£ Y Routledge
Tea'ch'mg E Taylor & Francis Group

d Learni . . . . .
[ Nicdicine. Teaching and Learning in Medicine

‘_Q%Q_ An International Journal

ISSN: (Print) (Online) Journal homepage: www.tandfonline.com/journals/htim20

A Curricular Audit Method: Addressing the Erasure of
Intersex, Trans and Two-Spirit People and the Imprecise
Use of Gender and Sex Concepts in Undergraduate
Medical Education

AJ. Lowik, Jack Parkyn, Emily Wiesenthal, Maria Hubinette & Mei-ling
Wiedmeyer

To cite this article: AJ. Lowik, Jack Parkyn, Emily Wiesenthal, Maria Hubinette & Mei-

ling Wiedmeyer (2024) A Curricular Audit Method: Addressing the Erasure of Intersex,
Trans and Two-Spirit People and the Imprecise Use of Gender and Sex Concepts in
Undergraduate Medical Education, Teaching and Learning in Medicine, 36:3, 280-292, DOI:
10.1080/10401334.2023.2226651

To link to this article: https://doi.org/10.1080/10401334.2023.2226651

A
© 2023 The Author(s). Published with h View Supp|ementary material &
license by Taylor & Francis Group, LLC
@ Published online: 22 Jun 2023. Submit your article to this journal &'
. . A
||I| Article views: 1897 & View related articles (&'
@ View Crossmark data (& EEI Citing articles: 3 View citing articles ('
CrossMark

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalinformation?journalCode=htIm20



TEACHING AND LEARNING IN MEDICINE
2024, VOL. 36, NO. 3, 280-292
https://doi.org/10.1080/10401334.2023.2226651 g

£} Routledge

Taylor & Francis Group

GROUNDWORK 8 OPEN ACCESS | Gneck forupctes

A Curricular Audit Method: Addressing the Erasure of Intersex, Trans and
Two-Spirit People and the Imprecise Use of Gender and Sex Concepts in
Undergraduate Medical Education

A.J. Lowik?® (®, Jack Parkyn?, Emily Wiesenthal®, Maria Hubinette*® (® and Mei-ling Wiedmeyer*®
Centre for Gender and Sexual Health Equity, Faculty of Medicine, University of British Columbia, Vancouver, British Columbia, Canada;

bDepartment of Family Practice, Faculty of Medicine, University of British Columbia, Vancouver, British Columbia, Canada

ARTICLE HISTORY
Received 18 November 2022
Revised 29 April 2023
Accepted 23 May 2023

ABSTRACT

Phenomenon: Intersex, trans, and Two-Spirit people report overwhelmingly negative experiences
with health care providers, including having to educate their providers, delaying, foregoing, and
discontinuing care due to discrimination and being denied care. Medical education is a critical
site of intervention for improving the health and health care experiences of these patients.
Medical research studies, clinical guidelines, textbooks, and medical education generally, assumes
that patients will be white, endosex, and cisgender; gender and sex concepts are also frequently
misused. Approach: We developed and piloted an audit framework and associated tools to
assess the quantity and quality of medical education related to gender and sex concepts, as well
as physician training and preparedness to meet the needs of intersex, trans, and Two-Spirit
patients. We piloted our framework and tools at a single Canadian medical school, the University
of British Columbia, focused on their undergraduate MD program. We were interested in
assessing the extent to which endosexnormativity, cisnormativity, transnormativity, and the
coloniality of gender were informing the curriculum. In this paper, we detail our audit
development process, including the role of advisory committees, student focus groups, and
expert consultation interviews. We also detail the 3-pronged audit method, and include full-length
versions of the student survey, faculty survey, and purpose-built audit question list. Findings: We
reflect on the strengths, limits, and challenges of our audit, to inform the uptake and adaptation
of this approach by other institutions. We detail our strategy for managing the volume of
curricular content, discuss the role of expertise, identify a section of the student survey that
needs to be reworked, and look ahead to the vital task of curricular reform and recommendations
implementation. Insights: Our findings suggest that curricular audits focused on these populations
are lacking but imperative for improving the health of all patients. We detail how enhancing
curriculum in these areas, including by adding content about intersex, trans, and Two-Spirit
people, and by using gender and sex concepts more accurately, precisely and inclusively, is in
line with the CanMEDS competencies, the Medical Council of Canada’s Objectives for the Qualifying
Examinations, many institutions’ stated values of equity, inclusion and diversity, and physicians’
ethical, legal and professional obligations.
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Phenomenon competence.*” Medical education curricular content
on the health of intersex, trans, and Two-Spirit people
is often cursory, optional, and elective and largely
focused on improving attitudes rather than building

and practicing clinical skills. Providers may misgender

Intersex!, trans?, and Two-Spirit®> people experience
systemic barriers to quality health care. Evidence from
Canada and the United States suggests that many

intersex, trans, and Two-Spirit people delay, discon-
tinue or avoid seeking care, due to pervasive stigma,
discrimination and negative encounters with providers
who lack knowledge and experience in gender- and
sex-inclusive practice, and Indigenous cultural

patients or focus solely on their sexes, gender iden-
tities or sexualities while neglecting other health
needs.* Further, intersex, trans, and Two-Spirit people
are frequently tasked with educating their providers
and advocating for their own care needs.® These
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actions contribute to a system of inequitable care for
these patients and negatively impact health outcomes.
More broadly, the reification of gender essentialism,
endosexnormativity, cisnormativity, transnormativity,
and the coloniality of gender in medical curricula
(see Supplementary Material A for our definitions of
these terms) functions to sustain both passive and
active erasure of intersex, trans, and Two-Spirit people
from discourses of health and wellness.” As the
assumedly white, endosex, cisgender body remains the
standard in research studies, clinical guidelines, and
medical school textbooks, providers are left without
appropriate knowledge, policies or practices to serve
intersex, trans, and Two-Spirit patients.” This infor-
mational and institutional erasure harms intersex,
trans, and Two-Spirit patients by rendering their
health needs, their bodies and indeed their very iden-
tities invisible. Importantly, medical education is rou-
tinely mentioned as a critical site of intervention to
improve care for intersex, trans, and Two-Spirit peo-
ple.®!! Despite growing recognition of gender as a
key determinant of health and health advocacy as a
vital physician competency, medical education per-
taining to care of intersex, trans, and Two-Spirit
patients remains limited. Intersex, trans and Two-Spirit
people patients need access to competent providers
in all aspects of health care.

Medical education literature suggests an overall
dearth of curricula focused explicitly on gender diver-
sity. Where this type of curricula does exist, it is
routinely collapsed with sexual identity into the cat-
egory “LGBTQ. A 2011 review of US and Canadian
medical school undergraduate curricula reported a
median time of five hours dedicated to LGBTQ-related
content.®* While medical students believe education on
gender and sexuality is important, many do not feel
such content is adequately addressed in their train-
ing.**!" Only 16% of US medical schools accredited
with the Liaison Committee on Medical Education
included comprehensive training on LGBTQ health,
and more than half reported none at all.'? By utilizing
the umbrella language of LGBTQ, the unique, nuanced
needs of these different communities are overlooked.
Focus is primarily on sexuality and sexual minorities
(cisgender men and women who are gay, lesbian,
bisexual, queer, etc.), often to the exclusion of dis-
cussions about gender and gender minorities (trans
men, trans women, and nonbinary people, who will
have varied sexualities).

A 2018 review of trans health content in North
American medical undergraduate and postgraduate
education found training is composed primarily of
one-time attitude and awareness-based interventions
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that “suffer methodologically from the lack of
long-term assessment, the lack of emphasis on clinical
skills, or the evaluation of patient outcomes”® In
Canada, a 2016 survey of both medical students and
program administrators noted large differences in time
spent on trans health, ranging from zero to two hours,
to greater than eight hours. Administrators at the
University of British Columbia (UBC) reported two
to four hours of curricular time dedicated to trans
health in the first year, however 70% of UBC students
surveyed did not feel the subject was adequately
taught.* When surveyed, only 6% of UBC medical
students and 7% of students at other Canadian med-
ical schools felt knowledgeable to address the concerns
of trans patients in primary care settings.* While the
response rate for this survey was low, these data align
with a 2009-2010 survey of over 4,000 North
American medical students, of which over 67% rated
their LGBTQ-related curricula as “fair” or worse.!!
Where trans-specific content is included in medical
education curriculum, it typically focuses solely and
exclusively on gender-affirming hormones and surgical
interventions to the exclusion of other health care
needs. This reduction is inadequate and indicative of
a lack of understanding of the barriers trans patients
face in primary, emergency, palliative, specialist, and
other health care settings across the life course.
Research suggests training in trans-specific content
and clinical exposure to trans medicine improves stu-
dent comfort, confidence, knowledge, and skill to
provide care to trans patients.'

Two-Spirit people are frequently added to the LGBTQ
acronym, with the label “2S” as though their experiences
are synonymous with those who identify using Western
identity labels like lesbian, gay, bisexual, trans, and queer.
Our review of the literature was unable to locate research
that considered whether and how medical education cur-
ricula considers the specific needs of Two-Spirit people.
Two-Spirit peoples health is impacted by cis- and het-
eronormativity but also by racism and colonialism. This
means that Two-Spirit people’s specific health care needs
and barriers to affirming care will not be attended to
when lumped in with LGBTQ people, especially insofar
as whiteness is constructed as central to lesbian, gay,
bisexual, and queer identities.!*!

Intersex people are also sometimes added to the
LGBTQ acronym, with the letter “I" Our review of the
literature was similarly unable to locate research that
considered whether and how medical education curricula
considers the specific needs of intersex people. Evidence
suggests that medical students have significantly less
knowledge of intersex health as compared to knowledge
about lesbian, gay and bisexual people’s health."> The
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reduction of “intersex health” to merely a matter of
at-birth sex determination for those with differences in
sex development, along with associated medical inter-
ventions, is inadequate. This framing is indicative of a
lack of understanding of the complexity of intersex peo-
ple’s health care needs, including health care needs across
the life course.

While education alone cannot address the structural
inequities that shape health care, identifying and
addressing gaps in medical education will help
improve clinical encounters between intersex, trans,
and Two-Spirit patients and providers. This article
explores the process of developing an audit framework
and purpose-built tools, formulated with two stated
goals. First, we wanted to develop a method for
assessing the extent to which students are being
equipped with the language, skills, and confidence to
provide quality and affirming care to intersex, trans,
and Two-Spirit patients. Second, we wanted to develop
a method for determining how medical education
curriculum mobilizes the concepts of gender and sex.
These concepts are frequently confused and conflated
(e.g., where sex terms like male and female and gen-
der terms like man and woman are used interchange-
ably) and used as crude proxies for anatomy or
physiology (e.g., where female is used as a stand-in
for people with vulvas, who menstruate, etc.).!!® For
example, we note that among four curricular audit
projects purportedly focused on sex- and gender-based
medicine, each exclusively considered the extent to
which cisgender women’s health was addressed in the
curriculum.'®? Our contention is that when gender
and sex are conceptualized and mobilized accurately,
precisely, and inclusively in medical education, this
will positively impact the health and healthcare expe-
riences of all people. In writing this manuscript we
share the details of our process, publish our tools,
and reflect on the strengths and shortcomings of our
approach. Our hope is that other universities and
colleges who train healthcare providers will undertake
their own curricular audit projects, to both standard-
ize and improve the curriculum.

Approach
Study setting

The University of British Columbia is currently home to
the only medical school in the province. The province
of British Columbia was created on the lands of over
two hundred Indigenous nations through a strongly
resisted yet ongoing process of colonial land dispossession
that has created serious health disparities for Indigenous

people in the province. The University of British
Columbia Faculty of Medicine has distributed sites
throughout the province. The undergraduate program
(also known as the MD program) is a four-year training
program whose graduates may continue to postgraduate
training upon graduation (“residency”).

Curricular mapping

To demonstrate and justify the need for this project,
we engaged the Faculty’s Curriculum Mapping Unit
(CMU), who are responsible for capturing, document-
ing, and managing the MD undergraduate curriculum,
and who support accreditation and curriculum renewal
projects. We provided the CMU with a series of 14
MeSH terms: gender, gender identity, gender dyspho-
ria, sexual and gender minorities, gender minority,
transgender persons, LGBTQ persons, queer, intersex
persons, gender non-conforming, health services for
transgender persons and health disparities. Our search
identified only 10 sessions across the entire four-year
undergraduate MD program that were tagged with
one or more of these MeSH terms. At this early stage,
we did not undertake a thorough assessment of the
quality and depth of content that was tagged internally
as being relevant to these topics; however, we did
note that based on the abstracts and activity objectives
associated with these materials, some appeared irrel-
evant to the search parameters, some used outdated,
binary, or cis-centric language, some focused on
pathologies and others were very general in their
scope. Rather than robust opportunities to learn about
the health of intersex, trans, and Two-Spirit people’s
health, this preliminary mapping of the curriculum
signaled the lack of attention being paid to a variety
of broadly connected topics and demonstrated the
need for this project.

Funding and timeline

We received funding for this curricular audit project
from the University of British Columbia’s Faculty of
Medicine Strategic Investment Fund, which invests up
to $2 million per year in projects which advance the
faculty’s strategic goals. Our project was funded as an
education-related project, as part of the Fall 2020
round. We also received in-kind support from the
Center for Gender and Sexual Health Equity. With
these funds we were able to pay the 1-year part-time
salary of a project lead, the 1-year part-time salary
of an Undergraduate Academic Assistant, offer hon-
orariums to various consultants that were engaged



throughout the project, and offer a randomized raffle
to incentivize participation in our student and faculty
surveys. The project was supported by a Principal
Investigator (PI), who is a Clinical Assistant Professor
in the Faculty, and works as a family physician and
family planning provider. Our project began in January
2021 and ended in April 2022, with the first 8 months
dedicated to developing our audit framework and
tools, and the second 8 months dedicated to piloting
the audit with the University of British Columbia
Faculty of Medicine undergraduate curriculum and
generating a report of findings and recommendations
resulting from that pilot audit.

Academic advisory committee

Our audit development process began with the estab-
lishment of an Academic Advisory Committee, com-
prised of UBC faculty and staff with expertise in
education, curriculum, and pedagogy; equity, diversity,
and inclusion principles; the health of intersex, trans
and Two-Spirit people; and the training and creden-
tialling of students who are working toward careers
as service providers. The Academic Advisory
Committee included some members who were trans,
and some who were parents of trans youth. The
Academic Advisory Committee met monthly through-
out the 8-month development phase and provided
guidance on the process. At the early stages, the
Academic Advisory Committee identified the need
for auditing formal, informal and hidden elements of
the curriculum.?*-?* Rather than limiting our scope
to only standardized materials (didactic lectures, clin-
ical skills manuals, etc.), we were interested in assess-
ing the values, norms, and beliefs conveyed in the
delivery of the curriculum, as well as the experiences
of intersex, trans and Two-Spirit medical students.
Throughout the 8-month development process, we
also met with key individual faculty members and
relevant committees who were introduced to the proj-
ect, and subsequently invited to provide guidance on
the direction, scale, and scope of the audit, as well
as the specific tools that we developed to assess the
curriculum.

Medical education curricular audit literature review

We reviewed and annotated 19 articles that detailed
medical education curricular audits. During this
non-exhaustive search, we looked specifically at
audit-related methodologies rather than results.
Importantly, we found no articles which described

TEACHING AND LEARNING IN MEDICINE @ 283

medical education curricular audits focused on our
areas of interest; namely, the health of intersex, trans
and Two-Spirit people, and the accurate and precise
use of gender and sex concepts in medical education.
This gap further justified the need for our project.

The focus of the curricular audits we reviewed fell
into three broad themes: (1) audits undertaken in
response to critical gaps in medical education per-
taining to the health of marginalized populations
(disabled people, LGBTQ + people, cisgender
women);'?-226-2 (2) audits focused on examining the
extent to which particular health-related topics or
skills were being integrated into the curriculum (e.g.,
dermatology, HIV postexposure protocol adherence,
informatics, pain management, ultrasound training,
dental, surgical skills);*=*® and, (3) audits focused on
examining how students were being taught core com-
petencies, as well as ethical and code of conduct
responsibilities (ethics, law, professionalism).**-*! This
review provided us with a range of options for how
to conduct our own audit. In general, the articles
advocated for an integration approach as opposed to
the development of new separate content to address
curricular gaps. Many deployed multipronged meth-
odologies for assessing and auditing the medical edu-
cation curriculum.

In terms of engaging students in the audit process,
there were three primary approaches undertaken
across the 19 studies: (1) engaging student collabo-
rators across multi-institution audits, who collect and
code curricular data and present their findings to
faculty responsible for organizing curriculum,* (2)
engaging students as auditors, who document
instances of particular kinds of curricular content as
they encounter it during their studies,?"**** and (3)
engaging students via surveys, where feedback on
the quality and quantity of curriculum is collected,
and where competencies and confidence in perform-
ing particular skills is assessed.’****74! In terms of
engaging faculty and staff in the audit process, there
were two primary approaches undertaken across the
19 studies: (1) qualitative and quantitative methods
like interviews, questionnaires, and surveys, to ascer-
tain the degree to which some or all faculty are
covering, in theory or practice, particular content or
competencies in their teaching, and to better under-
stand factors that they perceived as impacting their
ability to deliver specific curricular content,?31:32:35:36
(2) having faculty submit or make available their
materials for review by independent reviewers and/
or other faculty, deans, and other stakeholders.?*?!
Finally, in terms of approaches to auditing the content
of the standardized curriculum, five primary
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approaches were undertaken: (1) comparing the cur-
riculum to preexisting standards, assessment tools,
competencies, and learning outcomes,?¢3%3341 (2)
conducting a historical comparison between current
and past curricula to assess changes over time,?%?
(3) auditing only publicly available information, such
as that which is available via an institution’s web-
site,® (4) assessing the quality of curriculum map-
ping tags,’! (5) developing purpose-built tools and
checklists, built to address topic areas and learning
outcomes, proportion of curricular time dedicated
to a topic, sequencing of the topic within the pro-
gram, as well as methods of teaching and
evaluation.’®

Focus groups

We conducted two paid focus groups with currently
registered University of British Columbia Faculty of
Medicine undergraduate medical students. After having
received ethics approval, we recruited 15 participants
using closed Facebook groups created for each of the
graduating class cohorts, and by having our recruitment
materials circulated by various Faculty of Medicine
student clubs. One focus group included eight cisgender
medical students who were compensated $30 for their
participation in a 90-minute group interview. The sec-
ond focus group included five medical students who
identified as intersex, trans, or Two-Spirit who were
compensated $60 for their participation in a second,
separate 90-minute group interview. Paid one-on-one
interviews were conducted with two trans medical stu-
dents who were unable to attend the scheduled focus
groups. Focus groups and one-on-one interviews were
held virtually on Zoom, where camera use was optional,
and pseudonyms were assigned to each participant.
The focus groups were facilitated by the Undergraduate
Academic Assistant, who also transcribed, coded, and
thematically analyzed the findings. The Undergraduate
Academic Assistant presented their findings at an
Academic Advisory Committee meeting. Using the
focus group data, we were able to: a) gain understand-
ing of how the curriculum functions and how all the
elements of the curriculum come together in the stu-
dents’ experiences, b) identify what the students felt
were the strengths, gaps, and opportunities for improve-
ment within the curriculum and ¢) gain insight into
the students’ perspectives on the hidden curriculum,
including learning environment and climate, peer inter-
actions, and extra-curricular learning opportunities.
The findings from these two focus groups informed
the development of our student survey and allowed us
to determine how and where to concentrate our limited

time and resources when it came to auditing the con-
tent of the standardized curriculum.

Expert consultation interviews

While the Undergraduate Academic Assistant was con-
ducting the two focus groups with medical students, the
Project Lead conducted 10 expert consultation interviews.
After having received ethics approval, we purposively
recruited 10 participants who were identified by the
Academic Advisory Committee or who were in the pro-
fessional network of the Project Lead. These 10 experts
were recruited due to their, (a) experience developing or
delivering medical education curricula with a particular
focus on content specific to the health and health care
needs of intersex, trans, and Two-Spirit people; (b) having
conducted medical education curricular audit projects,
(c) having expertise in the various dominant ideologies
identified as pertinent to the project (endosexnormativity,
cisnormativity, transnormativity, gender essentialism, and
the coloniality of gender), (d) having clinical experience
in serving intersex, trans, or Two-Spirit patients, (e) hav-
ing knowledge of gender-affirming care service provision
in British Columbia and thus able to identify gaps in
current in-service provider knowledge when it comes to
serving intersex, trans, and Two-Spirit patients; and (f)
having lived experience as an intersex, trans, or Two-Spirit
person. Interviews were held virtually on Zoom, where
camera use was optional, and pseudonyms were assigned
to each participant. Each participant was offered a $50
honorarium for their time and expertise. Interviews were
conducted by the Project Lead and interviewees were
asked questions relevant to their experiences and exper-
tise. Interview recordings were transcribed, coded, and
thematically analyzed, and the Project Lead presented
the findings at an Academic Advisory Committee meet-
ing. Using the interview data, we were able to: (a) gain
understanding of how others had approached medical
curricular audit projects, learning about best practices
and stumbling blocks from the perspective of those who
had undertaken similar projects as ours; (b) brainstorm
how to assess and measure dominant ideologies within
medical education curriculum, where dominant ideologies
are abstract concepts with multiple components; and (c)
identify gaps in current knowledge and skills among
in-service physicians to identify opportunities to address
those gaps during our audit.

Community advisory committee

Having developed initial drafts of the audit framework
and tools, we held two 90-minute Community
Advisory Committee meetings. After receiving ethics



approval, we purposively recruited 15 participants to
this Community Advisory Committee, each of whom
self-identified as intersex, trans, and/or Two-Spirit.
Participants were also diverse in terms of race, gender
identity, sexuality, age, and ability, and we aimed to
create a balanced group, where some participants had
academic/research experience and others did not.
Participants were primarily recruited through Facebook
groups and were paid $75 for each of two Community
Advisory Committee meetings. Meetings were held
virtually on Zoom, where camera use was optional,
and pseudonyms were assigned to each participant.
Ultimately, three invitees declined participation, leav-
ing the Community Advisory Committee without
sufficient representation of intersex and Two-Spirit
people. We therefore supplemented the Community
Advisory Committee feedback process by reengaging
two of the individuals from the expert consultation
interviews - these two individuals were invited to
provide feedback on the audit tools and were paid
for their time. A week prior to the first Community
Advisory Committee meeting, participants were sent
the draft audit tools for their review and consider-
ation, along with a list of guiding questions to guide
their review. Participants were asked to reflect on: (a)
whether the survey questions were sufficiently clear
or could be subject to misinterpretation and misun-
derstandings, (b) whether the surveys and purpose-built
audit question list were sufficiently comprehensive, or
whether anything important was missing, (c) how
survey respondents might react to certain questions
and whether there were strategies to mitigate respon-
dent shame or defensiveness in how questions were
phrased, (d) whether there were items of redundancy
that could be removed or refined, (e) whether the
purpose-built audit question list effectively and com-
prehensively measured what it aimed to measure, and
whether there was anything missing from how we
were approaching the measurement of each of the
dominant ideologies of concern.

The Community Advisory Committee scheduled
meetings to coincide with the project’s Academic
Advisory Committee meetings, to create a parallel
process of reviewing and reflecting on the draft tools
(see Figure 1). After the initial Community Advisory
Committee meeting, we transcribed the meeting
recording, and generated a list of recommendations
and revisions based on that transcript. We considered
this list of recommendations and revisions alongside
a list of recommendations and revisions generated
from the parallel Academic Advisory Committee
meeting. The Undergraduate Academic Assistant
updated all the tools with guidance from the Project
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Lead. We then circulated the updated tools for a sec-
ond time to both the committees. We scheduled a
second set of meeting with both the Community and
Academic Advisory committees. After the second
Community Advisory Committee meeting, we tran-
scribed the meeting recording, and generated a list
of recommendations and revisions based on that tran-
script. We considered this list of recommendations
and revisions alongside a list of recommendations and
revisions generated from the second, parallel Academic
Advisory Committee meeting. Lastly, the Undergraduate
Academic Assistant updated and finalized the tools
with guidance from the Project Lead.

Audit framework and tools

Informed by our literature review, the focus groups
with medical students, the expert consultation inter-
views and with guidance from our two committees,
our audit ultimately involved three core components.

First, we created a survey for faculty, staff, tutors,
preceptors, and others involved in the design and
delivery of the undergraduate medical education
curriculum (Supplementary Material B). In addition
to collecting respondents’ sociodemographic infor-
mation, this survey included a section on personal
values, beliefs, and attitudes open to all respondents,
as well as subsections on teaching, curriculum
design and development, and faculty development
that were open to respondents with experience in
those areas. We were interested in collecting infor-
mation about not only whether, when, and how
respondents were teaching about gender, sex, inter-
sex, trans and/or Two-Spirit patients. We were also
interested in ascertaining the factors that they
understood as impacting their ability or willingness
to design or deliver curricular content about these
topics and populations.

Second, we created a student survey, open to all
current and some recently graduated medical students
(Supplementary Material C). As with the faculty sur-
vey, we collected sociodemographic information and
included a section on personal values, beliefs, and
attitudes. We also asked students to reflect on up to
3 instances when they had had a chance to learn
about intersex, trans or Two-Spirit people, and to
reflect on the content and quality of that education.
Students were also asked to share whether they had
experienced or witnessed discrimination on the basis
of gender or sex. We offered specific questions only
to Indigenous students, and then only to intersex,
trans, and Two-Spirit students, to better understand
their experiences.
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Review
Round 1

Meeting
Round 1

Feedback
Integration

Round 1

Review
Round 2

Meeting
Round 2

Feedback
Integration
Round 2

\
* Community and Academic Advisory Committees provided with student survey, faculty survey and purpose-
built audit question list for their review.
* Expert consultants (n=2) were provided with these same materials.
2
)
* Community and Academic Advisory Committees met with the Project Lead and Undergraduate Academic
Assistant, who collect their feedback on their draft tools.
* Expert consultants provided their feedback by email and during a one-on-one meeting with the Project Lead
A
)
* Project Lead and Undergraduate Academic Assistant integrated committee and expert feedback.
.
R
* Community and Academic Advisory Committees received updated versions of the tools.
b
N\
* Community and Academic Advisory Committees met with the Project Lead and Undergraduate Academic
Assistant for a second round of feedback.
o
N\
*Project Lead and Undergraduate Academic Assistant integrated committee feedback and finalized the tools;
submitted to ethics for their approval.
A

Figure 1. Audit tool review flowchart.

Finally, we developed a purpose-built audit ques-
tion list (Supplementary Material A). This question
list was used to audit and assess the standardized
elements of the MD undergraduate medical curricu-
lum, which all MD undergraduate medical students
are exposed to, no matter who is doing the teaching.
In this case, that meant focusing on years 1 and 2
of the four-year program. We divided the question
list into five major categories focused on five domi-
nant ideologies (ideologies of sex/endosexnormativity;
ideologies of gender/cisnormativity; transnormativity;
Indigeneity, the coloniality of gender and Two-Spirit
Health; intersectionality). Each section begins with a
detailed description of the dominant ideology, along
with a series of questions relevant to that dominant

ideology, meant to capture the breadth and complex-
ity of each ideology and how it might be operation-
alized within the curriculum. This portion of the
audit was conducted by the Project Lead, the
Undergraduate Academic Assistant, and two FLEX
students — medical students enrolled in Flexible and
Enhancing Learning courses, which provide these
students with opportunities to pursue research,
community-engagement, and other scholarly activities.
Rather than having faculty submit their curricular
materials directly, we requested and were granted
access to current and archived materials via the fac-
ulty’s integrated teaching and learning platform,
Entrada. As such, we could review materials without
having to approach each faculty person one at a time.



With this streamlined access to the curriculum and
informed by insights from the student focus groups
and meetings with key faculty and committees, we
ultimately audited all clinical and communication
skills materials and all case-based learning scenarios
(52 scenarios). We also reviewed all content (lectures,
readings, webinars) associated with eight specific
weekly themes (cancer detection and management,
infertility, pregnancy, birth and newborns, sexual
functioning, sexuality, adolescent health and devel-
opment, abnormal vaginal bleeding). Project Lead,
Undergraduate Academic Assistant and FLEX student
auditors wrote individual reports for the element of
the curriculum that they were assigned to review,
and these reports were compiled (along with results
from the two surveys) into a final findings and rec-
ommendations report that was shared with the Faculty
of Medicine at the conclusion of the project.

Findings

Having undertaken this 16-month audit framework
and tool development and piloting project, we include
here our reflections on the strengths, limits, and chal-
lenges, in order to inform the uptake and adaptation
of this approach by other institutions. Figure 2, “Key
Take-Aways and Helpful Tips for Undertaking a
Curricular Audit of Medical Undergraduate Curricula”
provides a high-level, at-a-glance overview of these
lessons learned and broad guidance.
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Managing the volume of standardized curricular
content

We were aware throughout this project that there
would be more curricular content than we would have
the time and resources to audit, in particular weekly
lectures which comprise approximately 20h a week of
material, across two years of courses. We explored
several options for managing the volume of the cur-
riculum. One option was to randomly select materials
to review, for example, by auditing one random lecture
each week. This approach would have facilitated our
reviewing materials across the curricular blocks, on a
range of topics. Our concern, however, was that this
approach would have us inadvertently overlooking the
curricular materials focused on intersex, trans, and
Two-Spirit people. Instead, we relied on key stakehold-
ers (faculty and staff, as well as students who partic-
ipated in our focus groups and survey) to help identify
places where we were likely to find discussion of inter-
sex, trans and/or Two-Spirit patients, and places where
gender and sex concepts were being relied on to dis-
cuss health care risks, patients’ screening, and assess-
ment needs, etc. As such, we were able to comment
on how intersex, trans, and Two-Spirit people were
being discussed in some key curricular areas, by focus-
ing our efforts on those areas. We were also able to
identify some chronic shortcomings with how gender
and sex were being mobilized in the materials that we
viewed (e.g., concepts being misused, confused, con-
flated, treated as binaries, treated as crude proxies).

Scale and Scope | Expertise Implementation
You will need to People with expertise
make decisions must be involved at .

Audits should be

about how to

every step. To see,

undertaken alongside

concepts and/or
intersex, trans and
Two-Spirit-focused
content.

than those without
relevant educational
backgrounds.

Helpful manage the volume | critique and respond to lans for and
Tips of curriculum, as the presense of dominant Eommitments to
there is more than ideologies, rigorous impl tafi
you'll reasonably be | training in those tmpiementation.
able to audit. ideologies is needed.
One strategy is to . .
audit only curricula | Auditors with E)lllg i;l;l:; ;fgil:ni’sv:ﬁ)l vcvli
where you anticipate | backgrounds in critical . i’
finding relevant gender studies and moving G l?e
Key Take- | concepts. Forusit | related fields produced ?OTﬂi.cat?d' Hav1r.1tg an :
Aways was gender/sex more robust assessments | [0 1OMS commitmen

to this ongoing work, as
well as a detailed plan for
how it will be undertaken,
is vital.

Figure 2. Key take-aways and helpful tips for undertaking a curricular audit of medical undergraduate curricula.
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We expect these shortcomings to be similarly persistent
and recurring through the entirety of the curriculum
and are reasonably confident that our findings are
applicable to the elements of the curriculum that we
did not review. It is possible that there were superb
examples of conceptual precision and patient inclusion
in lectures that we did not audit; however, we would
have expected the faculty, staff, and students to have
pointed us to those exemplary materials.

The importance of compensated expertise

Our project was led by one person with extensive
clinical experience (the PI), and one person with
degrees in critical gender studies and trans studies,
whose work focuses on trans health (Project Lead).
We supplemented this leadership expertise with
numerous opportunities to learn from and be guided
by other experts, including advisors with lived expe-
rience as intersex, trans, and Two-Spirit people
during the consultation interviews, as well as during
frequent Academic and Community Advisory
Committees meetings. We offered compensation to
all expert consultants, community, and academic
advisors for their time, although some refused the
compensation as they saw their involvement as a
component of their paid work. This expertise was
vital to the success of this project — both in terms
of formulating an approach to auditing curricular
materials, and in terms of understanding the com-
plex findings and making corresponding, concrete
recommendations for improvement. As aforemen-
tioned, we engaged the project’s Undergraduate
Academic Assistant (a paid position) and FLEX
medical students as student auditors, tasked with
reviewing aspects of the curriculum and writing
reports of their findings using the purpose-built
audit question list. These reports were of varying
depth and nuance, and we noted that those student
auditors with past education and interest in the
fields of gender and sexuality studies produced more
skillful reports. As such, we recommend that insti-
tutions undertaking similar audit projects engage,
at all levels, project leaders, advisors, and auditors
who can understand the complex dominant ideolo-
gies and frameworks being explored. While it is
likely possible that an auditor could be taught about
endosexnormativity, cisnormativity, transnormativity
and other complex discourses, for example, projects
such as these will only benefit from having people
involved who are already well versed in these con-
cepts, able to identify instances of these norms with
ease and familiar with strategies for combating

concept misuse, stereotypes, and erasure. In the
same way that curricular content ought to be deliv-
ered by instructors with the relevant competencies,
undertaking an audit such as this requires that audi-
tors and others involved are similarly equipped with
expertise on the subject matter, and then compen-
sated for their time and expertise.

Applicability and tailoring

In the various tools we created for this audit, we
discuss Indigeneity, Two-Spirit people, and the colo-
niality of gender which has been problematically rei-
fied by and embedded into the undergraduate medical
education curriculum in Canada. We contend that
this approach is applicable and appropriate for cur-
ricular audits undertaken across Canada and the
United States. In other contexts, however, we recom-
mend that this content be appropriately tailored. For
example, the term Two-Spirit is not used globally, and
curricular audits in other countries will need to attend
to the ways that Brotherboy/Sistergirls (Australia),
travesti (Peru, Brazil, Argentina), Kathoey (Thailand),
Fa’afafine/Fa’afatama (Samoa) and other people who
claim various Indigenous and culturally specific gen-
der terms are, or are not, being included in the cur-
riculum. A nuanced understanding of the impacts of
colonization on gender/sex (and sexuality) will be
required in each geopolitical context.

Further, the need for accuracy and precision in
the use of gender and sex concepts is not limited
to Canada and is not limited to content focused on
intersex and trans people - all medical education
ought to carefully attend to these concepts. For
instance, understanding symptoms and risk factors
requires that physicians ascertain whether some
aspect of gender or some aspect of sex is at the root
of observed presentations. For instance, ensuring that
patients receive appropriate screening also requires
that physician do not conflate and confuse sex and
gender — despite cervical cancer screening being rec-
ommended for women, it is ultimately people with
cervixes who require cervical cancer screening,
regardless of how they identify. As such, regardless
of whether specific curricular content is thought to
be ‘relevant’ to intersex, trans, or Two-Spirit people,
gender and sex concepts are used throughout medical
education and their misuse has profound negative
impacts on patients of all kinds. Indeed, it is the
pervasive misuse and endosex-cisnormative use of
gender and sex concepts which lends itself to the
erasure of intersex, trans and Two-Spirit people from
the curriculum.



Low survey response rate

Curricular audit projects that we reviewed during our
literature review, frequently cited low survey response
rate as a concern or limitation.****”#! Qur two sur-
veys also generated what might be classified as low
response rates, with sixty students and sixty faculty
participating in each respective survey. Our surveys
were only open for a relatively short data collection
period (approximately 6 wk), due to the overall lim-
ited timeline of our project. The surveys were also
purposively lengthy, wanting to capture a diversity of
measurements and insights from respondents. As such,
they required 30min or more to complete. Finally,
we suspect that some prospective faculty respondents
did not understand the relevance of the topic to their
work or role, and as such did not participate due to
that perceived irrelevance. However, for our purposes,
60 respondents for each survey helped develop fruitful
and productive outcomes. The surveys were not
‘research’ in the strictest sense; we were not concerned
with ensuring that the survey respondents were rep-
resentative of the entire student or faculty population.
Instead, we used the surveys to glean additional
insights that were not available to us had we only
reviewed the standardized curriculum. The surveys
allowed us to contextualize some of our audit findings.
For example, where we found little to no content
focused on intersex, trans, and Two-Spirit people, the
faculty survey revealed factors contributing to that
lack of inclusion. Or, where the auditors found prob-
lematic curricular content, the students surveyed
shared their own experiences of that content, allowing
us to validate our impressions of the problems, and
supplement our final report with insights directly from
students. We ultimately achieved our goals, despite
the relatively low overall number of respondents. The
surveys added another layer of depth to our audit
analyses, gave insights into student and faculty com-
petence and confidence, and allowed us to explore
the hidden curriculum and learning environment.

Curricular component decipherability

In section 3 of the student survey, we asked respon-
dents to identify 1-3 instances where they recalled
being taught about the health and healthcare needs of
intersex, trans, and/or Two-Spirit people. They were
then asked to share their impressions of the strengths
and limitations of that teaching. However, having stu-
dents provide the course code and the teaching modal-
ity was insufficient, on its own, to determine with
precision which element of the curriculum they were
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referring to. In some cases, the survey respondents
used the provided write-in box to tell us exactly which
lecture, case-based learning scenario, clinical skills
material or assigned reading they were discussing. In
other cases, however, we could not deduce which ele-
ment of the curriculum an individual student was
discussing, nor could we determine when individual
students were talking about the same material — except
when the write-in box provided us those much-needed
additional context clues. As such, we recommend that
section 3 of the survey be amended and tailored for
each institution, where students are asked to provide
very specific details about the curricular material, so
that all reflections can be properly attributed and sub-
sequently compiled and compared when students are
discussing their impressions of the same content.

Dissemination and implementation

Our project was specifically focused on developing a
framework, method, and associated tools for auditing
curricula, and piloting that approach. We compiled
our findings and associated recommendations into a
90-page final report, which has been shared with our
institution’s Faculty of Medicine, alongside a short
summary bulletin and an at-a-glance summary of
recommendations.

The decision to undertake an audit ought to occur
alongside institutional commitment to acting on rec-
ommendations that result from that work, and a plan
for how implementation will occur. This is vital since
medical education curricula can be organized in frag-
mented ways (e.g., where no individual lecturer is nec-
essarily aware of what else is being taught that week,
on that topic), and where authority to alter curriculum
can be complicated by concerns about academic free-
dom, for example. In the absence of institutional com-
mitment and plans for implementation and uptake, a
curricular audit serves as a performative act, rather
than a springboard for curricular reform and associated
structural change. The vital work of disseminating our
final report and implementing its recommendations is
ongoing and proceeding with minimal involvement
from our team since the project’s funding for the team
has come to an end. Our core team (the PI and Project
Lead) have been available, on an ad hoc basis, to assist
with this process; however, we have had to make tough
decisions as to when and where we are able to offer
additional guidance and expertise beyond that which
is contained in our various reports. In the year since
we completed our audit, we have attended numerous
meetings hosted by various curriculum committees,
met with key faculty responsible for various aspects of
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the curriculum, and made sure that the findings reports
have been made available to individuals who request
them or who reach out and detail that they are under-
taking similar or complementary work. We have offered
one stand-alone training as part of the university’s
Respectful Environments, Equity, Diversity, and
Inclusion office, and have been engaged in thoughtful
and productive email and virtual meeting exchanges
with individuals working in the admissions and assess-
ment departments. At the time of writing, a small
number of low hanging’ recommendations have been
implemented - the process of curricular reform is
slow-moving, and often done in piecemeal ways. The
ongoing and future work of improving the curriculum
based on the audit findings is ultimately the responsi-
bility of the Faculty of Medicine. Our hope is that the
Faculty of Medicine will invest the same level of time,
financial resources, personnel, and passion into the
implementation as they did the developing and piloting
of the audit. Professional and faculty development will
be key, so that those tasked with delivering the updated
curriculum, are prepared to do so in ways that reflect
the stated values of the institution, and in ways that
prepare medical students to meet the needs of their
diverse patients. We are hopeful that implementation,
curricular reform, and faculty development will be
ongoing, and look forward to reporting on the state
of the curriculum in a few years’ time.

Auditing the curriculum alone is insufficient if
curricular reform based on the audit does not occur.
Indeed, curricular audits and the reform and profes-
sional development work that results from them are
never simply one-and-done, but iterative, ongoing
activities that are only possible with long-standing
internal champions and leadership, repeated external
pressures, continuous financial and time commit-
ments, and guided by the principles of transparency
and accountability.

Insights

Medical education is a critical site of intervention, to
better prepare health care providers with the language,
skills, competencies, and confidence to serve their
patients, and to improve the health and healthcare
experiences of patients who are marginalized and
minoritized, including intersex, trans, and Two-Spirit
people. Medical education ought not only provide med-
ical students with exposure to intersex, trans, and
Two-Spirit patients in theory (e.g., by providing defi-
nitions of what these terms mean), but must also pre-
pare medical students with the practical skills that they
will need to meet the needs of these patients. Even

beyond more purposeful inclusion of these patient pop-
ulations, medical education ought to mobilize the con-
cepts of gender and sex accurately and precisely
- gender and sex are complex, complicated, and distinct
yet interconnected variables, the misuse of which has
profound negative impacts on all patients.

The Royal College of Physicians and Surgeons of
Canada adopted CanMEDS in 1996, which includes
strategies for enhancing physician training to improve
patient care. Among other roles, the CanMEDS com-
petencies state that health care providers need to be
health advocates (which would require that they are
familiar with the health care needs of intersex, trans,
and Two-Spirit people) and medical experts (which
would require that they understand how gender and
sex impact health, where these concepts are mobilized
accurately, precisely and inclusively). Further, the
Medical Council of Canada’s Objectives for the
Qualifying Examinations details that in regard to
Indigenous patients, candidates must “demonstrate an
awareness of the root causes of the inequitable health
care and health outcomes experienced by Indigenous
Peoples; understand the importance of and demon-
strate anti-racist, culturally safe, trauma- and
violence-informed care; articulate the inherent
Indigenous and Treaty Rights (e.g., Medicine Chest
Clause) relevant to the health of Indigenous Peoples;
apply population health principles in understanding
and advocating for Indigenous Peoples’ health at the
individual, community, institutional (e.g., hospitals),
and societal levels”* In alignment with the require-
ments of the qualifying exam, it is imperative that
the undergraduate MD curriculum equip medical stu-
dents to practice with Indigenous patients, including
Two-Spirit, who are oftentimes overlooked.

In this paper, we have detailed our approach to
auditing undergraduate medical education curriculum
for measures of endosex-, cis- and transnormativity,
as well as the coloniality of gender, for the inclusion
of intersex, trans and Two-Spirit people, and for the
accurate mobilization of gender and sex variables
which impact health. We have provided the tools that
we developed for this purpose, detailed our method,
and reflected on our approach. Our goal is for other
institutions to undertake similar audits, inspired and
informed by our process. As medical training insti-
tutions increasingly articulate the values of inclusivity
and equity in their mission statements and are diver-
sifying their student populations, these efforts are
vital. As evidence continues to document the negative
health care experiences and outcomes of intersex,
trans and Two-Spirit people, enhancing physician
training in these areas is not only a matter of meeting



exit competencies, but also a matter of meeting eth-
ical, legal and professional responsibilities. Intersex,
trans and Two-Spirit people — among others — deserve
and desperately need healthcare providers who are
equipped to meet their needs and provide them with
affirming care. Auditing medical education curriculum
to better understand what is - and what is not -
being taught to future doctors, and then undertaking
the challenging but rewarding task of curricular
reform to improve their training, is imperative.
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