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Executive Summary
Background And Purpose
Globally and in India, transgender women have disproportionate HIV burden and face multiple
vulnerabilities. Gender identity of transgender women has indirect associations with HIV risk. In order to
earn money for livelihood, undergo gender-affirmative surgery or other feminization procedures, transgender
women may be willing to engage in risky sexual behaviours. Depression, stigma & discrimination and lack of
access to gender transition services, also elevate HIV risk for transgender women. HIV-positive transgender
women have been reported to forego antiretroviral therapy in order to continue taking hormonal therapy.
Taken together, these evidences point out the integral part of gender transition/ feminization in the lives of
transgender women, and the high priority they place to these issues over preventing oneself from HIV or
getting treatment for HIV. This means, improving access to gender transition-related services and mental
health services could also potentially improve uptake of HIV-related services, and reduce HIV-related sexual
risk behaviours. This forms the premise of this rapid assessment.
Under the United States Agency for International Development (USAID)-funded LINKAGES/India project,
Indian consultants were hired to conduct the assessment to examine the current situation of access to
gender transition-related services and other non-HIV-related services for transgender women in Mumbai
district; obtained inputs from transgender women and key stakeholders on what needs to be done to
improve availability, access and affordability of such services; and used those information to propose three
potential models of care for transgender women to improve access to gender transition-related services,
including gender-affirmative surgeries. While improving access to a comprehensive package of services
(mental health services, screening and treatment of non-communicable diseases such as breast/anal
cancer screening) were equally important, this assessment primarily focused on improving access to gender
transition services. It is possible that once the felt need of gender transition services are fulfilled, and when
there is access to gender transition services, transgender people might be willing to or be more open to use
other non-HIV-related services such as cancer screening and vaccination for Hepatitis-B.

Methods
This rapid situation assessment of access to gender transition-related services was conducted through
both review of literature (academic and grey) and by conducting one-to-one and group consultations with
transgender community people and key stakeholders. Interactions with community members were in the
form of conducting two community consultation meetings. IDIs were conducted with five transgender
community people and five key informants (e.g., HIV programme staff, healthcare providers). During those
interactions, the perspectives and experiences of transgender women in accessing gender transition services
in public and private sectors were explored, and insights from key informants were obtained. This was done
in close collaboration and consultation with Mumbai District AIDS Control Society (MDACS).
Based on the information from these various sources, three potential models of comprehensive services for
transgender women have been proposed.
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Findings
Current situation on access to gender transition-related services in Mumbai
Sion hospital is perhaps the only public health hospital in Mumbai that has been widely known to offer
gender affirmative surgeries (‘sex reassignment surgery’ or SRS), which involves removal of male external
genitalia and construction of vagina, as well as breast implantations. However, it seems that in the recent
past such surgeries are not being provided in adequate volumes, if not stopped altogether – possibly
because of the lack of supportive health care providers who could sustain such services. Consequently,
lack of similar services forces many transgender women to go to qualified private surgeons or unqualified
quacks in New Delhi, Kadappa (Andhra Pradesh) and Chennai - based on several factors such as affordability,
recommendations from transgender peers, and other practical considerations. Currently, the two other
public hospitals in India reported to offer some aspects of gender transition-related services are those in
Raipur, Chhattisgarh, and Chennai, Tamil Nadu.
In the private sector, seven to eight surgeons (general/plastic) were identified by the trans community people
as providing gender transition-related services. Apparently, the costs are too high for many transgender
women to afford those services (Figure-1). The costs for removal of male external genitalia alone ranged
from INR 60,000 to 80,000; and nearly INR 150,000 to 250,000 if the surgery also included construction of
vagina. Further, an additional INR 10,000 need to be paid for preoperative psychiatric assessment.

GRS
procedures

Breast implants
Removal of external genitalia
Construction of new vagina

Laser
therapy

Facial hair removal
Body contouring

Hormonal
therapy
Oral
Injectables

Figure-1: Cost of various gender-affirming procedures
Despite the high costs of the gender affirmative surgeries in the private sector, transgender community
people opined that the services provided in private sector were better than those offered at the public
sector. While the quality of the outcomes of the surgeries was a factor for this perception, other reported
factors included – ease of completing the administrative procedures for assessment and surgery, and lower
levels of experiences of discrimination by health care providers.
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In the voluntary sector in Mumbai district, no non-governmental organization (NGO) or community-based
organization (CBO) provides gender transition-related services, not even provision of proper information
or counselling for those transgender people who need gender transition related information. NGOs/CBOs
that implement targeted HIV prevention interventions, as part of national HIV program, focus primarily on
HIV-related information and services, although many of them refer transgender people with social welfare
programs (such as banking, education, insurance, and employment) and legal aid services.

(one facility)

Private sector

CBO/NGO

×

×

√

√

(7-8 private
surgeons)

(beauty
clinics &
cosmetologist)

×

×

√

√

√

(all ICTC &
ART centre)

(one
facility)

(all ICTC
& ART
centres)

×

√

×

×

√

√
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×

(two
providers)

√
(through
Prefered
provider or
DSRC)

ICTC- Integrated Counseling and Testing Centre
CBO- Community Based Organisation
DSRC- Designated STI/RTI Clinic

Social support and legal
aid services

Laser (facial) hair
removal
×

Counselling

√

Psychiatric services

×

HIV/ STI clinical services

Public sector

Gender Affirmative
Surgeries

Hormonal therapy

The following table summarises the current situation of availability of gender transition-related services and
other services for hijras/transgender women in Mumbai district.

×

(peer

ART- Anti Retroviral Therapy
NGO- Non-Governmental Organisation
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Proposed Models For Comprehensive Service Package
Given that gender transition services are the felt unmet need of hijras and other transgender women in
Mumbai district, three potential models for providing gender transition services are summarised. Provision
of other services such as screening for cancer or vaccination against infectious diseases like Hepatitis-B is
not discussed, because once gender transition services are being accessed by transgender people it may be
relatively easy to discuss about and link to other services.
The models are primarily based on the location of gender transition-related services. Accordingly, a
comprehensive set of such services can be provided in public hospitals, private hospitals or in both, along
with involvement of CBOs that work with hijras and transgender women.

Model 1: Public sector model (Strengthening the capacities of relevant departments
in a public hospital to provide gender transition-related services)
Given the lack of public hospitals that offer any kind of gender transition-related services to transgender
people, it will be important to identify one or more public hospitals in which the hospital administration
as well as the faculty of relevant departments are willing to provide services to transgender people. As
nearly all surgeons would be familiar with removal of male external genitalia (most will have experience
in removing entire male genitalia that has testicular/penile cancer), and as many surgeons do know how
to create a vagina in females with vaginal atresia (in which girl babies are born without vagina), gender
affirmative surgical skills are not hard to learn and practice. Challenge may come from the expectations
of the transgender women community who may demand high quality construction of the vulva (external
appearance of the constructed female genitalia). Further, it is not mandatory that only endocrinologists
need to prescribe hormones for transgender people, any qualified medical practitioner can be trained to
provide hormonal therapy. Thus, what are required include: willing faculty, brief training on the international
standards of care (WPATH) on gender transition services and ethical/legal issues, and if required, surgical
training by an expert on gender affirmative surgeries. The relevant departments that can participate in
provision of a comprehensive set of services include general surgery and plastic surgery, psychiatry and
clinical psychology, endocrinology, general medicine (as physicians can prescribe and monitor hormones) skin
and cosmetology, and ear, nose and throat surgeons. The first point of contact for accessing gender transition
services could be the skin/STD department, as they have a better understanding of the National HIV/ STI
control program and have a good working experience with NGOs, CBOs and transgender community. Then
the referrals of transgender people from one department to another should be streamlined and seamless based on the needs, but that process should not be taxing to the transgender people.
An alternative could be having a ‘gender clinic’ that is open on a particular day(s) of a week, in which faculty
from key departments (e.g., surgery, psychiatry, endocrinology) can be deputed. Such a model will come
close to a ‘one-stop’ shop kind of service model even within the public sector.
Certain potential negative aspects of having gender transition services through a public hospital is the
perceived lack of skills related to performing gender affirmative services, and perceived lack of timely and
quality care among transgender people. It may be important to build the confidence and gain the trust of
transgender community in providing gender transition services through a public hospital.

Model 2: Private sector (Enhancing the existing capacities on gender-affirmative
surgeries, and creating a near ‘one-stop’ service model)
Given that there is limited number of private surgeons offer gender affirmative surgeries, certain private
clinics or hospitals may be willing to expand provision of gender transition-related services – at least gender
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affirmative surgeries. In such a case, assuming that the surgical and psychiatric team associated with those
private clinics/hospitals are already trained and sensitized, focus should be on strengthening their awareness
about and adaptation of the international standards of care for gender transition services (like the WPATH
guidelines). There can be negotiations with such private hospitals/clinics in offering relatively affordable
gender transition services. The costs of such services either need to be supported by the government
bodies or at least subsidized (using a sliding scale), based on the ability of individual transgender people
to pay for such services. An insurance scheme model (as that for people living with HIV in some states) or
reimbursement of surgery costs (as initiated in Kerala recently could also be considered.
One another alternative could be to identify interested private clinics/hospitals who could provide a ‘onestop’ shop providing range of key gender transition-related services and follow the procedures described
under the public-sector model of care (strengthening necessary skills, training on international guidelines
and ethical issues and ensuring streamlined linkages between diverse services). In the initial few months of
beginning such process, close monitoring, ongoing capacity strengthening and supportive supervision by a
set of external experts would be helpful.

Model 3: Cafeteria or Buffet Model
It is possible that one or more public hospitals have strengths on certain gender transition-related services
and certain private clinics/hospitals on another set of services. In such cases, it may be pragmatic to
consider using the facilities to compliment the services that are available or those that can be easily and
quickly strengthened in both the sectors. Certain services like counselling and diagnostic services offered in
psychiatry could be easily strengthened for gender transition-related services. And certain private clinics/
hospitals may specialize in gender affirmative surgeries and/or hormonal therapy. In such cases, engaging
both the public hospital and private clinics/hospitals would be a practical option.

Public
sector model

Private
sector model

Free services

Paid (subsidized) services

Gender-aﬃrmative
surgeries, hormonal therapy,
HIV/STI , counseling services
within the hospital campus

Gender-aﬃrmative
surgeries, hormonal therapy,
HIV/STI , counseling services
within the hospital campus

Placement of transgender
people within the hospital
for referral linkages, and
access to social entitlements
and legal services

Collaboration with CBOs for
social entitlements and legal
services (if needed & willing)

Cafeteria
model
Transgender people will
have options for accessing
diﬀerent services across all
three sectors (public, private
and voluntary)
For example
HIV/STI, counseling
services, psychiatry
assessment for surgery
from the public sector
Surgical and feminisation services from the
private sector
Social entitlements and
legal aid from CBOs
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The following picture depicts the patient flow pattern in a comprehensive cafeteria model (public/ private
sector tertiary care institution).
Gen medicine
Department

OPD
Registration

Oncology
Department

Endocrinology
Department

Skin & STI
Department

ICTC

ART

Psychiatry
Department

Plastic surgery
Department

Other services / Social support / legal advice

Role of trans-led CBOs and community representatives
Irrespective of the type of proposed models, transgender community’s involvement is crucial in all stages planning, implementation and ongoing monitoring of services. Even at this preliminary stage of arriving at
potential models, transgender people and CBO representatives were actively involved in understanding the
current situation and getting their perspectives and insights. Practical ways of actively involving transgender
people in both public and private sectors need to be identified, so that transgender community – the end
users of the services – play a constructive and an active role in delivery of quality services. Especially, staff of
CBOs can be placed in the public or private hospitals who can help transgender people navigate the various
services and provide information about the services available for transgender people in the given hospital.
Thus, they could potentially serve in multiple roles - as peer counsellors, peer navigators, and case advocacy
managers (providing active suggestions for necessary services for a person).

List of comprehensive services in the proposed model
Services

Services

Department/ stakeholder

HIV/ STI services

HIV/ STI Counselling & Testing services

STI clinic & ICTC

HIV / STI treatment services

STI clinic & ART centre

Post-exposure prophylaxis (PEP) and preexposure prophylaxis (PrEP)

ART centre

Hormonal therapy

Endocrinology

Hair removal therapy

Dermatology/ Cosmetology

Gender affirmative services

Plastic/ General surgery

Mental health services

Psychiatry

Substance abuse prevention

Psychiatry

Vaccination – HBV/HPV

General medicine/ STI

Cancer prevention & treatment
services

Oncology/General Medicine/
Surgery

Social support / Legal aid services

CBO/NGO

GRS & feminisation
services
Other services
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Way Forward
Transgender women, in general, prioritize transition over HIV prevention or treatment. Given this, among
several unmet service needs, it is best that the LINKAGES project to first focus on provision of gender
transition related services- which will also strengthen the uptake of HIV related services among transgender
women, and indirectly reducing their HIV vulnerability. For other services (such as mental health, cancer
screening, Hepatitis B vaccination and pre-exposure prophylaxis), which are essential but which are not
perceived to be that important by transgender women, first demand needs to be created in terms of
awareness raising about the need for services and then provision of information on where transgender
women can access such services.
In choosing the three models of comprehensive care for transgender women, one needs to consider several
factors - some related to the services themselves and others related to the setting of the services. These
include: priority given to that service (both by transgender women and other stakeholders); whether that
service needs to be free, subsidized or fully paid; willingness among the health care setting administration
and staff to provide such services; time and resources for capacity building; how soon the services can be
started in a particular setting, potential uptake of such services in that particular setting, and logistical/
budgetary considerations.
USAID along with LINKAGES project will need to present these three models to Mumbai District AIDS Control
Society and Maharashtra State AIDS Control Society and take a final decision on which model needs to be
implemented in Maharashtra.
The steps involved in implementing one or more of these models could be: 1) identification of essential
services that need to be provided; 2) creation of a list of where and how (personnel and mode of delivery)
those services can be provided; 3) availability of sufficient budget; 4) capacity building (including guidelines
refinement and testing); and 5) ongoing monitoring and evaluation, with community inputs. The challenge
would be to convert these action points into implementation - to advance the health of transgender
communities in Mumbai district.
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I

Background
Transgender is an umbrella term for people whose gender identity is different from the sex they were
assigned at birth (Chakrapani et al., 2011; UNDP, 2012; Horwath et al., 2014). In Indian context, the term
is also being used for hijras who identify themselves as ‘neither man nor woman’, ‘kinnar’ or ‘third gender’
(Mukherjee 2004; Kalra 2011). India has around 4.88 lakhs transgender population in 2011 (Censusindia.gov.
in/2011).
According to WHO, Transgender people are one of five groups that are disproportionately affected by HIV
globally. They are marginalized and denied basic human rights such as access to health services, education,
employment and social protection (WHO, 2016). They are generally excluded from effectively participating in
social and cultural life, economy, and politics and decision-making processes. They are also subject to several
punitive laws and discriminatory policies in India. The Section 377, Indian Penal Code 1860 still exist which
criminalizes transgender lives in India. Consensual anal or oral sex is considered against the order of nature
and be used to penalize the transgender and heterosexuals. The vague description of the law, prejudice and
discretion of the law enforcement officials lead to violation of the rights of dignity, equality and privacy of
transgender across the country. The recent Supreme Court verdict (September 2018) scrapping of Section
377, has been a welcome move appreciated by the LGBT community.
So far, Hijra/TG communities have been excluded from effectively participating in social and cultural life;
economy; and politics and decision-making processes. (Chakrapani et al., 2013, UNDP, 2013). A primary
reason (and consequence) of the exclusion is the lack of (or ambiguity in) legal recognition of the gender
status of transgender people. It is a key barrier that often prevent them in exercising their rights related to
marriage with a person of their desired gender, child adoption, inheritance, wills and trusts, employment,
and access to public and private health services, and access to and use of social welfare and health insurance
schemes
Another key legal issue is the ambiguous legal status of the sex reassignment surgery (SRS) or Gender
Reaffirmative Surgery (GRS) itself and the legal validity of the post-operation certificate provided by the
health care providers about the current sex of the transgender person as there are no explicit policy or legal
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guidelines on the same from the government. Though TG individuals tend to have several health priorities
including STI/HIV, and mental health issues such as depression, mood and anxiety disorders, they do not
have easy access to health services in India. Social and economic marginalization, stigma, discrimination and
lack of legal recognition are some of the major barriers for transgender people to access the health services
they need.
Lack of legal recognition of gender status of TG people is central to increased HIV risk and poses barriers to
accessing services and exercising civil rights (As depicted below).

Increased risk
for HIV

Ano genital tract
complications

Structural vulnerability
(Sex work, Sexual violence, poverty)

Self-medications / untrained
system of genital removal

Stigma &
discrimination

Barriers in accessing health care
•

Non- availability of guidelines for
Health care providers in
government hospitals (GRS &
feminization procedures)

•

Non- availability of TG
individual-friendly service providers
in government hospitals (GRS &
feminization procedures )

•

Lack of awareness among TG
individuals on GRS and other
feminization procedures

•

High cost for GRS procedures in
private hospitals
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Lack of legal recognition of
gender status of Hijras and
TG individuals

Denial of
legal rights

Ambiguity in legal status of GRS and
post- surgical gender recognition
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II
Purpose And Objective
This rapid assessment examined the current situation of access to gender transition-related services and
other non-HIV-related services for transgender women in Mumbai district; obtained inputs from transgender
women and key stakeholders on what needs to be done to improve availability, access and affordability of
such services; and used those information to propose three potential models of care for transgender women
to improve access to gender transition-related services, including gender-affirmative surgeries. While
improving access to a comprehensive package of services (mental health services, screening and treatment
of non-communicable diseases (e.g., breast/anal cancer screening) are equally important, this assessment
primarily focuses on improving access to gender transition services. It is possible that once the felt need of
gender transition services are fulfilled, and when there is access to gender transition services, transgender
people may be willing to or more open to use other non-HIV-related services such as cancer screening and
vaccination for Hepatitis-B (12,32).
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III

Methodology
The following two methodologies were used
a)

	Secondary data collection - Desk review of various health care services availability in and
outside the country

b)

	Primary data collection - Site visits & consultations with community members, key stake holders and
health care providers in Mumbai

a) Secondary data collection
			
A detailed desk review of existing literature was undertaken, and the following aspects were
covered.
			•

Work related to transgender population India and the current socio-political-legal environment

			•

General health services

			•

Gender transition services ( in relation to availability, accessibility, cost)

		

o

Hormone therapy

		

o

Hair removal therapy

		

o

Surgical interventions

		

o

Mental health services

			•

STI/ HIV services

			•

Substance abuse prevention services

			•

Various models of health care for transgender individuals (in India and abroad)

b) Primary data collection
			
A data collection tool was developed to obtain information regarding the current practices,
availability of health services, accessibility, best practices and challenges in the health care
systems.
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The following table depicts the number of one-to-one consultations and community consultation meetings
conducted during the process of primary data collection.
One-to-one consultations No of individuals

Community consultation No of individuals

PD, MSACS
APD, MDACS
Public and private sector
health care providers

Humsafar trust, Mumbai 8
Kinnar Asmita, Thane
10

Dr.Umang, Jane Watson,
Dr.Parag
TG community leaders

1
1
3

5

Gauri, Transmen, Meera
Sawant, a transgender
person living with HIV and
Shreya Reddy

Consultants:
The assignment was carried out by the following team of consultants
1)

Dr. Mahalingam Periasamy, Consultant Venereologist, Chennai

2)

Dr.Venkatesan Chakrapani, Senior Research Fellow, PGIMER, Chandigargh

3)

Ms.Zainab Patel, Consultant , Mumbai
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IV

Findings
A. Desk Review
1. General Health Services
			After the advent of HIV/AIDS, there has been a very high focus on STI and HIV among TG individuals
due to their high risk sexual behaviour which has in fact helped to control these diseases
(Ramanathan et al., 2014Recent studies indicated relatively higher morbidity of communicable and
non-communicable diseases due to their life style practices.
			The 12th Five-year plan of the Government of India emphasized the need for the empowerment
of the transgender community by advocating that line ministries support their education, housing,
and access to healthcare. In spite of several initiatives, the access to health care for TG individuals
remain a challenge in India.

2. Gender transition service
			Gender transition service includes a range of procedures such as injection of hormones, laser
treatment for removal of body hair, genital re-constructive surgery and so on (MSJE, 2014). The
individuals with gender dysphoria need to adapt their phenotype with hormones and surgery to
make it congruent with their gender identity.

			2.1

Hormone therapy

			

Hormone therapy is a significant step towards
transformation of a transgender individual
from Male to Female which leads to changes in
body structure. However, the degree and speed
of change in physiological and psychological
aspects vary from person to person; depending
on the individual response, age of start and
dosage of hormones. In India, hormone therapy
is usually initiated by specialist in gender clinics,
predominantly in the private sector after a
thorough psychiatric assessment, counseling
and lab work up. But many TG people start the
therapy of their own without a prescription or
without a lab and psychiatric evaluation.
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Male to Female

Estrogen therapy

Expected outcome in two years
Enlargement of breast
Slowing of hair growth
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2.2

Hair removal therapy

			

The use of hormone therapy in transgender women can lead to a decrease in malepattern hair growth. As hormone therapy alone may not decrease hair growth sufficiently,
transgender women seek hair reduction procedures to achieve more desirable hair-loss
effects. Hair reduction procedures (e.g., laser hair reduction or electrolysis hair removal)
have recently been identified as the most sought-after category of dermatological procedure
for transgender women.

		

Surgical interventions

2.3

			

			

Sex reassignment surgery/procedure
or Gender Reassignment Surgery (GRS)
refers to a range of medical procedures,
including surgical procedures that people
undergo to transform their bodies and/or
genitalia to that of the supposed opposite
sex.
In India, though there is an increasing
incidence of GRS, there is no legal
precedent and Indian Laws are still not
clear on the issue.

In the state of Tamil Nadu, in
collaboration with the Tamil Nadu
Aravanigal Welfare Board, free sex
reassignment surgery is performed
for Hijras/TG individuals in select
government hospitals (UNDP, 2010).
Following a state policy for Transgender
individuals , in the year 2015, the
Kerala Government in 2016, introduced
free sex- reassignment surgeries in
Government hospitals (GOK, 2018)

Male to Female
breast implant
orchiectomy
penectomy
clitoroplasty
labiaplasty

Not all transgender people desire surgery or hormone
therapy. Some proportion of transgender people would
like to undergo surgery and/or hormonal therapy to
align their bodies with their gender identity. Except
in a few government hospitals, sex reassignment
surgery and other gender transition related services
are not available even in tertiary level government
hospitals. A study conducted in 2013 to assess the
situation of gender transition related health services
for transgender women reported that lack of free
GRS SRS in public hospitals and the prohibitive cost of
GRS in private hospitals seem to be the key reasons
behind why TG individuals go to unqualified medical
practitioners for surgery which results in post-operative
complications. Besides, unwillingness among qualified
medical practitioners to prescribe hormone therapy
(for feminization), and self-administration of female
hormonal tablets among MtF transgender people; lack
of national guidelines on gender transition services and
ambiguous legal status of GRS are other reasons that
even qualified medical practitioners are hesitant to
perform GRS [3].

Before undertaking a GRS, certain conditions must be met and criteria satisfied. To undergo surgical
procedures for the sex reassignment the candidates have to be diagnosed with Gender Identity Disorder with
the same criteria mentioned for the hormone therapy.
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Besides, the individual needs clearance from two mental health professionals and an endocrinologist and
the document must describe the requirement as required for hormone therapy. The eligibility criteria, and
requirement of consent forms are same as requirement for hormone therapy. The individuals need to take
hormones for six months, before they can proceed with the surgery (Gupta & Murarka, 2009). The following
box lists main side effects of the various gender-affirming procedures.
Side effects of Gender-Affirming Procedures among Transwomen/ Male to Female Transgender Persons
1. Hormone
a.

Venous thrombosis

b.

Ovarian cancer

2. Hair removal
a.

Skin burns

3. GRS
a.

Infection, postoperative bleeding/hematoma, seroma, hypertrophic scar formation

b.	urethral fistula or stricture following urethral lengthening, hypertrophic scarring (all sites)
and flap necrosis

		

c.

incontinence, overactive bladder, decreased urinary stream, and urinary complications

d.

asymmetry in breast size, capsular contracture, implant extrusion and failure and
hypertrophic scarring

2.4

Mental health services

			

Transgender population undergo serious mental health issues like depression, anxiety,
suicidal tendencies, shame, fear, and internalized trans-phobia. They have higher prevalence
of mental health issues compared with their heterosexual counterparts. According to a
study, 48% hijra population suffered from psychiatric disorders, ranging from alcohol abuse
and dependence to depressive spectrum disorders, but despite suffered from psychiatric
disorders in participants, none had ever had psychiatric consultation for these issues
(Vikas Jayadeva, 2017). In addition to poor sexual health due to their high risk sexual
behaviour, they experience perceived and internalized stigma, isolation, discrimination, and
victimization that predisposes them to mental health issues, such as depression, anxiety, and
substance abuse. These in turn increases the rate of non-communicable diseases like cardio
vascular diseases, obesity etc. [(Vikas Jayadeva, 2017) (Meyer, 2003). There are several other
challenges specific to the mental health of TG individuals in India. Even specialist mental
health professionals and medical practitioners lack an understanding of the health issues
faced by the community. Practitioners also have personal biases in taking up transgender
people for therapy or treatment.

			

Post-surgery and post-hormone treatment care and counselling are very crucial to ensure the
transformations in the client which are not easily available and accessible to the community.
Besides, health care professionals are less equipped to deal with the mental health issues
pertinent to these communities without population-specific data.
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3. STI and HIV services for TG people
		

Transgender people have disproportionately higher HIV/STI burden. Globally, an estimated 19%
of transgender women are living with HIV (UNAIDS, 2014) and they are 49 times more likely to be
living with HIV than adults in the general population (UNAIDS, 2016b). According to IBBS (2017),
the overall aggregated HIV prevalence reported among TG individuals was 7.5% with wide variations
across domains [21]. According to a recently carried out meta-analysis, the summary prevalence of
HIV among STI clinics attendees was 39.6% and from ‘hotspots’ was 12.6%. Similarly, the summary
prevalence of active syphilis of STI clinics attendees 8.5% and from ‘hotspots’ was 5.9% (Chakrapani,
2014). According to IBBS (2016), the condom use during the last sex was more than 80% and the
consistent condom usage was between 52-65% among transgenders. Around 80% transgenders
were tested for HIV in the last one year and more than 80% reported to have been tested for HIV
at some point of time. Around, 11 to 13% reported to have genital ulcer/sores, 11% had rectal
discharges and 9% swelling in groin or scrotal area, 8% had urethral discharges and 5 to 6% had
genital or anal warts. Considering the vulnerability and high risk sexual practices, the Hijra and
Transgender individuals are identified as one of the core high risk groups for HIV intervention, to
facilitate the process of achieving epidemic control. (NACO, 2007b) (NACO, 2014).

		

3.1

			

STI screening and treatment
Provision of services for STI/RTI management is an integral component of HIV prevention
services under NACP (NACO, 2016). Under NACP IV, interventions for transgender women
are subsumed under ‘MSM interventions’ except in states like Tamil Nadu and Maharashtra,
where separate interventions for Hijras/TG individuals are being implemented. The modes
of delivering STI services are intervention site based clinic, referral to the public sector, and
referral to the private sector (NACO, 2007b). The minimum STI/RTI services involve periodic
screening and treatment of STI/RTI, delivered through a diverse model involving static clinics
at TI facilities, preferred private clinics, model network, government health facilities (all
PHCs, CHCs, first referral unit (FRUs), DH, MC) as well as services provided through mobile
health camps (NACO, 2007a) (NACO, 2016).

4. Substance abuse prevention services
		

4.1

Alcohol and Drug de-addiction services

			

In Asia and the Pacific, there are very limited quantitative data on alcohol and drug use
amongst transgender people. They tend to be collected in the context of HIV research,
which also limits the focus to transgender women. Anecdotal evidence suggests that drug
use may be an emerging health issue for transgender men in Asia (UNDP, 2015). The
majority of transgender people experience social rejection and marginalization because
of the expression of their gender identity which affect their self-perception and sense of
worth which contribute to depression, anxiety, drug and alcohol use. According to literature,
transgender women who sell sex and inject drugs are at an even greater risk of acquiring

			

HIV (UNAIDS, 2014). TG people involved in unsafe injecting practices increase the
vulnerability of cross transmission of HIV between TG people and the IDU population and
the rate of spread of the virus (NACO, 2007b).

			

In India, de-addition facilities are being provided by several public, private and not-forprofit organization. Though these facilities are easily available and accessible for general
population, the TG population do not have easy access to these facilities. Barriers to
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addiction treatment for transgender are primarily due to stigma and include structural
barriers (e.g., sex segregated housing) as well as treatment provider attitudes (Lyons et al.,
2015). The health professionals have stigmatizing attitudes towards their TG clients and lack
knowledge of TG people related issues [8, 9]. Further, treatment providers working with TG
people receive not much training related to the specific treatment needs of gender and
sexual minorities (Eliason & Hughes, 2004).

5. Specific Programmes for Transgender people in India
		

Donor funded programs were a great support for highlighting various non HIV related public health
issues and legal issues of Transgender people in India.

		

5.1

Pehchan Programme

			

The Pehchan program is one such program developed in 2010 through the involvement of
community leaders, government bodies (NACO, SACS), donors such as global fund and other
stakeholders. This programme aimed to increase access to health, social and legal services
through community-based and peer-led social support systems that encourage gender
affirming empowerment(Shaikh et al., 2016).

		

Avahan Programme by Bill and Melinda Gates Foundation

5.2

			

Avahan, the India AIDS Initiative, initiated a focused large-scale HIV prevention programme
in 2004 in six high prevalence states of India: Karnataka, Andhra Pradesh (AP), Maharashtra,
Tamil Nadu, Manipur and Nagaland targeting all high risk population including TG population
(Goswami et al., 2013). The prevention package include, peer led outreach education,
program supported clinical services to treat STIs other than HIV, commodity distribution—
promoting and distributing free condoms for sex workers and needle and syringe exchange
for injecting drug users and Facilitating community mobilization and capacity for community
ownership of the program (Bill&MelindaGatesFoundation, 2008)

		

MSA – DIVA project

5.3

			

Voluntary Health Services (VHS), under the Global Fund Round 9 programme is implementing
the project titled “DIVA” in India (except North East) with the support of Save the Children
International, Nepal from 2014 -2018. The project under the guidance of National AIDS
Control Organisation (NACO) and in partnership with respective State AIDS Control Societies
(SACS) aims to reduce the impact of HIV on Hijra (H) / Transgender (TG) population.
The major activities of DIVA project include sensitization, capacity building, advocacy
programmes & research activities for Hijra (H) / Transgender (TG) population

			

These programs had addressed the issues of community mobilization, advocacy initiatives,
non-HIV STI clinical services, which had given a better visibility to the Governments on the
needs of TG people.

6. Models of Gender transition related health care in abroad and India for TG
people
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The World Professional Association for Transgender Health (WPATH) standards of care for
transsexual, transgender, and gender non-conforming people represent international normative
standards for clinical care for these populations. Though the standards for optimal individual
clinical care are consistent around the world, the implementation will depend on health system
infrastructure and sociocultural contexts (Wylie et al., 2016). Unlike the general population, there
are several social, economic, cultural and health system barriers health services including mental
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health services, for which a wide range of health care professionals are involved. Hence, the access
to health care services and health seeking behaviour depend on user-friendly, culturally sensitive,
and responsive health services. Considering these factors, in order to ensure maximum service
coverage to the TG population, a comprehensive, integrated, innovative, user-friendly model is
essential.
		

The following are the different service delivery models implemented in different part of the world
and in India.

		

6.1 Tangerine Community Health 		
Centre – Thailand model

Services

			

1. Gender affirmative hormone
Launched in 2015, the “Tangerine”
treatment (GAHT) and referral
Community Health Center is the first
transgender-specific sexual health and
to gender affirmative surgery
wellbeing clinic in Thailand and in Asia. It is
2. Sexual health services
managed by trained transgender personnel
and gender-sensitive medical professionals.
•
HIV testing and counselling Testing
While the clinic offers a full range of services,
and treatment for other STIs
it encourages all clients to have an HIV
•
Vaccination for hepatitis A, hepatitis
test (UNAIDS, 2016a) (amFAR, 2017). From
B, hepatitis C, Pap smears and
2015 to 2017 there were 1,184 transgender
human papillomavirus (HPV).
individuals receiving services from Tangerine
with 4,501 visits (972 transgender women
•
Antiretroviral treatment (ART)
(TGW) and 212 transgender men (TGM)).
•
Post-exposure prophylaxis (PEP) and
The HIV testing rate among TG women
pre-exposure prophylaxis (PrEP)
was 91%, with 12% HIV prevalence. 80%
were successfully initiated on antiretroviral
therapy. Tangerine has intensively utilized
transgender influencers as an online-tooffline social media strategy to better reach
transgender individuals at high risk for HIV
infection, including those who are young and first-time HIV testers (Spotlight, 2018). It is
funded by the U.S. Agency for International Development (USAID) under the U.S. President’s
Emergency Plain for AIDS Relief (PEPFAR) (amFAR, 2017).

		

Comprehensive Transgender Healthcare: The Gender Affirming Clinical and Public
Health Model of Fenway Health, Boston

6.2
		

			

Fenway Health, which was found in 1971, has developed into a comprehensive community
health centre offering integrated primary medical and behavioral health services with
an emphasis on lesbian, gay, bisexual, and transgender (LGBT) health. This was the first
community-based HIV research program in New England, which ultimately led to the
development of The Fenway Institute, an embedded community-based research entity,
collocated in a community health centre. Fenway Health is the largest care provider and
employer of transgender people in Massachusetts.

				

The services which are offered under one roof are,

		

• T ransgender care: reproductive rights and medication counseling, hormone
administration and monitoring, post-operative wound/drain/prosthesis care

		

• H
 IV and STD care: comprehensive HIV/AIDS care and case management, HIV/STD
counseling and testing, STD treatment and partner notification services

		

•
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Integrated behavioral health and non-clinical case management
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Fenway health made accessible, patient-centered care that views gender affirmation as
routine part of primary care service delivery, not a psychological or psychiatric condition.
Feedback and comments from the transgender community through consultations with key
opinion leaders and community forums were used to make the services more responsive to
the needs of the TG community.

			

Fenway Health’s model of transgender health care has made a huge impact in addressing the
changing needs of local transgender people and the changing health care delivery system.
Replication of this patient-centered, gender affirming model of transgender health care may
be an opportunity to meet the underserved needs of transgender people.

		

National Model for Transgender Health Care, North Carolina

6.3

			

This is an expanded partnership model to promote Western North Carolina Community
Health Services (WNCCHS) Transgender Health Program, to deliver delivering culturally
competent integrated medical care to transgender individuals across Western North
Carolina. This has been pioneered based on an acute need for culturally competent services
for transgender individuals in the region. The model strives to provide appropriate, up
to date, evidence-based care for the transgender people, including preventive services,
behavioral health services, hormone therapy, general medical care, and referral to
community resources. Along with these direct patient services, have a mission to educate
other healthcare providers in Asheville and other communities to increase access to
healthcare for transgender individuals.

		

Centre of Excellence (CoE) for Transgender health, San Francisco

6.4

			

The Centre of Excellence for Transgender Health is an exclusive centre within the University
of California at San Francisco with the aim to improve the overall health and well-being
of transgender individuals by developing and implementing programs in response to
their community-identified needs. They have a National Advisory Body, comprising of 14
transgender identified leaders, which provides community perspectives from throughout the
country.

			

The key programs currently operational are – Capacity building assistance program, Clinical
services, Community based research & Transgender Evaluation and Technical Assistance
centre.

			

Under the clinical services they offer Primary care, Hormone therapy, Telemedicine and
Gender reaffirming surgeries (breast implants, mastectomy and hysterectomy), speech
therapies, legal services. Emasculation surgeries are not performed.

		

Tamilnadu Government initiative – comprehensive TG people clinic

6.5

			

In April 2008, Tamil Nadu Aravanigal (Transgender) Welfare Board under the leadership of
Minister of Social Welfare was formed as the nodal body to address the social protection
needs of transgender people. TG people-specific schemes were introduced and facilitated
transgender people’s access to existing social protection schemes of the State and Central
government. The Transgender Welfare Board (TGWB) facilitates provision of free sex
reassignment surgery through select government hospitals and provide free health insurance
to address emergency health needs (UNDP, 2012a).

			

The GRS were initiated in two Government medical college hospitals in Chennai during 2010.
Protocols were developed for psychiatric assessment, surgery & follow up. TG people who
were registered in welfare board got priority and were operated. During 2014, the services
were disrupted due to the change in the department heads. There were many challenges in
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the implementation of this program. The TG people felt that the preoperative counselling
process was a very long drawn one for more than six months. TG community members
expressed the need for admission in female wards/ allocation of a separate ward during the
post-operative period, which was difficult to be implemented. Moreover, the surgeons too
felt that the cooperation of the TG community members during the post-operative period
was very poor, as many abscond within two days of surgery. Hence post-operative care and
follow up was difficult for the health care providers. The convenience of performing the
surgery without all procedural delays made more TG members to access private facilities in
the city.

		

6.6

TG people clinic in MGMCRI, Puducherry

			

MGMCRI – Mahatma Gandhi Medical College and Research Institute, is a leading private
medical institution in Pondicherry which offers an amicable and academically challenging
environment with an excellent reputation for teaching quality, state-of-the-art study and
multispecialty treatment facilities by it supportive staff.

			

A transgender clinic came into inception by November 2010 with the constant perseverance
of a MSM/ transgender population CBO in Puducherry and the management of MGMCRI.

			

The transgenders in and around Pondicherry and South Arcot attend the clinic either directly
or through a Non-Government organization – SAHODARAN. Transgender clinic functions on
Monday and Wednesday from 10am to 12 pm every week. An average of 40-50 transgenders
attend the clinic every month.

			

On every visit, the transgenders are screened for various sexually transmitted infections and
treated for dermatological diseases. Routine screening tests HIV, HBsAg, complete blood
count and other relevant investigations are done free of cost. All medicines are issued free of
cost.

			

They are referred to other specialty departments if they present with complaints pertaining
to systemic illnesses where they are examined and treated free of cost. The CBO members
assist the TG people for specialized services in the hospital. ICTC helps in counseling and
assessment of their knowledge about STD/HIV and provides awareness about modes of
transmission of STD/HIV and safe sex practices. Condoms are issued free of cost.

			

Department of DVL offers free laser hair removal treatment for all transgenders seeking
treatment for cosmetic concerns.

			

Transgenders (TG people) from all over India, visit the Hospital to undergo Gender
Reassignment Surgery - Male to Female (GRS MtF), at a cost-effective manner with excellent
outcome and post-operative individual satisfaction.

			

TG people initially visit the clinic, where they undergo General Physical Examination, then,
Psychiatric assessment, which involves counseling of TGs and assessment of their mental
status. Next they visit Department of General Surgery after Psychiatric clearance, where they
undergo investigation & preparation for surgery. This is followed by GRS MtF.

			

Post operatively TGs are satisfied with the procedure. The institution has signed a MOU with
Department of Social Welfare, Government of Chhattisgarh for performing GRS for their
Transgenders at a nominal cost.

		

RG Kar Medical College, Kolkatta – Comprehensive TG people clinic

6.7
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The psychiatry department at RG Kar medical college at Kolkatta, had initiated a
multidisciplinary OPD for transgenders during 2014 -15. With the help of local CBOs protocol
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was developed for providing comprehensive services for TG people. A nodal officer was
positioned, and all departments participated in the weekly once OPD. Facilities for GRS
were developed, and four cabins were specially allotted for TG people for perioperative
care. This model was in operation for nearly two years and currently is not supported by the
institution, due to transfer of the psychiatrist.

		

6.8

Shadows and light project – FPAI (Hormone and Laser therapy for TG people)

			

It was a three-year project funded by BACKUP Health, aimed to address the linked SRH and
HIV needs of key populations within four IPPF member associations. The project involved FPA
India and transgender people, Reproductive Health Uganda and sex workers, Family Health
Options Kenya and people who inject drugs, and the Cameroon National Association for
Family Welfare and MSM.

			

Through community consultations, transgender women identified the services they most
wanted, such as hormone therapy, sex reassignment surgery, breast augmentation and laser
therapy for facial hair removal. FPA India used the opportunity to provide access to hormone
therapy as an entry point to HIV and SRH services. Ensuring high quality counselling is
important in terms of the support for transgender people in their decision whether to begin
a gender reassignment process.

			

Hormone therapy clinic was piloted in FPAIndia, Chennai branch during 2014 and later scaled
up to Mumbai branch in 2015. TG members were educated in groups on the needs and
services in relation to GRS and HT. A comprehensive counselling session and clinical service
including the basic laboratory test was offered for all the registered TG members. Side
effects, challenges in drug adherence, were discussed in detailed to all members who opted
for hormone therapy. 143 TG members who consented and fit for therapy were initiated
on oral hormone therapy with Estradiol and monitored for a period of two years. After the
project period, the activities could not be continued.

			

FPAIndia Mumbai, partnered with a Cosmetologist and provided laser hair removal services
for TG people at a subsidized rate of Rs 1,000 per sitting, which was only 1/3rd the cost at
private laser clinics. The TG people who wished to remove excess / unwanted hair in the
face/ arms and legs were referred to the private clinic of the cosmetologist. The community
members felt it as a cost-effective model and still continue to access services.

		

Other initiatives in India

6.9

			

In 2015, Government of Kerala formulated its first state policy for transgender where the
transgenders are given the right to equal access to health services. Under the policy the
TG people are included in Rashtriya Swasthya Bima Yojna and provided health Insurance,
separate HIV sero-surveillance centres are established to address sexual health issues,
proper counselling are provided with regard to gender transition and post-operative follow
up and support, and funds established in all government hospitals to conduct GRS. There are
trainings and sensitization of staff conducted for healthcare staff and TG people to establish
non-discriminatory health care services (GOK, 2015)

B. Primary Data Collection Findings
		

One-to-one consultation

		 •

Consultation with the key officials handling the state level HIV/AIDS programs

			

The consultations were conducted with Shri. Parimal Singh, Project Director Maharashtra
State AIDS Control Society and Dr.Shrikala Acharya, Additional Project Director Mumbai
District AIDS Control society. The officials expressed that the current Targeted Intervention
programs for TG people mainly focused on STI & HIV prevention to care continuum of
services and few NGO/ CBOs work on gender-based violence issues. They mentioned that
the TI were unaware about the various non-HIV service requirements of the TG individuals
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and their availability. The officials were aware about the non-HIV / STI service delivery for
TG people, especially on the GRS surgeries being done at SION hospital & GT hospital by the
plastic surgery department.
			

The officials mentioned that the non-HIV/STI services were being availed by the TG people
on their own without a proper structured program. The officials were well aware about the
need for psychiatric assessment which is carried out pre-operatively. They expressed their
concerns regarding the non-availability of hormone therapy and Laser hair removal therapies
in the public health facilities.

			

The officials were also aware about the services being offered by the private sector Health
care providers. Overcharging and exploitation were the major issue arising out of private
sector, where HIV positive TG people, in particular, were being forced to pay twice or thrice
the cost for surgical procedures.

			

The officials expressed that there was a proposal for starting up a TG people welfare board in
Maharashtra.

			

The officials also suggested to do a mapping of the services available in the state and
the communities’ requirement. This would help to prioritize and allocate resources
for implementation of program. The officials stated that while implementation of a
comprehensive program, two core important factors are to be kept in considerationcommunity ownership and sustainability.

		

One-to-One consultation with health care providers

•

			

Interviews were held with health care providers who are involved in providing GRS
procedures in the Govt and private sector.

			 o

Dr.Parag

				

Dr.Parag Telang, a private surgeon, has been proving GRS services for more than
a decade. He was previously associated with a Govt health care facility along with
Dr.Mukund Jegannathan in LTMG hospital, Mumbai. The surgeon was able to list out
two public health facilities, two private hospitals and four private clinics in Mumbai,
which offer these services. The surgeon is well aware of the International guidelines of
the World Professional Association for Transgender Health (WPATH) and follows it.

				

Dr.Parag expressed that the Government should invest in getting a clinic for TG
individuals as there is a huge demand in Mumbai. He also suggested that there is a
need to build better capacities for Doctors through continuing medical education and
onsite learning. He expressed his willingness to partner with the Government for such
initiatives.

			 o

Ms. Jane & Dr.Umang

				

Ms. Jane Watson, a transgender CEO owns Priya Med services in Mumbai. She, in
partnership with Dr. Umang Kothari from Hair and Shape Clinic, offer a range of
medical services for transgender people in their facility, which includes

				

• GRS – penile inversion and peritoneal graft

				

• Feminisation surgeries – breast and face

				

• Other cosmetic procedures

				

Jane has first brought the Peritoneal Skin Grafting for MTF GRS technique in India with
Dr. Umang. This technique as mentioned by her is more advanced than the penile
inversion technique and creates the real feel of neo vagina. The cost of this technique
is around six lakhs when compared to the penile inversion technique, which is around
1.5 to 2 lacs
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•

She is interested to partner with like-minded TG CBOs, Government and private sector
to start a specific gender identity clinic and a hospital to bring world class transgender
health services to India.

Consultations with TG women and men not associated with TI programs

			

Consultations were held with a Transwomen named Gauri and Transmen named Sadhya.

			

Ms.Gauri had undergone her surgery 14 years ago in Sion hospital, a government facility,
but had post-surgical complications and had to undergo a follow up surgery to get the
complications corrected. She was in the opinion of recommending the private sector clinics
for the GRS surgery of TG individuals.

			

Gauri also suggested that Government facilities should build a separate facility for TG people
and give information on sex change and other procedures and link endocrinology and other
services. She also added that she runs a support group for both MTF and FTM persons and
help them with surgery and hormones process.

			

She would like to partner if given an opportunity to start a clinic to give hormones, mental
health and hormone counselling. She also suggested that these services should be added
to the TI programmes so that our community can benefit. This will be an easy method to
encourage TG people to come for STI/ HIV testing and treatment and thereby reduce the
dependence on outreach activities.

			

Sadhya, belongs to a group of nine transgender men who have undergone bilateral
mastectomy and removal of the uterus. For hormone supplements, she uses her WhatsApp
group and other community networks for information

		

Community Consultations

•

			

Two community consultations were conducted at the CBO drop-in-centres. One was
conducted at The Humsafar Trust, Mumbai and the other at Kinnar Asmita, Thane. The
following is the consolidated report of both the consultations.

			

Eight Transwomen associated with Humsafar trust participated in the discussion. Eight Hijra
identified women and two transwomen participated in the consultation at Kinnar Asmita.

			

Discussion were held on the availability of general health and gender reaffirmative health
services among them. The members detailed the various GRS services needs of the
community in Mumbai. The key services expected by the community members were GRS,
Hormone therapy and other feminisation procedures.

				

Knowledge on GRS:

			

In HST, the members were able to detail out the various gender reassignment surgical
procedures (emasculation with or without vaginoplasty, breast implant (saline / silicone), etc.
The members listed out that the procedures were done in both govt and private settings. Six
of them have undergone Gender reassignment surgery.

			

The members expressed that the common source of information available to communities
about service providers were their peers and the CBOs. The emotional and moral support
provided by the peers and gurus and in certain cases their family members, help them
to undertake the procedures without much difficulty. The peers were the major support
(psychological and financial) for TG individuals who underwent surgeries during the pre and
post-operative period.

			

In Kinnar Asmita, mostly the group consisted of Hijras and had undergone emasculation,
none of the group members had undergone GRS. Some of the older hijras present had done
their surgery from Farrukhabad Uttar Pradesh, as they felt that the outward appearance of
the vagina was done better there.
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The group had two aspirants who wanted to undergo proper GRS and were taking hormones,
none of the participants either listed or wished to go to a public hospital to do it. All
the members had undergone silicone breast implant as they mentioned that their main
occupation is sex work.

				

Availability and affordability of services

			 a.

Public sector: The members expressed that the surgical services – emasculation
and breast implant surgeries were available free of cost in Sion hospital, which is a
government facility. Dr.Mukund Jegannathan, the chief operating surgeon, at Sion
Hospital, was very much supportive for the transgender women for conducting the
surgeries.

				

But some members mentioned that the services are not currently being provided by
the facility.

			 b.

Private sector: At HST, the TG women mentioned that there were seven to
eight private surgeons who provided GRS services. They expressed that cost for
emasculation procedure in the private hospitals is around 70 to 80,000 rupees. If they
opt for GRS, they are charged from 1.5 to 2.5 lakhs. The members felt that the services
provided in private facilities were better than those offered at Govt facilities. The key
reasons were – ease of completing the formalities and lesser levels of stigmatization.
One of the member specifically pointed that the surgeon whom she consulted in the
private hospital had provided correct information and guidance throughout the entire
process of hormone therapy and GRS.The members are aware about the facilities
available in private hospitals in other parts of the country. They expressed that some
members have availed GRS services at New Delhi, Cudappah (Andhra Pradesh) &
Chennai (Tamil Nadu) from the private sector.

At Kinnar Asmita, the participants mentioned that their main preferred provider is Dr. Parag Telang, Dr. Vikas
(Radiance Clinic) and Nalasopara Clinic.
Surgeon/ services
offered/ cost
Dr.Parag*

GRS

Emasculation

Breast

√ (Rs 1.25 – 2 .5 lakhs)

√ (Rs 40 - 50,000)

√ (Rs 60 - 80,000)

Dr. Vikas (Radiance clinic)
Nalasopara clinic

√ (Rs 60 - 80,000)
√ (Rs 50,000)

√

* The community claims that Dr. Parag doesn’t operate now on Nirvan hijras, he refers them to Olmec Clinic in Delhi for surgery

				

The community members are their own source of information, no other NGO or CBO
provides them with information on GRS or transitioning. Guru and Guru Bhai were the
key sources of support for pre and post-surgery they don’t have family support, very
rarely does some family member step up to support them during or after surgery.

				 Psychiatric assessment:
				

At HST, the members expressed that for getting a psychiatrist opinion and a certificate
for fitness they spend at least Rs 10,000.

				

At Kinnar Asmita, the members mentioned that none of the clinics offer psychiatric
support, endocrinology support or counselling. They have to either go to public
hospitals like KEM or Sion in psychiatric department or to private practitioners to get it.
Dr.Parag, refers TG people to two psychiatrists, one in Vile Parle and one in Lower Parel
where the certificates can be obtained for Rs 5000 each.
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All TG women preferred private providers. The participants claimed that long waiting
hours, unhygienic conditions, insensitivity of the staff, and unsatisfactory surgical
results in public hospitals were the key reasons for preferring private providers.
Although some mentioned that in Sion hospital some had done emasculation but the
outer shape of the vagina was not good.

				

The overall opinion from the participants across both the facility was that there is huge
demand in the community, and limitations in the availability of quality services from
the government facility. They highlighted the gap between the demand and supply of
services. Hence the services tend to become more costly.

				

Challenges in accessing health care

			

There were many reasons cited by the members as reasons for denial of surgical services for
TG people in Mumbai. (HIV positive/ diabetic and other comorbidities).

			

Cost is the major challenge. Many of them set a target and earn money either through
begging or sex work and save money (often with their gurus) for surgery. Mostly the TG
individuals undergo breast and Vaginoplasty together. Sometimes the gurus and gurubhais
give them loans to do their nirvan and surgery and they slowly earn and repay their gurus.

			

Delay in earning money, waiting for a long time to undergo the surgery and discrimination at
health care facilities makes many of the TG people to be stressed and depressed. This also
leads to substance use including alcohol.

		

a.

Public hospitals: The process of undergoing surgery is considered as a complicated one
in the Govt sector hospitals. The doctors ask for a complete psychiatric assessment for
gender dysphoria and proof for undertaking Hormone therapy for a minimum period
of 6 months. The psychiatric assessment has to be done by two psychiatrists, which
delays the entire process

			 b.

Private hospitals: The cost was the major factor which was a hurdle with respect to
private hospitals. It was even doubled or tripled if they had any comorbidities like HIV.

				

The members also expressed that there were legal formalities with respect to getting
consent forms before undergoing surgery. TG individuals under 18, who wish to
undergo surgery, were supposed to get consent from parents, which was a practical
hurdle for who have left their homes.

				

Post op complications:

			

TG individuals who underwent nirvan by traditional methods had urethral stricture and
infection as the commonest post-surgical complication. Surgeries done by surgical specialist
also had certain post-operative complications. The commonest post-operative complication
mentioned by the members who have undergone vaginoplasty is rectal fistula and then
incontinence of urine. The members said that management of post-operative complications
was very satisfactory at Sion hospital.

				

Other feminisation procedures

			 a.
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Hormone therapy: The members expressed that nearly 100% of all transwomen are
aware about hormone therapy. Some had expressed fear about the complications of
taking hormone therapy (eg: Hypertension/ Diabetes, Joint pain, pimples, lumps under
the breast, pus from the nipple, etc)
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The common source of information about hormone therapy was only through the
peers. Some had been provided certain over the counter drugs (Contraceptive pills
– Mala-D, etc). They clearly expressed that they were not provided any authentic
information by medical professionals. This was a major area of intervention that is
required for the TG people and they felt that NGOs should provide this information.

			 b.

Hair removal: Hair removal, skin peeling, fairness injection are three of the most
common beauty treatments that the transgenders take.

				

•

Participants mentioned that Laser hair removal costs from Rs1000 – Rs2500
(higher end clinics/ parlors) and a minimum of 6 to 12 sittings are required
dependent on their hair growth. Currently the members expressed that they
opt for laser therapy for removal of hair in the face, arms and legs. FPAI had an
in-house laser clinic and also Dr. Vikas would visit CBOs and charge Rs1000 to
Rs1500 per client for one sitting.

				

•

Skin peeling and other smoothening and scar removal – this was a preferred
treatment and was a hit among TG people. Cost was around Rs 1500 to Rs 3500
for combined treatment

				

•

Fairness injection: All Transwomen prefer fairness injections and cost Rs2500 to
Rs5000 per injection.

				

The members expressed that the demand is high, as these three services are a must
for Transgender women. They suggested that, if services are provided at affordable
rates, there would be more takers.

				

Role of CBOs:

			

The members felt that CBOs are providing good space for expressing their feelings and
concerns. Certain health related advice is also available through the CBOs. Information on
availability of GRS/ hormone/ hair removal therapies are available from the peers during
their group meetings. But not much medical and surgical services could be provided to them
by the CBOs. GRS and feminisation procedures are not part of the HIV prevention program.
Hence there is not much funding to support these activities. Moreover there isn’t an
organized program, both in the govt or private sector hospitals to provide referral linkages.

			

Most of the participants said that they are tired of receiving HIV information. If CBOs can
help the community with getting identity cards, schemes, beauty treatment and hormones
then the entire community will come regularly to CBOs. They mentioned that all TG people
irrespective of their gharanas or gurus will come to these CBO DIC cum clinics if such facilities
are offered.

				

Role of SACS/ MDACS:

			

Support from the HIV prevention programs are focused mainly on STD/ HIV prevention and
care for TG people. The non-availability of free condoms for the past one year, (which was
previously supplied by MDACS), is one of the major concerns of the community members.
They were apprehensive that the AIDS control program has not focused on the non HIV
related health services for TG people.

				

What the community expects:

			

The members were of the opinion that, having a comprehensive health care program for
TG population is a welcome move. If Government sector facilities are to be involved, then

July 2019

31

adequate sensitization of the health care providers and administrators need to be done.
As many of the government staff frequently get transferred / retired, this effort needs to
be in the form of a continuous program and additional HCP need to be capacitate to take it
forward without a break.
			

Private tertiary care institutions, which have an inclination to provide non-stigmatizing health
care services for TG population can be identified in Mumbai/ peripheral areas and they can
be sensitized to provide the comprehensive services at subsidized rates. The members felt
that insurance cover need to be provided for GRS procedures. Pricing should also be same
for PLHIV transgender people.

			

The program should ensure that the guidelines for all services (hormone therapy, hair
removal, GRS & substance abuse prevention) need to be made uniform across the partnering
facilities and among the NGOs, CBOS. Adequate capacity building need to be provided to
the health care providers and the community leaders, especially gurus on the treatment
protocols, etc. In addition to the health services the members also expressed the need to
avail certain Government schemes through this comprehensive program (pension schemes,
Gazette name & gender change, etc)

				

Discussion with members of Gharana:

			

All members expressed that they were part of one or the other Gharanas; and Gurus in
general support their chela if the chela wants to become nirvana. Some gurus may even
extend monetary support; and all gurus take care of their chelas and do Jalsa after surgery.
This is the tradition of the hijra community. Some expressed that in certain Gharanas , the
members don’t prefer to undergo emasculation (e.g. Jokthi gharana), which was mainly due
to the fear of surgery and its complications.

			

The members were aware that a social welfare board for TG people was proposed in
Maharashtra and is still in its early stages establishment. The TG people don’t perceive any
advantage of having a social welfare board, for facilitating health care accessibility. Some
expressed that implementing such comprehensive programs should be done engaging the
community and with adequate sensitization of the Gurus.
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V
Proposed Models Of Comprehensive
Service Package
Given that gender transition services are the felt unmet need of hijras and other transgender women in
Mumbai district, three potential models for providing gender transition services are summarised. Provision
of other services such as screening for cancer or vaccination against infectious diseases like Hepatitis-B is
not discussed, because once gender transition services are being accessed by transgender people it may be
relatively easy to discuss about and link to other services.
The models are primarily based on the location of gender transition-related services. Accordingly, a
comprehensive set of such services can be provided in public hospitals, private hospitals or in both, along
with involvement of CBOs that work with hijras and transgender women

Model 1: Public sector model (Strengthening the capacities of relevant
departments in a public hospital to provide gender transition-related
services)
Given the lack of public hospitals that offer any kind of gender transition-related services to transgender
people, it will be important to identify one or more public hospitals in which the hospital administration
as well as the faculty of relevant departments are willing to provide services to transgender people. As
nearly all surgeons would be familiar with removal of male external genitalia (most will have experience
in removing entire male genitalia that has testicular/penile cancer), and as many surgeons do know how
to create a vagina in females with vaginal atresia (in which girl babies are born without vagina), gender
affirmative surgical skills are not hard to learn and practice. Challenge may come from the expectations
of the transgender women community who may demand high quality construction of the vulva (external
appearance of the constructed female genitalia). Further, it is not mandatory that only endocrinologists
need to prescribe hormones for transgender people, any qualified medical practitioner can be trained to
provide hormonal therapy. Thus, what are required include: willing faculty, brief training on the international
standards of care (WPATH) on gender transition services and ethical/legal issues, and if required, surgical
training by an expert on gender affirmative surgeries. The relevant departments that can participate in
provision of a comprehensive set of services include surgery and plastic surgery, psychiatry and clinical
psychology, endocrinology, general medicine (as physicians can prescribe and monitor hormones) skin and
cosmetology, and ear, neck and throat. The first point of contact for accessing gender transition services
could be the skin/STD department, as they have a better understanding of the National HIV/ STI control
program and have a good working experience with NGOs and CBOs. Then the referrals of transgender people
from one department to another should be streamlined and seamless - based on the needs, but that process
should not be taxing to the transgender people.
An alternative could be having a ‘gender clinic’ that is open on a particular day(s) of a week, in which faculty
from key departments (e.g., surgery, psychiatry, endocrinology) can be deputed on a rotation basis. Then
such a model will come close to a ‘one-stop’ shop kind of service model even within the public sector.
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Certain potential points of concern, on having gender transition services through a public hospital is the
perceived negative image of a government hospital, perceived lack of skills related to performing gender
affirmative services, and perceived lack of timely and quality care among transgender people. It may
be important to build the confidence and gain the trust of transgender community in providing gender
transition services through a public hospital.
		

The following parameters need to be taken into consideration for implementing a successful health
care program for TG people in these public-sector facilities:

		 Staffing:
		

The key component which needs to be available in such comprehensive model of health care in
Public sector hospitals is the involvement of community in all steps. The program should place
adequately trained manpower (2 nos- Program coordinator & Counselor cum navigator) from the TG
community in the hospital campus, supported through an NGO/ CBO. This would give a better sense
of ownership of the CBO and a scope of better liaison with the hospital authorities and in-referral to
all concerned departments.

		

The TG community staff should facilitate pre and post-operative care of TG people and ensure that
they receive the necessary medical certificate for completion of GRS.

		

Hospital can ensure placement of adequately trained staff in the departments mentioned above.

		 Space & infrastructure:
		

Space can be provided by the hospital, within the STI clinic/ dermatology clinic for the CBO staff to
be the first point of contact after registration. Adequate infrastructure needs to be provided to the
staff to maintain registers/ records of TG members accessing services.

		 Updating the technical guidelines & protocols:
		

A technical committee needs to be formed with representatives from the Skin & STI, Endocrinology/
Gen medicine, plastic surgery & psychiatry departments. The committee needs to develop a
detailed protocol for health care of TG people within the hospital facility. Registration, availing
various services within the hospital campus, and follow-up needs to be clearly informed.

		

The committee should also develop a TG people education brochure, in local language, which
provides details of all services and procedures, complications due to surgical / cosmetology
procedures, forms and supportive documents to be provided for procedures, time duration for
completion of services, responsibilities of service providers and service seekers.

		 Administration support:
		

The hospital administration team should be involved in all stages of program planning,
implementation and review. A program coordination committee need to be formed with
representation from the hospital administration, departments, MDACS and the CBO/ TG people.
The hospital administration should also conduct sensitization program to the hospital staff on the
proposed program and the roles and responsibilities to provide non-stigmatizing care. The hospital
administration in coordination with MDACS should make necessary provision for distribution of IEC
materials for TG people education, branding of the clinic, signages & promotion of services.

		

MDACS & hospital administration can also facilitate the provision of breast implants free of cost
through insurance program or at a subsidized rate, for the TG people who wish to undergo breast
implant surgery.
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		 Monitoring:
		

The program coordination committee should conduct frequent review meetings during the first
couple of years of program implementation, to understand the hurdles in smooth implementation
of the program and guide the entire team. Later the frequency can be decreased in the ensuing
years. Monthly reports need to be prepared by the program coordinator in coordination with the
clinical team and presented to the coordination committee. This report needs to be sent to MDACS
for monitoring and supportive supervision.

Model 2: Private sector (Enhancing the existing capacities on genderaffirmative surgeries, and creating a near ‘one-stop’ service model)
Given that a sufficient number of private surgeons offer gender affirmative surgeries, certain private clinics
or hospitals may be willing to expand provision of gender transition-related services – at least gender
affirmative surgeries. In such a case, assuming that the surgical and psychiatric team associated with those
private clinics/hospitals are already trained and sensitized, focus should be on strengthening their awareness
about and adaptation of the international standards of care for gender transition services (like the WPATH
guidelines). There can be negotiations with such private hospitals/clinics in offering relatively affordable
gender transition services. The costs of such services either need to be supported by the government
bodies or at least subsidized (using a sliding scale), based on the ability of individual transgender people
to pay for such services. An insurance scheme model (as that for people living with HIV in some states) or
reimbursement of surgery costs (as initiated in the Kerala (Times of India, 2018)) could also be considered.
One another alternative could be to identify interested private clinics/hospitals/ tertiary care medical
institutions who could provide a ‘one-stop’ shop kind of range of key gender transition-related services
and follow the procedures described under the public sector model of care (strengthening necessary skills,
training on international guidelines and ethical issues, ensuring streamlined linkages between diverse
services).
As this would be a new venture in tertiary care private sector medical institution, a preliminary pilot activity
needs to be carried out in selected core departments (Registration, Skin, STD department & psychiatric
assessment). Based on the quantum of service requirement linkages can be made to the endocrinology,
surgical and other specialties in a step wise manner. Pilot testing will allow us to identify and work out any
problems in the recommended practices and processes at an early stage. This would help us refine the
program before we do the entire launch. A critical trial period should also be set up to get feedback and
allow for program refinements. In the initial few months of beginning such process, close monitoring and
ongoing capacity strengthening by a set of external experts would be helpful.
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The following picture depicts the (transgender person) attendees flow pattern in a comprehensive model
(public/ private sector tertiary care institution). The red arrows depict the flow of TG people within the
hospital campus. The two-way arrows indicate the possible two-way flow between the departments, while
the one-way necessitates flow from particular department. For instance, Endocrinology and Plastic surgery
department, should always receive clients from psychiatry to ensure the appropriate counselling assessment.
Gen medicine
Department

OPD
Registration

Oncology
Department

Endocrinology
Department

Skin & STI
Department

ICTC

ART

Psychiatry
Department

Plastic surgery
Department

Other services / Social support / legal advice

Model 3: Cafeteria Model
It is possible that one or more public hospitals have strengths on certain gender transition-related services
and certain private clinics/hospitals on another set of services. In such cases, it may be pragmatic to consider
using the services that are available or those that can be easily and quickly strengthened in both the sectors.
Certain services like counselling and diagnostic services offered in psychiatry could be easily strengthened for
gender transition-related services. And certain private clinics/hospitals may specialize in gender affirmative
surgeries and/or hormonal therapy. In such cases, engaging both the public hospital and private clinics/
hospitals would be practical.

Public
sector model

Private
sector model

Free services

Paid (subsidized) services

Gender-aﬃrmative
surgeries, hormonal therapy,
HIV/STI , counseling services
within the hospital campus

Gender-aﬃrmative
surgeries, hormonal therapy,
HIV/STI , counseling services
within the hospital campus

Placement of transgender
people within the hospital
for referral linkages, and
access to social entitlements
and legal services

Collaboration with CBOs for
social entitlements and legal
services (if needed & willing)

Cafeteria
model
Transgender people will
have options for accessing
diﬀerent services across all
three sectors (public, private
and voluntary)
For example
HIV/STI, counseling
services, psychiatry
assessment for surgery
from the public sector
Surgical and feminisation services from the
private sector
Social entitlements and
legal aid from CBOs
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Comparison of three models
Characteristics
Current availability

Public sector
model
Sion hospital,
Mumbai

Private sector model

Cafeteria model

Nil in Tertiary care
facilities

TG people choose private surgeons
for GRS, physicians for Hormone
therapy and cosmetologists for
Laser therapy.

7-8 private surgeons do
surgeries

Access govt facilities for STI/ HIV
services.
Access CBOs for other support
services (legal, social entitlements)

Scope of expansion

Current cost

To identify
additional public
sector hospitals
willing to provide
services
Free services

To identify a tertiary care
facility willing to provide
all services under one
roof

Clearly define the public and private
sector facilities willing to provide
services and link the TG people to
required services

Paid services ranging
from Rs 0.6 - 2.5 lakhs /
GRS procedure,
Rs 24,000 –Laser hair
removal
Rs 6,000 for hormone
therapy / year

Proposed cost

Services lacking

Free services

Select services – Free

Select services – Free

Subsidized services Select services - cost
(for implants)
sharing (subsidized)

Select services - cost sharing
(subsidized)

Hormone therapy

All available but fragmented across
various providers

Laser Hair removal

All available but
fragmented across
various independent
private providers

Counseling services
Linkage/ referral to
social entitlements
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Services to be
included

Hormone therapy
and Laser Hair
removal to be
managed by
trained physicians
and dermatologists
in the hospital
Counseling services
and linkages for
legal services /
social entitlements
to be linked with
the CBO attached
to the hospital

Requirement of
capacity building

Relevant technical
and administrative
staff, CBO
representatives to
be trained

All services to be
coordinated within the
same facility (tertiary
care private hospital)

All services to be coordinated across
various facilities by the CBOs

Counseling services and
linkages for legal services
/social entitlements to
be linked with the CBO
attached to the hospital

Relevant technical and
administrative staff, CBO
representatives to be
trained

Relevant technical and
administrative staff, CBO
representatives to be trained

List of comprehensive services in the proposed model
Services

Services

HIV/ STI services

HIV/ STI Counselling & Testing services

STI clinic & ICTC

HIV / STI treatment services

STI clinic & ART centre

Post-exposure prophylaxis (PEP) and preexposure prophylaxis (PrEP)
Hormonal therapy

ART centre

GRS & feminisation
services

Other services

Department/ stakeholder

Hair removal therapy

Endocrinology/ Trained physician
(general medicine)
Dermatology/ Cosmetology

Gender affirmative services

Plastic/ General surgery

Mental health services

Psychiatry

Substance abuse prevention

Psychiatry

Vaccination – HBV/HPV

General medicine/ STI

Cancer prevention & treatment services

Oncology/ Trained General surgeon/
Trained General physician
CBO/NGO

Social support / Legal aid services
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Simple costing for various models

		

This section discusses in brief about the cost involved for both the models of health care discussed
above.

Public sector & Cafeteria model
S.no
1

2

3

4

5

Description
Human Resource
Program coordinator - 1 no
Counselor cum navigator - 1 no
Infrastructure & Supplies
Furniture , printer & space
Office stationery
Communication
Program cost
Capacity building activities
Sensitization programs
IEC material development
Support group meetings
Travel
Program coordinator - 1 no
Peer Counselor cum navigator
- 1 no
Monitoring & Evaluation
Review meetings
Documentation
Total

Unit cost

Months

Amount in INR

30,000
20,000

12
12

3,60,000
2,40,000

1,00,000
1,000
1,000

1
12
12

1,00,000
12,000
12,000

20,000
5,000
2,00,000
2,000

12
12
1
12

2,40,000
60,000
2,00,000
24,000

3,000
3,000

12
12

36,000
36,000

500
2,000

12
12

6,000
24,000
13,50,000

Role of the public sector hospital:
•

The hospital administration team & clinical team should be willing to pilot and operationalize
the program activities.

•

A program steering committee and a technical committee should be set up. The committees
should meet regularly to monitor the progress of the program.

•

A separate account needs to be maintained for fund transactions

•

Space, electricity, toilet and water to be provided for the program team.

•

The administration should provide a conducive environment for smooth operationalization of
the program.

•

The administration team should coordinate with the accounts team and provide necessary
support for disbursement of money for salaries and other program activities, maintenance of
accounts and financial audits.

•

The hospital administration may provide sensitization programs for other allied health care
providers.
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Private sector:

		

The Project can provide the support mentioned similar to public sector hospitals. In addition to it as
a part of the partnership the following support needs to be provided by the private hospital

Role of the private sector hospital administration:
		

•

The hospital administration team & clinical team should be willing to pilot and operationalize
the program activities.

		

•

A program steering committee and a technical committee should be set up. The committees
should meet regularly to monitor the progress of the program.

		

•

A separate account needs to be maintained for fund transactions

		

•

Space, electricity, toilet and water to be provided for the program team.

S.no
1
2
3

4
5

Description
Human Resource
Admin & finance support (part time)
Infrastructure & Supplies

Unit cost

Months

Amount in INR

10,000

12

1,20,000

Furniture, printer & space
Program cost
Subsidies for registration &
outpatient consultations (Rs 100* 200
consultations)

50,000

1

50,000

20,000

12

2,40,000

Subsidies for laser hair removal (Rs
1000* 200 consultations)
Subsidies for laboratory investigations
( Rs 500* 200 consultations)
Subsidies for surgeries
(Rs 10,000* 10 surgeries / month)
Travel
Admin & finance support (part time)
Monitoring & Evaluation
Documentation

2,00,000

12

24,00,000

1,00,000

12

12,00,000

1,00,000

12

12,00,000

500

12

6,000

500

12

6,000

Total
Services (requires discussion with
the hospital administration)
OP registration & consultation
charges
Laboratory investigations
Laser therapy
Surgeries (including implant cost)
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52,22,000
Hospital subsidy

Attendees cost

100%
50%
50%
20%

50%
50%
80%
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•

In addition, the administration team should provide subsidies for registration, Op
consultation, laboratory investigations, laser therapy procedures &surgeries

		

•

The administration should provide a conducive environment for smooth operationalization of
the program.

		

•

The hospital administration may provide sensitization programs for other allied health care
providers. The admin team should provide HR support on a part time basis to manage the
administration and finance related support.

		

•

The administration team should coordinate with the accounts team and provide necessary
support for disbursement of money for salaries and other program activities, maintenance of
accounts and financial audits.

		

•

The proportion of cost sharing between the Project team and the private hospital would be
1:4 (this needs to be finalized in consultation with the Private hospital)

		

Roles of other stakeholders
i)

Role of SACS

			

•

MDACS/ SACS, may ensure adequate fund mobilization either through NACO funding /
donor funding to pilot these initiatives

			

•

MDACS/ SACS in collaboration with partners may develop the protocols for identifying
the facilities and conduct a detailed assessment of public and private sector hospitals,
their willingness for implementation, availability of human resources , infrastructure

			

•

Based on the assessment report, MDACS /SACS can play the pivotal role in entering
into MoU with the public / private sector hospitals for implementing the program. The
committees need to be formed and periodic monitoring of the program need to be
done.

			

•

In public sector hospitals, this program needs a strong linkage with the existing STI/
HIV control programs. (e.g.: Designated STI/RTI clinic, ICTC, PMTCT and ART program)

			

•

In private sector hospitals, this program may be clubbed with PPP programs related to
the STI/ HIV control programs. (e.g.: free supply of RPR, HIV test kits, PMTCT program
& referral for ART)

			

•

MDACS/ SACS M&E team must ensure regular data collection, analysis and a
simple reporting mechanism. This would pave way for identifying the challenges in
implementation and exploring the possibilities of scaling up the activities to additional
facilities.

ii)

Role of CBO

			

•

All the CBOs working with MDACS, which are implementing TI programs, can be part
of the entire process of planning and implementation of the program. The members
need to be part of the program steering committee which provides insight into the
implementation of the program.

			

•

CBOs may liaison with the hospital administration in a regular frequency during the
sensitization meetings and facilitate the implementation.

			

•

CBOs may be involved during the IEC material development and be involved in the
capacity building programs for Health care providers and the TG people.
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VI
Challenges and recommendations
Transwomen, in general, prioritize transition over HIV prevention or treatment. Given this, among several
unmet service needs, it may be reasonable to first focus on provision of gender transition related serviceswhich will also strengthen the uptake of HIV related services among transwomen, and indirectly reducing
their HIV vulnerability. For other services (such as mental health, cancer screening, Hepatitis B vaccination
and pre exposure prophylaxis), which are essential but which are not perceived to be that important by
transwomen, first demand needs to be created in terms of awareness raising about the need for services and
then provision of information on where transwomen can access such services.

Challenges in implementation
1.

Implementation in Govt set up needs more political commitment and involvement of Health care
providers. This would be a real challenge, as sensitizing them is a long-drawn process.

2.

There are difference of opinion among various subgroups in Transgender communities, as to where
the services need to be available. Some preferred in Mumbai and some in suburbs.

3.

Community members prefer to get special attention and preference while availing services in govt
facilities, which would be a challenge for the health care providers to handle.

4.

Admission in female wards for surgical procedures is another requirement of TG community
members, which is also a difficult operational issue within Government hospital settings.

5.

Protocols to be followed across both public and private sector health care facilities need to be
standardized. This requires acceptance from doctors and other health care providers from both
sectors.

6.

Varying preference of the community members for different services across the Govt and private
facilities. E.g. some may prefer Laser hair removal and STI/HIV services from Govt facilities while
preferring private facility for surgical procedures. This requires meticulous planning for providing a
cafeteria approach for availing services across Govt and private facilities

Recommendations
The following are the key recommendations for implementation of the program. Most of the programs have
been implemented based on the community needs and the priorities of the implementing agencies.

a. Mapping of resources
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Proper mapping and sustainability of the resources are the key factors in implementation and
continuity of the activities. Data pertaining to mapped resources are not available. Selection of sites
and health care providers needs to be done based on the availability of human resources, (in-house
resources and part time consultants), infrastructure, supplies of implants, etc.
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b. Community & stakeholders’ expectations
		

While planning the program, the perspectives and expectations of the community and other
stakeholders need to be considered and probable challenges which might occur in implementation
need to be understood well in advance. The mismatch between the community expectations and
health care provider’s services provision leads to reduced access to health care. Service provision
needs to be simpler and less cumbersome for all categories of TG people irrespective of their
education status. The community should have the flexibility to opt for services across both the Govt
and private sector facilities.

c. Technical challenges
		

Programs which have been implemented by the Government through necessary orders, need
to keep into consideration, especially, the availability of proper technical guidance documents
for medical professionals. The non-availability of such documents have led to discontinuation of
services, when selected the medical personnel are transferred or retired.

d. Administrative and financial challenges
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Sensitized administrative staff are very crucial in the smooth implementation of the program. The
projects should also have a mechanism for roping in additional funds from other agencies / donors
or develop a revenue generating model for sustaining the program. The program should be able
to subsidize the cost of surgery and lab investigations in discussion with the private hospitals /
laboratories.
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VII
Road map for implementation and
sustainability
Implementation road map
In choosing the three models of comprehensive care for transgender women, one needs to consider several
factors - some related to the services themselves and others related to the setting of the services. These
include: priority given to that service (both by transgender women and other stakeholders); whether that
service needs to be free, subsidized or fully paid; willingness among the health care setting administration
and staff to provide such services; time and resources for capacity building; how soon the services can be
started in a particular setting, potential uptake of such services in that particular setting, and logistical/
budgetary considerations.
The following section details the roadmap for implementation of the health care models for TG people.

Formation of
Program
management
committee

Assessment of
facilities

Development of
operational guidelines
& IEC materials

Capacity building of
HCP & community

Infrastructure
support &
development
of reporting formats

Development of
Community service
requirement
repository

Development of
Monitoring and
evaluation
framework

Program
Implementation
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Formation of Program management committee
		

A program management committee needs to be formed with the heads of MDACS, CBO
organizations, Subject experts, representatives from public sector and private sector hospitals and
donor agencies. This core committee should be instrumental in developing the action plan for the
entire program and obtaining necessary official permissions for undertaking activities in Mumbai.

Assessment of facilities
		

A detailed assessment on the proposed facilities, the availability of HR, infrastructure, willingness
to implement the program, technical capacities of the Health care providers, linkages with other
services (such as legal) needs to be done. Based on the study, the facilities can be shortlisted, and
support can be provided to fill up the gaps.

Development of operational guidelines & IEC materials
		

Operational guidelines on the technical aspects of GRS and feminisation procedures need to
be developed for the facilities. This needs to be done with experts in the field of Psychiatry,
Endocrinology, Plastic surgery, Dermatovenereology and public health experts. IEC materials need
to be developed with the support of TG community members and the hospital administration
teams. This would provide a clear understanding on the process flow from registration to exit.
Administrative and financial guidelines need to be separately developed for the facilities in
consultation with the respective heads of the departments. Resources for funding the activity for a
minimum period of three to five years need to be identified.

Development of Community service requirement repository
		

A detailed service requirement repository needs to be developed with the help of the TG peer
leaders. This repository will provide the information of all TG people and their demographics, with
information on their current status of uptake of hormone therapy, laser therapy, nirvan, breast
implants, vagino plasty, psychiatry assessment, Substance abuse prevention dependence and other
feminisation procedures. This would have to be done beyond the scope of the TI program. The
service requirement and their preferences with respect to availing services from public/ private
sector facilities and willingness to pay for services need to be assessed. The repository to be
managed by MDACS.

Infrastructure support & development of reporting formats
		

Infrastructure support to the selected facilities should be provided. Data collection formats and
reporting formats need to be developed in consultation with the Clinical team and MDACS.

Capacity building of HCP & community
		

Capacity building initiatives should be commenced across both the selected public and private
hospitals. Training should be offered to all health care providers with a special focus on soft skills. In
parallel, the CBO members should also be sensitized on the process of all the health care procedures
and the administrative requirements.

Development of Monitoring and evaluation framework
		

A detailed monitoring and evaluation framework needs to be developed which needs to be oriented
to all the stakeholders involved in the program implementation. Monthly, Quarterly and annual
reporting formats, which would provide a detailed narrative on the best practices and challenges
in implementation. An annual evaluation framework should also be developed to monitor the
effectiveness of the program.

		

The key challenge would be to convert these action points into actions themselves - to advance the
health of transgender communities in Mumbai district.
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Sustainability plan
Key points to be noted for ensuring sustainability of the program
		

•

TG community members should be involved in all stages of the program planning and
implementation.

		

•

Redressal mechanism should be available in place to rectify all the hurdles in program
implementation.

		

•

The program should be designed in such a way to cater the needs of those who are willing
to pay at private hospitals and those who wish to avail services from Public sector. The
community should be informed of t both options and that they are free to choose either of
them.

		

•

The standards of care need to be uniform across both the sector, in terms of the operational
guidelines for all GRS health needs including the feminisation procedure needs of TG people.

		

•

Health care providers in all departments involved in health care of the TG people need
to be constantly capacitated through training, which will enhance their involvement and
continuity.

		

•

Multi department service linkages, beyond health services, should be effectively carried out
to ensure better acceptability among the TG people.

		

•

Funding for the program should be arranged in such a way that the state health department
includes it in its annual budget after a specified period of support by MDACS/ donor agency
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IX
Annexure
List of stakeholders interviewed and discussed
S.No

Key informant interviews

Designation & organization

Site

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Shri. Parimal Singh I.A.S
Dr.Shrikala Acharya
Dr.Umang
Ms.Jane Watson
Dr.Parag
Ms. Gauri
Sadhya
Ms. Meera Sawant
TG PLHIV
Ms. Shreya reddy

Mumbai
Mumbai
Mumbai
Mumbai
Mumbai
Mumbai
Mumbai
Mumbai
Mumbai
Mumbai

11.
12.
13.
14.
15.
16.
17.
18.

Humsafar trust
Kinnar Asmita
Ms. Kalpana Apte
Dr.Fritz
Dr.Anindya
Dr.Saravana Jothi
Mr.Munvar Basha
Ms.Sheetal

Project Director, MSACS
Additional Project Director, MDACS
Surgeon
CEO, Priya Med services
Surgeon
TG opinion leaders
Transmen
TG opinion leaders
TG opinion leaders
Coordinator, TRAScend project,
Humsafar Trust
TG community members
TG community members
FPAI
Tangerine clinic
Psychiatrist, RG Kar Medical College
Psychiatrist, Institute of Mental Health
Manager, FPAI
TG clinic coordinator, MGIMS
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Mumbai
Thane
Mumbai
Bangkok
Kolkatta
Chennai
Chennai
Puducherry

51

Glossary & acronyms
ART

-

Anti Retroviral Therapy

CBO

-

Community Based Organization

Chela

-

Student / disciple

FtM

-

Female to Male

Gharana

-

Family / sect

GRS

-

Gender Reassignment/ Reaffirmative Surgery

Guru

-

Head of family

Gurubhai

-

Siblings

HIV

-

Human Immunodeficiency Virus

HPV

-

Human Papilloma Virus

ICTC

-

Integrated Counseling and Testing Centre

Jalsa

-

A ritual celebratory feast post nirwani ceremony

MtF

-

Male to Female

NGO

-

Non-Governmental Organization

Nirvan

-

Process of undergoing removal of male external genitalia

PEP

-

Post-exposure prophylaxis

PrEP

-

Pre-exposure prophylaxis

STI

-

Sexually Transmitted Infection

TG

-

Transgender person
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