
RESEARCH ARTICLE 
https://doi.org/10.1071/SH25137 

Exploring HIV vulnerability among transgender people in Pakistan: a 
qualitative investigation 
Akash JohnA,B,* , Nestor AsiamahC , Jo BellD, Daniel DemantE , Emmanuel Ifeanyi ObeaguF, 
Tallat Anwar FaridiG, Irzah FarooqH and Ali HaiderI

For full list of author affiliations and 
declarations see end of paper 

*Correspondence to: 
Akash John 
Department of Allied Health Sciences, The 
University of Chenab, Gujrat, Pakistan 
Email: akashjohn10048@gmail.com 

Handling Editor: 
Alissa Davis 

Received: 31 July 2025 
Accepted: 21 October 2025 
Published: 20 November 2025 

Cite this: John A et al. (2025) Exploring HIV 
vulnerability among transgender people in 
Pakistan: a qualitative investigation. Sexual 
Health 22, SH25137. doi:10.1071/SH25137 

© 2025 The Author(s) (or their 
employer(s)). Published by 
CSIRO Publishing. 
This is an open access article distributed 
under the Creative Commons Attribution-
NonCommercial-NoDerivatives 4.0 
International License (CC BY-NC-ND). 

OPEN ACCESS 

ABSTRACT 

Background. This study explored the lived experiences of transgender people in Pakistan, focusing 
on stigma, discrimination, family rejection, education, and unemployment and their contribution to 
HIV vulnerability. Methods. The qualitative investigation included 35 transgender individuals aged 19 
to 49 years from diverse professions, recruited through purposive sampling via community-based 
contacts and referrals from transgender community leaders. Interviews were conducted in public 
venues (parks and restaurants) between 12 February and 5 March 2024, primarily in Urdu (33) and 
Punjabi (2). Thematic saturation was reached after the 30th interview, confirming adequacy of 
the sample. The study used a self-developed, open-ended, semi-structured questionnaire, informed 
by literature in similar cultural contexts and validated through expert review and pilot testing for 
clarity and cultural relevance. All participants identifying as transgender men and women were 
included after written consent. Participant demographics were described to contextualize the 
sample, and Braun and Clarke’s thematic analysis approach was used to interpret qualitative results. 
Results. Primary risk factors for HIV transmission included unprotected receptive sex, inconsistent 
condom use, multiple sexual partners, and substance use. Economic hardships and limited 
employment opportunities were key drivers of engagement in sex work. Many participants reported 
experiencing discrimination in healthcare settings, which discouraged timely HIV testing and 
treatment-seeking behavior. Conclusions. Transgender people in Pakistan are involved in high-risk 
behaviors because of family rejection, homelessness, social marginalization, discrimination, and 
limited access to education and employment opportunities. 

Keywords: discrimination, healthcare, high-risk behavior, HIV, Pakistan, thematic analysis, 
transgender, unsafe sex. 

Introduction 

Human immunodeficiency virus (HIV) presents a significant public health threat in Pakistan, 
necessitating an understanding of the transmission pathways in specific population  groups.1
HIV transmission in Pakistan is commonly observed in transgender people because of legal 
and policy challenges, societal stigma and discrimination, economic hardships, illiteracy, and 
unemployment.2

The 2016–2017 Integrated Biological and Behavioral Surveillance (IBBS) Round V in 
Pakistan reported an HIV prevalence of 7.5% among transgender women involved in sex 
work, which marks an increase from the 5.2% prevalence found in the 2011 IBBS data 
for the same population. This rise reflects an escalating trend in HIV transmission within 
transgender communities.3,4 City-specific prevalence rates are even higher, with Larkana 
at 18.2%, Bannu at 15%, Karachi at 12.9%, and Lahore at 5.4%.3 A study in Punjab reported 
a slightly lower HIV seroprevalence of 4.4% among transgender individuals, whereas a 
more recent study in Karachi (2019–2021) found that 58% of HIV-positive patients were 
transgender, indicating a high burden in localized health facilities.5,6 Globally, a meta-
analysis by Stutterheim in 2021 reported a high prevalence of 19.9% among transfeminine 
individuals, also reflecting increased transmission of HIV.7
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According to the UNAIDS 2024 report, new HIV infections 
among transgender women increased by 3% from 2010 to 
2022 because of stigma, discrimination, inadequate services, 
punitive laws, and violence.8 Korenromp et al. conducted a 
Multisource Estimation and found that new HIV infections 
among transgender women rose from 0.72% in 2010 to 1.1% 
in 2022. The study attributed this increase to social stigma 
and discrimination in healthcare settings, which hindered 
access to prevention and treatment, leading to delayed 
diagnoses and increased HIV risk.9 

HIV transmission among transgender individuals is 
primarily attributed to lack of awareness, unprotected sexual 
contact and needle sharing among intravenous drug users, 
inadequate training among healthcare providers, and stigma 
and discrimination in healthcare settings.10–14 The literature 
supports the identification of these risk factors, starting 
with lack of knowledge being a significant contributor to 
HIV transmission. Studies have consistently shown that lower 
education levels and inadequate awareness about HIV preven-
tion are directly linked to high-risk behaviors and elevated 
HIV prevalence among transgender people.5,15,16 Second, unsafe 
sexual contact and needle sharing have been documented in 
multiple studies. These behaviors are associated with minimal 
condom usage, multiple sexual partners, involvement in 
commercial sex work, and needle sharing among drug 
users.17–19 Stigma and discrimination in healthcare settings 
significantly exacerbate HIV transmission risks among 
transgender individuals in Pakistan. A 2025 report in Khyber 
Pakhtunkhwa reported that fear of harassment from health-
care providers led many transgender people living with HIV 
(PLHIV) to avoid testing and treatment, resulting in poor 
ART adherence and increased viral load, which heightens 
transmission risks.20 Similarly, a 2022 study in Lahore found 
that 70% of transgender individuals received substandard care, 
with 81.8% facing neglect and 79% experiencing discrimination, 
leading many to avoid healthcare services, further increasing the 
risk of untreated STIs and HIV transmission.21 

Although quantitative studies have provided valuable 
insights into HIV prevalence, incidence, and risk factors in 
transgender communities, they have primarily focused on 
numerical data, such as rates of unprotected sex, multiple 
partners, and substance use.5,15,16,18,22–29 Although these studies 
help in understanding the scope of the problem, they often 
lack in-depth exploration of the lived experiences, social 
contexts, and personal challenges that contribute to HIV 
transmission. Factors such as family rejection, homeless-
ness, marginalization, and discrimination in healthcare 
settings were highlighted, but their impacts on individual 
experiences and behaviors are often generalized rather than 
deeply understood.16,21,22,27,28,30–33 

A qualitative approach was selected to complement 
existing quantitative data by providing a deeper understanding 
of the personal and social factors influencing HIV transmission 
among the transgender community. This study explores the 
perspectives of transgender individuals, specifically focusing 

on high-risk behaviors, economic vulnerability, stigma, 
discrimination, and family rejection. By capturing their lived 
experiences, fears, and challenges in accessing care, the 
study aims to uncover barriers to prevention and healthcare 
access, as well as the coping mechanisms employed by this 
marginalized group. These insights will inform targeted 
interventions and policy changes, addressing gaps in current 
approaches to HIV prevention and care for transgender 
individuals. 

Methods 

The qualitative study was conducted across nine towns in 
Lahore, Pakistan. Lahore was chosen because of its relatively 
more socially liberal environment and its large transgender 
population. The participants, aged 19–49 years, were selected 
to represent a broader spectrum of experiences and 
perspectives of young and middle-aged groups within the 
transgender community. A sample size of 35 participants 
was chosen, as it was deemed adequate to achieve thematic 
saturation. Thematic saturation was reached after the 30th 
interview; however, five additional interviews were conducted 
to confirm saturation and ensure representation across diverse 
professions and towns. This confirmed that the sample size was 
sufficient for capturing a comprehensive range of perspectives 
from self-identified transgender men and women. 

The study included individuals who self-identified as 
transgender for more than a year, ensuring a stable and well-
established understanding of their gender identity. This 
criterion was set to ensure that participants had sufficient 
time to explore and affirm their gender identity, leading to 
more reliable and consistent insights into their experiences. 

The participants included individuals from diverse 
professional backgrounds, such as beggars, shop owners, 
business people, dancers, sex workers, makeup artists, and 
those engaged in the traditional practice of blessing births. 
Blessing births refer to a cultural practice in South Asia, 
particularly in Pakistan, India, and Bangladesh, where 
transgender people (hijras) are invited or sometimes arrive 
directly to bless newborns. This practice involves performing 
prayers, singing, and dancing, which are believed to bring good 
fortune, health, and prosperity to the child and family.27,34,35 

The study adhered to the Sex and Gender Equity in 
Research (SAGER) guidelines to ensure ethical, inclusive, and 
accurate reporting of gender identity within the transgender 
population.36 All participants were asked to self-identify their 
gender identity as either transgender men or transgender 
women, and this information was recorded and respected 
throughout the data collection and analysis process. Although 
both transgender men and transgender women were included, 
the number of transgender men was comparatively small. 
As a result, subgroup analysis by gender identity was not 
conducted. The study maintained clear distinctions between 
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sex assigned at birth and self-identified gender, and all 
findings were interpreted with sensitivity to the unique 
gendered experiences of transgender individuals in the Pakistani 
context. This approach ensured respectful representation and 
supported a deeper understanding of the structural and social 
factors contributing to HIV vulnerability in this marginalized 
community. 

This study was approved by the institutional review board 
of the University of Lahore, Gujrat Campus, under reference 
number REG/GRT/24/AHS-03. Participants provided written 
informed consent after detailed explanation and were assured 
of privacy and anonymity. They were informed that their 
responses would be used in the study for academic and 
publication purposes, and they were assured of complete 
privacy and anonymity. 

An open-ended semi-structured questionnaire was 
developed with reference to previously published articles, 
including studies from Pakistan and Bangladesh because their 
cultural and regional similarity, and from China where similar 
research objectives and questions were applied, ensuring 
strong relevance to the present study.37–39 

The questions were piloted with 5 transgender participants 
and 10 healthcare experts to ensure cultural appropriateness 
and relevance. On the basis of their feedback, minor wording 
changes were made to improve clarity and sensitivity, such as 
simplifying stigma-related terms and making sexual health 
questions less judgmental and more conversational. 

The interview guide consisted of two sections. Section I 
included six demographic questions (age, sex assigned at birth, 
gender identity, monthly income, education, and profession). 
Section II comprised eight open-ended questions addressing 
stigma, discrimination, rejection, victimization, healthcare 
access, mental health, and high-risk behaviors. The full set of 
14 questions is provided in Table 1 (English; Urdu/Punjabi 
in Supplement). Questions on sexual behavior, substance use, 
and survival (Q7–Q9) mapped to HIV transmission; rejection, 
discrimination, and victimization (Q10–Q12) to stigma and 
discrimination; and healthcare access and policy change 
(Q13–Q14) to prevention strategies and community support. 

Participants were recruited through purposive sampling 
via community-based contacts and referrals from transgender 
community leaders, who were asked to include both well-
known and less visible members to ensure diverse representa-
tion. This unusually high participation rate was possible 
because recruitment occurred through trusted community 
leaders who endorsed the study and reassured participants 
of its safety. No participants withdrew or dropped out during 
the study. All interviews were conducted by the authors, who 
approached the participants with sensitivity and respect as 
allies of the transgender community (Fig. 1). 

The interviews were conducted between 12 February and 5 
March 2024 over a 3-week period. Each interview lasted 
approximately 40–50 min. Interviews were conducted in 
Urdu (33 participants) and Punjabi (2 participants) on the 
basis of participants’ preferences. All participants chose 

Table 1. Questionnaire. 

Section I: demographic details 

1. What is your age? 

2. What was your sex assigned at birth? 

3. What is your current gender identity, and for how many years have you 
identified as this gender? 

4. What is your monthly income in rupees? 

5. What is the highest level of education you have completed? 

6. What is your current profession or occupation? 

Section II: interview questions 

7. Can you share your experiences regarding your sexual behaviors and 
decision-making in intimate relationships? 

8. How has substance use if any, such as alcohol or drugs, influenced 
your health and life decisions? 

9. What factors have influenced your employment decisions, and how 
have you managed your living conditions and survival? 

10. How has family rejection or lack of acceptance from family/society 
affected your life choices, mental health, and overall well-being? 

11. How have experiences of violence, exploitation, including forced sex, 
or victimization impacted your mental health and behaviors? 

12. Can you describe your experiences with discrimination or feeling 
judged, particularly in healthcare settings? 

13. Can you describe the barriers you face when trying to access healthcare, 
and share any specific challenges or issues you have experienced? 

14. What changes or initiatives do you think are needed to improve 
awareness and healthcare access for the transgender community? 

public spaces, such as parks or restaurants, where they felt 
safer than in private locations. To maintain privacy, interviews 
were held in quiet, secluded corners within these settings, to 
ensure participants were comfortable. No personal identifiers 
were included in recordings, and participants were reminded 
that they could skip any question or stop the interview at any 
time. After each interview, participants were debriefed and 
provided with information on available support services. They 
were also given information on nearby transgender-friendly 
clinics and HIV testing centers run by the Punjab AIDS 
Control Program (PACP), along with local non-governmental 
organizations offering peer and mental health support. Although 
transport reimbursement was not provided, refreshments were 
offered. Participants also received contact details for the 
research team for follow-up or withdrawal requests. 

All the interviews were transcribed verbatim and then 
translated into English by bilingual researchers fluent in both 
languages. To ensure meaning was preserved, translations 
were cross-checked by a second independent translator. The 
translated versions were further verified by the co-authors of 
this manuscript based in Australia and the United Kingdom to 
ensure linguistic and contextual accuracy. Cultural accuracy 
was confirmed through back-translation by an independent 
bilingual researcher. The written and audio records were tran-
scribed following Parker’s (2005) method, which emphasizes 
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Fig. 1. Flow of participant recruitment, consent, and interviews. 

narrative accuracy and reflexivity. Each transcript was reviewed 
multiple times and read aloud to ensure consistency.40 In 
addition, transcripts were annotated to capture tone, pauses, 
and contextual nuances beyond the literal words, allowing both 
written texts and audio records to be faithfully represented while 
preserving participants’ meanings and emotional expressions. 

The interviewers were trained public health professionals 
(MPH) and allies of the transgender community, which 
facilitated rapport and empathetic engagement. Rapport was 
built through informal conversation and offering refreshments. 
Although their identities may have encouraged openness, they 
could also influence responses. To minimize bias, bracketing 
was practised during data collection and analysis, regular 
peer debriefings were held, and member-checks with a subset 
of participants confirmed that emerging themes accurately 
reflected their experiences. These steps enhanced the credibility 
and trustworthiness of the findings. 

A thematic analysis approach was used, guided by Braun 
and Clarke’s six-step framework: (1) familiarization with the 
data, (2) generating initial codes, (3) searching for themes, (4) 
reviewing themes, (5) defining and naming themes, and (6) 
producing the report. All interview transcripts were read 
multiple times for familiarization. Initial codes were then 
developed inductively and grouped into potential themes. 
These themes were reviewed, defined, and refined through 
collaborative discussions among the research team to ensure 
they authentically captured the participants’ narratives. 
NVivo (ver. 12) was employed to support systematic coding, 
thematic development, and data management throughout the 
analysis process.41 

To guarantee participant confidentiality, all identifying 
information and pseudonyms were replaced with numerical 
codes (e.g. Participant 1, Participant 2), and transcripts were 
systematically numbered by page to maintain anonymity 
while ensuring organized data management for analysis. 

To ensure coding reliability and analytical rigor, three 
researchers independently coded a subset of transcripts and 
resolved discrepancies through discussion. Although previous 
steps indicated saturation after the 30th interview, this was 

reaffirmed through continued review of the final transcripts, 
which revealed no emergence of additional codes. Codes, 
derived inductively, were grouped into subthemes and 
broader themes through iterative discussion. These themes 
were refined on the basis of their relevance to the research 
questions and were supported by illustrative participant 
quotes to strengthen the analytical narrative. An audit 
trail of coding decisions and memos was maintained in 
NVivo, whereas member-checking with five participants 
and triangulation with existing literature further enhanced 
trustworthiness. 

Results 

The narratives of 35 transgender participants were 
thematically analyzed, revealing rich and complex insights 
that were categorized into three overarching themes and 
accompanying subthemes. Demographic data were collected 
solely to contextualize the sample; no statistical analysis was 
performed as this was a purely qualitative study. The 
demographic details are available in Table 2. Table 2 shows 
the age, gender assigned at birth and gender identification, 
socioeconomic status, education and current profession of 
transgender individuals. The socioeconomic status was 
categorized on the basis of monthly income: Lower Class 
(15,000–25,000 PKR), Lower Middle Class (26,000–35,000 
PKR), Middle Class (36,000–45,000 PKR), Upper Middle Class 
(46,000–55,000 PKR), and Upper Class (above 55,000 PKR). 

The raw data were analyzed using inductive thematic 
analysis, with themes and subthemes gathered directly from 
the qualitative data mentioned in Table 3. 

Main theme 1: HIV transmission 
Subtheme 1.1: high-risk behaviors 
The high-risk behaviors are actions or practices related to 

engaging in unprotected sexual practices, such as practising 
receptive anal intercourse without a condom and with multiple 

4 

D
ow

nloaded from
 http://connectsci.au/sh/article-pdf/doi/10.1071/SH

25137/1823701/sh25137.pdf by guest on 20 N
ovem

ber 2025



www.publish.csiro.au/sh Sexual Health 22 (2025) SH25137 

Table 2. Demographic details of the participants (n = 35). 

Participant No. Age Natal gender Gender identity Socioeconomic status Education Profession 

1 36 Male Transgender Woman Lower Class Illiterate Beggar 

2 45 Male Transgender Woman Lower Class Secondary Blessing birth 

3 36 Male Transgender Woman Middle Higher Secondary Dancer 

4 19 Male Transgender Woman Middle Higher Secondary Sex worker 

5 28 Male Transgender Woman Middle Higher Secondary Sex worker 

6 19 Male Transgender Woman Lower Middle Secondary Sex worker 

7 32 Male Transgender Woman Middle Higher Secondary Sex worker 

8 41 Male Transgender Woman Lower Class Illiterate Sex worker 

9 19 Male Transgender Woman Middle Higher Secondary Sex worker 

10 31 Female Transgender man Middle Masters Artist/Cosmetic business 

11 20 Male Transgender Woman Lower Class Illiterate Beggar 

12 28 Male Transgender Woman Lower Class Illiterate Blessing birth 

13 23 Male Transgender Woman Lower Middle Secondary Blessing birth 

14 25 Male Transgender Woman Lower Class Illiterate Blessing birth 

15 21 Male Transgender Woman Lower Class Illiterate Blessing birth 

16 24 Male Transgender Woman Lower Class Illiterate Beggar 

17 25 Male Transgender Woman Middle Bachelors Make-up artist 

18 23 Male Transgender Woman Middle Bachelors Make-up artist 

19 38 Male Transgender Woman Middle Higher Secondary Make-up artist 

20 24 Female Transgender man Upper Middle Class Masters Shop Owner/Business 

21 27 Male Transgender Woman Lower Middle Higher Secondary Dancer 

22 22 Male Transgender Woman Lower Middle Secondary Dancer 

23 23 Male Transgender Woman Lower Middle Secondary Dancer 

24 21 Male Transgender Woman Lower Middle Secondary Dancer 

25 22 Male Transgender Woman Lower Middle Secondary Sex worker 

26 35 Male Transgender Woman Lower Middle Secondary Sex worker 

27 22 Male Transgender Woman Lower Class Illiterate Sex worker 

28 26 Male Transgender Woman Lower Class Higher Secondary Make-up artist 

29 25 Male Transgender Woman Lower Class Illiterate Make-up artist 

30 27 Male Transgender Woman Lower Class Secondary Dancer 

31 38 Male Transgender Woman Lower Class Illiterate Beggar 

32 29 Male Transgender Woman Lower Class Secondary Sex worker 

33 40 Male Transgender Woman Lower Class Illiterate Beggar 

34 44 Male Transgender Woman Lower Class Illiterate Beggar 

35 33 Male Transgender Woman Lower Class Illiterate Beggar 

partners. Such high-risk behaviors were frequently reported by 
transgender participants. 

I have experienced forced sex by men many times, 
especially when they are drunk. (Participant No. 23, 23 
years old, Dancer) 

Similar findings were also observed in India and the US, 
where transgender people involved in sex work reported 

violence, drug use, and a lack of condom negotiation power, 
directly increasing their HIV vulnerability.42 

The participant’s response reflected mistreatment and 
exploitation, highlighting the reality of forced sex and 
violence. Such experiences not only cause emotional trauma 
but also lead to significant mental health issues. The literature 
also shows that transgender women who reported prior abuse, 
including forced sex, experienced significantly higher levels 
of depression, anxiety, and other psychological distress.43 
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Table 3. Themes and subthemes. 

Themes Subthemes 

I HIV transmission High-risk behaviors 

Economic vulnerability and sex survival 

II Stigma and 
discrimination 

Perception and experiences 

Family rejection, homelessness, and 
marginalization 

III Prevention strategies 
and community upport 

Barriers and limited healthcare access 

Policy changes and community initiatives 

Similarly, experiences of sexual violence, including forced 
sex, were strongly correlated with severe psychological 
distress, such as depression, anxiety, self-harm, and suicide 
attempts.44 

I don’t force my clients to use condoms; some offer more 
money for unprotected sex. No, I don’t inquire about the 
health status of clients. (Participant No. 4, 19 years old, 
Sex worker) 

Another study directly supported this response by showing 
how unfair treatment and discrimination can lead transgender 
people to practise unsafe sex that increases their chances of 
getting HIV.45 The participant’s response reveals an inability 
to negotiate condom use, combined with prioritizing financial 
incentives over safety and failing to inquire about clients’ 
health status. 

I do drugs, and I like sex with multiple partners. 
(Participant No. 17, 25 years old, Makeup artist) 

To overcome mental health issues, I ran away from home, 
got involved with drug users, and started practicing IV 
injections. (Participant No. 12, 28 years old, Blessing birth) 

The first response shows a preference for multiple sexual 
partners alongside drug use, and the second response also 
goes on to show how failure to address mental health issues 
may make people leave home, associate with drug users, 
and embrace such behaviors as IV drug use. 

Subtheme 1.2: economic vulnerability and sex survival 
Economic hardship, family rejection, and the lack of 

alternative employment options often force transgender 
individuals into sex work. The narratives reflect how a lack 
of education and job training drives people toward begging 
or sex work. 

The respondents expressed the complex interplay between 
economic hardships and engagement in sex work. The 
respondents delve into the precarious circumstances that lead 
them to turn to sex work as a means of survival, not having any 
other opportunities. 

I found no other option but sex selling for survival. 
(Participant No. 31, 38 years old, Beggar) 

A study on transgender people involved in sex work in 
Larkana, Pakistan, shows how poverty, family rejection, 
and lack of education force transgender individuals into sex 
work. With limited employment options, sex work becomes a 
means of survival, increasing their exposure to HIV through 
unsafe practices.28 The participant’s response reflects the 
dire socioeconomic conditions that force people to engage 
in sex work as a form of survival. 

The lack of educational training, bullying, societal 
harassment, and demand for sex ended me in begging on 
the streets. (Participant No. 34, 44 years old, Beggar) 

Although another study conducted in a western context 
from Mexico also supports these findings, reporting that 
transgender women often engaged in survival sex due to 
homelessness, unemployment, and social exclusion.46 

If I had any professional training in fashion, I would have 
purpose in life rather than clapping and dancing on blessing 
births. (Participant No. 12, 28 years old, Blessing birth) 

These two responses highlighted that lack of educational 
trainings not only limits opportunities but also increase 
vulnerability to health risks. Furthermore, the lack of educa-
tion makes transgender people ignorant of their rights, and 
the availability of health services. 

Main theme 2: stigma and discrimination 
Subtheme 2.1: perception and experiences 
Stigma and discrimination severely affect transgender 

individuals’ access to healthcare. Fear of being judged and 
ridiculed often deters them from seeking medical help. In 
Pakistan, reports indicate that transgender individuals 
avoid hospitals because of past traumatic experiences and a 
lack of acceptance by healthcare providers. 

Participants have reflected on how stigma and 
discrimination influence their healthcare-seeking experiences. 
The rejection and shame they felt from their families and 
society harmed their psyche and self-esteem. Participants 
discussed how uncomfortable and scared they are when they 
need to visit the doctor. This stigma has caused them to avoid 
seeking medical care because of fear of being judged, and 
mistreatment from healthcare professionals. 

I have a fear of discrimination and unacceptance in my 
mind. I visited a hospital once for typhoid fever, and one 
of the healthcare providers felt disgusted or hesitant to 
touch me. (Participant No. 33, 40 years old, Beggar) 

Another study in Pakistan also found that transgender and 
gender non-conforming people often face discrimination in 
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hospitals. Participants in that study said they felt ignored, 
humiliated, or mistreated by doctors and nurses, which made 
them feel that healthcare settings were unsafe and unfriendly.47 

Going for healthcare is an extremely difficult task; I feel, 
they ridiculed me when they had to write my gender 
identity on the hospital form. (Participant No. 3, 36 years 
old, Dancer) 

We avoid going to the hospital to seek healthcare because 
we have a feeling of something being less. (Participant No. 
2, 45 years old, Blessing birth) 

A similar study conducted in Lahore, Pakistan, reported 
poor-quality care and feelings of shame or non-acceptance in 
the transgender community. There are some common barriers, 
such as lack of identity documents and societal stigma, that 
further discourage them from seeking help.21 

I don’t feel comfortable visiting clinics for blood screenings 
because I think I am always judged. (Participant No. 5, 28 
years old, Sex worker) 

The responses represent a culture of fear, stigma, and 
discrimination that deters vulnerable individuals from 
accessing healthcare. The respondents always have a fear of 
being laughed at or being judged on the basis of gender 
identity. This highlights how negative perceptions and real-
world experiences combine to influence healthcare-seeking 
behavior. 

Subtheme 2.2: family rejection, homelessness, and 
marginalization 
Many transgender individuals face early rejection from 

families, leading to homelessness and social isolation. This 
rejection not only affects their emotional well-being but also 
exposes them to increased risks of mental health disorders, 
substance use, and exploitation. The participants reported 
high rates of family rejection, with many being rejected or 
even abused because of their gender identity. This constant 
rejection and exclusion adds to their risk factors and limits 
their ability to seek help, increasing their risk of developing 
mental health issues and receiving inadequate healthcare. 

I have never seen and met my parents. I believe that they 
rejected me when I was born. (Participant No. 35, 33 years 
old, Beggar) 

I was rejected by my family when I was 11 years old and 
homelessness directed me to sex work. (Participant No. 
9, 19 years old, Sex worker) 

The responses we discussed earlier also highlight how 
transgender individuals engaged in sex work often face family 
rejection, which leads to early displacement from home and 
social isolation. Many participants reported being forced to 

leave their families at a young age because of their gender 
identity, pushing them into unstable housing and marginalized 
social roles.42 

Family rejection experienced by respondents increased 
their vulnerability to exploitation and health risks because 
of lack of resources and support from family to protect 
themselves. 

I have terrible memories from my childhood, which has 
affected my mental health. I feel lonely and depressed. 
(Participant No. 15, 21 years old, Blessing birth) 

This lack of support and acceptance contributes to their 
homelessness, exclusion from formal employment, and 
increased vulnerability to violence and exploitation – all 
core aspects of marginalization. 

My family does not accept me publicly and advises me not 
to wear feminine clothes while visiting them. I wish to commit 
suicide. (Participant No. 19, 38 years old, Makeup artist) 

The responses of the participants reveal a severe mental 
health consequence of family rejection. One person describes 
how traumatic childhood memories cause loneliness and 
depression, whereas another considers suicide because of 
familial rejection and restrictions on gender identity. This 
lack of support exacerbates their emotional state, making 
them more vulnerable to bouts of mental illness. 

Main theme 3: prevention strategies and 
community support 

Subtheme 3.1: barriers and limited healthcare access 
Participants reported limited awareness of existing HIV 

testing and sexual health services, highlighting the lack of 
specialized facilities and the perceived high cost of care as 
barriers. One participant stated: 

There are no healthcare set-ups available for our community 
specifically for HIV screening. (Participant No. 1, 36, Beggar) 

The healthcare cost is too much to afford for people like us. 
(Participant No. 1, 36 years old, Beggar) 

Many participants reported a lack of accessible healthcare 
services for HIV screening and high healthcare costs as signifi-
cant barriers. Despite the availability of national programs 
such as National AIDS Control Program (NACP) and Punjab 
AIDS Control Program (PACP), awareness and access remain 
limited, with stigma and negative experiences further hindering 
service utilization among transgender individuals.47–49 

The officials should provide free healthcare services for 
transgender people. (Participant No. 21, 27 years old, 
Dancer) 
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Highlighting the need expressed by Participant No. 21 (27 
years old, Dancer) for free healthcare services for transgender 
people, programs such as the PACP offer free HIV testing, 
treatment, and counseling through dedicated centers, although 
stigma and lack of awareness continue to limit service 
utilization and access to care for transgender individuals.48 

The staff should be trained to understand our bodies and 
their needs. (Participant No. 7, 32 years old, Sex worker) 

The above two responses from different participants 
indicate that specialized training for healthcare staff and the 
provision of free healthcare services should be prioritized 
among transgender people. Training staff to understand 
transgender people’s unique needs will result in more 
inclusive and respectful care, whereas providing free services 
will remove financial barriers among these marginalized 
communities. 

Subtheme 3.2: policy changes and community 
initiatives 
Participants advocated for structural changes including 

health staff training, provision of free or subsidized care, 
targeted awareness campaigns, and community-based HIV 
education. The participants emphasized the importance of 
providing training to healthcare staff on how to deal with 
transgender patients. Furthermore, a strong demand for 
healthcare allowances or insurance was mentioned to help 
reduce the cost of HIV screening. Additionally, teaching 
transgender youth about HIV and STI prevention is viewed 
as long-term community awareness and empowerment. 

I came to know that transgender people have a high rate of 
diseases, including HIV/AIDS, so awareness is lacking and 
needed. (Participant No. 22, 22 years old, Dancer) 

The respondent recognizes that transgender people are 
more likely to contract diseases such as HIV/AIDS and 
acknowledges that lack of awareness has caused high rates of 
HIV transmission among transgender people. This underscores 
their struggles and the need for a better understanding of 
the health challenges within their community. Community 
mobilization and peer-led interventions have shown promise 
in improving knowledge, reducing risk behaviors, and 
enhancing access to services. 

I personally think awareness among the public should be 
maintained at school levels especially transgender youth. 
(Participant No. 6, 18 years old, Sex worker) 

The respondent in the current study emphasized the 
significance of implementing initiatives aimed at educating 
transgender youth, emphasizing the need to raise awareness 
and understanding within this marginalized community. 
Implementing such workshops and training programs in 

Pakistan can significantly improve the quality and inclu-
sivity of healthcare services for transgender individuals. 

The surveillance should reach and target places where the 
transgender community lives. (Participant No. 18, 23 years 
old, Makeup artist) 

The respondent suggested that governmental and non-
governmental healthcare organizations should take more 
active steps to reach out to people directly at their doorsteps. 
There should targeted home-based healthcare services 
available for HIV and STI screening for transgender people. 

Discussion 

The qualitative interviews with transgender people revealed 
their experiences and difficulties, which highlighted the 
mechanics of HIV transmission. The lived experiences shared 
by the participants provided insightful information on high-
risk behaviors, financial susceptibility, stigma and prejudice 
in healthcare and rejection in family, and obstacles to seeking 
healthcare. The current study explored these important issues 
and their solutions in these qualitative interviews, giving 
researchers a thorough grasp of the difficulties transgender 
people confront in the context of HIV transmission. The relative 
uniformity in responses may reflect the shared systemic 
barriers faced by participants rather than a lack of diversity 
in experiences. 

Participants in theme I reported experiences with forced 
sex, unsafe sexual practices for financial incentives, substance 
use, and intravenous drug use. These behaviors not only 
increase the risk of contracting HIV but also demonstrate a 
lack of education and resources to promote safer practices. 
A previous study by Sinha et al. explained that transgender 
people in India are denied access to the necessities of a 
respectable and dignified life, implying discrimination, and 
are frequently excluded from the necessities of life.50 

Another study by Hoxmeier et al. highlighted the common 
victimization of nonconsensual sexual contact, emotional 
abuse, and sexual assault among transgender people.51 Lenning 
et al. also supported the fact that economic hardship limits 
access to resources and perpetuates cycles of poverty, which 
further increases the risk of disease transmission and 
economic marginalization in this community.52 The existing 
literature has also highlighted risky behaviors among 
marginalized populations, indicating that targeted interventions 
are urgently needed. 

Participants in theme II reported experiencing stigma, 
discrimination, and family rejection or even abuse because 
of their gender identity. Stigma, discrimination, and a lack of 
family support increase the risk of HIV transmission and limit 
access to adequate healthcare. A previous study by Yadegarfard 
et al. found that transgender adolescents experience higher 
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levels of family rejection, social isolation, and loneliness when 
compared with cisgender people.53 These factors are considered 
to be strong predictors of depression, suicidal thoughts, and 
increased sexual risk behaviors. Similarly, Robinson et al. 
demonstrated an understanding of the variables, such as 
sexuality and family rejection, influencing homelessness and 
lack of accessibility in healthcare resources.54 The current 
study also emphasizes the unfavorable circumstances that can 
force transgender people into dangerous situations, increasing 
the risk of HIV transmission. Another study conducted by Ryan 
et al. named family rejection as a predictor of poor health in 
LGBT adults.55 Javed et al. in Pakistan supported the current 
finding that transgender people, particularly sex workers, 
face significant stigma and discrimination, which contributes 
to their increased vulnerability to STIs including HIV.5 

Participants in theme III identified a lack of specialized 
healthcare facilities and high medical costs as key barriers to 
accessing care. Many reported not seeking healthcare because 
they were unaware of free HIV testing and sexual health 
services. Although national programs such as the NACP and 
PACP provide free HIV testing, treatment, and counseling, 
our findings and prior research indicate that transgender 
individuals often remain unaware of these services or avoid 
them because of stigma and negative healthcare experiences.48,49 

Despite program availability, perceived accessibility remains 
limited in practice. This lack of awareness, combined with 
perceived high healthcare costs, creates significant barriers 
for marginalized communities in accessing essential HIV 
services. A similar study also reported that many transgender 
people in Pakistan remain unaware of free HIV testing 
programs and experience negative interactions with health-
care staff, further discouraging care-seeking.47 The PACP 
offers free HIV testing, treatment, and counseling through 
25 treatment centers, 36 satellite ART/Voluntary Counseling 
and Confidential Testing centers, and a dedicated transgender 
clinic at Fountain House. Despite over 52,000 transgender 
people and male sex workers being registered, stigma and 
limited awareness continue to hinder service utilization and 
highlight the need for targeted interventions.48 

Similarly, a Pakistani study by Manzoor et al. highlighted 
that high medical costs, combined with limited knowledge of 
available services, significantly restrict transgender populations’ 
access to quality healthcare.21 Respondents also emphasized the 
importance of training healthcare providers to address the 
specific needs of the transgender community; thus, increasing 
access to care is also supported by the findings of Spicer’s 
study emphasizing the importance of understanding the 
healthcare issues of the transgender community.56 This is 
consistent with evidence from Western contexts, such as the 
TEACHH (Transgender Education for Affirmative and 
Competent HIV and Healthcare) program in Canada, which 
improved provider competence in HIV and transgender 
health.57 Similarly, a study in New York City demonstrated 
that interactive transgender-competency workshops reduced 
transphobic attitudes, increased provider comfort, and 

encouraged gender-affirming practices.58 Although these 
initiatives reflect Western cultural settings, similar training 
programs adapted to the Pakistani context could address 
many of the challenges identified in this study. 

The findings underscore the urgent need for inclusive 
policies by both national and international policymakers to 
address issues of rejection, victimization, marginalization, 
and discrimination as a foundation first. Second, the provision 
of equal educational and employment opportunities should be 
developed to alleviate the economic hardships that are 
pushing individuals into sex work and begging for survival. 
Lastly, awareness and educational campaigns should be 
implemented for both transgender people and healthcare 
providers on a unified platform to improve knowledge of free 
testing and counseling facilities, challenge misconceptions, 
and reduce discrimination within Pakistan’s healthcare system. 
These efforts could be modeled after Pakistan’s tuberculosis/  
HIV community screening programs for transgender women 
and male sex workers (MSWs), which have successfully 
engaged marginalized communities. By adapting such programs 
for educational settings, a more inclusive and informed 
approach can be created, improving access to essential health-
care information and services for transgender individuals.59 

This study has several limitations. As a qualitative study 
using purposive sampling, the findings are not general-
izable to all transgender individuals in Pakistan. The reliance 
on self-reported data may introduce recall bias or social 
desirability bias. Additionally, although efforts were made 
to preserve meaning during translation from Urdu/Punjabi 
to English, some nuances may have been lost. The presence 
of a researcher or ally interviewer may have also influenced 
participant responses. Furthermore, recruitment through 
community networks and referrals may have biased the 
sample toward more socially connected transgender individuals, 
potentially underrepresenting those who are more isolated. 
Lastly, although interviews were conducted in public venues 
for safety reasons, the limited privacy may have influenced the 
depth of disclosure on sensitive topics. 

Conclusion 

In conclusion, this study revealed how a combination of 
stigma, discrimination, family rejection, lack of education, 
and unemployment increases the likelihood of HIV 
transmission. Participants were frequently engaged in high-
risk sexual behaviors such as unprotected anal intercourse, 
sex with multiple partners, and intravenous drug use, often 
as a result of being forced, in emotional distress, or unable 
to ask their partners to use condoms. Family rejection 
emerged as a root cause of homelessness, emotional distress, 
and social isolation, leading to declining mental health and 
greater exposure to exploitation. It also disrupted access to 
education and skill development, resulting in economic 
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hardship that pushed many into sex work or begging. 
Similarly, stigma and discrimination within healthcare settings 
where participants reported being judged, ridiculed, and 
mistreated discouraged them from seeking medical attention. 
This avoidance was further compounded by unawareness of 
available free HIV testing and treatment services and the 
burden of high treatment costs, which collectively limited their 
access to essential healthcare. The findings call for practical 
interventions such as training healthcare professionals in 
gender-sensitive care, establishing transgender-inclusive clinics, 
and integrating HIV prevention education into community 
outreach. Government and non-governmental organizations 
should collaborate with transgender-led organizations to co-
develop culturally appropriate services. 

Supplementary material 

Supplementary material is available online. 
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