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A Message From Dr. Nizamuddin Qasmi 

One of the most common questions couples ask me is: 

“Doctor, which days are best for pregnancy?” 

Another common question is: 

“My cycle is 28 days. Does that mean I must have intercourse exactly on day 14?” 

Some couples become so worried about identifying one perfect day that sexual 
intercourse begins to feel like an examination rather than a normal part of their 
relationship. 

My first message to such couples is: 

Pregnancy does not depend on one single “magic day.” 

There is a group of days during each ovulatory menstrual cycle when pregnancy is 
biologically possible. 

This period is called: 

the fertile window. 

For clinical counselling, the American Society for Reproductive Medicine defines the 
fertile window as approximately the six-day interval ending on the day of ovulation. 
The highest probability of conception is usually found during the one to two days 
before ovulation, rather than waiting until after the egg has already been released. 



 

 

Understanding this simple concept can help couples: 

time intercourse more naturally, 

reduce unnecessary anxiety, 

avoid missing fertile days, 

recognize possible ovulation problems, 

know when fertility evaluation may be necessary. 

But I also remind patients: 

Knowing the fertile window can optimize opportunity for conception—it cannot 
correct every cause of infertility. 

Perfectly timed intercourse cannot overcome: 

absent ovulation, 

bilateral tubal blockage, 

severe male-factor infertility, 

significant uterine abnormalities, 

advanced reproductive ageing. 

This is why fertility awareness is useful, but it should always be understood within the 
wider reproductive picture. 

 

What Is the Fertile Window? 

The fertile window is the period during the menstrual cycle when sexual intercourse can 
realistically result in pregnancy. 

It exists because: 

sperm can survive for several days inside the female reproductive tract, 

while: 

the released egg remains capable of fertilization for a much shorter period. 

ACOG explains that sperm can survive in the female reproductive tract for as long as 
approximately: 

five days, 

while the ovulated egg generally remains viable for approximately: 



 

 

12–24 hours. 

Therefore, intercourse does not need to occur at the exact moment of ovulation. 

If healthy sperm are already present in the reproductive tract when the egg is released: 

fertilization may occur. 

This is why intercourse in the days: 

before ovulation 

is often more valuable than waiting until ovulation has definitely passed. 

 

The Fertile Window in Simple Terms 

A useful way to think about it is: 

Approximately 5 days before ovulation 

through: 

the day of ovulation. 

That gives an approximately: 

six-day fertile window. 

The highest chance of conception is generally concentrated in: 

the two days before ovulation, 

with studies suggesting that the day before ovulation may be particularly favourable. 

This means that couples trying for pregnancy should not wait until: 

“The egg has definitely released.” 

By that time, some of the best fertile days may already have passed. 

 

Why Are the Days Before Ovulation So Important? 

Sperm and the egg have very different survival times. 

A healthy sperm can remain viable in favourable cervical mucus for several days. 

The egg has a much shorter lifespan after it leaves the ovary. 

Therefore, biologically it is often advantageous for sperm to be: 

waiting in the reproductive tract 



 

 

before ovulation occurs. 

Think of it this way: 

The egg is released only once. 

But if intercourse occurs during the preceding fertile days: 

sperm may already have travelled through the cervix, 

some may have reached the fallopian tube, 

fertilization can occur soon after ovulation. 

This is why concentrating intercourse only after a positive temperature rise can 
sometimes be too late. 

 

What Is Ovulation? 

Ovulation is the release of a mature egg—or oocyte—from an ovarian follicle. 

During the first part of a typical menstrual cycle: 

follicles begin developing in the ovary, 

one usually becomes dominant, 

estrogen levels rise. 

As the follicle matures, the brain and ovaries coordinate a hormonal signal known as 
the: 

luteinizing hormone surge — LH surge. 

This surge triggers the final events leading to: 

ovulation. 

After the egg is released, the emptied follicle becomes the: 

corpus luteum, 

which produces progesterone. 

Progesterone helps prepare the endometrium—the inner uterine lining—for possible 
implantation. 

 

When Does Ovulation Occur? 

Many people have been taught: 



 

 

“Ovulation occurs on day 14.” 

This is an oversimplification. 

Day 14 is a useful example for a: 

28-day menstrual cycle. 

But not every woman has a 28-day cycle. 

ACOG explains that ovulation commonly occurs approximately: 

14 days before the next menstrual period begins, 

rather than automatically on the 14th day of every cycle. 

Therefore, for someone whose cycles are regularly: 

26 days, 

30 days, 

32 days, 

the estimated ovulation day can be different. 

 

How Do We Count the Menstrual Cycle? 

This is important because many women count incorrectly. 

Cycle Day 1 

is: 

the first day of true menstrual bleeding. 

It is not usually the day of: 

very light premenstrual spotting, 

brown discharge before normal flow 

unless that represents the true start of menstruation. 

The cycle ends on the day before the next menstrual period begins. 

For example: 

If menstruation begins on October 1: 

October 1 = Cycle Day 1. 

If the next period starts on October 29: 



 

 

the previous cycle was: 

28 days. 

 

Estimating Ovulation From Cycle Length 

A traditional rough estimate is: 

Cycle length − approximately 14 days = estimated ovulation day. 

For example: 

Usual cycle length Rough estimated ovulation Approximate 6-day fertile window 

24 days Day 10 Days 5–10 

26 days Day 12 Days 7–12 

28 days Day 14 Days 9–14 

30 days Day 16 Days 11–16 

32 days Day 18 Days 13–18 

35 days Day 21 Days 16–21 

These are: 

estimates—not guarantees. 

The actual day of ovulation can shift from one cycle to another. 

ASRM specifically notes that the timing of the fertile window can vary considerably even 
among women who describe their cycles as regular. 

Therefore: 

do not treat this table as an exact biological timetable. 

 

Why the “Day 14 Rule” Can Cause Couples to Miss Fertile Days 

Suppose a woman has a regular: 

32-day cycle. 

If she assumes that every woman ovulates on Day 14 and has intercourse only around: 

Days 12–14, 



 

 

she may actually be several days too early. 

Her ovulation might be closer to: 

Day 18. 

On the other hand, a woman with a: 

24-day cycle 

may ovulate much earlier than Day 14. 

Therefore: 

know your own cycle rather than copying another woman's fertile dates. 

 

Is the Luteal Phase Always Exactly 14 Days? 

Not necessarily. 

The second half of the cycle—from ovulation until the next menstruation—is called the: 

luteal phase. 

Around 14 days is a useful clinical estimate. 

But human biology is not a clock. 

Some variation occurs between women and occasionally between cycles. 

Therefore, calendar calculation provides: 

an estimate of ovulation. 

It does not directly demonstrate that ovulation actually occurred. 

 

Why Can Ovulation Shift Even With Regular Periods? 

Ovulation timing can sometimes change because of: 

illness, 

significant stress, 

travel, 

weight change, 

strenuous exercise, 

sleep disruption, 



 

 

breastfeeding, 

hormonal conditions. 

Sometimes there is no obvious explanation. 

This is why a smartphone application can estimate the fertile window from previous 
cycles but cannot directly see an egg leaving the ovary. 

 

What Are the Best Ways to Recognize the Fertile Window? 

Several methods can help. 

These include: 

1. Menstrual-cycle tracking 

2. Cervical mucus observation 

3. Urinary LH ovulation-predictor kits 

4. Basal body temperature 

5. Ultrasound follicular monitoring in selected fertility patients 

No method is perfect. 

The most appropriate method depends on: 

cycle regularity, 

fertility history, 

how precisely timing matters. 

 

1. Menstrual-Cycle Tracking 

For women with reasonably regular cycles, simple calendar tracking can provide a 
useful starting point. 

Write down: 

the first day of each period. 

After several months, calculate your usual cycle length. 

You can then estimate ovulation at roughly: 

14 days before the next expected period. 



 

 

This costs nothing and is adequate for many couples who have intercourse regularly 
throughout the cycle. 

 

Standard Days Method 

ACOG describes a fertility-awareness approach called the: 

Standard Days Method. 

For women whose cycles consistently fall between approximately: 

26 and 32 days, 

cycle days: 

8 through 19 

are considered a broader potentially fertile period. 

Couples trying to conceive can have intercourse: 

daily, 

or every other day 

during this interval. 

This wider range can be more practical than trying to guess one exact ovulation date. 

 

2. Cervical Mucus — One of the Most Useful Natural Fertility Signs 

The cervix produces mucus whose appearance changes under the influence of ovarian 
hormones. 

As ovulation approaches, estrogen causes cervical mucus to become: 

more abundant, 

clear, 

slippery, 

stretchy, 

lubricative. 

Patients often describe it as resembling: 

raw egg white. 

This type of mucus helps sperm: 



 

 

survive, 

move through the cervix, 

reach the upper reproductive tract. 

ACOG states that cervical mucus often reaches its most fertile appearance 
approximately: 

one to two days before ovulation. 

That makes cervical mucus one of the most useful real-time natural indicators of 
approaching fertility. 

 

What Does Fertile Cervical Mucus Feel Like? 

Many women notice a progression. 

Earlier in the cycle there may be: 

relatively dry days, 

sticky mucus. 

Closer to ovulation, mucus may become: 

creamy, 

increasingly wet. 

During peak fertility it often becomes: 

thin + slippery + transparent + stretchy. 

After ovulation, progesterone usually causes mucus to become: 

thicker, 

less abundant, 

less sperm-friendly. 

 

Should You Wait Until You See Perfect “Egg-White” Mucus? 

No. 

Not every woman observes textbook cervical mucus. 

Some naturally produce less visible discharge. 

Other factors can affect mucus appearance, including: 



 

 

vaginal infection, 

sexual intercourse, 

semen, 

vaginal medications, 

lubricants, 

breastfeeding. 

ACOG also notes that vaginal products, douching, intercourse and pelvic examinations 
can make mucus signs more difficult to interpret. 

Therefore: 

absence of obvious egg-white mucus does not prove absence of ovulation. 

 

3. Ovulation Predictor Kits — OPKs 

Ovulation predictor kits usually measure: 

luteinizing hormone — LH 

in urine. 

The LH surge occurs shortly before ovulation. 

ACOG explains that a positive urine LH test generally suggests that ovulation may occur 
within roughly: 

24–48 hours. 

Therefore, when an LH kit turns positive: 

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

It is also reasonable to have intercourse during the preceding days rather than waiting 
for the positive result. 

 

Why Intercourse Before the Positive LH Test Can Still Be Helpful 

Remember: 

sperm survive much longer than the egg. 

Therefore, intercourse: 

one day before the positive test, 



 

 

two days before 

can already place sperm in the reproductive tract. 

The positive test should not be treated as: 

permission to begin trying. 

It is better understood as: 

evidence that ovulation is approaching. 

 

Does an LH Surge Prove That the Egg Was Released? 

Not always. 

An LH rise predicts that ovulation is likely approaching. 

It does not guarantee that follicular rupture actually occurred. 

This becomes particularly relevant in certain disorders such as: 

PCOS. 

Women with PCOS may have: 

irregular ovulation, 

elevated or fluctuating LH, 

which can occasionally make home ovulation kits confusing or repeatedly positive. 

In such patients: 

clinical evaluation can be more useful than repeatedly buying predictor kits. 

 

What Time of Day Should an Ovulation Test Be Done? 

This depends on the specific manufacturer's test. 

Patients should follow the test instructions because: 

urine concentration, 

test technology, 

recommended timing 

can vary by brand. 

The important principle is: 



 

 

consistency. 

Do not dramatically alter hydration or testing time from day to day if the product 
instructions recommend otherwise. 

 

4. Basal Body Temperature — BBT 

Basal body temperature is the body's resting temperature taken: 

immediately after waking 

before: 

getting out of bed, 

eating, 

exercising. 

After ovulation, progesterone typically causes a small rise in basal temperature. 

Therefore, BBT can help show: 

that ovulation probably occurred. 

ACOG makes an important distinction: 

BBT confirms ovulation retrospectively better than it predicts ovulation 
prospectively. 

By the time the temperature rise is clearly visible: 

the most fertile days may already have passed. 

For pregnancy timing, BBT is therefore often most useful for: 

understanding patterns across cycles, 

confirming likely ovulation, 

rather than deciding when to begin intercourse that same month. 

 

Factors That Can Disturb BBT 

Temperature readings can be influenced by: 

fever, 

poor sleep, 

alcohol, 



 

 

shift work, 

waking at different times, 

travel. 

Therefore: 

one isolated temperature value is not meaningful. 

Look for a sustained pattern. 

 

5. Ultrasound Follicular Monitoring 

In fertility treatment, ultrasound can provide much more direct information about 
ovarian follicle development. 

Transvaginal ultrasound can assess: 

follicle number, 

dominant follicle size, 

endometrial thickness. 

Repeated scans around the expected fertile period are sometimes called: 

follicular monitoring. 

They may be particularly useful when: 

ovulation induction medication is being used, 

cycles are irregular, 

timed intercourse or IUI is being planned. 

But healthy couples with regular cycles: 

do not need ultrasound every month simply to know when to have intercourse. 

 

How Big Is a Follicle at Ovulation? 

Dominant follicles often reach approximately: 

18–24 mm 

around the time ovulation occurs, although there is individual variation and follicle size 
alone does not perfectly predict rupture. 

In medically monitored cycles, doctors interpret follicle size alongside: 



 

 

endometrium, 

cycle day, 

hormones, 

treatment protocol. 

Patients should not become overly focused on one millimetre measurement. 

 

What Is the Best Frequency of Intercourse? 

This is where many couples create unnecessary stress. 

ASRM states that reproductive efficiency is highest when intercourse occurs: 

every 1–2 days during the fertile window. 

But pregnancy rates achieved with intercourse: 

two to three times per week 

can be nearly comparable for many couples. 

Therefore: 

daily intercourse is not compulsory. 

 

Is Intercourse Every Other Day Enough? 

Yes. 

For many couples: 

every other day during the fertile window 

is an excellent approach. 

For example, around the estimated fertile period: 

Day 10, 

Day 12, 

Day 14, 

may provide good exposure in an appropriate cycle. 

The exact dates depend on cycle length. 



 

 

Because sperm survive for several days, intercourse on alternate days can maintain 
sperm availability throughout much of the fertile window. 

 

Can Couples Have Intercourse Every Day? 

Yes. 

There is no general medical reason for healthy couples to avoid daily intercourse during 
the fertile window if: 

both partners are comfortable, 

ejaculation occurs normally. 

ASRM notes that frequent ejaculation does not generally reduce fertility in men with 
normal semen quality and couples should not be advised to artificially restrict 
intercourse while trying to conceive. 

 

Should Men “Save Sperm” for Several Days Before Ovulation? 

Usually: 

No. 

This is a common myth. 

Some couples abstain for: 

five days, 

seven days, 

ten days 

believing they are building a stronger sperm supply for one perfect intercourse. 

This can be counterproductive. 

ASRM reports that long abstinence periods can adversely affect some semen 
parameters and there is no evidence that couples need to “save” sperm to improve 
natural fertility. 

For natural conception: 

regular intercourse is usually preferable. 

 

Semen-Analysis Abstinence Is Different 



 

 

Patients sometimes become confused because laboratories often instruct men to 
abstain for a certain period before: 

semen analysis. 

That instruction is designed to: 

standardize the laboratory sample. 

It is not a recommendation about intercourse frequency for natural conception. 

Do not apply semen-laboratory abstinence rules to every fertile window. 

 

Which Day Has the Highest Chance of Pregnancy? 

There is no guaranteed single day. 

But research summarized by ASRM suggests that the greatest fecundability occurs: 

during the two days before ovulation, 

with the: 

day before ovulation 

often performing particularly well. 

Therefore, if you only focus on the day after you believe ovulation occurred: 

you may have missed the best opportunity. 

 

Can Pregnancy Occur Five Days Before Ovulation? 

Yes. 

Because sperm can survive for several days in favourable reproductive conditions. 

That is precisely why the formal fertile window begins: 

before ovulation. 

 

Can Pregnancy Occur After Ovulation? 

It can occur shortly after ovulation while the oocyte remains viable. 

But the probability declines rapidly because the egg generally remains fertilizable for 
only approximately: 

12–24 hours. 



 

 

This is why fertility planning should emphasize: 

intercourse before and around ovulation, 

rather than several days afterward. 

 

What Happens if You Miss Ovulation Day? 

Do not panic. 

If intercourse occurred during: 

the preceding days, 

pregnancy may still occur. 

The presence of viable sperm before ovulation is one of the main biological reasons the 
fertile window lasts several days. 

 

Do Fertility Apps Accurately Predict Ovulation? 

Sometimes they provide a useful estimate. 

But: 

an app does not detect ovulation merely because it knows your previous period 
dates. 

ASRM notes that smartphone-calendar methods have limited ability to precisely predict 
the exact fertile window for an individual woman because cycle timing can vary. 

ACOG similarly warns that fertility applications and tracking tools: 

may be useful, 

but are not always accurate, 

may create unnecessary pressure. 

Therefore: 

use apps as guides, not as absolute biological truth. 

 

My App Says Ovulation Is Today but My LH Test Is Negative 

Possible explanations include: 

the app estimated incorrectly, 



 

 

ovulation is later this cycle, 

the LH surge was missed, 

ovulation may not occur. 

One isolated mismatch does not automatically indicate disease. 

But repeated irregularity deserves attention. 

 

My App Says I Am Not Fertile but I Have Slippery Cervical Mucus 

Your body's current biological signs may sometimes be more informative than: 

a calendar algorithm based on previous cycles. 

If clear, slippery fertile-type mucus appears earlier or later than expected: 

consider yourself potentially fertile. 

 

Can You Ovulate Twice in One Cycle? 

More than one egg can occasionally be released during the same ovulatory event, which 
can lead to: 

fraternal twins. 

But a woman does not normally ovulate: 

once, then again many days later in the same menstrual cycle. 

Multiple ovulation generally occurs within a relatively short hormonal event. 

 

Can You Get Pregnant During Your Period? 

It is less likely in many cycles, but: 

it is not impossible. 

A woman with: 

short cycles, 

early ovulation 

may have intercourse toward the end of menstruation and still have surviving sperm 
present when ovulation occurs. 

Therefore, menstrual bleeding is not a reliable contraceptive method. 



 

 

 

Can You Get Pregnant Immediately After Your Period? 

Yes, particularly if: 

cycles are short, 

ovulation occurs early. 

For a 24-day cycle, for example, ovulation may occur much earlier than in a 28- or 32-
day cycle. 

 

Can You Become Pregnant With Irregular Periods? 

Yes. 

Irregular cycles do not mean pregnancy is impossible. 

But they may make it difficult to identify: 

when—or whether—ovulation is happening consistently. 

Conditions such as: 

PCOS, 

thyroid dysfunction, 

elevated prolactin, 

hypothalamic dysfunction, 

primary ovarian insufficiency 

can disturb ovulation. 

If periods are highly irregular: 

repeatedly timing intercourse using an app may be less useful than finding the 
cause. 

ACOG specifically advises women with highly irregular cycles to seek medical 
assessment because home ovulation prediction may be unreliable when ovulation itself 
is irregular. 

 

Can You Have a Period Without Ovulating? 

Bleeding can occasionally occur without normal ovulation. 



 

 

This is known as: 

anovulatory bleeding. 

Therefore: 

bleeding does not always prove that an egg was released. 

Regular predictable cycles make ovulation more likely, but abnormal bleeding patterns 
may need evaluation. 

 

Does Regular Menstruation Mean I Definitely Ovulate? 

In women with predictable menstrual cycles, regular ovulation is generally likely. 

But no single menstrual-history feature is perfect. 

If pregnancy is not occurring despite appropriate timing, we evaluate the complete 
fertility picture rather than assuming: 

“Her periods are regular, therefore everything must be normal.” 

 

Can a Progesterone Blood Test Confirm Ovulation? 

Yes, when clinically indicated. 

Progesterone rises after ovulation. 

A blood progesterone level taken in the: 

mid-luteal phase 

can provide evidence that ovulation occurred. 

The common phrase: 

“Day-21 progesterone” 

can be misleading. 

Day 21 works mainly as an example for a typical: 

28-day cycle. 

For a woman with a 35-day cycle, Day 21 may be too early. 

ACOG describes progesterone testing as most useful approximately: 

one week before the expected next period. 

 



 

 

What Is the Correct Time for a Progesterone Test? 

A better principle is: 

approximately seven days before the expected next menstruation, 

rather than automatically: 

Day 21 for every woman. 

This is a perfect example of why fertility treatment should be individualized to: 

cycle length. 

 

Does Ovulation Pain Tell Me the Fertile Day? 

Some women experience one-sided lower abdominal discomfort around ovulation, 
called: 

mittelschmerz. 

It can be a useful clue. 

But it is not sufficiently reliable to use as the only fertility predictor. 

Pelvic pain can also arise from: 

ovarian cysts, 

endometriosis, 

infection, 

gastrointestinal causes. 

Significant or recurrent pain deserves evaluation. 

 

Does Libido Increase Near Ovulation? 

Some women notice: 

increased sexual desire, 

greater vaginal lubrication 

around the fertile period. 

Hormonal changes may contribute. 

But libido is influenced by: 



 

 

relationship factors, 

stress, 

sleep, 

health, 

medications. 

It should not be used as a precise ovulation test. 

 

What About Cervical Position? 

Some fertility-awareness systems track whether the cervix feels: 

higher, 

softer, 

more open 

around ovulation. 

These observations can vary and are difficult for many women to assess accurately. 

For most couples, simpler methods such as: 

menstrual tracking, 

cervical mucus, 

LH testing 

are more practical. 

 

Does Sexual Position Affect Conception? 

There is no convincing evidence that a particular sexual position improves natural 
conception. 

ASRM states that specific coital positions have: 

no demonstrated effect on fertility. 

Therefore, couples do not need to use: 

one particular intercourse position, 

uncomfortable postures 



 

 

to become pregnant. 

Choose what is comfortable and allows ejaculation inside the vagina. 

 

Should a Woman Keep Her Legs Raised After Sex? 

No evidence shows that this improves conception. 

Sperm begin moving through cervical mucus very quickly. 

ASRM notes that sperm transport into the upper reproductive tract occurs rapidly and 
remaining flat after intercourse has no established fertility benefit. 

Therefore: 

you do not need to keep your legs raised for 20 or 30 minutes. 

 

Does Semen Leaking Out Mean the Sperm Were Lost? 

No. 

Some fluid coming out of the vagina after intercourse is normal. 

Semen contains: 

seminal fluid, 

millions of sperm. 

The sperm capable of entering cervical mucus begin moving relatively quickly. 

Visible leakage afterward does not mean: 

conception is impossible. 

 

Should the Vagina Be Washed Immediately After Intercourse? 

Vaginal douching is not recommended for fertility. 

The vagina is self-cleaning. 

Putting: 

antiseptics, 

harsh washes, 

concentrated herbal preparations 



 

 

inside the vagina can disturb the normal vaginal environment. 

There is no need to “clean out” the vagina after intercourse when trying to conceive. 

 

What About Lubricants? 

Some commercial lubricants can impair sperm movement under laboratory conditions. 

The real-world effect on pregnancy is less clear. 

If lubrication is needed frequently when trying for pregnancy, couples may choose: 

fertility-friendly or sperm-compatible lubricants. 

But painful or persistently dry intercourse should also be evaluated for: 

hormonal, 

vaginal, 

sexual-health causes. 

 

Sexual Intercourse Should Not Become a Medical Procedure 

This is an important part of fertility counselling. 

Some couples start: 

checking the app, 

testing urine, 

measuring temperature, 

scheduling intercourse, 

calculating exact minutes. 

Sex becomes stressful. 

The man may develop: 

performance anxiety. 

The woman may experience: 

reduced desire, 

vaginal dryness, 

painful intercourse. 



 

 

At that point, over-monitoring may actually interfere with: 

regular sexual exposure. 

ACOG specifically acknowledges that intensive fertility tracking can create pressure and 
anxiety for some couples. 

Therefore: 

use fertility awareness to help your relationship—not control it. 

 

A Simple Practical Strategy for Couples With Regular Cycles 

If your menstrual cycles are fairly regular and you are not known to have infertility: 

A practical approach is: 

have intercourse every 1–2 days during the likely fertile window. 

Alternatively: 

intercourse approximately two to three times per week throughout the cycle 

usually provides frequent exposure without requiring exact calculations. 

ASRM notes that pregnancy rates with regular intercourse two to three times weekly can 
be close to those achieved with more precisely timed intercourse in many couples. 

This is often my preferred advice for couples who become anxious with ovulation 
tracking. 

 

Example: 28-Day Cycle 

Suppose a woman's cycles are usually: 

28 days. 

Ovulation may occur approximately around: 

Day 14. 

The estimated fertile window might therefore be approximately: 

Days 9–14. 

A practical intercourse schedule could be: 

Day 9, 

Day 11, 



 

 

Day 13, 

Day 14, 

or: 

every other day through this period. 

But remember: 

this is only an estimate. 

If fertile cervical mucus appears earlier or later, adjust accordingly. 

 

Example: 30-Day Cycle 

For a regular 30-day cycle: 

estimated ovulation may be around: 

Day 16. 

The approximate fertile interval may be: 

Days 11–16. 

Intercourse every one to two days throughout this period usually provides good 
coverage. 

 

Example: 32-Day Cycle 

Estimated ovulation: 

around Day 18. 

Approximate fertile window: 

Days 13–18. 

This demonstrates why blindly using: 

Days 12–14 

for everyone can be incorrect. 

 

Example: Irregular Cycles From 27 to 40 Days 

This situation is different. 



 

 

A simple app may give very wide or inaccurate predictions. 

I would want to know: 

Why are the cycles so variable? 

Possible assessment might include: 

PCOS evaluation, 

thyroid assessment, 

prolactin where indicated, 

reproductive history. 

At that stage: 

diagnosing the ovulatory problem can be more valuable than endlessly guessing 
fertile days. 

 

Does Age Change the Fertile Window? 

The biological relationship between ovulation and the fertile window remains similar. 

But: 

the probability of pregnancy during that window declines with increasing female 
reproductive age. 

ASRM emphasizes that female age is a major determinant of natural fecundability even 
when timing is optimized. 

Therefore, perfect timing cannot make: 

a 41-year-old egg biologically equivalent to a 25-year-old egg. 

Timing helps maximize available fertility. 

It does not reverse reproductive ageing. 

 

Does AMH Tell You Your Fertile Window? 

No. 

AMH—Anti-Müllerian Hormone—primarily reflects: 

ovarian reserve. 

It does not tell you: 



 

 

which day you will ovulate, 

whether you will ovulate this month, 

the exact fertile window. 

A woman can have: 

low AMH, 

regular ovulation. 

Likewise: 

high AMH, 

irregular ovulation, 

can occur, particularly with PCOS. 

Do not use AMH as an ovulation calendar. 

 

Can Follicle Count Tell You Your Fertile Days? 

Antral follicle count estimates ovarian reserve. 

It is different from: 

monitoring one developing dominant follicle during a cycle. 

AFC alone does not identify the exact fertile days. 

 

What Happens if You Do Not Ovulate? 

Without ovulation: 

there is no true ovulatory fertile window in that cycle. 

Timing intercourse cannot compensate for: 

absence of egg release. 

The appropriate question becomes: 

Why is ovulation not occurring? 

Depending on the cause, treatment may involve: 

lifestyle/metabolic management, 

treatment of endocrine disorders, 



 

 

ovulation induction. 

This is different from ordinary fertility awareness. 

 

PCOS and the Fertile Window 

PCOS is one of the most common causes of: 

irregular ovulation. 

Some women with PCOS ovulate occasionally. 

Others ovulate very infrequently. 

Some have prolonged cycles. 

A smartphone app using: 

“previous period + 14 days” 

may therefore give misleading predictions. 

Likewise, LH predictor kits can sometimes be difficult to interpret because some 
women with PCOS have abnormal LH patterns. 

If pregnancy is desired and cycles are persistently irregular: 

treatment of ovulatory dysfunction may be more useful than continuing to search 
for a hidden fertile day. 

 

Modern Ovulation Induction 

When anovulation is confirmed, evidence-based medical treatment depends upon the 
cause. 

For PCOS-related anovulatory infertility, medications such as: 

letrozole 

are widely used for ovulation induction. 

Research continues to refine treatment protocols; a 2026 randomized trial from AIIMS 
New Delhi, for example, evaluated extended versus conventional letrozole schedules in 
women with PCOS-related infertility. 

The important point for patients is: 

fertility timing and ovulation induction are different things. 



 

 

An ovulation kit cannot treat anovulation. 

 

How Long Should You Try Using Fertile-Window Timing? 

If the female partner is: 

under 35 

with no known fertility problem: 

evaluation is generally recommended after approximately: 

12 months 

of regular unprotected intercourse without pregnancy. 

If she is: 

35 or older, 

assessment generally begins after approximately: 

6 months. 

Women over: 

40 

should generally seek fertility assessment promptly rather than waiting routinely. 

ASRM and ACOG use this age-based approach, while known reproductive risk factors 
justify still earlier assessment. 

 

Do Not Keep Timing Intercourse for a Year When a Known Problem Exists 

Seek earlier evaluation if there is: 

very irregular menstruation, 

absent periods, 

known PCOS with anovulation, 

previous PID, 

ectopic pregnancy, 

endometriosis, 

tubal disease, 



 

 

ovarian surgery, 

diminished ovarian reserve, 

chemotherapy or radiation, 

known male infertility, 

abnormal semen analysis, 

erectile dysfunction, 

ejaculation disorder, 

severe painful intercourse or vaginismus. 

In these situations: 

the question may not be “Which day should we have sex?” 

The question may be: 

“What is preventing conception?” 

 

Fertile Window and Male Fertility 

Fertility timing is not only a female issue. 

Healthy sperm must be: 

present, 

sufficiently numerous, 

reasonably motile, 

able to reach the egg. 

If a couple has perfectly timed intercourse every month but the male partner has: 

azoospermia, 

severe oligospermia, 

significant motility impairment, 

timing alone cannot solve the fertility problem. 

That is why: 

infertility evaluation should include the male partner. 

 



 

 

Should a Man Have a Semen Analysis Before Timing Intercourse? 

A healthy couple who has only recently started trying does not automatically need 
semen analysis. 

But semen analysis becomes appropriate when: 

infertility criteria are met, 

significant male risk factors exist, 

previous semen abnormality is known. 

Do not spend years perfecting the fertile window while completely ignoring: 

male fertility. 

 

Erectile Dysfunction and the Fertile Window 

A couple may accurately identify ovulation but still miss the fertile window because: 

the man cannot achieve or maintain erection on scheduled intercourse days. 

This often happens because timing creates: 

performance pressure. 

I see this particularly in my practice in Sexual Disorders & Infertility. 

The man may function normally during spontaneous intercourse but struggle when he is 
told: 

“Today is the ovulation day—you have to perform.” 

In such cases: 

treating performance anxiety can become part of fertility treatment. 

 

Ejaculatory Dysfunction and Timing 

Pregnancy requires sperm to reach the female reproductive tract. 

Problems such as: 

anejaculation, 

retrograde ejaculation, 

severe delayed ejaculation 

can prevent effective sperm deposition. 



 

 

No fertility app can correct this. 

A proper sexual and male-fertility evaluation is required. 

 

Vaginismus and the Fertile Window 

A woman may know her fertile days perfectly but be unable to tolerate penetration 
because of: 

vaginismus. 

In this situation: 

sexual pain treatment is fertility treatment. 

There is no benefit in telling the couple to keep calculating ovulation while intercourse 
itself remains impossible. 

 

Painful Intercourse 

Dyspareunia can occur because of: 

endometriosis, 

pelvic-floor dysfunction, 

vaginal dryness, 

infection, 

vulvodynia. 

If pain repeatedly prevents intercourse during fertile days: 

investigate the cause. 

Do not simply advise more frequent intercourse. 

 

Preconception Health During the Fertile Window 

Timing is important. 

But the weeks before conception also matter. 

Women capable of becoming pregnant should receive adequate: 

folic acid. 

Current CDC guidance recommends: 



 

 

400 micrograms of folic acid every day 

for women capable of becoming pregnant, including before conception, to reduce the 
risk of neural-tube defects. 

ACOG similarly recommends beginning at least: 

one month before pregnancy 

for average-risk women. 

Some women require higher doses because of specific medical or reproductive 
histories and should discuss this with their physician. 

 

Smoking and Fertility 

Smoking can adversely affect reproductive health. 

Couples attempting pregnancy should ideally avoid: 

cigarettes, 

tobacco, 

recreational drugs. 

ASRM recommends discouraging smoking and recreational-drug exposure when 
attempting conception. 

No ovulation-tracking method can fully compensate for important modifiable 
reproductive risks. 

 

Alcohol 

Heavy alcohol use should be avoided. 

Once pregnancy is possible: 

avoiding alcohol is the safest approach. 

Patients should not wait for a positive pregnancy test before thinking about healthy 
preconception behaviour. 

 

Caffeine 

Moderate caffeine consumption is generally different from very high intake. 



 

 

Couples do not usually need to eliminate every cup of tea or coffee merely because 
they are trying for pregnancy. 

But excessive intake should be avoided. 

 

Weight and Ovulation 

Both significant: 

obesity, 

undernutrition 

can affect reproductive function in susceptible women. 

Weight-related metabolic problems may contribute to: 

irregular cycles, 

anovulation, 

PCOS-related fertility problems. 

Therefore, individualized nutritional and metabolic care can sometimes restore more 
predictable ovulation. 

But fertility management should avoid oversimplified advice such as: 

“Just lose weight and everything will be fine.” 

The underlying reproductive condition still deserves proper evaluation. 

 

Exercise 

Regular moderate physical activity supports: 

cardiovascular health, 

metabolic health, 

general wellbeing. 

But extreme exercise combined with: 

inadequate calorie intake, 

significant weight loss 

can suppress the hypothalamic-pituitary-ovarian axis and lead to: 

irregular periods, 



 

 

amenorrhea, 

anovulation. 

Balance matters. 

 

Stress and Ovulation 

Ordinary daily stress does not mean that a woman cannot become pregnant. 

However, severe chronic stress can affect: 

sleep, 

libido, 

sexual frequency, 

relationship wellbeing. 

In some susceptible women, major physiological or psychological stress may also 
contribute to: 

hypothalamic menstrual dysfunction. 

I therefore take stress seriously without telling infertile couples: 

“Just relax and you will become pregnant.” 

That is not appropriate fertility counselling. 

 

The Unani Perspective on the Fertile Window and Fertility 

The concept of the modern six-day fertile window is based on contemporary 
reproductive physiology. 

Classical Unani medicine did not measure: 

urinary LH, 

follicle diameter, 

serum progesterone 

in the way modern reproductive medicine does. 

But Unani medicine has long recognized reproductive health and infertility under 
concepts including: 

‘Uqr. 



 

 

CCRUM's standardized terminology describes ‘Uqr as inability to conceive and 
explicitly recognizes that causes may involve: 

either partner. 

This couple-based concept remains highly relevant today. 

 

Traditional Unani Understanding of Reproductive Health 

The Unani approach traditionally considers factors such as: 

Mizaj or constitutional temperament, 

menstrual health, 

reproductive-organ function, 

body weight, 

nutrition, 

general health, 

sexual function. 

CCRUM's Standard Unani Treatment Guidelines discuss ‘Uqr within a traditional 
framework and include principles addressing constitutional state, body weight and 
reproductive wellbeing. 

These traditional concepts should be interpreted: 

within the context of modern diagnosis. 

They should not be used to replace: 

semen analysis, 

ovulation assessment, 

tubal evaluation. 

 

How Unani Medicine Can Be Useful Around Fertility 

In appropriate patients, individualized Unani care may be useful as part of a broader 
reproductive-health plan focusing on: 

nutrition, 

digestive wellbeing, 



 

 

metabolic health, 

menstrual regularity in selected functional conditions, 

sexual wellbeing, 

general strength, 

sleep, 

healthy body weight. 

These areas can indirectly improve the couple's ability to: 

maintain regular intercourse, 

support general reproductive health. 

CCRUM continues to include infertility—‘Uqr—among conditions within its research 
and clinical programme, demonstrating continuing scientific interest in Unani 
approaches to infertility. 

 

Can Unani Medicine Increase the Fertile Window? 

There is currently no strong evidence that an Unani medicine can simply: 

extend a normal egg's biological lifespan 

from approximately one day to several days. 

Likewise, it cannot make sperm survive indefinitely. 

Therefore I do not tell patients: 

“This medicine will increase your fertile window from six days to ten days.” 

That would not be scientifically responsible. 

 

Where Unani Care May Be More Relevant 

The more meaningful question is: 

Why is the fertile window difficult to identify? 

For example, if a woman has: 

irregular menstruation, 

metabolic imbalance, 

sexual-health problems, 



 

 

poor general wellbeing, 

individualized supportive management may be useful. 

But if she has persistent: 

anovulation, 

the first priority is to diagnose: 

why ovulation is absent. 

 

Unani Medicine and Anovulation 

It is important to separate: 

fertility support 

from: 

proven ovulation induction. 

Modern ovulation induction has well-studied treatments for disorders such as PCOS. 

Direct high-quality clinical evidence establishing specific Unani formulations as reliable 
substitutes for evidence-based ovulation-induction medicines remains limited. 

Therefore: 

I do not advise a woman with persistent anovulation to spend years waiting for a 
fertile window that may not exist. 

Appropriate endocrine and fertility evaluation should proceed. 

 

Fertile Window Does Not Matter if Both Tubes Are Blocked 

Even perfect ovulation and perfect intercourse timing cannot produce natural 
fertilization if: 

both fallopian tubes are functionally blocked. 

The egg and sperm cannot meet normally. 

Such patients require: 

tubal evaluation, 

fertility-treatment planning. 



 

 

Unani supportive care should not be represented as a guaranteed way of reopening 
dense post-inflammatory scar tissue. 

 

Fertile Window Does Not Overcome Severe Male Infertility 

Similarly, if the male partner has: 

azoospermia, 

there may be no sperm in the ejaculate to fertilize the egg. 

Timing intercourse more accurately will not solve this. 

Azoospermia requires diagnosis of: 

obstructive, 

non-obstructive 

causes. 

 

Fertile Window Does Not Reverse Female Age 

A woman may identify ovulation perfectly at: 

age 42. 

That can improve timing. 

But fertility probability still reflects: 

oocyte quantity, 

oocyte quality, 

chromosomal competence. 

No fertility tracker or Unani formulation can return the ovaries to their biological age at 
25. 

This is why reproductive time matters. 

 

Why I Prefer an Integrative Approach 

At Saira Health Care, I believe the strongest model is: 

modern reproductive diagnosis + responsible Unani supportive care. 

Modern medicine can tell us: 



 

 

whether ovulation is occurring, 

follicle development, 

tubal patency, 

semen quality. 

Unani care may contribute to: 

nutrition, 

metabolism, 

sexual health, 

general reproductive wellbeing 

where clinically appropriate. 

These approaches do not need to compete. 

The goal is: 

a healthy couple and the best realistic chance of conception. 

 

Special Fertility-Window Assessment by Dr. Nizamuddin Qasmi 

When a couple tells me: 

“We are not becoming pregnant,” 

I do not simply give them a list of fertile dates. 

I ask: 

How old is the woman? 

How long are her cycles? 

Are they regular? 

Does she notice fertile cervical mucus? 

Has she used an LH kit correctly? 

Is ovulation actually occurring? 

How frequently does intercourse occur? 

Does the man maintain erection? 

Does ejaculation occur inside the vagina? 



 

 

Is intercourse painful? 

How long have they been trying? 

Any PID, ectopic pregnancy or endometriosis history? 

Any abnormal semen analysis? 

These questions allow me to determine whether the problem is: 

timing 

or: 

actual infertility. 

 

What “Special Treatment” Means at Saira Health Care 

Specialized treatment does not mean: 

giving everyone an ovulation medicine. 

It means identifying which of the following situations applies. 

Situation One: Normal ovulation, poor timing 

The couple may simply need: 

education, 

regular intercourse during the fertile window. 

Situation Two: Ovulation is irregular 

Investigate: 

PCOS, 

thyroid, 

prolactin, 

other endocrine causes. 

Situation Three: Sexual dysfunction prevents intercourse 

Treat: 

erectile dysfunction, 

performance anxiety, 

vaginismus, 



 

 

dyspareunia, 

ejaculation disorders. 

Situation Four: Tubal disease is suspected 

Consider: 

HSG, 

HyCoSy, 

appropriate fertility evaluation. 

Situation Five: Male factor is suspected 

Perform: 

semen analysis 

and additional male evaluation when indicated. 

This is much more useful than telling every couple: 

“Have intercourse on Day 14.” 

 

Saira Health Care's Contribution to Sexual Disorders & Infertility 

At Saira Health Care, fertility-window counselling is particularly relevant because our 
work lies at the intersection of: 

sexual function and fertility. 

Many couples know when the woman ovulates. 

Their problem is that intercourse becomes difficult exactly during those days because 
of: 

erectile anxiety, 

vaginal pain, 

relationship stress, 

ejaculation problems. 

Therefore, our approach considers: 

biology + sexual function + reproductive health. 

The aim is not only: 

“Find ovulation.” 



 

 

The aim is: 

make natural conception realistically possible. 

 

Patient Example — Regular 28-Day Cycle 

A woman has: 

28-day cycles, 

no fertility risk factor, 

trying for only three months. 

She probably does not need: 

serial ultrasound, 

repeated hormone tests. 

I may advise intercourse every: 

one to two days around approximately Days 9–14, 

or two to three times per week throughout the cycle. 

This is simple and usually sufficient. 

 

Patient Example — 35-Day Cycle 

A woman assumes ovulation must happen on Day 14. 

But her cycles consistently last: 

35 days. 

Her estimated ovulation may actually be closer to: 

Day 21. 

This couple may have been concentrating intercourse far too early. 

Understanding cycle length may immediately improve timing. 

 

Patient Example — Cycles Vary From 35 to 60 Days 

This is not simply a timing problem. 

I would want to investigate: 



 

 

irregular ovulation. 

PCOS is one possible cause. 

The answer is not to buy increasingly expensive fertility trackers. 

 

Patient Example — Positive LH Test Every Month but No Pregnancy for Two Years 

At this point: 

stop focusing only on the fertile window. 

The couple needs a fertility evaluation. 

Questions include: 

are the tubes open? 

what does the semen analysis show? 

is the uterine cavity normal? 

is age affecting reproductive potential? 

Good timing cannot substitute for diagnosis. 

 

Patient Example — Man Develops Erectile Dysfunction Only on Ovulation Days 

This is very common. 

He can have intercourse normally at other times. 

But when his wife says: 

“The test is positive—we have to do it tonight,” 

he develops: 

performance pressure, 

erectile loss. 

In this case: 

stop turning intercourse into a performance examination. 

Sexual counselling and treatment of performance anxiety may be more useful than 
adding another fertility test. 

 



 

 

Patient Example — Woman With Vaginismus 

Her ovulation kit may be perfect. 

But penetration is impossible. 

Therefore: 

treat vaginismus. 

The fertile window becomes useful only when sperm can actually reach the vagina. 

 

Patient Example — Husband With Very Low Sperm Count 

Regular intercourse during the fertile window remains reasonable in selected mild 
cases. 

But significant abnormalities require: 

male fertility evaluation. 

The couple should not be told that better timing alone will correct a severe sperm 
problem. 

 

Patient Example — Previous PID 

A woman knows her fertile window and ovulates regularly but has been trying 
unsuccessfully. 

She previously had: 

significant PID. 

Now the question becomes: 

are the fallopian tubes healthy? 

An HSG or another tubal-patency test may be more valuable than further ovulation 
prediction. 

 

Patient Example — Woman Age 39 

At age 39, I would not advise spending one year trying different fertility trackers. 

If pregnancy has not occurred after approximately: 

six months, 



 

 

fertility assessment is appropriate, and depending on individual history even earlier 
review may be justified. 

 

Common Myths About the Fertile Window 

Myth: Everyone ovulates on Day 14 

Fact: 

Ovulation depends on individual cycle length and can vary even between otherwise 
regular cycles. 

 

Myth: You must have intercourse at the exact time the egg is released 

Fact: 

Sperm can survive for several days, which is why intercourse before ovulation is highly 
important. 

 

Myth: The day after ovulation is the best day 

Fact: 

The highest probabilities are generally in the one to two days before ovulation. 

 

Myth: Daily sex lowers sperm count so couples should abstain 

Fact: 

Daily or alternate-day intercourse during the fertile window is generally appropriate for 
healthy couples. 

 

Myth: Men should save sperm for seven days before ovulation 

Fact: 

Long periods of abstinence are unnecessary for natural conception and may adversely 
affect some semen parameters. 

 

Myth: A woman must remain lying down after intercourse 



 

 

Fact: 

There is no established fertility benefit. 

 

Myth: Semen leakage means pregnancy cannot occur 

Fact: 

Normal post-intercourse fluid leakage does not mean all sperm have been lost. 

 

Myth: A fertility app knows exactly when you ovulate 

Fact: 

Apps estimate ovulation from previous patterns; they do not directly observe follicular 
rupture. 

 

Myth: A positive LH test guarantees ovulation 

Fact: 

It detects a hormonal surge that usually precedes ovulation but does not prove follicular 
rupture in every situation. 

 

Myth: Low AMH means there is no fertile window 

Fact: 

AMH reflects ovarian reserve rather than the exact timing of ovulation. 

 

Myth: Fertile-window timing can cure infertility 

Fact: 

It can optimize natural-conception opportunities but cannot correct structural or severe 
reproductive problems. 

 

Frequently Asked Questions 

What is the fertile window? 

The fertile window is approximately the six-day period ending on the day of ovulation. 



 

 

 

Which days are the most fertile? 

Generally the: 

one to two days before ovulation 

are among the most fertile days. 

 

How long can sperm live inside a woman's body? 

Under favourable reproductive conditions, up to approximately: 

five days. 

 

How long does the egg survive after ovulation? 

Approximately: 

12–24 hours. 

 

Can I get pregnant five days before ovulation? 

Yes. 

Sperm may still be present when ovulation occurs. 

 

Can I get pregnant the day before ovulation? 

Yes. 

This is one of the highest-probability days for natural conception. 

 

Can I get pregnant on ovulation day? 

Yes. 

 

Can I get pregnant two days after ovulation? 

It becomes much less likely because oocyte viability is short. 

However, home estimates of the exact ovulation time can themselves be inaccurate. 



 

 

 

Is Day 14 always the ovulation day? 

No. 

Day 14 is only a commonly used example for a typical 28-day cycle. 

 

When would I ovulate with a 30-day cycle? 

A rough estimate is: 

around Day 16. 

 

What about a 32-day cycle? 

Approximately: 

Day 18, 

as a rough calendar estimate. 

 

What about a 35-day cycle? 

Approximately: 

Day 21. 

 

How do I know if I am ovulating? 

Useful clues include: 

regular cycles, 

fertile-type cervical mucus, 

positive LH kit. 

Clinical confirmation can use: 

progesterone, 

ultrasound 

where necessary. 

 



 

 

What does egg-white cervical mucus mean? 

It usually reflects an estrogen-dominant fertile phase near ovulation. 

 

How soon after a positive ovulation test does ovulation occur? 

ACOG states that ovulation commonly follows a detected LH surge within 
approximately: 

24–48 hours. 

 

When should we have intercourse after a positive LH test? 

That day and the following day are reasonable. 

Intercourse during the preceding day or two is also useful. 

 

Should we have sex every day? 

You can. 

But: 

every one to two days 

during the fertile window is generally sufficient. 

 

Is alternate-day intercourse good enough? 

Yes. 

For most couples it provides excellent fertile-window coverage. 

 

Is two to three times per week enough? 

For many couples, yes. 

Regular intercourse throughout the cycle can provide pregnancy rates close to more 
intensively scheduled timing. 

 

Should a man avoid ejaculation before the fertile period? 

Usually no. 



 

 

There is no general need to “store sperm.” 

 

Should we stop masturbation when trying for pregnancy? 

In a man with normal semen and adequate intercourse frequency, occasional 
masturbation does not automatically cause infertility. 

The priority is ensuring intercourse occurs regularly during fertile days. 

 

Does lying down after intercourse improve fertility? 

There is no good evidence that it does. 

 

Should I put a pillow under my hips? 

There is no evidence that this meaningfully improves conception. 

 

Does intercourse position matter? 

No specific position has been proven to improve natural pregnancy rates. 

 

Why does semen come out afterward? 

Seminal fluid naturally leaks from the vagina after intercourse. 

This does not mean conception cannot occur. 

 

Are ovulation apps reliable? 

They are useful as estimates but are not precise for everyone. 

 

Is cervical mucus better than an app? 

For many women, observing current cervical mucus provides real-time information 
about hormonal changes that an app can only estimate. 

 

Is BBT useful? 

Yes, mainly for showing that ovulation likely already occurred. 



 

 

It is less useful for predicting the best intercourse day in the same cycle. 

 

Can PCOS make ovulation kits inaccurate? 

PCOS can produce irregular LH patterns, making home testing confusing in some 
women. 

 

Can I conceive with irregular periods? 

Yes. 

But irregular periods may indicate irregular ovulation and deserve evaluation when 
persistent. 

 

Can I have bleeding without ovulation? 

Yes. 

Anovulatory bleeding can occur. 

 

Does regular menstruation guarantee open fallopian tubes? 

No. 

 

Does regular ovulation guarantee pregnancy? 

No. 

Other important factors include: 

tubes, 

sperm, 

uterus, 

age. 

 

Does normal AMH mean my eggs are fertile? 

AMH is primarily an ovarian-reserve marker, not a direct measure of egg quality. 

 



 

 

Can low AMH women still ovulate? 

Yes. 

 

Can timing overcome blocked tubes? 

No. 

If both tubes are functionally blocked, sperm and egg cannot normally meet. 

 

Can timing overcome azoospermia? 

No. 

 

Can fertility timing help mild infertility? 

Correct timing may improve opportunities when intercourse is infrequent or poorly 
timed, but persistent infertility deserves proper evaluation. 

 

When should we seek fertility evaluation? 

Generally: 

under 35: after approximately 12 months; 

35 or older: after approximately 6 months; 

over 40: prompt evaluation. 

Earlier evaluation is appropriate when known risk factors exist. 

 

Should irregular periods be investigated before one year? 

Yes. 

There is no benefit in waiting twelve months when ovulation appears abnormal. 

 

Does a woman need fertility evaluation if sex is painful? 

Yes, when pain interferes with regular intercourse. 

 



 

 

Does erectile dysfunction affect fertile-window timing? 

Yes. 

If erection cannot be maintained during fertile days, the couple may not have an 
adequate opportunity for conception. 

 

Can performance anxiety cause problems when trying to conceive? 

Yes. 

Scheduled intercourse can create psychological pressure and situational erectile 
difficulties. 

 

Can Unani medicine help couples trying to conceive? 

Individualized Unani medicine may support selected aspects of: 

general health, 

nutrition, 

digestive health, 

metabolic health, 

menstrual wellbeing, 

sexual health. 

CCRUM recognizes infertility—‘Uqr—within the Unani clinical framework. 

 

Can Unani medicine predict ovulation better than an LH kit? 

No validated Unani method replaces modern: 

LH testing, 

ultrasound, 

progesterone assessment 

when objective ovulation assessment is necessary. 

 

Can Unani medicine create ovulation in every anovulatory woman? 

There is currently insufficient high-quality evidence to make that claim. 



 

 

The cause of anovulation should first be diagnosed. 

 

Can Unani medicine extend the egg's lifespan? 

There is no established evidence that it can extend the normal biological lifespan of the 
ovulated oocyte. 

 

Should Unani treatment be used before fertility testing? 

In a young couple who has only recently started trying and has no risk factors, 
supportive care may be reasonable. 

But clinically indicated fertility investigations should not be delayed simply to continue 
empirical treatment. 

 

A Message From Dr. Nizamuddin Qasmi to Couples Trying Naturally 

If you have regular cycles and no known fertility problem, my advice is simple: 

do not search for one perfect minute. 

Try to cover the fertile interval. 

For many couples: 

intercourse every one to two days around the expected fertile period 

is sufficient. 

If that becomes stressful: 

two to three times weekly throughout the cycle 

can also provide good natural exposure. 

Your relationship should not become controlled by an ovulation app. 

 

A Message to Women With Irregular Cycles 

If your cycles vary widely or periods are absent: 

do not blame yourself for failing to find the fertile window. 

There may not be a predictable fertile window every month. 

We need to determine whether: 



 

 

ovulation is occurring. 

Once we know the cause, treatment becomes much more rational. 

 

A Message to Women With PCOS 

PCOS does not mean: 

pregnancy is impossible. 

Many women with PCOS conceive: 

naturally, 

after metabolic treatment, 

after appropriate ovulation induction. 

But if periods occur only every: 

two months, 

three months 

or less frequently: 

stop depending only on calendar apps. 

An ovulation-focused fertility plan may be more useful. 

 

A Message to Men 

Fertility timing is not only your partner's responsibility. 

Male reproductive health matters equally. 

Regular ejaculation during the fertile window does not usually “weaken” sperm. 

If pregnancy is not occurring when evaluation is indicated: 

have a semen analysis. 

Do not allow your partner to undergo months of testing while male fertility remains 
completely unknown. 

 

A Message to Couples With Sexual Dysfunction 

If you know the fertile days but: 



 

 

intercourse is impossible, 

erections repeatedly fail, 

ejaculation does not occur, 

penetration is painful, 

you have identified an important fertility barrier. 

This deserves treatment. 

Because my focused practice includes: 

Sexual Disorders & Infertility, 

I consider sexual-function assessment an essential part of fertility care. 

 

Dr. Nizamuddin Qasmi's Specialized Approach 

At Saira Health Care, I do not treat: 

“the fertile window” 

as though it is the entire fertility problem. 

I evaluate: 

Female reproductive factors 

cycle regularity, 

likely ovulation, 

ovarian reserve where indicated, 

uterine health, 

fallopian tubes when relevant. 

Male reproductive factors 

semen quality, 

reproductive history, 

testicular conditions, 

ejaculation. 

Sexual-function factors 

erectile function, 



 

 

performance anxiety, 

vaginal pain, 

vaginismus, 

intercourse frequency. 

Couple-related factors 

age, 

duration of trying, 

previous pregnancies, 

miscarriage, 

ectopic pregnancy. 

Only then can we decide whether the couple needs: 

better timing, 

supportive treatment, 

ovulation treatment, 

further infertility investigation, 

IUI, 

IVF/ICSI. 

 

Current Medical Understanding — 2026 Update 

The fundamental biology of the fertile window remains well established. 

Current ASRM guidance defines the fertile window as approximately: 

six days ending on the day of ovulation. 

The greatest probability of conception is concentrated in: 

the one to two days immediately before ovulation. 

Current ACOG educational guidance reinforces that sperm may remain viable for 
approximately five days whereas the egg typically survives only around 12–24 hours 
after ovulation. 

Therefore: 

intercourse before ovulation is critically important. 



 

 

Fertility-awareness methods including: 

cervical mucus monitoring, 

LH ovulation testing 

can help couples identify fertile days, and ASRM reports that fertility-awareness 
methods can increase the probability of conception in a given ovulatory cycle when 
used to appropriately time intercourse. 

Research also suggests that ovulation-testing systems can improve time-to-pregnancy 
in some populations, although commercially funded trials and different device 
technologies mean such results should not be interpreted as evidence that expensive 
tracking devices are necessary for every couple. 

At the same time: 

excessive monitoring is not necessary. 

ACOG notes that apps and fertility devices can create anxiety for some couples and 
may not work well when cycles are highly irregular. 

WHO's first global infertility guideline, published in November 2025, reinforces a 
broader principle: 

fertility care should be evidence-based and diagnosis-led rather than relying on 
prolonged empirical treatment. 

Unani medicine continues to include infertility—‘Uqr—within its clinical and research 
framework through CCRUM, but modern fertility care should integrate traditional 
supportive principles with objective assessment of: 

ovulation, 

tubes, 

semen, 

reproductive anatomy. 

This combined approach is especially important when a couple has been timing 
intercourse correctly but pregnancy still does not occur. 

 

Conclusion 

The fertile window is the short period of each ovulatory menstrual cycle during 
which intercourse can lead to pregnancy. 

For practical counselling, it is approximately: 



 

 

six days, 

consisting mainly of: 

the five days before ovulation plus the day of ovulation. 

This window exists because: 

sperm can survive for up to approximately five days, 

while: 

the egg remains viable for only about 12–24 hours. 

Therefore, the most important fertility lesson is: 

do not wait until after ovulation. 

The highest pregnancy probabilities are generally found during: 

the one to two days before the egg is released. 

A practical approach for most healthy couples is intercourse: 

every one to two days during the expected fertile window. 

Daily intercourse is also acceptable if comfortable. 

Couples do not need to: 

save sperm for a week, 

use a particular sexual position, 

keep the woman's legs raised, 

remain lying down for a prolonged period after intercourse. 

These practices have no proven fertility advantage. 

Ovulation can be estimated by: 

cycle tracking, 

cervical mucus, 

LH predictor kits. 

Cervical mucus usually becomes: 

clear, 

slippery, 

stretchy 



 

 

near the fertile phase. 

A positive LH test generally suggests ovulation may occur within approximately: 

24–48 hours. 

Basal body temperature is more useful for: 

confirming that ovulation probably occurred 

than for predicting the best intercourse day in advance. 

Calendar applications can be convenient but should be regarded as: 

estimates. 

They become particularly unreliable in: 

irregular cycles, 

PCOS, 

inconsistent ovulation. 

Most importantly: 

fertile-window timing is not infertility treatment. 

If ovulation does not occur, there may be no predictable fertile window. 

If both tubes are blocked, perfectly timed intercourse cannot make sperm and egg 
meet. 

If the male partner has azoospermia or severe sperm abnormalities, timing alone 
cannot correct the problem. 

If intercourse is prevented by erectile dysfunction, ejaculatory dysfunction, vaginismus 
or severe pain: 

sexual-disorder treatment becomes part of fertility treatment. 

From the Unani perspective, reproductive health has traditionally been approached 
within the broader framework of: 

‘Uqr, 

Mizaj, 

menstrual health, 

nutrition, 

body weight, 



 

 

sexual function, 

general reproductive wellbeing. 

CCRUM recognizes ‘Uqr as infertility and acknowledges contributions from both 
partners. 

This couple-based perspective is valuable. 

Individualized Unani medicine may provide supportive benefit for selected aspects of: 

nutrition, 

digestion, 

metabolic health, 

sexual wellbeing, 

menstrual health. 

However: 

Unani treatment should not be used to claim that the normal biological fertile 
window can be artificially extended, or to delay diagnosis of persistent 
anovulation, tubal blockage or severe male-factor infertility. 

At Saira Health Care, my approach is therefore: 

understand the menstrual cycle → identify probable ovulation → cover the fertile 
window naturally → assess sexual function → evaluate both partners when 
conception is delayed → use modern reproductive investigations when indicated → 
integrate individualized Unani supportive care responsibly. 

My most important message to couples is: 

You do not need one perfect day to become pregnant. 

You need: 

an ovulating egg, healthy sperm, functional reproductive anatomy and intercourse 
during the right group of days. 

Understanding that principle can make trying for pregnancy: 

simpler, less stressful and medically more intelligent. 

 

About the Author 

Dr. Nizamuddin Qasmi 



 

 

Founder & Chief Physician, Saira Health Care 
Focused Practice in Sexual Disorders & Infertility 

Qualifications & Professional Training 

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 

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

His clinical work integrates: 

fertility counselling, 

male infertility assessment, 

female infertility assessment, 

ovulatory problems, 

sexual dysfunction, 

erectile dysfunction, 

ejaculatory disorders, 

painful intercourse, 

performance anxiety. 

His approach to fertility-window counselling emphasizes that successful conception 
depends upon more than calculating a calendar date. 

Depending upon the couple's individual history, evaluation may include: 

menstrual-cycle assessment, 

assessment of ovulation, 

ovarian-reserve testing where clinically appropriate, 

pelvic ultrasound, 

fallopian-tube assessment, 

semen analysis, 



 

 

male reproductive examination, 

hormonal 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 couples: 

“Have intercourse on Day 14.” 

The objective is to determine: 

When does this woman actually ovulate? 

Is ovulation regular? 

Is intercourse occurring effectively? 

Is male fertility adequate? 

Are the fallopian tubes and reproductive organs functioning? 

Is fertility evaluation already indicated? 

and: 

What is the simplest, safest and most appropriate route toward pregnancy for this 
particular couple? 

 

Medical Disclaimer 

This article is intended for professional education and public awareness and does not 
replace individualized evaluation by an appropriately qualified physician, gynecologist, 
fertility professional or male-reproductive specialist. 

The fertile-window dates described in this article are estimates. 



 

 

Menstrual cycles and ovulation timing vary between individuals and can vary from one 
cycle to another. 

A smartphone application cannot guarantee the exact day of ovulation. 

A positive urinary LH test predicts an approaching hormonal event but does not prove 
ovulation occurred in every woman. 

Basal body temperature is mainly a retrospective ovulation indicator. 

Women with persistent: 

irregular menstruation, 

amenorrhea, 

suspected PCOS, 

known diminished ovarian reserve, 

previous PID, 

ectopic pregnancy, 

endometriosis, 

tubal disease 

should not rely only on home fertile-window calculations when medical fertility 
assessment is indicated. 

Similarly, couples with: 

known abnormal semen analysis, 

azoospermia, 

severe male-factor infertility, 

erectile dysfunction, 

ejaculation disorders, 

vaginismus, 

severe painful intercourse 

should seek appropriate evaluation rather than continuing timed intercourse 
indefinitely. 

Individualized Unani supportive medicine may contribute to general reproductive 
wellbeing where clinically appropriate, but it should not replace objective fertility 



 

 

evaluation or evidence-based treatment for significant anovulation, structural tubal 
disease or severe male-factor infertility. 

Women capable of pregnancy should generally obtain 400 micrograms of folic acid 
daily before conception unless their healthcare professional recommends a different 
dose because of individual risk. 

 


