Supplementary File 2. Qualitative coding framework and codebook
This file contains de-identified analytic materials only. Participant names are pseudonyms. Full interview recordings, full transcripts, and identifying information are not included because of participant confidentiality and safety restrictions.

Supplementary Table S1. Qualitative Coding Framework
	Selective Theme
	Axial Category
	Open Code
	Sub-code / Indicator
	Empirical Anchor
	Participant Source
	Analytical Meaning
	Barrier Level

	Social exclusion before healthcare contact
	Normative gender pressure
	Pressure to conform to male identity
	Being told to “be a man”; identity correction; refusal of gender expression
	“I cannot do what people say to be a man.”
	MR
	Healthcare access is shaped before clinical contact because participants already expect correction or judgment in public institutions.
	Social

	
	Fragile social acceptance
	Conditional acceptance
	Acceptance must be tested; safety depends on relational trust
	“I only want a man who can accept me as I am.”
	AG
	Acceptance is not assumed. Participants evaluate whether a space, including healthcare, will recognize them as legitimate subjects.
	Social / Relational

	
	Everyday stigma
	Verbal judgment and ridicule
	Mockery, humiliation, moral labeling, social rejection
	Reported ridicule and moral condemnation in public/waiting-room contexts
	AG, YF
	Stigma becomes a prior condition that frames expectations toward health services.
	Social

	
	Social insecurity
	Fear of humiliation
	Worry about being laughed at, corrected, or exposed
	Experiences of being judged and humiliated in daily social life
	Multiple participants
	Social risk produces anticipatory caution before care-seeking begins.
	Social

	Precarious livelihoods and constrained care seeking
	Economic survival
	Rent and daily needs
	Rent, food, transport, basic living costs
	“To pay rent, send money to my family…”
	YF
	Health competes with urgent survival expenses.
	Economic

	
	Family obligation
	Remittances to family
	Sending money to village/family; economic responsibility beyond self
	“Send money to my family in the village.”
	YF
	Care-seeking is constrained by obligations that reduce disposable resources.
	Economic / Familial

	
	Income instability
	Irregular informal work
	Beauty work, informal jobs, unstable earning sources
	“I focus more on my make-up work.”
	AY
	Informal livelihood limits ability to plan routine healthcare.
	Economic

	
	Return to risky/previous work
	Economic compulsion
	Returning to prior work when financially pressured
	“When I am in a tight spot, I go back to it again.”
	AY
	Employment decisions are shaped by necessity rather than preference, reducing autonomy for healthcare.
	Economic

	
	Limited autonomy
	“No choice” economic condition
	Lack of savings, capital, stable alternatives
	“Like it or not, for now I still have to do this.”
	YF
	Healthcare delay is not ignorance but a rational response to constrained resources.
	Economic / Structural

	Anticipated discrimination in services
	Expected moral judgment
	Fear of being judged by providers or other patients
	Religious/moral condemnation; shame-based treatment
	Waiting-room mockery described by YF
	YF
	Healthcare spaces are imagined as morally risky, not automatically safe.
	Institutional / Social

	
	Anticipated disrespect
	Fear of humiliation during service entry
	Disrespectful tone, irrelevant questions, identity-focused comments
	Participants’ concern about being treated as problematic
	MR, AG
	The first point of contact becomes a critical access threshold.
	Institutional

	
	Privacy concerns
	Fear of exposure
	Identity, occupation, health condition, and social relations disclosed carelessly
	Manuscript emphasizes confidentiality as a primary requirement
	Cross-case
	Lack of confidentiality can transform service contact into social risk.
	Institutional

	
	Service mistrust
	Uncertainty about provider response
	Unsure whether service will be respectful, safe, or confidential
	Participants approach services with vigilance
	Cross-case
	Service availability does not equal accessibility.
	Institutional

	Identity management as survival strategy
	Assertive identity management
	Maintaining self-recognition
	Refusing to deny identity; insisting on acceptance
	MR rejects pressure to become a man
	MR
	Identity management is not always concealment; it can include self-assertion.
	Interactional

	
	Relational safety-seeking
	Seeking acceptance through trusted people
	Preference for people who accept identity without correction
	AG’s emphasis on being accepted “as I am”
	AG
	Trust mediates whether participants approach public or service spaces.
	Interactional

	
	Tactical disclosure
	Selective openness or silence
	Choosing when to speak, remain silent, or rely on trusted intermediaries
	Discussed in Results 5.4
	Cross-case
	Participants manage visibility to reduce stigma exposure.
	Interactional

	
	Livelihood visibility management
	Managing work identity and social exposure
	Moving between make-up work and previous income sources
	AY
	Economic survival and identity presentation are jointly managed.
	Interactional / Economic
	

	Implicit expectations from health services
	Respectful entry
	Non-corrective communication
	No forced identity correction; no humiliating intake
	MR’s concern about pressure to be “a man”
	MR
	Safe access begins at reception/intake, not only during treatment.
	Service

	
	Affirming recognition
	Being accepted without commentary
	Identity not treated as a problem
	AG’s statement about acceptance
	AG
	Recognition is a functional condition of access.
	Service / Relational

	
	Confidentiality
	Controlled information flow
	Identity, occupation, and health information protected
	Manuscript states confidentiality as a primary requirement
	Cross-case
	Privacy protection reduces social and institutional risk.
	Service

	
	Safe referral pathway
	Non-humiliating referral
	Referral without gossip, exposure, or moral judgment
	Inferred from service-entry concerns
	Cross-case
	Referral systems must prevent secondary stigma.
	Service

	Constrained healthcare access outcome
	Delayed care
	Postponement of treatment
	Care delayed due to cost, fear, or anticipated humiliation
	YF discouraged from seeking care despite gastric relapse
	YF
	Delay emerges from combined stigma and economic precarity.
	Outcome

	
	Selective care-seeking
	Care only when safe or urgent
	Using trusted spaces, delaying until necessary, avoiding hostile settings
	Cross-case pattern
	Cross-case
	Participants do not reject healthcare; they triage risk.
	Outcome

	
	Avoided care
	Non-use of services
	Not approaching care due to expected judgment or exposure
	Discussed in Results and Figure 1
	Cross-case
	Avoidance is a protective strategy under unsafe conditions.
	Outcome






Supplementary Table S2. Codebook with Definitions, Inclusion, and Exclusion Criteria
	Code
	Operational Definition
	Include When Data Show…
	Exclude When…
	Example Evidence
	Analytical Use

	Gender correction pressure
	Direct or indirect demand that participants abandon waria identity or conform to male identity
	Statements about being told to become a man, repent, return to “nature,” or change gender expression
	General economic hardship without identity correction
	MR’s refusal to “be a man”
	Shows stigma begins before healthcare contact

	Fragile acceptance
	Acceptance experienced as conditional, unstable, or dependent on interpersonal approval
	Participants seek validation, safety, or acceptance from others
	General friendliness without risk of rejection
	AG wanting to be accepted as she is
	Explains why users test spaces before accessing care

	Anticipated humiliation
	Expectation of being shamed, mocked, laughed at, or morally judged
	Participants fear ridicule in waiting rooms, registration, or provider interaction
	Actual clinical mistreatment only, unless connected to anticipation
	YF discouraged after waiting-room mockery
	Explains delay and avoidance

	Economic survival priority
	Immediate living costs override health-related decisions
	Rent, food, transportation, work income, family remittance, savings
	Abstract poverty not linked to care-seeking
	YF paying rent and sending money home
	Shows economic precarity as access barrier

	Informal livelihood instability
	Income from informal work is uncertain and affects healthcare planning
	Make-up work, unstable job options, return to previous work under pressure
	Stable work without effect on health access
	AY returning to prior work when “kepepet”
	Links livelihood precarity to limited autonomy

	Service mistrust
	Participants perceive formal services as potentially unsafe, disrespectful, or exposing
	Fear of judgment, confidentiality breach, humiliating registration
	Neutral unfamiliarity with services
	Cross-case anticipation of disrespect
	Identifies institutional barrier

	Privacy risk
	Fear that identity, occupation, or health information may be disclosed
	Concerns about confidentiality, gossip, exposure, unsafe referral
	Routine data collection without stigma risk
	Manuscript emphasis on privacy protection
	Supports recommendation for confidential intake

	Identity management
	Strategies used to manage visibility, disclosure, silence, or self-presentation
	Selective disclosure, remaining silent, relying on trusted people, asserting identity
	Ordinary preference unrelated to safety
	MR assertion; AY tactical work decisions
	Shows agency under constraint

	Safe first contact
	Conditions needed at the first point of service entry
	Respectful greeting, nonjudgmental intake, correct identity handling
	Clinical treatment quality only after entry
	Results 5.5
	Translates findings into service design

	Delayed care
	Postponement of healthcare despite need
	Chronic symptoms untreated, care postponed due to fear or cost
	No evidence of health need
	YF delaying care after humiliating experience
	Outcome code

	Selective care-seeking
	Seeking care only under specific safe, trusted, or urgent conditions
	Participants weigh risk before approaching services
	Routine healthcare use without risk calculation
	Cross-case pattern
	Shows care-seeking as conditional

	Avoided care
	Non-use or avoidance of formal services
	Fear, shame, economic pressure, or privacy risk prevents service use
	Temporary delay without avoidance
	Figure 1 outcome
	Captures most restrictive access outcome






Supplementary Table S3. Participant-by-Code Matrix
	Participant
	Social Exclusion
	Gender Correction Pressure
	Fragile Acceptance
	Economic Precarity
	Informal Livelihood Constraint
	Anticipated Discrimination
	Privacy Concern
	Identity Management
	Delayed / Selective Care

	MR
	Strong
	Strong
	Moderate
	Not primary
	Not primary
	Moderate
	Moderate
	Strong assertive identity management
	Implied

	AG
	Strong
	Implied
	Strong
	Moderate
	Implied
	Strong
	Moderate
	Strong relational safety-seeking
	Implied

	YF
	Strong
	Moderate
	Moderate
	Strong
	Strong
	Strong
	Strong
	Tactical survival management
	Strong

	AY
	Moderate
	Implied
	Moderate
	Strong
	Strong
	Moderate
	Moderate
	Tactical livelihood management
	Moderate

	AF
	Contextual
	Contextual
	Contextual
	Contextual
	Contextual
	Contextual
	Contextual
	Contextual
	Not used for theme generation





Supplementary Table S4. Thematic Pathway Coding: From Social Condition to Healthcare Outcome
	Stage
	Empirical Condition
	Mechanism
	Intermediate Effect
	Healthcare Access Consequence

	1. Daily social environment
	Stigma, rejection, verbal judgment, fragile acceptance
	Participants learn that public spaces may be unsafe
	Heightened vigilance
	Healthcare is approached with caution before any clinical interaction

	2. Identity-related pressure
	Demand to conform to male identity or justify gender expression
	Identity becomes treated as a social problem
	Fear of correction or humiliation
	Participants anticipate similar treatment in healthcare settings

	3. Economic survival
	Rent, family remittance, unstable work, lack of savings
	Immediate needs outrank health needs
	Reduced time, money, and autonomy
	Care is delayed or sought only when urgent

	4. Service anticipation
	Expected judgment, disrespect, privacy breach
	Services are perceived as risky rather than neutral
	Institutional mistrust
	Available services are not automatically accessible

	5. Identity management
	Selective disclosure, silence, reliance on trusted people, self-assertion
	Participants reduce exposure to stigma
	Conditional approach to care
	Care-seeking becomes selective and risk-calculated

	6. Outcome
	Combined stigma, poverty, and unsafe service perception
	Multiple barriers accumulate
	Constrained access
	Delayed, selective, or avoided healthcare





Supplementary Table S5. High-Level Analytical Themes for Manuscript Supplement
	Final Theme
	Core Claim
	Supporting Codes
	Recommended Manuscript Language

	Theme 1: Social exclusion precedes healthcare access
	Barriers begin before contact with health services because participants already experience judgment, correction, and unstable acceptance in daily life.
	Gender correction pressure; fragile acceptance; verbal judgment; social insecurity
	“Healthcare access emerged not only as a service-level issue but also as a social threshold shaped by prior experiences of stigma and rejection.”

	Theme 2: Precarious livelihood limits care-seeking capacity
	Participants may recognize health needs but lack the financial stability, time, and autonomy to seek care consistently.
	Rent burden; family remittance; informal work; income instability; survival priority
	“Economic precarity transformed healthcare from a routine entitlement into a competing priority against daily survival needs.”

	Theme 3: Anticipated discrimination makes services unsafe
	Participants approached services with fear of moral judgment, humiliation, disrespect, and privacy breaches.
	Anticipated humiliation; service mistrust; privacy risk; waiting-room insecurity
	“Institutional barriers were not limited to documented provider discrimination; anticipated mistreatment itself restricted access.”

	Theme 4: Identity management functions as survival practice
	Participants managed visibility, disclosure, silence, and trusted relationships to reduce exposure to stigma.
	Assertive identity management; tactical disclosure; relational safety-seeking; livelihood visibility management
	“Identity management operated as a practical survival strategy in environments where recognition and safety were uncertain.”

	Theme 5: Safe access requires respectful first contact
	Access depends on whether services protect dignity, confidentiality, and nonjudgmental communication from the beginning.
	Safe intake; respectful greeting; non-corrective communication; confidentiality; safe referral
	“Service entry points should be redesigned to reduce social risk from the first interaction.”





Supplementary Table S6. Condensed Coding Tree
	Level 1: Core Domain
	Level 2: Category
	Level 3: Codes

	Social barriers
	Social exclusion
	Stigma; rejection; verbal judgment; fragile acceptance

	
	Gender normativity
	Pressure to become a “man”; identity correction; moral scrutiny

	Economic barriers
	Livelihood precarity
	Rent burden; unstable income; informal work; limited alternatives

	
	Survival prioritization
	Family remittance; lack of savings; postponement of health needs

	Institutional barriers
	Anticipated discrimination
	Fear of humiliation; moral judgment; disrespectful treatment

	
	Privacy and confidentiality risk
	Fear of exposure; unsafe intake; gossip; uncontrolled disclosure

	Interactional strategies
	Identity management
	Selective disclosure; silence; self-assertion; reliance on trusted ties

	Service expectations
	Minimum conditions for access
	Respect; confidentiality; nonjudgmental communication; safe referral

	Outcomes
	Restricted access
	Delayed care; selective care-seeking; avoided care



