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ABSTRACT

Background: In response to increased in-transit migration, the number of migrant shelters
in Mexico has grown. These shelters provide food, water, temporary lodging, basic hygiene,
and primary care. However, many are affiliated with religious organizations that may not
support the full spectrum of sexual and reproductive health and rights (SRHR), particularly
for women at heightened risk of gender-based violence. This study examines the role of
migrant shelters in meeting the SRHR needs of undocumented in-transit migrant women
(UITMW) and identifies barriers to accessing SRH services for women staying in these
shelters.

Methods: From August to November 2023, we conducted 31 in-depth interviews with 36
service providers, migration experts, and federal and local decision-makers in Ciudad
Juarez, Chihuahua City, and Mexico City. We used the Guttmacher-Lancet Commission’s
comprehensive SRHR framework to assess which rights are upheld or restricted in
shelters. We also applied Levesque et al.’s patient-centered access to healthcare
framework to identify barriers preventing effective access to SRH services.

Results: Participants recognized migrant shelters as essential access points for healthcare
for UITMW. However, the religious affiliation of many shelters and the personal beliefs of
staff often limit access to key SRH services. While some services—such as menstrual
hygiene management, cervical and breast cancer screening, prenatal care, and STI
treatment—are generally available, access to contraception (including emergency
contraception), abortion care, gender-affirming care, and support for survivors of sexual
and gender-based violence is significantly limited or explicitly denied.

Conclusions: Although migrant shelters play a critical role in addressing UITMW’s needs,
their religious affiliations can restrict access to comprehensive SRH services. In the
absence of stronger government oversight and coordination, public health institutions lack
the mechanisms to ensure that shelters uphold SRHR for migrant women.

Key words: In-transit migration, Sexual and reproductive health and rights, Migrant
shelters, Access to healthcare, Mexico



Background

Since 2010, in-transit migration through Mexico has steadily increased (1). In-transit
migrants are individuals who spend an undefined period in a country while en route to a
different final destination (2). Between 2011 and 2022, immigration authorities in Mexico
recorded a seven-fold increase in detention events involving undocumented in-transit
migrants, with 1,230,126 detentions reported in 2024 alone (1). Alongside this rise, the
proportion of women and girls in transit has also grown—from 13% in 2011 to 31.3% in
2024 (1). Most are from Central and South America, though increasing numbers come from
the Caribbean (e.g., Haiti) and African countries (1).

Due to increasingly restrictive U.S. immigration policies—particularly in 2025—two key
trends have emerged: first, undocumented in-transit migrants are staying longer in Mexico.
According to the National Survey of Migration, the percentage of migrants who remained in
Mexico for over a month rose from 3.8% in 2009 to 31.6% in 2019 (3). Second, there has
been a sharp increase in asylum applications in Mexico, from 2,137 in 2014 t0 78,975 in
2024, with a peak of over 140,000 in 2023 (4).

These dynamics have led to the expansion of migrant shelters, non-governmental
organizations (NGOs), and international agencies across Mexico, which have become key
actors in responding to migrants' needs (5). Shelters typically provide food, water, sleeping
quarters, and basic hygiene services. Many also support health needs by offering on-site
providers and establishing referral protocols to public-sector clinics and hospitals, often in
collaboration with NGOs, international agencies, and local health authorities.

Undocumented in-transit migrant women (UITMW) face especially precarious
conditions. They experience a range of human rights violations, including arbitrary
detention, extortion, and violence from both authorities and organized crime (6).
Compared to men, they are more at risk of experiencing sexual violence and of being
forced into survival sex to ensure access to food, shelter, and protection (7,8). These
experiences directly affect their sexual and reproductive health and rights (SRHR), which
the Guttmacher-Lancet Commission defines as the right of all individuals to make
decisions about their bodies—free from stigma, discrimination, and coercion—including
decisions about sexuality, reproduction, and access to SRH services (9). In this context,
UITMW face numerous SRH needs (10,11) and are often unable to exercise their SRHR (12).

Most UITMW stay in migrant shelters during their journey. While shelters are key service
providers, many are affiliated with religious congregations whose doctrines oppose
comprehensive SRHR, including access to contraception, abortion, and LGBTQ+-inclusive
care (13,14). Although Mexico has adopted policies guaranteeing healthcare access to all
individuals regardless of migration status (15), structural barriers—such as restrictive



immigration policies, government corruption, and the presence of organized crime—
continue to undermine SRH access for UITMW (8,10,12,14,16-20).

Given the central role of shelters in UITMW’s daily lives, this study aims to describe how
shelters shape access to SRH services and the protection of SRH-related rights for UITMW
in Mexico, and to identify barriers faced by those staying in these spaces.

Methods

We conducted an applied qualitative study using semi-structured, in-depth interviews with
key stakeholders involved in responding to the health needs of undocumented in-transit
migrant women (UITMW). The objective was to understand how migrant shelters influence
access to sexual and reproductive health (SRH) services and the exercise of sexual and
reproductive health and rights (SRHR) among UITMW.

Study sites

The study was conducted in Ciudad Juarez, a border city in the state of Chihuahua with
a longstanding migration history. Since 2018, the city has experienced a significant
increase in undocumented in-transit migration. In 2022, two out of every ten
undocumented migrants detained in the U.S. had crossed the border through the state of
Chihuahua (21). This surge led to a rapid expansion of local support services, with the
number of shelters increasing from two to over 30 between 2018 and 2023, alongside a
growing presence of NGOs and international agencies. Additional interviews were
conducted in Mexico City, where most federal decision-makers are based, and one in
Chihuahua City, the state capital.

Participant selection and data collection

We used purposive sampling to recruit key informants with expertise in SRH and
migration. The first author (SL) identified potential participants working in Ciudad Juarez,
Chihuahua City, or at the federal level. Recruitment began in April 2023 through email
invitations explaining the study’s goals and the researcher’s motivation. A snowball
strategy was used to identify additional participants.

Between August and November 2023, SL conducted 31 interviews with 36 informants.
Participants included representatives from federal, state, and municipal governments;
public health services; shelters; NGOs; and international agencies. Only one invited
participant, a federal decision-maker, declined to participate.



Interviews were conducted in Spanish, one-on-one, either via Zoom, by phone, or in
person, according to participant preference. Interviews lasted approximately 90 minutes
and were audio-recorded. After each interview, SL wrote a post-interview memo.
Participants received compensation of $10 USD (~MXN 200) or a keychain of equivalent
value. The interview guide covered topics such as SRH needs of UITMW, availability and
access to services, barriers to care (individual, institutional, community, structural), and
the role of government actors in SRH service provision.

In addition to conducting interviews, SL engaged in participant observation during a
one-month stay at a migrant shelter, where she served as a medical volunteer. This
experience included providing basic medical care, accompanying women to public health
services, and observing day-to-day shelter operations. SL also visited several other
shelters across Ciudad Juarez, including religious, secular, and government-run facilities.
These immersive experiences offered valuable contextual insight into the diversity of
shelter models and the structural and interpersonal dynamics that shape access to SRH
services.

Analytic frameworks and data analysis

This study is part of a broader research project on SRH access for UITTMW in Mexico.
During coding, the prominent role of migrant shelters emerged across interviews,
prompting a focused analysis on shelters.

We used the Guttmacher-Lancet Commission’s definition of SRHR (9) —the most
comprehensive to date—to map which SRH needs and rights were upheld, limited, or
denied in shelters. To classify barriers faced by UITMW and shelter staff in accessing or
providing SRH services, we applied Levesque et al’s patient-centered access to healthcare
framework, which conceptualizes access as a multi-step process beginning with perceived
health needs and continuing through care-seeking, reaching, obtaining, and utilizing care
(22). This framework has previously been applied to studies of undocumented migrants in
Mexico (23).

We conducted a thematic analysis using a combined deductive-inductive coding
approach (24). The initial codebook was based on the conceptual frameworks and
interview guide, and was refined iteratively. SL and Cl co-coded the first two transcripts; SL
coded the remainder. SL, Cl, and CA met regularly to discuss emerging themes and resolve
coding questions. Data were managed and coded using MAXQDA (VERBI Software, Berlin,
Germany) (25).

Preliminary findings were presented to participants during two validation workshops
held in Ciudad Juarez in November 2023 and May 2024. Participants endorsed the results,



affirming that they reflected their experiences; no changes were made following this
meeting.

Ethical considerations

This study was approved by the Ethics and Research Committees of the National
Institute of Public Health in Mexico (Protocol #1861) and the University of California,
Berkeley Committee for the Protection of Human Subjects (CPHS #2023-04-16299).
Written informed consent was obtained from all participants. To protect confidentiality,
participants are identified only by profession, sector, and city. No information is provided
on gender, age, or specific institutional affiliation.

Results

Characteristics of interview participants

Participants were mostly women (77.8%), with a median age of 35 years (range: 25 to 62)
and diverse professional backgrounds, including physicians, nurses, lawyers,
psychologists, anthropologists, social workers, education specialists, sociologists,
economists, and political scientists. Of the 31 interviews, 19 were conducted with service
providers working in migrant shelters, NGOs, international agencies, and public-sector
clinics and hospitals. The remaining interviews included four local decision-makers, four
federal decision-makers, and four migration experts. Most participants were based in
Ciudad Juarez at the time of the interviews (71.0%), followed by Mexico City (25.8%) and
Chihuahua City (3.2%).

Migrant shelters as key facilitators of health services

All participants recognized migrant shelters as critical entry points to health services for
undocumented in-transit migrant women (UITMW). As one NGO service provider
explained:

“Now, I’ll tell you another big difference: in shelters, you’ll receive help from many sources—
organizations, foundations, individuals—because there are local people who go to the shelters and
bring things. And for those who are staying in the streets—well, who [helps] them?” Service
provider, NGO, Ciudad Juarez



Shelters support access to health services in several key ways. Some have on-site
medical staff, and a few operate their own clinics or dispensaries. Staff often assist women
in scheduling medical appointments and accompany them to public-sector clinics and
hospitals. Participants perceived that these practices not only facilitate access but also
help reduce denial of care and improve the quality of services received.

In addition, some shelters have established referral pathways for specific SRH needs—
particularly for prenatal care, cancer screening and treatment, and sexually transmitted
infections (STI) management. To support this work, shelters collaborate closely with NGOs,
international agencies, and local health jurisdictions. These partnerships extend beyond
clinical services to include educational and resource-based interventions tailored
specifically to UITMW. As the director of an international agency in Ciudad Juarez shared:

“We have specific work with pregnant women, who may or may not be survivors of sexual violence.
We have kits for pregnant women—for their prenatal period. So they’re kits with personal hygiene
products, but also multivitamins.” Local director, International Agency, Ciudad Juarez

These examples illustrate the proactive role shelters can play in addressing the SRH needs
of migrant women, particularly when partnerships and referral systems are in place.

Uneven access to SRH services and rights: What is and isn’t offered

Table 1 presents our findings using the Guttmacher-Lancet Commission's SRHR
framework. Participants consistently described a divide between services that are more
readily accessible and those that are restricted or denied. Services that are more
accessible tend to be those that are less stigmatized and less likely to conflict with
religious doctrine, including menstrual health management, cervical and breast cancer
screenings, prenatal care, and sexually transmitted infections testing and treatment. For
example, an NGO regularly rotates through shelters to provide prenatal care at least twice
a month for pregnant women. Menstrual hygiene products are frequently donated and
distributed as needed, and some NGOs conduct workshops on menstrual health and STI
prevention. Local health authorities also organize health fairs offering HIV and syphilis
testing, with referral support for positive cases. As one NGO provider in Ciudad Juarez
explained:

“In addition to the monitoring of shelters, we developed dignity kits that contained information on
sexual and reproductive health and included what the UN guidelines recommend—menstrual
hygiene products, personal hygiene products, etc.” Service provider, NGO, Ciudad Juarez



In contrast, services related to contraception, abortion, gender-sensitive care, and
sexual violence response are far more restricted—either difficult to provide, discouraged,
or explicitly prohibited. Health providers working in shelters or NGOs reported having to
deliver information or services related to contraception or abortion “under the table,” due
to restrictions imposed by shelter leadership or funding partners. For instance,
dispensaries inside faith-based shelters often do not include contraceptive methods,
besides external condoms, or emergency contraception, as shared by a psychologist
working in a faith-based shelter:

“Here at the clinic, in the dispensary, there are no contraceptive methods—not even emergency
contraception. They do provide sanitary pads and similar kits, but not that [contraception].”
Psychologist, Faith-based shelter, Ciudad Juarez

Public-sector providers also face restrictions when attempting to distribute
contraceptives during outreach. On some occasions, shelter managers have explicitly
prohibited the distribution of contraceptives (e.g., male condoms) by public health service
providers and NGOs.

“The HIV program, which is here at CAPASITS, they go to the shelters, and they have told us that
they struggle a lot to distribute condoms. They only, well, eh, give the talks and do the [HIV] rapid
tests. Butthey do tell us a lot about that, because, well, because of orders [to not distribute
condoms] from those in charge [of the shelters].” Local decision-maker, Government
institution, Ciudad Juarez

Abortion care is particularly restricted. Several providers from NGOs and the local
health jurisdiction, as well as migration experts have experienced barriers to providing
information, resources, or accompanienment to abortion services when women are inside
faith-based shelters. Even when NGOs have the capacity and resources to offer abortion or
post-abortion care, some refrain due to pressure from religiously affiliated donors, who
explicitly prohibit funding abortion-related services.

“Abortion is not mentioned openly as such because, in fact, it is not like [NGO] makes it public,
right?[...] So, in the workshops, the only thing we do is talk about preventing gender violence, we
specify what types of violence there are, and we talk, yes, about sexual violence. Many times,
women do not talk about it openly [about abortion]; it is only when the workshop is over that they
come up and ask[...]. But it is not something that [NGO] says openly. Precisely because we also
work with donors who are Catholic, Christian.” Service provider, NGO, Ciudad Juarez



Shelter policies also restrict sexual and gender expression and identity. Participants
shared that sexual activity is forbidden inside faith-based shelters, even for married
couples, and LGBTQ+ migrants face discrimination and moral judgment from shelter staff.

“There are shelters that are very Christian, and they don't allow them, um, | don't know, for example,
certain foods, they don't allow them, uh, anything that has to do with LGBT issues. They make them
feelinferior. I've had people say: “No, the manager here [in a faith-based shelter] tells me I'm going

to go to hell if | continue with my ideas.” Service provider, NGO, Ciudad Juarez

“l know that there's also a bit of a difficulty in socializing the part of, for example, emergency
contraceptive methods or contraceptive methods. | suppose it's because there's like the idea that
here it's only women, right? So if they're not with a male partner here, well, they're not, let's say,
sexually active. But we also know that it can also happen among women, right? But that's also like
another limitation in the sense that not many homosexual couples come here, because thisis a
religious space.” Psychologist, Faith-based shelter, Ciudad Juarez

Table 1. Components of sexual and reproductive health and rights of the Guttmacher-Lancet Commission and
access or fulfillment of these components in religious migrant shelters.

Sexual and reproductive health components

Access /
Fulfillment

Counseling and care related to sexuality, sexual,
identity, and sexual relationships

Sexual and reproductive rights components

Services for the prevention and management of
STls

Achieve the highest attainable standard of
sexual health, including access to SRH services

Yes

Seek, receive, and impart information about
sexuality

Psychosexual counseling and treatment for sexual
dysfunction and disorders

Information
not available

Receive comprehensive, evidence-based,
sexuality education

Prevention and management of reproductive
system cancers

Yes

Receive accurate information about the
reproductive system and the need to maintain
reproductive health

Have their bodily integrity respected

Manage menstruation in a hygienic way, in privacy,
and with dignity

Choose their sexual partner

Yes

Access multisectoral services to prevent and
respond to gender-based violence

Decide whether to be sexually active or not

Access safe, effective, affordable, and acceptable
methods of contraception of their choice

Engage in consensual sexual relations

Access appropriate health-care services to ensure
safe and healthy pregnancy and childbirth

Choose whether, when, and whom to marry,
enter into marriage with free and full consent,
and equality between spouses in the dissolution
of marriage

Yes

Access safe abortion services, including post-
abortion care

Pursue a satisfying, safe, and pleasurable sexual
life, free from stigma and discrimination

Access services for prevention, management, and
treatment of infertility

Make free, informed, and voluntary decisions on
their sexuality, sexual orientation, and gender
identity

Information
not available

The right to make decisions concerning
reproduction free of discrimination, coercion,
and violence

The right to privacy, confidentiality, respect, and
informed consent

The right to mutually respectful and equitable
gender relations

Access /
Fulfillment

Information
not available

Information
not available




Ultimately, participants emphasized that core SRHR are not upheld in many faith-
based shelters. Migrant women’s autonomy in reproductive decision-making, freedom to
express sexual orientation and gender identity, and access to gender-sensitive, hon-
discriminatory care are systematically constrained by internal policies, religious values,
and donor influence.

Barriers to accessing or providing SRH services within shelters

Using Levesque et al.’s person-centered access to healthcare framework, we identified
three major categories of barriers to SRH access and provision within shelters: (1) cultural
and religious barriers, (2) institutional and operational barriers, and (3) absence of

government oversight.

1. Cultural and Religious Barriers

Participants described deeply rooted cultural and religious norms within faith-based
shelters that limit access to critical SRH services. Certain SRH topics—such as
contraception, abortion, and STIs—are often considered taboo by shelter managers,
particularly in religiously affiliated shelters. This stigma leads to silence, lack of education,
and internalized fear among both service providers and UITMW. One social worker noted:

“Also, these, not myths, but challenges of, “Look, she scratches herself a lot here on her parts and
then grabs things without washing her hands. She's going to give me this. How am | going to use the
bathroom? What if | get infected?”[...] There have even been people who haven't wanted to talk
about it, “If the [religious] sisters find out, they're going to discriminate against me. The other
women will start saying not to come near me.” The fear of discrimination is very ugly. And even more
so with this issue of the place being religious.” Social worker, Faith-based shelter, Ciudad Juarez

Even when shelter-based providers (e.g., social workers, nurses, psychologists) are
personally committed to SRHR, they may be prohibited from offering related information or
services due to religious leadership. Managers—often nuns or priests—determine shelter
policies, effectively overriding health professionals’ efforts. Although secular and
government-led shelters are more permissive, women in those shelters face downstream
barriers at public clinics and hospitals, where providers may be untrained or unwilling to
provide abortion care. As one government shelter manager shared:

“Women who come to us to say, "l don't want to continue with the pregnancy." What we do is
channelthem, because at the end of the day, we are just a shelter. We channel them to the public
health institutions responsible for this, and unfortunately, we have found that the criteria are not



defined at the hospital. One time they sent her back to us saying she had to be accompanied by a
lawyer.” Shelter manager, Government-led shelter, Ciudad Juarez

2. Institutional and Operational Barriers

A second category of barriers relates to lack of systems and protocols inside shelters.
Participants repeatedly highlighted the absence of clear referral pathways for responding
to sexualviolence, as well as a lack of staff training on how to manage such cases. These
gaps result in delayed care, breaches of confidentiality, and heightened anxiety for both
providers and survivors. One nurse volunteer shared:

“The case [of sexual violence] was discovered, and | was the first person to talk to her, and so | had
to activate everything, right? And yes, | have felt... Because it has been difficult, many people are
involved, many organizations, a lot of ignorance [...]. So, well, like, who needs to know? Who
doesn’t? Confidentiality, how far does it go? How many resources do we have to mobilize? Do we
give priority to the legal or health? No, we do not know very well. | mean, | feel we are groping in the
dark in that sense.” Nurse volunteer, Faith-based shelter, Ciudad Juarez

Additionally, shelter policies often restrict women's ability to leave the premises
without prior authorization, particularly in shelters with heightened security concerns. In
these cases, women must disclose their reasons for leaving—compromising their
confidentiality when seeking SRH services unavailable onsite.

3. Absence of Government Oversight

Participants emphasized that government institutions lack mechanisms to monitor or
enforce SRHR protections within shelters—even when some shelters receive public funds.
The burden of care has largely fallen to civil society organizations and shelters themselves,
with minimal coordination or accountability from federal or local authorities. One
psychologist explained:

“The Mexican State, from the Federation, must respond because, in reality, all this time, since the
MPP [Migration Protection Protocols] program began, it has been very lukewarm in all aspects of
migration. It has been like, “Oh, yes, let them wait here in Mexico, and we totally ignore them?”, right?
We don't know if they have access to health, housing, food, jobs”[...]. So, | also think that there is
irresponsibility on the part of the Mexican State towards migrants.” Psychologist, NGO, Ciudad
Juarez

Another participant from an NGO working in academia elaborated:



“I mean, there are these shelters that are of religious origin, that do have access to public
resources, because ultimately they are addressing the problem and, in that sense, by receiving
public resources they should be obliged to respect the minimum legal framework of human rights
and everything, but they don't do it. And since the State is not interested, well. | mean, eh, these
populations [migrants] are not of interest [for the State]. So then they [the shelters] don't do it
either.” Political scientist, NGO and Academia, Chihuahua

Overall, the lack of government oversight allows shelters to operate with considerable
autonomy, which in turn enables the reproduction of religious or moral ideologies that
conflict with Mexico’s legal commitments to SRHR.

Discussion

This study examined how migrant shelters, especially faith-based ones, shape access
to sexual and reproductive health (SRH) services and the exercise of sexual and
reproductive health and rights (SRHR) among undocumented in-transit migrant women
(UITMW) in Mexico. Interview findings revealed three centralinsights: (1) shelters serve as
critical facilitators of basic SRH care through the distribution of resources, information
sharing, service provision, referrals, and partnerships; (2) internal shelter policies and
religious beliefs lead to uneven access, with services misaligned with religious doctrine
often restricted or denied; and (3) barriers to access operate across cultural, institutional,
and systemic levels.

As participants described, shelters—regardless of religious affiliation—often serve as
key enablers of access to certain SRH services. Previous research conducted in Mexico
supports these findings, identifying migrant shelters as central to connecting
undocumented migrants with primary healthcare services (23,26-29). However, this study
contributes new insights by documenting how shelters can also act as gatekeepers,
particularly when SRH needs and rights conflict with religious doctrine. Llanes-Diaz et al.
(2023), in a qualitative study conducted between 2020 and 2022, similarly found that
secular shelters were more likely to adopt a rights-based and intersectional approach to
SRH, offering a broader menu of services, while faith-based shelters were more limited in
scope and referred only to public health facilities when needs exceeded basic care (14).

Given the widespread influence of religious doctrine in humanitarian service provision,
this dual role—as both facilitator and barrier—is concerning. This is particularly alarming in
a context where UITMW are at heightened risk of sexual violence and may urgently require
access to emergency contraception, abortion care, and sexual violence and trauma-
informed services. Religion already influences SRH service utilization among women. In
the U.S., Stidham et al. (2019) found that women who attended religious services regularly
and placed high importance on religion were less likely to use SRH services (30). This



finding is particularly relevant to UITMW in Mexico, as over 80% of women in Central
America and 66% in Venezuela—two primary regions of origin for UITMW—consider
religion to be a very important part of their lives (31). These dynamics underscore the
urgency of guaranteeing comprehensive, rights-based SRH care irrespective of the
religious orientation of service providers.

Barriers to SRH access observed in this study cut across Levesque et al.’s five
dimensions of access: approachability (limited information), acceptability (religious or
moral opposition), availability (restrictions on service delivery), appropriateness
(conflicting priorities), and ability to engage (restricted autonomy and mobility of UITTMW).
One overarching barrier that intersects all five dimensions is the lack of government
oversight. Weak governance on migration and health is not unique to Mexico. In various
global contexts, scholars have identified the delegation of migrant care to civil society and
faith-based actors as both a necessity and a vulnerability in settings where governments do
not guarantee universal health coverage for migrants (32-35). Reports from Doctors
Without Borders and the International Organization for Migration have similarly called for
increased state-led coordination of migrant health responses in humanitarian contexts
(34,36). Despite the existence of a favorable legal framework in Mexico that guarantees
access to healthcare regardless of migration status (15,37,38), this study shows that
insufficient public funding, inadequate staffing, and weak infrastructure hinder the state’s
ability to respond to UITMW’s SRH needs. The outsourcing of health and protection
services to shelters and NGOs means that state actors have little ability to enforce rights-
based care in privately operated spaces.

Our findings suggest that the Mexican state must adopt a stronger regulatory and
service delivery role to guarantee SRHR for UITMW, especially those staying in faith-based
shelters. The realization of rights cannot be conditional on the type of shelter where a
woman is staying. This is especially important as increasingly restrictive U.S. immigration
policies are prolonging migrants’ stays in Mexico. Many UITMW may avoid seeking asylum
in Mexico in hopes of applying in the U.S., which places them in a legal limbo and reduces
access to stable services. In this context, the lack of enforceable standards for shelters
has urgent health and human rights consequences. Thus, we recommend the following
policy and program actions: (1) Establish oversight mechanisms to enforce minimum
standards for rights-based and non-discriminatory SRH care in shelters, regardless of
religious orientation; (2) Expand secular and government-led alternatives for temporary
shelter and SRH service provision; (3) Develop SRHR-specific outreach services targeting
shelter populations; and, (4) Provide mandatory training for shelter staff and public health
providers on confidentiality, survivor-centered care, gender-affirming care, abortion rights,
and non-discrimination.



As migration through Mexico continues and shelters remain central to humanitarian
response, future research should continue to explore the perspectives of religious leaders
who manage shelters regarding SRHR, and examine intervention models that could
reconcile faith-based service delivery with rights-based approaches to SRHR.

Strengths and Limitations

This study offers a novel perspective on the role of migrant shelters in shaping access
to SRH services for UITMW, grounded in multisectoral interviews and participant
observation. However, it has several limitations. SU’s fieldwork included time as a volunteer
in a shelter, which enabled rapport building and contextual understanding. Nevertheless,
she did not interview migrant women themselves. Although efforts were made to obtain
permissions from shelters to include them, concerns over re-traumatization and
"helicopter research" led SL and her co-investigators to prioritize ethical considerations
and refrain from direct interviews. Second, the study focused exclusively on cisgender
women. While some data on LGBTQ+ populations emerged, this group faces distinct
vulnerabilities and may experience even greater discrimination and barriers to SRH
services—an area warranting further research. Finally, although the sampling strategy
prioritized diversity across institutions and sectors, the findings are not fully transferable to
other experiences and settings. Perspectives from private healthcare providers, pharmacy-
based clinics, or providers in other states in Mexico were not included, which may have
yielded additional insights.

Conclusions

Migrant shelters play a vital role in meeting the immediate needs of UITMW in Mexico.
However, their current structure and governance—particularly in faith-based settings—
often reproduce exclusionary practices, especially in relation to SRHR. These restrictions
disproportionately impact a population already exposed to high levels of trauma and
human rights violations. Upholding SRHR for migrant women in transit requires more than
goodwill from civil society: it demands political will, robust oversight, and service models
that center the autonomy, dignity, and diverse needs of migrant women—above the
religious or moral beliefs of the institutions tasked with their care.
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