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done so in 1980–1984.3
Since the condom is widely available

and does not require a visit to a provider,
the rapid increase in its use at first inter-
course suggests that young women and
men may be relying less on family plan-
ning providers as their first source of pro-
tection against pregnancy. An analysis of
1982 NSFG data determined that 17% of
sexually active women aged 15–24 in 1982
had visited a family planning provider be-
fore their first intercourse, and that an ad-
ditional 10% had made their first visit
within the same month.4 Among the re-
maining 73% (who waited at least a
month), the median time to the first visit
was 23 months. Thus, at the beginning of
the 1980s, the vast majority of women who
initiated sex did so before visiting a fam-
ily planning provider, and the typical
woman waited approximately two years
to make her first visit.

Traditional thinking has held that a long
interval between first intercourse and first
visit to a provider has negative implica-
tions for young people, since the months
immediately after initiation of intercourse
are a prime period for pregnancy to occur,
due in part to low levels of contraceptive
use.5 Past research has indicated that the
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Does the Timing of the First Family 
Planning Visit Still Matter?
By Lawrence B. Finer and Laurie Schwab Zabin

During the 1980s, the context of sex-
ual and contraceptive decision-
making among young men and

women underwent significant changes.
The arrival of the AIDS epidemic brought
an increased awareness of the role con-
doms play in the prevention of sexually
transmitted diseases (STDs), and govern-
ments and schools increased efforts to pro-
mote both sex education and condom use.1

Partly as a result of these changes,2 early
contraceptive use among young women,
including use at first intercourse, increased
substantially between 1980 and 1995. An
increase in condom use at first intercourse
was mainly responsible for this overall rise,
since levels of early pill use remained com-
paratively stable. According to data from
various cycles of the National Survey of
Family Growth (NSFG), 25% of women
who became sexually active between 1980
and 1984 used a condom at first inter-
course, compared with 54% among those
who initiated sex between 1990 and 1995.
The proportions who used the pill at first
intercourse were 22% in 1980–1984 and
16% in 1990–1995, respectively. Overall,
76% of women used some method of con-
traception at first intercourse during the
1990–1995 period, whereas only 59% had

main reason for long delays may be sim-
ple procrastination or anxiety about see-
ing a provider.6

However, the relationship between first
intercourse and first visit may now be
changing. Specifically, increased use of
provider-independent methods may mean
that recent cohorts of women who delayed
a visit were better protected during that in-
terval than were earlier cohorts. Indeed,
longer delays might result if women are
already practicing contraception, and thus
do not need to see a provider.

Moreover, the first visit has been seen
not only as an opportunity to initiate con-
traceptive use in general, but also to re-
ceive more effective medical methods,
such as the pill. However, young women
and their partners may now be using the
condom more effectively as well as more
frequently than in the past, so provider
visits to obtain more effective methods
may not be as critical for pregnancy pre-
vention as they once were.

Previous analyses of this crucial inter-
val of exposure to pregnancy have been
limited to explorations of the individual
and institutional factors that affect first
family planning visits7 and to characteri-
zations of the interval’s length8 and of the
risks of pregnancy associated with it.9
Moreover, such analyses were all done be-
fore national data from the 1988 and 1995
NSFGs became available.

This article examines the interval be-
tween first intercourse and first visit to a
family planning provider for services or
counseling, and how this interval has
changed over time. We use data from the
three most recent NSFG cycles to examine
the typical interval length and trends in that
length, as well as indicators of contracep-
tive use and pregnancy risk during that in-
terval. Specifically, we address the follow-
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Context: The timing of a first family planning visit relative to first intercourse can affect the like-
lihood of an early unintended pregnancy.

Methods: Nationally representative data from the 1982, 1988 and 1995 cycles of the National
Survey of Family Growth were used to examine changes in the timing of first family planning vis-
its and to explore the degree to which young women are now more likely than in the past to prac-
tice contraception independently of making a visit to a provider. Cox proportional hazards mod-
els were used to estimate how background variables, visit status and the initiation of contraceptive
use affected risks of unintended pregnancy in the four years preceding each survey.

Results: The proportion of women who waited a month or more after their first intercourse to see
a provider grew slightly between 1978 and 1995, from 76% to 79%; women waited a median of
22 months after first intercourse in 1991–1995. Any contraceptive use at first intercourse increased
among both women who delayed a first visit (from 51% to 75%) and among those whose first visit
occurred before their first intercourse or within the same month (from 61% to 91%). Cox propor-
tional hazards analysis suggests that the protective effect of a first family planning visit decreased
over the period studied, due in part to the increase in early contraceptive use.

Conclusions: The importance of the first family planning visit appears to be declining, as sex-
ually active young women who delay their first visit increasingly do so because they are already
using a provider-independent method (primarily the condom). Thus, a multifaceted approach to
providing family planning may now be needed, in which independent method use and visits to
providers both play a role. Family Planning Perspectives, 1998, 30:(1)30–33 & 42
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and since the delay would have been short
at most, we grouped together all women
whose first visit occurred before first in-
tercourse and those whose first coitus and
first visit occurred in the same month. The
remaining women either made their first
visit in the month following first inter-
course or later, or had not yet gone to a
provider by the time of the interview.

Assessing the risk of a first pregnancy
would ideally take into account each
woman’s level of sexual activity, starting
with the month in which she initiated sex.
Unfortunately, data on frequency of early
sexual intercourse were unavailable for
some women in our sample. For example,
in the 1988 NSFG, when women were asked
about periods in which they did not have
intercourse, they were asked to provide this
information only for the time since their
“most recent pregnancy, first intercourse or
January 1982,” whichever was most recent. 

Moreover, while the 1988 and 1995 sur-
veys included a month-by-month calen-
dar for reporting contraceptive use, the
1982 survey did not. Thus, in the follow-
ing analyses, we designated the method
used at first intercourse as a proxy for all
early method use. When a woman relied
on more than one method at her first
coitus, she was counted as a user of the
more effective method (e.g., a woman who
used both a condom and the pill at first in-
tercourse was considered a pill user).

We used an event history model to ex-
amine the predictors of the length of time
from first intercourse to an unintended
conception. The outcome (or event) vari-
able was the woman’s first unintended
conception, and the unit of analysis was
woman-months. Each woman was ob-
served for the duration between first in-
tercourse and first unintended conception
(or between first intercourse and interview,
if she had not experienced such a concep-
tion). Cox proportional hazards techniques
were used to estimate the significance of
a series of independent variables.

Fixed independent variables included
age at first intercourse, mother’s educa-
tion, race and ethnicity, and religious af-
filiation. Age at first intercourse has been
shown to be inversely related to the risk
of pregnancy soon after intercourse.10

Mother’s education can be seen as a rough
proxy for socioeconomic status, and af-
fects both age at first intercourse and the
likelihood of contraceptive initiation at
first intercourse.11 Since method use at first
intercourse varies by race and ethnicity,12

and minority women are more likely than
white women to experience unintended
pregnancies,13 we included race and eth-

ing questions: What proportion of women
wait until after first intercourse to make a
family planning visit, and for how long do
they wait? Has the proportion using a
method at first intercourse increased both
among those who visited a provider early
and among those who waited? Has the risk
of pregnancy in that previsit interval
changed over time? And, finally, how does
the relative risk of pregnancy among
women who put off a visit compare with
that among women who did not, and how
has this relative risk changed over time?

These last two points are key. If early
contraceptive use among women who de-
layed a visit increased, then the risk of un-
intended pregnancy during that interval
may have decreased, regardless of the du-
ration of the interval (that is, women who
delayed might have been “catching up” to
those who did not in terms of protection
against pregnancy). If the difference in
early pregnancy risk between those who
visited a provider before first intercourse
and those who delayed declined over time,
this would imply that the timing of the first
visit became less crucial than it was in the
past, since more recent cohorts would have
been better protected during the previsit
interval than their predecessors.

Data and Methods
Our analyses are based on data from the
1982, 1988 and 1995 NSFG rounds (Cycles
3–5). These nationally representative sur-
veys were conducted among women aged
15–44 at the time of the interview. Due to
concerns about women’s ability to accu-
rately recall the timing of distant events,
those aged 25 and older were not asked
about the date of their first family plan-
ning visit in the 1995 NSFG; therefore, we
limited the data from all three surveys to
women who were younger than age 25 at
the interview.

In another effort to limit recall bias, we re-
stricted our sample to women who had had
sex for the first time within the four years
preceding the interview; the periods exam-
ined are, therefore, 1978–1982, 1984–1988
and 1991–1995. The resulting data set con-
tained a total of 3,252 women, approxi-
mately 1,000 from each survey round; the
following analyses were based on this sub-
group of young women.

The level of precision for the date of sex-
ual debut was limited to calendar month.
Therefore, among women for whom first
coitus and first visit occurred in the same
month, some visited a provider before
their first experience, while others waited,
albeit briefly, until afterwards. Because we
could not separate out these two groups

nicity as a predictor. Contraceptive use
patterns also vary by religious affiliation.14

The key predictor of interest, whether
the woman had made a family planning
visit, was included as a time-varying co-
variate. Family planning visit status was
coded as zero for each woman-month in
which a visit had not yet been made and
as one for each woman-month after a
provider had been seen. If a woman made
her first visit before she first had inter-
course, this variable was coded as one for
every month in which she was observed.
The hazard ratio for the first-visit variable
can therefore be interpreted as the pro-
tective effect of having made a first fami-
ly planning visit (compared with not hav-
ing made one) for two women with
similar demographic characteristics who
initiated intercourse at the same age. To
examine changes in the significance of the
family planning visit variable over time,
we included the year of the survey as an
indicator variable, setting 1982 as the ref-
erence category, and also included an in-
teraction between each survey year and
family planning visit status.

We theorized that a visit to a family plan-
ning provider could have a protective effect
in at least two ways—first, by inducing
women who had never practiced contra-
ception to begin doing so, and second,
through improving contraceptive effec-
tiveness by encouraging better use of a cur-
rent method or a switch to a more effective
one. To decompose these effects, we also es-
timated a model that included a second
time-varying covariate, this one for contra-
ceptive initiation. This variable was coded
as zero until a woman used any contracep-
tive for the first time and as one thereafter.

We ran three separate Cox models—one
that controlled for all demographic variables
and family planning visit status, a second
that omitted the visit controls but added one
for contraceptive initiation, and a third that
included all three sets of variables.

In the Cox models, a woman who ceased
to be at risk of the event in question—an un-
intended conception by the time of the in-
terview—was “censored,” or removed from
the analysis, at the time she was no longer
at risk. Women who experienced an intend-
ed conception were also censored at that
time. Clearly, these women had stopped
being at risk of an unintended conception
some months beforehand; such women ef-
fectively censored themselves when they
began trying to conceive. However, it was
impossible to determine the specific month
in which any woman began trying to con-
ceive. Therefore, we repeated our analysis
in this way: We censored pregnancies to



between 1988 and 1995
(i.e., 22–23 months).

Thus, the total “delay
time”—the interval in
which women are sexu-
ally active without hav-
ing visited a family plan-
ing provider—increased
somewhat from the early
1980s through the mid-
1990s. A larger propor-
tion of women waited
until after they had be-
come sexually active to

make a first family planning visit, and the
typical woman waited a few months
longer before seeing a provider. But even
though the delay time increased, the fact
that the median age at first intercourse de-
clined somewhat during the 1980s (from
17.7 years for the cohort born in 1960 to
16.5 for those born in 197516) suggests that
the age at first visit remained stable over
time. Life-table analysis of age at first visit
for the women in our sample confirmed
this finding (data not shown).

As 76–83% of young women who initi-
ated sexual activity did not see a provider
before or in the same month as when they
first had intercourse, the growth in contra-
ceptive use at first intercourse among
women who delayed their first visit should
mirror the increase for the population as a
whole, an increase that has been previous-
ly described. As Table 1 shows, this was in-
deed the case. The increase in method use
at first coitus among women who had not
seen a provider—from 51% to 75%—was al-
most entirely due to an increase in condom
use, from 26% to 67%. However, a small pro-
portion (2–4%) reported using the pill at first
intercourse, even though these women had
not yet visited a family planning provider.
While some of these women may have ob-
tained the pill from a friend, it is likely that
some obtained it from a medical provider
for purposes of menstrual regulation.

Notably, among the women who made
a family planning visit before first inter-
course or within the same month, the pro-
portion who used any method also rose
dramatically over the period, from 61% in
1978–1982 to 91% in 1991–1995. And the
proportions using specific methods rose
accordingly, from 12% to 30% for the con-
dom, and from 40% to 57% for the pill.
Most of this growth in pill use occurred
during the 1980s, while the bulk of the in-
crease in condom use took place between
1988 and 1995.

To assess the risk of pregnancy before a
first family planning visit, we divided the
women who delayed a first visit† into five

women who reported that the conception
was “timed right” at seven months before
conception (the average amount of time
until conception among couples having un-
protected intercourse15); those who indi-
cated that their first conception did not occur
soon enough were censored 14 months be-
fore conception. The results of this analysis
did not differ substantially from the origi-
nal models (in which women were censored
at the time of an intended conception); thus,
only the results from the original models are
presented.

Results
Descriptive Analyses
The percentage of women who made their
first visit to a family planning provider be-
fore their first intercourse or in the same
month decreased slightly over time, first
falling sharply from 24% in 1978–1982 to
nearly 18% in 1984–1988, and then rising
slightly, to 21% in 1991–1995.

Life-table analysis indicated that for the
remaining 76–83%, depending on the sur-
vey, who waited a month or more after
their first intercourse to visit a provider, the
length of this delay rose somewhat during
the 1980s and early 1990s: The median time
between first intercourse and seeing a
provider in the four years preceding the
survey was 21.9 months for women inter-
viewed in 1995, an increase from the me-
dian of 16.7 months reported by women
interviewed in 1982.* Most of the increase
in the median time between first inter-
course and first trip to a provider occurred
between the 1982 and 1988 surveys; the in-
terval length was essentially unchanged

groups by the duration of the interval be-
tween first coitus and first visit, and cal-
culated the proportions experiencing an
unintended conception in each duration
category. As Figure 1 shows, regardless of
the length of delay, the percentage having
an unintended conception declined be-
tween 1982 and 1995, suggesting that preg-
nancy risk in the previsit interval fell steadi-
ly over time. As expected, the percentage
experiencing an unintended pregnancy in-
creased with the length of the interval.

Hazards Analyses
The findings imply that contraceptive use
in the interval after sexual initiation but
before a visit increased over time, while
pregnancy risk decreased. We now turn
to the question of whether young women
who delayed a first visit until after their
first intercourse lowered their risk of preg-
nancy to the same level as young women
who visited a provider promptly—in
other words, whether the difference in the
relative risk of pregnancy for the two
groups has decreased.

Table 2 shows the results of the Cox
proportional hazards models. The hazard
ratios, which were calculated by expo-
nentiating the coefficients produced by the
models, indicate the change in the risk of
unintended pregnancy associated with a
unit change in continuous variables or, for
the categorical variables, the risk of preg-
nancy among a particular group com-
pared with a reference group. (All coeffi-
cients were significant at p<.001.)

Looking first at the analysis that ad-
justed for all demographic variables and
for the first family planning visit, the haz-
ard ratio for black women (1.7) suggests
that their risk of unintended pregnancy
was 70% higher than that of white women.
The ratio for women of other racial and
ethnic groups was also higher than 1.0
(1.1), so these women were at a slightly
higher risk of early unintended pregnan-
cy than white women.

The hazard ratio for age at first intercourse
was slightly less than 1.0; thus, increasing
age at first intercourse had a protective ef-
fect, albeit a small one, on young women’s
risk of a first unintended pregnancy.

The hazard ratio for making a first fam-
ily planning visit was also less than one
(0.57). This indicates that women who
made a visit were 43% less likely than
those who had not yet made one (i.e.,
those who remained in the previsit inter-
val) to have an unintended conception.

The hazard ratio for the interaction be-
tween the first family planning visit and
the 1988 survey relative to the 1982 sur-
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*This median of nearly 17 months is not directly com-
parable to that of 23 months calculated by Mosher and
Horn (see reference 4), since we limited our sample to
women who had experienced their first intercourse in
the four years preceding the interview.

†By definition, only women whose first visit followed
first intercourse by at least one month could be catego-
rized by length of the interval between first coitus and
first family planning visit, since the interval length was
zero (or negative) for women who saw a provider either
before their first coitus or in the same month.

Table 1. Percentage distribution of U.S. women younger than 25, by
method used at first intercourse, according to timing of first fami-
ly planning visit and year of National Survey of Family Growth (NSFG)

Method Before or in same month At least one month
as first coitus (N=756) after first coitus (N=2,496)

1982 1988 1995 1982 1988 1995

Pill 40.0 54.3 56.9 2.9 3.5 2.1
Condom 12.5 15.7 30.4 25.8 49.9 67.3
Other* 9.0 4.4 3.4 22.7 12.2 6.0
None 38.5 25.6 9.3 48.7 34.4 24.5
Total 100.0 100.0 100.0 100.0 100.0 100.0

*Other methods are primarily natural family planning, withdrawal and the sponge.
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of a family planning
visit; thus, a substantial
part of a visit’s protective
effect appears to work
through encouraging
contraceptive initiation.

Overall, the protective
effect of a first visit was
lower in the 1995 survey
than in the 1982 survey,
which suggests that
women who delayed a
visit in 1991–1995 (com-
pared with those in the
same time period who
made a visit promptly)
did not lose as much by
doing so as similar
women who delayed a
first visit in 1978–1982.
This finding results large-
ly from the fact that 1995
respondents who de-
layed a visit were more
likely than 1982 respon-
dents who delayed to
have used a method in-
dependently of making a visit.

Discussion
American women have significantly im-
proved their early contraceptive use. An
increase in method use at first intercourse
occurred both among those who visited
family planning providers promptly and
among those who did not. A shift toward
condom use as a first method was appar-
ent not only among women who put off a
visit, but also among those who went for
services before they became sexually active.
This finding might be attributable to a
greater awareness of AIDS and other STDs

and to the desire of more
women to protect them-
selves from diseases and
from pregnancy.

The proportion of
women who made a
family planning visit be-
fore their first inter-
course declined slightly
over the period, while
the interval between sex-
ual initiation and a first
visit increased among
those who delayed.
However, the proportion
of women who uninten-
tionally became preg-
nant before their first
family planning visit de-
clined regardless of the
length of time until a first

vey—0.92—means that respondents in the
1988 survey who made a visit were less
likely to have become pregnant relative to
1982 respondents, so the first visit had a
slightly more protective effect in the 1988
survey than in 1982 survey (i.e., the level
of protective effect increased slightly be-
tween 1982 and 1988). However, the haz-
ard ratio for the interaction between a first
visit and 1995 (1.1) means that women in
the 1995 survey who saw a provider were
more likely than those in the 1982 survey
to have become pregnant unintentional-
ly, and thus the overall protective effect de-
creased significantly between 1982 and
1995. By implication, the decrease in the
protective effect of a first visit occurred be-
tween 1988 and 1995.*

According to the analysis that did not
factor in the family planning visit variable
(middle column of table), the effect of ini-
tiating contraceptive use on the risk of an
unintended pregnancy was dramatic—a
reduction in risk by 81%, or a hazard ratio
of 0.19.

When contraceptive initiation and fam-
ily planning visit status are both included
in the analysis (third column of Table 2),
the hazard ratio of the risk of unintended
pregnancy among those who initiated con-
traceptive use remains quite low (0.20);
thus, such women were at a significantly
lower risk of unintended conception, even
when a family planning visit was taken
into account. Notably, the hazard ratio for
the effect of a family planning visit on the
likelihood of an unintended pregnancy
(0.88) while still less than 1.0, is nonethe-
less much closer to 1.0 than was the case
when the analysis did not control for ini-
tiating use (hazard ratio of 0.57). Adding
this control significantly reduced the effect

visit, implying that contraceptive protec-
tion during that interval improved over-
all. This decrease in risk occurred even as
the median age at first intercourse declined
over time. This finding is notable, given
that research has shown that adolescents
who begin having intercourse at the
youngest ages run an especially high risk
of unintended pregnancy.17

The bivariate and multivariate analy-
ses provide some support for the notion
that women who delay a first visit are
catching up  to those who see a provider
early in terms of protection against preg-
nancy. As mentioned earlier, increased ed-
ucation about AIDS and pregnancy have
doubtless contributed to this change in
contraceptive use, specifically in condom
use. But it is also possible that the increase
in early contraceptive use is associated
with the fact that early initiation of sexu-
al intercourse has become more norma-
tive, and is no longer restricted to a pop-
ulation of high-risk youth. Thus, current
cohorts of adolescents who now begin sex-
ual activity may be more inclined, on av-
erage, to use protection than were previ-
ous, more selected cohorts.

*The hazard ratios for a first family planning visit at each
time period can be calculated by multiplying the ratio
for a visit by each family planning visit interaction term.
Since 1982 is the reference category, the hazard ratio for
1982 is simply 0.57. The hazard ratio for 1988 would be
0.57✕0.92, or 0.53, and the hazard ratio for 1995 would
be 0.57✕1.13, or 0.65.

Table 2. Hazard ratios showing the risk of a first unintended preg-
nancy, by characteristic, according to control variables

Characteristic Background Background All
variables variables variables
plus visit plus initiation
status of use

Race/ethnicity
White 1.00 1.00 1.00
Black 1.74 1.48 1.50
Other race/ethnicity 1.14 1.25 1.23

Mother’s education 0.97 0.99 0.99
Age at first intercourse 0.93 0.96 0.96
Religion

Protestant 1.00 1.00 1.00
Roman Catholic 0.88 0.86 0.86
Other 0.49 0.49 0.49
None 1.10 1.09 1.09

Survey year
1982 1.00 1.00 1.00
1988 0.74 1.41 1.40
1995 0.54 1.26 1.22

Made a visit
Yes 0.57 na 0.88
No 1.00 na 1.00

Interactions
1982 x visit status 1.00 na 1.00
1988 x visit status 0.92 na 0.94
1995 x visit status 1.13 na 1.04

Initiated contraceptive use
Yes na 0.19 0.20
No na 1.00 1.00

Notes: All hazard ratios are significant at p<.001. na=not applicable.

Figure 1. Percentage of women who unintentionally became preg-
nant between first coitus and first family planning visit, by length
of that interval, according to survey year

%

(continued on page 42)



42 Family Planning Perspectives

Does the Timing of the First…
(continued from page 33)

Our analysis was limited by our inabil-
ity to measure sexual frequency or the reg-
ularity of contraceptive use during the in-
terval between sexual debut and a first visit
to a provider. Clearly, a more accurate mea-
surement than our simple date-of-first-use
proxy is needed. Moreover, our analysis
did not examine use of new medical meth-
ods, such as the contraceptive implant and
injectables; the effect of the introduction
of these longer-acting methods on the pos-
sible additional protective effect of a visit
needs to be ascertained. (However, at the
time the data studied here were collected,
the new methods might not have been
available long enough to significantly af-
fect our analysis.)

The data suggest that while family plan-
ning visits continue to have a protective
effect against pregnancy, women more fre-
quently practice contraception indepen-
dently of providers. This finding should
encourage those who advocate increased
education about contraception, since it

suggests that public education works. It
may be that effective family planning now
requires a multifaceted approach. Inde-
pendent contraceptive use and family
planning providers’ efforts both play an
important role in protecting women
against unintended pregnancy.
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