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Overview of the HIV/AIDS Epi Update Development and Methodology
Objective
The primary objective of the HIV/AIDS Epi Update publication is to provide up-to-date information on trends and 
developments in the epidemiology of HIV infection, AIDS and associated risk factors in Canada. Prior to 2007, the 
Epi Update was published annually. A new staggered approach has since been developed - each chapter will now be 
published as a stand-alone document that will be updated as new epidemiologic data become available. Chapters 1 to 
���ZHUH�ÀUVW�SXEOLVKHG�LQ�WKLV�QHZ�ERRNOHW�IRUPDW�LQ�-XO\������DQG�FDQ�EH�DFFHVVHG�DW�http://www.phac-aspc.gc.ca/

aids-sida/publication/epi/2010/index-eng.php.

Search Methodology 
A Health Canada librarian developed a detailed search strategy to generate a list of relevant HIV literature cita-
tions within the context of a Canadian population. A broad search was done using the SCOPUS database, a bib-
liographic database containing abstracts and citations for scholarly journal articles. Search terms included “HIV” 
and “Canada”. This yielded a large number of results, as it was designed to be a comprehensive search strategy. 

$UWLFOHV�ZHUH�VFUHHQHG�E\�WLWOH�DQG�RU�DEVWUDFW�XVLQJ�SUH�GHÀQHG�LQFOXVLRQ�H[FOXVLRQ�FULWHULD��

To identify other relevant documents, such as reports, news articles and exposés, a Web search was done us-
ing search engines such as Google™; this search also used the search terms “HIV” and “Canada”. RSS (Really 
Simple Syndication) feeds were set up through the Health Canada Library to locate any newly published media 
reports within the parameters of the literature search objectives. 

Inclusion Criteria
Articles meeting the following criteria were included in the HIV/AIDS Epi Update reference materials:

�� $UWLFOHV�WKDW�UHIHUUHG�WR�WKH�YXOQHUDEOH�SRSXODWLRQ�DGGUHVVHG�LQ�WKH�FXUUHQW�FKDSWHU��DV�VSHFLÀHG�LQ�7KH�
Federal Initiative to Address HIV/AIDS in Canada, which include Aboriginal peoples, at-risk youth, women, 
people who inject drugs (IDU), men who have sex with men (MSM), prison inmates, people from countries 
ZKHUH�+,9�LV�HQGHPLF��SHRSOH�OLYLQJ�ZLWK�+,9�$,'6�DV�LGHQWLÀHG�E\�WKH�)HGHUDO�,QLWLDWLYH�
�� Independent variable: HIV-associated risk behaviours, social determinants of health.
�� Dependant variable: HIV and associated outcomes.
�� Study design: surveillance, epidemiologic studies, socio-behavioural, relevant randomized controlled trial 

(RCT), qualitative research and community-based research.
�� Country/populations: Canada/populations of people who reside in Canada. 
�� Peer-reviewed literature.
�� Grey literature, such as agency reports, conference abstracts. 
�� Articles written in English or French.

Exclusion Criteria
Articles meeting the following criteria were excluded from the Epi Updates reference list:

�� Studies relating to animals.
�� Drug trials.
�� Program evaluation reports, discussions on surveillance methodology, articles that include HIV  

and populations of interest but focus on condition/topic other than HIV (e.g. cardiovascular disease in  
HIV populations), similar articles published with different titles/order of authors.
�� Articles written in languages other than French or English.
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Introduction
7KLV�FKDSWHU�GUDZV�WRJHWKHU�ÀQGLQJV�IURP�PXOWLSOH�VRXUFHV�WR�SUR-
vide an update on the status of HIV and AIDS in Canada among 
SHRSOH�IURP�FRXQWULHV�ZKHUH�+,9�LV�HQGHPLF��6SHFLÀFDOO\��LW�VWDUWV�
with a summary of the estimated prevalence and incidence of HIV 
among this population in Canada. In addition, this chapter also 
presents data from the most recently available routine HIV and 
$,'6�QDWLRQDO�VXUYHLOODQFH�GDWD�DQG�VHOHFWHG�ÀQGLQJV�IURP�UHFHQW�
research. This chapter concludes with a discussion of the strengths 
and limitations of existing research and provides a summary of the 
ÀQGLQJV�SUHVHQWHG��

Background
Global HIV/AIDS epidemic update
The Joint United Nations Programme on HIV/AIDS (UNAIDS) 
estimated that at the end of 2009 the total number of people liv-
ing with HIV/AIDS was 33.3 million [range: 31.4 million - 35.3 
million] worldwide.1 There is substantial geographic variability 
in HIV prevalence, patterns of infection incidence and modes of 
transmission. Sub-Saharan Africa continues to be the most heavily 
affected region, accounting for an estimated 69% (1.8 million [1.6 
million - 2.0 million]) of all new HIV infections in 2009, and 72% 
of the world’s 1.8 million [1.6 million to 2.1 million] AIDS-related 
deaths. In UNAIDS’s 2010 global report, the highest regional HIV 
prevalence rates were in Sub-Saharan Africa (5.0% [4.7%-5.2%]) 
and in the Caribbean (1.0% [0.9% - 1.1%]).1

At a Glance
�  People from countries where HIV  

is endemic are disproportionally  
a!ected by HIV/AIDS in Canada. 
They represent 14% of people living 
with HIV in Canada while represent-
ing only 2.2% of the population.

�  The estimated new infection rate 
among individuals born in HIV-
endemic countries is about 8.5 times 
higher than among other Canadians. 

�   People with HIV who are born in 
HIV-endemic countries and whose 
infection is attributed to hetero-
sexual contact (Het-Endemic) are 
diagnosed at a younger age relative 
to other heterosexual contact ex-
posure subcategories: Over 75% of 
positive HIV test reports assigned to 
the Het-Endemic exposure subcat-
egory are among individuals under 
the age of 40 years, compared to 
60% among other heterosexual 
exposure subcategories.

�  The majority of reported HIV positive 
test reports assigned to the Het-
Endemic exposure sub-category are 
people who self-identi"ed as Black. 

�  In Canada, HIV/AIDS has a signi"cant 
impact on women from countries 
where HIV is endemic. Females  
15 years of age or older represented 
55.3% of positive HIV test reports 
attributed to the Het-Endemic  
exposure subcategory between  
1998 and 2009 and 40.7% of AIDS 
cases during this same time period.

HIV/AIDS Epi Updates 5Centre for Communicable Diseases and Infection Control — April 2012
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Table 13-1: Estimated number of people living with HIV globally and by region, 2009

Region
Adults and children 
[low - high estimate]

Adult (15-49) prevalence  
percentage [low - high estimate]

Sub-Saharan Africa 22.5 million 
[20.9 million - 24.2million]

5.0 
[4.7 - 5.2]

Middle East and  
North Africa

460 000 
[400 000 - 530 000]

0.2 
[0.2 - 0.3]

South and  
South-East Asia

4.1 million 
[3.7 million - 4.6 million]

0.3 
[0.3 - 0.3]

East Asia 770 000 
[560 000 - 1.0 million]

0.1 
[0.1 - 0.1]

Oceania 57 000 
[50 000 - 64 000]

0.3 
[0.2 - 0.3]

Central and  
South America

1.4 million 
[1.2 million - 1.6 million]

0.5 
[0.4 - 0.6]

Caribbean 240 000 
[220 000 - 270 000]

1.0 
[0.9 - 1.1]

Eastern Europe  
and Central Asia

1.4 million 
[1.3 million - 1.6 million]

0.8 
[0.7 - 0.9]

Western and  
Central Europe

820 000 
[720 000 - 910 000]

0.2 
[0.2 - 0.2]

North America 1.5 million 
[1.2 million - 2.0 million]

0.5 
[0.4 - 0.7]

Total 33.3 million 
[31.4 million - 35.3 million]

0.8 
[0.7 - 0.8]

Source: UNAIDS Report on the global AIDS epidemic, 2010, p. 20 

Understanding the term “HIV-endemic 
countries”
The Public Health Agency of Canada’s (PHAC) Cen-
tre for Communicable Diseases and Infection Control 
(CCDIC) maintains a list of countries with general-
ized epidemicsa and refers to these countries as “HIV-
endemic countries” (HEC) or “countries where HIV 
is endemic” for the purpose of surveillance. Countries 
ZKHUH�+,9�LV�HQGHPLF�DUH�GHÀQHG�DV�WKRVH�ZKHUH�WKH�
prevalence of HIV among adults (age 15-49 years) is 
1.0% or greater and one of the following:

�� 50% or more of HIV cases are attributed to hetero-
sexual transmission; 

a  UNAIDS de"nes a generalized epidemic as one where HIV is "rmly 
established in the general population; Although sub-populations 
at high risk may continue to contribute disproportionately to the 
spread of HIV, sexual networking in the general population is  
su#cient to sustain an epidemic independent of sub-populations 
at higher risk of infection; Numerical proxy: HIV prevalence  
consistently over one percent in pregnant women (see  
http://www.unaids.org/en/media/unaids/contentassets/dataimport/
publications/irc-pub01/jc370-2ndgeneration_en.pdf)

�� a male to female ratio of 2:1 or less among preva-
lent infections; or
�� HIV prevalence greater than or equal to 2% among 

women receiving prenatal care.

A list of countries where HIV is endemic, as per the above 
GHÀQLWLRQ��DSSHDUV�LQ�$SSHQGL[����7KLV�OLVW�FRQWDLQV�D�WRWDO�
of 71 countries, of which 42 are in Africa (mostly Sub-Sa-
haran Africa), 26 are in the Caribbean and Central/South 
Central America, and three are in Asia. 

It is important to differentiate between this epidemio-
ORJLFDO� SRSXODWLRQ� GHÀQLWLRQ� DQG� RWKHU� LQWHUVHFWLQJ�
GHÀQLWLRQV�� VXFK� DV� SRSXODWLRQV�FRPPXQLWLHV� GHÀQHG�
by race, ethnicity or immigration status. Figure 13- 1 
illustrates some of the relevant intersecting dimen-
sions, some of which are used in the research studies 
summarized later in this chapter. For the purposes of 
Canadian national HIV/AIDS surveillance, the dimen-
sion of focus is people in Canada who were born in 
countries where HIV is endemic.
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Figure 13-1: Overlapping populations – people who were born in countries where HIV is  
endemic, persons who self-identify as Black, and persons who immigrate to Canada.

Note: This "gure is not drawn to scale. 
Adapted from: Houde A. PHAC presentation made at the ICAD/ACCHO workshop – Meeting the Challenge. Ottawa, September 28, 2009. 

Canadian demographic pro!le
Immigrants to Canada comprise an important propor-
tion of the Canadian population – according to Statis-
tics Canada (2006 Census) data, approximately one in 
ÀYH�&DQDGLDQV������PLOOLRQ�RU�������RI�WKH�&DQDGLDQ�
population) is foreign-born.2 According to the same 
2006 census data, people in Canada who were born in 
countries where HIV is endemic comprised 2.2% of the 
total Canadian population.3 When second generation 
Canadians who have at least one parent who was born 
in a country on the HEC list are considered in addition 
to people born in HECs, the proportion was 2.7%.3 

Ontario and Quebec have the largest proportion of individ-
ualsb who originate from countries where HIV is endemic, 
representing 4.5% and 2.1% of the provincial populations 
respectively. Other provinces with a population propor-
tion of 1.0% or greater from countries where HIV is en-
demic include Alberta, British Columbia and Manitoba 
�)LJXUH���������7KH�ÀYH�FLWLHV�ZLWK� WKH� ODUJHVW�QXPEHUV�
of people who originate from countries where HIV is 
endemic are Toronto, Montréal, Vancouver, Ottawa and 
Calgary. Individuals who originate from the Caribbean 
(including Bermuda and Central/South America) make 
up approximately 73% of all people from countries where 
HIV is endemic living in Toronto. In Montréal, the top 
three countries of origin were Haiti (with 48.2% of the 
HEC population), Cambodia (6.8%), and the Democratic 
Republic of Congo (4.7%). 

b  For the purpose of this demographic description, these data 
include both people born in HECs and second generation  
Canadians who have at least one parent who was born in a  
country on the HEC list.
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Figure 13- 2: Proportion of provincial/territorial population born in a country where HIV is 
endemic or has at least one parent born in an HEC.
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Issues facing Canadian residents who orig-
inate from countries where HIV is endemic
People who originate from countries where HIV is 
HQGHPLF�DUH�GLYHUVH��UHÁHFWLQJ�YDULDWLRQV�LQ�KLVWRULFDO�
backgrounds, races, ethnicities, language and cultural 
traditions. Unfortunately, some of these communities 
in Canada are disproportionately affected by social 
and economic factors that not only increase their vul-
nerability to HIV infection, but also act as barriers to 
prevention, screening, and treatment programs. Fac-
WRUV� LGHQWLÀHG� LQ� WKH� OLWHUDWXUH� KDYH� LQFOXGHG� UDFLVP��
homelessness, transience, poverty, underemployment, 
and settlement and status concerns. Further barriers 

to program access include fear and stigma, denial (as 
a coping mechanism), social isolation, lack of social 
support, fear of deportation, and cultural attitudes 
and sensitivities about HIV transmission. The PHAC 

3RSXODWLRQ�VSHFLÀF�+,9�$,'6�VWDWXV�UHSRUW�RQ�3HRSOH�
from Countries where HIV is Endemic - Black people of 

African and Caribbean descent living in Canada
4 pro-

vides a comprehensive review of these issues. In addi-
tion, a Health Canada 2010 publication on migration 
health includes a review of migration patterns, changes 
in migration health legislation and policies, patterns in 
chronic disease, mental health, infectious diseases and 
health services utilization.5 
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National Estimates of HIV/AIDS 
Prevalence and Incidence
Description and summary of estimation 
methodology
PHAC uses several methods to provide an overall pic-
ture of HIV occurrence among all Canadians living 
with HIV (including AIDS), including those with both 
diagnosed and undiagnosed infections. These methods 
combine statistics from many data sources, including 
URXWLQH� VXUYHLOODQFH�� SRSXODWLRQ�VSHFLÀF�HQKDQFHG�
surveillance, HIV-testing behaviour information, treat-
ment programme data and educated assumptions. Us-
ing this composite methodology, PHAC produces two 
types of estimates: 

1. HIV prevalence, which is the number of people liv-
ing with HIV (including AIDS); and 

2. HIV incidence, which is the number of new infec-
tions in a one-year period. 

PHAC produces estimates of national HIV prevalence 
and incidence approximately every three years. The es-
timates are summarized below. For a full description 
of the methodology and the national HIV estimates 
for 2008, please refer to Yang et al., “Estimates of the 
Number of Prevalent and Incident Human Immunode-
ÀFLHQF\�9LUXV�,QIHFWLRQV�LQ�&DQDGD������µ�6 

National estimates for 2008: HIV/AIDS 
Prevalence Data
National estimates for 2008 indicate that the number of 
people living with HIV (including AIDS) continues to 
rise, from an estimated 57,000 in 2005 to an estimated 
65,000 in 2008 (a 14% increase). The increase in the 
number of people living with HIV is due to two factors: 
(1) new treatments have improved survival of HIV-in-
fected people, and (2) new infections continue to occur.

Of prevalent HIV cases in Canada at the end of 2008, 
an estimated 9,250 cases (14%) were among people in-
fected through heterosexual contact and who were born 
in an HIV-endemic country (Table 13- 2). 

Despite the widespread availability of anti-retroviral 
treatment and extensive promotion of HIV testing, 
an estimated 26% of HIV infections (approximately 
16,900; range of 12,800 to 21,000 people) remained un-
diagnosed in Canada in 2008. In the same year, the esti-
mated percentage of people living with HIV who were 
unaware of their HIV positive status varied by expos-
ure category. There were an estimated 35% of people 
living with HIV in the heterosexual exposure category 
in Canada who were unaware of their serostatus; this 
category includes people who were born in countries 
where HIV is endemic. By comparison, approximately 
19% of infected people in the MSM exposure category 
and 25% of infected people in the IDU exposure cat-
egory were unaware of their serostatus (Figure 13- 3).

Table 13-2: Estimated total number of prevalent HIV infections in Canada and estimated 
cases attributed to heterosexual sex, with associated ranges of uncertainty at the end of 
2008 and 2005 (point estimates, ranges and percentages are rounded)

Year Estimated Total number  
of PHAi in Canada

Estimated number of prevalent infections attributed to:
Heterosexual/Non-endemicii Heterosexual/ Endemiciii

2008 65,000 
(54,000-76,000)

10,710 
(8,300-13,100)

9,250 
(6,800-11,700)

% 17% 14%

2005 57,000 
(47,000-67,000)

9,050 
(7,000-11,100)

7,860 
(5,800-9,900)

%   16% 14%

iPHA: people living with HIV/AIDS 

iiHeterosexual/non-endemic: heterosexual contact with a person who is either HIV-infected or at risk for HIV or heterosexual contact as 
the only identi"ed risk.  
iiiHeterosexual/endemic: heterosexual contact and origin from a country where HIV is endemic.
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Figure 13- 3: Estimated percentage of persons living with HIV who are unaware of their in-
fection, by exposure category, Canada, 2008

0%

5%

10%

15%

20%

25%

30%

35%

40%

OverallHeterosexual contactIDUMSM

Pe
rc

en
ta

ge
 u

na
w

ar
e

Exposure category

National estimates for 2008:  
HIV/AIDS incidence data
Although estimates of the number of new HIV infec-
tions are quite uncertain, it appears that the number of 
new infections in 2008 (estimated range between 2,300 
and 4,300) was about the same or slightly greater than 
the estimated range in 2005 (2,200 to 4,200). 

People from HIV-endemic countries were over-repre-
sented among new infections - new infections attribut-
ed to the heterosexual/endemic exposure (Het-Endem-
ic) subcategoryc were in the range of 370 to 690 (16% 
c  A full description of the exposure categories and subcategories 

is provided below, in the section entitled “Routine (Case-Based) 
HIV/AIDS Surveillance”.

- Table 13- 3) in 2008; yet according to the 2006 Cen-
sus, approximately 2.2% of the Canadian population 
was born in an HIV-endemic country. Therefore, the 
estimated new infection rate among individuals born in 
HIV-endemic countries is about 8.5 times higher than 
among other Canadians. Figure 13- 4 shows the trend 
among the estimated number of incident cases by expo-
sure subcategory, over time, together with the estimated 
uncertainty. The estimated HIV incidence attributed to 
the Het-Endemic exposure subcategory has increased 
steadily over the years, with a steeper increase seen in 
the decade 1999 to 2008.

Table 13- 3: Estimated ranges of uncertainty for number of incident HIV infections  
in Canada in 2008 and 2005 (ranges and percentages are rounded).

Total Heterosexual/ Non-endemici Heterosexual/ Endemicii

2008 2,300-4,300 450-860 370-690

% 20% 16%

2005 2,200-4,200 440-820 360-670

% 20% 16%

iHeterosexual/non-endemic: heterosexual contact with a person who is either HIV-infected or at risk for HIV or heterosexual as the only 
identi"ed risk.  
ii Heterosexual/endemic contact and origin from a country where HIV is endemic. 
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Figure 13- 4: Trends in the estimated HIV incidence over time period in Canada,  
by exposure category.
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Routine (Case-Based) HIV/AIDS 
Surveillance
PHAC’s CCDIC collects surveillance data on positive 
HIV test reports and reported AIDS diagnoses in Can-
ada. Reported epidemiological information includes 
(but is not limited to) age, biological sex, country of 
birth, self-reported race/ethnicity and risk exposures 
associated with the transmission of HIV. For AIDS 
cases, death data are also collected. This information is 
forwarded by healthcare practitioners to provincial and 
WHUULWRULDO�SXEOLF�KHDOWK�RIÀFLDOV��ZKR�� LQ� WXUQ��YROXQ-
tarily submit newly diagnosed cases of HIV infection 
and AIDS to the Centre, where the data are synthesized 
and analyzed at the national level. There are several 
limitations regarding surveillance data, including re-
porting delays, under-reporting, missing information 
and undiagnosed individuals. (Refer to Chapter 3, en-
titled “HIV Testing and Surveillance Systems in Can-
ada”, for a full description of HIV/AIDS surveillance 
in Canada.7) 

HIV exposure categories
When interpreting national HIV/AIDS surveillance 
data, bear in mind that the term “exposure category” 
refers to the most likely way a person became infected 
with the HIV virus and is assigned according to a hi-
erarchy of exposure categories (Figure 13- 5). The fol-
ORZLQJ�DUH�WKH�ÀUVW�VL[�H[SRVXUH�FDWHJRULHV���FRQÀUPHG��
perinatal transmission, men who have sex with men 
and use injection drugs (MSM/IDU), men who have 
sex with men (MSM), people who inject drugs (IDU), 
recipients of blood/blood products (before 1985) and 
heterosexual contact. Cases categorized within the 
heterosexual contact exposure category are further sub-
categorised into three exposure subcategories: ‘hetero-

sexual contact with a person at risk’ (Het-Risk; where 
a ‘person at risk’ includes people who inject drugs, a 
bisexual male, a person born in an HIV-endemic coun-
try), ‘heterosexual contact and born in an HIV-endemic 
country’ (Het-Endemic) and ‘heterosexual contact with 
QR�DGGLWLRQDO�LGHQWLÀHG�ULVN·��+HW�1,5��FDVHV�LQ�ZKLFK�
no HIV risk exposures were reported except for a his-
WRU\� RI� KHWHURVH[XDO� FRQWDFW���7KH� ÀUVW� ÀYH� H[SRVXUH�
categories are generally accepted to constitute a more 
likely route for HIV transmission compared to hetero-
sexual sex, and so if these are reported they are desig-
nated as the HIV exposure category for the case. It is 
important to note that even though all risk factors asso-
ciated with a positive HIV test report may be reported 
for a given case, only one exposure category is assigned 
for national HIV/AIDS surveillance reporting. A case 
with more than one reported HIV-related risk factor is 
placed in the exposure category corresponding to the 
exposure that is considered to have the highest risk of 
HIV transmission according to the risk hierarchy.

Most relevant to this HIV/AIDS Epi Update chapter 
is the “origin from an HIV-Endemic country” (Het-
Endemic) subcategory of the broader “heterosexual 
contact” exposure category. The Het-Endemic expos-
XUH� VXEFDWHJRU\�ZDV�ÀUVW� UHSRUWHG� DV� DQ� LQGHSHQGHQW�
category in 1998. It is important to note that the Het-
Endemic subcategory only includes individuals born in 
HIV-endemic countries who reported exposure to HIV 
through heterosexual contact; individuals born in HIV-
endemic countries who also reported other risk factors, 
such as MSM or IDU, are excluded from the Het-En-
demic exposure subcategory. Instead, these cases are 
placed within other relevant exposure categories higher 
on the exposure category hierarchy. 



Centre for Communicable Diseases and Infection Control — April 2012 HIV/AIDS Epi Updates 13

HIV Testing and Surveillance Systems in Canada

Figure 13-5: Exposure category hierarchy for the national HIV/AIDS surveillance system
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Limitations of key variables
The ability to adequately monitor HIV/AIDS among 
people born in countries where HIV is endemic re-
quires accurate and complete access to key data ele-
PHQWV�� VSHFLÀFDOO\�� FRXQWU\� RI� ELUWK� DQG� ULVN� IDFWRU�
exposure category. Information on country of birth can 
be categorized according to the HIV-endemic country 
list that appears in Appendix 1. Further interpretation 
of the trends among this sub-population requires the 
use of additional variables, including age, sex and race/
ethnicity. Unfortunately, the completeness of these data 
elements across Canada is variable. 

National HIV surveillance data are limited by the num-
ber of cases with incomplete data on country of birth and 
exposure category: less than 5% of records are submitted 
with country of birth data, and exposure category data 
accompanied only 53.6% of positive HIV test reports at 
the national level from 1998 to the end of 2009. Cana-
da’s two most populous provinces, Ontario and Quebec, 
do not routinely collect and/or report country of birth or 
complete exposure category data on their positive HIV 
tests reports to PHAC. This is an important limitation of 
national surveillance, since these two provinces together 
account for over two-thirds of all positive HIV test re-
ports in Canada. They also include two large urban cen-
tres (Toronto and Montréal) that are ethnically diverse. 

While associated data on age group and sex variables 
for HIV test reports are fairly complete (94.8% and 
96.0% respectively), race/ethnicity data only accompa-
nied approximately one-third (31.1%) of positive HIV 
test reports from 1998 to the end of 2009. The lack of 
race/ethnicity data limits the accurate description of the 
HIV/AIDS epidemic among racial or ethnic subgroups 
across Canada. 

These key variables are more complete for AIDS case 
reports. Data on country of birth are available for 43% 
of cases, and 78% of case reports from 1998 to the end 
of 2009 included exposure category information. While 
age and sex are both 99.9% complete, race/ethnicity 
data were available for only 72% of reported AIDS 
cases from 1998 to the end of 2009. More limitations 
have emerged in reported AIDS cases in recent years, 
however. As of June 30, 2003, AIDS data (and there-
fore exposure category data) are not available from the 
province of Quebec. In addition, Ontario’s AIDS case 
reports have not included exposure category or race/
ethnicity data for the second half of 2005 onwards, due 
to a change in the information technology application, 
which affects all reportable diseases. 
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In sum, the surveillance data presented in this report 
cannot provide a representative national picture of the 
HIV/AIDS epidemic among people from HIV-endemic 
countries, because of the large amount of missing data 
and the fact that the HIV-endemic exposure subcatego-
ry does not include all persons born in countries where 
HIV is endemic. As such, caution should be used when 
drawing conclusions based on the percentages and fre-
quencies in this document.

National AIDS Surveillance data
Since AIDS reporting began in 1979, there have been 
21,681 new AIDS diagnoses reported to PHAC through 
December 31, 2009. There were 224 AIDS cases re-
ported to PHAC in 2009, a 28.2% decrease over the 
previous year. From 1998 to 2009, a total of 423 AIDS 
diagnoses (among those 15 years of age and older) 
were reported under the Het-Endemic exposure subcat-
egory, with an annual peak of 60 cases in 2002. The 

Het-Endemic exposure subcategory has accounted for 
11.4% of all AIDS reports among cases 15 years and 
older with known exposure categories since 1998. The 
Het-Endemic exposure subcategory reached its highest 
proportion in 2002, when it accounted for 16.2% of all 
AIDS reports that year, with a low in 2007 at 6.0%. 

The 1,090 AIDS diagnoses attributed to heterosexual 
FRQWDFW�UHSUHVHQW�������RI�DOO�FRQÀUPHG�FDVHV�DPRQJ�
those 15 years of age and older with known exposure 
categories for the period 1998 to 2009. The Het-En-
demic exposure subcategory represents the largest pro-
portion of total AIDS reports attributed to the broader 
heterosexual contact exposure category since 1998, 
with 38.8% of cases (Table 13- 4).

When analyzing exposure category breakdowns by 
race/ethnicity, the Het-Endemic exposure subcategory 
accounts for 78.8% of reported AIDS cases among 
cases who self-identify as Black, 18.6% among those 
self-identifying as South Asian/West Asian/Arab, and 
8.2% among those self-identifying as Latin American.

When looking at reported race/ethnicity among AIDS 
diagnoses attributed to the Het-Endemic exposure 
VXEFDWHJRU\��QHDUO\�����DUH�LGHQWLÀHG�DV�%ODFN��ZLWK�
South Asian and White comprising the next most fre-
quently reported race/ethnicity groups, at 2.5% each.

When data on reported AIDS cases within the Het-
Endemic exposure subcategory are examined by age 
group, no distinguishable trends have been observed 
since 1998. From the 423 reported AIDS cases during 
this time period, the 30-39 years old age group com-
prised the largest proportion of cases at 43.5%, fol-
lowed by 31.9% in the 40-49 years old age group. 

When age group is further examined by sex, it is ap-
parent that patterns of AIDS diagnoses within the Het-
Endemic exposure subcategory are different between 
males and females. According to cumulative AIDS 
case reports attributed to this exposure subcategory, fe-
males tend to be diagnosed with AIDS at a younger age 
relative to males. For example, the 15-29 years old age 
group contains twice as many cases among females as 
males (43 vs. 21). It is the only age group in the Het-
Endemic exposure subcategory in which females ac-
count for more reported AIDS cases than males (Figure 
13-6). 

Overall, females 15 years of age and older account for 
17.4% of all AIDS cases reported nationally from 1998 
to 2009. Of all exposure categories for AIDS cases, 
the proportion of females was highest within the Het-
Endemic exposure subcategory, accounting for 40.7% 
of cases.

Table 13- 4: Number and proportion of reported AIDS cases 15 years of age and older within 
the heterosexual contact exposure subcategories, 1998 - 2009.

Exposure category Reported AIDS cases 15 years of age and older,  
1998-2009 (n=3,708) 

Heterosexual contact 1,090 
Origin from an HIV-endemic country (Het-Endemic) 423 (38.8%)

Heterosexual contact with a person at risk (Het-Risk) 307 (28.2%)

Heterosexual with no identi"able risk (Het-NIR) 360 (33.0%)
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Figure 13-6: Total reported AIDS cases 15 years of age and older, attributed to the  
Het-Endemic exposure sub-category, by age group and sex, 1998-2009
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National HIV Surveillance Data
From the beginning of HIV reporting in Canada in 1985 
until December 31, 2009, a total of 69,844 positive HIV 
test reports have been reported to the national level. 
Table 13-5 summarizes HIV surveillance data within 
the heterosexual contact exposure category for positive 
HIV test reports among cases 15 years of age and older 

with a known exposure category between 1998 and 2009 
(n=15,131). Of these reports, the Het-Endemic exposure 
subcategory amounted to 986 positive HIV test reports, 
accounting for 6.5% of national reports with exposure 
category information. Among the heterosexual contact 
cases (n=4,582), 21.5% of cases were attributed to the 
Het-Endemic exposure subcategory.

Table 13-5: Number and proportion of HIV positive test reports among cases 15 years of age 
and older within the heterosexual exposure category, from 1998 to 2009 

Heterosexual contact 
exposure  

subcategories Number of cases 

Proportion out of total 
cumulative reports 

(n=15,131i)

Proportion out of  
Heterosexual contact 

exposure category 
(n=4,582)

Origin from an HIV-endem-
ic country (Het-Endemic)

986 6.5% 21.5%

Sexual contact with a  
person at risk (Het-Risk)

1,935 12.8% 42.2%

Heterosexual contact  
with no identi"able risk 

(Het-NIR)

1,661 11.0% 36.3%

Source: HIV and AIDS in Canada: Surveillance Report to December 31, 2009 
i n=number of cases with available information on exposure categories; Proportions are based on total number, minus reports for which 
exposure category was not reported or for which there was no identi"ed risk (NIR)
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Observable trends – time-trend increase in 
the Het-Endemic exposure subcategory 
The absolute number of annual positive HIV test reports 
among those 15 years of age and older attributed to the 
Het-Endemic exposure subcategory increased from 35 
in 1998 to a high of 123 in 2006 (Figure 13- 7). The pro 
portion of annual positive HIV test reports attributed to 
the Het-Endemic exposure subcategory increased from 
3.0% in 1998 to a peak of 9.2% in 2006, and most re-
cently it accounted for 5.5% in 2009. 

The increase observed in HIV test reports attributed to 
the Het-Endemic exposure subcategory could be due to 
several factors: a real increase in new infections among 
individuals born in HIV-endemic countries, better re-
porting in this exposure category by the provinces and 
territories, or increased HIV testing in this population. 
Another explanation is the increased migration and/

or testing of people from HIV-endemic countries who 
were infected overseas and subsequently immigrated 
to Canada. Changes to policies at Citizenship and Im-
migration Canada (CIC)8 can potentially explain some 
of the increases in the numbers of positive HIV tests 
reported after 2001. Highlights of changes to immigra-
tion policies are provided later in the chapter in the sec-
tion entitled “Immigration”.

Observable trends – positive HIV test 
reports by race/ethnicity 
Of the 986 positive HIV test reports attributed to the 
Het-Endemic exposure subcategory from 1998 to 
2009, 605 included information on race/ethnicity. Of 
WKHVH�� ������ VHOI�LGHQWLÀHG� DV� %ODFN�� ����� DV�$VLDQ�
and 1.2% as White. Figure 13-8 illustrates the propor-
tion of positive HIV test reports attributed to each ex-
posure category by race/ethnicity. 

Figure 13- 7: Number and proportion of positive HIV test reports among cases 15 years of 
age and older attributed to the Het-Endemic exposure subcategory, by year, 1998-2009
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Figure 13- 9 demonstrates the breakdown of the hetero-
sexual contact subcategories among the different race/
ethnicity groups. The Het-Endemic exposure subcat-
egory accounts for the largest proportion of positive 
HIV test reports in the Black race/ethnicity category, 
representing 76.1% of cases. This is followed by 21.4% 
in the ‘Other’ category, 9.3% in the Asian category and 
5.9% in South Asian/West Asian/Arab category.

Observable trends –positive HIV test 
reports among younger age groups 
Examination of HIV test reports by age reveals a dif-
ferent pattern in the Het-Endemic exposure subcategory 

relative to the other heterosexual contact subcategories. 
Of positive HIV test reports from 1998 to the end of 
2009 that were attributed to the Het-Endemic exposure 
subcategory, 73.7% were persons between the ages of 15 
and 39 years (29.5% were 15 to 29 years old and 44.2% 
ZHUH����WR����\HDUV�ROG���7KLV�LV�VLJQLÀFDQWO\�KLJKHU�WKDQ�
the respective 57.4% and 61.0% of cases in the Het-Risk 
and Het-NIR subcategories that fell within this same age 
grouping (Figure 13-10). These data suggest that HIV 
cases attributed to the Het-Endemic exposure subcat-
egory tend to be diagnosed at younger ages.

Figure 13-8: Proportion of positive HIV test reports among cases 15 years of age and older 
attributed to each exposure category, by race/ethnicity, 1998-2009
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Figure 13- 9: Proportion of positive HIV test reports among cases 15 years of age and older 
whose infection was attributed to heterosexual contact exposure subcategories, by race/
ethnicity, 1998-2009
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Observable trends –positive HIV test 
reports among females 
Among all positive HIV test reports where “sex” was 
reported, females aged 15 years and older represented 
25.3% of all positive HIV test reports for the period 
1998 to 2009. However, during the same time period, 
within the Het-Endemic exposure subcategory, the pro-
portion is quite different, with females accounting for 

55.3% of positive HIV test reports (Figure 13-11). It 
is also the only Heterosexual contact exposure subcat-
egory with a higher proportion of cases attributed to 
females than to males.

When compared to the other heterosexual contact  
exposure subcategories, the Het-Endemic exposure  
subcategory had the highest proportion of females  
15 years of age and older (Table 13-6).

Figure 13-10: Age distribution (age group, in years) of positive HIV test reports among cases 
15 years of age and older, within the heterosexual contact exposure subcategories, 1998-2009
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Figure 13-11: Proportion of positive HIV test reports among females 15 years of age  
and older, by year of test, shown separately for all HIV test reports and HIV test reports  
attributed to the Het-Endemic exposure subcategory, 1998-2009
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Females of childbearing age and  
perinatal transmission
As females account for more than half of positive HIV 
test reports in the Het-Endemic exposure subcategory, 
and since the HIV epidemic appears to be affecting 
younger persons in this subcategory, it is important to 
consider females of childbearing age (between 15 and 
44 years old) and the potential for perinatal transmis-
sion of HIV to their infants. The Canadian Perinatal 
HIV Surveillance Program (CPHSP) collects data on 
the HIV status of infants perinatally exposed to HIV 
WKURXJK� D� QDWLRQDO�� QRQ�QRPLQDO� FRQÀGHQWLDO� VXUYH\�
on exposed infants known to pediatricians in tertiary 
care centres and HIV specialists in clinics across Can-
ada. The Canadian Pediatric AIDS Research Group 
(CPARG) conducts surveillance on exposure catego-
ries of the mothers, access to preventive treatment, and 
FRQÀUPHG�+,9�VHURFRQYHUVLRQV�DPRQJ�LQIDQWV�WKDW�RF-
cur following exposure. 

A total of 3,317 Canadians infants were perinatally ex-
posed to HIV between 1984 and 2010. The majority 
of these infants (75.7%) were exposed between 1996 
DQG�������DQG�������RI�WKHVH�LQIDQWV�ZHUH�FRQÀUPHG�
WR�EH�+,9�SRVLWLYH��7KLV�LV�VLJQLÀFDQWO\�ORZHU�WKDQ�WKH�
proportion of infants who were perinatally exposed to 
+,9�DQG�ZKR�ZHUH�FRQÀUPHG�WR�EH�+,9�SRVLWLYH�EH-
tween 1984 and 1995 (66.1%). This decrease in peri-
natal transmission coincides with the introduction of 
antiretroviral therapy in HIV pregnant women. Since 
2006, the number of perinatally exposed infants who 
ZHUH�FRQÀUPHG�WR�EH�+,9�SRVLWLYH�LQ�&DQDGD�KDV�EHHQ�
less than 8 per year.

Between 1984 and 2010, the maternal exposure cat-
egory for 72.9% of perinatally exposed infants was 
heterosexual contact. 

Figure 13-12 summarizes data on the maternal region 
of birth for infants in Canada who were perinatally 
exposed to HIV, and for whom the maternal exposure 
category was heterosexual contact. Maternal country 
of birth for perinatally exposed infants predominantly 
falls into North America, Africa and the Caribbean 
regions, and while these three regions accounted for 
90% or more of maternal cases, their proportions have 
changed over time. Between 1984 and 1996, North 
American-born mothers accounted for 30.0% of ma-
ternal cases, Caribbean-born mothers for 30.4%, and 
African-born mothers for 28.7%. Over time, the pro-
portion of perinatally exposed infants among North 
American-born mothers has remained steady, while the 
proportions among mothers from the other two regions 
have shifted. In 2010, the reported proportion of ex-
posed infants of African-born mothers had increased to 
51.5% of all perinatally exposed infants, while the pro-
portion of exposed infants of Caribbean-born mothers 
had decreased to 9.1% of all exposures.

Of the 3,317 Canadian infants perinatally exposed to 
+,9�IURP������WR�����������LQIDQWV�ZHUH�FRQÀUPHG�WR�
EH�+,9�LQIHFWHG��+RZHYHU��WKH�SURSRUWLRQ�RI�FRQÀUPHG�
infections among infants perinatally exposed to HIV, 
whose maternal exposure category was heterosexual 
contact and whose infection status is known (n=2,163), 
is much higher among infants whose mothers were 
born in the Caribbean. Across all perinatally exposed 
infants in Canada from 1984-2010, the average HIV 
seroconversion rate for infants was 17.8%. Cumulative 
data reported to CPHSP indicate that 26.2% of infants 
RI�&DULEEHDQ�ERUQ�PRWKHUV�ZHUH�FRQÀUPHG�WR�EH�+,9�
infected, which is higher than the rates for exposed 
infants of African-born mothers (at 17.9%) and North 
American-born mothers (at 12.7%). 

Table 13-6: Number and proportion of females 15 years of age and older among positive  
HIV test reports within the heterosexual contact exposure subcategories, 1998-2009å

Heterosexual contact  
exposure subcategories

Number of positive HIV 
 test reports (15 years of age 

and older)
Number (%) of females  

15 years of age and older

Origin from an HIV-endemic country  
(Het-Endemic)

983 544 (55.3%)

Sexual contact with a person at risk (Het-Risk) 1,933 886 (45.8%)

Heterosexual contact with no identi"able risk 
(Het-NIR)

1,661 680 (40.9%)

Source: HIV and AIDS in Canada Surveillance Report to December 31, 2009 and HIV Surveillance Data
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Three important limitations should be noted when in-
terpreting these data. Although perinatally exposed 
infants have been separated into the mother’s region 
of birth (e.g., Africa, North America), this designation 
GRHV� QRW� FRQÀUP� WKDW� WKH�PRWKHU� KDV� FRPH� IURP� DQ�
HIV-endemic country. (Please refer to Appendix 1 for 
a list of all HIV-endemic countries). It is also important 
to note that the maternal cases presented below are as-
signed to the heterosexual contact exposure category, 
which includes the heterosexual endemic subcategory 
(Het-Endemic) as well as sexual contact with a per-
son at risk (Het-Risk), and heterosexual contact with 
QR�LGHQWLÀHG�ULVN��+HW�1,5���)LQDOO\��WKH�QXPEHUV�SUH-
VHQWHG�PD\�QRW�UHÁHFW�DOO�LQIDQWV�SHULQDWDOO\�H[SRVHG�WR�
HIV infection, since not all pregnant women are aware 
of their HIV status. 

Although all provinces and territories in Canada pro-
mote voluntary HIV testing of pregnant women and 
women considering pregnancy, there is variation in 
how this policy is implemented across jurisdictions. 
For more information on perinatal transmission, refer 
to the HIV/AIDS Epi Update

7
 Chapter 7, entitled “Peri-

natal Transmission of HIV in Canada.”

Surveillance data from Ontario  
and Quebec 
As mentioned earlier, Canada’s two most populous 
provinces, Ontario and Quebec, do not routinely collect 
and/or report to PHAC, country of birth, race/ethnicity, 

or complete exposure category data on their positive 
HIV tests. Nonetheless, the subsequent sections pro-
vide a brief overview of the HIV and AIDS surveil-
lance information available from provincial-level data 
VRXUFHV��EHFDXVH�D�VLJQLÀFDQW�SURSRUWLRQ�RI�WKH�SRSXOD-
tion of interest resides in Ontario and Quebec. Please 
UHIHU�WR�WKH�VSHFLÀF�GDWD�VRXUFHV�IRU�PRUH�GHWDLOV�DQG�
interpretation. Please note that the following summary 
preserves the terminology used in the original research 
documentation regarding biological sex (male/female) 
and gender (man/woman).

Ontario 

The Ontario HIV Epidemiologic Monitoring Unit 
(OHEMU) produces an annual HIV/AIDS surveillance 
report for the province. Information obtained from the 
OHEMU 2008 report9 pertaining to people in Ontario 
who originate from countries where HIV is endemic is 
summarized below.

�� From October 1985 to December 2008, a cumula-
tive total of 29,787 HIV infections were diagnosed 
in Ontario. Of those with a known exposure cat-
egory, 3.8% (n=554) were attributed to the HIV-
endemic exposure category (origin/residence in an 
HIV-endemic country); within this category, 53% 
were male, 45% were female and 2% were of un-
known sex.

Figure 13-12: Region of birth of mothers in the heterosexual contact exposure subcategory 
whose infants were perinatally exposed to HIV, 1984-2010
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�� When adjusted for unknown sex and exposure cate-
gory, 12.5% (n=3,723) of HIV diagnoses in Ontario 
were attributed to the HIV-endemic exposure cat-
egory from 1985 to 2008. The proportion of annual 
HIV cases attributed to this exposure category has 
increased from less than 5% before 1990 to 22.9% 
in 2008.
�� In Ontario’s adjusted analysis, the proportion of 

females in the HIV-endemic exposure category 
was 52.4% from 1985 to 2008 and is the only ex-
posure category with a greater proportion of fe-
males than males.
�� Cumulatively from 1985 to 2008, the HIV-endemic 

(adjusted) exposure category accounted for 42.6% 
of HIV diagnoses among females and 7.0% among 
males in Ontario.
�� From 1981 to 2008, 8,788 AIDS cases were report-

ed in Ontario. When adjusted for the unknown ex-
posure category, persons who originate from coun-
tries where HIV is endemic accounted for 8.0% of 
overall cases and 35.5% of all female cases.
�� From 1984 to 2008, 860 HIV positive women deliv-

ered in Ontario and gave birth to 137 HIV-infected 
infants. The majority of the HIV infected infants 
(n=74, 54%) were born to mothers who originated 
from countries where HIV is endemic.

Quebec 
The HIV infection surveillance program in Quebec has 
been in place since April 2002. Quebec’s surveillance 
report presents information in two ways: 1) new diag-
noses (i.e., those who had never previously been tested 
or whose previous HIV tests had all been negative); and 
2) all diagnoses (which includes previous diagnoses, 
i.e., had a previous positive HIV test, were previously 
tested anonymously, were previously tested in another 
province, etc.). Information pertaining to people from 
HIV-endemic countries, from the province’s mid-year 
2010 report10 is summarized below.

�� For the period April 2002 to June 2010, there was a 
cumulative total of 6,107 positive HIV test reports 
(all diagnoses) in Quebec. Of those with reported 
ethnic origin, 9.4% (564) were of Sub-Saharan 
African origin and 8.8% (529) were of Caribbean 
(Haitian, Jamaican, ’other,’ and ‘unknown’ Carib-
bean) origin. 
�� The proportion of positive HIV test reports attrib-

uted to these two regional groups in Quebec was 
higher among women than men - 28.0% of women 
versus 4.5% of men of Sub-Saharan African origin, 
and 20.7% of women versus 5.6% of men of Carib-
bean origin. 

�� From 2002 to June 2010, 956 cases diagnosed in 
Quebec were attributed to the Het-Endemic expo-
sure subcategory, comprising 15.7% of all cases. 
Women accounted for 61.3% of cases from 2002-
2009 among those in the Het-Endemic exposure 
subcategory. 
�� Among women, Het-Endemic cases account for 

approximately 40% to 55% of cases per year, and 
among men, they account for 5% to 10% of cases 
per year. 
�� Among all cases attributed to the Het-Endemic ex-

posure category (n=956), 46.3% listed their ethnic 
origin as Caribbean, and 52.8% as Sub-Saharan Af-
rican. 
�� Of the 505 new diagnoses among women 15 to 55 

years old from 2002 to June 2010, 16.4% (n=83) 
were diagnosed during pregnancy. The majority 
(68.7%; 57/83) of these cases diagnosed during 
pregnancy were immigrants from countries in Sub-
Saharan Africa or Haiti. 
�� From 2002 through June 2010, 24 newly diagnosed 

cases of mother-to-child transmission of HIV infec-
WLRQ�ZHUH�FRQÀUPHG�DQG�UHSRUWHG�LQ�4XHEHF��ZLWK�
10 infants born in Canada and 14 born outside of 
Canada. Of those born in Canada, eight (80%) were 
born to mothers who originate from countries where 
HIV is endemic. Thirteen out of the 14 infants born 
outside of Canada were born to mothers who origi-
nated from an HIV-endemic country. 
�� Of the 458 new diagnoses attributed to the Het-

Endemic subcategory, 84.9% had never previously 
been tested for HIV. 

(QKDQFHG�3RSXODWLRQ�6SHFLÀF� 
Surveillance Data
Background
As part of the Federal Initiative to Address HIV/AIDS 

in Canada, PHAC monitors trends in HIV prevalence 
and associated risk behaviours among key vulnerable 
SRSXODWLRQV� LGHQWLÀHG� LQ� &DQDGD� WKURXJK� HQKDQFHG�
(behavioural and biological) surveillance systems 
known as the Track surveillance systems. The primary 
objectives of these systems are to describe the chang-
ing patterns in the prevalence and incidence of HIV in-
fections, risk behaviour practices, and testing patterns 
for HIV, hepatitis C and other sexually transmitted and 
blood borne infections (STBBIs) within each respec-
tive population. For a more detailed description of the 
Track surveillance systems, please refer to the HIV/

AIDS Epi Update
7
 Chapter 3, entitled “HIV Testing and 

Surveillance Systems in Canada.” 
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E-Track
Description
The concept of the E-Track surveillance system was 
piloted by PHAC in collaboration with researchers in 
Quebec through the study of Québécois of Haitian Ori-
gin (QHO), and conducted between 2007 and 2008.d 
The study’s objectives were:

�� To determine the prevalence of the HIV, hepatitis C 
and syphilis infection;
�� To describe the contributions of demographic factors, 

immigration status and sexual risk behaviours; and 
�� 7R�FRPSDUH�WKH�LQIHFWLRQ�DQG�ULVN�PDUNHUV�WR�ÀQG-

ings of a previous study of QHO conducted in 1994.

To be eligible to participate in this voluntary, anony-
mous, cross-sectional study, potential participants had 
to be Québécois, 15 to 49 years old, and born in Haiti 
or with at least one parent born in Haiti. Study partici-
pants were recruited at general practice medical clinics 
in Montréal and at selected community events impor-
tant to the Haitian community. 

Findings from the QHO study are presented along with 
RWKHU�LQGHSHQGHQW�UHVHDUFK�ÀQGLQJV�EHORZ���3OHDVH�VHH�
“Summary of recent data on HIV prevalence, incidence 
and risk behaviours among Canadian residents who 
originate from countries where HIV is endemic.”)

Work is currently underway in Montréal and in Ontario 
towards the development of E-Track surveys that will 
focus on residents of the respective sentinel sites who 
originate from countries in Sub-Saharan Africa and the 
Caribbean where HIV is endemic. 

Summary of research on HIV preva-
lence, incidence and risk behaviours 
among people from countries where 
HIV is endemic
In addition to routine and enhanced HIV surveillance 
and national estimates, there is ongoing research ex-
ploring HIV prevalence, incidence and risk behaviours 
among people in Canada who originate from countries 
where HIV is endemic. The following section summa-
rizes research published in peer-reviewed journals and/
RU�SUHVHQWHG�DW�VFLHQWLÀF�PHHWLQJV�IURP�-DQXDU\���������
to January 31, 2011. It is worth noting that the following 

d  Gabriel Joseph, Alix Adrien, Claude Tremblay, Pascale Leclerc. 
Les infections transmises sexuellement et par le sang chez 
les Québécois d’origine haïtienne : surveillance biologique et 
comportementale – 2e édition. Direction de santé publique, 
Agence de la santé et des services sociaux de Montréal, 2010

summary preserves the terminology regarding biological 
sex (male/female) and gender (man/woman) used in the 
original research documentation.

HIV Prevalence 
To date, there is a paucity of empirical data regarding 
the burden of HIV infection among Canadian residents 
from countries where HIV is endemic. However, this 
is a growing area of research and there are ongoing 
studies, some of which have recently published results. 
While no published studies measuring HIV incidence 
for Canadian residents from countries where HIV is en-
demic were located, one study reported on HIV preva-
OHQFH�DQG�LV�EULHÁ\�GHVFULEHG�KHUH�

Ontario: 
The EAST study sought to estimate HIV prevalence in 
immigrants from the East African countries, Ethiopia, Ke-
nya, Somalia, Tanzania and Uganda. HIV infection was 
GHWHUPLQHG� YLD�+,9� DQWLERG\� WHVWLQJ� RI� RUDO� ÁXLGV� DQG�
self-reports during interviews. HIV prevalence based on 
a combination of data from biological specimen and self-
reports was 2.9% (95% CI: 1.3%-4.4%); 2.7% (95% CI: 
0.06%-5.3%) among male participants and 1.7% (95% 
CI: 0.0%-3.6%) among female participants. Further anal-
yses accounting for the non-random sampling methodol-
ogy used suggested that the underlying prevalence was 
close to 1.2% (95% CI: 0.03%-2.4%). 12,13

HIV testing practices
�� In the EAST study, 75% (340/456) of participants 

had been tested for HIV on at least one occasion, and 
over half (66%) of those were tested for immigration 
purposes. In multivariate modelling, individuals with 
the following were more likely to have been tested 
for HIV: 25 to 39 years old; had a medical check-up 
in the last two years; had a physician recommend an 
HIV test; new Canadian residents; held attitudes with 
OHVV� VWLJPD�DVVRFLDWHG�ZLWK�+,9�$,'6�DQG�KDG����
lifetime sexual partners. Participants from Uganda 
were more likely to have been tested for HIV than 
those from Ethiopia, Kenya or Somalia.13

�� Tharao et al. (2009) reported that since the Ontario 
prenatal HIV testing program mandated that all 
pregnant women be offered HIV testing (with in-
formed consent) and HIV counselling, the uptake 
of HIV testing by pregnant women increased from 
38.9% in 1999 to 96.8% in 2008. The study exam-
ined missed opportunities for HIV prevention based 
on the experiences of African and Caribbean wom-
en undergoing prenatal HIV testing in Ontario.14 
The results are summarized in the section entitled 
“Health Services”.
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�� The QHO study carried out a sub-group analysis of 
participants who reported heterosexual sex, com-
paring those who requested HIV testing to those 
who had never been tested for HIV (NHBTH). The 
UHVXOWV� VKRZHG� WKDW� ������ LGHQWLÀHG� DV� 1+%7+�
(169/297). Multivariate analysis suggested that 
NHBTH were more likely to be younger, not well 
informed on HIV testing and in a married or com-
mon law relationship.11

Risk behaviours and correlates of risk 
behaviour 
�� The EAST study also investigated the risk behav-

iour of participants with two or more sexual part-
ners (22%; 76/352). Of this group, 50% had two 
partners, 33% had three and 12% had four or more. 
Sixty-one participants (81%) reported sex with at 
least one person from Africa. In the previous year, 
7% did not use condoms and 69% reported incon-
sistent or imperfect use. Just under half (43%) re-
ported concurrent sexual partners. Compared to 
participants with one partner, those with two or 
PRUH� ZHUH� VLJQLÀFDQWO\� PRUH� OLNHO\� WR� EH� PDOH��
\RXQJHU��KDYH�ÀUVW�HQJDJHG�LQ�VH[�DW�D�\RXQJHU�DJH��
and have 10 or more lifetime sexual partners.15

�� In the 2007-2008 QHO study, of 624 participants, 
62.8% were female and 56.4% were 20 to 34 years of 
age. Compared to females, males were more likely to 
have at least one regular partner, or both regular and 
casual partners, and were more likely to have used 
a condom during their last sexual encounter with a 
casual partner. Overall, 42.7% reported always us-
ing a condom with a casual partner in the preced-
LQJ����PRQWKV��)DFWRUV�VLJQLÀFDQWO\�DVVRFLDWHG�ZLWK�
having at least one heterosexual casual partner in-
cluded: male sex, younger age, being single, second 
generation QHO, larger number of regular partners, 
anal heterosexual relations, well informed about 
HIV testing and a history of HIV testing. The authors 
LGHQWLÀHG�WKDW�IHPDOH�UHJXODU�SDUWQHUV�RI�PDOH�4+2�
are the most vulnerable to HIV infection.16 This trend 
has remained unchanged since the preceding QHO 
study conducted in 1994.17

�� In a 2008 qualitative study of 15 young male (15-25 
years) Quebec residents with at least one parent of 
Haitian origin, 11 participants reported having en-
gaged in group sex. Some reported the use of drugs 
or alcohol to convince females to participate. Most 
believed group sex to be a low risk for the acquisition 
of a sexually transmitted infection (STI), however, 
nine reported consistent condom use during group 
VH[�DQG�VL[�FKRVH�D�VSHFLÀF�W\SH�RI�VH[XDO�DFWLYLW\�
(e.g. oral sex, masturbation, avoidance of group sex 
in the dark) as STI risk reduction strategies.18

Determinants of health
The environments in which people live and work are 
strongly associated with their well-being. This sec-
tion summarizes recent literature examining some of 
the key determinants of health among people from 
countries where HIV is endemic. For an in-depth over-
view of all the determinants of health, please refer to 
PHAC’s 3RSXODWLRQ�6SHFLÀF�+,9�$,'6�6WDWXV�5HSRUW�
on People from Countries where HIV is Endemic.4

Social environments and culture
�� The Stigma Study (2004-2006) explored the ex-

periences of members of three African and three 
Caribbean communities in Toronto. In-depth in-
terviews with 30 HIV positive individuals and 12 
focus groups with 74 members of the communities 
at large found a range of cultural and structural is-
sues that may increase risk for infection, discourage 
testing and treatment, and lead to the isolation of 
HIV positive people. The key factors that emerged 
were stigma, denial, discrimination, fear, homopho-
bia, gossip, harassment and ostracism. There was 
also the perception that HIV is not a major issue 
within their community, particularly in Canada, and 
in relation to other pressing issues such as poverty, 
employment, and housing. Most important, these 
factors prevented people who are HIV positive 
from seeking early treatment, and health and sup-
port services.19-21

�� Phase 1 of BLACCH [The Black, African and Ca-
ribbean (ACB) Health, 2010], a community-based 
qualitative study, found that health is viewed holis-
tically and most participants perceived themselves 
as ‘healthy.’ Participants acknowledged that HIV is 
an important health issue in their community; how-
ever, they believed their personal risk of infection 
to be low due to marriage or abstinence.22,23

�� The OHTN Cohort, a multi-site research study that 
collects clinical and sociobehavioural data on a 
cohort of participants living with HIV, studied the 
impact of HIV stigma and country of birth nativ-
ity on depression as a health outcome. Forty-one 
percent of the study sample used for these analyses 
(256/630) was born abroad. In multivariate mod-
HOOLQJ�� WKRVH� ERUQ� DEURDG�ZHUH� VLJQLÀFDQWO\�PRUH�
likely to report symptoms of depression, even after 
controlling for HIV stigma. The study found that 
participants with “… high amounts of social sup-
port and/or high sense of mastery are better able to 
ÀJKW�RII�IHHOLQJV�DQG�WKRXJKWV�RI�GHSUHVVLRQV�ZKHQ�
faced with stressful HIV symptoms”. . The authors 
recommended that health service providers be 
DZDUH�RI�WKH�LQÁXHQFH�RI�EHLQJ�ERUQ�DEURDG�RQ�WKH�
health outcomes of immigrants living with HIV.24
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�� A 2007 environmental scan to inform the develop-
ment of a National HIV/AIDS Strategy for Cana-
dian Black, African and Caribbean communities 
found: lack of linkages/cohesiveness between or-
ganizations/community efforts aimed at address-
LQJ�+,9�$,'6�LQ�%ODFN�FRPPXQLWLHV��GLIÀFXOW\�LQ�
accessing HIV/AIDS funding; lack of a nationally 
visible Black spokesperson for HIV; immigration 
challenges; and lack of understanding of issues re-
lating to Black people living with HIV. The report 
makes recommendations to inform the planning 
and delivery of programs and services to Black 
communities.25

Health services
Access to health services is important for disease pre-
vention, health promotion and care required to main-
tain or restore health in case of disease. Many barriers 
to access and the complexities of providing health ser-
YLFHV�KDYH�EHHQ� LGHQWLÀHG� DPRQJ�&DQDGLDQ� UHVLGHQWV�
originating from countries where HIV is endemic.4,19 
Recent research is summarized below.

�� Tharao et al. carried out in-depth interviews with 44 
African and Caribbean women (HIV positive and 
negative) who had had been tested for HIV during 
pregnancy. Participants reported that they received 
poor pre/post test counselling, resulting in: limited 
awareness of HIV and HIV transmission to infant; 
fear and panic upon diagnosis due to lack of knowl-
edge about treatment plans; suicidal ideation; mis-
understanding of the role of public health, follow-
up processes and privacy; autonomy violation when 
tested without knowledge or consent; and experi-
ence/perception of differential treatment based on 
refugee status, race and/or gender.14

�� In Phase 1 of BLACCH (2010), stigma, discrimina-
tion and lack of HIV related education were cited as 
barriers to accessing HIV-related services. A need 
for more ACB presence in health/social services 
was highlighted. In contrast, some participants re-
ported that they would not access services from a 
person belonging to their ethnic community, pri-
PDULO\�GXH�WR�FRQFHUQV�RYHU�FRQÀGHQWLDOLW\�22, 23

�� In 2006, qualitative interviews were conducted with 
ÀIWHHQ� KHDOWK� SURIHVVLRQDOV� ZRUNLQJ� ZLWK� $IULFDQ�
refugees resettled in Vancouver. Factors cited by in-
terviewees as being unique to HIV positive refugees 
LQFOXGHG�� GLIÀFXOWLHV� ÀQGLQJ� D� GRFWRU�� GLIÀFXOWLHV�
with transportation to HIV-related visits, lack of cul-
tural competency, language barriers, and HIV-related 

stigma and discrimination within the African refugee 
community. Similarly, health providers could not 
provide optimal care as they were limited by lan-
guage, cultural barriers and lack of knowledge re-
garding refugee health. Participants also mentioned 
communication issues between services providers 
from different levels of government and the absence 
of guidelines on disclosure of HIV status.26,27

Published results on HIV treatment outcomes in people 
from HIV-endemic countries are limited; two studies 
are summarised below.

�� A Quebec-based observational cohort of 92 HIV 
positive adults (66 female; 26 male) from six Sub-
Saharan African countries treated in a multidisci-
plinary HIV clinic were followed for 3.1 years. At 
baseline, 21 were on highly active antiretroviral ther-
apy (HAART) and 71 were not treated. After start-
ing HAART, 98% achieved undetectable viral load 
levels after 11 weeks and three years later, the viral 
load levels for 59% of participants were still unde-
tectable. The study shows that HIV positive refugees 
responded favourably to treatment in Canada.28

�� The Southern Alberta Cohort (SAC) also reported 
that patients from Sub-Saharan Africa had HIV care 
outcomes equivalent to Canadian born patients. In 
particular, refugees had more clinical encounters 
and social worker visits compared to other immi-
grants and Canadian born patients. Moreover, they 
found that social support was a key factor for Sub-
Saharan African patients in accessing health servic-
es and maintaining treatment.29

Immigration
Over the past decade, there have been a few important 
policy changes regarding HIV testing of migrants to 
Canada, including:

�� In 2001, a revised Citizenship and Immigration 
Canada (CIC) policy exempted applicants who 
were family class, refugee, protected person or 
family of foreign nationals from the excessive de-
mands on health resources rule; thus, any of the 
above with HIV/AIDS cannot be refused visas on 
medical grounds.30

�� On January 15, 2002, CIC added routine HIV screen-
ing for all applicants who require an Immigration 
Medical Examination (IME) and are 15 years of age 
and older, as well as for those children who have re-
ceived blood or blood products, have or had a known 
HIV positive mother or are potential adoptees. 
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�� In June 2002, the Immigration and Refugee Pro-
tection Act (IRPA)8 was implemented, requiring 
that applicants be assessed for inadmissibility on 
health grounds (i.e., danger to public health, dan-
ger to public safety and excessive demands on 
health or social services). However, the IRPA ex-
empted certain groups of immigrants from exces-
sive demand evaluation. 
�� In 2004, CIC discontinued the routine HIV testing 

of potential adoptees. 
Recent results from CIC IME HIV testing have shown 
the following:

�� Between January 15, 2002 and December 31, 2009, 
4,280 applicants who underwent an IME tested 
positive for HIV.e

�� In 2009, 574 applicants who underwent an IME 
tested HIV-positive. 
�� 2I� WKHVH�� ���� ZHUH� LGHQWLÀHG� E\� +,9� WHVWLQJ�
LQ�&DQDGD��DQG�����ZHUH� LGHQWLÀHG�RXWVLGH�RI�
Canada. 

�� 2I�WKH�����+,9�SRVLWLYH�GLDJQRVHV�LQ�����������
(59.4%) were born in Africa and the Middle 
East, 178 (31%) in the Americas, 46 (8%) in 
Asia and nine (1.6%) in Europe. In 2009, the 
����+,9�SRVLWLYH�WHVWV�LGHQWLÀHG�LQ�&DQDGD�UHS-
resented 13.9% (335/2,417) of the positive HIV 
tests reported to PHAC. 

It is worth noting that in September 2004, CIC offered 
to provincial/territorial health authorities the option of 
receiving reports on HIV cases (medically examined 
overseas) who have entered Canada, however, not all 
provinces/territories chose to receive this information. 
Changes to policies at CIC (described above) can likely 
explain some of the increase in the number of positive 
HIV tests reported after 2001. 

Some studies have examined how immigration law 
and policy, and people’s knowledge and perception of 
WKHVH�ODZV�DQG�SROLFLHV��PD\�LQÁXHQFH�WKHLU�WHVWLQJ�DQG�
treatment-seeking behaviours. These studies found the 
following:

�� /DFN�RI� NQRZOHGJH�PD\� LQÁXHQFH� ULVN� DZDUHQHVV�
and risk behaviour among younger people. Some 
qualitative studies of people from HIV-endemic 
countries found that participants, particularly youth, 
believed they were less vulnerable to HIV in Cana-
da, because visas are only granted to migrants who 
have passed the immigration medical exam.19,31

e  Health Management Branch (HMB), formerly Medical Services 
Branch (MSB), Citizenship and Immigration Canada- Database on 
HIV, as of January 2010.

�� There are indications from qualitative sources that 
people who do not have legal status in Canada and 
are HIV positive reported that they have not applied 
for legal residence due to fear of deportation. In the 
meantime, they are without health care, social as-
VLVWDQFH�EHQHÀWV�RU�UHJXODU�HPSOR\PHQW��5HVHDUFK�
shows that these factors complicate and add to the 
stresses of dealing with HIV.19,25 

The following two studies examined demographic and 
clinical characteristics of HIV positive persons with a 
focus on immigrants and/or people from HIV-endemic 
countries. 

British Columbia (B.C.):
�� Based on a report from the BC Centre for Disease 

Control (BCCDC), using data from Citizenship 
and Immigration Canada and the BC HIV surveil-
lance system, 172 HIV positive persons immigrated 
to British Columbia from January 2000 to August 
2007, with a “… slight increasing trend” in the an-
nual number of HIV positive immigrants over the 
period. Of these 172 HIV positive immigrants, 53 
(31%) were from countries where HIV is endemic, 
mainly from Sub-Saharan Africa. 32, 33

�� In the same BCCDC report, an analysis of the full 
HIV Surveillance System was done to determine 
the number of all new positive HIV cases that iden-
WLÀHG�KDYLQJ�D�VH[XDO�SDUWQHU�IURP�DQ�+,9�HQGHP-
ic country as a potential risk factor. This analysis 
showed that, from May 2003 through August 2007, 
60 individuals who tested newly HIV positive re-
ported having a sexual partner from a country 
where HIV is endemic. Of these, 25% (16) of were 
themselves born in an HIV-endemic country. Over-
all, the data showed a decreasing trend in the num-
ber of HIV positive individuals reporting partners 
from endemic countries.32, 33

Alberta:
�� A study looking into the impact of policy changes to 

Canada’s Immigration Act and changing migration 
patterns on regional HIV population examined data 
on all HIV positive individuals enrolled in care at 
the Southern Alberta Cohort (SAC) between Janu-
ary 2001 and January 2007.29 In the analyses (which 
excluded temporary residents), patients were cate-
gorized by self-reported country of birth: Canada; 
Sub-Saharan Africa (SSA); and other foreign born 
(other than SSA). 
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�� %HWZHHQ� -DQXDU\� ����� DQG� -DQXDU\� ������ ����
patients with HIV initiated case at SAC. Of 
these, 18% (126) were born in Sub-Saharan Af-
rica (predominantly East and Central Africa). 
The proportion of patients from Sub-Saharan 
Africa increased annually from 6% in 2001 to 
31% in 2006. Of those with known immigration 
status, 68% were immigrants and 32% refugees. 

�� 3DWLHQWV� IURP�6XE�6DKDUDQ�$IULFD�ZHUH� VLJQLÀ-
cantly (p<0.01) more likely to be female (53%), 
younger (mean age 33.1 years), with heterosexu-
ally acquired HIV when compared to Canadian 
and other foreign-born patients.

�� 3DWLHQWV� IURP� 6XE�6DKDUDQ� $IULFD� ZHUH� VLJ-
QLÀFDQWO\� �S�������PRUH� OLNHO\� WR�EH�RU�KDYH�
been married, or living in a common law re-
lationship compared to Canadian and other 
foreign-born patients.

�� 3DWLHQWV�IURP�6XE�6DKDUDQ�$IULFD�KDG� WKH� ORZ-
est median CD4 counts at initial clinic visit 
compared to Canadian and other foreign-born 
patients, indicating diagnosis at a later disease 
stage compared to non-immigrants. In latter 
years of the study period, there was a “… small 
but increasing number…” of patients from Sub-
Saharan Africa who had started a HAART regi-
men in Africa prior to moving to Canada.

�� 0RVW�������RI�SDWLHQWV�IURP�6XE�6DKDUDQ�$IULFD�
were infected with non-B HIV viral subtypes; 
HIV viral subtypes C, A1, G, D, and AG were 
most common strains among these patients.

�� &RPSDUHG�WR�&DQDGLDQ�ERUQ�SDWLHQWV��&$1��DQG�
RWKHU� IRUHLJQ�ERUQ� SDWLHQW� �)%��� D� VLJQLÀFDQWO\�
larger proportion of Sub-Saharan African pa-
tients (SSA) tested positive for: Tuberculin skin 
tests (26% for SSA vs. 7% for CAN and 5% for 
FB, p<0.001); Toxoplasma serology (33% for 
SSA vs. 8% for CAN and 4% for FB); and hepa-
titis B infection (8% for SSA vs. 2% for CAN 
and 3% for FB). By contrast, a lower propor-
tion of patients from Sub-Saharan Africa tested 
positive for hepatitis C infection (2% for SSA vs. 
18% for CAN and 6% for FB).

Strengths and Limitations
Findings presented in this chapter were obtained from 
public health surveillance data and recently published 
HIV-related research focussed on people from coun-
tries where HIV is endemic who are living in Canada. 
The limitations mentioned earlier should be reiterated: 

�� Surveillance data may understate the magnitude of 
the HIV epidemic, since such data are subject to re-
porting and can only describe the diagnosed portion 
of the epidemic. In addition, information on some 
variables in the surveillance data was incomplete, 
which affects the interpretation of the diagnosed 
portion of the epidemic. Reliance on the HIV-en-
demic exposure subcategory does not capture in-
formation on persons from countries where HIV is 
endemic who are assigned to an exposure category 
higher up in the risk hierarchy (such as MSM or 
IDU). 
�� The inherent design strengths of the cross-sectional 

and qualitative studies, including community sam-
ples, permitted a range of risk behaviours and as-
sociations to be explored in this population. A num-
ber of biases must be considered when interpreting 
WKHVH�ÀQGLQJV��
�� There are relatively few quantitative studies or 

analyses, and those conducted represent small sub-
sections of this diverse and complex population 
within Canada. For all studies, both quantitative 
and qualitative, the study designs limit causal infer-
ences from the data. 
�� Studies are largely based on self-reported data, 

which may introduce a variety of social biases. For 
example, the sensitive nature of information related 
to sexual behaviours may be misreported or under-
reported by some respondents. In addition, HIV 
diagnostic data are limited to people who present 
themselves for testing. 
�� Direct comparisons across studies should be avoid-

ed or made with caution due to the variation in 
design, eligibility criteria, study samples, research 
aims, and analysis methods used. Given this, the 
ÀQGLQJV� FDQQRW� EH� JHQHUDOL]HG� EH\RQG� WKH� VWXG\�
SRSXODWLRQV��PDNLQJ�LW�GLIÀFXOW�WR�GUDZ�FRQFOXVLRQV�
regarding trends in risk behaviours. For more spe-
FLÀF�VWXG\�OHYHO�OLPLWDWLRQV��SOHDVH�UHIHU�WR�WKH�UH-
spective studies referenced within this chapter.
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Conclusion
There is considerable cultural, community and reli-
gious diversity among people from different Sub-Sa-
haran African countries, Caribbean countries and other 
countries where HIV is endemic, as well as among 
other Black peoples. However, they are often grouped 
together for research and program delivery purposes, 
which limits the depth of exploration of factors that 
DIIHFW� VSHFLÀF� JURXSV� RU� FRPPXQLWLHV�� 'HVSLWH� WKH�
limitations associated with surveillance and research 
ÀQGLQJV�� D� SLFWXUH� HPHUJHV� UHJDUGLQJ� WKH� SDWWHUQ� RI�
the HIV/AIDS epidemic among people from countries 
where HIV is endemic. 

The observed trends suggest that there is an increasing 
proportion of reported HIV and AIDS cases attributed 
to the Het-Endemic exposure subcategory, suggesting 
that people from HIV-endemic countries are over-rep-
resented in the Canadian HIV epidemic. Furthermore, 
those particularly affected include persons under the 
age of 40 years and females, including those of child-
bearing age. Most of the cases assigned to the HIV-
endemic exposure subcategory were people who self-
LGHQWLÀHG�DV�%ODFN��7KLV�LPSDFW�RQ�\RXWK��IHPDOHV�DQG�
Black populations indicates the different characteris-
tics of the HIV epidemic among people from countries 
where HIV is endemic and emphasizes the complexity 
of Canada’s HIV epidemic. In addition, it is apparent 
WKDW� D� VLJQLÀFDQW� SURSRUWLRQ�RI� WKLV� SRSXODWLRQ� LV� XQ-
aware of their HIV infection, signalling the need for 
continued efforts towards increasing testing coverage 
and capitalizing on testing events for additional HIV 
prevention opportunities.

Implications for public health
There is a need for improved HIV/AIDS surveillance 
data at the national level to permit better monitoring 
and characterization of trends in HIV among persons 
from HIV-endemic countries, which will in turn pro-
vide better data to guide prevention and care programs 
for this group. To accomplish this, PHAC is actively 
working to strengthen its collaboration with provincial/
territorial governments and community stakeholders in 
RUGHU� WR�ÀQG� VSHFLÀF�ZD\V� WR� LPSURYH� WKH� TXDOLW\� RI�
information on exposure category and ethnicity for the 
population born in countries where HIV is endemic. 
It is anticipated that the E-Track surveillance system, 
an enhanced (behavioural and biological) surveillance 
system to monitor the prevalence of HIV and associat-
ed factors amongst people from countries where HIV is 
endemic, will provide additional information that will 
be useful for HIV prevention and control efforts by lo-
cal, provincial and national governments. 

A growing body of evidence is being generated in this 
area, and studies are ongoing or in development. Fur-
ther research in this area is key to better understanding 
the diversity within the populations aggregated un-
der the epidemiological term, “people from countries 
where HIV is endemic,” in order to elucidate factors 
associated with these observed trends and to assess the 
best way to address them. More complete surveillance 
and research information would enable policy makers, 
SXEOLF� KHDOWK� RIÀFLDOV�� DQG� FRPPXQLW\� PHPEHUV� WR�
jointly develop, implement, and sustain culturally rel-
evant prevention, education, and support services for 
this population across Canada.



Centre for Communicable Diseases and Infection Control — April 2012HIV/AIDS Epi Updates28

HIV Testing and Surveillance Systems in Canada

References
1.  UNAIDS Global Report 2010: UNAIDS Report on the 

global AIDS epidemic 2010 [Internet]. UNAIDS; 2010 
[Cited 4/20/2011, 2011]. Available from: http:// www.
unaids.org/globalreport/ Global_report.htm.

2.  Statistics Canada. Immigration in Canada: A Portrait of 
the Foreign-born Population, 2006 Census: Findings. 
Statistics Canada, Catalogue No.: 97-557-XIE, 2006. 

3.  Ali F, Aslam M, Ogunnaike-Cooke S, Boulos D, Archi-
bald C. Demographic distribution of population groups 
originating from HIV-endemic countries in Canada. 
4th Annual Public Health Agency of Canada Research 
Forum. Public Health Agency of Canada; 2009.

4.  Public Health Agency of Canada. People from Coun-
tries where HIV is Endemic - Black people of African 
and Caribbean descent living in Canada: Public Health 
Agency of Canada; 2010. 

5.  Health Canada. Migration Health: Embracing a Deter-
minants of Health Approach. Health Policy Research 
Bulletin, Issue 17, December 2010. 

6.  Yang Q, Boulos D, Yan P, Zhang F, Remis RS, Schanzer 
D, et al. Estimates of the number of prevalent and inci-
GHQW�KXPDQ�LPPXQRGHÀFLHQF\�YLUXV��+,9��LQIHFWLRQV�LQ�
Canada, 2008. Can J Public Health 2010;101(6):486-90. 

7.  Public Health Agency of Canada. HIV/AIDS Epi Up-
dates. Surveillance and Risk Assessment Division, Cen-
tre for Communicable Diseases and Infection Control, 
Public Health Agency of Canada; 2010. 

8.  Department of Justice. Immigration and Refugee Protec-
tion Act 2001, c. 27, s. 28; 2003, c. 22, s. 172(E). http://
laws-lois.justice.gc.ca/eng/acts/I-2.5/page-1.html#h-1

9.  Remis RS, Swantee C, Liu J. Report on HIV/AIDS in 
Ontario 2008. Toronto, ON: Epidemiological Monitoring 
Unit, University of Toronto; 2010. 

10. Bitera R, Fauvel M, Alary M, Parent R, Sylvain D, Hastie 
M. Programme de surveillance de l’infection par le virus 
GH�O·LPPXQRGpÀFLHQFH�KXPDLQH��9,+��DX�4XpEHF��PLVH�
a jour des données au 30 juin 2010. Laboratoire de santé 
publique du Québec. Direction des risques biologiques et 
de la santé au travail. Février 2011. Avec la collaboration 
de l’Unité de recherche en santé des populations du Cen-
WUH�KRVSLWDOLHU�DIÀOLp�XQLYHUVLWDLUH�GH�4XpEHF�

11. Adrien A, Boulos D, Tremblay C, Leclerc P, Cox J, Ar-
chibald CP, et al. Self-reported HIV testing behaviours 
among Quebecers of Haitian origin. Can J Infect Dis 
Med Microbiol 2009; Spring;20(Suppl B):73B (Abstract 
P220). 

12. Calzavara L, Tharao W, Gray KA, Johns A, Burchell A, 
Myers T, et al. HIV Prevalence in Toronto’s East Afri-
can Communities. Can J Infect Dis Med Microbiol 2009; 
Spring;20(Suppl B):38B (Abstract O095). 

13. Gray KA, Calzavara L, Tharao W, Johns A, Burchell 
A, Myers T, et al. Factors Associated With HIV Testing 
In Toronto’s East African Communities: Results From 
EAST. Can J Infect Dis Med Microbiol 2008; March/
April;19(Suppl A):78A (Abstract P225). 

14. Tharao WE, Stanley R, Massaquoi N, Leonard L, Sam-
son L, McGee F, et al. Missed HIV Prevention Oppor-
tunities: African and Caribbean Women and HIV Testing 
during pregnancy. Can J Infect Dis Med Microbiol 2009; 
Spring;20(Suppl B):33B (Abstract O075). 

15.  Gray KA, Calzavara L, Tharao W, Johns A, Burchell A, 
Myers T, et al. Risk behaviour among EAST (East Afri-
can Health Study in Toronto) participants with multiple 
sexual partners. Can J Infect Dis Med Microbiol 2009; 
Spring;20(Suppl B):66B (Abstract P193). 

16.  Adrien A, Cox J, Leclerc P, Boivin J-, Archibald C, Bou-
los D, et al. Behavioural Risks for HIV Infection Among 
Quebec Residents of Haitian Origin. J Immigr Minor 
Health 2010 Dec;12(6):894-9. 

17. Adrien A, Leaune V, Remis R, Boivin J, Rud E, Dup-
erval R, et al. Migration and HIV: an epidemiological 
study of Montrealers of Haitian origin. Int J STD AIDS 
1999;10(4):237-42. 

18. Beaulieu M, Adrien A, Vouma JIL, Desanges S, Jean-
Gilles J. Experiences of group sex among young male 
Quebecers of Haitian origin: HIV Risk environment and 
social context. Can J Infect Dis Med Microbiol 2009; 
Spring;20(Suppl B):91B (Abstract P295). 

19.  Lawson E, Gardezi F, Calzavara L, Husbands W, Myers 
T, Tharao WE. HIV/AIDS stigma, denial, fear and dis-
crimination: experiences and responses of people from 
African and Caribbean communities. The HIV Social, 
Behavioural and Epidemiological Studies Unit, Univer-
sity of Toronto. Toronto: University of Toronto; 2006. 
Joint publication of the African and Caribbean Council 
on HIV/AIDS in Ontario (ACCHO)

20. Gardezi F, Calzavara L, Husbands W, Tharao W, Lawson 
E, Myers T, et al. Experiences of and responses to HIV 
among African and Caribbean communities in Toronto, 
Canada. AIDS Care 2008;20(6):718-25. 

21. Calzavara L, Myers T, Husbands W, Tharao W, Satzinger 
F, HIV Stigma Study Team. Homophobia and its impli-
cations for HIV transmission and intervention programs 
in African and Caribbean communities in Canada. Can J 
Infect Dis Med Microbiol 2009; Spring;20(Suppl B):33B 
(Abstract O076). 

22. Baidoobonso S, Longman RM, Bauer GR, Nleya-Ncube 
M, Abdelkader M, Pugh D, et al. The Black, African and 
Caribbean Canadian Health (BLACCH) Study: Phase I 
Preliminary Findings. 19th Annual Canadian Conference 
on HIV/AIDS Research; 2010 May 13-16; Saskatoon, 
Canada. 2010;2010(4/20/2010). 

23. Baidoobonso S, Mokanan H, Abdelkader M, Bauer G. 
Similarities and differences in health care use and HIV-
UHODWHG�FRQFHUQV�EDVHG�RQ� LPPLJUDWLRQ�SURÀOH��ÀQGLQJV�
from the BLACCH study interviews. 13th Annual On-
tario HIV Treatment Network (OHTN) Research Confer-
ence: Research at the Front Lines: Targeting the Com-
plexities of HIV. November 15, 16 2010. Abstract book. 
Toronto (ON); 2010. (Abstract 136).



Centre for Communicable Diseases and Infection Control — April 2012 HIV/AIDS Epi Updates 29

HIV Testing and Surveillance Systems in Canada

24. Noh MS, Rueda S, Noh S, Li A, Fenta H, Rourke SB, et 
al. Impact of HIV Stigma on Health Outcomes Among 
People Born Abroad Living with HIV. Can J Infect Dis 
Med Microbiol 2009; Spring;20(Suppl B):99B. (Abstract 
P323). 

25. DA Falconer & Associates Inc. Taking Action on HIV/
AIDS in Black Communities in Canada: A Resource for 
Moving Ahead. Ottawa: Interagency Coalition on AIDS 
and Development (ICAD); 2008. 

26. Brandson EK, Barrios R. African Refugee Resettlement 
In Vancouver And HIV Infection. Can J Infect Dis Med 
Microbiol 2008; March/April;19(Suppl A):91A. (Ab-
stract P270). 

27. Brandson EK, Duncan KC, Barrios R. African Refugee 
Resettlement in Vancouver and HIV Infection. Can J In-
fect Dis Med Microbiol 2009; Spring;20(Suppl B):33B. 
(Abstract O077). 

28. Gilmore N, Klein MB, Lalonde R, Ankouad A, Cyr J, 
Duchesneau C, et al. Clinical and Treatment Outcomes of 
an Observational Cohort of HIV-Infected, Sub-Saharan 
Refugees Cared For In A Multidisciplinary Clinic In 
Canada. Can J Infect Dis Med Microbiol 2008; March/
April;19(Suppl A):32A. (Abstract O0F64). 

����.UHQW]�+��*LOO�0-��7KH�ÀYH�\HDU�LPSDFW�RI�DQ�HYROYLQJ�
global epidemic, changing migration patterns, and policy 
changes in a regional Canadian HIV population. Health 
Policy 2009;90(2-3):296-302. 

30. Coyte PC, Thavorn K, Dhanji H. The economic burden of 
immigrants with HIV/AIDS: When to say no? J Global 
Bus Advance 2010;3(1):60-78. 

31. Omorodion F, Gbadebo K, Ishak P. HIV vulnerability and 
sexual risk among African youth in Windsor, Canada. 
Culture, Health and Sexuality 2007;9(4):429-37. 

32. Haag D, Gilbert M. Trends in HIV Positive Immigrants 
and Reporting by Citizenship and Immigration Canada 
(CIC), 2000-2007. BC Centre for Disease Control; 2007. 

33. Haag D, Gilbert M, Smith S, Ogilvie G, Rekart M. Ar-
riving In BC: Trends In HIV Positive Individuals Immi-
grating To British Columbia, Canada. Can J Infect Dis 
Med Microbiol 2008; March/April;19(Suppl A):78A. 
(Abstract P223). 



Centre for Communicable Diseases and Infection Control — April 2012HIV/AIDS Epi Updates30

HIV Testing and Surveillance Systems in Canada

Appendix 1 - HIV-ENDEMIC COUNTRY LIST

Africa:
Angola
Benin
Botswana
Burkina Faso
Burundi
Cameroon
Cape Verde
Central African Republic
Chad
Democratic Republic of Congo (formerly Zaïre)
Djibouti
Equatorial Guinea
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Guinea
Guinea-Bissau
Ivory Coast
Kenya
Lesotho
Liberia
Malawi
Mali
Mozambique
Namibia
Niger
Nigeria
Republic of the Congo
Rwanda
Senegal
Sierra Leone
Somalia
South Africa
Sudan
Swaziland
Tanzania
Togo
Uganda
Zambia
Zimbabwe

Caribbean, Bermuda and Central/South America:
Anguilla
Antigua and Barbuda
Bahamas
Barbados
Bermuda
British Virgin Islands
Cayman Islands
Dominica
Dominican Republic
French Guiana
Grenada
Guadeloupe
Guyana
Haiti
Honduras
Jamaica
Martinique
Montserrat
Netherland Antilles
St. Lucia
St. Kitts and Nevis
St. Vincent and the Grenadines
Suriname
Trinidad and Tobago
Turks and Caicos Islands
U.S. Virgin Islands

Asia:
Cambodia
Myanmar/Burma
Thailand

Source: PHAC, HIV/AIDS Epi Updates 2007


