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Abstract
Background
It has been well established that individuals who identify as lesbian, gay, bisexual, transgender, and queer are at increased risk for mental health pathology, including eating disorders/disordered eating behaviors (ED/DEB). However, less is understood about the unique experiences of transgender and gender diverse (TGD) people who struggle with ED/DEB.

Aims
The purpose of this literature review is to examine the literature regarding the unique risk factors for TGD individuals who experience ED/DEB through a lens informed by the minority stress model. Additionally, guidance around the assessment and clinical management of eating disorders for TGD individuals will be presented.

Results
TGD people are at increased risk for developing ED/DEB due to a number of factors including: gender dysphoria, minority stress, the desire to pass, and barriers to gender affirming care.

Conclusion
While guidance around assessment and treatment of ED/DEB for TGD individuals is still limited, adhering to a gender affirmative care model is essential.

Plain English summary
People who identify as lesbian, gay, bisexual, transgender, and queer (LGBTQ) are more likely to have mental health difficulties, including eating disorders/disordered eating behaviors (ED/DEB). Much of the existing literature has focused on LGBTQ populations and not on the unique experiences of transgender and gender diverse (TGD) people. This literature review seeks to examine the unique risk factors for TGD people who experience ED/DEB. The minority stress model is used to better understand these risk factors, which include gender dysphoria, minority stress, the desire to pass, and barriers to gender affirming care. Research offering guidance for assessing and treating ED/DEB with TGD people is still limited but it is clear that a gender affirmative care model provides robust support for this population.
Keywords
Eating disordersDisordered eating behaviorsTransgenderGender diversityLGBTQ
Background
Eating disorders and disordered eating behaviors (ED/DEB) have long been associated with poorer quality of life, potentially lifelong physical impairments, and higher rates of mortality [1]. Although ED/DEB affect people of many different racial identities, ethnic backgrounds, and sexual identities, studies have highlighted that transgender and gender diverse (TGD) populations are especially at risk [2–5]. Historically, research regarding disordered eating has not represented the unique experiences of TGD people and emerging research that seeks to do this is underfunded, which unfortunately has limited scholarly progress in developing clinical knowledge of how to best identify and help TGD individuals struggling with ED/DEB [6–8].
Despite this research domain still being in its infancy, scholars and clinicians have begun to explore factors that may lead to heightened risk for eating disorder pathology for TGD people. There is also a body of literature that guides clinical best practices for assisting TGD people with mental health challenges using an affirming and responsive approach. The purpose of this literature review is to synthesize these areas of study to help guide assessment and management of ED/DEB for TGD people. Specifically, this literature review aims to (a) offer an overview of important terminology related to gender and the TGD community, (b) use a minority stress framework to explore contributing factors to ED/DEB development among TGD people, (c) provide an overview of available eating disorder screeners and clinical assessments, and (d) present current treatment recommendations to best assist providers in effectively treating TGD individuals who struggle with disordered eating.

Transgender and gender diverse identities
Approximately 1.4 million adults and 150,000 youth between the ages of 13 and 17 identify as transgender in the United States [9, 10]. The phrase transgender and gender diverse (TGD) is often used as an umbrella term to describe individuals who have a gender identity that is different than their assigned sex at birth (ASAB). This is in contrast to a cisgender identity, which indicates that one’s ASAB aligns with one’s gender identity (e.g., an individual assigned male at birth goes on to identify as a boy/man, an individual assigned female sex at birth goes on to identify as a girl/woman) [11].
It is important to note that gender is a complex and multifaceted construct that extends beyond the gender binary, or the assumption that only two genders exist. Gender identity describes how one defines and labels their own gender; it is an internally held construct. One’s gender identity can therefore be completely separate from gender expression—or the outward appearance or presentation of gender that is interpreted by others based on gender norms [12]. An example of this would be a TGD person who identifies as transmasculine while their gender expression is considered to be more conventionally feminine (e.g., wearing dresses, painting their nails, and wearing makeup). The constructs of gender identity and expression have been conceptualized as existing on masculine and feminine spectrums, while also allowing individuals to reject gender labels and a binary understanding of gender altogether [13]. To assist in understanding different gender identity labels and components of gender, Table 1 includes a summary of common terms and definitions to assist clinicians and healthcare professions.Table 1Important terms to know when best serving a TGD population [11]


	Term
	Description

	Gender identity
	An inner sense of one’s own gender

	Gender expression
	The outward appearance or manifestation of gender, such as clothing, hair, voice infliction, and mannerisms

	Gender affirming care
	Healthcare that is designed to support and affirm an individual’s gender identity

	Assigned sex at birth
	Classification of a person as male, female, intersex, or another sex based on anatomy (such as genitalia) and chromosomes

	Transgender
	An umbrella term for people whose gender identity is different that associated with their assigned sex at birth

	Cisgender
	A term to describe someone whose gender identity corresponds with their assigned sex at birth

	Non-binary
	An umbrella term that encompasses gender identities that do not fit within the gender binary (e.g. binary that defines gender as male/female only). People who use this term to describe their gender identity tend to reject the notion that gender must be dichotomous (man/male/masculine vs. woman/female/feminine) and based on sex assigned at birth. Words that people may use to describe their non-binary identity include “gender-fluid”, “gender nonconforming”, and “genderqueer.”

	Transmasculine
	An umbrella term that indicates a person’s gender identity is more masculine. This term is most often used by people assigned female sex at birth who affirm a masculine-leaning gender

	Transfeminine
	An umbrella term that indicates a person’s gender identity is more feminine. This term is most often used by people assigned male sex at birth who affirm a feminine-leaning gender

	Agender
	An identity where the individual does not see themselves as having a gender or a gender identity (this can fall under a gender-void umbrella). This is separate from non-binary identities, which implies a gender identity that may be a combination of masculinity and femininity

	Cisnormativity
	The inherent societal assumption that being cisgender is “normal” or “correct”, and that people with other genders should strive to be cisgender. This ideology often leads to the marginalization and discrimination of transgender and gender diverse individuals

	Transphobia
	A fear, dislike of, or prejudice against TGD people

	Internalized transphobia
	The inward direction of transphobia to the self. This can result in some TGD people feeling ashamed or self-hatred for their gender diversity and may seek to hide their gender from others. Some people prefer the term “internalized transnegativity” because this locates prejudice within society rather than within the individual


Meanings associated with terms are rapidly evolving and led by TGD community members and activists. The included descriptions in this table are considered to represent common definitions at time of publication but it is strongly encouraged that providers continue to self-educate to be aware of up-to-date terminology




Minority stress model
In order to best understand ED/DEB among TGD individuals, it is important to understand how minority stress contributes to the development of physical and mental health challenges. A minority stress model posits that marginalized communities experience greater instances of mental health challenges because such populations face additional life stressors due to having to navigate oppressive and hostile social contexts [14]. Meyer conceptualized dimensions of minority stress from cisgender gay, lesbian, and bisexual (GLB) people as existing on a continuum ranging from distal to proximal stressors [15, 16]. Distal stressors are external events that are directed toward an individual, such as acts of harassment, violence, and victimization; this is typically understood to be rooted in transphobia, homophobia, and other systemic prejudices and discriminatory practices. Proximal stressors are an individual’s appraisals or subjective responses to the event, which is a distal stressor. This may include hypervigilance, anticipating stigmatization by others, hiding or rejecting one’s identity, or internalizing negative societal attitudes and prejudices [16].
Hendricks and colleagues were one of the first to adapt this model to account for stress among TGD individuals. These researchers noted that TGD people face tremendous structural stigma (e.g. restriction of equal opportunities for those with mental health challenges) and inequities rooted in oppression of TGD identities and experiences [17, 18]. It is believed that gender socialization that begins in childhood reinforces a gender binary and establishes a range of socially-acceptable displays of masculinity for boys and femininity for girls. Children or individuals that do not fit within this binary are at substantial risk for distal stressors (i.e., transphobia, violence, etc.) due to society’s reaction to their gender diversity in identity and expression (19).
Understandably, TGD individuals come to expect and prepare to be emotionally and/or physically harmed by others and may feel motivated to hide or fully reject their own gender diversity. Consequently, TGD people might then develop internalized transphobia, which can be explained as a process of directing negative societal attitudes about gender diversity towards themselves [20]. According to a minority stress model, internalized transphobia is a significant proximal stressor and is characterized by self-blame and low self-esteem that reinforces a cycle of negative appraisal of the self for being transgender [17]. This then can lead to a poor self-image, which negatively affects self-worth, self-regulation, and body image. These factors have been posited to be a major contributor to TGD individuals developing disordered eating habits [21].

TGD people and disordered eating
To date, prevalence rates of ED/DEB among TGD communities are estimated between 2 and 18% according to a scoping review including 20 publications [22]. One study with a sample size of 1,333 TGD youth found that approximately 4.3% of transmasculine and 4.2% of transfeminine youth reported a lifetime eating disorder diagnosis [23]. Another study found that approximately 18% of trans individuals reported an eating disorder diagnosis in the past year compared to 1.8% of cisgender female youth and 0.2% of cisgender male youth [24]. A more recent review by Nagata et al. estimated TGD people in the United States to have a lifetime prevalence of diagnosed disordered eating at a rate of 10.5% for transgender men and 8.1% for transgender women. Of note, the most common diagnoses were anorexia nervosa (4.2% for transgender men and 4.1% for transgender women) and bulimia nervosa (3.2% for transgender men and 2.9% for transgender women) [25]. Such significantly heightened prevalence rates signal a critical need to better understand what contributes to the onset and development of ED/DEB for this population. To date, the extant body of literature has identified a handful of potential contributing factors for the development ED/DEB pathology, which include: (1) puberty and gender dysphoria; (2) cisnormativity and passing; and (3) barriers to accessing gender affirming healthcare.
Gender dysphoria
TGD people may experience gender dysphoria – a significant level of psychological distress that is caused by an incongruence between one’s gender identity and their sex assigned a birth [26]. This misalignment between one’s gender identity and their primary and secondary sex characteristics is often associated with a high level of dissatisfaction with one’s body and general appearance [27–29]. For many TGD individuals, disordered eating can be understood as a method of “either suppressing or accentuating gender by changing the shapes of their bodies” (pg. 73) [30].
Given that some TGD individuals may feel their gender dysphoria decrease as a result of restrictive eating and accompanying body changes, there is significant reinforcement around the development and maintenance ED/DEBs. For individuals who underwent an estrogen-driven puberty but affirm a masculine or male gender identity, ED/DEB may be motivated by a desire to present more conventionally masculine. Specifically, weight loss through restrictive eating can reduce the size of breasts/chest area, hips, and buttocks, in addition to causing amenorrhea [8]. Among individuals who underwent a testosterone-driven puberty but affirm a feminine or female gender identity, weight loss may help reduce broadness of shoulders and create the appearance of a smaller body frame that may be considered more conventionally feminine [30, 31].

Passing and scrutiny of TGD bodies
When a TGD individual presenting as their affirmed gender identity is perceived as cisgender by others, or is not suspected to be transgender, then that person is considered to successfully “pass” [31, 32]. For some TGD people, it is an important goal to be seen and understood by those around them as a cisgender individual for a variety of reasons, such as safety concerns and a sense of belonging [33, 34]. TGD people who do not “pass” or whose gender expression is outside the gender binary may be susceptible to more transphobic discrimination, harassment, and violence [35]. As a result, TGD individuals with a binary gender identity (e.g., transgender men, transgender women) may feel tremendous pressure to adhere to social expectations of traditional gender roles and gender expression that cisgender men and women adhere to in order to garner as sense of safety in their communities [29]. It is important to note that “passing” is not a goal for all TGD people, even with binary gender identities; each TGD person is unique and healthcare clinicians should not assume that “passing” as cisgender is a desired goal or outcome.
Although the relationship between “passing” and ED/DEB is understudied, researchers have noted that the impact of “visible” gender-nonconformity can lead some TGD people to turn to ED/DEB in response to the minority stress of having to exist in a cisnormative society. Disordered eating can therefore be understood as a strategy that is employed to control one’s body with the hopes of “passing” and/or can be the result of stress and anxiety from feeling as though “passing” is ultimately unattainable [31, 36]. From this perspective, ED/DEB can therefore be conceptualized as a resulting psychopathology that is secondary to the significant levels of distress that TGD people expereince from being subjected to a transphobic cultural context, which, in of itself, can be considered to be a primary risk factor [37]. Scholars have also commented that narrow beauty standards for conventional masculinity and femininity are significantly amplified for TGD individuals [38, 39]. Chang and colleagues noted that TGD people face more scrutiny about their bodies “because they are expected to ‘prove’ themselves as being ‘man enough,’ ‘woman enough,’ or ‘trans enough’” (p. 116) [40]. Additionally, some non-binary people might feel pressured to maintain a solely androgynous physical appearance so that others cannot discern assigned sex at birth [41]. Regardless, this hyper-scrutiny of bodies that perpetuates toxic beauty standards that is often reinforced by social media particularly for TGD youth, likely magnifies TGD people’s negative views of their bodies and can contribute to ED/DEB [42].

Barriers to affirming care and disempowerment
Access to gender affirming care is considered to be essential to the wellbeing of TGD people. Such healthcare can include having the option to pursue affirming medical interventions, such as hormones, pubertal suppression, and various surgeries, as well as receiving care from healthcare providers that are knowledgeable about TGD identities and relevant medical implications [43]. Unfortunately, research has repeatedly shown that TGD individuals encounter discrimination when attempting to access general mental and medical healthcare and that their needs are often left unmet [43–45]. Mistreatment within a medical context can take many forms, including misgendering (i.e., referring to a patient using incorrect pronouns) or misnaming (i.e., using the incorrect name), in addition to outright refusal of services [46]. TGD people may also not be able access affirming services due to geographic region, limited support from family or caregivers, financial limitations, and long waitlists for care [47].
These barriers to and negative experiences accessing gender affirming care can contribute to TGD people engaging in ED/DEBs. Malina hypothesized that some TGD people engage in disordered eating to gain a sense of power in response to being deprived of medically necessary and appropriate care [31]. Kosciewicz and colleagues similarly assert that, because TGD people are disempowered in the current healthcare system, this population may turn to disordered eating in an attempt to gain some sense of control over one’s body since access to adequate treatment for mental health challenges and dysphoria is not possible [30]. Therefore, weight loss via ED/DEB can be viewed as the only viable option for some TGD people to help themselves feel better or more empowered.

Protective factors
Although there are multiple factors that can contribute to the development and maintenance of ED/DEB among TGD people, research has also identified multiple protective factors that promote wellbeing for this resilient community. For example, studies have found that access to gender-affirming medical interventions may reduce risk of ED/DEB for TGD communities [8, 46, 48]. Additionally, findings from one study indicated that family connectedness, school connectedness, caring friends, and social support were linked to lower odds of disordered eating using a sample of 925 transgender young adults [49]. Social support and connectedness have also been found to be a critical protective factor for TGD people against many other mental health challenges, such as depression and anxiety [50]. Better understanding and promotion of these protective factors for TGD people struggling with ED/DEB will aid in clinicians’ efforts to promote resiliency in this population over the long term.


Screening and assessment of disordered eating among TGD people
Within the past five years, there has also been a call for clinicians to find ways to screen for eating disorder symptoms more appropriately and accurately within the TGD population to gain a better understanding of psychological functioning and to guide treatment recommendations. Unfortunately, many historical gold-standard screeners for disordered eating—such as the Eating Disorder Inventory (EDI)—have been developed solely for cisgender people [51–54]. Therefore, such measures may contain items or subscales that do not properly assess disordered eating attitudes or behaviors for TGD people. Gordon et al. noted that questions from the EDI in particular may hold different meanings for TGD individuals. For example, the item “I feel satisfied with my body image” may reflect gender dysphoria and the item “I wish I was someone else” might unintentionally capture experiences of transphobia instead of disordered eating alone [36, 53].
Thankfully, there has been an increase in research examining eating disorders in TGD populations in recent years, which has contributed to the use and validation of eating disorder screeners with TGD individuals. Table 2 includes an overview and relevant findings with TGD samples of the Eating Disorder Examination Questionnaire (EDE-Q), the short form of that questionnaire (EDE-QS), the Eating Attitudes Test (EAT-26), and the Sick, Control, One Stone, Fat, Food (SCOFF) questionnaire [51, 55–57].Table 2Quantitative assessments of ED/DEB used with TGD populations


	Name
	References
	Items
	Assessment
	Statistics with TGD populations

	Eating Disorder Examination Questionnaire
(EDE-Q)
	Fairburn and Beglin [55]
	28
	Assesses eating disorder attitudes and disordered eating behaviors over the past 28 days; four subscales: restraint, eating concern, shape concern, weight concern
	Adequate to excellent internal consistency with transmasculine, transfeminine, and nonbinary youth and adult transgender men and women [25, 58]; a single-factor global score may be optimal for TGD youth [59]

	Eating Disorder Examination Questionnaire—Short Form
(EDE-QS)
	Giedon et al. [60]
	12
	Same as EDE-Q; yields single score
	Strong measurement and construct validity for transgender men and women with and without suspected ED/DEB [56]

	Eating Attitudes Test (EAT-26)
	Garner and Garfinkel [51]
	26
	Indicates to respondent if they have symptoms of an eating disorder that warrants professional attention; yields single score with score > 20 indicating further investigation by a clinician
	Lower scores on EAT-26 associated with more experience with gender-affirming medical interventions [8]; good to excellent internal consistency with TGD young adults and adult transgender women [61, 62]

	Sick, Control, One Stone, Fat, Food (SCOFF)
	Morgan et al. [57]
	5
	Identifies individuals with disordered eating in a primary care context; response of “yes” to at least two questions indicate more in-depth assessment of anorexia and/or bulimia is required
	Has been used in a case series examining gender-affirming nutrition with adult transgender men, a cross-sectional nutrition screening protocol with transgender and nonbinary youth, and the validation of an avoidant/restrictive food intake disorder measure with transgender and nonbinary youth [63–65]




Qualitative inquiries Although quantitative screeners offer specific cut-off scores that carry clinical utility, it is important not to undermine the value of using open-ended questions as well. Donaldson and colleagues used qualitative data from five case studies of adolescent TGD youth with eating disorders to identify common features and guide eating disorder screener questions for both providers in a gender clinic, and providers in an eating disorder clinic [66]. Recommended questions to ask TGD youth in an eating disorder clinic included asking about (a) gender identity, (b) how a patient feels about their body in relationship to their gender, and (c) what goals the patient has for their body. Providers assessing disordered eating in a gender clinic were recommended to ask questions related to: (a) disordered eating in general, (b) what the patient has eaten and drank in the last 24 h, (c) their relationship to physical activity and exercise, (d) their history of dieting or compensatory behaviors, and (e) how they feel about their body in general [66]. These types of questions allow for a deeper discussion with TGD youth about their relationship to their bodies and food, and how gender dysphoria may play an important role.
In sum, the recent increase in research examining the experiences of disordered eating among TGD people has led to the application of existing eating disorder screeners and the creation of specific questions that clinicians can ask to better assess ED/DEB for people who may also experience gender dysphoria. The incorporation of screeners during work with TGD people can assist clinicians in properly identifying which patients could benefit from targeted, affirming interventions specifically related to disordered eating.

Clinical practice implications
To date, there are no consensus guidelines for the treatment of ED/DEB among TGD individuals and studies examining clinical care outcomes for this population are limited. TGD patients may present to care more medically compromised than cisgender individuals [67, 68]. However, a literature search of peer reviewed work showed that some studies have captured the overwhelmingly negative experiences that TGD people have had when undergoing ED/DEB screening and treatment. For instance, in a survey of 84 TGD respondents who had completed some form of ED/DEB treatment, none reported having a positive experience [69]. Approximately 40% of respondents hid their gender identity from their treatment program out of fear of discrimination and stigma, and those who did disclose their identity faced misgendering, transphobia, and various non-affirming questions from providers [69]. Another study found that TGD patients who sought treatment for ED/DEB were frustrated by the limited number of providers who were both knowledgeable about gender affirming care and had expertise in addressing disordered eating [70]. Given these findings, it is important for clinicians to understand what constitutes gender affirming care.
Affirmative care
According to the World Health Organization, gender affirming care encompasses psychological, behavioral, and medical interventions that are “designed to support and affirm an individual’s gender identity” when that identity does not align with sex assigned at birth [71]. A core philosophy of gender affirming care is that variations in gender identity and expression are natural, expected, and not pathological [72]. Therefore, when providing care to TGD people, an affirmative approach includes valuing patient autonomy and the idea that patients are experts of themselves, and that patient identities are deserving of acknowledgement and respect. In practice, gender affirming care, at minimum, includes always using the patient’s correct name and pronouns both in-and-out of the exam room, asking questions about the body that are not inherently gendered (e.g., saying “chest” instead of “breasts”, etc.), and having resources for TGD patients when their questions or care needs are outside the scope of a clinician’s expertise. Providing care within a space that indicates inclusivity and affirmation with observable signs (e.g., pride flag lanyards, rainbow stickers, etc.) can also be of assistance considering that TGD people are more likely to scan their environment for signs of safety [73, 74].

Affirming care for TGD people with ED/DEB
When applying gender affirming care principles to treating ED/DEB, it is important for providers to acknowledge that the very nature of “recovery” from disordered eating for TGD people may exacerbate the gender dysphoria they experience [75, 76]. For example, a young transgender man assigned female at birth recovering from anorexia nervosa may experience heightened dysphoria because of weight gain and non-affirming changes to the body like re-emergence of body curves, more chest development, and return of menses [77, 78]. Therefore, clinicians working with this population should become familiar with ways of helping TGD patients find other avenues of addressing gender dysphoria that does not include diet or exercise. This can include finding gender euphoria, the joy or happiness from one’s gender identity and expression, through other avenues that can include but are not limited to hair styles, clothing, and makeup [79]. There are also gender affirming medical interventions, such as pubertal blockade, hormones, and surgeries that can be exceptionally helpful in reducing dysphoria for TGD individuals [80–82].
When conceptualizing ED/DEB etiology and manifestation for TGD individuals, it is critical to remember that some traditional but cis-normative treatment models for alleviating disordered eating may focus on helping a patient find love and acceptance of their bodies. This treatment approach may be quite invalidating for TGD people and the gender dysphoria they experience. The concept of love for one's own body can be perceived as being in direct opposition for TGD people living with dysphoria and who may have goals of wanting to medically transition to embody their affirmed gender. Malina and Koscieweicz and colleagues emphasize that TGD bodies exist within social and political contexts, and, therefore, eating disorders are neither solely situated within the TGD individual nor purely cognitive [30, 31]. Chang and colleagues recommend that the incorporation of acceptance-based and dialectic behavioral therapy strategies may be especially helpful in the treatment of ED/DEB among TGD individuals given the dual focus on acceptance of current circumstances and experiences along with the desire for change to take place [40]. Although there is a dearth of research investigating the utility of family-based interventions to assist TGD youth specifically with ED/DEB, these types of interventions have been found to be exceptionally helpful for cisgender youth [83]. Given family connectedness is considered to be a primary protective factor for TGD young people, it is important that future studies explore the effectiveness and application of this treatment approach for this vulnerable population [66].
Clinicians offering support to this population may also find it to be helpful to develop questions aimed at better understanding the presence and/or function of ED/DEB. Two example prompts include: (1) “Some people may restrict (or purge, over-exercise, binge eat, use weight loss supplements, or muscle building supplements) to appear more masculine or feminine, or to “pass.” Has that ever been true for you?” and (2) “What does the ideal body look like to you?” These questions can help lead the clinician to better understand the motivation behind some DEBs for a TGD person, therefore, may help with important insights for guiding treatment. Additional sample questions that clinicians can use to more thoroughly assess the intersection of gender identity and ED/DEB among TGD people is offered by Donaldson and colleagues [66].


Medical considerations
From a medical assessment perspective, little guidance exists on how to best work with TGD individuals who have ED/DEB. However, based on the clinical experience of some of the authors of this paper, who are cisgender adolescent medicine physicians with a specialty in ED/DEB, there are modifications to current clinical practices that should be considered to help TGD people feel more comfortable. For example, changing into a gown can be difficult for these patients given the presence of dysphoria, and so informing patients in advance of the need for a physical exam can be helpful. Modifying what can be worn during an exam, as appropriate for medical care, can also be an affirming practice to incorporate into exams. For example, if an exam can be conducted without having the patient change into a hospital gown that may be ideal. Also, allowing gender-affirming garments to remain on, such as chest binders to flatten a person’s chest or gaffs to conceal genitals, during an exam can offer some relief from dysphoria and possibly create better engagement from the individual during a medical visit [66]. Other measures can also be taken by the medical professions to help reduce and mitigate dysphoria during appointments, such as asking what words are affirming for a patient to use with regard to the body/anatomy, discussing what a physical exam will entail prior to conducting the exam, explicitly asking for and getting consent for the exam, stopping the exam if consent is withdrawn by the patient, and limiting the duration of the exam [66, 84]. Steps such as these will help to create a safe and affirming medical exam space not only for TGD patients, but for patients of all gender identities [68, 85].
The use of growth charts for weight restoration in TGD individuals is an area that requires further study especially for those who suppress puberty and go on to medically transition with gender affirming hormones [86]. It may be helpful for physicians to consider using TGD patients’ prior weight trajectory, as well as other signs of malnutrition (e.g., heart rate, blood pressure, and laboratory evaluation) when assessing ED/DEB severity and progress with treatment [67].This patient-specific information can be especially helpful with setting realistic and achievable recovery goals for TGD people at each stage of the medical transitioning journey.

Discussion
This literature review detailed key themes among published clinical research regarding the prevalence, screening, treatment, and experiences of TGD people with ED/DEB. While the research on the experiences of TGD people with disordered eating is limited, the research reviewed does establish that TGD individuals are at increased risk when compared to cisgender peers for ED/DEB. Much of this increased risk is explained within the minority stress model, which contextualizes the unique stressors that TGD people experience including stigma, discrimination, and prejudice (e.g., transphobia) [16, 17]. It is well-established that these stressors lead to increased rates of mental health related distress, including disordered eating, in TGD individuals [17].
Emerging research has offered more nuance that aids in a comprehensive understanding of the interplay between gender dysphoria and ED/DEB. The majority of evidence, thus far, has pointed to the inherent risk for ED/DEB created by the dissatisfaction when one’s body and appearance is not in line with their gender identity [27, 28]. TGD individuals who experience gender dysphoria can look to ED/DEB in order to cope with their distress and change the appearance of their bodies [8, 31]. This can be significantly reinforced through secondary gain when individuals potentially “pass” better as their affirmed gender and/or experience decreased dysphoria [8, 30, 31, 33, 34, 54].
Given the significant number of risks for the TGD population, it is essential that clinicians are appropriately informed on how to best assess and treat ED/DEB with this community [8, 22, 29, 39]. Many of the screeners that are widely used in clinical settings have been developed for cisgender people and may have some questions that are not easily adaptable to TGD patients [36, 53, 54]. However, as presented in Table 2, work is being done to validate these measures with TGD populations. Before using a measure to capture ED/DEB among TGD individuals, it is strongly recommended a clinical team carefully review each question and make a determination about which measure is most applicable to their patient population. Once assessment and diagnosis have been completed, clinical guidance on treatment protocols for TGD patients are limited. However, foundational aspects of gender affirming care are required as part of any ED/DEB treatment. This includes affirming patients’ identities, using the correct name and pronouns, and utilizing visual cues of inclusivity/affirmation. Consideration of a patient’s gender identity is also essential when considering bathroom access and room assignments for inpatient care [87]. Gender identity is also an important consideration for any care model that includes delivery of treatment in a group format that is separated by gender; in this case, it is recommended to discuss the options for groups based upon gender with the TGD client and allow them to participate in the group that is most affirming and authentic.
The literature reviewed has limits in generalizability, primarily due to the paucity of scholarship in this area, although this is improving with time. To date, many studies have used general LGBTQ samples rather than focusing on TGD participants and have had an overwhelming focus on restricted eating rather than binge eating, ARFID, etc. Further, TGD samples are also often compared to cisgender samples and tend to be very binary, which may not allow for nuance in understanding how the experiences of TGD people may be shaped by their affirmed gender. In addition, many studies lack diverse samples, and thus little is currently known about the impact of cultural, racial, or ethnic diversity. Many samples are predominantly white, and the specific experiences of TGD youth of color are not well understood in the current research and clinical realms. This is particularly concerning given that TGD people of color have been shown to have significantly higher risk factors healthcare discrimination [88, 89]. Future research should focus on representative samples of TGD individuals of varying gender identities, cultural experiences, and racial/ethnic backgrounds. Furthermore, research should highlight the efficacy and validity of current ED/DEB measures for TDG populations and determine what additional measures are needed.

Conclusion
While some strides have been made to better understand identification, assessment, and treatment of ED/DEB for the TGD population (see Table 3 for a summary), it’s clear that there is a significant need for future research and clinical developments. It will be crucial that researchers and clinicians across all areas of TGD and ED/DEB care collaborate to address these areas. Centering the gender affirming approach will help to ensure best practices for working with the TGD community.Table 3Quick reference and summary of clinical recommendations


	1
	The TGD youth are found to be at a heightened risk for DEB/ED

	2
	Unfortunately, many screening measurements were developed for cisgender populations and as a result may not fully capture the experiences of TGD individuals. Recommended questions to ask TGD youth in an eating disorder clinic included asking about (a) gender identity, (b) how a patient feels about their body in relationship to their gender, and (c) what goals the patient has for their body

	3
	Research indicates that gender affirming hormones are associated with higher quality of life and decreased suicidality. We encourage clinicians treating TGD patients with ED/DEB to prioritize continued access to GAH during treatment/recovery

	4
	Gender affirmation has been associated with positive psychosocial outcomes. Additionally, TGD patients report a high level of medical discrimination. Therefore, it is important to consider the following general clinical recommendations

	 	(a) Avoiding misgendering/deadnaming is crucial and should be done at all points of the clinical process, from the waiting room to the exam room
(b) It is important to ask questions about the body that are not inherently gendered (e.g., saying “chest” instead of “breasts”, etc.)
(c) Having observable signs that a provider is affirming and LGBTQ+—inclusive—(e.g., pride flag lanyards, rainbow stickers, etc.) can also help create an environment of safety for TGD patients

	5
	Medical considerations include:

	 	(a) Modifying the physical exam to include allowing gender-affirming garments to remain on, such as chest binders to flatten a person’s chest or gaffs to conceal genitals
(b) Asking what words are affirming for a patient to use with regard to body/anatomy
(c) Discussing what a physical exam will entail prior to conducting the exam and explicitly asking for and getting consent for the exam. It is also important to stop the exam if consent is withdrawn by the patient
(d) Use of growth charts for weight restoration in TGD individuals is an area that requires further study since growth charts may be inaccurate due to normative values being calculated from cisgender populations. Clinicians should consider using TGD patients’ prior weight trajectory, as well as other signs of malnutrition (e.g., heart rate, blood pressure, and laboratory evaluation) when assessing ED/DEB severity and progress with treatment





Acknowledgements
Not applicable.

Author contributions
KM and JLM wrote the main manuscript text, with writing contributions from EPB, CRW, SMH-M, and CEG. All authors reviewed and edited the manuscript.

Funding
None of the authors have funding for this project.

Availability of data and materials
Not applicable.

Declarations
Ethics approval and consent to participate
This review paper does not use any human participants, human material, or human data. As such, no IRB approval was needed. No consent was obtained as there were no participants.

Consent for publication
All authors gave consent for publication.

Competing interests
None of the authors have competing interests.


References
	1.
van Hoeken D, Hoek HW. Review of the burden of eating disorders: mortality, disability, costs, quality of life, and family burden. Curr Opin Psychiatry. 2020;33(6):521–7.PubMedPubMedCentral

	2.
Diemer EW, White Hughto JM, Gordon AR, Guss C, Austin SB, Reisner SL. Beyond the binary: differences in eating disorder prevalence by gender identity in a transgender sample. Transgender Health. 2018;3(1):17–23.PubMedPubMedCentral

	3.
Stewardson L, Nolan J, Talleyrand R. Eating disorders and body image concerns in men of color: cultural considerations. J Ment Health Couns. 2020;42(2):110–23.

	4.
Javier SJ, Belgrave FZ. “I’m not White, I have to be pretty and skinny”: a qualitative exploration of body image and eating disorders among Asian American women. Asian Am J Psychol. 2019;10(2):141–53.PubMed

	5.
Guss CE, Williams DN, Reisner SL, Austin SB, Katz-Wise SL. Disordered weight management behaviors, nonprescription steroid use, and weight perception in transgender youth. J Adolesc Health. 2017;60(1):17–22.PubMed

	6.
Feldman J, Brown GR, Deutsch MB, Hembree W, Meyer W, Meyer-Bahlburg HFL, et al. Priorities for transgender medical and healthcare research. Curr Opin Endocrinol Diabetes Obes. 2016;23(2):180–7.PubMedPubMedCentral

	7.
Murray SB. Gender identity and eating disorders: the need to delineate novel pathways for eating disorder symptomatology. J Adolesc Health. 2017;60(1):1–2.PubMed

	8.
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

	9.
Herman J, Flores J, Brown T, Wilson B, Conron K. Age of individuals who identify as transgender in the United States [Internet]. The Williams Institute; 2017. Available from: https://​williamsinstitut​e.​law.​ucla.​edu/​wp-content/​uploads/​Age-Trans-Individuals-Jan-2017.​pdf

	10.
thisisloyal.com L|. How many adults identify as transgender in the United States? [Internet]. Williams Institute. [cited 2022 Mar 29]. Available from: https://​williamsinstitut​e.​law.​ucla.​edu/​publications/​trans-adults-united-states/​

	11.
Coleman E, Radix AE, Bouman WP, Brown GR, de Vries ALC, Deutsch MB, et al. Standards of care for the health of transgender and gender diverse people, version 8. Int J Transgend Health. 2022;23(Suppl 1):S1-259.PubMedPubMedCentral

	12.
Rands KE. Considering transgender people in education: a gender-complex approach. J Teach Educ. 2009;60(4):419–31.

	13.
McGuire JK, Berg D, Catalpa JM, Morrow QJ, Fish JN, Nic Rider G, et al. Utrecht gender dysphoria scale-gender spectrum (UGDS-GS): construct validity among transgender, nonbinary, and LGBQ samples. Int J Transgender Health. 2020;21(2):194–208.

	14.
Hoy-Ellis CP. Minority stress and mental health: a review of the literature. J Homosex. 2021. https://​doi.​org/​10.​1080/​00918369.​2021.​2004794.CrossrefPubMed

	15.
Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: conceptual issues and research evidence. Psychol Bull. 2003;129(5):674–97.PubMedPubMedCentral

	16.
Meyer IH. Minority Stress and mental health in gay men. J Health Soc Behav. 1995;36(1):38.PubMed

	17.
Hendricks ML, Testa RJ. A conceptual framework for clinical work with transgender and gender nonconforming clients: an adaptation of the minority stress model. Prof Psychol Res Pract. 2012;43(5):460–7.

	18.
Tebbe EA, Moradi B. Suicide risk in trans populations: an application of minority stress theory. J Couns Psychol. 2016;63(5):520–33.PubMed

	19.
Katz-Wise SL, Scherer EA, Calzo JP, Sarda V, Jackson B, Haines J, et al. Sexual minority stressors, internalizing symptoms, and unhealthy eating behaviors in sexual minority youth. Ann Behav Med. 2015;49(6):839–52.PubMed

	20.
Scandurra C, Bochicchio V, Amodeo A, Esposito C, Valerio P, Maldonato N, et al. Internalized transphobia, resilience, and mental health: applying the psychological mediation framework to Italian transgender individuals. IJERPH. 2018;15(3):508.PubMedPubMedCentral

	21.
Springmann M, Svaldi J, Kiegelmann M. A qualitative study of gendered psychosocial processes in eating disorder development. Int J Eat Disord. 2022;55(7):947–55.PubMed

	22.
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

	23.
Becerra-Culqui TA, Liu Y, Nash R, Cromwell L, Flanders WD, Getahun D, et al. Mental health of transgender and gender nonconforming youth compared with their peers. Pediatrics. 2018;141(5):e20173845.PubMed

	24.
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

	25.
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

	26.
Diagnostic and Statistical Manual of Mental Disorders [Internet]. DSM Library. [cited 2022 Apr 28]. Available from: https://​dsm.​psychiatryonline​.​org/​doi/​book/​https://​doi.​org/​10.​1176/​appi.​books.​9780890425596

	27.
Feusner JD, Lidström A, Moody TD, Dhejne C, Bookheimer SY, Savic I. Intrinsic network connectivity and own body perception in gender dysphoria. Brain Imaging Behav. 2017;11(4):964–76.PubMedPubMedCentral

	28.
Turan Ş, Aksoy Poyraz C, Usta Sağlam NG, Demirel ÖF, Haliloğlu Ö, Kadıoğlu P, et al. Alterations in body uneasiness, eating attitudes, and psychopathology before and after cross-sex hormonal treatment in patients with female-to-male gender dysphoria. Arch Sex Behav. 2018;47(8):2349–61.PubMed

	29.
Pham A, Kerman H, Albertson K, Crouch JM, Inwards-Breland DJ, Ahrens KR. Understanding the complex relationship between one’s body, eating, exercise, and gender-affirming medical care among transgender and nonbinary adolescents and young adults. Transgender Health. 2023;8(2):149–58.PubMed

	30.
Jacobson G, Niemira JC, Violeta K, editors. Sex, sexuality and trans identities: clinical guidance for psychotherapists and counselors. Philadelphia: Jessica Kingsley Publishers; 2020. p. 300.

	31.
Malina S. Unique causes and manifestations of eating disorders within transgender populations. CSWR. 2021;19(1):138–57.

	32.
Billard TJ. “Passing” and the politics of deception: transgender bodies, cisgender aesthetics, and the policing of inconspicuous marginal identities. In: Docan-Morgan T, editor. The Palgrave handbook of deceptive communication [Internet]. Cham: Springer International Publishing; 2019 [cited 2023 Feb 7]. p. 463–77. Available from: https://​link.​springer.​com/​https://​doi.​org/​10.​1007/​978-3-319-96334-1_​24

	33.
Dias CK, Rocha LRL, Tateo L, Marsico G. “Passing” and its effects on Brazilian transgender people’s sense of belonging to society: a theoretical study. J Community Appl Soc Psychol. 2021;31(6):690–702.

	34.
Bockting WO, Miner MH, Swinburne Romine RE, Dolezal C, Robinson BBE, Rosser BRS, et al. The transgender identity survey: a measure of internalized transphobia. LGBT Health. 2020;7(1):15–27.PubMedPubMedCentral

	35.
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

	36.
Gordon AR, Austin SB, Schultz J, Guss CE, Calzo JP, Wang ML. Gender expression, peer victimization, and disordered weight-control behaviors among U.S. high school students. J Adolesc Health. 2021;68(6):1148–54.PubMed

	37.
Holt V, Skagerberg E, Dunsford M. Young people with features of gender dysphoria: demographics and associated difficulties. Clin Child Psychol Psychiatry. 2016;21(1):108–18.PubMed

	38.
Witcomb GL, Bouman WP, Brewin N, Richards C, Fernandez-Aranda F, Arcelus J. Body image dissatisfaction and eating-related psychopathology in trans individuals: a matched control study. Eur Eat Disord Rev. 2015;23(4):287–93.PubMed

	39.
Gordon AR, Austin SB, Krieger N, White Hughto JM, Reisner SL. “I have to constantly prove to myself, to people, that I fit the bill”: perspectives on weight and shape control behaviors among low-income, ethnically diverse young transgender women. Soc Sci Med. 2016;165:141–9.PubMedPubMedCentral

	40.
Chang SC, Singh AA. A clinician’s guide to gender-affirming care: working with transgender and gender-nonconforming clients: a comprehensive resource for mental health professionals, educators & students. Oakland: Context Press; 2018.

	41.
Galupo MP, Cusack CE, Morris ER. “Having a non-normative body for me is about survival”: androgynous body ideal among trans and nonbinary individuals. Body Image. 2021;39:68–76.PubMed

	42.
Allen BJ, Stratman ZE, Kerr BR, Zhao Q, Moreno MA. Associations between psychosocial measures and digital media use among transgender youth: cross-sectional study. JMIR Pediatr Parent. 2021;4(3):e25801.PubMedPubMedCentral

	43.
Gehi PS, Arkles G. Unraveling injustice: race and class impact of medicaid exclusions of transition-related health care for transgender people. Sex Res Soc Policy. 2007;4(4):7–35.

	44.
James S, Herman J, Keisling M. 2015 U.S. Transgender Survey (USTS); 2015

	45.
Bradford J, Reisner SL, Honnold JA, Xavier J. Experiences of transgender-related discrimination and implications for health: results From the Virginia transgender health initiative study. Am J Public Health. 2013;103(10):1820–9.PubMedPubMedCentral

	46.
Kenagy GP. The health and social service needs of transgender people in Philadelphia. Int J Transgenderism. 2005;8(2–3):49–56.

	47.
Puckett JA, Cleary P, Rossman K, Mustanski B, Newcomb ME. Barriers to gender-affirming care for transgender and gender nonconforming individuals. Sex Res Soc Policy. 2018;15(1):48–59.

	48.
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. 2018;26(2):120–8.PubMed

	49.
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

	50.
Budge SL, Adelson JL, Howard KAS. Anxiety and depression in transgender individuals: the roles of transition status, loss, social support, and coping. J Consult Clin Psychol. 2013;81(3):545–57.PubMed

	51.
Garner DM, Garfinkel PE. The eating attitudes test: an index of the symptoms of anorexia nervosa. Psychol Med. 1979;9(2):273–9.PubMed

	52.
Garner DM, Olmstead MP, Polivy J. Development and validation of a multidimensional eating disorder inventory for anorexia nervosa and bulimia. Int J Eat Disord. 1983;2(2):15–34.

	53.
Clausen L, Rosenvinge JH, Friborg O, Rokkedal K. Validating the eating disorder inventory-3 (EDI-3): a comparison between 561 female eating disorders patients and 878 females from the general population. J Psychopathol Behav Assess. 2011;33(1):101–10.PubMed

	54.
Aardoom JJ, Dingemans AE, Landt MCTSO, Van Furth EF. Norms and discriminative validity of the Eating Disorder Examination Questionnaire (EDE-Q). Eat Behav. 2012;13(4):305–9.PubMed

	55.
Fairburn C, Beglin S. Eating Disorder Examination Questionnaire. In: Cognitive Behavior Therapy. New York: Guildford Press; 2008.

	56.
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

	57.
Morgan JF, Reid F, Lacey JH. The SCOFF questionnaire: assessment of a new screening tool for eating disorders. BMJ. 1999;319(7223):1467–8.PubMedPubMedCentral

	58.
Avila JT, Golden NH, Aye T. Eating disorder screening in transgender youth. J Adolesc Health. 2019;65(6):815–7.PubMed

	59.
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.

	60.
Gideon N, Hawkes N, Mond J, Saunders R, Tchanturia K, Serpell L. Development and Psychometric Validation of the EDE-QS, a 12 Item Short Form of the Eating Disorder Examination Questionnaire (EDE-Q). PLoS One. 2016;11(5):e0152744. https://​doi.​org/​10.​1371/​journal.​pone.​0152744.

	61.
Cifra N, Chen YFM, Greenberg K. 200. EAT-26 performance in gender health clinic patients. J Adolesc Health. 2019;64(2):S102.

	62.
Brewster ME, Velez BL, Breslow AS, Geiger EF. Unpacking body image concerns and disordered eating for transgender women: the roles of sexual objectification and minority stress. J Couns Psychol. 2019;66(2):131–42.PubMed

	63.
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

	64.
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

	65.
Zickgraf HF, Garwood SK, Lewis CB, Giedinghagen AM, Reed JL, Linsenmeyer WR. Validation of the nine-item avoidant/restrictive food intake disorder screen among transgender and nonbinary youth and young adults. Transgender Health. 2021. https://​doi.​org/​10.​1089/​trgh.​2021.​0021.Crossref

	66.
Donaldson AA, Hall A, Neukirch J, Kasper V, Simones S, Gagnon S, et al. Multidisciplinary care considerations for gender nonconforming adolescents with eating disorders: a case series. Int J Eat Disord. 2018;51(5):475–9.PubMed

	67.
Chaphekar AV, Vance SR, Garber AK, Buckelew S, Ganson KT, Downey A, et al. Transgender and other gender diverse adolescents with eating disorders requiring medical stabilization. J Eat Disord. 2022;10(1):199.PubMedPubMedCentral

	68.
Riddle MC, Safer JD. Medical considerations in the care of transgender and gender diverse patients with eating disorders. J Eat Disord. 2022;10(1):178.PubMedPubMedCentral

	69.
Duffy ME, Henkel KE, Earnshaw VA. Transgender clients’ experiences of eating disorder treatment. J LGBT Issues Couns. 2016;10(3):136–49.PubMedPubMedCentral

	70.
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

	71.
Gender incongruence and transgender health in the ICD [Internet]. [cited 2023 Feb 8]. Available from: https://​www.​who.​int/​standards/​classifications/​frequently-asked-questions/​gender-incongruence-and-transgender-health-in-the-icd

	72.
Chen D, Hidalgo MA, Leibowitz S, Leininger J, Simons L, Finlayson C, et al. Multidisciplinary care for gender-diverse youth: a narrative review and unique model of gender-affirming care. Transgender Health. 2016;1(1):117–23.PubMedPubMedCentral

	73.
Guss C, Katz-Wise S. Care of the Lesbian, Gay, Bisexual, transgender and queer teen. In: Pediatric and adolescent gynecology. 7th ed. Wolter Kluwer; 2019.

	74.
Guss C, Thompson K, Katz-Wise S. Lesbian, gay, bisexual, transgender, and queer youth. In: The Zuckerman Parker handbook of developmental and behavioral pediatrics for primary care. 4th ed. Netherlands: Wolters Kluwer; 2018.

	75.
Cusack CE, Iampieri AO, Galupo MP. “I’m still not sure if the eating disorder is a result of gender dysphoria”: trans and nonbinary individuals’ descriptions of their eating and body concerns in relation to their gender. Psychol Sex Orientat Gend Divers. 2022;9(4):422–33.

	76.
Ewan LA, Middleman AB, Feldmann J. Treatment of anorexia nervosa in the context of transsexuality: a case report: treatment of anorexia and transsexuality. Int J Eat Disord. 2014;47(1):112–5.PubMed

	77.
Roberts SR, Salk RH, Thoma BC, Romito M, Levine MD, Choukas-Bradley S. Disparities in disordered eating between gender minority and cisgender adolescents. Int J Eat Disord. 2021;54(7):1135–46.PubMed

	78.
Gordon AR, Moore LB, Guss C. Eating disorders among transgender and gender non-binary people. In: Nagata JM, Brown TA, Murray SB, Lavender JM, editors. Eating disorders in boys and men. Cham: Springer International Publishing; 2021. p. 265–81. https://​doi.​org/​10.​1007/​978-3-030-67127-3_​18.Crossref

	79.
Beischel WJ, Gauvin SEM, van Anders SM. “A little shiny gender breakthrough”: community understandings of gender euphoria. Int J Transgender Health. 2022;23(3):274–94.

	80.
Rew L, Young CC, Monge M, Bogucka R. Review: puberty blockers for transgender and gender diverse youth—a critical review of the literature. Child Adolesc Ment Health. 2021;26(1):3–14.PubMed

	81.
Turban JL, King D, Kobe J, Reisner SL, Keuroghlian AS. Access to gender-affirming hormones during adolescence and mental health outcomes among transgender adults. PLoS ONE. 2022;17(1):e0261039.PubMedPubMedCentral

	82.
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

	83.
Kaslow NJ, Broth MR, Smith CO, Collins MH. Family-based interventions for child and adolescent disorders. J Marital Fam Ther. 2012;38(1):82–100.PubMed

	84.
Forcier M, Van Schalkwyk G, Turban JL, editors. Pediatric gender identity: gender-affirming care for transgender & gender diverse youth. Cham: Springer; 2020. p. 283.

	85.
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

	86.
Kidd KM, Sequeira GM, Dhar CP, Montano GT, Witchel SF, Rofey D. Gendered body mass index percentile charts and transgender youth: making the case to change charts. Transgender Health. 2019;4(1):297–9.PubMedPubMedCentral

	87.
Gomez AM, Hooker N, Olip-Booth R, Woerner P, Ratliff GA. “It’s being compassionate, not making assumptions”: transmasculine and nonbinary young adults’ experiences of “Women’s” health care settings. Women’s Health Issues. 2021;31(4):324–31.PubMed

	88.
Seelman KL, Vasi A, Kattari SK, Alvarez-Hernandez LR. Predictors of healthcare mistreatment among transgender and gender diverse individuals: are there different patterns by patient race and ethnicity? Soc Work Health Care. 2021;60(5):411–29.PubMed

	89.
Kattari SK, Walls NE, Whitfield DL, Langenderfer ML. Racial and ethnic differences in experiences of discrimination in accessing social services among transgender/gender-nonconforming people. J Ethn Cult Divers Soc Work. 2017;26(3):217–35.



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


OEBPS/navigation.xhtml

    
      Contents


      
        		Disordered eating and considerations for the transgender community: a review of the literature and clinical guidance for assessment and treatment


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





