur during the 
course of a study irrespective of' whether the method is u-zd correctly 
or incorrectly (use-effectiveness as described above), but also includes 
unplanned pregnancies that take place during a defined (extended) 
period of' time following discontinuation of tile method for any 
reason. The only pregnancies excluded from this calculation are those 
deliberately planned . 6 

1 

All these measures are important. Method-effectiveness indicates 
what can be achieved under ideal conditions; use-effectiveness indi- Use­
cates the result likely to be encountered in every-day life. A wide gap effective­ness most 
between method- and use-effectiveness deserves investigation. It may practical 
indicate that a method is too difficult for !he average user and needs to index 
be modified in some way. On tile other hand, it may indicatc that 
users have not been properly instructed or given tile ne,:essary 
supporting service, in which case the remedy is obvious. 

Effectiveness is usually expressed in terms of the number of un­
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planned pregnancies occurring during the period of the survey. Tradi­
tionally tile Pearlfornila has been used: this divides the number of 
pregnancies by the number of months of use by all participants, the 
answer being multiplied by 1,200 to enable the result to be expressed in 
terms of pregnancies per 100 women per year. The Pearl formula is 
somewhat crude because, on the one hand, it fails to take into account 
the period of time the method is used and, on tlie other hand, it 
ignores tie possible influence of other competing unwanted side­
effects. Despite its shortcomings, the Pearl formula provides a useful 
rough and ready comparison between methods. 

One common alternative way of expressing effectiveness is by the 
life-table method. Put simply, this defines the chances of' a particular 
event occurring (e.g. pregnancy) within a defined period of time, while 
taking into consideration tile chances of other competing reasons for 
discontinuing use of the method." This gives a more precise measure 
of effectiveness, for it is closer to the real-lif'e situation than the Pearl 
formula. One great advantage is that the life-table method shows the 
relationship between the chance of events occurring soon after com­
mencing use of the method and those same events occurring after the 
method has been used for some time. Unlike the Pearl formula, its use 
requires some siatistical expertise, and access to a good calculator (or 
desk computer) is essential. 

Assessment by trials conducted and analysed in accordance with the 
well-established scientific criteria and using tile life-table method first 
described by Tietze and Lewit" 4 should continue. Trials may be retro­
spective or rrospective. Retrospective surveys are rarely satisfactory, 
as the proportion of defaulters from a joutine service provision is 
usually high and it is impossible to discover why they defaulted. 
Properly conducted prospective , -veys are better able to secure mreliable data. The constant surveilk ice, owever, is likely to increase 

motivation; hence tile result will be better than is to be expected in a
routine service. Nevertheless, a prospective survey can give usefula 
measure of what may be achieved. The most important criterion of 
effectiveness is the pregnancy rate, bul there are others associated with 
other defined reasons for discontinuation. 

The success of all methods of birth regulation depends heavily on 
the motivation of the couple, which in turn is influenced by the quality 
of instruction given when the couple is first introduced to the method. 
This applies particularly to periodic abstinence, the quality of initial 
instruction and subsequent support being crucial. Another important 
motivational factor is whether the couple seekingare to space their 
family or to limit it when they have completed their desired family size
(see page 36). 7 hose couples spacing their children appear to be less 
determined to ensure the method is effective than those couples who 
have definitely decided to have no more children. 
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Basal body temperature method 

A prospective study of 321 couples in the UK using the BBT method 
throughout 4,749 cycles gave a user-failure rate of 6.6 pregnancies per 
10 woman-years and a method-failure rate of 1.2 among those who 
accepted the longer period of abstinence and confined sexual inter­
course to the post -ovulatory phase." 

A study in West Germany involving 307 highly motivated couples 
through 11,352 cycles gave a user-failure rate of 0.88 when sexual 
intercourse was restricted to the post-ovulatory phase only. 

Cervical mucus metijod 

A wide range of effectiveness has been reported in trials of the mucus 
method which permits sexual intercourse in both the pre- and post­
ovulatory infertile phases. User-failure rates per 100 woman-years 
have ranged from 5.3 in India, 35 through 14-251 and 15.51 in 

Australia, 17.7 2 and 2021 in the USA, 25.4 in Tonga,6 " to 33.8 in 
Colombia. 36,37 Wade in the USA6 7 found a user-failure rate by the 
life-table method of 24.8. An international collaborative prospective 
study under the auspices of WHO gave a user-failure rate of 20, with a 
range of 13-28 among the participating centres. 7 4 In this study 
discontinuation (including pregnancies) was 35.6/o after 13 months. 

Method-effectiveness is very much better, with a method-failure 
rate as low as 0.06 being reported. 35 The study of Ball,1 which 
provides more complete data, gives a figure of 2.9 for method-failure. 

The evidence suggests that as many as half the method failures 
occur following sexual intercourse on pre-ovulatory dry days, 
especially the day immediately preceding the first appearance of 

mucus. ' ,24 In addition, the peak symptom may on occasion occur too 
early, so that when sexual intercourse is resumed on the fourth day 
after the peak the ovum is still alive. 3 Finally, some women may have 
difficulty in identifying the mucus symptom consistently. 

Sympto-thermal method 

This has also been examined in a number of studies. A large inter­
national study involving 1,022 couples through 21,736 cycles gave 
user-failure and method-failure rates of 5.0 and 0.9 pregnancies per 
100 woman-years respectively. 4 4'5 1  The result may have been 
influenced by a number of couples using other methods during the 
fertile phase. Among the 723 who did not, the unplanned pregnancy 
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rate was 6.24. Also the women were over 30 years of age and two­
thirds had completed their families. Thus their motivation was 
particularly high. Other studies include one in the USA with a user­
failure rate of 9.4,67 one in Australia with a figure of 18.5,19 22.1 in 
the UK, 33 	 and 26.1 in Colombia. 36 

Comparison of results 

The striking ;eature about these results isthe variation between studies 
and the marked discrepancy between method- and use-effectiveness in 
all the studies. Table I shows user-failure rates in studies by Medina 

Table I 	 Effectiveness of the Cervical MUCUs and Sympto-thermal
 
Methods in Comparative Stuidies
 

Source: Adapted from Population Reports." 

Pregnancy rate 

Pearl formula (per Life-table % 
100 woman-years) at 12 months
 

Author, Type of Cervical Sympto- Cervical Sympto­
date, study mucus thermal mucus thermal
 
place method method method method
 
Medina Randomized 33.8 26.0 24.2 19.8 
et a/. 1980, clinical 
Colombia 36 trial 
Wade et al. Randomized 39.7 13.7 26.7 10.9 
1979, clinical 
USA 67 trial 

and Wade comparing the cervical mucus method with the sympto­
thermal method, and giving re;ults by both the life-table and Pearl 

Sympto- formulas. In each case results with the sympto-thermal method were 
thermal better than those with the cervical mLucus method. This may in some 
method 

gives better instances reflect the quality of instruction, but in others it is an indi­
results cation of the difficulty sonC couples encounter in observing tie rules 

for abstinence. 
Because of the physiological disturbance which follows childbirth 

and accompanies the approach of the menopause, evidence of ovu­
lation and of its approach may be more difficult to detect at these 
times. The duration of the required abstinence from sexual intercourse 
is likely to be much longer than it is in regular cycles. For this reason 
the practice of periodic abstinence may be more demanding at these 
times (see pages 20 & 26), and its reliability more difficult to assess. 
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Comparison with other methods of contraception 

There are not many studies in which methods of periodic abstinence

have been compared directly with other forms of contraception. It is
 
not suitable to take results from different studies and put them
 
together because the conditions uinder which the studies may have
 
been carried out would probably be very diferenl. However, one such
 
study is reported in Populalion Reports, Series 1, No. 3 in 4 7
 1981 . 
This is a study that was carried out on married women between the
 
ages of 15 and 44 who had unplanned pregnancies during the first year

of use of various family planning methods in the USA between 
 1970
 
and 1976 (Table I1). It is pointed out that most of the women in the
 
periodic abstinence group were using calendar rhythm, 
 but some of
 
them did use the more up-to-date methods.
 

Table II Percentage of Married Women Aged 15-44 who Experienced
Unplanned Pregnancy during the First Year of Use, by Family
Planning Method, United States, 1970-76 

Source: Adapted from Population Reports. 4' 

Using to Using toFamily prevent any delay wantedplanning births birthsmethod All % (limiters) % (spacers) % 
Periodic abstinence 18.8 11.6 25.0 
Foam, cream, jelly or 
suppositories 17.7 16.6 18.4
 
Diaphragms 14.4 
 11.4 17.2
 
Condoms 9.6 7.1 
 12.3
Intrauterine devices 4.8 2.4 7.1
Oral contraceptives 2.5 2.4 2.5 

Continuation rates 

A number of studies have assessed the continuation rates of' the use of 
various forms of periodic abstinence. Overall, these rates have not 
been as high as those for other forms of contraception, such as oral Low con­
contraceptives or the last 10 years,intrauterine devices. In several tinuation 
studies have shown that between 33% and 75% of those entering rates 
periodic abstinence studies discontinued the method within one year.
This compares with about 20% to 30% who discontinued the use of 
IUDs in a year and 30% to 50% oral contraceptives after one year. 4 7 

A study by Medina et al. in Colombia between 1976 and 1978,
which was carried out to compare the cervical mucus and sympto­
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36 

thermal methods of periodic abstinence, showed that of 566 couples
randomly assigned to one or other of the methods, 72.1% of those 
using the cervical mucus method and 76.7% of those using the 
sympto-thermal method had discontinued by the end of the first year
following the beginning of training. 36 These figures included preg­
nancies which occurred during that year (24.2% for the cervical mucus 
method and 19 .8% for the sympto-thermal method). Of those who 
discontinued voluntarily, there were 34.3o among the cervical mucus 
method users and 38.4% among the sympto-thermal method users. 

Another prospective study by Hanna Klaus et al. 24 covering the 
years 1972 to 1977 at six different centres showed a discontinuation 
rate of41 % after 12 months and 61% after 24 months by the life-table 
method. 

43 



Side-effects 

A method of family planning is judged primarily by its effectiveness in 
avoiding conception (see page 38) and by its continuation rates (see 
page 42). Periodic abstinence is not as effective as oral contraception 
or the use of IUDs except in those couples who do use it properly 
and carry out correctly all its requirements of measurements of bodily 
changes and abstinence, sometimes for a prolonged part of the men­
strual cycle. Thus the main side-effect of periodic abstinence is the 
high rate of unplanned pregnancies that accompanies it overall (about 
200/0 in tie WHO prospective study 7 2). In developing countries 
particularly, this can mean a high rate of maternal mortality. 4 7 Also, 
periodic abstinence, like the use of intrauterine devices and barrier 
methods, does not have the non-contraceptive beneficial effects of 
oral contraceptives. These include: a protective effect against benign 
breast and ovarian turnours, a reduction in pelvic inflamniatory 
disease, a lessened blood loss during menstruation, and a decrease in 
premenstrual tension and dysmenorrhoea. 

Effectiveness in avoiding conception is not, however, the only 
criterion by which a method must be evaluated. Other side-effects are 
also important and in some instances may be of special concern. 

Possibility of congenital defects 

Periodic abstinence has the advantage that nothing has to be done at 
the timne of sexual intercourse which might interfere with the enjoy­
ment of the act, nor does it have any biological side-effects. On the 
oilier hand, anxiety has been expressed that there may be an increased 
risk of spontaneous abortion and congenital defects among tile aff­
spring. This is because a large proportion of failures will be the result 
of sexual intercourse near the beginning or end of' the fertile phase, 
with fertilization likely to be by an aged sperm or of an aged ovum. 

Experimental animal work has shown that conception involving 
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aged gametes is associated with increased fetal abnormality and 
wastage. However, this evidence cannot easily be extrapolated to 
humans. Animals only permit mating when they are in oestrus, and in 
some species ovulation is triggered by the mating. It is not surprising
therefore that experimental manipulation of the time of fertilization is 
associated with fetal loss. The time for sexual intercourse in humans is 
not restricted in this way, hence tile age of the gametes might not be so 
crucial. There is no direct evidence that sexual intercourse triggers 
ovulation in humans.40 

The problem can only be resolved by human studies, which are 
difficult to design and execute. Reference is frequently made to the 
work of Jongbloet ,20 who found a higher incidence of mental defect 
and Down's syndrome in children of parents practising periodic 
abstinence. The data were obtained by questioning 127 couples with 
mentally retarded children around eight years of age about the timing 
and circumstances of sexual intercourse when tie child was conceived. 
Although an attempt was made to secure a control group, conclusions 
based on data obtained from recollection of sexual activity more than 
eight years previously can hardly be considered compelling!

Microscopic examination of spontan.2ous abortions has shown 
chromosomal abnormalities in cases in which there appeared to be a 

t-,ng interval between sexual intercourse and ovulation, but the cases 
are too few for their statistical signifticance to be determined. 5 In11 
women with spontaneous abortion, seven had BBT charts with a slow 
rise, 7 bul as Four of'these had ovulation induced by clondphene and 
one was from artificial insemination by a donor, the significance is 
difficult to evaluate. File percentage of Roman Catholics (who might 
be expected to be practising periodic abstinence) among the parents of 
children with Down's syndrome has also been looked at, but was not 
significantly greater than in a control groutp. 9 The hypothesis has 
never been tested that l)own's synldrome is more frequent in tile off­
spring of older mothers b-cause sexual intercourse becomes less 
frequent with age and so the risk of aged gametes being involved is 
correspondingly greater. " 

More compelling is the study of Guerrcro el al. 12 in which thc time 
of sextial intercourse was marked on the BBT chart in 965 cases. The 
incidence of spontaneous abortion fell as the interval between pre­
ovulatory sexual intercourse and the tem peratire shift lessened, and 
increased s-ddenly following sexual intercourse on the third lay after 
the shilft. Congeittal defects were not reported. 

On dhe other hand, a prospective study of 9,600 pregnanc ies showed 
the spontaneous abortion rate to be 51/ among the women practising 
periodic abstinence against 5.311o for the whole group.1 2 

A follow-up study of'81 conceptions in which the time of sexual 
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intercourse and of the temperature shift was known found 63 normal 
offspring, five with congenital defects, 12 spontaneous abortions, one 
ectopic pregnancy and three sets of male twins. 32 There was no 
obvious correlation between the abnormalities and the timing of 
sexual intercourse, but larger numbers would be required to provide a 
definitive answer. It would also be necessary to control the other 
possible causes of congenital defects such as febrile illness during 
pregnancy, which was shown in a prospective study of 3,216 preg­
nancies to be important both for abortion and congenital defects. 26 

However, in those families where there is already a risk of congenital 
defects, periodic abstinence could increase the risk. The use of vaginal 
spermicides in those who are combining periodic abstinence with other 
methods needs to be considered as well, following a paper by .lick et 
al.18 suggesting a connection between their use and some congenital 
defects. A later paper has refuted much of this evidence.56 

To sum up: while the possibility that periodic abstinence may be 
associated with a higher incidence of spontaneous abortion and con­
genital defects in the offspring should be the subject of further study, 
the present evidence does not suggest that the risk, if any, is appre­
ciable. There is, there'fore, no more need tc warn prospective users of 
this hypothetical risk than there would be when prescribing a vaginal 
spermicide. 

Advantages and disadvantages 

The advantages and disadvantages of periodic abstinence may be 
summarized as follows: there are no harmful side-effects for the users 
as there could be from the use of oral contraceptives or intrauterine 
devices, and nothing has to be done at the time of sexual intercourse as 
is the case with barrier and spermicidal methods. On the other hand, 
periodic abstinence is not as effective in preventing pregnancy as most 
other methods of contraception. 

Increased awareness of normal reproductive physiology can be 
beneficial as part of general health education and fertility awareness 
and can help those who are having difficulty in conceiving. Against 
this, daily monitoring and charting of bodily functions may be found 
tiresome, inconvenient and even distasteful by some. 

Mutual agreement to observe the required periods of abstinence 
from sexual intercourse can increase communication, co-operation 
and understanding between the partners. Without this mutual com­
mitment, however, the method will not be successful and dis­
agreement may throw a strain on the relationship. The required sexual 
abstinence may cause psychological str, ss in one or both partners, 
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with resulting marital difficulties. Another disadvantage of periodic 
abstinence concerns those couples where the man spends a long time 
away from home (e.g. migrant workers, members of the armed 
forces). His reappearance may coincide with the fertile phase of the 
cycle, and abstention is unlikely to be acceptable to either partner at 
such a time. 

Prospective users can be taught and supervised by selected and 
trained lay volunteers, making small demands at that stage upon 
health-care personnel and services, though the training of lay volun­
teers can be costly in terms of the time taken by those who train them. 
Perhaps the best trainers and educators are those women who them­
selves have kept temperature charts and/or successfully used the 
cervical mucus method, though it is unlikely they can be incorporated 
in sufficient numbers in any large-scale government programme. The 
cost of thermometers and charts is not great. Though users should 
achieve independence, the need for extended supervision during the 
training period and during difficult times such as lactation and the 
approach of the menopause requires considerable organization. In the 
WHO study of the cervical mucus method it was found that three 
cycles of training were needed plus monthly follow-up for many 
months. 

Finally, periodic abstinence offers a means of family planning to 
those who have ethical or religious objections to other methods. 
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Use in developing countries 

Experience of use in developing countries has been varied.4 7 Extensive 
promotion in Colombia met with a low acceptance rate which was 
attributed to lack of conviction among doctors of the effectiveness of 
periodic abstinence, unwillingness of couples to change their pattern
of sexual bthaviour, and the need for acceptance by both partners. 37 

The fact that promotion was part of a study involving acceptance of 
the discipline of long-term follow-up and reporting of sexual 
behaviour may also have influenced the outcome. 

However, more limited promotion by specialized agencies in 
Calcutta and Mauritius has found acceptance and continued use, 
including use by non-literate couples. ' 4 , 35 

A paper delivered in March 1982 by Dr Enrique Carrasco of the 
World Fertility Survey 6 at the UNFPA/WHO symposium in New 
York on periodic abstinence gives tables of ever-use and current 
use of various contraceptive methods in 26 developing countries 
(Tables Ill and IV). From these tables it can be seen that, overall, the 
use of methods requiring abstinence is less common than other con-

using allytraceptive methods, although thle total percentage of women uscommon 
method is, with few exceptions, below 40%. Thus it appears that there 
are many factois in developing country populations which do not 
favour the use of periodic abstinence methods. Where they are used,
this is mainly for spacing births, and many couples change to other 
forms of contraception, such as oral contraceptives or intrauterine 
devices, when they decide to limit the size of their family. 

A factor influencing acceptance is the cultural aiitude to sex, which 
may make discussion between partners or personal observation of 
signs of ovulation difficult or even unacceptable. This would neces­
sitate a prograimne of general sex education before acceptance could 
be expected. Tflis is part of training in some periodic abstinence 
programmes. Those wishing to use the method might nevertheless be 
hampered by living conditions which make temperature taking or even 
observing and recording changes in cervical mucus, or storing charts, 

Use in 
Colombia 

Periodic 
abstinence 
not In 
developing 
countries 

Difficulties 
of living 
conditions 
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Table III Percentage of Ever-married Women who Ever Used Contraceptive
and Individual 'Natural' Methods 
Source: Adapted from Carrasco, E.6 

Individual 'natural' methods 

o 
4- Modern* * 0 

E .1 r- . 

Region and country > > = " .o 
AFRICA 0 0
 
Kenya 32 13 8.4 13.8 13.6 5.1 1.4 0.2
 
Senegal 11 1 0.7 1.2 8.21 - 0.4 1.1
 
Sudan 15 12 11.6 3.8 1.1 1.2 0.5 1.7
 

ASIA 
Bangladesh 14 10 5.2 4.6 2.4 2.7 2.1 0.7 
Fiji 68 57 30.5 15.5 9.7 15.2 - 7.5 
Indonesia 34 30 23.2 2.7 3.5 1.9 0.4 3.4 
Korea, Republic of 57 52 33.4 16.1 2.3 11.8 4.0 0.3 
Malaysia 48 38 31.9 10.4 4.3 7.9 - 2.9 
Philippines 58 40 24.7 23.1 10 2 31.0 2.2 1.0 
Sri Lanka 43 2. 8.2 21.6 11.9 6.3 1.5 0.3 
Thaiiand 46 39 25.8 7.0 6.8 5.3 2.5 0.4 

MIDDLE EAST 
Jordan 48 39 35.7 12.9 3.7 18.5 2.4 10.1 
Syria 33 29 26.6 11.4 0.8 9.0 3.7 1.3 
Turkey 55 34 24.6 4.6 1.0 32.0 18.6 8.0 

LATIN AMERICA and CARIBBEAN 
Colombia 59 47 32.6 18.2 5.8 16.9 5.2 3.7 
Costa Rica' 82 73 50.8 20.3 4.0 25.6 5.1 1.8 
Dominican Republic 48 37 19.7 7.2 - 18.8 3.3 7.4 
Guyana 53 44 20.7 11.0 7.9 14.0 4.3 2.8 
Haiti 36 12 7.2 15.5 8.9 19.8 7.6 0.93 
Jamaica 66 56 29.7 4.8 11.0 20.1 3.9 2.6 
Mexico 45 35 25.7 12.8 - 17.6 4.5 0.6 
Panama2 73 63 42.6 16.0 7.8 18.1 10.5 1.9 
Paraguay 55 41 30.3 12.0 - 10.1 8.7 11.3 
Peru 49 23 13.4 26.6 7.2 16.5 14.8 2.8 
Trinidad & Tobago 78 72 48.7 14.5 7.0 29.8 9.4 2.2 
Venezuela 3 66 56 38.3 14.2 - 20.6 13.1 1.2 
Includes withdrawal *Includes oral contraceptives, IUDs, injectables,

2 Women aged 20-49 only condoms, diaphragms, spermicides and sterilization. 
5Women aged 15-44 only "Includes calendar, BBT, cervical mucus and sympto­

thermal methods. 
tThis refers to postpartum abstinence In various 

cultures usually associated with lactation. 
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Table IV Percentage of Women in Union Currently Using Contraception 
Source: Adapted from Carrasco, E.6 

Individual 'natural' methods 

U)o Modern* 2 , 
,., =' E E . 

Region and (D 0 ,- * . 
country E > - > 4 . 
AFRICA < a:" C 0(D X - < 0 0< E - 0 a 01 
Kenya 7 4 2.0 3 1.1 0.2 1.1 0.0 0.1 
Senegal 4 1 0.3 3 0.4 - 2.51 0.0 0.3 
Sudan 6 5 4.3 1 0.5 0.1 0.1 0.0 0.0 

ASIA 
Bangladesh 8 5 2.9 3 1.1 0.5 1.2 0.1 0.2 
Fiji 41 35 8.2 6 2.3 2.8 0.3 - 0.4 
Indonesia 26 23 14.9 3 0.8 0.3 1.0 0.1 1.2 
Korea, Republic of 35 27 8.4 8 4.6 2.6 0.4 0.3 0.0 
Malaysia 33 24 16.2 9 3.5 1.9 1.7 - 2.2 
Philippines 36 16 1.4 20 8.5 9.4 1.8 0.2 0.1 
Sri Lanka 32 19 1.5 13 8.0 1.5 3.5 0.0 0.1 
Thailand 33 30 13.7 3 0.9 0.9 0.7 0.1 0.3 

MIDDLE EAST 
Jordan 25 17 11.9 8 2.1 3.3 0.4 0.0 2.0 
Syria 20 15 11.8 5 2.8 1.6 0.0 - 0.2 
Turkey 38 13 6.1 25 1.0 16.7 0.0 4.3 2.5 

LATIN AMERICA and CARIBBEAN 
Colombia 43 31 13.3 12 5.1 4.7 0.9 0.5 0.8 
Costa Rica 2 64 53 22.5 11 5.1 4.6 0.5 0.3 0.4 
Dominican Republic 32 26 7.9 6 1.2 3.7 - 0.6 0.3 
Guyan-i 32 25 9.0 7 2.9 1.0 1.2 1.9 0.4 
Haiti 19 5 3.3 14 4.2 4.7 4.0 0.5 0.1 
Jamaica 39 37 11.9 2 0.3 1.4 0.4 0.0 0.0 
Mexico 30 23 10.8 7 3.1 3.6 - 0.2 0.2 
Panama 2 54 46 17.0 8 2.5 3.0 1.4 0.7 0.4 
Paraguay 36 23 11.9 13 4.2 2.4 - 2.0 4.4 
Peru 31 11 4.2 20 10.9 3.3 2.1 3.3 0.6 
Trinidad & Tobago 52 46 18.0 6 2.3 2.8 0.3 0.3 0.2 
Venezuela 3 49 38 15.3 11 4.0 4.7 - 2.3 0.5 

'Includes withdrawal *Includes oral contraceptives, IUDs, injectables,2Women aged 20-49 only condoms, diaphragms, spermicides and sterilization.3Women aged 15-44 only "Includes calendar, BBT, cervical mucus and sympto­
thermal methods. 

tThis refers to postpartum abstinence in various 
cultures usually associated with lactation. 
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difficult. There may be no place to keep a thermometer; th woman 
may not get up at the same time each morning, and she may be unable 
to learn to read a thermometer or keep or interpret a temperature 
chart. Also, in very poor families even the small costs involved may be 
too much to pay out. Persistent ill-health may also make both temper­
ature and mucus findings difficult to interpret. 

Problems for programme administrators 

Present evidence indicates that the syirpto-thermal method is more 
effective than the cervical mucus method. It is, however, more cum­
bersome. The decision whether to promote one or the other or both 
must, however, also take into account the living conditions of the 
prospective users, and whether they can obtain and use a thermometer. 
There is, however, no justification nowadays for mounting a pro­
gramme to promote the calendar method alone. This would require a 
considerable educational effort disproportionate to the low effec­
tiveness of this method on its own. 

Thermometers and charts are relatively cheap as compared with 
Require- barrier and chemical contraceptives. The main requirements and costs 

ments for of a programme to promote periodic abstinence as a method of family 
pro­

grammes planning are to select and train teachers who will both instruct and 
give follow-up support to potential users. To date these costs have 
been relatively small as volunteers are used in many periodic abstin­
ence programmes, and most governments have not yet supported such 
programmes. 

However, a study in the Philippines in 197646 looked at the costs of 
periodic abstinence methods, mainly the calendar rhythn method, 
and compared these with the costs of other forms of contraception in 
the Philippine Family Planning Program (Table V). Costs for begin­
ning and continuing users were about the same for periodic abstinence 
as for oral contraceptives, IUDs and condoms, while costs per birth 
averted were very much higher for periodic abstinence. 

In general, government programmes in developing countries are 
likely to be expensive. The time needed to be devoted to instructing 
and providing follow-up to users with a low level of education would 
make such programmes costly, especially considering the low use­
effectiveness of the method. 73 , 74 Training instructors can be lengthy 
and costly and follow-up of couples trained in the methods may be 
needed over many months. 

Diverting limited resources to pronoting a method demanded by 
only a small minority may require considerable justification. This 
justification may be found in the fact that the number of users would 
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Table V Average Annual Cost per Acceptors-Beginning and Continuing
and per Births Averted, by Method 
Philippines Family Planning Program 
Source: Pernia, E. N. Et Danao, R. A.46 

Method 

Cost per
beginning 
acceptor
(US $) 

Cost per
continuing 
acceptor
(US $) 

Cost per
birth 
averted 
(US $) 

Periodic abstinence 11.68 10.42 52.78 
Intrauterine devices 11.95 9.49 37.35 
Condoms 12.17 11.62 49.31 
Oral contraceptives 12.74 11.57 38.13 
Sterilization 20.34 - 7.38 

be larger if' reliable information were more widely available. Tile Reliable 
development of' periodic abstincnce has to a great extent been information 
hampered by misinf'ornation. Couples who rely primarily on barrier needed 

methods often combine this with unprotected sexual intercourse 
during phases of the cycle they erroneously think may be infertile. 
This is further justification f'or disseminating reliable information and 
providing proper instruction. Such information should help to 
promote the more effective use of barrier methods (see page 37) by 
limiting them to the fertile phase of the cycle.

When periodic abstinence becomes one of' the options oflered in a 
family planning programme, whether by volunteers or government
agencies, it is important that couples or individuals are counselled 
about all forms of' contraception and are told about the advantages
and disadvantages of all methods. They must then be allowed to make 
their own informed choice oif which method they pref'er. 
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Appendix 

IPPFPolicy on periodicabstinenceapprovedby the IPPF 
CentralCouncil in November 1982* 

Results of recent, properly conducted trials show conclusively that 
periodic abstinence (sometimes inaccurately referred to as 'natural 
family planning') is much less effective than other available family
,lanning methods. This method depends on identifying the fertile 
phase of the menstrual cycle which occurs around the time of ovula­
tion. In order to avoid pregnancy, abstinence from sexual intercourse 
during the fertile phase has to be observed. Owing to the difficulty of 
accurately predicting the fertile phase, abstinence sometimes has to be 
observed for a large part of the menstrual cycle. Present techniques,
which include the calendar method, basal body temperature method, 
cervical mucus method or a combination of these, such as the sympto­
thermal method, may be used for identifying the time of ovulation 
and deducing from it the fertile phase. 

Although theoretical calculations may suggest that these techniques
 
can be relatively effective, in practice the failure rates are high. In
 
recent major studies, almost 20% of women using the sympto-thermal

method became pregnant within a year, as did about 25% of those 
using the cervical mucus method, compared with less than 5%o of 
those using oral contraceotives or intrauterine devices. While the 
sympto-thermal method appears to be more effective than the cervical 
mucus method, the two methods show wide and overlapping ranges of 
pregnancy and discontinuation rates among different groups of 
women. Failure and discontinuation rates at this level are unusually 
high as compared with other methods. IPPF therefore does not advise 
that periodic abstinence be considered as an equal alternative to other 
more effective family planning methods. 

Nevertheless, periodic abstinence can be the only choice for 
individuals and couples who cannot or not want to usedo other 
methods of fertility regulation for a variety of reasons. Family
planning associations should therefore familiarize themselves with the 
techniques and be prepared to teach them if a demand can be demon­
strated. Couples electing to use periodic abstinence should, however, 

*This statement is valid for the currently available methods for identifying the fertilephase of the menstrual cycle. IPPF reserves the right to amend the statement in the light
of further developments in this field. 
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be clearly informed that the method is not considered an effective 
method of family planning. 

It should be recognized that periodic abstinence as a method is 
better than no method at all. There are also various benefits to be 
obtained from an understanding of the reproductive cycle. It provides 
an opportunity for women to learn about their physiology. The 
identification of the fertile phase :s the basis for one contraceptive 
practice whereby couples choose to use barrier methods only during 
those days estimated to be the fertile phase of the woman's cycle. It 
may also be a starting point for the use of more effective contra­
ception. Finally, methods for the detection of ovulation have been 
used and continue to be valuable in the diagnosis and, more import­
antly, in the treatment, of infertility. 
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