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CeMCOR MOS2 Study Participants Post #3  
 
Note—if you’ve not answered Constance’s email about COVID-19 vaccination, please do that right 
away. We need this to answer other scientists’ questions. 
 
What we learned about your cycles and ovulation 
 
We were studying menstrual cycles to provide Health Canada with urines to assess environmental 
contaminant exposure from both the follicular and the luteal (post-ovulation) phases. Why? Because 
given the major hormonal differences across the cycle, we hypothesize that contaminant excretion 
might differ between follicular and luteal phases.     
 
Your reproductive histories 
You are, on average, 28.6 years old and got your first period at age 12.4 years. That means that you have 
a “gynecological age” of 16 years (since menstruation began). Only nine of 125 of you (8%) reported 
having borne a child or children. You did not take “The Pill” during this study of the natural menstrual 
cycle, but a third of you had never used it. Combined hormonal contraceptives (CHC), as they are more 
accurately called, include an estrogen and progestin taken by mouth, by a vaginal ring or as a skin patch. 
If you did take CHC, you began it when you were about 17 years old, on average. (If you are interested in 
learning more about concerns CeMCOR research has shown about adolescent CHC use, look here 
https://www.cemcor. ca/resources/topics/contraception). 
 
Cycle lengths, flow and cramps—Menstrual Cycle Diary© records 
Your cycle length averaged about 30 days (from the start of one period to the day before flow).  That is 
well within the usual range of 21-35 days. Only 9% of all of MOS2 cycles were longer than 35 days and 
none of you had short cycles.  
Your menstrual flow lasted between five and six days.  We also used your number of soaked normal-
sized pads/day (~ 5 ml or a teaspoon) and/or your record of flow from the menstrual cup to estimate 
your total amount of flow.  This was highly variable among you, but averaged 71 ml or about 14 
teaspoons in your whole period.  
You had menstrual cramps lasting 4-5 days; these averaged less than 2 in intensity (on the 0-4 scale).  
 
Ovulation—what your Quantitative Basal Temperature© (QBT) showed 
In total, 112 of you provided menstrual cycle information. However, because of difficulty reading your 
records, or an apparent problem with the thermometer, we were not able to evaluate ovulation for four 
of you.  
 
Your luteal phase length (the time from ovulation until the next flow) averaged 9.7 days for the 73 of 
you who ovulated. With the QBT method, a luteal phase length must be 10 days to be considered 
normal (meaning that a fertilized egg could implant and a pregnancy begin). Ten days is also long 
enough that you will not be silently losing spinal bone density. Thirty-three of you had a short luteal 
phase cycle. Surprisingly 35 (or a third) of you did not release and egg or ovulate at all. We usually 
expect short luteal phase cycles to be the most common kind of ovulatory disturbances. Both short 
luteal phases and anovulation mean that you did not make the high levels of progesterone or long 
enough or at all. Balanced progesterone and estrogen levels are needed most of the time for optimum 
health.    
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Most doctors consider that cycles without ovulation are clinically obvious or “different”, meaning 
irregular, long or short.  However, that was not the situation in MOS2.  If you had a long cycle, you were 
as likely to ovulate normally as you were to have a short luteal phase or to not ovulate at all. This fits 
with other CeMCOR research. 
 
This common occurrence of short luteal phases and anovulation without cycle length changes (called 
Silent/Subclinical Ovulatory Disturbances) are not recognized by many doctors or by most women. 
However, they are real. CeMCOR’s previous research says ovulatory disturbances within regular cycles 
pose important risks for infertility as well as osteoporosis, heart attacks, breast and endometrial 
cancers. These ovulatory disturbances appear to be related to the many “life disruptions” in the early 
months of COVID-19.     
 
We have found no other study of women that has shown as high a prevalence of ovulatory disturbances 
(63%) as we have found in MOS2.  That is important for understanding the influence of stress on 
women’s menstrual cycles. And it is also newsworthy (which is why we have been invited to present this 
information in Atlanta, Georgia at the international Endocrine Society meeting on June 12th). 
 
PLEASE—keep this information private. Do not spread it on social platforms or other media. We are 
sharing your information only with you as a participant.  
 
Stay tuned—Post #4 will share the “Why?” of Ovulatory Disturbances in MOS2. 

 

 


