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BRIEF REPORT

Safer Sex Communication and Sexual Health Behaviors Among
a Representative Statewide Sample of Homeless Adolescents
Kristyn Kamke , Laura Widman , and Mary E. Haskett
Department of Psychology, North Carolina State University
Homeless adolescents are at substantial risk of human immunodeﬁciency virus (HIV), other
sexually transmitted infections (STIs), and unplanned pregnancy; however, little research has
assessed factors, such as safer sex communication, that may protect homeless adolescents against
these negative outcomes. Using the 2015 North Carolina Youth Risk Behavior Survey (YRBS;
unweighted N = 5,486; ages 12 to 18; 5% homeless), we compared homeless adolescents’ primary
safer sex communication sources (i.e., health care providers, parents, teachers, peers, religious
leaders) to housed adolescents’ communication sources and assessed how these sources relate to
sexual health behaviors, including condom use, HIV testing, and number of sexual partners. Most
homeless adolescents (61%), and 46% of housed adolescents reported having questions about sex.
Further, twice as many homeless adolescents communicated primarily with health care providers
compared to housed adolescents. Importantly, among homeless adolescents, communicating
primarily with health care providers or teachers was related to greater likelihood of condom use
and communicating primarily with religious leaders was related to greater likelihood of HIV
testing. Parent communication was unrelated to homeless adolescents’ sexual health behaviors.
Last, communicating primarily with peers was associated with reduced likelihood of HIV testing.
Having nonparental adult communication sources, including health care providers, teachers, and
religious leaders, may be critical for encouraging safer sex behaviors among homeless adolescents.
Among the 1.7 million homeless youth in the United
States, the risk of human immunodeﬁciency virus (HIV),
other sexually transmitted infections (STIs), and
unplanned pregnancy is high (Caccamo, Kachur, & Williams, 2017; Fernandes-Alcantara, 2016). As many as onethird of homeless youth contract an STI in their lifetime
(Caccamo et al., 2017), and homeless girls are ﬁve times
more likely than housed girls to become pregnant
(Lacoursiere & Fontenot, 2012). Further, studies suggest
homeless youth have a two to 10 times greater risk of
HIV infection than housed youth (National Coalition for
the Homeless, 2007; Pfeifer & Oliver, 1997; Stricof,
Kennedy, Nattell, Weisfuse, & Novick, 1991). Among
the general population of youth with HIV, less than half
are aware of their status, only 41% are linked to health
care, and only 27% have a suppressed viral load (Centers
for Disease Control and Prevention [CDC], 2018).
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Considering the substantial barriers homeless youth
experience accessing health care (Edidin, Ganim, Hunter,
& Karnik, 2012), homeless youth may be even less likely
to be aware of their status, receive HIV treatment, and
become virally suppressed. Improving the sexual health of
homeless youth must be a priority.
Many studies have examined the factors that place homeless youth at enhanced risk of negative sexual health outcomes,
including comparatively high levels of condomless sex, sex
with multiple partners, engagement in survival sex or prostitution, and involvement with high-risk social networks (Caccamo et al., 2017; Fernandes-Alcantara, 2016; Tyler, 2008);
however, less research has examined factors that may buffer
homeless youth against negative sexual health outcomes.
Understanding the protective factors possessed by homeless
youth that are already engaging in safer sexual behaviors may
help us establish supports for other homeless youth.
Safer sex communication is one strong predictor of sexual
health behaviors—such as condom use—among the general
population of adolescents (Bleakley, Khurana, Hennessy, &
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Ellithorpe, 2018; Widman, Choukas-Bradley, Noar, Nesi, &
Garrett, 2016). Typically, safer sex communication refers to
communication about sexual health topics, such as contraception, STIs, and abstinence between adolescents and their
dating partners, but it can also refer to communication about
sexual topics between adolescents and others in their lives,
including their parents, peers, health care providers, teachers,
and religious leaders (Byers, 2011). Past research shows that
adolescents acquire sexual health information from many
interpersonal sources, with most adolescents reporting that
they have received information from parents, friends, and
teachers (Bleakley, Hennessy, Fishbein, & Jordan, 2009;
Bleakley et al., 2018). These experiences can provide sexual
health knowledge and also help establish sexual behavior
norms, both of which impact adolescents’ intentions to
engage in safer sex behaviors, as explicated by the reasoned
action model (Fishbein & Ajzen, 2010). Indeed, past research
shows that adolescents who communicate with parents or
other adult relatives generally engage in safer sex behaviors
(Bleakley et al., 2018; Widman et al., 2016), whereas those
who communicate primarily with friends or peers tend to
engage in riskier behaviors (Eversole, Berglas, Deardorff, &
Constantine, 2017; Fuxman, De Los Santos, Finkelstein,
Landon, & O’Donnell, 2015).
Interpersonal safer sex communication may be especially
important for developing sexual health knowledge, skills, and
safer sex norms among homeless youth. Homeless youth often
attend school sporadically or even drop out (FernandesAlcantara, 2016; Ingram, Bridgeland, Reed, & Atwell, 2016)
and may miss out on formal school-based sexual education.
A study from 1997 found that 60% of homeless youth reported
receiving sexual health information from interpersonal sources,
such as family, partners, friends, and health care providers
(Leach, Wolitski, Goldbaum, & Fishbein, 1997); however,
more recent estimates are unavailable. Further, the association
between safer sex communication and sexual behavior among
homeless youth is unclear. One study found that safer sex
communication with peers was associated with greater HIV
knowledge but not with any safer sex behaviors (Young &
Rice, 2011). Another study, which found that having a peer
who practiced safer sex was predictive of one’s own safer sex
behaviors, found no relationship between peer communication
and safer sex (Barman-Adhikari, Hsu, Begun, Portillo, & Rice,
2017). Study ﬁndings are also mixed on whether communication with family members is associated with safer sex among
homeless youth (Craddock, Rice, Rhoades, & Winetrobe,
2016; Tyler, 2008). In addition, we are not aware of any studies
that have explored how safer sex communication with other
sources, such as doctors, teachers, or religious leaders, is linked
to safer sex behaviors among homeless youth.
Available studies of safer sex communication among
homeless youth are also limited by their use of convenience
samples of youth recruited from housing programs (Tyler,
2008) or drop-in centers in single cities (Barman-Adhikari
et al., 2017), which have not allowed for a generalizable
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understanding of safer sex communication among homeless
youth and how it may differ from that of stably housed youth.
Further, many studies deﬁne youth to be as old as 24, limiting
our understanding of the sexual health of homeless adolescents who are 18 years old and younger. Considering the high
rates of sexual risk behavior and, in turn, heightened risk of
HIV, other STIs, and unplanned pregnancy among this population, there is a need to understand the process of safer sex
communication—an important source of sexual education
and protective factor for adolescents—among homeless adolescents and how it is linked to sexual behavior.
Therefore, the purpose of this study was to examine the
sources with which homeless adolescents communicated about
sexual health issues and how communication with these people
was linked to sexual health behaviors (i.e., condom use, HIV
testing, and number of sexual partners) using a statewide
representative sample of youth attending high school. Because
there was limited established knowledge about the safer sex
communication of homeless adolescents, we did not make
speciﬁc predictions; however, we expected that sexual communication patterns among homeless adolescents would differ
from those of housed adolescents, given differences in interpersonal relationships. For example, homeless adolescents may
have strain in their parental relationships or have limited access
to doctors, impacting their likelihood of sexual health communication with these sources. To elucidate these expected differences, we proposed two study aims. The ﬁrst aim of this study
was to explore the primary sources of safer sex communication
(health care providers, parents/relatives, teachers, religious
leaders, and peers) among homeless adolescents compared to
housed adolescents. The second aim was to evaluate how
communication with each primary source was related to sexual
health behaviors among homeless youth. We believe this study
provides important insight into best practices for preventing
negative sexual outcomes among homeless adolescents.
Method
Participants
Participants were high school students who completed
the 2015 North Carolina Youth Risk Behavior Survey
(YRBS; Kann et al., 2016). The YRBS is a biennial national
survey designed by the CDC to monitor health behaviors
among students in grades nine through 12. The YRBS uses
a two-stage cluster random sampling design to provide
a representative estimate of risk behaviors among public
and private high school students (Kann et al., 2016). Local
procedures for obtaining parental permission are followed
prior to survey administration, and participation is anonymous and voluntary. The CDC’s Institutional Review
Board (IRB) approved the YRBS protocol.
In total, 6,178 youth participated in the 2015 survey in North
Carolina; however, 692 participants were excluded from our
study because their housing status was unknown (i.e., they did

SEX TALK AND SAFER SEX IN HOMELESS ADOLESCENTS

not respond to the question or selected a response that could not
be classiﬁed; see Measures section), for an unweighted sample
of 5,486 youth. After weighting the data using the complex
sampling function in SPSS 24.0, the sample was equal in terms
of gender and just over half White (53%). Further, 9% identiﬁed as lesbian/gay or bisexual, and 2% indicated they were
unsure of their sexual identity. This 11% of participants were
classiﬁed as LGBQ (lesbian, gay, bisexual, questioning),
whereas the remaining 89% were classiﬁed as heterosexual.
In all, 5% of the sample (unweighted n = 321) were classiﬁed
as homeless (see Measures section).

et al., 2017). Condom use was assessed using the item “The
last time you had sexual intercourse, did you or your partner
use a condom?” (1 = I have never had sexual intercourse,
2 = No, 3 = Yes). Responses were recoded to exclude
participants who had never had sexual intercourse
(n = 3,579). To assess HIV testing, we used the item, “Have
you ever been tested for HIV, the virus that causes AIDS?”
(1 = No, 2 = Yes, 3 = Not sure). Participants who were unsure
if they had been tested were excluded (n = 391). Last, to assess
number of sexual partners, we used the item “During your life,
with how many people have you had sexual intercourse?”
Responses ranged from 0 (I have never had sexual
intercourse) to 6 (6 or more people).

Measures
Sociodemographic Characteristics. The YRBS
survey captures many sociodemographic and health-related
background variables. We were interested in items assessing
gender, age, race/ethnicity, sexual identity, sexual activity,
and history of sexual education.
Homelessness. The YRBS assessed housing status with
the item “Where do you typically sleep at night?” Those who
typically slept somewhere other than “at home” or a “foster
home/group facility” were considered homeless (e.g., “in
a supervised shelter,” “in a car, park, campground, or other
public place”). Participants who reported they slept
“somewhere else” were excluded as their housing status
could not be determined (n = 22). The question was
developed by experts in youth homelessness to be consistent
with the U.S. Department of Education’s (2016) deﬁnition for
homeless education programs. Homeless youth are those
without a ﬁxed, regular, and adequate housing arrangement,
including adolescents who are “doubled up,” or sharing the
housing of others, such as friends or family. Including this
measure in a statewide representative survey using adolescent
self-reports was expected to provide a more accurate
depiction of adolescent housing status. Previous estimates of
homelessness among high school students relied on parent
reports to school personnel, resulting in underestimates.
Safer Sex Communication Source. Participants were
asked: “When you have questions about sexually transmitted
diseases (STD), HIV, AIDS, or pregnancy prevention, with
whom do you usually talk?” Participants could indicate that
they did not have questions about sex or indicate a primary
safer sex communication source from a list of options: health
care provider (i.e., doctor/nurse), parent (i.e., parent/adult
relative), teacher (i.e., teacher/adult at school), religious
leader, peer (i.e., friend/sibling), other adult, or not sure.
Sexual Health Behaviors. Using a condom at last sex,
having been tested for HIV, and having fewer sexual partners
were considered to be positive sexual health behaviors and
assessed as outcomes, consistent with efﬁcacy trials of
adolescent sexual health interventions (e.g., see Johnson,
Scott-Sheldon, Huedo-Medina, & Carey, 2011; Mirzazadeh

Analysis Plan
Weighted data were used for all analyses. First,
descriptive analyses were conducted to characterize the
demographics, sources of sexual information, and sexual
behaviors of the full sample (n = 5,486) and examined
differences between homeless and housed adolescents on
these characteristics using chi-squared tests. Then,
a series of multiple logistic regressions (for the dichotomous variables of condom use and HIV testing) and
multiple linear regressions (for the continuous variable of
number of sex partners) were used to examine the association between primary safer sex communication source
and sexual health behaviors among homeless adolescents
only (n = 321), with age, race/ethnicity, sexual orientation, and gender as covariates. For analyses with HIV
testing as an outcome, sexual activity was used as an
additional covariate.

Results
Descriptive Statistics
Full descriptive statistics are reported in Table 1.
Approximately 5% of the sample was homeless. Of these
youth, 81% reported sleeping primarily in a friend’s, relative’s, or stranger’s home (i.e., doubled up); 7% reported
sleeping in a car, park, campground, or other public place;
6% reported sleeping in a hotel or motel; and 6% reported
sleeping in a shelter or time-limited housing program.
Compared to housed adolescents, homeless adolescents
were signiﬁcantly more likely to belong to a sexual minority
group (p < .001) and to be male (p = .04; see Table 1). In
addition, homeless youth were signiﬁcantly more likely to
be sexually active (p < .001), but they were less likely to
have received sex education in school (p = .006): 70% of
homeless youth compared to 89% of housed youth report
receiving sex education in school in the past year. In addition, homeless adolescents engaged in more sexual risk
behavior than housed adolescents: they were two times
less likely to use condoms at last sex (p = .04) and had
more lifetime sexual partners (homeless youth, M = 2.73;
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Table 1.

Descriptive Statistics for Predictors and Outcomes

Variables

Homeless Youth
(n = 321)

Housed Youth
(n = 5,165)

Between Group Comparisons (p)a

22.12%
36.08%
61.69%
16.35
75.91%
70.44%
60.68%
40.37%
30.74%
8.00%
16.06%
1.60%

10.84%
50.13%
46.35%
16.01
42.06%
88.83%
45.74%
23.77%
37.84%
9.06%
20.73%
1.02%

< .001
.04
.07
.16
< .001
.006
.10
.008
.34
.79
.37
.39

41.17%
22.21%
2.73

63.30%
17.39%
1.06

.04
.50
< .001

Demographics
LGBQ+
Female
Racial/ethnic minority
Age (M)
Sexually active
Received sex education in school
Had questions about sex
Health care provider as primary sourceb
Parent/relative as primary sourceb
Teacher as primary sourceb
Peers as primary sourceb
Religious leader as primary sourceb
Sexual health outcomes
Condom usec
HIV testing
Number of lifetime sexual partners (M)
a

Results calculated using chi-squared test.
Among youth who had questions about sex.
c
Among sexually active youth.
b

housed youth, M = 1.06; p < .001). There were no differences between homeless and housed youth in their likelihood of HIV testing (p = .50).
Primary Safer Sex Communication Source
More than half of homeless youth (61%) reported
having questions about sex, compared to 46% of housed
youth (p = .10; see Table 1). Homeless youth most often
indicated that a health care provider was their primary
source of safer sex communication, followed by a parent/
relative, peer, teacher, and religious leader (see Table 1).
In addition, about 1% reported another adult was their
primary source, and 2% reported they were not sure.
Homeless youth (40%) reported health care providers
as their primary source of communication signiﬁcantly
more often than housed youth (24%; p = .008). There
were no other signiﬁcant differences in safer sex communication source between homeless and housed youth.

Table 2.

Communication Sources and Safer Sex Behavior Among
Homeless Youth
As shown in Table 2, among homeless youth, communicating primarily with a health care provider or teacher was
related to signiﬁcantly greater likelihood of condom use at
last sex: those who primarily communicated with a health
care provider were 16 times more likely to have used
a condom compared to those who did not report a health
care provider as their primary communication source
(p < .001), and those who primarily communicated with
a teacher were 73 times more likely to have used a condom
compared to youth who did not primarily communicate with
a teacher (p < .001). There was no relationship between
condom use and communicating primarily with a parent/
relative, peer, or religious leader (ps > .05).
With regard to HIV testing, homeless youth who communicated primarily with a religious leader were 17 times
more likely to have been tested for HIV in their lifetime
compared to those who did not primarily communicate with

Association Between Source of Sexual Information and Sexual Behaviors Among Homeless Youth

Primary Communication Source

Health care providers
Parent/relative
Teachers
Peers
Religious leader

Condom Use

HIV Testing

Sex Partners

AOR (95% CI)
16.43 (3.38, 80.00)***
0.22 (0.02, 2.96)
72.84 (7.40, 716.50)***
0.09 (0.005, 1.79)
0.12 (.004, 3.58)

AOR (95% CI)
2.29 (0.50, 10.61)
1.78 (0.17, 18.65)
0.94 (0.08, 11.52)
0.02 (0.001, 0.23)**
16.78 (3.46, 81.53)***

B (95% CI)
0.96 (−0.91, 2.82)
0.41 (−0.98, 1.80)
0.29 (−1.53, 2.11)
−0.38 (−3.15, 2.39)
−0.66 (−2.73, 1.42)

Note. Each analysis was run as an independent model controlling for sexual orientation, race/ethnicity, gender, and age among homeless adolescents only
(n = 321).
*p < .05; **p < .01; ***p < .001.
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a religious leader (p < .001), whereas those who communicated primarily with a peer were 57 times less likely to
receive HIV testing than those who did not primarily talk to
peers (p = .008). There was no relationship between HIV
testing and communicating primarily with health care providers, parents/relatives, or teachers (ps > .05).
Finally, regarding the number of sexual partners, there
was no relationship between number of sexual partners and
any of the primary communication sources (ps > .05).

Discussion
There are clear sexual health disparities between homeless and housed youth. Homeless youth are more likely to
acquire HIV and other STIs and to experience an unintended
pregnancy (Caccamo et al., 2017; Lacoursiere & Fontenot,
2012), and they have substantially greater barriers to accessing health care (Edidin et al., 2012). To identify a potential
protective factor to reduce these disparities for homeless
youth, this study investigated to whom homeless adolescents talk about sex and whether communication with these
sources is linked to sexual health behaviors. With little
research available about factors that help enhance homeless
adolescents’ sexual health, understanding the potential protective power of safer sex communication in this population
is crucial for sexual risk prevention efforts (Tevendale,
Lightfoot, & Slocum, 2009).
Consistent with prior studies, homeless adolescents in
this study were more likely to be sexually active, have
condomless sex, and have more sexual partners than housed
adolescents (Barman-Adhikari et al., 2017; Tevendale et al.,
2009). Although homeless and housed adolescents had
comparable HIV testing rates, less than one-third of homeless adolescents had been tested, despite their heightened
sexual risk behaviors. Notably, this study is one of few that
compared the sexual behaviors of homeless and housed
adolescents, and the only study of which we are aware
that used a representative sample for comparisons. In addition, most homeless adolescents reported having questions
about sex but were less likely to have received sexual
education in school. Given the elevated risk behaviors
among homeless adolescents but reduced likelihood of
school-based sexual education (Caccamo et al., 2017; Fernandes-Alcantara, 2016; Tyler, 2008), there is a critical need
for homeless adolescents to learn about sex from other
sources. Thus, our ﬁndings regarding homeless adolescents’
safer sex communication sources can be used to better target
future theory-driven sexual risk prevention efforts for this
population.
Our results revealed one key difference in primary communication source between homeless and housed adolescents: Homeless adolescents most often reported health care
providers as their primary source and did so more often than
housed adolescents. Further, identifying health care

providers as their primary source was associated with
greater likelihood of condom use among homeless adolescents. Unfortunately, many homeless adolescents experience structural barriers to accessing health care providers,
such as lack of transportation, lack of insurance, and inconvenient hours (Edidin et al., 2012). Further, health care
providers may be insufﬁciently educated on the speciﬁc
needs of homeless adolescents (Zlotnick, Zerger, & Wolfe,
2013). One possible solution is to create partnerships
between health care providers and community organizations
that provide services to homeless adolescents (e.g., outreach
centers, shelters), so that community organizations can
educate health care providers on homeless adolescents’
needs and link adolescents to these educated providers
(Zlotnick et al., 2013).
Further, homeless and housed adolescents reported similar likelihood of primarily communicating with teachers and
religious leaders about sexual health topics. Among homeless adolescents, communicating primarily with these
sources was associated with positive outcomes: Homeless
adolescents who talked to a teacher were signiﬁcantly more
likely to have used a condom at last sex, and homeless
adolescents who talked to a religious leader were more
likely to have been tested for HIV. Overall, these ﬁndings
suggest that having a supportive health care provider, teacher, or religious leader as a primary source of information
about sex may promote sexual health behavior among
homeless adolescents.
It is noteworthy that primarily communicating with
a parent/relative was not related to sexual health behaviors
among homeless adolescents. This ﬁnding stands in contrast
to the broader sexual communication literature, often
focused on normative samples, showing parent–child communication to be predictive of safer sex behavior such as
condom and contraceptive use (Widman et al., 2016). Given
that family discord surrounding a child’s sexuality is often
a precursor to homelessness among adolescents (Rosario,
Schrimshaw, & Hunter, 2012), it is possible that even if
adolescents report primarily talking to their parents/relatives
about sex, these conversations are unhelpful or even harmful. Indeed, recent research has found that parental relationships are not universally associated with safer sex behavior
among homeless youth; the degree to which parent inﬂuence is positive may be an important factor as to whether
parental relationships are protective (Craddock et al., 2016).
This inconsistency in the link between family relationships and safer sex behavior among homeless adolescents
raises questions about the utility of family-based sexual
health interventions, which are often employed to reduce
homeless adolescents’ sexual risk (Craddock et al., 2016).
Along with the potential for tumultuous relationships
between homeless adolescents and their families, homeless
adolescents may not have family contacts (i.e., unaccompanied youth). Developing sexual health interventions for
homeless adolescents that involve other people, such as
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health care providers, teachers, or religious leaders, in their
sexual education may be an important avenue of future
research. One review of sexual health programs for homeless youth highlighted the importance of helping youth build
strong “safety nets,” including people who provide social
support and who provide services, such as health care or
housing assistance (Arnold & Rotheram-Borus, 2009). Randomized controlled trials of sexual health interventions for
homeless youth are rare, and more research toward developing evidence-based interventions for this population is
needed (Naranbhai, Karim, & Meyer-Weitz, 2011), particularly action-based research that involves working directly
with homeless youth to develop programs that address their
needs and desires (Slesnick, Dashora, Letcher, Erdem, &
Serovich, 2009).
Our results also suggest that communicating primarily
with peers may be connected to negative sexual health
outcomes among homeless youth. Primarily talking to
peers about sex was associated with a reduced likelihood
of being tested for HIV, and it was unrelated to condom use
or number of partners. This ﬁnding is consistent with past
research that highlights the potentially negative impacts of
peers on the sexual health of both the general population of
youth and homeless youth (Eversole et al., 2017; Tyler,
2008). However, we recognize this association may vary
by the types of peers in adolescents’ social networks; for
homeless adolescents whose peers are engaging in safer sex
behavior, associating with these peers may promote safer
sex (Barman-Adhikari et al., 2017). Importantly, past
research suggests that youth who are connected to community agencies are more likely to engage with pro-social
youth, as these agencies provide a safe space for homeless
youth to interact with peers and allow for staff to provide
encouragement for youth to engage in healthy behaviors
(Rice, Stein, & Milburn, 2008). Connecting homeless youth
with community-based services may help counteract negative peer impacts.
Limitations and Future Directions
Although the YRBS is a valuable data source, providing
a representative sample of vulnerable groups such as homeless adolescents, there are some associated limitations. First,
because the YRBS is administered in school, the data set
may not be representative of those adolescents who do not
attend school or those who have dropped out. In addition,
our deﬁnition of homelessness, while more accurate than
previous studies, is broad, meaning our sample is heterogenous in regard to living situation. Nevertheless, the demographics of the homeless adolescents in our sample are
consistent with a recent study of demographic correlates of
homelessness among youth, including that they are more
likely to identify as male and LGBTQ+ (Morton et al.,
2018), supporting our conclusion that the homeless adolescents in our sample are consistent with the homeless adolescent population.
142

Second, due to the cross-sectional nature of this data set,
the temporal order of communication and sexual behaviors
cannot be determined. It may be that homeless adolescents
initiate sexual conversations with their primary communication source after engaging in sexual behavior. Future
research would beneﬁt from a longitudinal design that can
provide greater understanding as to whether there is a causal
relationship between safer sex communication and sexual
health behavior among homeless adolescents.
Third, this study was limited by the communication
question in the YRBS, which assessed only to whom
participants typically talk about sex; however, assessing
the impact of the complex process of communication on
homeless adolescents’ sexual health requires examining
multiple components of communication, such as frequency of communication, content of communication,
style of communication, and quality of communication
(Guilamo-Ramos, Lee, & Jaccard, 2016). This singlequestion evaluation limits our theoretical understanding
of the mechanisms by which sexual communication
impacts safer sex behavior among homeless adolescents.
Employing multifaceted questions regarding safer sex
communication will be important for the future. Further,
the communication question may not have captured all
possible support systems that homeless youth have, such
as service providers in outreach centers. Future work
should question youth directly about their primary
sources of safer sex communication so that sexual prevention work can target proper supports.
Finally, in this increasingly digital world, much of adolescents’ communication, including that of homeless adolescents,
occurs through technology, such as mobile phones and the
Internet (Lenhart et al., 2015; Rice & Barman-Adhikari,
2014). However, the question available in the YRBS does
not clarify whether adolescents were communicating face-toface or through technology. Distinguishing the link between
these communication methods and homeless adolescents’
sexual behavior should be further examined and could shape
the platforms through which sexual health interventions are
delivered to homeless adolescents. Further, media (e.g., television, Web sites) serves as an additional, inﬂuential source of
health information for adolescents but was not included as an
information source in the YRBS (Strasburger, Jordan, &
Donnerstein, 2012). Future research may consider how
media supplements, or supplants, sexual health information
from interpersonal sources among homeless youth.
Despite these limitations, this study is novel in its use of
a large, statewide representative sample to better understand
a key protective factor for sexual health—safer sex communication—among a sample of homeless adolescents. Our
results suggest that there are several interpersonal sources
through which homeless adolescents may acquire sexual
health information and that safer sex communication with
these sources is linked to sexual health behaviors among
homeless adolescents. In particular, health care providers are
a critical source of sexual health communication for many
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homeless adolescents, with health care providers listed as the
primary source of information by 40% of homeless adolescents who had questions about sex. Considering that homeless
adolescents are less likely to receive sexual education in
school, safer sex communication with knowledgeable adults
may be vital for the sexual education of these vulnerable
adolescents. Future research and intervention efforts should
explore ways to better link health care providers to homeless
adolescents. These efforts could also examine the quality of
medical care currently being offered to homeless adolescents,
as well as how to better train health care providers to provide
inclusive and trauma-informed care that appropriately
addresses the sexual health needs of this at-risk population.
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