
An evidence review and 
practical guide designed for 
healthcare providers 
and researchers

health  
in focus: 

This Health in Focus document o�ers information to care 
providers on how the social determinants of health and 
other systemic factors contribute to a unique and 
complex relationship with food within LGBT2SQ 
populations. 

This document will encourage you to think critically about 
existing biases and o�er strategies for implementing an 
LGBT2SQ a rming approach to practice. 

PURPOSE  

relationships with 
food and disrupted 
eating behaviours 
in LGBT2SQ 
communities
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the social determinants of health 

Health outcomes are determined by more 
than genetic and lifestyle factors. It can also be 
determined by an individual’s socioeconomic 
status and the dynamics that influence this 
status, namely the social determinants of 
health. Examples of the social determinants of 
health are: [1,2] 

• Income and social status 

• Education and literacy 

• Employment and working conditions 

• Early childhood experiences 

• Housing 

• Access to food and health services 

• Experience of discrimination, racism, 
trauma  

These factors either advantage or 
disadvantage an individual and ultimately 
impact health outcomes. The social 
determinants of health must be considered 
when assessing the root cause of health 
conditions.

 
ECOSOCIAL THEORY OF DISEASE 
DISTRIBUTION
The social determinants of health directly 
relate to health inequities in Canada.[1] The 
ecosocial theory of disease distribution, 
first proposed by Krieger in 1994, explains 
how individuals who experience unjust and 
preventable inequities, will embody their 
effects, ultimately altering their health status.[3] 
This theory highlights the connection between 
population health and disease within a social 
and ecological context and the ways in which 
exposures and experiences are integrated 
into an individual’s biological being.[4] There 
is an increasing need for research that aims 
to measure the impacts of discrimination 
and other experiences of social inequities on 
health status. 

THE SOCIAL DETERMINANTS OF 
HEALTH, HEALTH INEQUITIES AND 
LGBT2SQ POPULATIONS
Current health systems do little to address 
health inequities faced by LGBT2SQ 
populations. Instead, there is a focus on 
illness (e.g. HIV/AIDS) rather than on the 
social determinants of health that affect this 
community and contribute to persistent and 
complex health issues.[5] 

Heteronormative/cisnormative assumptions 
and practices, stigma, discrimination, and 
social exclusion are social factors that 
compound to affect this population’s health 
access, status, and outcomes.[6] Many 
LGBT2SQ individuals avoid disclosing their 
identity to health practitioners, particularly 
LGBT2SQ youth who may fear a breach in 
patient confidentiality upon disclosure.[6] 
Experiences of stigma or discrimination can 
cause individuals to withhold information 
especially for those with intersecting identities.[7] 

LGBT2SQ people experience several 
inequities that effect health status. 

LGBT2SQ individuals are:

• Often lower income earners than non-
LGBT2SQ individuals.[8] In 2018, 41% of 
LGBT2SQ people had an income of less 
than $20,000 compared to 26% of non-
LGBT2SQ people.[9]

• Two times more likely to have experienced 
homelessness than their cisgender, 
heterosexual counterparts.[8] LGBT2SQ 
youth comprise 25-40% of the Canadian 
youth who experience homelessness.[10]

• More likely to experience food insecurity, 
especially transgender men.[11]

The Trans PULSE Canada 2021 survey (data 
collected in 2019) highlights some important 
findings for trans and non-binary people and 
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their experience within the health system.[12] 
Notably:

Youth respondents (aged 14-24 years old)

• 47% had unmet health needs

• 65% avoided several public spaces due to 
fear of harassment

• 72% had experienced verbal harassment 
within the last five years

• 57% had a primary care provider that used 
correct name and pronoun

• 32% had a primary care provider who 
demonstrated knowledge of trans or non-
binary health issues

• 25% had a health provider who used 
inclusive medical forms

Adult respondents (aged 25+ years)

• 43% had unmet health needs

• 63% avoided several public spaces due to 
fear of harassment

• 66% had experienced verbal harassment 
within the last 5 years

• 69% had a primary care provider that used 
correct name and pronoun

• 44% had a primary care provider who 
demonstrated knowledge of trans or non-
binary health issues

• 37% had a health provider who used 
inclusive medical forms

Health findings from Indigenous trans, two-
spirit and non-binary people in the Trans 
PULSE Canada survey show:[13]

• 51% had unmet health needs

• 76% avoided several public spaces due to 
fear of harassment

• 79% had experienced verbal harassment 
within the last 5 years

• 80% experienced challenges accessing 
traditional ceremonies

These statistics demonstrate the social/
economic inequities and barriers to adequate 
care that affect some LGBT2SQ people. There 
is a need to address the social and structural 
systems in which health inequities occur. 

However, this can pose difficultly for care 
providers without dedicated training, adequate 
resources and organizational support in 
which to do this.[6] The lack of LGBT2SQ 
focused competence is both implicit through 
heteronormative and cisnormative protocols 
as well as explicit through lack of LGBT2SQ 
specific care guidelines and education for care 
providers.[6] These barriers further exacerbate 
the health inequities experienced by LGBT2SQ 
populations. 

MINORITY STRESS AND 
INTERNAL/EXTERNAL STRESSORS

The minority stress model describes the 
stigma and discrimination experienced by 
LGBT2SQ individuals that produces the 
stressors that manifest into undesirable health 
outcomes, experienced as mental and physical 
disorders.[14] External stressors such as stigma 
and discrimination and internal stressors such 
as internalized homophobia and suppression 
of identity interact to form minority stress and 
can contribute to a negative body image.[14] 
Higher rates of internalized homophobia 
are also connected with higher rates of 
depression and anxiety.[15] 

Minority stress present with gender or body 
dysphoria can lead to disordered eating 
patterns.[16] 

Gender dysphoria is an incongruence or 
disconnection of the external physical body 
and the internal gender identity.[16] Important to 
note, is that both minority stress and gender 
dysphoria need to be addressed to treat 
disordered eating in these instances.[16] 

The Gender Minority Stress and Resilience 
measure (GSMR) is a tool for care providers 
to assess external and internal stressors and 
identify resiliency areas that can positively 
affect mental health in transgender and 
gender expansive people.[16] This population 
may experience additional and unique 
stressors, therefore the GSMR can be used to 
better capture their experiences.[15]
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fat phobia and weight bias

Fat phobia, also called weight bias is the 
explicit or implicit negative behaviours towards 
people with obesity.[17] This bias is observed 
across many health disciplines and can also 
be expressed through structural barriers such 
as inadequate gown sizes or examination 
equipment for larger bodies.[17] 

As with minority stress, weight bias increases 
the risk of poorer health outcomes.[17] 
Individuals that experience the effects of 
weight bias from a health practitioner are less 
likely to receive adequate health information 
and are less likely to be referred for diagnostic 
testing.[17] 

Weight bias contributes to the risk of 
disordered eating as the prevailing goal 
imparted on patients with obesity is around 
weight loss, whether or not solicited by 
the patient or indicated by their presenting 
symptoms.[18] 

Fat phobia has historical roots in which 
a thin, white, Western style of beauty is 
upheld as the ideal, thus serving as a tool of 
oppression towards all other bodies.[18] This 
ideal continues to be promoted by vilifying 
fatness and promoting thinness in the name 
of ‘health’.[18] Thin bodies are seen as healthy 
while fat bodies are seen as a problem that 
can and should be ‘fixed’.  

complex food relationships

The social determinants of health, minority 
stress, weight bias and the subsequent 
health inequities that form from these factors, 
contribute to complex relationships with 
food among many in LGBT2SQ populations. 
Some of these inequities contribute to food 
insecurity of which this population is at a 
greater risk, or they can manifest through 
disordered eating patterns.[10, 16] Disordered 
eating can be a manifestation of trauma, 
experienced through ongoing discrimination, 
identity stress and rejection.[16]

DISORDERED EATING
Transgender and gender expansive people 
are more likely than cisgender people to 
be diagnosed with an eating disorder or to 
experience disordered eating.[19] The stigma 
and discrimination that this group is subjected 
to is likely connected to this increased risk as 
disordered eating may be used as an avoidant 

coping strategy to these stressors.[19] High 
rates of reported stigma among LGBT2SQ 
populations has been connected to an 
increased risk of disordered eating behaviours 
such as binge eating, fasting or vomiting.[20] 
Important to note are protective factors that 
relate to a lower risk of disordered eating such 
as social support, connection to school and 
connection to family.[20]

As noted earlier, disordered eating patterns 
can also arise from a disconnection between 
gender and body.[16] Disordered eating might 
be used to achieve or conform to social 
gender norms in order to limit discrimination 
or harassment, and it may be used to 
achieve congruence between the body and 
identity.[19] However, engaging in disordered 
eating to achieve body changes can result 
in decreased long-term body acceptance.[16] 
Care providers need to consider how minority 
stress and gender dysphoria may interact 
to increase an individual’s risk of disordered 
eating. 
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DIET CULTURE WITHIN LGBT2SQ 
COMMUNITIES

Diet culture within LGBT2SQ communities 
persists by perpetuating an ideal of what a 
‘desired body’ must look like while shaming 
and excluding those who fall outside of 
this aesthetic.[21] There can be pressure to 
conform to this societal ideal in order to 
reduce internalized feelings of stigma or 
shame.[21] This can be particularly true in 
the gay male community with ideals being 
those that represent ‘peak masculinity’- often 

toned and muscular bodies, while larger 
bodies are rejected.[22] This form of weight 
stigma intensifies feelings of exclusion and 
social rejection, compounding the effects 
of minority stress.[22] Diet marketing efforts 
from various companies increase as Pride 
month approaches and further pushes this 
exclusionary societal ideal of what LGBTQ2S 
bodies should look like.[21]  

for care providers

Care providers should be aware of the 
unique systemic and social stressors that 
LGBT2SQ people face and understand how 
these complexities impact health outcomes. 
Assessments and treatments should be 
altered to minimize barriers to care. Removing 
assumptions and bias in practice as well as 
initiating referrals to services that address 
inequities, and the social determinants 
of health should be incorporated into 
practice.[6] Care providers should seek to 
become competent in LGBT2SQ issues and 
care.[19]

INCLUSIVE ELECTRONIC HEALTH 
RECORDS

It is essential to recognize that a client 
may have a name or gender that differs 
to those listed on legal documents.[23] It is 
recommended that providers adjust intake 
forms and client health records to reflect this. 
Ensuring that clients are able to communicate 
their pronouns will minimize stressors and 
reduce the risk of providers mis-gendering or 

using the incorrect pronouns with clients.[23]  
A two-step process, in which both gender and 
birth-assigned sex information is collected, is 
recommended to ensure that health providers 
are able to offer preventative care depending 
on anatomy while also ensuring that the client 
is seen and referred to by their correct gender.[23]

RHO recommends the following fields be 
included on intake forms:

• Legal name

• Name (name client will be addressed by)

• Pronoun

• Gender identity (present this as an 
optional field and include a blank space 
so that clients are not confined to a pre-
determined list)

• Sex assigned at birth (include an option for 
clients to refrain from disclosing)

• Sexual orientation (present this as an 
optional field and include a blank space 
so that clients are not confined to a pre-
determined list)
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HEALTH AT EVERY SIZE (HAES), 
CONFRONTING WEIGHT BIASES

Care providers should be aware of the 
risk of disordered eating patterns, gender 
dysphoria and minority stressors and 
encourage healthy ways to achieve body 
acceptance.[16] Understanding that weight 
bias exists both explicitly and implicitly and 
confronting any internal biases is an important 

step in providing competent care. Providers 
can adopt a weight neutral or Health at Every 
Size (HAES) approach to care to minimize this 
risk. A HAES approach removes the focus 
from weight and instead promotes a respect 
for body diversity and welcomes clients to 
engage in self-compassion.[24] This approach 
to care has been found to have positive 
effects on eating behaviours.[25, 26] 

references
1 Government of Canada. Social determinants 

of health and health inequalities [Internet]. 
Government of Canada; 2020 Oct [cited 2022 
Jan]. Available from: https://www.canada.ca/
en/public-health/services/health-promotion/
population-health/what-determines-health.html

2 World Health Organization. Social determinants 
of health [Internet]. World Health Organization; 
[cited 2022 Jan]. Available from: https://www.
who.int/health-topics/social-determinants-of-
health#tab=tab_1

3 Krieger N. Measures of racism, sexism, 
heterosexism, and gender binarism for health 
equity research: from structural injustice to 
embodied harm-and ecosocial analysis. Annual 
Review of Public Health. 2020; 41(1): 37-62.

4 Krieger N. Ecosocial theory, embodied truths, 
and the people's health. Oxford: Oxford 
University Press USA - OSO; 2021 Oct.

5 McKenzie C, Mulé NJ, Khan M. Where is LGBTQ+ 
in Ontario’s health care policies and programs? 
Sexuality Research and Social Policy. 2021 
April:1-12. 

6 Knight RE, Shoveller JA, Carson AM, Contreras-
Whitney JG. Examining clinician’s experiences 
providing sexual health services for LGBTQ 
youth: considering social and structural 
determinants of health in clinical practice. Health 
Education Research. 2014 Jan; 29(4): 662-670. 
Available from: https://doi.org/10.1093/her/cyt116

7 Nash P, Brennan-Ing M, Karpiak S, Egbert A. 
Stigma impacts health disparities and inequities 
in LGBTQ and People of Color aging with 
HIV. Innov Aging. 2021 Dec; 5(Suppl 1): 221-
2. doi: 10.1093/geroni/igab046.848. PMCID: 
PMC8682072.

8 Statistics Canada. A statistical portrait of 
Canada’s diverse LGBTQ2+ communities 
[Internet]. Statistics Canada; 2021 June [cited 
2022 Jan]. Available from: https://www150.
statcan.gc.ca/n1/daily-quotidien/210615/
dq210615a-eng.htm

9 Prokopenko E, Kevins C. Vulnerabilities related 
to COVID-19 among LGBTQ2+ Canadians 
[Internet]. Statistics Canada; 2020 Dec [cited 
2022 Jan]. Available from: https://www150.
statcan.gc.ca/n1/pub/45-28-0001/2020001/
article/00075-eng.htm

10 Elver D. LGBTQ2S+ housing needs and 
challenges [Internet]. CMHC-SCHL; 2019 June 
[cited 2022 Jan]. Available from: https://www.
cmhc-schl.gc.ca/en/blog/2019-housing-observer/
lgbtq2s-housing-needs-challenges

11 Arikawa AY, Ross J, Wright L, Elmore M, 
Gonzalez AM, Wallace TC. Results of an Online 
Survey about Food Insecurity and Eating 
Disorder Behaviors Administered to a Volunteer 
Sample of Self-Described LGBTQ+ Young Adults 
Aged 18 to 35 Years. Journal of the Academy of 
Nutrition and Dietetics. 2021 Jul;121(7):1231-41.

12 Navarro J, Johnstone F, Temple Newhook J, 
Smith M, Wallace Skelton J, Prempeh K, et al. 
Health and well-being among trans and non-
binary youth [Internet]. Trans PULSE Canada 
Team; 2021 June [cited 2022 Jan]. Available 
from: https://transpulsecanada.ca/research-type/
reports

13 Merasty C, Gareau F, Jackson R, Masching 
R, Dopler S. Health and well-being among 
Indigenous trans, two-spirit and non-binary 
people. Trans PULSE Canada Team; 2021 
Feb [cited 2022 Jan]. Available from: https://
transpulsecanada.ca/research-type/reports

 

https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1 
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1 
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1 
https://doi.org/10.1093/her/cyt116
https://www150.statcan.gc.ca/n1/daily-quotidien/210615/dq210615a-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/210615/dq210615a-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/210615/dq210615a-eng.htm
https://www150.statcan.gc.ca/n1/pub/45-28-0001/2020001/article/00075-eng.htm
https://www150.statcan.gc.ca/n1/pub/45-28-0001/2020001/article/00075-eng.htm
https://www150.statcan.gc.ca/n1/pub/45-28-0001/2020001/article/00075-eng.htm
https://www.cmhc-schl.gc.ca/en/blog/2019-housing-observer/lgbtq2s-housing-needs-challenges
https://www.cmhc-schl.gc.ca/en/blog/2019-housing-observer/lgbtq2s-housing-needs-challenges
https://www.cmhc-schl.gc.ca/en/blog/2019-housing-observer/lgbtq2s-housing-needs-challenges
https://transpulsecanada.ca/research-type/reports
https://transpulsecanada.ca/research-type/reports
https://transpulsecanada.ca/research-type/reports
https://transpulsecanada.ca/research-type/reports


8

references
14 Meyer IH. Resilience in the study of minority 

stress and health of sexual and gender 
minorities. Psychology of sexual orientation and 
gender diversity. 2015 Sep; 2(3): 209-213. 

15 Testa RJ, Habarth J, Peta J, Balsam K, Bockting 
W. Development of the gender minority stress 
and resilience measure. Psychology of Sexual 
Orientation and Gender Diversity. 2015 March; 
2(1):65-77.

16 Dalzell H, Protos K. A clinician’s guide to gender 
identity and body image: practical support for 
working with transgender and gender-expansive 
clients. London: Jessica Kingsley Publishers; 
2020. 

17 Alberga AS, Pickering BJ, Alix Hayden K, Ball 
GDC, Edwards A, Jelinski S, et al. Weight bias 
reduction in health professionals: a systematic 
review. Clinical Obesity. 2016 April; 6(3):175-188.

18 Brown HA, Ellis-Ordway N, editors. Weight bias 
in health education: critical perspectives for 
pedagogy and practice. Routledge; 2021 Sept. 

19 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. 
Transgend Health. 2018 Jan; 3(1):17-23. doi: 
10.1089/trgh.2017.0043. PMID: 29359198; PMCID: 
PMC5775111.

20 Watson RJ, Veale JF, Saewyc EM. Disordered 
eating behaviors among transgender youth: 
Probability profiles from risk and protective 
factors. Int J Eat Disord. 2017 May;50(5):515-522. 
doi: 10.1002/eat.22627. PMID: 27862124; PMCID: 
PMC5754211.

21 Iovannone JJ. What is a “pride body”? [blog on 
the internet]. In Think Queerly; 2018 June [cited 
2022 Jan]. Available from: https://thinkqueerly.
com/what-is-a-pride-body-3dfd5e901f9e

22 Philip J, Numer M. Constituting the ideal body: 
a poststructural analysis of “obesity” discourses 
among gay men. Journal of Critical Dietetics. 
2018; 4(1):47-58. 

23 Deutsch MB, Buchholz D. Electronic health 
records and transgender patients-practical 
recommendations for the collection of 
gender identity data. J Gen Intern Med. 2015 
Jun;30(6):843-7. doi: 10.1007/s11606-014-3148-7. 
PMID: 25560316; PMCID: PMC4441683

24 Bacon L, Aphramor L. Body respect: what 
conventional health books get wrong, leave out, 
and just plain fail to understand about weight. 
BenBella Books, Inc.; 2014 Sep.

25 Provencher V, Bégin C, Tremblay A, Mongeau L, 
Corneau L, Dodin S, et al. Health-At-Every-Size 
and eating behaviors: 1-year follow-up results 
of a size acceptance intervention. J Am Diet 
Assoc. 2009 Nov;109(11):1854-61. doi: 10.1016/j.
jada.2009.08.017. PMID: 19857626.

26 Bégin C, Carbonneau E, Gagnon-Girouard M-P, 
et al. Eating-related and psychological outcomes 
of health at every size intervention in health and 
social services centers across the province of 
Québec. American Journal of Health Promotion. 
2019;33(2):248-258. 

This product was produced by Rainbow Health Ontario (RHO), a program of Sherbourne Health. 

https://thinkqueerly.com/what-is-a-pride-body-3dfd5e901f9e
https://thinkqueerly.com/what-is-a-pride-body-3dfd5e901f9e



Accessibility Report



		Filename: 

		Health_in_Focus-Food_Eating-EN-Accessible.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 1


		Passed: 29


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Skipped		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Passed		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
