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RESEARCH

Unraveling reproductive and maternal 
health challenges of women living with HIV/
AIDS in Vietnam: a qualitative study
Lynn T. Nguyen1, Le Minh Giang2, Diep B. Nguyen2, Trang T. Nguyen2 and Chunqing Lin1,3* 

Abstract 

Background Human Immunodeficiency Virus (HIV) remains a significant public health concern worldwide. Women 
living with HIV/AIDS (WLHA) have the additional and unique need to seek sexual and reproductive health services. 
WLHA’s maternal health journeys can be shaped by the cultural norms and resources that exist in their society. This 
study sought to understand if and how WLHA’s family planning, pregnancy, and motherhood experiences could be 
influenced by the patriarchal culture, gender roles, and HIV stigma in Vietnam, specifically.

Methods Between December 2021 and March 2022, 30 WLHA with diverse socioeconomic backgrounds and child-
birth experiences were interviewed in Hanoi, Vietnam. These semi-structured interviews covered topics including HIV 
stigma, gender norms, pregnancy experiences, and child-rearing challenges. Interviews were audio recorded, tran-
scribed, and analysed using ATLAS.ti.

Results Qualitative analyses of participant quotes revealed how limited information on one’s health prospects 
and reproductive options posed a significant challenge to family planning. Societal and familial expectations as well 
as economic circumstances also influenced reproductive decision-making. WLHA often encountered substand-
ard healthcare during pregnancy, labor, and delivery. Stigma and lack of provider attentiveness resulted in cases 
where women were denied pain relief and other medical services. Communication breakdowns resulted in failure 
to administer antiretroviral therapy for newborns. Motherhood for WLHA was shadowed by concerns for not only 
their own health, but also the wellbeing of their children, as HIV stigma affected their children at school and in society 
as well. Many WLHA highlighted the constructive or destructive role that family members could play in their childbirth 
decision-making and care-giving experiences.

Conclusions Overall, this study underscores the complex ways that cultural expectations, family support, and stigma 
in healthcare impact WLHA. Efforts to educate and engage families and healthcare providers are warranted to better 
understand and address the needs of WLHA, ultimately improving their reproductive and maternal health.

Keywords HIV/AIDS, Women, Stigma, Maternal care, Reproductive health, Vietnam

Plain language summary 

HIV-related stigma and discrimination have consequential impacts on health and quality of life for women liv-
ing with HIV (WLHA). WLHA in Vietnam must navigate the additional challenges of a traditionally patriarchal 
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Background
Human Immunodeficiency Virus (HIV) remains a sig-
nificant public health concern worldwide, particularly 
for women. The latest estimates from the World Health 
Organization approximate that 38 million people are liv-
ing with HIV/AIDS, with women accounting for 48% [1]. 
Researchers have recognized biological factors related 
to HIV acquisition, viral pathogenesis, and response to 
treatment which contribute to sex-specific differences 
in HIV-related morbidity and mortality [2, 3]. Socioeco-
nomic factors such as gender-based financial disparities 
and educational inequities result in disproportionate 
access to healthcare and worse outcomes for women liv-
ing with HIV/AIDS (WLHA) [4, 5]. Importantly, WLHA 
have the unique need to seek sexual and reproductive 
health services, and their maternal health journeys can 
be shaped by stigma, breach of confidentiality, and denial 
of care [6, 7].

In Vietnam, women constitute 33% of the 240,000 peo-
ple living with HIV/AIDS [8]. Socio-cultural beliefs and 
gender norms in Vietnamese society shape stigma that 
arises from a belief that HIV infection is associated with 
immoral behaviors, such as sex work and intravenous 
drug use, which are considered “social evils” [9]. Confu-
cian principles also hold great influence, prescribing a 
woman’s duty as a wife and her obligations to family [10]. 
These societal beliefs profoundly impact the decision-
making and experiences of WLHA throughout their 
reproductive journey. The concept of filial piety estab-
lishes respect and authority for senior family members. 
Family can influence a couple’s decision to have children, 
with parents and in-laws often instilling pressure to pro-
duce a male heir [11]. This cultural dynamic can par-
ticularly affect WLHA in their family planning choices. 
When it comes to pregnancy, existing literature indicates 
delays in HIV testing and challenges in accessing opti-
mal prevention of mother-to-child HIV transmission 
(PMTCT) services, often stemming from a lack of infor-
mation and reluctance to discuss HIV-related issues [12, 
13]. Furthermore, WLHA often face societal perceptions 
of being unfit for motherhood due to their illness and the 
risk of transmitting HIV to their children [14].

Despite significant impacts on the outcomes for 
WLHA, there is insufficient research on the intersection 

of HIV stigma, cultural beliefs, and gender roles that 
together shape multifaceted challenges WLHA face 
across the various stages of their reproductive journey. 
Most existing literature on WLHA in Vietnam cent-
ers around their pregnancy desire and perinatal services 
[10–15], revealing a gap in current research concerning 
the challenges WLHA experience as a mother. In light 
of changing cultural contexts and policies, the present 
study uses a qualitative method to explore continued 
challenges faced by WLHA throughout family planning, 
pregnancy, and motherhood as influenced by individual, 
familial, and social-cultural factors. The insights gained 
are intended to inform multilevel strategies that not only 
address the specific vulnerabilities of WLHA but also 
enhance their access to and engagement with overall 
reproductive health services.

Methods
Participant recruitment
Between December 2021 and March 2022, we conducted 
30 in-depth qualitative interviews with WLHA in Hanoi, 
Vietnam. Participants were recruited from HIV outpa-
tient clinics and community-based organizations serving 
women. Recruited WLHA were asked to invite female 
peers from the community to participate. Participation 
criteria were (1) age 18 or above, (2) assigned female 
sex at birth, and (3) HIV-seropositive status. To ensure 
a comprehensive sample, we selected WLHA with vary-
ing ages, marital status, educational attainment, employ-
ment, transmission route, antiretroviral therapy status, 
and number of children. Before the interview, partici-
pants were informed of the study purpose, procedures, 
potential risks and benefits, and that participation was 
voluntary. Oral informed consent was obtained. Approval 
to conduct this research was obtained from University of 
California, Los Angeles, and Hanoi Medical University.

Participant characteristics
Of the 30 WLHA interviewed, 15 (50%) were 36–45 years 
old, 24 (80%) achieved some middle or high school edu-
cation, and 21 (70%) had unstable employment. The 
majority of WLHA (66.7%) reported infection via a sex-
ual route and 13.3% via needle sharing. At the time of 
interview, 13 (43%) WLHA were married or cohabited 

and hierarchical society. Women typically face less educational and occupational opportunities and are often 
expected to defer to expectations of family and virtue. Stigma among family members, friends, employers, 
and healthcare providers poses a significant challenge to WLHA autonomy, especially as it relates to their reproduc-
tive health decision-making and maternal health experiences. This study aims to better understand the experiences 
of WLHA throughout family planning, pregnancy, and motherhood. The findings will hopefully shed light on strate-
gies to empower WLHA and to combat HIV- and gender-based stigma not only in Vietnam, but also globally.
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with a partner and 11 (36.7%) had a husband/partner also 
living with HIV. The WLHA participants were at differ-
ent reproductive stages: three (10%) of the participants 
did not have children at the time of the study, 18 (60%) 
had one child, and nine (30%) had two children (Table 1).

Data collection
The semi-structured interviews lasted 60–90 min in pri-
vate settings. Considering participant preference and the 
COVID-19 situation, interviews were either in-person 
or virtual on Zoom. All interviewers had previous expe-
rience with qualitative research and received additional 
training regarding this study’s objectives and questions. 
The interview topics commenced with general discus-
sions, covering areas such as cultural and personal beliefs 
related to HIV, as well as the social and familial roles of 
women in the context of HIV/AIDS. These conversa-
tions then progressed to more specific inquiries about 
the experiences and challenges faced by WLHA at vari-
ous reproductive stages, from family planning, preg-
nancy, prenatal and postpartum care, to child-rearing. 
Personal identifiers were not collected. All participants 
were paid 300,000 VND (approximately 13 USD) for their 
participation.

Data analysis
The interviews were audio recorded with participants’ 
consent. Interviews were transcribed verbatim in Viet-
namese and translated into English. Data analysis was 
performed concurrently with participant recruitment 
and interviewing to inform data saturation. The data 
segments were organized into coding categories using 
ATLAS.ti (v3.15.0). A set of codes was developed based 
on the interview guides before examining the data. The 
developed codes were applied and modified based on 
themes that emerged from the transcripts throughout the 
coding procedure [16]. The coding was performed by a 
team of three PhD or Master level public health research-
ers. To ensure reliability, the coders read the transcripts, 
discussed analysis, and established inter-rater reliability 
by using rates of agreement. Themes relating to experi-
ences, challenges, and support systems encountered dur-
ing family planning, pregnancy, prenatal and postnatal 
care, and child caring, were identified and extracted.

Results
Family planning
Many factors played into a WLHA’s decision to have 
children, with the presence or absence of family and 
social support having the strongest influence. Due to 
deeply ingrained social expectations for women to con-
tinue their family bloodline, some WLHA feared being 

marginalized by their families, especially the in-laws, if 
they did not have children.

Without a child, they [husband’s family] still think 
that I’m like an outsider…She [mother-in-law] 
doesn’t really see me as her daughter. Firstly, I am 
sick. Secondly, I can’t give birth to children for their 
family. (Woman aged 50, middle school education, 
unstable employment, one adult child)

Table 1 Participant characteristics (N = 30)

Characteristics n %

Age

 18–35 7 23.3

 36–45 15 50.0

 46 and above 8 26.7

Education

 Elementary school or below 5 16.7

 Middle school 9 30.0

 High school 15 50.0

 College 1 3.3

Employment

 Stable job 7 23.3

 Unstable job(s) 21 70.0

 Unemployed 2 6.7

Transmission route

 Sexual 20 66.7

 Needle sharing 4 13.3

 Unclear 6 20.0

Marital status

 Married 13 43.3

 Divorced or separated 5 16.7

 Widowed 8 26.7

 Single 4 13.3

Partners’ HIV status

 Positive 11 36.7

 Negative 13 43.3

 Unknown 3 10.0

 N/A 3 10.0

Number of children

 0 3 10.0

 1 18 60.0

 2 9 30.0

Number of children after tested HIV + 

 0 16 53.3

 1 13 43.3

 2 1 0.03

Having child(ren) tested HIV + 

 Yes 2 6.7

 No 28 93.3
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Many WLHA deferred to pressure from their husbands 
to bear children, even if their own health condition made 
it unfavorable, for the sake of preserving family unity.

I suffered a lot and was on the verge of death after 
giving birth to my first child. Moreover, I was 
addicted to drugs, so I didn’t know how to take care 
of myself. However, my husband insisted on keeping 
our child as he was the only son in the family, and he 
had no child. (Woman aged 41, high school educa-
tion, unstable employment, two teenage children)

On the other hand, the absence of spousal or in-law 
support was a frequent deterrent for WLHA to have 
children. WLHA expressed concerns that, should their 
health declined, they lacked a stable family support sys-
tem to care for their children.

A bad health condition or illness would prevent 
me from raising them. For this reason, I decided 
not to have kids. Now, I am even more certain of 
it. I am unable to have a stable family or husband 
and children. Having these things makes a woman 
feel secure. My current situation is… “Single mom” 
is what it’s called. (Woman aged 40, middle school 
education, unstable employment, one adult child)

Additionally, WLHA faced a significant challenge due 
to inadequate access to information and resources nec-
essary for informed decision-making in family planning, 
leaving them in a state of despair and confusion about 
their available options and the prospects of pregnancy.

When I found out about my condition, I didn’t have 
anybody to share things with. I didn’t know any 
group or organization…and I didn’t know where 
to ask for help. I would have gotten an abortion 
because I fell into despair. I thought having this con-
dition meant my life had already come to an end. 
(Woman aged 37, middle school education, unsta-
ble employment, two children: one teenager and one 
younger).

Finally, 77% of WLHA in this study (Table  1) were 
either unemployed or had unstable employment. Many 
did not have wealthy families to whom they could turn to 
for financial assistance. Without financial security, many 
WLHA worried that they could not adequately provide 
for their children.

Our economic situation means that we can’t provide 
the best conditions for our child. That’s the foremost 
reason for not having more, not because of the dis-
ease. So of course, it did affect my plan. I will not 
have another child. (Woman aged 35, high school 
education, unstable employment, one teenage child)

Pregnancy and perinatal care
Stigma and discrimination posed significant barriers 
to WLHA’s autonomy in pregnancy and access to qual-
ity perinatal services. Several WLHA opted for abor-
tion due to discouragement by medical providers. In an 
extreme case, one WLHA accepted forced sterilization 
due to fear of infecting future children.

I started taking the medicine that helped prevent 
HIV transmission to my baby. When I had my 
delivery…the doctors made me undergo steriliza-
tion. I accepted…I was afraid that my daughter 
would be infected with HIV, so I accepted the oper-
ation. (Woman aged 43, some elementary school 
education, unstable employment, two children: 
one adult and one teenager)

Being denied admission or referred to other health-
care settings was commonly experienced by WLHA 
when her HIV status was revealed. Providers there 
claimed lack of expertise in delivering babies born to 
mothers with HIV.

They [hospital staff] said there was nobody special-
izing in baby delivery in such circumstances [HIV 
positive mothers]. They advised me to go to the 
National Hospital instead. (Woman aged 37, middle 
school education, unstable employment, two chil-
dren: one teenager and one younger)

During labor and delivery, several WLHA recalled 
being denied routine services such as pain relief due to 
discrimination from healthcare providers.

When I entered the delivery room, the doctors there 
discriminated against me. The doctors didn’t want 
to take care of me. There were many times when I 
had labor pain and I asked for an operation multi-
ple times, but the doctors just ignored me. (Woman 
aged 36, high school education, stable job, one teen-
age child)

One WLHA explained how she was forced to undergo 
a caesarean section before her due date, without appro-
priate informed consent.

I was expected to be in labor in early December. 
That was my due date. However, after I had been 
diagnosed [with HIV], the doctor said, ‘I don’t care 
whether you will be in labor in early December. You 
will have a cesarean section next Monday. (Woman 
aged 44, high school education, unstable employ-
ment, one teenage child)

Another WLHA shared her experience of being left 
unattended. She delivered her baby without professional 
assistance due to healthcare staffs’ avoidance and fear of 
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contracting HIV. Her husband had to step in and assist 
with the delivery.

They [the hospital staff] didn’t dare to touch me. It 
was in 2006 when people didn’t know much about 
my illness…At that time, while I was in pain, they 
told me to keep waiting, waiting, waiting... I gave 
birth right on the spot. My husband delivered my 
baby…no one would help me (Woman aged 41, high 
school education, unstable employment, two teenage 
children)

Postpartum care and support
Stigma in healthcare settings continues to be a barrier for 
WLHA to receive optimal postpartum care. WLHA faced 
denial of postpartum medical services including bathing 
and wound care. Some family members had to step in 
and take responsibility for these tasks.

Most people knew that I got HIV so they wouldn’t 
bathe the baby. We just bathed our baby ourselves. 
Also, in that hospital, there were no wound care ser-
vices…my family asked, they just said no. (Woman 
aged 36, high school education, unstable employ-
ment, two young children)

Additionally, a few WLHA underwent more costly 
medical procedures without proper explanation. For 
instance, one WLHA recognized the discrepancies in her 
medical bills compared to her peers. She shared how it 
intensified her stress as she, among many WLHA, was 
already struggling financially.

When it came to my operation, the woman who did 
my hospital papers said that I had to pay more to 
support the doctors, the operation team. But I saw 
that my friends… for this same thing...they paid 1 
million dong, some 2 million, and some 3 million…
but for me the deal was 7 million dong. 7 million is 
not a big amount of money, but for my husband and 
I, it was everything. There were more payments with 
paper signing, in total it was 11 million dong or so. 
(Woman aged 35, high school education, unstable 
employment, one young child)

A prominent factor affecting WLHA’s perinatal expe-
riences was the lack of knowledge and information 
sources, which could be stemmed from failure of medi-
cal providers to provide WLHA with proper information 
and guidance. In some cases, there was a breakdown in 
communication and WLHA were blamed for not taking 
the necessary medical precautions for PMTCT.

It was after a month when I came to get her exami-
nations done that the nurse asked me whether my 
daughter was taking medications. I told her that I 

didn’t know…The staff over at the hospital said that 
as soon as we went home after the birth, they sud-
denly remembered us. They said that I did not pick 
up the phone when they called. But no one was call-
ing me. Those nurses said it was my fault! (Woman 
aged 29, college education, unstable employment, 
one young child)

There were WLHA in this study stressed that these 
knowledge and care gaps resulted in their babies get-
ting infected; a consequence that would affect their lives 
forever.

They helped me deliver, and that’s all. There were 
no medications. There was nothing here back then. 
My baby got infected. After that time, I didn’t dare 
give birth. To date, I still have not given birth again. 
(Woman aged 44, high school education, unstable 
employment, one adult child)

Due to unclear guidance on what was safe to do as a 
new parent, many WLHA in this study lamented missing 
out on opportunities to physically bond with their new-
borns and felt that they were not caring for their child in 
a way that was natural and expected.

I purposely didn’t let my breast milk flow so that 
my son had to get milk from other sources, so that…
there was no contact between us...I only knew not 
to breastfeed my baby, I didn’t really know much 
else. I just thought about ‘not being near my baby.’ 
(Woman aged 36, some high school education, 
unstable employment, one teenage child)

Experiences or fears of discrimination and isolation 
from their families have adversely affected the post-
partum experiences of WLHA. In some cases, families 
avoided visiting them in the hospital or separated them 
from their babies. Additionally, concerns arose that their 
inability to breastfeed might inadvertently reveal their 
health status, leading to gossip and further stigmatization 
within the family.

Childcaring and parenting
During the parenting stage, similar to their experiences 
in pregnancy and perinatal periods, the lack of knowl-
edge among WLHA exacerbated fears about their health 
deteriorating, leading to concerns about the future care 
and well-being of their children.

I don’t know how long I will live. I’m also worried 
that there are many things I haven’t done for my 
children, I’m just afraid that my children are still 
small and if I get sick then I don’t know how they will 
live. (Woman aged 38, middle school education, sta-
ble employment, one teenage child)
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The theme of family and social support, or lack thereof, 
remained important factors contributing to either suc-
cesses or challenges of motherhood and childcare. Multi-
generational households are a common cultural practice 
in Vietnam and a few WLHA expressed gratitude for 
having parents or in-laws who were willing to help with 
childcare when they needed. Many WLHA were also 
fortunate enough to receive instrumental emotional and 
financial support from their families.

At that time, I also had my biological mother, my 
biological mother took care of my son from A to Z…
When I was sick like that, I had my mom take care of 
everything for my son. (Woman aged 36, some high 
school education, unstable employment, one teenage 
child)

Some WLHA deliberately disclosed their HIV status to 
certain family members, not only as an act of trust, but 
also as a pragmatic step to ensure that there would be 
someone informed and ready to step in to care for their 
children if their health took a turn for the worse.

I told my sister first. At that time, I thought I might 
not be able to live, so she could know my situation 
and my children…If I die, she will help take care of 
them for me. (Woman aged 45, some elementary 
school education, stable employment, two children: 
one adult and one teenager)

As a cultural expectation, WLHA faced the burden of 
raising their children alone without much involvement 
of their husbands/partners to share the childrearing bur-
den. Several WLHA also shared the resentment they felt 
towards their partners for infecting them and explained 
how their strained relationships impacted how they 
raised their children.

It has been 17 years since my husband died. I raise 
my son on my own. I have been taking on different 
responsibilities for the past 19 years. My son is 19 
years old, and I have been in charge of everything 
myself, completely alone…I raise my kid alone, teach 
him things alone. In general, I take care of every-
thing, from A to Z, alone. (Woman aged 38, middle 
school education, stable employment, having one 
adult child)

Encouragingly, some WLHA used the fact that there 
was no other family around as motivation for living well 
and living long so that their children could have someone 
to care for them.

Sometimes I think about my [deceased] husband 
and I think about my child. If I die now, she will have 
a hard life, having no father and no mother…It’s not 

worth it to die because of HIV. I try to maintain pos-
itive thoughts and to live well so that my daughter 
won’t be ashamed of me. (Woman aged 55, elemen-
tary school education, unstable employment, one 
teenage child)

WLHA who use drugs faced additional challenges of 
raising young children while battling addiction without 
the support of family or friends. They did not have the 
socioeconomic resources to provide safe and nurturing 
home environments for their children.

There was only one tiny room (at home), if they (the 
children) didn’t stay with us, where would they go? 
When we were in withdrawal, we didn’t think about 
anything, we let the two small children sit and play 
next to us while we were on drugs, because no one 
was watching them for me. Once while I was using 
drugs, my children even played with a syringe 
(Woman aged 41, some high school education, 
unstable employment, two teenage children)

Finally, an important factor influencing WLHA’s expe-
riences with motherhood was navigating the societal 
stigma and lack of social support that not only affected 
themselves, but also their children. Some WLHA 
described how their children were neglected or isolated 
by neighbors. Schools also required discriminatory HIV 
testing for children whose mothers were living with HIV. 
One of the most devastating fears of WLHA was that 
their children were being bullied by peers or that they 
faced expulsion from school.

Neighbors told people not to play with my chil-
dren because their mother is HIV positive. When I 
heard that, I was very angry. I felt very sad…There 
was a time when my child went to kindergarten, the 
teacher did not allow it. The teacher kept saying that 
other parents did not agree for my child to study 
there…I brought a paper with negative test results, 
but the teacher wouldn’t listen. (Woman aged 38, 
middle school education, stable employment, one 
teenage child)

Discussion
This study provides insight into the overarching chal-
lenges, including HIV-related stigma, lack of access to 
health information, and disparities in economic power 
and cultural expectations placed on women in Vietnam, 
and how these challenges influenced the interconnect-
ing stages of WLHA’s reproductive journey, from fam-
ily planning, pregnancy, perinatal care, and motherhood 
experiences. Based on these findings, the study under-
scores the importance of devising multifaceted strategies 
to improve WLHA’s support, services, and outcomes.
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At an individual level, WLHA’s lack of knowledge 
about reproductive options, PMTCT precautions, and 
HIV prognoses resulted in notable distress. Given the 
positive association between health knowledge and self-
efficacy [17], educating WLHA about current HIV treat-
ment and PMTCT strategies and dispelling myths of 
poor HIV prognosis and the likelihood of having babies 
infected with HIV could empower WLHA to make 
well-informed reproductive decisions. Establishment of 
programs that offer feeding guidance for new WLHA 
mothers could also assuage fears of vertical transmis-
sion through breastmilk. Additionally, WLHA who could 
not bear children in this study experienced internalized 
stigma and shame. Cognitive behavioral stress manage-
ment and expressive supportive therapy have been shown 
to enhance self-esteem while mitigating depression and 
anxiety specifically for WLHA [18]. Adapting a similar 
therapy strategy to Vietnam with the formation of peer 
groups for exchange of experiences could vastly improve 
mental health outcomes for WLHA.

On an interpersonal level, findings revealed how family 
plays a pivotal role in shaping the maternal health expe-
riences of WLHA. Considering expectations for women 
to bear children, many WLHA in this study shared how 
they had to prioritize their husband’s or family’s desires 
before their own health and personal desires. The role 
of family in the reproductive decisions and experiences 
of WLHA was complex and varied. On one hand, some 
WLHA were fortunate to receive familial support with 
pregnancy and parenting. On the other hand, some 
WLHA grappled with stigma, alienation, and raising 
their children alone due to partner illness/separation and 
the traditional family-caring role in women. This expe-
rience is not unique to Vietnam as similar findings have 
also been reported in developed countries [6, 19]. Thus, 
family-centered care models where the family, especially 
the husband, are involved in decision-making, care plan-
ning, and child-rearing, can foster a sense of inclusion 
and responsibility from the whole family unit, and allevi-
ate burden on WLHA [20, 21].

On a systems level, HIV-related stigma in healthcare 
settings significantly impacted WLHA’s entire repro-
ductive experiences. Like previous studies, participants 
reported receiving discriminatory health counseling from 
their providers, such as advice for contraception and 
abortion rather than for feasible family planning options 
[22, 23]. During pregnancy, stigma towards pregnant 
WLHA resulted in delayed checkups and suboptimal pre-
natal care [24]. Consequentially, breakdown of patient-
provider communication and failed interprofessional 
collaboration to implement PMTCT, resulted in HIV 
transmission to babies of WLHA [25]. Thus, specialized 
training to educate healthcare providers on management 

of pregnancies in WLHA is warranted. Ikeda and col-
leagues described a quality improvement approach 
across Southeast Asia, featuring routine measurement 
of stigma, team-based learning, and root cause analysis, 
to address multi-level drivers of stigma in healthcare set-
tings [26]. Integration of HIV care with existing mater-
nal and child health services has also been demonstrated 
to improve access, adherence, and retention to PMTCT 
services [27, 28]. These approaches could be adapted 
to tackle stigma in healthcare settings to ensure safety 
throughout WLHA’s perinatal experiences.

Finally, the reproductive and maternal health challenges 
faced by WLHA represent a salient socioeconomic and 
cultural issue. In Vietnam, like in many other countries, 
women typically have more limited access to resources, 
education, and labor market opportunities compared to 
men [29]. This gender disparity is exacerbated by HIV 
stigma and patriarchal norms, thereby intensifying the 
challenges WLHA face in their effort to gain economic 
stability and fulfill their societal and familial roles [30, 
31]. This study also highlighted how societal stigma 
extends to children born to WLHA. These children faced 
isolation, bullying, and limited educational opportuni-
ties that could affect their futures. Potential strategies to 
address discrimination towards WLHA and their chil-
dren include education campaigns to challenge stereo-
types surrounding HIV, as well as enforcing policies and 
training on inclusivity and confidentiality practices at 
educational, employer, and healthcare institutions.

This study faced a few limitations. All participants 
were recruited from Hanoi, Vietnam’s capital city 
where attitudes are more liberal. Thus, these findings 
are not generalizable to WLHA in other areas with less 
open attitudes and resources. The interviews were also 
only conducted with WLHA, without the perspectives 
of their partners, families, or male counterparts. The 
data was self-reported and could be subject to social 
desirability bias. Finally, while pregnancies and deliv-
eries are typically memorable events, it is important to 
note that some of our study participants experienced 
these during the 2000s and 2010s. Consequently, their 
recollections of perinatal experiences may be prone to 
recall bias. Additionally, these experiences might not 
completely reflect the present-day context, consider-
ing the advancements in PMTCT services, changes in 
health policies, and the growing social progressive-
ness in awareness of HIV/AIDS. Nonetheless, the find-
ings from these interviews remain relevant today, as 
major challenges encountered by WLHA, including 
HIV-related stigma, gender disparities in social capi-
tal, traditional family roles, and inadequacies in patient 
confidentiality protection, continue to be evident in 
Vietnamese society [9, 31]. Moreover, the insights 
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derived from these women’s experiences, even those 
from the past, contribute to a comprehensive narrative 
to enhance our understanding of the evolving land-
scape of perinatal care and motherhood among WLHA 
in Vietnam.

Conclusions
In conclusion, this study highlights the intersection of 
HIV stigma, cultural beliefs, and gender norms that 
shape WLHA’s holistic reproductive experiences in 
Vietnam. Our findings underscore the need for mul-
tifaceted strategies at the individual, community, and 
societal levels to improve self-efficacy, social support, 
and medical care for WLHA throughout family plan-
ning, pregnancy, and motherhood. Policy and educa-
tional programs targeted for the WLHA, their families, 
healthcare providers, and the public are needed to pro-
mote access and equity for WLHA in Vietnam.
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