
 
current as of February 14, 2009. 
Online article and related content
 

 
 http://jama.ama-assn.org/cgi/content/full/301/2/155

 
. 2009;301(2):155-156 (doi:10.1001/jama.301.2.155) JAMA

 
 Surveillance System�United States, 2006

Subpopulation Estimates From the HIV Incidence

 Correction  Contact me if this article is corrected.

 Citations  Contact me when this article is cited.

 Topic collections

 Contact me when new articles are published in these topic areas.
Women's Health; Women's Health, Other; Infectious Diseases 
HIV/AIDS; Men's Health; Men's Health, Other; Public Health; Public Health, Other;

 http://pubs.ama-assn.org/misc/permissions.dtl
permissions@ama-assn.org
Permissions
 

 http://jama.com/subscribe
Subscribe

 reprints@ama-assn.org
Reprints/E-prints
 

 http://jamaarchives.com/alerts
Email Alerts

 by guest on February 14, 2009 www.jama.comDownloaded from 

http://jama.ama-assn.org/cgi/content/full/301/2/155
http://jama.ama-assn.org/cgi/alerts/ctalert?alertType=correction&addAlert=correction&saveAlert=no&correction_criteria_value=301/2/155
http://jama.ama-assn.org/cgi/alerts/ctalert?alertType=citedby&addAlert=cited_by&saveAlert=no&cited_by_criteria_resid=jama;301/2/155
http://jama.ama-assn.org/cgi/alerts/collalert
http://jama.com/subscribe
http://pubs.ama-assn.org/misc/permissions.dtl
http://jamaarchives.com/alerts
mailto:reprints@ama-assn.org
http://jama.ama-assn.org


Subpopulation
Estimates From
the HIV Incidence
Surveillance
System—
United States, 2006
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2 tables omitted

CDCHASCREATEDANHIVINCIDENCESUR-
veillance system in selected areas of the
United States as a component of its na-
tional human immunodeficiency virus/
acquired immunodeficiency syndrome
(HIV/AIDS) reportingsystem.1 Thepur-
pose of the new system is to estimate the
numberofnewHIVinfectionsoccurring
each year in the United States. Initial re-
sultspublishedrecentlyfor20062showed
that73%ofnewinfectionswere inmales,
45%wereinblacks,and53%wereinmen
who have sex with men (MSM). To pro-
videadditional subpopulationestimates
by age group, race/ethnicity, and HIV
transmission category, CDC conducted
a more detailed analysis of data from the
new surveillance system. The results in-
dicated that, in 2006, of new HIV infec-
tions among males, 72% were in MSM.
Among MSM with new infections, 46%
werewhite,35%wereblack,and19%were
Hispanic.AmongMSMaged13-29years,
the number of new HIV infections in
blacks(5,220)was1.6 times thenumber
inwhites (3,330)and2.3 times thenum-
berinHispanics(2,300).Amongfemales,
the predominant HIV transmission cat-
egorywashigh-riskheterosexualcontact,
which accounted for 80% of new infec-
tions.TheHIVincidencerateforblackfe-
males was 14.7 times the rate for white
females,andtherate forHispanic females
was 3.8 times the rate for white females.
MSM (of all races), blacks, and Hispan-
ics were represented disproportionately
in 2006 among those with new HIV in-
fections.Thenewincidencedatawillhelp
guide local, state, and national interven-
tion measures tailored to those popula-
tions at greatest risk for HIV infection.

The ability to distinguish recent from
long-standing HIV infection using a
serologic testing algorithm for recent
HIVseroconversion(STARHS)3,4enabled
developmentof thenewnationalHIVin-
cidencesurveillancesystemand integra-
tion with the established national HIV/
AIDSreportingsystem.1 HIVsurveillance
data, testing and treatment history, and
STARHSresultsarenowusedtoestimate
HIV incidenceusingastratifiedextrapo-
lationapproach.Detaileddescriptionsof
this method have been published previ-
ously.2,5Forthisreport,theextrapolations
were based on a total of 33,802 HIV di-
agnoses (withorwithoutAIDS,adjusted
to 39,400 for reporting delays) in 2006
amongadults andadolescents aged �13
years, reported to CDC from 22 states*
throughJune2007.Basedonriskfactors,
cases were classified in the following hi-
erarchy of transmission categories: (1)
male-to-malesexualcontact,(2)injection-
drug use, (3) both male-to-male sexual
contactandinjection-druguse, (4)high-
riskheterosexualcontact(i.e.,withaper-
sonoftheoppositesexknowntohaveHIV
or an HIV risk factor [e.g., male-to-male
sexualcontactorinjection-druguse]),and
(5) all other risk factors combined. Data
for the fifthcategoryarenot reportedbe-
cause the number of cases was too small
to permit analysis by race/ethnicity.

Incidence was calculated for the 22
states included in the analysis and ex-
trapolated to the 50 states and the Dis-
trict of Columbia by applying the ratio
of HIV incidence to AIDS in the 22 states
to those states without incidence data.
Percentages and rates were based on ex-
trapolated data. Rates were calculated
based on official postcensal estimates for
2006.6 Data were adjusted for reporting
delays and redistribution of risk factors
among persons initially reported with-
out sufficient information toclassify them
into a transmission category.7 Persons di-
agnosed with AIDS within 6 months of
HIV diagnosis were classified as having
long-term infections. Missing testing and
treatment history and STARHS results
were imputed using a 20-fold multiple
imputation procedure.5,8 Stratified data
were analyzed for three racial/ethnic
populations: white (i.e., non-Hispanic

white), black (non-Hispanic black), and
Hispanic. An estimated 2.6% of new in-
fections in 2006 occurred among Ameri-
can Indian/Alaska Natives and Asian/
Pacific Islanders; however, these
populations were not included in the
analyses because the small numbers pre-
cluded further stratification.The22states
accounted for approximately 73% of
AIDS cases in the United States (exclud-
ing territories) diagnosed in 2006.

Oftheestimated54,230newinfections
among whites, blacks, and Hispanics in
2006, 46% of the infections occurred
among blacks, 36% occurred among
whites,and18%occurredamongHispan-
ics.Amongmales,40%ofnewinfections
occurred in blacks, 41% occurred in
whites, and 19% occurred in Hispanics.
Among females, 61% of infections were
in blacks, 23% were in whites, and 16%
wereinHispanics.Amongbothmalesand
females, the highest rates of new infec-
tionsoccurredamongblacks (115.7and
55.7 per 100,000 population, respec-
tively).Amongblackmales,theincidence
rate was 5.9 times the rate among white
males; the rate among black males aged
13-29yearswas7.1 times therateamong
white males in the same age group.
Amongblack females, the incidencerate
was 14.7 times the rate among white fe-
males. Among Hispanic males and fe-
males, incidence rates were 2.2 and 3.8
times the rates among white males and
females, respectively. High-risk hetero-
sexualcontactwasthepredominanttrans-
mission category (80%) among females
but accounted for13%ofnewinfections
among males (20% among blacks, 13%
amongHispanics,and6%amongwhites).

Themale-to-malesexualcontacttrans-
missioncategoryrepresented72%ofnew
infections among males, including 81%
of new infections among whites, 63%
among blacks, and 72% among Hispan-
ics.AmongMSM,whiteshad46%ofnew
infections, andblacksandHispanicshad
35%and19%,respectively.AmongMSM
aged13-29years,blackshadanestimated
5,220 (48%) infections, compared with
3,300(31%) forwhites and2,300(21%)
forHispanics.MSMaged13-29yearshad
38%ofnewinfectionsamongallMSMand
25%ofnewinfectionsamongwhiteMSM,

FROM THE CENTERS FOR DISEASE CONTROL AND PREVENTION

©2009 American Medical Association. All rights reserved. (Reprinted) JAMA, January 14, 2009—Vol 301, No. 2 155

 by guest on February 14, 2009 www.jama.comDownloaded from 

http://jama.ama-assn.org


52%amongblackMSM,and43%among
Hispanic MSM. Among white MSM, by
agegroup, the largestnumberofnewin-
fections(5,600[34%])wasamongthose
aged 30-39 years.

Reported by: J Prejean, PhD, R Song, PhD, Q An, MS,
HI Hall, PhD, Div of HIV/AIDS Prevention, National
Center for HIV/AIDS, Viral Hepatitis, STD, and TB Pre-
vention, CDC.

CDCEditorialNote:ThenewCDCHIV
incidencesurveillancesystemprovidesthe
firstU.S.estimatesofHIVincidencebased
on a biologic marker of recent infection.
Recently published estimates of HIV in-
cidence provided overall incidence esti-
matesforthenation,2butstratificationwas
limited.Theadditionalanalysespresent-
ed in this report showthedistributionof
newHIVinfectionsamongcertainracial/
ethnicpopulations, transmissioncatego-
ries, and age groups.

ThedistributionofnewHIVinfections
in2006demonstrates that,more than25
yearsafter thefirstreportofAIDS,thedis-
ease continues to affect the MSM popu-
lation more than any other in the United
States. Although MSM represented the
most new infections in the white, black,
andHispanicpopulations, theagedistri-
butionofpersonswithnewinfectionssug-
gests important differences by race and
ethnicity. Among black and Hispanic
MSM, most new infections were in per-
sons aged 13-29, whereas, among white
MSM, most new infections were in per-
sons aged 30-39 years.

The recently published incidence es-
timates confirmed that new infections
of HIV occurred disproportionately
among blacks and Hispanics.2 The re-
sults in this report indicate further that
the disparity between racial/ethnic mi-
norities and whites is greatest among
females. Data on new HIV diagnoses,
especially among females and young
MSM, also have suggested these racial/
ethnic differences9,10; however, using
new diagnoses as a proxy for inci-
dence is complicated by numerous fac-
tors, including (1) difficulty in ascer-
taining the relationship between testing
rates and HIV diagnoses and (2) diag-
noses that occur years after the initial
infection.

The findings in this report are subject
toatleastthreelimitations.First,although
the 22 states account for 73% of all AIDS
diagnoses in the United States (exclud-
ingterritories), theymightnotbenation-
allyrepresentative.Data fromsomeareas
with high AIDS morbidity but without
confidential, name-basedHIVreporting
in 2006 were not included (e.g., Califor-
nia and the District of Columbia). Sec-
ond, classification of cases with no risk
factor data was based on historical pat-
ternsofreassignmenttotransmissioncat-
egory groups; these cases were assumed
to constitute a representative sample of
all cases initially reported without a risk
factor. Finally, the stratified extrapola-
tionapproachisbasedonanumberofas-
sumptions that require more discussion
than could be included in this report;
however, these assumptions have been
discussed fully in previous reports.2,5

In areas not covered by the new CDC
HIV incidence surveillance system and
in areas without enough HIV inci-
dence surveillance data to accommo-
date subpopulation analyses, data on
HIV diagnoses continue to provide the
best data regarding the distribution of
HIV infection despite the potential limi-
tations of using HIV diagnosis data as
a proxy measurement for HIV inci-
dence. However, comprehensive sur-
veillance systems are essential for HIV
incidence estimation. All states are now
implementing confidential, name-
based HIV surveillance, and national
data on HIV diagnoses and incidence
likely will continue to improve. CDC
will use the HIV incidence data in con-
junction with data from the national
HIV/AIDS reporting system and other
recently implemented surveillance sys-
tems (e.g., the Variant, Atypical and Re-
sistant HIV Surveillance System and the
National HIV Behavioral Surveillance
System) to provide greater understand-
ing of the scope of HIV infection and
to refine and evaluate national preven-
tion programs. CDC supports state and
local health departments and commu-
nity-based organizations to promote ef-
fective HIV prevention interventions
that target those persons at greatest risk
for HIV infection.
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