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This book is dedicated to any woman or person who has navigated the challenges of hormones, side effects or reproductive health issues. As The Lowdown shows, you are absolutely not alone.
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Introduction

from Alice , Founder & CEO of The Lowdown

My story

‘What on earth is wrong with you?’ sighs my mother, while I pack up the car. It’s 2007, and my eyes are pricked with tears for the third time in twenty-four hours. We’ve been arguing all morning as I’ve got my things ready to drive back to university in London. I’ve been feeling tearful and very irritable; a familiar feeling throughout my teens.

‘It’s your pill, isn’t it?’

I will never forget my mum’s words that morning. At that moment, the penny dropped. I had just started taking the combined pill again after getting into a new relationship, and within a couple of days, I felt like I was sixteen again.

I was always known as a ‘hormonal’ and ‘moody’ teenager but, looking back now, I wonder how much of this was me and how much was the impact hormonal contraception had on me. Teenage years are such a formative time, when many of us are navigating what our ‘normal’ even is. During my late teens, I felt that I didn’t have a grip on my emotions and could easily roll into a tidal wave of anger and upset, with a lump in my throat and a wobbly voice. Feeling out of control like that is horrible, socially isolating and, frankly, a bit embarrassing.

Until that morning, even my mum, a doctor and psychiatrist, had never linked my mood changes with contraception. But after she did, it sparked a ten-year journey of investigation and personal research in order to try to find a contraceptive that worked for me. I must have tried over seven different methods, but I never seemed to find one that suited me. Every time I got into a new relationship I’d go back to my doctor and try something else, hoping it would click this time. But, yet again, I would struggle to get used to it, suffering with incredible mood swings and being sent on a physical and mental rollercoaster.

Navigating this was no easy task – I had so many questions about my contraception but struggled to find answers. My GP visits barely scratched the surface of my search for information; either there wasn’t enough time in the short appointment or they didn’t have the expertise or data to answer my questions: ‘What’s the difference between all of these types of combined pill? And if I don’t get on with this pill, which brand should I try next?’ Then there were the long waits in a sexual health clinic – where I’d be handed tired leaflets on my contraceptive options that looked like they’d been published before I was even born, only to be told there was a lengthy waiting list to get a coil fitted.

Along the way, I had a long and convoluted process to be diagnosed with endometriosis, a common condition which causes painful periods and made having sex uncomfortable. By the time I hit my thirties, I wanted to start trying for a baby, and this was yet another rollercoaster with even higher stakes for my physical and mental health, including months of trying and an ectopic pregnancy.

It’s been a journey! One where I haven’t felt listened to and have struggled to find the answers I needed at the time I needed them most. My overriding feeling was: this is not good enough. I have realised first-hand just how broken reproductive healthcare is for women, and that has made me determined to do something to change it. It was only once I started reaching out to other women that I realised so many were having similar experiences. It wasn’t me, it was the system.

What’s going wrong?

As I muddled through those years of contraceptive ups and downs, I felt increasingly frustrated by the lack of structured and actionable data on the side effects, symptoms, solutions and reality of using these products. It surprised me that there’s never been an accessible place to collect real-life feedback data from women on contraception, at scale. You either spoke to friends, read an intimidating internet forum, or asked your doctor. All of these are small sample sizes, and you’re never sure whether one person’s experience is the norm or the exception. On top of this, there was no easy way to combine this anecdotal data with the clinical research on contraceptive side effects, symptoms or benefits in a way that a layperson like me could easily understand.

Bring on the innovation

The more I started delving into the world of contraception and women’s health, the more I learnt about what an archaic and underinvested space it is. One of the major underlying problems is that the contraceptive methods we have available to us simply aren’t good enough. One study looking at women in the US found that 46 per cent of women had stopped a method of contraception because they were unsatisfied with it,1 and in another study, concern about side effects2 was the number one reason why Western women changed from the contraceptive pill.

The poor product choice is in the main part due to the fact that the pharmaceutical industry invests a disproportionately small amount of time and money into developing new ways to stop people getting pregnant. In general, big pharma spends 20 per cent of its revenue from sales of a drug on research and development (R&D), but when it comes to the contraceptive space, just 2 per cent goes on R&D and products.3 The reasons behind this lack of innovation are complicated – but from what I’ve learnt, it’s a combination of factors mostly linked to money:

• Contraceptives are expensive and difficult to develop, trial and get regulated. It’s a risky business giving a healthy person a drug that could result in pregnancy (which is actually, as we explain in this book, one of the riskiest things your body can go through).

• Pharmaceutical companies will never be able to sell contraceptives at the same price as other drugs, such as life-saving cancer medication. In 2018, drug sales for cancer medication were a whopping ten times that of hormonal contraceptives.4

• Pharmaceutical companies are also scared about getting sued; there were lots of legal disputes involving contraceptives in the 1980s and ’90s, and the PR fallout from these can be damaging.

• Some pharmaceutical companies have (fairly unfounded) fears that any new male methods will erode the established female contraceptive market.

• There’s a general perception that we have ‘enough’ options, and because they are effective at preventing pregnancy, we don’t need to invest in any new methods.

Bring on the expertise

Compounding this problem is the fact that getting good medical advice on contraception and sexual health in many parts of the world is really difficult.

Firstly, as many topics in this book show, explaining the risks and side effects, which are complicated and often subjective issues, inevitably takes time to unpack and explain. I have no idea how a GP or practice nurse can fit a proper contraception consultation into a ten-minute appointment. There are so many questions and options to run through, so it’s no surprise that a third of us don’t feel we have time during an appointment to discuss everything we want to with a doctor.5

Then, there’s a lack of medical training. GPs are fantastic holistic practitioners and well suited to counselling on contraception, but many of them don’t receive in-depth training in contraception – or in menopause, for that matter – as part of their standard training. Any further training is the GP’s choice and may have a personal cost to them upwards of £1,000. This lack of training or focus partly stems from the fact that contraception is, ironically, a fairly unsexy part of medicine, and historically not a part of medicine at all; at the start of the twentieth century, medical students were not taught about birth control.6 It has taken a long time for sexual and reproductive healthcare to become a medical speciality, and even then, it struggles to compete with the more competitive parts of medicine like cardiology and surgery.

Bring on the access

Finally, we know that pretty much everywhere in the world, contraception is too hard to access, and for many, trying not to get pregnant is harder than getting pregnant. This ranges from not finding the contraceptive pill brand you want available in your local pharmacy to waiting months for an appointment to get your IUD fitted. The UK has systematically cut funding for sexual health services over the last ten years;7 in the US the situation is worse, with around nineteen million people lacking reasonable access to contraception.8

The birth of The Lowdown and what we do

Moaning to my boyfriend Keiran about this minefield over dinner one evening, an idea popped into my head. What if we were to gather women’s experiences with different methods of contraception at scale, would it be helpful? Would it tell us new or insightful things? Could it help the one billion people worldwide who use contraception to find something that works for them?

To test my idea I created a survey about experiences with contraception, and sent it out to around twenty of my female friends. Within two weeks, I had 500 responses. This level of interest, along with the survey data, confirmed what I now know so well: that millions of women experience side effects from their contraception, that information about this is woefully lacking and that women deserve better.

Armed with the survey results, I set about building the first version of The Lowdown’s website as a side project in 2018. Within a year, the website had over 30,000 users a month. I quit my corporate job and decided to work on it full time. Around the same time, the media attention about women’s health started to grow; it felt like every millennial features-writer had woken up to the fact that contraception and reproductive healthcare is broken, and they were contacting me and my team for comment.

The Lowdown has grown into a research platform for women’s health that reaches over ten million women a year. We help women get clear, credible and reassuring answers to their health questions in a timely way. We do this by combining thousands of real-life reviews and experiences on products and conditions with content and tools that help women break down and understand the clinical evidence.

If you had told me seven years ago that I would be on telly chatting to Davina McCall about contraceptive side effects, I don’t know if I would have believed you. It’s taken a lot of PowerPoint pitch presentations to rooms full of (often male) investors, and speaking to anyone who will listen to us, both in person and online, to get to this point. What started as a one-woman mission has grown into a small but tenacious team of people, and it’s not lost on me that we’re able to fill a whole book – and then some – with everything we’ve learnt from speaking directly to women since 2018.

I’m proud of the fact that because of The Lowdown, we’re finally having a nuanced conversation about contraception, and women are more aware of the side effects, benefits and risks. We’re educating women on how to make better contraceptive decisions with world-first tools such as our contraception recommender, an algorithm that shares a personal recommendation based on previous experiences and medical history.

In 2023 we started to expand The Lowdown into a wider research platform for women’s health, allowing people to share their experiences with fertility, polycystic ovary syndrome (PCOS), endometriosis, menopause and HRT, some of which are shared in this book. What I’ve learnt since setting up The Lowdown is that contraception is a gateway to a whole bunch of women’s reproductive health topics and conditions because it can be used as a treatment to manage conditions and sometimes mask symptoms. And in all of these areas we have the same set of problems: a system that isn’t built with our needs in mind, a lack of data and clinical research, and an overwhelming urge from many women to feel heard.

Tackling these issues and pushing for change is therefore at the heart of what we do. We partner with the NHS to share our insights into women’s health so we can improve the status quo. We work with innovators in women’s health, to gather anonymised insights on what women really want when it comes to their health, so they can meet our unmet needs. We also work with companies and academic researchers that help to recruit patients for clinical trials, to help increase the number of women that are involved in health research and development, as we are woefully under-represented. Women make up just 22 per cent of phase 1 clinical trial participants,9 and often reproductive-aged women are excluded from trials in case their menstrual cycle or contraception ‘interferes’ with the results. Yep, this means most medical treatments have only really been studied on men. If you’d like to get involved in research, Chapter 12 tells you how.

Using this book

It’s no longer just me trying to change the conversation around contraception. This book has been written by myself and The Lowdown’s Medical Directors, Dr Melanie Davis-Hall and Dr Frances Yarlett. It’s based on the main topics and questions that we have been asked about contraception by thousands of women over the years.

Throughout the book we share data and experiences from women gathered on our review platform and in surveys that we have conducted. We hope to bring to life many of the topics and themes we address, and provide the personal insight that women love about The Lowdown website. This anecdotal data is combined with clinical research, and you will see all of our sources clearly referenced in the endnotes. We also reached out to some of the experts and friends we’ve made along the way, to get their thoughts on some of the conditions and topics we unpack.

Unlike some books on women’s health that fill knowledge gaps with ‘woo-woo’, something we’re good at at The Lowdown as a team is sometimes saying ‘we don’t know’. So much of this space is under-researched, to the extent that there simply is no clinical research, or no good-enough clinical research, to point you towards. What we can tell you is what doctors and other experts currently think and what thousands of women have told us they’ve experienced, so you can advocate for yourself until you have found something that suits you – or found answers to your questions about your health.

We would love this book to be a companion that sees you or your friends and family through the key stages of their reproductive life; a book that can be read from cover to cover, or picked up when you feel rusty on a certain topic or method. I especially hope this book can be given as a gift from parents to teenage daughters, or shared between younger women, so they don’t have to go through what I did. This book doesn’t push one form of contraception over another – there is no ‘best’ method, because we are all unique in how we experience contraceptives, both hormonal and non-hormonal. While the information we offer isn’t a substitute for medical advice, it should ensure you are well informed to make the most of the conversations with your doctor, nurse or pharmacist.

As well as giving practical evidence-based information, I’m keen for this book to offer reassurance and hope. One of the reasons I set up The Lowdown was because I wanted to do something that would help women right now – data and content that helps us make the best of the options we currently have. And there are reasons to be optimistic about what’s to come – in Chapter 12, we explore how we’re five to ten years away from new, improved methods for most men and women. A better contraceptive future is coming our way.

Alice and The Lowdown team

2025

A note on inclusion

We’re proud to be a groundbreaking women’s health platform, and while we use the word woman in this book and across our media, we support all people who use contraception. This book is an inclusive sexual health resource for women, trans men and non-binary folk. Statistics and studies referenced in this book may draw on women/female exclusivity because they only featured cisgender female participants. In order for medical research to be more encompassing and inclusive, research should increasingly draw on a diverse range of participants, rather than cisgender people only. This will really help medical advancements and healthcare for all.




1

Not just the basics (but also . . . the basics)

If your secondary-school sex ed consisted of some slides of what sexually transmitted infections (STIs) look like, and the school nurse showing you how to put a condom on, you wouldn’t be the only one. While school sex ed might have made you cringe, what’s happened – or not happened – in the wider world of health research has likely led to the limited education many of us got as young teens.

Women’s health is an area that has been woefully neglected and under-researched across the world (thanks, patriarchy). In 2022, 2.4 per cent of publicly funded research in the UK was dedicated to reproductive health1 (in spite of one in three women experiencing a reproductive health or gynaecological condition).2 Unfortunately, it’s no surprise there has historically been a trickle-down effect on the sex education offered to young people. It wasn’t until 1993 that it was mandated that women were to be included in medical trials. Is it any wonder that there are still social taboos around things like periods and breastfeeding, when there’s a glaring scientific knowledge gap throughout most of history? The ‘ha ha, gotcha’ element of countless social media videos of men trying and failing to point out the clitoris on a diagram – the part of the vulva that’s responsible for the majority of our orgasms – starts to seem less funny.

Thankfully, the tide is turning with campaigners like Bloody Good Period, Irise International and Wellbeing of Women demanding better awareness of menstrual health, equal rights and access to healthcare. But in the grand scheme of things, we’re still in the early stages of research for so many conditions, like endometriosis, that can have a debilitating effect on our bodies. Evidence for a genetic basis for endometriosis was only discovered in 2023.3

Before we get into contraception in all its forms, and how it can impact your hormones, periods, skin, mood and sex drive – to name a few – we need to look at how the menstrual cycle works. Even if your school days are long behind you and you’re muddling through the realities of adulthood, knowing the basics is the key to understanding your body and figuring out which contraceptive might work best for you, both now and in the future as your needs change. Scattered throughout this chapter are common myths which our doctors are often asked about by patients. These were the ‘facts’ you may have been led to believe during puberty, or ones you’ve heard in conversation that went accepted, but not fact-checked. Let’s get into it.

The menstrual cycle 101

The menstrual cycle is the process your body goes through to shed the uterus lining every month, which sounds a bit brutal on paper. The average age to get your first period is twelve, and between then and menopause, the average female will have around 450 periods before menopause, or fewer if, for example, you’re using hormonal contraceptives or have any pregnancies.4 While a lot of us start our periods in our early teens, your cycle may not actually become regular for a few years, until around the ages of sixteen to eighteen.5

The key to understanding your menstrual cycle is to recognise the different phases, how fertile you are (i.e. likely to get pregnant) in each of them, and how they can make you feel. First up, the basics:

Phase 1 Follicular phase (i.e., before ovulation): this starts with the first day of your period. The ovaries are getting ready to release an egg and after initially shedding as your period, the uterus lining starts to prepare by becoming thick enough to receive a fertilised egg.

Phase 2 Ovulation (when the release of an egg from the ovary occurs): typically, people tend to ovulate mid-cycle, about ten to sixteen days before your next period starts. This is when you’re at your most fertile. However, the ovulation day varies between individuals and some people may not ovulate in every cycle (read page 26 for more on cycle tracking).

Phase 3 Luteal phase (after ovulation): the thick uterus lining is maintained ready for a fertilised egg to implant (which means the egg will bury itself in the thick lining), and if it doesn’t, then this leads to your period. (The first day of your period is then day one of your new cycle, signalling the start of a new follicular phase.)

How you feel during the phases of the cycle can very much vary person to person and even between cycles. The upcoming info is a general overview that doesn’t take into account how the cycle can be affected by specific medical conditions or by taking hormonal contraception (don’t worry, though, we’ll get to all that in Chapter 5). Before we go into more detail on how each of these stages can make you feel, and what kinds of symptoms you might notice, you should know more about the hormones that are responsible for all of it.
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The hormones at the helm of the menstrual cycle

When we say, ‘It must be my period’ as an explanation for things like mood swings, irritability or whatever else, we can forget to celebrate how incredible the menstrual cycle is. Your body has the fascinating ability to go through changes every month, all due to the force at the control box: your hormones. Hormones are chemicals that tell the body to behave in certain ways. From the sex hormones that control your menstrual cycle to those that regulate your blood pressure, metabolism and sleep, hormones are created and released by the endocrine system (a network of glands and organs) in our bodies, and are a vital factor in our health. Hormones naturally fluctuate not just over the course of the month, but at key times of change in our lives, like puberty or perimenopause.

The VIPs of the reproductive hormones, which will be popping up throughout this book, are:

Oestrogen This helps regulate the menstrual cycle, thickens the uterus lining and enables ovulation. It’s the hormone that’s responsible for the milestones of female reproductive development during puberty. Oestrogen also has positive effects on your bone, heart and blood vessel health alongside wide-ranging effects all over the body.

Progesterone Along with oestrogen, this is the other key female sex hormone that controls and regulates the menstrual cycle. It maintains the lining of the uterus to allow for the implantation of a fertilised egg and then supports a developing pregnancy.

Follicle-stimulating hormone (FSH) This is a hormone released from the pituitary gland at the base of the brain. The pituitary gland is a small, yet mighty, organ; it’s like the conductor of your body’s intricate endocrine orchestra, releasing many of the hormones which dictate how your body functions. When released, FSH stimulates your ovaries to mature eggs, ready for them to be released.

Luteinising hormone (LH) Like FSH, LH is produced by the pituitary gland and causes your ovaries to release an egg, which is called ovulation.

Let’s look at how these hormones interact when you menstruate (i.e. have your period, if you’re not on hormonal contraception) and how these interactions change throughout the cycle. They play a massive role in how you can feel, affecting mood and energy levels (which is why you may want to work with your cycle and not against it). It’s not clear why some suffer more than others at specific points during their cycle, but it’s thought to be related to changing levels of hormones (and possibly serotonin, a chemical that transmits messages between the nerve cells in your brain and body) between ovulation and the start of the next period. Most women experience some discomfort in the days leading up to their period; however, around 5–8 per cent suffer from severe premenstrual syndrome (PMS, page 110) that can disrupt their daily lives.6

Phase 1: Follicular phase, before ovulation
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• WTF is happening? The follicular phase kicks off with the start of your period, and the first day of bleeding is considered day one of your menstrual cycle. Blood and tissue come from the break-up of the inner lining of the uterus and for most, bleeding lasts between two and seven days. On average, you lose around one to five tablespoons of blood per cycle, which is around 20–90 ml. If that still feels too abstract, that’s about one to two shot glasses. The length of time your period lasts, along with the amount of blood loss, varies between individuals, with some having light periods and others bleeding more heavily, so it’s helpful to get to know what’s normal for you (see page 103 to help work out if your period is normal or heavy).

• The hormone check-in Both progesterone and oestrogen are low at the start of this phase and increase as the days progress. When oestrogen is detected in the endometrium (the inner lining of the uterus), it is stimulated to grow and thicken. Oestrogen is mainly produced in the ovaries, though its production is controlled by the release of other hormones made in the pituitary gland. This stage is key for the development of follicles. A follicle is a tiny bag of fluid within the ovary. Each follicle contains just one egg, which it stores until it’s mature. In the ten to twenty days before ovulation, FSH is produced by the pituitary gland. FSH release is controlled by progesterone and oestrogen, and when these hormones are low during menstruation, FSH rises, stimulating the most advanced follicle in the ovary to mature. When this VIP follicle reaches a certain size, it starts to release large amounts of oestrogen, which triggers a surge of LH to be released, also from the pituitary gland, around thirty-six hours before ovulation.
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• How fertile are you? You are fertile in the days leading up to ovulation – this is called your fertile window. This means that unprotected penis-in-vagina sex in the days before ovulation can potentially result in pregnancy. This is because after sex sperm stays lurking around, ready for the egg to show up. The human body has some ingenious ways to ensure the survival of our species. And one of the admittedly weirder ones is the existence of cervical crypts (aka sperm crypts). These glands are side channels of the cervix (the neck of your uterus) which can store sperm for up to five days (survival rates of the sperm depend on certain conditions, such as the stage of the menstrual cycle). Mucus produced by your cervix works alongside the crypts to protect the sperm until an egg is released during ovulation. Understanding the storage capacity of your cervix may shed a whole new light on your fertile window, and often comes as a surprise to many. Basically, sperm is sneaky.
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Q: Can I actually get pregnant at all times?

A: Technically no, you can’t! You are actually only fertile for around six days each month (the days leading up to and including when you ovulate and the day after); however, it can be really difficult to accurately pinpoint when this is. So, unless you are reliably tracking ovulation using fertility awareness methods (which we discuss in Chapter 3), if you don’t want to get pregnant then the advice is to use contraception anytime you have sex. Men, on the other hand, produce sperm constantly so are theoretically always fertile (if their sperm are working well).
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• How you might feel Periods affect some more than others, and while you may be rejoicing in the amazing natural force that is your menstrual cycle (or the fact that you’re not pregnant), you could be struggling with pain, cramps and fatigue. For some, the catalogue of symptoms from your changing hormones feels worse in the days leading up to your period (i.e. premenstrual syndrome, aka PMS), and mercifully gets better the day bleeding starts, or within a couple of days.

• Your to-do (or not-do) list Menstrual leave from work is slowly being introduced in some parts of the world – Spain really has their priorities in order7 – but sadly this isn’t feasible for a lot of us. We recommend stocking up on your preferred period products and keeping a stash in all the usual places you might get caught out. If you want to use painkillers, for those with heavy bleeding, anti-inflammatories like ibuprofen can also reduce blood loss by 25–35 per cent.8 Or, try out heat patches or a TENS (transcutaneous electrical nerve stimulation) machine for portable period pain relief that easily sits under your clothes. Gentle exercise, getting some fresh air, keeping warm and wearing cosy, loose-fitting clothes can help if you are bloated. Your body needs iron to replace lost blood cells and is great at replenishing iron stores from your diet, so you may want to increase your intake of iron-rich foods and eat these alongside foods containing vitamin C, which help iron absorption.

If you really struggle with your period each month, and find that you need to take time off work or can’t manage getting out of bed, please speak to your GP. They will investigate possible underlying causes and work on a plan to help relieve or manage your symptoms. While some women may suffer from severe symptoms, it’s not normal and you shouldn’t have to put up with it. In the Resources section at the back, we’ve listed some organisations who provide great support around menstrual health.

Phase 2: Ovulation
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• WTF is happening? Ovulation typically occurs mid-cycle, but normally anywhere between ten to sixteen days before your next period (though it varies, both from person to person and sometimes between cycles, too). It’s when the follicle breaks open and releases the mature egg into the fallopian tube (the tube that carries the egg between the ovary and the uterus). Some women can experience pain or spotting (light bleeding from the vagina) when this happens. If you do have spotting between periods, this should always be checked by a healthcare professional. A new follicle needs around 120 days to reach maturity, but while many follicles begin this process, usually just one makes it to full maturity and ovulation each cycle (although very occasionally more than one is released and fertilised, leading to non-identical twins or multiples!). This egg stays alive for twelve to twenty-four hours, and if it doesn’t get fertilised by sperm, it disintegrates and is either reabsorbed by the body or shed with the lining of the uterus.

• The hormone check-in Both oestrogen and FSH levels have been increasing to this point, causing the ovarian follicles to develop, while oestrogen also prepares the uterus lining through growth and repair, helping to make it an ideal home for a fertilised egg. Hormonal changes cause cervical fluid to increase (offering the gift of natural lube and creating a friendlier environment for sperm). This cervical fluid is known as fertile discharge and is similar to egg whites; you can often start to notice it when you’re looking out for it. And you may experience a slight rise in body temperature thanks to the LH surge. There’s also a rise in testosterone (yep, it’s not just guys who have this hormone), which is why you may feel increased sexual desire in the days before ovulation.

• How fertile are you? Spoiler alert: very. Ovulation is the ‘main event’ phase of the menstrual cycle. An egg is released from one ovary and travels down the fallopian tube. There are several DIY ways to assess whether you’re ovulating, including tracking your cycle and assessing changes in your cervical mucus. Other methods include monitoring your temperature throughout your cycle using a specialist thermometer or using ovulation predictor sticks (at-home urine tests that detect the rise of the LH hormone which peaks just before ovulation). Some people notice other telltale signs during this phase, from feeling more energised, dynamic and motivated to less joyful physical symptoms like spotting, cramping or breast tenderness – all on account of your hormones.

• How you might feel With oestrogen rising you could feel more upbeat, optimistic and focused. You may also have an increased sex drive, which is an evolutionary way of encouraging sex for pregnancy (amazing, right?). Many women really enjoy this phase thanks to the increased oestrogen, and like to make the most of it. So, start your own company, run an ultramarathon or just tick off your to-do list and feel smug at getting your inbox to zero – if this is your time, lean into it.

• Your to-do (or not-do) list If you’re interested in becoming pregnant, now and the few days leading up to ovulation are your time to get it on (in official medical terms). If babies are not your vibe right now, continue to use your usual contraception or abstain from penetrative penis-in-vagina sex, and ride the feel-good hormone wave.


A note on ovulating. . .

Not every woman or person with a uterus ovulates, or ovulates every single cycle, during their reproductive years. Ovulation (and the menstrual cycle as a whole) can be made more unpredictable by age and stage of life, underlying medical conditions or illness, lifestyle factors, stress, medication or breastfeeding.

If you have a menstrual cycle without ovulating (this is called an ‘anovulatory’ cycle), pregnancy cannot occur, as an egg hasn’t been released and therefore there is nothing for sperm to fertilise.
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Q: I’m not on contraception, does getting my period (e.g. bleeding) mean that I’ve definitely ovulated?

We put this question to Dr Jerilynn C. Prior, Professor of Endocrinology and Metabolism at the University of British Columbia in Vancouver, Canada. She runs the UBC Centre for Menstrual Cycle and Ovulation Research (www.cemcor.ubc.ca). Jerilynn has spent her career studying menstrual cycles and the effects of the cycle’s changing oestrogen and progesterone hormone levels on women’s health. This was her response:

A: ‘Although the assumption is that regular, normal-length menstrual cycles are always normally ovulatory, the reality is very different. To ovulate means to release an egg from the ovary and to make high levels of progesterone for at least ten and ideally twelve to fourteen days. Ovulatory disturbances, such as not ovulating (anovulation) and too short a duration of high progesterone (short luteal phase), are very common within normal-length cycles. Silent ovulatory disturbances (SOD) occur in a quarter to more than a third of all cycles according to a population-based study in Norway.9 Cycles with ovulatory disturbances do not have normal fertility.

‘Ovulation reflects women’s well-being. That means that a woman who is belittled, abused, has the burden of a job at home and outside of the home, and lacks social emotional support is likely to develop SOD. If she is also not eating enough for her energy needs or becomes ill her cycles may also become longer than normal.10 These adaptive changes are protective, since becoming pregnant when under those kinds of stressors is not good for the woman, her potential child or for her community. But that means that many of the “unexplained infertility” within regular cycles currently affecting almost 10 per cent of women could be prevented with a more supportive environment.’
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Phase 3: Luteal, after ovulation
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• WTF is happening? This marks roughly the second half of the cycle, the phase that begins the day after ovulation and continues until the day before your next period (unless fertilisation has taken place). During this time, the uterus readies itself to support the implantation of a fertilised egg and support a growing pregnancy.

• The hormone check-in After ovulation, the follicle that released the egg cleverly turns into a body of cells called the corpus luteum. The corpus luteum produces progesterone which maintains the perfect uterus lining for pregnancy by stimulating blood flow and glands that secrete nutrients. If the egg is not fertilised, and does not implant in the lining of the uterus, then the corpus luteum breaks down. Progesterone then falls, leading to contractions of the uterine muscles and the breakdown of its lining, which leaves the body as a period – and your cycle begins again. If fertilisation and implantation do occur, then progesterone continues to be released by the corpus luteum to maintain the uterus lining until the placenta takes over by the end of the first trimester. High progesterone levels need to remain throughout pregnancy to help support the developing pregnancy. Importantly for how you feel, in this phase of the cycle, lower levels of oestrogen lead to a drop in other chemical messengers in the brain and body, such as dopamine and serotonin (often referred to as the happy hormones).

• How fertile are you? A day or so after ovulation, the fertile window closes. Typically, around a fortnight later, you’ll get either your period or potentially a positive result on a pregnancy test.

• How you might feel Many of us will experience one or more premenstrual symptoms during this time but while the majority will be able to get on with day-to-day life, for others this is when premenstrual syndrome (PMS) or premenstrual dysphoric disorder (PMDD) can kick in. In which case you may feel filled with rage, exhaustion, depression or generally under the weather. Sad bonus points if all of the above describe this phase for you. The range of symptoms is vast, but common ones include cramps, fatigue, general aches and pains, bloating, breast tenderness, digestive issues with diarrhoea or constipation, zits and feeling irritable, anxious or low. No wonder it’s sometimes described as ‘period flu’. Needless to say, these less-than-sexy side effects mean that for many, sex drive is low during this time, and brain fog can make your usual everyday tasks a struggle.

• Your to-do (or not-do) list In Chapter 4, we look more closely at PMS and PMDD and how these are treated. If you’re someone who suffers severely, it’s worth speaking to your doctor about what might help. If you do experience this wave of unpleasant symptoms, try to make life as easy as possible for yourself during this time. If your appetite is up, having some healthy freezer meals ready can help free up brain space and time for things you want to do. This could be seeing your mates or embracing the joy of missing out for an early night, focusing on hobbies or exercise, having some outdoor time, or doing whatever you feel nurtures your brain best.

Should you track your cycle?

There are useful medical reasons to track your menstrual cycle. It’s a habit that can help you feel more ‘in tune’ with your body and recognise your usual pattern of symptoms or any irregularities. You can include any symptoms, like spotting or blood flow, cervical fluid, breast tenderness, etc., as well as other notables such as mood, pain and energy levels. Write it all down or record it in an app every day and within a few months you may notice a pattern – or if your hormones are more chaotic, at the very least you’ll be able to observe this, and that’s helpful to be aware of too.

It’s also useful for many interactions you’ll have with healthcare professionals, whether you want to use hormonal contraception, are trying to get a diagnosis for a medical condition like PCOS or endometriosis, or are trying to get pregnant.


The origins of cycle tracking

Cycle tracking has become increasingly digitised in recent years, with a rise in apps collecting your period and cycle data. Before then, the trusty pen and paper calendar helped many of us keep tabs. And before that? Millennia ago, it seems we may have had some pretty inventive ways of monitoring fertility. Take the Ishango Bone – this mammal fibula (possibly a baboon’s) was found in 1950 during the years of Belgian colonial rule in the Democratic Republic of Congo before it became independent. The Ishango Bone is thought to be more than 20,000 years old. What makes it fascinating is the small notch markings carved into it, showing a very early form of mathematics. This is widely regarded to be a primitive type of calendar and some speculate it was a woman’s doing, as a way to track her cycle. Though there isn’t a way to prove this, we can well believe this was the work of an early period-tracking pioneer.



How do synthetic hormones in contraception affect your cycle?

You’ve had a glimpse into the hormonal rollercoaster that naturally supports your menstrual cycle. But when it comes to hormonal contraception, you might be wondering how hormones which naturally prepare the body for pregnancy can also be used in contraception to prevent it.

Every type of hormonal contraception contains a synthetic version of the hormone progesterone, which is called progestin. We tend to use the word ‘progestogen’ as a catch-all term, which refers to both natural progesterone and synthetic progestin. Progestin was originally created by scientists in the 1950s with a view to treating gynaecological conditions, and then went on to be used in contraception. The need for progestin came about when scientists discovered that natural progesterone, when taken orally, is ineffective as it is processed by the liver (and removed as waste rather than acting where you want it to).11 This meant a suitable alternative had to be found. Different types of progestin affect the body in widely different ways, and because their side effects are so varied from person to person, there have been many generations developed in the decades that have followed the first iterations – all in the hope of designing a more beneficial synthetic form of progesterone.

Progestin and oestrogen used in contraception have a ‘negative feedback effect’ on the hormonal changes in the menstrual cycle. Negative feedback is when high levels of a hormone block the release of another hormone. Taking synthetic oestrogen and progestin in hormonal contraception causes negative feedback by blocking the release of the hormones that control the menstrual cycle (LH and FSH) from the pituitary gland. This means you may not have menstrual cycles while using some types of hormonal contraception (the low dose of progestin in hormonal coils and some progestogen-only pills are exceptions to this, see Chapter 5). Hormonal contraceptives may work to:

• Prevent ovulation, stopping the cascade of hormonal changes required to develop follicles and release a mature egg.

• Affect the production of cervical fluid, ensuring it’s not ‘fertile quality’ and that it’s too thick for sperm to pass through, preventing sperm from entering the uterus. This is similar to the type of cervical mucus during the progesterone-dominant luteal phase.

• Ensure the lining of the uterus remains too thin for a fertilised egg to implant into by preventing the usual build-up of blood vessels and tissue during the phases of the menstrual cycle.12

Synthetic oestrogen and progestin can interact with other hormones and our natural biological system in loads of different ways, meaning side effects can be hard to predict and wide ranging. Some women may be sensitive to synthetic oestrogen, but it’s often the progestin that’s the issue. Your stage of life can also play a
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