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Abstract
Transgender and gender diverse (TGD) individuals are at increased risk for the development of eating disorders, but very little has been published with regards to the unique aspects of their medical care in eating disorder treatment. Providing gender affirming care is a critical component of culturally competent eating disorder treatment. This includes knowledge of gender affirming medical and surgical interventions and how such interventions may be impacted by eating disordered behaviors, as well as the role of such interventions in eating disorder treatment and recovery. TGD individuals face barriers to care, and one of these can be provider knowledge. By better understanding these needs, clinicians can actively reduce barriers and ensure TGD individuals are provided with appropriate care. This review synthesizes the available literature regarding the medical care of TGD patients and those of patients with eating disorders and highlights areas for further research.
Plain English summary
Transgender and gender diverse (TGD) people are at increased risk for developing eating disorders, but very little is known about their unique medical needs while in eating disorder treatment.  TGD refers to individuals whose sex reported at birth does not align with their gender identity.  This review examines the existing literature on TGD medical care and integrates this with the eating disorder literature.  Improved knowledge of the medical needs to TGD individuals can help decrease barriers to care. This review aims to better understand the medical needs of TGD individuals in eating disorder treatment and highlights areas for further research.
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Introduction
While traditionally young, cisgender women were thought to be the population with the highest prevalence of eating disorders, increasingly, data suggest that transgender and gender diverse (TGD) individuals may be at even greater risk [1–3]. Transgender is an adjective that describes when someone’s gender identity is incongruent with their sex recorded at birth (Table 1). Gender identity refers to a person's inward sense of their sex. Individuals may identify as either male or female, or somewhere outside the binary, such as gender diverse, non-binary, genderqueer, pangender, agender or genderfluid [4]. Gender expression refers to the outward presentation of an individual’s gender, and may include things like clothes, hairstyle, behavior, and interests. No term perfectly encapsulates the gender diverse population; this article uses the terms transgender and gender diverse (TGD) to describe these individuals.Table 1Definition of terms


	Transgender
	When someone’s gender identity is incongruent with their sex recorded at birth

	Cisgender
	When someone’s gender identity is congruent with their sex recorded at birth

	Gender identity
	A person's inward sense of their sex

	Gender diverse
	A term to describe when one’s gender identity does not fit solely within the “male” or “female” gender binary

	Sex recorded at birth
	The sex recorded on the birth certificate

	Gender expression
	The outward presentation of an individual’s gender, which may include things like clothes, hairstyle, behavior, and interests

	Gender affirming hormone treatment (GAHT)
	Medication that replaces the sex hormone profile with one that corresponds with a person’s gender identity in order to achieve physical characteristics that are more aligned with an individual’s gender identity

	Gender affirming surgery
	Surgical interventions that seek to align physical characteristics with an individual’s gender identity

	Social affirmation
	Changes to an individual’s name, pronouns, clothing and appearance to align with their gender identity

	Legal affirmation
	Changes made to legal documents such as birth certificates, school documents and passports with updated names and gender markers




Emerging data show TGD individuals are at particularly increased risk for eating disordered behaviors. Diemer and colleagues’ survey of nearly 300,000 college students found that 15.82% of transgender individuals reported a diagnosis of an eating disorder in the past year, compared to 1.85% of cisgender heterosexual women [2]. Similarly, of youth presenting at a clinic for gender-affirming care, 15% had increased rates of eating disordered behaviors and 63% had attempted to alter their weight for gender-affirming purposes [5]. In a large community sample of TGD individuals in the US, 13.8% of gender diverse individuals, 10.6% of transgender men, and 8.1% of transgender women reported being told they had an eating disorder by a mental health or medical provider [6, 7]. Of the patients entering care at large United States-based ED treatment center, 6% of adult patients identified as TGD on admission [8], notably higher than the prevalence of transgender individuals in the general US population of 0.6% [9].
Several factors have been proposed for the increased risk of disordered eating in TGD individuals. Eating disordered behaviors have been postulated to serve to alter physical characteristics in ways that align with an individual’s gender identity [1, 10, 11], and body dissatisfaction has been shown in previous research to be a risk factor for the development of disordered eating in this population [12]. TGD individuals are also subject to significant stress due to being a minoritized population; the minority stress hypothesis posits that TGD individuals face ongoing chronic stressors due to being a member of a historically excluded group, leading to increased rates of physical and mental health issues, including eating disorders. Consistent with this, Watson and colleagues found higher rates of eating disordered behaviors among TGD youth who had experienced higher rates of harassment and discrimination [13]. TGD individuals also face increased rates of food insecurity, which may contribute to disordered eating [14, 15]. Limited research has examined factors that are protective against the development of disordered eating. These protective factors include a sense of connection with family and at school, as well as other forms of social supports [13].
As a field, we have become increasingly aware of the risk of eating disorders in the TGD population. However, knowledge of TGD health tends to be lacking among providers, including those providing eating disorder treatment. The National Transgender Discrimination Survey found 50% of participants reported needing to teach their providers about trans health [16]. While TGD individuals have been shown to access healthcare at lower rates than cisgender individuals, having a healthcare provider knowledgeable about trans health was the most important predictor of accessing care [17]. Previous research looking specifically at patients’ experiences in eating disorder treatment reported patients felt their gender identity was at times ignored by the primary care provider or they were misgendered [18]; in another study, 62% of participants specifically noted eating disorder treatment providers lacked training in TGD health care [19]. When providers have inadequate knowledge of TGD health care this can create further barriers to TGD patients receiving adequate care and may hinder their eating disorder treatment [18].
While the research suggests TGD individuals are often aware of their gender identity prior to entering adolescence, many do not present for gender affirming care until later in adolescence or early adulthood  [20, 21]. As with eating disorders, family involvement can have a significant impact on when an individual presents for gender-affirming care, with those presenting at a later age often having less support around their gender identity [22]. Research also suggests that those presenting to care later have increased rates of mental health problems [23]. Given peak eating disorder onset is also adolescence and early adulthood, this may necessitate a care team helping an individual recover from their eating disorder while simultaneously supporting their gender journey and providing gender-affirming care. Previous work had expressed concerns that transgender identity might be transient and significant barriers were in place to decreases access to gender-affirming care. Recent studies have reported rates of retransitioning (i.e. returning to their sex recorded at birth) to be very low [24] and those who do retransition most frequently do so at least in part due to external factors, such as pressure from family members or non-affirming work or school environments [25]. As such, it is clinically appropriate to support these patients in their exploration and affirmation of their gender by providing gender-affirming care.
In this article, we seek to summarize medical management of TGD individuals with an emphasis on where this overlaps and interacts with eating disorder treatment and its complications. Despite growing interest in this area of research with most of the publications produced in the past five years, there remain significant gaps in our knowledge of how best to care for TGD individuals with eating disorders. We also highlight the role of medical providers in determining access to care, and how the intersectional nature of trans identity may impact access to and quality of medical care, as patients may be members of more than one marginalized group. Of note, a full discussion of gender-affirming medical interventions is beyond the scope of this article but we would refer readers to other excellent reviews previously published on this topic [9, 26] as well as guidelines provided by World Professional Association of Transgender Health (WPATH SOC 8) and Endocrine Society [27, 28] (Table 2).Table 2Recommended resources


	World Professional Association of Transgender Health, Standards of Care for the Health of Transgender and Gender Diverse People, Version 8
	https://​www.​wpath.​org/​

	UCSF Transgender Care & Treatment Guidelines
	https://​transcare.​ucsf.​edu/​guidelines

	Endocrine Society Clinical Practice Guidelines
	https://​www.​endocrine.​org/​clinical-practice-guidelines/​gender-dysphoria-gender-incongruence




Gender affirming care
TGD individuals may pursue gender affirmation in several different domains, including social, legal, medical, and surgical [29]. Social affirmation can include gender affirming changes to an individual’s name, pronouns, clothing and appearance [30]. Individuals may change legal documents such as birth certificates, school documents and passports with updated names and gender markers  [29]. Medical and surgical interventions, outlined below, seek to align physical characteristics with the individual’s gender identity. Gender affirming interventions are customized to the patient. All patients should be asked about their name and pronouns on intake and staff are encouraged to share their own pronouns during introductions (Table 3). Care teams should use correct names and pronouns for patients regardless of whether the patient is present, including in the medical record [29]. The exception to this is if the patient requests a different name or pronoun be used with family members; in this case, the patient’s request for privacy regarding their gender identity should be protected. Team members should be encouraged to practice correct pronoun use and those who misgender a patient should be corrected in the moment. During the exam, trauma-informed care is necessary as many patients have experienced trauma, including within the medical system [31]. Language is important in the creation of safety and, in addition to use of correct name and pronoun in the exam, providers are encouraged to use gender neutral language whenever possible [31]. Ideally the clinician uses the terminology the patient uses to refer to parts of their own body. Clinicians should be conscientious about asking questions that are medically necessary and not simply out of curiosity. If a mistake is made with regards to the patient’s gender, pronouns or other terminology, apologize. The environment also plays a role in providing safe spaces. Medical facilities are encouraged to have gender neutral bathrooms. When rooms are shared, it is recommended that patients be placed with roommates of the same gender identity [32]. In addition, all staff need to be trained in gender-affirming care to create a safe care environment [33, 34].Table 3Gender affirming practice recommendations


	Environment of care
	Provide gender neutral bathrooms

	Room patients with those of the same gender identity; avoid isolating patients

	Provide private bathrooms on request

	Use the correct name for patients on daily attendance sheets, room doors, etc.

	Staff
	Provide regular training on gender-affirming care and practices

	Encourage staff to include their own pronouns in introductions to normalize sharing of correct pronouns

	Intervene if staff or other patients are misgendering a patient, regardless of whether the patient is present

	Support the hiring and retention of TGD staff members; inclusivity should extend beyond the patients

	Medical record
	Provide gender-affirming intake forms that include what pronouns and name the patient uses

	Use a medical record that allows for the inclusion of gender and pronouns

	Clinical practice
	During the initial assessment, inquire about how individuals would like to be addressed, including their name and pronouns. This may include a conversation about whether a different name or pronouns are to be used with family members. It is important to protect patient’s privacy regarding their gender identity

	Practice using correct pronouns in all practice settings

	Use gender-related language and terminology the patient prefers. This includes the language that may be used to describe their body parts. Use gender neutral language. i.e. breasts versus chest; uterus and ovaries versus internal parts. If specific parts need to be named, consider using “the” rather than “your,” i.e. “the uterus” instead of “your uterus.”

	Only ask questions to which you clinically need to know the answers

	When appropriate, use an anatomy inventory to determine what screening may need to occur

	Do not make assumptions about what gender affirming medical interventions a patient may have had or may want to consider in the future

	Facilitate patient access to gender affirming medical interventions

	If TGD care is not a regular part of your practice, consider practicing appropriate language when the patient is not present

	Consider seeking TGD CME

	Be conscientious of the impact of implicit bias in clinical decision making




Gender affirming medical interventions
Whether to pursue gender affirming medical interventions and what interventions to pursue is personalized to the individual. Surveys suggest that approximately 50% of transgender individuals may go on to seek gender affirming surgical or hormonal treatments, with higher rates noted in older populations [16, 35]. Studies have shown improvement in mental health symptoms, including disordered eating behaviors, for those TGD patients receiving gender affirming medical interventions [3, 36, 37].
Hormonal treatments
The model for obtaining hormone treatment has shifted over the years. Previously, being transgender was viewed as a mental health concern requiring a mental health treatment strategy. TGD people seeking hormone therapy would need to start with mental health treatment and “prove” their transgender status [26]. Current treatment standards suggest that adults starting hormone therapy meet the following criteria: persistent/consistent gender identity, capacity to consent to treatment, and that mental or physical health concerns are assessed and included in the discussion of risks and benefits [27, 28]. This shift away from previous language in recommendations which required “reasonable” control of mental illness is notable, as historically gender-affirming care has been denied or delayed due to the presence of other psychiatric diagnoses [38]. However, new guidelines place the focus on reducing the barriers the psychiatric illness may place on accessing and engaging in gender affirming treatment [27]. This has direct implications for eating disorder treatment as it suggests gender affirming care should not wait until the patient is in recovery, but rather be pursued in parallel to their other treatment.
Broadly speaking, the goal of gender affirming hormone treatment (GAHT) is to achieve physical characteristics that are more aligned with an individual’s gender identity. This is done by replacing the sex hormone profile with one that corresponds with a person’s gender identity [28]. Hormone levels are typically targeted to be at the same level as is found in cisgender individuals. For trans masculine individuals, testosterone is administered with the goal of reaching physiological levels of cisgender men (300 to 1000 ng/dL) [26]. For trans feminine individuals, gender affirming hormones aim to suppress the testosterone level from the typical cisgender male range to the typical cisgender female range (less than 50 ng per deciliter) while keeping estradiol from rising above the typical cisgender female range (less than 200 pg per milliliter) [9]. Gender diverse individuals may also pursue GAHT and may seek hormone levels somewhere along the spectrum between cisgender men and cisgender women [39]. Prior to initiation of GAHT both adolescents and adults should be counseled on the potential impact on fertility [28].
Unlike for adults, TGD adolescents require mental health assessment before beginning gender affirming medical therapy. For TGD care, WPATH SOC 8 defines adolescence as the period of time between the start or puberty and the age of legal majority [27]. Prior to Tanner stage 2 of pubertal development, GAHT is not recommended [28]. Once an individual reaches Tanner stage 2, pubertal suppression with Gonadotropin Releasing Hormone (GnRH) analogues, such as leuprolide, can be considered [40]. This treatment can provide additional time to plan treatment while puberty is paused.
For trans masculine individuals on GAHT, changes induced by endogenous testosterone include increased libido, amenorrhea, increased muscle mass, fat redistribution, facial hair growth, clitoromegaly, and voice deepening [9]. Testosterone can be administered via patch, gel, subcutaneous or intramuscular injection or subcutaneous implants. Medical risks include a decrease in HDL and increase in LDL cholesterol as well as the potential for causing polycythemia [26].
For trans feminine individuals, GAHT works to both decrease testosterone levels and increase estrogen levels. This can be achieved through exogenous estrogens administered via oral, transdermal or parenteral routes [26]. While estrogen alone can suppress testosterone, most studies suggest the addition of adjunctive anti-androgen agents, including spironolactone, GnRH agonists, or cyproterone acetate, to achieve desired levels while also limiting doses of exogenous estrogen [26]. Spironolactone is typically titrated to 100 to 300 mg daily [9]. As this is a potassium-sparing diuretic, serum potassium levels should be monitored, and extra consideration taken in those patients who engage in fluid restriction as part of their eating disorder. Cyproterone is given at a dose of 10 mg daily and leuprolide is provided via intramuscular injection, dosing varying with the frequency (3.75–7.50 mg IM of SC monthly or 11.25–22.50 mg every 3 months). Goals of trans feminine hormones include stimulating breast development, redistributing fat to a more gynoid pattern, and decreasing body hair [26]. Physiological changes can be expected within 3 to 12 months of starting hormone treatment. Medical risks include increased risk of venous thromboembolism (VTE) [26]. While concerns have been raised for increased risk for myocardial infarctions and cerebrovascular events compared to cisgender women, no difference has been found when compared to cisgender men or cisgender women on oral contraceptives [26]. Those using spironolactone should be monitored for hyperkalemia [26].
Restrictive eating disorders cause suppression of the hypothalamic pituitary axis. For those recorded female at birth, restriction can result in hypothalamic amenorrhea with reduction in pulsatile GnRH secretion. This results in a decrease in the amplitude of LH-FSH release and a transition back to a prepubertal pattern [41]. For transgender men and gender diverse individuals recorded female at birth, restriction can lead to a gender congruent amenorrhea and a more androgenous figure; weight restoration may result in a rise in endogenous hormone levels and physical changes that are incongruent with gender identity.
A study of cisgender males with anorexia nervosa (AN), showed testosterone level of 129.5 ng/dL versus healthy cisgender male controls at 496 ng/dL [42]. With weight restoration, hormone levels normalize [41]. Thus, for transgender women, restriction may lead to a gender-congruent suppression of endogenous hormones, while weight restoration can lead to a rise in hormones incongruent with their gender identity.
Extensive review of the literature did not produce any articles providing evidence or guidance regarding the administration of gender-affirming hormones for individuals with comorbid eating disorders. Historically, the presence of mental health issues, including eating disorders, could preclude someone from being eligible for GAHT [43]. Waiting for a patient to achieve full recovery from their eating disorder would serve as a significant barrier to gender-affirming care and may result in further harm to the patient by delaying needed treatment. In fact, the initiation of GAHT during eating disorder recovery may help individuals who are underweight tolerate weight restoration as body fat is redistributed in a way more congruent with their gender identity. Patients who are already taking GAHT should be continued on these medications during treatment. For those not already taking GAHT who would like to do so, the care team should support the patient in pursuing this care.
For patients with restrictive eating disorders already taking GAHT, it may be prudent to measure levels more frequently, given the impact of restriction on the HPA axis. In addition, one case report describes persistent hypophosphatemia past the typical duration seen in refeeding syndrome in a trans woman taking spironolactone and estrogen [44]. Further research is needed to create an evidence base for best practices of hormone treatment during eating disorder treatment.
Surgical interventions
While reports vary significantly, it is thought that up to half of transgender individuals may seek out gender-affirming surgical procedures [9, 35, 45, 46]. For trans masculine individuals, gender-affirming surgeries include chest reconstruction, hysterectomy and oophorectomy, and genital reconstruction surgeries [9]. For trans feminine individuals, surgeries include breast augmentation, facial feminization, and genital reconstruction surgeries [9]. As with all surgeries, gender-affirming surgeries carry with them the risk of complications, which varies based on the procedure performed. For those undergoing genital surgery, this can include complications to wound healing, including infection and tissue ischemia, or impairments in in function, such as difficulties voiding or changes to physical sensation or sexual function [47]. Risks associated with chest reconstruction or breast augmentation include infection, hematoma and need for revision [48]. Gender affirming surgeries are consistently associated with improved quality of life [48, 49]. Previous studies have suggested that gender affirming surgeries are associated with better mental health and limited data suggest this may be associated with a decrease in eating disorder symptoms [3, 36, 43]. It should be noted that patients who have undergone surgical procedures tend to be older [3], and thus improvement in eating disorder symptoms may also be secondary to the natural history of the illness, which in some cases does improve with age.
Eating disorders can serve as a barrier to gender affirming surgeries. Frequently, there are BMI requirements for gender-affirming surgeries, preventing those in larger bodies from receiving these interventions. Thresholds vary significantly among surgeons [50]. While it is increasingly understood that BMI is a problematic marker of health [51], there is concern that very high BMI may be associated with poorer surgical outcomes  [52]. Thus, TGD patients may be encouraged to lose weight to become eligible for surgery [50, 53]. One study examining BMI at time of presentation for gender-affirming surgery found that 13% of patients were ineligible due to a BMI greater than 33 kg/m2 [53]. Of note, the BMI criteria particularly impacted ethnic minorities, who were more likely to have an elevated BMI. Patients were counseled that, to be eligible for gender-affirming surgery, they would need to lose weight. The study found that self-monitored weight loss was ineffective and no patients who were previously ineligible for surgery became eligible [53]. Indeed for most patients, weight remained stable or rose on follow-up [53]. Such high-stakes pressure to lose weight can exacerbate eating disordered behaviors [50, 54]. Notably, one study looking at post-operative complications in trans masculine individuals undergoing mastectomies did not find increased rates of complications for those with a BMI between 30 and 39.9 kg/m2 [55]. This suggests a need for future research in order to be able to accurately weigh the risks and benefits of gender affirming surgery for those in larger bodies.
For patients who are weight suppressed or otherwise unable to consistently nourish their bodies, there are no guidelines regarding the degree of weight restoration needed prior to pursuing gender-affirming surgeries. In these cases, it is important to carefully consider individual risks and benefits. Malnourishment places patients at risk of additional surgical complications. Adequate nourishment is important for wound healing and studies show increased mortality rates in surgical patients who are underweight [56, 57]. In addition, for those significantly underweight, anesthesia carries increased risk of hypoglycemia and leukocytopenia, with greatest risk for those with BMI less than 14 kg/m2 [58]. Both patients with anorexia and bulimia nervosa have been shown to have increased risk of cardiac complications under anesthesia [58, 59]. What constitutes sufficient stability from an eating disorder to optimize outcomes for gender affirming surgery is an area that requires additional research. Interestingly, a recent article by Murphy and colleagues examining outcomes in patients who had received facial gender affirming surgery found 5.4% of patients were underweight (BMI < 18.5) at the time of the procedure and that was not associated with increased risk of surgical complications [60]. It should also be noted that the literature reveals increased rates of eating disorders in cisgender patients requesting and receiving similar surgical procedures, such as breast reduction or augmentation, and was even shown in some cases to lead to a reduction in disordered eating behaviors [61, 62]. Thus, the presence of an eating disorder should not automatically prevent an individual from pursuing gender affirming surgery. Instead, patients may benefit from additional treatment and support prior to surgery to improve their eating disorder symptoms, increase their medical stability and optimize surgical outcomes. This is consistent with current WPATH SOC 8 guidelines which recommend mental health symptoms be addressed in order to enable an individual to engage appropriately in perioperative care [27].
Additional medical considerations
Bone density
Osteoporosis and osteopenia have long been known to be present in patients suffering from anorexia nervosa (AN). Increased evidence points to risk for those with avoidant restrictive food intake disorder (ARFID) and atypical anorexia as well  [63–66]. While studies have been largely conducted with cisgender women, cisgender men with anorexia nervosa have also been found to be at increased risk of bone loss [65, 67]. Sex hormones serve a major role in bone formation and homeostasis [68]. However, research regarding the bone health of TGD patients with restrictive eating disorders is almost non-existent, limited to case reports [69].
Transgender women have lower bone density prior to starting GAHT when compared to cisgender men [70, 71]. In fact, the bone density of transgender women has been noted to be closer to that of cisgender women than to cisgender men [72]. Lower bone mineral density (BMD) in transgender women may be secondary to lower mean muscle mass and lower muscle strength [70], which would put transgender women at increased risk of bone loss with restrictive eating. In contrast, transgender men appear to have comparable bone mineral density when compared with cisgender women [73].
Gender affirming treatment can impact BMD. In adolescents, GnRH agonists may decrease BMD and may compound the bone density loss induced by restriction [74, 75]. Adolescence is a vulnerable time for BMD development as it represents the time of peak bone accrual. Given the additional detrimental effect of restriction on BMD, in addition to focusing on weight restoration, patients with restrictive eating disorders may benefit from relatively shorter duration of treatment with GnRH. Research in this area is lacking. For transgender woman, GAHT appear to cause no change or a slight increase in BMD [68]. Studies in transgender men tend to show stable, or sometimes slightly increasing BMD with testosterone therapy [68, 76]. Patients who have undergone orchiectomy or oophorectomy who take GAHT at low doses or inconsistently, may be at increased risk of low BMD [68].
DXA scans are routinely recommended for those with anorexia nervosa lasting longer than 6 months, particularly those recorded female at birth with greater than 6mo of amenorrhea [77]. While T-scores are calculated using a standardized data set of young women regardless of the sex of the patient, it is standard practice that Z-scores are matched by age, race and sex [78]. The International Society of Clinical Densitometry recommends that Z-scores be calculated based on the gender identity of the patient, rather than the sex recorded at birth [76], although clinical practice does not always follow these guidelines [79]. Given the complex hormonal milieu of many TGD patients, DXA scans can provide additional clinical information regarding bone health for TGD patients with restrictive eating disorders.
Metabolic profile
For trans men using testosterone, studies have shown an increase in lean muscle mass and reduction in fat mass [80]. Testosterone has also been shown to lead to an increase in LDL cholesterol and decrease in HDL cholesterol, with mixed results on other lipid levels [80]. Testosterone does not appear to have a significant impact on insulin resistance [81]. Like with bone density, trans women are noted to have differences in body composition compared to cisgender men even prior to starting GAHT. Specifically, transgender women tend to have less lean mass and more fat mass at baseline [81]. Studies consistently show transgender women on GAHT have further decreases in lean mass and increases in fat mass, particularly with an increase in gynoid fat [81]. Whether there is an increase in insulin resistance with the administration of GAHT for transgender women is unclear [81].
Individuals with binge eating disorder have been shown to have increased risk of the components of metabolic syndrome, including central adiposity, insulin resistance, dyslipidemia and hypertension when compared with weight matched controls [82, 83]. Thus, TGD individuals with Binge Eating Disorder (BED) disorder may be at increased risk for development of metabolic syndrome and benefit from medical and psychiatric interventions.
Weight
One component of eating disorder treatment is the establishment of a target weight. Typically, the establishment of a target weight is individualized and multifactorial, taking into consideration sex, age, previous weight trends, and growth charts. However, many aspects of the nutrition assessment include sex-specific values in their calculations [84–86]. Currently, the field lacks clinical practice standards for gender-affirming nutrition care [85]. GAHT contributes to increased BMI, particularly for transgender women, and thus may be considered in the calculation of target weight [80, 87, 88]. Clinicians are encouraged to collaborate with the patient and consider both cis male and cis female calculations to determine a medically stable, gender-affirming target weight [86]. Patients can benefit from target weight ranges that include both male and female values; target weight ranges may need to be adjusted up for those on GAHT [85].
Healthcare bias
Similar to the experience individuals in larger bodies for whom all medical conditions are attributed to their weight, there may be a tendency to attribute the symptoms a transgender individual experiences to their gender identity or gender affirming medical interventions [89]. Fear of discrimination can lead to patients choosing not to disclose their gender identity. In a qualitative survey of the experience of transgender individuals in eating disorder treatment, Duffy and colleagues found that 40% of participants did not disclose they were transgender [90]. Given the importance of gender identity in the treatment of disordered eating this represents a significant missed opportunity to support and adequately care for these patients.
Future research
The research on the intersection of TGD medical care and eating disorders is in its infancy. We are only just beginning to validate current eating disorder screening tools for the TGD population; while the EDE-Q has been validated in this population, many others currently in use have not and thus may miss aspects of TGD individuals’ symptom presentation [6, 91, 92]. Regarding treatment, there is limited evidence base on how to best support TGD patients in ED treatment, including with regards to their medical care. This includes how to optimize GAHT during eating disorder treatment and recovery. It is unknown, for example, what if any impact hormonal treatment has on the process of refeeding, including underlying physiological changes or rate of weight restoration. Similarly, the impact of GAHT on bone health in patients with restrictive eating disorders is unknown. It is reasonable to hypothesize that exogenous estrogen or testosterone could be protective against low BMD, whereas GnRH agonists may exacerbate bone loss. This could have clinical implications for how and when to start GAHT and further research is needed to inform clinical decision making. Regarding gender affirming surgical interventions, further studies are needed to determine how to best support patients with eating disorders who seek surgical interventions such that their eating disorder symptoms do not create unnecessary barriers to care. Additionally, longitudinal studies are needed to examine the impact of such surgeries on disordered eating symptoms. For the establishment of target weights, the field would benefit from the creation of gender inclusive calculations for weight and energy needs. Finally, it behooves us to continue to explore the intersectional nature of identity and work to understand and mitigate bias in the medical system and society at large in order to improve patient outcomes.
Conclusions
Our understanding of the interplay between eating disorders and gender identify continues to evolve. As with other historically excluded communities, research in this area is severely lacking and the field would benefit from a concerted efforts to increase our understanding of the unique aspects of eating disorder treatment for TGD individuals. Despite this lack of data, it is important to follow best practices based on our current knowledge of both fields. As such, we recommend that eating disorder treatment facilities create environments that are inclusive for staff and patients alike, including use of correct names and pronouns and providing care that is gender inclusive and trauma informed. Patients of all ages can take steps in treatment to socially affirm their gender, and staff should be supportive of individual exploration. Patients who are already in the process of seeking out gender affirming medical interventions should be supported in doing so as part of their eating disorder treatment process, and providers can work with individuals to seek to reduce barriers to care created by their eating disorder. Those already on GAHT should continue with these medications throughout treatment and recovery from their eating disorder. Patients with restrictive eating disorders may benefit from more frequent monitoring of hormone levels due to the suppression of the HPA access secondary to malnourishment. Given the interaction between GAHT, restriction and bone health, monitoring BMD may be beneficial, particularly for adolescents who have been on GnRH agonists. Metabolic markers should be followed and treated appropriately. Target weights should take into consideration the patient’s gender identity as well as their hormonal status. TGD patients frequently cite lack of provider knowledge as a barrier to receiving adequate care [19]. All members of the care team can benefit from additional training in gender affirming care, as all members play an important role in supporting the patient’s treatment. Current evidence points to the necessity of providing gender affirming care within the context of eating disorder treatment.
Acknowledgements
None

Author contributions
MCR researched and wrote the article. JDS provided substantive editing, feedback and expertise. Both authors approved of the current draft being submitted.

Funding
No funding was provided for this review.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated or analyzed during the current study.

Declarations
Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Connolly MD, Zervos MJ, Barone CJ 2nd, Johnson CC, Joseph CL. The mental health of transgender youth: advances in understanding. J Adolesc Health. 2016;59(5):489–95.PubMed

	2.
Diemer EW, Grant JD, Munn-Chernoff MA, Patterson DA, Duncan AE. Gender identity, sexual orientation, and eating-related pathology in a national sample of college students. J Adolesc Health. 2015;57(2):144–9.PubMedPubMedCentral

	3.
Nowaskie DZ, Filipowicz AT, Choi Y, Fogel JM. Eating disorder symptomatology in transgender patients: differences across gender identity and gender affirmation. Int J Eat Disord. 2021;54(8):1493–9.PubMed

	4.
Meyer-Bahlburg HFL. “Diagnosing” gender? categorizing gender-identity variants in the anthropocene. Arch Sex Behav. 2019;48(7):2027–35.PubMed

	5.
Avila JT, Golden NH, Aye T. Eating disorder screening in transgender youth. J Adolesc Health. 2019;65(6):815–7.PubMed

	6.
Nagata JM, Compte EJ, Cattle CJ, Flentje A, Capriotti MR, Lubensky ME, et al. Community norms for the eating disorder examination questionnaire (EDE-Q) among gender-expansive populations. J Eat Disord. 2020;8(1):74.PubMedPubMedCentral

	7.
Nagata JM, Murray SB, Compte EJ, Pak EH, Schauer R, Flentje A, et al. Community norms for the eating disorder examination Questionnaire (EDE-Q) among transgender men and women. Eat Behav. 2020;37:101381.PubMedPubMedCentral

	8.
Riddle MC, Robertson L, Blalock DV, Duffy A, Le Grange D, Mehler P, et al. Comparing eating disorder treatment outcomes of transgender and non-binary individuals with cisgender individuals. Int J Eating Disord. 2022;2:666.

	9.
Safer JD, Tangpricha V. Care of transgender Persons. N Engl J Med. 2019;381(25):2451–60.PubMed

	10.
Jones BA, Haycraft E, Murjan S, Arcelus J. Body dissatisfaction and disordered eating in trans people: a systematic review of the literature. Int Rev Psychiatry. 2016;28(1):81–94.PubMed

	11.
Coelho JS, Suen J, Clark BA, Marshall SK, Geller J, Lam PY. Eating disorder diagnoses and symptom presentation in transgender youth: a scoping review. Curr Psychiatry Rep. 2019;21(11):107.PubMed

	12.
Jones BA, Haycraft E, Bouman WP, Brewin N, Claes L, Arcelus J. Risk factors for eating disorder psychopathology within the treatment seeking transgender population: the role of cross-sex hormone treatment. Eur Eat Disord Rev J Eat Disord Assoc. 2018;26(2):120–8.

	13.
Watson RJ, Veale JF, Saewyc EM. Disordered eating behaviors among transgender youth: probability profiles from risk and protective factors. Int J Eat Disord. 2017;50(5):515–22.PubMed

	14.
Arikawa AY, Ross J, Wright L, Elmore M, Gonzalez AM, Wallace TC. Results of an online survey about food insecurity and eating disorder behaviors administered to a volunteer sample of self-described LGBTQ+ young adults aged 18 to 35 years. J Acad Nutr Diet. 2021;121(7):1231–41.PubMed

	15.
Linsenmeyer WR, Katz IM, Reed JL, Giedinghagen AM, Lewis CB, Garwood SK. Disordered eating, food insecurity, and weight status among transgender and gender nonbinary youth and young adults: a cross-sectional study using a nutrition screening protocol. LGBT Health. 2021;8(5):359–66.PubMed

	16.
James SE, Herman J, Keisling M, Mottet L, Anafi M. 2015 U.S. Transgender Survey (USTS). Inter-university Consortium for Political and Social Research [distributor]; 2019.

	17.
Lerner JE, Martin JI, Gorsky GS. To go or not to go: factors that influence health care use among trans adults in a non-representative U.S. sample. Arch Sex Behav. 2022;51(4):1913–25.PubMed

	18.
Duffy ME, Henkel KE, Earnshaw VA. Transgender clients’ experiences of eating disorder treatment. J LGBT Issues Couns. 2016;10(3):136–49.PubMedPubMedCentral

	19.
Hartman-Munick SM, Silverstein S, Guss CE, Lopez E, Calzo JP, Gordon AR. Eating disorder screening and treatment experiences in transgender and gender diverse young adults. Eat Behav. 2021;41:101517.PubMedPubMedCentral

	20.
Zaliznyak M, Bresee C, Garcia MM. Age at first experience of gender dysphoria among transgender adults seeking gender-affirming surgery. JAMA Netw Open. 2020;3(3):e201236.PubMedPubMedCentral

	21.
Zaliznyak M, Yuan N, Bresee C, Freedman A, Garcia MM. How early in life do transgender adults begin to experience gender dysphoria? why this matters for patients, providers, and for our healthcare system. Sex Med. 2021;9(6):100448.PubMedPubMedCentral

	22.
Sorbara JC, Ngo HL, Palmert MR. Factors associated with age of presentation to gender-affirming medical care. Pediatrics. 2021;147(4):555.

	23.
Sorbara JC, Chiniara LN, Thompson S, Palmert MR. Mental health and timing of gender-affirming care. Pediatrics. 2020;146(4):732.

	24.
Olson KR, Durwood L, Horton R, Gallagher NM, Devor A. Gender identity 5 years after social transition. Pediatrics. 2022;2:10.

	25.
Turban JL, Loo SS, Almazan AN, Keuroghlian AS. Factors leading to “detransition” among transgender and gender diverse people in the united states: a mixed-methods analysis. LGBT Health. 2021;8(4):273–80.PubMedPubMedCentral

	26.
Prince JCJ, Safer JD. Endocrine treatment of transgender individuals: current guidelines and strategies. Expert Rev Endocrinol Metab. 2020;15(6):395–403.PubMed

	27.
Coleman E, Radix A, Bouman W, Brown G, Vries A, Deutsch M, et al. Standards of care for the health of transgender and gender diverse people, version 8. Int J Transgender Health. 2022;23:S1–259.

	28.
Hembree WC, Cohen-Kettenis PT, Gooren L, Hannema SE, Meyer WJ, Murad MH, et al. Endocrine treatment of gender-dysphoric/gender-incongruent persons: an endocrine society clinical practice guideline. J Clin Endocrinol Metab. 2017;102(11):3869–903.PubMed

	29.
Rafferty J. Ensuring comprehensive care and support for transgender and gender-diverse children and adolescents. Pediatrics. 2018;142(4):121.

	30.
Rafferty JR, Donaldson AA, Forcier M. Primary care considerations for transgender and gender-diverse youth. Pediatr Rev. 2020;41(9):437–54.PubMed

	31.
Potter J, Peitzmeier SM, Bernstein I, Reisner SL, Alizaga NM, Agénor M, et al. Cervical cancer screening for patients on the female-to-male spectrum: a narrative review and guide for clinicians. J Gen Intern Med. 2015;30(12):1857–64.PubMedPubMedCentral

	32.
Fadus M, Hung K, Casoy F. Care considerations for LGBTQ patients in acute psychiatric settings. Focus (Am Psychiatr Publ). 2020;18(3):285–8.

	33.
Klein DA, Paradise SL, Goodwin ET. Caring for transgender and gender-diverse persons: what clinicians should know. Am Fam Physician. 2018;98(11):645–53.PubMed

	34.
Loo S, Almazan AN, Vedilago V, Stott B, Reisner SL, Keuroghlian AS. Understanding community member and health care professional perspectives on gender-affirming care-a qualitative study. PLoS ONE. 2021;16(8):e0255568.PubMedPubMedCentral

	35.
Sineath RC, Woodyatt C, Sanchez T, Giammattei S, Gillespie T, Hunkeler E, et al. Determinants of and barriers to hormonal and surgical treatment receipt among transgender people. Transgend Health. 2016;1(1):129–36.PubMedPubMedCentral

	36.
Ålgars M, Alanko K, Santtila P, Sandnabba NK. Disordered eating and gender identity disorder: a qualitative study. Eat Disord. 2012;20(4):300–11.PubMed

	37.
Tordoff DM, Wanta JW, Collin A, Stepney C, Inwards-Breland DJ, Ahrens K. Mental health outcomes in transgender and nonbinary youths receiving gender-affirming care. JAMA Netw Open. 2022;5(2):e220978.PubMedPubMedCentral

	38.
Kumar A, Amakiri UO, Safer JD. Medicine as constraint: assessing the barriers to gender-affirming care. Cell Rep Med. 2022;3(2):100517.PubMedPubMedCentral

	39.
Cocchetti C, Ristori J, Romani A, Maggi M, Fisher AD. Hormonal treatment strategies tailored to non-binary transgender individuals. J Clin Med. 2020;9(6):555.

	40.
van der Claahsen GH, Verhaak C, Steensma T, Middelberg T, Roeffen J, Klink D. Gender incongruence and gender dysphoria in childhood and adolescence-current insights in diagnostics, management, and follow-up. Eur J Pediatr. 2021;180(5):1349–57.

	41.
Gibson D, Workman C, Mehler PS. Medical complications of anorexia nervosa and bulimia nervosa. Psychiatr Clin North Am. 2019;42(2):263–74.PubMed

	42.
Silla K, Brigham K, Goldstein M, Misra M, Singhal V. Clinical, biochemical, and hematological characteristics of community-dwelling adolescent and young adult males with anorexia nervosa. Int J Eat Disord. 2021;54(12):2213–7.

	43.
Testa RJ, Rider GN, Haug NA, Balsam KF. Gender confirming medical interventions and eating disorder symptoms among transgender individuals. Health Psychol. 2017;36(10):927–36.PubMed

	44.
Beaty L, Trees N, Mehler P. Recurrent persistent hypophosphatemia in a male-to-female transgender patient with anorexia nervosa: Case report. Int J Eat Disord. 2017;50(5):606–8.PubMed

	45.
Kailas M, Lu HMS, Rothman EF, Safer JD. Prevalence and types of gender-affirming surgery among a sample of transgender endocrinology patients prior to state expansion of insurance coverage. Endocr Pract. 2017;23(7):780–6.PubMed

	46.
Nolan IT, Dy GW, Levitt N. Considerations in gender-affirming surgery: demographic trends. Urol Clin North Am. 2019;46(4):459–65.PubMed

	47.
Hanley K, Wittenberg H, Gurjala D, Safir MH, Chen EH. Caring for transgender patients: complications of gender-affirming genital surgeries. Ann Emerg Med. 2021;78(3):409–15.PubMed

	48.
Oles N, Darrach H, Landford W, Garza M, Twose C, Park CS, et al. Gender affirming surgery: a comprehensive, systematic review of all peer-reviewed literature and methods of assessing patient-centered outcomes (part 1: breast/chest, face, and voice). Ann Surg. 2022;275(1):e52–66.PubMed

	49.
Oles N, Darrach H, Landford W, Garza M, Twose C, Park CS, et al. Gender affirming surgery: a comprehensive, systematic review of all peer-reviewed literature and methods of assessing patient-centered outcomes (part 2: genital reconstruction). Ann Surg. 2022;275(1):e67–74.PubMed

	50.
Brownstone LM, DeRieux J, Kelly DA, Sumlin LJ, Gaudiani JL. Body mass index requirements for gender-affirming surgeries are not empirically based. Transgend Health. 2021;6(3):121–4.PubMedPubMedCentral

	51.
Bacon L, Aphramor L. Weight science: evaluating the evidence for a paradigm shift. Nutr J. 2011;10:9.PubMedPubMedCentral

	52.
Burkhauser RV, Cawley J. Beyond BMI: the value of more accurate measures of fatness and obesity in social science research. J Health Econ. 2008;27(2):519–29.PubMed

	53.
Martinson TG, Ramachandran S, Lindner R, Reisman T, Safer JD. High body mass index is a significant barrier to gender-confirmation surgery for transgender and gender-nonbinary individuals. Endocr Pract. 2020;26(1):6–15.PubMed

	54.
Andrés A, Saldaña C. Body dissatisfaction and dietary restraint influence binge eating behavior. Nutr Res. 2014;34(11):944–50.PubMed

	55.
Pittelkow EM, Duquette SP, Rhamani F, Rogers C, Gallagher S. Female-to-male gender-confirming drainless mastectomy may be safe in obese males. Aesthet Surg J. 2020;40(3):Np85-np93.PubMed

	56.
Dotan I, Shochat T, Shimon I, Akirov A. The association between bmi and mortality in surgical patients. World J Surg. 2021;45(5):1390–9.PubMed

	57.
Stechmiller JK. Understanding the role of nutrition and wound healing. Nutr Clin Pract. 2010;25(1):61–8.PubMed

	58.
Hirose K, Hirose M, Tanaka K, Kawahito S, Tamaki T, Oshita S. Perioperative management of severe anorexia nervosa. Br J Anaesth. 2014;112(2):246–54.PubMed

	59.
Suri R, Poist ES, Hager WD, Gross JB. Unrecognized bulimia nervosa: a potential cause of perioperative cardiac dysrhythmias. Can J Anaesth. 1999;46(11):1048–52.PubMed

	60.
Murphy AI, Asadourian PA, Marano AA, Rohde CH. Patients and procedures of facial gender confirmation surgery: a NSQIP study. J Craniofac Surg. 2022;33(1):298–302.PubMed

	61.
Zimmer R, Methfessel I, Heiss L, Kovacs L, Papadopulos NA. Eating disorders: a neglected group of mental disorders in patients requesting aesthetic surgery. J Plast Reconstr Aesthet Surg. 2022;75(2):840–9.PubMed

	62.
Losee JE, Serletti JM, Kreipe RE, Caldwell EH. Reduction mammaplasty in patients with bulimia nervosa. Ann Plast Surg. 1997;39(5):443–6.PubMed

	63.
Grinspoon S, Thomas E, Pitts S, Gross E, Mickley D, Miller K, et al. Prevalence and predictive factors for regional osteopenia in women with anorexia nervosa. Ann Intern Med. 2000;133(10):790–4.PubMedPubMedCentral

	64.
Alberts Z, Fewtrell M, Nicholls DE, Biassoni L, Easty M, Hudson LD. Bone mineral density in anorexia nervosa versus avoidant restrictive food intake disorder. Bone. 2020;134:115307.PubMed

	65.
Schorr M, Drabkin A, Rothman MS, Meenaghan E, Lashen GT, Mascolo M, et al. Bone mineral density and estimated hip strength in men with anorexia nervosa, atypical anorexia nervosa and avoidant/restrictive food intake disorder. Clin Endocrinol (Oxf). 2019;90(6):789–97.

	66.
Bachmann KN, Schorr M, Bruno AG, Bredella MA, Lawson EA, Gill CM, et al. Vertebral volumetric bone density and strength are impaired in women with low-weight and atypical anorexia nervosa. J Clin Endocrinol Metab. 2017;102(1):57–68.PubMed

	67.
Mehler PS, Sabel AL, Watson T, Andersen AE. High risk of osteoporosis in male patients with eating disorders. Int J Eat Disord. 2008;41(7):666–72.PubMed

	68.
Fighera TM, Ziegelmann PK, da Rasia ST, Spritzer PM. Bone mass effects of cross-sex hormone therapy in transgender people: updated systematic review and meta-analysis. J Endocr Soc. 2019;3(5):943–64.PubMedPubMedCentral

	69.
Ewan LA, Middleman AB, Feldmann J. Treatment of anorexia nervosa in the context of transsexuality: a case report. Int J Eat Disord. 2014;47(1):112–5.PubMed

	70.
Van Caenegem E, Wierckx K, Taes Y, Schreiner T, Vandewalle S, Toye K, et al. Preservation of volumetric bone density and geometry in trans women during cross-sex hormonal therapy: a prospective observational study. Osteoporos Int. 2015;26(1):35–47.PubMed

	71.
Van Caenegem E, Taes Y, Wierckx K, Vandewalle S, Toye K, Kaufman JM, et al. Low bone mass is prevalent in male-to-female transsexual persons before the start of cross-sex hormonal therapy and gonadectomy. Bone. 2013;54(1):92–7.PubMed

	72.
Fighera TM, da Silva E, Lindenau JD, Spritzer PM. Impact of cross-sex hormone therapy on bone mineral density and body composition in transwomen. Clin Endocrinol (Oxf). 2018;88(6):856–62.

	73.
Van Caenegem E, Wierckx K, Taes Y, Schreiner T, Vandewalle S, Toye K, et al. Body composition, bone turnover, and bone mass in trans men during testosterone treatment: 1-year follow-up data from a prospective case-controlled study (ENIGI). Eur J Endocrinol. 2015;172(2):163–71.PubMed

	74.
Verroken C, Collet S, Lapauw B, T’Sjoen G. Osteoporosis and Bone Health in Transgender Individuals. Calcif Tissue Int. 2022;110(5):615–23.PubMed

	75.
Navabi B, Tang K, Khatchadourian K, Lawson ML. Pubertal suppression, bone mass, and body composition in youth with gender dysphoria. Pediatrics. 2021;148(4):711.

	76.
Rosen HN, Hamnvik OR, Jaisamrarn U, Malabanan AO, Safer JD, Tangpricha V, et al. Bone densitometry in transgender and gender non-conforming (TGNC) individuals: 2019 ISCD official position. J Clin Densitom. 2019;22(4):544–53.PubMed

	77.
Drabkin A, Rothman MS, Wassenaar E, Mascolo M, Mehler PS. Assessment and clinical management of bone disease in adults with eating disorders: a review. J Eat Disord. 2017;5:42.PubMedPubMedCentral

	78.
Watts NB, Leslie WD, Foldes AJ, Miller PD. International society for clinical densitometry position development conference: task force on normative databases. J Clin Densitom. 2013;16(4):472–81.PubMed

	79.
Walcott Q, Dallman J, Crow H, Graves L, Marsh C. DXA scan variants in transgender patients. J Clin Densitom. 2022;3:51.

	80.
Velho I, Fighera TM, Ziegelmann PK, Spritzer PM. Effects of testosterone therapy on BMI, blood pressure, and laboratory profile of transgender men: a systematic review. Andrology. 2017;5(5):881–8.PubMed

	81.
Spanos C, Bretherton I, Zajac JD, Cheung AS. Effects of gender-affirming hormone therapy on insulin resistance and body composition in transgender individuals: a systematic review. World J Diabetes. 2020;11(3):66–77.PubMedPubMedCentral

	82.
Wassenaar E, Friedman J, Mehler PS. Medical complications of binge eating disorder. Psychiatr Clin North Am. 2019;42(2):275–86.PubMed

	83.
Mitchell JE. Medical comorbidity and medical complications associated with binge-eating disorder. Int J Eat Disord. 2016;49(3):319–23.PubMed

	84.
Linsenmeyer W, Drallmeier T, Thomure M. Towards gender-affirming nutrition assessment: a case series of adult transgender men with distinct nutrition considerations. Nutr J. 2020;19(1):74.PubMedPubMedCentral

	85.
Linsenmeyer W, Garwood S, Waters J. An examination of the sex-specific nature of nutrition assessment within the nutrition care process: considerations for nutrition and dietetics practitioners working with transgender and gender diverse clients. J Acad Nutr Diet. 2022;122(6):1081–6.PubMed

	86.
Geilhufe B, Tripp O, Silverstein S, Birchfield L, Raimondo M. Gender-affirmative eating disorder care: clinical considerations for transgender and gender expansive children and youth. Pediatr Ann. 2021;50(9):e371–8.PubMed

	87.
Suppakitjanusant P, Ji Y, Stevenson MO, Chantrapanichkul P, Sineath RC, Goodman M, et al. Effects of gender affirming hormone therapy on body mass index in transgender individuals: a longitudinal cohort study. J Clin Transl Endocrinol. 2020;21:100230.PubMedPubMedCentral

	88.
Klaver M, Dekker M, de Mutsert R, Twisk JWR, den Heijer M. Cross-sex hormone therapy in transgender persons affects total body weight, body fat and lean body mass: a meta-analysis. Andrologia. 2017;49(5):711.

	89.
Paine EA. “Fat broken arm syndrome”: negotiating risk, stigma, and weight bias in LGBTQ healthcare. Soc Sci Med. 2021;270:113609.PubMed

	90.
Duffy ME, Henkel KE, Joiner TE. Prevalence of self-injurious thoughts and behaviors in transgender individuals with eating disorders: a national study. J Adolesc Health. 2019;64(4):461–6.PubMed

	91.
Duffy ME, Calzo JP, Lopez E, Silverstein S, Joiner TE, Gordon AR. Measurement and construct validity of the eating disorder examination questionnaire short form in a transgender and gender diverse community sample. Psychol Assess. 2021;33(5):459–63.PubMedPubMedCentral

	92.
Peterson CM, Toland MD, Matthews A, Mathews S, Thompson F, Conard LAE. Exploring the eating disorder examination questionnaire in treatment seeking transgender youth. Psychol Sex Orientat Gend Divers. 2020;7(3):304–15.



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Medical considerations in the care of transgender and gender diverse patients with eating disorders


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





