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HIV disproportionately impacts women, particularly in sub-Saharan Africa and other
low-and middle-income countries, where conflict and displacement heighten
their vulnerability to HIV. Refugee women face compounded challenges, including
trauma before and during migration and healthcare inequities in host countries.
This perspective paper aims to assess existing evidence on HIV treatment and
prevention for refugee women resettling in the U.S., using intersectional stigma and
the status-neutral service delivery model as theoretical frameworks, to propose an
implementation strategy. Trauma-informed care (TIC) offers a promising approach to
address these challenges, emphasizing culturally responsive, safe, and empowering
healthcare. Integrating TIC with the status-neutral model, which centers on HIV
testing and pathways for prevention or treatment, can improve care access and
outcomes. Moreover, including refugee women and stakeholders in designing
tailored interventions that address individual and systemic-level barriers is critical
to fostering health equity.
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Introduction

HIV remains a significant global public health challenge, with approximately 39.9 million
people living with HIV (PWH) by the end of 2023, 53% of whom are women and girls (1).
Sub-Saharan Africa bears the highest burden, accounting for two-thirds of PWH globally, with
women and girls representing 63% of new HIV infections (2). Globalization and increasing
cross-border movements have reshaped HIV distribution patterns, often reflecting migration
routes (3). With over 117 million forcibly displaced people globally as of 2023, Refugees—
Persons fleeing to a place of safety to escape danger, persecution, or economic distress in their
own country—represent a population at heightened risk for HIV infection (4). Forced
migration, driven by factors such as oppression, economic hardship, sociopolitical
marginalization, and armed conflict, exposes individuals — particularly refugee women—to
severe trauma and heightened vulnerability to HIV (5, 6). This risk is compounded by conditions
in countries of origin with high HIV prevalence, limited healthcare access during migration,
and increased exposure to violence (7-9). Gender inequities, socioeconomic disadvantages, and
the breakdown of protective social networks further exacerbate their susceptibility, leading to
sexual and gender-based violence and exploitation such as transactional sex, which significantly
amplifies their HIV risk (8). In 2023, the U.S. admitted 60,060 refugees, with 41% from Africa,
34% from Near East/South Asia, and 11% from Latin America/Caribbean; and 41.6% were
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women. This paper examines HIV prevention and care for refugee
women in the U.S. and proposes a framework to improve services (4).

The need for specialized HIV programs for
refugee women

Host countries often lack the capacity or commitment to deliver
adequate, culturally-sensitive care to refugee women, who must
navigate unfamiliar healthcare systems during resettlement with
limited support (5, 7). Many arrive with histories of trauma, including
violence and displacement, which profoundly impact their physical
and mental health (5). The United States, historically a leading refugee
resettlement destination, has limited and fragmented research on the
intersection of HIV and refugee women’s health, leaving critical gaps
in understanding. Addressing these gaps requires tailored trauma-
informed care (TIC) programs that integrate refugees unique
vulnerabilities and social determinants of health, particularly in HIV
prevention and care (5, 8). Such programs must address language
barriers, limited educational opportunities in refugee camps, and the
challenges of securing employment and housing in host countries.
Culturally sensitive care respects and incorporates patients’ cultural
beliefs, values, and experiences, ensuring services are adapted to
diverse populations (10). Cultural considerations are often
inconsistently applied and measured, as a 2011-2021 review found
only 12% of HIV interventions were culturally sensitive (11)
Understanding these overlapping challenges is essential to dismantling
the systemic and structural obstacles to HIV equity for this population.

Intersectional stigma: a theoretical lens

Intersectional stigma provides a powerful framework for analyzing
and addressing the barriers encountered by refugee women. This theory
highlights that stigmatization does not occur in isolation but rather as
a complex web of intersecting societal oppressions (12). For example, a
refugee woman living with HIV may simultaneously face HIV-related
stigma, characterized by fear of ostracism within her community;
gender stigma, which limits her autonomy in healthcare decision-
making; racial stigma, manifesting as discrimination within healthcare
systems; and migrant stigma, driven by fears of being perceived as a
burden or outsider in the host country, as some are often accused of
importing HIV in the host countries (13). The literature shows that
African immigrants and refugees have HIV infection rates six times
higher than any other minority group in the U.S. (14). Migrant stigma
related to HIV is particularly pronounced in refugee populations, as
they are often scapegoated for bringing the virus into host communities
(3, 9). This discriminatory perception can further leads refugees to
neglecting their health needs, while survival priorities—such as
securing food, safety, and shelter—frequently take precedence over
seeking healthcare, delaying HIV testing and treatment (3, 5, 15).
Moreover, language barriers and cultural stigma further exacerbate
these issues, leading to delayed care initiation and poor treatment
retention (5, 7, 16). These overlapping stigmas compound to erode trust
in healthcare providers, delay testing, and reduce engagement in care
(15-17). Furthermore, historical exclusionary policies related to HIV
have deepened these fears, leaving a legacy of mistrust that persists even
after policy changes (3). Additionally, refugees often reside in crowded
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living conditions where inadvertent disclosure of HIV status can lead
to social exclusion or discrimination (18). This fear is particularly acute
for women, who may experience compounded stigma. These cultural
dynamics intersect with additional structural and systemic barriers,
making healthcare access even more challenging. Intersectional stigma
theory helps to explain how these overlapping stigmas magnify the
challenges of accessing HIV testing and care as women navigate a
healthcare system that often lacks culturally sensitive approaches.

A status-neutral HIV prevention and care
continuum for refugee women

The status-neutral model offers a novel framework for the HIV
continuum of care integrating both PWH and those at risk of HIV
(20). Beginning with an HIV test, the model divides into two
pathways: “HIV Primary Prevention Engagement” for those testing
negative and “HIV Treatment Engagement” for those testing positive.
Both pathways share a common goal: sustained engagement in clinical
care to minimize HIV transmission or acquisition risk. The model
emphasizes that preventive and quality care services require
continuous collaboration between patients and providers to sustain
engagement in care or treatment.

Applying the status-neutral model to refugee women, requires
addressing the intricate interplay of factors across multiple levels
(Figure 1):

a Individual level: studies have shown inconsistencies between
knowledge of HIV acquisition and behaviors relating to HIV
positive individuals among US based refugee women from
Africa, which may indicate limited understanding of HIV
transmission and prevention often shaped by cultural beliefs or
lack of education (19, 21)

b Interpersonal level: norms from the country of origin around
HIV prevention and care, gender-based power imbalances, fear
of partner violence, and stigma within families can hinder
testing and treatment engagement (21).

¢ Community Level: Discrimination against refugees and
individuals living with HIV, as well as cultural taboos
surrounding discussions of sexual health limit awareness and
access to services (8, 19, 21).

d Organizational level: language barriers remain a major
challenge. While Spanish translation is common in
U.S. healthcare, many refugee languages, like Burmese and
African dialects, are underrepresented (16). Additionally,
providers often lack trauma-informed training, as TIC is still
emerging in refugee healthcare, limiting awareness and capacity
(22). Social support, culturally safe providers, and patient
navigators can improve comfort, knowledge, participation, and
trust in host country health system (5, 17, 23).

e Policy level: refugee women face healthcare access barriers due
to complex eligibility tied to immigration status. While the
Refugee Medical Assistance (RMA) program offers short-term
coverage, gaps emerge if they do not qualify for Medicaid or
state programs. The Ryan White HIV/AIDS Program covers
PWH regardless of status but is limited to HIV care, excluding
preventive services like PrEP. Expanding access to public and
private insurance is crucial for improving preventive healthcare.
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Status-neutral HIV care and prevention model. This figure illustrates the interplay of various factors that impact refugee women throughout the

Acknowledging and addressing these interconnected factors is
critical to improving outcomes and ensuring the success of this
initiative (Figure 1).

Historically, public health responses to the needs of refugee women
have been scarce. Existing TIC efforts in the US primarily focused on
addressing issues such as intimate partner violence (IPV), domestic
abuse, and child abuse, with a limited number of interventions or
research reflecting HIV and TIC among refugee women highlighting
the need for tailored interventions for that vulnerable group (17, 24).
Moreover, existing, efforts are often hampered by logistical challenges,
under-resourced health systems, and a lack of targeted interventions
that consider the specific needs of displaced women (3, 7).

Structural and cultural barriers to HIV
testing

HIV testing is a critical entry point for the implementation of the
status-neutral HIV service delivery model. The Center for Diseases
Prevention and Control (CDC) recommends routine opt-out HIV
screening for refugees and immigrants as part of post-arrival healthcare
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(3). However, data on adherence to these guidelines and
implementation outcomes remain limited. For testing to occur, women
must be aware of their HIV risk, have access to primary care, sexually
transmitted infection (STI) clinics, or other healthcare settings, and
consult with culturally sensitive health providers. Studies looking at
refugee women’s Knowledge, Attitudes, and Practices (KAP) reveal that
many women have low knowledge and perception of their own HIV
risk due to cultural or contextual factors, further reducing testing rates
(19,21, 25). Structural barriers such as lack of insurance, transportation
challenges, and fragmented healthcare systems significantly limit
access to care and contribute to the low rates of HIV testing and
counseling among refugee and immigrant women (23). Additionally,
intersectional stigma—stemming from the interplay of race, ethnicity,
gender, HIV status, forced displacement, and refugee identity—creates
fear and hesitancy around seeking testing (mistrust in how asylum host
countries may use this information and difficulty in maintaining
confidentiality in refugee settings) (3, 18).

Prenatal care presents another critical opportunity, as HIV testing
is mandated during pregnancy. However, studies have identified missed
opportunities, as refugee status has been associated with the late
presentation of HIV (26). While women testing positive during
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prenatal care can be linked to care with good outcomes, those testing
negative often receive minimal counseling on HIV prevention.
Language barriers exacerbate these issues, as limited English
proficiency hinders effective communication with healthcare providers.
Compounding these challenges is the frequent lack of trauma-
informed and culturally responsive care, as many healthcare providers
are not trained to address the unique needs and lived experiences of
refugee populations. Strategies that increase the ease of accessing HIV
testing will likely result in decreased morbidity, mortality, and
transmission of disease among this population. Paramount to that, gaps
in KAP should be addressed, as studies showed inadequate knowledge
of HIV transmission and inconsistencies between knowledge of HIV
acquisition and behaviors relating to HIV-positive individuals, which
may indicate HIV-associated stigma among refugee women (19, 25).

Despite these challenges, several strategies have shown promise in
improving HIV testing and reducing the stigma around it. Studies on
social support and its impact on HIV testing and adherence among
refugee populations showed that informational support encouraged
refugees to test for HIV (27).

Engagement in HIV prevention

Prevention strategies for HIV among refugee women must
be culturally sensitive and context-specific, recognizing the unique
challenges faced by this population. A review of various HIV prevention
interventions highlights the importance of integrating cultural beliefs
and experiences into program designs to improve their effectiveness
(28). This is particularly crucial for refugee women who may have
different social norms and barriers to health care access. Educational
interventions hold great promise as a study by Cianelli et al. showed
that increased HIV knowledge positively correlates with self-efficacy in
HIV prevention, meaning women with more knowledge are more
confident in their ability to adopt HIV prevention measures (29).

Culturally tailored programs that engage community members as
peer leaders have proven effective in promoting HIV prevention
strategies. Such participatory approaches not only enhance knowledge
but also build social capital, which is critical for facilitating access to
health services among refugee populations (9, 11, 16). Programs must
provide information about available health services within refugee
settlements, ensuring that women are aware of their options for
prevention and treatment (5).

Furthermore, it is essential to incorporate strong social and
psychological support systems from families, communities, and
healthcare providers to improve adherence to HIV care within these
settings (5). Promoting awareness and education among men and
boys regarding sexual and reproductive health and gender equity is
another critical component of HIV prevention strategies (3). By
fostering gender equity, interventions can reduce stigma and
discrimination, thereby facilitating more effective HIV prevention
efforts for refugee women.

Engagement in HIV treatment
Research on the HIV continuum of care for refugee women in the

U.S. remains limited, but studies from other countries provide valuable
insights into the challenges these women face in engaging with HIV
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care. Pregnancy often serves as a pivotal entry point and represent the
first sustained interaction with formal healthcare services, as it
necessitates medical attention for maternal and child health needs (26,
30, 31). However, recent studies suggest that the prevalence of HIV
among refugee women is typically higher than that of pregnant
women in host countries, underscoring the urgency of targeted
interventions (30). Furthermore, research indicated that refugee
women who access antenatal visits face an increased risk of delayed
HIV diagnosis due to their migrant background, which can jeopardize
the health of both the mother and the unborn baby (26). High HIV
prevalence in this population is further associated with severe
maternal morbidity, emphasizing the importance of early and
consistent HIV testing as a life-saving measure (31).

Studies exploring ART use among pregnant refugee women with
HIV highlight significant factors influencing non-adherence. Late
initiation of prevention of mother to child transmission (PMTCT)
services in the third trimester reduces the time available for viral
suppression, psychological adjustment, and treatment adherence.
Additionally, women not requiring partner or family permission for
PMTCT services exhibited lower adherence, likely reflecting insufficient
social support (13). Negative attitudes from healthcare providers further
diminished adherence, emphasizing the need for better training and
support for service providers to foster trust and engagement.

The intersection of pregnancy, HIV and the cultural and systemic
challenges of resettlement compounds the vulnerability of refugee
women, who often conceal their HIV diagnosis due to stigma (32).
Social support plays a crucial role in mitigating these challenges. For
example, a study by Rouhani et al. in Southwestern Uganda
demonstrated the dual importance of emotional support, which helps
individuals cope with HIV diagnoses, and instrumental support,
which facilitates ART adherence (27). Refugee women living with
HIV also acted as agents of change by educating their social networks
promoting testing, and accompanying others to testing sites. These
findings underscore the importance of involving refugee women living
with HIV in the design and implementation of programs to improve
testing and treatment access for their social network.

Implementation of trauma-informed HIV
care model for refugee women

Trauma-informed care for refugee women addresses the profound
effects of trauma stemming from experiences during displacement,
conflict, or resettlement. Refugee women face unique challenges,
including high rates of sexual and intimate partner violence during
migration, leading to mental health issues such as post-traumatic stress
disorder (PTSD) (5, 33, 34). Women with lifetime trauma are more
likely to report PTSD, depression, anxiety, and substance use, which
negatively impact their quality of life and adherence to antiretrovirals
(36). This care model emphasizes creating a safe, trusting healthcare
environment that focuses on cultural sensitivity and patient
empowerment (35). Such models should aim to avoid re-traumatization
and facilitate healing through comprehensive, interdisciplinary
approaches. TIC is particularly relevant for HIV care, as trauma is
prevalent among people with or at risk for HIV and contributes to HIV
acquisition, morbidity, and mortality. NASTAD’s Trauma-Informed
Approaches Toolkit is a valuable resource that offers guidelines for
healthcare providers on implementing TIC within HIV care systems.
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The toolkit emphasizes the importance of healing-centered care,
recognizing that achieving viral suppression is just one aspect of
comprehensive HIV treatment (35).

Few studies have examined the impact of TIC interventions on
HIV care outcomes among this population. However, recent findings
suggest that a trauma-informed approach to developing interventions
may help to improve treatment outcomes, such as engagement in care
and adherence to antiretrovirals (37). Research shows that social
support is essential in reducing feelings of isolation and improving
healthcare access for refugee women (5). Interventions like the “Tree
of Life” for women with HIV have shown potential in helping refugee
women identify personal strengths and qualities that enabled them
to cope and build their resilience by empowering them to re-author
their life narratives (38).

Despite its significance, the implementation of TIC faces
considerable challenges, including systemic barriers such as limited
access to mental health services, cultural stigma surrounding mental

10.3389/fmed.2025.1537930

health, and language barriers that can complicate communication
between providers and refugee women (33, 39, 40). Additionally,
inadequate training among healthcare professionals in trauma-
specific practices can hinder effective care delivery, underscoring the
necessity for ongoing education and policy advocacy to support this
population (22, 41).

We propose applying the Consolidated Framework for
Implementation Research (CFIR) to guide the systematic
implementation of TIC for refugee women living with or at risk of
HIV (42). The CFIR framework allows for a structured approach to
identifying and addressing individual, organizational, and policy-level
determinants influencing the implementation process (Table 1). The
CFIR was chosen for its multi-level approach, considering individual,
organizational, and policy factors in implementing TIC (43). Unlike
frameworks focused solely on behavior change or readiness, CFIR
systematically assesses barriers and facilitators, making it ideal for
complex interventions like trauma-informed, status-neutral HIV care

TABLE 1 Using the consolidated framework for implementation research (CFIR) to guide the systematic implementation of trauma-informed care for
refugee women living with or at risk of HIV.

Implementation of trauma informed care in HIV prevention and care for US refugee women

Characteristics of the
intervention

Outer setting

Inner setting

Individuals
involved

Implementation
process

« Highlight robust evidence showing
the benefits of TIC in improving
health outcomes for trauma-
affected populations.

« Use studies demonstrating the link
between trauma-informed
approaches and increased
adherence to HIV prevention
and care.

« Customize TIC principles (safety,
trustworthiness, peer support,
collaboration, empowerment, and
cultural relevance) to the needs of
refugee women.

o Address unique cultural and
linguistic needs and adapt
interventions to specific
refugee contexts.

« Acknowledge the multi-layered
nature of TIC, requiring training for
staff, adjustments to clinic
environments, and system-
level changes.

« Simplify initial implementation
with clear guidelines and
phased approaches.

« Secure funding for training,
resources, and additional staff to
ensure TIC is sustainable.

« Highlight cost-effectiveness by
linking improved patient outcomes
to reduced healthcare

utilization costs.

o Assess the trauma
experiences, mental
health challenges, and
HIV-related stigma
refugee women face.

« Provide culturally
sensitive education on
HIV prevention and
trauma-informed services.

o Leverage support from
public health policies and
grants targeting
vulnerable populations.

o Advocate for inclusive
healthcare policies that
address the needs
of refugees.

o Benchmark with other
organizations successfully
using TIC in
similar settings.

« Collaborate with refugee
advocacy groups and local
public health entities to
promote

acceptance of TIC.

Build a culture prioritizing
TIC by promoting its
alignment with
organizational goals of
improving HIV care for
underserved populations.
Create incentives for staff
participation and
engagement in
TIC-related initiatives.
Provide training to enhance
staff knowledge and skills
in trauma-

informed practices.
Ensure resources such as
interpreters, private
counseling spaces, and
culturally sensitive
materials are available.
Strengthen communication
between leadership,
frontline workers, and
external stakeholders to
support consistent

TIC practices.

Use feedback loops to
identify and address

barriers in real time.

o Address misconceptions
among staff about TIC
and its relevance to HIV
prevention and care.

o Use workshops and
success stories to build
buy-in and
confidence in TIC.

« Provide ongoing
training and support to
build staff confidence in
delivering trauma-
informed care.

« Encourage staff to view
TIC as a key part of
their role in providing
equitable and

compassionate care.

« Conduct a needs assessment to
understand the specific
challenges and opportunities in
integrating TIC for
refugee women.

« Develop an actionable plan with
defined goals, timelines, and
evaluation metrics.

« Involve refugee women as
co-designers of services to
ensure cultural and

contextual appropriateness.

Engage stakeholders like
community organizations,
policy advocates, and
healthcare providers.

« Pilot TIC in a few clinics or

programs before scaling up.

Ensure fidelity to TIC principles
while remaining flexible for
contextual adaptations.

« Use qualitative and quantitative
measures to assess the impact of
TIC on patient outcomes, staff
satisfaction, and system-
level changes.

« Continuously refine the

implementation strategy based

on feedback and results.
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for refugee women. However, its main limitation is the lack of
guidance on adapting interventions based on identified factors.

The co-design of a tailored action plan, informed by the needs
assessment, should actively engage refugee women and key stakeholders
to ensure cultural relevance and stakeholder buy-in. Developing
implementation outcomes, such as engagement in prevention and care
programs, is crucial for evaluating success. Continuous quality
improvement can enhance fidelity and sustainability by enabling
ongoing adaptation to systemic, organizational, and policy environments.
This evidence-based approach ensures that TIC implementation is
robust, scalable, and effective in meeting the needs of refugee women.

Conclusion

Efforts to address HIV prevention and care for refugee women
must account for their unique challenges, including heightened
vulnerability due to migration-related trauma, limited healthcare
access, and stigmas. Trauma-informed care (TIC) plays a pivotal role
in addressing both immediate mental health needs and the broader
emotional well-being of refugee women and their families. Combining
the HIV status-neutral service delivery model with TIC can
significantly enhance access to testing, prevention, and treatment
services, offering culturally sensitive, tailored interventions. To
implement such approaches effectively, the CFIR framework can guide
efforts to address systemic and individual-level barriers essential for
ensuring equitable healthcare access and improving outcomes for
refugee women, bringing us closer to ending the HIV epidemic.
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