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Abstract

Transgender and gender diverse (TGD) adults are more likely to have obesity compared to 

cisgender peers. Based on surveys, the TGD population experiences disparities in healthy 

lifestyle behaviors (e.g., physical activity, screen time) compared to reference groups. They 

also face significant socioeconomic and healthcare barriers to accessing affirming care and 

gender minority stress, potentially contributing to increased weight. Gender-affirming hormone 

therapy is associated with changes in body composition and increased weight, which may impact 

cardiometabolic risk trajectory. Obesity can also be a barrier to gender-affirming surgeries, and 

affirming weight management services tailored to TGD patients are an important gap in healthcare 

to address. This Perspective briefly reviews current literature on the unique barriers experienced 

by TGD people and their identified needs regarding weight management interventions. It also 

suggests areas for future research to best fill this gap in healthcare and research while supporting 

the provision of lifesaving gender-affirming care.

In 2011, the U.S. Institute of Medicine identified obesity as an important health problem 

among gender and sexual minority people [1]. This includes transgender and gender diverse 

(TGD) individuals who have gender identities that differ from their sex assigned at birth. 

TGD adults are more like to have obesity compared to cisgender populations based on 

Veterans Health Administration records (adjusted odds ratio 1.58 [95% Cl 1.48–1.70]) 

and Medicare claims (31.3% vs. 17.2%, respectively) [2, 3]. Contemporaneously, lifetime 
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prevalence of disordered eating is high among transgender men and women (10.6% and 

8.1%, respectively), particularly anorexia and bulimia, due to internalized societal ideals 

of gender-specific body norms [4]. Thus, it is crucial for medical providers to become 

competent in culturally appropriate healthy weight management services to reduce the 

prevalence and comorbidities of overweight and obesity in this population.

TGD people’s higher prevalence of obesity is likely multifactorial (Fig. 1). Firstly, they less 

frequently access healthcare due to socioeconomic barriers and prejudice. In 2014, 40% 

of TGD adults in Colorado reported delaying medical care because of cost, inadequate 

insurance and/or fear of discrimination [5]. TGD patients often experience gender minority 

stress, the perceived or experienced stigmatization and social marginalization due to gender 

identity, leading many patients to avoid medical care due to concerns for social safety 

[6]. Secondly, they experience disparities in healthy lifestyle behaviors. For example, 

transgender college students are less likely to engage in ≥2 h of strenuous physical activity 

per week or any strengthening physical activity and more likely to engage in ≥14 h 

weekly of screen time compared to non-transgender peers [7]. This may be secondary to 

socioeconomic barriers and higher rates of certain health issues, particularly depression 

and anxiety, which provide additional mental and physical barriers to engaging in healthful 

behaviors [8].

Additionally, gender-affirming hormone therapy (GAHT) has been associated with increases 

in body weight; masculinizing GAHT (i.e., testosterone) is associated with increased lean 

mass and decreased fat mass and feminizing GAHT (i.e., estrogen plus antiandrogens) is 

associated with the reverse changes, potentially impacting cardiometabolic risk trajectory 

[9]. In a recent longitudinal study of 470 TGD patients, ≥5 kg weight gain was experienced 

by 21% of patients on feminizing GAHT and 30% on masculinizing GAHT 11–21 months 

after initiation [10]. While transgender men gained a mean 2.35 kg within 2–4 months, 

transgender women did not gain weight until 21 months after initiating GAHT. Although 

the study did not account for confounders contributing to weight gain nor body composition 

changes, it suggests that many TGD patients gain weight with GAHT. The authors endorsed 

the need for more studies on the impact of different routes of GAHT administration 

on weight trajectory and whether these weight increases contribute to higher risk of 

cardiovascular disease and cancers.

In addition to increasing health risks, obesity is a barrier for many TGD people pursuing 

gender-affirming surgeries (GAS). While there is significant heterogeneity between surgical 

centers, many enforce body mass index (BMI) cutoffs for GAS, usually set at 30 or 

35 kg/m2 based on the surgeon’s discretion. Increased perioperative complications and 

need for reoperation with increased BMI have been observed in cosmetic plastic surgery 

studies [11]; however, the merits of these concerns for GAS have recently been challenged 

given limited evidence that BMI significantly influences GAS outcomes [12]. Protocols to 

facilitate weight loss prior to GAS are lacking, but whether specific gender-affirming weight 

loss strategies are needed or desired is also yet to be determined. A recent retrospective 

study at Mount Sinai found that one-fourth of all patients presenting for an initial GAS 

consult had obesity and the prevalence of obesity did not change at subsequent follow-up 

with self-monitored weight management (i.e, unsupervised calorie restriction and increased 
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physical activity) due to poor adherence [13]. These results suggest that affirming weight 

management programs may support the provision of lifesaving gender-affirming care such as 

healthy weight loss prior to GAS.

Addressing overweight and obesity in the TGD population requires understanding their 

unique barriers to care and listening to their needs and goals. According to the results of 

the Colorado Transgender Health Survey, transgender people who had providers that they 

perceived as inclusive were more likely to have received an annual routine exam within 

the past year, were almost half as likely to delay care due to fear of discrimination, and 

had lower rates of reported fair or poor overall health compared to people without an 

inclusive provider [5]. These results illustrate the need for inclusive providers who are 

knowledgeable about and able to address TGD-specific healthcare needs. Furthermore, 

many transgender women and men report improved social relations and decreased body 

uneasiness, respectively, with increased BMI after initiating GAHT [14, 15]. Thus, weight 

loss may not be consistent with TGD people’s goals; increases in weight may be affirming 

for TGD people in attaining desired body shape and should be considered prior to weight 

loss advice.

To our knowledge, there are no published needs assessments of TGD individuals regarding 

weight management strategies (self- or clinician-monitored) or perceptions about body 

weight, overweight and obesity. However, a nutritional needs assessment of 26 TGD 

university students in the U.S. Midwest, seven of whom had overweight or obesity, found 

that participants wanted interventions in spaces where they felt safe and comfortable 

and with TGD people on the intervention team [16]. Providing individual, group-based, 

and virtual options was preferred. They desired individually tailored nutritional guidance 

focusing on addressing food insecurity and targeting eating disorder prevention and 

treatment. Physical activity was a top concern for these students, and they expressed a 

need for inclusive exercise facilities that have accessible bathrooms and locker rooms 

and provide accommodations for physical disability. These students underutilized existing 

resources because they either were unaware of resources or questioned their inclusivity. 

Extrapolating from these results, providers should familiarize themselves with local and 

national resources that are inclusive to TGD people when creating or modifying existing 

patient care environments.

Addressing and eliminating barriers to behavior change among TGD individuals is necessary 

for weight management but may not be sufficient to achieve desired weight, whether for 

GAS or other reasons. As in studies in cisgender individuals in clinical practice, most TGD 

people with obesity will require adjunct treatment with medication and/or bariatric surgery 

to meet their weight loss goals. We are unaware of published studies on the effectiveness 

of weight loss medications in TGD patients. Given the significant socioeconomic barriers of 

TGD people and limited insurance coverage of weight loss medications, providers should 

consider off-label use of weight loss medications to increase access, when appropriate. 

Evidence for bariatric surgery in TGD patients is limited to a recent retrospective Dutch 

study of 15 patients who underwent bariatric surgery prior to GAS [17]. All participants 

weighed significantly less at the date of GAS compared to date of bariatric surgery, but 

the mean time between procedures was 3.4 years for transgender men and 3.0 years for 
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transgender women. Overall, more evidence is needed regarding the efficacy and desirability 

of medical and surgical weight management treatments in TGD patients.

With increasing numbers of people identifying as TGD and the continued rise of the obesity 

epidemic, providers must prepare to manage obesity in this population in affirming ways. 

Interventions should be culturally appropriate, effective, and tailored to TGD individuals 

as informed by them. Providers should develop skills to better (1) assess for disordered 

eating and body shape goals when tailoring weight management recommendations; (2) assist 

patients in addressing barriers to healthful behaviors; and (3) consider offering anti-obesity 

medications or bariatric surgery when self-monitored weight management is insufficient. 

More research is necessary to better characterize the prevalence of overweight and obesity 

in TGD patients, to identify and meet TGD people’s needs regarding weight management 

services, and to determine the safety and effectiveness of weight loss medications and 

bariatric surgery in this population.
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Fig. 1. 
Contributors to excess weight for TGD people.
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