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Sexuality education in Australian schools has historically not enjoyed a strong focus in the curriculum 
framework.  It is often seen as an ‘add on’ and a difficult topic to address in the classroom. It is seen by 
students as being very personal and the wide variety of developmental differences found in a classroom 
setting make it difficult for teachers to accommodate individual student’s needs.  Families are, as a rule, 
the first and best place for learning about this personal development.1 A parent or carer can identify 
the appropriate time for information to be given according to the developmental progress of the child. 
However, schools do have an important role in assisting families in this area of education of their children.

The importance of sexuality and relationship education cannot be underestimated.  In a cultural climate 
that is highly sexualized where young people are exposed to sexually explicit images and ideas in the 
media, often from an early age, helping students develop healthy attitudes towards sexuality and intimate 
relationships is important in reducing their risk of contracting Sexually Transmissible Infections (STI) and 
experiencing teen pregnancies.  

Effective sexuality programs assist students on their journey to adulthood, enabling them to negotiate 
through the sometimes, difficult path of transition through adolescence. Young people can be assisted 
by age appropriate, comprehensive education programs that integrate their developing masculinity and 
femininity into a well defined sense of self. Sexuality education programs that teach respect for others and 
promote and support the dignity and respect of an individual will help students build strong and lasting 
relationships. Effective programs have been shown to delay and/or reduce sexual activity, STI exposure 
and unplanned pregnancy.2 Students are then able to approach adulthood in a way that allows them 
to develop their physical, social, intellectual, emotional and spiritual aspects without the added stresses 
associated with early sexual activity.3

Loving for Life™ in association with the Billings Ovulation Method™ has been providing innovative and 
effective sexuality programs for over 20 years. Using a combination of engaging programs and providing 
detailed knowledge about fertility we have been assisting students in their life journey to remain healthy 
and to build life-giving relationships. 

Sexuality & Relationship
Education in Schools
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Student’s comments as to the best thing
about the program
•	 Being	able	to	express	my	feelings	and	opinions.
•	 Working	in	small	groups	so	we	can	talk.
•	 I	liked	how	we	could	all	get	involved	and	we	all	could	speak	and	do	interactive	activities.
•	 Learning	about	the	fertility	cycle	and	also	how	we	can	achieve	a	loving	relationship	with	

respect, reverence and patience, without getting straight into the physical element.
•	 Learning	about	all	the	interesting	and	personal	questions	that	deep	down	you	really	want	

to know or you worry about.
•	 I	was	able	to	learn	a	lot	about	things	that	I	didn’t	know.		It	gave	me	knowledge	that	I	

would be able to use for the rest of my life.
•	 Ways	to	date	without	becoming	physical	and	sexual	quickly.

Sexuality and Relationship Education  
- the Keys to Success
We	have	found	that	one	of	the	keys	to	success	in	relationships	education	is	equipping	students	with	the	
knowledge and skills to make good choices. Students and teachers need to have access to the most up-to-
date information on physical and emotional growth and development, fertility, and STI’s so they can make 
informed choices.  Program formats must engage the students, thus providing them with opportunities to 
develop	life	goals	and	to	acquire	the	skills	to	achieve	them.		
 
In lower and middle secondary, students are developing a new awareness of themselves as their bodies 
go from childhood through adolescence into adulthood and physical maturity.  Effective sexuality and 
relationship education allows them to develop ways to become comfortable with their bodies and the 
potential that exists within them. 

Information about fertility presented to students at this time of rapid change can help them to appreciate 
and respect their and other people’s fertility. They become aware of shared responsibility in the choices 
they make in relationships and how these choices may impact on their future relationships.  Up to date 
information that builds knowledge gives young people sound reasons to make healthy choices for both 
themselves and others.4. 5

  
Young people look forward to strong and committed relationship in their future.  To build this, formation in 
friendship	is	essential.		For	true	friendship	to	develop	individuals	need	time	to	build	the	qualities	like	trust,	
respect, self-control, honesty and commitment within themselves. They will then have the basis for faithful 
committed	relationships.		When	relationships	are	formed	without	these	qualities,	and	become	physical	
early, they are often focused on sex and bring anxiety about disease and unplanned pregnancy.

Students involved in Loving for Life™ programs have responded well to information provided about puberty, 
sexuality and relationships. By working in small groups we are able to provide a safe environment for 
young people to participate and explore all the issues around their awakening sexuality and relationship 
developments. Through multiple activities targeted toward particular outcomes students can develop a 
personal vision for their future and work toward developing the skills and knowledge to achieve it. 
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Building a Healthy Future - Goals and Dreams

Engaging students in a learning task is always the first step to effective teaching. For relationship 
and sexuality education helping students build a vision of their future can be an important tool for 
engaging them in the learning experience.  Tapping into, or helping them build dreams for themselves 
in future relationships can give an effective context to education about puberty, reproductive health and 
relationships.   

Once a goal has been established students are then able to reflect on the best pathway towards that goal. 
What are the best choices that help them achieve their goal? What information and skills do they need? 
Education about fertility and how to maintain healthy fertility can have an important role in helping them 
achieve their goals. It can positively influence their choices and decisions, helping them to avoid risky 
behaviours. Understanding the preciousness of their fertility can help students avoid contracting STI’s 
or experiencing unplanned pregnancy. Challenging students to make ‘big picture’ choices rather than 
‘pleasure’ choices has long term benefits for the individual and for society.

Loving for Life™ programs, like ‘Choosing to Love’ ©, offer middle secondary students an opportunity to 
explore their ideas about health, fertility and relationships. It promotes a healthy vision for them and a good 
understanding	of	the	consequences	of	their	choices.		Loving	for	Life™	helps	students	build	a	vision	of	what	
is	required	for	healthy	relationships	and	how	they	can	work	towards	becoming	a	fully	integrated	person,	
balanced in all aspects of their life, physically, emotionally, intellectually, socially and spiritually.   
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Building a Healthy Future
through Fertility Awareness

A healthy body image is vital for a person’s self esteem and overall physical and mental health. During 
adolescence, when the changes relating to puberty are taking place, a young person can struggle to 
develop this healthy body image. This can be particularly so for girls at menarche and months that follow 
as her menstrual cycle becomes regular.   

Understanding	the	patterns	of	fertility	and	infertility,	present	throughout	the	menstrual	cycle,	equips	young	
women with knowledge which is relevant for her whole life. Education about the menstrual cycle and the 
Billings Ovulation Method™ has been shown to:

•	 assist	young	people	in	developing	an	appreciation	and	respect	for	their	fertility	and	to	see	it	as	
a natural feature of their development. 

•	 teach	young	people	that	their	fertility	is	vulnerable	to	damage	from	external	factors,	and	that	it	
is precious and worthy of protection. 6

•	 delay	sexual	initiation	and	decrease	sexual	activity,	unplanned	pregnancy	and	STI’s.	7
•	 help	in	the	early	detection	of	abnormalities	in	reproductive	function,	thereby	improving	health	

outcomes and preventing disorders. 8

Loving for Life™ incorporates this important knowledge in their education programs and finds that young 
women, in particular, gain a sense of self awareness and confidence from knowing and understanding 
their fertility.   We find that young men participating in the programs can move beyond seeing young 
women just as sexual objects. They appreciate the need to respect the female body and to value the joint 
responsibility they have in protecting their fertility and future families.  

‘We have noted that those adolescents who learn to recognize their 
fertility as part of a sex education program curriculum show a greater 
appreciation for sexuality and affectivity, both their own and that of those 
in their age group.’ 

Dr Pilar Vigil MD PhD Associate Professor,
Pontificial Universidad Católica de Chilé

“..we consider that the recognition of fertility should play a greater part 
in sex education programs, thereby becoming a very useful tool, both 
pedagogically and in health self-care.” 

Dr Pilar Vigil MD PhD Associate Professor,
Pontificial Universidad Católica de Chilé
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Characteristics of Effective Sexuality
Education Programs

Do you know what makes a sexuality program effective? Research has shown that there are a number 
of characteristics that effective programs demonstrate.9 

An effective program should:

•	 Provide	clear	health	goals	-	delay	the	initiation	of	sexual	activity,	prevent	STI’s	and	
unplanned pregnancy.

•	 Focus	narrowly	on	specific	types	of	behaviour,	leading	to	health	goals	with	clear	messages	
about behaviour; address situations that might lead to negative behaviours and how to 
avoid them.

•	 Address	psychosexual	risk	and	protective	factors	that	affect	sexual	behaviour	and	promote	
positive change through knowledge, values, perceived norms and self discipline.

•	 Provide	a	safe	social	environment	for	participants
•	 Include	multiple	activities	that	target	risk	and	protective	factors
•	 Actively	involve	participants	and	help	them	personalize	the	information	to	change	risk	

factors.
•	 Ensure	activities	are	culturally	and	developmentally	appropriate
•	 Cover	topics	in	a	logical	sequence.
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To effectively engage young people Loving for Life™ focuses on the following:  

•	 Small	group	work	so	as	to	engage	the	young	person	in	all	material	presented.
•	 Starting	the	program	by	‘Self	focusing’	the	participants	on	their	short	and	long	term	goals	in	

life.
•	 Providing	health	information	alongside	relationship	information.
•	 Interactive	sessions
•	 Facilitating	the	discussions	so	that	young	people	discover	the	answers	to	their	questions	

and own the outcome of each session in the program.

When post tested at the completion of the program the students are asked what they thought before 
engaging in the program and what they thought after completing the program some responses are 
listed below.

What I thought after

That there is no need to rush and if anything it 
is better to take it slow.

Only some are

It is all a lot clearer now.

That we are all special and have the power 
to say no to things.

I should look for someone committed, who 
shows respect and is willing to wait for me.

That maybe I should.

I think the future is much more important than I 
originally thought

What I thought before

That it was essential for me to get a 
boyfriend

All STI’s are curable

I felt embarrassed and confused about it all

I didn’t know what to expect when we were 
going to do this program

The things I looked for in a guy were 
shallow

That not too many people wait for sex

I wasn’t thinking about my future as much as 
I should have been.
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What do You Need for Fertility?

There	are	five	requirements	for	a	couple	to	be	fertile:

1.	 Satisfactory	ovulation	with	adequate	ovarian	hormones	
(oestrogen and progesterone). 

2. Healthy sperm. 
3.	 An	adequate	cervical	function	to	produce	mucus	which	will	

enable healthy sperm to reach and fertilise the egg. 
4. Healthy fallopian tubes to allow sperm to reach the egg and 

to allow the zygote (fertilised egg) to reach the uterus. 
5. Healthy endometrium for implantation of the embryo (baby). 

for more information visit: www.thebillingsovulationmethod.org

When Does a Couple Know They Have 
Problems with Their Fertility?
A couple will be identified as having a problem with fertility when they have been trying without 
success to conceive with unprotected intercourse for a year, or they are unable to carry pregnancies to 
a live birth.

In Australia today 1 in 6 couples suffers from infertility issues. It is estimated that:

•	 40%	of	cases	of	infertility	are	due	to	female	infertility;
•	 40%	are	due	to	male	infertility;
•	 10%	involve	problems	with	both	partners;
•	 in	10%	of	cases	the	cause	is	unknown.

As a woman ages the incidence of fertility problems increases, with 1 in 3 women over 35 
experiencing difficulty conceiving.

For males 1 in 25 has a low sperm count and 1 in 35 is sterile.

A	five-year	Australian	study	involving	women	trying	to	achieve	pregnancy	found	that	only	18%	had	
adequate	prior	knowledge	of	their	signs	of	fertility.10 Education about fertility and charting the fertility 
cycle using the Billings Ovulation Method™ are important tools in safeguarding reproductive health 
and the early identification of problems. 
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When is a Male Fertile?

From the time of puberty a young man is capable of producing sperm and will continue to do so 
throughout his life unless interrupted by external factors. Although men can remain fertile for much 
longer than women, male fertility also declines with age.

When is a Female Fertile?

From the beginning of puberty and even before her first bleed (menarche) a young woman begins to 
experience the patterns of fertility and infertility associated with the menstrual cycle.   She is only fertile 
for a short time in any cycle and the rest of the time she will have a pattern of infertility.  

Patterns of Infertility

Following menstruation there will often be a number of days when a woman feels dry at the vulva and 
doesn’t see any discharge. Or there may be an unchanging pattern of discharge that feels and looks 
the same day after day.  Hormone levels are low at this time and the cervix is blocked by a thick plug 
of mucus which prevents sperm entering the uterus. This means that the woman is infertile at this time. 
There are times in a woman’s life when she may experience extended periods of infertility where 
ovulation is delayed: for example, when breastfeeding, after stopping hormonal contraception, and 
during times of stress or illness. 

Sperm Production

Immature sperm cells are produced In the testes under 
the influence of testosterone, Luteinising Hormone (LH) 
and Follicle Stimulating Hormone (FSH). The sperm 
cells go through several stages of development to 
eventually become spermatozoa (mature sperm cells).

It takes approximately 74 days for sperm 
development, with an additional 12 days for final 
maturation as the sperm traverse the length of the 
epididymis.

After this process mobility is not achieved for another 
18 to 24 hours. Mature sperm then move through the 
vas deferens and are stored in the seminal vesicles 
until ejaculation. 

During the process of ejaculation, sperm from the 
seminal vesicles combine with a thick fluid from the 
prostate and Bulbourethral gland to create semen.

Sperm Survival and the Cervix

Sperm survival after ejaculation into the female 
reproductive tract depends on what phase of her 
reproductive cycle the woman is in. When a woman 
is in the infertile phase of her cycle the sperm are 
rapidly destroyed. However, when a woman is in 
the fertile phase of her cycle, the cervical mucus she 
produces is capable of sustaining sperm for around 
2-3 days, and sometimes for up to 5 days.  
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A woman will also experience infertility following ovulation. This period of infertility is known as the 
Luteal Phase. During this phase the woman remains infertile until menstruation.

Pattern of Fertility

A woman experiences a pattern of fertility as ovulation approaches. She will feel a change in the 
sensation that the mucus produces at the vulva. As the days pass she will notice that the mucus 
becomes thinner and clearer, and the sensation becomes wet and then slippery. This mucus is essential 
for fertility, and keeps sperm alive and healthy, and helps the sperm travel through the woman’s 
reproductive tract to meet and fertilise the egg. The woman may notice the slippery sensation even 
when there is too little mucus to see, which means she is still highly fertile.  

A woman ovulates only once in any cycle. The number of days she experiences a pattern of fertility 
signaling the approaching ovulation is as individual as she is. 

The Uterus

The uterus is a small hollow pear-shaped muscle, which is lined internally by the endometrium.  During 
pregnancy it stretches and thins to accommodate the growing baby. 

The Endometrium

The endometrium is the inner lining of the uterus, which is shed at menstruation.  Its function is to allow 
implantation of an embryo (baby) and provide nourishment to help it grow and develop. 

In the first part of the menstrual cycle, under the influence of oestrogen, the endometrium grows; this is 
called the proliferative phase.  After ovulation, under the influence of progesterone, the endometrium 
prepares for embryo implantation; this is called the secretory phase. 

If a pregnancy does not occur, progesterone and oestrogen levels fall, and the endometrium is shed in 
preparation for the next cycle.

The female 
reproductive system
The Ovary

The ovary is a small oval-shaped organ found 
at the end of the fallopian tube. At birth a girl’s 
ovaries contain between one and two million 
immature eggs (oocytes), although only about four 
to five hundred will reach maturity and be released 
during ovulation.11
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The Cervix

The cervix produces the mucus, which is essential for fertility. Women can learn to recognise this 
natural signal of fertility to identify the patterns of fertility and infertility in their cycles. The cervix is 
between the vagina and the base of the uterus (isthmus) and is about 25mm long. It contains several 
hundred crypts (glands) lined by cells, which under the influence of hormones, manufacture mucus, 
which is then released into the cervical canal.12 Different crypts produce different types of mucus. Each 
type of mucus has a different function during the ovulatory cycle.

Cervical Mucus

G Mucus
This mucus forms part of the immune system, which protects a woman’s reproductive tract from 
infection. It plugs the cervix preventing the entry of sperm into the cervix; this means the woman is 
infertile during these times. G mucus is produced in the lower third of the cervix.

It has been suggested that during puberty the cervix has increased susceptibility to sexually 
transmissible infections.13

P Mucus
P mucus is found in the uppermost crypts of the cervix. It is produced in its greatest amounts shortly 
before	ovulation.	It	has	a	liquefying	effect	on	L	mucus,	allowing	for	the	release	of	sperm	from	the	S	
crypts and their rapid transportation to the ovum. It can signify to a woman that ovulation is imminent 
by producing a very lubricative sensation at the vulva, often without visible mucus. 

Vagina

The vagina is a muscular canal between the vulva and the cervix, which is lined with a layer of 
epithelium that resembles skin. It has elastic properties and is usually 7-10 cm in length. It does 
not produce mucus, however under the influence of slightly raised oestrogen it may produce an 
unchanging discharge at the vulva.  

L Mucus
This mucus is produced throughout the length of the 
cervix. It forms a fern-like pattern and attracts low 
quality	sperm,	which	are	then	eliminated.	L	mucus	
locks	high	quality	sperm	into	the	S	crypts	for	later	
release. It also provides supporting structure to the 
P and S mucus.

S Mucus
This mucus is found in the upper half of the cervix 
and has a crystalline pattern. It is present as string-
like formations in the cervical canal. It is produced 
for a variable number of days before ovulation, 
and up to 3 days after. The S mucus provides 
nourishment	for	high	quality	sperm	and	channels	for	
their transport.
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Pockets of Shaw

The Pockets of Shaw are small folds found at the lower end of the vagina. The Pockets of Shaw open 
in response to rising levels of progesterone after ovulation, absorbing the moisture from any mucus 
before it reaches the vulva. The change in sensation at the vulva from wet and slippery to dry or sticky 
helps a woman to accurately identify her peak of fertility, which is the last day of the slippery sensation 
and very close to the time of ovulation.

Vulva

The vulva is the general term used to describe the external genitalia of a female.  It is a sensitive part 
of the body, which contains sensory receptors similar to those found on tip of your finger or tongue. A 
woman can be trained to identify changes in sensation at the vulva during her menstrual cycle using 
the Billings Ovulation Method™.

The Menstrual Cycle
The menstrual cycle is the time during which a women experiences the hormonal changes associated 
with a single ovulation. Menstrual cycles usually range from 23 - 35 days. Ovulation, the release of an 
ovum (egg) from the ovary, is the central event of a cycle. The menstrual period or bleed is the natural 
consequence	of	this	central	event	and,	in	a	fertile	cycle,	occurs	11-16	days	after	ovulation.	
It can be helpful to think of a woman’s cycle as an ovulatory cycle rather than a menstrual cycle 
because it is ovulation that determines her potential fertility, not menstruation.  

The Menstrual Cycle and the Cervix
During the menstrual cycle the cervix goes through a series of changes under the influence of the 
ovarian hormones oestrogen and progesterone.  When oestrogen and progesterone production is 
low the cervix is blocked with a thick plug of G mucus. When oestrogen production in the ovary has 
increased sufficiently the cervix is stimulated to activity. The mucus plug leaves the cervix and the cervix 
produces a fluid mucus.  A woman can sense this change at the vulva and recognize the beginning 
of fertility. As oestrogen levels rise rapidly the production of mucus with fertile characteristics, types 
S,	L	and	P,	allow	for	the	passage	and	survival	of	good	quality	sperm.	Women	notice	a	changing	
developing pattern of mucus, with the mucus becoming thinner and clearer and the sensation at the 
vulva becoming wet and then slippery. When ovulation is imminent there may be little or no visible 
mucus, but the slippery sensation means a woman is still highly fertile.14  As ovulation takes place 
progesterone production begins to increase and the cervix responds by commencing production of the 
new plug of G mucus. The mucus plug will block the cervix within 3 days of ovulation and remain in 
place until menstruation.
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Identifying the Phases of the Menstrual Cycle
The menstrual cycle has 3 distinct phases that can be identified by a woman observing her menstrual 
cycle with the Billings Ovulation Method™:

1. Pre-ovulatory infertility
2. Fertility
3. Post-ovulatory infertility.

Pre Ovulatory Infertility

Following a menstrual bleed a woman will recognize infertility by an unchanging pattern of dryness 
and/or discharge at the vulva. This is known as a Basic Infertile Pattern (BIP).15 This signals that there 
are low levels of ovarian hormones, oestrogen and progesterone, and no cervical activity. The cervix 
is blocked by a plug of G mucus. The number of days that you experience this unchanging pattern will 
determine the length of your cycle. In an average cycle this pattern of infertility lasts for a few days. If 
your cycle is short you may not experience any days of this infertile pattern. In a longer cycle you will 
have more.  

Fertility

Early in the cycle the pituitary gland in the brain begins to secrete a hormone called Follicle Stimulating 
Hormone, or FSH. FSH stimulates the growth of a group of follicles in the ovaries. Each follicle 
contains an egg and a bundle of surrounding cells that secrete the hormone oestrogen. 

Oestrogen activates the cervix to produce mucus with fertile characteristics. This is the start of the fertile 
phase. A woman becomes aware of her developing fertility by the changes in the mucus that she feels 
and sees at the vulva. She will notice that she feels increasingly wet and then slippery, and she may 
see mucus that becomes thinner and clearer. The last day of the slippery feeling is called the Peak of 
fertility. It is very close to the time of ovulation.

As one follicle nears maturity, the pituitary gland is stimulated to release a surge of another hormone, 
called Luteinizing Hormone, or LH. LH triggers ovulation: the release of the egg from its follicle. The 
egg is swept up into the fallopian tube, ready to begin its journey towards the uterus. If fertilisation 
doesn’t occur the egg will die within a day of ovulation. But if the egg meets any sperm along the 
way, fertilisation can take place. 

After ovulation the empty follicle is transformed into the Corpus Luteum. The Corpus Luteum produces a 
hormone called progesterone. Progesterone prepares the endometrium for implantation of an embryo. 
It also causes the Pockets of Shaw to open and absorb moisture from the mucus. The mucus thickens, 
and the plug begins forming in the cervix again. The day following the Peak the woman no longer 
feels wet or slippery at the vulva, and it is this sudden change in sensation that helps her to identify the 
Peak. Ovulation usually takes place within a day (two at the most) of the Peak, and the egg survives 
for 12-24 hours. So by the end of three days after the Peak a woman can be confident that her fertility 
for this cycle is over.16

Post Ovulatory Infertility

Post ovulatory infertility, also known as the luteal phase, begins with rising levels of progesterone and 
oestrogen from the Corpus Luteum. The cervix is now blocked by G mucus until the next menstruation. 
The influence of progesterone ensures that the sensation a woman experiences at the vulva never 
returns to slippery.  When there is no pregnancy the Corpus Luteum starts to regress,gradually reducing 
production of progesterone and oestrogen until they reach a level where menstruation begins. 
Menstruation commences 11-16 days following the peak of fertility (ovulation) in a fertile cycle. 
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Phases of Ovulatory Cycle
The whole ovulatory process follows a precise series of events, each following on from the previous 
one. They can be demonstrated by the following:

OESTROGEN and PROGESTERONE levels fall

suppression of FSH and LH lifted
– new CYCLE commences

HYPOTHALAMUS produces GnRH

tells PITUITARY to produce FSH

grows FOLLICLES

which produce OESTROGEN

which causes growth of the ENDOMETRIUM (proliferative)
and the CERVIX produces mucus

OESTROGEN feeds back to the HYPOTHALAMUS
turns off FSH and sends out LH

which releases the OVUM from the follicle

stimulating formation of a CORPUS LUTEUM

which produces PROGESTERONE and OESTROGEN

the progesterone changes the ENDOMETRIUM (to secretory),
affects the mucus and activates THE POCKETS OF SHAW

if fertilization has not occurred, corpus luteum
REGRESSES after 6 –7 days

OESTROGEN and PROGESTERONE levels fall

suppression of FSH and LH lifted

MENSTRUATION commences 11-16 days
after ovulation, new cycle begins

THE OVULATORY CYCLE PROCEEDS IN
A WELL ORDERED SERIES OF EVENTS
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The Continuum - Menstrual Cycle Variations17
  

For most of her reproductive life a woman will experience fertile ovulatory cycles. However, all 
women experience infertile cycles at certain times in her life, particularly during the first 2 years after 
menarche, when approaching menopause, during breastfeeding, through periods of stress, and during 
and after hormonal contraception.  These have been identified and described in the work of Professor 
James Brown, who developed the concept of ‘the continuum’, which describes the phases and variants 
during a women’s reproductive life.18

The variants of the Continuum that a woman can experience are:

Early Ovulation

Fully ovulatory cycles as short as 19 days occur, with oestrogen levels already rising on day 1 and the 
fertile phase beginning during menstruation.

No ovarian activity — Amenorrhoea 

FSH production to the threshold level may be delayed, causing lengthening of the cycle. The FSH 
levels remain below threshold and no follicle begins the rapid growth phase. Little oestrogen is 
produced and the cervix remains unstimulated. The woman experiences a continuous basic infertile 
pattern (BIP).

Anovulation — Oestrogen peak

In this situation the developing follicles produce oestrogen and the follicle develops as in an ovulatory 
cycle.	The	discharge	from	the	cervix	changes	and	FSH	levels	rise	to	exceed	the	threshold	required	for	
follicle stimulation, but the ovulatory mechanism fails and no LH is released. There is no ovulation.
Following the death of the follicle oestrogen levels drop, the BIP returns, no progesterone is produced 
and no peak day is identified. Depending on the amount of oestrogen produced and the sensitivity of 
the endometrium, there may or may not be bleeding as a result.

Anovulation — Constant Raised Oestrogen Levels 

The	rise	in	FSH	production	above	the	threshold	may	arrest	before	reaching	the	level	required	to	boost	
one follicle to ovulation. This results in chronic development of the follicles but none are selected for 
ovulation.

The stimulated endometrium may break down, resulting in what is called oestrogen breakthrough 
bleeding.

There are two possible outcomes: 

The	feedback	mechanism	corrects	itself,	FSH	exceeds	the	required	level	and	a	follicle	is	boosted	to	
ovulation. The rapid rise in oestrogen stops the bleeding. As the woman is about to ovulate, she is 
highly fertile during this bleed.

Follicles remain in a state of chronic stimulation, with oestrogen stabilising at levels less than those 
required	for	ovulation.	The	discharge	from	the	cervix	shows	fertile	characteristics	but	does	not	progress.	
The stimulated endometrium may break down, resulting in oestrogen breakthrough bleeding, sometimes 
at regular 28 day intervals. Or the FSH may return to sub-threshold levels with return of the BIP.
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Luteinised Unruptured Follicle (LUF) 

In this situation a follicle develops and a changing mucus pattern is experienced, but no peak is 
identified. Some LH is released but not enough to cause ovulation. The LH that is produced results in 
minor luteinisation of the follicle and a small amount of progesterone is produced for a short time. A 
LUF may or may not be followed by bleeding.

Ovulation	Occurs	but	Cycle	Infertile:	Inadequate	Luteal	Phase	

In this situation ovulation occurs and the peak symptom is usually identified. Progesterone levels rise 
above those seen in a LUF but are not sufficient to produce a fully formed Corpus Luteum  (deficient 
luteal phase). This situation may also occur if progesterone reaches normal post-ovulatory values but 
falls prematurely so that menstruation occurs 10 days or less after ovulation (short luteal phase).

Both types of cycles are ovulatory but infertile. Both are followed by menstruation. Professor James 
Brown	states	that	the	inadequate	luteal	phase	(deficient	or	short)	is	the	most	common	cause	of	
temporary	infertility	and	makes	up	about	10%	of	all	ovulatory	cycles.

The Continuum Throughout Reproductive Life

These cycle variants have been listed as if they were separate entities. During a woman’s life, one 
merges into the next, so there is a continuous gradation — from no follicular activity, through follicular 
activity without an LH surge, through increasing maturation of the ovulatory mechanism, to the fully 
fertile ovulatory cycle. This is the pattern a woman will experience at menarche, during breastfeeding 
and finally the reverse occurs at menopause.

These cycle variants do not necessarily repeat themselves from cycle to cycle. For example, with 
the approach of menopause or during stress, the woman may experience periods of amenorrhoea, 
anovular ovarian activity or LUFs, interspersed with fertile ovulatory cycles.

As none of these infertile variants can be predicted at the beginning of the cycle, the woman must 
be observant of her symptoms at all times. Vigilant application of the rules of the Billings Ovulation 
Method™ enable her to know and understand her fertility in  every type of cycle encountered.
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Resources
Loving for Life©

Loving for Life™ provides educational material and programs that are scientifically accurate and 
engaging for students.  

For	a	quote	or	enquires	please	contact	us	via	info@lovingforlife.org

Life Begins DVD

The DVD ‘ Life Begins” is an excellent Australian 
production from Loving For Life (WA) which covers the 
following:

•	 The	requirements	of	a	healthy	pregnancy,	detailing	the	
role of the woman’s cervical crypts.

•	 The	process	of	fertilisation,	with	electron	microscopy	
of chromosomes and dividing cells. 

•	 The	development	of	the	unborn	child	from	conception	
to birth in photos and 4D ultrasound.

‘Life	Begins’©	provides	a	unique	visual	appreciation	
of prenatal development, while clearly explaining 
facts obtained from the most current medical literature 
and assisted by doctors, allied health professionals, 
scientists and the Billings Ovulation Method™. 

To order click here

Programs:

Towards Loving© - upper primary/lower secondary 
students.

Loving for Life’s “Towards Loving” program aims to 
support parents in their role as primary educators of their 
children during puberty and adolescence. It conducts 
school programs including parent/child events and/or 
full day programs for students.

Objectives:

•	 Support	parents	in	their	role	as	primary	educators	of	
their children.

•	 Give	factual	information	on	body	changes	during	
adolescence. 

•	 Include	spiritual,	emotional	and	social	growth.
•	 Provide	an	interactive	and	respectful	learning	environment.	
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Choosing to Love ©- middle to upper secondary

Loving for Life conducts facilitator-lead full day seminars 
with small groups of students for the “Choosing to Love” 
program. This program challenges students to dream 
about their future relationships and develop a plan to 
achieve their dream.

Objectives

•	 To	facilitate	an	understanding	of	human	sexuality	and	
its purpose.

•	 To	build	a	goal	for	future	relationships	and	
happiness. 

•	 To	facilitate	an	understanding	of	attaining	happiness	
by building strong healthy relationships.

•	 To	show	that	our	choices	determine	our	path	to	
happiness, and to develop skills to avoid risks to happiness.

Loving for Life Talk Series

Loving for Life provides large group presentations on the following topics:

Fertility Awareness & Contraception

Sexually Transmissible Infections

Billings Ovulation Method™

Recommended Teaching Resources

Posters:

Physiology of the Cycle - Prof James Brown

The Cervix - The biological regulator of fertility

Signs at the Vulva - Patterns of fertility & infertility

Visit our website for a full list of resources available. www.thebillingsovulationmethod.org/resources
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