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National trends and disparate access to formal and informal 
sex education among youth involved with the child welfare 
system in the USA
Julia Brasileiro , Laura Widman , Kate Norwalk , Jordyn Mccrimmon
and Lily Mullins

Department of Psychology, North Carolina State University, Raleigh, NC, USA

ABSTRACT
This study investigated whether youth involved with the child 
welfare system in the USA are receiving formal and informal sex 
education. Data come from the Second National Survey of Child 
and Adolescent Wellbeing, a nationally representative sample of 
children and adolescents in contact with child protective ser-
vices. Participants included young people (n = 1093, aged 11– 
21) involved with the child welfare system. Participants reported 
whether they had received formal sex education about a) absti-
nence only; b) contraceptives/condoms only; c) abstinence and 
contraceptives/condoms; or d) none. They also reported 
whether they knew where to access family planning services. 
We examined the prevalence of sex education experiences and 
differences in sex education access and knowledge based on 
participants’ pregnancy history and sociodemographic charac-
teristics. Only half (49%) of participants had received any form 
of formal sex education. Pregnant youth were less likely to have 
received any sex education compared to non-pregnant youth . 
72% of adolescents who had received sex education about 
contraceptives/condoms reported knowing where to access 
family planning services compared to only 46% of adolescents 
who had not received this sex education . There is a pressing 
need for comprehensive sex education among youth involved 
with the child welfare system.
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Introduction

Governing bodies and medical and public health organisations worldwide are in agree-
ment that sexual health is a fundamental human right, yet it is often neglected (WAS 2014; 
WHO 2021). Adolescents in particular are often overlooked when it comes to sexual health 
due to restrictive social norms dictating that expressions of sexuality are not appropriate 
for young people, which limits their access to sexual health education and care (Buller and 
Schulte 2018). As a result, many adolescents experience adverse sexual health outcomes 
such as HIV and other sexually transmitted infections (STIs), with significant sexual health 
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disparities existing among marginalised groups of adolescents. For example, in the USA 
racial and ethnic minority adolescents and LGBTQ+ adolescents are more at risk for HIV and 
STIs compared to white, heterosexual youth (CDC 2021, 2020; Graham and Padilla 2014).

Young people involved with the child welfare system (i.e. those who have been referred 
to child protection services) in the USA are one group of adolescents who experience 
worse sexual health outcomes compared to young people not involved with the child 
welfare system (Dworsky and Courtney 2010; James et al. 2009). For example, youth in 
foster care have at least three times the risk of a diagnosed STI compared to other youth 
(Ahrens et al. 2010). Furthermore, rates of pregnancy are higher among youth in foster care, 
with as many as 48% of girls in foster care becoming pregnant before the age of 19 – more 
than double that of their same-age peers (Amy and Courtney 2010). A critical part of 
fulfilling adolescents’ human rights related to sexual health involves providing youth 
involved with the child welfare system with access to sexual health education to empower 
them to make informed choices about their sexual health (World Association of Sexology 
2014). Given the imperative of sex education coupled with the adverse sexual health 
outcomes experienced by youth involved with the child welfare system, this study aimed 
to fill a gap in knowledge to understand whether youth involved with the child welfare 
system have access to sex education1 and knowledge of where to access family planning 
services.

Trends in Sex Education among Youth in the USA

Comprehensive sexuality education empowers youth with knowledge, skills, and atti-
tudes to advocate for their sexual health, well-being, and dignity (UNESCO 2018). Sex 
education can promote safer sexual behaviours among youth (CDC 2021). For example, 
good quality sex education can strengthen adolescents’ intentions, attitudes and beha-
viours with respect to preventing pregnancy and STIs (Albarracín et al. 2001; Widman et al. 
2018). When adolescents know where to access sexual health services, they are more 
likely to seek out these services and use them (Parkes, Wight, and Henderson 2004). Yet, 
sex education has historically been and continues to be insufficient and inequitably 
accessed among youth in the USA. For example, as of 2019, only 16 states required 
instruction on condoms or contraception when sex education is provided (SIECUS 
2020). Using population data from the National Survey of Family Growth, Lindberg and 
colleagues found that adolescents’ access to all formal sex education about topics such as 
birth control, abstinence, STIs, and HIV via schools and other community institutions 
declined between 2006–2010 and 2011–2013 (Lindberg, Maddow-Zimet, and Boonstra 
2016). In addition, this national study noted inequities with some groups receiving 
disproportionately less sex education than others, including greater declines among 
boys compared to girls, lower rates among poor adolescents, and rural-urban disparities 
(Lindberg, Maddow-Zimet, and Boonstra 2016). Furthermore, many adolescents did not 
receive sex education until after they became sexually active, which is mistimed if the 
purpose is to provide adolescents with information and resources to prevent adverse 
sexual health outcomes.
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Sex Education among Youth Involved with the US Child Welfare System

Studies on sex education among youth involved with the child welfare system in the USA 
are limited. The handful of studies in this area indicate that youth in foster care do not 
receive sufficient sex education from formal sources (e.g., education offered in schools, 
classes through foster care) and informal sources (e.g., parents and the Internet; Ramseyer 
Winter et al. 2016; Robertson 2013; Constantine, Jerman, and Constantine 2009; Hudson 
2012). Regarding more formal sources, youth in foster care often miss out on the sex 
education that may be offered in schools due to transient care placements (Constantine, 
Jerman, and Constantine 2009). Foster care agencies are another possible avenue for 
youth to receive formal sex education. While some sex education may be provided 
through independent living programmes, it is not always provided (Johnson 1999; 
Dworsky 2018). For example, most US states lack clear policies that: 1) require caregivers 
and foster care staff to be trained on how to talk to youth about sexual health, and 2) 
require that youth within the child welfare system are provided with medically accurate 
information about sexual and reproductive health (Constantine 2009; Dworsky 2018). This 
lack of legislation and formal policy means that neither foster care staff nor caregivers 
prioritise educating youth involved with the child welfare system about sexual develop-
ment and sexual health (Dworsky 2018).

Informal sources – such as parents/foster parents, peers and the Internet – are another 
important route through which young people may learn about sexual health. In fact, 
some research indicates that young people in foster care rely more on informal sources of 
sex education compared to formal sources (Diamant-Wilson and Blakey 2019). Caregivers 
of youth in care have an important role in teaching youth about sexual health topics 
(Albertson et al. 2020). Yet, caregivers often do not feel confident talking about sexual 
health and desire additional training and practical skills on how to tailor communication 
to fit the needs of youth in their care (Harmon-Darrow, Burruss, and Finigan-Carr 2020; 
Brasileiro et al. 2021). Young people themselves express a desire for foster caregivers to 
receive training on sexual health information in addition to demonstrating vulnerability 
and engaging in open conversations around these topics (Ahrens et al. 2016; Ross, Kools, 
and Laughon 2020). Furthermore, some youth may not receive permission to participate 
in sex education classes due to the religious views of their foster parents or the foster care 
agency (Serrano et al. 2018; Dworsky 2018). The Internet is another informal source of 
sexual health information for young people, and youth in one study indicated that they 
turn to the Internet for information out of fear of caregiver judgement (Ross, Kools, and 
Laughon 2020).

This lack of research on sex education among youth involved with the child welfare 
system is an important gap to address given the adverse sexual health outcomes experi-
enced by members of this population. Additionally, one comprehensive review of the 
sexual health of youth involved with the child welfare system noted that most studies 
have methodological limitations; specifically studies rely on data from a single county or 
state (Virginia, Brandon-Friedman, and Ely 2016). To our knowledge, no study using 
a nationally representative sample of youth involved with the child welfare system has 
examined the state of sex education and knowledge regarding family planning access 
among this population.
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Purpose of Current Study

To fill these important gaps in the literature, this study aimed to provide national level 
data on the percentage of youth involved with the child welfare system in the USA who 
reported receiving information about abstinence and birth control and had knowledge of 
where to access family planning services. In line with other research among general 
populations of youth documenting disparate access to sex education (Lindberg, Maddow- 
Zimet, and Boonstra 2016), the study also examined whether there is differential access to 
sex education based on biological sex, age, sexual activity status, pregnancy history, 
sexual orientation, and race/ethnicity. The purpose of these descriptive analyses was to 
provide the ongoing national monitoring needed to inform research and policy related to 
sex education for youth involved with the child welfare system.

Method

Study Design

We analysed data from the Second National Survey of Child and Adolescent Well-Being 
(NSCAW-II). The NSCAW-II is a longitudinal dataset comprised of a nationally representa-
tive sample of 5,872 children and young people aged birth to 17.5 years who had been 
referred for a child protective services investigation over a fifteen-month period between 
2008 and 2009.

The NSCAW-II sample was drawn using a two-stage cluster design with data collected 
within 81 sampling units representing 30 states and 83 counties across the USA. Data 
were collected from young people using audio computer-assisted self-interviews in three 
waves spanning from April 2008 through December 2012. In this study, we only used data 
from Wave 3, collected between August 2011 and December 2012, as we wanted to use 
the most recent data available on receipt of sex education and family planning 
knowledge.

Observations were selected with unequal probabilities; thus, sample weights were 
needed to correct the unequal probabilities of selection. Data were weighted to account 
for nonresponse, and then the nonresponse Wave 3 weight was post-stratified to Wave 1 
weight totals. A data protection plan – which entailed security measures such as storing 
the data on a hard drive in a securely locked campus office and using a password to access 
data on the hard drive – was approved by the North Carolina State University’s 
Institutional Review Board.

Analytic Sample

Access to sex education was assessed only among young people aged 11 and older 
(n = 1,309). Data were missing for 216 of these youth; thus, our final analytic sample was 
1,093 young people. Similarly, knowledge of where to access family planning was only 
assessed among youth between the ages of 14 and 18 (n = 651). Data were missing for 
218 of these youth; thus, our final analytic sample was 433 young people.
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Measures

Sociodemographic Characteristics
Participants self-reported their biological sex (male or female), age, race/ethnicity, and 
care setting including in-home (i.e., living with a biological or adoptive parent) and out-of- 
home (i.e., foster care, kin care, group home, residential facility, or some other out of home 
care arrangement).

Access to Sex Education
Access to sex education was assessed by means of one question: ‘Now I’m interested in 
knowing about any classes or special programmes you might have taken part in that 
talked about sexual activity and health. Have you ever taken part in any classes or special 
programmes at school, church, a community centre or some other place about . . . ’ 
Response options included: 1) Saying no to sex (Abstinence); 2) Ways people who have 
sex can prevent pregnancy (Contraception); 3) Condoms; and 4) None of above. 
Participants could select all options that applied. From this item, we created four cate-
gories of sex education for analyses: 1) no sex education; 2) abstinence only; 3) contra-
ception and/or condom but not abstinence (i.e., contraception/condoms only); 4) 
abstinence and contraception and/or condoms (i.e., abstinence and contraception/con-
doms). We decided to collapse across condoms and contraception to create a more 
comprehensive safe sex education variable.

Knowledge of Where to Access Family Planning
Knowledge about where to access family planning services was assessed by responses to one 
question: ‘Do you know where to get family planning services to prevent pregnancy or 
prevent sexually transmitted diseases?’ with answer choices ‘Yes’ or ‘No.’ Participants 
responded to a follow-up question that asked where they learned to get family planning 
services with answer choices: 1) Teacher/school, 2) Relative, 3) Peer/friend, 4) Class, 5) Foster 
parent, 6) Caseworker, 7) Mentor, 8) Other. Participants could select all the options that 
applied.

Sexuality/Sexual Health Characteristics
Participants self-reported their sexual orientation by answering the question, ‘Which of these 
best fits how you think of yourself?’ 1) ‘Totally straight (heterosexual),’ 2) ‘Mostly straight but 
kind of attracted to people of your own sex,’ 3) ‘Bisexual – that is attracted to males and 
females equally,’ 4) ‘Mostly gay (homosexual) but kind of attracted to people of opposite 
sex,’ 5) ‘Totally gay (homosexual),’ 6) ‘Not sexually attracted to either males or females.’ For the 
chi square analyses, we combined data on sexual orientation into two categories with 
responses to answer choice 1 coded as heterosexual and responses to answer choices 2–6 
coded as sexual minority (Buspavanich et al. 2021). Participants also self-reported whether 
they had ever had vaginal sexual intercourse, had vaginal sexual intercourse anytime in the 
past 12 months, the method they or their partner used to prevent pregnancy at last sex, and 
number of times they had been or had got someone else pregnant.
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Data Analysis

We analysed the NSCAW II data in five steps using SPSS Complex Samples package. First, 
as recommended by the NSCAW II, NANALWT3 was used for weighting variables for 
analyses involving only Wave 3. Second, we deleted missing data listwise with SPSS 
Complex samples. Third, we analysed the remaining complete data using descriptive 
statistics to understand the demographics and sexual health characteristics of the analytic 
sample. Fourth, we conducted Chi-Square Tests of Independence to ascertain whether 
there were differences in access to the four categories of sex education (i.e., None; 
Abstinence only; Contraception/condoms only; Abstinence and contraception/condoms) 
based on sex, age, sexual activity status, pregnancy history, sexual orientation, and race/ 
ethnicity. Since these Chi-Square Tests took the form of 2 × 4 tables, we ran adjusted 
standardised residuals (a z score) to identify which cells contributed towards significant 
results (Field 2009). Fifth, we conducted Chi-Square Tests of Independence to ascertain 
whether there were differences in knowledge of where to access family planning based 
on sex, age, sexual activity status, pregnancy history, sexual orientation, race/ethnicity, 
and whether participants had received sex education related to contraception/condoms 
and abstinence.

Results

Participants

Table 1 presents data on demographics and the sexual health characteristics of the 
sample. The sample had slightly more female than male adolescents and was approxi-
mately evenly split between the three age groups, with most participants in the 14–17 
age range. The sample was racially/ethnically diverse: 44% White/Non-Hispanic, 30% 
Hispanic, 21% Black/Non-Hispanic, and 6% Other/Non-Hispanic. Most of the participants 
(84%) were living in in-home care with a biological or adoptive parent. Approximately 
three-quarters (77%) of young people identified their sexual orientation as ‘totally 
straight.’ Almost half (42%) of the sample reported ever having had sexual intercourse. 
Significantly more females reported having had sexual intercourse (n = 293, 66%) than 
males (n = 183, 34%), X2 (1) = 25.63, p = .002. These findings may be due to the fact that 
females who answered this question were significantly older than males. Similarly, more 
females reported ever being pregnant (n = 111, 80%) compared to males having got 
someone pregnant (n = 39, 20%), X2 = 22.68, p = .003.

Access to Sex Education
As shown in Table 2, 49% percent of the sample had received any sex education. This 
included 19% who received abstinence-only, 20% who received contraceptives/condoms 
only, and 10% who received both.

Table 3 presents Chi-Square Tests of Independence results for sex education by socio-
demographic factors. There was a significant association between sex education and age 
(X2 (2.8) = 43.17, p = .006): younger youth (age 11–15) were more likely to receive 
abstinence-only sex education and less likely to receive contraception/condoms only 
education, compared to older youth (age 16–21). Additionally, there were significant 
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differences in sex education between youth who had ever been or got someone pregnant 
compared to those with no pregnancy history, X2 (2.8) = 22.85, p = .045. Youth who had 
ever been pregnant were less likely to have received any sex education, compared to 
youth who had never been pregnant. Finally, there were significant differences in sex 
education based on sexual activity status, X2 (2.5) = 91.36, p < .001: sexually active youth 
were less likely to have received abstinence-only sex education and more likely to receive 
one of the other two categories: 1) contraceptive/condoms only or 2) abstinence and 
contraceptive/condoms, compared to youth who were not sexually active. We did not 

Table 1. Participant demographics and characteristics related to sexual health and sexuality.
Demographics Unweighted Count Weighted Percent Standard Error

Participant Sex (n = 1,093)
Male 492 43.0% 1.9%
Female 601 57.0% 1.9%

Age (n = 1,093)
11–13 376 33.8% 2.0%
14–17 408 36.9% 2.8%
18–21 309 29.3% 2.5%

Race/Ethnicity (n = 1,075)
White/Non-Hispanic 399 44.3% 4.2%
Black/Non-Hispanic 316 20.6% 3.1%
Hispanic 296 29.5% 3.4%
Other (non-Hispanic) 64 5.5% 1.3%

Care setting of youth (n = 783)a

Out-of-home care 204 16.5% 2.1%
In-home care 579 83.5% 2.1%

Sexual Orientation (n = 1,074)
Totally straight 825 76.5% 2.2%
Mostly straight 74 8.4% 1.5%
Bisexual 60 5.1% 1.0%
Mostly gay 7 0.3% 0.1%
Totally gay 15 1.7% 0.8%
Not sexually attracted to males or females 93 7.9% 1.2%

Ever had sex/sexual intercourse (n = 1,090)
Yesb 476 41.5% 2.0%
No 614 58.5% 2.0%

Have you had sex anytime in the past 12 months? (n = 474)
Yes 394 86.1% 2.5%
No 80 13.9% 2.5%

The most recent time of sex, what method did you or your partner use to prevent pregnancy? (n = 470)
None 106 28.9% 3.2%
Condom 255 43.6% 2.9%
Withdrawal 80 15.5% 1.5%
Birth control Pill/Injection/patch 92 23.2% 2.9%
Other methods 33 6.4% 1.4%

How many times have you ever been/gotten someone pregnant? (n = 475)c

Never 325 64.6% 4.0%
Once 103 24.5% 3.3%
Two times 35 8.6% 2.2%
Three times 9 1.9% 0.9%
Four or more times 3 0.5% 0.3%

Notes. All figures represent weighted percentages from NSCAW II wave III data. Ns are unweighted and, therefore, direct 
percentages cannot be calculated from Ns. Reported Ns vary slightly due to missing data in some variable categories. 
aOut of home care setting refers to foster care, kin care setting, group home or residential facility, or some other out of 
care arrangement. In home care refers to either living with a biological parent or an adoptive parent. bAmong the 42% 
who had ever had sexual intercourse, 66% (n = 293) were females and 34% (n = 183) were males.cAmong the 36% of 
participants who had been or got someone pregnant, 80% (n = 111) were females and 20% (n = 39) males.
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find any significant differences between receipt of sex education and sex, sexual orienta-
tion, and race/ethnicity.

Knowledge of Where to Access to Family Planning
As shown in the bottom of Table 2, just over half of infomants (53%) reported that they 
knew where to access family planning services to prevent pregnancy or sexually trans-
mitted diseases. Among youth who did know where to access services, 43% had learned 
from informal sources only (i.e., relative, peer/friend, foster parent, caseworker, or mentor), 
34% had learned from formal sources only; and 24% had learned from both formal and 
informal sources.

Table 4 presents Chi-Square Tests of Independence results for knowledge of how to 
access family planning by sociodemographic factors. There was a significant association 
between knowledge of how to access family planning and age, X2 (1) = 16.41, p = .009: 
older youth were more likely to know where to access family planning compared to 
younger youth. There was also a significant association between knowledge of where to 
access family planning and sexual activity status, X2 (1) = 43.11, p < .001: sexually active 
youth were more likely to know where to access family planning than those who were not 
sexually active. Whether youth had received sex education about contraception/condom 
use was also significantly associated with knowledge of how to access family planning, X2 

(1) = 17.37, p = .014: youth who had received sex education about contraception/ 
condoms were more likely to know how to access family planning services compared to 
youth who had not. We did not find any significant differences between knowledge of 
family planning access and sex, pregnancy history, sexual orientation, race/ethnicity, and 
youths’ receipt of abstinence-only sex education.

Table 2. Access to sex education and knowledge of family planning among youth involved with the 
child welfare system.

Variable Unweighted Count Weighted Percentage Standard Error

Received Sex Education (n = 1,093)a,b

Abstinence only 224 19.2% 1.9%
Contraceptive/Condoms only 225 20.3% 2.2%
Abstinence and Birth Control/Condoms 117 9.5% 1.3%
None of the above 527 51.1% 2.7%

Knowledge of where to access family planning services (n = 433)c

Yes 244 53.4% 3.8%
No 189 46.6% 3.8%

Where learned family planning access (n = 244)c,d

Teacher/school 110 47.9% 5.7%
Relative 105 43.2% 5.8%
Peer/friend 18 7.0% 2.5%
Class 12 5.1% 3.1%
Foster parent 8 0.4% 0.2%
Caseworker 7 1.1% 0.6%
Mentor 5 1.3% 0.7%
Other 40 12.2% 3.0%

Notes. All figures represent weighted percentages from NSCAW II wave III data. Ns are unweighted and, therefore, direct 
percentages cannot be calculated from Ns. Reported Ns vary slightly due to missing data in some variable categories. 
aAsked to youth ages 11 and olderbOnly 6.1% (n = 78) of youth received sex education about condoms only. cAsked to 
youth ages 14-18dAmong youth who did know where to access services, 43% (n = 87) learned from informal sources 
only (i.e., relative, peer/friend, foster parent, caseworker or mentor); 34% (n = 69) learned from formal sources only; and 
24% (n = 48) learned from both formal and informal sources.
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Discussion

Access to information about sexual health is a basic human right for all young people 
(UNPFA 2019; Lowe 2018). Given the significant sexual health problems experienced by 
youth involved with the child welfare system in the USA, it is especially important that 
they have access to sexual health information and resources (Amy and Courtney 2010; 
James et al. 2009; Ahrens et al. 2010). This study provides national-level data on the 
percentage of young people involved with the child welfare system who are receiving 
formal sex education and have knowledge of where to access family planning. We 
found that approximately half of the young people surveyed had received formal sex 

Table 3. Differences in access to sex education by sociodemographic factors among youth involved 
with the child welfare system.

n None
Abstinence 

Only
Contraceptives/ 

Condoms

Abstinence and  
Condoms/ 

Contraceptives
n (%) n (%) n (%) n (%)

Sex
Male 492 249 (52.3%) 

278 (50.2%)
91 (19.4%) 118 (22.8%) 34 (5.6%)

Female 601 133 (19.1%) 107 (18.4%) 83 (12.4%)
Chi Square 15.91
p-value p = .097

Age
11–15 583 311 (53.1%) 152 (24.6%)* 84 (15.2%)* 36 (7.1%)
16–21 510 216 (48.7%) 72 (13.1%)* 141 (26.0%)* 81 (12.2%)
Chi Square 43.17
p-value p = .006

Sexually Active
No 614 323 (54.3%) 167 (26.0%)* 78 (13.3%)* 46 (6.4%)*
Yes 476 203 (46.4%) 57 (9.7%)* 147 (30.1%)* 69 (13.7%)*
Chi Square 91.36
p-value p < .001

Ever Pregnant
No 325 127 (40.3%)* 42 (9.4%) 109 (37.4%)* 47 (12.9%)
Yes 150 75 (57.6%)* 15 (10.4%) 38 (16.8%)* 22 (15.3%)
Chi Square 22.85
p-value p = .045

Sexual Orientation
Heterosexual 825 397 (49.6%) 165 (20.0%) 176 (21.2%) 87 (9.2%)
Sexual Minority 249 120 (56.9%) 53 (15.1%) 47 (18.3%) 29 (9.7%)
Chi Square 5.34
p-value p = .487

Race/Ethnicity
White/Non- 

Hispanic
399 210 (52.9%) 72 (18.0%) 72 (18.8%) 45 (10.3%)

Black/Non- 
Hispanic

316 126 (39.9%) 85 (26.2%) 77 (21.9%) 28 (12.1%)

Hispanic 296 144 (50.5%) 56 (18.7%) 60 (23.4%) 36 (7.5%)
Chi Square 15.91
p-value p = .461

Notes. All figures represent weighted percentages from NSCAW II wave III data. Participants who refused to answer the 
question about sex education classes or indicated that they didn’t know if they had attended were removed from 
analyses. The analytic sample is significantly more likely to be female and older. Ever pregnant is defined as ever been 
or got someone pregnant. The overall pattern of results in this table did not change when we included age as a control 
variable in models. *Identifies which cells were contributing towards significant results. Adjusted standardised residuals 
(a z score) were run to identify which cells were contributing towards significant results (a z score value lying outside of 
± 1.96 at p < .05).
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education that provided information on abstinence, condoms or contraception. Just 
over half of youth had knowledge of where to access family planning services. These 
findings indicate that youth involved with the child welfare system report less access to 
sexual health information compared to more general populations of youth. For exam-
ple, in a general population national sample of adolescents who were asked a similar 

Table 4. Differences in knowledge of where to access family planning services by sociodemographic 
factors among youth involved with the child welfare system.

No Knowledge of FP Access Has Knowledge of FP Access

n n (%) n (%)

Sex
Male 192 99 (51.1%) 93 (48.9%)
Female 241 90 (43.8%) 151 (56.2%)
Chi Square 2.20
p-value p = .384

Age
14–15 224 125 (55.9%) 99 (44.1%)
16–21 209 64 (36.5%) 145 (63.5%)
Chi Square 16.41
p-value p = .009

Sexually Active
No 236 132 (59.7%) 104 (40.3%)
Yes 182 49 (27.0%) 133 (73.0%)
Chi Square 43.11
p-value p < .001

Ever Pregnant
No 149 42 (30.3%) 107 (69.7%)
Yes 32 6 (10.5%) 26 (89.5%)
Chi Square 7.17
p-value p = .064

Sexual Orientation
Heterosexual 318 135 (43.9%) 183 (56.1%)
Sexual minority 94 41 (50.3%) 53 (49.7%)
Chi Square 1.33
p-value p = .464

Race/Ethnicity
White/Non-Hispanic 161 80 (53.3%) 81 (46.7%)
Black/Non-Hispanic 125 49 (41.8%) 76 (58.2%)
Hispanic 114 43 (41.2%) 71 (58.8%)
Chi Square 5.47
p-value p = .278

Contraceptive/Condoms Sex Ed
No 169 92 (53.7%) 77 (46.3%)
Yes 105 31 (27.8%) 74 (72.2%)
Chi Square 17.37
p-value p = .014

Abstinence only Sex Ed
No 169 92 (53.7%) 77 (46.3%)
Yes 85 36 (55.4%) 49 (44.6%)
Chi Square .07
p-value p = .857

Notes. All figures represent weighted percentages from NSCAW II wave III data. Participants who refused to answer the 
question about family planning or indicated that they did not know if they had this knowledge were removed from 
analyses. The analytic sample is significantly more likely to be younger. Ever pregnant is defined as ever been or got 
someone pregnant. The overall pattern of results in this table did not change when we included age as a control 
variable in models.
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survey question about the receipt of any formal sex education instruction, a higher 
percentage of adolescents had received instruction about almost all possible topics 
[e.g., abstinence-only (>80%), condom skills (>50%), STD/HIV instruction (>90%)], com-
pared to youth involved with the child welfare system. The one exception was knowl-
edge of where to access birth control, which yielded similar percentages nationally as in 
this study. Although response options and age ranges of participants in this national 
survey are slightly different compared to this study among youth involved with the 
child welfare system, the comparison helps situate the results of this study within the 
national context (Lindberg and Kantor 2021).

Implications of Differential Access to Sex Education

Formal sexuality education is one important way for young people to learn the skills 
they need to navigate romantic and sexual relationships and information on how to 
access sexual health services (CDC 2021). We found that of those youth who are 
receiving sex education, almost a quarter (19%) had received abstinence-only sex 
education – this means that almost three-quarters of youth involved with the child 
welfare system received no sex education or abstinence-only sex education. The 
absence of sex education and focus on abstinence-only sex education is both 
a disservice to youth, as young people likely fail to learn the developmentally- 
appropriate skills and knowledge they need to reduce sexual risk behaviours (Chin 
et al. 2012). This lack of sex education is even more pronounced among younger 
youth (ages 11–15), youth who are not sexually active, and young people who have 
ever been pregnant. Ensuring that younger youth and young people who are not 
sexually active receive access to sex education about condoms and contraception is 
critical. Almost 40% of youth involved with the child welfare system reported having sex 
at or before the age of 13 (James et al. 2009), indicating a clear need for these services 
during early adolescence. Further, the fact that 58% of youth with a pregnancy history 
received no sex education compared to 40% of youth who had never been pregnant is 
noteworthy. This outcome may have been influenced by disparate access to sexual 
health information/resources. One possible interpretation of these results is that 
increasing rates of sex education among youth involved with the child welfare system 
may improve birth control use (Demissie et al. 2019; Aparicio et al. 2021).`

It is worth noting that our measure of sex education was not limited to school-based 
sex education – it included the receipt of any classes or special programmes on sexual 
health at a range of locations including schools, churches, or community centres. This 
indicates that these formal sources of sex education, even when offered in a variety of 
locations, were not reaching most youth involved with the child welfare system. Possible 
reasons that many youth did not access these formal sources of sex education include 
their multiple placements; caregivers’ and social workers’ limited skills in talking to youth 
about sex; varied perspectives about whether sex education is appropriate; and lack of 
policy on who is responsible for providing this education (Constantine, Jerman, and 
Constantine 2009; Sepulveda and Williams 2019; Harmon-Darrow, Burruss, and Finigan- 
Carr 2020; Dworsky 2018).
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Implications of Differential Knowledge of Family Planning Access

Access to family planning is critical for preventing unintended pregnancies among youth 
(Todd and Black 2020). In this study, almost half of the young people sampled did not 
know where to access family planning, and without this knowledge it is difficult to access 
family planning services (Hudson 2012). The majority (43%) of youth involved with the 
child welfare system in this study learned about where to access family planning from 
informal sources only (e.g., relatives, peers, foster, parents) compared to 34% who learned 
from formal sources only and 24% who learned from both sources. In comparison, 
a national study among youth not involved with the child welfare system found that 
over 70% of youth reported learning about sexual and reproductive health topics from an 
informal source, specifically their parents (Lindberg, Maddow-Zimet, and Boonstra 2016). 
In addition, 72% of adolescents who received sex education about contraceptives/con-
doms reported knowing where to access family planning services compared to less than 
half of adolescents who had not received sex education about contraceptives/condoms.

This finding echoes other research among general populations of youth and suggests 
that increasing rates of sex education among youth involved with the child welfare 
system may improve overall knowledge and use of family planning (Zewditu, Clayton, 
and Dunville 2019). We also found that participants who were sexually active and older 
were more likely to know where to access family planning services compared to those 
who were not yet sexually active and younger. This may be because sexually active youth 
and older youth are in the most immediate need of family planning services (Szucs et al. 
2020), or because adults do not talk to youth about family planning services until they are 
older (Widman et al. 2014). However, it is important that younger youth and those who 
are not yet sexually active also have family planning knowledge so that they have the 
information they need prior to becoming sexually active (Guttmacher Institute 2016).

Limitations and Future Directions

Several study limitations should be recognised. First, information about the quality, 
quantity and details of the sex education content received are lacking. Based on 
variables available in the dataset, we utilised a bare minimum, risk-reduction definition 
of sex education. For example, the questions asked were specific to pregnancy preven-
tion, thus missing other forms of sexual activity and STI prevention. Furthermore, some 
of the terms used in the survey were outdated, such as ‘family planning clinic,’ and the 
language used in the question assessing biological sex and sexual identity. In line with 
calls for more comprehensive sexuality education, a critical future direction is to 
examine and ensure that sexuality education offered to youth involved with the child 
welfare system is evidence-based, LGBTQ+ inclusive, trauma-informed, and covers sex- 
positive in addition to risk reduction topics (Fava and Bay-Cheng 2013; Kantor and 
Lindberg 2020). To our knowledge there is only one sexual health programme specifi-
cally for youth in foster care that has been tested in a randomised controlled trial with 
promising results (Oman et al. 2016; Green et al. 2017). In addition, Aparicio and co- 
authors recently proposed a theoretical model that could be drawn from to guide the 
development of multilevel sexual health interventions for youth involved with the child 
welfare system. This model indicated that core content areas of sexuality education 
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should include reproductive health systems (e.g., HIV/STIs, birth control, pregnancy), 
relationship health (e.g., family, intimate partners), and mental health (e.g., trauma, 
mental health; Aparicio et al. 2021). Furthermore, recent research with child welfare 
workers indicates that increasing caseworkers’ self-efficacy and changing agency norms 
around addressing sexual health topics with youth is a promising area of future 
intervention work (Combs and Taussig 2021b, 2021a). Future efforts should ensure 
that evidence-based sexual health programmes are developed to reach young people 
involved with the child welfare system.

Further, while we could not find any eHealth sexual health programmes specifically for 
youth involved with the child welfare system, this may be a promising avenue to explore 
for this mobile population of youth. For example, eHealth programmes offer a host of 
benefits, including increased fidelity to intervention delivery, opportunities for amplified 
user interactivity, and customisation (Maloney et al. 2020).

Second, though a strength of the study was the use of a large, national dataset, 
a limitation derives from the fact that these data are old, coming from 2012. Research 
from other national data among general populations of youth indicates that there has 
been limited change in adolescents’ receipt of sex education between 2011–2015 and 
2015–2019 (Lindberg and Kantor 2021), indicating that findings from these data are likely 
still relevant. In addition, despite the use of survey weights, the missing data (Sex 
education question missingness = 16.5%; Family planning question missingness = 33.5%) 
for both survey questions are a limitation that may cause bias. Furthermore, the sex 
education analytic sample is more likely to be female and older, and the family planning 
sample younger. There could be unobserved differences between the two samples. 
Finally, we were not able to comprehensively assess whether young people received 
sex education from other sources, such as online sexual health resources, peers, caregivers 
and/or social workers. Elucidating nationally where and how youth are receiving sex 
education from a broad range of formal and informal sources would provide a more 
comprehensive understanding of the state of sexuality education among youth involved 
with the child welfare system.

Conclusion

There is a pressing need for sex and sexuality education, including resources on where to 
access family planning, for youth involved with the child welfare system in the USA. 
Younger youth and youth who have ever been pregnant, in particular, may be missing out 
on sex education about condoms and contraception. Young people who receive sex 
education about contraceptives and condoms are more likely to have knowledge of 
family planning services. Future intervention efforts should provide youth involved with 
the child welfare system with access to sex education to empower them to make 
informed choices about their sexual health.

Note

1. Sex education in this study refers narrowly to whether youth received information about 
abstinence, contraceptive/condoms, or nothing. This is a limited measure and did not capture 
whether youth had received comprehensive sexuality education.
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