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Introduction

Transgender (trans), non-binary, and gender diverse people have become a flashpoint in
the ongoing culture wars of the United States (US). The existence of gender minority people and
their increasing acceptance has caused a major reckoning with conservative gender values. The
gender binary’s hegemonic reign is no longer stable, and the needs of trans youth challenge the
lack of trans-inclusive policies in social and political life, especially in schools. Conservative
state legislatures doubled down on this exclusion by introducing a record number of bills in 2023
to restrict discussions on the existence of lesbian, gay, bisexual, trans, and queer (LGBTQ+)
people in school curriculum, like sexual health curriculum (Choi, 2024).

These legal restrictions fail to consider potential health ramifications on trans youth and
the small size of this population. The World Professional Association for Transgender Health and
UCLA School of Law’s Williams Institute estimate about 1.2-2.7% of children and adolescents
in the US identify as trans, and 2.5-8.4% identify under the trans and gender diverse umbrella
(Coleman et al., 2022; Herman et al., 2022). As a small, marginalized population, trans youth
experience disproportionate levels of harm. Trans youth experience high rates of substance
abuse, suicidality, sexual risk, intimate partner violence (IPV), and violence risk than their
cisgender counterparts (Austin et al., 2022; Johns, 2019). Specific laws focused on obscuring the
existence of trans youth and their specific struggles hide these distressing realities from public
discourse and aid in perpetuating poor health outcomes.

Focusing on trans youths’ sexual health vulnerabilities, trans youth have early sexual
debuts, are less likely to use pregnancy protection, and have more sexual partners than their
cisgender counterparts (Haley et al., 2019; Johns, 2019). This sexual risk-taking behavior reflects

the higher levels of violence that trans and non-binary youth face than their trans adult



counterparts and more psychological, physical and sexual abuse than their cisgender counterparts
(Hammarstrom et al., 2022; Thoma et al., 2021). Trans youth may feel gender dysphoria due to an
incongruence between their sex assigned at birth and gender identity. The misalignment between
trans youths’ gender and their perceived gender is often exacerbated by puberty (Lehman et al.,
2020). Many trans youth also identify as sexual minorities (non-straight sexual orientations)
(Szoko et al., 2023). Furthermore, trans youth suffer from an increased burden of morbidity than
cisgender youth, especially for sexually-transmitted illnesses (STIs). In a paper characterizing the
STI rates of trans youth, about 31% of the sample were living with HIV and 33% had history with
one or more STIs excluding HIV. Of this subset of the sample, almost 50% had history with
gonorrhea and syphilis and over 50% had a history with chlamydia (Reisner et al., 2019). This
complex reality for trans youth necessitates the development and implementation of
comprehensive, LGBTQ+ inclusive sexual health curricula.

Trans people are part of the broader LGBTQ+ community, but they often are aggregated
into conversations and research on LGBTQ+ people that neglects to account for the specific and
unique experiences of transphobia. Thus, the focus on trans people in this paper attempts to
disaggregate necessary analysis about the sexual health and sexuality education of trans youth
from the broader LGBTQ+ population. This paper embarks on an analysis of two sexual health
curricula: IN-clued: Inclusive Healthcare—Youth and Providers Empowered (IN-clued) and
Advocates for Youth Rights, Responsibility, and Respect: A K-12 Sex Education Curriculum
(3R) for the state of Washington, to understand how a LGBTQ+ specific curriculum and a
comprehensive sexual health curriculum for youth, consider, describe, and inform trans youth on

their sexual health within a transphobic culture.



Trans youth, like all young people, have a fundamental human right to medically
accurate and comprehensive sexual health and reproductive information (Kantor et al., 2021).
Thus, an overview of the current landscape of sexual health education and information in the
US relevant to trans youth lays a necessary foundation for the thematic analysis of IN-clued

and 3R as trans- inclusive sexual health curricula.



Chapter 1: Literature Review

Operational Definitions

For the purpose of this paper, trans youth are young people, children, or adolescents
around ages 10-19 who do not identify with the gender assigned to them at birth (Coleman et
al., 2022; Institute of Medicine (US) Committee on Lesbian, Gay, Bisexual, and Transgender
Health Issues and Research Gaps and Opportunities, 2011; Johns, 2019; Lehman et al., 2020;
Shorey & Chua, 2023). Birth gender/sex assignment is often based upon their external
genitalia, but gender identity and expression are not directly related to physiological traits. The
term trans youth includes non-binary, gender non-conforming, and gender diverse adolescents.

This paper uses trans youth as an umbrella term due to similarities between non-binary,
gender non-conforming, and gender diverse youth, but this use does not include the myriad of
other ways youth describe their gender. Sequiera and Dayton (2021) explain in an infographic
created for JAMA Pediatrics that gender diversity is similar to the term trans and describes a
gender identity other than the one assigned at birth. Non-binary youth do not identify with the
traditional boundaries of the gender binary. This gender identity varies based on each non-
binary person’s understanding of their gender (Sequeira & Dayton, 2021).

Cis-heteronormativity, a portmanteau of cisnormativity and heteronormativity, is the

assumption or expectation that everyone is (or should be) cisgender and heterosexual. This



assumption places LGBTQ+ people at risk due to their deviance from a societal norms of gender
and/or sexual orientation (Kinitz & Salway, 2022). Cis-heteronormativity reifies the sex/gender
binary and supports the social construction of patriarchal gender roles and hierarchy as natural,
biologically determined, and restricted. Cis-heteronormativity also enforces heterosexuality as a
compulsory attraction to the opposite sex, as defined by the sex/gender binary, through the
promotion of relations that bestows upon heterosexual partnerships the greatest social power
compared to LGBTQ+ ones (Butler, 2002). This social power and dominance casts being cisgender
and heterosexual as invisible and normal.

Trans Health

To understand trans health, one must know the difference between gender identity, gender

expression, and gender dysphoria. The Institute of Medicine (US) Committee on Lesbian, Gay,

Bisexual, and Health Issues and Research Gaps and Opportunities (2011) describes these

differences in their landmark book The Health of Lesbian, Gay, Bisexual, and Transgender

People: Building a Foundation for Better Understanding: gender identity is a person’s

perception of themselves as a man, woman, or other gender; gender expression is how someone

embodies their gender; gender dysphoria is a medical term for a distressing incongruence

between one’s gender and their sex assigned at birth. These terms help frame trans health within

the context of aligning one’s gender identity with gender expression.

Historical Progression of Trans Health

Best practices for sexual health education urge curricula to be evidence based, medically
accurate, and age appropriate (Braeken & Cardinal, 2008; Santiago-Taylor, 2020; Woolweaver et
al., 2023). Mainstream medical practice, especially the Western biomedical model, often

perpetuates the status quo by erecting barrier to care through lack of access to care and fear of
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discrimination from health care providers. (Safer et al., 2016; Seelman et al., 2017).
Understanding the progression of trans health care in the US provides context for why sexual
health curricula needs trans-inclusive information.

Trans history in Europe and US is closely tied with the history of gay and lesbian people.
Gender, as separate from sexual orientation, did not crystallize into a separate marker of identity
until the early 20" century with the first recorded sex reassignment surgeries in the 1920s at
Magnus Hirschfield's Institute for Sexual Science (Institute of Medicine (US) Committee on
Lesbian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities,
2011). As described in the World Professional Association of Transgender Health’s (WPATH)
Standards of Care Version 8, these gender affirmation surgeries or gender confirmation surgeries
include facial feminization or masculinization, metoidioplasty, phalloplasty, vaginoplasty, and
gender-affirming chest surgery.

The progression of trans health care continued as Dr. Harry Benjamin, a German
endocrinologist and sexologist, began to offer his trans patients a standardized hormone
replacement therapy. Dr. Benjamin went on to create the precursor to WPATH to establish
standardized care for trans patients. These private surgeries and healthcare became more
mainstream in the mid 20™ century with increasing media attention on openly trans figures, like
Christine Jorgensen. The further medicalization of trans healthcare continued with the
introduction of gender dysphoria as a psychiatric diagnosis in the third edition of the Diagnostic
and Statistical Manual and the creation of WPATH (Institute of Medicine (US) Committee on
Lesbian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities,

2011). In the 1960s and 1970s, large healthcare systems, like Johns Hopkins and Stanford, began
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to offer and centralize trans healthcare (Koehler et al., 2021). Trans healthcare, as a biomedical
concept, owes it origins to 20" century medicine.
Current Overview of Trans Health

Continuing into the 21% century, trans healthcare has become more decentralized with
trans primary care offered through community centers and private practices and surgeries
through larger medical systems (Koehler et al., 2021). It is important to note that transition is an
individual experience that encapsulates social, legal, and medical processes. Not all trans people
transition the same way nor does transition require medical intervention like hormones or
surgeries. Trans people face multiple barriers to healthcare due to discrimination, which
correlates with poorer health and delays in care (Seelman et al., 2017). Lehman et al. (2020),
Reisner et al. (2016) and Winter et al. (2016) explain that these barriers include lack of health
insurance, lack of culturally competent provider knowledge and training, stigma, interpersonal
violence and reluctance to disclose their gender identity. Decentralized healthcare may represent
a disconnect between trans health needs and provider training contribute to the myriad of barriers
that trans people face in obtaining care.

Lehman et al. (2020), Reisner et al. (2016), and Herbst et al. (2008) further illuminate
that trans women have a high vulnerability to HIV and other STIs with a prevalence of almost
25%, yet this percentage does vary depending on seropositivity testing or self-report and race. It
is important to note that there is a dearth of research on the HIV/AIDs prevalence for trans men,
non-binary people, and other gender diverse people (Herbst et al., 2008; Reisner et al., 2016).
Additionally, trans people experience high levels of mental health morbidity with high rates of
depression, anxiety, post-traumatic stress disorder, substance use disorders., and suicidality

(Lehman et al., 2020; Reisner et al., 2016; Institute of Medicine Committee (US) on Lesbian,
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Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities, 2011).
There has been recent pushback against placing trans healthcare under the framework of a
psychiatric disorder with greater emphasis on social support and community and personal
acceptance of gender identity and expression (Winter et al., 2016; Institute of Medicine
Committee, 2011).

Looking specifically at sexual risk behaviors and sexual relationships, trans youth tend to
initiate sexual contact in early high school and experience great levels of sexual and IPV. Trans
youth reported sexual touching at an average age of 13.8 years old and oral, vaginal, and anal
sex around the ages of 14 to 15. Over 40% of these trans youths’ sexual partners were other
gender minority youth (Maheux et al., 2021). Furthermore, a survey of trans youths’
vulnerabilities to STIs, about one third of the sample had condomless vaginal and/or anal sex in
the past 6 months (Reisner et al., 2019). Furthermore, a study of IPV among trans youth found
that 45% of the sample reported a history of experiencing IPV (Goldenberg et al., 2018). These
concerning statistics of high rates of STIs and I[PV point to the extreme vulnerability of trans
youth that requires interventions like trans-inclusive and comprehensive sexual health curricula.

The consideration of trans health through a constellation of socio-emotional and bio-
physiological measures provides a more complete picture of trans people as a medically and
culturally vulnerable group that requires greater protection. Keeping this in mind, sexual health
education in the US often reflects the current status quo that does not consider these
vulnerabilities. However, some curricula attempt to provide accurate and relevant sexual health
information to trans youth. An analysis of two such curricula later in this paper reveals differing
approaches to gender inclusive language, cis-heteronormativity, and gendered power dynamics to

provide trans-inclusive information. This paper’s intervention The following sections provide the
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necessary historical and cultural context to aid in framing the analysis of these two curricula later
in this paper.
Sexuality Education/Sexual Health Education in the US

For this paper, sexuality education and sexual health education (SE) are synonyms for
curricula, standards, lesson plans, and the sharing of information in formal and informal setting
to teach young people about sexually transmitted diseases and sexually transmitted infections,
pregnancy, reproductive anatomy and physiology, contraception, barrier protection, healthy
relationships, sexual intercourse and other sex acts, and other related topics.
Brief History of Sexuality Education/Sexual Health Education in the US

SE in the US began to emerge in the late 19" century (Herrman et al., 2013; Woolweaver
et al., 2023). Continuing through the early 20™ century, social hygiene inspired systematic
interventions for venereal diseases through groups like the Society for Sanitary and Moral
Prophylaxis (Elia & Tokunaga, 2015; Herrman et al., 2013). Herrman et al. (2013) further
explain that the US government began to implement social hygiene practices through the passage
of the Chamberlain-Kahn Act in 1919. This act created the Venereal Disease Division of the
United States Public Health Service. The focus on preventing venereal disease, known today as
sexually transmitted diseases (STDs) or sexually transmitted infections (STIs), became part of
public health curriculums in the US throughout the 1930s and 1940s. This progressive evolution
of SE from a matter of private organization to one of national interest is reflected in its broad
public support historically. Even as SE became a moral and political issue during the sexual
revolution in the 1960s and 1970s and the introduction of oral contraception, Americans tended

to support some sort of comprehensive sexuality education (Herrman et al., 2013).
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The US’s long legacy of discrimination also plays an important role in the history and
construction of sexual health curricula. Social hygiene practices from the early 20" century stem
from the eugenics movement due to the ideological focus on limiting reproduction to the few so-
called desirable people in society (Bashford, 2004). Furthermore, Elia and Tokunaga (2015)
argue that US SE has a history of “exclusionary pedagogical practices” that maintain a
discriminatory hegemonic culture. These researcher deepen their critique by describing the
conservative nature of US mainstream culture and SE as “heteronormative, sex negative, and
ableist” (Elia & Tokunaga, 2015). A systematic review of sexual education programs in the US
from January 2010 to March 2020 found that sexual health information presented in schools
promoted heteronormative and LGBTQ-exclusionary ideas (Rabbitte, 2020). These critiques of
SE, which has historically been abstinence-only education reflective of traditional family values
and Victorian ideals, has inspired the development of comprehensive sexuality education (CSE)
(Elia & Tokunaga, 2015; Woolweaver et al., 2023).

Comprehensive Sexuality Education/Sexual Health Education (CSE)

CSE is recognized as one of a few approaches to deliver SE. Other approaches include
abstinence-only education, rights-based education, relationship-based education, and morality
education (Elia & Tokunaga, 2015; Shorey & Chua, 2023; Woolweaver et al., 2023). CSE
incorporates aspects of all these approaches with an emphasis on a holistic approach to SE. There
is no formal definition of CSE, but many papers emphasize that it is evidence based, medically
accurate, and age appropriate (Braeken & Cardinal, 2008; Santiago-Taylor, 2020; Woolweaver et
al., 2023). Topics covered in CSE include healthy reproductive and sexual development,
contraception, barrier protection, pregnancy and its prevention, STIs/STDs, delaying sex until

one is ready to have sex safely, gender identity, sexual orientation diversity, healthy relationships,
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good decision making, and IPV. Goldfarb & Liberman (2021) systematic review of peer-
reviewed papers on CSE support that this diversity of topics provide positive outcomes that
improve and protect adolescent health.

CSE is seen as a crucial intervention in the lives of young people. The US’s high rates of
teenage pregnancy and STI contraction in young people reveals that SE is often insufficient and
inadequate in meeting real needs. Santiago-Taylor (2020) describes CSE as a “public health
priority” that can aid in lowering sexual violence and the mental health disorders caused by such
violence. Santiago-Taylor (2020) makes this argument because CSE equips youth with medically
accurate, evidence based, and developmentally appropriate information. In fact, the American
College of Gynecology, the American Medical Association, and the American Public Health
Associate support and advocate for CSE as an important public health tool (Santiago-Taylor,
2020).

Many advocates for CSE argue adolescents and young people have a basic human right to
medically accurate and comprehensive information about sex, sexuality, and other related topics
(Braeken & Cardinal, 2008; Kantor & Lindberg, 2020; Santiago-Taylor, 2020) When young
people have unrestricted access to this information through CSE, they tend to have a later sexual
debut, fewer sexual partners, use contraception and barrier protection, decreased teenage
pregnancy, and experience less sexual and dating violence (Woolweaver et al., 2023). Therefore,
CSE’s inclusion of rights-based education allows youth to learn how to exercise their legal and
social rights in their sexual health decisions.

Woolweaver et al. (2023) and Elia & Tokunaga (2015) describe CSE as a tool for
promoting equity, social justice, and health. CSE’s wide range of sexual health and relationship

topics along with an emphasis on the inclusion of youth of color, LGBTQ+ youth, and disabled
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youth better reflects the diversity of experiences of young people than abstinence-only education.
This push for a diverse and wide-ranging curriculum has helped to expand the markers used to
measure the effectiveness of SE. These measures now include reduction of homophobic bullying,
prevention of dating violence, greater media literary, better critical thinking skills, and social
emotional learning as described by Kantor et al.’s (2021) analysis of Goldfarb & Liberman’s
(2021) systematic review of studies on the effectiveness of CSE. Thus, CSE expands upon the
legacy of SE’s reduction of adverse sexual health outcomes that have often been measured by
unwanted pregnancy, STI/STD rates, and HIV transmission (Kantor et al., 2021; Shorey & Chua,
2023).
Trans Youth Opinions on Sexual Health Education

In the US, 48 states mandate SE, but less than half of these states have policies that
specify the inclusion of LGBTQ+ topics (Garg & Volerman, 2021). Garg & Volerman (2021)
further explain in their systematic analysis of state policies on LGBTQ+ inclusive SE that only 9
have inclusive policies for LGBTQ+ topics in sex health curricula. LGBTQ+ youth often do not
see themselves reflected in SE echoing their social and political marginalization. Goldfarb &
Liberman (2021) also highlight how many CSE tend to lump together improvements for sexual
minority youth as equivalent improvements for trans youth which leaves out detailed discussion
on the health of trans youth. The lack of widespread trans-inclusive sexual health curriculum is
echoed through a number of interviews with trans youth (Bradford et al., 2019; Haley et al.,
2019; Roberts et al., 2020; Warwick et al., 2022). In one set of these qualitative interviews with
trans youth in the US Midwest, participants highlighted the related nature of gender identity and
sexual development by expressing a desire for the inclusion of gender identity in SE (Bradford et

al., 2019).
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Trans youths’ marginalization in sexual health curriculum endangers their lives through
discrimination and providing greater incentive to seek out unreliable resources. Trans youth
report learning inaccurate and incomplete information about puberty, sex acts, contraception, and
STI protection. In interviews, trans youth describe learning sexual intercourse, contraception,
and barrier protection through a cis-heteronormative lens that made them feel underrepresented
and stigmatized (Jarpe-Ratner, 2020; Rabbitte, 2020; Roberts et al., 2020). This hegemonic
approach to sexual health education centers the mechanics of penile-vaginal intercourse and
provides information after the sexual debut for gender and sexual minority youth (Rabbitte,
2020). These curricula also fail to mention hormone replacement therapy and its effects on libido
and reproduction (Warwick et al., 2022).

Trans youth often turn to alternative sources for sexual health information such as
websites on the Internet, their peers, and significant others (Delmonaco & Haimson, 2023; Diez
et al., 2022; Haley et al., 2019). Online space provide access to sexual health information that
trans youth often do not encounter in their schools and broader communities. These alternative
resources range in their reliability, accuracy, and comprehensiveness. Trans youth should not
have to rely on questionable material to learn about their bodies and available choices to exercise
their sexual autonomy. LGBTQ+-inclusive sexual health curricula provide a salient intervention
to protect the rights of trans youth by sharing comprehensive and medically accurate
information.

Effectiveness of LGBTQ+ Inclusive Sexual Health Education Curricula

A myriad of studies on LGBTQ+-inclusive sexual health curricula find them effective

educational interventions to improve the lives of trans youth when they reflect student needs. In a

study analyzing CSE used in Chicago Public Schools, many teachers taught LGBTQ+ topics
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during sex education, even if it was not included in the curriculum, because their students
considered the information important. Many students interviewed, however, found the current
LGBTQ+ topics in the Chicago Public Schools curriculum insufficient (Jarpe-Ratner, 2020).
Another study found that FLASH, an LGBTQ+-inclusive SE curriculum, led to a significant
decrease in transphobic and homophobic beliefs as measured on the Homophobic Belief Scale for
straight and cisgender adolescents 3 months and 12 months post instructions and a significant
decrease in these beliefs on the scale in LGBTQ+ adolescents after 12 months (Kesler et al.,
2023).

Another study of LGBTQ+-inclusive curriculum reinforces these positive outcomes. A
study of IN-clued: Inclusive Healthcare—Youth and Providers Empowered found that a
significantly smaller portion of IN-clued participants had unprotected vaginal sex than a control
group of youth who did not take the IN-clued workshop. Additionally, a significantly greater
portion received contraception or birth control from a healthcare provider and had greater sexual
health knowledge and advocacy skills that participants in control sexual health programs
(Philliber, 2021). The difference in youth response to these curricula highlight how relevant and
complete information is necessary to enact crucial change.

This history of trans healthcare and SE in the US, along with the cultural and health
implications of cis-heteronormativity, explain how marginalization endangers trans youth. Trans-
inclusive CSE, as an avenue for change, has the ability to provide trans youth with the skills and
knowledge to maintain their sexual health and reinforce their exercise of gender self-
determination. Just as CSE affirms the human rights of youth, it must also affirm that trans

people have been, are, and always will be here.
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Looking at the Language: How to Fill Current Research Gaps

The comprehensive overview of trans health, sexual health curriculum, and trans youth
opinions’ of SE do not include analysis of the language used in the curricula. Interviews with
trans youth reveal major themes and information that participants remember from their sexuality
education; however, these studies likely do not capture all of the material and context of the
curricula. Thus, the following thematic analysis of two sexual health curricula to study their
inclusion of trans youth serves as a necessary intervention to filling a gap in sexual health

curricula and trans health research.
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Chapter 2: Methods
Thematic Analysis

Using thematic analysis, I engaged in a discursive process of reading and coding to
analyze gender within two sexual health curricula designed for high school students. The two
curricula selected: Planned Parenthood of the Great Northwest and the Hawaiian Islands’ IN-
clued: Inclusive Healthcare—Y outh and Providers Empowered (IN-clued) and Advocates for
Youth Rights, Responsibility, and Respect: A K-12 Sex Education Curriculum (3R) for the state
of Washington were created to serve roughly the same geographic region. Both are marketed as
inclusive of LGBTQ+ youth, specifically high-school aged adolescents, but Planned Parenthood
explicitly designed their program for LGBTQ+ youth, and Advocates for Youth designed their
curriculum to be inclusive of as many identities as possible. Since sexual health education
standards tend to differ by state within the US, having curricula designed for roughly the same
geographic region allows for more appropriate comparisons.

Both of these curricula have been studied academically. A randomized control trial found
that youth who participated in the IN-clued Program were significant less likely to have vaginal
sex without a condom and had significantly higher healthcare knowledge and self-efficacy than
youth who did not participate (Philliber, 2021). Elia and Tokunaga (2015) name and cite the 3R
materials as an example of more inclusive and comprehensive sexual health education in the US
for their analysis of the implications and social justice in US sexuality education. Therefore, my
analysis and comparison of these two curricula grounds itself in an important conversation about
comprehensive and inclusive sexual health curriculum.

My process began with reading the curricula and taking extensive notes on content and

language of the 3R and IN-clued lesson plans taking special care to note whether they detailed or
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referenced gender especially in the context of trans youth. Following familiarizing myself with
the lesson plans, I read two book chapters and a paper on thematic analysis to familiarize myself
with the process (Braun & Clarke, 2006; Mihas, 2023; Stearns, 2017). Braun & Clarke (2006)
explain that thematic analysis is a flexible, qualitative approach to find, analyze, and share
patterns in data. Mihas (2023) explains that thematic analysis consists of 6 steps: “becoming
familiar with the data, generating codes, generating themes, reviewing themes, defining and
naming themes, and locating exemplars.” The codes act as containers for important observations
which are subsumed into larger analytic themes.

As Braun & Clarke (2006) explain, thematic analysis accommodates many pre-existing
theoretical frameworks and can work well with constructionist and contextualist methods. This
approach allowed me to focus on these curricula reflect trans youths’ reality in material and
cultural ways. This process of deductive thematic analysis allowed me to note general
observations of the data to draw specific conclusions rather than fitting theories that may not
pertain to the logic of the curricula. I also used Stearns (2017) rubric on thematic analysis
practice for students to ensure that my themes were well explained, had sufficient evidence, and
analytical.

IN-clued Curriculum

The IN-clued curriculum details a series of activities across three workshop sessions
designed to be taught in 1-three-hour session to LGBTQ+ youth and health clinics (/Nclued:
Inclusive Healthcare — Youth & Providers Empowered - ETR, n.d.). For the purpose of this
paper, only the section of curriculum aimed at LGBTQ+ youth was included for analysis. IN-
clued was specifically crafted to address the sexual health disparities that LGBTQ+ youth face to

lower their pregnancy and STI rates. The curriculum focuses on teaching LGBTQ+ youth how to
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empower themselves with medically accurate and LGBTQ+-inclusive knowledge on sex acts,
contraception, and barrier protection alongside training on how to advocate for oneself in a
medical setting to receive adequate healthcare. Students learn about their health and practice
advocacy skills through a series of activities such as role playing, watching and reflecting on
videos, and filling out a zine designed to be compatible with the workshop.
3R Curriculum

Advocates for Youth, a non-profit dedicated to encouraging young people to understand
and gain access to reproductive and sexual health information and rights, created the 3R
curriculum. This curriculum, created to meet the National Sexuality Education Standards,
focuses on “functional knowledge related to sexuality and specific skills necessary to adopt
health behaviors” (Rights, Respect, Responsibility, n.d.). This curriculum is free to access and
claims to be “inclusive of issues related to sexual orientation and gender identity” (Rights,
Respect, Responsibility, n.d.). This curriculum includes 24 lesson plans meant to be taught to a
classroom of high school students over an extended period of time. The target audience for the
lesson plans span from 9-12% grade, so this curriculum is meant to follow the students
throughout their tenure in high school in a Washington school. This curriculum also includes
homework, a series of activities such as watching and reflecting on videos, drawing, and
roleplaying, and worksheets that take students through decision making models in a variety of
scenarios pertaining to sexual health.
Coding

I did three coding passes of the 3R and IN-clued curriculum to ensure my codes remained
consistent, valid, and distinct from each other. I used sentences as my coding unit. I did not

include all of the lesson plans from the curricula if they did not present substantial evidence for
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this analysis. To be more specific, these lessons did not have at least one example of each of the
codes or had fewer than 2 marked sentences, mostly due to their length or subject matter. As seen
in Table 1 in the Appendix, I removed 8 of the 24 lessons in the 3R curriculum and removed six
activities in the IN-clued curriculum because they did not focus on or provide enough
information on trans youth to provide robust evidence for this analysis. Due to my focus on trans
youth, my codes focused on gender and gendered relations. I settled on 3 main codes: cis-
heteronormativity, gender-inclusive language, and trans health. The codes are defined as follows
and exemplars of these codes from each curriculum are listed in Table 2 in the Appendix.

Cis-heteronormativity: Sentences labeled with this code indicate that the use of language
that assumes all people are cisgender and heterosexual or explicitly recognize that society
operates under this assumption.

Gender-inclusive language: Sentences labeled with this code indicate the use of the
language that includes many genders. Subcodes for this code included gender neutral language
and trans-specific language.

Trans health: Sentences labeled with this code indicate the use of language that explicitly
names how trans people’s health differs from cisgender people’s health with special focus on
how transphobia poorly affects their health and/or recognizes trans people in a
medical/physiological context.

Themes
Traditional Themes

From my four codes, I have coalesced them into two themes. The first theme is
curriculum as an analysis of power: recognition of students’ need to navigate their sexual health
in trans-oppressive power systems. The use of trans specific language, recognition of gendered

hierarchies and cis-heteronormativity, and naming trans health disparities recognize trans youth
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as a socially and politically marginalized population that require specialized and specific
information to maintain their sexual health. The second theme is curriculum as assimilation:
building the normative subject for the status quo. This use of gender-neutral language, flattening
the oppressive nature of gender hierarchies, and acceptance or inadequate pushback against cis-
heteronormativity which essential treats all students as cisgender and heterosexual while

purporting to be inclusive of LGBTQ+ youth.

“Screwed” as a Supra-theme

These themes are further subsumed by larger or supra-theme: Janelle Monde’s song
“Screwed” from their Grammy-nominated album, Dirty Computer (2018). Dirty Computer details
Monae’s personal experiences of joy and discrimination as a Black queer person within the United
States’ predominately white cis-heteronormative society (Grierson, 2018). The song “Screwed”
specifically deals with the dual meaning of the word screwed to examine a nihilistic approach to
life in the face to political oppression alongside a critique of sex and sexual content as
reproductions of societal regimes of domination (Monde, 2018). By framing these themes within
“Screwed,” I seek to compare the IN-clued and 3R curricula. These curricula, both branded as
inclusive, present two different visions for trans youth futures. IN-clued emphasizes personal
advocacy and centers trans youth experiences in an attempt to provide necessary skills to become
healthy and maintain health in a transphobic society. 3R places trans youth in an imagined reality
that assumes most adolescents are susceptible to gender discrimination and societal harm in
similar ways. Thus, 3R images trans youth as almost cis-heteronormative sexual subjects that can

be easily included through inclusive language.
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Chapter 3: Data Analysis

“Everything is Sex, Except Sex with is Power:” IN-clued as an Analysis of Power

Monade sings “Let’s get screwed/ I don’t care/ See, if everything is sex/ Except sex which
is power” in a tongue-and-cheek play on words to connect power systems to personal sexual
relations (2018). 3R embodies the sentiment of “Let’s get screwed/ I don’t care” due to its lack
of attention to gendered power dynamics, specially and especially transphobia, in its lesson
plans (Monée, 2018). IN-clued represents “See, if everything is sex/ except sex which is power”
through lessons that directly engage and work through transphobia (Monae, 2018). With this
framing in mind, this chapter explains the IN-clued curriculum’s approach to the inclusion of
trans youth through the first theme identified: curriculum as an analysis of power/recognition of
students’ need to navigate their sexual health in trans-oppressive power systems.
Challenging Cis-heteronormativity

The IN-clued curriculum directly engages with cis-heteronormativity and challenges
youth participants to consider why social structures normalize cis-heteronormative bodies and
sexual intercourse and make trans bodies invisible. For example, the curriculum prompts the
facilitator to say “Yes, typically when the word sex is used it’s referring to penis-in-vagina sex
between a cisgender man and cisgender woman. Let’s take a moment to check in about language:
What does cisgender mean?” in “Activity 1: Let’s Talk About Sex!” The curriculum further
prompts the facilitator to say “Sex is often defined this way because our society is
heteronormative. It does not usually acknowledge genderqueer, non-binary, intersex, or trans
identities, which means that being straight and cisgender is considered the norm.”

Naming the heteronormative/homophobic aspect of cis-heteronormativity and not the

cissexist/transphobic aspect betrays a concerning line of thinking: naming and analyzing
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homophobia inherently includes transphobia. Gender informs sexual orientation due to its status
as a social relation, and social relations affect and shape attraction, but an analysis of homophobia
does not necessarily lend itself to understanding transphobia as a structure. Other aspects of the
curriculum described in this chapter alleviate concerns about ignoring transphobia, but special
attention must be kept towards analyzing how assuming everyone is cisgender differs from
assuming everyone is straight while also overlapping to create cis-heteronormativity.

This part of the curriculum allows the facilitator to become a starting point for
questioning cis-heteronormative ideas of sexual intercourse and give trans youth space to
recognize, name, and understand how their own perceptions and wishes about sex differ from the
norm. Furthermore, queering, or making strange, the term of cisgender by allowing youth
participants to define it challenges the notion that cis-heteronormative experiences are default
and do not need to be discussed. Therefore, trans youth may feel safe in an environment that uses
this curriculum because it does not ignore their identity and material reality.

Moving to barrier control methods, the curriculum directly states that it does not call
internal and external condoms neither “male and female condoms” or “regular and female
condoms.” Now that the curriculum has named cis-heteronormativity and how it may not align
with the realities of the youth participants, it takes special care to use language that does not
essentialize cis-heteronormativity. The curriculum goes not to explain that “we don’t use the
terms male and female condoms because they can be used on all types of bodies.” Thus, the
curriculum does not place trans bodies in opposition to normal cis-hetero bodies and describes

condoms as a resource appropriate for many different people, identities, and sexual act.
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Use of Trans-Specific Language

The curriculum continues its discussion of barrier control with a detailed explanations of
how to check internal and external condoms for defects and how to properly use them to
prevent STD transmission through bodily fluids. One of the pro tips described in the curriculum
gives explicit instructions on how to fashion barrier control devices for sexual contact with
trans people on hormone replacement therapy. The curriculum says: “Using a glove to create a
barrier can be excellent for someone with a very enlarged clitoris, like someone with a clitoris
taking testosterone. Cut the fingers off the glove to create a finger cot to place over.” This tip
recognizes that traditional external condoms are not designed to cover an enlarged clitoris and
may alienate trans youth on testosterone. This accessible alternative to external condoms
centers trans youths’ sexual health using gender inclusive, trans-specific language.

The tip continues to describe how dental dams, typically used for oral sex on people
with vulvas, may not be large enough to cover the genitalia of a transfeminine person. The
curriculum suggests using non-microwavable plastic wrap to cover the larger area. Instead of
assuming that someone with a penis must use an external condom for oral sex, the curriculum
provides an alternative that makes sense for oral stimulation not traditionally associated with
penises in a cis- heteronormative context.

The third section of IN-clued focuses on advocacy in a healthcare setting. The
curriculum guides the participants through role-playing a visit to a healthcare office and how
to navigate the transphobic and cis-heteronormative elements of the process. When describing
the process of filling out forms, one key point that the curriculum highlights is “if the form
does not have a box for your gender identity, you can choose not to check a box at all, check

the box with your assigned sex, or write in your own box with your own identity.” These
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options range from meeting cis-heteronormative expectations, which can keep trans youth safe
from prejudice to rejection of defining their gender identity, to allowing trans youth to describe
themselves as they see fit. This analysis of gendered language, and how trans youth interact
with gendered language, recognizes how this language may harm trans youth and act as a
barrier to receiving sexual health care.
Centering Trans Health Concerns

Section 2 of IN-clued focuses on LGBTQ+ sexual health. Included in the lesson on
barrier protection, the curriculum describes pregnancy prevention as an important part of
sexual health. The curriculum explicitly names gender-affirming hormone therapy to discuss
its effects on pregnancy prevention: “If someone is on gender-affirming hormone therapy,
often called hormone replacement therapy, they can still be involved with a pregnancy. The
good news is that folks on testosterone can still use many kinds of hormonal and non-
hormonal birth control methods safely! If someone is on estrogen and/or a testosterone
blocker, they can still produce sperm, and can use condoms.” This section makes clear that
estrogen and testosterone, when used for hormone replacement therapy, are not forms of birth
control. This section also allows trans youth to understand that many different types of people
can become pregnant, not only those who fit social scripts of the cis-hetero-nuclear family.

Trans youths’ bodies are not inherently different from their cisgender counterparts. In fact, human bodies
exist on a spectrum of secondary sex characteristics, sex hormone concentrations, and external genitalia.
Considering how hormone replacement treatment intersects with sexual health provides trans youth with
the information to make the best decisions on preventing pregnancy with accurate information and not use

misconceptions about testosterone and estrogen to guide their thinking on pregnancy prevention methods.
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Heavily considering the specific medical realities of (some) trans youth highlights the
curriculum’s ethos of keeping trans youth healthy.

Back to Section 3, the curriculum explains in its healthcare advocacy training that
providers want to know trans youths’ sex assigned at birth for proper treatment (i.e.
medication dosage or diagnostic criteria based on specific body parts). The curriculum centers
trans youth agency and says, “you can provide that information in whatever way feels safe for
you.” The IN- clued curriculum attempts to balance the physical and emotional health of trans
youth with this guidance. While commendable, the curriculum does not go into detail about
how to keep trans youth psychologically safe during this exchange. In reality, there are some
trans youth that cannot disclose this information in a psychologically safe way. Thus, the gap
belies some of the limits of this curriculum built for a three-hour workshop.

Taking Power Back: Trans-Inclusive Curriculum and Empowerment

IN-cluded truly contends with the concept that “everything is sex/ except sex which is
power” by encouraging trans youth to critically think about how power influences their sexual
health decisions. Towards the end of the instructions, the curriculum prompts the facilitator to
introduce a final reflection: “We are all in different places with sex, sexuality, and our need for
sexual health care, What we do know is that every single one of us deserves relevant sexual
health care and can access it and advocate for ourselves when the time is right.” This
reflection encapsulates the IN-clued curriculum’s goal to use an analysis realities of cis-
heteronormative power to equip trans youth with the information and skills to take back their
power. If everything is truly sex, and sex is power, trans youth deserve to take their power and

sexual health into their own hands



30

Let’s Get Screwed! I don’t Care:” 3R as Assimilation

Shifting to the next part of Monée’s Screwed as a supra-theme, the 3R curriculum
exemplifies the negative effects of sexual politics that choose to not care or consider the
specifics of harm. The 3R curriculum embodies the lyrics “Let’s get screwed/I don’t care/”
(Monae, 2018). While this sentiment seems contradictory to the curriculum’s grounding in
rights, responsibility, and respect, the lack of trans-specific information and recognition of the
unique position of trans youth within the curriculum sets up a (likely unintended) perception
of not materially caring for the sexual health of trans youth. The lack of trans-specific tools
and information in the 3R lesson plans, packaged under a neo-liberal inclusive framework that
flattens the power relations inherent to the sexual heath decision and choices available to trans
youth, highlights that the curriculum does not truly care about trans youth.
Reifying Cis-heteronormativity

The 3R curriculum inadvertently reifies cis-heteronormativity through the use of
scenarios in lesson plans and homework that assume the couple is often cisgender and
heterosexual, even if their genders and sexual orientations are not explicitly mentioned. This
use of vague language that fails to mention trans people and cis-heteronormativity and the ack
of concrete examples of trans people in scenarios projects a curriculum mostly inclusive in
name and not practice.

In the lesson titled “How Do You See Me,” the lesson plan instructs the facilitator to
say: “By the time students are your age, they’ve gotten a lot of messages about how they are
supposed to look and behave; about what they’re supposed to be interested in, and whether
and how to express themselves. Some of these messages are positive...Others, however, are

limiting and will make you question yourself.” This excerpt could be about cis-
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heteronormativity and the negative effects of its constraints on trans youth, This excerpt could
also be about misogyny or any other system of power. This vague language does not truly
include trans youth within the scope of potential recipients of the curriculum because it does
not authentically and genuinely contend with their specific realities.

Another lesson on [PV partner violence titled Is it Abuse If...?” suffers from the same
lack of socio-political context necessary to help trans youth understand their sexual health and
relationship experiences. One step of the lessons asks the facilitator to “point out that the
gender(s) of the partners were not revealed in the examples.” The lesson further prompts the
facilitator to ask the following questions: “What did you picture in these relationships? Who
was an abuser?” The lesson does not provide guidance on how to contextualize the students’

responses to how they gendered the partners in the scenarios within the dynamics of
normative culture that often assumes cisgender men abuse cisgender women. Trans youths’
vulnerability to IPV, sexual violence, and early sexual debut are not present in the lesson,
thus, may not be shared in during the lesson. Failing to include how cis-heteronormativity
makes trans youth vulnerable to IPV and abuse within relationships actually obscures their
harm and reifies cis-heteronormativity’s project of making invisible trans people’s sexual
orientations and gender expression.
Use of Gender-Neutral Language
Each lesson plan begins with the following note on language: “Language is really
important, and we’ve intentionally been very careful about our language throughout this
curriculum. You may notice language throughout the curriculum that seems less familiar -
using the pronoun “they” instead of “her” or “him”, using gender neutral names in scenarios

and role- plays and referring to “someone with a vulva” vs. a girl or woman. This note intends
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to make the curriculum inclusive of all genders and gender identities.” In other words, the 3R
curriculum designates gender-neutral language as gender-inclusive language expansive

enough to describe the experiences of trans youth.

This note does encourage facilitators of the curriculum to be mindful of their
interactions with trans youth. Allowing educators to intentionally reflect on how students of a
variety of gender identities will receive their lesson plan promotes gender inclusion and
frames inclusive and comprehensive sexual health information as necessary for everybody in
the room.

This statement, however, does not hold up under greater scrutiny. Gender-neutral
language in this curriculum frames all experiences of gender as similar or equivalent to each
other in a gendered social hierarchy when it is the predominate form of language used to
explain trans youth experiences. For example, not using specific language to describe how
bodily variation in sex chromosomes and internal and external genitalia may not align with
personal perceptions of gender in the “Anatomy and Pregnancy” lesson plan does little to
inform trans youth about salient and accurate information relevant to their lives. Not
contending with the complicated nature of trans youths’ bodily and sexual experiences does
not an inclusive curriculum make.

Obscuring Trans Health

The 3R curriculum does not seem to be truly committed to trans-inclusive lessons
through its obscuring of trans-specific health considerations. In the lesson “Planning and
Protection: Avoiding or Managing STDs,” the default barrier protection is a condom. In fact,
“other latex barriers” is only included in paratheses denoting dental dams, gloves, latex panties,

and other barrier methods as secondary to external condoms and also relegates vulvas and
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clitorises as secondary genitalia to penises. These discussion of barrier protection make no
mention of external genitalia modified by hormone replacement therapy also. Centering
discussion of safe sex tools, like barrier control, to cis-heteronormative conceptions of genitalia

leaves trans-youth unequipped to protect themselves from STDs.

Furthermore, condoms are the only form of barrier control that have a separate and more
detailed lesson on their use and efficacy in the 3R curriculum. This lesson “Creating Condom
Confidence” assumes that people using condoms, whether on themselves or on partners, will
have penetrative sex that man cause pregnancy. No lessons go into further detail on non-
hormonal birth control, which is relevant to trans youth on HRT, or the use of barrier methods
for non-heteronormative sex. Compared to the IN-clued curriculum, the 3R lesson plans do not
adequately consider trans youth in their discussions on sexual health.

The 3R curriculum includes a rights-based framework that seeks to empower high
school students to understand what rights the law allows them over their sexual and
reproductive health. In the lesson “We Have Rights,” the curriculum prompts the facilitator to
say, “Because people have very strong values and beliefs around lots of things relating to
sexuality — not just about decisions relating to a pregnancy — it’s really important to know the
information you need to make the right decisions for you.” This statement seemingly includes
laws protecting or restricting LGBTQ+ rights and healthcare with the explicit nod to laws
beyond pregnancy. Encouraging trans youth to read and understand the laws that determine
their access to gender affirming care, and their explicit mention in schools and curriculum
including sexual health curriculum, allows them to better navigate their legal context, to some

extent.
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Once again, not explicitly naming trans healthcare within this rights framework and
focusing on pregnancy in the lesson worksheet, 3R unwittingly obscures trans youth by not
providing robust tools to understand how legal recognition or non-recognition of one’s gender
may alter how trans youth approach sexual and reproductive health care. Specificity matters,
especially when considering the law, so framing sexual and reproductive rights through
pregnancy with a possible brief mention to trans youth does little to actually consider their

legal rights.

Inclusion at the Expense of Specificity

The 3R curriculum sacrifices trans-specific information and robust analyses of gender
and cis-heteronormativity to prescribe a one-dimensional conception of inclusivity. Naming
difference but refusing to grapple with the true implications of understanding differences
between trans youth and cisgender youth, reveals the 3R curriculum a hollow shell of
inclusivity that truly does not care how trans youth “get screwed” as described by Monae
(2018). Thus, the double meaning of screwed in an informal sense, as sexual intercourse and a
massive difficultly, reveals that trans youth cannot rely on the 3R curriculum to provide them

comprehensive sexual health information.
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Conclusion
Thinking about IN-cluded and 3R Together
The IN-clued and 3R curricula provide examples of how language reveals varying levels
of inclusion for trans youth. The differences between two curricula made with inclusion in mind
highlight how tools with broadly similar goals execute their aims based on how their composers
situate their information in socio-cultural context. IN-clued’s centering of LGBTQ+ youth based
on understanding cis-heteronormativity contrasts 3R’s “equality for all” framework.

IN-clued, as a curriculum that directly analyzes systems of power, as cis-
heteronormativity, recognizes trans-specific issues and offers explicit and comprehensive
instruction on a variety of issues from how trans youth should use barrier protection to how they
can represent themselves on a health forms. This intentional inclusion of trans youth through
language in IN-clued and evidence of the curriculum’s significant positive impact on the sexual
health of LGBTQ+ youth, points towards further research exploring the direct impact between
trans-specific and trans-inclusive language in sexual health curriculum and the sexual health
impacts on trans youth.

3R’s broader approach leaves much to be desired in terms of including trans youth. The
use of gender-neutral language and vague messaging lacking trans-specific context sacrifices its
utility as a trans-inclusive sexual health tool. Inclusion for all within an inherently cis-
heterosexist culture centers inclusion of the cisgender, heterosexual sexual and reproductive
experiences in the context of 3R.

Impact of Language
Direct analysis of the language, and implied view of power structures and socio-cultural

information that informs the curricula, provides more evidence to understand how sexual health
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curricula affects trans youth. Ultimately, the language in sexual health curricula prompts
facilitators and teachers to share sexual health information under specific frameworks transmitted
through cultural, and hopefully scientific, understandings of human puberty, sexual development,
and relationships. Legislators and policy experts can create more targeted policy to address the
concerns of trans youth if analysis of specific examples of transphobic language and cis-
heterosexist assumptions in curricula are available.
Intervention Implications
Curricula Considerations
Applying the observations of these themes to more material solutions, sexual health
curriculum must be constructed to directly interrogate cis-heteronormativity. This solution
requires curricula writers to have a comprehensive understanding of transphobia both culturally
and medically. Dealing explicitly with the sexual health realities of trans youth means they
should be explicitly named and discussed in curricula such as In-clued’s discussion of barrier
control use for trans youth. Furthermore, addressing cis-heteronormativity through curricula
means recognizing that curricula should not center the assumption that cisgender, heterosexual
intercourse, relationship dynamics, and puberty. The diversity of trans youths’ experiences in
these areas should make up a significant portion of these curricula by prioritizing specificity. Of
course, not all topics and experiences can be accounted for in the finite space of sexual health
curricula, but using language that deeply considers the diversity of human gender and sexuality
can allow trans youth that experience this curricula to have more space to speak and think about

their own sexual needs, wants, and experiences.
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Legislative Considerations

Repealing anti-LGBTQ+ legislation, especially legislation that restricts LGBTQ+ topics
in schools and classrooms, must be prioritized. This type of discriminatory legislation makes
trans youth unsafe, sometimes causing them and their families to leave their states (Rodgers &
Goldberg, 2023). Trans youth should not have to uproot their lives to access healthcare and
information that recognizes their personhood. Furthermore, LGBTQ+ inclusive legislation that
mandates inclusive curricula should also be considered especially since inclusive curricula are
associated with greater feelings of awareness of bullying and safety (Snapp et al., 2015).
Protecting trans youths’ legal and social rights to sexual health affirms their right to socio-
political inclusion that secures their enfranchisement in society.
“Now Ask Yourself Who’s Screwing You:” Looking Towards the Future

Bringing this paper’s Mondae-influenced supra-theme to a close, this analysis sought to
better understand how language in sexual health curriculum operates and what this type of
evidence can provide to further research on trans youths’ health and sexual health curricula. In
essence, it tried to answer “who’s screwing you” or how does transphobia operate within the
inclusion of trans youth in the language of sexual health curricula. Trans youth ask and engage
with this question daily as they navigate state legislatures that attempt to erase their existence in
classrooms, while they endure brutal beatings in school bathrooms, or deadly stabbings during a
first date. Transphobia and cis-heteronormativity require trans youth to ask themselves who
might harm them and how they might be harmed, so they can equip themselves with life-saving
strategies or stand strong in the face of discrimination.

This paper serves as an amplifier for trans youths’ calls for a safer world that does not

treat their murders as quotidian, that allows them access to gender affirming care, that calls them
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by their name and pronouns, and cares about their sexual and reproductive choices. Trans youth
deserve to have healthy romantic and sexual relationships, know how their body’s puberty
proceeds, and have control over their reproductive capabilities. Once again, trans people have
been, are, and always will be here. Trans youth must be allowed to become trans elders, and
providing them comprehensive, scientifically based, and inclusive sexual health information is

one step to ensuring long, bright trans futures.
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Code

Example from 3R

Example from IN-clued

Cis-heteronormativity

“Now I want to ask you why? Wy
did some of our brains assign
gender or assume the sexual
orientation of the people in the case

study?”

“yes, typically when the
word sex is being used
it’s referring to penis-in-
vagina sex between a
cisgender man and a

cisgender woman.” (24)

Gender-inclusive language

“Try to remember, always, you have
the right to express yourselves in
ways that resonate with who you
are—no one else has the right to

judge you for...your gender”

“Probe for the fact that a
pregnancy can happen
when someone’s semen
enters another person’s

vagina” (29)

Trans health

“I want to explain what [ mean
when I say, ‘sex assigned at birth.” A
person’s biological sex is usually
made up of their chromosomes,
hormones, and the genitals, and is
often declared by a health care

provider when the baby is born.”

“LGBTQ young people
receive lower-quality
health care and are less
likely to go to the doctor
for sexual health care
than their
straight/cisgender
peers.”

(20)
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