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Introduction

Social and structural drivers that perpetuate gender-based 
inequalities in access to resources and health, such as vio-
lence, increase HIV vulnerability among women of diverse 
gender identities, including both cisgender (cis) and 
transgender (trans) women. Cis women are those whose 
gender identity corresponds with their sex at birth and 
trans women are those whose gender identity does not cor-
respond as such.1,2 In 2016, cis women accounted for 
approximately one-quarter of all people living with HIV in 
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the United States (US).3 Trans women, and especially 
those of color, whose lives are shaped by intersecting rac-
ism, misogyny, and anti-trans stigmas,4,5 are among the 
most disproportionately affected by the HIV epidemic in 
the United States.6–9 For example, while the US Trans 
Survey (USTS) reported an overall HIV prevalence of 
1.4% among all respondents (n = 27,715), nearly one in 
five (19%) Black trans women were living with HIV.9

There are also gender and racial inequities among cis 
and trans women regarding access to HIV care. For exam-
ple, a large US population-based study showed that Black 
trans women were less likely to be retained in HIV care 
than Black cis women.10 Population-specific HIV preven-
tion and care services have been lauded as enhancing HIV 
care engagement, particularly among sub-populations of 
people living with HIV perceived to have specific care 
needs.11 Relatedly, culturally tailored and so-called “cul-
turally competent” HIV prevention and care has been pro-
moted to increase engagement of HIV care for 
sub-populations of people living with HIV who experience 
intersecting oppressions, such as Latina women and young 
Black gay and bisexual men, among others.12–14

Women-centered HIV care is one example of popula-
tion-specific HIV care with theoretical and empirical sup-
port.15,16 At its core, women-centered HIV care addresses 
clinical (e.g. HIV and women’s health care priorities), 
social (e.g. social isolation and stigma), and structural con-
cerns (e.g. violence, poverty) of women, through the pro-
motion of peer support and women living with HIV’s 
leadership.15 However, much of the women-centered HIV 
care literature has not accounted for diversity and is par-
ticularly exclusive of care considerations of trans women.15 
Many researchers historically grouped trans women along 
with gay and bisexual cis men, labeled as “men who have 
sex with men,” both conflating sexuality and gender and 
erasing trans women’s specific experiences as women. 
With trans activism, research emerged that specifically 
focuses on the needs and experiences of trans women liv-
ing with HIV.17–21

More recently, an emergent body of women-focused 
HIV research has intentionally included trans women.1,2,22–24 
One study argued that gender-inclusive women-centered 
care environments might foster community among cis and 
trans women while providing essential affirmation of 
women’s genders.2 At the same time, there was some con-
cern among study participants, particularly among trans 
women, of the potential to overlook differences in trans 
women’s realities, as well as concern among service pro-
viders with the practicalities of carrying out inclusive 
care.2 Indeed, trans women have specific needs for gender 
affirmation, which can affect HIV care engagement.25 
Gender affirmation, a process whereby a person receives 
recognition and support for their gender identity and 
expression,26 can be enhanced through social (e.g. use of a 
new gender pronoun), psychological (e.g. self-love/

affirmation), legal (e.g. updating identity documents), and/
or medical processes (e.g. feminizing hormone therapy 
(FHT); gender-affirming surgeries).27 Moreover, many 
studies indicate that intersecting anti-trans and HIV stigma, 
including stigma perpetuated both interpersonally by pro-
viders and structurally, poses a barrier to HIV prevention 
and care for trans women, whereas gender-affirming inter-
personal relationships between trans women living with 
HIV and their providers, as well as physicians’ knowledge 
of both HIV and trans health issues, are of critical impor-
tance for engaging women in ongoing care.17,28 Therefore, 
a model of intersectional, structurally focused care is also 
relevant to trans women’s experiences in health care that is 
gender-affirming.

While gender-affirming—that is, trans-inclusive—
women-centered HIV care has the potential to recognize 
and affirm trans women’s identities as women, as well as 
the potential to expand notions of culturally tailored or cul-
turally competent, population-specific health care to be 
more intersectional and structurally focused, scant research 
has examined how HIV care providers may address gender 
diversity and conceptualize such care. In applying a criti-
cal feminist lens informed by theories of intersectionality, 
critical sociology, and medical anthropology, we offer a 
first step toward understanding barriers and opportunities 
for intersectional and structurally focused gender-affirm-
ing, women-centered HIV care by examining: (1) how do 
HIV care providers describe the care needs and barriers of 
women living with HIV; (2) what are their perspectives on 
optimal HIV care for women; and (3) to what extent do 
these conceptualizations include/exclude trans women.

Methods

Study design and setting

This community-based exploratory qualitative study 
engaged community activists and HIV care providers from 
Michigan in all aspects of the study, from conceptualiza-
tion, protocol development, and participant recruitment to 
interpretation of study findings. Michigan is a Midwestern 
US state with a population of just under 10 million people29 
and an overall HIV prevalence of 18,970 persons.30 New 
diagnoses are primarily concentrated in the city of Detroit, 
at a rate of 33.7 per 100,000 population, over 3.5 times the 
rate of the next highest jurisdiction.31 In 2013, Detroit 
became the largest city in the US’ history to enter bank-
ruptcy, fuelling widespread unemployment.32 The Detroit 
metropolitan area is also among the most racially segre-
gated regions of the US, with resultant health, social, and 
economic racial inequities.33 Similarly, the state of 
Michigan is among the most racially segregated in the 
country and a great deal has been written about the associ-
ated urban/rural divide, with 75% of the state’s population 
residing on 6.4% of the state’s urban land area, and 25% 
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spread out over the state’s rural land area.34 Despite racial 
segregation between these urban and rural areas, rates of 
poverty and other indicators of social inequities are quite 
similar between urban and rural areas.34 Cis women com-
prise approximately 21% of all people living with HIV in 
Michigan, with 70% of those cis women living with HIV 
identifying as Black.31 Data on trans people are not disag-
gregated by gender (e.g. trans women, trans men, nonbi-
nary persons); however, about 77% of trans people living 
with HIV identify as Black.31

Theoretical framework

This study is underpinned by intersectionality theory and 
critical scholarship in medical anthropology and sociol-
ogy. Intersectionality is a critical social theory emerging 
from Black feminism that allows for an understanding of 
how multiple intersecting systems of privilege and oppres-
sion operate at the macro level of society to influence the 
everyday lives of individuals at a micro level.35–38 For 
example, much research has described the ways how patri-
archal systems of power fuel misogyny and resultant HIV 
inequities among cis women.39,40

Trans women also exist within a patriarchal and misog-
ynistic society, in addition to having lives shaped by cis-
normativity—the “sociocultural assumptions and 
expectations that all people are cissexual and/or have a 
cisgender body” (Bauer et al.,41 p. 356), which socially 
sanctions anti-trans stigma within multiple institutions, 
including health care. While intersectionality takes a struc-
tural lens, much of the literature on cultural competency in 
HIV care has focused on interpersonal interactions between 
patients and their care providers and has diluted anthropo-
logical and sociological understandings of culture.42

As such, critical scholarship in medical anthropology 
and sociology that argues against orientations to culture 
and cultural competency in medicine that adopt a “trait list 
approach,” synonymizing culture with ethnicity and treat-
ing cultural groups as static or monolithic42,43 further 
informs our study. We take up these scholars’ suggestion of 
redefining “culture” in structural terms, attending to how 
economic, physical, and socioeconomic forces drive ineq-
uities and disparities.43

Participant recruitment and characteristics

HIV care provider participants were recruited using purpo-
sive and snowball sampling, whereby the first author and 
principal investigator (ALD), a doctoral-level trained 
researcher employed in a large public university, first sent 
study information emails to HIV care providers at HIV 
hospital-based and community-based settings. Each inter-
viewee was invited to provide contact information for up to 
three other providers, external to their care setting. 
Considering patterns of racial and geographic segregation 

across the state, attention was paid to purposively recruit-
ing participants from diverse geographic settings (e.g. 
urban, rural, and suburban settings), as well as those hold-
ing diverse professional roles (e.g. social work, medicine). 
A total of 19 providers were emailed, one of whom declined 
to be interviewed, and 10 of whom did not respond to the 
initial email nor a subsequent follow-up email.

Participants included eight HIV care providers, includ-
ing four social service providers (e.g. case managers, 
behavioral health workers, social workers) and four physi-
cians, each of whom was an infectious disease specialist. 
Participants practiced in seven distinct counties of 
Michigan, including those both densely populated (e.g. 
Wayne County, 2,974.4 persons per square mile)44 and 
sparsely populated (e.g. Marquette County, 37.1 persons 
per square mile 2019).45 Three-quarters of the participants 
(n = 6) were women.

Data collection

Between March 2019 and April 2020, participants com-
pleted 60 to 90 minute semi-structured individual inter-
views with the principal investigator (PI) (ALD), facilitated 
using an interview guide developed for this study in col-
laboration with community partners. Prior to beginning the 
interview, participants were informed of the PI’s research 
interests and their background in community-engaged 
HIV research with lesbian, gay, bisexual, transgender, and 
queer (LGBTQ+) populations. They were also informed 
that these interests stemmed from the PI’s social work 
practice background. In some interviews, the PI and inter-
viewee also discussed the PI’s own identities as a White cis 
queer woman. The interview guide explored providers’ 
current role and responsibilities (e.g. “What is a typical 
day like for you?”) and providing HIV care to women (e.g. 
“Please walk me through a typical experience with a 
woman living with HIV from the time she enters your set-
ting to the time she leaves”) (see Supplementary File: 
Participant Interview Guide). The interview guide 
prompted HIV care providers to reflect on multi-level bar-
riers. It also focused on women living with HIV’s intersec-
tions of gender, race, and class and how providers tailored 
HIV care provision across these intersections (e.g. “One of 
the things I am very interested in is how HIV primary care 
providers take into consideration different kinds of identi-
ties, such as trans identity, when delivering HIV primary 
care”) consistent with an intersectional theoretical 
approach.35–37,46 Finally, providers were asked about rec-
ommendations to improve care for women living with HIV 
(e.g. “What do you think is the best way to structure health 
care to address HIV and other health and social needs for 
women living with HIV?”).

Before data collection, the interview guide was 
reviewed by an HIV activist and HIV care provider and 
adjustments were made. Minor adjustments to the 
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interview guide (e.g. accessibility of language) were also 
made iteratively throughout the data collection process. 
All interviews were conducted by phone with solely the 
interviewee and interviewer present. The consent form and 
honorarium were transferred by email. All participants 
provided written informed consent to participate. The 
study was considered exempt from institutional review 
board (IRB) oversight by the University of Michigan IRB 
(HUM00160823). Interviews were audio-recorded with 
participant permission and transcribed verbatim. 
Participants each received a $40 pre-paid Visa gift card as 
honorarium for their participation.

Data analysis

We utilized a reflexive thematic approach to data analysis 
to explore themes.47–49 Through a highly flexible yet sys-
tematic and rigorous approach, thematic analysis provides 
a rich, detailed, and complex account of data.50 Thematic 
analysis is a cluster of versatile qualitative research 
approaches that can be used across epistemological orien-
tations and address a range of research questions.48,50 
Reflexive thematic analysis, specifically, involves a “situ-
ated interpretative reflexive process” (p. 333–334) 
whereby coding occurs organically and openly and does 
not involve the development of an a priori coding frame-
work or pre-conceptualized themes.49 An underlying 
assumption of reflexive thematic analysis is that analysis 
can never be complete, and any decision to stop coding 
and move to theme generation or to stop theme generation 
and move on to writing is an interpretative judgment made 
by the researcher.49 Thus, rather than seeking data satura-
tion, we sought information power, assessing the adequacy 
of our sample size based on the relevant information the 
sample held to meet our research objectives.51 Reflexive 
thematic analysis is consistent with an intersectionality 
theoretical approach rooted in a social constructionist 
viewpoint whereby one objective “truth” does not exist 
and the researcher is positioned as rooted in the everyday 
and not distanced from it.37

Two of the authors (ALD and KRB) followed Braun & 
Clarke’s47 steps to reflexive thematic analysis, which 
included (1) reading and re-reading transcripts for famil-
iarization with the data; (2) undertaking an iterative pro-
cess of coding whereby we each independently coded one 
interview, followed by a meeting to discuss our independ-
ent coding and to create and define sub-codes, for each of 
the eight transcripts. All coding was done by commenting 
on original transcript files in Microsoft Word. At these 
meetings, ALD also shared reflections from her field 
notes that were made immediately following each inter-
view. Moreover, both ALD and KRB reflected on their 
positionalities as White cis women who identify as trans 
allies and their experiences working and researching 
within HIV care settings in the United States and Canada. 

KRB is a doctoral candidate with extensive training in 
sociocultural and medical anthropology and qualitative 
research methods, including, in particular, ethnography. 
All transcripts were analyzed after data collection. These 
meetings also constituted the process of steps (3) search-
ing for themes, (4) reviewing themes, and (5) defining and 
naming themes. Finally, the results were written-up by the 
first author (ALD), with specific contributions from the 
second author (KRB), and shared with the broader team, 
including HIV community activists and HIV care provid-
ers, who share some experiences with the participants. 
Strategies utilized to promote rigor included peer debrief-
ing between members of the research team and negative 
case analysis whereby we intentionally sought and high-
lighted discrepant findings.52–55

Results

Three overarching themes emerged: (1) Emphasis on 
(different) clinical needs: key considerations in cis and 
trans women’s HIV care; (2) Recognition of the struc-
tural: barriers to HIV care affecting women of all gen-
ders; and (3) Proposed solutions: piecing together 
individual, social, and organizational interventions to 
increase access to HIV care that may benefit women liv-
ing with HIV of all genders but are disproportionately 
framed for cis women. While HIV care providers pre-
dominantly recognized both cis and trans women living 
with HIV’s clinical care needs and structural barriers to 
care, when asked to consider imagined possibilities of 
ideal HIV care for women, they rarely envisioned care 
inclusive of gender affirmation and structural interven-
tions thus opening a conversation about potentials of 
gender-affirming, women-centered HIV care. Exemplary 
quotes are presented in Tables 1–3.

Emphasis on (different) clinical needs: key 
considerations in cis and trans women’s HIV 
care

When prompted to discuss women’s HIV care needs, 
participants, and most often physicians, raised preg-
nancy and reproductive health more broadly as key con-
siderations in women living with HIV’s care (see Table 
1). Given these participants’ focus on biological repro-
duction and specifically concerns with carrying and/or 
avoiding pregnancy, it appeared they were speaking in 
relation to cis women living with HIV. Concerning care 
for trans women, most providers, irrespective of pro-
vider type, spoke of the importance of gender-affirming 
medical care, and particularly FHT, for trans women liv-
ing with HIV. Contrary to how physicians positioned 
prescribing and monitoring of ART during pregnancy as 
“unique” but integral to their provision of HIV care to 
women, most physician participants were hesitant to 
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provide gender-affirming medical care themselves, 
expressing a lack of knowledge and preferring to refer 
trans women living with HIV to others for this care. 
Despite not prescribing FHT themselves, P5 (Physician) 
noted, “There’s a lot of [drug] choices we have now and 
with the integration inhibitors that [don’t interact] with 
the hormones like the older drugs were.” As P12 (Social 
Service Provider) noted, concerns about drug-drug inter-
actions are not unique to FHT and ART; in fact, what “is 
always a concern is how their hormones will interact 
with any medication they [cis and trans women living 
with HIV] are on, from their mental health, their hor-
mones, and things like that.”

Recognition of the structural: barriers to HIV 
care affecting women of all genders

Gender-based violence, gaps in access to life-sustaining 
social determinants of health (SDoH) (e.g. income, hous-
ing, health care), stigma and discrimination in health care, 
and gendered caregiving expectations were discussed by 
all participants as barriers to HIV care affecting women of 
all genders (see Table 2). However, these barriers often 
co-occurred and were magnified among women inhabit-
ing intersecting stigmatized social identities, such as 
women living in poverty, women of color, trans women, 

women who are sex workers, and women at the intersec-
tion of these experiences (e.g. trans women of color; 
women of color living in poverty), a recognition that was 
more often—though not exclusively—identified by social 
service providers.

Anti-trans stigma and HIV stigma were discussed as 
barriers to health care access for trans and cis women living 
with HIV, respectively. Beyond gender-affirming medical 
care, providers recognized the importance of holistic health 
care that is gender-affirming and therefore trans-inclusive 
(e.g. where trans women are treated with respect) for fos-
tering well-being and access to care among trans women 
living with HIV, as well as the absence of access to such an 
environment for trans women. Consequently, trans women 
living with HIV at times needed to travel long distances to 
access such care. Whereas social service providers more 
often foregrounded anti-trans stigma as an overarching bar-
rier to accessing services for trans women, both social ser-
vice providers and physicians discussed HIV stigma as 
specifically affecting cis women in reproductive health 
care. For example, P3 (Social Service Provider) described 
an experience of a client perceiving stigma from her obste-
trician, whereas P13 (Social Service Provider) talked about 
outright denial of care for a pregnant woman living with 
HIV “because—and she told her, because she was HIV 
positive, that she didn’t want to put her family at home at 

Table 1. Exemplary quotes for theme 1: emphasis on (different) clinical needs: key considerations in cis and trans women’s HIV 
care.

Quote

Pregnancy-related concerns among cis women: “There are unique challenges now for women, because of some of these issues 
that we’re seeing with neural tube defects with dolutegravir, so all of the first-line agents that are recommended are integrase 
inhibitors.” (P1, Physician)

Pregnancy-related concerns among cis women: “My young women, I always talk to them about it if they are thinking about having 
a baby because I want to make sure that they are on the right antiretroviral and that we don’t put them on any antiretrovirals that 
would harm the baby.” (P6, Physician)

Pregnancy-related concerns among cis women: “. . . I as their HIV care provider, I try to leave that open and support whatever 
they want. I can still ask them what their reproductive plans are and I can support that, but I would say the majority of the patients 
their reproductive plans are not to have more babies, but there are a handful of women who do wanna become pregnant.” (P2, 
Physician)

Feminizing hormone therapy-related concerns among trans women: “We do not manage the hormones directly . . . . We do this 
through gynecology. There’s a particular physician who does manage hormones in obstetrics/gynecology, and then also there’s some 
in the endocrinology [department] who also will manage hormones.” (P1, Physician)

Feminizing hormone therapy-related concerns among trans women: “I am willing to prescribe oral progestogen to patients, but a 
lot of them would prefer injectables and we don’t. I don’t feel comfortable with the injectable option. If they want injectables then I 
send them to endocrinology.” (P2, Physician)

Feminizing hormone therapy-related concerns among trans women: “I’m a little nervous about it [providing feminizing hormone 
therapy], but my two nurse practitioners are willing to learn now how to do it. We do have an endocrinologist in our [health care] 
system who is very supportive of it, and she provides the therapy and our trans women are very comfortable going to her.” (P6, 
Physician)

Feminizing hormone therapy-related concerns among trans women: “I’m not sure that he [HIV physician] is prescribing those 
hormones, so she must have a primary care doctor. Yeah. He’s not prescribing those hormones for her, so she must have a primary 
care doctor that is doing that for her.” (P13, Social Service Provider)
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risk because she was doing this procedure [i.e. prenatal care 
and delivery] on someone that was HIV positive.” Notably, 
reproductive care—including fertility preservation and 
assisted reproductive technologies—was never discussed 

concerning trans women, nor was HIV stigma affecting 
trans women living with HIV.

Another structural barrier raised was gendered caregiv-
ing expectations among cis women living with HIV. 

Table 2. Exemplary quotes for theme 2: recognition of the structural: barriers to HIV care affecting women of all genders.

Quote

Gender-based violence: “I have another patient [who] is in a physically abusive relationship, but she is financially dependent on that 
man and for his—for her children. She takes a beating from him so that there’s food for her kids.” (P6, Physician)

Gender-based violence: “We’ve had many, many—many of our women have been through trauma surrounding violence, but it 
would be domestic violence of violence around substance use or sex work as well. A lot of our female clients have been previous 
sex workers and have experienced a multitude of violence and trauma through that.” (P12, Social Service Provider)

Limited access to life-sustaining social determinants of health: “I’ve had a patient who was fired for being trans. She’s a trans woman 
and told me the story and definitely felt it was based on her gender . . . . I think that definitely is a barrier too ’cause now she is 
uninsured, now she is unemployed. Now, there is a barrier coming in for appointments, paying her rent, paying her bills . . . .” (P3, 
Social Service Provider)

Limited access to life-sustaining social determinants of health: “The added barrier for trans women, it might almost be the equal 
opposite in the sense that they’re trying to—they may have limited natural support, and then they’re trying to meet all their own 
needs, while trying to find and maintain work, that that can become a huge barrier, just because of the stigma and the way society 
reacts.” (P7, Social Service Provider)

Limited access to life-sustaining social determinants of health: “She [patient/client] was doing great and then she comes in, and she’d 
stopped taking her meds because her basement got flooded and her power was shut off because she didn’t pay her whole bill.” (P6, 
Physician)

Limited access to life-sustaining social determinants of health: “We do have patients that have lower SES [socioeconomic status], 
and women of color or trans women of color, and those folks tend to no show appointments or miss appointments either because 
of transportation or insurance instability, unstable housing . . . .” (P3, Social Service Provider)

Stigma/discrimination: “We’ve had an issue [with another trans woman client] where they keep changing her gender on—with 
social security, and then that has made it so she can’t get—on the Medicaid system.” (P13, Social Service Provider)

Stigma/discrimination: “It’s been a struggle with some of the detox facilities, residential care facilities, transitional housing facilities, 
homeless shelters—that they are not as trans-confident or friendly as they could be . . . . I think we still see a lot of problems 
related to just, honestly, basic decent respect of pronouns and things like that.” (P12, Social Service Provider)

Stigma/discrimination: “Not to say that there’s not [trans-friendly providers], but there is limited access. Some of our folks drive 
quite a ways to get what they need.” (P7, Social Service Provider)

Stigma/discrimination: “Well, I had a patient who was pregnant, and when she went to OB appointments her HIV was brought up 
all the time. It bothered her, and I’m not sure if that’s just standard practice, but she felt it was not a major concern especially since 
today with prenatal detections we can eliminate that with c-section and not using breast milk.” (P3, Social Service Provider)

Gendered caregiving expectations: “. . . If they have young kids or if they have—mostly children, they tend to put those children at 
the front of everything, they tend to neglect a lot of themselves and visits and this and that. If they have issues at home to take care 
of, some of them take care of their families, some take care of their kids, many of them are single, they tend to put off their own 
care because they have to take care of so many other things.” (P5, Physician)

Gendered caregiving expectations: “You’re focusing on women and trans women or cis women and trans women. The added 
barrier when considering that intergenerational poverty were women also are often the ones taking on the role of taking care of 
younger generations, older generations, sometimes both. That’s something that I see a lot, women taking on the burden—not the 
burden, but taking on the responsibilities of caring for multiple individuals that are facing the same barriers in the community and 
their own needs often take a backseat.” (P7, Social Service Provider)

Gendered caregiving expectations: “I have a patient coming in today, she has a granddaughter that she takes care of because her 
daughter is not around. Then, she has her son who [has mental health challenges] . . . . Then, when she’s home, she not only has 
to take care of this grown-up man who’s her son, but she has a young grandchild that she has to take care of. You can see multiple 
reasons why it is very easy for her to forget to take her medication.” (P6, Physician)

Gendered caregiving expectations: “She [woman living with HIV] takes care of everyone else but her. She takes care of her niece, 
her grandparents, her sister, her daughter, but she doesn’t take this pill once a day to take care of herself, so and she say it’s 
because she was stressed out, overwhelmed and depressed, so.” (P2, Physician)

SES: socioeconomic status; OB: obstetrician.
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Table 3. Exemplary quotes for theme 3: proposed solutions: piecing together individual, social, and organizational interventions to 
increase access to HIV care that may benefit women living with HIV of all genders but are disproportionately framed for cis women.

Quote

Individual-level interventions, “personal” work to enact person-centered care: “I think, for me, it’s not about going to classes and 
learning how—people say, “Oh, we should do a cultural diversity class.” I think that’s a—well, what I learn or how I treat patients is 
I learn from my patients . . . .” (P6, Physician)

Individual-level interventions, “personal” work to enact person-centered care: “I’m white. I’m not Black. I have tried to, like, in 
college and in medical school I lived in the city in a low-income Black neighborhood and tried to participate in the neighborhood 
that I lived in . . . . I tried to build relationships that are genuine and real friendship with individuals of African-American descent 
that, I mean, in the city outside of work . . . . I think that having real relationships with people that are of the same background as 
the patients that I see, I think is helpful to have some sensitivity of their life experiences.” (P2, Physician)

Social-level interventions, women-specific support groups: “It would be nice—I guess the support piece of it, to be able to bring 
women together more to talk to each other . . . .” (P13, Social Service Provider)

Social-level interventions, women-specific support groups: “I would say is I think it would be nice to have maybe programs that are 
specific to women just ’cause again, the face of HIV is very much white gay male . . . . I think support groups or having something 
in place for women living with HIV to come together would be amazing. That way there is a sense of comradery and community as 
well.” (P3, Social Service Provider)

Organizational-level interventions, hiring staff who are reflective of communities and partnering with affirming providers: “Currently 
our patient navigators are not [people living with HIV], but they are people that have an identity within the community serve[d]. 
They’re not positive, but on a face value, I guess they look like the people they’re serving . . . . We are very cognizant of our 
organization about—because we understand how representation and feeling seen can be a barrier. We are very cognizant of having 
people that look like the people we are serving, that are part of the same community, to try to decrease that barrier . . . . We have 
people [staff] that are gender non-conforming so using neutral pronouns.” (P7, Social Service Provider)

Organizational-level interventions, hiring staff who are reflective of communities and partnering with affirming providers: “Really, for 
us, finding that primary care doctor who is LGBT-friendly and knowledgeable and trans-competent has been great for our clients. I 
think once you can get clients into primary care, their hormones are being taken care of, if they wish to be on hormones, because 
it’s that basic need. Then they can really start thinking about getting their HIV under control, taking the medications, and that sort 
of thing. It’s like that hierarchy of needs, again, ’cause once we can build that relationship and get them stable in a lot of these other 
areas, then we can also help them be stable in their HIV care.” (P12, Social Service Provider)

Organizational-level interventions, hiring staff who are reflective of communities and partnering with affirming providers: “A lot of 
times, especially with the trans community, a lot of it is the word of mouth, honestly. Then people doing outreach, building those 
relationships, continuing to cultivate those relationships and listening to the people that are going . . . .” (P7, Social Service Provider)

Organizational-level interventions, community advisory boards: “We also do a community advisory board, but it’s also a social 
support group although it’s not really the mission of the group but the objective is that that’s what it’s become. But I think it’s 
been helpful to get to know them and also provide a place for them to support each other. I would love to do more with those 
community advisory groups and ’cause I think it’s been really helpful for the patients to come together to talk about their shared 
experience.” (P2, Physician)

Organizational-level interventions, community advisory boards: “We even do different things getting outside of the women, for 
instance, we have actually a women support group where we have women coming in and they meet together. Then they discuss 
different issues that go on, because we have a general support group like a community—what is it called? CAG, Community 
Activity Group or whatever. It’s basically patients who come together to talk about different issues about their treatment, about 
things that they would like to see in there. Then we meet together.” (P5, Physician)

Organizational-level interventions, comprehensive care: “I mean, if I had a dream clinic, that would provide optimal care for women 
with HIV, I think that would look like, number one, having the ability to have a gynecologist onsite in our clinic to provide a lot of 
the women’s healthcare issues, whether it’s Pap Smear, breast exam, mammogram, all of those types of things . . . . Then, oh, the 
other issue that would be great, again, having a gynecologist in clinic, is pregnancy prevention. Providing Depo-Provera for patients 
that need it, IUDs, things like that . . . .” (P1, Physician)

Organizational-level interventions, comprehensive care: “Also, in a perfect world, there would be childcare provided for mothers to 
access care. Places where people could go for all-in-one care, and then things like that to help them, especially if they have kids that 
are not-in-school age, to be able to provide that care for women to be able to get into health.” (P12, Social Service Provider)

Organizational-level interventions, comprehensive care: “One thing is, of course, transportation is a big thing for women. The other 
is childcare. Sometimes not even childcare but care for whoever they’re caring for at home.” (P6, Physician)

(continued)
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Inherent participant narratives were assumptions about 
how these gendered expectations placed upon cis women 
regarding caregiving might impede the uptake of HIV 
care. Only one participant described this as a barrier expe-
rienced by trans women given their potential caregiving 
roles within trans communities.

Proposed solutions: piecing together individual, 
social, and organizational interventions to 
increase access to HIV care that may benefit 
women living with HIV of all genders but are 
disproportionately framed for cis women

A patchwork of interventions to increase women’s access to 
HIV care and overall quality of life were highlighted—both 
tangible/ongoing and aspirational—that applied to women 
living with HIV of all genders, though framed mostly about 
the needs of cis women living with HIV (see Table 3). These 
strategies included those at the individual-level (“personal” 
work to enact person-centered care), social-level (women-
specific support groups), and organizational-level (hiring 
staff who are reflective of communities and partnering with 
affirming providers to increase access to care; community 
advisory boards (CABs); comprehensive care inclusive of 
reproductive health care and with available transportation 
and childcare). In addition, provider training to reduce 
stigma, a multi-level intervention, was recommended. Less 
attention was paid to considerations of improving social and 
material conditions for women living with HIV and to dis-
mantling intersecting systems of oppression that contribute 
to ongoing barriers to accessing HIV care experienced by 
women.

At the individual-level, both physicians and social ser-
vice providers alike discussed their own “personal” work 
and strategies to grow toward and enact person-centered 
care, both external to and within their clinic environments. 
At the social-level, many participants suggested women-
centered group support as ideal, though the extent to which 
these groups were envisioned as inclusive to trans women 
was unclear.

Considering the broader context of care, several ways 
in which participants could—or had—attempted to shift 
their organizational and practice contexts to be more wel-
coming for women living with HIV and to address their 

care needs better were raised. While some had attempted 
to increase diversity, representativeness, and trans health 
knowledge of staff internal to their organizations, the need 
to partner with affirming providers to enhance access to 
comprehensive care for cis and trans women was resound-
ing. For example, P5, a Physician, spoke of turning to their 
trans knowledgeable nurse practitioner, while P12, a Social 
Service Provider, described partnering with an LGBT-
friendly primary care provider to support trans clients to 
access FHT.

While participants described partnering to build sup-
portive networks for gender-affirming medical care for 
trans women, they spoke of identifying non-stigmatizing 
OB/GYN practitioners to support cis women living with 
HIV. As P1, a Physician, noted,

Then [Dr. X] stopped seeing patients. Then there was another 
OB/GYN who came into our institution, again who’s 
interested in HIV, [Dr. Y], and we were referring all of our 
patients to him. Then he stopped seeing patients. It’s hard.

P1’s quote exemplifies a common challenge noted, which 
was the ever-shifting availability of affirming providers 
and an ongoing need to build supportive networks to meet 
the care needs of women living with HIV. Challenges were 
also pervasive in timely access to mental health and sub-
stance use support services, which affected all women, 
with the added element of lack of trans competency affect-
ing trans women. While most themes appeared in similar 
ways across the geographic regions of participants, those 
in rural/suburban counties more strongly emphasized the 
challenges associated with finding and maintaining part-
nerships with trans-affirming and HIV knowledgeable 
providers. Participants noted reliance on trans community 
members to identify affirming providers. Community 
Advisory Boards (CABs) were also seen as a potential 
mechanism to ensure that the needs of their clients were 
being met. These CABs were described as meeting multi-
ple functions, often providing a supportive space for peo-
ple living with HIV to connect while also uplifting 
community voices to inform programming.

When describing ideal care for women, providers’ 
descriptions of comprehensive care seldom included gen-
der-affirming medical care, despite most having recog-
nized the importance of such care for trans women. 

Quote

Multi-level interventions, provider training: “I’ve had different trainings and met different people, so I think it’s just been an ongoing 
[issue] through my work learning process. [Trainings,] they’re not always very well attended.” (P13, Social Service Provider)

Multi-level interventions, provider training: “Our social workers provide LGBTQ training for our front desk and other staff in the office, 
so that when patients come in, they feel like it’s a welcoming environment and they don’t feel like there’s stigma there.” (P1, Physician)

CAG: Community Activity Group; LGBTQ: lesbian, gay, bisexual, transgender, and queer.

Table 3. (Continued)
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Providers’ discussions of “optimal” or comprehensive ser-
vice for women often revolved around gynecological or 
reproductive care for cis women.

Recommendations for addressing gaps in SDoH within 
comprehensive care predominantly focused on childcare 
and transportation, despite those barriers noted as related 
to intersecting issues of poverty and insecure housing. 
Finally, participants talked about provider training on top-
ics such as anti-trans and HIV stigma, debating the trans-
formative benefits of such workshops when not required 
but optional.

Discussion

Taken together, these findings suggest that despite rec-
ognition of structural barriers to care for women and 
often acknowledgment of the particular barriers trans 
women face, HIV providers’ efforts to tailor HIV care to 
women tend to focus on the clinical needs of cis women. 
To our knowledge, this is among the first studies to doc-
ument perspectives of HIV care providers that can 
inform the provision of gender-affirming—that is, trans-
inclusive—women-centered HIV care. This study joins 
one other published study that examines the inclusion of 
trans women in HIV treatment and support services 
designed for cis women from the perspectives of women 
living with HIV themselves.2 To inform suggestions for 
intersectional and structurally focused gender-affirming, 
women-centered HIV care, we contextualize our find-
ings and make suggestions for HIV care providers in 
three key areas: (1) avoiding reducing gender to biology 
and making assumptions about reproductive care needs, 
endocrinological care needs, caregiving responsibilities, 
and other life circumstances; (2) promoting the provi-
sion of gender-affirming medical care; and (3) address-
ing structural barriers to HIV care. Furthermore, we 
emphasize the importance of women living with HIV’s 
leadership in structural change, organizational leader-
ship, and health care and social service delivery, particu-
larly women living with HIV across diverse intersections 
of gender, race, class, and more.

Despite an assumed separation between cis and trans 
women’s health care, both cis and trans women were, in 
many ways, reduced by providers to their biological, repro-
ductive, and endocrinological identities. By asking HIV 
care providers about both cis and trans women living with 
HIV’s needs in the same study, we were able to identify 
these, among other, commonalities uniquely. This biologi-
cally focused approach to woman-centered care may ignore 
the social and structural needs of both cis and trans women 
and miss essential components of both women-centered 
and gender-affirming care as conceptualized.15,56,57 
Although based on a small sample, these exploratory find-
ings showing limited conceptualization from providers are 
also evident in how researchers have considered 

comprehensive care for women. For example, one study58 
examined gaps in care among women living with HIV, with 
quality of care indicators including, among HIV care indi-
cators, Pap test, Pap test discussions, reproductive goal dis-
cussions, and breast cancer screening.58 Despite including 
trans women in the study, there was no recognition that 
trans women may not require Pap test or Pap test discus-
sions, nor any consideration of gender-affirming medical 
care as part of comprehensive care for women.58

Still, even as providers do tend to focus on cis women’s 
reproductive health (especially pregnancy prevention) 
there may be an unmet need for comprehensive reproduc-
tive health care among both cis and trans women living 
with HIV, especially that which addresses socio-structural 
barriers to family-making for both cis women living with 
HIV1 and trans women.59 Thus, one crucial component of 
gender-affirming HIV care is to avoid assumptions about 
what women may need, or not need, based on their gender 
identity. In another example, post-menopausal cis women 
living with HIV and cis women with various health condi-
tions may also take estrogen-based hormone therapies,60 
and have similar concerns about drug-drug interactions 
between such therapies and ART.61

Undoubtedly, medical gender affirmation and particu-
larly access to FHT are critical to providing gender-affirm-
ing, women-centered HIV care, as evidenced by both our 
participants and prior research.25 In response to the wave 
of recent Republican-led challenges to gender-affirming 
medical care for adolescents in state legislatures in the 
United States, medical experts and medical associations 
have overwhelmingly asserted the medical necessity of 
gender-affirming medical care.62–64 Unique to our find-
ings, it is notable that participants discussed less comfort 
with prescribing and monitoring FHT for trans women, 
while such concerns were not raised for any medications—
including hormone replacement therapy—for cis women, 
though drug-drug interactions are possible when managing 
a myriad of comorbidities experienced by both cis and 
trans women living with HIV.65 HIV care providers could 
learn about FHT through accessing local resources (e.g. 
collaborating with local endocrinologists or OB/GYN 
leading care) and national supports (e.g. National 
LGBTQIA+ Health Education Center).66 Moreover, given 
the disproportionate prevalence of HIV among trans 
women,6–9 gender-affirming medical care should be a core 
component of infectious disease—and particularly HIV—
specialty medical training, as it has been argued with 
respect to primary care.67

Gender-affirming care should not be construed only 
as biomedical interventions such as FHT. A core compo-
nent of being a gender-affirming provider is to actively 
work toward creating an inclusive health care environ-
ment.56,57 Rather than focusing on identifying affirming 
providers, as many of the participants discussed, increas-
ing the number of providers inclusive of trans women 
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and cis and trans women living with HIV and mitigating 
exposure to anti-trans and HIV stigma through structural 
interventions is needed. One strategy may be mandatory 
anti-trans and/or HIV-related stigma reduction training, 
both of which has been found to be effective with both 
practicing providers and providers-in-training.68–74 
However, broad structural change is also needed to stem 
the tide of discrimination, such as human rights protec-
tions and removal of non-disclosure of HIV criminaliza-
tion laws.75,76 HIV care providers can advocate for 
changes to regressive policies that impede access to HIV 
care for women. This is also consistent with an intersec-
tional and structural approach that envisions a world in 
which women living with HIV are not subject to multi-
ple intersecting systems of oppression as well as one in 
which research and clinical work conducted from an 
intersectional perspective are integrated with a critical 
praxis and social justice aims.35–38

Such protective laws may address not only stigma and 
discrimination in health care but also broader SDoH 
impeding women’s access to HIV care. As demonstrated 
in our findings, gender-based violence, gaps in access to 
life-sustaining SDoH (e.g. income, housing, health care), 
stigma and discrimination in health care, and gendered 
caregiving expectations were discussed as barriers to 
HIV care affecting women of all genders. However, some 
of these barriers, particularly lack of access to SDoH, are 
magnified for trans women, particularly those of color.77 
Integrated care, including psychosocial support services, 
is needed to increase access to HIV care among women. 
In addition to integrating social services within HIV care 
(e.g. case management to assist with housing, income 
support, etc.). One example of an innovative program is 
integrated HIV prevention and employment interven-
tions.78 However, more studies are needed that gather 
empirical evidence of comprehensive gender-affirming, 
women-centered programming that addresses SDoH 
gaps.

Finally, many of the provider participants interviewed 
resonated with scholarship on the importance of hiring cis 
and trans peers and CABs, echoing important suggestions 
from other studies as well.22 Studies have demonstrated the 
benefits of peer support with respect to HIV care and psy-
chosocial outcomes among women. For example, Maiorana 
et al.79 found that trans women of color providing HIV ser-
vices to other trans women of color resulted in the develop-
ment of caring relationships, promoted personal 
empowerment, and portrayed role models for participants 
and the community. Others have also highlighted the sub-
stantial advocacy of trans women of color in Detroit and 
surrounding areas and the benefits of such advocacy.77 
Thus, these findings indicate that HIV care providers could 
work alongside community groups already engaged in such 
work and promote opportunities internally to their organi-
zations for the leadership of women living with HIV.77

These findings and practice recommendations must be 
interpreted cautiously in light of our study limitations. As 
with all qualitative studies, the findings may not be gen-
eralizable beyond HIV care providers in particular com-
munities in Michigan. Those providers who opted into 
the study may have had a baseline interest in the care 
needs of cis and trans women living with HIV, suggesting 
that the understanding of trans inclusion external to these 
providers may be even less. The study’s small sample 
size, primarily due to disruption by the COVID-19 pan-
demic and shifting priorities of HIV care providers (and 
researchers) during this time, also limits its generalizabil-
ity. These study findings represent a particular snapshot 
in time just prior to the coronavirus (COVID-19) out-
break. Much has been written about the shifting land-
scape of HIV care throughout the COVID-19 pandemic, 
and some of these shifts may well have addressed some 
structural barriers (e.g. virtual appointments may reduce 
transportation barriers). However, studies have also sug-
gested that trans women with HIV may be particularly 
vulnerable to COVID-19-related harms.80 Consequently, 
community organizations serving people living with HIV 
affected by intersecting oppressions, including trans 
women, have had to address ever-increasing needs (e.g. 
social isolation) under difficult circumstances (e.g. lock-
downs).81 Future research could explore the ways in 
which women’s HIV care needs—and in particular trans 
women’s care needs—have or have not been addressed 
during the COVID-19 pandemic. Findings were also 
broadly consistent across geographic locations, which 
may have looked different had we had more participants 
from more disparate geographies.

With all of this taken into account, our study included a 
diverse sample of four physicians and four social service 
providers from across different geographic locales deeply 
embedded in the provision of HIV care, thus providing 
important context for our research questions and contribut-
ing to the information power of our study.51 In addition to 
the specificity of our sample, other study aspects that 
allowed us to achieve information power despite the small 
sample size were the specificity of our study aims, our use 
of an established theory, the high quality and comprehen-
siveness of the interviews, and our analysis strategy, which 
involved in-depth analysis of narratives of a few, selected, 
participants.51

Conclusions

Our findings showed that while cis and trans women have 
overlapping social and structural barriers to care—as well 
as overlapping clinical care needs—they are positioned by 
providers as trans- or cis-focused. Moreover, by discussing 
HIV care needs among women living with HIV from an 
inclusive perspective (i.e. asking about both cis and trans 
women’s needs), we found that trans women’s clinical 
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needs are rarely envisioned as an essential part of women’s 
HIV care. To truly show recognition82 of trans women, 
gender-affirming medical care must be considered part of 
HIV care. Ultimately, the movement toward intersectional 
and structurally focused gender-affirming HIV care has the 
potential to ameliorate the health, social conditions, and 
structural realities of all women living with HIV.
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