LA RHEP Learning Series
Evaluation of Becoming a Foster Friendly Health
Provider: A sexual health training for health
providers who work with youth in foster care

Community-Keeping
• All participants have been muted.
• To ask a question during the webinar, push the Q&A button at the
bottom of your screen, type your question, and hit “send.”
o You can also use the Q&A function to alert presenters of
any technical difficulties or other flags.
• The last 10 minutes of the webinar will be reserved for answering
questions.
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CA has a network of sexual & reproductive
health information & services to address
adolescent needs
Comprehensive
Sexual Health
Education

Trustworthy
online
information

Public
funding for
programs

Consent and
Confidentiality
Rights

Free
adolescent
friendly
services

Highlights:
• Mandatory comprehensive sexual health
education in public middle and high
schools
• Consent rights that allow adolescents
who need it to confidentially access care
• A network of clinics, specially trained to
address adolescent needs
• Public funding streams for sexual health
services to ensure free access
• Trustworthy information for teens and
adult caregivers

Services + programs have effectively
reduced pregnancy for teens overall

https://powertodecide.org/what-we-do/information/national-state-data/california
https://powertodecide.org/what-we-do/information/national-state-data/change-teen-birth-rate

Yet, almost 50% of youth in foster
care in CA will have been pregnant
at least once by age 19

Source: Courtney et al., Findings from the California Youth Transitions to Adulthood Study: Conditions at Age 17 and at Age 19 (2014, 2016).

For CA youth in care, most of these pregnancies were not
intended – this is about systemic barriers to education
and care, not “filling an emotional void”

Source: Courtney et al., Findings from the California Youth Transitions to Adulthood Study: Conditions at Age 17 (2014).

Prenatal Outcomes

Source: Courtney et al., Findings from the California Youth Transitions to Adulthood Study: Conditions at Age 17 (2014).

Sexually Transmitted Infections

Source: Child Trends, 2017 using data from Midwest Study by Courtney et al.

Demographics: Race & Ethnicity

Demographics: Sexual Orientation
& Gender Identity
• Nationwide, 22.8% of children in the foster
care system identify as LGTBQ+
• A study of youth in LA’s foster care system
found that the percentage of those who
are LGTBQ+ is approximately twice that of
youth not in foster care
o*Often due to discrimination
• Within LA County, 83% of LGTBQ+ foster
youth were black or Latinx

STAGE

Youth in foster care experience unique
risks & circumstances

Early
Adolescence

General Population Facts
•
•
•

Middle
Adolescence

•

•
•

Late
Adolescence

•

Things to know about youth in care

Puberty/concern with body
changes and privacy
Development of first crush
Sexual intercourse not
common before age 13

•

Dating/Experimentation with
relationships and sexual
behavior common
27% 15-17 year olds have had
sex
11% report forced sex before
age 19

•

Ability to establish mutual
trusting relationships

•

•

•
•

•

Youth who have experienced trauma may
enter puberty up to a year earlier than
peers.
Twice as likely to identify as LGBTQ
About 20% of female foster youth and 7%
of males report sexual molestation while in
care
52% foster youth ages 15-17 report having
had sex
49% report forced sex at some point
before age 19
The majority of sexually trafficked youth
are involved in child welfare
Over 90% of foster youth are youth of
color.

Youth in foster care experience unique
barriers to care
Logistical barriers, such as
transportation

Practices that actively infringe
on youth rights and access

Structural
Barriers to Care
Inconsistent access to
comprehensive sexual health
education & care due to
placement change

Lack of policies and training
lead to agency & caregiver fear,
as well as confusion about
reproductive rights &
responsibilities

Ensuring Access to Sexual &
Reproductive Health Care for Foster
Youth
Improve
Access to
Sexual
Health
Education

Inform Youth
of their SRH
Rights and
Removal of
Barriers

Quality Sexual
Health Training
for foster
caregivers, case
mangers, and
judges.

•

California Foster Youth Sexual Health
Education Act (Senate Bill 89)

•

Regulation changes clarifying that sexual
and reproductive health care is a part of
necessary medical care
All County Letters clarifying rights and
obligations

•

Access means more than just getting
someone to the front door of a clinic

Date
Name, Title

Perspectives on the Need for “Foster-Friendly” Training
from a Healthcare Provider
Erica Monasterio, MN, FNP-BC

Evaluation Process and Results

Purpose of the Foster-Friendly Sexual
Health Training
1. Assess baseline knowledge and
needs and develop responsive
curriculum

2. Determine effectiveness of the
curriculum when delivered to health
providers who already have
knowledge of child welfare

Curriculum Framework + Components
The curriculum for this training (which can be provided inperson or as a webinar) was created by a multidisciplinary
team of lawyers, social workers, health providers, and youth
with lived experience who provided input on content as well
as case stories.
Comprised of four modules that can be presented individually or in combination, depending on the
interest and knowledge of the audience

Child Welfare
101

Health
Disparities for
Youth in Foster
Care

Practical Tools
& Guidance to
Become
Foster-Friendly

Confidentiality,
Consent, &
Reporting
Rules

Example from Module 4:
The ideal clinic setting according to youth
Environment
• Walls are a nice light blue, and they have fun facts on them including foster youth rights
• Decorated with pretty pictures from around the world
• Atmosphere is quiet/silent
• Youth would be offered tea, snacks, and coloring books to reduce anxiety while waiting
• There are safe sex books available in the waiting room
• Clinic is open 24 hours a day
• Located near a main metro stop
Visit
• Staff are respectful and nice
• There are interpreters for those who don’t speak English or if folks have thick accents
• Visits would be quick and not take a long time
Incentives
• Youth are offered goodie bags with condoms and lube
• Clinic has a punch card system – each time a youth goes in for a check-up or appointment, they get a
stamp. By the time they get a 10th stamp, the youth would get a gift card or goodie bag.

Head, Heart, Hands | A Framework for Addressing Health Inequity
Knowledge
• “The Head”
• Answers “how” &
“why” with regard
to prevention &
communication
related to sexual
health, including
health disparities,
legal policies,
understanding how
child welfare works

Ultimate Goals

Attitudes
• “The Heart”
• Emphasizes the
importance of
prevention &
communication;
using a traumainformed care
model that honors
the unique
experiences of
youth in care
Reduction in rate of unintended
pregnancy & STDs

Self-Efficacy/Skills
• “The Hands”
• Belief in one’s
ability to provide
effective sexual
health care for
adolescents &
young adults in
foster care

Providers equipped to see more
youth in foster care & have more
effective sexual healthcare visits

Study Participant - Basics
LA RHEP provided a three-hour in-person training on two occasions in
May 2018

Demographics: Participants included healthcare
providers who care for foster youth at Medical Hub
Clinics in Los Angeles County, California.
75 health providers
participated in
training

60 providers

completed pre- and
post-tests and were
included in study

Evaluation Methodology
Participants completed the following before and after training:
Pre-Test

Post-Test

Measures on the 21-item surveys focused on:
Knowledge

Attitudes

Proportion of correct
responses before
and after training
compared using
paired t-tests

Proportion of
responses before and
after training compared
using McNemar’s test

Demographics

Self-efficacy
Mean pre- and posttraining scores (fivepoint scale) for
each item compared
using paired t-tests

Participation Feedback

Date
Reviewed by Seattle Children’s Institutional Review Board and deemed Exempt Title

Knowledge | “The Head”

Seven multiple choice and
three true/false questions
designed to assess
participants’ knowledge of
training material, in three
content areas: confidentiality,
consent, & reporting laws;
health disparities; and
providing foster-friendly care.

Which is not a factor
contributing to high rates of
unintended pregnancy
among youth in foster care in
the state of California?

Key Findings | Knowledge
Overall knowledge increased significantly from a mean of 57% of questions correct
on pre-training surveys to a mean of 73% correct on post-training surveys.
Pre-Test vs. Post-Test Knowledge
Knowing providers are able to share foster youth’s sexual and
reproductive health information with child welfare workers only if the
youth has signed a medical release authorization
Knowing most foster youth who become pregnant do not do so
intentionally
Knowing current and former foster youth are eligible for MediCal until
age 26 if they had an open case as of their 18th birthday
Knowing laws do not prohibit social welfare workers from discussing
sexual health practices with youth
Knowing who to notify if a foster youth reports they have been raped
or sexually assaulted
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Other Knowledge Measures that Showed
Nonsignificant or No Change
Prevalence of pregnancy among youth in foster
care (87% correct pre-training)

Prevalence of adverse childhood
experiences among youth in foster care
(100% correct pre-training)
Whether minors may consent to sexual &
reproductive healthcare services in CA (97%
correct pre-training)

There were also pre- and
post-training knowledge
gaps: Both before & after
training, only 45% of
participants were able to
correctly identify all
appropriate responses from a
list of potential questions to
ask when taking a sexual and
reproductive health history
from a youth in foster care.

Attitudes | “The Heart”

Five questions designed
to assess participants’
attitudes about providing
sexual and reproductive
health care for youth in
foster care, using a five
point scale ranging from
”strongly agree” to
”strongly disagree.”

Informing youth in the foster
care system about
contraceptive options is
only marginally helpful in
reducing pregnancies
because most foster youth
want to become pregnant.

Key Findings | Attitudes
Largest change in attitude was in providers’ understanding that neither guardian
notice nor consent is necessary to conduct an abortion (+29%).
Response to question: "Healthcare providers should
not conduct an abortion procedure on a minor
without guardian knowledge or consent"
Strongly Disagree
Disagree
Neutral
Agree
Strongly agree
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Attitude Outcomes that Showed
Statistically Significant Improvement
Proportion of participants who strongly agreed with
the statement “By screening for adverse childhood
experiences, I can be better informed about the
different health risk behaviors foster youth may be
engaged in”

Increased from 64% pre-training to
84% post-training

Proportion of participants who strongly disagreed
with the statement “informing youth in the foster
system about contraceptive options is only
marginally helpful in reducing pregnancies because
most foster youth want to become pregnant”

Increased from 34% pre-training to
59% post-training

Proportion of participants who strongly disagreed
with the statement “Healthcare providers should
notDate
conduct an abortion procedure on a minor
withoutTitle
guardian knowledge or consent”
Name,

Increased from 28% pre-training to
57% post-training

Other Attitude Measures that Showed
Nonsignificant or No Change
Strongly agreeing or agreeing that “fostering a positive relationship with my
patient in foster care will increase the likelihood that they will feel
comfortable talking about sensitive information with me.”
100% pre- and post-training

Strongly agreeing or agreeing that providers “should ensure youth choose
the most efficacious contraceptive that is safe for the youth to use,
irrespective of historical reproductive coercion that may influence youth’s
perceptions of long-acting reversible contraceptives.”
88% pre-training, 89% post-training

Self-Efficacy | ”The Hands”

Six questions designed to
assess participants’ selfefficacy related to
providing this type of care
to youth in foster care,
using a five point scale
ranging from ”strongly
agree” to ”strongly
disagree.”

I can effectively discuss
sexual exploitation and
abuse with a youth that I
am caring for.

Key Findings | Self-Efficacy
Largest improvement seen for the item “I can effectively discuss sexual exploitation
and abuse with a youth I am caring for” (+.72).
Item

Pre-Training
Mean

Post-Training
Mean

Difference

I am comfortable providing sexual health services for a 12year old without parent/guardian knowledge or consent

3.91

4.52

+0.61

If I suspect child abuse of a foster youth in my care, I am
confident in knowing who to report it to

4.25

4.78

+0.53

I am comfortable discussing community suspicions about
the negative impacts of long-acting reversible
contraceptives with youth

3.64

4.15

+0.51

I am confident explaining to a guardian, social worker, or
lawyer that I will not share youth’s sexual and reproductive
health information without proper authorization

4.35

4.80

+0.45

Conclusions | Most Significant Changes

Date
Name, Title

Conclusions | Knowledge Gaps

Date

Significant knowledge gap
(pre- and post-training) related
to taking an appropriate
sexual and reproductive
health history

Significant knowledge gap
(pre- and post-training) related
to the types of information that
may be shared with
guardian(s)

Persistent belief that providers
should choose the most
effective contraceptive option,
irrespective of youth's
preferences

Some discordance between
participants’ self-efficacy and
knowledge prior to training:
knowing when it is appropriate
to share medical information &
knowing where to report
suspected abuse.

Name, Title

Limitations of the Evaluation

Date
Name, Title

Small sample
size

Limited
demographic
information
on
participants

No long-term
impact data
collected

Providers in
Medical Hub
clinics
already
familiar with
foster care

Conclusions | Areas for Further Training
Historical &
ongoing
reproductive
coercion in U.S.,
and how it
impacts youth of
color
Assessment for
long-term effects
on knowledge,
attitudes, & selfefficacy.

Date
Name, Title

Shared decisionmaking
contraceptive
counseling model

Ongoing training –
even for seasoned
providers – on
consent,
confidentiality, and
reporting laws for
foster care

Key Lessons Learned
Lesson 1
There is a need for sexual
and reproductive health
training for healthcare
providers who care for youth
in foster care, including those
with experience working with
the foster population,
especially as it relates to
consent and confidentiality.

Lesson 2
Training can significantly
increase provider knowledge
and provider attitudes about
the importance and
effectiveness of discussing
sexual and reproductive
health topics.

Next Steps: How LA County’s Medical Hub clinics are
working to better support sexual and reproductive
health needs of youth in foster care
David L. Richards, MD
UCLA NCSP

Collaborative Partnership
•
•
•

I’m a pediatrician working with vulnerable pediatric and adolescent populations
Post-doctoral fellow and researcher in the UCLA National Clinician Scholars Program
This project is a collaboration between LA RHEP, LA DHS, NCSP
- Primary clinical partner is Dr. Stacy Barron (Olive View Hub Clinic)
- LA RHEP partnered on project design and interpretation
- UCLA NCSP provides research funding and support

Date
Name, Title

Research Question
•

Question: How can we improve access to and delivery of
sexual and reproductive care for foster youth in Los
Angeles’ DHS-Hub clinics?

•

It’s important - there is a literature gap on medical
provider perspectives (Build off what LA RHEP has already
done)

– Medical providers are essential partners to child
welfare agencies, foster placements, and foster youth
for the actual delivery of sexual and reproductive
Date healthcare
Name,
Title
– Understanding

barriers to care is an important area
for research and collaboration.

Los Angeles Child Welfare System
•

Each county in California manages its own child welfare system

•

LA DCFS usually has 30,000 cases at one time

Out of
home
placement

DCFS

Date
Name, Title

In-home
services

IHA at
Hub
clinic

Ongoing care at
Hub clinic

Ongoing care by
community
providers

Conceptual model

Date
Name, Title

Specific Aims
•

Phase One – Initial qualitative study of providers
– Aim 1 – Identify and understand provider
perspectives on barriers and facilitators to sexual and
reproductive care access for foster youth.

•

Phase Two – Interpretation and Implementation
– Aim 2 - Understand foster youth perspectives on
barriers to accessing reproductive health care.

– Aim 3 – Use Quality Improvement (QI) methods and
PDSA cycles to reduce barriers and increase sameDate
day access to reproductive care in LA DHS Hub
Name, Title
clinics.

Phase one: Research Approach
Medical Providers (MD/DO/NPs)
from all six DHS Hub clinics
– Goal (n) of 15-20 providers
– Brief survey
– Semi-structured interview (3060 min)
• Clinic staff (nurses, social workers,
care navigators)
– Goal (n) of 10-12 surveys
– No interview, but opportunity
Date for individual follow-up
•

Name, Title

Topics covered
-Process of creating a SRH
plan
-Perceived barriers to SRH
care
-Ideas for improvement in
Hub clinics

Analysis and dissemination
• Thematic analysis of interview transcripts with a data analysis
team
• Plan to share major themes and results with LA RHEP and foster
youth advisory board
• Plan to publish a manuscript of our project
• Hope to start quality improvement projects across LA DHS Hub
Date
clinics

Spring 2020

Name, Title

For More Information

David L. Richards, MD
UCLA National Clinician Scholars Program
1100 Glendon Ave, Suite 900, Los Angeles CA 90024
434-409-1779
dlrichards@mednet.ucla.edu

Date
Name, Title

LA RHEP’s Next Steps
Linkage to policy and practice in Los
Angeles
Develop Training Toolkit with materials
that allow others to deliver and use this
training
Continued evaluation to assess long
term impact on attitudes, belief, and selfefficacy as well as youth outcomes

LA RHEP’s Learning Series:
Upcoming Events
Roundtable: Serving Expectant & Parenting Youth
in Foster Care
•
•
•
•

October 16, 2019 | 12:00PM – 2:30PM
Southern CA Library
12:00PM – 2:30PM
Register at: epyroundtable.eventbrite.com

Q&A

