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INTRODUCTION
Current epidemiological data suggest that HIV disproportionately affects blacks in the
United States, however, few studies have examined HIV trends among the immigrant black
population (1,2). Although Haitian-born persons have been historically stigmatized for
introducing HIV to North America (3), no previous study has reported the U.S. national HIV
surveillance trends amongst this foreign-born group. This is in stark contrast to the number
of scientific reports published on native and foreign-born Hispanic communities that have
described the personal and situational risk factors that place them at risk for acquiring HIV
(4–11). In addition, reports on Haitians with AIDS have been primarily based on data from
the homeland. The World Health Organization reports that Haiti faces the worst AIDS
epidemic outside of Africa, and it has the highest prevalence of HIV (2.2%) in the Caribbean
and Latin American region (12). Hence, studies describing HIV trends among Haitian-born
persons living in the United States are of the utmost importance and long overdue.

In the early 1980s at the beginning of the epidemic, the scientific community did not have an
official name for HIV or AIDS (13,14); however in the general press “the 4H disease” was
coined standing for Haitians, Homosexuals, Hemophiliacs, and Heroin users – the the
perceived risk factors at the time (15,16). Reportedly for Haitians, linguistic and cultural
issues were barriers to effective communication with caregivers and researchers (16).
Historically this was also the period in the U.S. when Haitians were in the limelight seeking
political asylum, dying at sea from sinking boats, their bodies washing ashore Florida
beaches, with many incarcerated and transferred to immigration detention centers. Similar to
other populations at this time some Haitians were diagnosed with a new syndrome.
However, Federal officials placed Haitian immigrants in a separate risk category, asserting
there was a higher incidence among Haitian-born persons than other groups (17). By 1990
Haitians were removed from the high-risk category because Federal officials recognized a
need to eliminate the ban on blood donations based on geographical and national groups.
Nevertheless, almost 27 years later a publication in the Proceedings of The National
Academy of Sciences concluded that Haiti was the key conduit for the introduction of HIV
to the North American continent (3). Despite these ongoing discussions linking Haitians
with HIV over the past 20 years no study has previously reported on HIV surveillance trends
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amongst foreign-born Haitians living in the U.S., although country of birth information has
been collected as part of the HIV/AIDS surveillance case report form by the Centers for
Disease Control and Prevention (CDC) since 1982 (18).

The primary objective of this paper is to report on the national trends for AIDS diagnoses
among Haitian born-persons, and compare those trends to trends for the US population and
non-Hispanic blacks. The secondary objective is to identify the major risk factors associated
with HIV morbidity in Haitian-born persons, in an effort to provide up-to-date information
to medical, mental and public health practitioners working with this population. These data
are necessary to tailor culturally sensitive interventions as HIV risk factors may differ
substantially between Haitian-born persons and native-born blacks.

METHODS
Data on HIV and AIDS diagnoses reflected herein are from CDC’s national HIV/AIDS
Reporting System. Beginning in 1982, all 50 US states and the District of Columbia (DC)
reported AIDS cases to the CDC in a uniform format. Since the inception of national AIDS
case reporting, the surveillance case definitions for AIDS were based on clinical conditions.
With the 1993 expanded surveillance case definition for AIDS among adolescents and
adults, AIDS (HIV infection with AIDS) could also be distinguished from HIV infection
without AIDS by a count of CD4+ T-lymphocytes/uL of less than 200 or CD4+ T-
lymphocyte percentage of total lymphocytes of less than 14. In 1994, CDC implemented
data management for national reporting of HIV integrated with AIDS case reporting, at
which time 25 states with confidential, name-based HIV reporting started submitting case
reports to CDC. Over time, additional states implemented name-based HIV reporting and
started reporting these cases to CDC. For the most recent time period (2004–2007), data
were available from 34 US states (Alabama, Alaska, Arizona, Arkansas, Colorado, Florida,
Georgia, Idaho, Indiana, Iowa, Kansas, Louisiana, Michigan, Minnesota, Mississippi,
Missouri, Nebraska, Nevada, New Jersey, New Mexico, New York, North Carolina, North
Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Texas, Utah, Virginia,
West Virginia, Wisconsin, Wyoming). All cases were reported to CDC without identifying
information. Assessments of duplicate cases occurred both on the state and national level
(potential duplicates were identified based on soundex code [a phonetic algorithm for
indexing names by sound, as pronounced in English] and selected demographic
characteristics), and elimination of such cases occurred at the state level. An assessment of
the completeness of case reporting found that more than 80% of AIDS diagnoses and more
than 75% of HIV (without AIDS) diagnoses are reported within 12 months after the
diagnosis date (19).

We determined trends in the number of AIDS diagnoses in the US for 1985 through 2007
for Haitian-born adults and adolescents. Cases were identified by the designation of “Haiti”
as place of birth on the CDC case report form. The majority of Haitian-born persons (HBPs)
with AIDS [97%] were classified as non-Hispanic black; therefore, results were not
presented by race/ethnicity. Less than 1% [n=88] of AIDS cases diagnosed 1985–2007 of
persons born in Haiti were among children less than 13 years of age, and were excluded
from these analysis. The number of persons living with AIDS was determined overall for
HBPs, and by age group, sex and transmission categories (men who have sex with men
[MSM]; injection drug user [IDU]; men who have sex with men and inject drugs [MSM/
IDU]; heterosexual contact with a person known to have, or to be at high risk for, HIV
infection). The proportional decrease in AIDS cases (after the introduction of highly active
antiretroviral therapy [HAART] to present) was calculated by dividing the number of 1997
cases by 2007 cases, and the construction of the two-sided confidence intervals for the
proportion is based on the binomial distribution using a normal approximation (20).
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The number of persons diagnosed with HIV (with or without a concurrent AIDS diagnosis)
during 2004 through 2007 in the 34 states was examined by age, sex and transmission
category. To determine differences in late AIDS diagnosis in the course of disease, we
calculated the proportion of persons diagnosed with HIV during 2004 through 2006 who had
an AIDS diagnosis within 12 months. All data presented were adjusted for reporting delays
and transmission category, using a multiple imputation method for persons reported without
an identified risk factor (21).

Rates per 100,000 population were calculated for the numbers of diagnoses of AIDS among
HBPs, and by race/ethnicity (non-Hispanic white, non-Hispanic black, Hispanic, Asian/
Pacific Islander, American Indian/Alaska Native) for all persons diagnosed with AIDS in
2007. The population denominators used to compute AIDS rates by race/ethnicity for the 50
states and the District of Columbia were based on official postcensus estimates for 2007,
from the US Census Bureau (22), and bridged-race estimates for 2007 obtained from the
National Center for Health Statistics (23). The bridged estimates are based on the Census
2000 counts and produced under a collaborative agreement with the U.S Census Bureau.
These estimates result from bridging the 31 race categories used in Census 2000, as
specified in the OMB’s 1997 standards for the classification of data on race and ethnicity, to
the 4 race categories specified in the 1977 standards and to correspond to the surveillance
data. Denominator information to compute rates for HBPs were obtained from data of the
American Community Survey (ACS) from the US Census Bureau (24). However, because
foreign-born Haitians are considered a “hard-to-count population”, ACS figures may
underestimate foreign-born Haitians in the US. Therefore, population estimates for foreign-
born Haitians have also been obtained from the Haitian Consulate for comparison (25–27).
The latter estimates are based on the number of consular services (e.g., passports, visas, etc)
performed for Haitian born-persons throughout the US, and on estimates of Haitians
attending events sponsored by the Haitian consulate, in collaboration with community-based
organizations serving Haitian-born persons living in the U.S.

Ethics
This project was approved by the institutional review board of the Weill Medical College of
Cornell, and at CDC, public health disease surveillance activities are not considered
research, and therefore are not subject to human subjects review.

RESULTS
A total of 13,202 Haitian-born adults and adolescents were diagnosed with AIDS during
1985 through 2007 (Table 1). The majority of persons from this population resided in the
Southern (62%) or Northeastern (37%) part of the US. Trend analyses showed that AIDS
diagnoses within HBPs increased during the 1980s and early 1990s, peaked in the mid 1990s
(about 858 AIDS diagnoses in 1995), and subsequently decreased and leveled off in the
2000s, with an estimated 441 AIDS diagnoses in 2007 (Figure 1). Cumulative AIDS
diagnoses during the period of 1985–2007 showed that HBPs comprise 1.3% (N=13,202) of
the total US AIDS cases (N=998,482) for this time period, and 3.1% of the cumulative
AIDS cases among non-Hispanic blacks (N=417,491) reported to CDC (Table 1).
Comparisons across gender show there has been a 40% proportional decrease (95%
CI=35%-45%) in incident AIDS cases amongst Haitian-born men, compared to a 3%
decrease (95% CI=1%-6%) in Haitian-born women over the same time period (Figure 1).
Comparisons across racial/ethnic groups show the AIDS rate for HBPs is higher than for
non-Hispanic blacks overall (81.6/100,000 vs. 59.2/100,000), using denominator data from
the American Community Survey to calculate the AIDS rate for HBPs (Table 1). However,
using denominator data from the Haitian Consulates, the AIDS rate for HBPs is lower than
that for non-Hispanic blacks, ranging from 34.7 to 46.2 per 100,000 (Table 1).
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By the end of 2007 an estimated 6,928 HBPs were living with AIDS in the U.S (Table 2).
More than three-quarters of these persons were between 40 and 64 years old. The mode of
HIV infection for 54% of Haitian males occurred through high-risk heterosexual contact,
28% in men who have sex with men [MSM], and 14% occurred through injection drug use
[IDU]. Among Haitian females living with AIDS, 88% were exposed through high-risk
heterosexual contact, and 9% were exposed through IDU.

Selected characteristics for HBPs diagnosed with HIV infection between 2004–2007 in 34
states show that a majority (60% of males and 58% of females) are between 30 and 49 years
old, with high-risk heterosexual contact as the primary mode of transmission for both
females and males; and among males, male-to-male contact accounted for 25% and 6%
occurred through IDU exposure (Table 3). Irrespective of transmission risk category, 53% of
Haitian-born men (N=663/1,247) received an AIDS diagnosis within 12 months of an HIV
diagnosis compared to 42% (N=458/1089) of their female counterparts (χ2=29.0, p <0.001)
(Table 4). Analyses by age also show that persons 40 or older were more likely to receive a
late HIV diagnosis compared to individuals between ages 13 and 39 years (OR=1.8, 95% CI
1.5–2.2; χ2=51.1, p<0.001).

DISCUSSION
These results represent the first surveillance estimates for HIV cases among Haitian-born
persons residing in the United States, with four important findings. First, HBPs comprise
1.2% (N=416 divided by 35,934) of the estimated AIDS cases among adults and adolescents
for 2007 (Table 1). Yet, HBPs account for only 0.18% of the total US population (using
2007 ACS data; N=530,897 divided by 301,621,159) which suggests a seven-fold over
representation of Haitians in the CDC AIDS surveillance data (1.2% divided by 0.18%).
Whereas, amongst the estimated adult and adolescent AIDS cases from the 50 states and the
District of Columbia diagnosed during 2007, 48.7% are black/African American (N=17,486
divided by 35,934), and blacks/African Americans account for 12% of the total US
population, suggesting a 4-fold over-representation (48.7% divided by 12%) in the CDC
AIDS surveillance data (28). However, when population estimates from the Haitian
Consulate are used there is a 3 to 4 fold over-representation of HBPs in the CDC AIDS
surveillance data (1.2% divided by 0.30% to 0.40%), which is similar to that for blacks/
African Americans overall. Population estimates for HBPs (0.30% to 0.40%) are calculated
using Consulate estimates of the number of HBPs living in the U.S. which range from
N=900,000 to 1,200,000 (divided by 301,621,159, using 2007 ACS data for the U.S.
population).

Although data from the American Community Survey are reliable they may reflect an
undercount for Haitians living in the United States. While Consulates do not run nationally-
representative surveys or censuses to estimate, or count, the number of their nationals living
in the United States, their upper estimate of approximately 1.2 million Haitian-born persons
living in the US is twice that of the American Community Survey (25–27,29,30).
Furthermore, the US Census Bureau acknowledges that foreign-born populations are often
“hard-to-count” if they are undocumented aliens, which might explain the difference in the
population estimates used herein.

Second, compared to the national trends for AIDS diagnoses among the US population and
non-Hispanic blacks, the trend amongst Haitians was similar with a peak in the early 1990s,
a decline in the HAART era around the turn of the century, and since then a plateau (31).
However, important differences are recognized in the HIV risk profile for Haitian men
compared to non-Hispanic black men. In the former, the primary transmission category
(diagnosed during the period of 2004–2007) is high-risk heterosexual contact (68%),
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followed by sexual contact with other men (25%), and IDU (6%) (Table 3). This pattern
differs from trends in non-Hispanic black men living with HIV, for whom the primary
transmission category is sexual contact with other men (51%), followed by IDU (21%) and
high-risk heterosexual contact (20%) (1).

One possible explanation for differences describing sexual contact is that greater reporting
of male-to-male sexual behavior amongst US born African American men may be due to
greater social acceptance (32,33), whereas machismo is a central feature of masculine
expression amongst men from the Latin American region, including Haiti (34). Since little
has been previously published on the sexual practices of Haitian men this publication will
help to serve as a benchmark to follow the patterns and prevalence of high-risk sexual
behaviors in this immigrant group.

In addition, while injection drug use is the second leading cause of HIV infection for
African Americans, our results confirm lower transmission through this route amongst HBPs
(35,36), which is consistent with other published findings on Haitians. A recent study on
hepatitis C in Haiti reports that only 2% of study participants self-identified as having a prior
history of IDU (37); and Marcelin et al., (2005) also report that Haitian youth in Florida
express very negative opinions about crack, cocaine and heroin use (38). Therefore, future
investigations may be useful to better characterize the protective attitudes and behaviors
regarding substance use in Haitians that prevent IDU behaviors and HIV transmission.

Third, there was a greater proportional decrease in the number of incident AIDS cases for
Haitian males, compared with females, since the HAART era (Table 3). Possible
explanations include i) a gender difference in access to, or adherence to HAART, which is
consistent with the literature on women’s differential use of HIV medications (39,40); or ii)
that Haitian women did not modify their sexual behaviors because their perception of HIV
risk (and subsequent AIDS) may be obscured by their marital status. Decennial 2000 Census
estimates show that at least 70% of all Haitian-born persons living in the US, both male and
females, have been married at some time (41). Also, some authors show that foreign-born
pregnant women often refuse HIV-testing because they are in monogamous relationships
(42), and they perceive their risk of acquiring HIV as low because of their relationship
status. Data from the CDC Enhanced Perinatal Surveillance Project (1999–2001) support
this hypothesis, showing that among foreign-born HIV-infected pregnant women, 42% are
married compared to 16% of their US-born counterparts (43).

Another possible reason for the differential decrease, between Haitian males and females, in
incident AIDS cases is explained by the “bisexual bridge” of HIV transmission, which has
been speculated for the African-American community linking black MSMs to black
heterosexual women. These men are often referred to as being on the “down low” (also
known as DL), which defines them as heterosexuals who do not disclose their male-to-male
sexual behavior to their female partners (44,45). In a study conducted on DL-identified
MSM in 12 US cities, they were more likely than non-DL-identified men to have had a
female sex partner in the prior 30 days, and to have had unprotected vaginal sex (46).
Findings from this study also report that DL-identified MSM were less likely to have ever
been tested for HIV than were non-DL MSM. Thus Haitian women involved with DL-men
might have no knowledge of their sexual partners’ HIV behavioral risk factors, contributing
to their lowered perception of HIV risk and decreased likelihood of seeking prevention
services.

Little information is available about sexual risk or protective and disclosure practices
amongst bisexual Haitian men, and how this behavior may be amendable to intervention
(32,33). What is known however is that the prevalence of bisexuality is reportedly higher in
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both black and Latino men compared to their white counterparts (47), and Haitian notions
regarding masculinity are very similar to Latino men (34,48). White MSMs are more likely
to identify as being “gay,” whereas black and Latino men are less likely to identify as “gay”,
join gay-related organizations, read gay-related media (49) or disclose their male-to-male
sexual behavior to female partners (50). The literature helps to predict these ethnic
differences by explaining that black and Latino men see the gay culture in the US as a white,
and sometimes feminine phenomenon, that conflicts with their notions of masculinity (47).
Black and Latino men also believe they may have to give up their ethnic identity if they self-
identify as being “gay,” including loss of the social support received from their ethnic
community; and that their communities will not accept male-to-male sexual behavior
(51,52).

Fourth, study findings also show that Haitian men (53%) are more likely to be diagnosed
with AIDS within 12 months after an HIV diagnosis compared to Haitian women (42%);
however, when these figures are compared to non-Hispanic blacks overall (38%), HBPs
have a higher proportion of late stage diagnosis (Table 2 of the National Surveillance Report
(53)). One possible explanation in the difference across gender is that women, in general,
use more health care services than men, even after correcting for the use of health care
services that are specific for women, such as gynecology (54–57), which may indirectly
result in earlier stage HIV diagnoses for women. Additionally, a possible explanation for the
differences in late stage diagnosis between HBPs and non-Hispanic blacks may be related to
health care insurance because Haitian-born persons who are not US citizens are amongst the
most likely to be uninsured, compared to other immigrants living in the US (58) . Hence, the
latter may significantly impact health care utilization patterns, resulting in greater
emergency room use (59) resulting in later diagnosis.

Recommendations
In light of the study’s findings, we recommend that HIV awareness and prevention efforts be
customized for Haitian-born persons on HIV knowledge, behavioral risk factors,
antiretroviral adherence (60,61); as well as prevention services use that encourage seeking
routine medical care to reduce late stage diagnosis, particularly in Haitian men. Tailored
health communications are necessary for Haitian women who are married, in cohabitating
monogamous relationships, and/or pregnant (42,43). Also, a model for HIV prevention for
Haitian MSMs living in the United States is needed and could be adapted from available
interventions for black MSMs (33), or adapted from the model for Haitian MSMs living in
Haiti, which has already been launched (62).

Limitations
There are several limitations to these analyses. In 2007, 17% of case reports were missing a
country or continent of birth, thus it is unknown if there are HBPs among these cases. For
the analyses of HIV reports, data from 34 states may not be representative of the whole
United States because these states report only 66% of all AIDS cases diagnosed during 2004
through 2007. Data were not available for Massachusetts, which has the third largest number
of Haitians residing in the United States according to the Census Bureau (30). Analyses
were adjusted for reporting delay and multiple imputation was used to adjust risk for cases
reported without a risk factor information (21); these are standard surveillance data
adjustments. We also cannot say definitively where foreign-born Haitians became infected,
because date of arrival is not collected in HIV surveillance data. Persons may have acquired
infection in the home country, during an immigration waiting period after they arrived in the
United States, or during travel outside of, rather than in the United States.
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CONCLUSIONS
This publication is the first to report on the trends in diagnoses of HIV infection for Haitians
living in the United States. Study findings show the importance of having accurate
denominators to estimate rates of HIV for the Haitian population. Using estimates from the
2007 American Community Survey, results suggest a seven-fold over-representation of
Haitians in the CDC AIDS surveillance data. In contrast, using denominator estimates from
the Haitian Consulates, Haitian-born persons in the US, at this time, have a similar AIDS
rates to blacks/African Americans overall, which challenges beliefs that Haitian immigrants
have a higher prevalence of AIDS than other groups. More to the point, the Haitian
community remains steadfast in their beliefs that it is an ill-targeted effort to focus on
linking Haitians to the introduction of AIDS in the United States. Rather, scientific methods
need to be used to better understand what places Haitians at risk for HIV. Study authors
recommend that research is urgently needed to adequately address prevention efforts for this
ethnic group.
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Figure 1.
Estimated Number of AIDS Diagnoses amongst Haitian-born Adults and Adolescents in the
United States, by Sex (1985–2007)
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Table 1

Estimated numbers of AIDS cases and Rates among Adults and Adolescents by Racial/Ethnic Group, 1985
through 2007, United States

1985–2007
Estimated AIDS Cases†

among Adults and
Adolescents

% AIDS Cases

White, not Hispanic 396,435 39.7%

Black, not Hispanic ∫ 404,703 40.5%

    Haitian (Foreign-born) § 12,789 1.3%

Hispanic ξ 165,956 16.6%

Asian/Pacific Islander 7,432 0.7%

American Indian/Alaskan Native 3,452 0.3%

Total* 998,482 100.0%

2007
Estimated AIDS Cases

among Adults and
Adolescents

% AIDS Cases

2007
Population Data

among Adults in the
50 states and the

District of Columbia

Rate/100,000

White, not Hispanic 10402 28.9% 169,669,112 6.1

Black, not Hispanic∫ 17,486 48.7% 29,520,707 59.2

    Haitian (Foreign-born)§ 416 1.2% 530,897‡ 78.4

    Haitian (Consulate, lower estimate) 416 - 900,000 ψ 46.2

    Haitian (Consulate, upper estimate) 416 - 1,200,000 ψ 34.7

Hispanic 6,918 19.3% 33,976,467 20.4

Asian/Pacific Islander 475 1.3% 10,927,024 4.3

American Indian/Alaskan Native 158 0.4% 1,830,961 8.6

Total** 35,934 100.0%

∫
The category "Black, not Hispanic" reflects all persons of African descent including Haitians.

§
Cases were identified by the designation of “Haiti” as place of birth on the CDC case report form.

*
Includes persons of unknown race or multiple races and persons of unknown sex. Cumulative total includes 7,003 of persons of unknown race or

multiple races. Because column totals were calculated independently of the values for the subpopulations, the values in each column may not sum
to the column total.

**
Includes persons of unknown race or multiple races and persons of unknown sex. Cumulative total includes 418 of persons of unknown race or

multiple races. Because column totals were calculated independently of the values for the subpopulations, the values in each column may not sum
to the column total.

Rates are based on post-censal estimates unless otherwise noted.

‡
Data is taken from the Census, American Community Survey (ACS). The foreign-born Haitian population reflected in the table above includes all

persons who were not US citizens at birth. Foreign-born persons are those who indicated they were either a US citizen by naturalization or they
were not a citizen of the United States. Census does not ask about immigration status. The foreign-born population surveyed includes all people
who indicated that the United States was their usual place of residence on the Census date. This population includes: immigrants (legal permanent
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residents), temporary migrants (e.g., students), humanitarian migrants (e.g., refugees), and unauthorized migrants (people illegally residing in the
United States).

ψ
In 2008 the governmental Ministry for Haitians Living Abroad, Republic of Haiti, estimated there were between 900,000 to 1,200,000 persons of

Haitian ancestry living in the U.S. Estimates were based on information provided by Haitian Consulates in the United States; however, it is
important to note that Consulates do not run nationally-representative surveys/censuses to estimate/count the size of the Haitian population in the
United States. Estimates are generated by the approximated population served, over a period of time, during events sponsored by Consulates. The
estimates may, or may not, be limited to foreign-born Haitians and may include persons of Haitian ancestry born-outside of Haiti.

AIDS. Author manuscript; available in PMC 2011 August 24.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Marc et al. Page 14

Ta
bl

e 
2

Es
tim

at
ed

 n
um

be
rs

 o
f H

ai
tia

n-
bo

rn
 a

du
lts

 a
nd

 a
do

le
sc

en
ts

 li
vi

ng
 w

ith
 A

ID
S 

at
 th

e 
en

d 
of

 2
00

7,
 b

y 
se

le
ct

ed
 c

ha
ra

ct
er

is
tic

s, 
U

ni
te

d 
St

at
es

M
al

es
Fe

m
al

es
T

ot
al

N
o.

%
N

o
%

N
o.

%

A
ge

 (y
rs

)

13
—

19
15

0.
4

13
0.

5
28

0.
4

20
—

29
51

1.
2

92
3.

4
14

3
2.

1

30
—

39
45

0
10

.6
47

1
17

.6
92

1
13

.3

40
—

49
16

17
38

.0
10

25
38

.3
26

42
38

.1

50
—

64
18

41
43

.3
91

7
34

.3
27

58
39

.8

65
+

27
9

6.
6

15
6

5.
8

43
5

6.
3

T
ra

ns
m

is
si

on
 c

at
eg

or
y

M
al

e-
to

-m
al

e 
se

xu
al

 c
on

ta
ct

11
98

28
.2

0.
0

11
98

17
.3

In
je

ct
io

n 
dr

ug
 u

se
58

2
13

.7
24

4
9.

1
82

6
11

.9

M
al

e-
to

-m
al

e 
se

xu
al

 c
on

ta
ct

 a
nd

 in
je

ct
io

n 
dr

ug
 u

se
11

3
2.

7
0.

0
11

3
1.

6

H
ig

h-
ris

k 
he

te
ro

se
xu

al
 c

on
ta

ct
23

08
54

.3
23

49
87

.8
46

57
67

.2

O
th

er
51

1.
2

82
3.

1
13

3
1.

9

To
ta

l
42

53
10

0.
0

26
75

10
0.

0
69

28
10

0.
0

AIDS. Author manuscript; available in PMC 2011 August 24.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Marc et al. Page 15

Ta
bl

e 
3

Es
tim

at
ed

 n
um

be
rs

 o
f H

ai
tia

n-
bo

rn
 a

du
lts

 a
nd

 a
do

le
sc

en
ts

 d
ia

gn
os

ed
 w

ith
 H

IV
/A

ID
S,

 b
y 

se
le

ct
ed

 c
ha

ra
ct

er
is

tic
s, 

20
04

–2
00

7,
 3

4 
U

.S
. S

ta
te

s

M
al

e
Fe

m
al

e
T

ot
al

N
o.

%
N

o.
%

N
o.

%

A
ge

 a
t d

ia
gn

os
is

 (y
rs

)

13
--

19
13

1.
1

21
2.

0
35

1.
5

20
--

29
10

8
9.

1
17

0
15

.5
27

8
12

.2

30
--

39
28

7
24

.1
31

9
29

.2
60

6
26

.5

40
--

49
43

1
36

.1
31

2
28

.6
74

2
32

.5

50
--

64
30

6
25

.7
23

2
21

.2
53

8
23

.6

65
+

47
4.

0
38

3.
5

86
3.

8

T
ra

ns
m

is
si

on
 c

at
eg

or
y

M
al

e-
to

-m
al

e 
se

xu
al

 c
on

ta
ct

29
8

25
.0

29
8

13
.0

In
je

ct
io

n 
dr

ug
 u

se
73

6.
1

57
5.

2
13

0
5.

7

M
al

e-
to

-m
al

e 
se

xu
al

 c
on

ta
ct

 a
nd

 in
je

ct
io

n 
dr

ug
 u

se
13

1.
1

13
0.

6

H
ig

h-
ris

k 
he

te
ro

se
xu

al
 c

on
ta

ct
80

6
67

.5
10

28
94

.2
18

34
80

.3

O
th

er
3

0.
3

7
0.

7
10

0.
5

To
ta

l
11

93
10

0.
0

10
92

10
0.

0
22

86
10

0.
0

AIDS. Author manuscript; available in PMC 2011 August 24.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Marc et al. Page 16

Ta
bl

e 
4

Es
tim

at
ed

 d
is

tri
bu

tio
n 

of
 H

ai
tia

n 
bo

rn
 a

du
lts

 a
nd

 a
do

le
sc

en
ts

 w
ith

 a
nd

 w
ith

ou
t a

 d
ia

gn
os

is
 o

f A
ID

S 
w

ith
in

 1
2 

m
on

th
s o

f d
ia

gn
os

is
 o

f H
IV

 in
fe

ct
io

n,
 b

y
se

le
ct

ed
 c

ha
ra

ct
er

is
tic

s, 
20

04
–2

00
6,

 3
4 

U
.S

. s
ta

te
s

A
ID

S 
di

ag
no

si
s

≥
 1

2 
M

on
th

s a
fte

r
di

ag
no

si
s o

f
H

IV
 in

fe
ct

io
n

< 
12

 M
on

th
s a

fte
r

di
ag

no
si

s o
f

H
IV

 in
fe

ct
io

n
T

ot
al

N
o.

(%
)a

N
o.

(%
)a

N
o.

A
ge

 a
t d

ia
gn

os
is

 (y
rs

)

13
--

29
23

2
70

97
30

32
9

30
--

39
35

3
56

27
9

44
63

2

40
--

49
36

7
47

41
8

53
78

5

50
--

64
22

2
44

28
5

56
50

7

65
+

41
50

41
50

82

T
ra

ns
m

is
si

on
 c

at
eg

or
y/

M
al

e 
ad

ul
t o

r 
ad

ol
es

ce
nt

M
al

e-
to

-m
al

e 
se

xu
al

 c
on

ta
ct

15
0

49
15

8
51

30
8

In
je

ct
io

n 
dr

ug
 u

se
34

45
41

55
75

M
al

e-
to

-m
al

e 
se

xu
al

 c
on

ta
ct

 a
nd

 in
je

ct
io

n 
dr

ug
 u

se
6

47
7

53
14

H
ig

h-
ris

k 
he

te
ro

se
xu

al
 c

on
ta

ct
b

39
2

46
45

4
54

84
7

O
th

er
c

2
49

2
51

4

Su
bt

ot
al

58
4

47
66

3
53

1,
24

7

Fe
m

al
e 

ad
ul

t o
r 

ad
ol

es
ce

nt

In
je

ct
io

n 
dr

ug
 u

se
29

56
23

44
52

H
ig

h-
ris

k 
he

te
ro

se
xu

al
 c

on
ta

ct
b

59
8

58
43

0
42

1,
02

8

O
th

er
c

4
47

5
53

9

Su
bt

ot
al

63
2

58
45

8
42

1,
08

9

To
ta

le
1,

21
6

52
1,

12
1

48
2,

33
6

N
ot

e.
 T

he
se

 n
um

be
rs

 d
o 

no
t r

ep
re

se
nt

 re
po

rte
d 

ca
se

 c
ou

nt
s. 

R
at

he
r, 

th
es

e 
nu

m
be

rs
 a

re
 p

oi
nt

 e
st

im
at

es
, w

hi
ch

 re
su

lt 
fr

om
 a

dj
us

tm
en

ts
 o

f r
ep

or
te

d 
ca

se
 c

ou
nt

s. 
Th

e 
re

po
rte

d 
ca

se
 c

ou
nt

s a
re

 a
dj

us
te

d 
fo

r
re

po
rti

ng
 d

el
ay

s a
nd

 m
is

si
ng

 ri
sk

-f
ac

to
r i

nf
or

m
at

io
n 

bu
t n

ot
 fo

r i
nc

om
pl

et
e 

re
po

rti
ng

.

D
at

a 
in

cl
ud

e 
pe

rs
on

s i
n 

w
ho

m
 A

ID
S 

ha
s d

ev
el

op
ed

 a
nd

 p
er

so
ns

 w
ho

se
 fi

rs
t d

ia
gn

os
is

 o
f H

IV
 in

fe
ct

io
n 

an
d 

th
e 

di
ag

no
si

s o
f A

ID
S 

w
er

e 
m

ad
e 

at
 th

e 
sa

m
e 

tim
e.

D
at

a 
ex

cl
ud

e 
1 

pe
rs

on
s w

ho
se

 m
on

th
 o

f d
ia

gn
os

is
 o

f H
IV

 in
fe

ct
io

n 
is

 u
nk

no
w

n.

AIDS. Author manuscript; available in PMC 2011 August 24.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Marc et al. Page 17
a H

et
er

os
ex

ua
l c

on
ta

ct
 w

ith
 a

 p
er

so
n 

kn
ow

n 
to

 h
av

e 
or

 a
t h

ig
h 

ris
k 

fo
r H

IV
 in

fe
ct

io
n.

b Pe
rc

en
ta

ge
s r

ep
re

se
nt

 p
ro

po
rti

on
s o

f t
he

 to
ta

l n
um

be
r o

f d
ia

gn
os

es
 o

f H
IV

/A
ID

S 
m

ad
e 

du
rin

g 
20

03
–2

00
6 

fo
r t

he
 c

or
re

sp
on

di
ng

 g
ro

up
 (s

ee
 ro

w
 e

nt
rie

s)
.

c In
cl

ud
es

 h
em

op
hi

lia
, b

lo
od

 tr
an

sf
us

io
n,

 p
er

in
at

al
, a

nd
 ri

sk
 fa

ct
or

 n
ot

 re
po

rte
d 

or
 n

ot
 id

en
tif

ie
d.

d In
cl

ud
es

 h
em

op
hi

lia
, b

lo
od

 tr
an

sf
us

io
n,

 a
nd

 ri
sk

 fa
ct

or
 n

ot
 re

po
rte

d 
or

 n
ot

 id
en

tif
ie

d.

e In
cl

ud
es

 2
6 

pe
rs

on
s o

f u
nk

no
w

n 
ra

ce
 o

r m
ul

tip
le

 ra
ce

s. 
B

ec
au

se
 c

ol
um

n 
to

ta
ls

 w
er

e 
ca

lc
ul

at
ed

 in
de

pe
nd

en
tly

 o
f t

he
 v

al
ue

s f
or

 th
e 

su
bp

op
ul

at
io

ns
, t

he
 v

al
ue

s i
n 

ea
ch

 c
ol

um
n 

m
ay

 n
ot

 su
m

 to
 th

e 
co

lu
m

n
to

ta
l.

AIDS. Author manuscript; available in PMC 2011 August 24.


