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introduction 
,.... 

For the past t hree years we have been working 
to provide men and women with the in fo rmation they 
need to control their own bodies. T he right to this 
control, to use our own bodies as we desire, is a 
most basic, essentia l huma n ri ght, a right tha t has 
long been denied to us. Until recently, the right to 
have sexual intercourse without the burden of un
wanted pregnancy was legally 'denied to a ll women. 
Even today, birth control is more easily obtained 
by married women of t he middle a nd UJ)per classes, 
and abortion is on ly availab le to those who can pay 
the cruelly high prices of entrepreneuria l doctors. 
Those who cannot pay find t hemse lves in " chari ty" 
hospitals, where they are butchered, experimented 
on, a nd frequent ly sexua lly molested. 

At this time we are concerned by the rising 
of a new movement which seeks to destroy and take 
away what control many men a nd women have finally 
obtained . The populat.ion control movement presents 
a new danger to basic human rights, both m orth 
America and in t he Third World. 

In t he U.S., t he modern population control move
ment began as the " eugenics movement" , which 
strove to "purify" the American population by 
advocating t he forced sterilization of people defined 
as " feeble-minded, insane, epileptic , cri minalistic" 
a nd "orphans, ne 'er-do-wells, t he homeless, tramps 
and paupers". By 1917 ixtee n American states 
passed com pulsa ry sterilization laws appli cable to a 
total of · 34 different categories of peop le . At the 
time, t he only means of male sterilization was 
castration, a nd the equivalent operation on the 
fema le involved grave risks in t he pre-aQ.tib iotic 
era. Between 1907 and 1963, 63,678 unfortunate men 
a nd women were steril ized by court order . In t he 
past fifteen years, the states of Delaware, Georgia, 
Illinois, Maryland, Mis issippi , North Carolina and 
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Tennessee have considered implementing new laws 
to punish " unwed mothers" by various means in
cluding sterilization. Judges in many U.S. cities 
" offer" sterilization to unmarried mothers, 
t hreatening to cut them off welfare if t hey do not 
accept. With t he prospect of starving in a giant city, 
these women have no choice but to submit to the 
surgeon 's scalpel. 

The Zero Population Growth m.ovement, known as 
ZPG, does not like to admit its heri tage of the 
eugenics movement and forced sterilization laws. 
Pa ul Ehrlich, author of The PopuJation Bomb, in
sists t hat at t he moment, governments should only 
convince or cajole people to maintain a small fam
ily size . On t he other ha nd , if people are not willing 
to voluntarily control thei r reproduction, eventually, 
"the Government will have to step in and employ 
sanctions of some sort. " In The Population Bomb, 
Ehrlich spea ks of pu tt ing chemical sterilants in 
drinking water, but he admits that t his would pose 
technical problems. For countries other t han white 
America, Ehrlich is less rest rained . Discussing 
proposed Indian government plan to forcibly ste
rilize a ll Indian men who have fathered three o 
more children , Ehrlich stated , " We (the U.S. Gov
ernment) should have ap plied pressure on the Indian 
government to go a head with t he plan. We shoul 
have vo lun tee red logistic support in the form o 
helicopters, vehicles and surgical instruments . . W 
should have sent doctors to aid in t he program b 
setting up centers for tra ining para-medical person 
nel to do vasectomies. Coercion? Perhaps, but co 
ercion in a good cause . I am sometimes astonishe 
at the attitudes of Americans who are horified a 
the prosp ct of our- government insisting_ on popula 
tion control as t he price of food aid ." The worl 
has a lready seen t he results of U.S. coercion " in 
good cause" comi ng in t he fo rm of helicopters 
vehicles and instruments more deadly than th 
sca lpel. 
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We are horrified by the possibility that the U.S. 

would demand sterilization or birth control pro
grams in countries to which it gives food aid, es
pecially given the current American attitude towards 
food production and distribution. In 1968 the U.S. 
government paid the huge companies that today con
trol American farming ("agribusiness") $4 billion 
to take 35 million acres out of production . In 1970 
the Canadian government ordered Canadian farmers 
to grow no wheat at all. Untold millions of tons of 
grain have rotted in the holds of retired U.S. ships, 
which have been converted into floating storage 
bins. Big business actually destroys food , by burning 
grain, pouring milk into the ground, and shooting 
pigs. U.S. agribusiness has reason behind this mad
ness. Food production in America has become fairly 
advanced, and food surpluses· are constantly prod
uced . With a surplus of food, prices go down. Since 
the U.S. population can only consume a certain 
amount of food, and since companies are not willing 
to give away the food to starving nations, surpluses 
must be destroyed to maintain the high prices that 
make them so much money. 

An advertisement for the Committee to Check the 
Population Explosion tells us that every day about 
10,000 people die of starvation in " underdeveloped" -
countries. The ad says little of the U.S., where in 
1968 the Citizens' Board of Inquiry into Hunger and 
Malnutrition estimated that 30 million Americans 
are hungry, and 10 million of them are actually 
starving. The Committee's ad suggests that the hor
rible world-wide starvation exists "because world 
population growth has already out-run world food 
supply." How can these people dare to suggest that 
world food supply is insufficient when U.S. com
panies destroy any existing food surplus, and the 
U.S. and Canadian governments prev.ent surplus from 
appearing in the first place? 

Such contradictions are even more obvious in 
countries of the Third World, nations of Asia, Africa 
and South America . in Brazil, for example, a high 
proportion of the population is hungry, and many 
starve. Brazil has a population of 90 million people, 
but within the borders of Brazil, which is more than 
90<;;, as large as the U.S., there exists as much 
arable, po_tentially food:producing land as exists in 
all of Europe. Brazil cannot feed its 90 million 
people, but Europe can adequately feed its hundreds 
of millions. Why? Because, of coffee and the coffee's 
owners. Most of Brazil's cultivated land is used to 
grow coffee, a cash crop with no food value . Ame
rican companies "own" most of the cultivated land, 
and they " own" the coffee. The U.S. companies pay 
slave wages to plantation workers, and pay hardly 
any taxes to the Brazilian government. Coffee is 
shipped out of Brazil, and huge profits go to the 
companies' vaults in the U.S . 

In 1952 the U.S. President's Materials Policy 
Commission reported on · whether or not America has 
the raw materials necessary to " sustain its civili
~ation". Members of the government commission 
1~cluded men such as Laurence Rockefeller ; Wil
ham S. Paley of CBS; George P . Brown of the First 
National Bank of Boston and the New England Tele-
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phone and Telegraph; Frank Pace of Time-Life, 
Continental Oil etc. As long ago as 1952, when Paul 
Ehrlich was still an unknown biologist studying but
terflies, the financial rulers of America concluded 
that population growth in Asia, Africa and South 
America "presses hard on available natural re
sources". They meant that rising populations of 
young, hungry, jobless people might refuse to give 
up their national riches to foreign American com
panies. In a speech given at the Unjversity of Notre 
Dame on May 1, 1969, Robert McNamara, president 
of the World Bank and former secretary of defence, 
warned that, "The threat of violence is intertwined 
with the threat of undue population growth. It is 
clear that population pressures in the underdeveloped 
societies can lead "to economic tehsions, and political 
turbulence ... which in the end can bring on conflicts 
among nations." McNamara was not speaking of 
wars such as the Second World War; he meant wars 
of national liberation, such as the one he had so 
much experience with in Vietnam . Vietnan; was once 
the "rice-basin of the East", but the Vietnamese 
finally decided to throw out their foreign exploiters 
and take control of their own resources. In response, 
America bombed and defoliated Vietnam .to the 
point of ecological disaster. Vietnam has huge re
sources of tin, which American industry wants and 
is prepared to do almost anything to get. 

Dr. Binay R. Sen, former director-general of the 
UN Food and Agriculture Organization, has stated : 
"The ever-mounting tidal wave of humanity now 
challenges us to control it, or be submerged along 
with all our civilized values. " For the population 
control movement, this implies that civilized values 
belong to us, white North Americans and Euro
peans; the tidal wave of humanity is them, the black, 
brown, yellow and the few surviving red people who 
also populate the earth. Within the population control 
movement is a high degree of simple racism, a 
throw-back to the eugenics movement that wanted to 
"purify" the American population. The fact that ZPG 
claims to direct its propaganda primarily at white , 
middle class Americans does nothing to eliminate 
the factor of racism which is an inevitable, histori
cal aspect of the U.S. population control movement, 
financed and directed by America's white ruling 
class. 

The population control movement also blames us, 
individual men and women, for the pollution of our 
air, water, an<l earth. Ehrlich has stated that: " Our 
large polluting population is responsible for air 
pollution." Newsweek Mag~zine's environment issue 
claims that the pollution-causing "villain... is not 
some profit-hungry industrialist, nor some lax pu
blic official who can be replaced. Th1) villains are 
the consumers who demand (or at least allow them
selves be cajoled into demanding) new, faster, big
ger, cheaper playthings without counting the cost in 
a dirtier, smellier, sicklier world. " We are the 
villains because we individually submit to the billion 
dollar psychological warfare waged agaipst us by 
Madison Avenue. We are the villains because we 
drive to work in the only transportation system 
made available by GM, Ford and Chrysler. We are 
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the villains because America' s biggest industry is 
the war industry, that bleeds taxpayers dry and 
exists only for death, destruction and ecological 
tragedy. 

Ninety-four people signed the Committee to Con
trol the Population Explosion ads. Included were 
people such as George Champion of the Chase Man
hattan Bank (Rockefeller's bank) ; Frank W. Abrams 
of Standard Oil of New Jersey; Lammot du P . 
Copeland, of DuPont, David E . Lilienthal of TV A; 
and Mrs. Cordelia Scaife May of the super-.rich 
Mellon Family. Hugh Moore, founder of Dixie Cup, 
paid for the ads, just as he paid to advertise Paul 
Ehrlich 's Population Bomb. The people who signed 
the ads. are, as James Ridgeway states in Bard 
Times, representatives of coal, chemicals and 
paper, " the industries which have fouled the con
tinent from one end to the other. Their representa
tives now ask that the masses control the size of 
their families so that the plunder can continue." 

Ehrlich and ZPG say that the American middle 
class consumes and pollutes more than any other 
people in the world. The solution they propose is not 
the elimination of unnecessary, wasteful production, 
exemplified by Detroit's manufacture of dangerous, 
polluting automobiles that fall apart after three 
years; nor do they suggest stopping pollution at its 
major source - the irresponsible, greedy companies 
which pour filth into our atmosphere in the process 
of making their huge profits. ZPG suggests that the 
solution lies in a zero population growth, a stabiliza
tion of our numbers. But in America, the annual 
population growth is already nbt more than 1 %, a 
rate a few hundred times closer to zero than it is 
to our potential biological maximum. How can a 
slight further reduction solve a ll our domestic pro
blems? And if such low birth rates have accomplish
ed nothing here, how can we expect zero population 
growth to solve the problems of Third World na
tions? We cannot. For solutions, we have to turn to 
new methods of governing ourselves, to new me
thods of distributing and conserving the riches of 
the world which in fact belong to all human beings, 
not only to the Rockefellers, Fords, DuPonts, Mel
lons, Rothchilds and their like . 

One of the few countries in the world where there 
exists no starvation is China, a country. where a 
short 25 years ago human misery reached incred
ible levels. E .L. Wheelright, who travelled 5,000 
miles in China in 1966 found : "wherever I went, 
there was no evidence of malnutrition, let a lone 
starvation; food is plentiful and cheap; even in the 
poorer areas I never · saw anyone who looked as 
though he could do with a square meal". The 700 
million Chinese accomplishe,d this by overthrowing 
their foreign exploiters, by taking control of t heir 
own natural riches, by granting equality to women, 
by providing voluntary birth control, sterilization 
and abortion programs, by determining their own 
priorities, such as education and food for all. No
thing short of equally basic social change in Ame
rica and in the countries it exploits is going to 
bring solutions for our terrible problems of hunger, 
pollution, crime in the streets, racism and war. 

anatomy 
Male sexual organs 

The arrangement of the male reproductive struc
tures is not easy to describe in words. In the female 
all the reproductive structures are within the pelvis, 
t hat is, within the area surrounded by the hip bones 
on either side, the pubic bone in front and the lower 
end of t he spine in back. However, in the male, the 
testicles are not in the pelvis but hang within the 
scrotum between the upper thighs. The tubes which 
transport sperm leave the testicles to enter the 
pelvis in front, pass towards the back where they 
unite into one tube which exits again in front t hrough 
the penis. It is important to keep in mind that from 
the testicles to the ejaculatory duct, all the internal 
structures are doubled, that is, there is one on the 
left and one on the right . -

Scrotum: The scrotum is a two-chambered sac 
which contains the two testicles. This sac lies behind 
the penis and between the upper thighs. The skin of 
t he scrotum is wrinkled and covered with pubic 
hair. In cold weather, muscles in the scrotal wall 
contract to bring the testicles closer to the warmth 
of the body. The scrotum is also sensitive to sexual 
stimulation. 

Testicle: The testicle is an oval-shaped structure 
about 1 V2 inches long and 1 inch thick. It is divided 
into about 250 compartments, each containing several 
seminiferous tubu les. From puberty onward, sperm 
are produced in these tubules. Cells lying between 
the tubu les secrete male hormones. The seminiferous 
tubu les join together into about a dozen ducts which 
form the first part of the epididymis on the top of 
the testicle. · 

Epididymis: The ducts of the epididymis join 
together to form one tightly coiled duct running 
down the back of the testicle . The cells lining t he 
duct secrete a substance which stimulates the de
velopment of sperm. 

Vas deferens: The coiled duct of the epididymis 
leads into a straight tube called the vas deferens 
which is about 18 inches long and runs from the 
scrotum into the pelvis. For this distance it is 
accomp.anied by nerves, blood vessels and muscle 
fibres and together these structures form the sper
matic cord. The spermatic cord can contract to pull 
the testicle into the safety of the body. Within the 
pelvis, the vas deferens continues towards the 
bladder. Just before the prostate, the vas enlarges to 
form the ampu lla or " seed reservoir". Muscular 
contractions of the vas push sperm from the epi
didymis along th is long route to the ampu lla . 

Seminal vesicle: To the side of each ampulla is a 
gland about 2 inches long called the seminal vesicle . 
The duct of this gland joins the ampulla at the ejacu
latory duct within the prostate . The seminal vesicles 
produce substances important for · the survival of 
sperm ; they release these substances just before 
ejaculation . T he ejaculatory duct from both the left 
and the right side join the single ·urethra, s till with in 
the prostate . 



Prostate: The prostate is a small , chestnut-shaped 
organ made up of gland and muscle t issue. It is 
located beneath the bladder and it is penetrated from 
top to bottom by the urethra . The glands of the 
prostate secrete an alkaline fluid which helps the 
sperm to move by themselves. This fluid is released 
into the urethra only a , few seconds before ejacu
lation . Secretions from the prostate make up most 
of the semina l fluid (semen) . The prostate can be 
fe lt with the finger during a rectal examination. 

Bladder: The bladder is a muscular sac lying 
behind the pubic bone and in front of the rectum. 
Below it is the prostate. T he bladder collects urine 
which flows into it from the kidneys in two tubes 
called ureters. Urine is excreted from the bladder 
through the urethra. 

Cowper's glands: T hese two small glands join the 
urethra as it leaves the prostate. They secrete a few 
drops of lubricating fluid during sexual excitement. 

Urethra: The urethra is an 8 inch t ube which 
travels from the bladder, t hrough the prostate, 
beneath the pubic bone and through the penis. The 
external opening at the tip of the penis is called the 
urethral or urinary meatus. During urination , urine 
from the bladder flows through the urethra. During 

seminal vesicle 

' .. l 

Male sexual organs: internal-external. 
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ejaculation, a sphincter muscle at the opening of the 
bladder closes, so that seminal fluid from the 
prostate and ejaculatory ducts can pass through the 
urethra without contamination by urine . That is, it is 
impossible to urina te while ejaculating. 

' Penis: The penis is made up of three bodies of 
spongy erectile t issue which becomes hard and 
swollen with blood duri ng sexual excitement. Two of 
the spongy bodies make up the bulk of the shaft of the 
penis. The third spongy body runs beneath the other 
two, carrying the urethra. At the root , the two large 
spongy bodies separate and are attached to the bones 
of t he pelvis, while the third body enlarges to form 
the bu lb of the penis. At the tip of the penis, t he 
third body enlarges to fo rm the glans which is highly 
sensitive to sexual stimulation. The skin of the penis 
is thin and loosely attached. A free fold of skin 
called the foreskin covers the glans. In most North 
American hospitals the foreskin is surgically re
moved wi thin the first week after birth. Removal 
of the foreskin , known as circumcision, prevents the 
accumulation of smegma, a waxy secretion which is 
secreted by glands beneath the fo reskin . Uncircum -
cised men must pull back the fo reskin and wash away 
accumulated smegma regularly. 

-urethra 

glans 
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Female sexual organs 

Vulva: external genital parts 
Mons veneris: This latin term describes the cushion 
of fat over the pubic bone which, from puberty on , 
is covered with pubic hair. 
Labia majora: The folds of fat tissue on either 
side of the vaginal opening are called the labia 
majora or " major lips" . In children, the. labia 
majora completely cover and protect the genital 
organs; in matur~ women, thEl lips reinain apart. 
The skin, covered with pubic hair, becomes moist 
and delicate closer to the vaginal opening. 
Labia minora: The "small lips" or labia minora 
are folds of sensitive, reddish tissue between the 
labia majora. When a woman is sexually excited, 
these small lips become slightly erect. They join 
in front forming the prepuce which covers the cli
toris. 
Clitoris: The clitoris, the most sexually sensitive 
of the female genitals, is located in front of (above) · 
the urethral opening, and is partially covered by 
the labia minora. The clitoris responds to sexual 
stimulation by becoming slightly enlarged and erect. 

Urinary meatus: The meatus, found between the 
clitoris and the vaginal opening, is the opening of 
the urethra through which urine is released from 
the bladder. 
Bartholin's glands: The purpose of t hese two 
small glands, situated beneath the labia majora, is 
not clearly understood. They release a drop or two 
of mucus onto the labia minora when a woman is 
sexually excited. , 
Hymen: This elastic membrane, also called the 
"maidenhead", is found at the vaginal entrance pro
jecting from the vaginal wall. In most women, the 
hymen does not block the vaginal opening completely, 

meatus--fl~~• 

vaginal 
opening-fl~~ 

~~llli@r-labia majora 
(large lips) 

labia minora 
(small lips) 

~ 
Vulva: female external genitals 

allowing the menstrual flow to ·pass through. Ruptur
ing of the hymen (loss of virginity) can be painless 
or quite difficult, and slight bleeding often occurs. 
Many women stretch the hymen themselves before 
the first ac t of intercourse. In cases where the 
t issue is very tough, the hymen can be broken 
medically. 

Internal reproductive organs 

'Vagina: The vagina, located between the bladder 
and the rectum, is about 4 or 5 inches long. Nor-

' mally its elastic . wal/s touch each other but they 
stretch considerably during intercourse and even 
more during childbirth. When a woman is excited, 
lubricating mucous secretions pass directly from 
blood vessels in the vaginal wall into the vagina. 
Although externally the vagina is highly sensitive, 
the internal end has little sensitivity. The vagina 
ends in pockets about the cervix: those in front and 
back of the cervix are called the anterior fornix and 
posterior fornix respectively; those to the sides 
are called lateral fornices . 

Uterus: The womb or uterus lies between the bladder 
and the lo.wer intestine. Before the first pregnancy, 
it is about 3 inches long and 2 inches across at the 
widest point, and its thick muscular walls practically 
touch each other. After each pregnancy, the uterus 
remains slightly enlarged as does the cavity- within 
it. Normally the top triangular portion bends slight
ly forward, and the lower portion points down and 
back toward the spine. When the top bends too far 
forward or backward, the condition is known as 
anteflexion or retroversion respectively. This can 
cause problems during pregnancy, abortion and with 
certain birth control methods. Internally the uterus 
is lined with a thick spongy tissue called the endo
metrium which is cast off as the menstrual flow 
once every 28 days if pregnancy does not occur. 
The lower part of the uterus which extends into the 
vagina is called the cervix. The muscular cervix 
contains the cervical canal which serves as a pas
sage between the uterus and vagina. The opening 
of the cervical canal into the vagina, t he external 
os, is round before the first pregnancy, and slit
shaped afterwards. The opening into the uterus 
is called the internal os. 

Fallopian tubes: The two Fallopian tubes (oviducts) 
are attached high on either side of the uterus, and 
extend about 4 inches toward an ovary . At ovulation, 
a suction -like mechanism draws the egg toward the 
tube's fringed end; then rhythmic tubal contractions 
move the egg toward the uterus. Union of egg and 
sperm (cQnception, fertilization) occurs within the 
tube, which is less than half an inch in diameter. 

Ovaries: The two ovaries (female gonads) lie on 
either side of the uterus. At birth , 100,000 to 600, 
000 immature egg cells (ova) each within ~ follicle 
are embedded deep within the body of the ovary. 
After puberty, the follicles move toward the ovarian 
surface ; each cycle, several fo llicles develop bu 
only one releases an egg ready for ferti lization. 
The oval-shaped ovaries also release hormones whic 
affect ovulation and development of the endometrium 
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The Gynecological Examination 
After puberty, a woman should have an annual 

gynecological examination. On her first visit, a 
general medical history is taken, including: past ill
nesses or 1 operations; allergies or sensitivity to 
drugs; present medication ; and general state of 
health. This general information is essential for 
proper gynecological ca re: for example, women 
treated wi th anti biotics often deve lop a vaginal 
irifection called candida vagin itis; a tired fe eling may 
be due to anemia influenced by a heavy menstrual 
flow: etc. As well, gynecological symptoms can lead 
to discovery of general problems: for example vag
initis can be a sign of latent diabetes. Any fami ly 
tendency toward particular d isorders, such as breast 
cancer, are recorded . 

T he doctor questions the woman on her gynecol
ogical history. At what age d id she begin menstruat
ing? Are her cycles regular? What is t he dur a tion 
and amount of her menstrual flow? Does she have 
cramps before , during, or after her period? Does she 

Use of the speculum 

use external pad or internal tampons? If the woma 
has been pregnant the doctor should ask for a com 
plete obstetrical report : number of pregnancies 
miscarriages; induced abortions; type of deliver 
(vaginal or ceserean) ; premature or full term de 
livery; weight of newborn ; complications before 
during' or after delivery; breastfed or formu la; plan 
for future pregnancies. What method of birth contr 
has she used and with what succ!(ss? What gyneco 
ogical problems has she had previously? How Ion 
ago? How was it treated? The woman should offe 
any information she fee ls will be useful, whether 
not she is asked. 

Such thorough questioning is not necessary at eac 
visit. Women attending clinics where the doctor 
rarely the same at each visit should ask if h 
complete chart has been read prior to examination. 

The woman is left alone in the examining room 
undress, and is given a disposable robe or sheet 
wear. A nurse records the woman's he ight, weigh 
and blood pressure. A blood sample is taken £ 

An internal-external view of the speculum in place in the vagina. The blades of the speculum are opened 
ing the vaginal walls apart. Inset: the cervix as the doctor sees it with the speculum in place. 
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· f the woman 's blood type, haemaglobin 

ana ytsis do white blood cell count. The blood sample 
coun an t h T If h can also be used to test o~ syp 1 is_. . t e wo~an 

l · s of bUining or pam on unnat10n, a unne comp am . 
sample is taken also. . . 

While the woman sits on the exammmg table, the 

d t examines her head, neck, breasts, lungs, 
oc or . h h 1 . h h t and abdomen . Wit t e woman ymg on er 

b ea~ a further check is made of "the breasts, ab
d:~i~al organs (e.g. liver) , and groins. The doctor 
· looking for swelling, unusual growths, or other 
1 ~ of disease All women should learn how to signs · 
examine their own breasts, and should do so at least 
once each cycle. . . 

For examination of the genitals, the woman hes 
on her back with her legs apart in stirrup-like 
supports. The doctor examines the vulva for in
flammation , sores, color changes, or growths. 

To inspect the vagina and cervix, t he vaginal walls 
must be held apart. The speculum, a metal or plastic 
instrument with rounded blades, should be warmed 
and lubricated with warm water before it is inserted · 
into the vagina. The blades are opened and t he vaginal 
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walls gently separated. In most cases the speculum 
can be used, even if the hymen is intact. 

The Pap test for cervical cancer is done with the 
speculum in place. With a flat stick or glass tube, 
cells are gently scraped from the surface of the 
cervix and placed on a glass slide which is sent to 
a laboratory for microscopic examination . 

If t he woman thinks that she may have gonorrhea , 
the doctor should take a sample of cervical secretions 
for lab testing. These secretions are easily obtained 
by inserting a cotton tipped swab into the cervix. 

If the woman complains of itchiness or vaginal 
discharge, the doctor should examine a sa mple of the 
discharge microscopically to determine the cause of 
the irritation. 

The doctor removes the speculum and performs 
an " internal" or pelvic examination . Two fingers 
of a sµrgica lly gloved hand a re inserted deep in to 
the vagina. With the other hand on the lower ab
domen, the doctor examines the uterus, checking its 
size, shape, and mobility. Un less there is swelling 
or abnormal growth, the ovaries and Fallopian tubes 
usually can not be felt . · 

Pelvic examination ("internal") 
::.. ~nal-external view. The doctor puts two fingers In the vagina and presses down on the lower abdomen 

other hand. The pelvic organs can be felt between the two hands. 
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hormones and the 
menstrual cycle 

Day 1 - day 5: menstrual phase 
The cycle begins with the shedding of the deve

loped endometrium as the men trual fl ow. Tota l 
blood loss during menstruation is about 2 to 4 oun
ces; most of the fl ow is fluid but occasional blood 
clots appear when the flow is heavy. Tht: "period" 
lasts 3 to 7 days, usually heavy at first and tapering 
off at the end. 

Hormones are chemica l "messengers" which Women use either external sanitary napkins or 
" instruct" the organs of the body to perform certain internal tampons to absorb the flow. A napkin (pad) 
functions. Since hormones can be carried in the is attached to a bel t which holds it in place against 
bloodstream, the gland \\'.hich releases the hormone the vulva. Napkins should be changed regu larly since 
does not have to be located near the organ which the blood gives off an unpleasant odor when exposed 
hormone affects. Some of the hormone-secreting to air. In ternal tampons are held in the vagina by 
glands are: t he pancreas, t he thyroid gland, the muscles at the vagi nal opening. When inserted cor-
testicles, and the ovaries. The pituitary gland, located rectly, tampons cannot be fe lt . T ampons should be 
at the base of the brain , is perhaps the most important changed as often as the flow necessitates. Women 
hormone-secreting gland. The hormones which it with t he hymen intact (virgins) can use tampons with-
secretes control the secretion of hormones by the out difficul ty. When the flow is extremely heavy, 
other glands. The secretions of the pituitary itself two tampons can be used at once. The second is 
are controlled by the amount of the other hormones inserted beside the first, and the strings should be 
in the bloodstream. When there is little of a certain tied together. Some women prefer to use a tampon 
hormone present, t he pituitary instructs the gland and sanitary napkin to absorb a very heavy flow. 
responsible to produce more ; when t here is a lot of There is no reason to avoid sexual intercourse 
the hormone available, the pituitary instructs the during.menstruation. 
gland to produce less . During menstruation, the pituitary gland rele.ases 

The menstrua l cycle is controlled by pituitary a small amount of both Follicle Stimulating Hormone 
hormones called Follicle Stimulating Hormone (FSH ) and Luteinizing Hormone (LH) . FSH and LH 
(FSH) and Luteinizing Hormone (LH). Together stimulate the growth of several follicles, each con-
these two hormones stimulate the ovaries to release taining one egg, on the surface of the ovary. FSH and 
the fema le sex hormones, estrogen and progesterone. LH also cause the follicles to secrete estrogen . 
The amount of estrogen and progesterone' in the Day & - day 13: proliferatory phase 
bloodstream determines t)le particular phase of the Estrogen released by the fo llicles stimulates the 
menstrual cycle . In young girls, these hormones are endometrium to proliferate and causes changes in the 
not made in sufficient quantities to have any effect, cervical mucus which permit easier movement of 
but at some time during adolescence, the affects of sperm into the uterus. At about the 12th day, the 
t hese hormones b'egin to appear. Puberty is the gen- amount of pituitary hormones in the bloodstream 
era! term for all the physical and psychological begins to increase rapidly. The amount of LH in-
changes a girl undergoes between the ages of 11 and creases more than the FSH since production of 
17, due to t hese hormones. It includes: appearance of FSH is somewhat suppressed by the estrogen. One 
pubic hair and underarm hair, breast development, follicle develops more extensively than the others, 
distribu t ion of fat tissue, especially about the t highs and protrudes from the surface of the ovary. 
and hips, and the first menstruation (the menarche) . 

The average men trual cycle lasts ap proximate- Day 14: ovulation 
ly 28 days. Some women have consistently longer or Ovulation is t he release of one egg (ovum) from 
shorter cycles; others, especia lly young women, the protruding follicle . As FSH and LH reach their 
have cycles which vary in length. The menstrual cy- highest point, t he t ip of the foll icle becomes trans-
cle can be influenced by a change in clima te or emo- parent and thin . The thinnest area on the fo llicle's 
tional stress. The first day of the menstrual fl ow surface ruptures and releases the egg. The fringed 
is considered t he beginning or day 1 of the menstrual end of the fallopian tube draws the egg into the t ube . 
cycle. Once the egg has been released, LH stimulates the 

Aspect~ of female menstrual cycle: ovulation, endometrial growth, and hormonal balance 
A. Ovulation: The box at the upper left shows several ovarian follicles , each containing an egg, pushing toward 
the surface of the ovary. One follicle develops and ruptures (upper right) , releasing an egg near the open end 
of the fallopian tube. The ruptured follicle develops into the corpus luteum which degenerates and is eventually 
reabsorbed by the ovary. 
B. Growth cycle of the endometrium (uterine lining): Day 1-5: menstrual bleeding . Day 6-14: proliferator)'. 
phase; new growth of the endometrium and its blood vessels . Day 15 -28 : secretory phase; endometrium is 
prepared to accept a fertilized egg . If fertilization does not occur, the endometrium breaks down. 
C. Pituitary hormones: The amount of Follicle Stimulating Hormone (FSH) and Luteinizing Hormone (LH) 
in the blood at different stages of the menstrual cycle . 
D. Female sex hormones: The amount of estrogen and progesterone in the blood at different stages of the 
menstrual cycle. Estrogen is produced by the ovary; after ovulation , progesterone is produced by the corpus 
luteum. ~ 
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ruptured follicle to become a hormone-secreting 
gland called the corpus luteum (latin for "yellow 
body"). 

Day 15 - day 25: secretory phase 

Immediately after ovulation , the corpus lu teum 
secretes progesterone which, along with estrogen 
released by the ovaries, stimulates further develop
ment of the endometrium. The endometrium becomes 
a rich bed of blood vessels and tissues in preparation 
for implantation of a fertilized egg. Estrogen and 
progesterone also affect the pituitary gland : both 
hormones block its production of FSH, and progester
one alone blocks the production ofl'.,H. 

If the egg is fertilized, the placenta takes over the 
production of progesterone, and blocks t he release 
of pituitary hormones, FSH and LH. This in turn 
preven ts the release of another egg throughout preg
nancy. 

If fertilization does not occur, t he corpu lu teum 
starts to degen'erate about day 25. Its cells are 
reabsorbed and replaced with normal ovarian tissue. 
As a woman gets older, reabsorption is not com
plete and scar tissue from the corpus luteum re
mains on the ovarian surface . Follicles which bega 
to deve lop but did not rupture are also reabsorbed 
by the ovary. 

Day 26 - day 28: secretory phase (premenstn,al) 

Degeneration of the corpus luteum reduces the 
secretion of estrogen and progesterone. This )ow 
hormonal tevel causes contraction of the blood ves
sels leading to the endometrium, thus reducing its 
supply of blood . The outer layers of the endometrium 
break down and the small blood vessels rupture. 
This marks the beginning of the menstrual flow . The 
low levels of estrogen and progresterone also stimul
ate the pituitary to produce FSH and LH, thus causing 
the whole cycle to begin again . 

The climacteric (change of life) 

The cycle described above continues, except du
ring pregnancy and breastfeeding until the cl imacte
ric when the ovaries begin to fail. Menopa use or 
the end of menstruation, the most noticeab le event 
of. the "change of life", o~cu rs between the ages 
of 45 and 50. The process is gradual as ovulation 
becomes more irregular and infrequent. Once ovu
lat ion stops, progesterone is no longer released. 
Estrogen production is greatly reduced. Women un
der the care of a gynecologist usually receive hor
monal " replacement therapy" for the rest of thei r 
lives. 

Many women suffer from minor to seve re depres
sion and irritability during the change of life. Be
cause western women are forced to compete as sex
ual objects, and are allowed no meaningful function · 
within society, such problems take on ·an .exagge
rated importance. Th~re is no reason wh y the cli
macteric should affect a woman.'s ability to function 
ful~y both mentally and physically or to enjoy sexual 
intercourse. 

Sexual 
intercourse 

The abi li ty to enjoy sexual intercourse (coitus, 
" making love", copulation , " having relations", 
" having sex " , etc.) develops with knowledge of the 
human body and with experience in social and sexual 
relations with others. The pleasure of sex 

' without fear of pregnancy or moral si'nfulness con
·tinues to be denied, especially to women, because of 
the repression of such knowledge and experience. 

Most couples engage in some form of sexual fore
play - kissing, caressing, teasing, - before begin
ning sexual intercourse. Almost any part of the body 
is sensitive to sexual stimulation, but especially the 
thighs, buttocks, breasts, nipples, ·neck and ears. 
Both partners can enjoy oral-genital contact. 

When sexually aroused, the man's penis and the 
woman 's clitoris become hard and erect, due to the 
engorgemen t of the tissue with blood. The woman's 
vaginal walls separate, expand, and become moist 
with mucus. To begin coitus, either part ner guides 
the man 's erect penis into the vagi nal opening. Saliva 
is a lways available as a lubricant if the vagina is 
too dry for comfortable intromission. Together, the 
man and woman move their bodies in such a way that 
t he clitoris ·and the penis are stimulated, not -neces
sa rily simul ta neously. 

Female orgasm 

Whether a woman comes to orgasm (the climax) 
through masturbation, manipulat ion , or coitus, th 
physiologic re sponse is the sa me. Sexual sensitivit 
is cente red in the vulva, specifica lly the clitori · 
and not the vaginal barrel which contains man 
times fewer nerve endings. Stimulation of the clitor· 
causes engorgemen t of blood vesse ls in the genital 
and a general neuro-muscular tension . Other bod 
changes in thi s excitement phase include: inc-rea 
rate of breathing and of heart beat, breast en larg 
ment, erection of nipples, upward movement of t 
uterus. and expansion of t he vaginal walls. Sometim 
a sexual flush (temporary skin rash) appears. 

At the plateau phase of excitement, these chan 
are acce lerated , and , without distraction, t he worn 
soon reaches orgasm - the pleasurable release 
ten ion in the genitals arid throughout the entire bod 
The vaginal walls especially near the opening, c 
tract rhythmica lly. The uterus contracts pushing t 
cervix further into the vagina . . 

As the tenS.ion is released, t he body begins to 
turn to its normal condition (re solution pha18 
but, if stimulation continues· before sexual tensi 
drops below the plateau level, the woman can " com 
aga in a lmost indefinitely. Women can experie 

· long orgasms or a rapid series of orgasms ·with 
_ a return to the plateau phase. 

Male orgasm 

Male·· orgasni also involves the release of ne 



1 tension throughout the body. In the pla teau 
mu cu ar · · bl h 

he n oruasm seems mev1ta e, t e contenL 
Phase w " · I d I d 

P
ulla se minal ves1c es, an pros tate g an 

of the am · 1·· I · I fl ·d M I b. to form t he ma semma u1 . use es 
com ined ·nu the urethra as it leaves the bladder 
5urroun 1 " b 1 d 
contract so that urine cannot ~ ref. eased . h . 1· 

D 
· u oruasm. the semen 1s orce out t e tip o 

urm,, " h Th f I the penis through the urdet hra: heh 1rs~ mhuscu ar 
t i.on are strong an t e1r r yt m 1s t e same 

contrac · . . 
the woman 's vaginal contractions. The amount 

~f ejaculate relea ed influences the strength (but 
t ecessarily the pleasure ) of the orgasm. Other 

~~yn chanue are similar to those in women in
cluding m~scles spasms. sexual flush , a nd a light 
film of per piration. 

During the resolution phase a fter orga m, the bod.\· 
change disappear. at first suddenly. and then s low!~· 
taking up to severa l hours .. The penis loses much of 
its erection, and a hort time span (the refractory 
period ) must pass be fore a man can have another or-

ga m. 

Positions 
The man. imaginative posit10ns for making love 

fall into one of two classification : face to face . and 
intromission from behind . In face to face positions 
(to mention only a few ), either partner can lie on 
top of the other. both can lie on their sides, one ca n 
sit over the other who is lying down , or both can 
stand or sit. When intromission occurs from behind . 
the man can lie on top of the woman. the woman can 

PAGE13 

sit back on the man lap , the woma n can crouch 
while the ma n kneel behind her. etc . Each position 
has it s advantages and disadvantages such a : free 
dom of movement . depth of penetration of the peni . . 
and stimula tion of the clitoris. 

Rupturing the hvmen (loss of virginity ) should be 
done in a position in which both partners can ea ily 
control their movements. The hymen hould be 
stretched grad ually with gent le but constant penetra
tion of t he peni . S light bleeding and so me pain is 
common : however. ome women fee l no discomfort 
at all. Many women p refer to tretch the hymen 
gradually themselve before attempting sexual in
tercourse . Over a period of seve ral days, the woman 
in erts one finger into the vagina, then two, and 
then three, · until the ti ue is stretched sufficiently . 

There is no reason for prohibiting sexual inter
cour e during menstruation . The erect pen is blocks 
the fl ow during intercourse, and a disposable cloth 
placed on the sheet can prevent possible staining 
when the man withdraws his penis. Some women have 
a slightly heavier flow ,after intercourse due to con
traction of the uteru during orgasm. 

In keeping with the Handbook's emphasis on con
traception, those means of human sexual expres
sion, such as homosexuality, masturbation, oral
genital intercourse, and anal intercourse, which 
do not lead to conception have been omitted. A 
comprehensive discussion of human sexuality is 
beyond the scope of the Birth Control Handbook. 

Andre Giguere 
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conception 
Sperm 

Sperm cells, produced in the seminiferous tubules 
of the testes, are moved by muscular contractions 
through ·the vas deferens for about three weeks until 
the mature cells reach the ampulla. Secretions from 
the prostate gland and seminal vesicles add both bulk 
and energy to the sperm cells, creating the final 
seminal fluid. 

Each sperm cell consists of a head, mid-piece, 
and tail. The head contains 23 chromosomes respon
sible for the hereditary characteristics from the 
father. The mid-piece and tail are made up of coiled 
fibers which contract and expand to move the sperm 
ce ll along. 

An average of 350 million microscopic sperm cells 
are released in one ejaculation. The life span of sperm 
within the female genital tract is approximately 48 
hours. 

The egg 
Follicle Stimulating Hormone (FSH) released by the 

pituitary gland at the beginning of a woman's cycle, 
stimulates several ovarian follicles to grow. About 
the 12th day, the pituitary begins to release Luteinizing 
Hormone (LH) as well. When FSH and LH are in 
proper balance, one of the follicles ruptures, releasing 
an egg which is soon picked up by the fringed end 
of the Fallopian tube. ~ 

The nucleus of the egg cell contains 23 pairs of 
chromosomes; as the egg matures, 1 chromosome 
from each pair is retained, and the other is discarded 
in a cluster called the polar body. The nucleus and 
the nourishing cytoplasm are surrounded by a thicker 
membrane, the zona pellicuda. Smaller cells from the 
ruptured follicle cling to its surface. Some of these 
cells are brushed off by hair-like cilia within the 
Fallopian tube as muscular contractions move the 
egg toward the uterus. If the egg is· not fertilized with
in 24 hours of ovulation, it degenerates and passes 
out the body unnoticed. 

Chmges of the uterus 
As the ovarian follicles develop, estrogen is re

leased by the ovaries. After ovulation, progesterone 
is released by the corpus luteum, the scar tissue 
on one ruptured follicle. Both hormones stimulate the 
endometrium (uterine lining) to " proliferate", pre
paring the lining to nourish a fertilized egg after 
implantation. If implantation does not occur the lining 
is shed as the menstrual flow. 

At the time of ovulation, mucus in the cervical 
canal becomes more plentiful , thinner, and richer in 
nutrients, so that sperm cells can pass easily into 
the uterus. 

Fertilization 
During sexual intercourse, millions of sperm cells 

are ejaculated high into the woman's vagina, near th 
alkaline environment of the cervix. Many sper 
"swim" in the wrong direction; others are killed by 
the acid condition of the vagina, and still others are 
trapped in the folds of the vaginal walls. Those that 
pass through the cervical canal are moved toward 
the Fallopian tubes primarily by muscular activity 
of the uterus. Some _§Perm enter each Fallopian tube, 
only one of which holds an egg. 

Fertilization occurs in the Fallopian tube. The first 
sperm cells to reach the egg release a chemical 
which dissolves cells adhering to the zona pellicuda. 
Once the egg is exposed, one sperm cell bores through 
the cell membrane to the center of the cell. A second 
chemical reaction prevents any other sperm from en
tering the egg. 

As the fertilized egg (gamete) is moved down the 
Fallopian tube, the nuclei of the sperm and egg fuse 
together to form one nucleus with 46 chromosomes. 
These chromosomes reproduce themselves and the cell 
divides in two. This division process continues until 
the gamete is a cluster of tiny cells, each with 46 
chromosomes.. Fats and other substances of {he egg 
cell provide it with nourishment for 3 days as it travels 
down the tube to the uterus. 

Nidation 
For several days the egg cluster or blastocyst 

floats freely in the uterine cavity. About six days 
after fertilization , the blastocyst attaches itself to the 
endometrium, and buries it~lf by chemically dis
solving a bit of endometrial tissue . Blood surrounds 
the cluster and nourishes it. Nidation (im.plantat1on) 
is complete by the 12th day after fertilization. One 
mass of cells from the blastocyst soon develops as 
the growing embryo; others become nutritive struc
tures such as the placenta. 

Implantation often does not occur at all, and the 
fertilized egg degenerates. 

Detennination of pregnancy 
Usually, a woman first suspects that she is preg

nant when her menstrual period is · overdue. The 
length of pregnancy is always calculated from the first 
day of her last menstrual flow; thus, if a woman is 
ten days late, and normally has her period every 28 
days, she is considered 38 days or 5 1/~ weeks pregnant. · 

A woman whose period is late but who does not 
wish to be pregnant should continue to use some kind 
of contraception until pregnancy h11s been confirmed 
by a docwr. 

Pregnancy tests work by detecting the presence, 
within urine, of · a hormone called Human Chorionic 
Gonadotropin (HCG). The placenta releases increas
ing amounts of HCG so that, by the 6th week of 
pregnancy, some HCG appears in the pregnant wom
an's urine. 

In the " biological test", some of the woman's 
urine is injected into a laboratory animal such ai:? a 
rat or toad. If HCG is present, it causes a particular 
reaction (such as ovulation) in the animal. Such a 
reaction is defined as a positive result, meaning that 
the woman is pregnant. This test takes at least six 
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hours. 
" Chemical te ts" ta ke from 2 minutes to severa l 

hours. When a chemical is added to a sample of 
urine, t he presence or abse nce of a chemical reac
tion determines if the test is nega tive or positive. 

Although both tests are highly accurate, false 
reports do occur. Pregnancy tests are not accurate 
for pre -menopausa l women. Hospital labora tory 
tests are often more accurate a nd less expensive 
t han drugstore tests. 

For a positive confirmation of pregnancy, a woman 
should see a gynecologist for an internal examination. 
Private doctors are expensive , but family planning 
center , university hea l th se rvi ces, and hospita l 
gynecologica l clinics a re more reasona ble . Women 
under 18 ca,r1 often get cooperation at the adolescent 

oral 
I • contraceptives 

Few scientific achievements have had greater 
socia l impact t ha n t he development of t he · ora l 
contraceptive. The Pill is presently used by ap
proximately 18.5 million women, about 8 .5 ·million 
of whom live in North America. The Pill is the 
closest t hing to the " ideal contraceptive" available , 
and its popularity reflects a changing social and 
politica l mood of a whole gen.eration of women. 

T he ora l contraceptive is 100 % effective when 
taken as instructed, relatively "safe " , easi ly re
versible, and in the control of the woman; however, 
use of t he.. Pill does present certain difficul ties. 
Taking one pill eve ry day is a nuisance, a ppreciated 
by few not ta king oral con tracep tives. Minor annoying 
s ide effects are com mon, a lthough transient, in 
t he first three months of use . M ost importa ntly, 
the oral contraceptive constitutes an endocrinological 
insul t to t he female body which in rare insta nces 
CGtn lead to serious disease a nd even death. Ne
ver theless, on the ba is of ava ila ble cientific find
ings, t he editors of t hi s publication are convinced 
tha t the benefits of ora l contrace pt ion outweigh 
its dange rs. Accepted huma n activities such as 
p1:egnancy a nd childbirt h, or even t rave l in auto
m.ob iles carry much greater ri ks to heaJth and 
life. Many drugs used more commonly than oral 
contraceptives, such as aspirin or penicillin , are 
pote ntia lly more dangerous than t he Pill ; however, 
relief of pain a nd combatti ng infection a re accepted 
as important in our soc iety. Until recently, con
traception, with its gifts of sexual freedom and 
physical hea lt h for women, has not been appreciated 
as an important medical achieve ment. 

Margaret Sanger, renowned anarchist and fighter 
fo r the liberation of women, was probably the first 
to write : "No woman can consider herse lf free until 
she can determine the number of children she will 
have". In the winter of 1950 Margaret Sanger con
vi nced Dr. Gregory Pincus to accept a grant of 

clinic of a children 's h ospital. 
Several signs of e arly pregnancy which a docto 

or paramedical spec ialist can detect during an intern
al examination are: darker color of the vulva and va. 
gina, softness of the uterine isthmus (area betwee 
the cervix and uter ine body), softness of the 
and size of the uterus. 

If the doctor is n ot pos1t1ve of the diagnosis o 
suspects that the woman is not pregnant, the woman 
can be given synth etic progesterone, either orally 
or by injection, wh i ch raises the hormone level in 
t he woman 's blood stream. If the woman is not preg. 
nant, the following d rop in the hormonal level causes 
withdrawa l bleeding . Such pills cannot abort a fetus: 
they' can only brin g on a late period. These pills 
cost approximately $ 3 at reputable pharmacies. 

$2, 100 from the fl edgling Planned Parenthood Fe 
deration which she h ad founded. Millions of dolla 
of corporation mon ey soon followed the original 
Federation grant, but credit for initiating the first 
research project wh ich eventually produced the Pill 
goes to one of the most noble women of this century, 
Margaret Sanger. 

With support fro m a major U.S. pharmaceutica 
corporation, G.D. S earle Co., Pincus and two col· 
leagues, Ors. John Rock and Celso Garcia, ex
perimented with various combinations of synthetic 
estrogens and proge sterones. In 1956, :265 Puerto 
Rican women "from the low income population living 
in a housing develo p ment project in a slum clearance 
area" were se lected fo r the first significa nt human 
tests. These wome n rece ived 10 mg. of a synthetic 
progeste rone ca lled norethynodrel and as much as 
.:2:2 mg. of a synt hetic estrogen ca lled ethinyl es
tradiol. Officially, P uerto Rican women were chosen 
because of t heir hi g h pregnancy rate; in fact, these 
poor, non-white wo m en were used as guinea pigs 
since sc ientists hes i t ate to test such potent medica
tion on white American women . 

The Puerto Rica n tests revealed that women do 
not drop dead after ingesting norethynodrel and 
ethinyl estradio l and t hat they do not become pregn
ant. The G.D. Searle Co. qui ckly developed Enovid, 
which originally con tained 10 mg. of norethynodrel 
and . 15 mg. ethiny l estradiol. In 1960, on t he basis 
of scanty scientific informat ion, t he United Statel 
Food and Drug Ad mini stration (FDA) aut horized 
the ma rketing of Sea r le's Enovid . 

Description 
There are two k inds of oral contraceptives: the 

combination pill a n d the sequential pill . A series 
of the combination ora l contraceptive consists 
:21 (20 in some brand s ) identical pills each conta inin 
synthetic estrogen a nd progesterone. A sequentia 
oral contraceptive series is made up of two differen 
kinds of pills. The first 11 , 14, 15 or 16 pills 
(depending on the brand) contain on ly synthetic es 
trogen, and t he nex t 10, 6, 5, or 4 pills contai 
a combi nation of estro gen and progeste rone. 

Synthetic hormone stimulate t he same body reac 
tions as do natura l ' hormones. There are :2 kind 
of synthetic estrogen and 9 different synthetic pro-



uesterones. The two estrogens, mestranol and ethi
~yl ei>tradiol, have almost identical properties; 
however the effects of ethinyl estradiol are more 
highly localized ' at the reproductive system. For 
example, ethinyl estradiol has less effect on glucose 
tolerance than does mestranol. Although ethinyl es
tradiol is probably the better estrogen, mestranol 
is used more commonly. Mestranol is used in: 
Enovid, Ortho ovum, Norinyl (including Norquen 
and Noriday) , C-Quens, and Ovulen. Ethinyl estra
diol is used in: orlestrin, Provest, Oracon, Ovral, 
and Demulen . 

The quantity of estrogen in each pill is more 
important than the kind . Several years ago it was 
discovered that not more than .05 ing. of estrogen 
in each pill is necessary to ensure 100% contra
ceptive effectiveness. Also, when such "low dose 
estrogen pills" are used, risks of serious com
plications are significantly reduced. In December 
1969 the British Committee on Safety of Drugs 
officially recommended that brands of oral con
traceptives containing more than .05 mg. of estrogen 
sho1,1ld not be used. In the words of the Briti·sh 
Medical J ·ournal, British pharmaceutical companies 
"were quick to take the hint'', and withdrew from 
the market all combination pills containing more than 
.05 mg. of estrogen. American pharmaceutical com
panies have produced low dose brands, but have re
fused to withdraw high dose pills from the market. 

Most synthetic progesterones are produced by 
chemicafly changing the synthetic male sexual hor
mone, testosterone. Depending on the chemical pro
cess used, the resulting progesterone is either 
estrogenic or anti-estrogenic. With estrogenic pro
gesterones, at least some of the hormone is changed 
by the body into estrogen. Norethynodrel , the pro
gesterone component of Enovid, is the only commonly 
used estrogenic progesterone. E trogenic progeste
rones should not be used since they introduce un
necessary estrogen. On the other hand , anti-estro
genic synthetic progesterones, like natural proges
terones, counter the effects of estrogen. The anti
estrogenic qualities of synthetic progesterones add 
to the contraceptive effectiveness of the Pill. 
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Depending on the kind and quantity of synthetic 
hormones used, a particular brand of combination 
pills can be estrogenic or anti-estrogenic. All low 
dose combination pills are distinctly anti-estrogenic, 
which counteracts side effects and complications 
related to estrogen (most side effects are estrogen
related). In contrast, sequential pills are distinctly 
estrogenic; because the sequential series does not 
provide progesterone for most of the 21 pill cycle, 
more than .05 mg of estrogen must be delivered 
by the sequential pill to ensure contraceptive effect
iveness, and even so, sequentials are not 100 % ef
fective, with annual failure rates of 1 % to 2 %. Not 
only do sequentials deliver more estrogen per day, 
but the lack of progesterone's anti-estrogenic effect 
further extends the effects of estrogen. Since se
quential pills provide excessive estrogen, they should 
be ordered off the market. (The Eli Lilly Co recent
ly discontinued production of C-Quens, but pharma
cists still have large supplies). Women taking 
sequential pills such as : C-Quens, Estalor, Lyn
diol SQ, Miniquen, Norquen, Ortho-Novum SQ, 
Oracon SQ, Ovex SQ and Secrovin SQ should see 
a gynecologist and ask for a change of prescription. 

How the Pill works 
A healthy woman who is not pregnant or breast 

feeding menstruates approximately once every 28 
days. Soon after menstruation begins, the hypothal
amus (part of the brain) stimulates the pituitary 
~land .to secrete a hormone called Follicle Stimu
lating Hormone (FSH) into the blood stream. FSH 
tiniulates the growth of several ovarian follicles, 

and the secretion of estrogen by these follicles. 
A few days after ·the first release of FSH, the 
pituitary also begins secretion of Luteinizing Hor
mone (LH). Around the 14th day of the menstrual 
cycle, a sudden increase of LH secretion causes 
one follicle to rupture ar;id release an egg. After 
ovulation, the ruptured follicle changes into a gland 
called the corpus luteum which begins to secrete 
progesterone. As the quantity of estrogen and pro
gesterone increases in the blood stream, the pi
tuitary secretes less FSH and LH. 
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If the egg is fertilized, the corpus luteum as 
well as the placenta secrete large quantities of 
progesterone throughout pregnancy. Estrogen and 
progesterone block the pituitary's secretion of FSH 
and LH, and ov,ulation cannot occur during the nine 
months of pregnancy. Overlapping pregnancie's . are 
thus prevented. · 

The oral contraceptive mimics the body's defences 
against pregnancy by creating a hormonal " pseudo
pregnancy'.' within a woman's body. Each pill of 
a series contains enough estrogen and progesterone 
to block secretion of FSH and LH, thus preventing 
ovulation. 

In addition, progesterone causes secondary chan
ges whith make pregnancy unlikely even if the 
pituitary "es'capes" the effects of the synthetic 
hormones. Progesterone causes the cervical mucus 
to become thick and impenetrable, preventing sperm 
cells from entering the uterus. Progesterone also 
disrupts the cyclic growth pf the uterine lining, 
making it unreceptive to a fertilized egg. Since 
sequential oral contraceptives are primarily estro
genic, secondary progesterone-dependent eff~cts are 
not produced, resulting in the 1' , to 2' r failure 
rate of sequential pills. 

Medical examination and pcescription 
Oral contraceptives, like all potent medication, 

must not be used by certain women. Proper medical 
screening can spot women for whom oral contra
ception would pose unacceptable risks. 

A complete medical history must be taken before 
prescribing an aral contraceptive. Questions which 
must be asked include : 

I. Does the woman have, or has she ever had : 
a blood clotting disease such as thromboembolism, 
thrombophlebitis, pulmonary embolism, "stroke", 
retinal thrombosis; migraine headaches; heart dis
ease or defect ; endocrinological disease or disorder 
such as ~thyroid dysfunction or diabetes; liver disease 
such as jaundice ; kidney disease ; asthma; epilepsy; 
or any significant psychiatric problem such as seve
re depression? 

2. Is there any inheritable disease in the woman's 
family? Has the woman's mother ever had any form 
of cancer, migraine headaches, high blood pressure, 
or varicose veins? If the woman has any sisters, 
similar information about their medical histories 
can be relevant. 

3. Has the woman ever been pregnant? How many 
times? How many live babies, abortions or mis
carriages has she had? Has the woman had com
plications during pregnancy, such as toxemia, va
ricose veins, or liver disease? 

4. At what age did the woman have her first 
menstrual flow? What is the average length of her 
menstrual cycle and of the flow itself? Does she 
1'.xperience cramps, fluid retention, breast swelling 
and tenderness, or mood changes before, during 
and/or after menstruation? 

Women who have or who have had: thromboem
bolism, thrombophlebitis, pulmonary embolism, a 
"stroke", retinal thrombosis, heart disease or 
defect, severe endocrine disorder, recurrent jaun-

dice of pregnancy, . or any form of cancer m1191 
not take oral contraceptives. The synthetic estrogen 
delivered by the Pill can worsen existing conditiona 
of these diseases or increase a woman's suscep.. 
tability to a relapse. 

Women who have had: mild endocrine disorder, 
liver disease such as jaundice, or kidney disea 
can take the oral contraceptive if: (a) an endocri 
disorder is well under control, (b) kidney or live 
disease is completely cured. 

Women who have or who have had: migrai 
headaches, high blood pressure, varicose veina, 
asthma, epilepsy, any significant psychiatric pro~ 
lem, or diabetes can take an oral contracep.tiv41, 
provided that they are closely supervised medically, 
and that periodic tests are taken to ensure that 
the Pill's estrogen is not worsening theiT condition. 
If the Pill causes migraine headaches to become 
more severe or more frequent, the woman mus 
stop taking the medication. If high blood pressure 
or varicose veins are adversely affected by oral 
contraception, the woman must stop taking the me. 
dication. If fluid retention occurs as a side effe 
to the Pill, asthma or epilepsy can be adverse! 
affected. For women with asthma or epilepsy, diu· 
reties can be prescribed, and only anti-estrogeni 
pills should be used. Women with existing psychiatri 
problems must be followed by a psychiatrist while 
taking oral contraception. Women with minor de· 
pression before menstruation often find their symp
toms relieved while taking the Pill. Pre-diabetic 
~omen, or women ·with active diabetes should have 
an annual or semi-annual glucose toleraric;e. test, 
and should use an oral contraceptive containin 
ethinyl estradiol as its estrogenic component. 

Once the medical history is taken, the docto 
performs a general and a gynecological physical 
examination. The woman's blood pressure and weigh 
must be recorded, samples of blood and urine must 
be taken, and a careful breast examination an 
a Pap test (for cervical cancer) must be performed. 

A doctor nas a variety of brands to choose from 
when prescribing oral contraceptives. Only "lo 
dose" brands which contain not more than .05 m 
of estrogen per pill should be used. The low d 
brands are : Demulen 1, Demulen .5, Norles • 
1, Norlestrin 2.5, Norinyl 1, Ortho-Novum 1/ 
(Norinyl 1 and 0-N 1/50 are 'exactly the same) 
and Ovral. The use of Norlestrin 2.5 should 
reserved for women who require a larger quantit 
of progesterone to counter extreme estrogen-exce 
symptoms (such as nausea, vomiting, fluid retentio 
and breast tenderness) . 

All women taking the Pill should have an annu 
gynecological examination, including breast exam 
ination and a Pap test. 

Personal use of the Pill 
Most oral contraceptives are taken in ~ serie 

of 21 pills. This produces a convenient " three wee 
on, one week off' cycle of medication. 

To begin taking the Pill, a woman must wait 
for a menstrual flow. Counting the first day o 
her flow as day 1, the woman takes the first pil 
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of a series on day 5. One pill is taken at about 
the same time daily for 21 days. The woman counts 
7 days after taking. the last pill. On the 8th day, 
she takes t he first pill of her next series. Thus, 
if a woman takes the first pill of her first series 
on a Tuesday, she takes her last pill of that series 
on a Monday, and takes the first pill of the next 
series on the Tuesday of the following week. The 
"starting day" (i .e. the day that the first pill 
is taken) is the. same day of the week for every 
series. 

ome oral contraceptives come in 28 day series. 
The first 21 pills contain the synthetic hormones. 
The last 7 pills are placebos - pills that contain 
nothing other than sugar. A woman taking a 28 
pill series takes one pill every day, beginning a 
new package the day after taking the last (28th) 
pill. 

Most brands of the Pill are now available in a 28 
day series in which the placebos contain iron . It is 
argued that_ s ince all women lose some blood due 
to wi thdrawal bleeding, they -should receive " re
placement iron" (iron is necessary in the fo~mation 
of new red blood cells). However most women are 
not anemic and do not require replacement iron; 
those women who do need iron added to their diet 
usually require more than is provided by the iron 
placebos. 

In general, combining different drugs into the 
same pill or pill series is bad medicine, which 
serves only to maintain high drug prices and in

crease drug sales. 
If one pill is forgotten it should be taken as 

soon as it is remembered , even if this means 
taking two pills on the same day . If taking the 
pill is incorporated into rou t ine daily activities 
(e.g. " waking up", "supper" , " going to bed" ) a 
woman is less likely to forget a pill. If a combination 
pill is forgotten for not more than 24 hours, the 
cha nces of pregnancy are close to zero . If more 
than one combination pill is forgotten, or if one 
sequential pill is forgotten , the forgotten pills should 
be ta ken when remembered and another contraceptive 
method should be used for the rest of the cycle. 

The combination Pill provides 100 % contraceptive 
protection from the first pill of the first series. 
If a woman is changing her brand of pill from 
a higher dose of estrogen to a lower dose, another 
birth control method should be used for the first 
2 weeks of the first low dose series. 

Reversibility of contrac~ptive action 

The · oral con t raceptive is easily reversible. When 
pregnancy is desired , the woman fini shes a pill
series, and does not start another series. Sixty 
to 75% of women who stop taking the Pill to become 
pregnant achieve their aim within three cycles of 
the last pill , and 90 % become pregnant within one 
year. The pregnancy rate is the same in women 
who have never taken oral contraceptives and who 
are attempting to become pregnant. ,, 

Ba bies born to women who have used oral con
trace pt ives are riot affected by the medication . 

ln a small , undetermined percentage of women 
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who stop taking the Pill, ovulation and menstruation 
are delayed for a month or two, and in some reported 
cases, for as long as a year. This condition of 
post-Pill amenorrhea (lack of menstruation) has 
been named the "oversuppression syndrome" . Ame
norrhea following discontinuation of the Pill is more 
likely to occur in women who have irregular mens
trual cycles before using oral contraception. The 
probable cause of 'post-Pill amenorrhea is a lin
gering, oversuppression of the hypothalamus by the 
Pill 's synthetic progesterone. Almost all cases of 
oversuppression disappear by · themselves without 
medication. If amenorrhea continues for more than 
6 months, cortisone acetate or clomiphene citrate 
(brand name: Clomid) is used to bring on ovulation 
and menstruation. Clomid is highly effective if there 
is enough natural estrogen in the bloodstream. If 
the level of estrogen is low, skull X-rays are 
taken to make sure that a coincidental tumor does 
not exist, and supplementary human gonadotropins 
are then given to induce ovulation. 

Prolonged post-Pill amenorrhea responds quickly 
and easily to treatment with c·lomid, or, if necessary, 
human gonadotropins. It is unlikely that the incidence 
of oversuppression increases in women taking oral 
contraceptive.s for prolonged periods. The practice 
of discontinuing oral contraception every 2 years 
to determine if ovulation occurs spontaneously is 
medically use ess and often results in unwanted 
pregnancy. 

Side effects 
Oral contraceptives are potent medication and 

induce many body changes other than the suppression 
of ovulation. 

Nuisance effects 
' Most nuisance effects induced by oral contra

ception are related to estrogen. Such effects are 
common during the first 3 cycles of medication 
while the body is adjusting to the new hormonal 
levels, and they usually disappear by the 4th cycle. 
If any side effect persists for longer than 3 cycles, 
or becomes severe, the prescribing doctor should 
be consulted. 

The majority of women taking low-dose oral con
traceptives do not experience .any side effects, or 
are bothered only by minor, transient effects. Psy
c}lological factors pfay a large part in the incidence 
of minor effects. If a side effect is expected, it 
may very well occur. 

Nausea sometimes accompanied by vomiting or 
stomach cramps is the, Pill 's most common side 
effect. If it occurs, nausea appears within a day 
or two of the first pill taken, and recurs at 
the beginning of the following cycle . Such side effects' 
can be avoided by: a . taking the daily pill after 
a full meal ; b. tal<ing the pill just before going 
to sleep ; or c. taking the pill with a glass of milk 
or a mild antacid. 

Fluid retention can oc'cur as a result of estro
gen's effects on the body's retention of salts. A 
general "bloated feeling" , cramping or swelling 
of the legs, breast discomfort, rapid weight gain, 
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Estimates of risk of death to women 
in Engl.and 1966 

AGE 
20-34 35-44 I 

Annual death rate per 100,000 healthy. 
married, non-pregnant women from pul-
monary cerebral thromboembolism: 
Users of oral contraceptives .. . .. 
Non-users of oral contraceptives. 

Annual death rate per 100,000 total female 
.population from: 
Cancer ........... . 
Motor accidents ..... . 
All causes ......... . 

Death rate per 100,000 maternities from: 
Complications of pregnancy .. . . ... . . 
Abortion .... .. .. . ........ .. .. . 
Complications of delivery ......... . 

Complications of the post-birth period from: 
Thromboembolic disease ... . ... . 
Other complications . . . . . . . . . . . . . 
All risks of pregnancy, and 
post-birth period . . . . . . ......... . 

1.5 
0.2 

13.7 
4.9 

60.1 

7.5 
5.6 
7.1 

1.3 
1.3 

22.8 

3.9 
0.5 

70.1 
3.9 

170.5 

13.8 ' 
10.4 
26.5 

4.6 
4.6 

57.6 

and generalized itching are minor symptoms of 
fluid retention. Fluid reterttion can adversely affect 
migraine headaches. If a woman experiences severe 
headache, dizziness, and blurry or double vision 
shortly after starting the Pill, she should immediate
ly consult the prescribing doctor, and stop taking 
the medication. 1 

Fluid retention is harmless except to women 
with migraine headaches, epilepsy, high blood pres
sure, vascular disease, or heart defect or disease. 
Fluid retention can be alleviated by . a low salt 
diet, restricted water intake and, if necessary, 
a diuretic. 

Chloasma is the rarest of estrogen-related nui
sance effects. Chloasma, also called the "mask 
of pregnancy"· appears as "giant freckles" on the 
face. Pill related chloasma is more common in 
women who experience chloasma durjng pregnancy, 
and in women frequently exposed to strong sunlight. 

Leukorrhea is an estrogen-related, harmless, 
white or clear, excessive vaginal discharge . If va
ginal discharge becomes bothersome, a gynecologist 
should be consulted. 

Estrogen deficiency and progesterone excess side 
effects occur if a Pill is too highly anti-estrogenic 
for a particular woman. Such side effects include: 
mood changes, including depression and changes 
in sexual desire ; increased appetite a'nd weight 
gain; fatigue; decrease in amount and duration of 
menstrual flow; oily scalp and skin (sometimes 
leading to acne) ; changes in facial or body hair 
distribution; and breast enlargement. Progesterone 
related side effects, although usually minor, either 
remain constant or become worse with each suc
cessive cycle. A doctor should therefore be consult
ed. Breast enlargement is the most common pro
gesterone-related side effect. After an initial size 

increase, breast size remains constant - until the ' 
Pill is discontinued, at which point the breasts 
return to normal size. 

If a woman is taking a Pill that delivers· more 
than 1 mg. of progesterone daily, progesterone
related side effects can usually be eliminated by 
switching to an oral contraceptive with less pro
gesterone (not to a Pill with more estrogen). 

Breakthrough bleeding_ and spotting (bleeding be
tween periods) are the only common progesterone
deficiency side effects. If they occur, ~uch bleeding 
episodes usually disappear by the fourth cycle. In 
persistent cases a pill with a higher dose of pro
gesterone can be prescribed. 
Vaginitis: Estrogen affects glycogen content of .va.
ginal walls, making the vagina more susceptible 
to infestation by microscopic yeast or fungus or
ganisms (a common problem for all women). Dis
charge, itchiness and general vaginal discomfort 
are symptoms of vaginitis. Vaginitis is not serious, 
but can be extremely uncomfortable, and deserves 
immediate medical treatment. Treatment is usually 
simple (topical creams etc.) . 

Metabolic effects 
The biochemical activities which keep organ

isms alive are collectively called metabolism. The 
Pill causes more than 50 undesirable biochemical 
changes in the female body, most of which are 
induced by estrogen. It is reasonable to suspect 
and has been proven in some cases, that reducing 
the quantity of estrogen reduces the extent of the 
metabolic changes. 

Pregnancy induces similar metabolic changes 
but pregnancy-related changes ·are more extensive 
and in some cases more dangerous. Much more 
estrogen and progesterone are present in the blood 
of a pregnant woman than in one who is taking oral 
contraceptives . . 

Oral contraceptives containing .1 mg of estrogen 
per pill cause an increase in the amount of cor
tisol in the bloodstream, but low dose pills (.05 mg 
estrogen) do not cause a similar observable cor
tisol excess. Cortisol is produced by the adrenal 
glands and is an extremely important hormone. 

Excessive cortisol slows insulin production 
and reduces its effectiveness. Insulin, a hormone 
produced by special cells of the pancreas, is es
sential to the body's use of · sugars-. A low level 
of insulin in the bloodstream leads to a disease 
called diabetes mellitus, characterized by "low 
glucose tolerance" - the body's inability to trans
port and use sugars. The Pill does not cause dia
betes, but even low dose pills reduce glucose tole
rance in most women. Glucose tolerance usually 
returns to normal when the woman stops using oral 
contraception; however, long-maintained reduction of 
glucose tolerance may have permanent effects, es
pecially in women susceptible to diabetes because 
of heredity or obesity. Women whose blood relatives 
have diabetes should have 'a glucose tolerance test 
before starting the Pill, and an annual test while 
taking the medication. 

Like pregnancy, the Pill increases the amount of 



circulating fats and fatty proteins. This may also 
be the result of cortisol , excess. An increase in 
circulating fats heightens a woman 's susceptibility 
to atherosclerosis, a vascular disease in which 
arteries are clogged with fat, and it makes particles 
in the blood, the platelets , "stickier" . Greater 
platelet stickiness increases coagulability of the 
Pill-user's blood, and contributes to the develop
ment of thrombosis in some women. 

Cortisol may a lso affect the liver whic h is high
ly sensitive to circulating hormones .. If_ t~e l i~er's 
excretion of certain wastes into the bile 1s impaired, 
jaund ice develops. Pregnancy affects liver excretion 
and some women become jaundiced late in each 
pregnancy. This disorder is ca lled ·" recurrent jaun
dice of pregnancy" and usually disappears prompt
ly after the pregnancy. About 1 women in 10,000 
Pill-users develops a similar jaundice. Symptoms 
include loss of appetite, nausea, general itchiness, 
dark urine and yellow discoloration of skin, finger
nail~ and eyes. Pill -related jaundice usually begins 
within 4 weeks of starting oral contracep tion . T he 
jaundice usually disappears once the woman stops 
taking the Pill. 

Most women taking the Pill excrete higher than 
normal levels of an amino acid called tryptophan. 
The Pill 's estrogen seems to ca.use a deficiency 
of vitamin B6 (pyridoxine) , which is necessary for 
t he body's use of tryptop han. Such a situation also 
exists in depressive illness, and pyridoxine defi
ciency may be the cause of mi ld to severe de
pression experienced by ""' soqie women taking t he 
Pill. Twenty-five to 30 mg of pyridox ine daily sig
nifican.tly improves certain cases of P ill-related 
depression . Pyridoxine in t hese quantities is a ha rm
less, water-soluble vitamin .• 

Since t he . quantity and nutritive value of breast 
milk is reduced by the Pi ll , women who intend to 
breast-feed should not use oral contraception im
mediatefy after child-birth . 

About 10 % of black Americans have a hemaglobin 
abnormality called " sickle cell trait (HbSA)" . 
Hemaglobin is the oxygen transporting protein in 
red blood cells. Sickle trait is normally harmless 
but the related disorder " sickle cell anemia 
(HbSS)", which occurs in only 0.25 % of black 
Americans, causes serious illness. Sickle cell 
anemia is normally diagnosed soon after birth. 
The Pill does not affect hernaglobin and women with 
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sickle trait (HbSA) can use the Pill ; however, 
women with sickle cell anemia (HbSS) should not 
use oral contraception. 
Serious complications 

Thromboembolism : The varjous kinds of throm
boembolism are diseases in which an unnecessary 
clot forms with in a blood vessel, obstructing the 
flow of blood and starving body tissues. Throm
boembolism can have serious and . even fatal con
sequences. During pregnancy, estrogen causes an 
increased level of blood clotting chemica ls (called 
" factors" ) within the blood serum, creat ing a con
dition of hypercoagulability . Blood loss during and 
after childbirth is greatly reduced by t he blood 's 
increased capacity to coagulate . 
' Hypercoagulability a lso increases a woman 's su
sceptibility to t hromboembolism during and im
mediately after pregnancy. E strogen delivered _ by 
the Pill causes increased susceptibility of approx
imately t he same degree . 

In 1968 three British scientists, M .P . Vessey, 
R. Doll and H.W.H. Inman presented carefully 
collected statistics evaluating risks of fa tal and 
non-fata l thromboembolism to women taking ora l 
contraceptives. The excess death rate from throm
boembolism was estimated to be 1.3 per 100,000 
users aged 20 to 34 and 3.4 per 100,000 users aged 
35 to 44. It was also es timated that 47 women in 
100,000 users are admitted to hospita l every year 
for non-fatal t hromboembolic disease. Among non
users of the Pill , only 5 in 100,000 are admitted 
every year. When corrected for error, t his · revea ls 
a nine t imes greater ri sk of non-fatal t hrombo
embolism for Pi ll-users. 

A more recent paper presented by the same scien
tists reveals that the excess death rate is reduced 
in women using pills containing not more than .05 
mg of estrogen, and another recen t stud y revealed 
the unexplainable finding that the risk of throm
boembolism for Pi ll -users with blood type 0 is 
only about one-third as great as t he risk to Pill 
using women of other blood types. 

An American study organized by Philip Sartwell 
for the U.S. Food and Drug Administration and 
presented in t he 1969 FDA report on the Pill , re
veals findings which a re approximately t he same 
as t he British ones. The Sartwell stud y a lso in 
dicates that high dose and sequent ia l pil ls provide 
additional risk. 

RISK OF DEATH WITH VARIOUS CONTRACEPTIVE METHODS 

Wo• n age 20-34 yHrs Wo•n age 35-44 years 
(1 ,000,000 users/yHr) (1.000,000 users/ yHr) 

Deaths due to DHths due to Deaths due to Deaths due to 
Method Pregnancies pregnancy method Total pregnancy method 

Total 
IUD 30.000 7 unknown 17 unknown 
Oral contraceptives 5,000 1 13 14 3 34 37 
Diaphragm 120,000 27 0 27 69 0 69 
Safe period 240,000 55 0 55 135 0 135 
Pregnancy 1,000,000 228 228 576 576 
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The Pill and cancer: Massive doses of estrogen 
have been used in gynecology for more than 30 years. 
No increase in any form of cancer as a result of 
this medication has been observed . 

Estrogen of pregnancy produces cellular changes 
in the cervix, which look very much like cellular 
changes of early cervical cancer. After pregnancy, 
the cervical cells regain their normal appearance. 
The Pill induces similar cellular changes, and some 
scientists believe that the oral contraceptive in
creases the risk of cervical cancer. On the other 
hand, the Pill might provide a protective effect 
against uterine and breast cancer. 

On the basis of presently existing information, no 
definite conclusions can be reached as to t he effects 
of oral contraception on the incidence of cancer. 

The Pill and vascular disease: Estrogen causes 
blood pressure increase in susceptible women. 

There are several recorded cases of "stroke" 
in women taking the Pill. A stroke is the rupture 
of a blood vessel leading to or from the brain. 
High blood pressure increases the chance of stroke. 
Severe, debilitating headache is a stroke symptom. 
If severe headache is experienced while taking the 
Pill, a , doctor should be consulted to rule out the 
possibility of stroke . 

Although a significant relationship has not yet 
been demonstrated, it is believed that risk of stroke 
is increased, probably on ly slightly, in women taking 
the Pill. 

The real risks of oral contraception, proven and 
suspected, must be compared to other health ha
zards. In Britain, of one million young, pregnant 
women, 228 die because of pregnancy and post
delivery complications. Maternal mortality is high
er in the U.S., especially among non-white, poor 
people who are butchered in "charity" hospitals. 
Among one million young Pill-users, 15 die of 
thromboembol ism each year, meaning that the Pill 
involves an annual risk about l/15th the risk of one 
pregnancy. Since there are other birth control me
thods, not all women become pregnant once a year, 
but no other method is as effective or as widely 
acceptable. The diaphragm, for example, carries 
a 103 to 12% annual failure rate, which means that 
of one million diaphragm-users, 100,000 to 120,000 
become pregnant annually, leading to 23-27 deaths. 
Contrary to what manufacturers . and their paid-off 
scientists tell us, the IUD has a failure ra te of at 
least 3% per year, and young, never-pregnant women 
may experience higher rates. Infection and death 
are not unknown complications of IUD use, although 
exact statistics have not been determined. Risks 
of illness or death associated with IUD use or 
IUD failure (i.e. pregnancy) are probably the same 
or greater than risks of the Pill. 

.The dangers of other widely used drugs rarely 
s~1i:nulate as much attention. Everybody uses as
pmn, but aspirin is harm'ful , and should only be 
used when absolutely necessary. Penicillin is a life
saving antibiotic, but it is also deadly poison for 
sensitized p.eople. Millions smoke cigarettes, the 
most advertised, most dangerous and most widely 
used drug available . Food consumed in North Ame-

rica is contaminated with cancer-producing pesticides 
and with at least one of the hundred of dangerous 
food additives, which, by law, need not appear on 
package labels. 

The fact that the Pill is far from the most danger
ous of U.S. industry's products reflects no credit 
on the pharmaceutical corporations. The drug in
dustry, the most profitable business in America, 
spends on advertisement three times what it spends 
on research . Research means finding new drugs 
to patent and make money on, and to get t hem 
" past" the . FDA. Ev'en though Searle did little 
research on the Pill before getting FDA approval, 
oral contraception did not turn out to be the killer 
it might have been. 

All of the long range, and even the short range 
dangers of oral contraception have not yet been 
determined! however, deaths from Pill-use will 
never begin to compare to deaths resulting fro m 
inade_quate health care, poisonous industrial pol
lution, dangerou.:; transportation and hundreds of 
unnecessary, harmful food additives. Use of the 
Pill should be considered in the light of existing 
health realities. 



intrauterine 
devices 

The effectiveness of an intrauterine (within the 
uterus) device to prevent conception has been known 
for over 2000 years. H ippocrates, the ancient Greek. 
doctor described a device whic h was inserted into a 
woman's uterus through a hollow lead tube passed 
through the cervix (entrance to the womb). For 
centuries Arabian and T urkish camel drivers insert
ed small round pebbles into the uteri of their camels 
before go}ng into the desert to prevent t he camels 
fro m becoming pregnant during the long journey. 

In t his century, Grafenberg, a German doctor, 
reported in 1930 of his use of an intrauterine con
traceptive device made of silkworm gut, wound into 
a ring and inserted into the uterus. Grafenberg's 
major contribution was t he developmen t of a device 
with a structure such that it remained only •in the 
uterus and was not continuous with t he cervical cana l 
or vagina. Similar devices used. in the beginning of 
the 20th century had structures which led into the 
uterus from the cervical canal . Grafenberg claimed 
that such structures served as ladders for the up
ward movement of bacteria fro m the vagina into the 
uterus. Devices with such ."bacterial ladders" caused 
a great deal of infection and discomfort for many 
women. 

Because of complica tions with devices other than 
the Grafenberg ring, intrauterine contraception was 
neglected, until in 1959, two doctors working inde
pendently reported considerable success with modi
fications of the origina l Grafenberg device. Only 
recently have doctors begun to devote serious atten
tion to IUD's (or IUCD's) . It took many years for the 
medical profession to forget its prejudice against 
anything lying within the 'uterus even though reports 
on the Grafenberg ring made it clear that infection 
was not a common complication. 
Description · 

T oday there are t htee basic kinds of IUDs: closed 
devices such as the Hall-Stone ring, the Ota ring, 
the Zipper ring, t he Birnberg bow, and other modi
fications of Grafe nberg's original design ; more re
cently developed open· devices such as the Lippes 
loop , t he Margulies coil and the Saf-t-coil; and clos
ed-plane devices such as the Dalkon shield. The 
open devices and the closed-plane IUDs are safer 
and easier to insert. Closed IUDs should no longer 
be used. 

Most of the modern, safer device~ are made 
of flexible plast ic. T he new synthetic plastics are 
being used for various kinds of human surgery 
and repair as well as for IUDs since the body 
does not react to their presence. T he malleability 
of plastics provides an additional advantage - IUDs 
made of such materials can be straightened out 
and threaded into very thin introducers (inserters) 
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Photocell 
Left: Saf-t-coil; right: Dalkon Shield; bottom: Lippes 
loop 

which can then be inserted into the uterus through 
the cervix with little or no pain. The malleability 
of plastic also allows for great latitude in design 
and may prove very useful in evolving the "ideal 
design". The plastic tube molded into the IUD 
design usually has a core of metal salts so that 
if the position of the device must be determined 
exactly, an X-ray wi ll reveal the IUD (X-rays 
only show the presence of dense structures such 
as bone, metal, or metal salts, but not plastic 
itself). · 

The Dalkon shield also contains copper embedded 
in the plastic for pliability. Whether or not any 
of the copper escapes into the blood stream is 
unknown. This question assumes greater significance 
with the recent announcement of a new IUD, the 
"copper T " or "copper 7", which has 200 square 
mm of copper wire wound around the outside of 
the device. Copper itself has an anti-fertility effect 
but large quantities· in the bloodstream can be harm
ful. Although G.D. Searle announced the coming 
of its new IUD with much fanfare and publicity, 
its public relations department has had little to 
say since the copper 7 was reclassified by the 
FDA from ' a " device" to a " drug" (due to its 
release of copper). The FDA's reasonable insist
ence on further study will delay the marketing of 
this IUD for some time. 

Although there is much disagreement as to which 
i the best IUD available, the Lippes loop (size 
D, a little more than 1 inch across) is the most 
widely used. The Lippes loop is preferred because 
of low expulsion, pregnancy and side effect rates 
associated with its use. The more recently developed 
Saf-T-coil is about as safe and as effective as 
the loop. It was hoped that the Dalkon shield would 
be the best IUD, especially for women who have 
never had children, but recent work suggests that 
its pregnancy rate may be even higher than the 
pregnancy rate with the Lippes loop. Calcium de
posits and endometrial inflammatiqn related to use 
of the Majzlin spring have caused many family 
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planning clinics to stop using the device. Woll)en 
using the Majzlin spring should have it removed, 
and a different IUD should be inserted in its place. 

Insertion of the device 
The insertion of an IUD is usually a simple, 

rapid , and more or less painless procedure. Before 
insertion, the woman should be given a complete 
general and gynecological examination to ensure 
that .no infection is present and that any anatomical 
abnormalities will not hinder insertion. With a spe
culum in place, a sterile uterine probe is carefully 
passed into the uterus to ensure that the cervical 
canal is not obstructed and to recheck the uterine 
positibn . As the diagram shows, the IUD is threaded 
into a st~rile plastic introducer (if it. has not already 
been " loaded" ). The loaded introducer is inserted 
through the cervical canal and is advanced to the 
lowermost portion of the uterus, just beyond the 
en trance of the triangular slit-like cavity. Sometimes 
it is necessary to grasp the cervix with an ins
trument to steady it before inserting either the 
probe or introducer . As the cervix is grasped the 
woman feels a pin-prick sensation, . however pain 
is rarely experienced. Pressure is put on the plunger 
of the introducer and the IUD is pushed into the 
uterine cavity where it regains its original shape. 
The introducer is withdrawn leaving two nylon 
threads which are connected to the device, protruding 
into the upper vagina. The threads are trimmed 
so that only an inch or two remains beyond the 
cervix . 

An IUD can be inserted at any time during the 
menstrual cycle, but it is oest introduced on the 
first day of, a menstrual period. This has several 
advantages: the most important is that insertion at 
that time can not interfere with an early or unsus
pected pregnancy since if the woman is still mens
truating, she has not yet ovulated that month and 
cannot be pregnant. Also insertion of the IUD may 
cause a slight amount of bleeding from the uterus, 
and this spotting is not an additional problem during 
menstruation. In addition the cervical canal is open 
wider during menstruation than during other parts 
of the woman's cycle. 

As soon as the IUD is inserted, it begins to prevent 
conception. If •a woman is changing from birth con
trol pills to an IUD, she may be advised to take the 
pills for one month longer, since most accidental 
pregnancies which occur with the IUD, begin during 
the first month of use. Also continued use of oral 
contraceptives reduces the 'amount of menstrual 
bleeding or spotting which may be increased during 
the first month of IUD use. 

If the nylon appendage connected to the IUD is 
properly trimmed, neither the male nor the female 
is at all aware of the device during coitus. 

Insertion of IUDs for women who have not had children 
After a woman has a child , miscarriage or 

abortion, her uterus remains slightly enlarged and 
her cervix slightly dilated permanently. Many doc
tors refuse to insert an IUD into the smaller, tighter 
uterus of a nulliparous woman (never been pregnant)" 

because of severe pain which often occurs during a 
immediately after insertion . Some research is p 
sently being done with various drugs meant to redu 
the pain of insertion for nulliparous women. Man 
if not most women who have never been pregna 
also experience some pain from cramps for the fir 
few days after IUD insertion. This pain is sometim 
not more severe than that experienced from norm 
menstrual cramps; in some other cases it can be ac 
companied by fainting or be so severe that remov 
of the device is necessary. All nulliparous wome 
have a greater tendency to expel the device soonta 
neously from their uterus. Failure rates of the 
are ·also significantly higher for nulliparous wome 

Removal 
Removal of devices with nylon "tails" is simpl 

The doctor pulls gently on the threads extendi 
into the vagina, and the device usually slips ou 
easily. Women should not attempt to do this them 
selves since occasionally the cervical canal is o 
structed or the IUD is lodged in the uterine wall 
and an unskilled tug could cause injury. For devi 
without an appendage, the doctor inserts a small blun 
hook into the uterus, catches the IUD, and pulls1 i 
out. 

Expulsion and required removal of IUDs 

The muscles of the uterus run in two differen 
ways (diagonally and transversely) and when th 
uterus contratts it does so in a rhythmical way. 
These contractions cause the IUD to be pushed ou 
of the uterus of certain women. At present there 
no sure way of knowing which women are likely 
expel the device. 

Between 10 and 12 percent of all women who recei 
ve IUDs spontaneously expel the device in the fi 
year of use. Most expulsions occur in the first 
months that the . device is in the uterus. Expulsio 
of the IUD usually occur, if at all, during menstru 
bleeding. Women using IUDs should check the sur 
face of their menstrual tampons or pads to ens 
that the device has not been passed out with men 

· trual blood. If the IUD has a nylon appendage, t 
woman should check for its presence after each 
riod and at least once a week. If the nyl9n thread 
beads cannot be felt, the doctor should be consult 
and another method of contraception should be u 
until a new device can be inserted. 

If a· woman expels an IUD from her uterus s" 
can have another one inserted. The chances that t · 
same woman will expel the device again are ve 
high - 503 of women who receive a second IUD ex 
it from their uterus. 

The Lippes loop, because of its design com 
presses easily and is least likely to be pu~hed ou 
of the uterus by a single muscular contractio 

Beyond the 10%-12% of women who spontaneousl 
expel the IUD, another 8% to 10% of women ha 
the device removed because of troublesome sid 
effects which are described below. 
Side effects· . 

Minor side effects to the IUD are common but n 
serious. Usually, these side effects disappear af 
the first month or two of use, however all side effe 



should be reported to the doctor who inserted the 
run. 

Side effects include : minor or severe pain similar 
to pain from menstrual cramps; irregular bleeding 
during the month (spotting); and very heavy mens
trual bleeding for the first few cycles after inser
tion. The extra heavy bleeding for the first few 
menstrual cycles following insertion seems to be a 
common experience. It should be reported to the 
doctor but it is not serious. Sometimes drugs are 
prescribed to lessen the bleeding. Pelvic pain and 
irregular or extra-heavy bleeding account for most 
of the 8 % to 10 % of IUDs which are removed either 
as a result of the doctor's decision or the insistence 
of the patient. Severe cramps and heavy irregular 
bleeding seem to be more common in women who 
do heavy physical work. Should this factor be si
gnificant, the widespread "encouragement" of the 
IUD in Third World countries where women com
monly do heavy work may be called into question 
from the perspective of personal acceptability be
sides its racist implications. 

Serious complications 
Pelvic Inflammatory Disease PID - (any infectron 

of the pelvic organs) occurs as a complication to 
the IUD in 2% to 4% of women wearing a device. 
Usually, an incident of IUD - related PID is a re
lapse of some previously existing infection, such 
as gonorrhea. In such cases, the insertion of an 
IUD is enough to weaken the natural defences of the 
uterus, and bacteria which had been kept in check 
multiply and cause clinical signs of infection . Com
monly used IUDs are sterilized before distribution, 
and sterile techniques are maintained by most doc
tors during insertion, to reduce the risk of PID. 
If PID occurs in a woman wearing an IUD, it can 
usually be treated without removing the device. 
Women who have had a pelvic infection previous to 
IUD insertion can safeiy use a device but must 
make sure that the infection has been totally elimi
nated. 

Once in approximately 2,500 IUD insertions, th!l 
device does not remain in the uterus, but goes through 

introducer 
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the uterine wall into the abdominal cavity. Such 
uterine perforation is usually the result of error 
on the part of the inse rting doctor or technician: 
however, some IUDs are pushed through the uterine 
wall by contractions of the uterine muscles them
selves. Whatever the cause, complete perforation of 
an open device, with the IUD itself floating freely 
in the abdominal cavity, is not dange~ous. Since 
the body does not react to the IUD, it is usually left 
where it is. If however, a closed device perforates, 
there is a risk that it will catch a loop of one of 
the intestines and obstruct the passage of food or 
waste material. (This is why closed devices are no 
longer used). Surgery is always performed to re
trieve a closed IUD, should it perforate. Similar 
surgery must be performed if an open device per
forates only half-way, leaving a dangerous,, rigid 
" hook" protruding through the uterine wall. 

There- have not been any cases reported of cer
vical or uterine cancer occuring ll.S a result of 
IUD use. On the basis of presently available informa
tion, it can be said that IUDs do not cause cancer. 

Should an IUD fail and a woman become pregnant 
with a device still in place, there is no danger to 
the baby. Usually the device is left in the uterus 
and is only removed when the baby is delivered . 
There are no reports of abnormalities in babies 
born to women with IUD in place. 

How the IUD works 

Many conflicting theories have been suggested in 
attempts to explain the contraceptive action of the 
IUD. The exact mode of action is still not under
stood. 

One widely accepted theory suggests that the IUD 
interferes with the dynamic muscular balance of 
the cervix, uterus and Fallopian tubes. It is sug
gested that sperm transport up into the tubes and 
ovum transport down toward the uterus are disrupted 
by the IUD's effects on uterine and tubal muscles . 

Another group of explanatory theories concentrates 
on cellular change in the uterine lining, the endome
trium. If the cyclic development of endometrial 
cells is disrupted, implantation of a fertilized egg 

nylon threads 
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is impossible. 
One group of theories is primarily biochemical, 

and suggests that when an IUD is present, the ute
rine environment is chemically hostile to a ferti
lized egg. 

A recently presented theory suggests that abnor
mally high concentrations of macrophages develop 
within the uterus when an IUD is present. Macro
phages are normal body cells which attack "inva
ding" cells such as bacteria, by phagocytosis. (A 
phagocyte is a cell, such as a white blood cell, that 
can "swallow" another cell, and thus destroy it) . 
Macrophages normally do not exist within the ute
rine cavity, and their presence might destroy a 
fertilized egg. 

IUDs do not cause early abortion nor do they 
prevent pregnancy by creating a low-grade infection 
in the uterus. 

Effectiveness 

The efficiency of the IUD is considerably less 
than the oral contraceptive pill. At best, only 1.5 
to 3 women out of 100 become pregnant during the 
first year after insertion of the IUD. Failure rates 
tend to decline with furtb.er years of use . Many 
doctors report a contraceptive failure rate of much 
higher than 3.0. With some devices, up to 8 or 9 
women out of 100 become pregnant during the first 
year after the IUD is inserted. 

IUDs are most effective for women who have had 
several children, and are older than 30 years of 
age. Age is t he more important factor. For exam
ple, in one study on the Lippes loop, 5.7% of women 
15-24 years old at time of insertion became pre
gnant within the first year. In the same study, only 
4.7 % of the women 25-29 years old, and 2.9 % of wo
men 30-34 years old became pregnant in the same 
time period. 

Women who must not become pregnant should not 
rely on the IUD unless abortion is an acceptable 
and available option. 

Acceptability 
Considering the 10 % to 12 % of women who expel 

the IUD within one year after insertion, the 8% 
to 10 % who must have it removed in that same pe

,riod, and the 2% to 3% (at least) who become pre
gnant, the IUD is an acceptable method of contra
ception for only about 75% of women in the first 
year. Acceptability goes down to about 50 % within 
5 years. For those women who can use the IUD, 
it is probably the best method available - it is safe, 
easy to use, cheap, does not require repeated .action 
(like taking a pill daily) and does not interfere with 
the act or enjoyment of sexual intercourse. 

With the advent of statistically significant reports 
linking oral contraceptives with an increased in
cidence of death and disease from thromboembolic 
illness, some women have strongly advocated the use 
of the IUD in preference to the Pill. Failure rates 
for the IUD of 1 % to 2%, and a naive belief that the 
IUD is " harmless" have been repeated over and 
Qver again . 

It is absurd to believe that the pharmaceutical 
and plastic corporations producing IUDs have any 
more concern for the lives of individual women, than 
do the pharmaceutical corporations producing the. 
Pill. The IUD is neither harmless nor as effective 
as the manufacturing companies claim. It is not 
possible at this point to determine exactly how many 
women die as a direct result of IUD use (possibly 
from perforation) ; it is known however, that man y 
women die during or after normal pregnancy (about 
300 per million pregnancies) , and that some women 
using an IUD become pregnant. As a result of con
traceptive failure, 30,000 to 80,000 pregnancies oc
cur every year in 1,000,000 IUD users. Thus, in 
1,000,000 women using the IUD for one year, 9 to 
24 women die as a result of pregnancy, and beyond 
these .deaths, an undetermined number of women d ie 
as a resu lt of criminal abortion. 

Reversibility 
The contraceptive effect of an IUD is completely 

reversible. When the device is removed t he woman 
can have children again. _ 

The IUD and genocide 
T he IUD is cheap to manufacture, easy to insert, 

and in large scale terms is very effective. Not more 
than 8 to 9 women out of 100 will become pregnant 
during t he first year of use. Women who do not use 
any contraceptive method usually do get pregnant 
within one year - 90 women in 100 will become 
pregnant in one year if they do not try any method 
to control their fertility. Since the growth of large 
populations in nations of the Third World (Africa, 
Latin America, parts of Asia, etc) represents a 
threat to the power and world dominance of such 
countries as the United States, considerable attention 
is being directed at the run by these nations. 
Scientists, working with grants from such organi
zations as the Population Council, a "private Ame
rican foundation ", supported by the Ford Founda-



tion, John D. Rockefeller ill, and other private 
donors, are attempting to develop more effective 
IUDs which can be inserted by only semi-skilled 
personnel. By advocating "voluntary sterilization" 
and use of the IUD, the governments of the United 
States, Britain and other western powers are at
tempting to control by contraception the numbers 
of non-white people, just as white people from Eu
rope eliminated large numbers of red Indians by 
importing European diseases for which the Indian 
had no antibody (immunity) resistance. One impor
tant characteristic that the IUD shares with steri
lization is that the effectiveness of the method cannot 

condom 
The condom, a sheath worn on the penis during 

sexual intercourse, is a widely used , effective, mech
anical contraceptive. The condom is also know11 as : 
"prophylactic", " rubber" , "safe", " French letter", 
or simply " contraceptive" . 

Most condoms nanufactured today are made of 
thin, strong latex rubber; condoms made from animal 
membrane are also available. Rubber condoms are 
approximately 0.0025 inches thick, 1 inch wide and 7 
inches long. At the open end of the sheath the rubber 
·is thicker, forming an elastic ring which keeps the 
condom from slipping off the penis. The condom is 
either plain-ended or tipped with a "teat" meant to 
receive and hold ejaculated semen. There are no 
" sizes" for condoms, since all are considerably 
elastic. 

Skin condoms, produced from sterile animal mem
brane, first appeared in England during the eighteenth 
century. Since the developmenf of the latex rubber 
process in the 1930's, skin condoms have been large
ly replaced by the cheaper and equally effective rub
ber sheaths. The principal advantage of skin con
doms is that natural membrane is a better conductor 
of heat than a film of rubber, and therefore inter
feres less with sensation. 

Skin condoms are packaged in plastic or aluminum 
capsules containing water, glycerine and a preserv
ative. Rubber condoms are packaged in paper env
elopes, cardboard boxes or aluminum foil. Most 
rubber condoms are sold dry and powdered ; but at 
least one company distributes lubricated rubber con
doms sealed between strips of aluminum foil. 

Association of the condom with prostitution and 
prevention of veneral disease has resulted in a 
reluctance on the part of many men and women to 
use this birth control method. In additioir there 
exists a widespread misconception that the condom is 
an unreliable contraceptive when compared to other 
methods. In fact , statistics reveal that when proper
ly used, the condom is as effective as the diaphragm 
and jelly method. .

1 
~ 

The condom method of birth control does have an 
important inherent disadvantage - it is a contracept
ive used by the male partner alone . If the male 
sexual partner is reliable, and both man and woman 
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be controlled directly by the individual woman who 
carries the IUD in her uterus. Both sterilization and 
IUDs are used much more extensively in countries 
other than the western nations. Of the 8 million 
IUDs used, only 1 million are carried by U.S. 
women. In contrast, of the 18.5 million pill users in 
the world, at least 8.5 miilion live in the U.S. and 
an additional .5 to 1 million in the United Kingdom . 

Large scale use of contraceptive measures, ap
plied to women who may not want to control their 
fertility, approaches genocide and ceases to be 
birth control. 

accept this contraceptive method , there is no prob
lem ; however, not all men are trustworthy, and 
certainly not at all· times. Since it is the woman who. 
bears the consequence of unwanted pregnancy, women 
are more likely to appreciate the importa nce of 
using some form of contraception during all acts of 
sexual '•1tercourse. 

The mechanical nature of the condom also prov ides 
potential problems. Some men and women do not like 
using a " device" during sexual intercourse , claiming 
it disrupts spontaneity. If this is the sincere feeling 
of either partner the condom should be avoided. On the 
other hand , many men and women incorporate un
rolling of the condom into the enjoyab le routine of 
sexual foreplay. 

'Many men claim ·that the condom dulls sexual 
pleasure. Physiologically, this claim is highly quest
ionable. Modern condoms are extremely thin and 
transmit sensation very well. Men who insist that the 
condom interferes significantly with sexual sensation 
are usually refusing to accept responsibility for birth 
control . 

The condom does have several important advant
ages: it is harmless, very simple to use, and easily 
available. If the male sexual partner is willing to 
take on the responsibility of contraception seriously, 
the condom is the best birth control method for occa
sional or unexpected sexual intercourse. 

Aside from contraception, the condom does provide 
some protection against venereal disease.s such as 
syphilis or gonorrhea . 

The condom is probably the most commonly used 
mechanical contraceptive in North America . Eight 
hundred million to one billion condoms are sold 
every year in Canada and the U.S. 

Since 1938 the United States Food and Drug Adm
inistration (FDA) has supervised the manufacture of 
condoms. FDA enforcement and automated manu- · 
Jacturing and testing techniques contribute to the 
rrnintenance of very high quality levels. 

Use 
The condom must be worn throughout sexua l inter

course since pregnancy can result from an early, 
unexpected ejaculation. If tl;e condom is not pre
rolled, it should be rolled just before use. The con
dom should not be completely rolled up - a half an 
inch should be left at the closed end to receive 
ejaculated semen. If the condom being used is al-
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ready rolled when purchased (most rubber condoms 
are pre-rolled), it should be unrolled half an inch. 
The condom is then unrolled over the erect penis. 
The half inch space left at the end of the condom 
(or the "teat", if the condom ha one) should be 
squeezed while unrolling, so that air is not trapped 
in the closed end. It the man it not circumcised, 
he m"ust pull back the foreskin before unrolling 
the condom. Properly unrolled, the condom covers 
the who le penis, with the half inch extension (or 
"teat") hanging limply at the end. Care must be 
taken not to tear the condom with finger nails, rings 
or any rough object. 

When inserting the penis the male should avoid 
catching the extension or teat on the outside of the 
vagina, since it is possible to thrust a hole through 
the ide of the sheath if the tip becomes caught. 

Occasionally there is insufficient moisture in the 
vagina to al low for easy entry of the penis, especially 
if it is covered by a dry rubber condom . Forcing the 
penis into a relatively dry vagina can be uncomfort
able and irritating for the woman. Such problems 
c,an be avoided by the use of an artificial lubricant 
oT a pre-lubricated condom. A commercial spermi
cidal preparation (contraceptive foam , cream or jelly) 
is a good lubricant to use, since it al o provides 
contraceptive protection. Other non-greasy jellies, 
such as surgical jelly, can al o be used. Of course, 
aliva is the most readily available and cheapest 

lubric_;:mt of all. Vaseline or any kind of petroleum 
jelly or oil should never be applied to rubber con
doms, since the e materials destroy rubber. Unless 
a pre-lubricated condom is used, the lubricant 
is applied to the outside of the sheath after it haE 
been unrolled onto the penis. 

Following male orgasm and ejaculation, there iE 
always a partial or significant loss of erection. AE 
long as the upper open end of the condom remaim 
tight again. t the penis, sexual intercourse can cont
inue; however, if loss of erection is significant and 
the condom does not fit firmly against the penis, 
semen can leak out of the open end, or the condom 
can slip off the penis, into the vagina. In s.uch cases, 
the male partner should hold the upper part of the . 
condom t ight against the base of his peni , and with
draw from the vagina. 

If the condoms slips off the penis, it should be 
removed from the vagina immediately, with the open 
end held tightly closed. 

The condom is removed by stretching the ring 
at the open end and pulling down. The condom should 
be checked immediately after removal. If for some 
reason the condom has burst, the woman should 
immediately insert an applicator-full of vaginal 
spermicide into her vagina , or, if that is not avail
ab le , douche with water. In such clear-cut cases o1 
contraceptive failure, pregnancy can be avoided if the 
woman takes a large dose of a synthetic estrogen, 
diethylstilbestrel (DES) within 24 hours of sexual 
intercourse. Such an after-the-fact contraceptive is 
commonly used for special cases - such as women 
who have been raped. Although not all gynecologist8 
are familiar with t his use of DES, many emergency 
clinics in large city hospitals have the drug avail-

able for this purpose. DES is a potent drµg and can
not be administered casuallv. 

Some doctors suggest that the condom shou ld 
always be used in co:nbination with a vaginal contra
ceptive foam, cream or jelly. This extra precaution 
reduces the chances of: conception should the con
dom break; however, condoms bought from drug 
tores or pharmaceutical companie can be assumed 

to be re li able. 

Good quality condoms can be used several times. 
If the condom is to be reused, it hould be dropped 
into a bed ide glass of water after removal from the 
penis. As soon as is convenient, the condom should 
be carefully washed in warm soapy water. Rubbet 
.:ondoms should be dried and powdered with corn
starch. Skin condoms can be kept in a mild solution 
of household boric acid and water. A condom that is 
reused should be tested for leaks before each use . 

If the condom is not to be reused it can be flushed 
down the toilet. 

Condoms should never be kept in a wallet or pocket 
since the combination of moisture and heat provided 
by contact with the body deteriorates and eventually 
rots the condom. Condoms are best kept in the small 
cardboard containers in which they are usually sold. 
Without excessive heat or moisture condoms can be 
stored for up to two years. 

Cost 
Condoms should be bought only from drug stores, 

pharmaceutical companies or family planning agen
cies. Those sold in men 's washrooms, gas stations 
or from peddlers are likely to be of inferior quality. 
Condoms can be bought by anyone, without a pre
scription. 

The mosf common drug store price is $1.25 fo r 
3 rubber condoms. Lubricated rubber condoms cost 
about $1.50 for 3. Skin condoms can cost $1.00 or 
more each. Rubber condoms bought in quantity from 
manufacturing companies or family planning asso
ciations cost 25 to 35 cents for 3. 



diaphragm 
T he diaphragm and spermicidal jelly method is 

.a relatively popular and effective mechanical form of 
contraception . 

T he soft" rubber d iaphragm with a spring rim is 
fitted as a mechan ical barrier to the ce rvix, pre
venting sperm from entering the cervical canal; 
the front end fi ts snugly beh ind the pubic bone, the 
dome covers the cervix and the back end r ises into 
the posterior forn ix, a small pocket beind t he cervix. 
A spermicida l preparation (c ream or je lly) smeared 
on the surface of the device acts as a chemical con
traceptive ; it kills sperm which pass the d iaphragm 
rim or remain in the folds of the vaginal wall. Some 
doctors question whether t he device actually blocks 
the cervix or merely serves ' as a platform for the 
spermicide. E ven so, it is always fitted as 'a barrier 
to the cervix. 

Medical examination and prescription 

Each woman must be individua lly fitted for t he 
diaphrag 31 by a gynecologist or a fami ly planning 
clinician. on-prescription, "one size fits a ll" dia
phragms should not be trusted . A virgin (woman with 
hymen intact ) can be fi tted fo r a d iaphragm; however, 
sexual intercourse stretches the vagi na slightly, and 
she should be refitted shortly after her first act 
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of intercourse. Fitting should be checked at least 
every two years and after an ~· of the following cir
cumstances: childbirth, miscarriage, any operation 
(surgery), and a gain or lo s of more than ten pounds. 

The doctor must perform an internal pelvic exa· 
mination to choose the size and type of diaphragm 
most suited for an individual woman . The woman is 
asked to examine herself internally so that she 
learns to recognize the edge of the pubic bone and 
the cervix, important for proper fitting. Then, the 
doctor inserts a sample diaphragm and asks the 
woman to examine it in place. She should be _able 
to recognize the cervix t hrough the rubber and the 
position of t he front rim. The woman removes the. 
device by hooking her finger under the front rim, 
and pulling down and out. 

The woman then learns to in ert the device her
self. A teaspoonful of spermicidal jelly or cream is 
smeared on the upper surface of the diaphragm 
(dome up or down, depending on the woman 's ana
tomy). Spermicide must not be placed on the rim 
since thjs increases the pos ibility of displacing the 
diaphrag:n during coitus. With one hand, the wo
nian squeezes the diaphragm into a long narrow 
shape. With the other hand holding the vaginal lips 
apart, she inserts the compressed device into the 
vagina unti l the far rim passes the cervix. She then 
pushes the front rim up beh ind the pubic bone and 
checks t hat the cervix is completely covered. 

P lastic or meta l inserters faci litate insertion, 
especially for women who have short fingers or 

Crouching with one leg raised; finger feels if the cervix is covered. 
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dislike handling t hem elves. The diaphragm is hook
ed to notches on a rod which the woman inserts into 
the vagina . When he t wi L t he rod , the dev i e is 
released. Mo t inse rters have a blunt hook at one 
end for remova l. The rod i hooked to the front 
rim of the device which is then pulled down and out. 

Use 
The diaphragm is mo t easi ly in erted whi le 

crouching, quatting, lying down. or standing with 
one foot rai sed . 

The diaphragm may be inse rted not more than two 
hours before sexua l intercourse . If more t han two 
hours goes by before co itus, an a pplicator fu ll of 
spermi cide should be inse rted into t he vagi na , or the 
devi ce should be removed to place more spermicide 
on the diaphragm 's surface. A woman can walk 
around , bathe, or urinate wi"th a di a phragm in place 
but she should recheck its position after a bowel -
movement. 

After a n act of sexual intercourse, an addi t ional 
application of crea m or jelly must be inserted into 
t he vagina by means of a n app li cator before each 
additi ona l coitus. 

To ensure t hat all sperm are destroyed by t he 
jelly, the diaphrag m must remain in place for at 
least . ix hours a fter the last act of intercourse. 
A fac ia l tissue or towel ca n be used to 'absorb 
any fluid lea kage from Jhe vagina. S permicida l 
creams and jellies do not stain. After remova l, 
the device shou ld be washed with mild soap a nd 
water, dried and powdered with corn starch . 

Douching is unnecessary but if desired must 
be postponed at leas t six hours after intercou rse. 

Occasiona ll y the woman should examine the dia
phra gm for holes and cracks, especially near t he 
ri m. Filli ng the devi ce with water and checking for 
leak . or holding the device to the light are two 
good tests. 

T he diaphrag m can be used during men struation; 
however, conception is highly un likely at t hat t ime. 

If posit ioned correctly the diaphragm cannot be 
fe lt by either sexua l partner during coitus. Dia
phragm made of plastic are , ava il a ble in case of 
&n alle rgic reaction to rubber. Al~o , the brand of 
spermicide shou ld be changed if either pa rtner is 
a llergic to the kind being used. 

The diaphragm i ineffective if left in a dresser 
drawer or purse. H owever, human frailty is not the 
only reason for it potential fa ilure . The device 
can slip out of position for a number of reasons: 
improper fit , cream on the rim, expansion of the 
vagi nal wa ll s during sexual stimulation, a nd frequent 
in erli ons of the penis. The diaphragm i much more 
easily di splaced in co ita l positions where t he woman 
is above t he man. 

Cost 
The cost of fitting a diaphragm by a private 

docto r is about $15 to $25, and considerably less at 
a hospita l or fami ly planning clinic. The de vice 
itse lf, which is obta inable on ly by prescription costs 
a bout $4. A tu.be wh.ich contains about 20 a pplication 
costs approx imately $3. 

vaginal 
spermicides 

T he insertion of a sperm-killing chem ica l into the 
vagina before exual intercourse is an ancient contra
ceptive practice . \1ore "t han 3.500 years ago an un
known Egyptian writer suggested a mixture of honey 
and acacia tips (a vegetab le gum) as a vaginal 
spermicide. Through the ages different preparations 
of harmless substances have been used as vaginai 
contrace ptives, 

T oday, seve ral si nple-to-use vagi nal contracept
ives are ava ilab le. These contraceptive prepara
t ions are made up of two components: a spermicidal 
(sp,erm-killing) chemical a nd a harmless, bulky base. 
The spermicide kills sperm ce lls deposited in t he 
vagina and. ~he base mechanica lly blocks t he cervix, 
so that even if some sperm cells are not killed, 
t hey can not enter the cervical cana l. 

In Canada and the United States only three for ms 
of vagi nal spe rm icides are readil y availab le: foa ms, 
crea ms and jellies. Spermicidal foa ming tab lets and 
spermicidal suppositories a re a lso marketed but 
are more difficult to obtain, espec ially in Canada. 

either foaming tab lets nor spermicidal suppositories 
are as effecti ve as the least effective of t he foa ms, 

..- creams or jellies, and therefore shou ld not be used. 
The spermicidal foam s a re more effective in pre

venting pregnancy than eit her the creams or jell ies. 
Once inserted into the vagina, t he foam spreads 
quickly and even ly over t he ce rvix , and forms an 
effective barrier. The creams, and especially the 
jellies, often fai l to pread properly over t he cervix 
and are t herefore more li kely to fai l as cont racept
ives. 

" Messiness" is another problem more often asso
ciated with t he cream a nd jellies than with the 
foams. Many women complai n of leakage or dripp ing 
from th.e vagina during or after sexual intercourse 
while u ing cream or je lly. 

The contraceptive foams a re packaged under pres
sure in aerosol cans or vials while the cream!.' 
a nd je llies come in tubes. A spec ial applicator is 
old with t he can or tube of spermicide. 

Two brand of vaginal foam a re marketed in orth 
America, and their brand names, " Delfen " and " Em
ko", have become synonymous with " contraceptive 
foam ". S ince vagina l foams are both eas ier to use 
and more effective, there is no reason why creams 
or jellies shou ld be used at a ll. J 

All vaginal spermicides have a high failure rat.e 
and should not be used by women who must not 
become pregnant. The vaginal spermicide contra
ceptive me thod is not as effect ive as t he diaphragm 
and jelly or t he condom. 

Application of spermicidal preparation 
' On t he other hand , -vaginal spermicides have sev-
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era! advantages. The preparations are harmless, 
can be obtained from almost any drug store without 
prescription, do not involve a "device" such as a 
diaphragm or condom and are easy to use properly. 
Some couples effectively combine the use of foam s 
with other contraceptive methods such as the condom 
or rhythm method. 

Use 
To use the contraceptive foam, a woman first 

shakes t he can or vial and then fills the applicator 
by pushing the open end of t he applicator tube down 
onto the nozzle of the container. As t he foam rises in 
the tube of the applicator the plunger is pushed up . 
When t he plunger has risen to the top of the tube, 
the applicator is full. The woman lies down and gently 
pushes the applicator into her vagina as far as it 
will go. The woman then pulls the applicator back 
(out) half an inch and pushes down on the plunger. 
As can be seen in the diagram, withdrawing the 
app licator half an inch from the end of the vagina 
positions the open end of the applicator close to the 
cervix. When the plunger is pushed, the foam flows 
out of the applicator next to the cervix. 

Applicators . which come wi th creams or jellies 
can be crewed onto the mouth of the tube. The 
applicator is filled by queezing the t ube . Otherwise, 
creams and jellies are used in the sa me way as 
foams. 

Foams, creams or jellie nust be inserted not 
more than one hour before sexual intercourse. If 
more than one hour elapses between the insertion of 
a vaginal spermicide and sexual intercourse, another 
applicator-full of spermicide must be inserted . 

If the woman gets up from bed or goes to the toilet 
after insertion of a vaginal spermicide but before 
sexual intercourse, another applicator-full of sperm
icide must be inserted. 
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Leaking from the vagina before, during or after 
exual intercourse can be controlled by pressing a 

facial tissue or clean towe l against the vaginal 
opening. Vaginal permicides do not permanently 
stain clothing or sheets. 

If a douche is desired, it must be delaved for at 
least 6 hours:' Not a ll sperm ce lls depo fted during 
sexua l intercourse come into contact with the 
spermicide i m nediately, and many sperm can live 
on in the vagina for several hours after t he male's 
ej~culation'. Douching cannot remove a ll t he spe rm 
cells from the vagina. but it does dilute and remove 
most of the spermicida l preparation . 

After sexual intercou rse, the woman can get up 
or go to the toilet without affecting t he contra
ceptive action of t he spermicide. 

After use, the plastic applica tor should be dropped 
into a bed-side gla s of water and shou ld be washed 
eventually in warm soapy water. If the spermicide 
dries within t he appl icator, it hardens and sticks to 
t he sides. If this happens, the app licator can be soaked 
until the spermicide softens. Since the applicator is 
made of soft plastic , it cannot be boiled. 

Side effects 
Some men and women are allergic to one or several 

brands of vaginal spermicides. If allergic irri tation 
occurs a doctor should be consu lted and t he brand of 
spermicide changed. 

Vaginal spermicides cannot cause cancer or any 
other di seases. , 

Should a vaginal contraceptive fai l, t he baby is in 
no way affected by the spermicide . 

Cost 
In Canadian and U.S. drug tores contraceptive foam 

" ki ts" (includ ing applicator) are sold for $4.00 to . 
$4.50. Refills of the foa m alone sell tor about 50 or 
60 cents less t han t he com plete kit. A can or via l of 
contraceptive foam contai ns about 20 applications of 
,the preparation. 

Vaginal creams and jellies are less expensive -
selling for . about $2 .50 for a complete kit. There are 
about 25 applications in a tube of cream or jelly. 

Contraceptive foams, creams and jellie can be 
obtained at lower prices from discount drug stores, 
hospi tal pharmacie and family planning centers. 

Foam and applicator 
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rhythm 

The rhythm method (periodic continence, safe pe
riod , Ogino method) is s imply the abstinence from 
sexua l intercourse each cycle on those days when 
a woman is most likely to become pregnant. Used 
a lone. it is not an effective birth control method, 
but it is helpful in determining the possibility of 
pregnancy in case of failure of another method. 
Women who must not become pregnant should not 
rely on this method. Also, it should not be used by 
women who have irregular cycles, especia lly for 
any of the following reasons: age (under 22 br ap-
proaching menopause), recent miscarriage or child 
bi rth, brea tfeedi ng, or emotional problems. The 
rhythm method should be attempted on ly under the 
guidance of a doctor or family planning advisor. 

To be successful, the rhythm method must be 
accepted by both t he woman and her regular sexual 
partner, if she has one. Otherwise resu lting frus
t ra tion can threaten the relationship, or a sexual 
encounter may be imposed on the woman when she 
should abstain. Women whose sex ual experiences 
a re sporadic should not depend on the rhythm me
thod , since the fe rti le period and a particular un
expected opportunity may frequently coincide. 

Use 
T o calculate t he fertile period when pregnancy 

is most likely, a woman must consider several fac. 
tors: approximate time of ovu lation, life span of 
sperm ce lls, and life span of the egg. Ovulation oc
curs at the middle of the cycle, usually about 14 
days before the onset of the next menstrual flow. 
Therefore conception is least likely at the begin
ning and end of a woman 's cycle, and most likely at 
mid-cycle. Sperm can survive in a woman's body 
for about 48 hours after ejaculation : t he egg lives on. 
Iv about 24 hours after ovulation. Therefore. a woman 
using the rhythm method must . not have sexual inter-
course from 2 days before the earliest chance Of OV U

iation until one d ay after the latest possible chance. 
This fertile or "unsafe" period can be calculated in 
several ways. 

The calendar method 

This method of calculation assumes that ovu lation 
occurs approximately 12 to 16 days before a woman's 
next menstrual flow. Also, intercourse must be pro
h ibited 2 days befo re this 5 day span and 1 day after
wards to account for sperm and egg survival. For a 
woman with a regular menstrual cycle, t he total pe
riod of abstinence (theoretical fertile period) is al
ways 8 days long. 

Most women are not always regular; t he length of 
t he cycle varies one or several days in either di
rection. ln order to use the rhythm method without 
error, a woman most first keep a record of her 
menstrual cycle for 8 months, using some other 
birth control method at this time. Marking the first 
day of the menstrual flow as day 1, a woman records 
the length of each cycle . After doing so fo r 8 cycles, 
she calculates the unsafe period for the 9th cycle as 



- -

THE RHYTHM METHOD 
HOVy' TO FIGURE TH E " SAFE" AND " UNSAFE " DAYS 

- -
LENGTH OF FIRST UNSAFE LENGTH OF LAST UNSAFE 
SHORTEST OAY AFTER START LONGEST DAY AFTER START 

PERIOD OF ANY PERIOD PERIOD OF ANY PERIOD 

-
-21 DAY S 3RD DAY 21 DAYS 10T H DAY 

2 2 DA YS 4 T H DA Y 22 DAYS 11 T H DAY 

Z 3DAYS 5TH DAY . 23 DAYS 12T H DAY 

24 DA YS 6 T H .DAY 24DAYS 13T H DAY 

l5~~YS 7TH DAY 25 DAYS 14TH DAY 

2G DAYS 8TH DAY 26 DAYS 15TH DAY 

---v-;AYS 9TH DAY 27 DAYS 16T H DAY 

28DAYS 10TH DAY 28DAYS 17TH DA Y 

29 DAYS 11TH DAY 29 DAYS 18TH DAY 

30 DA YS 12TH DA Y 30 DAYS 19T H DAY 

31 DAYS 1JTH DAY 31 DAYS 20T H DAT 

32 DAYS 14TH DAY 32 DAYS 21ST DAY 

33 DAYS 15TH DAY 33 DAYS 22ND DAY 

34DAYS 16TH DAY 34DAYS 23RD DAY 

35 DAYS 17TH DAY 35 DAYS "24T H DAY 

36 DAYS 18TH DAY 36 DAYS 25T H DAY 

37 DAYS 19TH DAY 37 DAYS 26T H DAY 

38DAYS · 20TH DAY 38DAYS 27TH DAY 

Time-Life 

follows: subtract 18 from the length of the shortest 
cycle to find the first unsafe day; and subtract 11 
from the longest cycle for the last unsafe day. A 
woman must not have intercourse from the first 
to the last unsafe day. The chart ~bove calculates 
the fertile period for cycles of varying lengths . 

A woman must continue to record the length of 
each cycle and base her calculations on the most re
cent 8 cycles. Thus, the unsafe period for, the 10th 
cycle is based on the shortest and longest cycles 
between the 2nd and 9th cycles; for the 11th, it is 
based on those between the 3rd and 10th cycles; and 
soon. 
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T he temper ature method 
A woman 's body temperature is higher during the 

second part of her menstrual cycle. Progesteron e, 
released by the corpus luteum after ovulation , causes 
a rise in body temperature . Also, a temperature 
drop occurs about 48 hours before ovulation, although 
this drop is not always as noticeable as the following 
ri e. Thus temperature change as an ind icator of 
ovuli'lt ion can be used to determine the unsafe period . 

Since body temperature also varies with daily ac
tivity, a woman takes her temperature before getting 
out of bed or beginning any activity each morning. 
This is known as the basal body t emperat ure (BBT). 
Special thermometers with fine gradations are avai
lable for this purpose. 

To familiarize herself with her typ ical cycle, a 
woman records her basal body temperature daily as 
shown in the chart for at least six months before
hand. She notes any other factors, such as a cold or 
restless night, which might affect the morning's 
temperature . She continues record ing the BBT as 
long as she uses this method . 

The absolute fertile period is calculated from day 
5 of the cycle (onset of.menstruation is d ay 1) until 
3 days after the rise in basal body temperature. This 
is the unsafe period when sexual intercourse is pro
hibited, according to the temperature method . 

Calendar-temperature method 
The absolute ferti le period calculated by the tem

perature method can be quite long, depending on a 
woman's cycle . The combination of the calendar and 
temperature methods often shortens this unsafe pe
riod . Also, if the basal body temperature is affected 
by other factors such as illness, a woman <,.:an rely on 
the calendar method for that cycle if she h as kept an 
accurate menstrual history. In t he combined method , 
the first unsafe day is calculated from the shortest 
cycle (using the chart provided ); and the last unsafe 
day is the third day after a noticeable rise in the 
basal body temperature . 

Basal Body Temperature during the menstrual cycle 

DAY OF CYCLE 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 
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coitus 
interruptus 

Coitus interruptus, also known as " withdrawal " 
or " being careful" is t he oldest method of birth 
contro l still common ly used today. Withdrawal is 
mentioned in Genesis, the first book of the Old Testa
ment, written about 3,000 years ago. 

Coitus interrupttrs is difficult to use properly and 
has a very high failure rate. Women who must not 
become pregnant should not rely on the ir partner's 
use of t his contraceptive technique. 

Use 

" Coitus in te rruptus" means in terru pted sexual in 
tercourse - a good description of t his con traceptive 
technique. When coitus in te rruptus is used , sex ua l 
intercourse continues until just before the male 
orgasm. Nhen the male feels hi s ejaculat.ion coming 
on, he withdraws hi s penis from hi s partner's vagina 
and external genitalia before ejaculating. 

It is important t hat t he male withdraws hi s penis 
completely and ejaculate away from hi s partner's 
vagina. Sperm cells can move on t heir own, and if 
deposite"d anywhere between t he labia majora (ex
terna l vaginal lips) t hey may be a ble to continue up 
the vagi na and into the uterus. Contrary to com
mon belief, more t han just one part icul a r woman 
has become pregnant while sti ll vi.rginal. The hymen 
need not b~ broken before pregna ncy can occu r. 

Sexual intercourse can be resumed after t he male 's 
ejaculation , if the ma le can maintain an erection. 
The tip of t he pen is should be carefully wiped , and , 
if t he man is not circumcised , t he foreskin hould 
be withdrawn and the penis wiped again . 

As a contraceptive technique, co itus in terruptus 
has several inheren t defects. Most importantly, it is 
t he ma le partner alone who determines t he contra
ceptive effectiveness of the method. Not a ll men 
are t rustworthy, and few can be depended upon at a ll 
t imes. :I'he assurance, " I'll be careful" means no
thing to a woman who knows that her partner wi ll 
not physically suffer the consequences shou Id a " mis
take" occur. 

ot a ll men are physically ab le to use coitus 
interruptus successfully. Effective coitus in terruptus, 
involving withdra,wal before ejaculation, requires t h,e 
man to be aware of when ejaculation will occur : 
however, .complete ejaculation in a single emission 
.(one powerful gu h) is the ejacula tory pattern in 
not more t han 50% of men . The other half of t he male 
population usually expels semen sporadica lly or in 
a slow stream . Whether such men are aware of t he 

exact moment when semen first begins to escape , 
or whether they fee l only the last portion of the eja
culation is not known . 

Aside from ejacu latory Pl!ttern , men differ as to 
t iming of ejacu lation. About 50% of a ll men ejaculate 
within 2 to 5 minutes after t he beginning of sexual 
intercourse, while the other 50% can continuE: coit us 
for 5 to 20 minutes before reaching orgasm. Men 
who ejacu late with in 5 minutes of t he beginning of 
co it u have more difficulty withdrawing from the 
vagi na properly. 

Both men and women face sti ll another physio
logica l obstacle when atte mpting to use withdrawal. 
A orgas n approaches, men and women experience 
mild to extensive loss of consciousness during which 
coital movements lose their volunta ry character. This 
condition can last seve ra l seconds, and a consc ious 
action such as withd rawing the penis can be impos
sible. If in tercourse contin ues unin te rrupted fo r too 
long, one or both of t he sexual partners may slip 
in to t hi semi -conscious stage, and fo rget about 
withdrawal. 

Side effects 

For many years some doctors, especially those 
who opposed birth control in ge neral , warned of pos
sib le ill effects of coitus interruptus. Modern me
dical and statistical research has revealed that 
coitu inter.ru ptus is physically harmless. 

Psychologically, on t he ~ther hand , withdrawal can 
lead to prob lems, especia lly for women. In Western 
societie most women ta ke longer to reach orgasm 
during sexua l intercourse than the ir male partners. 
T herefore, coitus interruptus often involves inter
ruption before a woman can reach orgasm. If the 
ma le partner can maintain an erection after ejacula
tion, sexual intercourse can be resumed ; however, 
not a ll men can or want to continue coit us. Nith
drawal t hus often means frustra t ion fo r t he woman 
unless masturbat ion or clitora l manipulation brings 
t he woman to orgasm. 

Aside from the s i nple facto r of t iming, t he woman 
may fear, often ju t ifiab ly, that t he ma le will not 
withdraw his penis before ejaculating. Concen trating 
on t he possi.bility of an unwanted pregnancy is not 
conducive to sexua l enjoymen t and orgasm. 

\ll en can a lso experience psychological or sexual 
prob lem s related to co it us interruptus. If t he man 
sincerely wants to protect hi s sexual partner from 
pregnancy he may find him se lf in a consta nt tate of 
fear t hroughout t he sexua l act, afra id that withdrawal 
at the ri ght time will not be possible . 

For a ll t he problems assoc iated with co it us inter
ruptus, th is cont raceptive technique is not without 
its advantages. Withdrawal costs nothing and is 
a lways availab le. The consistent use of co itus inter
ruptus does reduce t he frequency of pregnancy. Even 
so, given t he existence of cheap, easily avai la ble 
mechanica l, chemica l and hormonal contraceptives, 
coitus interruptu hould no longer be co nsidered a 
va luab le birth control alternative. 



other 
methods 

So-called contraceptive methods which are, for all 
practical purposes, ineffective need not be co~sidered 
extensively by this handbook. These methods mclude: 
immediate post-coital douching, tota l self-restric t ion 
of female orgasm known as " holding back", prolonged 
nursing, and coitus reserva tus. 

There are serious drawbacks to use of the douche as a 
contraceptive method . U there -is to be any possibility of 
effectiveness for conception control. the douche must be 
used immediately after intercourse - an unpleasant inter
ruption for the woman . More significantly. at that time. 
the pressure of the douche might easily force concentrated 
sperm in10 the cervical ori fice : sperm could very well 
continue and effect fertilization. On the other hand. if the 
pressure of the douche is inaderouate to distend the vagina . 
sperm remain untouched in the vaginal crevices . For these 
reasons 1he douche .;hould not he considered a l'On
t'ra .. eptin' method. and mu-1 not hr nst•d for conception 
control. 

It should be noted that too frequent douching is harmful 
since it destroys prote .. ti,:e baeteria in the vagina. 

The strong coal tar "' feminine h~·gienr "' di.;infectant~ 

should never be used . If not mixed properly. they will burn 
the tissues. 
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It is a relatively common belief that if the female ~a rt
ner "' hol<I- hack " and does not permit herself to achieve 
orgasm during coitus. pregnancy is impossible .. Thi be
lief is based on the misconception that women. hke men. 
ejaculate in orgasm a substance that is nrcessan for f_er
tilization. While it is true that there is a release of fluids 
when a woman reaches sexual climax. these fluids simp:y 
facilitate the swimming movement of sperm. In the partial 
absence of these secretions 1absence is never complete \. 
sperm can still reach the F allopian tubes and fertilize an 
egg. There have been many pregnancies in women who I 

have never had orgasm. 
There is n0 truth to the belief that as long as a woman 

is nursi~g a bab~1 she cannot conceive. Becau e of h_or
monal balances . during earl,. months of breast feeding 
ovulation may be delaved. but this protection does not last 
long. nor is it reliable. . . . . 

The practice of coitus reservatus 1s 1m1lar to coitus 
interruptus 1withdrawal ). The essential difference is that 
whereas in coitus interruptus the male partner does not 
allow himself to achieve orgasm and ejaculate within 
the woman ·s body. in coitus reservatus there is no ejacu
lation. The male does not withdraw. but remains in sexual 
contact during the female _partner' s or_gasm and gradually 
his erection subsides. Such control for an hour or longer. 
it has been reported. requires training : further it is highly 
probable that some sperm will escape through the erecte<' 
penis even though the male partner does not ejaculate. The 
control that is necessary for utilization of coitus reser
vatus as a contraceptive method cannot be maintained by 
many men. The same psychological and physiological ar
guments against coitus interruptus are directed against 
coitus reser<;atus. 
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sterilization 
Sterilization, a surgical procedure for t he per

manen t prevention of conception, is usually advised 
in the following situations: when pregnancy cou ld 
endanger a woman 's life or health ; when t he parents 
have already produced a chi ld with an inherited 
nervous or physical disease, such as hemophilia : 
where physica l, mental or emotional factors prevent 
the coup le from caring for another child properly ; 
when a couple considers t heir> family complete and 
wishe a bsolute p ro tection from pregnancy. Although 
hospital poli cy varies, most regu lations assume 
childbea ring is essential to every woman 's life . 
It is often diffi cul t for women with few or no children 
to obta in permissio n for steri lization. 
Female sterilization . 

A woman can be stenltzed by the surgrc1:ll remov-
a l of an y of the reproductive organs: ovaries (oopho
rectomy) , uterus (hysterectomy), or Fallopian tubes 
(sa lpingectomy). Sin<:e simpler methods of steriliza
tion exist, these methods are not used unless t he 
tissue is damaged or diseased. 

T he most common method of female sterilization, 
tubal ligation, whi ch involves tying off the Fallopian 
tubes, effectively prevents an egg from reaching the 
uterus, and the perm from travelling into t he tube . 

The woman continues to ovulate and have menstrual 
bleeding each cycle. 

To perform the operation, an incision is made in 
the abdominal wall and the tubes. brought into view 
one at a time. T he tubes are cut, usually close to 
t he Qterus, and the separated ends are tied or 
stapled closed . 

The operat ion may be performed within 12 hours 
after normal de livery, when the uterus is enlarged 
and t-he tubes are easily reached. After ceserean 
section the operat ion is done after repairing t he 
uterine incision . In either case, the procedure hard
ly lengthens t he hospital stay. 

When a woman has not been pregnant for several 
months, teril iza t ion may be performed abdomina lly, 
as discussed above, or by making an incision in t he 
vagina through which either tuhal ligation or hys
terectomy can be done. The operation is done under 
general anesthesia. 

Tubal ligation has a failure rate of about 1 in 
250 cases (somewhat higher after ceserean section). 
Less t han 50% of t he attempts at reversibility have 
been successful. 

Tubal ligation under " laparoscopic control" is a 
more modern sterilization technique. A tube contain - . 
ing a tiny electric bulb is passed through a small 
incision in the abdominal wall. Carbon dioxide gas is 
pumped into t he abdominal cavity. With the cavity 
bloated, the pelvic organs can be easily, seen. The 
surgeon passes special instruments through the 
lighted tube, grasps the Fallopian tubes, " burns?' 
them with an electric current, and cuts through t hem 
once they are hardened. This procedure is less 
traumatic than major abdominal surgery, and some 
hospitals discharge women the same · day of lap
aroscopic sterilization. 

Male Sterilization 
Sterilization may be performed on the male in tw 

ways. Castration, removal of both testicles, is nev 
done on normal individuals because it produces im. 
potence and eliminates sexual desire, as well as af. 
fects secondary masculine traits. It is conside 
only in the case of serious diseases such as cancel' 
or tuberculosis. 

The most common method of male sterilization, 
an operation known as a vasectomy, has no effec 
on a man's sexual desire or virility, except perha 
to enhance it by relieving him from fears of havin 
another child. The operation involves severing th 

, vas deferens, thereby preventing the passage o 
sperm from the testicles to the penis. Since · th 
contribution of the . testes accounts for only abou 
1/10 of the volume of the total ejaculate, the actual 
quanti,ty of seminal fluid is not appreciably d.imi 
nished. 

A small incision is made in the upper and later 
region of the scrotum, directly over the spermati 
cord . The cord itself is cut and the vas defere 
is separated from the blood vessels and nerves. Tw 
ligatures are put a . small distance apart around th 
vas deferens and the portion · between them is cu 
out. The incision is closed with sutures and a tern 
porary dressing applied. The entire operation don 
either in a hospital or doctor's office takes approx
imately 20 minutes. Men are sometimes advise 
to wear a . suspensory for a few days to hold the tes
ticles up so that traction on the wound is not painful. 

Male sterilization cannot be depended on fo 
contraception for the first three weeks after vasec
tomy, during which time sperm produced before th 
operation may still be present in the semen. Afte 
this time a semen specimen is examined . under 
microscope to check for the complete absence o 
sperm. In about 1 % of the cases the severed ends o 
the vas deferens grow together and continue 
transport sperm. Therefore it is advisable to have 
semen specimen examined about every six' wee 
for the first six months after which such precau 
tions are no longer necessary. 

Attempts to restore fertility after a vasectom 
have been successful in only about 50% of cases 
Reversible methods are being sought such as use 
a silicon injection which hardens to form a remo
vable plug. 

Sterilization operations were performed by Nazi dodo 
on Jews in World War II . Today, the United States leg 
system manages to sterilize "welfar~ mothers" ( usuall 
black people) who have had illegitimate child.ren . In 
laware a Senate committee recommended that welfar 
mothers with 2 or more illegitimate children should 
sterilized . In New York, judges offer women the choic 
- either be sterilized or receive no more welfare . 

Like the IUD, sterilization is used more extensive! 
in Third World nations. Since male vasectomy is a quidc 
simple operation, it is considered invah:able in the co 
trol of Third World populations. In India where va 
tomies are performed in train stations, 5,500,000 ha 
been "voluntarily sterilized·". Pakistan is initiating 
program to sterilize 50,000 men a month . 



effectiveness 
The pregnancy rate for any period of time during 

which a particular' birth control method is used is 
an expression of the failure rate of that method . 
The Pearl formula is a standardization of contra
ceptive failure rate . 

total number failure rate per 
of conceptions __ 100 woman years 

1300X 
total months of exposure 
of exposure 

The above formula assumes that ovulation occurs 
13 times a year, thus providing 13 chances for 
conception. Thirteen is multiplied by 100 to provide 
an easily definable "per cent" figure - thus 1300. 
"One hundred woman years" standardizes the pre
gnancy rate in terms of the number of times concep
tion is possible during a year's period of exposure. 
The formula assumes regular heterosexual contacts, 
no intervening pregnancies or periods of breast 
feeding, and ovulation during each menstrual cycle. 
Thus, if 60 women use one contraceptive method for 
10 months, and five conceptions occur, the formula 
would reveal a failure rate of: 

1300 X 5 : almost 11 % 
600 

Two different fai lure rates are o'ften provided for 
each contraceptive method, "theoretical failure rates" 
and "clinical failure rates' '. The theoretical failure 
rate reveals the effectiveness of a method if it is used 
absolute ly consistently and according to instructions. 
The clinical failure rate states the effectiveness of a 
method used under average conditions by average 
pe.ople. The theoretical rate can be accurately deter
mined for only two contraceptive methods - the. Pill and 
the IUD. With the Pill, it is. possible to objectively de
termine if a woman has taken one pill every day for 
21 days in a cycle; and with the IUD it is similarily 
possible to objectively determine if the device is in 
place in the uterus. Since all other contraceptive 
techniques are not totally divorced from the sexual 
act, it is not possible to make objective observations 
as to the consistency or accuracy of personal use . 

In the chart, theoretical failure rates and clinical 
failure rates are presented only for the oral con
traceptive and the IUD. For all other methods, only 
clinical rates are provided. Listings are approxima
tions, and are subject to great variation. A listing 
should be read: 
" .. .. . pregnancies in 100 women using. the .... . : . 
method for 1 year" . 

When considering the meaning of effectiveness 
statistics it should be remembered that the most 
important variable is " individual ·failure ''. Oral 
contraceptives can be 100 % effective ; however this 
is meaningless if a woman forgets to take 1 or more 
pills. Similariy, · the condom theoretically provides 

.Method 

Ora l cont raceptive 
(com bi nation pill) 

IUD 

Condom 
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Theoretical Clinical failure rate 
failure rate 

0 .5 

1.5 - 8 1.5 - 8 

10 - 15 

Diaphragm and jelly 10- 20 

Vaginal spermicide 15 - 25 

Rhythm method 15 - 30 

Coitus interruptus 20- 30 

100"~ protection against conception. The chart above 
reveals, however, that an average failure rate for 
the condom is 10 to 15 per year. In terms of effec
tiveness, the main difference between the oral con
tr~ceptive and the condom is that the former pro
vides many fewer opportunities for individual failure 
than does the latter. 

When choosing a contraceptive method, personal 
beliefs, preferences and hang-ups must be consider
ed, since they affect "individual fai lure". If a woman 
is afraid of the oral contraceptive, it is likely that 
she will "forget" a pill every so often . If a man 
believes that a condom dulls sexual sensation, or 
if he really does not care whether or not his partner 
becomes pregnant, he may occasionally " forget" 
to wear the sheath. 
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new methods 
The continuous proges.terone pill ("mini-pill") 

Estrogen is responsible for most side effects 
associated with the Pill. Experiments are being per
formed with an oral contraceptive which contains 
only .05 mg of a potent synthetic progesterone in 
the daily pill. One pill of a progesterone oral con
traceptive series is taken every day, in contrast 
to the 3 weeks on, 1 week off regimen of the estro
gen-progesterone pill. The "minipill" eliminates 
side effects and endocrine changes caused by estro
gen. Unfortunately it is associated with another set 
of side effects resulting from the absence of es
trogen. Estrogen as a component of the combination 
Pill regulates the user's cycle, and helps prevent . 
ovulation. When progesterone is used alone as an 
oral contraceptive, menstrual cycles are disrupted, 
and ovulation still occurs. . 

Chlormadinone acetate (CA) is the most commonly 
used progesterone in minipill preparations. CA is 
highly anti-estrogenic, and causes localized changes 
in the genital tract making conception unlikely. When 
a woman is taking a continuous progesterone con
traceptive, mucus in the cervical canal becomes 
thick and impenetrable to sperm. Progesterone also 
disrupts the · cyclical development of endometrial 
cells, making the whole endometrium unreceptive 
to a fertilized egg. Even so, pregnancies do occur 
m women taking the progesterone-only pill. Al-

though scientists working for pharmaceutical com. 
panies claim otherwise, the minipill's fai lure 
rate is at least 5 to 6 a year. 

To be effective, the minipill must be taken at the 
same time every single day without fail. To forget 
even one pill can expose a woman to pregnancy. 

The minipill is unacceptable to many women be. 
cause of its high failure rate and high incidence 
of extremely irregular menstruation. If these pro
blems can be eliminated, the minipill might replace 
the estrogen-progesterone preparations. 

Several chlormadinone acetate preparations have 
already been on the market in England and Canada. 
These pills were withdrawn in England because 
longterm tests revealed the development of breast 
nodules (tumors) in female dogs given CA for several 
years. The significance of these findings is ques
tionable, since dogs metabolize sex hormones diffe
rently than do humans or monkeys. Breast ·nodules 
have not been observed in monkeys treated with CA, 
nor are the breast nodules discovered in bitches 
clearly cancerous. Further experiments will pro
bably result in the return of CA products to the 
general market. 

The "morning-after" pill series 

An effective, after-the fact oral contraceptive has 
been available for several years. To prevent pre
gnancy resulting from an unprotected act of sexual 
intercourse, 25 mg of a synthetic estrogen, diethyl
stilbestrol (DES) is taken by the woman for 5 days. 
To be effective, this series must be started no later 



than 24 hours after intercourse. DES works by 
interfering with the action of progesterone at the 
uterine lining: apparently, DES causes a reduction 
of a progesterone-dependant enzyme called carbonic 
anhydrase, which is essential for implantat ion of the 
fertilized egg. 

Large doses of DES often cause severe 
vomiting and nausea . Such side effects are easier 
to tolerate than an abortion, even one performed 
under ideal conditions. Since large doses of estrogen 
cause many undesirable metabolic changes, use of 
the morning-after pill should be rest ricted to special 
cases such as rape victims and victims of observ
able contraceptive failure (e.g. a burst condom) . 
Stilbestrol has been used in gynecology for about . 
40 years, and most gynecologists have supplies on 
'hand. 

Progesterone injections 

Injections of 150 mg. of a potent, long acting 
progesterone have been used as a contraceptive tech
nique for several years. Unlike the progesterone 
only pill, the injection method is usually 100% ef
fe ctive . The synthetic progesterone used probably 
causes an oversuppression of the hypothalamus, 
blocking the secretion of LH. It can take 12 to 21 
months after a progesterone injection for the hy
pothalamic suppression to wear off, although 100% 
protection against conception is only provided for 
3 months. Many scientists believe that in some 
cases hypothalamic suppression induced by pro
gesterone injection _may never wear off, leaving 
a woman sterile. 

Progesterone injections have not been widely 
used in Canada and the U.S. The majori ty of expe
riments have been performed on non-white, poor 
women, living in Third World nations. Since the 
possibility of permanent infertility is rarely explain
ed to such women, experiments with progesterone 
injections often const itute non-voluntary chemical 
sterilization programs. 

The progesterone injection technique is associated 
with a high incidence of extremely irregular mens
truation. If this side effect, and the possibili ty of 
sterilization can be eliminated, the injection techni
que would be a good cont raceptive . 

Silastic implantations 

Another progesterone-only contraceptive tech
nique being experimented with widely on Third World 
women involves the implantation, under the skin , of 
a tiny plast ic " pillow" filled with progesterone. S i
lastic, used in making the pillow, releases pr.9-
gesterone at a slow continuous rate . To implant 
the plastic capsule, which is about as big as a pencil 
t ip, a small area of skin on the inside of a woman's 
arm is locally anesthesized. A large bore needle 
carrying the capsule is then injected leaving the 
capsule under the skin . The capsule can be removed 
in a similar way. 

Side effects associated with this method are 
similar to those complicating use of progesterone 
injections. 
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Silastic intravaginal-ring 

This is a highly promising method. A silastic 
r.ing, of ~bout the same diameter as a diaphragm, and 
filled with a synthetic progesterone, is inserted into 
the vagina on the first day of menstruation. When 
properly placed, the ring cannot be felt by the woman 
or her sexual partner. The ring is left in the vagina 
for 21 days and the progesterone which is absorbed 
into th~ blo'od stream through the vaginal walls, has 
a localized effect on the genital tract. After 21 days, 
t he woman' removes the ring, and menstrual-like 
bleeding begins a few days later. Preliminary re
ports on this method indicate low side effect levels 
and regular menst ruation. 

The once-a-month pill 
A more convenient form of the combination oral 

contraceptive is under investigation. A form of 
ethinyl estradiol (estrogen) , which is picked up from 
the digestive system and stored in fa t cells, is 
used in combination with a long acting synthetic 
progesterone . Effectiveness of this pill appears 
to be high and side effect levels low; however, the 
hormonal balance of this pill is estrogenic. Ant i
estrogenic oral contraceptives are associated with 
a lower incidence of metabolic changes and serious 
complications, and so the fu ture of this method is 
questionable. 

Pill for men 
Experiments with several non-hormonal drugs used 

to prevent sperm production have not yet been very 
fruitful. 

Vaccfoations 
When the body is " invaded" by a toxic chemical 

or di sease organism (e.g. bacteria) white blood 
cells and specialized blood serum chemicals attack 
the invader. In the course of the subsequent biolo
gical battle, the body's defences become specialized 
against the particular invading chemical or orga
nism. This specialization process, called the de
velopment of immµnity, is highly complex and hardly 
understood . If the same chemical or organism attacks 
again ,- specialized " ant ibodies" carried by the blood 
serum, destroy the invader without exhibiting di-
sease symptoms. ' , 

It may be possible to immunize (" vaccinate") 
a woman against a particular man's sperm. Sperm 
cells are act ually invading bodies; however, they 
are not normally attacked within the female body 
since they do not, under normal circumstances, 
induce immunization. If a woman could be immuniz
ed against sperm, antibodies would attack and des
troy sperm cells when· they enter the Fallopian 
tubes. 

Not a ll ant ibodies are maintained for the whole 
life of the organism. For example, smallpox anti
bodies " wear out" in a few years, and booster 
shots are needed to redevelop immunity. Vaccina
tion against sperm need not be permanent, and 
various techniques could be used to determine when · 
re-immunization is necessary. If the vaccination 
method can be perfected , it would be preferable to 
hormonal contracept ion. 
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abortion 



Vacuum Curettage 
This modern method of abortion, also called uterine 

aspiration, was first developed in China. It has be
come the method of choice for abortions up to the 
12th week of pregnancy since it can be done quickly, 
with little blood loss, minimal anesthetic and a low 
risk of complications. It can easily be performed in 
a doctor 's office or in an outpatient clinic. 

In preparation for a vacuum curettage, the woman 
should not eat for t hree hours before the operation to 
avoid vomiting and the dangers of choking. She should 
bathe the day of the op~ration. Shaving of the pubic 
hair is not necessary. 

To begin the procedure, the doctor (or para
medical specialist) conducts an internal examina
tion to verify the pregnancy and check the angle 
of the uterus. A speculum holds the walls of the 
vagina apart throughout the operation. A ute rine 
sound is passed t hrough the cervical canal into 
the uterus to ensure that the canal is not blocked , 
and to estimate t he measurements of the uterus. 

A local anesthetic is sufficient to block pain oc
curring during the operation. The most commonly 
used form, the paracervical block is also used fre
quently during childbirt h. The chemical (xylocaine 
or carbocaine) is delivered by injection at the 
back of t he vagina behind the cervix. The injection 
itself is not painful. Nerves leading from the cer
.vix are numbed by the anesthetic, and sensation 
from the uterus and especially the cervix is "block
ed" before it reaches the spine. 

The ce rvica l canal must be dila ted (widened) to 
permit the introduct ion of surgical instruments. 
This can be done in a number of ways. In the tradi 
tional method, t he doctor passes a series of in
creasingly larger pol1shed metal rods (Hegar's di
lators) into the cervica l opening. The first is about 
the width of a thin soda straw, and the last is about 
the width of a finger. The ce rvi ca l tissue stretches 
more easily in women who have had children . Al 
though the anesthetic blocks severe pain during 
cervical dilation, women some times feel cra mps 
similar to menstrua l cramps. Dilation of the cer
vical canal can also be accomplished by an instru
ment with two rounded tips which are inserted into 
the canal; by applying pressure to the handle, the 
tips separate, causing t he tissue to stretch. This 
expansion technique takes only several seconds but 
occasionally it is more uncomfortable than Hegar's 
dilation. 

Some doctors prefer to , dilate the cervix 
with a "vibrodilator" which attaches to some 
vacuum operating units. Vibration of a soft metal 
cone held in the cervical canal dila tes the canal 
almost instantly to an exact size , however, many 
doctors continue to use one of the older methods of 
dilation since the vibrodilator makes a loud noise 
which can be upsetting to the patient. · 

Once the canal is dilated , the doctor inserts a 
hollow tube called the vacurette into the uterus 
until it touches the amniotic sac. The vacurette is 
connected by transparent plastic tubing to a col
lection bottle . The vacuum pressure is turned on 
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for 20 to 40 seconds, and t he doctor observe the 
passage of feta l and placental ti ssue into the col
lection bottle. When the uteru is emptied, the 
doctor feels a slight tug on the vacurette. In order 
to ensure that no placental tissue is left in the ute
rus, the doctor goes over the uterine lining with a 
curette as in a D. & C. This is especially import~nt 
in pregnancies close to t he 12 week limit, and when 
the uterus is positioned abnormally. The entire 
operation takes about 5 to 10 minutes. 

Recuperation from vacu um curettage is almost 
immediate. Some women want to lie down for a 
few minutes, others have cramps similar to mens
trual cramps, and still others feel perfectly 
normal. Women who get up from the operating table 
too quickly sometimes faint. 

A woman will have menstrual-like bleeding for 
a day to a week after an abortion. She may use 
eithe~ pads or tampons, whichever she prefers. 

The first real menstrual flow begins 3 to 6 
weeks after the abortion. Since it is difficult to tell 
exactly when she becomes fertile again . a woman 
must .consider herself subject to another pregnancy 
immediately, and begin to use some form of birth 
control. A woman who wishes to use oral contra
ceptives must take the first pill of a series within 
5 days after the abortion; otherwise she must wait 
until her next menstrual flow. 

A woman must not douche after an abortion . The 
cervix remains slightly dila ted and a douche can 
force fluid into the uterine cavity. 

safe ty-trap 
(u ndernea th) 

collecllon ----; 
hose 

pu mp 
companment 

outle t to 
collection hose 

T , I 
\~. ' coUeclion bottles 

~ • ~ • ·r-r1 .--lissue bag 

Berkeley Tonometer Co. 
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Berkeley Tonometer Co. 
Vacuum curettage: A. vacurette inserted through cervical canal; B. suction turned on, material 
flows through tubing; C. empty uterus "tugs" on vacurette. 

Other than the restriction on douching, there is 
nothing that a woman cannot do after an abortion. 
Some women wish to rest for an hour or two : 
others go about their everyday business without 
interrup tion. There is. no restriction on sexual ac
t ivity so long as birth control measures are ta ken. 

Some .1 doctors auto matically prescribe ant i-
biotics such ·as penicill in after an abortion ; others 
who do not believe in such prophylactic treatment 
give ant ibiotics only if a woman shows signs of 
infection, since it is more diffic;_u lt to cure in
fect ion wh ich deve lops despite anti biotics. Fever, 
and pain in t he pe lvic area are symptoms of infec
tion. Infection after a properly performed abort ion 
is fa irly simple to cu re; however, it is serious. 
If fe ve r, pai n, or uncont roll able bleeding occurs 
after an abortion, a woman must see a doctor or go 
to a hospita l emergency clinic immed iately. 

Although the probabili ty of Rh immunization after 
early abortion is slight, Rh negat ive women who 
wish to have another child should receive " Rhogam" 
injection within 72 hours of the abortion . If Rh posi
tive blood cells from the fe tal blood stream enter 
the woman's blood stream, the woman becomes im
munized (develops an tibodies) against Rh positive 
blood cells. These ant ibodies will attack blood cells 
of an Rh posit ive fetus in fu ture pregnancies. Future 
babies, if not stillborn, would be born with " he
molytic disease of the newborn" which produces 
severe, often fatal anemia. Rhogam prevents the 
development of Rh positive antibodies in the woman 's 

blood stream. 

Dilatation and Curettage 

This method has been widely replaced by the 
vacuum curettage. It is still used where aspiration 
equipment is not available and , with a general anes
thetic, for cases between the 12th and 15th week of 
pregnancy. Both uterine aspiration and " D & C " 
are used as diagnostic procedures for gynecological 
problems -such as endometrial growths or cancer. 

Preparation for a D & C is the same as that for 
vacuum curett age, including pelvic examination, para
cervical block and cervical dilation. Once the canal 
is dilated the doctor inserts a curett.e (surgical 
instrument with spoon-like tip) into the cavity of 
the uterus to scrape loose the embryo and placenta . 
Loosened portions of embryonic material are re
moved from the uterus with a long surgical grasping 
instrument called an ovum forceps . The entire opera
tion takes about 10 to 15 minutes . 

Recuperation is slightly longer than that for uterine 
aspiration, due in part to greater blood loss. Post
abortion instructions (no douching, etc) for vacuum 
curettage are applicable after a D & Caswell. 

Intra-amniotic hypertonic saline 

This method of inducing abortion is used after 
the 15th week of pregnancy. Before 15 weeks, . t he 
uterus and amniotic sac are too small and the proce
dure is difficult to perform. 

A local anesthetic is injected into a small area of 



skin several inches below the navel. A long needle is 
inserted through the abdominal wall and uterine wall 
into the amniotic cavity. Since the amniotic fluid is 
under pressure, some should flo\V out freely if the 
needle is po itioned properly. The needle is replaced 
with a more flexible catheter and the amniotic fluid 
is drained out. An equal amount (maximum 200 ml) 
of 20% salt solution is injected through the same ca
theter into the sac : This procedure must be done 
slowly and carefully since an injection of salt solu
tion into the bh;iod stream can be fatal. Since the 
woman is not asleep, she can report any sensations 
such as headache, numbness, pain or faintness which 
may indicate a misdirected injection. 

The saline solution kills the fetus and stops the 
placenta 's production of pregnancy supporting hormo
nes such as progesterone. Uterine ·contractions 
usually begin within 48 hours and the cervix dilates. , 
Eventually the amniotic sac ruptures releasing the 
salty fluid (breaking of the waters). Contractions be
come harder and closer together until finally the 
fetus is expelled, usually within three days of the 
injection. In about 50% of cases, the placenta is 
expelled within half an hour. If parts of the -p lacenta 
are retained, a curettage is performed to remove 
them to reduce chances of infection or haemorrhage. 
Curettage is necessary after saline abortion in 
about 10% of the cases. 

The woman may or may not be kept in the hospital 
between the time of the injection and expulsion of the 
fetus. The deciding factor is usually economic: with 
hospital beds costing $100 a day, poor women often 
have to wait the interval at home, many of them not 
re turning to the hospital at all. Some institutions are 
encouraging women to abort at home, saving hospital 
beds for " more important" cases. Liberal rhetoric 
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about "aborting in the privacy of one 's home" can 
not hide the realities : overcrowded and understaffed 
hospitals, practically non-existent home care pro
grams, etc. - realities which hit the poor and non
white first and ha rdest. 

Care after sa line &bort ion is similar to that after 
vacuum curettage, although greater caution is t he 
rule . Douching is forbidden. Any symptoms of re
tained placental tissue or infection (severe bleeding, 
fever) should be reported to a doctor immediately. 
Sexual intercourse may be resumed when the woman 
so desires ; some suggest waiting until the menstrual
like bleeding has stopped . 

The saline method of abortion should be avoided 
for women with kidney disease, heart di sease, or 
previous delivery by caesarean section. In genera l, 
t he woman should be in a state of good healt h before 
undergoing saline abortion. ln t he interval between 
the injection and delivery, she should drink a lot of 
fluids and avoid eating salts. 

The risks of sa line abo,rtion, although higher than 
those of vacu um curettage are still lower than those 
for continued pregnancy. T he degre.e of safety is 
closely related to t he competence of the d octor who 
determines t he eligibility of t he woman for saline 
abortion and who injects the solu tion into the am
niotic sac. It is hoped that t he number of. women 
seeking abortions after t he 16th week will be reduced 
when " free abortion on demand" is realized . 

Hys~erotomy (miniature caesarean section) 
Hysterotomy involves major surgery with a hos

pital stay of about one week. An incision is made 
in the abdominal wall just above the pubic bone . 

" A second incision is made in the uterine wa ll. and 

DANGER 
Competent, medically trained abortionists, 

whether they are acting legally or not, never use 
. methods described below. These methods involve 
extreme pain and can lead to permanent disability, 
infection, or death: 

Oral means: 
• Ergot compounds - overdose is poison 
• Quinine Sulphate - can cause deformities in 

fetus or death to-mother 
Nothing that is swallowed can cause abortion 

without also causing death or severe disability to 
the mother 

Solids inserted into uterus: 
• Knitting Needles 
• Coat Hangers 
• Slippery Elm Bark 
• Chopsticks 
• Ballpoint Pen 
•Pastes 

• Catheters 
• Gauze (packing) 
• Artists Paintbrushes 
• Curtain Rods 
• Telephone Wire 

Common danger of perforation of womb and 
bladder - death from infection or haemorrhage. 

Fluids inserted into uterus: 
• 
•Soap suds 
• Alcohol 
• Potassium Permanganate 

e Lye 
• Lysol 
•Pine Oil 

Severe burning of tissues - haemorrhage - shock 
and possible death. 

Air pumped into uterus: gas emboli in the blood 
stream. Immediately fatal. 

-Injections into Uterine Wall: 
•Ergot 
• Pitocin 

• Sodium Pentothal 
Overdose is poison. 

Vacuum Cleaner 
Connected to uterus - not to be confused with 

vacuum aspiration - is fatal almost immediately -
rips uterus from pelvic cavity. 

Physical exertion 
Such as lifting heavy objects, running etc is 

useiess. 

Falling down stairs 
Severe injury to mother but no abortion. 
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the fetus and placenta are removed. Both incisions 
a re carefully repaired. Some doctors insist on de
livery by caesarean section for all pregnancies 
after a hysterotomy, -since the uterine wound can 
rupture due to labor contractions. Hysterotomy is 
quick ly being replaced by the simpler "sa lting out" 
method . 

Prostaglandins 
Prostaglandins are a group of natural'ly occurring 

fatty acids which contribute to the normal functioning 
and contractions of " smooth muscle" organs, such 
as the uterus and intestines. Prostaglandins have 
been found in many parts of the human body and the 
full range of their effects remains a mystery. 

Three kinds of prostaglandins, El, E2 and F2-
alpha, are being used experimentally to stimulate 
abortion. The prostaglandin is administered to the 
pregnant woman intravenously, by injection into the 
amniotic sac, or by insertion through the cervical 
canal into the uterine cavity. (Oral administration 
requires large dosages and frequently results in side 
effects) . 

Both intravenous and direct application into the 
uterus have been successful, causing abortion in more 
than 90% of women tested. Side effects result from . 
stimulation of smooth muscles of the digestive sys
tem, causing nausea, vomiting and diarrhea . Side 
effects are more common with high dosages. Since 
local administration (i.e. not intravenous) affects 
uterine muscles more efficiently, lower dosages can 
be used. The interval between first application of 
prostaglandin and complete expulsion of the fetus is 
about 18 hours. 

Prostaglandins stimulate delivery at any stage of 
pregnancy. When perfected, these chemicais will 
probably replace the saline method for abortion past 
the 12th week of pregnancy. For pregnancies between 
the 5th and 12th weeks, vacuum curettage is pre
ferred, as it affects an immediate, complete abortion, 
·and hospital stay can be as little as half an hour. 
Prostaglandins for abortion at a very early stage, 
before 5 weeks, is another possibility. The insertion 
of a prostaglandin-tampon if a period is missed could 
bring on an unnoticeable abortion. Many such early 
abortions occur naturally, felt as " heavy periods" . 

The morning-after-pill 
Abortion immediately after fertilization but before 

implantation can be achieved if the woman takes 25 
mg of a natural estrogen, stilbestrol, for 5 days be
ginning within 24 hours of sexual intercourse. (see 
new methods, page 37). The stilbestrol series is 
often given to victims of rape, and can also be ob
tained in other cases of unprotected sexual inter
course. 
NOTE: 

·Women seeking abortion must not confuse the ex
perimental techniques involving prostaglandins or 
stilbestrol with claims of quacks or other unscrupulous 
Cloctors who offer an "injection" or " pills" for ex
orbitant fees. These injections or pills usually con
tain progesterone which can bring on a missed period, 
if the woman is not pregnant. Progesterone can not 

' 
Statistics 
Statistics for illegal abortion are developed on the 
basis of population, hospital records, total number 
of births, death from post-abortive complications, 
questionnaires etc. Some of the most carefully de
veloped and most widely accepted figures are listed 
below. Statistics for legal abortion, such as perform
ed in Communist countries and in Japan are from 
hospital records. 

General: 
In the world: at least 30,000,000 abortions every 
year. 
At least 4/5 of all abortions are performed on mar
ried women. 

Canada: 
At least 100,000 illegal abortions every year. 
At least 20,000 admissions to hospital for post abor
tive complications - at least 1,000 of these cases 
result in severe disability or death. 

United States: 
At least 1,000,000 illegal abortions every year. 
Four out of five legal abortions are performed on 
private patients, not clinic patients. Nine out of ten 
legal abortions are . performed or whites, not Blacks. 

Where abortion is legal: 
Bulgaria: between 1962 and 1964, 67,000 legal abor
tions without a single death. 
Czechoslovakia: between 1962 and 1964, 1401000 le
gal abortions without a single death. 
Hungary : between 1962 and 1964, 358,000 legal abor
tions with 2 deaths. 
Japan : 1,500,000 legal abortions every year perform
ed by more than 20,000 specially licensed technicians. 

I 

induce abortion. Prostaglandins are not yet com
mercially available, either legally or on the black 
market, and stilbestrol is available from gynecolo
gists or hospital clinics at low cost. 

Availability of abortion ' 
The battle for change in the abortion situation 

in North America over the past several years 
has had some results. In Canada the "liberalized" 
law allows for abortion when continued pregnancy 
would threaten the life or health (undefined) of 
the woman. Of those states in the U.S. with re
forrped laws, New York is the only one which 
leaves the decision bet~een the woman and the 
doctor, with no hospitilization and no residence 
requirement. Even a quick look at the realities 
in these areas shows that we are still a long way 
from abortion on demand. 

Male chauvinism and conservatism on the part 
of the doctors are exemplified in the Canadian 
situation. The law is worded such that a group 
of hospital doctors could define the condition, "un
wanted pregnancy", as a threat to women's health; 
applications could be rubber stamped and abortions 
done immediately on an outpatient basis. This has 
occurred only rarely. Doctors still believe they 



have a right to participate in a woman's decision 
whether or not to have a baby, beyond offering 
her the use of medical technology to prevent or 
terminate a pregnancy. So long as male doctors 
see women as breeders with no other u eful function 
within society, women will continue to be denied 
control of their own bodies. So long as doctors, 
administrators, boards of directors, and the church 
set the priorities of the hospitals and are notl res
ponsible to the demands of the community they 
serve, the real health needs of the people will 
not be satisfied. · 

The New York abortion fiasco best illustrates 
what happens when the health system is directed 
by the profit motive . No sooner was the law passed, 
when referral agencies, with all the style of Madison 
Avenue, were established to direct "ladies in dis
tress" to cooperative doctors. These agencies have 
been taking from $10 to $75 for each referral 
(in addition to the doctor and hospital fee of $200 
to $1000) while groups such as Planned Parenthood 
and Women's Liberation have offered the same 
services without charge. The agencies have placed 
advertisements in campus newspapers and sent in
troductory letters to doctors all over the countryc 
Some agencies offer to arrange reduced fees on 
occasion for "hardship cases", th'us ensuring that 
the out-of-state doctors send them a regular client
ele at the full fee. 

These problems are not accidental, nor can 
we expect them to be solved without a radical 
restructuring of the entire medical profession, in-
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deed, of the whole society. The number of doctors 
trained each year is controlled by the American 
Medical Association; thus a shortage of doctors 
mainta ins the high income of the members of the 
profession. Para-medical staff who could easily be 
trained to do abortions and many other routine me
dical procedures would tend to demystify the god
like image of the doctor. To date. there is no pro
gram for the training of para-medical staff in the 
numbers required to meet the needs of the people. 
The prohibitive cost of all medical procedures de
termine the quality and amount of medical attention 
a person will receive , regardless of that person's 
needs. · The empba is on curative rather than pre
ventative medicine ensures business for- the medical 
profession but does little to improve the quality of 
life for all people. 

Poor women, especially black women. suffer the 
·worst humiliation at the hands of male doctors and 
their hospital boards. These woman are commonly 
"'offered" abortion - with the stipulation tha t the~; 
m~st accept sterilization as well. The rationale tha-t 
such measures are necessary to alleviate the po
pulation crisis is merely a cover for racist geno
cide. The children of the rich exploit and pollute 
the resources of the earth, not the children of the 
poor, 

The truggle for justice on the abortion issue 
will not be complete until abortion becomes just 
another medical procedure available free to all 
women whenever necessary. 
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