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Natural fertility regulation —

The Billings Ovulation Method
Background
MORE than 50 years ago, Dr John
Billings recognised the association
between changes in cervical mucus
and fertility. By asking women to
record the pattern of vulval discharge throughout the length of
their cycles, Billings realised that it
could be recognised when a women
was fertile, regardless of cycle
length.
The science of fertility has leapt

ahead in the intervening years, but
management of fertility remains a
burning issue for many couples.

The Billings Ovulation Method
In the mid-20th century, the idea of
concentrating on ovulation as the
significant event in the menstrual
cycle was considered revolutionary.
That ovulation occurred about two
weeks before menstruation had

already been established. However,
irregular cycles and delayed ovulation meant this information was an
inexact guide to fertility. The recognition in the early 1960s by Dr
Evelyn Billings of the pattern of preovulatory infertility — an unchanging pattern of either dryness or discharge — helped eradicate these
uncertainties.
Further research confirmed the

validity of the Billings Ovulation
Method and the rules of the method
have remained unchanged since that
time. In the 1970s, on the recommendation of the WHO, the Drs
Billings changed the name of their
method from the Ovulation Method
to the Billings Ovulation Method to
identify the method based on their
discovery.

MARIE MARSHELL,
director, WOOMB International;
convenor, education committee,
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Hormonal basis of the Billings
Ovulation Method
CHANGES in cervical mucus are
controlled by the changing production of oestradiol and progesterone during the ovarian cycle.
The woman’s observations of her
cervical mucus are in effect selfbioassays for these hormones.
The ovulatory cycle can be
divided into two phases: from
the beginning of menstruation
until the day of optimal fertility
in that cycle (‘the peak’), and
from the peak until the beginning of the next menstruation
(the luteal phase).
The interval between ovulation and the next menstruation
is 11-16 days in a fertile cycle,
but the length of the pre-ovulatory phase will vary and may be
extended, resulting in long
cycles, for example, in breastfeeding, perimenopausal women
or women suffering ovarian dysfunction such as polycystic ovary
syndrome.
During the time of fertility, the
cervix produces mucus that is conducive to sperm selection, transport and survival, progressing over
a variable number of days to a
slippery sensation at the vulva. The
last day on which this slippery
mucus is present, whether in large
or minimal quantities, is the peak.

Genital contact over the fertile
phase has the potential to result in
pregnancy.
Women using the Billings
Ovulation Method are taught to
be aware of the sensation of the
vulva and any visible discharge
as they go about their daily
activities and to record this
information each evening. The
woman’s record gives her information about the current state
of her fertility, regardless of
cycle length or reproductive life
stage and the likely day of ovulation.
This information is valuable for
all women, whether they are
wishing to avoid pregnancy or
conceive. It is also of particular
benefit in enabling women to
monitor their reproductive health,
as they will quickly be alerted to
any abnormal discharge and seek
early medical management.
The Billings Ovulation
Method is incompatible with
any barrier methods of contraception, including withdrawal,
as valid observations are compromised. Internal examinations
or touching of mucus do not
form part of the Billings Ovulation Method, as these can give
inaccurate information.
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Women using
the Billings
Ovulation
Method are
taught to be
aware of the
sensation of the
vulva and any
visible discharge
as they go about
their daily
activities.

Rules of the Billings Ovulation Method
IN the Billings Ovulation Method couples
need to use only four rules to achieve or
avoid pregnancy throughout the woman’s
reproductive life (see box below). Application of the four rules in the phases of the
menstrual cycle is as follows.

itary. As the production of oestradiol and
progesterone wanes at the end of the cycle,
this suppression is removed and the FSH
levels rise. FSH stimulates a group of ovarian follicles into active growth. After several days of growth the follicles start producing oestradiol.

Pre-ovulatory infertile phase
Ovarian/pituitary activity

Cervical response

During the latter half of the preceding
cycle, high output of oestradiol and progesterone by the corpus luteum suppresses
production of FSH and LH by the pitu-

Until the developing follicles start to produce oestradiol, the cervix is occluded by
G mucus, which is a natural barrier to
cont’d next page

Rules of the Billings Ovulation Method
There are four simple rules. Three relate to the pre-ovulatory phase, and one to the
post-ovulatory phase.
Early Day Rule 1

Avoid intercourse on days of heavy menstrual bleeding.

Early Day Rule 2

Alternate evenings are available for intercourse when these days
have been recognised as infertile, ie, basic infertile pattern (BIP).

Early Day Rule 3

Avoid intercourse on any days of discharge or bleeding that
interrupt the BIP. If ovulation is not confirmed, allow three days
from return of the BIP before resuming intercourse.

Peak rule

From the beginning of the fourth day after the peak until the end of
the cycle, intercourse is available every day at any time.

To achieve pregnancy
Apply the Early Day Rules. This enables the change to the fertile pattern of mucus to be
recognised. Intercourse is then postponed until slippery sensation occurs. This allows
optimal fertility to be identified, so intercourse should occur while the slippery sensation is
obvious at the vulva and for one or two days past the peak.
To avoid pregnancy
Apply:
■

Early Day Rules

■

Peak rule

tacand is also a vers atile instrument
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sperm. Its high viscosity
makes it a mechanical plug
that closes the cervical canal,
which is also narrowed at this
time by the fibromuscular
system in the cervix. Pregnancy cannot be achieved at
this time, as sperm survival is
very short and G mucus prevents transit of sperm, which
are quickly phagocytosed.

Figure 1: Ovarian/cervical responses to women’s recorded symptoms.
Day of
cycle

The woman’s record

The woman recognises this
time of infertility by awareness of an unchanging pattern
of dryness or a sensation or
discharge that is the same day
after day. This pattern of
unchanging symptoms is
termed the basic infertile pattern (BIP) and corresponds to
low oestrogen levels.

Estrone 3-glucuronide
(nmol/24hrs)

Pregnanediol 3-glucuronide

Billings Ovulation Method
management

The couple applies:
■ Early Day Rule 1: avoid
intercourse on days of heavy
menstrual bleeding:
— fertility may begin during
menstruation, and bleeding could obscure mucus.
— ovulation can occur as
early as day 5 of the cycle.
■ Early Day Rule 2: alternate
evenings are available for
intercourse when infertility
(BIP) has been recognised:
— evening intercourse allows
the woman to assess the
state of her fertility during
the day.
— seminal fluid the day after
intercourse may mask any
change from her BIP.

Fertile phase

After intercourse,
some sperm
travel directly to
the uterine cavity,
but most are
conveyed to the S
crypts, where
they are locked in
by L mucus for
up to two days.

Ovarian/pituitary activity

An intermediate level of FSH
production
must
be
exceeded before a follicle is
finally boosted into its full
ovulatory response, and a
maximum level must not be
exceeded, otherwise multiple
ovulations occur.
The dominant follicle racing
towards ovulation produces
rapidly increasing amounts of
oestradiol, which stimulate
production of cervical mucus
and
growth
of
the
endometrium.
As the oestradiol suppresses
FSH production, support for
the lesser follicles is removed
and the dominant follicle is
selected. A maturation mechanism is turned on to make
the dominant follicle receptive
to the second pituitary
gonadotrophin, LH.

mucus that appears later. It
acts as a filtering system by
capturing and eliminating
low-quality sperm, allowing
only the high-quality sperm
to reach and fill the S crypts.
S mucus is secreted from
S crypts in the upper half of
the cervix and is present in
string-like formations in the
cervical canal both before
and up to three days after
ovulation. S mucus provides
channels for sperm transport
to the S crypts and nourishment for the high-quality
sperm.
After intercourse, some
sperm travel directly to the
uterine cavity, but most are
conveyed to the S crypts, where
they are then locked in by L
mucus for up to two days, at
which time these crypts are
non-secretory and the sperm
immotile. Through this action
both L and S mucus co-operate
to bring about propagation of
optimal sperm.
Shortly before ovulation,
the P crypts secrete P mucus,
which dissolves the L and S
mucus, releases sperm locked
in the crypts and conveys
them to the body of the
uterus. It is also responsible
for the very lubricative vulval
sensation, often without visible mucus, which enables the
peak to be easily identified.

Cervical response

The cervix responds to rising
oestradiol levels by producing
mucus from different crypts
throughout its length. The
various types of mucus have
different crystalline structures.
Sperm survival may now be
extended to 3-5 days.
At the beginning of the fertile phase, P mucus dissolves
the G mucus, allowing sperm
to enter the cervix.
L mucus, present throughout the whole fertile period,
forms a flexible mechanical
support for the more fluid S

20

| Australian Doctor | 19 December 2008

The woman’s record

The woman recognises the
beginning of her fertile phase
by a change in sensation at the
vulva and in the visible mucus.
Close to ovulation, the sensation becomes slippery,
although visible mucus may
diminish or disappear and
there may be a heightened
sensitivity and swelling of the
vulva. The woman’s charted
record will reveal a changing,
developing pattern, reflecting
the cervical response to rising
oestrogen levels.

Billings Ovulation Method
management

Early Day Rule 3 — avoid
intercourse on any day of discharge or bleeding that interrupts the BIP. If the peak is
not recognised, allow three
days from return of the BIP
before resuming intercourse.
Any change from the BIP
indicates ovarian activity;
from this point, one of two
things can happen:
■ The most usual change
reflects the rise and peak of
oestrogen, and the peak
being recognised. The peak
rule for the post-ovulatory
phase is applied.
■ If the change is follicular
activity without ovulation,
the peak will not be recognised and the BIP returns. A
count of three days from this
return of the BIP allows time
for the hormones to stabilise
at a low level and confirm
infertility. Rule 2 is then
applied while the BIP persists.

Ovulation
Ovarian/pituitary activity

High oestradiol levels activate a positive feedback
mechanism in the hypothalamus, causing the pituitary
gland to release a surge of
LH, initiating ovulation about
37 hours after the beginning
of the surge, or 17 hours after
its peak. The oestradiol level
reaches a peak about 36
hours before ovulation then
falls abruptly, with the progesterone level beginning to
rise as a result of the follicle
luteinisation. The ovum is fertilisable for up to 24 hours
after ovulation.
Ovulation is most likely to
occur on the day of the peak,
occasionally on the day after
the peak, and rarely on the
second day after the peak.
Couples count to the third day
after the peak to allow for
ovum survival from the possi-
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bility of ovulation occurring
on the second day after the
peak.
Cervical response

The rising progesterone level
strongly inhibits the oestrogen effect and stimulates the
cervix to once again produce
G mucus. Over the three
days following the peak, the
cervix is gradually occluded
by the increasing G mucus.
However L, S and P mucus
are still present and channels
for sperm transport still
exist.
The rise in progesterone
causes the pockets of Shaw
to be activated to produce
manganese, which extracts
moisture from any discharge
6
passing through the vagina.
This action causes the
abrupt change from the slippery lubricative sensation
that defines the peak.
The woman’s record

The peak indicates the optimal fertile time in the cycle
and is identified as the last day
of the slippery sensation at the
vulva, after a developing
mucus pattern of variable
length. It is identified in retrospect on the day of change
when the sensation at the
vulva will be dry or sticky and
no longer wet and slippery.
Any visible mucus may
now appear thicker, reflecting
the dehydrating actions of the
pockets of Shaw. It is important that no internal mucus
observation is performed, as
this will bypass the Pockets of
Shaw and give inaccurate
information.

Luteal phase
Ovarian and pituitary activity

After ovulation the ruptured
follicle is transformed into the
corpus luteum and production
of progesterone increases
rapidly (approximately doubling each day), together
with a second rise in oestradiol output, which in turn
changes the endometrium to
secretory.
About seven days after
ovulation, if pregnancy has
not occurred, production of
both oestradiol and progesterone begins to decline,
resulting in menstruation and
a luteal phase of 11-16 days in
a fertile cycle. Pregnancy is
suggested when no menstruation has occurred by day 17
past the peak. Implantation
bleeding may occur from day
6 after ovulation.
Cervical response

By the beginning of the fourth
day after the peak, the cervix
is occluded by G mucus,
which remains in place until
just before menstruation,
when it is dislodged to allow
the menstrual flow.
The woman’s record

For the three days after the
peak, the record will indicate
an absence of the slippery sensation. Just before menstruation, one or two days of a
wetter sensation may be
recorded (reflecting progesterone level falling faster than
oestrogen level). From the
fourth day past the peak until
the beginning of menstruation,
the couple experiences
absolute infertility.

Billings Ovulation Method
management

Billings Ovulation Method
management

Peak rule — from the beginning of the fourth day after
the peak until the end of the
cycle, intercourse is available
every day at any time.

Because ovulation has already
occurred, fertility is over for
this cycle. Intercourse is available at any time until menstruation.
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How to treat – natural fertility regulation — the Billings Ovulation Method
maturation of the ovulatory
mechanism, to the fully
fertile ovulatory cycle. This
is the pattern at menarche;
the reverse occurs at
menopause.
These cycle variants do not
necessarily repeat themselves
from cycle to cycle. For example, with approach of
menopause or during stress,
the woman may experience
periods of amenorrhoea,
anovular ovarian activity or
LUFs, interspersed with fertile
ovulatory cycles.

from previous page

quate luteal phase (deficient
or short) is the most
common cause of temporary
infertility and makes up
about 10% of all ovulatory
cycles.
These cycle variants have
been listed as if they were
separate entities. Actually,
one merges into the next, so
there is a continuous gradation — from no follicular
activity, through follicular
activity without an LH
surge, through increasing

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
handle every type of cycle
encountered.
Billings Ovulation Method
management of cycle variation

The woman’s chart reveals
whether the cycle is a fertile
ovulatory cycle or one of the

Using the Billings Ovulation Method to achieve
pregnancy naturally
THE Billings Ovulation Method provides valuable
information for the subfertile couple, as it allows the
woman to identify the time of maximum fertility in
each cycle.
A five-year Australia-wide study on use of the
Billings Ovulation Method to achieve pregnancy has
examined the efficacy of the Billings Ovulation
Method in assisting couples to achieve pregnancies
and is currently being prepared for publication.
The study included 384 consecutive couples,
regardless of cycle length, age or reproductive history,
with 64 women lost to follow-up. In addition to education about the Billings Ovulation Method,
clomiphene was used by 26 women to correct persistent infertile cycle variants. For some, time was necessary to allow adequate cervical response to ovulatory hormones after stopping contraceptive use.
Results of the study were as follows:
■ 82% of all couples had no prior knowledge of their
signs of fertility. In response to the survey questionnaire after use, 95% stated that the Billings
Ovulation Method had given them greater understanding of fertility and infertility.
■ The confirmed pregnancy rate was 78.3%, with
an average of 4.7 months from initial instruction to
conception.
■ The average time trying to achieve pregnancy before
entering the study was 15 months.
■ Of the 384 couples, 207 (54%) had known infertility factors; the confirmed pregnancy rate in this
group was 65%.
■ Fourteen of 37 couples who had previously unsuccessfully used IVF or other assisted reproductive

technologies (38%) achieved pregnancy.
Of 48 women aged 38-46, 32 (66%) achieved
pregnancy.
Advice is often given to have intercourse around
day 14, which may miss the fertile phase altogether.
All couples wishing to achieve pregnancy should
be offered the opportunity to learn their optimal
fertility.
Pre-session questionnaires completed by doctors
before attendance at our Menarche to Menopause
Active Learning Modules reveal a lack of current
knowledge on the science and signs of fertility. This,
coupled with the fact that only 18% of couples wishing to conceive had a prior knowledge of their signs
of fertility, indicates the importance of disseminating
accurate information on the significance of mucus
and cervical health for fertility.
■

What about urinary
ovulation predictors?
These devices can be useful in identifying the time
of ovulation, but their use can become expensive. There are also some limitations in their use.
The LH surge is only a predictor of ovulation —
the woman may or may not ovulate even though
the LH has surged (eg, in an LUF, despite the
LH surge, ovulation does not occur). This is particularly common for the woman with polycystic
ovary syndrome. When the woman is not aware
of her signs of fertility, she has to guess the
appropriate time to use the predictor, resulting in
negative results because she is either ovulating
earlier or much later in the cycle than she expects.

variants. Fertility and infertility is understood on a dayby-day basis regardless of
the length of the cycle, and
fertility is managed by following the four rules.
Bleeding is recognised as
the four types listed in the
glossary on page 18 — menstruation, breakthrough
with high oestrogen, oestrogen withdrawal, or implantation. Any other bleeding
can be recognised as an
aberration and should be
investigated.

Who should be referred to a Billings
Ovulation Method teacher?
REFERRAL to a Billings Ovulation Method
teacher can be suitable for couples trying
either to achieve or avoid pregnancy.
The chart should reflect the life-stage of the
woman; for example, she may have a short
luteal phase and/or inadequate mucus symptom because she is weaning from breatfeeding
or has stopped using hormonal contraception,
when the chart would be reflecting one of the
variants of the continuum.
Alternatively if the chart does not reflect her
life stage but rather ovarian dysfunction, the
Billings Ovulation Method teacher would recommend further medical investigation.
The persistence of cycle abnormalities may
be due to metabolic or endocrine abnormalities or other diseases that require further
assessment. Simple blood tests such as prolactin levels or thyroid function can often
detect the cause of suppressed fertility; 5060% of women with PCOS have an impaired
insulin response to an oral glucose test.
Professor Pilar Vigil, Faculty of Biological
Sciences, Catholic University of Chile, states:
“Women with ovulatory dysfunctions associated with irregular cycles and abnormal
mucus patterns will not usually resume normal cycling spontaneously without appropriate treatment. Follow-up studies have shown
that, in the absence of treatment, these conditions only worsen with time. Self-knowledge acquired by learning the Billings
Ovulation Method is an invaluable tool for
women willing to achieve a healthy reproductive system state.”

Case studies
Case from a GP
Abnormal cycles with possible
thyroid abnormalities

A 28-YEAR-old woman presented for medical review
after referral by her Billings
Ovulation Method instructor.
Her charting had shown several months of abnormal
cycles, with excessive thick
and sticky mucus during the
time of presumed BIP and no
obvious changing developing
pattern suggestive of ovulation.
In one cycle, bleeding was
noted immediately following
fertile symptoms, then
resumption of fertile symptoms noted straight after the
bleeding. Progesterone measurements confirmed that
ovulation had occurred, but
the charting was obviously
confusing.
The woman had a threeyear-old daughter and a history of two miscarriages in the
previous 12 months, which
had caused considerable anxiety and some depressive
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symptoms. Other history
revealed longstanding fatigue
and steady weight gain, but
otherwise good general health.
Examination showed a

2

BMI of 25kg/m , blood pressure 110/70mmHg, pulse 80
beats/minute and regular, and
possible diffuse thyroid
enlargement although clini-
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cally she was euthyroid. Pelvic
examination and Pap smear
were normal.
General pathology testing
revealed normal results, apart
from thyroid function tests,
which initially showed a TSH
level of 4.39mIU/L (normal
range 0.5-4mIU/L) with
normal T3 and T4 levels.
Repeat
measurements
revealed a TSH level of
6.14mIU/L, again with
normal T3 and T4 levels.
Anti-thyroglobulin antibodies
were elevated, consistent with
mild primary hypothyroidism
of autoimmune origin or
Hashimoto’s disease.
In view of her symptoms,
treatment was started with
thyroxine 100μg daily. In the
following months her TSH
level returned to the normal
range, associated with lessening of her fatigue and anxiety
and gradual return of her
cycles to a normal pattern.
Pregnancy and normal delivery of her second child
occurred in the next year.
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Ovulation Method teachers
around Australia — urban
and rural? What time and
financial commitment will
Jessica and her partner need
to make? Is it recommended
that couples do revision
courses over time?
Couples can access help
with an accredited teacher
throughout Australia either
by face-to-face, telephone or
internet teaching. There are
teaching centres in all capital
cities and in some rural areas.
The Australia-wide toll-free
number (1800 335 860) gives
access to an accredited
teacher in Melbourne
Monday to Friday from
10am to 4pm. Access to
internet teaching puts the
couple in contact with a tutor
who will guide them to interpret their chart. All teaching
services cost $100, which
includes personal assistance
and necessary literature from
initial instruction until
autonomy. Follow-up sessions are usually recom-

mucus-bearing crypts. There
can be recovery but this is
dependent on how radical the
gland bed eradication has
been. The S and P crypts are
responsible for the propagation of sperm and if they are
not functioning, fertile mucus
will not be present. If mucus
crypts are active, as must have
been the case for Jessica’s previous pregnancy, this will be
revealed by the woman’s
chart.

mended every 2-4 weeks until
confidence is attained. Once
autonomous, couples are
encouraged to make further
contact with their teacher if a
change in reproductive
lifestage causes confusion.
The theory of the Billings
Ovulation Method is complex — is there any evidence
on teaching the method to
couples with intellectual disability?
The theory is complex
but the practical application of the Billings Ovulation Method is simple.
There has been no study
undertaken on the success
of the Billings Ovulation
Method for couples with
intellectual disability but
many years of clinical practice have shown that these
women can be taught to
identify their fertile and
infertile phases successfully.
Teaching the husband is
also very important so that
he has an understanding
and can help keep the

chart. Couples with an
intellectual disability would
require regular follow-ups
with an accredited teacher
to ensure they understand
the four simple rules and
how to apply them.
Does past treatment to the
cervix such as a cone biopsy
or LEEP interfere with the
use of the Billings Ovulation
Method?
This depends on how much
damage has been done to the

Do vulval skin problems such
as eczema, chronic discharges
or use of vaginal lubricants
interfere with use of the
Billings Ovulation Method?
Women with chronic discharges have been able to
use the Billings Ovulation
Method successfully as the
Method is based on identifying patterns. The chronic
discharge will be present
continuously and if there is
no mucus present infertility
will be revealed by the
unchanging nature of the
chronic discharge. Fertility

will be identified by its
changing nature. A woman
with an intermittent discharge would learn to recognise her individual patterns
at the time when this discharge was present.
This situation demands
careful teaching and the
woman would be encouraged to have regular contact with her Billings Ovulation Method teacher.
Vaginal lubricants, used
to facilitate intercourse,
would not interfere with
the use of the Billings Ovulation Method.
Patrick is now three years
old and Jessica is keen to be
pregnant again. She has been
using the Billings Ovulation
Method but does not seem
ever to detect signs of the
fertile phase. She is discussing with her doctor the
use of clomiphene. Does
clomiphene exaggerate or
alter the mucus changes
throughout the menstrual
cycle?

While some women using
clomiphene record fertile
symptoms, clomiphene can
diminish the mucus over the
fertile phase so Jessica would
be encouraged to be alert for
any changes in vulval sensation different from her BIP.
She may only be aware of
the slippery sensation for a
short time on one day. Pregnancy can result from intercourse at this time if an ovulation with good hormone
levels occurs. She would also
be encouraged to identify
any vulval swelling which
would assist her to recognise
ovulation. Jessica should
also be informed that ovulation can occur as late as Day
21 in the clomiphene cycle.
Jessica is probably experiencing long, irregular cycles
associated with her PCOS.
She would be encouraged to
return to her Billings Ovulation Method teacher to discuss her chart to see if she is
perhaps ignoring changes
which may in fact indicate
fertility.

How to Treat Quiz

INSTRUCTIONS

Natural fertility regulation — the
Billings Ovulation Method
— 19 December 2008

The mark required to obtain points is 80%. Please note that some questions have more than one correct
answer.

1. Which TWO statements about the Billings
Ovulation Method are correct?
a) Women using the Billings Ovulation Method
are taught to be aware of the sensation of the
vulva and any visible discharge
b) Internal examinations or touching of mucus
do not form part of the Billings Ovulation
Method
c) Once a woman has learned her typical cycle
pattern, she does not need to observe her
symptoms in every cycle
d) The Billings Ovulation Method is compatible
with barrier methods of contraception
2. Lisa and Barry have a nine-month old boy.
Lisa’s menstruation has resumed and she is
interested in using the Billings Ovulation
Method to avoid another pregnancy at
present, and asks how effective it is as a
contraceptive. Which TWO statements about
the efficacy of the Billings Ovulation Method
as a contraceptive method are correct?
a) The teaching phase of the WHO study
showed that by the third cycle of charting
67% of women had at least a good
interpretation of the method
b) In the WHO study the method-related
pregnancy rate was 12.2 pregnancies per 100
woman years (hwy)
c) In the WHO study the total pregnancy rate
was 22.3 pregnancies/hwy
d) Couples wishing to use the Billings Ovulation
Method to prevent pregnancy should be
made aware of the importance of gaining
accurate information and assistance from an
experienced accredited teacher
3. Which TWO definitions of the terms used
by the Billings Ovulation Method are correct?

a) The basic infertile pattern (BIP) is the
unchanging pattern of dryness or discharge
before an ovarian follicle begins to mature
b) The peak indicates the optimal fertile time in
the cycle
c) G mucus acts as a filtering system by
capturing and eliminating low-quality sperm
d) P mucus provides channels for transport of
high-quality sperm
4. Which THREE statements about the
hormonal basis of the Billings Ovulation
Method are correct?
a) Changes in cervical mucus are controlled by
the changing production of oestradiol and
progesterone during the cycle
b) The ovulatory cycle can be divided into two
phases: the pre-ovulatory phase and the
luteal phase
c) The length of the pre-ovulatory phase is fixed
at about two weeks, however length of the
luteal phase may vary, resulting in long cycles
d) During the time of fertility, the cervix produces
mucus that is conducive to sperm selection,
transport and survival
5. Which TWO statements about the preovulatory infertile phase of the menstrual
cycle are correct?
a) During this phase FSH stimulates a group of
ovarian follicles into active growth
b) The woman recognises this time of infertility
by awareness of an unchanging pattern of
dryness or discharge
c) Early Day Rule 1 is that intercourse is
available on the days of heavy menstrual
bleeding
d) Early Day Rule 2 is that intercourse is
available every evening on days which have
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been recognised as infertile
6. Which TWO statements about the fertile
phase of the menstrual cycle are correct?
a) When the dominant follicle is selected, it
becomes the major producer of oestradiol,
which in turns suppresses FSH production
and support for the lesser follicles
b) Close to ovulation the woman will always
notice both increased visible mucus and a
slippery sensation at the vulva
c) Early Day Rule 3 is to avoid intercourse on
any days of discharge or bleeding that
interrupt the BIP
d) If ovulation is not confirmed, the couple can
resume intercourse on the second day after
the BIP has returned
7. Which TWO statements about ovulation
are correct?
a) High oestradiol levels lead via positive
feedback to the LH surge initiating ovulation
b) The peak is identified as the last day of the
slippery sensation at the vulva
c) The peak can be predicted in advance based
on mucus changes
d) Ovulation is most likely to occur on the day
after the peak
8. Which THREE statements about the luteal
phase of the menstrual cycle are correct?
a) After ovulation the ruptured follicle is
transformed into the corpus luteum and
production of progesterone increases rapidly
b) For the three days after the peak, the
woman’s record will indicate an absence of
the slippery sensation
c) Just before menstruation, one or two days of
a wetter sensation may be recorded

d) The peak rule is that from the beginning of
the third day after the peak until the end of
the cycle, intercourse is available every day
9. Which THREE statements about cycle
variants and the Billings Ovulation Method
are correct?
a) All women will experience infertile variants
of the ovulatory cycle at some stage in their
reproductive life time
b) In infertile cycles the peak may or may not
be identified
c) Infertile variants of the menstrual cycle can
be predicted at the beginning of the cycle
d) Using the Billings Ovulation Method, fertility
and infertility is understood on a day-byday basis regardless of the length of the
cycle
10. Kathy, 37, and Tim, 38, are keen to start
a family as soon as possible. They are
interested in learning how to use the
Billings Ovulation Method to maximize the
chance of a pregnancy. Kathy’s cycle length
is 28-32 days. Which TWO statements are
correct?
a) Kathy does not need to follow the Early Day
Rules
b) Kathy should apply the Early Day Rules until
she recognises the beginning of her fertile
phase, and then postpone intercourse until
the slippery sensation occurs
c) Kathy and Tim should be advised to have
intercourse around day 14, as this will
definitely be the most fertile time of Kathy’s
cycle
d) Kathy and Tim should have intercourse when
Kathy is aware of the slippery sensation at the
vulva and for 1-2 days past the peak
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