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 This study aims to investigate the structural barriers to accessing gender 
affirmation surgery (GAS) and evaluate the resulting impact on the mental health 
of transgender individuals in Pakistan. Conducted through a cross-sectional survey 
from January to March 2025, the study engaged 500 transgender individuals across 
five major Pakistani cities: Karachi, Lahore, Islamabad, Peshawar, and Quetta. Data 
were gathered via a structured questionnaire encompassing demographics, 
healthcare barriers, and mental health metrics. Mental health indicators, including 
depression (42%), anxiety (38%), and PTSD (21%), were documented based on 
participant self-report of formal clinical diagnoses received prior to the study. The 
results reveal a stark reality: only 9% (n=45) of respondents had successfully 
undergone full GAS, while a substantial majority (61%, n=305) expressed a strong 
desire for the procedure but faced insurmountable obstacles. The most prominent 
barriers identified were the prohibitive high cost (73%) and a critical lack of 
specialized surgeons (56%). A mental health crisis is evident, with 74% of 
participants reporting regular symptoms of distress. A statistically significant 
association was established between the desire for surgery and heightened mental 
distress (x2 = 17.94, df = 1, p < 0.001), with a Cramer’s V of 0.19, indicating a 
moderate effect size. This research highlights a systemic failure at the intersection 
of healthcare, socio-legal policy, and mental health support, calling for urgent 
reforms such as financial subsidies and the integration of transgender health into 
medical education. 
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INTRODUCTION  
 

Gender-affirming healthcare, particularly gender 
affirmation surgery (GAS), represents a cornerstone of 
modern medical care for transgender individuals, offering a 
path to aligning one’s physical body with their internal 
gender identity (Budge et al., 2013). This alignment is not 
merely cosmetic; it is fundamentally linked to a person's 
psychological well-being, self-worth, and ability to navigate 
the world with authenticity. While the recognition of 
transgender healthcare rights has seen progressive strides 
globally, a stark and often devastating gap persists in low- and 
middle-income countries, where cultural, economic, and 
political factors create formidable barriers. Pakistan, a nation 
with a rich and complex history of gender diversity, provides 
a compelling, yet troubling, case study. Here, the societal 
landscape is marked by rigid gender norms and the pervasive 
marginalization of transgender individuals, making access to 
safe, competent, and affirming healthcare profoundly limited 
(Winter, 2012; Hossain, 2012). 

Pakistan's transgender community, often referred to as 
khwaja sira, occupies a unique socio-legal space. The 

Transgender Persons (Protection of Rights) Act of 2018 legally 
recognizes their gender identity and grants them rights 
including inheritance, education, and health (Government of 
Pakistan, 2018). However, a significant disjunction exists 
between the law's intent and its practical implementation. 
Despite legal recognition, transgender individuals are 
frequently excluded from mainstream medical and social 
services (Human Rights Watch, 2016; Niazi & Jafar, 2022). 

Previous studies by Winter et al. (2016) and Javed et al. 
(2021) have documented elevated rates of depression, 
anxiety, and suicidal ideation within this community, largely 
attributing them to social stigma and family rejection. 
However, a specific research gap exists: while general social 
marginalization is well-documented, there is a lack of 
empirical data regarding the specific structural barriers to 
GAS in Pakistan—such as the 73% cost barrier and 56% shortage 
of specialized surgeons—and how these surgical obstacles 
directly exacerbate mental health indicators like the 74% 
distress rate observed in this population. This study utilizes 
Minority Stress Theory to map the "finding pathway" from 
these distal structural barriers to proximal psychological 
distress.  

http://creativecommons.org/licenses/by-sa/4.0/
https://crossmark.crossref.org/dialog/?doi=10.47679/makein.2026303&domain=pdf
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Study Objectives and Contributions 
 
This research aims to achieve the following objectives:  
• Identify and quantify the primary financial, medical, and 

social barriers preventing transgender Pakistanis from 
accessing GAS.  

• Analyze the statistical relationship between unmet 
surgical needs and specific mental health outcomes, 
including suicidal ideation and regular distress.  

• Evaluate the effectiveness of the 2018 Transgender 
Persons Act from the perspective of healthcare 
beneficiaries.  
 
The measurable contributions of this study include 

providing an empirical dataset of 500 respondents to fill the 
current literature void and offering evidence-based policy 
implications—such as prioritized surgical subsidies and 
medical curriculum reform—grounded in the identified 73% 
financial and 51% knowledge gaps. 

 
 
 

METHODS 
 
Study Design and Geographic Scope 
 

This research employed a cross-sectional survey design 
conducted from January to March 2025. The study was 
strategically carried out in five of Pakistan’s largest urban 
centers: Karachi, Lahore, Islamabad, Peshawar, and Quetta. 
This selection was purposeful, as urban areas generally have a 
higher concentration of transgender individuals and 
established, albeit limited, healthcare infrastructure. 
 
Recruitment and Sampling 

 
Recruitment and sampling were conducted with a total of 

500 participants using a combination of convenience and 
snowball sampling, which was deemed appropriate given the 
hard-to-reach nature of the population and the potential 
social risks associated with participation. To reduce the 
selection bias commonly associated with snowball 
recruitment, the study identified five distinct “seeds” (initial 
participants) in each city through local non-governmental 
organizations (NGOs) and established community leaders 
who maintained trusted networks within transgender 
communities. Seed selection was purposive and aimed to 
capture heterogeneity in both gender identities and 
socioeconomic backgrounds (e.g., differences in education, 
employment, and income levels), thereby minimizing 
overrepresentation of any single subgroup and improving 
coverage of the broader urban transgender population. 
Recruitment proceeded through multiple channels, including 
NGO partnerships and online outreach. Through NGO 
partnerships, the researchers collaborated with three national 
organizations to facilitate access to community centers and 
community-based services where potential participants could 
be approached in a structured and safer manner. In parallel, 
online recruitment notices were posted in closed 
transgender-specific groups on Facebook and WhatsApp to 
reach individuals who were less connected to in-person 
community settings or who preferred remote participation. 
To further mitigate snowball sampling bias and network 
clustering, the number of referrals generated by any single 
participant was capped at three, reducing the likelihood that 
the sample would be dominated by a single referral chain. 
Among individuals initially approached through NGO 

channels, the response rate was approximately 82%; however, 
the manuscript should specify how this response rate was 
calculated (e.g., number invited, declined, and non-
responders) and whether response patterns differed by city or 
recruitment channel (NGO vs. online), to support a 
transparent assessment of potential selection bias. 
 
Instrument Adaptation and Validity 

 
Data were collected using a structured questionnaire that 

was specifically developed and culturally tailored for the 
Pakistani context to enhance content relevance and 
interpretability. To ensure linguistic accuracy and conceptual 
equivalence across languages, the instrument underwent a 
formal forward–back translation procedure. First, two 
independent bilingual experts translated the original English 
version into Urdu. The Urdu draft was then back-translated 
into English by a third independent bilingual expert who had 
not seen the original instrument, allowing the research team 
to identify and resolve discrepancies in meaning, idiomatic 
expressions, and culturally sensitive terminology. Any 
inconsistencies between the original and back-translated 
versions were reviewed through discussion among the 
translators and the research team until semantic and 
conceptual alignment was achieved, particularly for items 
related to healthcare experiences, discrimination, and mental 
health symptoms. Prior to full deployment, the questionnaire 
was piloted with 10 transgender community members to 
assess comprehension, item clarity, and response burden. 
Feedback from the pilot was used to refine wording, reduce 
ambiguity, and ensure that key constructs were understood as 
intended. Internal consistency of the mental health distress 
items was evaluated using Cronbach’s alpha, which yielded a 
value of 0.84, indicating high reliability and supporting the 
coherence of the distress scale within this sample. Survey 
administration was designed to accommodate varying 
literacy levels and participant preferences: respondents could 
complete the questionnaire through face-to-face interviews 
conducted by trained researchers or via digital self-
administration when privacy or convenience was prioritized. 
Interviewers received standardized training to minimize 
interviewer effects, maintain a neutral tone, and follow 
consistent prompts to reduce measurement error, while also 
ensuring confidentiality and participant comfort. Overall 
missingness was low (less than 5% of responses). For 
inferential analyses, missing data were handled using listwise 
deletion, given the limited extent of missingness; 
nevertheless, the manuscript should briefly justify this 
approach and clarify whether missingness was examined for 
systematic patterns (e.g., differences by recruitment channel, 
city, or key demographic characteristics) to support the 
assumption that the resulting estimates were not materially 
biased. 
 
Ethical Considerations 

 
Ethical approval for the study was obtained from the 

Ethical Research Committee of PNS Shifa Hospital, Karachi 
(ERC/2024/ANES). Prior to data collection, all prospective 
participants received a clear explanation of the study purpose, 
procedures, potential risks and benefits, and data protection 
measures. Written or electronic informed consent was 
obtained from each participant before enrollment, with 
explicit emphasis on voluntariness and the right to decline to 
answer any question or withdraw at any time without penalty 
or loss of services. To protect confidentiality, the study 
maintained a strict commitment to anonymity: no personally 
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identifiable information (PII) was collected, and responses 
were recorded using non-identifying study codes only. Given 
that the research involved a vulnerable population and 
included sensitive items related to suicidal ideation (reported 
by 47% of respondents), the research team implemented a 
prespecified risk mitigation protocol to address participant 
safety. Participants who indicated high levels of psychological 
distress or suicidal thoughts were provided immediately with 
a printed or digital resource list containing contact 
information for transgender-affirming psychological 
helplines, crisis support, and NGO-based counseling and 
referral services. When data were collected via face-to-face 
interviews, trained research staff delivered this information in 
a supportive, nonjudgmental manner and, where appropriate 
and with participant permission, offered brief guidance on 
how to access services while maintaining privacy. All study 
procedures were designed to minimize potential harm, 
reduce stigma-related discomfort during participation, and 
ensure that participants had timely access to supportive 
resources if distress arose during or after the survey. 

 
 
 
RESULTS OF STUDY 
 
Table 1. Demographic Characteristics of Respondents (N = 500) 

 

Characteristic Frequency 
(n) 

Percentage (%) 

Gender Identity   

Transgender women 360 72 
Transgender men 90 18 
Non-binary/genderfluid 50 10 

Age Group (years)   

18–25 220 44 
26–35 180 36 
36–45 70 14 
>45 30 6 

Education Level   

Primary or less 100 20 
Secondary 175 35 
Tertiary/University 140 28 
Postgraduate 85 17 

Employment Status   

Unemployed 240 48 
Informal work 145 29 
Formal employment 115 23 
 
 
Table 1 indicates that the sample was predominantly 

composed of transgender women (72%), followed by 
transgender men (18%) and non-binary/genderfluid 
participants (10%). In terms of age, most respondents were 
18–25 years old (44%) or 26–35 years old (36%), suggesting 
that the sample largely represents young adults. Educational 
attainment was relatively diverse; however, a substantial 
proportion reported secondary education or below (primary 
or less: 20%; secondary: 35%), which may be consequential for 
employment opportunities and access to healthcare. This 
pattern is consistent with the employment profile, where 
unemployment was high (48%), while 29% reported informal 
work and only 23% held formal employment. Interpretation: 
These findings highlight a context of socioeconomic 
vulnerability that likely shapes respondents’ capacity to 
afford GAS, navigate healthcare systems, and manage 
psychosocial stressors. 

 

Table 2 shows that only 9% of respondents had fully 
undergone GAS, whereas 22% were classified as having 
“partially undergone / hormone therapy” (this category 
should be operationally clarified because partial surgery and 
hormone therapy are clinically distinct). The largest group 
comprised respondents who desired GAS but had not 
undergone it (61%), underscoring a substantial gap between 
need/preference and realized access. The most frequently 
endorsed barriers were high cost (73%) and limited 
availability of specialized surgeons (56%), followed by 
sociocultural barriers such as fear of social rejection (49%), 
religious/familial pressure (43%), and structural barriers 
including legal/documentation issues (39%). Because multiple 
responses were permitted, barrier percentages do not sum to 
100%, which is expected. Interpretation: Access to GAS 
appears to be constrained by layered barriers—financial, 
health-system capacity, and sociocultural/legal constraints—
that jointly limit service uptake. 
 
 
Table 2. Gender Affirmation Surgery (GAS) Status and Barriers 
 

Variable 
Frequency 

(n) 
Percentage 

(%) 
GAS Status   

Fully undergone 45 9 
Partially undergone / 
hormone therapy 

110 22 

Desire GAS but not 
undergone 

305 61 

Do not desire 
GAS/Undecided 

40 8 

Barriers to GAS (Multiple 
Responses Allowed) 

  

High cost 365 73 
Lack of specialized 
surgeons 

280 56 

Fear of social rejection 245 49 
Religious/familial pressure 215 43 
Legal/documentation 
issues 195 39 

Fear of medical 
complications 

140 28 

 
 
Table 3. Experiences of Healthcare Discrimination 
 

Discrimination Type 
Frequency 

(n) 
Percentage (%) 

Misgendering by provider 295 59 
Refusal of treatment 220 44 
Overcharging 190 38 
Lack of provider knowledge 
on transgender care 

255 51 

 
 
Table 3 documents a high burden of healthcare-related 

discrimination. The most commonly reported experiences 
were misgendering by providers (59%) and lack of provider 
knowledge regarding transgender care (51%), pointing to 
deficits in clinical competence and affirming communication. 
Nearly half of respondents reported more severe access-
related harms, including refusal of treatment (44%), while 38% 
reported overcharging, suggesting inequitable or potentially 
exploitative cost practices. Interpretation: Discrimination and 
inadequate provider competence likely function as direct 
barriers to healthcare engagement, reduce trust in health 
services, and may exacerbate psychological distress, thereby 
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indirectly undermining access to gender-affirming and 
mental health care. 

Table 4 indicates a substantial mental health burden in the 
sample, with regular mental distress reported by 74% of 
respondents. Particularly concerning are the rates of suicidal 
ideation (47%) and suicide attempts (14%), indicating 
clinically meaningful risk in this population. The manuscript 
also reports “diagnosed” depression (42%), anxiety (38%), and 
PTSD (21%); however, interpretation depends critically on 
how “diagnosed” was defined (e.g., clinician diagnosis vs. 
self-reported prior diagnosis vs. symptom-scale thresholds). 
Notably, only 18% reported accessing professional mental 
health support, suggesting a substantial treatment gap. 
Interpretation: The pattern of high distress and suicide-
related indicators, coupled with low service utilization, is 
consistent with a context of stigma and healthcare barriers, 
but causal inference is not warranted given the cross-
sectional design. 

 
 

Table 4. Mental Health Status 
 

Mental Health Indicator 
Frequency 

(n) 
Percentage 

(%) 
Regular mental distress 370 74 
Depression diagnosed 210 42 
Anxiety diagnosed 190 38 
PTSD diagnosed 105 21 
Suicidal ideation 235 47 
Suicide attempt 70 14 
Accessed professional mental 
health support 

90 18 

 
 
Table 5 reflects strong preferences for policy and 

structural support interventions. Most respondents endorsed 
subsidized surgeries (81%) and stronger legal protections 
(74%), aligning with the financial and documentation-related 
barriers reported in Table 2. System-level capacity-building 
priorities were also prominent, including the inclusion of 
transgender health in medical education (66%) and training of 
specialized physicians (61%), which is consistent with the lack 
of provider knowledge documented in Table 3. Additionally, 
peer and NGO support were identified as the primary resource 
by 84% of respondents, suggesting that community-based 
support functions as a critical safety net in the face of limited 
responsiveness within formal systems. Interpretation: 
Respondents’ priorities emphasize both immediate access 
solutions (financial support) and longer-term structural 
reforms (legal protection and workforce training), alongside 
sustained community-based support. 

 
 

Table 5. Policy and Support Perspectives 
 

Policy/Support Need 
Frequency 

(n) 
Percentage 

(%) 
Subsidized surgeries 405 81 
Better legal protection 370 74 
Inclusion of transgender health 
in medical education 

330 66 

Training of specialized doctors 305 61 
Peer and NGO support as main 
resource 

420 84 

 
 
Table 6 reports a statistically significant association 

between desire for GAS and regular mental distress (χ² = 

17.94, df = 1, p < 0.001), with Cramer’s V = 0.19, which is 
commonly interpreted as a small-to-approaching-moderate 
effect size. Substantively, this suggests that the proportion 
reporting regular distress is higher among respondents who 
desire GAS than among those who do not. However, there is 
an internal inconsistency that requires correction: in the “No 
(Do not desire GAS)” row, the cell counts (95 + 105 = 200) do 
not match the reported row total (195). This discrepancy must 
be resolved because it affects the reported proportions and 
the reliability of the inferential test. Interpretation 
(conditional on corrected data): Desire for GAS may be a 
marker of unmet gender-affirmation needs and/or distress 
related to dysphoria and stigma. Nonetheless, because the 
data are cross-sectional, the association should not be 
interpreted causally; unmeasured factors (e.g., poverty, 
violence exposure, and healthcare discrimination) may 
contribute to both distress and the desire for GAS. 
Multivariable analyses would strengthen inference by testing 
whether the association persists after adjusting for plausible 
confounders. 

 
 

Table 6. Relationship Between Desire for Gender Affirmation 
Surgery (GAS) and Mental Distress 
 

Desire for GAS Regular 
Mental 
Distress 

No/Occasional 
Distress 

Total 

Yes (Desire GAS) 280 25 305 
No (Do not 
desire GAS) 

95 105 195 

Note: Chi-square = 17.94, df = 1, p < 0.001, Cramer’s V = 0.19.  
Regular mental distress was significantly higher among those 
desiring GAS compared to those who did not. 
 

 
 

DISCUSSION 
 
The findings of this study reinforce the conclusion that 

transgender individuals in Pakistan are trapped in a cycle of 
social marginalization and economic vulnerability. High rates 
of unemployment (48%) and reliance on informal work (29%) 
create a state of perpetual financial instability, which directly 
impacts their ability to afford essential healthcare. This echoes 
the observations of (Siddiqui, 2022), who detailed the 
economic marginalization of the community. The data makes 
it clear that while 61% of participants desire GAS, structural 
barriers like exorbitant cost (73%) and legal ambiguities, as 
highlighted by Human Rights Watch (2016), act as a 
significant wall, preventing them from accessing care 
essential for their well-being.  

The widespread discrimination reported by participants—
including misgendering (59%), refusal of service (44%), and 
lack of professional knowledge (51%)—is not an anomaly but a 
reflection of a systemic problem. These experiences mirror 
previous findings by (Poteat et al., 2013), who found that 
stigma in healthcare settings significantly discourages help-
seeking behavior. However, the low utilization of government 
hospitals (21%) must also be interpreted through plausible 
confounders such as general healthcare access limitations in 
Pakistan and widespread poverty, which may compound the 
deep-seated distrust rooted in past negative experiences. This 
highlights the urgent need not just for more doctors but for 
culturally competent and affirming healthcare professionals. 
Without providers who are both knowledgeable and 
respectful, the healthcare system will continue to be a source 
of trauma rather than healing.  
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The prevalence of mental distress (74%) points to a crisis 
that is structural, not individual. As the Chi-square analysis 
demonstrated ($\chi^2 = 17.94, p = 0.000023$), the lack of 
access to care is a significant contributor to this distress. The 
leading factors—stigma (72%), financial insecurity (68%), and 
family rejection (66%)—are systemic issues that require 
systemic solutions. It is important to consider that violence 
exposure and general social isolation may act as confounders 
in these psychological metrics. The low rate of professional 
mental health service utilization (18%) underscores the need 
for accessible and affordable services. The dual stigma of being 
transgender and having a mental illness, as identified by the 
Government of Pakistan (2018), acts as a significant deterrent 
to seeking help. While community-based support networks 
provide a vital lifeline, they cannot replace formal, 
professional psychological care.  

The research findings reveal a glaring gap between 
Pakistan’s progressive legislation and its practical 
implementation, as 78% of participants felt a lack of 
government support. The Transgender Persons Act of 2018 
is a powerful legal instrument, but its impact is minimal if it 
is not actively enforced. The legal barriers, such as complex 
documentation requirements, create a labyrinth of red tape 
that discourages people from seeking the very rights the law 
guarantees. Participants' support for subsidized surgeries and 
the inclusion of transgender health in medical education 
aligns with international best practices and recommendations 
from academic studies (Saeed et al., 2023; Obedin-Maliver et 
al., 2011; Dubin et al., 2018) that emphasize the need for 
systemic educational reform.  

Finally, the survey’s findings on family rejection (66%) 
and religious pressure (43%) highlight cultural barriers that a 
purely legal or medical approach may not solve. Pakistan’s 
cultural context, where gender non-conformity is often 
viewed as a moral failing, remains a challenge. Engaging 
religious leaders and promoting more inclusive 
interpretations, as suggested by (Kugle, 2013) and (UNICEF, 
2021), could be a powerful way to reduce intra-community 
resistance and foster acceptance. This approach moves 
beyond simply legislating rights and works to change the 
social fabric that is the root cause of so much distress.  

 
Limitations 

 
This study has several limitations that should be 

considered when interpreting the findings. First, regarding 
sample scope, participants were recruited using a 
combination of convenience and snowball sampling across 
five major urban centers. Although this approach enabled 
access to a hard-to-reach population, it may have introduced 
selection bias and limits the generalizability of the results, 
particularly to transgender individuals living in rural areas or 
in regions with substantially different healthcare 
infrastructure and sociocultural contexts. Second, the cross-
sectional design supports the identification of statistical 
associations but does not allow for establishing temporal 
ordering or definitive causal pathways between barriers to 
gender affirmation surgery and mental health outcomes; 
accordingly, causal language should be avoided. Third, the 
study relied on self-reported clinical diagnoses and personal 
experiences of healthcare discrimination, which may be 
vulnerable to recall bias, differential interpretation of survey 
items, and potential misclassification (e.g., whether reported 
“diagnoses” reflect clinician-confirmed diagnoses or 
perceived/previously communicated conditions). Finally, 
although the study identified several salient barriers, 
important confounding and contextual variables were not 

modeled as independent predictors, including broader 
economic pressures (e.g., inflation and cost-of-living 
changes), the absence of nationwide insurance coverage for 
gender-affirming care, and individual histories of physical 
violence or trauma exposure. These unmeasured factors may 
contribute both to limited access to care and to elevated 
psychological distress, and future research should incorporate 
multivariable modeling and longitudinal designs to better 
isolate pathways and strengthen inference.  

 
Recommendations 

 
Based on the study findings, the following 

recommendations are organized by implementation timeline 
and aligned with the most salient barriers to gender-affirming 
care and well-being among transgender individuals in 
Pakistan, particularly the prohibitive cost of services (73%), 
the shortage of specialized providers (56%), and the high 
prevalence of regular mental distress (74%). In the short term 
(0–1 year), immediate priorities should focus on reducing 
stigma, improving access to basic psychosocial support, and 
strengthening legal implementation mechanisms that 
directly affect service access. Nationwide public education 
campaigns should be launched through mass media and 
digital platforms to promote awareness of transgender rights 
and reduce stigma, thereby addressing the substantial 
proportion of individuals who report fear of social rejection 
(49%). Success can be monitored through measurable 
improvements in public sentiment using social media 
analytics and pre/post campaign survey indicators. In parallel, 
legal and administrative barriers should be targeted through 
advocacy and coordination with relevant authorities to 
ensure consistent enforcement of the Transgender Persons 
Act of 2018, with a practical emphasis on simplifying 
documentation processes for those reporting 
legal/documentation obstacles (39%). A feasible indicator of 
progress is a 20% increase in successfully updated legal 
identity documents within the first year. Given the high 
burden of psychological symptoms, an immediate and 
ethically necessary response is the establishment of 
accessible, transgender-affirming counseling and crisis-
support pathways, including a network of trained counselors 
available at low or no cost to address the 74% reporting 
regular distress. Implementation success should be tracked 
through service utilization metrics, such as the number of 
transgender individuals accessing counseling and the 
continuity of care (e.g., follow-up attendance). 

In the medium term (1–3 years), reforms should shift 
toward structural integration within health and social support 
systems, with a focus on building provider competence and 
strengthening community-based resource infrastructure. A 
central priority is implementing mandatory provider training 
by integrating transgender health content into medical school 
and residency curricula under the leadership of the Ministry 
of Health, directly addressing the reported lack of provider 
knowledge (51%). A concrete indicator of institutionalization 
is the formal inclusion of transgender health modules in 
national medical licensing examinations and standardized 
competency requirements for trainees. Because 
socioeconomic vulnerability is prominent (e.g., 48% 
unemployment), government support should also be directed 
toward strengthening community-based resources through 
sustained funding mechanisms for NGOs that provide 
financial counseling, navigation support, and referral services. 
Progress can be evaluated by the establishment of at least one 
funded community resource center in each major city and 
documented service uptake. In addition, expanding and 
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formalizing peer support networks can reduce the 
psychosocial impact of stigma and family rejection by 
providing safe spaces and practical support. Success 
indicators may include increased enrollment and retention in 
registered peer support programs, as well as improved self-
reported social support among participants. 

In the long term (3+ years), efforts should prioritize 
systemic reforms that expand service capacity and remove 
structural financial barriers to gender-affirming care. The 
government should invest in specialized, confidential clinics 
that offer comprehensive gender-affirming services, including 
surgical pathways, to address the critical shortage of 
specialized surgeons (56%) and to reduce reliance on 
fragmented or informal care pathways. System performance 
can be monitored through reductions in the average distance 
or travel burden required to access specialized services and 
improvements in timely referral completion. Finally, to 
directly address the primary barrier of prohibitive cost (73%), 
gender affirmation surgeries should be incorporated into 
national health insurance and subsidy schemes. A key 
outcome indicator would be a statistically meaningful 
increase in the proportion of individuals successfully 
undergoing full GAS (currently 9%), alongside equity-focused 
monitoring to ensure improved access among unemployed 
and lower-income groups. 
 
 

 
CONCLUSIONS AND RECOMMENDATION 

 
This study has brought into sharp focus the profound crisis 

faced by transgender individuals in Pakistan at the nexus of 
gender identity, healthcare inequity, and mental health. 
While the country has taken a significant step forward with 
the Transgender Persons (Protection of Rights) Act, its 
promise remains largely unfulfilled. Our quantitative findings 
paint a stark picture: only 9% of respondents have successfully 
accessed full GAS, while 61% express a desire for surgery but 
are blocked primarily by prohibitive costs (73%) and a 
shortage of specialized surgeons (56%). The unmet need for 
surgical affirmation is a statistically significant contributor 
(chi2 = 17.94, p = 0.000) to the severe mental distress reported 
by 74% of the community, including a high prevalence of 
suicidal ideation (47%).  

The findings serve as an urgent wake-up call to 
policymakers, healthcare professionals, and civil society. 
While these results underscore a critical need for reform, 
implications must be considered alongside the study's scope. 
To uphold the rights of transgender Pakistanis, concrete steps 
are required, including:  

• Subsidizing gender-affirming care to address the 73% 
financial barrier.  

• Integrating transgender health into medical curricula 
to improve the 51% reported lack of provider 
knowledge.  

• Enforcing anti-discrimination laws to mitigate the 67% 
frequency of healthcare discrimination.  

• Establishing accessible mental health support to assist 
82% who currently do not access professional services.  

 
It is important to note that because this study utilized 

convenience and snowball sampling within five major urban 
centers, the findings primarily reflect the experiences of 
urban-dwelling transgender individuals. These results may 
not be fully generalizable to those living in rural or remote 
areas of Pakistan, where healthcare infrastructure and social 
dynamics significantly differ. Community-based support 

systems remain vital, but they cannot substitute for state 
responsibility. The health, dignity, and lives of transgender 
Pakistanis depend on systemic change. 
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APPENDIX 
 
Questionnaire: Barriers to Gender Affirmation Surgery and 
Its Impact on Mental Health 
 
Introduction 
Thank you for participating in this survey. Your responses will 
help us understand the challenges you face in accessing 
gender affirmation surgery and how these challenges affect 
your mental health. Your responses are confidential and will 
be used solely for research purposes. 
 
Section 1: Demographic Information 
 
1. Age: 

§ Under 18 
§ 18-24 
§ 25-34 
§ 35-44 
§ 45-54 
§ 55 and above 

2. Gender Identity: 
§ Transgender Female 
§ Transgender Male 
§ Non-Binary 
§ Other (please specify): ________________ 

3. Location: 
§ Urban Area 
§ Rural Area 
§ Specific city/town: ________________ 

4. Educational Level: 
§ No formal education 
§ Primary School 
§ Secondary School 
§ Higher Secondary School 
§ Bachelor’s Degree 
§ Master’s Degree or higher 

5. Employment Status: 
§ Employed Full-Time 
§ Employed Part-Time 
§ Unemployed 
§ Student 
§ Retired 
§ Other (please specify): ________________ 

 
Section 2: Experiences with Gender Affirmation Surgery 
 
6. Have you sought or considered gender affirmation 

surgery? 
o Yes 
o No 

7. If yes, which type of surgery were you interested in? 
(Select all that apply) 
o Chest/Top Surgery 
o Genital Surgery 
o Facial Surgery 
o Voice Surgery 
o Other (please specify): ________________ 

8. What specific barriers have you encountered in 
accessing gender affirmation surgery? (Select all that 
apply) 
§ Cultural or social stigma 
§ Financial constraints 
§ Lack of specialized healthcare providers 
§ Legal or bureaucratic obstacles 
§ Geographic distance 
§ Lack of insurance coverage 
§ Other (please specify): ________________ 

9. How did these barriers impact your ability to pursue 
gender affirmation surgery? 
§ Delayed the process 
§ Abandoned plans for surgery 
§ Considered traveling abroad for surgery 
§ None of the above 
§ Other (please specify): ________________ 

 
Section 3: Impact on Mental Health 
 
10. How would you describe your current mental health 

status? 
§ Excellent 
§ Good 
§ Fair 
§ Poor 
§ Very Poor 

11. Have you experienced any of the following mental 
health issues related to the barriers in accessing GAS? 
(Select all that apply) 
§ Anxiety 
§ Depression 
§ Suicidal thoughts 
§ Low self-esteem 
§ Social isolation 
§ Emotional distress 
§ Other (please specify): ________________ 

12. How often do you experience the following due to 
barriers in accessing GAS? 
a. Persistent anxiety 
§ Never 
§ Rarely 
§ Sometimes 
§ Often 
§ Always 

b. Depression 
§ Never 
§ Rarely 
§ Sometimes 
§ Often 
§ Always 

c. Feelings of hopelessness 
§ Never 
§ Rarely 
§ Sometimes 
§ Often 
§ Always 
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13. Have you sought any form of mental health support due 
to these issues? 
§ Yes, from a mental health professional 
§ Yes, from a support group 
§ No, but I plan to 
§ No, and I do not plan to 

14. What types of support or resources would be most 
helpful to you in managing mental health issues related 
to the barriers to GAS? (Select all that apply) 
§ Counseling or therapy 
§ Peer support groups 
§ Financial assistance programs 
§ Information and resources on accessing GAS 
§ Legal assistance 
§ Advocacy and awareness programs 
§ Other (please specify): ________________ 

 
Section 4: Recommendations and Feedback 
 
15. What changes or improvements would you suggest to 

make gender affirmation surgery more accessible in 
Pakistan? (Select all that apply) 
§ Increase public awareness and reduce stigma 
§ Improve legal and healthcare policies 
§ Provide financial support or insurance coverage 
§ Increase the number of specialized healthcare 

providers 
§ Develop local support networks 
§ Other (please specify): ________________ 

16. What additional comments or suggestions do you have 
regarding the barriers to accessing gender affirmation 
surgery and its impact on mental health? 
§ [Open-ended response] 

 
Thank you for your participation. Your input is invaluable in 
helping us understand and address the challenges faced by 
the transgender community in Pakistan. 
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