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Abstract 

          The following study explored the question of what experiences LGBT students and sexual 

trauma survivor students had in their sexual health education in their primary and secondary 

education. The two populations share a history of marginalization and exclusion from sexual 

health education. This marginalization negatively impacts the health and emotional well-being of 

both populations. While the idea of a correlation between both identities is explored, a causation 

is ruled out. The history of sexual health education is examined alongside the current educational 

and political climate. The research is viewed through feminist theory, trauma-informed, and 

holistic pedagogy paradigms.  

        The study was conducted in the summer of 2015, utilizing a mixed methods explanatory 

design. Thirty-four participants between the ages of 18-40 years old took the online survey 

which included both radio button questions and comments sections. Three participants followed 

up with additional interviews. The comments and interviews were coded using holistic and then 

causation coding which was then compared with the survey findings for the conclusions. The 

findings showed that all of the participants desired more information in at least one or more areas 

of their sexual health education. The themes that emerged were a desire for more inclusive, 

unbiased, medically accurate and trauma-informed sexual health education. Recommendations 

for practice, policy, and future research are included. 
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CHAPTER ONE: INTRODUCTION 

        Sexuality is intrinsic to the human experience. Maslow’s hierarchy of needs placed sex as a 

physiological need, alongside basic human functions such as sleep, food, and water (Maslow, 

1943). If sexuality is a most basic human need, something that is a physiological function, it 

seems incongruent to separate the human experience from human sexuality.   

        Adulthood can be defined in two ways, social and biological (Dorland’s, 2007). Sexual 

maturation is a mark of biological adulthood.  Social adulthood is when a society deems an 

individual to have reached emotional and mental maturity, the ability to be self-reliant, and to be 

held accountable for their actions. Biological maturity is defined as the time when an organism 

has reached reproductive capability. For humans, this time is around puberty or the beginning of 

sexual maturation. The gap between puberty, age 9-13, to social adulthood, age 18-21, is 

substantial (Matlin, 2012).  

       This gap in age creates an uncertain time of life called adolescence, a term that was 

conceived during the early 20th century (Kett, 2012). Before that time people were either children 

or adults, no interim period existed in-between.  Because of the invention of a time between 

childhood and adulthood the complication of addressing people who are socially regarded as 

children but with adult bodies became an increasing issue. Born from the idea of adolescence 

was the belief that with this limbotic period came an internal struggle between childhood 

behaviors and adult physiological changes (Kett, 2012). One of the issues that evolved with the 

concept of adolescence was sexuality. If a person was sexually maturing but socially was seen as 

unable to handle such responsibility, what was a community to do? In the early 20th century 
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sexual health education was developed and was aimed at curbing the sexual desires of youth and 

protecting public health (Kett, 2012).  

My Background 

       As a teacher sojourner, traveling across many educational fields, I have seen the need for 

more inclusive curriculum in all subject areas. As a teen, I felt a thirst for health information for 

me and my friends, especially in regards to our budding sexuality. I struggled with finding 

answers and felt that much of the information that was around me was out of touch with my 

peers’ and my experiences. I was also questioning my sexual orientation, and in the days before 

the well-formed, modern internet, found nowhere to turn for a community in the coming out 

process. I watched as peers struggled alongside me with negative relationships, sexual trauma, 

and misinformation that caused us to be in unhealthy and dangerous situations with sexual 

partners. I found my fire within when I researched and shared medically accurate and 

empowering information with peers and knew I wanted to reach a larger audience. At 18 years 

old I began teaching as a yoga and ethnic dance instructor. My passion was sparked by a desire 

for information that allowed my students to find their unique truth and live healthier lives. Later I 

became a doula, after many years of nurturing a passion for transformative birth and having two 

empowering home births of my own. 

        In the spring of 2011 I took my GED at the age of 23 with a toddler in hand and a baby on 

the way. I found ways to take college courses at my own pace, through credit by examination 

and earned my bachelor’s degree in 12 months. This experience led me to discern my true calling 

in life. My doula clients, yoga, and dance students all inspired me to go further into teaching. I 
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began as a health and child development teacher at a conservative Christian one-room 

schoolhouse for teen moms. There, I witnessed terrible injustices that fueled my passion for more 

inclusive health education. I saw student after student ask for sexual health information. The 

director of the school only allowed abstinence education; however, if asked, I gave the students 

medically accurate comprehensive information. The worst injustice I witnessed while working at 

the teen pregnancy school was a lesbian rape victim being kicked out of the residential program 

for her sexual orientation. She was in the foster care system and desperate for a place to stay 

until she could give birth but because of the director’s religious beliefs, she ended up back in the 

system. Before she left, she had come to me for advice on dealing with her trauma, I offered 

informational resources to her and bought her a book on giving birth after sexual trauma. I will 

forever be haunted by what may have happened to her and her child.  This dissertation is inspired 

by her and all of my former students who humbled me and ignited my fire within to greater 

inclusion in educational systems. 

         My next job was much more what I needed in order to live my pedagogical philosophy. I 

began as a social studies teacher for at-risk girls at a gender-responsive and trauma-informed 

program. Over time, I was allowed to create a customized health curriculum that met the needs 

and constant questions of my teen and preteen students. In my history classes, there were 

constant discussions of sex, sexual orientation, anatomy, and STD and pregnancy prevention 

from my students. The students’ discussions were medically inaccurate and culturally 

oppressive, which caused me great concern. In my summer health intensive, I was able to 

address the topics and discussions I had overheard in a calm, mature, and informed manner the 

students had never witnessed before. Many students who were in my class have become involved 
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in peer education and sexual health politics. They have taken what they learned and used it to 

enhance the lives of those around them. This activism is, in my opinion, the goal of education 

from a holistic and global perspective. 

Background of Sexual Health Education 

        At the dawn of the 20th century, there were three groups concerned with what was to be 

deemed as best practice for sexual health education. The three groups were the social purity 

advocates, social hygienists, and “free love” liberals (Robin, 2010). The social purity advocates 

believed the health education should focus on the dangers of sex outside of marriage and the 

religious paradigm of sexual abstinence. Social hygienists were more concerned about the spread 

of venereal disease and the public health issues surrounding sexual experimentation. The social 

hygienists and social purity advocates shared a common goal of delaying sexual experience for 

the perceived benefit of the community.  The “free love” liberals held a different view of human 

sexuality. While they advocated for sexual accountability in regards to disease, pregnancy, and 

consent, they also believed that sex was a natural part of life and a boon to relationships, even if 

the couple was not married, as long as they were committed to each other (Robin, 2010).  Today 

the same debate goes on, between those who are focused on religious sexual abstinence, 

educators who want to focus only on medical information, and instructors who want to be 

medically accurate as well as positive about sexuality and include a myriad of experiences and 

viewpoints (Barlow, 2013). 

        In my study, I took a third viewpoint of a holistically based, medically accurate paradigm 

for sexual health education. Holistic pedagogy focuses on the interconnectedness of educational 
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experiences (Mahmoudi, Jafari, Nasrabadi, & Liaghatdar, 2012). For example, while teaching 

sexual health, the topics of psychology, sociology, anatomy, physiology, gender studies, and 

theology all surface. While some curriculum standards and teachers may try to skirt these 

intersecting topics or downplay them, in holistic pedagogy the overlap is not only allowed, it is 

encouraged. 

       Numerous studies have shown abstinence-promoting education to be ineffective at delaying 

pregnancy or STDs (Malone & Rodriguez, 2011; Santelli, Ott, Lyon, Roger, Summers, & 

Schleifer, 2006; Waxman, 2004). Abstinence education provides a narrow view of the human 

sexual experience and the expectation of what healthy sexual expression constitutes. For these 

reasons sexual minorities, such as LGBT individual and sexual trauma survivors, have been 

marginalized in school-based sexual health education. Abstinence education has also been 

connected to lower self-esteem and higher STD rates for LGBT youth who are not addressed or 

who are discussed only negatively in abstinence curriculums (Santelli et al., 2006). Another 

excluded population in sexual health education are survivors of sexual trauma. For sexual trauma 

survivors, the idea that having a sexual history is linked to being “less than” or “dirty and used” 

is emotionally damaging (Fava & Bay-Cheng, 2013).  

In the absence of these trauma-informed frameworks, which seek to understand, 

acknowledge, and heal trauma, the impact of silence can have far-reaching consequences. These 

consequences for survivors include the reification of notions that victims are damaged, 

incapable, or undeserving of mutually satisfying sexual relationships. Nondisclosure (silence) of 

victimization experiences motivated by perceived social stigma may be related to poorer health 
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outcomes (i.e., sexual revictimization) through its impact on levels of post-traumatic growth 

(Fava & Bay-Cheng, 2013, p. 389). 

LGBT Persons and Sexual Trauma Survivors 

         There are a number of sexually marginalized populations in sexual health education that 

would benefit from further research and inclusion. Examples of such populations include the 

physically disabled, ethnic minorities, teen parents, the mentally disabled, and intersex 

individuals, to name a few. My personal and professional experience has led me to choose LGBT 

and sexual trauma survivors out of my history of working in both communities and a personal 

passion for enlightening others to the needs of both populations. LGBT youth and sexual trauma 

survivors are both marginalized but not directly connected. It is important to note that while 

LGBT youth may be more vulnerable to being victims of sexual abuse due to marginalization, 

they are not LGBT because of abuse. Therefore, LGBT youth are more likely to also fall under 

the sexual trauma survivor demographic due to correlation but not causation (American 

Psychological Association, 2008; Brady, 2008; Brooks, 2000; Corliss, Cochran & Mays, 2002; 

Friedman, Marshal, Guadamuz, Wei, Wong, Saewyc, & Stall, 2011). 

Research Questions 

       In order to improve the inclusion of sexual minorities in sexual health, there needs to be an 

examination of what LGBT and sexually traumatized students, both former and present, 

experienced in sexual health courses. In reflecting upon these insights, educators and curriculum 

developers can see a clearer picture of what is needed from the lowerarchy, the voice of the 

http://www.sciencedirect.com/science/article/pii/S014521340200385X
http://www.sciencedirect.com/science/article/pii/S014521340200385X
http://www.sciencedirect.com/science/article/pii/S014521340200385X


7 
 

 
 

many influencing the decisions of those in power, of student voices as their inspiration. My 

research questions are 

1.  How do LGBT persons and sexual trauma survivors describe their experience with sexual 

health education? 

2.  What recommendations do LGBT persons and sexual trauma survivors have for curricula that 

would be inclusive and responsive to their needs? 

Statement of the Problem 

          In my study, I sought to fill the gap in knowledge pertaining to the participants’ firsthand 

accounts of what was excluded and what was needed from their school sexual health education 

courses. In order for educators and curriculum developers to design courses and practices that 

best serve their students, they must first hear what said students’ needs are. Educational systems 

often leave out the perspective of how a subject, namely sexuality, intertwines with other topics 

and practical life applications. The gap that exists is a lack of holistic perspectives from the 

former students that schools and educators aim to serve. 

Purpose of the Study 

         The purpose of the study was to add more first-person perspectives to the research that has 

circulated in the last 30 years about LGBT youth and sexual trauma survivors’ voices in sexual 

health education. The study serves as a platform for the amplification of these populations’ 

needs, views, and opinions on the state of sexual health education.  In my research on these 

topics I found research on queer youth (12,100 results in Fielding Graduate University’s online 

library), though with few first-person interviews, and almost none, except for Fava and Bay-
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Cheng’s (2013) review of research and a study conducted by Gilbert and Rubenzahl (2002), on 

trauma-informed sexual education. With one in five women and one in thirty-three surviving 

sexual assault within their lifetime (National Institute of Justice & Centers for Disease Control & 

Prevention, 1998; The National Intimate Partner and Sexual Violence Survey, 2010) there is a 

potential need for more attention to be paid to these survivors’ experiences and needs. In the 

qualitative analysis portion of this study, I seek to go deeper than the survey questions could 

summarize and find the details that the participants wish were included in their sexual health 

education. 

     Explanatory research is sequential. In an explanatory sequential design, the quantitative data 

are collected first, analyzed, and the results then inform and help build the qualitative second stage 

of the study. The benefits of the sequential explanatory method are that the survey results will aid 

in creating, editing, and guiding the interviews (Creswell, 2014). The objective of this method is 

to first gather descriptive data to see what areas of instruction are most lacking in the participants’ 

view and then to uncover what additional materials or explanations participants felt they needed 

to have offered in order to benefit in their immediate and long-term sexual health. This approach 

allows for the integration of data through interpretation with the focus on the qualitative interviews.  

           This study was designed to be an exploration of the experiences of LGBT youth and 

sexual trauma survivors in their sexual health education as young adults, and how sexual health 

curriculums can improve inclusion for these populations. I used a mixed methods design through 

a survey and video conference interviews. In the explanatory approach I begin with a 

quantitative survey to highlight a selection of areas of concern (i.e., STD protection, awareness 

of sexual identities, how trauma affects sexuality, etc.) in the sexual health education of the 
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participants. The areas were selected based on a review of the literature and my personal 

experience teaching high school sexual health education. The survey was taken online. Using the 

information gathered from the survey, I designed interview questions around the areas of 

exclusion or concern that the participants shared. I used randomly selected volunteers from the 

survey for interviews to give a more robust and in-depth depiction of the research problem.  

        In implementation, I will share the results of my survey with the organizations that helped 

with recruitment and planning so that they may add to their pool of data to better serve sexually 

marginalized populations. Interview participants had the option to be emailed the final survey 

results upon request. My objective for the study was to present conclusions that can be practically 

translated into curriculum development and revision along with the transformation of statewide 

sexual health education policies. 

       This implementation can be effective on a micro level with individual schools examining their 

sexual health courses and on a macro statewide level a revisiting of sexual health education 

regularities, standards, and benchmarks. It is projected that the information gained from this study 

can be used in training educators to be trauma-informed and queer friendly in their teaching 

approach and methodology in order to better serve sexual minority students. 

       I examined the first person experiences and needs of two marginalized sexual minorities, 

sexual trauma survivors, and LGBT young adults. These messages of being perceived as existing 

on the outside of the human sexual experience may have longitudinal negative effects. It was my 

objective to uncover what information the individuals in these populations felt was missing in 

their sexual education experiences and what effects the lack of this knowledge had in their lives. 
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Learning from the participants’ experiences may inform the development of sexual health 

education curriculum that will be more inclusive and better meet the health needs of LGBT 

individuals and sexual trauma survivors. The objective of the study was to advocate for LGBT 

and sexual trauma survivors in the increased inclusion of these populations in sexual health 

education in schools, colleges, and health clinics. This information may nurture the growth of 

sexual minority inclusion in sexual health education from a holistic and feminist pedagogical 

perspective, which may prove fruitful for the work of LGBT activists, sexual trauma recovery 

advocates, educators, school systems, and statewide education policy makers. The end goal of 

the study was to advocate for LGBT and sexual trauma survivors in the increased inclusion of 

these populations in sexual health education in schools, colleges, and health clinics. 

Outcomes and Significance 

            The study’s outcomes and conclusions can be used to aid in future curriculum 

development nationally. Researchers and educators may be basing curriculum guidelines on 

inaccurate assumptions of what young adults need in terms of pertinent and practical sexual 

health information. By taking the time to ask, probe, and discuss what the young adults want and 

need to receive in their sexual health classes, educators can actively work with and not against 

those whose lives they are either empowering or disengaging. This information may also be 

useful in distinguishing what information received in the participant’s sexual education courses 

was retained years later and, of the retained information, what was of practical use, and where a 

lack of information was setting the participants up to make health choices that were misguided or 

harmful. 
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          For educators to teach effectively, they should be willing and able to anticipate what their 

students need and desire to reap from the course being taught. In this study the embedded belief 

is that education, whether formal or informal, must have the goal of providing the students with 

information that will allow them to make informed, productive, and empowering decisions for 

their lives. In this model is the notion that no one is a better expert on what they need to know or 

how they might best absorb new information than the students themselves. This participatory 

educational model leads to a co-educational dynamic in classrooms, where students develop 

curriculums alongside their teachers. The path for this collaborative educational framework leads 

to a curriculum that is living, embodied, and evolutionary for both teachers and students.  

Theoretical Framework 

           For the purpose of this study, I will be using feminist theory, trauma-informed theory, and 

holistic education pedagogy. Feminist theory is described as  

…[G]enerating systematic ideas that define women’s place in society and culture, 

including the depiction of women—large questions, indeed. (Feminist Theory, 2001, p. 

988) 

            Feminist theory takes a critical lens to the systems that influence the lives of women, and 

other marginalized populations, to find the structural inequalities that create injustices. As in 

queer theory, feminist theory takes the dominant narrative of heteronormativity and the 

masculine hegemony and seeks to incorporate the perspectives, experiences, and integration of 

oppressed populations (Gedro & Mizzi, 2014).  Feminist theory will be used as an overarching 

way of interpreting the qualitative data and the design of the interviews. By using feminist 

theory, I sought to give my participants, LGBT, and sexual trauma survivors, a platform to voice 

their concerns and needs about their experiences with sexual health education. In interpreting the 
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data, I sought to see the participant’s experience through the understanding of marginalization, 

oppression, and the privilege of heteronormative perspectives in sexual health education. 

Trauma-informed theory (TI) was used to inform the survey questions and design of the 

interviews. Trauma-informed theory has been used almost exclusively in the fielding of social 

work with seldom exploration in TI care in education (Carello & Butler, 2014). Trauma-

informed theory has been defined as 

     Trauma-informed services are those in which service delivery is influenced by an 

understanding of the impact of interpersonal violence and victimization on an individual’s 

life and development. To provide trauma-informed services, all staff of an organization, 

from the receptionist to the direct care workers to the board of directors, must understand 

how violence impacts the lives of the people being served, so that every interaction is 

consistent with the recovery process and reduces the possibility of retraumatization. 

(Elliott, Bjelajac, Fallot, Markoff, & Reed, 2005, p. 462) 

  Understanding how trauma affects all aspects of a survivor’s life is the cornerstone of 

trauma-informed care. In education, this understanding is addressed by how survivors are 

engaged, included, and how their perspective is acknowledged. Sexual trauma changes how 

survivors view themselves, and in childhood sexual trauma, how the brain develops (Gross, 

2007; Seddon, Krayer, Gwilym, & Robinson, 2015). Having this awareness and sensitivity as a 

priority in the formation of survey questions and the flow of the interview aided in creating a 

trauma-informed methodology. 

Holistic education pedagogy was used as a framework to view the qualitative 

conclusions. Holistic pedagogy is defined as 

[Holistic Education]…proposes that educational experience promote a more balanced 

development of-and cultivate the relationship among-the different aspects of the 

individual (intellectual, physical, spiritual, emotional, social and aesthetic), as well as the 

relationships between the individual and other people, the individual and natural 
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environment, the inner- self of students and external world, emotion and reason, different 

discipline of knowledge and different form of knowing. (Mahmoudi, Jafari, Nasrabadi, & 

Liaghatdar, 2012 p. 1) 

             Holistic pedagogy was woven within the conclusions as a foundation for ideas regarding 

implementation. When discussing the importance of taking this study’s results and 

operationalizing them in sexual health education courses, it is imperative to note that sexual 

health is not an isolated topic. Holistically sexual health has as much to do with sociology, 

psychology, anthropology, theology, and history as it does with biology and physiology. 

Incorporating these sciences into sexual health education holistically addresses young adults’ 

sexual education needs.  

Definition of Terms 

1 Cisgendered: A person whose gender identity and biological sex are aligned. 

LGBT: Lesbian, gay, bisexual, and transgendered. 

Sexual Trauma: For the purpose of this study sexual trauma will be defined as the emotional, 

physical, and physiological sexual violation of a person (Gregory, 2014). Participants in the 

study have survived rape, molestation, or female genital mutilation. 

Summary 

        The study of human sexuality is a vast and interdisciplinary practice. No two humans share 

the same sexual experiences or identical viewpoints. Finding the connecting experience creates a 

picture of how sexuality shapes our opinions, biases, and worldview. The debate over what 

constitutes accurate and imperative content in educational systems is also wide and varying. 

From the debate around curriculum standards to the discussion over school choice, education 
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takes on many moral standpoints, value systems, and cultural contexts (Lovat, Dally, Clement, & 

Toomey, 2011). To merge sexuality and education is to take on two value-laden and socially 

volatile constructs.   

         The intent of this research was to delve into two minority experiences that are often fraught 

with apprehension from educators, students, and communities. LGBT and sexual trauma 

survivors have lived experiences that are often marginalized by American educational systems 

and society (Bosia, 2014; McCarty-Caplan, 2013; Primrose, 2011). The study I conducted sought 

to fill in the gaps of what is missing in sexual health education from the former students’ 

perspective of persons self-identified as LGBT and sexual trauma survivors. This information 

can be used as a launching point for educators, curriculum designers, and educational policy 

makers to create pathways of inclusion in and outside of health classrooms. 
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CHAPTER TWO: REVIEW OF THE LITERATURE 

         In this chapter, I discuss the history of sexual health education in the United States and how 

the beginnings of the movement shape the current cultural climate around sexual health 

education. Next I lay out a picture of who LGBT and sexual trauma survivors are, what issues 

they may come across in sexual health education, and ideas for bridging gaps in current sexual 

education practices that other scholars have articulated. In conclusion, I look at how 

marginalization affects LGBT and sexual trauma survivors in education and the conceptual 

framework on which I based my study. 

History of Sexual Health Education 

        To understand the current state of sexual health education, educators must first look back to 

how the foundation of sexual health education was formed in the United States. It was not until 

the late 1800s and early 20th century that schools saw a need for public sexual health education 

(Cornblatt, 2010). The purpose of sexual health education at that time was to prevent the rapid 

spread of venereal disease. The first area of the United States to offer sexual health education 

was in the Chicago public school system. This manifestation of the progressive era’s ideals in the 

formation of comprehensive sexual health education for the public was met with backlash from 

the Catholic Church, and the sexual health program was shut down (Cornblatt, 2010).  

         The American public did not see a need for widespread sexual health education until World 

War II. With soldiers away from home, many young men came back to their families and wives 

with venereal diseases. The American Hygiene Association (AHA) became the forerunner in 

public sexual education (Robin, 2010). AHA’s main focus was on educating soldiers on the 
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dangers of venereal disease and how visits to prostitutes could cause crippling disease and death. 

This aim became part of a larger campaign among educators to curb sexual vices. 

        During the early part of the twentieth century, there were three main schools of thought 

about the aim and objective of sexual education. Robin (2010) described that within the 

progressive era’s sexual education ideologies, the social purity advocates, social hygienists, and 

“free love” liberal groups were formed. The social purity advocates were focused on curbing all 

forms of what they saw as sexual vice including premarital sex, masturbation, and 

homosexuality. The hope of the social purity advocates was to show the dangers of such vices 

and the Godliness of sexual expression between married couples whose goal was procreation. 

For the social hygienists, the objective was to provide sexual health education as a part of public 

health. These educators focused on preventing disease and providing medical information to 

improve public health with little or no bias toward a specific form of morality. In the “free love” 

camp were progressive reformers who desired to teach young adults not only the medical aspects 

of the sexual experience but the joys, pleasures, and benefits of consensual sexual expression. 

Writers in the free love camp glorified love as an expansive and respectful expression that should 

not be monitored by religious or social constructs. Free love advocate writers such as Heywood 

and Woodhull created the outline for what the free love camp would define as sexually positive 

perspectives on sex education (Heywood, 1879; Woodhull, 1871).   All of these educational 

camps shared a common flaw. They all often left out racial minorities in their education and 

were not accessible to those who needed it most-poor, uneducated, married women (Robin, 

2010). 
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             The sexual health education group with the most success at gaining access to public 

education were the social purists. With social purity reformers gaining strength in the 

propagation of the idea that sex should be only for married couples with the intent to procreate, 

social purity educators found easy avenues to enter their ideologies into secondary education in 

the United States. Social purity educators advocated hygiene, marriage, and parenthood. These 

reformers did not advocate for pleasure in any arena, even within the sanctity of marriage. Their 

advice was that sex should be kept to a minimum even for married couples so they might save 

their energy for more important causes. These sentiments were propagated widely by the social 

purity advocate, Anthony Comstock. Comstock (1883) spoke passionately about the moral war 

against the young in his book, Traps for the Young, where he dissected every moral pitfall that 

the world of 1883 urban America offered. Comstock and his contemporaries saw the world as a 

dangerous and morally depraved environment from which Godly parents must protect their 

young. 

         The second group to gain ground in the public sphere was the social-hygiene camp. For 

social-hygienists, the purpose of sexuality education was public health and disease prevention. 

With the rise of venereal disease, social-hygienists found great support in the public education 

system (Farrand, Gunn, & Jacobs, 1913). This camp convinced the public about their medical 

model of education, which they claimed did not include sexual morality. Social-Hygienists 

pushed for education to allow the “best citizens” to have healthy sexualities and procreation 

while sterilizing immigrants, criminals, and the mentally ill. In the end of the early 20th century, 

both the social purity and social-hygiene camps merged to form the American Social Hygiene 
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Association, which spread their message of mandatory premarital blood tests, mandatory 

venereal disease disclosure, and education lectures in churches, civic unions, and YMCAs. 

              The remaining group, the free love camp, advocated for a radically different view of 

love. Free love advocates were also passionate about medically accurate information; however, 

their main focus was a moral framework of true love, pleasure, and consent. Free love reformers 

advocated for sex that was between two people who were in love with each other’s souls. This 

ideal, in the free love reformer’s minds, did not require the covenant of marriage. To free love 

reformers, true and mutual love was beyond and even contradictory to the model of marriages of 

convenience that were common during the era. Woodhull (1871) stated her belief in sexual 

autonomy and expression in her speech, And the Truth Shall Make You Free: 

Two persons, a male, and a female, meet and are drawn together by a mutual attraction, a 

natural feeling unconsciously arising within their natures of which neither has any control 

that is denominated love. This a matter that concerns these two, and no other living soul 

has any human right to say aye, yes or no, since it is a matter in which none except the 

two have any right to be involved, and from which it is the duty of these two to exclude 

every other person, since no one can love for another or determine why another loves.  

              Social reformers like Margret Sanger and her colleagues continued with these ideals and 

expanded them to include poor women as their primary audience. Sanger wrote and spoke about 

the importance of birth control and comprehensive sexual health education. She argued that a 

lack of birth control produced dire consequences for the poor (Sanger, 1924). Sanger (1912) 

wrote in her landmark sexual education book, What Every Girl Should Know 

 If a mother can impress the child with the beauty and wonder and sacredness of the sex 

functions, she has taught it the first lesson, and the teacher can elaborate on these 

teachings as the child advances in school. (p. 8) 
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The concern over parental vs. school involvement, sexual morality, social reform, and how birth 

rates affect the poor continue to fuel the arguments for sexual health standards. 

           In the years between the social reform sexual health movements of the 1920s and World 

War II, little was done concerning sexual health education in communities or schools (Freeman, 

2008). In the 1940s and 1950s, reform came in response to the need to protect soldiers and 

communities from venereal disease. Freeman (2008) discussed the changes that moved sex 

education to public schools. Educators feared that parents would disapprove and were surprised 

to find parental support in surveys conducted at the time. Students themselves were passionate 

about demanding sexual education. Public displays and articles were written by teens asking for 

sex education to be included at school, such as the 1,200 who rallied at the 1947 youth 

conference and the vocal six student reformers at the 1948 Youth New York City Radio Forum 

(Freeman, 2008). 

The Age of Abstinence 

        Change came again in the 1980s with the AIDS epidemic and a rising fear of liberal free-

love attitudes. Schools stepped into action with fear-based approaches to the spread of AIDS 

(Reis & Siedl, 1989). This change culminated in the Adolescent Family Life Act (AFLA; Perrin 

& DeJoy, 2003). The AFLA was intended to stress abstinence and thus prevent the spread of 

HIV and teen pregnancy.  

        Since 1981, abstinence-only education policies have grown in public education arenas and 

federal funding (Santelli, Ott, Lyon, Roger, Summers, & Schleifer, 2006). In 1996 the 

Temporary Assistance for Needy Families Act (TANF) was passed. This act included Title V, 
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Section 510(b), which regulated funding for abstinence education and created a new standard in 

sexual health education; that heterosexual sex before marriage was unacceptable at any age or in 

any situation (Haskins & Bevan, 1997). Abstinence is defined in vague and ambiguous terms. 

The meaning of abstinence can be described as non-vaginal intercourse to no sexual contact 

including touching, creating a wide range of interpretations and expectations for students (Kerr, 

2003). The objective of these programs was to combat teen pregnancy, venereal disease, and 

moral depravity through encouraging sexual abstinence until marriage.  The issue with this 

method was that while it may have delayed initial sexual contact by a few months, participants 

who pledged virginity until marriage also participated in sexually high-risk behaviors that led to 

higher STD and unplanned pregnancy rates (Bearman & Bruckner, 2001). A study by Lindberg, 

Santelli, and Singh (2006) found through a meta-review of three national surveys that 

abstinence-only education increased from 1995 to 2002. Abstinence education increased from 

9% to 24% for males and 8% to 21% for females.   

      Research on abstinence-only education programs has found egregious medical errors and 

misrepresentations (Waxman, 2004). A congressional review of federally funded abstinence 

education programs found medical errors and biased messages in the curriculum content 

(Waxman, 2004). Examples include a miscount of the human chromosome, the message that 

HIV is transmitted through tears and sweat, the legitimization of male sexual aggression, and 

female weakness and passivity (Waxman, 2004). In 2002, the CDC created a list of programs 

that had been shown to statistically decrease risky sexual behaviors; none of those programs 

were abstinence based (Perrin & DeJoy, 2003). Such negative cultural stereotyping and scientific 

inaccuracy supports the argument for the need for sexual health education reform. 
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The Current State of Sexual Health Education 

          Policy about sexual health education varies widely across the US with the most 

comprehensive and least abstinence education in the Northeastern United States (Landy, Kaeser, 

& Richards, 1999). Among educators, a large gap exists between what they want to teach, from 

abortion to sexual orientation, and what district public school policy requires of them (Darroch, 

Landry, & Singh, 2000). Parents echo similar sentiments to educators. Many parents wish their 

students had a more comprehensive sexual health education (Hoff, Greene, McIntosh, Rawlings, 

& D’Amico, 2010). One study conducted in 2004 partnered the Kaiser Family Foundation, 

National Public Radio, and Harvard University’s Kennedy School to examine parents’ opinions 

in depth (Hoff et al., 2010). The study looked at controversial topics and how the public felt 

about those topics being taught in public school sexual education courses. On the subject of 

homosexuality, 73% of parent participants said they found it appropriate to discuss 

homosexuality with 25% finding it inappropriate. One issue not on the survey was the issue of 

sexual violence. No one was asked about rape, molestation, or the prevalence or prevention of 

sexual violence. With sexual violence an ever-present reality and its affect both systemic and 

prevalent, I see a distinct need to bring this issue to the forefront.  

           Santelli et al. (2006) reviewed sexual health education research and articles to compare 

and contrast what was being covered. From January 2004 to July 2005, the authors watched 

Medline, Google Scholar, and other internet listings for related scholarly and peer-reviewed 

resources that addressed the issues and content around abstinence education. Santelli et al. 

(2006) found that abstinence programs often painted LGBT youth and lifestyles as deviant and 

unnatural. These heteronormative sentiments are emotionally damaging and can lead to an 
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increased risk for venereal disease, isolation, depression, and suicide (Garofalo & Katz, 2001). In 

Santelli et al.’s (2006) research the authors discussed the damaging effects abstinence education 

has had on both heterosexual and homosexual youth. Abstinence education projects an ideal of 

heterosexual marriage as the only option for healthy sexuality. While Santelli et al. (2006) is one 

of the most comprehensive pieces of research I found, in covering the problems associated with 

abstinence education, the findings do not go into depth with what could be done to improve 

curriculum. Abstinence education continues to be nationally supported and used by school 

systems. In 2012, the Republican Party presented its National Platform, which included the 

party’s stance on sexual health education. The platform stated, 

 We renew our call for replacing “family planning” programs for teens with abstinence 

education which teaches abstinence until marriage as the responsible and respected 

standard of behavior. Abstinence from sexual activity is the only protection that is 100 

percent effective against out-of-wedlock pregnancies and sexually-transmitted diseases 

including HIV/AIDS when transmitted sexually. It is effective, science-based, and 

empowers teens to achieve optimal health outcomes and avoid risks of sexual activity. 

We oppose school-based clinics that provide referrals, counseling, and related services 

for abortion and contraception. (Republican National Platform, 2012) 

      The sentiments presented in the 2012 platform resound in current sexual health education 

policy. In 2015, the U.S. Congress agreed to continue to increase funding for abstinence 

education programs to $75 million each fiscal year until 2017 (Congress, 2015 SEC. 214). 

Sexual Health Education as a Human Rights Issue 

   The World Health Organization has stated that comprehensive sexual health education is a 

human rights issue. In the 2010 report, “Developing Sexual Health Programmes” WHO stated: 

Sexual health is fundamental to the physical and emotional health and well-being of 

individuals, couples and families, and to the social and economic development of 

communities and countries. When viewed affirmatively, sexual health encompasses the 
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rights of all persons to have the knowledge and opportunity to pursue a safe and 

pleasurable sexual life. However, the ability of men and women to achieve sexual health 

and well-being depends on their access to comprehensive information about sexuality, 

knowledge about the risks they face, their vulnerability to the adverse consequences of 

sexual activity, their access to good-quality sexual health care, and an environment that 

affirms and promotes sexual health.(p.iv) 

     The report continued to outline the domains of sexual health education that affect sexual 

health. These include laws, policies and human rights, education, society and culture, economics, 

health systems (World Health Organization, 2010). The intersectionality of these domains 

furthers the framework that sexual health is a holistic pedagogical issue.  

       In 1997 the World Association for Sexual Health (WAS) created the Declaration of Sexual 

Rights which was presented at the 13th World Congress of Sexology. It has been updated since 

2014 and states the following as essential for sexual health (World Association for Sexual 

Health, 2014 pp. 2-3); 

Sexual rights are human rights pertaining to sexuality:  

1. The right to equality and non-discrimination: Everyone is entitled to enjoy all sexual 

rights set forth in this Declaration without distinction of any kind such as race, ethnicity, 

color, sex, language, religion, political or other opinion, national or social origin, place of 

residence, property, birth, disability, age, nationality, marital and family status, sexual 

orientation, gender identity and expression, health status, economic and social situation 

and other status.  

2. The right to life, liberty, and security of the person: Everyone has the right to life, liberty, 

and security that cannot be arbitrarily threatened, limited, or taken away for reasons 

related to sexuality. These include: sexual orientation, consensual sexual behavior and 

practices, gender identity and expression, or because of accessing or providing services 

related to sexual and reproductive health.  

3. The right to autonomy and bodily integrity: Everyone has the right to control and decide 

freely on matters related to their sexuality and their body. This includes the choice of 

sexual behaviors, practices, partners and relationships with due regard to the rights of 

others. Free and informed decision making requires free and informed consent prior to 

any sexually-related testing, interventions, therapies, surgeries, or research.  
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4. The right to be free from torture and cruel, inhuman, or degrading treatment or 

punishment: Everyone shall be free from torture and cruel, inhuman, or degrading 

treatment or punishment related to sexuality, including: harmful traditional practices; 

forced sterilization, contraception, or abortion; and other forms of torture, cruel, inhuman, 

or degrading treatment perpetrated for reasons related to someone’s sex, gender, sexual 

orientation, gender identity and expression, and bodily diversity. 

5. The right to be free from all forms of violence and coercion: Everyone shall be free from 

sexuality related violence and coercion, including: rape, sexual abuse, sexual harassment, 

bullying, sexual exploitation and slavery, trafficking for purposes of sexual exploitation, 

virginity testing, and violence committed because of real or perceived sexual practices, 

sexual orientation, gender identity and expression, and bodily diversity.  

6. The right to privacy: Everyone has the right to privacy related to sexuality, sexual life, 

and choices regarding their own body and consensual sexual relations and practices 

without arbitrary interference and intrusion. This includes the right to control the 

disclosure of sexuality-related personal information to others.  

7. The right to the highest attainable standard of health, including sexual health; with the 

possibility of pleasurable, satisfying, and safe sexual experiences: Everyone has the right 

to the highest attainable level of health and wellbeing in relation to sexuality, including 

the possibility of pleasurable, satisfying, and safe sexual experiences. This requires the 

availability, accessibility, acceptability of quality health services and access to the 

conditions that influence and determine health including sexual health.  

8.  The right to enjoy the benefits of scientific progress and its application: Everyone has the 

right to enjoy the benefits of scientific progress and its applications in relation to 

sexuality and sexual health.  

9.  The right to information: Everyone shall have access to scientifically accurate and 

understandable information related to sexuality, sexual health, and sexual rights through 

diverse sources. Such information should not be arbitrarily censored, withheld, or 

intentionally misrepresented.  

10.  The right to education and the right to comprehensive sexuality education: Everyone has 

the right to education and comprehensive sexuality education. Comprehensive sexuality 

education must be age appropriate, scientifically accurate, culturally competent, and 

grounded in human rights, gender equality, and a positive approach to sexuality and 

pleasure.  

11.  The right to enter, form, and dissolve marriage and other similar types of relationships 

based on equality and full and free consent: Everyone has the right to choose whether or 

not to marry and to enter freely and with full and free consent into marriage, partnership 

or other similar relationships. All persons are entitled to equal rights entering into, during, 

and at dissolution of marriage, partnership and other similar relationships, without 
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discrimination and exclusion of any kind. This right includes equal entitlements to social 

welfare and other benefits regardless of the form of such relationships.  

12. The right to decide whether to have children, the number and spacing of children, and to 

have the information and the means to do so: Everyone has the right to decide whether to 

have children and the number and spacing of children. To exercise this right requires 

access to the conditions that influence and determine health and wellbeing, including 

sexual and reproductive health services related to pregnancy, contraception, fertility, 

pregnancy termination, and adoption. 

13. The right to the freedom of thought, opinion, and expression: Everyone has the right to 

freedom of thought, opinion, and expression regarding sexuality and has the right to 

express their own sexuality through, for example, appearance, communication, and 

behavior, with due respect to the rights of others.  

14. The right to freedom of association and peaceful assembly: Everyone has the right to 

peacefully organize, associate, assemble, demonstrate, and advocate including about 

sexuality, sexual health, and sexual rights.  

15. The right to participation in public and political life: Everyone is entitled to an 

environment that enables active, free, and meaningful participation in and contribution to 

the civil, economic, social, cultural, political, and other aspects of human life at local, 

national, regional, and international levels. In particular, all persons are entitled to 

participate in the development and implementation of policies that determine their 

welfare, including their sexuality and sexual health.  

16. The right to access to justice, remedies, and redress: Everyone has the right to access to 

justice, remedies, and redress for violations of their sexual rights. This requires effective, 

adequate, accessible, and appropriate educative, legislative, judicial, and other measures. 

Remedies include redress through restitution, compensation, rehabilitation, satisfaction, 

and guarantee of non-repetition. 

 

LGBT Youth and Sexual Trauma Survivors 

      Correlation is not causation (Fraenkel & Wallen, 1993), and yet LGBT youth and sexual 

trauma survivors have been historically linked through assumed causation (Sullivan, 2004). It is 

critical to point out that findings conclude that youth who are members of marginalized 

populations are at a heightened risk for abuse (Cochran, Stewart, Ginzler, & Cauce, 2002; 

Hovey, 2009), but that abuse does not cause identity, such as identifying as LGBT. 
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            In 2011, a study linking childhood maltreatment and sexual orientation was publicized 

(Roberts, Glymour, & Koenen, 2013). Roberts, Glymour, and Koenen created a list of 

maltreatment experiences and compared them to the participants who identified with same-sex 

attraction (n= 34,653). The group identified as having been through childhood maltreatment had 

a 1.5% same-sex attraction sexual orientation. In the study, maltreatment was defined in a range 

of factors, from receipt of government aid or the presence of a step-parent to childhood sexual 

and physical abuse. The authors concluded that they found a strong correlation between their 

measurements of childhood sexual abuse and same-sex attraction. 

       Rind (2013) critiqued Roberts, Glymour, and Koenen (2013) by offering a cross-cultural, 

cross-species, and evolutionary examination of the findings. Roberts, Glymour, and Koenen 

(2013) based their methodology, by their own acknowledgement (p.162), on the assumption that 

certain life experiences were connected to maltreatment and that the correlation equaled sexual 

identity causation. In a cross-cultural lens, Rind (2013) pointed to scholars such as Ford and 

Beach (1951) who noted that same-sex identity ebbs and flows according to the individual’s 

strength in standing out from the perceived norm as well the culture’s acceptance of sex-same 

identity and relationships. Bailey, Ellingson, and Bailey (2014) also critiqued Roberts, Glymour, 

and Koenen (2013) by discussing the genetic variances that may play a part in sexual orientation 

with a cross-examination of other genetic findings on how parental genetic factors influence their 

child’s sexual orientation. Brooks (2000) looked at the increased vulnerability of gender atypical 

boys to sexual abuse through personal reflection and in field examples. The increase of gender 

atypical children and abuse may stem from the increased perception of minimal self -worth and 

isolation that LGBT youth experience (Brooks, 2000). This isolation and shame, coupled with 



27 
 

 
 

sexual abuse, leads to further confusion and stops LGBT youth from adopting a healthy and 

prideful sexual identity (Brady, 2008). Meta-analysis of LGBT youth and parental and 

community abuse done by Friedman et al. (2011) further showed that LGBT youth are more 

likely than gender-conforming heterosexual peers to experience childhood abuse. Using a meta-

analysis of school-based studies from 1980-2009 Friedman et al. (2011) found that,  

…sexual minority individuals were 3.8 times more likely to experience childhood sexual 

abuse, 1.2 times more likely to be physically abused by a parent or guardian, 1.7 times 

more likely to be threatened or injured with a weapon or otherwise assaulted by a peer at 

school, and 2.4 times more likely to miss school because of fear. (pp. 15-16) 

      Some researchers seem to be drawing conclusions about a perceived connection of abuse 

leading to sexual identity versus identity leading to an increased likelihood of victimization. 

These researchers were likely operating within a heteronormative paradigm perspective, 

believing that heterosexuality is normal or healthy, and thus any deviation from heterosexuality 

is abnormal. This bias would then lead the researchers to conclusions that see causation instead 

of correlation. 

Intersectionality in the LGBT Community 

          In keeping within the framework of holism and the theories that promote the idea of 

interconnectivity there is the need to address intersectionality and how it relates to the inclusion 

of LGBT persons in educational systems. Intersectionality is the theory that social constructs and 

systems, such as race, gender, class, and identity, are intertwined (Blackburn & Smith, 2010; 

Collins, 2015; Meyer, 2010). Therefore, this connectivity should be considered in the evaluation 

of social phenomena and inequalities. 
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       Intersectionality deals with the complexities of social inequality and finding the content and 

themes associated with identities (Collins, 2015). With the lens of intersectionality scholar 

practitioners use this framework as an analytic strategy and as critical praxis. Praxis requires 

scholarship to be intertwined to practice and vice versa, with the belief that one is stagnate 

without the other. Scholar practitioners cannot fully understand the issue that is presenting by 

exploring only one framework or identity. Intersectionality challenges the hierarchy of 

oppression by highlighting the interlocking hegemony within systems (Collins, 2015). Racism, 

sexism, heterosexism, and so forth are all branches of the same tree of marginalization with roots 

deep in the systems of education, politics, and societies. Collins (2015) provides these guidelines 

for working within intersectionality: 

● Race, class, gender, sexuality, age, ability, nation, ethnicity, and similar categories of 

analysis are best understood in relational terms rather than in isolation from one another.  
● These mutually constructing categories underlie and shape intersecting systems of power; 

the power relations of racism and sexism, for example, are interrelated. 
● Intersecting systems of power catalyze social formations of complex social inequalities 

that are organized via unequal material realities and distinctive social experiences for 

people who live within them. 
● Because social formations of complex social inequalities are historically contingent and 

cross-culturally specific, unequal material realities and social experiences vary across 

time and space. 
● Individuals and groups differentially placed within intersecting systems of power have 

different points of view on their own and others’ experiences with complex social 

inequalities, typically advancing knowledge projects that reflect their social locations 

within power relations. 
● The complex social inequalities fostered by intersecting systems of power are 

fundamentally unjust, shaping knowledge projects and/or political engagements that 

uphold or contest the status quo. (p.14) 
     

       An example of the intersectionality of oppression within the LGBT community is presented 

in a study conducted by Meyer (2010). Meyer (2010) interviewed 44 participants who 
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experienced violence or harassment because of the perception that they were LGBT. The 

participants were age 20 to 62 years of age and included 17 men, 17 women, and 10 

transgendered participants. Two of the female participants identified as heterosexual and the 

remaining identified along the LGBT spectrum. The intersectionality that was examined was the 

connection between race, class, and the perceived severity and community support around the 

incidences of violence. Meyer (2010) found that among poor/working-class people of color there 

was a consistent theme of participants expecting violence due to their perceived sexual 

orientation. This sentiment was echoed by their communities where incidents of violence were 

consistently minimized (it could be worse) and when support was shown as personal support and 

not as assistance in finding outside resources. White middle-class participants perceived the 

violence as more severe by both the participants and their communities. White middle-class 

participants felt shocked by the incidents of hostility and did not expect to face violent prejudice. 

The White middle-class participants also received more support from their communities and 

encouragement to reach out for further resources such as counseling and legal aid. These 

differences in perception and support demonstrate the need for intersectionality in discussing 

marginalization and its affects. 

    Microaggressions can occur daily for marginalized populations. These aggressions are 

categorized into three categories; microassualts (jokes at about an identity or group), 

microinsults (your people aren’t good at this), and microinvalidations (we are post 

racial/sexist/homophobic, etc.; Balsam, Molina, Beadnell, Simoni, & Walters, 2011). Both racial 

minorities and LGBT people experience microagressions that can affect their health and safety. 

When the intersectionality of these marginalized identities occurs the results are compounded.  



30 
 

 
 

Balsam, Molina, Beadnell, Simoni, and Walters (2011) conducted a three-part study on the 

intersectionality of LGBT identity and People of Color (POC) experiences. The study took place 

between 2004 and 2007 and included a focus group and two online surveys. The study found that 

in LGBT-POC people the strongest stressor was external oppression versus internalized hatred, 

the opposite of Caucasian LGBT people. The study also found that lesbian and gay participants 

reported more stress than bisexuals and that relationship racism was greatest for Asian American 

participants (Balsam, Molina, Beadnell, Simoni, & Walters, 2011). Race and sexual orientation 

are both marginalized and stereotyped. This marginalization leads to feelings of fear and 

depression in people living with these identities, especially when theses biases are compounded, 

which can affect how students feel in educational systems (Magallanes, 2012; Majied, 2010). 

Cross-Cultural Sexual Attitudes and Sexual Agency 

            The research and interest in the area of trauma-informed sexual health education are sparse 

in comparison to that of LGBT inclusion. While most of the dialogue around teen sexuality 

places sexual exploration in a negative light, in Fava and Bay-Cheng’s research (2013) there was 

a correlation between healthy sexual exploration with increased sexual satisfaction, positive self-

concept, and positive sexual relationships. Empirical studies (Auslander, Perfect, Succop & 

Rosenthal, 2007; Horne & Zimmer-Gembeck, 2005) showed a positive connection between 

consensual sexual experiences and self-concept and sexual satisfaction. These studies also 

showed a greater assertiveness in sexual wants and needs and rejection of social double 

standards, which are negative toward female sexuality, in young women who intentionally 

explore their sexuality.  Sexual agency, assertiveness, and subjectivity were the key concepts 

examined. Sexual agency is linked to assertiveness in that it is measured by the ability of a 
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participant to communicate effectively with regards to initiation, refusal, sexual desires, and 

safety measures during sexual encounters. Sexual subjectivity was defined as body self-esteem, 

entitlement to sexual pleasure, achievement of sexual pleasure, and sexual self-reflection, which 

Horne and Zimmer-Gembeck (2005) found to increase with sexual experience in females age 16-

20, n=449. Research conducted with teen girls in New Zealand found that teacher led 

discussions around social scripts, social norms, and sexual agency are key in creating agency 

(King, 2014). The result of such sexual agency, subjectivity, and assertiveness was an 

expectation of safer, more pleasurable sexual experience and lower rates of STDs, unplanned 

pregnancies, and unsatisfying sexual encounters.  

These results run counter to many of the messages teens are exposed to. Fava and Bay- 

Cheng (2013) discussed the cultural biases that are part of how societies treat teen sexuality. In a 

study done with Dutch and American parents by Schalet (2010), the cultural expectation of teen 

sexual responsibility was the connecting factor to predicting teen sexual health outcomes such as 

STD and pregnancy rates. Dutch parents expected their teens to act responsibly with regards to 

making healthy sexual choices and gave them the literal and metaphorical room to do so. 

American parents, in contrast, often based their teen sexual conversations and rules around fear 

and shame of teen sexual exploration. Counterintuitive to the American parent’s belief, the teens 

in Holland had fewer STDs, fewer unplanned pregnancies, and better self-image (Schalet, 

2010).  Likewise, in the Krueng tribe in Cambodia, fathers build their teen daughters private huts 

to entertain young men at night without disturbing their sleeping family members. Girls choose 

who can enter their hut and when and what intimate activities they desire. This sexual agency 
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comes with a communal benefit; culturally domestic violence and rape are essentially unheard of 

(Goodenough, 2012). 

         The paradigm of patriarchal relationship dynamics and consent is complex for both women 

and men. Even in consensual relationships young women often give consent to unwanted sexual 

interactions due to pressure to perform according to gender roles or societal expectations. The 

issue of miscommunication in sexual situations is also present in the reverse practice of “token 

resistance,” which is when a participant means yes while verbally saying no. Research conducted 

in Japan, Russia and the United States with 1,519 unmarried college students found that 15% of 

subjects in the United States had token resistance to sex four or more times; participants in 

Russia reported 12 % and Japan reported 17%. Regarding compliance with unwanted sex on four 

or more occasions, participants in the United States reported 16%, Russian participants came in 

at 9%, and in Japan 7% (Sprecher, Hatfield, Cortese, Potapova, & Levitskaya, 1994). 

Muehlenhard and Hollabaugh (1988) conducted a study of 610 college-age women and found 

that 39.3% had acted on token resistance at least once. The reasons cited included erotophobia or 

a fear of sexuality, sexual double standards, and gender roles (Muehlenhard & Hollabaugh, 

1988). 

    The bias presented in sexual education may also alter the sexual responses of girls/women. In 

a study conducted in The Czech Republic in 2008 1,000 women were interviewed about whether 

they experienced only clitoral or vaginal and clitoral orgasms. One of the areas examined was the 

kind of sex education, or lack thereof, that the participants received. The study found, 

Vaginal orgasm consistency was associated with sexual education information received: 

F (3,912) = 7.54, P < 0.001. Women who were taught that the vagina (or the vagina as 
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well as the clitoris) was important for eliciting female orgasm had significantly greater 

vaginal orgasmic consistency than either women who were told the clitoris was the only 

important region, or women who received no education on this topic (the latter two 

groups did not differ from each other; see Table 3).  (Brody & Weiss, 2010, p. 2777) 

        These findings further illustrate the potency of the manner and bias presented in sexual 

health education. Comprehensive sexual health education, which is inclusive of the full spectrum 

of sexuality and sexual response, may alter the sexual response of students in a longitudinal 

perspective. 

     How to best address the paradigms of masculinity for boys in sex education is an ongoing 

discussion. Haste (2013) conducted research for her doctoral research at three secondary schools 

in London for boys. She examined the nature of masculinity, teacher response, and cultural 

climate through observation, interviews, and focus groups through ethnography. The school that 

was featured most prominently in the research was 75% to 85% “non-White” and in a 

generationally poor area known for violent crime. A constant and consistent message was 

projected onto these teenage young men; that they were precocious, knew “too much” about sex, 

and that they were sexually and socially aggressive due to their upbringing and gender. Male 

students who did not follow these expectations were observed as keeping to themselves and 

avoiding class participation. The issue of pornography as cultural “sex education” and teen 

consumption of images and themes they could not comprehend played a major role in Haste’s 

(2013) research. Wallmyr and Welin (2006) researched pornography consumption and attitudes 

in Sweden with 876 youth ages 15-25 years of age using an anonymous questionnaire. The 

survey found that the majority of participants stated that peers were their main source of sex 

education which caused the researchers to ask where these peers got their “information.” These 

findings were similar to research conducted with 388 students at Southwestern University in 
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1991 (Duncan & Nicolson, 1991). That survey also found peers to be the main source of sexual 

information for young adults but that pornography was also cited as a tool for sexual 

information.   Teachers and parents tended to avoid discussions around pornography and how it 

was shaping the student’s sexual scripts. This avoidance of culturally competent discussions and 

assumptions of “how boys are” is doing a disservice to the development of the sexual 

consciousness of young men and women around the world. 

Variations of Trauma 

         The effects of early childhood maltreatment can have a wave effect through an individual’s 

life span. Even after the abuse has resolved, trauma survivors carry the emotional and mental 

scars of the abuse. The largest study on childhood abuse is the Adverse Childhood Experiences 

(ACE) study done from 1995-1997. The ACE study showed that the more adverse experiences a 

child experiences (i.e., sexual abuse, lack of food, lack of medical care, etc.), the more likely the 

child will participate in dangerous or deviant behaviors as an adult, which can lead to an early 

death. The study showed that among the 17,000 randomly sampled participants, persons who had 

experienced four or more categories of childhood exposure, compared to those who had 

experienced none, had increased health risks for alcoholism, drug abuse, depression, sexual 

intercourse partners, and sexually transmitted disease (Felitti, Anda , Williamson, Spitz., 

Edwards, Koss, & Mark, 1998).  

       Young people who have lived through trauma may make poor choices in regards to their 

sexual health (Parillo, Freeman, & Young, 2001). Childhood sexual abuse is not only a national 

issue; it is a global problem. A meta-analysis of childhood sexual abuse surveys (n=217) from 
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1980 to 2008 with a total of 9,911,748 participants found that childhood sexual abuse is a global 

epidemic (Stoltenborgh, van Ijzendoorn, Euser, & Bakermans-Kranenburg, 2011).  This 

awareness can benefit sexual health educators as they form a responsive trauma-informed 

pedagogy. 

The trauma of sexual abuse is carried on throughout a survivor’s life span, particularly 

when it has not been addressed, and it can cause feelings of shame for decades afterward 

(Daglieri & Andelloux, 2013). This trauma is compounded by the fact that often sexual abuse is 

never, or does not begin as, forceful, which may cause pleasurable sensations physiologically 

(Daglieri & Andelloux, 2013; Valente, 2005). Pleasure felt during trauma leads victims to further 

blame themselves and take on the internalized shame of having “wanted” the abuse. Lifelong 

effects of childhood sexual trauma include an increased risk of adolescent sexual abuse and adult 

domestic violence (Follette, Polusny, Bechtle, & Naugle, 1996). 

Self-labeling one’s self as a victim of sexual assault has dichotomous results (Kelley & 

Gidycz, 2015; 2014). Research conducted on 135 college-age women, predominantly Caucasian 

(85.9%) and heterosexual (81.5%), found that self-labeling an incident, that constitutes sexual 

assault by legal definition, had the positive effect of increased coping skills. The issue that 

contradicted these initial positive effects was that the main coping skill survivors used was 

anxious coping. Anxious coping was connected to problems with sexual lubrication, although it 

did not affect desire or orgasmic response. This suggests anxiety is connected to performance but 

not other aspects of sexual experience. The researchers speculated that the anxiety participants 

presented may be due to perceptions of shame in identifying with being a survivor of sexual 

assault (Kelley & Gidycz, 2015; 2014). Non labeling has been speculated as having the 
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potentially dangerous effects of revictimization and continuation of a personal relationship with 

the perpetrator (Layman, Gidycz, & Lynn, 1996; Littleton, 2007). Research conducted on student 

responses to sexual health education in schools found that sexual trauma survivors sometimes 

cited their history of abuse as a reason to skip health class (Woodcock, Stenner, & Ingham, 

1992), likely because the experience would be triggering in a trauma-uninformed class setting. 

The way in which communities and service providers treat survivors of sexual trauma has 

the strongest correlation to post-assault psychosocial variables (Ullman, Filipas, Townsend, & 

Starzynski, 2007). Ullman et al. (2007) surveyed 600 women and teen girls who have survived 

sexual trauma in the Chicago metropolitan area. Results showed that the greatest indicator of 

positive coping and decreased trauma-related symptoms, such as posttraumatic stress disorder 

(PTSD), was associated with perceived control over self-recovery and social reactions to the 

disclosure of the trauma. 

Little research has looked in depth into how sexual health education could be delivered to 

sexual trauma survivors (Gilbert & Rubenzahl, 2002). In 1995 Gilbert and Rubenzahl compiled a 

study consisting of 70 clinicians across the country who gave direct care to youth who survived 

sexual trauma. The survey asked about the details of what was and was not covered by clinicians 

who gave sexual health education to sexual trauma survivors who were their patients. The topics 

were divided into what was covered, how it was integrated, and what the perceived effectiveness 

was; 

The questionnaire contained 15 demographic questions and 86 questions covering six 

sexual education topics: Anatomy, Human Development and Puberty, Risks and the 

Prevention of Risks of Sexual Activity, Sexual Behaviors, Personal Skills in Sexual 

Behavior, and Non-Consenting Sexual Activity. (Gilbert & Rubenzahl, 2002, p. 6) 
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        All agencies reported covering sexual health education and 96% covered all topics on the 

survey. All agencies also reported that they believed sexual health education to be very 

important, 4.8 on a scale of 5. The ages of patients that received sexual health education were 

from 2 to 18 years, and the education was tailored to each age group and gender. Eighty percent 

of clinicians included parents in the sexual education, which often meant educating the parents 

on topics of sexuality. Participants in the survey rated the perceived effectiveness of sexual 

health education as follows (scale of 1-4): 

      The average ratings were as follows: Increasing children’s knowledge about sexuality 

= 2.9 (SD = 0.7), Helping children transfer 14 JOURNAL OF CHILD SEXUAL ABUSE 

Downloaded by [Fielding Graduate University] at 09:59 01 July 2015 the information to 

other settings = 2.5 (SD = 0.7), Minimizing the risk for future abuse = 2.8 (SD = 0.8), 

Reducing anxiety or negative affect related to the sexual abuse and sexuality = 3.0 (SD = 

0.8), Reducing short-term negative effects of the sexual abuse = 2.8 (SD = 0.8), and 

Reducing long-term negative effects of the sexual abuse = 2.9 (SD = 0.8). Participants 

were also generally satisfied with their sexual education. (Gilbert & Rubenzahl, 2002, pp. 

14-15) 
 

 

 Clinician participants cited an increased interest and sense of relief from students when 

conducting sexual health education. 

Female Genital Mutilation 
 

      One of the rising forms of sexual trauma in the United States is Female Genital Mutilation 

(FGM; United Nations Population Fund, 2015). FGM is a common practice in parts of Asia and 

Africa that has nearly doubled in the United States in the past decade as immigration from these 

areas has increased (Westcott, 2015). Research conducted by the Population Reference Bureau 

found that 3 million girls worldwide are at risk of undergoing FGM each year (Feldman-Jacobs 

& Clifton, 2014). FGM is the partial or complete removal or cutting of the clitoris, labia minora, 
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and/or labia majora. FGM can lead to complications such as infection, difficulty in childbirth, 

and death (Feldman-Jacobs & Clifton, 2014). The Centers for Disease Control is currently 

conducting research on FGM rates in the United States according to Newsweek (Westcott, 2015): 

An unpublished draft of the impending CDC report seen by Newsweek more or less 

matches the PRB study, counting 513,000 women and girls living with FGM in the U.S. 

today. (Westcott, 2015) 

Feminism and Trauma 

               Within the feminist paradigm is the idea of structural inequalities that contribute to the 

harmful societal ideologies around sexual trauma. Patriarchal systems as fuel for sexual trauma 

and the marginalization of sexual trauma survivors was explored by Baima and Feldhousen 

(2007).  Baima and Feldhousen (2007) discussed the ways in which patriarchy feeds the culture 

of rape. Patriarchy creates a culture where men are accepted as aggressors, demonstrative, and 

hypersexual. Women are told, within patriarchal paradigms, that they are to be submissive, 

obedient, and hyposexual.  The authors explained: 

We believe that sexual trauma enacts a lifetime of dehumanizing messages 

communicated to women through patriarchy. There is a striking similarity between the 

ideas and feelings female survivors of rape and childhood sexual abuse have about 

themselves, and the implicit and explicit messages of patriarchy. (Baima & Feldhousen, 

2007, p. 21) 

      Understanding the framework of feminist therapy theory allows for a solid theoretical 

foundation for trauma-informed feminist pedagogy. Brown (2004) discussed the need for 

participants to understand the inequalities, power imbalances, exclusions, and silencing of the 

individual due to systems inequality, not personal shortcomings when working with trauma 
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survivors. These practices allow for participants to have a shift in consciousness and take control 

over their own self-efficacy and recovery (Brown, 2004).  Case studies, such as Richmond, 

Geiger, and Reed (2013), demonstrated the empowerment that comes from an increased 

awareness of the effects of living in a patriarchal and hegemonic society. In feminist therapy 

theory clients are regarded as the experts on their own experiences with the therapist or teacher 

facilitating this discovery and exploration of self. In feminist trauma therapy theory all 

interactions must be egalitarian, empowering, and competency based with the objective of 

increased consciousness (Brown, 2004).          

Queer Identities and Trauma 

            “Queering” sexual trauma services and education is an issue of its own. Sloan and 

Edmond (1996) surveyed 145 LGB adults to find out their feelings and perceptions about LGB 

sexual trauma services; the results showed that education was the most needed service. Long, 

Ullman, Long, Mason, and Starzynski (2007) examined male sexual violence against women of 

different sexual orientations. Long et al. (2007) found that of the 1,022 women studied the 

heterosexual women were most likely to experience a completed assault, lesbians were the most 

likely to be assaulted by a relative, and bisexual women experienced the most post-traumatic 

symptomatology. In a survey conducted on 338 undergraduate students concerning the 

perception of victimology in different rape scenarios, the greatest blame was placed on male and 

homosexual victims by the undergraduate participants (White & Kurpius, 2002). 

            Trauma-informed care has been defined as providing informed care for traumatized 

persons to strengthen three pillars, which are safety, connections, and managing emotional 
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impulses (Bath, 2008).  This is a fundamental paradigm shift in educator and community 

consciousness and is discussed in depth by Fava and Bay-Cheng (2013). It requires community 

participants and leaders to act in a compassionate and caring way. Often those who interact with 

trauma survivors, including but not limited to sexual trauma survivors, become part of the 

trigger, or upsetting occurrence, instead of being a part of the emotional healing and safety. 

Marginalization of Sexual Minorities 

             LGBT persons and sexual trauma survivors are sexual minorities who have a shared 

history of being marginalized by society and in sexual health education. Marginalization is the 

issue of certain groups or peoples who are given privileges over others (Ferguson, Gever, Mihn-

ha, & West, 1990). Marginalization and discrimination can be interrelated and have a systemic 

core as is seen in the discrimination of LGBT people, which was discussed by Mule, Ross, 

Deeprose, Jackson, Daley, Travers, and Moore (2009). Mule et al. (2009) discussed the effects of 

such discrimination among LGBT people in the Canadian health care system. Despite the great 

strides that have been made in LGBT rights and visibility, persistent prejudice and bias still exist 

in society. This idea of being “less-than” and misunderstood has a direct correlation to negative 

behaviors such as smoking, drug and alcohol abuse, depression, and suicide (Ministerial 

Advisory Committee on Gay and Lesbian Health, 2003). There is also the issue of medical 

provider discrimination and misinformation about the LGBT population. This misunderstanding 

leads medical providers to make faulty assumptions and patients to hide information that could 

improve their health and wellbeing. A more informed stance from health providers and educators 

on LGBT issues could lessen these negative effects (Mule et al., 2009).  In sexual health, a 

heterocentric stance means that most depictions of sexuality that are deemed healthy, worthy of 
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discussion, or wholesome is that of heterosexual procreative marital relations. The sexual 

experiences of those affected by sexual violence, sexual or gender identity outside the 

heteronormative, disabled bodies, and sexual practices that are non procreative are marginalized 

if not demonized. As Ferguson et al. (1990) stated the center from which we deviate and a group 

is marginalized is often hidden. deCoste (2011) discussed the bias against queer inclusion in her 

dissertation on queering rural sex education. deCoste stated that queer youth are often discussed 

as a pathology in that they are “at risk” because of their sexuality instead of social inequality 

being blamed. When sexual education frames heterosexuality as “normal” instead of the more 

neutral “common,” students are placed in a situation of being judged and condemned to a life of 

abnormality. The essentialism of being right or wrong and having these terms fixed in a culture 

is a suffocating framework for any population that does not fit into the “right” sexuality or 

having had an “ideal” sexual experience. In a constructivist framework, there are less judging 

statements and more discussion on the many factors and facets that make up identity, titles, and 

cultural constructs for norms (deCoste, 2011). Constructivism may then create a fertile ground 

for moral ambiguity, relativity, and in such preserve the rights of students and teachers with 

conflicting moral ideologies around sexuality.  

            McNeill (2013) explored the micro and macro issues of LGBT marginalization in sexual 

health education. A study of Virginia’s Family Life Education Curricular Standards and the 

detrimental light in which it showed LGBT people. McNeill explained that national identity and 

the rights of citizenship were exhibited as belonging only to heterosexual people and families. In 

many school’s sexual education programs, anything other than heterosexual marriage sexual 

activity is explained as wrong and unhealthy. When young impressionable teens hear 
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exclusionary messages, they internalize them, and these negative messages may be directly about 

their identity or the orientation of someone in their family (McNeill, 2013). One of the largest 

grant programs for sexual education, Title V of the Social Security Act, strictly prohibits funding 

for sexual health education that teaches anything outside of heteronormative abstinence-only 

until marriage programs. While other programs and funding that are comprehensive and 

inclusive exist they are fewer and farther between (Guttmacher Institute, 2012).  

             Lamb (1997) spoke to the hope for morally sound, inclusive, comprehensive sex 

education that would include discussions on cultural expectations, socialization, gender roles, 

pleasure, consent, and the role of sexual behaviors. If a sex positive framework would discuss 

“good” sex as that which is non coercive and mutually pleasurable then educators must discuss 

not only what coercion is and how to avoid assault but also how young men must rethink what 

makes them “true men” in terms of sexual aggression and dominance. Beyond the task of 

preventing STDs and teen pregnancy, educators also have the moral imperative to teach sexual 

consent, healthy sexual scripts, and positive relationship dynamics that are moralistic in and of 

themselves. These discussions of roles, consent, and diversity would provide a launching point 

for reframing trauma and empowering sexual trauma survivors and non survivors alike. 

Teaching Sexual Pleasure 

      In 1988 Michelle Fine wrote a pivotal article on the discussion of sexual pleasure in sexual 

health education titled, "Sexuality, Schooling, and Adolescent Females: The Missing Discourse 

of Desire.”  The discussion of pleasure as a means of empowerment and sexual positivity has 

since become a focal point in sexual health education (Allen, 2012; Fine & McClelland, 2006). 
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Fine and McClelland (2006) examined the issues around abstinence-only education and the 

polarization away from pleasure as a concept in education, nearly 20 years after Fine’s (1988) 

original discussion. Fine (1988) felt that using discussion around desire and pleasure would be a 

vital tool in raising consciousness in students that could prevent victimization. Young women in 

particular have been seen as ever more “sexual objects,” at an increasingly younger age, but 

without a connected understanding of the young women’s sexual desires and feelings. While the 

internet can tell us which celebrity is sexually active/abstinent/pregnant and so forth, we rarely 

know if they are enjoying sexual pleasure or sexual agency. 

    Allen (2012) delved into pleasure in sexual education by taking apart the “pleasure in 

education” movement’s motives and unintended outcomes. The author illustrated this by 

dissecting how the concept of pleasure was originally designed as a feminist empowerment ideal, 

one which the author supported. In Allen’s (2012) personal, professional, and academic 

experience there have been currents of misuse and misdirection when the concept of pleasure is 

taught. One issue is the fact that many trauma survivors of sexual abuse experience neurological 

reactions of sexual “pleasure” and are faced with this deep shame and confusion when 

confronting their abuse. Allen (2012) stated, 

Sexual pleasure can be experienced under conditions that are not of a subject’s choosing 

and in which they exercise minimal or no power as those subjected to sexual abuse have 

testified. Colm O’Gorman, who was sexually abused by Catholic priest Sean Fortune 

between the ages of 14 and 17, explains that part of getting over this ordeal involved 

forgiving himself for the times his “14 year-old boy’s body was obscenely charged and 

responding to what was being done to me”. (p.457)   

    This is a subject rarely touched upon in academic literature on pleasure or sexual trauma. 

Louise (2009) discussed a review of the literature for sexual pleasure and orgasm during rape for 
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the organization Pandora’s Project. In Louise’s (2009) article the pivotal point to make for 

survivors was that pleasure does not imply consent. Some survivors of sexual trauma experience 

sexual pleasure and orgasm during molestation or rape due to the body’s neurological response, 

which is incongruent and divergent with the victim’s emotional and mental response (Matsakis, 

1992). Victims then feel further responsible for the assault, a tactic perpetrators use for 

justification (Morber, 2013). 

       Allen and Carmody (2012) argued that while pleasure can be empowering for both male and 

female students overall, it could be misconstrued for queer and non-binary students whose 

sexuality exists beyond the heterocentric metanarrative that pervades many conversations within 

sexual health education. The additional downfall that teaching pleasure presents is a perceived 

pressure for youth and young adults engaging in sexual activity. Young women in particular may 

feel that they are lacking or failing sexually if they do not experience pleasure in the methods or 

ways that are described or prescribed (Allen & Carmody, 2012). 

Conceptual Framework 

          The educational model I will be using is holistic education pedagogy. Mahmoudi, Jafari, 

Nasrabadi, and Liaghatdar (2012) discussed holistic education as an expression of the Greek 

philosophy of holons. The concept of holons states that the universe is a network of 

interconnected parts that cannot be separated and which form the “whole” of an object. 

Educators in holistic education seek to educate the entire child not just teaching based on one 

subject area or mental ability. Holistic education inquiry asks, “How does a course, class, or 

school address the intellectual, physical, spiritual, emotional, social, and esthetic parts of a 
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student?” In order to do this, the student must be an active participant, curriculum advisor, and 

self-directed learner.  

          Research conducted in Finland focused secondary schools’ execution of holistic learning 

models and their outcomes (Tirri, 2011). For this study, 19 teachers and 37 students were 

interviewed in the spring of 2008. The results found that for teachers the primary importance of 

the holistic model was that they helped guide their students with developing their worldview, 

which emphasized tolerance and that the students and staff interacted with their peers outside of 

the classroom creating a sense of camaraderie and companionship within the classroom. 

        Students reported that positive peer relationships, particularly the absence of bullying, were 

a priority in their learning environment. The students interviewed also cited a desire for a 

curriculum that fit their individual needs as learners and individuals as key to their feelings about 

school. This desire for more individualized pedagogy included the tolerance and understanding 

of their diverse theistic perspectives within the school (Tirri, 2011). In 2001 the Office of the 

Surgeon General wrote The Surgeon General's Call to Action to Promote Sexual Health and 

Responsible Sexual Behavior, a document written to clarify and ratify the discussion around 

cultural norms and education in regards to human sexuality. One of the areas covered throughout 

the document was a need for a holistic mind, body, and spirit approach to sexual health (Satcher, 

2001). 

Summary 

         The history of sexual health education is filled with debate. This is a discussion rooted in 

social morals and cultural ideals. Whether sexual health education is about controlling desire or 
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embracing sexual expression is at both the roots and forefront of the sexual health education 

movement. All parties in this debate have the best interest of their communities and youth at 

their core. Where sexual health education should and can go in the future should rely on mixed 

methods data and the experiences of former students, not politicians, religious agendas, or the 

academic elite. Policy makers and educators should reflect on cross-cultural perspectives to 

understand what has and has not been effective in promoting sexual agency and subjectivity that 

empowers and transforms students’ lives.  

        In order to better be of service to the changing demographics of students that sexual health 

educators serve, there needs to be an examination of which groups have been marginalized and 

how to best remedy this exclusion. Two populations affected by exclusion in sexual health 

education are LGBT youth and sexual trauma survivors. To find out where curriculum excludes 

these populations researchers, theorists must go into these communities and find the common 

thread that ties the experiences in the sexual health education of these participants. A concerted 

effort among educators is needed to become queer-friendly, and trauma-informed in their 

pedagogical practices in order to create a welcoming, engaging, and productive learning 

environment. With a holistic and open approach educators may get closer to filling the gaps that 

these populations face in receiving accurate, empowering, and beneficial sexual health education. 

Once a person learns a skill, it can never be taken away. Having lifelong sexual health skills, 

bodily awareness, and intrapersonal understanding touches not only the individual student but all 

the sexual partners he or she will encounter in a lifetime creating a ripple effect throughout his or 

her communities and the world. 
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CHAPTER THREE: METHODS 

           The philosophical basis for my research is that comprehensive sexual health education for 

all is a human right (World Health Organization, 2008). It is a moral imperative that all human 

beings have access to accurate, clear, and customized information regarding their unique 

emotional, cultural, and physiological sexual health needs.   In my study, I sought to uncover 

what has been missing in school-based teen sexual health education. I was looking to find out 

what information former marginalized students say they needed from their sexual health 

educators and curriculum. By giving a voice to former students themselves, I am attempting to 

diminish the problem of heteronormative bias (Bruni, 2006) and trauma-uninformed bias 

(Newman, Risch, & Kassam-Adams, 2006).  I sought to represent the narrative perspective of the 

participants so they can share what it is they need and desire when learning about their sexuality.  

My research questions were 

1.  How do LGBT persons and sexual trauma survivors describe their experience with sexual 

health education? 

2.  What recommendations do LGBT persons and sexual trauma survivors have for curricula that 

would be inclusive and responsive to their needs? 

Research Approach 

       This study is explanatory using a mixed method approach. The benefits of this approach 

include, but are not limited to, a bridging of the dichotomous and tumultuous relationship 

between qualitative and quantitative ideologies (Terrell, 2012).  The goal is to create a 

complementary relationship between the two approaches.  Moving towards theory that is neither 
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purely qualitative nor solely quantitative paints a fuller picture in research (Terrell, 2012). By 

combining the methods, I sought to employ a holistic approach to inquire about needs of 

marginalized LGBT and sexual trauma survivors in educational settings. 

           I used an action research design based on feminist theory, trauma informed theory, and 

holistic pedagogy. One criterion for action research is that each participant’s lived experience 

and knowledge is honored and that there is a genuine effort for collaboration between the 

participants and researchers (Reason, 1994).  A feminist perspective on gender and sexual 

orientation will serve as a lens through which to consider, reflect upon, and work against the 

dominant cultural normative messages that create inequalities in educational systems (Gatenby & 

Humphries, 2000). Sexuality and health are both personal and political topics. Individuals’ 

bodies are often controlled, and sexual health information edited, to temper citizens’ choices or 

access to services through political means.  

Action Research 

       The end goal of the study was to advocate for LGBT and sexual trauma survivors in the 

creation and delivery of curriculum and about sexual education in schools, colleges, and health 

clinics. Because these institutions have often marginalized the needs and voices of the LGBT and 

trauma survivor voices, it is important that there is an increased understanding of these 

populations’ needs. The sequence of my study was explanatory with the quantitative survey first 

and the qualitative interviews following the survey results. The benefits of the sequential 

explanatory method are that the survey results aided in creating, editing, and guiding the 

interviews. The objective of this method was to first gather descriptive data to see what areas of 
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sexual health education are most lacking in the participants’ view and then to uncover what 

additional materials or explanations participants felt they needed to have offered in order to 

benefit in the immediate and long term with regards to their sexual health.  

     My objective for the study is to gather and analyze data and share conclusions that can be 

practically translated into curriculum development and revision along with the transformation of 

statewide sexual health education policies. My conclusions used the participants’ voices to create 

guidelines that can be used to improve curriculum and pedagogy in sexual health education for 

LGBT and sexual trauma survivor students. 

      This implementation can be effective on a micro level with individual schools examining 

their sexual health courses to a macro statewide level revisiting of sexual health education 

regulations, standards, and benchmarks. The information gained from this study could be used in 

training educators to be trauma informed and queer-friendly in their teaching approach and 

methodology in order to better serve sexual minority students. 

Research Design 

Survey Design 

       For the quantitative portion of the study, an online survey was used (Appendix A). Online 

surveys provide quick response time, economic practicality, and ease in data collection (Couper, 

Traugott, & Lamias 2001; Van Selm & Jankowski, 2006). The foundation for the survey 

questions (Appendix A) was to find out what former LGBT and sexual trauma survivors felt was 

excluded in their sexual health education as teens and young adults. An online survey was 

prudent for the marginalized populations I am studying as it allows for privacy and anonymity 
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(Riggle, Rostosky, & Reedy, 2005). I reached out to queer-friendly and trauma-informed 

organizations to find participants for the study. I emailed the organizations asking them to share 

the invitation for participation with their members. The questions on the survey had been 

pretested with three participants to check for accuracy and timing for completion. The basis for 

the survey questions was to find out what LGBT and sexual trauma survivors felt was excluded 

in their sexual health education as teens and young adults. The questions focused on answering; 

(a) What grade level(s) the participants’ received their school sexual health education (b) The 

type (i.e. public, private etc.) of school the courses took place in (c) The attitudes present in the 

instructions in regards to being trauma-informed and queer-friendly, as demonstrated by the 

instructor’s behavior and choice of language 4. What information was excluded that the 

participants’ feel was needed. The questions were additionally informed by my personal 

experience as a sexual health educator, my personal feminist/trauma-informed/queer-friendly 

pedagogy, and my experiences as a rape crisis advocate. The language used, the number of 

questions, the use of radio buttons, and the presence of comment sections were all influenced by 

my experiences as a teacher and observing at-risk youths’ responses to a variety of tests and 

questionnaires. The information presented by Fowler (1995) was also used for reflection and in 

informing the survey’s overall feel and design. The survey was pretested for accuracy in time 

calculation for completion and question clarity and participant comprehension. The first 

questions on the survey asked which age cohort the participants belong in. It separated the young 

adult cohort from the established adults and helped to inform how curriculum has evolved 

(Robin, 2010). The second and third questions ask which of the two demographics, LGBT and 

sexual trauma survivors, the participant identified with. The fourth question gave me information 

on the kind of schooling that the participants had and question 5 asked at which grade level(s) 
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the participants received their sexual health education. This is what helped to inform me about 

the differences present in sexual health education concerning grade levels and types (i.e., public, 

private, etc.) of schools. Question number six asked about the curriculum being abstinence 

based, which refers to a focus on abstaining from sexual contact and little or no mention of 

pleasure, contraception, homosexuality and so forth, due to abstinence education’s history of bias 

(Santelli et al., 2006; Waxman, 2004). The next questions, number 7 and 8, asked if LGBT topics 

were discussed and if they were discussed positively in the view of LGBT participants. This 

informed me about the level of LGBT visibility and acceptance present in the curriculum and 

pedagogy. Questions 9 and 10 inform me about the level of trauma-informed visibility and 

acceptance. Number 11 and 12 of the survey questions allowed the participants to share what 

they felt they gained and what was lacking in their school’s sexual health education curriculum. 

The final question, number 13, allowed the participant to add any additional insights or 

comments about their experiences with school-based sexual health education. The survey served 

as a starting point for painting a multidimensional picture of what the participants needed in their 

sexual education, what was lacking, and how it affected them.  

        Information for the survey was gathered from the online survey tool, Qualtrics. The survey 

consisted of 13 questions and took approximately 15 to 20 minutes to complete. The survey was 

open for one calendar month with recruitment emails being sent to the assisting organizations 2 

weeks prior to the survey opening. The software Qualtrics automatically translated the survey 

responses into charted numerical data. I then examined what areas participants voiced the most 

concern about their school’s sexual health education. From these findings, I then created an 
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interview outline of open-ended questions to discuss with participants who elected to be part of 

the interview. 

Interview Design 

      The second part of the study, the qualitative explanatory video conference interviews, created 

a dialog that seeks to explore the results in the survey. At the conclusion of the survey, 

participants were asked if they would be open to continuing with an interview and sharing their 

contact information. Their contact information was coded and will be destroyed after 3 years. 

Letters to the organizations and the invitation for participation stated the criteria for participation 

being (a) That they are between 18-40 years of age, and (b) That the participant self-identify as 

LGBT and/or a sexual trauma survivor. The participants who identify as belonging to both 

demographics will be counted in both categories. The interviews were 45 minutes or less in 

length and recorded by using Zoom. A transcription software was used, and the coding done 

manually. The transcription software took the recorded interviews and translate them into text. I 

then did a two cycle coding of the interviews, with holistic coding in the first cycle and causation 

coding for the second. 

     From the survey 11 participants gave a name and contact information. Three gave only a 

name and phone number but no email address. Of these participants, 7 replied to a follow-up 

email or call. One person called, and one texted the researcher directly and asked to be 

interviewed. The person who texted is likely a troll due to the nature of the text, and the texter’s 

topic did not fit the criteria for participation. The person who called claimed he/she did fit the 

criteria but did not show up for their interview. Of the 7 who agreed 3 kept the appointment. 
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Three did not show up and did not reply to calls or emails. One wrote that he/she needed to 

cancel his/her appointment because he/she did not feel ready to talk about their past. The video 

conference interviews that did take place were conducted in August 2015 and lasted between 

approximately 10 and 45 minutes in length. The questions were open-ended, and the participants 

could share as much or as little as they desired. Thirteen participants volunteered further 

information in the comments box. Of those who volunteered, 11 gave further information on 

their sexual health education experiences. The interviews and comment prompts focused on the 

sexual health education of the participants and the intersectionality of LGBT inclusion and 

sexual trauma awareness and sensitivity. 

Participants 

       The participants were adults, ages 18-40, who resided in the United States, the Caribbean, 

Europe, Asia, Australia, and who identified as LGBT and/or as a survivor of sexual trauma. Thirty-

four participants, who fit the demographic criteria, completed the survey. Three elected to be part 

of follow-up interviews and completed the interviews. 

      From 7/07/15 to 8/07/15 the survey was available to participants. Seventy-three participants 

clicked on the link. Of the 73 who clicked on the link 54 finished the survey giving it an 

approximate 74% completion rate. Of the 54 surveys completed 34 met the demographic criteria 

for participation. Certain questions, 2-4 and 10-13, included a comments section. Participants 

could skip questions they did not wish to reply to and also reply with more than one answer. 

Some participants chose both yes and no for certain questions. Qualtrics collected data on the 

approximate location of the respondents, which I had not planned on knowing. Geographical 
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locations were cited across the United States and internationally in England, Denmark, Grenada, 

Australia, and South Korea.  There were three incidents of “troll” behavior following posting the 

survey information on Craigslist. One was a written note of homophobia in the comments section 

of the survey, one was a homophobic email sent to the researcher, and one was a text sent to the 

researcher concerning a desire to discuss personal sexual practices. No responses were given to 

the email or comments and the texter was told that the survey was closed at that time. The texter 

persisted one more time and was blocked from my phone. 

 

The following tables illustrate self-identification, the age cohorts, and location of the participants 

who filled out the survey. 

      Table 1 illustrates the self-identification participants selected. Fifty-two percent (n=18) of 

participants identified as LGBT. Of the 10 LGBT participants who chose to write in their identity 

included bisexual (3), pansexual (1), straight (2), asexual (1), demisexual (1), trans man (1), 

femme (1), polyamorous (1), polyromantic (1), homosexual (1), lesbian (1), and queer (1). Three 

participants wrote more than one term for their identity. Of the 18-24-year-olds, five gave 

descriptions of their identities, and 3 of the 25 to forty-year-olds did. One participant clicked 

both yes and no to identifying as LGBT but gave no further explanation. 

    Seventy-six percent (n=26) of participants responded yes to being a survivor of sexual trauma. 

Five participants commented on this identity. Four out of the five participants who commented 

described it as rape. One participant wrote, “It was not legally defined as rape, but it was 

definitely nonconsensual, penetrative sex.” 
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Table 1 

Participants’ Sexual Orientation (N=34) 

Identity N % 

LGBT 18 53% 

Sexual Trauma Survivor 26 76% 

Both 10 29% 

 

  Table 2 shows the age cohort of the survey participants. Thirty-five percent (n=12) of 

participants were between the ages of 18-24 years of age, and 65% (n=22) of participants were 

between the ages of 25-40 years of age. 

Table 2 

Age of Survey Participants (N=34) 

Age N % 

18-24 12 35% 

25-40 22 65% 

 

   Tables three illustrates the location of the survey participants. This information was collected 

via mapping included in the Qualtrics software and was not originally intended to be collected. 
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Thirty-five percent (n=12) were from the western United States, including Alaska and Hawaii. 

Twenty-four percent (n=8) were from the northeastern United States, 15% (n=5) were from the 

country of England, 9% (n=3) were from the Midwestern United States, 5% (n=2) came from the 

southeastern United States, 3% (n=1) came from Grenada, 3% (n=1) from South Korea, 3% 

(n=1) from Denmark, and 3% (n=1) from Australia. 

 

 

 

 

 

 

 

 

 

 

 

 

 



58 
 

 
 

Table 3 

Location of Participants (N=34) 

Location N % 

NE USA 8 24% 

SE USA 2 5% 

W USA 12 35% 

Mid. W USA 3 9% 

England 5 15% 

Grenada 1 3% 

South Korea 1 3% 

Denmark 1 3% 

Australia 1 3% 

 

     Recruitment took place via networking with national organizations that have access to LGBT 

people and sexual trauma survivors and on Craigslist. I emailed the following organizations to 

ask if they would be of assistance in recruiting participants by sharing the survey invitation email 

(Appendix B). In addition, I sent the invitation to participate in the survey to Fielding Graduate 
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University’s student body and faculty, provided they were not part of the dissertation committee. 

The organizations I reached out to that agreed to share the survey link were 

AASECT: The American Association of Sexual Educators, Counselors, and Therapists was 

founded in 1967 with the mission of upholding the highest standards of sexual educator, 

counselors, and therapists. AASECT continues to be the leading certifying body for sexual 

educators, counselors, and therapists in the country. 

NCLR:  The National Center for Lesbian Rights was founded in 1977 to transform the legal 

system and promote the rights of LGBT people in the United States. The NCLR currently serves 

more than 5,000 people each year on a range of issues including family law, youth rights, and 

immigration.  

Touro Medical School: Founded in 2007 Touro Medical School is a college of Osteopathic 

Medicine with a special mission to serve underserved communities. 

The Center (The Lesbian, Gay, Bisexual, and Transgender Community Center): Founded in 1983 

this community center in New York City offers health programs, arts, and family support 

services to youth and adults. 

The San Francisco LGBT Center: Serving over 9,000 individuals a month since its inception in 

2002, this center offers services such as daycare, meals, career counseling, and social activities to 

name a few. 

Birmingham AIDS Outreach: Alabama’s first AIDS outreach organization BOA serves 800 

individuals a year with free health services since 1985. 
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Pandora’s Project: Founded by a survivor of sexual trauma, this online forum offers a safe space 

to share, connect, and support survivors of sexual trauma around the globe. The website receives 

5 million hits a month and thousands of individuals each day. 

           These organizations offered a variety of perspectives and research data on comprehensive 

sexual health education, trauma-informed approaches, and sexual education as a human right. All 

the above organizations have decades of history of LGBT and trauma-informed inclusion, as 

stated on their websites, and through cross-organizational reputation. These organizations have 

been marked by community involvement, accuracy in research reporting, and a commitment to 

medically accurate and structurally inclusive information. 

 Analysis of Data 

            Descriptive statistics from the survey blended with the voices from the interviews formed 

the basis of the study’s findings. For the qualitative interview analysis, I used holistic coding for 

the first cycle to find the overall expressions and experiences shared by the participants. Holistic 

coding is used to find general ideas or topics within the interviews (Saldana, 2013). For the 

second cycle of coding I used causation coding to find the connection between the participants’ 

experiences, feelings, and the ramifications of those experiences. Causation coding attempts to 

find the “why” in the relationships between events and the outcome (Saldana, 2013). Causation 

coding assisted in finding the connection between the participants’ sexual health education 

experiences and their feelings about the curriculum and instruction. Much care and attention was 

paid to keeping the interviews as intact as possible with minimal comments from the interviewer. 

All questions were trauma-informed and queer-friendly as to create a comfortable, empowering, 
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and mindful effort towards an unbiased dialog for the interviewees. My training from the Florida 

Department of Education on trauma-informed classroom practices, my Sexual Attitudes 

Reassessment training, and my training as a rape crisis advocate served in informing my wording 

and approaches during this study. Participants were able to opt out of any questions on the 

survey or during the interviews that they did not feel comfortable answering. 

Ethical Considerations 

       In order to be part of this study, each participant signed the consent form before taking the 

survey. The participants signed a consent form for both the survey and, if they elected to 

participate, a separate consent form for the interview. The informed consent form explained the 

risk associated with taking an online survey and the protections in place to minimize those risks. 

Participants were informed of the benefits of participation, such as having their story heard, and 

are made aware that they may ask to be omitted from the interview findings if they change their 

mind. Since the survey is anonymous their data cannot be taken out of that portion. After 

completing the survey participant were asked if they wish to share their contact information for a 

possible interview. Unless they elect to share this information, no contact information will be 

recorded. The survey participants’ age range, gender, sexual orientation and/or trauma survivor 

status was collected but not connected to a name. The survey software created user numbers 

instead of identifying names. If they elected to offer contact information, said information will be 

stored electronically for 3 years and then destroyed after the interview is completed. 

           In working with survivors of sexual trauma, much care and consideration should be 

applied in the creation of the study and in all aspects of the research process.  
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       This framework is of the utmost importance when working in a collaborative environment 

with trauma survivors. Traumatic events and circumstances shape the victim’s emotional, 

spiritual, and physical outlook and health. Since the purpose of this study was to bring out the 

voices of those who have dealt with sexual trauma and LGBT youth and adults, creating a 

mindset that is empathic and humanistic was vital for participant and researcher collaboration. 

While the survey directly asked if the participant identifies as a trauma survivor, it is impossible 

to know if someone has lived through sexual trauma. Many people who have undergone 

traumatic events do not identify as survivors for a myriad of reasons including an increased risk 

of being blamed for the trauma (Kogut, 2011). Some survivors do not recognize their 

experiences as sexually traumatic while others choose to disassociate from the term (Kahn, 

Jackson, Kully, Badger, & Halvorsen, 2003). For this reason, all interactions, both online, and 

via Zoom, must be trauma informed. Part of the trauma-informed concept is looking at those 

individuals who have lived through sexual trauma as survivors and not victims. A survivor is a 

person who has continued to live, function, and prosper while a victim is a person who has been 

adversely affected by a force or agent. The difference in the terms is that a victim is helpless, 

voiceless, and in a state of being harmed. A survivor has been a victim but gone on, despite 

difficult odds, to continue not only to live but flourish and is associated with an increase in well-

being (Tercyak, Donze, Prahlad, Mosher, & Shad, 2006). The difference in terms showcases the 

participatory and transformative outlook that I took to help nurture a supportive groundwork for 

the research to take place in an emotionally safe environment (Mosely, 2013). 

             Queer-friendly framework is similar in its goal of inclusion and amplification of 

marginalized voices. As Browne and Nash (2010) explained,  
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“Queering research” can be any form of research positioned within conceptual 

frameworks that highlight the instability of taken-for-granted meanings and resulting 

power relations. (p.4) 

        Queer research, therefore, seeks to challenge power dynamics and dichotomies. “Queer” 

means odd or different. While queer is a term born of denigration, it has now been reclaimed as a 

descriptive adjective in the LGBT community for any non-heterosexual individual. 

           To create a queer-friendly study I must assume, as with trauma-informed care, that anyone 

might identify along the LGBT spectrum. LGBT identity is a spectrum, not a fixed point. Part of 

being queer-friendly is the incorporation of trauma-informed principles as LGBT persons have a 

history or marginalization and resulting trauma. In breaking down assumptions of dichotomy in 

sexual orientation, researchers must first realize that sexual orientation is a fluid and gray area 

(Mock & Eibach, 2012). A participant may have an outward appearance and/or sexual history of 

what is stereotypically associated with having a heterosexual presentation but have a varying and 

complex sexual identity (Stern, West, Jost, & Rule, 2013). Research conducted in 2009 with 110 

undergraduate students found that the LGBT stereotypes such as lesbians being masculine and 

gay men effeminate have stayed consistent for the past 20 years (Blashill & Powlishta, 2009). 

Breaking down stereotypes is a vital part of queering research and making queer participants feel 

comfortable (Abes & Kasch, 2007). 

             Research is often constructed by heterosexual researchers since they are a larger part of 

the world’s population, but the perspective the straight researchers bring may be lacking in 

understanding the facets of the LGBT spectrums (Herek, Kimmel, Amaro, & Melton, 1991; 

Morin, 1977). Sexual science researchers and LGBT activists have long advocated for 

disengagement in the dualism of heterosexuality and homosexuality. Klein (1993), Kinsey, 



64 
 

 
 

Pomeroy, and Martin (1948), and other sexual scientists (Sell, 1997) have developed scales to 

show the range between sexual practice and sexual identity, neither of which is necessarily fixed 

throughout a person’s life (Fairyington, 2008). Understanding the range and fluidity of queer 

identity is key in understanding queer theory, queer perspectives, and responding with empathy 

and non bias as a researcher or educator. Once the participants feel that the researcher does not 

understand their identity or lived prejudice, the participant may shut down and become unable to 

express their feelings and concerns over their sexual education history. I attempted to come from 

a place of queer and trauma-informed viewpoints in my questions and responses so that my 

perspective and experience neither clouds nor colors the truth of those whose voices are the 

foundation of this study. I utilized my experiences as a rape crisis advocate, as a doula, and as a 

youth and adult educator on trauma-informed care and LGBT inclusion to inform my language 

and behaviors to be as inclusive and welcoming as possible. I continued to seek feedback on my 

approaches from my dissertation committee and participants and modify as needed. 

Summary 

      This study was a mixed methods exploration of marginalization and the need for further 

inclusion of LGBT individuals and sexual trauma survivors in sexual health education. The 

findings can provide educators, administrators, and curriculum developers with a first-person 

perspective on how sexual education shapes the lives of students. The focus of the research was 

on empowering and including students who have felt left out, marginalized, invisible, and/or 

silenced in sexual health discussions and texts. I used the voices from the survey and interview 

participants to create guidelines for improving curriculum and pedagogical practices in sexual 
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health education. The ultimate goal for the study was to allow such students to emerge as co-

creators of their education and thus empowered by their learning experience. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER FOUR: FINDINGS 
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         This chapter presents the participants’ experiences in their school-based sexual health 

education, the findings of each survey question, and the themes presented in the interviews using 

a two-cycle system of holistic coding, followed by causation coding.  

Quantitative Findings  

    The survey findings are organized by the question that was asked and the participants’ 

responses.  

    The first research questions asked:  How do LGBT persons and sexual trauma survivors 

describe their experience with sexual health education? 

Formal Education and Experiences with Sexual Health Education 

     Table 4 illustrates the types of schools in which the participants’ K-12 education was located. 

Participants could include as many types of schools as applicable. Ninety-one percent of 

participants (n=31) attended public school, 21% (n=7) attended a religiously affiliated school, 

21% (n=7) attended a private, non-religiously affiliated, school. Eleven percent (n=4) were 

homeschooled, and 5% (n=2) attended charter schools. Participants that chose to write in the 

comments added either the name of the school they attended or that it was a school affiliated 

with the Christian religion. Table 4 shows the types of schools attended.  

 

 

Table 4 

Locations of Formal Education (N=34) 
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Location N % 

Public (not charter) 31 91% 

Religiously affiliated school 7 21% 

Private school (not religiously affiliated) 7 21% 

Home schooled 4 11% 

Charter school 2 5% 

Other 0 0% 

 

    Figure 1 shows the grades levels that participants received sexual health education. Sixty-eight 

percent (n=23) of participants said they received sexual health education in middle school, 

followed by high school with 62% (n=21), and elementary school with 32% (n=11), with 12% 

(n=4) saying they received no school based sexual health education.  
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Figure 1  

Grade levels in which participants received sexual health education 

 

     Table 5 summarizes in what grade level the participants’ sexual health education was 

abstinence based. Fifty-five percent (n=18) of participants said none of their sexual health 

education was abstinence based. Thirty-nine percent (n=13) said it was in middle school, 24% 

(n=8) in elementary school, and 15% (n=5) in high school. 
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Table 5 

Grades of Abstinence Based Sexual Health Education (N=34) 

Abstinence Based N % 

None 18 55% 

Middle 13 39% 

Elementary 8 24% 

High 5 15% 

 

     The following graph and tables illustrate the topic of LGBT issues in the participants’ sexual 

health education. Figure 2 shows whether or not LGBT issues were discussed at each grade 

level. Seventy-six (n=26) percent of participants said that LGBT topic were never discussed at 

any grade level. Twenty-one percent (n=7) received information on the topic in high school and 

3% (n=1) in middle school. No one received sexual health information on LGBT topics in 

elementary school. 
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Figure 2  

Were LGBT Topics Discussed by Grade Level 

 

  Tables 6 and 7 illustrate the difference in age cohorts and whether or not LGBT issues were 

addressed. In table 6 we see that 75% (n=9) of 18-24-year-olds said it was never addressed. 

Table 6 

18-24-Year-Olds on Whether LGBT Issues Were Addressed (N=12) 

Were LGBT Issues Addressed (18-24) N % 

No 9 75% 

Yes 3 25% 

 



71 
 

 
 

Table 7 illustrates that 77% (n=17) of the 25-40-years-olds said LGBT topics were never 

addressed. 

 

Table 7 

25-40-Year-Olds on Whether LGBT Issues Were Addressed (N=22) 

Were LGBT Issues Addressed (25-40) N % 

No 17 77% 

Yes 5 23% 

 

 

   Figure 3 illustrates how LGBT topics were discussed in each grade level. Sixty-three percent 

(n=10) of participants stated LGBT topics were discussed negatively in high school, 38% (n=6) 

said positively. Thirty-one percent (n=5) said negatively in middle school, 6% (n=1) positively. 

Twenty-five percent (n=4) said negatively in elementary school. 
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 Figure 3 

 How LGBT Topics Were Discussed by Grade Level (N=16) 

 

     Tables 8 and 9 showcase the difference in age cohorts and whether or not sexual trauma was 

discussed. Table 8 states that 67% (n=8) of 18-24 year olds said sexual trauma was never 

addressed.  
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Table 8 

Was Sexual Trauma Discussed in Your Sexual Health Education 18-24-Year-Olds (N=12) 

Was Sexual Trauma Discussed (18-24) N % 

No 8 77% 

Yes 4 23% 

 

 

Table 9 illustrates that 64% (n=14) of 25-40-year-olds said that sexual trauma was never 

addressed in their sexual health education. 
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Table 9 

Was Sexual Trauma Discussed in Your Sexual Health Education 25-40 Year Olds (N=22) 

Was Sexual Trauma Discussed (25-40) N % 

No 14 64% 

Yes 8 36% 

 

 Figure 4 shows whether participants received information on sexual trauma by grade 

level.  Sixty-five percent (n=22) received no sexual health education on sexual trauma. Thirty-

two percent (n=11) received information on the topic in high school, 18% (n=6) in middle school 

and 6% (n=2) in elementary school. 
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Figure 4 

Discussion of Sexual Trauma by Grade Level (N=34) 

  

 

      Figure 5 shows if participants felt that sexual trauma was discussed in a sensitive and 

compassionate manner. For the 52% (n=18) of respondents who replied yes, 44% (n=8) replied 

yes it was discussed in a sensitive and compassionate way and 56% (n=10) said no it was not.  
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Figure 5 

Whether Sexual Trauma Was Discussed in a Sensitive and Compassionate Way Toward Sexual 

Trauma Survivors (N=18) 

 

Participant Recommendations for Inclusion in Sexual Health 

 Figure 6 shows whether participants felt they received important sexual health information from 

their k-12 education.  Thirty-five percent (n=12) respondents stated that yes they did receive 

important information and 74% (n=25) said no, with 9% (n=3) saying both yes and no. Of the 

respondents who said yes 3 wrote in with comments saying that they did receive important 

sexual information from self-study, trainings, and church groups (2) and one who replied yes but 

without further explanation. Of the respondents who said no, 4 wrote in explanations using 

adjectives such as “inaccurate, more advice, not extensive, and barely discussed.” 
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Figure 6 

Whether Participants Received Important Sexual Health Information 

 

18-24-Year-Olds Who Received Important Sexual Health Information (N=12) 

 

Figure 7 

Figure 7 shows that nine of the 12 (75%) 18-24-year-olds said no.  

 

 

 

 

 



78 
 

 
 

Figure 8 illustrates that 16 of the 22 (72%) 25-40-year-olds said no. 

 

Figure 8 

25-40-Year-Olds Who received Important Sexual Health Information (N=22) 

    Table 10 illustrates that 100% of respondents (n=34) wanted more information in at least one 

of the areas mentioned. The areas that were lacking for both age groups were congruent. 

Seventy-nine percent of participants (n=27) wanted more information on identifying sexual 

trauma/abuse and consent; the same percentage wanted more information on life after sexual 

assault. Seventy-four percent of participants (n=25) wanted more information on what a healthy 

sexuality could look like for them. Sixty-eight percent (n=23) of participants wanted more 

information on sexual orientations and gender. Fifty-nine percent (n=20) wanted more 

information on what a healthy romantic partnership could look like for them. Forty-seven percent 

(n=16) wanted more information on STD prevention and 44% (n=15) wanted more information 

on pregnancy prevention.  
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Table 10 

Areas of Sexual Health Education that Were Lacking by the End of High School (N=34) 

Question 

Number 

Question Description n % 

1 Information on identifying sexual abuse/trauma and consent 27 79% 

2 Information on life after sexual trauma 27 79% 

3 Information on what a healthy sexuality could look like 25 74% 

4 Information on sexual orientations and gender 23 68% 

5 

Information on what a healthy romantic partnership could look 

like for you 

20 

59% 

6 Information on STD prevention 16 47% 

7 Information on pregnancy prevention 15 44% 

 

 

Qualitative Findings 

       For the qualitative coding, two cycles were used. The first was holistic and the second 

causation. The texts used were the transcripts of the three interviews and the comments left in the 

survey. The results are organized by theme within the context of the research questions. 
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Theme 1: Information was Biased 

   Participants shared that they felt the information was presented by educators and the 

participants’ communities in a biased manner. Some participants cited the teachers as being the 

source of this problem with statements such as,  

“I personally feel that it's an area that many teachers feel uncomfortable teaching [about sex].”  

The adjectives used to describe the negative aspects of the participants’ sexual health education 

have a common theme of fear and shame. Quoted words used to describe the biases presented 

include scare-mongering, shame, shaming the victim, limited, fear-based, skimmed, afraid, 

unhealthy, and patriarchal. Participants shared that discussions around LGBT sexuality and 

sexual trauma were often heterocentric and victim blaming.  

    Two of the interviewees and in seven of the eleven “additional information” comments 

participants cited the source of said bias as emerging from conservative, sex-negative ideology. 

While the focus of this study is one school-based education participants shared how sexual 

attitudes at home also caused confusion and shame. One participant shared that he/she was home 

schooled in a very religious and sex-negative environment and thus received no other pathways 

to learn about sexuality. 

Theme 2: Information was Omitted 

     Participants shared a common theme of lacking information in their school’s sexual health 

education. Commenters stated more information was needed on subjects as basic as anatomy and 

physiology. One participant wrote, 

I also believe anatomy should be covered more often in sex ed because the lack of female 

bodied people who don't know where their clitoris is astonishing simply because their 
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teachers, mostly male, were too horrified to look at a chart of the female reproductive 

system and its exterior areas to teach the class in a professional manner. I know 

everything about male orgasm and the male penis and everything an XY chromosomed 

person had in their reproductive and glandular system, but in the female body it was 

almost completely ignored. The ignorance is unreal and it's not just an LGBT issue, it's a 

public health issue and it's just extremely frustrating.  

On the same note in an interview the topic of anatomic diversity was brought up, 

 “I hated the fact that they never talked about the fact that gentiles look different. Not all of them 

look like the models you see or the pornography you see.” 

Another participant discussed her recent realization that she may have an undiagnosed health 

issue that they never heard about in her sexual health education:  

“I recently discovered online that my period is in fact NOT healthy, and I may have 

endometriosis, something never even spoken of in Sex Ed. Girls are told that we may experience 

pain, but healthy levels are not discussed.”  

       Participants shared that they did not understand issues of basic physiology such as how to 

prevent urinary tract infections. One participant shared her recent discovery about hygiene and 

physiology,  

“How they never, never ever say like don't wash your vulva area with soap or anything sugary 

because you can get yeast infections. I found that out very recently like me I found that out very 

recently. It was like maybe 6 or 7 months ago and I was like, ‘Really? Oh my god I did not 

know.’ I was like screaming. I was like, ‘What! I did not know this? Why doesn't everyone know 

this?’  

Concerned with a lack of education and high teen pregnancy rates one participant stated,  
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“I grew up in Texas, and at the time, Texas had the highest teenage pregnancy rate in the 

country. My city, at the time had the highest teenage pregnancy rate in the state of Texas, and 

nationally, we had the highest teenage pregnancy rate of girls under 12 years old. We also had 

the highest abortion protest per capita of any city in the country. All this, and we did not have 

sex education.”   

      Echoing the same concern for teen pregnancy and additionally STD transmission in Hawaii 

another participant stated, 

“In Waianae, I feel like they do not stress the importance of sexual education to the students 

during the middle and high school age ranges when students are already becoming sexually 

active. Hence the reason why there is so much teen pregnancy there. Also there is not enough 

education about protection and contraceptives information for students to take on preventative 

actions against STIs, STDs, and pregnancy.” 

     The information that was lacking included any mention of LGBT identities or sexual assault. 

One participant stated,  

“I was [not] introduced to the concept of sexual trauma at all, despite the fact that it was 

happening to me (I was severely dissociating and could not remember what happened during the 

daytime). At 13, I was also told gay people were sinful, but nothing else.” 

Theme 3: More Diversity in Sexual Health Education 

       Participants shared that they wished they had more comprehensive and inclusive sexual 

health education. Sexual trauma survivor participants shared that this made their sexual 

development confusing. Sexual survivor participants stated that they did not understand how to 
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cope with their sexual trauma, the emotional and physical effects of abuse, what consent meant, 

and how to identify abusive dynamics and warning signs. This confusion caused participants to 

wonder if they were being abused, if so what it meant, and if they could talk to anyone about 

their abuse. One participant stated concerning what about sexual trauma should have been 

discussed,  

“…identifying it for one. The mental health aspect. The medical aspect of it just everything thing 

that goes with abuse.” 

Another participant stated that while they did hear about sexual abuse in elementary school the 

upper grades ignored the issue,  

“Very little was said about sexual minorities and sexual assault during middle and high school,” 

and “I wish I had learned more about enthusiastic consent and about how sex would be for the 

first time. I also wish I'd learned how ubiquitous sexual abuse was and how deeply it could affect 

an individual.” 

 LGBT participants stated that they did not receive information on non-heterocentric/cisgendered 

relationships, gender, or sexualities. This includes safe sex practices for LGBT persons, what 

queer sex includes, and what healthy LGBT relationships could look like. Participants shared 

that this made them feel isolated and confused about what their sexual orientation meant. 

Participants shared that this exclusion caused confusion about how LGBT sexual expression 

worked. This included the concept of virginity for queer persons, and how to protect themselves 

from STDs.  

Theme 4:  More Openness 
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      None of the participants mentioned feeling acknowledged or included in their sexual health 

courses. As one participant stated,  

“Classes were definitely not in the form of discussions or where questions could be raised…”   

This lack of openness leads to feelings of confusion and shame for many participants. This 

confusion may not be relieved by entering into adulthood. Sexual trauma seems to remain a 

taboo subject shrouded in shame across the lifespan.  This problem is addressed as one 

participant wrote about life after sexual trauma,  

“It just isn't discussed. It is barely discussed by adults in their adulthood.”  

This culture of silence around sexuality in all its facets and expressions caused participants to 

feel that they would not be heard and could not open up to adults in their life about sexual health 

issues. Another participant, in discussing trauma, shared how he/she wished that he/she had been 

in an environment where he/she could have shared what they was going through, 

“I have always wished I told someone at school to have made it easier to move on in life. Rather 

than falling into bad pitfulls [pitfalls] as a result of the trauma I went through. Thanks for posting 

the link to the survey.” 

Summary 

    The findings of the quantitative and qualitative portions of this study exhibit the experiences 

of LGBT persons and sexual trauma survivors from the participants’ perspectives. The common 

message that resounds throughout is a need for more inclusive and comprehensive sexual health 

curriculum for both populations. Both populations desire more information on a holistic range of 
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sexual health topics, even when it does not affect them directly. Across the age cohorts and other 

demographic factors the findings were clear that sexual health education around the world, for 

the past four decades, requires a more comprehensive and less biased pedagogical approach in 

order to meet the sexual health needs of its students. 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER FIVE: DISCUSSION AND CONCLUSIONS 

          The mixed method design of this study allowed for a multidimensional and holistic inquiry 

into the common experiences of two sexual minorities, LGBT persons and sexual trauma 
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survivors. In the survey I examined the ages, places, and content of the participants’ sexual 

health education. In the comments and interviews, some missing pieces of the survey’s puzzle 

emerged through dialogue and text. By combining the two methods in an explanatory style, 

answers to the study’s questions surfaced. In this chapter I will be combining the two methods’ 

findings to answer the research questions. I will then discuss recommendations for further 

research and for pedagogy and national policies around sexual health education. I will conclude 

with a summary of the findings, analysis, and recommendations within the context of the 

literature review. 

Discussion of Research Questions 

1.  How do LGBT persons and sexual trauma survivors describe their experience with sexual 

health education? 

      The participants that responded to the survey were self-identified.  The majority identified as 

sexual trauma survivors (76%), half identified as LGBT (53%), and approaching one third (29%) 

as both. The participants who added a description in the comments about being sexual trauma 

survivors all used the word rape. One participant was unsure if she/he could call her/himself a 

rape victim. This uncertainty highlights the need to improve sexual trauma education and 

empower survivors to label their experiences in ways that are valid for them and not according to 

another’s definition. Self-labeling as a survivor of sexual trauma can be triggering and create 

conflicting feelings for survivors (Kahn, Jackson, Kully, Badger, & Halvorsen, 2003; Kelley & 

Gidycz, 2015; 2014; Kogut, 2011). This conflict may have been reflected in the participant who 

originally agreed to be interviewed but decided against it citing that she/he was not ready to 

revisit the past. Despite the fact that self-labeling as a survivor of sexual trauma is difficult and 
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complex, not labeling can lead to revictimization (Layman, Gidycz, & Lynn, 1996; Littleton, 

2007). The avoidance of being interviewed by this study’s participants echoes the findings of 

Woodcock, Stenner, and Ingham (1992),that suggested that survivors may avoid class 

discussions of sexual trauma. Participants in this research were more open to writing their 

thoughts and experiences in the comments than they were to show up for the video conference 

interviews. This circumstance leads me to conclude that the privacy and anonymity of a written 

in-depth questionnaire may be more fruitful for future research with sexual minorities, especially 

when discussing trauma. 

      The participants who elaborated on their LGBT identity gave a wide range of identities as 

responses with some giving multiple identities. Those who chose to share their identities were 

nearly split between the age groups with five respondents in the 18-24 cohort (62%) and three in 

the 25-40-year-old cohort (38%).  This willingness to add a sexual orientation/gender identity 

may illustrate that self-labeling one’s sexual orientation is still an important part of a person’s 

identity despite research that shows it can cause harassment or poor self-esteem in youth 

(Hietpas-Wilson, 2008; Woyewodzic & Telingator, 2011). The majority of respondents were 25 

to 40 of age (65%), though exact ages are unknown. Some shared their sexual orientation and/or 

survivor identities in the comments but no one was asked to share their identity in the interviews. 

To keep within the trauma-informed and LGBT-friendly paradigms, it was important to me to 

not ask for personal identifiers from interview participants. In my work with sexual minorities I 

have come to observe the importance of letting persons share what they want to without 

prompting for specifics. During the interview one participant shared that she identified as a 

lesbian and two shared that they had survived sexual trauma. 
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  The majority of participants attended public school, although all school types were represented 

in this sample. Public education is the most monitored (U.S. Department of Education, 2009) and 

thus transparent about regulations and context within which sexual health education is being 

taught. The majority of respondents, 68% (n=23), received sexual health education in middle 

school, with the next highest proportion in high school with 62% (n=21). In the United States 

there seems to be a notion that sexual health education needs to be taught around puberty; this 

preference is true of parent’s perception of when sexuality talks are warranted as well 

(Eisenberg, Sieving, Bearinger, Swain, & Resnick, 2006). This belief is counter to the 

curriculum standards for sexual health education that exist in countries with the lowest STD and 

teen pregnancy rates, such as the Netherlands, where sexual health education begins around the 

age of 4 (De Melker, 2015).  

     The diversity of the participant population far exceeded my expectations. Having input from a 

global perspective is a boon in determining not only what American students have experienced 

and desire for their sexual health education but also what is needed to improve sexual health 

education around the world. The only international comments and interviews were from England 

and from a participant who received his/her formal education in the Soviet Union. I was 

interested to find that the experiences of these participants closely mirrored the experiences of 

many of the U.S. participants in the themes of feeling that their sexual health education was 

presented with a singular worldview, was biased, and exclusionary. A global issue around 

comprehensive discussions about sexual trauma and LGBT issues was highlighted in these 

findings. 
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   Despite the record of increased funding for abstinence-only education in the United States the 

majority of participants, 55% (n=18), stated that none of their sex education was abstinence 

based. I found this information surprising given that all participants wanted more information 

from their sexual health education and that the majority said that sexual trauma and LGBT issues 

were not addressed. I am wondering if a sexual health education program includes STD and 

pregnancy prevention, and is not necessarily focused on abstinence-only measures, was seen by 

participants to not be abstinence based.  If so, that does not mean the curriculum is inclusive of 

all aspects of sexuality and diversity. Additionally, I wonder if teachers not advocating 

abstinence only necessarily means that they are being culturally competent, queer friendly, or 

trauma informed. Probably not.  This view is congruent with the conclusions of Carello and 

Butler (2014), who stated that even when the topic of sexual trauma was addressed, the 

presentation and discussion around the topic did not necessarily take into account the realities 

and reactions of sexual trauma survivors. 

    The majority of respondents were over 25 years of age. This demographic means that they 

received their school-based sexual health education between 20 to 35 years ago. The youngest 

cohort, 18-24-year-olds, received their last sexual health education as recently as this year. This 

34 year gap represents nearly four decades of experiences to compare. One of the areas that I 

wanted to explore within my data was the difference in certain responses between the age 

cohorts to see if there was a difference in experiences. 

    In comparing the two cohorts, I made a surprising discovery: that the younger cohort rated 

their overall sexual health education as less comprehensive than the older cohort. Regarding the 

overarching question of whether or not the participants felt they received important sexual health 
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information during their K-12 education, the younger cohort was slightly less likely to state that 

they received important sexual health information than the older cohort (75% vs 72%). This 

finding was echoed in the survey question of whether or not sexual trauma was discussed with 

67% of 18-24-year-olds reporting it was not and 64% of 25-40-year-olds saying it was not. The 

two cohorts also gave almost identical percentages on the topic of LGBT issues being discussed 

with 77% of 25-40-year-olds responding no and 75% of 18-24-year-olds. Both cohorts stated that 

they wished they had more information in the same areas: what a healthy sexuality could look 

like for them, identifying abuse/trauma and consent, information on life after trauma, and sexual 

orientations and gender identity. In comments about what was missing from their sexual health 

education, nearly 60% of both cohorts added text to their answers. These comments gave life and 

body to the radio button answers. Adding the comment sections aided in achieving my objective 

for participant-led research, as I can share direct quotes in addition to my own conclusions and 

ideas for sexual health education improvement. 

   The common thread in almost all of the comments was that sexual health education was 

surrounded by fear and bias. This sentiment was also mirrored in all three interviews. 

Participants who shared what they felt was the cause of this bias pointed to religion, teacher 

prejudice, and curriculum shortcomings. The shortcomings were cited as focusing on only basic 

anatomy and/or heterosexual consensual sex. Participants did not see their experiences reflected 

in these courses, leaving them to gather information from peers and self-education. Research 

shows that sexually active teens are likely to use friends as the main outlet for sexual questions 

and concerns (DiIorio, Kelley, & Hockenberry-Eaton, 1999).  While peer and self-education can 
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be positive, it is unregulated and unreliable as sources cannot be monitored and facts left 

unchecked.      

2.  What recommendations do LGBT persons and sexual trauma survivors have for 

curricula that would be inclusive and responsive to their needs? 

         The topics where both groups of participants wanted more information (79%) were the 

ones surrounding trauma. For the participants who identified as only LGBT (n=8), 88% (n=7) 

considered identifying sexual abuse/trauma and consent as one of their top two areas for more 

inclusion. The other topic was what a healthy sexuality could look like, also with 88%. For 

sexual trauma survivors who were not LGBT (n=17), more information on sexual orientations 

and gender identity was chosen by 65% of participants (n=11), the top choice after the prompts 

on healthy sexuality and sexual trauma. During one interview I asked the participant what her 

sexual health education was like and she said, “it covered pretty much I guess just about 

everything.” When I asked about sexual trauma, the participant stated that that was not covered, 

and the same for LGBT issues. As the conversation continued, the participant realized that 

perhaps not “everything” had been covered. Living in a trauma uninformed world that leans 

toward the heterocentric, it may be common for students and teachers to not even realize they are 

not being inclusive of the full sexual experience. As a parent, I hear many other straight parents 

say that sex is penile vaginal intercourse to their children. There is often no thought of other 

types of sexuality (Ward & Calzo, 2009) and little discussion of consent past the childhood 

good/bad touch discussions. In my research I was able to find no research on parents discussing 

consent with teen and young adult children. 
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       Seventy-four percent (n=25) of participants answered that they wanted more information on 

what healthy sexuality could look like for them. This question aimed to address both unique and 

separate sexual minorities discussed in this study as well as the nearly one-third of the 

participants who identified as both. In the comments and interviews, ideas about what healthy 

sexuality could look like were the nucleus of the conversations. Whether discussing trauma or 

LGBT issues or the other topics discussed such as STD prevention and physiology, the core of 

what was being left out was information that would have led to a healthier sexual experience. 

This finding shows that both of these topics are excluded from the majority of sexual health 

curriculums, a finding supported by Guttmacher (2012), and that even participants outside of a 

sexual minority group want to know more about these issues and topics. These findings mirror 

those discussed by Fava and Bay-Cheng (2013) about sexual trauma in sexual health education 

and LGBT inclusion discussed by deCoste (2011) and Lamb (1997). 

       For sexual trauma survivors the common themes in both the quantitative and qualitative 

were a need for more information on what sexual trauma/abuse is and what consent and a healthy 

post-trauma sexuality could look like. As a sexuality educator and rape crisis advocate, I have 

often seen a sole focus on the “victim” status with the prevalent idea being that a sexual trauma 

survivor only needs resources after an assault and only concerning immediate recovery. In both 

my personal experience and reflected in this study’s findings, there is a need for pre and 

longitudinally post education. Children may hear about “good” and “bad” touch but rarely is 

grooming by friends and family discussed.  Grooming is defined as, 

A process by which a person prepares a child, significant adults and the environment for 

the abuse of this child. Specific goals include gaining access to the child, gaining the 

child's compliance and maintaining the child's secrecy to avoid disclosure. This process 
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serves to strengthen the offender's abusive pattern, as it may be used as a means of 

justifying or denying their actions (Craven, Brown, & Gilchrist, 2006; p. 297) 

       Pleasure as an effect of sexual abuse is almost unheard of in my experience, a finding 

congruent with Allen (2012) and Louise (2009). Trauma has lifelong residual effects, and 

understanding what a healthy sexual relationship and consensual sexual scripts can look like is a 

topic often ignored by both sexuality educators and sexual trauma programs. These conclusions 

were echoed in the comments and interviews with survivors. While participants stated that they 

wished they knew about life after sexual trauma, none of the participants said that they received 

that information even in adulthood. One participant did state that this was not talked about in 

adulthood which leads me to conclude that this is a systemically silenced topic that needs to be 

addressed collectively. 

    For LGBT youth and adults the idea that sex exists outside of cisgendered male/female genital 

intercourse is a concept often ignored completely by sexual health education. Since some states 

exclusively forbid homosexuality as a classroom discussion (Guttmacher Institute, 2012) this 

issue is unlikely to disappear from the American education platform anytime soon. In my study 

LGBT persons expressed a desire for identity inclusion in their sexual health education. This 

inclusion expressed itself with topics such as what the spectrum of sexual orientation and identity 

are, what gender identity is and the spectrum of gender expression, and what healthy LGBT 

sexual/romantic relationships can look like. Sexual minorities, of all forms and expressions, are 

often either ignored or fetishized. This marginalization and erasure has harmful mental and 

physical effects for LGBT persons across their lifespan (Garofalo & Katz, 2001; Mule et al, 

2009). The findings of this study shine light on the social problem of how LGBT persons are 

portrayed in classroom (Almeida, Johnson, Corliss, Molnar, & Azrael, 2009; Rayside, 2014) or 
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in school media (Oltmann, 2015). Students are left to wonder, often silently, if their sexual 

feelings are normal, what sexual scripts are for their orientation, and what safe LGBT sex is. 

These findings are supported by the conclusions of deCoste (2011), Santelli et al. (2006), and 

McNeill (2013). The simple foundational question of what LGBT sex even is was expressed 

during one interview with the following humorous story, 

…but then towards the end of seventh grade to prepare for eighth grade that's when we 

focused more on the sex ed but the sex ed that I got in my school was still subpar. I had this 

Hispanic type of bull dyke looking gym teacher named Ms. P and she was like - someone 

asked her a question on like gay sex and she was about to retire mind you. It was the last day 

of sex ed and she was about to answer and the bell rang. I shit you not. I shit you not. I was 

like, "Yeah huh? Really? Oh my God." I was so excited and then the bell rang and I was like 

oh shit. And then that ended my middle school, elementary school stuff. 

      Across the age cohorts and self-labeling identities the themes of a more comprehensive and 

open sexual education were consistent. Participants hunger for more practical, comprehensive, 

inclusive sexual health education, a finding that is both their human right (World Association for 

Sexual Health, 2014; World Health Organization, 2008) and which is supported by the findings 

of Santelli et al. (2006), Fine (1988), Allen (2012), and Fine and McClelland (2006). None of the 

participants said that they felt heard or that conversations were open to differing opinions. 

Research shows that teacher bias influences sexual attitudes and sexual agency (King, 2014), 

which is an intuitive conclusion reflected in the comments and interviews of my participants. 

This finding harkens back to the theories through which I viewed my research: holistic 

pedagogy, feminist theory, and trauma-informed theory. All three have an overlapping and 

complementary theme of having students and participants be partners in their education. It would 

be nearly impossible for any curriculum developer or instructor to assume exactly all the 

questions and experiences that their class members may present. Because of the 
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insurmountability of that task, it is vital that students be active members of their educational 

experience. These stances require educators to ask for input and reflection from the students on 

what is being taught and then a willingness to meet those students’ informational needs. 

Implications for Practice and Further Research 

      Research in and of itself can be an empty assortment of numbers, quotes, and conclusions. 

Scholars can fill books with their conclusions and personal musings, but without actionable 

concepts, it is a waste of trees and ink or hard drive space. Research should be the foothold for 

informed action. The following are my recommendations for action based on my study’s findings 

and my experience as a sexuality educator. The recommendations are separated into sections for 

educators and policy makers and for future research in this area. 

For Educators and Policy Makers 

   For effective long-term and concrete change in sex education, I believe that policies at a state 

and national level are the first steps. Educators may be aware and concerned about what their 

curriculum teaches but without policies to provide the resources they want to include in their 

instruction, they are unlikely to be successful. My literature review detailed the ways that 

comprehensive sex education is often blocked or silenced and why including this information is 

so important for student wellbeing. Educational policy makers need to adapt a lowerachal 

strategy for meeting student sexual health education needs. By taking research conclusions like 

my own and similar studies, policies and curriculum can be forged from the voices and ideas of 

the students and adults affected by these courses.  
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    As with all forms of marginalization it is easy for an outsider to assume what a population 

wants or needs. In my research it was my goal to bring the voices of the populations I was 

studying to the forefront and not believe that as an educator or single individual I could know 

what these participants wanted, needed, or desired to know about human sexuality. To be an 

effective educator, from a policy or instruction perspective, it is vital that we listen to our 

students and form our lessons and guidelines around them, not vice-versa. 

For educators: 

1. Students as partners in curriculum creation: Students should be co-facilitators in the creation and 

discussion of their sexual health education. Teachers and their curriculum should serve as guides 

from a historically and medically accurate framework with students’ experiences, concerns, and 

questions creating the body of the class.  

2. Holistic pedagogy:  Sexuality education should be incorporated in the discussion of the global 

paradigm of the human experience. Topics including but not limited to anatomy/physiology, 

history, psychology, creative writing, reading, media, statistics, and theater should be woven into 

the discussion of human sexuality. 

3. Trauma-informed (TI) pedagogy: As with trauma-informed care in the counseling setting, TI 

pedagogy should seek to bring awareness that all students, teachers, and communities may be 

survivors of trauma. In discussing sexuality, awareness of sexual trauma should be integrated 

into all discussions. Information on identifying sexual abuse, the medical and emotion effects of 

abuse, recovery from abuse, and creating healthy sexual relationships during and after recovery 

should be paramount. 
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4. Feminist consciousness: As with the framework of feminist therapy, sexuality education from a 

feminist theory perspective means increasing consciousness. Helping students understand their 

experiences, trauma, culture, and history shape their sexual feelings potentially increasing sexual 

agency and self-efficacy. For sexual trauma survivors this consciousness means identifying, 

understanding, and moving forward from sexual trauma. It also means understanding the cultural 

and historical factors that enforce rape culture and victim blaming. For LGBT persons this means 

understanding LGBT history, diverse cultural perspectives, and the structural inequalities that 

lead to compulsory heterosexuality and exclusion.  

   For policymakers: 

1. State curriculum guidelines that require standards of training for sexuality educators: Teachers 

who teach courses covering human sexuality in any form should undergo training on LGBT 

inclusion, cultural competency, and trauma-informed pedagogy. Teachers should be required to 

take these trainings and pass competency exams and ethical bias agreements before being able to 

instruct on sexual health. Measures such as California’s SB695 bill that requires schools to teach 

about consent and health relationships (Kopetman, 2015) should be studied and copied by all 

states. 

2.  Inclusive curriculum standards: Curriculum guidelines should be inclusive of all sexualities, 

sexual histories, and cultures in equal measure. Time dedicated to all topics should be divided as 

equally as possible. To provide inclusive sexual health education, all policy makers must 

collaborate with students to understand each community’s unique needs and concerns in regards 

to the sexual spectrum. Curriculum guidelines should exemplify the ideologies and values 
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outlined by Developing Sexual Health Programmes (World Health Organization, 2010) and The 

Declaration of Sexual Rights (World Association for Sexual Health, 2014). 

For Future Research 

         Limitations of this study were that the population was a small percentage of the national 

demographic. Additionally, due to the nature of the survey design neither religious background, 

educational level, socioeconomic status, physical ability, nor racial identity was evident. 

Removing these identifying factors aided in protecting anonymity. Additional limitations 

included who the organizations were able to reach out to in soliciting volunteers. Participants 

also had to have computer access, basic literacy skills, and the ability to take an online exam. 

Participants additionally had to be self-aware and comfortable enough to self-identify as a sexual 

trauma survivor and/or LGBT person. 

  The area concerning inclusion of sexual minority in sexual health education is broad. While I 

found a good deal of information on LGBT inclusion in my literature review, I found only two 

studies on sexual trauma and sexual health education. There was very little information on the 

correlation of the two populations that did not try to find causation. Because nearly one third of 

my participants identified as both LGBT and survivors of sexual trauma, more research on how 

LGBT persons are targeted for sexual assault is advised.  

  The sample taken in this study is small, a larger sample would be excellent for the use of 

inferential statistics and drawing conclusions that are more generalizable. I was very grateful to 

get participants from around the world, but I would have been interested in seeing a larger 

sample in a smaller area, (i.e. one state or one continent), and comparing and contrasting the 
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findings. The intersectionality of race, ethnicity, socioeconomics and so forth and sexual health 

education would also be prudent to explore. 

  There are many more minority groups to explore in the context of sexual health education 

inclusion. Some examples include: physically/mentally disabled people, ethnic minorities, 

religious minorities, teen parents, sexual offenders, and juvenile convicts to name just a few. All 

of these populations have had little to no published research on their sexual experiences or sexual 

health needs. 

    More information on why the younger cohort reported no improvement, and even a decline, in 

their sexual health education is warranted. I hypothesize that it could be due to either the increase 

of funding for abstinence-based education (Lindberg et al., 2006) or an increased awareness of 

what sexual health education could and should be.  

    The requirements and standards that educators must meet to teach sexual health education is 

something I have not addressed here. Since multiple participants brought up teacher bias, future 

research could explore who is teaching sexual health education and what their personal motives 

and beliefs are around the subject. Students are the recipients of said potential bias and as such 

deserve educators who are willing to undergo training addressing LGBT issues, trauma informed 

pedagogy, and cultural competency. 

Conclusion      

     Across the age cohorts and amid and among the sexual minorities represented in this study is 

a consistent core message: that sexual health education around the world is still missing the mark 

on inclusivity, openness, and unbiased information. Secondly, that the exclusion of this 
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information has negative effects on the lives of these students. Students are above all humans, 

with innate human rights, one of which is access to medically accurate information that allows 

them to make informed decisions about their lives. All people also have the right to feel heard 

and seen, especially in the context of courses that are supposed to be designed around their best 

interests. 

      Sexuality is an intrinsic part of the human experience, and as such carries a lifelong 

discussion around the decisions each person must make concerning their sexual experiences. 

Decisions should be made from the cornerstones of knowledge, truth, preference, and safety. 

Both emotional and physical safety of all students must be forefront in the development of all 

subject matter that is taught. With sex carrying the additional weight of potential emotions, 

pregnancy, disease, and societal expectation, it is a subject we cannot ignore or make “optional” 

to discuss.  

    All of the participants wanted more from their sexual health education. Many felt confusion, 

fear, and shame from having their experiences excluded. As adults some participants became 

self-educated and even went on to educate others, but the window of opportunity for education in 

their developing years was missed. Our early experiences imprint on us as people, and these first 

images and ideas around sexuality are forever a part of our sexual experience. 

         With this in mind I urge educators and policy makers to put all students’ sexual health 

education needs at the surface of their sexual health curriculums and guidelines. Making sexual 

health education more inclusive of LGBT persons and sexual trauma survivors is a meaningful 

start, but in no way the end of the reforms that are needed. 
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        I am forever grateful and humbled by what my participants were willing to share in this 

study. Their insights and ideas were shared with such profound honesty, around a subject so 

often shrouded in shame and fear. It is my earnest hope and ambition that the discussion of 

inclusion in sexual health education will continue with the goal of creating comprehensive, 

holistic, and medically accurate standards in every state and every country for all people. 
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APPENDIX A 

Survey 

 

      The purpose of this research is to learn about the experiences of LGBT individuals and 

sexual trauma survivors in their school-based sexual health education courses. If you identify as 

LGBT and/or a survivor of sexual trauma and are between 18-40 years of age, your responses 

will be greatly appreciated. The survey should take 15 to 20 minutes to complete. 

Please click continue to read the informed consent. 

Thank you! 

1. What age range do you currently fall within? 

18-24 years old              

25-40 years old 

2. Do you identify along the LGBT+ spectrum? This includes any sexual identity other 

than heterosexual/straight/ally. 

Yes 

No 

Comments 

3. Are you a survivor of sexual trauma? For the purpose of this study, we are defining 

sexual trauma as molestation, rape, or female genital cutting. If you feel you have been 

sexually traumatized in some other way and are willing to share that, please do so in the 

comments. 

Yes  

No 

Comments 

4. Where did you receive your formal education between Kindergarten and 12th 

grade? Select ALL that apply 

Homeschooling 
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A religiously affiliated school 

Public school (not charter) 

Charter school 

Private school (not religiously affiliated) 

 

5. Was sexual health education taught in your elementary, middle, or high school 

years? Select ALL that apply 

Yes, elementary school 

Yes, middle school 

Yes, high school 

None of these 

6. If yes, please select ALL grade levels that it was abstinence based. 

Yes, elementary school 

Yes, middle school 

Yes, high school 

None of these 

 

7. Did your school’s sexual health education curriculum address LGBT+ topics at any 

grade level? Select ALL that apply. 

Yes, elementary school 

Yes, middle school 

Yes, high school 

None of these 

8. If yes, were LGBT+ topics discussed in a positive or negative way in each grade 

level? Select ALL that apply. 
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Positively in elementary school 

Positively in middle school 

Positively in high school 

Negatively in elementary school 

Negatively in middle school 

Negatively in high school 

9. Did your school’s sexual health education curriculum discuss sexual trauma? 

Yes, elementary school 

Yes, middle school 

Yes, high school 

None of these 

10. If yes, was sexual trauma discussed in a sensitive and compassionate way for 

survivors? 

Yes 

No 

Comments 

11. Do you feel that you received important sexual health information during your teen 

years? 

Yes 

No 

Comments 

12. Which areas of sexual health education did you feel was lacking by the time you 

finished high school? Check all that apply. 

Information on STD prevention 

Information on pregnancy prevention 
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Information on protection from sexual trauma and abuse 

Information on life after sexual trauma 

Information on sexual orientations and gender identity 

Information on what a healthy sexuality could look like for you 

Information on what a healthy romantic partnership could look like for you 

Comments 

 

13. Do you have any additional information that you wish to share? 

 

Thank you for completing the survey. At this time I am looking for participants who would 

like to be part of an interview about their sexual health education experiences. The 

interview will consist of 15 questions and take 90 minutes or less of your time. If you are 

interested please fill out the form below. Thank you! 

Name 

Email 

Phone  
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APPENDIX B 

Invitation to Participate in the Survey 

Subject: Help Change Sex Ed! 

 

To whom it may concern, 

     You are invited to participate in an online survey about your experiences with sexual health 

education. This survey is part of my dissertation research and has the potential to help inform 

policy and course content on sex education. For the purposes of the study, you must be: 

1. Between the ages of 18-40 

2. Identify  

 Somewhere along the LGBT spectrum 

and/or 

 As a survivor of sexual trauma (including if you are heterosexual) 

 

 

The survey consists of 13 questions and should take you approximately 15 to 20 minutes 

to complete. At the end, you will be offered the opportunity to participate in the second 

part of the study, which is an interview about your sex education experiences. However, 

you may choose to participate only in the survey portion of the study if you choose. 

 

 Please take the survey now by following the below link: 

https://fielding.az1.qualtrics.com/SE/?SID=SV_3TYiQuI6OV6LNu5 

 

The deadline for completion is 8/07/15 

 

Thank you for being part of improving sex education for future generations! 

 

Sincerely, 

Laura McGuire 

lmcguire@email.fielding.edu 

386-872-0112 

 

 

https://fielding.az1.qualtrics.com/SE/?SID=SV_3TYiQuI6OV6LNu5
mailto:lmcguire@email.fielding.edu
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