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Abstract
Transgender and gender non-conforming (TGNC) individuals face significant health disparities despite grow-
ing visibility and awareness. Nutrition-related disparities are particularly concerning, with TGNC individuals 
experiencing higher rates of food insecurity, eating disorders, body dissatisfaction, and overweight or obesity. 
Gender-affirming hormone therapy (GAHT) and other medical interventions lead to significant physiological 
changes that can influence nutritional needs, as well as body composition and bone mineral density, yet 
existing daily energy estimation equations do not account for TGNC individuals or those undergoing GAHT. 
Perioperative nutrition is also vital, as gender-affirming surgeries increase metabolic demands and risk 
of muscle loss due to immobility and catabolism. Moreover, TGNC individuals report higher rates of food 
insecurity, with transgender men being particularly affected, largely due to economic disparities and systemic 
discrimination. Eating disorders are likely under reported in this population due to limited access to competent, 
inclusive care. Most research combines transgender and gender non-conforming individuals, limiting insight 
into subgroup differences. To improve health outcomes among TGNC individuals, there is a critical need for 
more inclusive, longitudinal research, particularly in the areas of nutrition, metabolism, and post-surgical 
care. Such research could inform the development of tailored interventions, enhance healthcare provider 
competence, and support the creation of clinical guidelines that address the specific health and nutrition 
needs of TGNC individuals. Ultimately, this would help reduce disparities and promote long-term well-being 
for TGNC individuals.
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Introduction

Transgender and/or gender non-conforming (TGNC) in-
dividuals are those people whose gender identity does not 
conform from the sex that was assigned to them at birth. 
Within the USA, it is estimated that there are over 1 mil-
lion adults identify as TGNC, with some estimates sug-
gesting that the number could be closer to 1.4 million.1–3 
Although awareness and visibility of TGNC individuals 
continue to  improve, significant health disparities and 
inequities persist, placing an ongoing burden on members 
of the TGNC community. These disparities exist across 
a wide spectrum of health outcomes and risk factors, in-
cluding refusal or denial of care, gaps in provider knowl-
edge and competence related to TGNC health needs and 
culture, and higher rates of bias and stigma when interact-
ing with healthcare providers.4 Despite having relatively 
similar levels of  health insurance coverage compared 
to  cisgender individuals (those whose gender identity 
aligns with their sex assigned at birth), TGNC individu-
als are still more likely to delay or avoid interactions with 
the healthcare system due to fears of stigma and bias.5 
An area in which there is often a lack of awareness and 
competence is the unique food and nutrition needs and 
considerations for TGNC people. The literature shows that 
TGNC experience disproportionate levels of eating disor-
ders, body dissatisfaction, food insecurity, overweight and 
obese weight status, and limited overall access to nutrition-
related services.6,7 Additionally, significant gaps remain 
in understanding how gender-affirming hormone therapy 
(GAHT) impacts nutritional and metabolic needs, bone 
health, overall body composition, and perioperative nutri-
tion support for individuals undergoing gender-affirming 
surgical interventions.

Objectives

The goal of this editorial is to synthesize and share find-
ings and insights regarding what is shown in the current 
literature regarding these specific nutrition-related needs 
for supporting TGNC health and wellness, as well as iden-
tifying causes of nutrition and health-related disparities. 

Furthermore, it is our goal to identify gaps in knowledge 
that can be used to inform and guide future research to re-
duce these disparities.

Impacts on body composition, 
bone density and daily energy 
requirements

Research and practice related to the healthcare needs 
and considerations of TGNC patients represent an ever-
expanding and evolving field. One emerging area of study 
is the  impact of  hormone replacement therapy (HRT) 
on body composition, metabolism and daily nutritional 
needs.

Changes to skeletal muscle mass 
and adipose tissue

Research shows that patients undergoing testosterone 
therapy experience an  increase in  lean body mass and 
skeletal muscle mass, along with a decrease in adipose 
(fat) tissue. Conversely, those undergoing estrogen therapy 
(with or without antiandrogen agents) tend to experience 
a decrease in lean body and skeletal muscle mass, accom-
panied by an increase in adipose tissue.8 When beginning 
GAHT, efforts have been made to understand the extent 
to which skeletal muscle mass is altered. For those us-
ing masculinizing GAHT, lean skeletal muscle mass has 
been shown to increase by approx. 10% over the first year, 
as well as a decrease in fat mass by about 10%,9–13 and 
an increase in skeletal muscle mass of 19% over the course 
of 3 years of using GAHT.14 For those using feminizing 
GAHT, longitudinal cohort studies have shown that lean 
skeletal muscle mass has a moderate decrease in the first 
year of therapy of approx. 3–5%,9,11,13,15–18 with an accom-
panying increase in body fat mass of approx. 28%.11 With 
these alterations in skeletal muscle mass and adipose tis-
sue mass, there is also the potential for an increased risk 
for overweight and obese status. Based on national survey 
data of 2,700 LGBTQIA+ people, 65.9% of transgender men 
were overweight or obese, with transgender men being 

Highlights
	• Transgender and/or gender non-conforming (TGNC) individuals are underrepresented in research, and experience 
several significant health disparities due to lack of clinician knowledge and bias

	• One such key gap in knowledge are nutrition-related needs and considerations for the TGNC population, such 
as changes in body composition, changes to basal metabolism and daily energy needs, changes to bone density, 
and increased risks for eating disorders and food insecurity

	• Greater research and clinical exploration into these areas will allow for these gaps in knowledge and practice to be 
addressed, and to establish best practices when working with TGNC patients and populations
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the group most likely to be obese within the lesbian, gay, 
bisexual, transgender, and queer (LGBTQ) community.19 
The  increased rates of  overweight and obesity among 
TGNC individuals may result not only from the physi-
ological changes associated with GAHT, but also from 
the interaction of GAHT with minority stressors and bar-
riers to healthcare access, both of which can further elevate 
the risk of developing overweight or obese weight status.20

Changes to bone density

Sex hormones play several important roles within 
the body, including bone modeling and bone remodel-
ing. In adults utilizing GAHT, the  impact of  this form 
of gender-affirming therapy on bone health and mineral-
ization is more mixed and uncertain. Some studies have 
associated GAHT in transgender women with an increase 
in bone mineral density (BMD).21 However, several system-
atic reviews and meta-analyses have reported inconsistent 
findings, particularly regarding changes in bone mineral 
density in transgender women.22,23 Additionally, potential 
changes to BMD cannot be solely attributed to the physi-
ologic impact of GAHT, as changes in lean muscle mass 
and adipose tissue levels (and associated total body weight), 
as well as any potential changes in physical activity levels 
that an individual may undergo, will also impact BMD 
levels. An additional important area to note is that there re-
mains a gap in long-term research on fracture risk in older 
transgender adults, so the exact potential impact of GAHT 
on BMD, osteoporosis and fracture risk remains unknown.

Estimating energy requirements

When it comes to estimating energy requirements for in-
dividuals, healthcare professionals will often rely on stan-
dard equations such as Harris–Benedict, Mifflin–St Jeor, 
FAO/WHO/UNU, and Owen. These equations have re-
cently been updated and have demonstrated greater accu-
racy compared to earlier versions.24 A significant limitation 
of these equations, however, is that they are based on sex 
assigned at birth (i.e., Male Equation and Female Equation), 
making them potentially inadequate and less applicable for 
TGNC or intersex individuals, particularly those undergo-
ing gender-affirming hormone therapy (GAHT) as part 
of their care. To date, there are no standard equations, 
or adjustments to current basal metabolic rate formulas, 
that are recommended for use in the TGNC or intersex 
communities. Therefore, until equations or formulas spe-
cifically recommended for TGNC individuals are devel-
oped, it is advisable to use calorie (kcal) estimations based 
on body weight (kg). Some research has suggested that daily 
energy needs can also be influenced by the length of time 
receiving GAHT. In a study by Frenser and Fischer,25 it was 
noted that the body composition of transgender women 
and men after 1 year of GAHT was within the middle/mean 
equivalent ranges for cisgender women and men.

As a result, individuals undergoing GAHT could, after 
1 year of therapy, be advised to follow energy intake rec-
ommendations that align more closely with the midpoint 
of the existing reference values for caloric needs estab-
lished for cisgender women and men during this initial 
period.

Perioperative nutrition support

For those who seek out gender-affirming surgeries, there 
are significant considerations related to diet and nutrition 
to support and aid in the body’s healing process, potential 
changes to digestion and absorption, and to prevent poten-
tial complications. Nutritional status is a powerful predic-
tor of postoperative outcomes and receiving proper dietary 
support and education pre- and postoperatively is critical. 
It has been estimated that anywhere between 24% and 65% 
of surgical patients are malnourished or at risk for mal-
nourishment.26 During surgery, there is an upregulation 
of cortisol, glucagon and proinflammatory cytokines that 
stimulate catabolism (breakdown) of liver and muscle gly-
cogen stores to meet the energy demands of wound heal-
ing.27 This process interferes with insulin secretion, which 
can lead to an increase in blood glucose levels, which can 
last for several hours, days or even several weeks.28 Addi-
tionally, there is an elevation in protein catabolism post-
operatively. Protein synthesis is reduced due to increased 
levels of cortisol, which leads to an impairment in the avail-
ability of  amino acids to  be used for gluconeogenesis, 
wound healing, and immune functioning.28 Coupled with 
immobility that may be experienced postoperatively (de-
pending on the kind of surgical procedure(s) used), this can 
lead to a significant loss of muscle mass, which can begin 
in as little as 48-h of post-surgical inactivity.28,29

Eating disorders and body dissatisfaction

Body dissatisfaction in TGNC individuals is complicated 
because body dissatisfaction can often be related to the dif-
ference between gender identity and sex assigned at birth. 
With gender-affirming care, however, body dissatisfac-
tion and disordered eating behaviors appear to decrease. 
The actual rates of disordered eating and clinical diagnoses 
of eating disorders in this population are likely under-
reported, due to barriers such as limited access to care, 
avoidance of healthcare settings, discrimination, and a lack 
of competent providers. It is estimated that approx. 10% 
of transgender men and 8% of transgender women have 
been diagnosed with either anorexia nervosa or bulimia 
nervosa.30 These figures reflect only confirmed and di-
agnosed cases; therefore, the actual prevalence of eating 
disorders and body dissatisfaction within the TGNC popu-
lation is likely higher. Published research indicates that 
trans men report rates of binge eating and fasting as high 
as 35%.31 In a small sample of transgender women, di-
etary restraint was found to be common, reported by just 
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over 25% of participants, while binge eating and excessive 
exercise were reported at lower rates of 13% and 8%, re-
spectively.30 It is important to note that most of the cur-
rently available research focuses on  youth and young 
adults, while significantly less data are available on older 
TGNC individuals. It is also important to note that much 
of the available research groups transgender and gender 
non-conforming individuals together, making it difficult 
to distinguish differences in disordered eating behaviors 
between these 2 populations.

Food insecurity

Within the larger LGBTQ population, individuals are 
more likely to experience food insecurity than heterosex-
ual and cisgender individuals. Utilization of the Supple-
mental Nutrition Assistance Program (SNAP) is higher 
among LGBTQ individuals than non-LGBTQ individuals, 
further highlighting the reality of food insecurity among 
this population. However, TGNC individuals experience 
food insecurity at especially higher levels. Almost 28% 
of transgender adults report food insecurity,32 with approx. 
65% of transgender men in particular experiencing food 
insecurity.33 One potential contributing factor to the dis-
proportionate rates of food insecurity among LGBTQ in-
dividuals is economic disadvantage, as this population 
experiences higher rates of poverty compared to the gen-
eral population. A study using data from the Behavioral 
Risk Factor Surveillance System in the United States found 
that LGBTQ people experience poverty rates reaching over 
21%, while heterosexual and cisgender people experience 
poverty at rates closer to 15%.34 These poverty rates are 
especially high among transgender people and bisexual 
women, who have poverty rates over 29%.34

Conclusion

Transgender and gender non-conforming individuals ex-
perience several health disparities rooted in social stigma, 
bias, lack of provider training and competence, and sig-
nificant gaps within the published research. While gender 
affirming care utilizing hormone replacement therapy and 
surgical interventions have been shown to be safe, there 
is limited long-term data on how these procedures impact 
basal metabolic rate, overall daily energy needs, and mac-
ronutrient and micronutrient needs due to changes in body 
composition. Additionally, there remains inconsistencies 
in how gender-affirming care can impact bone mineral 
density and skeletal health over time, as well as how nutri-
tional considerations such as calcium, vitamin D, protein, 
daily energy needs, as well as potential impacts on nutrient 
absorption, may play a potential role. Researchers working 
both with TGNC populations, as well as those in meta-
bolic research, can play a significant role in addressing 

these gaps in knowledge by developing prospective studies 
in TGNC who are beginning to utilize gender-affirming 
medical therapies and monitor changes in metabolism, 
nutrition status and nutrient needs over time. This kind 
of research could aid in the development of periopera-
tive nutrition education, guidelines and support systems 
to reduce the risk for surgical complications and promote 
overall health and wellbeing. Additionally, most research 
on eating disorders and food security does not adequately 
include TGNC individuals. More purposeful research and 
sampling of this population may not only yield greater 
insight into the true burden of eating disorders and food 
insecurity within the  TGNC population but also help 
to generate best practices in identifying and remedying 
these nutritional risk factors over time.

ORCID iDs
Anthony Dissen  https://orcid.org/0000-0003-0828-387X
Christina Riccardo  https://orcid.org/0009-0005-4736-9395

References
1.	 Flores A, Herman J, Gates G, Brown T. How many adults identify as 

transgender in the United States? Los Angeles, USA: Williams Institute; 
2022. https://williamsinstitute.law.ucla.edu/wp-content/uploads/ 
Trans-Pop-Update-Jun-2022.pdf. Accessed April 10, 2025.

2.	 Herman J, Flores A, Brown T, Wilson B, Conron K. Age of individu-
als who identify as transgender in the United States. Los Angeles, 
USA: Williams Institute; 2017. https://williamsinstitute.law.ucla.edu/
wp-content/uploads/Age-Trans-Individuals-Jan-2017.pdf. Accessed 
April 10, 2025.

3.	 Meerwijk EL, Sevelius JM. Transgender population size in the United 
States: A meta-regression of population-based probability samples. 
Am J Public Health. 2017;107(2):e1–e8. doi:10.2105/AJPH.2016.303578

4.	 James SE, Herman JL, Rankin S, Keisling M, Mottet L, Anafi M. The Report 
of the 2015 U.S. Transgender Survey. Washington, D.C, USA: National  
Center for Transgender Equality; 2016. https://transequality.org/
sites/default/files/docs/usts/USTS-Full-Report-Dec17.pdf. Accessed  
April 10, 2025.

5.	 Feldman JL, Luhur WE, Herman JL, Poteat T, Meyer IH. Health and 
health care access in the US transgender population health (TransPop) 
survey. Andrology. 2021;9(6):1707–1718. doi:10.1111/andr.13052

6.	 Ferrero EM, Yunker AG, Cuffe S, et al. Nutrition and health in the lesbi-
an, gay, bisexual, transgender, queer/questioning community: A nar-
rative review. Adv Nutr. 2023;14(6):1297–1306. doi:10.1016/j.advnut. 
2023.07.009

7.	 Mittertreiner EJE, Hunter A, Lacroix E. Nutritional considerations for 
gender-diverse people: A qualitative mini review. Front Nutr. 2024; 
11:1332953. doi:10.3389/fnut.2024.1332953

8.	 Spanos C, Bretherton I, Zajac JD, Cheung AS. Effects of gender-affirm-
ing hormone therapy on insulin resistance and body composition 
in transgender individuals: A systematic review. World J Diabetes. 
2020;11(3):66–77. doi:10.4239/wjd.v11.i3.66

9.	 Auer MK, Ebert T, Pietzner M, et al. Effects of sex hormone treat-
ment on the metabolic syndrome in transgender individuals: Focus 
on metabolic cytokines. J Clin Endocrinol Metab. 2018;103(2):790–802. 
doi:10.1210/jc.2017-01559

10.	 Pelusi C, Costantino A, Martelli V, et al. Effects of three different testos-
terone formulations in female-to-male transsexual persons. J Sex Med.  
2014;11(12):3002–3011. doi:10.1111/jsm.12698

11.	 Klaver M, De Blok CJM, Wiepjes CM, et al. Changes in regional body 
fat, lean body mass and body shape in trans persons using cross-sex 
hormonal therapy: Results from a multicenter prospective study.  
Eur J Endocrinol. 2018;178(2):163–171. doi:10.1530/EJE-17-0496

12.	 Tack LJW, Craen M, Lapauw B, et al. Proandrogenic and antiandrogen-
ic progestins in transgender youth: Differential effects on body com-
position and bone metabolism. J Clin Endocrinol Metab. 2018;103(6): 
2147–2156. doi:10.1210/jc.2017-02316

https://williamsinstitute.law.ucla.edu/wp-content/uploads/Trans-Pop-Update-Jun-2022.pdf
https://williamsinstitute.law.ucla.edu/wp-content/uploads/Trans-Pop-Update-Jun-2022.pdf
https://williamsinstitute.law.ucla.edu/wp-content/uploads/Age-Trans-Individuals-Jan-2017.pdf
https://williamsinstitute.law.ucla.edu/wp-content/uploads/Age-Trans-Individuals-Jan-2017.pdf
https://www.doi.org/10.2105/AJPH.2016.303578
https://transequality.org/sites/default/files/docs/usts/USTS-Full-Report-Dec17.pdf
https://transequality.org/sites/default/files/docs/usts/USTS-Full-Report-Dec17.pdf
https://www.doi.org/10.1111/andr.13052
https://www.doi.org/10.1016/j.advnut.2023.07.009
https://www.doi.org/10.1016/j.advnut.2023.07.009
https://www.doi.org/10.3389/fnut.2024.1332953
https://www.doi.org/10.4239/wjd.v11.i3.66
https://www.doi.org/10.1210/jc.2017-01559
https://www.doi.org/10.1111/jsm.12698
https://www.doi.org/10.1530/EJE-17-0496
https://www.doi.org/10.1210/jc.2017-02316


Adv Clin Exp Med. 2025;34(5):663–667 667

13.	 Van Caenegem E, Wierckx K, Taes Y, et al. Body composition, bone 
turnover, and bone mass in trans men during testosterone treat-
ment: 1-year follow-up data from a prospective case-controlled 
study (ENIGI). Eur J Endocrinol. 2015;172(2):163–171. doi:10.1530/EJE-
14-0586

14.	 Gooren LJG, Bunck MCM. Transsexuals and competitive sports.  
Eur J Endocrinol. 2004;151(4):425–429. doi:10.1530/eje.0.1510425

15.	 Mueller A, Zollver H, Kronawitter D, et al. Body composition and 
bone mineral density in male-to-female transsexuals during cross-
sex hormone therapy using gonadotrophin-releasing hormone ago-
nist. Exp Clin Endocrinol Diabetes. 2011;119(2):95–100. doi:10.1055/ 
s-0030-1255074

16.	 Gava G, Cerpolini S, Martelli V, Battista G, Seracchioli R, Meriggiola MC.  
Cyproterone acetate vs leuprolide acetate in combination with 
transdermal oestradiol in transwomen: A comparison of safety and 
effectiveness. Clin Endocrinol (Oxf). 2016;85(2):239–246. doi:10.1111/
cen.13050

17.	 Wierckx K, Van Caenegem E, Schreiner T, et al. Cross-sex hormone 
therapy in trans persons is safe and effective at short-time follow-up: 
Results from the European network for the investigation of gender 
incongruence. J Sex Med. 2014;11(8):1999–2011. doi:10.1111/jsm.12571

18.	 Yun Y, Kim D, Lee ES. Effect of cross-sex hormones on body compo-
sition, bone mineral density, and muscle strength in trans women. 
J Bone Metab. 2021;28(1):59–66. doi:10.11005/jbm.2021.28.1.59

19.	 Warren JC, Smalley KB, Barefoot KN. Differences in psychosocial pre-
dictors of obesity among LGBT subgroups. LGBT Health. 2016;3(4): 
283–291. doi:10.1089/lgbt.2015.0076

20.	 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. doi:10.1186/
s12937-020-00590-4

21.	 Jackson RD, Wactawski-Wende J, LaCroix AZ, et al. Effects of conju-
gated equine estrogen on risk of fractures and BMD in postmeno-
pausal women with hysterectomy: Results from the Women’s Health 
Initiative randomized trial. J Bone Miner Res. 2006;21(6):817–828. 
doi:10.1359/jbmr.060312

22.	 Delgado-Ruiz R, Swanson P, Romanos G. Systematic review of 
the long-term effects of transgender hormone therapy on bone 
markers and bone mineral density and their potential effects in 
implant therapy. J Clin Med. 2019;8(6):784. doi:10.3390/jcm8060784

23.	 Fighera TM, Ziegelmann PK, Rasia da Silva T, 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):943–964.  
doi:10.1210/js.2018-00413

24.	 Pavlidou E, Papadopoulou SK, Seroglou K, Giaginis C. Revised Harris– 
Benedict equation: New human resting metabolic rate equation. 
Metabolites. 2023;13(2):189. doi:10.3390/metabo13020189

25.	 Frenser M, Fischer T. Changes in body composition and nutritional 
requirements of transgender people undergoing gender-affirming 
hormone therapy. Ernahrungs Umschau. 2024;71(6):52–59. doi:10.4455 
/eu.2024.016

26.	 Thomas MN, Kufeldt J, Kisser U, et al. Effects of malnutrition on com-
plication rates, length of hospital stay, and revenue in elective sur-
gical patients in the G-DRG-system. Nutrition. 2016;32(2):249–254. 
doi:10.1016/j.nut.2015.08.021

27.	 Hirsch KR, Wolfe RR, Ferrando AA. Pre- and post-surgical nutrition 
for preservation of muscle mass, strength, and functionality fol-
lowing orthopedic surgery. Nutrients. 2021;13(5):1675. doi:10.3390/
nu13051675

28.	 Gillis C, Carli F. Promoting perioperative metabolic and nutritional 
care. Anesthesiology. 2015;123(6):1455–1472. doi:10.1097/ALN.0000 
000000000795

29.	 Kilroe SP, Fulford J, Jackman SR, Van Loon LJC, Wall BT. Temporal 
muscle-specific disuse atrophy during one week of leg immobili-
zation. Med Sci Sports Exerc. 2020;52(4):944–954. doi:10.1249/MSS. 
0000000000002200

30.	 Nagata JM, Murray SB, Compte EJ, et al. Community norms for the Eat-
ing Disorder Examination Questionnaire (EDE-Q) among transgen-
der men and women. Eat Behav. 2020;37:101381. doi:10.1016/j.eatbeh. 
2020.101381

31.	 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):515–522. doi:10.1002/eat.22627

32.	 Beaudoin S. Addressing LGBTQIA+ hunger, poverty, and discrimina-
tion. Washington D.C., USA: Food Research & Action Center; 2023. 
https://frac.org/blog/lgbtqia-hunger-2023. Accessed April 10, 2025.

33.	 Leslie IS, Carson J, Bruce A. LGBTQ+ food insufficiency in New England.  
Agric Hum Values. 2023;40(3):1039–1054. doi:10.1007/s10460-022-
10403-5

34.	 Lampe NM, Barbee H, Tran NM, Bastow S, McKay T. Health disparities 
among lesbian, gay, bisexual, transgender, and queer older adults: 
A structural competency approach. Int J Aging Hum Dev. 2024;98(1): 
39–55. doi:10.1177/00914150231171838

https://www.doi.org/10.1530/EJE-14-0586
https://www.doi.org/10.1530/EJE-14-0586
https://www.doi.org/10.1530/eje.0.1510425
https://www.doi.org/10.1055/s-0030-1255074
https://www.doi.org/10.1055/s-0030-1255074
https://www.doi.org/10.1111/cen.13050
https://www.doi.org/10.1111/cen.13050
https://www.doi.org/10.1111/jsm.12571
https://www.doi.org/10.11005/jbm.2021.28.1.59
https://www.doi.org/10.1089/lgbt.2015.0076
https://www.doi.org/10.1186/s12937-020-00590-4
https://www.doi.org/10.1186/s12937-020-00590-4
https://www.doi.org/10.1359/jbmr.060312
https://www.doi.org/10.3390/jcm8060784
https://www.doi.org/10.1210/js.2018-00413
https://www.doi.org/10.3390/metabo13020189
https://www.doi.org/10.4455/eu.2024.016
https://www.doi.org/10.4455/eu.2024.016
https://www.doi.org/10.1016/j.nut.2015.08.021
https://www.doi.org/10.3390/nu13051675
https://www.doi.org/10.3390/nu13051675
https://www.doi.org/10.1097/ALN.0000000000000795
https://www.doi.org/10.1097/ALN.0000000000000795
https://www.doi.org/10.1249/MSS.0000000000002200
https://www.doi.org/10.1249/MSS.0000000000002200
https://www.doi.org/10.1016/j.eatbeh.2020.101381
https://www.doi.org/10.1016/j.eatbeh.2020.101381
https://www.doi.org/10.1002/eat.22627
https://frac.org/blog/lgbtqia-hunger-2023
https://www.doi.org/10.1007/s10460-022-10403-5
https://www.doi.org/10.1007/s10460-022-10403-5
https://www.doi.org/10.1177/00914150231171838

	Nutrition-related needs and considerations in the transgender and gender non-conforming (TGNC) popul

