
WWW.NEHPDPG.ORG
JOIN OUR CLOSED GROUP  
ON FACEBOOK:
NUTRITION EDUCATORS  
OF HEALTH PROFESSIONALS
TO SHARE IDEAS AND NETWORK

NUTRITION 
CARE FOR THE 

TRANSGENDER AND 
GENDER DIVERSE 

COMMUNITY:  

+

FALL 2020 • VOLUME 77, ISSUE 1

NEW YEAR, NEW CHALLENGES  PG. 2
CHAIR'S MESSAGE

RESOURCE
T H E  E D U C A T O R ’ ST H E  E D U C A T O R ’ S

 and HOD UPDATE:  
A CALL FOR THINK TANKS

ONLINE LEARNING: 
STUDENT PERSPECTIVE

F E AT U R E  A R T I C L E

WHAT NUTRITION 
EDUCATORS NEED TO KNOW



DID YOU 
KNOW?

1. Human Rights Campaign (HRC). 
Healthcare equality index 2019: 
Promoting equitable and inclusive care 
for lesbian, gay, bisexual, transgender, 
and queer patients and their family. 
https://assets2.hrc.org/files/assets/
resources/HEI-2019-FinalReport.
pdf?_ga=2.240919875.1763433514.158 
7498384-330147273.1587498384.

2. Lambda Legal. When healthcare 
isn’t caring. 2010. Lambda Legal’s 
survey of discrimination against LGBT 
people and people with HIV. New York: 
Lambda Legal. www.lambdalegal.org/
health-care-report. 

3. Chan B, Skocylas R, Safer JD. Gaps 
in transgender medicine content 
identified among Canadian medical 
school curricula. Transgender Health. 
2016; 1(1):142-150.

4. Parameshwaran V, Cockbain 
BC, Hillyard M, Price JR. Is the lack 
of specific lesbian, gay, bisexual, 

transgender, and queer/questioning 
(LGBTQ) health care education in 
medical school a cause for concern? 
Evidence from a survey of knowledge 
and practice among UK medical 
students. Journal of Homosexuality. 
2017;64(3):367-381. 

5. Baldwin A, Dodge B, Schick VR, 
Light B, Schnarrs PW, Herbenick D, 
Fortenberry JD. Transgender and 
genderqueer individuals’ experiences 
with health care providers: What’s 
working, what’s not, and where do we 
go from here? Journal of Health Care 
for the Poor and Underserved. 2018;9 
(4):1300-1318. 

6. Beagan BL, Chiasson A Fiske CA, 
Foreseth SD, Hosein AC, Myers MR, & 
Stang JE. Working with transgender 
clients: Learning from physicians 
and nurses to improve occupational 
therapy practice. Canadian Journal of 
Occupational Therapy. 2013; 80(2):82-
91. 

PHOTO: SHARON MCCUTCHEON / PEXELS

As many as 70% of transgender individuals 
report being discriminated against by health care 
professionals.1,2

Two-thirds of medical students report they have 
received no education or training in transgender 
health.3,4

Due to receiving very little training or education  
in transgender health, many health care  
professionals learn about transgender health  
issues through their own self-initiative5,6 or rely on 
their patients to inform them.5
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CYNTHIA P. CADIEUX 
PHD, RDN, FAND
cadieucp@evms.edu

I        begin my first Chair’s Message  
  with reflection.  I was the Chair of  
  NEHP in 2007-2008 and below is a 

sample of what I wrote in my first Chair’s 
Message: 
 “While enjoying fortune cookies after 
our family meal one night last spring, 
my youngest son read his fortune and 
exclaimed that he didn’t get it. It went 
something like this: ‘Good work is done 
in cans, not cannots.’ A great teaching 
moment! The Nutrition Educators of 
Health Professionals (NEHP) Dietetic 
Practice Group (DPG) membership is 
comprised of many people who do good 
work because they work in “cans.” As the 
chair for 2007- 2008 (and now 2020-
2021), I am looking forward to working 
with many of you “can” people.”  This 
sentiment is the same today as it was then.
 I have been an NEHP member 
for almost 20 years, having served 
as newsletter editor on two different 
occasions, as a co-columnist of the former 
Teaching Innovations column with 
Christine Medlin, PhD, RD,  as chair-elect 
twice, past-chair once, and now chair for 
the second time. The best part of serving 
this DPG is the people with whom I get 
to work. Kristen Hicks-Roof, PhD, RDN, 
LDN, FAND is in the role of chair-elect, 
a definite plus for NEHP. My thanks go 
to Joanne Christaldi, PhD, RDN, chair 
during 2019-2020, for her hard work and 
dedication to this practice group. I would 
also like to thank all past-chairs of NEHP 
for being willing to serve as leaders:  

 Many of these leaders are still serving 
the NEHP DPG today. Please take a 
moment to review the officer directory on 
the back page of the newsletter to learn 
about the NEHP leadership team and 
reach out to them as needed.
 In 2007, I wrote, “My major goal for 
this year is strategic planning.”  This is 
my major goal again.  Joanne Christaldi is 
attending the ADA Leadership Institute 
this year on behalf of NEHP.  We will be 
relying on her input as past-chair to help 
with strategic planning this year.  The 
Executive Committee and I will be asking 
for your input through a membership 
survey.  Please take time to complete this 
survey and provide input on what this 
practice group means to you. 
 I also wrote (in 2007), “We are 
the nutrition educators of health 
professionals. We face many challenges 
as nutrition educators. While much has 
been accomplished over the years in areas 
such as medical, dental, and nursing 
education, nutrition is not a part of the 
curriculum in even a fraction of these 
programs in the United States. There are 
many other health professions to consider 
as well—physician assistants, physical/
occupational/speech therapy, dietetics—to 
name a few. There are also many other 
people assuming the roles of nutrition 
experts in the educational arena. We must 
remember the purpose of the practice 
group, which is to offer an environment 
for interaction with other educators, 
opportunities for professional growth 
and a forum for developing curricula for 
undergraduate, graduate, and continuing 
nutrition education.”  This is still true 
today.  I encourage you to participate by 
networking, reviewing the annual report 
posted on the NEHP website, submitting 
articles for the newsletter, applying to 
deliver a webinar, and attending future 
NEHP-related events. Please consider 
serving the DPG as an Executive 
Committee member in 2021-22. The DPG 
needs you and your ideas and there is no 
better group with whom to work with 
than NEHP!
 Review our newsletter archive.  There 
are articles related to dental education, 
teaching innovations, and medical 

I would also like to thank 
all past-chairs of NEHP 
for being willing to serve 
as leaders:  

Jo Ann Carson, 2003-04
Kathy Chauncey, 2004-05
Cynthia Stegeman, 2005-06
Sylvia Moore, 2006-07
Cynthia Cadieux, 2007-08
Teresa Marshall, 2008-09
Lona Sandon, 2009-10
Sue Cunningham, 2010-11
Teresa Carithers, 2011-12
Teresa Johnson, 2012-13
Tammy Stephenson, 2013-14
Elizabeth Eilender, 2014-15
Gina Pazzaglia, 2015-16
Jamie Pope, 2016-17
Jill Goode Englett, 2017-18
Cecile Adkins, 2018-19
Joanne Christaldi, 2019-20

Many of these leaders 
are still serving the NEHP 
DPG today. Please take 
a moment to review 
the officer directory on 
the back page of the 
newsletter to learn about 
the NEHP leadership team 
and reach out to them as 
needed.
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education in addition to other feature 
articles.  We have a treasure-trove of 
resources in the archive and the time 
spent there will be well-spent.  One of 
the first Teaching Innovations articles 
I co-wrote along with Christine 
Medlin, in fall 2003, was titled “A 
World of Change for Our Students.”  
I share this article with you and our 
students again as I close this message 
as it is completely relevant today. 

CHAIR’S MESSAGE

 Nutrition educators of health 
professionals must prepare students to work 
in a global environment. With many of our 
pathfinding colleagues, we experience the 
impact of the Internet in the classroom, 
community, country, and the world. There 
is no doubt about it, we need to prepare 
learners to practice in an ever-shrinking 
world. According to Morgan McCall and 
George Hollenbeck (1), there are seven 
global competencies that might help our 
students to be successful: 

    Be open-minded. As you expand 
into the global market, the settings and the 
people may be unfamiliar. Flexibility in 
thoughts and actions is key. 

    Show an interest in other cultures. 
It is easier to develop relationships if you show 
an interest in people who are different from 
you. Try learning a foreign language as a start. 

    Get used to complexity. As you 
experience different cultures, you will 
experience different values, ethics, business 
practices, food, music, etc. 

    Develop a resilient spirit. Don’t let 
adversity discourage you. Face challenges 
head-on and act energetically. 

    Act honestly. Acting consistently 
allows for trust to be developed. In order 
to form dependable business relationships, 
you first have to trust one another. 

    Create a stable personal life. Stay 
anchored in the things that matter the 
most, especially your family, eliminating 
stress wherever possible. 

    Develop expertise. Put your best 
foot forward and know your stuff. You 
want to be perceived as the expert. Tom 
McDonald (2) reminds us there is no magic 
for success in the global arena. When we 
expose students to these competencies, 
we must remind them of the critical 
thinking and hard work involved. These 
seven competencies should help, but for 
real results in the 21st century, nutrition 
educators of health professionals should 
step up and become role models for 
international success. 

Cutting-edge sessions focusing on your specialty area will be featured at this year’s 
Food & Nutrition Conference & Expo™:

LGBTQ+ Health: Nutritional Considerations and 
Providing Inclusive Patient Care

Let’s Come Together: Uniting Dietitians to Combat 
Weight Bias

To Tell the Truth: Lessons from Food and Nutrition 
Policy Journalists in the Era of Fake News

2020 Lenna Frances Coopers Memorial Lecture — 
Good Nutrition Speak in a Polarized World: May We 
Have a Courteous Discourse?

Empowering People with Diabetes: Putting Diabetes 
Self Management Consensus Principles to Work

2020 Dietary Guidelines Advisory Committee: Let’s 
Talk About the Evidence

Ethical Implications for Social Responsibility  
and Fairness

Saturated Fat: Navigating the Controversies

Dietitians Take the Lead in  
Teaching Kitchens

A World of Change for our Students

References 
1. McCall, M and Hollenbeck, G. Developing 
Global Executives. Harvard Business School 
Press, 2002. 
2. McDonald, T. A World of Challenges. 
Successful Meetings. 2002.  
View at www.drtommcdonald.com.

 THERE IS NO DOUBT ABOUT 
IT, WE NEED TO PREPARE 

LEARNERS TO PRACTICE IN 
AN EVER-SHRINKING WORLD.
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MEMBER SPOTLIGHT INTERVIEW

Meet

Gina Pazzaglia
GINA PAZZAGLIA IS CURRENTLY 
ASSOCIATE PROFESSOR AND THE 
DIRECTOR OF THE MASTER OF 
PROFESSIONAL STUDIES PROGRAM 
IN NUTRITIONAL SCIENCES AT THE 
PENNSYLVANIA STATE UNIVERSITY. 
DR. PAZZAGLIA HAS TAUGHT AT 
BOTH THE UNDERGRADUATE AND 
GRADUATE LEVEL IN NUTRITION AND 
EDUCATION AND HAS A PARTICULAR 
INTEREST IN PEDAGOGY AND 
EFFECTIVE TEACHING AND LEARNING 
IN THE ONLINE, HYBRID AND FACE-
TO-FACE FORMATS, AS WELL AS THE 
FLIPPED CLASSROOM APPROACH TO 
TEACHING. SHE IS ALSO NEHP’S HOD 
REPRESENTATIVE.

PhD, RDN

What led you to your current role? 
    This question is an important one 

and it is especially important for us, 
as educators, to share our stories with 
our students. Recently at our faculty 
retreat that kicked off our Fall 2020 
semester, we all shared our paths. It 
was a very interesting experience and 
most of us did not have a straight road 
to our careers. There were places and 
people along the way that helped bend 
and shape our journeys and my path 
certainly had its twists and turns. I 
switched my major to nutrition science 
at Penn State after taking an intro to 
nutrition course for non-majors. I was 
hooked and loved the science aspect of 
the discipline. I decided to go to grad 
school instead of an internship, so I 
went to Syracuse University and did my 
master’s with a six-month experience 
(one of the old ways of getting to the 
RDN). 
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 The program was flexible, and I was 
encouraged by my professors to spread 
my wings. As a result, I was motivated 
to take several educational psychology 
and behavior change courses. But more 
importantly during my time at Syracuse, 
I met, worked with, and became friends 
with many students from various cultures 
and ethnicities, which was invaluable and 
opened up my world. I also had the good 
fortune of being a teaching assistant and 
got my first taste of being an educator and 
loved it. I began working on my doctorate 
at Syracuse but transferred to Penn 
State where I had more opportunities to 
explore.  My perspectives broadened and 
I learned how important it is to read and 
explore outside my discipline. It took me 
nine years to finish my doctorate and my 
first child arrived while working on my 
comps and dissertation. 
 I then took a position as an assistant 
professor and DPD director at Marywood 
University and jumped into the deep 
end as a new professor and completed 
my PhD in my second year there. I left 
Marywood when my second baby came 
but taught an intro to nutrition course 
to nursing students part-time at another 
university. Our family moved to Arizona 
and soon thereafter I pursued my passion 
for education by enrolling at Arizona 
State University as a doctoral student in 
Education, Leadership, and Policy. This 
bend in my path was a big one and shifted 
my interests to education, teaching, 
and learning as well as reconfirmed my 
interest in diversity, inclusion, and equity. 
 I moved and took an assistant 
professor position at West Chester 
University (WCU) and became DPD 
director. WCU allowed me to dive into the 
teaching and learning area and this is where 
I became interested in hybrid and online 
learning, the flipped classroom, and the 
Scholarship of Teaching and Learning. 

Tell us about your teaching style?
    I like to call it my ever-evolving 

teaching style because there is so much 
to learn and I keep adding things along 
the way, every semester. My big shift has 
been a move from a teacher-centered, 
lecture-based style, to a student-centered, 

learning paradigm. Once I was able to 
reframe my perspective to a learning 
paradigm, everything I did (and do) has 
been through that lens. I no longer think 
about how I am going to teach something, 
my first questions to myself are, what do 
I want the students to learn and how can 
I get them there? I have realized that I 
am not only interested in facilitating the 
acquisition of knowledge and skills, but I 
want to watch students develop a depth of 
knowledge by practicing (and mastering) 
essential skills, such as critical thinking, 
effective transfer of knowledge, writing, 
speaking, resilience, resourcefulness, and 
intellectual curiosity. 
 One of my recent discoveries is 
Universal Design for Learning (UDL), 
which is the use of a variety of teaching 
methods to remove barriers to learning 
and allow all students to be successful. 
This approach not only addresses 
accessibility issues but provides ways to 
reach the most students and optimize 
their learning. I have embraced Universal 
Design for Learning as my beacon 
and have put a great deal of effort into 
curriculum and course design in hopes 
of maximizing learning and growth 
for all of our students. Through this 
approach, I also built upon my interest 
and appreciation for assessment, which 
is the key to good teaching and good 
learning. It is the only way we can know 
if learning is taking place. UDL aligns 
all of these components and provides a 
great road map for course design and 
implementation.

What do you like best about being 
an educator?

    I like so many things about being 
an educator, it is difficult to choose just 
one thing. However, two things stand 
out for me. One of the most fulfilling is 
witnessing the moment when a student 
“gets it.” I think you have to experience 
this to know the feeling, but that feeling 
makes it all worthwhile. The other thing 
I like best about being an educator is 
conversations with former students where 
they express the difference I have made, 
along with those unexpected, and always 
welcomed thank you cards.

Given the unprecedented 
circumstances in education due 
to Covid-19, where do you see the 
future of online teaching?

    Faculty had to “go remote” very 
suddenly,  so, they and students alike may 
have had a “not so accurate experience” of 
the best of online learning. The upside of this 
is that educators discovered the breadth of 
technology available to them, became more 
intimate with their learning management 
systems, and may have experienced the 
many unique features of online teaching 
and learning that can improve in-person 
teaching and pedagogy overall.
 In general, I think the future of 
online and hybrid learning is bright. 
Using the many forms of technology, both 
intentionally and with purpose, practicing 
effective pedagogy, and incorporating the 
principles of Universal Design for Learning 
to reach all learners are hallmarks of 
quality online and hybrid delivery 
methods. They can also be advantageous 
for in-person learning. One of the most 
important virtues of online learning in 
higher ed is the fact that it gives access to 
education for learners anywhere, regardless 
of where they live, their ability to relocate, 
or their family/personal situation. 
 “Going remote” is not the same as 
online learning. Quality online courses 
and programs offer an engaging learning 
experience that has value for those who 
can’t go to a physical classroom. The 
Covid-19 pandemic brought to light the 
possibilities of pulling together technology, 
creative ways to engage students, and an 
appreciation of the benefits of optimizing 
the use of learning management systems. 
It also highlighted the many ways of 
integrating teaching techniques that can 
improve learning and satisfaction for 
students. The fact is, best practices in 
teaching and learning exist, and we are 
ethically obligated as educators to use 
them whether we are standing in front of 
students in a physical classroom or looking 
at them in Zoom boxes on our computer 
screen. Overall, what we may want to do 
is combine the best of all current teaching 
methods (and delivery methods) and merge 
them into a more effective way to transfer 
learning.
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ONLINE LEARNING

We asked some of our students to share with us what aspects of the online learning environment did or did not work 
well for them during the sudden switch to remote classes due to the COVID-19 pandemic.   
Here’s what they said:

Student Perspective

 Being in an online learning environment has been interesting yet 
difficult. Being able to work at home gives me more time to work on 
assignments, since I am not wasting time commuting back and forth. 
At the same time, being at home has its own difficulties because there 
are more distractions. I found that it is important to find a space and 
establish that this is where work will be completed. I would like to 
see more interactive tools being used because I feel like it's very easy 
to stop listening during a lecture on Zoom. This could be in a form of 
the professor asking the class to participate in simulation exercises 
or use the breakout session more often. I believe this online learning 
environment has been rewarding to many and a constant learning 
experience every day.

 During the sudden transition to remote learning due to the COVID-19 
pandemic, the aspects of the online learning environment that were 
most beneficial to my academic experience were the use of virtual 
office hours as well as breakout rooms and larger group discussions on 
Zoom. As an extraverted person who highly values social interaction 
with my peers and depends on it for my emotional well-being, I was 
fearful remote learning would prevent me from creating and maintaining 
my relationships with peers and professors. Initially, the transition to 
online courses made me feel isolated and caused me to lose sight of my 
beloved sense of community at college. My professors who put in the 
time, energy, and effort to ensure I retained my relationships with them 
as well as my classmates made remote learning more comfortable 
and less daunting. Their utilization of online discussion forums on 
Brightspace, smaller online group discussions through Zoom, and 
assignments requiring peer feedback enabled me to regain my positive 
attitude and tackle online learning with a sense of excitement rather 
than fear. I believe collaborative, engaging approaches to learning in the 
form of synchronous seminar-style classes, small-group debates and 
projects, and virtual office hours are crucial for empowering students to 
thrive, not merely survive, during remote learning.

Linda Tran
Senior
Health Education & 
PromotionCommunity Health 
Concentration
Towson University, Towson, Maryland

Sydnie Kupferberg
Junior
Human Organizational  
Development
Vanderbilt University,  
Nashville, Tennessee

 The aspect of the online learning 
environment that worked well for me was 
the utilization of Zoom to continue having 
class during our normal class time. This 
helped me adjust very well to the online 
learning environment, because I was still 
able to see my professors and classmates 
even though we all could not physically 
be together. Through Zoom, some of my 
professors utilized the breakout rooms, 
which also helped me to receive personal 
interaction with my other classmates just 
as I would have received if we were placed 
in groups physically in the classroom. 

The one thing that did not work well for me 
were professors who decided to pre-record 
their class instead of just having class 
during that specific time either over Zoom 
or WebEx. This is because it became harder 
to contact them about a specific topic 
rather than just being able to ask a question 
about the information during a live class. I 
would love to see Zoom utilized more often 
in the online space because I believe it has 
the capacity to recreate the physicality 
of a class virtually. Professors are able to 
share their screens, annotate on the screen, 
create polls within Zoom, create breakout 
rooms for group work (and have the ability 
to check into those rooms to see people 
are actually completing their work, and 
more). Such a tool like Zoom has the ability 
to shift the way we view the online learning 
environment.

Precious Nwaobia
Senior
Health Education &  
PromotionCommunity  
Health Concentration
Towson University,  
Towson, Maryland
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Catherine Daniel
Junior
Exercise Science/Pre-Health 
Professions
Troy University, Troy, Alabama

 I think the most effective strategy my professors used 
during the transition to online learning was hosting 
opportunities for live interaction between themselves 
and their students. Hosting live check-in’s and virtual 
office hours promoted as much “normalcy” as possible 
and allowed for more effective communication, 
discussion opportunities, and connection between 
professors and students. 

As for what did not work well for me, I feel that 
asynchronous lectures were a double-edged sword. I 
enjoyed asynchronous lectures because they allowed 
me to learn on my own time. This was a flexibility 
I appreciated while adjusting to my new “normal.” 
However, asynchronous lectures did make me feel 
like I was missing out on a sense of connection 
and community that only live lectures can provide. 
In addition, asynchronous lectures made it more 
challenging to ask questions as they arose and to 
facilitate valuable class discussion. 

Overall, I have found the virtual office hours and live 
weekly check-in’s that certain professors have held 
this semester very helpful. They facilitated effective 
communication and the face-to-face interaction that 
many students appreciate and value. Utilizing online 
discussion boards to promote class discussion is another 
tool I have really enjoyed, because it encourages a feeling 
of “normalcy” and gives me the opportunity to connect 
with my classmates.

Lexi Shepherd
Senior
Dietetics with a Certificate in Nutrition 
for Human Performance
University of Kentucky, Lexington, 
Kentucky

 The rapid onset of the coronavirus caught everyone 
off-guard.  Students expecting to return to campus after 
spring break faced the reality of online classes becoming 
the new normal. No professor expects to be forced to 
transition their class to an online format in the middle of 
a semester, and some had only limited experience with 
Canvas until the pandemic struck. 

That being said, some professors took the change in stride 
and conducted live lectures through applications like 
Zoom and Microsoft Teams. These classes, in my opinion, 
resulted in the least amount of class disruption. One of my 
professors utilized the screen-sharing function. Another 
professor decided to use only the web camera, and since 
the professor had barely used the computer for lectures 
during in-person classes, it wasn’t a difficult change. It 
was not required that our cameras remain on for any of 
my classes. We would during our regular class time. About 
75% of the class would attend, but the students that 
did attend scored higher on the assignments and tests. 
Other professors opted to post PowerPoints on Canvas. 
I believe that these were less effective, but they still gave 
students the ability to learn the information they would 
have in class. However, it was harder to succeed. 

I would like to see more live lectures employed in online 
classes. These lectures allow for more student-professor 
interaction, something not normally seen in an online 
class. This increased involvement could lead to higher 
grades and a greater understanding of the material.  

Most faculty teaching nutrition courses to future healthcare professionals have little training 
or experience managing a classroom of students. While we have studied educational 
psychology and counseling methods, unlike K - 12 teachers, we don't have explicit courses in 
classroom management. Even if you were a teaching assistant in college, the actual teaching 
experience from this and the dietetic internship is low as compared to the supervised teaching 
experience in an undergraduate education degree. Both in-person and online classes present 
some challenges, such as cell phone use, side conversations, and not being involved in the class.

COMING SOON: IF YOU MISSED JOINING US FOR OUR LATEST WEBINAR HELD ON SEPTEMBER 
23, 2020, YOU CAN ACCESS THE RECORDING ON THE DPG WEBSITE AT WWW.NEHPDPG.ORG

Classroom Management
Moderated by: Kristen Hicks-Roof
PhD, RDN, LDN, CLC, FAND
University of North Florida

Presented by: Melissa Altman-Traub
MS, RDN, LDN
Community College of Philadelphia

NIKOLAY GEORGIEV / PIXABAY
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N U T R I T I O N  C A R E  F O R  T H E  T R A N S G E N D E R  
A N D  G E N D E R  D I V E R S E  C O M M U N I T Y

Nutrition Care for the Transgender 
and Gender Diverse Community:  
What Nutrition Educators Need to Know

F E AT U R E  A R T I C L E

By Jennifer M. Waters,  
MS, RDN, CNSC, LDN

Unless someone like you cares  
a whole awful lot, nothing 

is going to get better. It’s not.  
                                                – Dr. Seuss

“
”  

  ransgender and gender diverse (TGD)   
  individuals  are a marginalized group  
  who are often presented with many 
barriers when attempting to access health services. 
Students in any health care field need to be 
knowledgeable about the inequities that the TGD 
community faces. Awareness of these issues will 
allow them to visualize the direct impact they can 
have on patient outcomes by providing quality, 
gender-affirming care. Most practicing health care 
professionals are not provided with substantial 
training opportunities in transgender-specific care. 
Curricula in pre-professional academic programs 
are also significantly lacking. As educators of 
future healthcare professionals, we carry an ethical 
responsibility to support and promote inclusive, 
person-centered care for all patients. There is no 
expectation for us to become experts in caring for 
any particular disparate population, however, we 
must engage in expanding our knowledge so we 
can help shape future health care professionals to 
provide the best possible care for everyone. 
 This article serves as an introduction to 
some of the common health and nutritional 
considerations of the TGD population.  Note that 
most of the nutrition-related research cited was 
published within the past five years as this is an 
emerging area of interest in our field with new 
studies frequently being released. This article 
can be used as a guide for nutrition faculty and 
instructors to begin infusing this important content 
into courses for future health care professionals, 
although it would be advisable to also keep up on 
the latest evidence available to present to students.  
Many of these concepts can be integrated into any 
general health course emphasizing disparate or 
vulnerable populations and be added to enhance 
the content of nutrition-focused courses as well.

T
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 Across a variety of studies in which the TGD patient perspective is 
explored, many have reported having to take on a teacher role for their 
physicians who are not familiar or comfortable with transgender health. 
This can be very frustrating for patients who wish to receive quality care 
without having to endure visiting a provider who lacks both cultural and 
clinical competency. The lack of knowledge can lead to resentment5,6,17-20 
and is likely due to the paucity of training and educational opportunities 
on the care of the TGD patient.21,22 Across multiple studies all published 
within the past five years, more than 75% of residents and physicians 
indicated that they received no training or inadequate training in the 
care of LGBT patients.23-27 Research on medical residency programs 
indicated that the major barriers to providing this training included a 
perceived lack of need, a shortage of interested faculty, and insufficient 
funding.21 Some health care providers argue that education and training 
should be focused on scenarios and patient populations that students 
and interns will encounter more frequently in their careers,28 however it’s 
important to note that less than half of TGD patients even disclose their 
gender identity to their providers.4 This evidence suggests that health 
care professionals are likely caring for more TGD patients than they may 
think they are which should provide the impetus for more education and 
training opportunities.

Health Disparities
 Transgender individuals make up about 0.6% 
of the United States (U.S.) population which equates 
to around 1.4 million.1,2 The number of known TGD 
people continues to increase and has doubled over the 
past decade.1 As the lesbian, gay, bisexual, transgender 
(LGBT) community as a whole continues to become 
more socially accepted,3 this number is expected to 
grow. However, for various reasons many TGD people 
choose not to disclose their gender identity and thus 
the current reported statistics may still be a significant 
underestimation.4  Sadly, some transgender individuals 
particularly avoid disclosure when accessing health 
care services to avoid social stigma, discrimination, 
and mistreatment by health care providers.4-6  In fact, 
according to the 2015 U.S. Transgender Survey (USTS)  
of nearly 28,000 TGD individuals, only 40% indicated 
that they had disclosed their gender identity to all of their 
providers, and about one-third reported that they had not 
shared this information with any of their providers.4
 Inherently TGD individuals have poorer health 
outcomes. In particular, they are at nearly a nine-fold 
higher risk for suicide,4 at increased risk for self-harm 
behaviors, other mental health conditions4,5,7-10 as well as 
substance abuse.5,11  Many also struggle with establishing 
social determinants of health including securing 
housing, employment, health insurance, and consistent 
food supply.4,5,12 These predispositions are further 
complicated by the various hurdles they must overcome 
to obtain quality health care. Everyone should be able 
to receive care that is free of judgment and ridicule,13 

yet a whopping 70% of TGD individuals have reported 
instances of overt discrimination by their physician or 
another care provider.14,15  Some express that they have 
even been denied treatment altogether because of their 
gender identity.4 These past personal experiences and/
or the anticipation of a negative experience can lead 
many TGD individuals to delay or even avoid necessary 
care.16,17 Refraining from seeking care only fuels this 
perpetual cycle of poor health outcomes and disparity.

Lack of Education and Training

Education is the most  
powerful weapon which you  
can use to change the world

             - Nelson Mandela

What is Gender-Affirming Care?
 Gender-affirming care is “health care that holistically attends 
to transgender people’s physical, mental, and social health needs and 
well-being while respectfully affirming their gender identity.”29  To 
provide (or teach) gender-affirming and inclusive care, one must have a 
clear understanding of gender identity and some of the basic associated 
terminologies.  It is imperative to call attention to the fact that gender 
identity and sexual orientation are two different facets of who we are. 
Sexual orientation refers to who we are physically or romantically 
attracted to; whereas our gender identity refers to how we perceive 
ourselves as it relates to gender. Gender identity has historically been a 
binary concept (either male or female), however, evidence for a gender 
spectrum has been underscored more recently.30 Also, a large part of 
providing affirming care is communicating with patients in a gender-
inclusive manner. These topics are discussed in more detail in the 
following sections. 

QUICK FACT:
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Gender Identity 
and Expression
 All humans are assigned a sex at birth 
which is male, female, or less commonly 
intersex. Intersex, also referred to as 
differences of sex development (DSD), 
is a term used to describe an individual 
who is born with natural variations of sex 
characteristics that fall outside of the binary 
male or female sex. In addition to having 
sex assigned at birth, we also possess a 
gender identity which is in the simplest 
of terms, either cisgender or transgender. 
Again gender identity is our inner-sense 
related to gender or lack of gender.30 The 
majority of people are cisgender, which 
means that they feel very comfortable with 
the sex they have been assigned at birth. 
Transgender is an umbrella term used for 
any person whose sex assignment at birth 

is not congruent with whom they are on 
the inside. As an example, someone who 
was born male but identifies as feminine/
female is a transgender female (or trans 
feminine). It is often referred to in medical 
terminology as gender dysphoria when one’s 
gender identity is a source of psychological 
distress. 
 Non-binary (also known as gender 
non-conforming, gender diverse, gender 
expansive,  or genderqueer) is another term 
used for individuals who are transgender 
(gender identity is incongruent with their 
sex assigned at birth), however, do not 
necessarily identify with either of the 
binary genders but rather fall somewhere 
else on or even outside of the gender 
spectrum. One may also be in the process 
of questioning their gender identity and 
thus they may self-identify as questioning. 
Gender identity may be more fluid for 

some individuals, in that they may feel like 
they are a combination of genders, or more 
masculine/male sometimes and other 
times may identify as more feminine/
female. This is referred to as being gender-
fluid.30

 Just as sex assigned at birth does 
not necessarily determine one’s gender 
identity,31 it should also be understood 
that one’s gender identity may not always 
dictate their sexual orientation. For 
example, an individual who was born a 
female but identifies as male or masculine 
(a transgender male/transmasculine) may 
be sexually attracted to males. You might 
be wondering why would someone want 
to identify as a male if they are sexually 
attracted to males? Why not just continue 
to live as a female? This is because gender 
identity and sexual orientation are not the 
same things.

Gender Identity “A person’s inner sense of being a girl/woman/female, boy/man/male, something else, or having no gender.”

Gender 
Expression

“The way a person communicates their gender to the world through mannerisms, clothing, speech, behavior, etc.”

Sex Assigned  
at Birth

“ The sex (male or female) assigned to an infant, most often based on the infant’s anatomical and other biological 
characteristics. Sometimes referred to as birth sex, natal sex, biological sex, or sex; however, sex assigned at birth is the 
recommended term.”

Intersex “ Describes a group of congenital conditions in which the reproductive organs, genitals, and/or other sexual anatomy do not 
develop according to traditional expectations for females or males. Intersex can also be used as an identity term for someone 
with one of these conditions.”

Cisgender “A person whose gender identity is consistent in a traditional sense with their sex assigned at birth; for example, a person 
assigned female sex at birth whose gender identity is woman/female.“

Transgender “ Describes a person whose gender identity and sex assigned at birth do not correspond based on traditional expectations; for 
example, a person assigned female sex at birth who identifies as a man; or a person assigned male sex at birth who identifies 
as a woman. Transgender can also include people with gender identities outside the girl/woman and boy/man gender binary 
structure; for example, people who are gender fluid or non-binary. Sometimes abbreviated as trans.”

Gender Dysphoria “Distress experienced by some people whose gender identity does not correspond with their sex assigned at birth. The 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) includes gender dysphoria as a diagnosis for people whose 
distress is clinically significant and impairs social, occupational, or other important areas of functioning. The degree and severity 
of gender dysphoria is highly variable among transgender and gender-diverse people.”

Transmasculine “ Describes a person who was assigned female sex at birth, but identifies with masculinity to a greater extent than with 
femininity.”

Transfeminine “ Describes a person who was assigned male sex at birth, but identifies with femininity to a greater extent than with 
masculinity.”

Non-Binary “ Describes a person whose gender identity falls outside of the traditional gender binary structure of girl/woman and boy/man. 
Sometimes abbreviated as NB or enby.”

Table 1:  

Selection of Terms from Affirmative Services for Transgender and Gender-Diverse 
People: Best Practices for Frontline Health Care Staff30

https://cancer-network.org/resources/lgbt-terminology-resource/
https://www.hrc.org/resources/glossary-of-terms
https://www.lgbthealtheducation.org/publication/lgbtqia-glossary-of-terms-for-health-care-teams/ 

Additional sites that include terminologies related to sexual orientation and gender identity
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Neither of these facets of who we are has to 
match or conform to any existing societal 
norms and because someone is transgender 
it does not necessarily mean they will be 
attracted to a person with a gender identity 
that is different from their own. 
 Gender expression is another term 
that refers to how one outwardly expresses 
their gender identity, which may include 
components such as clothing, hairstyle, 
voice, use of cosmetics, and social 
behaviors.30 Just as a sexual orientation 
does not have to match societal norms 
associated with one’s gender identity, 
neither does gender expression. Gender 
expression does not necessarily define 
one’s gender identity or sexual orientation. 
A straight cisgender woman may choose 
to dress more masculine and avoid 
wearing make-up or jewelry. Along the 
same lines, a gay cisgender man may enjoy 
bodybuilding, appear very masculine, and 
have a deep voice.  As well, a transgender 
male may not choose to express himself 
outwardly as masculine. What’s important 
to understand about gender expression 
is that it should not be used to draw 
conclusions or make assumptions about 
one’s gender identity or sexual orientation.  
Several other terms may be utilized to 
describe one’s gender identity. For more 
information on LGBT terms, see Table 1.
 There are many ways TGD 
individuals can affirm their gender identity 
if they so choose. Gender affirmation 
(formerly referred to as transitioning) can 
consist of alterations to gender expressions 
like changes in clothing, hairstyle, make-
up, or chest binding/genital tucking. It can 
include changes to names and pronouns 

that are used.  Affirmative changes can 
also involve medical interventions to 
present more feminine or masculine 
using voice therapies as well as gender-
affirming hormone therapies and 
surgeries. Feminizing hormones include 
anti-androgens and estrogens, while 
masculinizing hormones include the use 
of testosterone. The affirmation process 
may be crucial for one’s psychological 
well-being by helping them to live a more 
authentic life.30

Gender-Inclusive 
Communication30

 To provide gender-affirming care 
to our TGD patients, it is also crucial to 
communicate respectfully and to honor 
one’s pronouns and chosen names. Just 
as we make accommodations to use the 
nickname “Mike” at Michael’s request we 
can effortlessly call anyone by the name 
that they prefer us to use. In the case of 
transgender individuals who have chosen 
a name for themselves that affirms their 
gender identity, the use of their given name 
(also referred to as their dead name) can 
trigger negative feelings and bring them 
closer to an identity they wish to shed. This 
may get tricky for health care professionals 
when their chosen name differs from the 
name listed on legal documents, medical 
records, and insurance, or identification 
cards. The Affirmative Services for 
Transgender and Gender-Diverse People: 
Best Practices for Frontline Health Care 
Staff from the Fenway Institute30 is a 
great resource that provides examples of 
respectful dialogue that can be used when 

a patient’s chosen name does not match the 
name in their health records.
 Many hospitals and health facilities 
are implementing Sexual Orientation and 
Gender Identity (SOGI) inquiry as well as 
preferred names and/or pronouns in their 
electronic health records and patient-facing 
forms. This is intended to help patients 
who are LGBT (and choose to disclose 
that information) receive quality patient-
centered care and communication that 
aligns more with their needs. While using 
chosen names may be a simple request 
to fulfill, remembering to use pronouns 
may require more of an adjustment. Most 
cisgender and transgender individuals 
either will go by the pronouns she/her/
hers or he/him/his. These pronouns are 
ones our society is generally accustomed 
to using. Sometimes gender-diverse 
individuals will use pronouns that are 
less associated with the binary concept of 
genders such as they/them/theirs or ze/hir/
hirs. If a mistake is made and the wrong 
pronoun is used (misgendering), it is 
advised to simply apologize and try again.30 

 If one’s pronouns are unknown, it 
is not advised to make assumptions, but 
to rather use gender-inclusive language. 
For example, instead of saying “Hello 
Mr. Jones,” say “Hello Gary.”  Avoid the 
use of sir or ma’am. Instead of “She will 
need an x-ray,” say something like “Dr. 
Davis’s patient will need an x-ray.” As 
a reminder, many patients opt-out of 
sharing their gender identity in the health 
care environment, but by creating a more 
inclusive environment it may encourage 
patients to gain trust and be more open 
about who they are.30
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Cardiovascular and 
Metabolic Risk Factors
 Gender minority stress (stress related 
to transgender stigma and discrimination) 
and gender-affirming therapies may place 
TGD individuals at higher overall risk for 
cardiovascular disease and other metabolic 
conditions. Caceres and colleagues36 
recently studied a sample of 662,903 
participants (50.0% cisgender women, 
49.5% cisgender men, 0.3% transgender 
women, 0.1% transgender men, and 0.1% 
gender non-conforming) from the 2014-
2017 Behavioral Risk Factor Surveillance 
System (BRFSS).  Various health behaviors, 
cardiovascular conditions, and metabolic 
risk factors were examined. Transgender 
women and those participants who 
identified as gender non-conforming were 
significantly less likely to have engaged in 
physical activity over the past 30 days than 
cisgender men (p<0.05). Additionally, in 
comparison to cisgender women, being 
overweight was more commonly observed 
in transgender women and transgender 
men. No difference was observed when 
compared to cisgender men. Transgender 
women were also more likely to have a 
history of diabetes than cisgender women 
(p<0.05), and the TGD individuals 
included in the study were more likely 
to have a history that included one or 
more cardiovascular condition than their 
cisgender counterparts (p<0.05).36 
 In a systematic review and meta-
analysis,38 29 studies examining the effect 
of gender-affirming hormone therapies 
on blood lipids and other cardiovascular 

Nutritional Considerations
 As nutrition educators of future 
health care professionals, it is important 
to have an understanding of some of 
the nutritional considerations that are 
prominent in the TGD population. As 
transgender individuals enter puberty 
and adolescence there is a heightened 
awareness of body image. This may lead 
to body dissatisfaction and disordered 
eating behaviors, especially if their body 
shape or appearance does not match 
established societal norms associated with 
their gender identity.32 In addition to being 
at a heightened risk for eating disorders, 
TGD individuals may have difficulty 
with securing food and other important 
social determinants of health.12,33-35  For 
transgender people who choose to undergo 
gender-affirming hormone therapies, 
there may be some nutrition-related 
side effects including weight gain and 
fat redistribution, changes in blood lipid 
levels, alterations in insulin metabolism, 
and compromised bone density. Evidence 
also exists that points to the negative 
effects of gender minority stress on 
cardiovascular and metabolic health.36-38  
In the following sections, these nutritional 
issues are explored in more detail.

Body Image and 
Disordered Eating
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 Body dissatisfaction and disordered 
eating habits are quite prevalent in the 
TGD population, especially during 
adolescence and puberty.32 When compared 
to cisgender youth, transgender individuals 
in age-matched groups tend to display 
more symptoms of disordered eating.39 In a 
study of TGD adolescents and young adults 
aged 13 -22 years old, 63% admitted to 

 In TGD individuals who undergo 
feminizing hormone therapy, there is often 
an increase in body fat and a decrease in 
lean body mass. Additionally, the body fat 
can redistribute from the abdominal area 
to the thighs and hips. In those receiving 
masculinizing hormone therapy, there is 
usually an increase in lean body mass, a 
decrease in fat mass, and redistribution of 
fat to the abdominal area. In both types of 
hormone therapy, overall weight gain may 
result.46-48  While providing nutrition and 
weight management counseling may not 
be able to completely halt the weight gain 
associated with hormone therapy, it may 

Weight Gain/Fat 
Redistribution

engaging in weight manipulation practices 
to better align their appearance with their 
gender identity.40 Pham and colleagues41 
interviewed TGD individuals aged 13 – 19 
years old and discovered that 74% perceived 
themselves as “fat,” 61% wished to lose 
weight, 30% restricted foods with the intent 
of altering their body appearance, and 22% 
reported binge-eating with loss of control. 
In another recent study of TGD youth 
and young adults (aged 12-23 years), 72% 
screened positive for disordered eating.34 
Harmful dieting practices such as fasting 
and the use of diet pills and/or laxatives 
have also been observed in TGD youth. 34,42  
Body dissatisfaction resulting in disordered 
eating is more commonly highlighted 
in younger transgender individuals, 
however, it also affects adults.43,44 Despite 
overwhelming evidence of disordered 
eating in the TGD community, 78.6% of 
transgender health clinics report that they 
do not currently screen their patients for 
eating disorders.45

help mitigate some of it. Taking a proactive 
approach to weight management in this 
case may help TGD patients remain at a 
healthier weight. 



Bone Mineral Density
 Variable evidence exists to suggest that 
bone mineral density (BMD) may be altered 
as a result of undergoing gender-affirming 
therapy or surgery. This is commonly 
observed after gonadectomy (removal 
of testes) procedures or with the use of 
puberty blockers. Sex hormones, specifically 
testosterone and estradiol play a vital role in 
skeletal development. These hormone levels 
are altered with gender-affirming therapies 
and procedures.49 Bone health should be 
monitored closely. A recent metanalysis 
was published49 of studies evaluating and 
comparing changes in bone health over 
time of transgender individuals (n = 639; 
392 transgender females, 247 transgender 
males). In those who had masculinizing 
interventions, there were no significant 
changes in BMD after 12 and 24 months 
compared to pre-treatment measurements. 
In those who received feminizing 
interventions, there were significant 
increases in BMD (lumbar spine) at both 
time points from baseline measurements. 
Additionally, these interventions had 
no impact on fracture rates in either 
group.49 More research may be needed to 
better understand the effects of gender-
affirmation procedures and therapies on 
bone mineralization.

outcomes were analyzed. In those patients 
who underwent masculinizing hormone 
therapy, when compared with baseline 
levels there was a statistically significant 
increase in triglycerides and serum low-
density lipoprotein cholesterol (LDL-C), 
and a significant decrease in high-density 
lipoprotein cholesterol (HDL-C) at 
various time points after the initiation of 
hormone therapy. Feminizing hormone 
therapy had less of an effect on blood lipid 
levels and only serum triglycerides were 
significantly increased after 24 months 
of therapy.38 Patients undergoing gender-
affirming hormone therapy may benefit 
from preventative and ongoing nutrition 
intervention and education to help 
attenuate the effects of these therapies on 
their blood lipid levels. 
 Interestingly, emerging research 
may suggest a relationship between type 
1 diabetes mellitus (T1DM) and gender 
dysphoria. According to researchers from 
the University of Wisconsin- Madison37 
who studied the concurrent diagnoses of 
T1DM and gender dysphoria amongst 
adolescents, there may be an association. 
In this sample of over 2,000 adolescent 
patients, those with gender dysphoria 
had a 9.4-fold higher prevalence rate 
of concurrent T1DM than the patients 
without gender dysphoria (95% CI 5.14-
39.03, p < .0001). Also as a point of interest, 
hemoglobin A1C levels improved in 
many of the T1DM patients with gender 

dysphoria after their initial visit at the 
gender dysphoria clinic which may be due 
to a decrease in psychological distress, 
however once initiated on puberty blockers 
or hormone therapies, the gain in glycemic 
control tended to diminish again.37

 Health care professionals, and 
in particular nutrition professionals, 
should be aware of these metabolic and 
cardiovascular effects. While the nutrition 
interventions may be the same for these 
conditions in both the transgender and 
cisgender patient population, the awareness 
that these conditions may be of significant 
prevalence in TGD patients will hopefully 
contribute to closer monitoring, earlier 
intervention, and improved care.

 Food insecurity is quite prevalent 
amongst transgender individuals across 
all stages of life. In a study of nearly 81,000 

Food Insecurity

adolescents (n = 2,141 TGD; n = 78,653 
cisgender) in grades 9 and 11 from the 
2016 Minnesota Student Survey (MSS), a 
significantly higher proportion of TGD 
students received free/reduced lunch 
(38.8% vs 27.1%), were less likely to eat 
lunch at all (26% vs 10.4%), and reported 
skipping meals due to lack of money 
(13.1% vs 4.4%) (p<.0001).42 In another 
study of adolescents and young adults 
aged 12- 23 years old receiving care at a 
transgender health center, 20% screened 
positive for food insecurity.35 
 Transgender college students are also 
at increased risk of food insecurity. In a 
2020 study, Kirby and Linde34 surveyed 
and interviewed TGD and cisgender 
students at a public university and found 
that 54% of transgender students (vs 29.1% 
cisgender students) reported that they often 
ate less food due to lack of money (p = 
.005).  Additionally, 50% of TGD students  
(vs 10.2% cisgender students) reported 
that the food they had bought did not last 
long enough and they often did not have 
the funds to purchase more (p <.0001). 
Thematic analysis of the qualitative 
interview data revealed that two of the five 
major barriers to eating healthy food in 
this sample of TGD college students were 
cost and access.34

 Over 75% of TGD adults also 
report struggling with food insecurity.33 

Interviews with a sample of TGD adults 
revealed unique concerns.12 Financial 
status falling just outside the threshold to 
qualify for food assistance programs was 
emphasized. Another theme that emerged 
was that many local food pantries are 
affiliated with churches and other religious 
organizations that may not openly welcome 
participation from the TGD community. 
Additionally, many TGD individuals are 
disenfranchised from their families and 
cannot rely on them for any support.12  
Despite the evidence that food insecurity 
is a significant issue in the transgender 
community, 76.9% of transgender clinics 
report that they do not screen their patients 
or clients for food insecurity.45 It seems that 
there is much room for improvement in 
identifying and providing aid and useable 
resources to TGD individuals who are 
food-insecure.
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 Providing quality patient-centered care is an essential factor 
to consider when tending to the TGD patient population. In a 2019 
study,17 transgender physical therapy patients reported significant 
discomfort when they were touched by therapists as a normal part of 
therapy, when healthcare professionals came near them, or when it was 
necessary to pull back their gown or expose certain parts of their body. 
Much of this discomfort was related to fear of unwanted disclosure 
of their gender identity.17 This information further supports the idea 
that for any patient, healthcare professionals should be cautious when 
performing physical examinations (including nutrition-focused physical 
examination for nutrition professionals) and other tasks that require 
being closer to the patient or revealing any parts of their body. Care 
should be taken in explaining what the patient should expect during 
the exam or task, why the tasks are being performed, and asking the 
patient for permission to proceed. Ensuring the patient’s comfort is a key 
component of providing quality care. 

Other Considerations for Healthcare Students

 Although there may be several nutritional and other health-related 
effects of undergoing gender-affirming therapy, the psychological benefits 
may outweigh the risks by allowing people to live their most authentic 
lives. In this article, many of the health and nutrition considerations 
unique to this population were reviewed. These topics should be shared 
with future health care professionals to promote health equity for the 
TGD patient. New studies are being conducted and resources being 
published regularly, thus it is imperative to stay abreast of emerging 
research and tools if you are planning to add transgender health topics to 
your courses. In addition to the links provided in Table 1 on terminology, 
Figure 1 includes some additional resources that can expand on the topics 
discussed and/or be utilized as course materials.

Conclusion
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GENDER-INCLUSIVE

START WITH THE SYLLABUS

Include a diversity and inclusion statement on
the syllabus that addresses gender identity.
You can also include your pronouns after your
name. Example: Mary Smith, PhD (she/her/hers).
This lets your students know right away that
your class is a safe space to be their authentic
selves.

LANGUAGE IS EVERYTHING

Avoid the use of cisnormative language such as
"ladies and gentlemen" or "boyfriend/husband."
Instead use gender-inclusive words like
"everyone," "folks," or "significant other." Make
sure that all course documents include inclusive
and respectful language.

RESPECT THE PRONOUNS

Ask your students to fill out an information
survey at the beginning of the course and
inquire about the pronouns they would like
you to use. Make sure you honor their
pronouns. Mistakes are okay. Just apologize,
replace with the correct pronouns, and move
on. Don't dwell on it. 

CAUTION: DON'T "OUT" ANYONE

Be careful not to inadvertently reveal a student's
gender identity without their permission. If a
student does not wish to disclose their gender
identity to their classmates, do not "out" them.
There are many reasons why students may not
want to share this information openly.

EDUCATE YOURSELF & YOUR STUDENTS

Engage in training and educational opportunities to
learn more about gender diversity and inclusiveness.
Apply what you have learned and share that
knowledge with your students. Incorporate
transgender health topics in your courses. The burden
of educating everyone should never fall to the student.

For more tips on maintaining a gender-inclusive environment for your students:

https://www.insidehighered.com/advice/2016/07/22/foster-trans-inclusion-

higher-ed-start-classroom-essay

https://www.apa.org/apags/governance/subcommittees/supporting-diverse-

students.pdf
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Articles
 Rahman R, Linsenmeyer W. Caring 

for transgender patients and clients: 
Nutrition-related clinical and 
psychosocial considerations. JAND. 
2019;119(5):727-732.

 Send S. Nutrition management of 
the transgender patient. Support Line. 
2020;18(2):14-19. 

Videos
 Jackson Bird TED Talk – How to 

talk and listen to transgender 
people. https://www.ted.com/talks/
jackson_bird_how_to_talk_and_listen_to_

transgender_people
 Vanessa Goes to the Doctor 

https://www.youtube.com/
watch?v=S3eDKf3PFRo

 What Goes Unsaid  https://www.
youtube.com/watch?v=2Mug7NzdQ6M

Training Resources and Websites
 The National LGBT Health Center  

https://fenwayhealth.org/the-fenway-
institute/education/the-national-lgbt-
health-education-center/

 Human Rights Campaign https://www.
hrc.org/

 National LGBT Cancer Network  https://
cancer-network.org/

 World Professional Association for 
Transgender Health and Standards of 
Care (WPATH)  https://www.wpath.org/

 Gender Spectrum  https://
genderspectrum.org/

 The Genderbread Person   https://
www.genderbread.org/

 Gender Unicorn   https://transstudent.
org/gender/

ADDITIONAL TRANSGENDER HEALTH RESOURCES AND TOOLS

Figure 1
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PUBLIC POLICY UPDATE

POLITICS
pol·i·tics | \ ˈpä-lˈ-ˈtiks  \
 NOUN, PLURAL IN FORM BUT SINGULAR OR 
PLURAL IN CONSTRUCTION

 1a: the art or science of government

  2: political actions, practices, or policies

  3a: political affairs or business especially: 
competition between competing interest 
groups or individuals for power and leadership 
(as in a government)

Y         ou may be like me and are exhausted with this  
 term “politics”.  We hear it on a continual basis  
 in an election year! I will try not to repeat that 

term but we, as a profession, need to look at 3a “Competition 
between competing interest groups”. Organizations, 
businesses and others are competing for limited resources. 
We need to keep this in mind as we go about the business 
of our profession. Academy members are the experts in the 
nutrition realm! No one has a better grasp on the influence 
of nutrition and health outcomes. We cover the range of 
pregnancy to the care of our elders.   

 We need to be contacting our state and national 
representatives about issues that affect health outcomes.  
YOU CAN GIVE TIME TO: 
   Attend town hall meetings.
   Meet with community and government leaders.
   Email, text and use social media.
   Give money to help the Academy represent us to 

influence thinking about our profession. 

 Please make it your goal to develop ways to make these 
contacts and give money. Put it in your “To Do List”, your 
calendar and/or your budget. Remember by definition 
that "Citizen" is a Greek word which means co-ruler, co-
sovereign, co-king. Therefore, “Citizens” participate in 
ruling themselves!

Public Policy Notes of Interest 
TELL YOUR MNT STORY!
 The Academy is launching a MNT story collection 
campaign to highlight the impact of medical nutrition 
therapy in treating and preventing diseases and conditions 
that would be covered under the Medical Nutrition 
Therapy Act of 2020. We are primarily looking for stories 
about older adults that illustrate the effectiveness of MNT 
services, as well as stories about any time you might 
have been unable to see a patient due to lack of Medicare 
coverage for their disease state or condition. 

GET TEXT ACTION ALERT UPDATES 
FROM THE ACADEMY
 To stay connected with the Academy’s important 
action alerts and legislative updates, text "eatright" to 50457 
to enroll in text alerts. You may also opt in by marking 
the “Send me text alerts” box whenever you take an action 
alert. If you previously marked this box you are already 
subscribed and do not need to sign up again.

ACADEMY UPDATES ON COVID-19
 The Academy is providing members with valuable 
resources and information during the COVID-19 
pandemic. Visit this page for updates from the Academy 
My ANDPAC.

CURRENT TOPICS FROM THE ACADEMY:

ROGER A. SHEWMAKE 
PhD, LN, FAND
NEHP Public Policy Chair 
rshewmak@gmail.com

"You may be like me and are 
exhausted with this term “politics”.   

We hear it on a continual basis 
in an election year."
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T         he Academy’s House of  
 Delegates (HOD) identified  
 critical issues in an update (July 

2020). The issues included: evidence-
based practice; technology/big data; total 
diet approach; and food systems and 
sustainability-shaping dietary guidance. 
The next round of the Academy Board’s 
strategic planning will take place in 
November 2020. 
 HOD delegates are encouraged to 
form a DPG Think Tank of about five 
to seven members (but could be more) 
to obtain a representation of diverse 
viewpoints and increase member 
engagement by reaching out to other 
members and serving as a path to 
leadership development. There can be 
multiple Think Tanks with different topics 
or themes. The ‘sky’s the limit’ and we can 
be creative. Total time commitment can 
be from three to six hours per year. If you 
are interested, or if you have specific topics 
that you believe are important enough to 
have a Think Tank around it, contact Gina 
Pazzaglia, PhD, RDN at gps3@psu.edu and 
please use the subject line: NEHP Think 
Tank. All Academy members and former 
HOD members are encouraged to join. 
 The first HOD meeting will take 
place virtually around the time of FNCE 
2020. The meeting dates and times are as 
follows: Systems Approach to Nutrition 
and Health Equity Meeting Dates and 
Times: Thursday, October 15 from 2:00 
pm - 5:00 pm CT and Friday, October 16 
from 11:00 am - 4:00 pm CT.

A Call for Think Tanks

HOUSE OF DELEGATES (HOD) UPDATE

GINA PAZZAGLIA, 
PHD, RDN
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