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A Message From Dr. Nizamuddin Qasmi 

One of the most common questions women and couples ask me is: 

“Doctor, how can I know exactly when I am ovulating?” 

Some women use a mobile application. 

Others check: 

cervical mucus, 

urinary LH strips, 

basal body temperature. 

Some undergo repeated: 

follicular ultrasound scans. 

Others become worried because their ovulation kit never becomes positive—or 
becomes positive several times in one month. 

My first message is: 

Ovulation tracking can be extremely useful, but no single home method is perfect. 

Different tracking methods answer different questions. 

For example: 



 

 

A calendar predicts when ovulation might occur. 

Cervical mucus suggests that the fertile period is approaching. 

An LH test detects the hormonal surge that usually occurs shortly before ovulation. 

Basal body temperature mainly shows that ovulation probably already occurred. 

Mid-luteal progesterone can provide biochemical evidence that ovulation 
occurred. 

Ultrasound can directly monitor follicular development and provide much more 
detailed information in selected fertility patients. 

Understanding these differences prevents a great deal of unnecessary confusion. 

The American Society for Reproductive Medicine states that fertility-tracking methods—
including calendar methods, cervical mucus, urinary ovulation-detection devices and 
basal body temperature—can help identify the fertile window and improve the timing of 
intercourse in ovulatory cycles. But cycle timing can vary substantially even in women 
who consider their periods regular. 

My second message is equally important: 

Ovulation tracking is a tool—not fertility treatment by itself. 

A woman may detect ovulation perfectly every month and still not conceive if there is: 

severe tubal disease, 

significant male-factor infertility, 

uterine disease, 

age-related reduction in egg quality. 

Likewise, a woman with persistent anovulation may spend months trying different apps 
and kits when the more important question is: 

“Why am I not ovulating regularly?” 

At Saira Health Care, I therefore use ovulation tracking as part of a broader: 

couple-based fertility assessment. 

 

What Is Ovulation? 

Ovulation is the release of a mature egg—also called an: 

oocyte 



 

 

from the ovary. 

During the first part of the menstrual cycle, several ovarian follicles begin developing. 

Usually one becomes: 

the dominant follicle. 

As this follicle grows, it produces increasing amounts of: 

estrogen. 

When the hormonal conditions are appropriate, the pituitary gland releases a surge of: 

luteinizing hormone — LH. 

This LH surge triggers the final maturation processes that usually lead to: 

rupture of the follicle and release of the egg. 

After ovulation, the empty follicle becomes: 

the corpus luteum. 

The corpus luteum produces: 

progesterone. 

Progesterone helps prepare and maintain the uterine lining for possible implantation. 

This entire sequence is important because different ovulation-tracking methods 
measure: 

different parts of this hormonal process. 

 

The Menstrual Cycle in Simple Terms 

A menstrual cycle can be divided into several phases. 

Menstruation 

Cycle Day 1 is: 

the first day of true menstrual bleeding. 

This marks the beginning of a new cycle. 

Follicular Phase 

From menstruation until ovulation, ovarian follicles grow. 

Estrogen gradually rises. 



 

 

Ovulation 

A mature follicle releases the egg. 

Luteal Phase 

After ovulation, progesterone rises. 

If pregnancy does not occur, hormone levels eventually fall and another menstrual 
period begins. 

Understanding these phases makes ovulation tracking much easier. 

 

Why Track Ovulation? 

Ovulation tracking can be useful for several reasons. 

To identify the fertile window 

Couples trying naturally can time intercourse more effectively. 

To understand cycle patterns 

Tracking may reveal: 

very late ovulation, 

very irregular cycles, 

possible anovulation. 

To reduce guesswork 

A woman may discover that she does not ovulate on the commonly assumed: 

“Day 14.” 

During fertility treatment 

Tracking may help time: 

intercourse, 

ovulation-trigger medication, 

IUI. 

To guide further investigation 

Repeated abnormal patterns can identify women who need: 

medical evaluation rather than more tracking. 



 

 

 

Ovulation Is Not Always on Day 14 

One of the most persistent fertility myths is: 

“Every woman ovulates on Day 14.” 

That is not true. 

Day 14 is simply a commonly used example for a woman with an approximately: 

28-day menstrual cycle. 

A woman with a: 

30-day cycle, 

32-day cycle, 

35-day cycle 

may ovulate later. 

Likewise, someone with a shorter cycle may ovulate earlier. 

ASRM notes that calendar methods estimate ovulation from cycle length—for example 
around Day 14 in a 28-day cycle and Day 16 in a 30-day cycle—but stresses that the 
actual fertile window can vary even among women with apparently regular cycles. 

Therefore: 

your own menstrual pattern matters more than a universal Day-14 rule. 

 

What Is the Fertile Window? 

For practical fertility counselling, the fertile window is generally considered: 

the six-day interval ending on the day of ovulation. 

Why six days? 

Because sperm can remain viable in favourable reproductive conditions for several 
days, whereas the egg has a much shorter lifespan after ovulation. 

ASRM reports that the highest probability of conception usually occurs when 
intercourse takes place during the: 

two days before ovulation, 

with the day before ovulation often being especially favourable. 



 

 

Therefore: 

predicting ovulation slightly in advance can be more useful than confirming it after 
it has already occurred. 

 

Ovulation Tracking Method 1: Calendar Tracking 

The simplest method is: 

menstrual-cycle tracking. 

Record: 

the first day of each period, 

total cycle length. 

After several cycles, you can look for your usual pattern. 

A rough traditional estimate is: 

estimated ovulation ≈ 14 days before the next period. 

Examples: 

Cycle length Rough estimated ovulation 

24 days Day 10 

26 days Day 12 

28 days Day 14 

30 days Day 16 

32 days Day 18 

35 days Day 21 

These are only: 

estimates. 

 

Why Calendar Tracking Is Useful 

It is: 

free, 



 

 

simple, 

non-invasive. 

For women with regular cycles, it can provide a reasonable estimate of: 

when to start watching for fertile signs. 

 

Why Calendar Tracking Can Be Wrong 

Calendar calculations assume that: 

future cycles will behave like previous cycles. 

But ovulation can shift because of: 

illness, 

stress, 

travel, 

weight changes, 

sleep disruption, 

breastfeeding, 

PCOS, 

hormonal conditions. 

ASRM cited research comparing multiple smartphone calendar applications with 
urinary LH testing in which the apps' maximum accuracy for predicting the exact 
ovulation day was only about: 

21%. 

This does not mean apps are useless. 

It means: 

they should be used as estimates rather than biological proof of ovulation. 

 

Standard Days Method 

ACOG describes the Standard Days Method for people whose menstrual cycles are 
consistently between approximately: 

26 and 32 days. 



 

 

In that situation: 

Days 8–19 

are considered the broader fertile interval. 

For couples attempting pregnancy, intercourse: 

every day, 

or every other day 

during this period can provide good coverage. 

This approach is often easier than trying to identify one exact “ovulation date.” 

 

Ovulation Tracking Method 2: Cervical Mucus 

Cervical mucus is one of the most useful natural fertility signs. 

As estrogen rises before ovulation, cervical secretions usually become: 

more abundant, 

wetter, 

thinner, 

clearer, 

slippery, 

stretchy. 

Many women describe the appearance as: 

“raw egg white.” 

This fertile-type cervical mucus is biologically important. 

It helps sperm: 

survive, 

move through the cervix, 

enter the upper reproductive tract. 

 

What Does Fertile Cervical Mucus Mean? 

When mucus becomes: 



 

 

clear + slippery + stretchy, 

the woman is usually approaching: 

peak fertility. 

ACOG advises couples seeking pregnancy to have intercourse every day or every other 
day when thin, slippery cervical mucus is present. 

ASRM also reports that cervical mucus changes can predict peak fertility quite well and 
may outperform simple calendar prediction in some studies. 

 

Is Egg-White Mucus Necessary for Pregnancy? 

No. 

Some women never observe perfect textbook: 

“egg-white cervical mucus” 

and still ovulate and conceive. 

Mucus may also be difficult to interpret because of: 

semen after intercourse, 

vaginal medications, 

infection, 

lubricants, 

douching, 

breastfeeding. 

ACOG specifically notes that intercourse, vaginal products, douching and several other 
factors can alter the appearance of cervical mucus. 

Therefore: 

absence of obvious fertile mucus does not automatically mean anovulation. 

 

Vaginal Discharge Can Confuse Ovulation Tracking 

A woman with: 

bacterial vaginosis, 

candidiasis, 



 

 

cervicitis, 

another vaginal disorder 

may find cervical mucus tracking unreliable. 

CDC similarly notes that abnormal vaginal discharge can interfere with fertility-
awareness methods based on cervical secretions. 

If discharge is: 

foul smelling, 

associated with itching, 

burning, 

pelvic pain 

it deserves evaluation rather than being automatically interpreted as: 

“fertile mucus.” 

 

Ovulation Tracking Method 3: Urinary LH Tests 

Urine ovulation-predictor kits detect: 

LH — luteinizing hormone. 

An LH surge normally occurs shortly before ovulation. 

When the test becomes positive, ovulation is generally expected: 

within approximately the next 24–48 hours. 

ACOG uses this interval in its fertility guidance. 

Therefore, when an LH kit becomes positive: 

that day and the following day are excellent times for intercourse. 

Intercourse in the preceding one or two days can also be very valuable. 

 

Why LH Testing Can Be More Useful Than a Calendar 

A calendar says: 

“Based on previous cycles, ovulation may happen soon.” 

An LH test says: 



 

 

“Your body is currently showing a hormonal signal associated with approaching 
ovulation.” 

It is therefore more: 

cycle-specific. 

This makes LH testing particularly useful for women whose cycles are reasonably 
regular but shift by: 

a few days from month to month. 

 

Does a Positive LH Test Prove That Ovulation Occurred? 

No. 

This is one of the most important points to understand. 

An LH test detects: 

the hormonal surge. 

It does not directly see: 

the egg leaving the ovary. 

ASRM notes that ovulation usually occurs within the following two days, but false-
positive urinary LH results can occur. 

In some women: 

an LH surge may occur without successful follicular rupture. 

Therefore: 

LH predicts ovulation better than it confirms ovulation. 

 

Why Can LH Tests Be Positive for Several Days? 

The LH surge is not always one brief moment. 

Some women naturally have: 

gradual rises, 

prolonged surges. 

Urine concentration and test sensitivity also affect the appearance of the result. 

A positive test for more than one day does not automatically indicate disease. 



 

 

 

Why Is My Ovulation Test Never Positive? 

Possible explanations include: 

the LH surge was missed, 

testing began too late, 

urine was excessively diluted, 

ovulation occurred later than expected, 

the woman did not ovulate that cycle, 

test sensitivity or technique caused a problem. 

If this occurs: 

once, 

it may mean very little. 

If it happens: 

repeatedly, 

especially with very irregular cycles, further evaluation may be more useful than 
continuing to buy more test strips. 

 

PCOS and Ovulation Predictor Kits 

PCOS deserves special discussion. 

Some women with PCOS have: 

relatively high baseline LH, 

multiple LH fluctuations, 

irregular ovulation. 

ASRM notes that women with PCOS may have elevated baseline LH levels that can 
produce: 

false-positive urinary LH results. 

Therefore, a woman with PCOS may experience: 

repeated positive tests, 

long periods of “high fertility,” 



 

 

confusing results. 

If periods occur only every: 

45 days, 

60 days, 

several months, 

the solution is not necessarily a more expensive ovulation kit. 

We need to assess: 

whether ovulation is occurring regularly and why it is disturbed. 

 

Ovulation Tracking Method 4: Multi-Hormone Fertility Monitors 

Some newer home monitors measure more than LH. 

They may monitor combinations of urinary: 

LH, 

estrogen metabolites, 

progesterone metabolites such as PdG. 

The theoretical advantage is that they may identify: 

the approaching fertile window 

and sometimes provide evidence consistent with: 

post-ovulation progesterone activity. 

These devices can be useful. 

But they should not automatically be considered equivalent to: 

clinical laboratory testing, 

transvaginal ultrasound. 

 

What Is PdG? 

PdG means: 

pregnanediol glucuronide. 

It is a urinary metabolite of: 



 

 

progesterone. 

Because progesterone rises after ovulation, urinary PdG can be used by some devices 
to provide evidence that: 

luteal progesterone has risen. 

This can help distinguish: 

predicting the LH surge 

from: 

gathering indirect evidence that ovulation subsequently occurred. 

But product algorithms differ significantly. 

 

Ovulation Tracking Method 5: Basal Body Temperature 

Basal body temperature—or: 

BBT 

is the body's resting temperature. 

It is generally measured: 

immediately after waking, 

before: 

getting out of bed, 

eating, 

drinking, 

physical activity. 

After ovulation: 

progesterone increases body temperature slightly. 

This can produce a characteristic: 

biphasic temperature pattern. 

 

How Much Does Temperature Rise? 

The increase is usually small. 



 

 

ACOG describes an increase of around: 

0.5–1°F 

in many ovulatory cycles. 

The exact amount varies between women. 

Therefore, interpretation focuses on: 

the sustained pattern 

rather than one isolated temperature. 

 

The Main Limitation of BBT 

BBT tells us mainly: 

what has already happened. 

ACOG explains that BBT can help confirm ovulation but does not reliably predict it 
beforehand. 

By the time the temperature rise is clearly established: 

some of the highest-fertility days may already have passed. 

Therefore I usually consider BBT more useful for: 

learning whether cycles appear ovulatory, 

identifying patterns across several months 

than for determining when intercourse should begin during the current cycle. 

 

Why BBT Charts Can Be Difficult to Interpret 

Temperature can be altered by: 

fever, 

poor sleep, 

night shifts, 

alcohol, 

travel, 

waking at different times, 



 

 

environmental factors. 

CDC also notes that illnesses causing elevated temperature can make temperature-
based fertility awareness unreliable. 

ASRM describes BBT as inexpensive but often: 

unreliable or tedious 

for clinical evaluation and does not recommend it routinely when menstrual history 
already strongly suggests regular ovulation. 

 

Ovulation Tracking Method 6: Wearable Devices 

Fertility technology is evolving rapidly. 

Modern wearable devices may track: 

skin temperature, 

resting pulse, 

heart-rate variability, 

respiratory rate, 

sleep, 

other physiological variables. 

Some are worn as: 

rings, 

watches, 

wristbands, 

patches. 

Algorithms then estimate: 

cycle phase or fertile days. 

 

What Does the Latest 2026 Evidence Say About Wearables? 

A 2026 systematic review and Bayesian network meta-analysis evaluated 27 studies 
of wearable digital technology for fertility-window and menstrual-cycle detection. 

Across the pooled evidence, wearables showed an overall accuracy of approximately: 



 

 

88%, 

with pooled sensitivity around: 

79% 

and specificity around: 

80%. 

Performance appeared especially useful for identifying approximately the: 

three days surrounding ovulation. 

Ring-type devices and systems combining multiple physiological signals performed 
particularly well in some analyses. 

This is promising. 

But it does not mean every commercial wearable is: 

88% accurate for every woman. 

 

Important Limitations of Fertility Wearables 

A newer 2026 landscape analysis found major differences between commercial 
fertility technologies in: 

how they define ovulation, 

which biomarkers they use, 

what comparator evidence supports them. 

Many devices had limited validation against physiological reference standards such as: 

transvaginal ultrasound. 

Evidence in women with: 

irregular cycles 

was also relatively limited despite some devices being marketed to these users. 

Therefore my advice is: 

Wearables are promising tools, not absolute diagnostic authorities. 

 

Are Expensive Fertility Trackers Necessary? 

No. 



 

 

Many couples can identify fertile days perfectly adequately using: 

cycle dates, 

cervical mucus, 

inexpensive LH strips. 

A sophisticated wearable may be convenient for someone who: 

dislikes daily testing, 

has irregular work schedules, 

enjoys digital tracking. 

But: 

purchasing an expensive device is not required for natural conception. 

 

Ovulation Tracking Method 7: Mid-Luteal Progesterone Blood Test 

This is an important clinical method. 

After ovulation, the corpus luteum produces: 

progesterone. 

A progesterone blood test can therefore provide evidence that: 

ovulation occurred. 

 

When Should Progesterone Be Measured? 

The old phrase: 

“Day-21 progesterone” 

is frequently misleading. 

Day 21 is relevant mainly to an approximately: 

28-day cycle. 

The 2025 WHO infertility guideline recommends measuring mid-luteal progesterone 
approximately: 

seven days before the expected next menstrual period. 

The exact cycle day therefore depends on: 



 

 

cycle length. 

Examples: 

28-day cycle 

Approximately Day 21. 

32-day cycle 

Approximately Day 25. 

35-day cycle 

Approximately Day 28. 

This is much more logical than testing every woman on: 

Day 21. 

 

WHO's 2025 Recommendation on Confirming Ovulation 

WHO's first global infertility guideline makes an important recommendation. 

For women with infertility who have: 

regular cycles, 

otherwise normal initial history and examination, 

WHO suggests: 

mid-luteal serum progesterone 

rather than routine ultrasound solely to confirm ovulation. 

If the first progesterone measurement suggests anovulation: 

repeating the measurement in another cycle is suggested before making a firm 
diagnosis. 

This helps avoid: 

unnecessary serial scans. 

 

Does One Progesterone Result Measure “Egg Quality”? 

No. 

Progesterone can help determine whether: 



 

 

ovulation likely occurred. 

It does not directly tell us: 

egg quality, 

embryo quality, 

natural pregnancy probability. 

Do not interpret one progesterone value as: 

a complete fertility score. 

 

Ovulation Tracking Method 8: Transvaginal Ultrasound 

For the most detailed monitoring in fertility treatment, doctors can use: 

transvaginal ultrasound. 

Ultrasound can show: 

developing follicles, 

dominant follicle size, 

endometrial development. 

Repeated scans can provide evidence that the dominant follicle: 

grew, 

subsequently collapsed or disappeared, 

was followed by luteal changes. 

This provides much stronger information about actual ovarian events than: 

a calendar. 

 

What Is Follicular Monitoring? 

Follicular monitoring means performing ultrasound scans at selected points during the 
menstrual cycle. 

It is commonly used when: 

ovulation-induction medicines are being used, 

IUI is planned, 



 

 

ovulation timing is uncertain, 

fertility treatment requires precise timing. 

The doctor may evaluate: 

dominant follicle, 

follicle growth, 

endometrium, 

number of follicles. 

 

Does Every Woman Trying Naturally Need Follicular Scans? 

No. 

For a young woman with: 

regular cycles, 

no infertility risk, 

only a few months of attempts, 

monthly serial ultrasound can be: 

unnecessary, 

expensive, 

stressful. 

WHO's current infertility guidance specifically suggests mid-luteal progesterone rather 
than ultrasound purely for presumptive confirmation of ovulation in appropriate 
infertility patients with regular cycles. 

Ultrasound should be used when: 

it will answer a meaningful clinical question. 

 

Follicle Size and Ovulation 

In many natural or stimulated cycles, a dominant follicle may be around: 

18–24 mm 

when ovulation is approaching. 

But this is not a rigid rule. 



 

 

Some follicles rupture: 

slightly smaller, 

slightly larger. 

Therefore: 

one follicle measurement should never be interpreted without the entire cycle 
context. 

 

Can Ultrasound Prove That Ovulation Occurred? 

Serial ultrasound can provide strong evidence of ovulation when: 

a dominant follicle disappears or collapses, 

free fluid or corpus-luteum changes appear. 

But even ultrasound has practical limitations. 

That is why the exact monitoring method depends on: 

the clinical reason for testing. 

 

Comparison of Ovulation-Tracking Methods 

Method 
Mainly predicts or 
confirms? 

Main advantage Important limitation 

Calendar/app Predicts 
Simple, 
inexpensive 

Based on estimates; 
cycle variation reduces 
accuracy 

Cervical mucus Predicts fertile period 
Free, real-time 
body sign 

Vaginal discharge, 
semen, products can 
confuse interpretation 

Urine LH kit Predicts 
Detects hormonal 
surge close to 
ovulation 

LH surge does not 
guarantee follicle rupture 

Multi-hormone 
monitor 

Predicts + may support 
confirmation 

More hormonal 
information 

Cost and product-
specific algorithms 



 

 

BBT 
Mainly confirms 
retrospectively 

Cheap 
Temperature affected by 
sleep/illness; may be too 
late for timing 

Wearable 
device 

Predicts/estimates 
Convenient, 
passive data 

Accuracy varies by 
device; limited validation 
in some groups 

Mid-luteal 
progesterone 

Confirms 
biochemically 

Evidence-based 
clinical test 

Correct timing essential 

Transvaginal 
ultrasound 

Monitors directly 
Detailed follicle 
assessment 

Cost, repeated visits, 
unnecessary for many 
natural cycles 

No method is: 

universally best. 

The right method depends on: 

why you are tracking. 

 

Predicting Ovulation Versus Confirming Ovulation 

This distinction prevents a lot of confusion. 

Methods mainly used to predict 

calendar, 

cervical mucus, 

LH testing, 

some wearables. 

Methods mainly used to confirm 

sustained BBT rise, 

mid-luteal progesterone, 

post-ovulation ultrasound findings. 

A woman may therefore have: 

a positive LH test 

but no subsequent evidence of: 



 

 

successful ovulation. 

This is uncommon in many healthy women but becomes clinically important when: 

cycles are irregular, 

PCOS is present, 

infertility persists. 

 

A Simple Ovulation-Tracking Plan for Regular Cycles 

For a woman with relatively regular cycles who is trying naturally: 

Step 1 

Record the first day of each period. 

Step 2 

Estimate your likely fertile interval from previous cycle lengths. 

Step 3 

Observe cervical mucus as the fertile period approaches. 

Step 4 

If desired, begin urinary LH testing several days before expected ovulation. 

Step 5 

Have intercourse every: 

one to two days 

during the fertile window. 

ASRM states that intercourse every one to two days during the fertile window gives the 
highest reproductive efficiency, while two to three times weekly throughout the cycle 
can produce nearly comparable results for many couples. 

 

Example: 28-Day Cycle 

Suppose periods generally occur every: 

28 days. 

Estimated ovulation may be near: 

Day 14. 



 

 

The broad estimated fertile interval might include: 

Days 9–14. 

You might begin LH testing around: 

Day 10 or 11 

depending on the test instructions. 

Watch for: 

slippery cervical mucus. 

Intercourse every one to two days across the likely window is generally sufficient. 

But if the LH surge occurs: 

Day 16 

instead of Day 14: 

follow: 

the current biological signal 

rather than assuming the app must be right. 

 

Example: 32-Day Cycle 

The rough estimated ovulation day may be: 

Day 18. 

Therefore, beginning all intercourse and LH testing around Day 12 may be unnecessarily 
early. 

The likely fertile interval is later. 

This illustrates why: 

cycle length matters. 

 

Example: Cycles From 26 to 32 Days 

This may still be compatible with relatively regular ovulation. 

Using: 

cervical mucus, 



 

 

LH testing 

can help narrow the fertile interval better than a rigid calendar. 

 

Example: Cycles From 30 to 55 Days 

This is different. 

A woman may still ovulate occasionally. 

But wide variation raises concern for: 

oligo-ovulation. 

At that point: 

finding the cause becomes more important than buying more trackers. 

 

What If My Periods Are Very Irregular? 

Irregular menstruation can occur with: 

PCOS, 

thyroid disease, 

hyperprolactinaemia, 

hypothalamic dysfunction, 

significant weight changes, 

perimenopause, 

primary ovarian insufficiency. 

The WHO 2025 infertility guideline recommends assessing reproductive hormones 
related to the hypothalamic-pituitary-ovarian axis when anovulation or oligo-ovulation 
is suspected, with additional tests such as: 

TSH, 

prolactin 

used according to the clinical presentation. 

Therefore: 

irregular ovulation deserves diagnosis. 

 



 

 

Ovulation Tracking in PCOS 

PCOS is perhaps the most common condition in which women become frustrated with 
tracking. 

One month: 

no positive LH. 

Next month: 

several positive tests. 

The app gives: 

constantly changing ovulation dates. 

This occurs because PCOS can involve: 

irregular follicular development and irregular LH patterns. 

A woman with PCOS may: 

ovulate occasionally, 

ovulate late, 

fail to ovulate in some cycles. 

Therefore: 

home tracking becomes less reliable when the biological process itself is irregular. 

 

Does PCOS Mean Pregnancy Is Impossible? 

No. 

Many women with PCOS conceive: 

naturally, 

after metabolic treatment, 

after ovulation induction. 

The important step is identifying whether: 

ovulatory dysfunction is actually preventing pregnancy. 

WHO's 2025 infertility guideline suggests: 

letrozole 



 

 

over clomiphene citrate or metformin for infertility caused by anovulatory PCOS, while 
also recommending healthy diet, regular physical activity and weight management as 
appropriate parts of care. 

This medication information is educational and does not constitute an individual 
prescription. 

 

Ovulation Tracking During Breastfeeding 

Breastfeeding can suppress: 

hypothalamic reproductive signalling, 

ovulation. 

Menstrual cycles may therefore be: 

absent, 

irregular. 

Ovulation can sometimes return: 

before the first postpartum period. 

Therefore: 

no period does not guarantee no fertility. 

Women using ovulation tracking postpartum should understand that the usual calendar 
approach may be much less reliable. 

 

Ovulation Tracking After Stopping Hormonal Contraception 

After stopping: 

oral contraceptive pills, 

injections, 

hormonal devices, 

fertility may return at different rates depending on the method. 

For many methods, ovulation returns relatively quickly. 

After some long-acting injectable contraception: 

return of ovulation may be delayed. 



 

 

During the transition: 

cycle dates, 

LH strips 

may initially be difficult to interpret. 

 

Ovulation Tracking Around Perimenopause 

As ovarian ageing advances, menstrual cycles may become: 

shorter, 

longer, 

less predictable. 

Ovulation may not occur every cycle. 

Home tracking becomes increasingly difficult. 

A woman in her later reproductive years who desires pregnancy should therefore not 
spend a long period trying to perfect an app prediction if conception is not occurring. 

Reproductive age itself matters. 

 

Ovulation Tracking While Taking Fertility Medicines 

Women taking medicines for ovulation induction should follow the treatment protocol 
rather than relying only on a home app. 

The doctor may use: 

ultrasound, 

hormones, 

LH kits, 

trigger injections 

depending on the treatment. 

Some fertility medications can also make home hormonal tracking: 

harder to interpret. 

 

Can an hCG Trigger Affect Pregnancy or Ovulation Tests? 



 

 

Yes. 

In medically monitored fertility treatment, hCG may be given to trigger final follicular 
maturation. 

Because hCG is also the hormone detected by: 

pregnancy tests, 

testing too soon afterward can sometimes produce a: 

false-positive pregnancy result 

from the medication. 

Patients undergoing fertility treatment should therefore follow the clinic's testing 
timetable. 

 

Does Ovulation Tracking Confirm Pregnancy? 

No. 

Ovulation tracking tells us about: 

the ovulatory cycle. 

Pregnancy requires: 

fertilization, 

embryo development, 

implantation. 

A positive LH test does not mean: 

pregnancy occurred. 

BBT sometimes remains elevated in pregnancy, but: 

BBT is not a pregnancy test. 

Use an appropriate: 

hCG pregnancy test. 

 

When Should a Pregnancy Test Be Taken? 

Testing is most reliable when: 

the expected period is due or late, 



 

 

depending on the sensitivity of the pregnancy test. 

Testing extremely early can produce: 

false-negative results. 

Repeated testing every day from immediately after ovulation often creates unnecessary 
anxiety. 

 

Can Ovulation Occur Without a Positive Home Test? 

Yes. 

A surge may be: 

brief, 

missed between tests, 

below that product's detection threshold. 

Therefore: 

negative LH strips do not prove anovulation. 

If ovulation needs clinical confirmation, a doctor may use: 

progesterone, 

ultrasound. 

 

Can an LH Test Be Positive Without Ovulation? 

Yes. 

Possible situations include: 

PCOS, 

abnormal hormonal cycles, 

occasionally a surge that does not lead to follicular rupture. 

This is why: 

predicting a hormonal signal is not identical to confirming ovulation. 

 

Can I Ovulate Twice in One Month? 



 

 

More than one egg can occasionally be released during the same ovulatory episode. 

This can result in: 

fraternal twins. 

But normal physiology does not usually involve completely separate ovulations 
occurring: 

many days apart 

within the same menstrual cycle. 

 

Can You Ovulate While Bleeding? 

Ovulation during true normal menstruation would be unusual. 

But in short or irregular cycles: 

bleeding, 

ovulation timing 

can come relatively close together. 

Not all vaginal bleeding represents: 

true menstruation. 

 

Does Ovulation Pain Confirm Ovulation? 

Some women experience one-sided pelvic discomfort around ovulation called: 

mittelschmerz. 

It may provide a useful clue. 

But it is not a precise diagnostic test. 

Pelvic pain can also be caused by: 

ovarian cyst, 

endometriosis, 

PID, 

gastrointestinal disease. 

Persistent or severe pain should be properly evaluated. 



 

 

 

Does Increased Libido Mean Ovulation? 

Some women notice increased: 

sexual desire, 

lubrication 

near ovulation. 

Hormonal changes can contribute. 

But libido is influenced by many factors. 

Therefore: 

it should not be used as the main ovulation test. 

 

What About Saliva-Ferning Tests? 

Some devices attempt to identify estrogen-related crystalline: 

“ferning” 

patterns in dried saliva. 

These methods are less established than: 

urinary LH, 

cervical mucus, 

clinical progesterone testing. 

I would not use saliva ferning as the sole basis for diagnosing: 

ovulation or anovulation. 

 

Which Ovulation-Tracking Method Is Best? 

For a healthy woman with regular cycles trying naturally: 

a combination of menstrual dates + cervical mucus + optional LH testing 

is usually more than adequate. 

For someone wanting retrospective confirmation: 

BBT 



 

 

can provide additional information. 

If infertility exists and ovulation requires objective confirmation: 

mid-luteal progesterone 

is evidence-based. 

For medically treated or uncertain cycles: 

ultrasound follicular monitoring 

may be appropriate. 

There is rarely a reason to use: 

every method simultaneously. 

 

More Tracking Is Not Always Better 

A woman may track: 

period app, 

smartwatch, 

LH twice daily, 

temperature every morning, 

cervical mucus, 

cervical position, 

multiple hormones. 

She may eventually become: 

more anxious rather than more informed. 

ASRM notes that strict intercourse scheduling and intensive fertility tracking can 
reduce: 

sexual satisfaction, 

sexual frequency 

for some couples. 

The purpose of tracking should be: 

to help conception—not dominate the relationship. 



 

 

 

Ovulation Tracking and Performance Anxiety 

This is particularly important in my practice. 

A woman may tell her husband: 

“The LH test is positive. We must have intercourse tonight.” 

The husband suddenly experiences: 

performance pressure, 

erectile difficulty, 

delayed ejaculation. 

The biological fertile window is correct—but the couple cannot use it comfortably. 

At Saira Health Care, I consider: 

sexual function part of fertility treatment. 

The answer may be: 

reducing excessive scheduling, 

treating performance anxiety, 

managing erectile dysfunction 

rather than adding another tracking technology. 

 

How Often Should Couples Have Intercourse? 

Couples do not need to have intercourse: 

ten times around ovulation. 

ASRM recommends intercourse approximately: 

every one to two days during the fertile window 

for maximum reproductive efficiency. 

But two to three times per week throughout the cycle can provide nearly comparable 
exposure for many couples. 

This can be much less stressful. 

 



 

 

Should Men “Save Sperm” Until Ovulation Day? 

Usually: 

no. 

Long abstinence is not generally necessary for natural conception. 

Regular ejaculation does not normally “use up” fertility in a healthy man. 

Therefore couples should not miss early fertile days because they are deliberately 
saving sperm for: 

one supposedly perfect day. 

 

Does Ovulation Tracking Replace a Semen Analysis? 

No. 

This is extremely important. 

A woman may spend: 

two years 

tracking ovulation perfectly. 

But if the male partner has: 

severe oligospermia, 

azoospermia, 

major motility abnormality, 

tracking alone cannot solve the problem. 

Fertility belongs to: 

the couple. 

 

Does Ovulation Tracking Tell Us Whether the Fallopian Tubes Are Open? 

No. 

A woman can: 

ovulate every month, 

have textbook LH surges 



 

 

and still have: 

bilateral tubal blockage. 

Tubal patency requires appropriate fertility evaluation such as: 

HSG, 

HyCoSy 

when clinically indicated. 

Therefore: 

normal ovulation does not equal normal fertility. 

 

Does Ovulation Tracking Measure Egg Quality? 

No. 

This is another major misconception. 

A positive LH test tells us: 

an LH surge occurred. 

It does not tell us: 

whether the egg is chromosomally normal, 

whether fertilization will occur, 

whether the embryo will implant. 

Egg quality is strongly influenced by: 

reproductive age. 

No home ovulation test measures it directly. 

 

Does AMH Track Ovulation? 

No. 

AMH primarily provides information about: 

ovarian reserve. 

It does not tell you: 

which day you will ovulate, 



 

 

whether you definitely ovulated, 

the quality of the egg released. 

WHO's 2025 guideline emphasizes age strongly when assessing low ovarian reserve and 
treats AMH, AFC and early-cycle FSH as supplementary reserve tests when appropriate. 

 

When Should Ovulation Tracking Lead to Medical Evaluation? 

Seek assessment rather than endlessly continuing home tracking when: 

periods are absent, 

cycles are repeatedly very irregular, 

cycles are consistently unusually long, 

LH tests are repeatedly confusing, 

ovulation cannot be confirmed, 

severe pelvic pain occurs, 

fertility attempts have reached the usual evaluation threshold. 

Evaluation should also begin earlier when there is: 

endometriosis, 

previous PID, 

ectopic pregnancy, 

known tubal disease, 

known male infertility, 

sexual dysfunction. 

 

Standard Fertility-Evaluation Timing 

In general: 

Woman younger than 35 

Evaluation after approximately: 

12 months 

without conception when no other risk exists. 



 

 

Woman 35 or older 

Evaluation after approximately: 

6 months. 

Woman over 40 

prompt evaluation 

is generally reasonable. 

Do not spend valuable reproductive time trying increasingly complex tracking devices 
when fertility evaluation is already indicated. 

 

Ovulation Tracking Is Different From Diagnosing Ovulatory Dysfunction 

Home tracking can suggest: 

a problem. 

Diagnosis should determine: 

the cause. 

For suspected anovulation, WHO's 2025 guideline recommends clinical evaluation of 
the: 

hypothalamic-pituitary-ovarian axis, 

with tests selected according to presentation. 

Examples may include: 

FSH, 

LH, 

estradiol, 

testosterone in selected cases, 

TSH, 

prolactin. 

This is far more useful than simply saying: 

“Your ovulation kit is abnormal.” 

 

The Unani Perspective on Ovulation and Fertility 



 

 

As a physician trained in Unani medicine, I approach female reproductive health 
through both: 

traditional physiological understanding 

and: 

modern reproductive diagnostics. 

Classical Unani literature discusses infertility under the term: 

‘Uqr. 

CCRUM's standardized Unani terminology defines ‘Uqr as inability to conceive and 
explicitly acknowledges that: 

the cause may involve either partner. 

This is an important concept because modern infertility medicine similarly recognizes: 

male factors, 

female factors, 

combined factors. 

 

Classical Unani Understanding 

Traditional Unani texts discuss reproductive function through concepts such as: 

Mizaj, 

constitutional balance, 

menstrual health, 

nutrition, 

body weight, 

uterine wellbeing. 

CCRUM's Standard Unani Treatment Guidelines discuss traditional principles for ‘Uqr, 
including consideration of constitutional patterns and factors such as: 

obesity, 

low body weight, 

reproductive-organ health. 

These traditional concepts can contribute to: 



 

 

whole-person reproductive assessment. 

But they should be integrated with modern information. 

 

Modern Medicine Has Added Something Very Valuable 

Today we can objectively measure: 

LH, 

progesterone, 

follicular growth, 

ovarian reserve, 

tubal patency, 

semen quality. 

Therefore I do not see modern ovulation testing and Unani medicine as: 

competing systems. 

Modern testing can tell us: 

what is happening physiologically. 

Unani care can then be individualized according to: 

the patient's general health, 

metabolic status, 

menstrual pattern, 

sexual wellbeing. 

 

Can Unani Medicine Help Women With Irregular Cycles? 

Potentially, supportive Unani management may be useful in selected women when 
menstrual irregularity is associated with modifiable factors such as: 

nutrition, 

body weight, 

metabolic wellbeing, 

general lifestyle. 



 

 

Unani care can also support: 

digestion, 

sleep, 

general wellbeing, 

sexual health. 

But: 

the reason for irregular ovulation must still be diagnosed. 

A woman with: 

PCOS, 

hypothyroidism, 

hyperprolactinaemia, 

premature ovarian insufficiency 

does not have the same disorder. 

They should not all receive: 

one universal fertility medicine. 

 

Does Unani Medicine Have Proven Ovulation-Inducing Effects Comparable With 
Standard Ovulation Drugs? 

Current high-quality evidence is: 

insufficient to make that claim. 

There is ongoing institutional interest in infertility research within India's Unani system. 

CCRUM's current research programmes continue to include: 

‘Uqr — infertility 

among conditions for clinical research and validation. 

But direct high-quality evidence proving that a specific Unani formulation reliably 
induces ovulation and improves live-birth outcomes across causes of anovulation 
remains limited. 

Therefore: 



 

 

I do not advise replacing proven ovulation-induction treatment with an unverified 
herbal promise when true anovulatory infertility has been diagnosed. 

 

How Unani Medicine May Be Useful 

A responsible integrative role may include support for: 

nutritional wellbeing, 

healthy weight, 

metabolic health, 

menstrual wellbeing, 

digestive health, 

sleep, 

sexual function, 

general reproductive health. 

These factors can be important, particularly in functional and metabolic reproductive 
disorders. 

But: 

supportive reproductive health is different from proven induction of ovulation. 

 

Unani Medicine Cannot Make a Fertile Window Exist if Ovulation Is Absent 

This is a very important point. 

If the ovary does not release an egg: 

there is no genuine ovulatory fertile window in that cycle. 

No amount of: 

calendar tracking, 

cervical mucus checking, 

LH testing 

can substitute for egg release. 

Likewise, supportive Unani care should not be described as though it creates a fertile 
window automatically in every anovulatory woman. 



 

 

The correct question is: 

Why is she not ovulating? 

 

Unani Medicine Cannot Correct Every Structural Infertility Problem 

Even perfect ovulation cannot lead to natural conception if: 

both fallopian tubes are severely blocked. 

Likewise, ovulation tracking cannot overcome: 

azoospermia 

in the male partner. 

Therefore: 

fertility treatment must be diagnosis-led. 

 

Special Ovulation Assessment by Dr. Nizamuddin Qasmi 

When a woman consults me because she cannot identify ovulation, I do not 
immediately prescribe: 

an ovulation medicine. 

I ask: 

How long are your cycles? 

Are they regular? 

How often do periods occur? 

Do you notice cervical mucus changes? 

Have you used an LH kit? 

Do you ever get positive results? 

Do you have PCOS? 

Any abnormal hair growth or acne? 

Any thyroid problem? 

Any nipple discharge? 

How long have you been trying for pregnancy? 



 

 

Then I also ask: 

“Has your husband had a semen analysis if infertility evaluation is indicated?” 

Because ovulation tracking cannot be interpreted separately from: 

the couple. 

 

What “Special Treatment” Means at Saira Health Care 

Specialized fertility care does not mean: 

everyone gets the same ovulation tablets. 

At Saira Health Care, I divide patients into clinical situations. 

 

Situation 1: Regular Cycles, No Infertility 

The woman probably needs: 

education, 

simple fertile-window tracking. 

She may use: 

cycle dates, 

cervical mucus, 

LH testing if desired. 

No major fertility treatment is necessarily required. 

 

Situation 2: Ovulation Appears Regular but Timing Is Poor 

The main intervention may simply be: 

intercourse every one to two days during the likely fertile interval. 

This is sometimes all that is needed. 

 

Situation 3: Irregular Ovulation 

Now I investigate: 

PCOS, 



 

 

thyroid disease, 

prolactin disorders, 

other endocrine causes. 

The treatment should address: 

the cause. 

 

Situation 4: LH Positive but Pregnancy Not Occurring 

If a couple has been trying long enough: 

stop focusing only on ovulation. 

We need to assess: 

semen, 

fallopian tubes, 

reproductive age, 

uterus. 

A positive LH test does not prove that everything else is normal. 

 

Situation 5: Ovulation Tracking Creates Sexual Anxiety 

If the husband develops: 

erectile dysfunction, 

ejaculation difficulty 

only when intercourse is scheduled, I may simplify the tracking strategy and treat: 

performance anxiety. 

This is one of the advantages of considering: 

Sexual Disorders & Infertility together. 

 

Situation 6: PCOS 

If periods are very irregular and anovulation is confirmed, the focus changes from: 

tracking ovulation 



 

 

to: 

restoring or inducing ovulation appropriately. 

Modern treatment and carefully selected supportive Unani care can then be integrated 
according to: 

metabolic status, 

BMI, 

symptoms, 

fertility history. 

 

Situation 7: Advanced Reproductive Age 

A woman in her late 30s or 40s should not spend: 

one or two years 

trying multiple tracking technologies before fertility assessment. 

Tracking can optimize timing. 

It cannot reverse: 

reproductive ageing. 

Time-sensitive evaluation becomes much more important. 

 

Saira Health Care's Contribution to Sexual Disorders & Infertility 

At Saira Health Care, ovulation tracking is not treated as a stand-alone internet 
calculation. 

It forms part of a broader fertility approach involving: 

the woman + the man + sexual function + reproductive anatomy. 

Depending upon the couple, assessment may include: 

menstrual-cycle analysis, 

ovulation assessment, 

ovarian reserve where appropriate, 

ultrasound, 

tubal evaluation, 



 

 

semen analysis, 

hormonal investigations, 

sexual-function assessment. 

This is particularly important because a couple may believe: 

“Our ovulation timing is wrong.” 

But after evaluation, the actual issue may be: 

severe male factor, 

blocked tubes, 

sexual dysfunction. 

The correct diagnosis prevents: 

months or years of unnecessary tracking. 

 

Dr. Nizamuddin Qasmi's Specialized Clinical Approach 

As a well-qualified physician with a specialized clinical focus in Sexual Disorders & 
Infertility, my approach combines: 

reproductive physiology, 

male fertility, 

female fertility, 

sexual medicine, 

responsible Unani care. 

My professional training includes: 

BUMS — Hamdard University, Delhi 
MD 
CGO 
Certificate in Infertility — MGBIMS, Delhi 
Certificate in Urology — London, UK 
Masters in Male Infertility — MasterHealthPro (HealthPro) 
Integrated Sexual and Reproductive Health — ISRH, UNFPA 

The aim is not simply to tell a woman: 

“Your ovulation day is Day 14.” 



 

 

The aim is to determine: 

Is she actually ovulating? 

When is ovulation likely? 

Is the fertile window being used appropriately? 

Is there another female fertility factor? 

Is male fertility normal? 

Is sexual dysfunction preventing effective intercourse? 

and: 

Does this couple require treatment rather than more home tracking? 

 

Common Ovulation-Tracking Mistakes 

Mistake 1: Assuming Day 14 applies to every woman 

It does not. 

Mistake 2: Depending only on a mobile app 

An app predicts; it does not directly detect ovarian follicle rupture. 

Mistake 3: Waiting for the positive LH result before having any intercourse 

The preceding days are often highly fertile. 

Mistake 4: Assuming a positive LH test proves ovulation occurred 

It predicts an approaching event. 

Mistake 5: Using BBT to decide when intercourse should begin 

BBT mainly identifies ovulation retrospectively. 

Mistake 6: Treating every irregular cycle as “late ovulation” 

Some irregular cycles may be: 

anovulatory. 

Mistake 7: Tracking the woman for years without testing the husband 

Infertility belongs to: 

both partners. 

Mistake 8: Assuming regular ovulation means fertility must be normal 



 

 

Tubes, sperm, uterus and age still matter. 

Mistake 9: Interpreting AMH as an ovulation test 

It is not. 

Mistake 10: Letting tracking destroy sexual spontaneity 

Fertility treatment should not create avoidable sexual dysfunction. 

 

Frequently Asked Questions 

What is ovulation tracking? 

Ovulation tracking means using menstrual patterns, bodily signs, hormone tests or 
medical investigations to estimate or confirm when an egg is released. 

 

What is the simplest method? 

For regular cycles: 

menstrual dates, 

cervical mucus 

provide a useful starting point. 

 

What is the most useful home hormonal test? 

Urinary: 

LH ovulation-predictor kits 

are widely used. 

 

How long after a positive LH test does ovulation occur? 

Usually within approximately: 

24–48 hours. 

 

Does a positive LH test guarantee ovulation? 

No. 



 

 

It detects the hormonal surge that normally precedes ovulation. 

 

What are the best days for intercourse after a positive LH test? 

The positive-test day and following day are useful. 

Intercourse in the preceding one to two days is also valuable. 

 

What is fertile cervical mucus? 

Mucus that is generally: 

clear, 

slippery, 

stretchy, 

wet. 

It commonly appears before ovulation. 

 

Is cervical mucus tracking accurate? 

It can be a useful real-time sign of fertility and may perform better than a calendar alone 
in some women. 

 

What can interfere with cervical mucus interpretation? 

infection, 

semen, 

lubricants, 

vaginal products, 

douching, 

breastfeeding. 

 

What is BBT? 

Basal body temperature is your resting temperature immediately after waking. 



 

 

 

Does BBT predict ovulation? 

Not very well. 

It is more useful for confirming that ovulation likely: 

already occurred. 

 

Should I measure BBT every morning? 

You can, but it is not necessary for everyone. 

 

Are fertility apps accurate? 

They can estimate cycle patterns but should not be assumed to identify the exact 
ovulation day. 

ASRM reports significant limitations in simple app-based calendar prediction. 

 

Are smart rings or watches better? 

Wearable technology is promising. 

A 2026 systematic review found useful overall performance, but accuracy varies 
according to device design and population. 

 

Can a wearable prove I ovulated? 

Not necessarily. 

Different products define ovulation differently and many rely on indirect physiological 
markers. A 2026 review found substantial variation in definitions and validation 
methods. 

 

What is the best clinical test to confirm ovulation? 

For appropriate infertility patients, WHO's 2025 guideline suggests: 

mid-luteal serum progesterone 

as a practical method of presumptive confirmation. 



 

 

 

When should progesterone be checked? 

Approximately: 

seven days before the expected next period, 

not automatically on Day 21. 

 

Does a progesterone blood test show egg quality? 

No. 

 

Can ultrasound track ovulation? 

Yes. 

Serial transvaginal ultrasound can monitor: 

follicle growth, 

probable follicular rupture. 

 

Does everyone need follicular monitoring? 

No. 

It is most useful in selected infertility and treatment cycles. 

 

Does every woman ovulate on Day 14? 

No. 

 

I have a 32-day cycle. When may I ovulate? 

A rough calendar estimate is around: 

Day 18. 

But individual variation occurs. 

 

My cycle changes every month. Can I still track ovulation? 



 

 

You can try, but large cycle variation can make prediction difficult. 

Medical evaluation may be more useful when the irregularity is persistent. 

 

Can PCOS cause repeated positive ovulation tests? 

Yes. 

Elevated or irregular LH patterns can produce confusing or false-positive results. 

 

Can PCOS cause negative LH tests? 

Yes. 

If ovulation does not occur or the surge is missed, a positive result may never appear. 

 

Does PCOS mean I cannot get pregnant? 

No. 

Many women with PCOS conceive. 

The important issue is whether: 

ovulation is occurring regularly. 

 

Does having a period mean I definitely ovulated? 

Not always. 

Anovulatory bleeding can occur. 

 

Can I ovulate without getting a period? 

If pregnancy occurs, the subsequent period does not occur. 

In other settings, unusual hormonal patterns can make bleeding history difficult to 
interpret. 

 

Does regular menstruation mean I definitely ovulate? 

Regular cycles strongly suggest ovulation in many women, although no history-based 
method is perfect. 



 

 

 

Can I become pregnant before a positive LH test? 

Yes. 

The days before the LH surge can be highly fertile because sperm survive for several 
days. 

 

Can I get pregnant five days before ovulation? 

Yes. 

That is why the fertile window starts before ovulation. 

 

What is the most fertile day? 

The highest probabilities are usually in the: 

one to two days before ovulation. 

 

How often should we have intercourse? 

Approximately: 

every one to two days 

during the fertile window is highly effective. 

 

Is daily intercourse harmful to sperm? 

Not generally in a healthy man trying naturally. 

 

Should we save sperm for ovulation day? 

Usually no. 

 

Does ovulation tracking increase pregnancy chances? 

Correctly identifying fertile days can improve intercourse timing and may decrease time 
to conception in ovulatory couples. 

 



 

 

Can ovulation tracking cure infertility? 

No. 

It optimizes timing. 

It cannot correct: 

blocked tubes, 

severe sperm abnormalities, 

major structural disease. 

 

Does AMH tell me when I ovulate? 

No. 

 

Does AMH prove whether I am fertile? 

No. 

 

Does low AMH mean I do not ovulate? 

No. 

A woman can have: 

low AMH, 

regular ovulation. 

 

Should my husband be tested if my ovulation is normal? 

If infertility evaluation is indicated: 

yes. 

A semen analysis is an important part of couple-based fertility care. 

 

Can blocked tubes cause infertility even when ovulation is perfect? 

Yes. 

 



 

 

Can azoospermia cause infertility even when the woman tracks ovulation 
perfectly? 

Yes. 

 

Can erectile dysfunction reduce pregnancy chances? 

Yes, if intercourse cannot occur effectively during fertile days. 

 

Can performance anxiety happen because of ovulation tracking? 

Yes. 

Strict scheduled intercourse can create significant psychological pressure in some 
couples. 

 

What if I never get a positive ovulation test for three or four months? 

If cycles are irregular or pregnancy is being attempted, consider clinical evaluation 
rather than continuing indefinitely with strips alone. 

 

What if the test is positive several times in one month? 

Possible reasons include: 

prolonged LH surge, 

PCOS, 

test characteristics. 

If recurrent, further assessment may help. 

 

Should I use both LH strips and BBT? 

You can. 

LH predicts. 

BBT provides retrospective support that ovulation occurred. 

But most couples do not need every method. 

 



 

 

What is PdG? 

A urinary metabolite of progesterone sometimes measured by newer fertility monitors 
to provide post-ovulation hormonal information. 

 

Are multi-hormone monitors better than LH strips? 

They provide more information, but they are: 

more expensive, 

device dependent. 

They are not necessary for every couple. 

 

Does a high temperature mean pregnancy? 

No. 

BBT is not a pregnancy test. 

 

Can fever ruin my BBT chart? 

Yes. 

Illness can interfere with temperature interpretation. 

 

Does sleep affect BBT? 

Yes. 

Irregular sleep can make the chart harder to interpret. 

 

Can Unani medicine help irregular ovulation? 

Individualized Unani care may contribute supportively to: 

nutrition, 

metabolic wellbeing, 

weight management, 

menstrual health, 



 

 

sexual wellbeing. 

But the cause of irregular ovulation should first be identified. 

 

Does Unani medicine have a role in infertility? 

Yes, as part of responsible integrative care in selected patients. 

CCRUM recognizes: 

‘Uqr — infertility 

within the Unani clinical framework and continues to include infertility in research 
activities. 

 

Can Unani medicine replace ovulation testing? 

No. 

Modern tests provide objective information about: 

hormones, 

follicular development, 

ovulation. 

 

Can Unani medicine guarantee ovulation? 

Current evidence is not sufficient to guarantee that a particular Unani medicine will 
induce ovulation in every woman. 

 

Can Unani medicine replace treatment for PCOS-related anovulatory infertility? 

It should not replace evidence-based ovulation-induction treatment when this is 
clinically indicated. 

WHO's current infertility guideline recommends evidence-based medical pathways for 
PCOS-related anovulatory infertility. 

 

Can Unani treatment be combined with modern fertility care? 

Yes, where clinically appropriate, provided the medicines are reviewed for: 



 

 

interactions, 

safety, 

pregnancy planning, 

and proven treatment is not delayed. 

 

A Message From Dr. Nizamuddin Qasmi to Women Tracking Ovulation 

My advice is: 

use tracking to understand your body—not to become afraid of it. 

If your cycles are regular: 

keep the method simple. 

If you notice: 

fertile mucus, 

an LH surge, 

use that information to time intercourse. 

You do not need to prove ovulation through five separate technologies every month. 

 

A Message to Women With Irregular Periods 

If your periods come every: 

45 days, 

60 days, 

several months, 

please do not think: 

“I am just bad at tracking ovulation.” 

There may be: 

an ovulatory disorder. 

We need to determine why. 

Possibilities include: 

PCOS, 



 

 

thyroid disease, 

prolactin problems, 

hypothalamic dysfunction, 

ovarian insufficiency. 

The correct diagnosis can save months of frustration. 

 

A Message to Couples Who Have Been Trying for a Long Time 

If you have already reached the point where fertility evaluation is indicated: 

do not keep changing only the ovulation-tracking method. 

A more expensive app cannot tell us whether: 

the tubes are blocked, 

sperm is severely abnormal. 

At that stage the couple needs: 

proper fertility evaluation. 

 

A Message to Men 

Your wife should not carry the entire responsibility for: 

finding the perfect fertile day. 

If pregnancy is delayed when evaluation is indicated: 

semen analysis matters. 

Fertility is a couple's condition. 

 

A Message About Unani Medicine 

As a Unani physician, I value the system's emphasis on: 

Mizaj, 

nutrition, 

digestion, 

menstrual wellbeing, 



 

 

general reproductive health. 

But I also value modern diagnostic precision. 

I can use: 

LH, 

progesterone, 

ultrasound, 

semen analysis 

to understand what is actually happening. 

Then Unani care can be integrated rationally where it may support: 

the patient's general health, 

metabolic condition, 

sexual wellbeing, 

reproductive health. 

This is stronger than treating every fertility problem with the same medicine. 

 

Current Medical Understanding — 2026 Update 

Several developments are especially relevant to ovulation tracking today. 

WHO now provides global evidence-based guidance on ovulation assessment 

WHO's first global infertility guideline was published on: 

28 November 2025. 

For women with infertility who appear to have regular ovulatory cycles, WHO suggests: 

mid-luteal progesterone 

for presumptive confirmation of ovulation rather than routine ultrasound solely for that 
purpose. 

The recommendations were also published in peer-reviewed reproductive-medicine 
literature in 2026. 

Ovulation assessment should be cause-directed 

WHO recommends assessment of the hypothalamic-pituitary-ovarian axis when: 

anovulation, 



 

 

oligo-ovulation 

is suspected. 

LH kits remain useful—but are not perfect 

ASRM confirms that urinary LH testing is useful for identifying the mid-cycle surge, while 
recognizing: 

false-positive results, 

variation between products, 

particular limitations in PCOS. 

Calendar apps should not be treated as exact ovulation detectors 

Simple calendar-based apps are limited because the fertile window varies between 
cycles. 

Wearables are becoming more capable 

A 2026 systematic review found promising diagnostic performance for digital wearable 
technology, with pooled accuracy around 88% in the included evidence. 

However: 

not all devices are equivalent. 

A separate 2026 assessment showed substantial variation in: 

ovulation definitions, 

biomarkers, 

validation standards 

and relatively limited evidence in irregular-cycle populations. 

Therefore the most scientifically responsible 2026 position is: 

fertility technology is improving rapidly, but consumer-device predictions should 
still be interpreted within reproductive physiology and clinical context. 

 

Conclusion 

Ovulation tracking can be a valuable tool for couples trying to conceive—but only 
when we understand what each method actually measures. 

The menstrual calendar provides: 



 

 

an estimate. 

Cervical mucus provides: 

a natural real-time sign of increasing fertility. 

Urinary LH tests detect: 

the hormonal surge that generally precedes ovulation. 

Basal body temperature provides mainly: 

retrospective evidence. 

Mid-luteal progesterone can provide: 

biochemical confirmation. 

Ultrasound gives: 

detailed information about follicular development and likely ovulation. 

Newer wearables and multi-hormone monitors provide increasingly sophisticated 
information, and 2026 evidence suggests that digital fertility technology has significant 
potential. But validation varies between devices, particularly in women with irregular 
cycles. 

For healthy couples with regular cycles, ovulation tracking should generally remain: 

simple. 

Menstrual dates plus: 

cervical mucus, 

optional LH testing 

are adequate for many women. 

Intercourse approximately: 

every one to two days during the fertile window 

provides excellent natural-conception exposure. 

But repeated abnormal tracking results should not lead to endless home testing. 

If periods are: 

absent, 

highly irregular, 

we must ask: 



 

 

Why is ovulation disturbed? 

WHO's current infertility guideline supports targeted hormonal evaluation when oligo-
ovulation or anovulation is suspected. 

Likewise: 

normal ovulation does not guarantee normal fertility. 

A woman can ovulate every month but have: 

blocked tubes, 

endometriosis, 

significant age-related reproductive decline. 

The male partner may have: 

low sperm count, 

poor motility, 

azoospermia. 

Therefore, once infertility evaluation is indicated: 

the couple—not only the ovulation date—must be assessed. 

From the Unani perspective, reproductive health has traditionally been approached 
through concepts including: 

‘Uqr, 

Mizaj, 

menstrual wellbeing, 

nutrition, 

body condition, 

reproductive health. 

CCRUM's standardized terminology recognizes ‘Uqr as infertility and acknowledges that 
its cause may lie with: 

either partner. 

This traditional couple-based concept fits well with modern fertility medicine. 

Individualized Unani care may provide useful supportive treatment for selected aspects 
of: 



 

 

nutrition, 

metabolic health, 

menstrual wellbeing, 

digestion, 

sexual health, 

general reproductive wellbeing. 

But current scientific evidence does not support claiming that a universal Unani 
medicine can: 

guarantee ovulation, 

extend the biological fertile window, 

reopen every blocked fallopian tube, 

correct every cause of infertility. 

At Saira Health Care, my preferred approach is therefore: 

understand the menstrual cycle → identify likely fertile days → use appropriate 
ovulation-tracking methods → confirm ovulation medically when necessary → 
diagnose the cause when ovulation is irregular → assess the male partner when 
infertility evaluation is indicated → investigate tubes and other reproductive factors 
when necessary → integrate responsible Unani supportive care according to the 
diagnosis. 

My most important message to patients is: 

Ovulation tracking should answer questions—not create anxiety. 

If a simple method provides the information you need: 

keep it simple. 

If the pattern repeatedly does not make sense: 

stop guessing and investigate. 

That is the difference between merely tracking a menstrual cycle and practicing: 

intelligent reproductive medicine. 
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Dr. Nizamuddin Qasmi is a well-qualified physician with a specialized clinical focus on 
Sexual Disorders & Infertility at Saira Health Care. 

His fertility practice integrates assessment of: 

ovulation disorders, 

menstrual irregularity, 

PCOS-related fertility problems, 

male infertility, 

semen abnormalities, 

tubal-factor infertility, 

reproductive infections, 

erectile dysfunction, 

ejaculatory disorders, 

performance anxiety, 

painful intercourse. 

His approach to ovulation tracking emphasizes: 

understanding the purpose of the test before ordering or recommending it. 

Depending upon the patient, assessment may include: 

menstrual-cycle analysis, 

cervical-mucus counselling, 

LH-test interpretation, 



 

 

progesterone testing, 

pelvic ultrasound, 

follicular monitoring, 

ovarian-reserve assessment, 

tubal evaluation, 

semen analysis, 

male reproductive evaluation, 

sexual-function assessment. 

Where clinically appropriate, individualized Unani principles may be incorporated to 
support: 

nutrition, 

digestion, 

metabolic wellbeing, 

menstrual health, 

sexual wellbeing, 

general reproductive health. 

At Saira Health Care, the objective is not simply to tell a patient: 

“Your ovulation date is Day 14.” 

The objective is to answer: 

Is ovulation occurring? 

When is it likely occurring? 

Is the fertile window being used correctly? 

Is an ovulation disorder present? 

Does the male partner have a fertility factor? 

Are the fallopian tubes or reproductive organs contributing? 

and: 

What is the simplest medically appropriate route toward conception for this 
particular couple? 

 



 

 

Medical Disclaimer 

This article is intended for professional education and general public awareness. It does 
not replace individualized consultation with an appropriately qualified physician, 
gynecologist, reproductive-medicine professional or fertility specialist. 

Calendar predictions, fertility applications, LH strips, basal-temperature charts and 
wearable devices estimate different aspects of the menstrual cycle and should not be 
treated as interchangeable diagnostic tests. 

A positive urinary LH test does not guarantee that follicular rupture occurred. 

A negative LH test does not automatically prove anovulation. 

Basal body temperature mainly provides retrospective information and can be altered 
by: 

fever, 

sleep disturbance, 

alcohol, 

irregular working hours. 

Women with persistent: 

amenorrhea, 

markedly irregular cycles, 

repeated confusing ovulation tests, 

suspected PCOS, 

thyroid disease, 

hyperprolactinaemia, 

diminished ovarian function 

should receive appropriate medical evaluation rather than relying indefinitely on home 
tracking. 

Mid-luteal progesterone should be timed according to the expected next 
menstruation—approximately seven days before it—rather than automatically being 
ordered on Cycle Day 21 for every woman. 

Ovulation tracking does not assess: 

fallopian-tube patency, 



 

 

sperm quality, 

uterine anatomy, 

egg chromosomal quality. 

Couples experiencing infertility should therefore receive appropriate couple-based 
assessment when indicated. 

Unani medicine may be integrated as supportive care where clinically appropriate, but it 
should not replace objective diagnosis or evidence-based treatment for significant 
ovulatory dysfunction, endocrine disease, severe structural infertility or serious male-
factor infertility. 

No ovulation-tracking method, medication, Unani treatment, fertility supplement, IUI, 
IVF or ICSI can guarantee pregnancy or live birth. 

 


