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HIV surveillance and prevention in transgender women 
In The Lancet Infectious Diseases, Stefan Baral and 
colleagues1 report the results of their systematic review 
and meta-analysis of the burden of HIV infection in 
transgender women. They compared the HIV prevalence 
identifi ed in studies of transgender women with 
the prevalence estimates in adult male and female 
populations of reproductive age in countries for which 
both types of data were available. Their analysis shows 
that transgender women have almost 50 times the odds 
of HIV infection than did the reference population. 

These fi ndings come as we approach the fourth 
decade of the AIDS epidemic, and do not refl ect well 
on the sensitivity and specifi city of previous case 
reporting. From the onset of the epidemic, transgender 
women have not been included as a separate case-
reporting category, and cases have probably been 
classifi ed as homosexual men.2 Similarly, in the ensuing 
HIV surveillance, transgender women were rarely 
included as a separate risk category, and data were 
usually merged with men who have sex with men 
(MSM).1 These arbitrary decisions have long masked 
the burden of HIV infection in transgender women and 
have had a negative eff ect on prevention research and 
programming. For example, postoperative transgender 
women who did not practise anal intercourse have 
been excluded from participation in biomedical HIV-
prevention trials. A history of neovaginal intercourse (ie, 
intercourse involving the surgically created vagina) was 
not suffi  cient for enrolment in any of the antiretroviral 
chemoprophylactic HIV-prevention studies that have 

been done in men and women around the world so 
far.3 Hence, our present knowledge of the prevention 
of neovaginal acquisition and transmission of HIV 
infection in the event of pre-exposure prophylaxis, post- 
exposure prophylaxis, and antiretroviral treatment for 
prevention is almost non-existent. 

The exclusion of transgender women from these trials 
is a lost opportunity to identify eff ective HIV-prevention 
strategies in a population for which implementation 
could be universal. Baral and colleagues1 identifi ed similar 
risks for HIV infection and equally high HIV prevalence in 
transgender women from vastly diff erent cultural, legal, 
and socioeconomic contexts. Exclusion in HIV-prevention 
trials not only hampers adequate infection prevention 
eff orts in transgender women, but it also leaves some 
unique scientifi c research questions unanswered. For 
instance, the neovaginal compartment and its close 
anatomical proximity to the rectum allow study of 
diff erential and cross-compartmental penetration 
and protection by oral and topical formulations of 
antiretroviral chemoprophylactic drugs. Such studies 
cannot be done in men and, for various reasons, have 
not been done in women with respect to the vagina and 
the rectum. Answers to these questions could help to 
understand the immunological and immunohistological 
processes explaining the diff erent levels of effi  cacy of 
antiretroviral chemoprophylaxis in preventing vaginal 
and rectal acquisition and transmission of HIV infection.3 
To our knowledge, no new compartment has been added 
to human anatomy since Leonardo da Vinci established 
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anatomy as a medical discipline in the late 15th and 
early 16th century.4 Therefore, one would expect the 
medical community to show more scientifi c curiosity 
and eagerness to study and monitor its postoperational 
use in daily life. Compared with other rare invasive 
medical procedures, such as heart and kidney transplants, 
there has not been a huge interest in researching the 
neovaginal compartment and in keeping individuals 
under observation for continued physical and mental care. 
The lack of provision and retention in mental and other 
health care is part of a much wider problem in transgender 
women,5 and not only applies to neovaginal surgery but 
to other body-modifying procedures as well. 

Despite these medical interventions, many trans-
gender women will continue to endure stigma and 
discrimination, and can feel socially isolated and 
marginalised by society. These social mechanisms put 
them at increased risk for mental and other health 
problems, such as depression, suicide and suicide 
ideation, lack of negotiation power during sex, sexual 
abuse and coercion, hormone and substance use 
related needle sharing, sex in exchange for money or 
drugs, and sexually transmitted infections, including 
HIV.1 However, recently approved changes in the 
diagnostic classifi cation of mental health conditions in 
transgender women might help reduce the pervasive 
stigmatisation of transgender people and resultant HIV 
risk. The Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5), which determines diagnostic coding 
used for access to medical and mental health care, 
has recently changed the diagnosis for transgender 
people from “gender identity disorder” to “gender 
dysphoria”, and removed the diagnosis from the sexual 
disorders chapter.6 This change will certainly aff ect US 

health providers’ perspectives of transgender women 
and could aff ect global policies around protection 
and access to care by, for instance, pushing revisions 
to WHO’s International Classifi cation of Diseases 
diagnostic coding. 

In this context, the paper by Baral and colleagues1 
comes as a timely and important scientifi c reference 
and responsible advocacy tool to promote the physical 
and mental health of transgender women through 
appropriate services founded in scientifi c research. 
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Adjunctive corticosteroids for all forms of tuberculosis?
Ever since the introduction of antituberculosis 
chemo therapy in the late 1940s, researchers and 
clinicians have recognised that poor outcomes 
from tuberculosis treatment often result from an 
exaggerated immune response to dead and dying 
bacteria.1 A longstanding hypothesis has been that 
outcomes from tuberculosis, especially the most 
severe forms, can be improved if the inflammatory 
response is controlled by adjunctive corticosteroids 

while antibiotics are used to kill the bacteria. Up to 
now, controlled trial evidence has sug gested that 
corticosteroids improve survival from tuber culous 
meningitis and pericarditis, and national guidelines 
(eg, in the USA2 and UK3) recom mend their routine 
addition to treatment for these forms of tuber-
culosis. Whether corticosteroids improve outcomes 
from tuberculosis of other organ systems remains 
uncertain. 
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