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Abstract
Th is study explored the perspectives of a multidisciplinary 
team at an HIV clinic in Canada mandated with address-
ing the diverse needs experienced by their HIV+ refugee 
clients. Specifi cally, the study sought to identify barriers 
and facilitators to eff ective service provision for refugee 
persons living with HIV/AIDS (PHAs) in the context of a 
multidisciplinary team. Data were acquired using qualita-
tive methods. Individual interviews were conducted with 
a sample of seven service providers who work directly with 
HIV+ refugees on a multidisciplinary team at an HIV clinic 
in Canada. Respondents identifi ed a need for improved 
community services for HIV+ refugees, specifi cally legal 
aid and service from immigration doctors and pharma-
cies. Cultural and linguistic issues also shaped respondents’ 
work with refugees; suggestions for addressing these issues 
included HIV-related and culturally competent training. 
Implications for policy, practice, and research are included.

Résumé
Cette étude a exploré les points de vue d’une équipe multi-
disciplinaire dans une clinique du VIH au Canada ayant 
pour mandat de répondre aux divers besoins de leurs clients 
séropositifs. Plus précisément, l’étude a cherché à identifi er 
les obstacles et les possibilités à l’égard de la prestation de 
services effi  caces pour les personnes réfugiées vivant avec 
le VIH/sida (PVVIH) dans le cadre d’une équipe multidis-
ciplinaire. Les données ont été recueillies en utilisant des 
méthodes qualitatives. Des entretiens individuels ont été 
menés auprès d’un échantillon de sept intervenants tra-
vaillant directement avec des réfugiés séropositifs au sein 

d’une équipe multidisciplinaire dans une clinique du VIH 
au Canada. Les répondants ont identifi é un besoin d’amé-
lioration des services communautaires pour réfugiés séro-
positifs, en particulier de l’aide juridique et des services de 
médecins et de pharmacies à l’immigration. Les questions 
culturelles et linguistiques agissent aussi sur le travail des 
répondants avec les réfugiés; une formation culturellement 
compétente liée au VIH fi gure parmi les suggestions pour 
traiter de ces questions. Les incidences pour la politique, la 
pratique et la recherche sont aussi discutées.

Introduction
Refugee1 persons living with HIV/AIDS (PHAs) in Canada 
are a vulnerable population who experience multiple chal-
lenges. Th ese challenges include navigating immigration 
and settlement processes,2 in addition to dealing with an 
HIV diagnosis. In 2007, there were an estimated 33.2 million 
people worldwide with HIV; approximately 58,000 live in 
Canada.3 Persons who were born in an HIV-endemic coun-
try are overrepresented in Canada’s current HIV epidemic.4 

In 2007, approximately 13 per cent of newly reported HIV 
cases were refugees who arrived in Canada and tested posi-
tive for HIV, the largest proportion of people being born in 
Africa and the Middle East (59 per cent), followed by the 
Americas, Asia, and Europe, respectively.5 Of the 1,050 
HIV+ applicants for Canadian permanent residency in 2006 
and 2007, 994 were refugees, refugee claimants, or family 
class members.6

Th e majority of recent research conducted in the area 
of refugees living with HIV in Canada has been primarily 
quantitative, based on statistical prevalence, sociodemo-
graphics, or HIV policy.7 Th ere is limited research on the 
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experiences of professionals whose services are bound by 
policies, who interact daily with HIV+ refugees, and who 
observe fi rst-hand refugees’ resettlement challenges in 
Canada.8 Multidisciplinary teams have existed within the 
health care fi eld as a means to address the multiple needs 
of diverse communities and populations for decades in 
the realm of HIV care.9 “Multidisciplinary” characterizes 
a team where each individual discipline brings its profes-
sion to the group while maintaining its own identity within 
interactions with other disciplines.10 In many settings, this 
approach has been focused on utilizing multiple service 
providers from diff erent disciplines in order to provide 
integrated services to persons with HIV, primarily in the 
context of co-occurring physical and mental health issues 
and substance abuse.11 Multidisciplinarity has also been 
described as a situation where each member of the team pro-
vides distinct knowledge and expertise as a means to opti-
mize the “effi  ciency of decision making and meeting clients’ 
needs in a more holistic fashion.”12 Studies have found that 
multidisciplinary approaches can improve compliance with 
HIV primary care visits, which is associated with increased 
retention in care and improved treatment adherence.13

Th ere is limited research available regarding the perspec-
tives of a multidisciplinary team mandated to address the 
myriad needs of persons living with HIV, and, more spe-
cifi cally, how a multidisciplinary team could contribute to 
eff ectively addressing the diverse needs and experiences of 
HIV+ refugees.14 One recent study described its approach 
to primary health care service provision for refugees in 
general as “multidisciplinary,” but did not describe the 
mechanisms of the multidisciplinary team beyond listing 
the disciplines connected with the clinic.15 A multidisci-
plinary team approach can be benefi cial to HIV+ refugees 
by utilizing a holistic framework that addresses not only 
medical needs, but psychological, psychosocial, spiritual, 
legal, and nutritional challenges as well. For this study, the 
term “multidisciplinary” was adopted to refl ect that the 
study site (an HIV clinic) existed within a hospital set-
ting with distinct roles and disciplines. Th e purpose of the 
study was to explore the perspectives of a multidisciplin-
ary team at an HIV clinic in Canada tasked with addressing 
the diverse needs experienced by their HIV+ refugee clients. 
Specifi cally, the study sought to identify barriers and facili-
tators to eff ective service provision for refugee PHAs within 
the context of a multidisciplinary team, addressing this gap 
in the literature.

Immigration and Health Contexts of HIV+ 
Refugees in Canada
Immigration and HIV are both areas that are strongly infl u-
enced by policies that are continually changing, requiring 

health professionals and other service providers to keep 
up to date in order to provide clients with the best possible 
service. In November 2001, the Immigration Act of 1976 
was replaced by the Immigration and Refugee Protection 
Act (IRPA). In January 2002, Citizenship and Immigration 
Canada (CIC) added routine HIV testing to the Immigration 
Medical Exam (IME) for all immigrants and persons seek-
ing refugee status arriving in Canada aged fi ft een years and 
over. One section of IRPA, Article 38, does not specifi cally 
mention HIV as a criterion for exclusion but could consider 
PHAs “medically inadmissible.” Th is could prevent immi-
grants from being granted permanent residency if it were 
deemed that their health condition would place excessive 
burden on public health services.16 Offi  cially, however, refu-
gees are exempt from Article 38, as they are “eligible by law 
to remain in Canada independent of their health status.”17 
Th is highlights, in theory, the humanitarian nature of refu-
gee admissions.

Currently, HIV is considered a “notifi able” disease rather 
than a “reportable” disease like tuberculosis or syphilis. 
Th is means that there are no mandatory conditions for 
follow-up for refugees who test HIV positive when arriving 
in Canada. Testing can ensure new cases of HIV entering 
Canada are treated and monitored, helping to reduce new 
infections. Little attention is paid, however, to the stigma 
that still exists surrounding HIV status. Th e IME’s imple-
mentation of mandatory testing has caused an increase in 
the detection of HIV cases among immigrants and refu-
gees coming to Canada, resulting in the essential need to 
research services available to this population.

Addressing only HIV diagnoses for refugee popula-
tions in Canada is not enough to meet all of their multiple 
needs. Addressing the physical health needs of refugees 
with HIV is of course critical, but their cultural, psycho-
logical, and resettlement needs should be addressed as well. 
Krentz and Gill emphasized the need for specifi c services 
for immigrants who possess distinct demographic and clin-
ical characteristics requiring focused and diff erent resour-
ces.18 Refugees are not a monolithic group as they possess 
diff erent experiences and expectations of health and health 
care.19 Refugees may have experienced previous trauma 
in their home country and/or trauma from the migration 
journey, and are now facing a complex immigration system, 
experiencing challenges with adapting to a new culture and 
lifestyle, securing housing and employment, and facing 
systemic discrimination in addition to accessing medical 
treatment.20 Th ese challenges combined make it diffi  cult for 
refugees to negotiate the extremely complex immigration, 
welfare, and health care systems.

A qualitative study conducted in Toronto’s African 
and Caribbean communities on their experience with 
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stigma, denial, fear, and discrimination associated with 
HIV/AIDS found the “need to raise awareness about HIV, 
combat stigma and tackle systemic issues such as racism 
and unemployment which impact on the overall health of 
their communities.”21 Ruppenthal explored HIV+ refu-
gees’ adjustment in Montreal and described their realities 
as experiences of trauma, complicated immigration nego-
tiations, challenges accessing care, discrimination, family 
separation, isolation, cultural adaptation, uncertainty, 
and poverty.22 Additionally, Simich, Beiser, Stewart, and 
Mwakarimba identifi ed fi nancial insecurity, intergenera-
tional strains, and gender role changes as further sources of 
stress for newcomers to Canada.23 Combining these factors 
with the realities of an HIV diagnosis that could include 
stigma, shock, denial, lack of information, new care regime, 
mental health issues, depression, and fear can be over-
whelming.24 One study of mental health services for refugee 
PHAs in Toronto found that critical service needs included 
improved coordination and quality of services with HIV-
awareness training to reduce AIDS-related stigma and 
fear, language services, and increased mental health servi-
ces.25 Respondents in a study of policy changes on refugee 
health in Toronto identifi ed “an urgent need for interpreta-
tion services, case management and culturally appropriate 
food bank services.”26 Health outcomes are thus shaped by 
legal interventions as well as “social support, pre-migration 
experiences, citizenship and social status, access to edu-
cation, employment, adequate housing and health servi-
ces, personal coping resources, community connections 
and social inclusion.”27 Further, discrimination and social 
inequities experienced by PHAs of colour contribute to an 
increase of HIV risks by poor management of the disease, 
higher rates of depression, and other psychiatric problems.28 
As a suggestion for an integrated HIV-prevention approach, 
Veinot emphasized that the concept of HIV/AIDS treatment 
should be implemented as a “continuum” to also include 
complementary therapies that address mental, spiritual, 
and emotional needs.29

Multidisciplinary Teams Working with Refugee 
PHAs
To address living with HIV/AIDS, it is critical to be able 
to treat the individual’s needs on all levels: psychological, 
emotional, social, and spiritual, in addition to physical. Th is 
involves focusing more on the person than on the virus,30 
which can oft en occur in a hospital and medical setting 
with health professionals. Th e study chose an ecological 
perspective to study multidisciplinary teams serving refu-
gee PHAs.31 An ecological perspective explores the inter-
connectedness among the diff erent layers of an individual’s 
environment and how these infl uence one’s development. 

When employing an ecological perspective, it is critical to 
“understand how varying models of collaboration play out 
in diff ering ecological contexts”32 in order to address the 
myriad needs of refugee PHAs. Th e nature of an HIV diag-
nosis and the subsequent “interacting biological, psycho-
logical, and social needs [of the person with HIV] should 
be addressed simultaneously rather than as separate, iso-
lated dimensions” and thus necessitates the use of a multi-
disciplinary approach to care.33 One profession or area of 
expertise alone cannot address all the needs an HIV infec-
tion demands. In addition to combining knowledge from 
diverse disciplines, multidisciplinarity also means “ultim-
ately expanding one’s own repertoire and gaining an appre-
ciation of other disciplines’ perspectives.”34

A multidisciplinary approach requires many considera-
tions, including within-team communication, community 
collaboration, role defi nition, and protection of client con-
fi dentiality. Most importantly, a client-centred approach 
should guide the multidisciplinary process.35 Key compon-
ents to multidisciplinary collaboration include understand-
ing multiple perspectives involved, willingness to share 
one’s expertise, fl exibility, acknowledging work of support 
staff , involvement of fi nancial, managerial and administra-
tive staff , implementation of staff  support systems such as 
counselling, and knowing one’s role within the team, as well 
as understanding the roles of team members.36 Professionals 
on an HIV multidisciplinary team are required to combine 
knowledge from their own discipline with an expertise on 
HIV/AIDS as well as be in regular, direct communication 
to prevent fragmentation and duplication of services. It is 
also important to share experiences to gain meaning from 
their work in a compassionate, trusting environment which 
can help to address the eff ects of job-related stress.37 Th is 
is essential when such stress includes work with refugee 
populations who have had traumatic life experiences and, 
in addition, the inevitable loss of patients from AIDS.

Th ere are specifi c processes that are essential for multi-
disciplinary teams to function eff ectively including their 
organization (training, resources, and preparation), know-
ledge, communication, and interaction.38 Previous studies 
have described how there are challenges with defi ning roles 
within the team, distribution of power, division of labour, 
and establishing a standardized approach to care including 
executing services, evaluation, and monitoring systems.39 
Th ere are no known guidelines or standards for multidisci-
plinary care for PHAs in North America.40 Th e diffi  culty 
with establishing such guidelines also exists in the variance 
of HIV experience among individuals, especially those with 
complex needs. In a review of integrated HIV care for co-
occurring substance abuse disorders and mental disorders, 
Soto et al. found that of the integrated HIV programs, “few 
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described the mechanisms they developed to facilitate and 
support this type of collaboration.”41 Th ere is no consen-
sus within the literature on the collaborative structures and 
processes that are most eff ective. Working in collaboration 
amongst professions also challenges the long tradition of 
specialization, and subsequent fragmentation, of services 
in the health care fi eld.42 HIV treatment originated within 
a medical model, however, a holistic model is more inclu-
sive of the social, psychosocial, and psychological needs of 
patients.

Methods
Th e method of inquiry into the experiences of a multidisci-
plinary team’s work with refugee PHAs was a qualitative 
case study, specifi cally a within-site study of a single pro-
gram.43 Th is approach was selected as the most relevant to 
depict the complexities of one unique case. Th e specifi c case 
studied was an HIV clinic multidisciplinary team. Th rough 
intensive analysis of a single case, researchers studied “a 
bounded system (a case) […] through detailed, in-depth data 
collection […] and [reported] a case description and case-
based themes.”44 As the unit of analysis, the multidisciplin-
ary team was explored within its real-life context through 
interviews with individual team members.45 Qualitative 
methods were chosen to allow participants to give voice 
to their perceptions of the team’s functioning, providing 
insight into the complex processes of working with refugee 
PHAs.46 As little is known about multidisciplinary teams’ 
work with refugee PHAs, qualitative methods were appro-
priate for the study’s exploratory nature, allowing for cre-
ation of categories to emerge from the data.47

Th is case of the clinic’s multidisciplinary team is unique 
in that the clinic specializes in both HIV and refugee popu-
lations; other multidisciplinary teams in Canada focus either 
only on HIV (e.g., John Ruedy Immunodefi ciency Clinic in 
Vancouver) or only on refugee health more broadly (e.g., 
Access Alliance Multicultural Community Health Centre 
in Toronto). By analyzing a unique case, the study sought 
to (a) document the functioning of a distinctive team—they 
represent front-line health and social service delivery for 
refugee PHAs; and (b) explore team members’ perspec-
tives on work with refugee PHAs, not only to determine the 
nature of a multidisciplinary team but also how additional 
members not always found on multidisciplinary teams add 
to the expertise of the group.48

HIV Clinic Background
Th e multidisciplinary team at the HIV clinic is com-
prised of thirty-three team members representing medi-
cine (nurses and medical doctors), social work, psychiatry, 
psychology, pharmacy, nutrition, law, theology (chaplain), 

and administration. Additionally, the clinic has a clinical 
research team and operates an AIDS consultation phone 
line. Several of the professions were represented by one 
position, and some of these positions were part-time. Th e 
team provided care and treatment in English, French, and 
Spanish to HIV+ adults, a signifi cant proportion of whom 
were HIV-infected refugees. In 2009, the clinic served 
between 1,300 and 1,400 patients, coming from eighty-fi ve 
diff erent countries. Over 20 per cent of the clinic’s patients, 
approximately 300 to 400, were refugees. Most of the clinic’s 
refugee population originated from Africa, Latin America, 
and the Caribbean. Refugees were referred to the HIV clinic 
by immigration doctors aft er they arrived in Canada and 
had undergone the Immigration Medical Examination. 
Immigration doctors are designated by CIC to conduct the 
IMEs.

Sample
To recruit participants, a letter was sent to each team mem-
ber and the study was presented at a psychosocial round 
meeting to all team members. Th e total sample consisted 
of seven HIV-clinic multidisciplinary team members, three 
women and four men. Due to team members’ availability, 
only six of the nine disciplines were covered, although the 
six (Participant 1, social work; Participant 2, law; Participant 
3, medicine-nursing; Participant 4, pharmacy; Participant 5, 
medicine-physician; Participant 6, medicine-physician; and 
Participant 7, psychology) were the members with the most 
active involvement with patients. Th e sample contained a 
combined total of seventy-nine years experience of working 
with PHAs. While all members were invited to participate, 
researchers targeted members to ensure the distribution of 
key variables in terms of discipline represented, length of 
team involvement, and level of participation on the team.

Data Sources
Th e primary data source was an in-depth individual inter-
view of members of a multidisciplinary team that works 
with refugee PHAs. Open-ended, semi-structured inter-
views lasting 60 to 120 minutes were audiorecorded and 
transcribed verbatim. Th e interview guide asked the same 
questions to all participants, regardless of profession. Th e 
guide was composed of explanatory, interpretative, and 
evaluative questions that focused on multidisciplinary team 
role, perceptions of refugee clients’ needs and how the team 
addresses them, dynamics of working on a multidisciplin-
ary team, improvements that can be made to the team, and 
how they could be implemented. Some of the questions were 
adapted from an interview schedule developed by Sargeant 
and Jones used in their research on barriers young women 
with HIV experience when accessing primary health care in 
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Vancouver.49 Th is guide provided consistency to the ques-
tions while allowing respondents the fl exibility to digress 
on their own experiences. Th e secondary data source was 
a document review of information provided by the clinic 
including annual reports, studies conducted at the clinic, 
and statistics of client demographics. Researchers took 
notes on these materials, highlighting themes which had 
emerged from the interviews for triangulation.

Data Analysis
Data were analyzed using a “holistic analysis,” employing a 
thematic analysis across the entire case to present descrip-
tions, themes, and interpretations that were connected to 
the whole case.50 In order to identify similar themes, codes 
and themes that emerged from team members’ interviews 
were compared to each other. Transcribed interviews were 
read for codes created to refl ect the research questions as 
well as areas which emerged from the data and reread and 
recoded for more specifi c codes and subcodes. NVivo, a 
qualitative soft ware program, was used to assist with data 
analysis. Member checking was conducted by sharing data 
and interpretations with participants. Individual interview 
transcriptions and generated themes were provided to each 
participant for verifi cation, feedback and further input.

Study Findings
Perspectives provided by members from the multidisciplin-
ary team illustrate how a multidisciplinary approach sup-
ports refugee PHAs in meeting their multiple complex and 
urgent needs. Team members identifi ed various challenges 
and strengths associated with working on a multidisciplin-
ary team, working with HIV+ refugee patients, and collab-
orating with professionals in the community connected to 
refugee PHA populations.

Challenges
Bringing diff erent disciplines together to produce the best 
outcome for clients is a challenge with any client popula-
tion. Not everyone will agree with the practice approaches 
and opinions that each member contributes due to varying 
backgrounds and expertise. However, this collaboration is 
critical when working with client groups such as refugee 
PHAs who have complex medical, psychosocial, spiritual, 
legal, and nutritional needs. Participants described chal-
lenges pertaining to working on a multidisciplinary team 
with HIV+ refugees, specifi cally: (a) addressing diff erences 
between team members, (b) linguistic and cultural issues, 
(c) need for HIV-related and culturally competent training, 
and (d) need for improved community services.

Addressing diff erences among team members
Diff erences in values, perspectives, and approaches to prac-
tice can naturally arise within a team, especially when there 
are numerous professions and backgrounds involved. How 
these diff erences are addressed is an important aspect of 
maintaining eff ective multidisciplinary team functioning 
and development. Diff erent expertise and standpoints each 
team member contributes can create varied and confl icting 
views on how best to meet patients’ needs. Moreover, while 
individual styles and personalities can off er diversity to a 
team, they can also cause disagreements. Several partici-
pants highlighted the challenges that arose from negotiat-
ing diff erent styles among team members but noted that, 
in the end, as described by one participant, diff erences are 
worked out,

extremely diplomatically because one of the advantages of why we 
work well here is we’re a small town. You cannot be anything but 
respectful and patient because [otherwise] it’s going to backfi re. 
You cannot live in a small community and work in confl ict.

Some participants remarked on diff erences regarding 
how much eff ort team members are expected and willing 
to off er to refugee patients. As Participant 2 commented, 

“In terms of the multidisciplinary thing … there’s a broad 
diff erence in how willing people are to go the extra mile.” 
For example, Participant 1 expressed frustration with 
another team member who was felt to be uncooperative 
with assisting with paperwork to help increase a patient’s 
monthly support, noting:

Now it doesn’t matter how much you’re saving their life for HIV, 
this person is starving. Th is person doesn’t have a life. Th is is hor-
rifi c what is going on with this person, this is not a way to live. But 
if you just fi ll this [form] out I will get $300 more for this person. 
$300 when you’re poor will make you want to come to your med-
ical appointment. You’ll digest your medication better, you’ll be 
less lonely, maybe less depressed. Th ere’s just constantly [asking], 

“Please fi ll out this form.”

On the other hand, this team member acknowledged 
the additional work team members are willing to do that 
receives no extra recognition or compensation: “People on 
the team go the extra mile, they write these letters, etc … 
but they’re not compensated for it. It’s not recognized as an 
expertise, it’s not recognized as a fi eld that requires extra 
on-going training.” Strategies members used to facilitate 
healthy team functioning included addressing diff erences 
directly by using diplomacy, fl exibility, and willingness to 
compromise with each other.
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Linguistic and cultural issues
Refugees arriving in Canada who cannot speak English or 
French can experience language barriers, which aff ect their 
access to and understanding of health care and social ser-
vices. Team members stated how the availability of transla-
tion services at the HIV clinic improved patients’ support 
and interaction. However, even with support, members still 
described patients who were illiterate in English and/or 
French as well as cultural diff erences and misunderstand-
ings created by language barriers, which could be prob-
lematic when communicating information regarding HIV 
treatment, prevention, and policy.

One’s cultural beliefs can shape perceptions of HIV, 
including the denial of an HIV diagnosis, approaches to 
treatment, and misinformation about HIV transmission 
and “cures.” Team members described how some of their 
African patients still have strong beliefs in “black magic” as 
a form of HIV treatment, while others accept sexual rela-
tionships with multiple partners and are against the use 
of condoms for protection from HIV. Team members dis-
cussed how some patients arrived at the clinic believing that 
an HIV diagnosis was a death sentence; had they remained 
in their home country where treatment is not readily avail-
able, that belief could hold some truth.

Participant 4 communicated with some patients in 
Spanish or with a translator and stated how these patients 
were sometimes reluctant to learn English or French aft er 
arriving in Canada. Without acquiring a new language, 
this can be problematic for patients in their everyday life, 
particularly obtaining employment and accessing services 
when interpreters are not available. With the highest pro-
portion of refugees at the clinic from Haiti (12 per cent), 
team members expressed challenges with communication 
in Creole. Following the earthquake in Haiti in January 
2010, Canada may receive an increase in Haitians coming 
as refugees or through the family reunifi cation program. 
Participant 6 stated:

If we see more [refugees] coming for instance from Haiti which 
has about 2% of the population infected [with HIV] … we could 
expect a few more patients coming in, but they’re going to be com-
ing in probably only speaking Creole, or maybe Creole and French 
and they’re going to be unaware of how our system works … com-
ing from a very impoverished background. It’s a big job.

Despite language barriers, team members described 
having the ability to convey the necessary information 
to patients and an appreciation for patients’ experiences 
with having to communicate in a language that is not their 
native tongue. Participant 2 encountered a woman who 
had “become an expert at hiding her illiteracy” in French 

and English despite living in the United States for 20 years. 
Participant 7 described an example of providing informa-
tion to patients and the less-than-ideal communication 
strategies sometimes employed to work across language 
barriers:

Th e most remarkable case I had was a woman who spoke not a 
word of English or French and we couldn’t fi nd a translator who 
spoke her language, so we have to work a lot through her husband 
and through her third language which was Arabic … we needed 
to tell her, your husband’s seropositive, we need to test you and 
you need to protect yourself and use condoms for sexual inter-
course … taboo topics to talk about with a Muslim woman [who] 
never used condoms before …

Some participants discussed gaining cultural under-
standing by learning from personal experiences that inform 
interactions with patients. Participant 4 explained how 
spending time travelling in Africa helped to understand the 
strong cultural importance of the role of motherhood for 
patients and stated:

A women has to have children, that’s her role in the community 
and oft en when they get here and learn that they are HIV+, they’re 
afraid that they won’t be able to have kids anymore and oft en this 
aff ects them more than the fact of knowing that they’re HIV+. I 
see that a lot so what I do is the fi rst time I see them I always 
tell them, do you know it’s possible still to have kids? And oft en 
I see their eyes light up because I feel I touched something that’s 
important for them.

Participants described cultural diff erences with some of 
their patients from Africa who are not used to the custom of 
appointments and approach the concept of time diff erently. 
Culturally, the concept and role of medication can vary 
and refugee PHAs need to adapt to taking pills at the same 
time every day, experiencing various side eff ects, making 
appointments, and refi lling prescriptions. Addressing com-
munication challenges with patients enhances their under-
standing of their situation and available services and treat-
ments. Building on personal experience and working with 
patients can strengthen workers’ recognition of cultural 
diversity between patients and provision of culturally rel-
evant support.

Need for HIV-related and culturally competent training
Despite the existence of HIV for almost three decades, there 
are still some misinformed and uninformed profession-
als working in the HIV community. Participants empha-
sized the need for further training for both team mem-
bers and health professionals with whom they collaborate. 
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Participants identifi ed the following topics requiring fur-
ther training: HIV policy, approaches to informing patients 
of positive HIV test results, client confi dentiality, and HIV 
prejudices. In a fi eld where policies are continually changing 
and new research and treatments are being updated and 
introduced, ongoing training and workshops for team mem-
bers are essential. Team members were concerned as to how 
to logistically provide training for new members and replace 
members when they leave, particularly those who have been 
with the team for numerous years and have developed rela-
tionships with the patients, knowledge about community 
resources, and relevant policies. Participant 5 discussed how 
within-team mentoring is used for training:

Th ere’s no formal training programs for anybody in HIV. Th ere 
are a lot of training programs like mentoring programs for doc-
tors out there, mentorship programs and stuff  but there’s not 
really a formal “I’m going to become an AIDS-ologist.”

Participant 2 described how government offi  cials who 
make decisions on refugee claimant applications and law-
yers who are supporting refugees also require HIV train-
ing, especially if personal values confl ict with their work. 
Participant 1 discussed how some members of the team also 
needed training to be more empathetic towards patients:

It would just be nice if somehow along the way [team members] 
could get that training so they could come to really, truly get to 
understand what that other side is about and in doing so see the 
whole person. I think that until they understand, if somebody’s in 
front of them who hasn’t eaten since 7:00 this morning and maybe 
they’re nauseous and they took medication … until there is a cap-
acity to empathize, they’ll never see the whole person.

Participant 2 further assessed that the current form of 
training at the clinic is insuffi  cient, as “people have had to 
learn on their own or on their own as a group in the clinic 
and get up to speed, and that’s regrettable. Th at’s regrettable 
that it had to be done that way.” Participant 5 discussed for-
mal training required for professions working outside the 
HIV environment, and the overload of information there 
can be from all the various health concerns that currently 
exist. Th is participant also questioned whether there should 
be a formal qualifi cation or certifi cation process for HIV 
care:

Th ere’s really no proper way to teach medical people, doctors, 
to be qualifi ed in dealing with HIV and the reason is there’s no 
qualifi cation exams, there’s no certifi cation process, there’s no 
formal course work that they have to do.

Training can also provide consistency and a strategy to 
monitor workers’ performances and patients’ outcomes, 
though a team member questioned how feasible such a prac-
tice would be in addition the current heavy workload.

Need for improved community services
A common theme several team members referenced was a 
concern for the quality of service patients disclosed they 
received, in particular the quality of legal representation. 
Team members recounted patients who have paid to have 
a Personal Information Form (PIF) completed by lawyers, 
a document required to establish that a refugee’s claim is 
credible. A PIF is supposed to encompass an individual’s 
last ten years, including family members, previous jobs, 
and addresses. One member recalled seeing ones which 
were only a few lines long, incomprehensible, and inaccur-
ate. Participant 2 criticized the quality and integrity of poor 
legal services given by lawyers:

Th e legal services people are getting is of such poor quality, it’s 
absolutely discouraging, it makes you extremely cynical … You 
know, if law was practiced properly, many, many more people 
would win [their cases].

Th is team member emphasized the importance of deadlines 
and how without proper legal support, missing deadlines 
can cause serious implications for refugees:

Law is a dangerous business in the sense that you cannot miss 
deadlines … In the case of the woman who came to me recently, 
she told me her lawyer had gone into revision and I said to her 
repeatedly, “As soon as you hear from the decision the revision 
is negative you come running to me and we put stuff  together in 
a package and send you off  to your lawyer.” As it turned out he 
never contacted her and she came to see me when she had a letter 
for deportation.

Participant 3 described refugees experiencing discrimina-
tion from pharmacists in the community, based on their 
immigration status, and being refused service so the phar-
macists could avoid the reimbursement process, as it is 
lengthy and “bothersome” for them:

Some pharmacists told me that it could take months for [the 
Federal Interim Health Program] to get reimbursed and on a 
management or accountability side it can be bothersome for 
some pharmacists … I’ve even seen pharmacists that refuse 
to serve a patient who was a refugee because of that and that’s 
discrimination.
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Another service challenge team members expressed was 
concerning immigration doctors, the fi rst point of service 
contact for many refugees arriving in Canada. One partici-
pant described the poor quality and lack of post-test coun-
selling, resulting in patients being uninformed about their 
referral. As a consequence, patients arrive at the HIV clinic 
without understanding the nature of the referral received 
from the immigration doctor. Additionally, there can be a 
time gap from when patients have received their diagnosis 
and referral to when they actually reach the clinic. Timing 
is critical for refugee patients to receive support to address 
their immigration and HIV health and related needs. One 
participant stated how refugees can be overwhelmed with 
information when they fi rst arrive and may not fully appre-
ciate the HIV testing they undergo.

Strengths
Regardless of challenges encountered, team members 
described particular strengths they experienced through a 
multidisciplinary team working with refugee PHAs. Th ese 
strengths included a commitment to a multidisciplinary 
approach that shares knowledge and expertise—critical 
for work with refugee PHAs—and collaboration with the 
broader community that is connected to refugee PHAs.

Commitment to multidisciplinarity
Across respondents, there was a theme of commitment to a 
multidisciplinary approach to care for refugees with HIV. 
Th ey expressed a common focus on the necessity of all the 
diff erent professions working together to meet patients’ 
needs. Team members described feeling supported by other 
members, especially through eff ective communication, 
at the weekly psychosocial round meeting, by giving and 
receiving referrals, advice and feedback from colleagues, 
respecting each other’s roles, knowing what to expect, 
and learning from each other. Th e basic elements of using 
each team member’s knowledge and expertise to collabor-
ate for the benefi t of patients was evident. As Participant 1 
described:

[Multidisciplinary] means [the] possibility of actually meeting 
the many needs of our clients. It means not being in isolation, it’s 
knowing that whatever you can’t do, another specialist takes over. 
It’s a little bit the notion of the village that takes care of something.

Furthermore, Participant 2 stated how the diff erent exper-
tises combine as a team: “And the multidisciplinarity is 
true, I mean none of us feels that we alone can do anything. 
People have all their diff erent experiences and expertise; no 
one person can do anything.”

Participants spoke positively about the team’s knowledge 
and expertise with patients, not only in the fi eld of HIV 
but particularly with refugees. Th is knowledge and exper-
tise has been developed by the longevity of workers at the 
clinic and their experience with refugee PHAs. Such a dis-
tinct clientele demands that workers maintain continuous, 
up-to-date knowledge on pertinent information related to 
research, policy, services, treatment, medication, and immi-
gration throughout changing disease trends and legislation. 
Participant 1 described how refugee PHAs are their most 
vulnerable patients and how the team’s knowledge has 
developed through experience: “We have other very vulner-
able clients but [refugees with HIV] are considered by far to 
be the most vulnerable clients, so many come here from the 
time that we developed this expertise.”

Participant 7 described how a multidisciplinary approach 
can benefi t patients, noting, “Th e more I think you have dif-
ferent disciplines treated as an integral part of the team, the 
better the patient can benefi t and the greater the voice the 
patient has. In HIV it’s just the ideal fi eld to bring all those 
together.” Similarly, Participant 5 stated how collabora-
tion increased effi  ciency by helping to reduce the workload, 
because “the work is done better because everybody’s good 
in doing its own thing so we leave what’s to the other to be 
done and we do what we can do best.”

Within a team environment, roles can overlap, as mem-
bers are required to go beyond their position to meet 
patients’ needs. Essentially, team members may need to 
become knowledgeable in other backgrounds in addition 
to their own, such as a physician being informed about 
available community services or a social worker about new 
medications.

Community collaboration
A fundamental aspect of a multidisciplinary team approach 
is collaboration. When working with HIV+ refugee patients, 
collaboration also needs to be conducted with the greater 
community to ensure all of the patients’ needs are met. 
Another strength respondents highlighted was the team’s 
ability to utilize all of its resources and referring patients 
to other members, as well as community resources, when 
necessary. Participant 7 commented how the trusting rela-
tionships among team members enabled patients to consent 
to working with team members who represented profes-
sions with which patients had little familiarity or trust:

I’ve worked a lot cross culturally and worked a lot on multidisci-
plinary teams. Th e fact that people from some of the cultural 
backgrounds we’re working with, even agree to go to a [particular 
professional] at all is an amazing thing, so it has a lot to do with 
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the team and the team approach, the fact that I’m … working next 
to a trusted team member.

Participants described how the clinic developed broad 
community contacts over the years, which assisted with 
resolving problems effi  ciently. Th ey partner with pharma-
cists, immigration lawyers and law fi rms, immigration doc-
tors, immigrant welcome centres, organizations for immi-
grants and asylum seekers, women’s centres, hospices, HIV 
social housing, psychologists, obstetricians/gynecologists, 
food banks, HIV/AIDS organizations, private clinics, hospi-
tals, and community health centres. Other participants dis-
cussed various connections with relevant institutions, such 
as the United Nations High Commissioner for Refugees 
(UNHCR), that have been developed with the clinic, con-
tributing to a “cross pollination” across the community.

Discussion
Employing a Multidisciplinary Approach to Care for 
HIV+ Refugees
Providing HIV care to refugees can be demanding. A multi-
disciplinary practice is an approach that considers their 
multiple needs as a collective team, to provide service as a 
continuum and reduce fragmentation.42 A multidisciplin-
ary team enables patients to access essential resources effi  -
ciently but also facilitates their health professionals’ case 
collaboration, contributing to continuity of service.

All participants spoke positively of a multidisciplinary 
team approach and how the collaboration of diff erent disci-
plines, expertise, and knowledge benefi ts patients. Th ese 
fi ndings are congruent with the defi nition of “multidisci-
plinary” in the literature.51 However, team members found 
that defi ning and diff erentiating between the various roles 
on the team could become more problematic due to over-
lapping of roles demanded by patients’ needs. Although the 
literature52 stated that overlap of roles can create barriers 
between team members, in some instances this overlap 
should not be viewed as a barrier, but rather as enhancing 
team functioning. Crossing boundaries between professions 
lends to the negotiation and evolution of roles,53 evidenced 
by participants’ description of a desired new member—a 
health educator, a position that combines the expertise of a 
physician, nurse, social worker, and pharmacist.

Questions arose regarding diff erences in eff ort team 
members are expected and willing to provide for patients. 
How can team members establish boundaries and diff eren-
tiate between what they are mandated to do and the sup-
port refugee PHAs actually require? How can team mem-
bers maintain a high standard of service while managing 
high caseloads? What monitoring and evaluation systems 
can be implemented to ensure that refugees are receiving 

the best service possible? Th ese concerns are connected to 
a high caseload that participants expressed managing daily. 
While there are numerous professions represented on the 
multidisciplinary team, several of these positions are fi lled 
by only one individual, some of whom work only part time. 
Team members’ suggestions of additional positions on the 
team not currently represented (such as a community liaison 
to collaborate with community organizations, immigration 
doctors and lawyers, a health educator to improve HIV edu-
cation and identify early vulnerabilities providing more pre-
vention services, and an occupational therapist to address 
patients’ physical and mobility needs) would contribute to 
more comprehensive coverage of patients’ needs and a bet-
ter distribution of the mandate to meet those needs through 
the team.

Improving Refugee Services and Reducing Barriers
Multidisciplinary team members highlighted the chal-
lenges that both they and their refugee clients encounter 
with community collaboration, specifi cally with legal aid, 
immigration doctors, and pharmacies. Eff orts are needed 
to improve standards and reduce barriers to service access-
ibility and delivery.

Canada’s immigration system can be extremely com-
plicated and diffi  cult to navigate, especially understand-
ing legal language which can make forms and processes 
inaccessible to refugees. Th ere are signifi cant costs that can 
result from missing deadlines, including risks of deporta-
tion. A concern expressed by participants was the quality 
of legal service patients disclosed receiving. Th is refl ects the 
fi ndings by Li on the scarcity of immigration lawyers who 
are experienced in HIV and able to provide culturally rel-
evant services.54

A health service challenge raised by participants was 
with immigration doctors who they felt were not obtaining 
informed consent properly, or not providing pre- and post-
test HIV counselling. When undertaking HIV testing, doc-
tors are required to obtain informed consent and to provide 
pre- and post-test counselling to patients. Th ere have been 
discrepancies in the literature as to whether this occurs con-
sistently in practice.55 Several participants confi rmed that 
HIV counselling is not always being conducted with refu-
gees. With immigration doctors being one of the fi rst points 
of service contact for refugees, this is a valuable opportunity 
to provide them with information and support instead of 
contributing to a fall through the cracks of the system. A 
comprehensive health settlement program and surveillance 
system in addition to service monitoring and evaluation 
can better ensure follow-up is timely.56 Th e fi ndings also 
revealed that refugees are being refused services, in particu-
lar from pharmacies, based on their health coverage. Th is 
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refl ects fi ndings in the literature as well as popular media 
where physicians refused service to refugees because they 
are not familiar with the Interim Federal Health Program 
(IFHP), the paperwork is too laborious, and the reim-
bursement process is slow and lengthy.57 Researchers have 
advocated for the federal government to revise the IFHP 
to make the reimbursement process “transparent, smooth 
and accessible.”58 Revision to the program can reduce dis-
crimination by service providers and make them more 
willing and able to assist refugees regardless of their health 
coverage.

Providing a practice that is informed by a theoretical 
framework that centres a refugee’s ecological context and 
is integrated with an “understanding of the cultural norms, 
values, and beliefs of their home countries”59 is essential 
for refugee PHAs who experience discrimination due to 
being a refugee, having HIV, or their sexual orientation. 
Participants expressed concern for patients who experi-
enced discrimination from service providers, in particular, 
being refused service from pharmacies on the basis of being 
a refugee. Th is is similar to fi ndings by Lawson et al. where 
focus group participants reported doctors who displayed 

“judgmental attitudes” towards patients requesting HIV 
testing.60 Cobos and Jones’s study of providing health care 
to undocumented immigrant PHAs in the United States 
underscores the need to address discriminatory practices 
and call for health care providers to off er care regardless of 
immigration status.61

Implications for Practice, Policy, and Research
Th ere are considerable benefi ts to utilizing a multidisciplin-
ary approach with vulnerable populations such as refugee 
PHAs, including providing more congruity and less frag-
mentation in service delivery, the ability to address multiple 
clients’ needs by combining expertise, and collaboration as 
a team. Th ere is also a great need for improved HIV edu-
cation services for service providers and the broader com-
munity connected to this population.

Service improvement could be achieved by providing 
targeted training opportunities for health and social ser-
vice professionals working in the HIV community, from 
government offi  cials to immigration doctors and new staff  
at the HIV clinic. Training could involve areas that should 
theoretically already be service standards but are not being 
implemented or monitored in practice. Formal, ongoing 
HIV training is essential to ensure current knowledge about 
the disease. Ongoing training is also essential to address 
homophobic and discriminatory attitudes and practice. It 
is important to highlight that while a multidisciplinary 
approach may improve access to services and resources 
for refugee PHAs, it does not guarantee that the content of 

those services is necessarily culturally relevant for them.62 
Not only must interventions be culturally relevant for ser-
vice users but the members who provide those services must 
be culturally competent as well. Team members must take 
into account a service user’s cultural context, that is, his or 
her attitudes, beliefs, traditions, religion, perspectives on 
health, and so forth. Th ey must also consider their own cul-
tural contexts and explore how their contexts intersect with 
those of their clients. At the same time, one must remember 
that cultural context is not static, and that culture is “rela-
tive to time and social context.”63 Providing ongoing train-
ing underscores the idea that seeking cultural competency 
is a continual process—each new client has his or her own 
unique context which can become the space for cultural 
dialogue.

Cultural competency training can also help workers 
confront their own fears, opinions, and value judgments 
that arise when working with refugee PHAs. As partici-
pants identifi ed, the HIV virus, its treatment, and aff ected 
populations are continually changing. Th erefore, services 
also require the initiative and fl exibility to adapt to these 
changes, such as an infl ux of refugee PHAs from Haiti pre-
senting at the HIV clinic. Such service accommodation will 
continue to be challenging amidst budget, funding, staff , 
and resource constraints. However, there are demands for 
programs to off er employment assistance, specifi cally aid-
ing refugees to have their previous education, credentials, 
and skills recognized in Canada. Collaboration is also 
needed internationally with refugee treatment and care for 
those who have been deported, to transfer patients’ health 
information. Additionally, what are the opportunities for 
multidisciplinary teams to progress towards an interdisci-
plinary approach, where disciplines work together to create 
new innovations, perhaps in program and policy develop-
ment and delivery?

Team members highlighted the need to improve the ways 
in which refugee claimant PHAs received health care cover-
age through the IFHP. Enrolling in and renewing coverage 
in the IFHP requires considerable systems literacy; partici-
pants stressed the challenges their clients have in main-
taining coverage and navigating IFHP systems. From a 
policy perspective, the IFHP needs to become more access-
ible and understandable for patients in order to prevent 
expiry of health insurance and running out of HIV medica-
tion. An increase in social assistance entitlement, housing 
benefi ts, accessibility to transportation reimbursement, and 
scope and duration of legal aid services will greatly improve 
standards of living to refugees who may arrive in this coun-
try with minimal resources. Citizenship and Immigration 
Canada needs to improve its eff orts to tackle the backlog 
of existing refugee claims so refugee claimants do not have 
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to live in immigration limbo for years. Ending the limbo 
would bring certainty to their legal status and future life 
in Canada, enabling them to begin the process of family 
reunifi cation and permanent resettlement.

Further research is warranted. Experiences of refugee 
PHAs who receive services at an HIV clinic would provide 
valuable insight from the service users’ perspectives. Focus 
groups with refugee PHAs at an HIV clinic with a multi-
disciplinary team can explore multidisciplinary service 
provision from the clients’ points of view and the extent 
to which they feel supported holistically. In particular, in-
depth research on vulnerable refugee PHA populations 
such as elders, women, queer, disabled, youth and children, 
and “non-status” can further inform current policies and 
practice. An examination of cultural competency with 
organizations working with refugees can further identify 
cultural needs. Experiences of refugee PHAs living in rural 
communities and their accessibility to services should also 
be explored.

Study Limitations and Strengths
Th e small size of the multidisciplinary team overall coupled 
with the demanding schedules of team members resulted in 
a relatively small sample size. However, the study’s purpose 
was to explore experiences of professionals who are on the 
front lines of service delivery for HIV+ refugees through 
their narratives. A qualitative case study approach facili-
tated this. Th e study sought to illuminate the complexities 
of working on a multidisciplinary team “based on a more 
intimate knowledge of a smaller ‘slice’ of reality.”64 Th e goal 
was not to generalize, but to explore the experiences of the 
multidisciplinary team members who work with refugee 
PHAs and provide insights into service delivery for local, 
national, or international programs working with refugee 
PHAs. For example, providing integrated services, found to 
be eff ective in HIV care provision,65 can reduce fragmenta-
tion, but study fi ndings support placing that approach in a 
holistic context that acknowledges the multiple ecological 
spheres shaping refugees’ resettlement experiences. Study 
fi ndings underscore the need to have those services pro-
vided by disciplines that represent those spheres, that is, by 
a multidisciplinary team.
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