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FOREWORD
Sexually transmitted and blood borne infections (STBBIs) are an important public health issue 
that require attention and action. These are infections that are spread primarily through person-
to-person sexual contact (e.g. chlamydia) or blood-to-blood contact (e.g., hepatitis C). Despite 
the progress made in preventing and controlling infectious diseases, increasing rates of STBBIs 
underline the need for continued public health vigilance in Canada. In particular, members of 
ethnocultural communities in Canada, which include individuals (other than Aboriginal people) 
who are non-Caucasian in race or non-white in colour, are disproportionately affected by many 
social, structural and economic factors which contribute to poor health outcomes including 
STBBIs. Since STBBIs are preventable, public health plays an important role in reducing and 
managing the transmission of infection. In order to be effective, it is important for STBBI 
prevention, screening and treatment programs to consider the determinants of health and 
other related health factors. 

This “at-a-glance” document builds on the findings of the Population-specific HIV/AIDS Status 
Report: People from Countries where HIV is Endemic- Black people of African and Caribbean 
descent living in Canada published in 2009. The document expands the focus of the status 
report to a consideration of the factors that influence vulnerability to and resilience against all 
STBBIs. HIV and other STBBIs (e.g., chlamydia, gonorrhea, syphilis, hepatitis C) share common 
routes of transmission (e.g., blood, semen and other bodily fluids), common risk behaviours 
(e.g., unprotected sex, sharing contaminated drug equipment), and common social and 
structural factors (e.g., poverty, homelessness, mental illness and stigma and discrimination). 
Addressing STBBIs is an important upstream approach to HIV prevention as the presence of 
certain STBBIs can facilitate the transmission and acquisition of HIV.

This document summarizes current research evidence and gaps related to prevention and the 
determinants of vulnerability to and resilience against STBBIs among ethnocultural minorities. 
It is intended to provide public health professionals, researchers, staff in provincial/territorial 
governments and community organizations with evidence and areas for action to inform STBBI 
prevention programming, policy and research that address STBBIs among diverse 
ethnocultural communities across Canada. Comparing ethnocultural groups remains a 
challenge not only due to incomplete reporting of race/ethnicity data but also due to the 
diversity between subgroups. The focus of this document is to address those individuals most 
vulnerable to STBBIs while acknowledging that there is no one size fits all approach given the 
wide diversity among subgroups and the unique life experiences of individuals. 
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WHAT WE FOUND
Canada’s ethnocultural communities are ethnically, culturally, linguistically and spiritually 
diverse, and are impacted by determinants of health in various ways. Members of these 
communities include both individuals who have lived in Canada for many generations, as well 
as recent immigrants or newcomers. Acknowledging diversity, including the differences within 
and between cultural groups and the intersection of social identities such as race, class, 
sexual orientation, gender and gender identity, is important in understanding stigma and 
discrimination and addressing factors that contribute to poor health outcomes including 
vulnerability to STBBIs. 

According to the 2011 National Household Survey, nearly 6.3 million people self-identified as 
a member of a visible minority group, representing 19.1% of the total population.

Demographic profile (2011 National Household Survey)1 

• Over 200 different ethnic origins were reported among the population in Canada.

• The three largest visible minority groups – South Asian, Chinese and Black accounted 
for 61.3% of the visible minority population.

• 33.4 years was the median age of the visible minority population. 

• 78.0% of all immigrants who arrived in Canada between 2006 and 2011 were visible 
minorities.

• 13.1% of all recent immigrants were born in the Philippines, followed by China (10.5%) 
and India (10.4%).

• 22.0% of the total population was first generation (born outside Canada), compared to 
17.4% who was second generation (born in Canada and had at least one parent born 
outside Canada) and 60.7% who was third generation (born in Canada with both parents 
born in Canada).  

• 72.8% of immigrants reported a mother tongue language other than English or French. 
The most common languages other than Canada’s two official languages were Chinese, 
Tagalog, Spanish and Punjabi. 

• 94.8% of immigrants lived in four provinces: Ontario, British Columbia, Quebec and 
Alberta; 63.4% lived in the Toronto, Vancouver or Montreal areas.
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STBBIs among ethnocultural communities
In Canada, ethnocultural communities remain disproportionately affected by STBBIs. However, 
it is important to note that STBBI data for sub-populations, including ethnocultural 
communities, are limited and underreported making it more challenging to identify and address 
health issues associated with STBBIs. There can also be considerable differences in STBBI rates 
within and between different ethnocultural communities. As a result of the diversity of these 
communities and the variation in reporting race/ethnicity information, it is important to 
recognize that STBBI data are not representative of all ethnocultural minorities in Canada. 
Available epidemiological data and research suggest that: 

• People born in countries where HIV is endemic 
i1account for 16.9% of new HIV infections 

and 14.9% of those living with HIV in Canada, despite making up just 2.2% of the Canadian 
population.2

• The estimated new infection rate among people from countries where HIV is endemic is 
9.0 times higher than among other Canadians.3

• The majority of HIV-positive test reports among individuals from countries where HIV is 
endemic and who were exposed to HIV through heterosexual contact are those who self-
identify as Black.4 

• In 2012, of the 534 HIV-positive test results from the Immigration Medical Exam, 58.4% 
were born in Africa and the Middle East.5 

• Many immigrants come to Canada from countries with a high prevalence of hepatitis C 
virus; an estimated 35% of hepatitis C infections in Canada are among the foreign-born 
population.6

• Human papillomavirus (HPV) is the most common STBBI and is a causal factor in the 
majority of cases of cervical cancer. HPV also causes most anal cancers and some vaginal, 
vulvar, penile and oropharyngeal cancers. Some groups of immigrants, including South 
Asian and Southeast Asian women, have lower rates of cervical cancer screening than 
Canadian-born women.7 

• The prevalence of genital herpes is high among African/Caribbean women compared to 
the general Canadian population.8 

• Among a sample of street-involved youth in Canada, 27.2% of participants who self-identified 
as an ethnocultural minority tested positive for an STBBI, compared to 19.7% of Caucasian 
street-involved youth.9 In particular, the prevalence of hepatitis B virus seropositivity (8.4%) 
was significantly higher for ethnocultural street-involved youth compared to Caucasian 
and Aboriginal street-involved youth. The prevalence of chlamydia was also higher among 
ethnocultural street-involved youth (9.5%) compared to Caucasian street-involved youth 
(7.1%). 

i The term “people from countries where HIV is endemic” is an epidemiologic term often used in HIV/AIDS surveillance and 
research activities, and refers to a population that is largely composed of Black people of African and Caribbean descent. 
Countries where HIV is endemic are defined as those where the prevalence of HIV among people ages 15 to 49 years is 
1.0% or greater and one of the following: 50% or more of HIV cases are attributed to heterosexual transmission; a male to 
female ratio of 2:1 or less among prevalent infections; or HIV prevalence greater than or equal to 2% among women receiving 
prenatal care. There are currently 71 countries that comprise the list of countries in which HIV is endemic. Among these, 
42 are in Africa (mostly Sub-Saharan Africa), 26 are in the Caribbean and Central/South Central America, and 3 are in Asia.
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Determinants of vulnerability to and resilience against STBBIs
While being from an ethnocultural community in and of itself is not a risk factor for STBBIs, 
there are multiple factors that shape individual experiences of health and illness. Among 
ethnocultural communities, these factors can include varying degrees and impacts of racism, 
discrimination, homophobia, culture, social support networks, socioeconomic status, sex and 
gender, sexual orientation, gender identity, immigration, health beliefs and personal health 
practices. Depending on individual life circumstances, some of these factors impact individuals 
and communities in different ways and may not be the same for all STBBIs or ethnocultural 
communities. These are factors to consider when developing and tailoring STBBI prevention 
programs to specific audiences.

Racism, discrimination and homophobia
• Racism (belief that one group is superior to others and the specific actions that result 

from this belief),  discrimination (unfair and unjust treatment based on the group, class 
or category to which a person identifies with or belongs to) and homophobia (fear and/or 
hatred of homosexuality in others, often exhibited by prejudice, discrimination, intimidation, 
or acts of violence) that occur both among and within ethnocultural groups can increase 
vulnerability to STBBIs by impacting access to STBBI prevention, testing, treatment, care 
and support.10,11,12,13

• Racism and discrimination can lead to long term health consequences and inequities 
through multiple pathways. Racism and discrimination may result in increased psychological 
stress and physiological effects, unequal economic opportunities, inequitable access to 
education, housing and social resources, engagement in risky health behaviours, and 
victimization and violence.14,15

• Experiences of homophobia and transphobia (fear and/or hatred of transgender individuals, 
often exhibited by prejudice, discrimination, intimidation, or acts of violence) can lead 
to depression, anxiety and suicidal thoughts.16 The interaction of racism, homophobia 
and transphobia can lead to increased STBBI-related sexual risk behaviour and therefore 
increased vulnerability to STBBIs.17 

• Some members of ethnocultural communities face multiple forms of discrimination as a 
result of intersecting identities, including race, class, ethnicity, gender identity, age, ability 
or sexual orientation. This can have serious and long-lasting effects on an individual’s 
identity and mental health and can also increase vulnerability to STBBIs.18,19,20

• HIV-related stigma (negative beliefs, feelings or attitudes towards people living with or 
associated with HIV/AIDS) often stems from fear and ignorance of HIV and its transmission. 
HIV-related stigma can reinforce existing inequalities and can lead to shame, social isolation, 
depression and internalized stigma and can impact access to health services and support.21

• Studies of East and South Asian men who have sex with men show that experiences 
of racism from within the gay community and homophobia within their ethnocultural 
community can lead to isolation, low self-esteem and increased vulnerability to STBBIs.22,23

• Many Black, African and Caribbean youth report racism as a key barrier to accessing sexual 
health services. Results from the Toronto Teen Survey show that this population reported 
the lowest (34%) sexual health clinic attendance.24,25
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• A history of discrimination may lead to ethnocultural communities’ mistrust of public health 
professionals, institutions and STBBI prevention services.26,27,28 Identifying ethnocultural 
community leaders to champion STBBI issues can help to address stigma and isolation 
and strengthen existing STBBI prevention efforts.29

Culture
• Culture is an important element of our identity that goes beyond shared symbols, 

behaviours, practices, values and attitudes. It is shaped by historical, socioeconomic and 
political contexts, by relationships among and between groups and by institutionalized 
attitudes and practices that result.30

• Culture is dynamic and continuous. It can change and adapt to internal and external 
forces including immigration. It can also influence knowledge, skills and attitudes towards 
sexuality, sexual behaviours, and health outcomes. For many groups, culture is a source of 
strength and resilience.31,32 Cultural values and beliefs can provide support to overcome 
barriers and guide individuals to improved health and wellness.33 

• Cultural beliefs influence how health and illness are perceived, experienced and expressed. 
This can include views on the causes of illness,34 acceptable preventive or health promotion 
measures (e.g., vaccines, condoms, birth control)35 and willingness or (dis)comfort in 
discussing health issues with partners, family, friends or health care providers.36

• In some cultures, sex-related issues are considered taboo, making it difficult to discuss 
and acknowledge STBBIs both within and outside of different cultural communities. This 
can result in individuals avoiding or delaying access to STBBI prevention, testing and 
treatment.37,38,39,40 

• Traditional and cultural practices such as cleansing rituals, male circumcision and female 
genital cutting (FGC) may increase individual vulnerability to STBBIs.41 FGC, for example, 
can cause scarring of a woman’s genital tract which increases the likelihood of tearing 
during intercourse, which can facilitate STBBI transmission from an infected partner.42 

• Cultural differences related to how mental health, mental illness and substance use are 
perceived may contribute to stigma and impact individuals’ access to treatment, care 
and support.43,44,45

• Religion can play an important role in shaping individual values, beliefs and practices 
concerning sexuality including access to STBBI information and services and use of 
contraception or condoms.46 

• Inclusive and culturally safe health services (services that recognize relationships of power 
and trust between the health care provider and the patient) can build resilience against 
STBBIs by improving ethnocultural minorities’ access to services.47
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Social support networks
• Social support can play a protective role in reducing the health impacts (e.g., stress) of 

stigma and discrimination.48,49

• Some immigrants experience a loss of social support networks when they arrive in a new 
country like Canada, including separation from partners, extended families and children.50 

• Social support influences how individuals approach disclosure of STBBIs, including their 
fear of stigma and discrimination and lack of confidentiality and privacy.51,52,53  

• Social isolation is a predictor of unprotected sex and is associated with depression and 
substance use, all of which increase vulnerability to STBBIs.54,55,56,57

• The availability of culturally safe spaces where these support networks can be formed can 
help to build resilience against STBBIs.

Socioeconomic status
• Ethnocultural communities are disproportionately represented in the lower socioeconomic 

categories in Canada due to multiple social, structural and economic factors. In 2011, 
40.8% of the population living in low-income neighbourhoods belonged to a visible 
minority group compared to other neighbourhoods where 24.2% of the population 
belonged to a visible minority group.58

• Limited opportunities for employment and higher income (e.g., non-recognition of foreign 
credentials or work experience) create disparities in access to STBBI prevention and 
treatment information and services, which directly impact an individual’s ability to protect 
themselves from STBBIs (e.g., through condom use), communicate STBBI disclosure, and 
be treated for STBBIs.59,60,61,62

• Poverty and economic dependency may influence women, regardless of their ethnocultural 
background, to remain in relationships that may increase their vulnerability to STBBIs, for 
the sake of meeting basic needs (e.g., housing, income).63,64 

Sex and gender
• Culturally-defined gender norms and roles impact STBBI vulnerability, including gender-

based violence, condom negotiation with partners and expectations surrounding 
relationships, marriage and reproduction.65,66,67

• Gender inequalities vary between and within cultures and can impact women’s access to 
STBBI screening, prevention and treatment services.68

• Studies have shown that female immigrants experience a greater rate of poorer physical 
and mental health, and are more vulnerable to social changes compared to their male 
counterparts.69,70

• Cultural norms related to masculinity and femininity, including homophobia, transphobia 
and the stigmatization of gay men and other men who have sex with men, may lead to 
individuals hiding their sexuality and sexual behaviour which increases not only their own 
vulnerability to STBBIs but also that of their partners.71,72,73,74
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• Increasing cultural competency and language about gender identity, including transgender 
and gender-nonconforming populations within ethnocultural communities can help reduce 
barriers to access to health and social services and experiences of discrimination.  

Immigration
• Immigrants and refugees may be more vulnerable to poor mental health and mental illness 

as they cope with stress both before (e.g., pre-migration trauma) and after moving to a new 
country, such as navigating the immigration and refugee system, post-traumatic stress, 
poverty, racism, unemployment and loss of social support networks.75,76,77,78

• Competing demands such as housing and employment may place health and self-care, 
including STBBI prevention, treatment and care, as a lower priority. Without adequate 
supports in place, these individuals may be at increased risk for STBBIs.79

• Recent immigrants may have limited or delayed access to health services, including 
STBBI testing and treatment. This is particularly true if they are not yet eligible for health 
insurance, do not have proper documentation or lack familiarity with the Canadian health 
care system.80 They may also be unwilling to access testing due to discrimination or fear 
of disclosure.81

• Among some immigrants there is a perception of lower STBBI risk in Canada, especially 
when compared to their country of origin.82 A false perception that the Canadian immigration 
process only gives visas to immigrants who do not have HIV may create a false sense of 
safety and lead to higher risk behaviours such as unprotected sex. 83 

Health beliefs and personal health practices
• Different cultural groups may have different beliefs about health and illness, including 

causes of disease, perceptions of risk, how illness and pain are experienced and expressed, 
and where and how individuals seek help and interact with health care providers.84,85

• Women from ethnocultural communities have a higher risk of cervical cancer due to lower 
screening rates and higher rates of HPV infection.86,87,88,89 Pap tests screen for and help 
diagnose precancerous conditions of the cervix and cervical cancer, which is commonly 
caused by HPV. 

• Different attitudes towards and experiences related to health care may include reliance 
on traditional healers or self-diagnosis over accessing primary care providers in clinical 
settings.90,91

• Cultural beliefs about condom use can influence preventive measures against STBBIs and 
attitudes towards other contraceptives.92,93  

• Health inequities (disparities in the social determinants of health among groups with 
different levels of social advantage) impact ethnocultural minorities’ vulnerability to STBBIs. 
For example, low income and education levels can limit an individual’s access to STBBI 
testing services and ability to maintain good health.94 
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WHY IT MATTERS
In Canada, visible minorities account for 19.1% of the population, with 20.6% of the population 
being born outside of Canada. According to demographic projections, within the next two 
decades, more than one out of every four Canadians could be foreign-born. As cultural 
diversity continues to increase, it is important to be prepared and provide appropriate STBBI 
prevention and control that speaks to the health context of new Canadians. Across Canada, 
individuals, organizations and communities have engaged in increasing awareness of STBBIs 
and addressing the health needs of ethnocultural communities. The following areas are 
important to consider as part of a comprehensive approach to preventing STBBIs among 
these diverse communities.

Promoting health and wellbeing 
Preventing STBBIs among ethnocultural minorities requires looking at the factors that 
influence their day to day life. Due to the complex and intersecting nature of many health 
needs, it is often difficult to separate STBBI concerns from other competing health needs such 
as mental health and basic survival (e.g., food, shelter). A comprehensive and holistic 
approach to STBBI prevention includes promoting healthy attitudes and behaviours that 
support overall health and wellbeing, including healthy relationships, inclusion, social support, 
and self-efficacy (the measure of one’s own ability to complete tasks and reach goals).

Promoting social and cultural connectedness
Being socially connected to and receiving support from family, friends and communities is 
important in helping ethnocultural minorities deal with adversity and is associated with better 
health outcomes. Social support is a strong source of resilience, and can influence access to 
STBBI information and services, disclosure of an STBBI to partners and health care providers, 
and adherence to STBBI medication. In particular, peer-based programming for the delivery of 
STBBI prevention services has been shown to be effective.95 Social and cultural connectedness 
can reduce and mediate the effects of STBBI stigma and can also protect individuals from 
poor mental health and mental illness by fostering a sense of belonging, sense of worth, and 
satisfaction with life. 

Preventing poor mental health and mental illness
Poor mental health and mental illness, including depression and low self-esteem can lead to 
sexual risk behaviours which increase vulnerability to STBBIs. For example, experiences of 
racism and homophobia and stressful life events such as immigration have been associated 
with anxiety, depression or problematic substance use which can lead to sexual risk behaviours 
such as unprotected sex.96,97 Protective factors such as social support from family and friends, 
school connectedness, community engagement and self-efficacy can improve mental health 
and reduce STBBI risk.98 Addressing mental health and STBBIs as part of a comprehensive 
approach to health can help to improve individual capacity to adopt healthy behaviours and 
reduce STBBI risk.  
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Increasing access to health care and services
Members of ethnocultural minorities can experience multiple barriers to accessing STBBI 
information and services, including stigma and discrimination, low socioeconomic status, 
language barriers and lack of culturally competent health care providers. Not being familiar 
with the Canadian healthcare system, being unaware of available community health resources, 
or having little experience in accessing STBBI services such as Pap tests or screening for STBBIs 
may contribute to increased STBBI risk. Improving individual health literacy, self-advocacy and 
ability to communicate health needs or ask for support can increase access to health care and 
services. Tailoring STBBI prevention programs to address context-specific barriers and the 
unique needs of diverse ethnocultural groups can effectively reduce STBBI related risk 
behaviours. 

Building resilience
Despite facing various social, structural and economic barriers, in many cases members of 
ethnocultural communities balance stress and adversity with the ability to cope and develop 
resilient behaviour. Empowering both individuals and communities to take care of their own 
health, address stigma and make healthy decisions can build resilience against STBBIs. Access 
to culturally safe and inclusive services can help to foster healthy behaviours and positive 
coping mechanisms which can decrease vulnerability to STBBIs. Building resilience has 
positive benefits that extend to all aspect of an individual’s life.
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AREAS FOR ACTION
The following are action areas for STBBI prevention among ethnocultural communities:

• Fostering inclusion and engagement of ethnocultural communities in addressing 
STBBIs including STBBI-related stigma 

Community institutions such as schools and health centres, and faith-based communities 
can have an important role in promoting healthy behaviours and facilitating opportunities 
for dialogue on STBBI-related stigma. These organizations can engage community leaders 
in the development, implementation, delivery and evaluation of STBBI prevention programs 
and services through community consultations and needs assessments. 

• Tailoring STBBI prevention programs and services to the unique needs of diverse 
ethnocultural groups

Ethnocultural communities are very diverse. STBBI prevention programming that is tailored 
to specific ethnocultural groups, adopts a health equity lens and accounts for intersecting 
identities (e.g., race, class, gender, sexual orientation, disability) will respond to this 
diversity. Peer-based approaches to programming that build on the lived and shared 
experiences of people infected or affected by STBBIs can strengthen STBBI prevention.

• Strengthening networks and knowledge sharing 

Personal and community networks are key agents in sharing health information and 
supporting healthy behaviours. Strong and inclusive networks within ethnocultural 
communities where individuals do not face exclusion based on their sexual orientation, 
gender identity or STBBI status, for example, are important for facilitating knowledge 
translation across health and social issues and for learning from promising practices to 
inform effective STBBI prevention programming.

• Building capacity to foster healthy and inclusive environments

Safe, healthy and inclusive environments that promote health equity and support the 
diverse needs of ethnocultural communities are fundamental to positive health outcomes. 
Building capacity among health care providers to increase understanding of the impact of  
determinants of health on the health and wellbeing of ethnocultural groups can improve 
their ability to manage and staff programs in ways that are reflective of the communities 
they are working with, create culturally safe environments and deliver inclusive STBBI 
programming. Likewise, building capacity to promote leadership of affected populations to 
be visible champions in advancing education, harnessing skills and resilience can inform the 
development of culturally responsive and competent programs and services.
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• Increasing intersectoral collaboration across levels of government and within communities 

Federal/provincial/territorial governments, frontline providers (e.g., primary care providers, 
social workers, mental health workers) and stakeholders across multiple sectors (e.g., mental 
health agencies, immigration and settlement services, AIDS service organizations) all play a 
role in addressing the wide range of health and social issues (e.g., housing, mental health, 
addictions) that impact vulnerability to STBBIs. Partnerships and collaboration with diverse 
stakeholders can allow individuals and organizations to build on each other’s efforts through 
better communication and coordination.

• Building awareness and understanding of STBBIs as an important issue and health 
concern for ethnocultural communities in Canada 

Many individuals remain unaware of their STBBI status and their personal risk for infection. 
Individuals who are unaware that they are infected with an STBBI may be more likely to 
infect others. Culturally inclusive information on STBBI risk behaviours and risk reduction 
that is available in multiple languages, formats and in locations where ethnocultural 
communities and recent immigrants frequently access will increase awareness and 
understanding of STBBI-related issues within ethnocultural communities. 
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WHAT MORE CAN WE DO
Reported rates of STBBIs and their long-term impacts continue to be a health concern for 
public health professionals and health care providers working with ethnocultural communities 
in Canada. However, there is considerable diversity within and between ethnocultural groups. 
Examining the underlying factors that increase vulnerability to and resilience against STBBIs 
among specific ethnocultural groups and communities is key to developing an effective 
response. Moving forward, culturally safe, inclusive and upstream approaches to STBBI 
prevention require a collaborative and sustained effort. In order to build capacity among 
ethnocultural communities and to have a healthy impact on STBBI-related attitudes and 
behaviours, future strategies for STBBI prevention can build on lessons learned by: 

• Increasing visibility and engagement of ethnocultural communities in the development, 
implementation, delivery and evaluation of STBBI prevention projects.

• Tailoring STBBI-related programs and services for diverse ethnocultural groups to reflect 
their lived experiences, cultural contexts and unique health needs. 

• Improving knowledge use and translation to assess and evaluate the effectiveness of 
existing STBBI prevention programs in reducing STBBIs and addressing the needs of 
ethnocultural communities to inform future STBBI prevention programs and policies.

• Providing capacity building opportunities such as health equity and anti-racism/anti-
oppression training for health service providers to increase cultural competency and to 
address common myths and stereotypes concerning ethnocultural communities, STBBIs 
and mental illness. 

• Collaborating across sectors to increase access to health and social services among 
ethnocultural communities at primary access points (e.g., clinics, ethnocultural associations, 
newcomer organizations, community centres, youth drop-in centres).

• Engaging ethnocultural communities through public awareness campaigns, education and 
outreach to challenge social norms and values surrounding STBBI stigma, discrimination, 
racism and homophobia. 
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FIND OUT MORE
Regional and local networks across the country have developed a variety of resources related 
to the prevention of STBBIs among ethnocultural communities. To read more, visit the CATIE 
website (www.catie.ca). Select Agency resources include:

  
Population-specific HIV/AIDS status report: People from countries where HIV is endemic—
Black people of African and Caribbean descent living in Canada (www.catie.ca/en/resources/
population-specific-hivaids-status-report-people-countries-where-hiv-endemic-black-peopl-0)

HIV/AIDS Epi Update—Chapter 13: HIV/AIDS in Canada among people from countries where 
HIV is endemic (www.catie.ca/en/resources/hivaids-epi-updates-chapter-13-hivaids-canada-
among-people-countries-where-hiv-endemic)  

Questions & Answers: Inclusive practice in the prevention of sexually transmitted and blood 
borne infections among ethnocultural minorities (www.catie.ca/en/resources/questions-and-
answers-inclusive-practice-prevention-sexually-transmitted-and-blood-borne-i) 

To learn more about sexually transmitted and blood borne infections and the work of the 
Agency, visit: www.healthycanadians.gc.ca/health-sante/sexual-sexuelle/index-eng.php 

People from Countries where HIV is Endemic -
Black people of African and Caribbean descent living in Canada

POPULATION-SPECIFIC HIV/AIDS STATUS REPORT

P r o t e c t i n g  c a n a d i a n s  f r o m  i l l n e s s

Questions & Answers:
inclUsiVe Practice in tHe PreVention of 
seXUallY transmitted and Blood Borne 
infections among etHnocUltUral minorities

HIV/AIDS 
Epi Updates
Chapter 13: HIV/AIDS in Canada among people 
from countries where HIV is endemic  
April 2012

http://www.catie.ca
http://www.catie.ca/en/resources/population-specific-hivaids-status-report-people-countries-where-hiv-endemic-black-peopl-0
http://www.catie.ca/en/resources/population-specific-hivaids-status-report-people-countries-where-hiv-endemic-black-peopl-0
http://www.catie.ca/en/resources/hivaids-epi-updates-chapter-13-hivaids-canada-among-people-countries-where-hiv-endemic
http://www.catie.ca/en/resources/hivaids-epi-updates-chapter-13-hivaids-canada-among-people-countries-where-hiv-endemic
http://www.catie.ca/en/resources/questions-and-answers-inclusive-practice-prevention-sexually-transmitted-and-blood-borne-i
http://www.catie.ca/en/resources/questions-and-answers-inclusive-practice-prevention-sexually-transmitted-and-blood-borne-i
http://www.healthycanadians.gc.ca/health-sante/sexual-sexuelle/index-eng.php


15AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

REFERENCES
1 Statistics Canada. (2011). Immigration and Ethnocultural Diversity in Canada, National Household 

Survey 2011. Statistics Canada Catalogue no. 99-010-X2011001. Ottawa, ON. Accessed from: 
www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.pdf 

2 Public Health Agency of Canada. (2011). Summary: Estimates of HIV Prevalence and Incidence in 
Canada, 2011. Ottawa, Ontario: Public Health Agency of Canada.

3 Public Health Agency of Canada. (2011). Summary: Estimates of HIV Prevalence and Incidence in 
Canada, 2011. Ottawa, Ontario: Public Health Agency of Canada.

4 Public Health Agency of Canada. (2012). HIV/AIDS Epi Updates: HIV/AIDS in Canada among 
people from countries where HIV is endemic, April 2012, Centre for Communicable Diseases 
and Infection Control, Public Health Agency of Canada. Accessed from: www.catie.ca/sites/default/
files/HIV-Aids_EpiUpdates_Chapter13_EN.pdf

5 Public Health Agency of Canada. (2013). HIV and AIDS in Canada: Surveillance Report to December 31, 2012. 
Accessed from: www.catie.ca/sites/default/files/HIV-AIDS-Surveillence-in-Canada-2012-EN-FINAL.pdf 

6 Trubnikov M, Yan P, Archibald C. (2014). Estimated prevalence of hep atitis C virus infection in Canada, 
2011. Canada Communicable Disease Report: Volume 40–19, December 18, 2014.

7 Pottie K, Greenaway C, Feightner J, Welch V, co-authors of the Canadian Collaboration for Immigrant, 
Refugee Health. (2011). Evidence-based clinical guidelines for immigrants and refugees. Canadian 
Medical Association Journal, 183, E824–E925.

8 Remis RS, Liu J, Loutfy M, Tharao W, Rebbapragada A, Perusini SJ, Chieza L, Saunders M, 
Green-Walker L, Kaul R. (2010). The epidemiology of Sexually Transmitted Co-infections in 
HIV-positive and HIV-negative African-Caribbean Women in Toronto. BMC Infectious Diseases, 13, 550. 

9 Public Health Agency of Canada. (2011). Enhanced Street Youth Surveillance in Canada (E-SYS). 
Cycle 5: Unpublished Data. Ottawa, ON: Public Health Agency of Canada.

10 Logie C, James L, Tharao W, Loutfy M. (2013). Associations between HIV-related stigma, racial 
discrimination, gender discrimination, and depression among HIV-positive African, Caribbean, 
and Black women in Ontario, Canada. AIDS Patient Care STDS, 27(2), 114–22.

11 Brondolo E, Gallo LC, Myers HF. (2009). Race, racism and health: Inequities, mechanisms, 
and interventions. Journal of Behavioral Medicine, 32, 1–8.

12 Williams DR, Neighbors HW, Jackson JS. (2003). Racial/ethnic discrimination and health: findings 
from community studies. American Journal of Public Health, 93, 200–208.

13 Newman PA, Williams CC, Massaquoi N, Brown M, Logie C. (2008). HIV prevention for Black women: 
Structural barriers and opportunities. Journal of Health Care for the Poor and Underserved, 19, 829–841.

14 Brondolo E, Gallo LC, Myers HF. (2009). Race, racism and health: Inequities, mechanisms, 
and interventions. Journal of Behavioral Medicine, 32, 1–8.

15 Nestel S. (2012). Colour coded health care: the impact of race and racism on Canadians’ health. 
Wellesley Institute. Accessed from: www.wellesleyinstitute.com/wp-content/uploads/2012/02/Colour-
Coded-Health-Care-Sheryl-Nestel.pdf 

http://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.pdf
www.catie.ca/sites/default/files/HIV-Aids_EpiUpdates_Chapter13_EN.pdf
www.catie.ca/sites/default/files/HIV-Aids_EpiUpdates_Chapter13_EN.pdf
http://www.catie.ca/sites/default/files/HIV-AIDS-Surveillence-in-Canada-2012-EN-FINAL.pdf
http://www.wellesleyinstitute.com/wp-content/uploads/2012/02/Colour-Coded-Health-Care-Sheryl-Nestel.pdf
http://www.wellesleyinstitute.com/wp-content/uploads/2012/02/Colour-Coded-Health-Care-Sheryl-Nestel.pdf


16 AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

16 Haas AP, Eliason M, Mays VM, Mathy RM, Cochran SD, et al. (2010). Suicide and Suicide Risk in Lesbian, 
Gay, Bisexual, and Transgender Populations: Review and Recommendations. Journal of Homosexuality, 
58(1), 10–51.

17 Marcellin RL, Bauer GR, Scheim AI. (2013). Intersecting impacts of transphobia and racism on HIV risk 
among trans persons of colour in Ontario, Canada. Ethnicity and Inequalities in Health and Social Care, 
6(4), 97–107.

18 Logie CH, James L, Tharao W, Loutfy MR. (2011). HIV, Gender, Race, Sexual Orientation, and Sex Work: 
A Qualitative Study of Intersectional Stigma Experienced by HIV-Positive Women in Ontario, Canada. 
PLoS Med, 8(11), e1001124.

19 Mahajan AP, Sayles JN, Patel VA, Remien RH, Sawires SR, et al. (2008) Stigma in the HIV/AIDS epidemic: 
a review of the literature and recommendations for the way forward. AIDS, 22, S2,S67–79.

20 Campbell C, Deacon H. (2006). Unravelling the contexts of stigma: from internalization to resistance to 
change. J Community Appl Soc,16, 411–417.

21 Public Health Agency of Canada. (2013). Population-specific HIV/AIDS status report: People living with 
HIV/AIDS. Ottawa, ON.

22 Chihara S. (2006). Voices on their lives as Asian men who have sex with men (MSM) in Vancouver, 
Canada. XVI International AIDS Conference: Abstract no. TUPE0636. 

23 Public Health Agency of Canada. (2013). Population-specific HIV/AIDS status report: Gay, bisexual, 
two-spirit and other men who have sex with men. Ottawa, ON.

24 Flicker S, Larkin J, Travers R, Pole J, Guta A, Palmer H. (2010). Toronto Teen Survey: Gender Bulletin. 
Toronto, Ontario: Planned Parenthood Toronto

25 Shimeles H, Flicker S, Pole J. (2009). Unpack the black: Exploring access to clinical sexual health 
services for Black youth in the TDOT. Nov 16; Ontario HIV Treatment Network: Toronto, Ontario

26 Bucharski D, Reutter LI, Ogilvie LD. (2006). You need to know where we’re coming from: Canadian 
Aboriginal women’s perspectives on culturally appropriate HIV counseling and testing. Health Care 
Women International, 27(8), 723–747.

27 Gahagan J, Ricci C. (2011). HIV/AIDS Prevention for Women in Canada: A Meta Ethnographic Synthesis. 
Accessed from: www.catie.ca/sites/default/files/HIV%20AIDS%20prevention%20for%20women%20
in%20canada.pdf 

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

29 Wong JP, Li A, Luyombya H. (2012). Advancing health equity among newcomer and racial minority people 
living with HIV/AIDS through cross-sector engagement. CHNC 2012 Conference, May 14–16 2012.

30 Public Health Agency of Canada. (2014). Questions & Answers: Inclusive practice in the prevention of 
sexually transmitted and blood borne infections among ethnocultural minorities. Ottawa, ON.

31 Gunnestad A. (2006). Resilience in a cross-cultural perspective: How resilience in generated in different 
cultures. Journal of Intercultural Communication, 11.

32 Simich L, Beiser M, Stewart M, Mwakarimba E. (2005). Providing social support for immigrants and 
refugees in Canada: Challenges and directions. Journal of Immigrant Health, 7(4), 259–268.

http://www.catie.ca/sites/default/files/HIV%20AIDS%20prevention%20for%20women%20in%20canada.pdf
http://www.catie.ca/sites/default/files/HIV%20AIDS%20prevention%20for%20women%20in%20canada.pdf


17AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

33 Here to Help. (2014). Cross-cultural mental health and substance use. Canadian Mental Health 
Association of British Columbia. Accessed from: www.heretohelp.bc.ca/sites/default/files/cross-cultural-
mental-health-and-substance-use.pdf

34 Li, A et al. (2010). HIV invisibility and homophobia: key barriers in ethno-racial leaders' readiness to 
engage in HIV/AIDS work in the Canadian diaspora communities. : AIDS 2010—XVIII International AIDS 
Conference: Abstract no. TUPE0572

35 Bogart LM, Wagner G, Galvan FH, Banks D. (2010). Conspiracy beliefs about HIV are related to 
antiretroviral treatment non adherence among African American men with HIV. J Acquir Immune 
Defic Syndr, 53(5), 648–55.

36 Newbold KB, Willinsky J. (2009) Providing Family Planning and Reproductive Health Care to Canadian 
Immigrants: Perceptions of Health Care Providers. Culture, Health and Sexuality,11(4), 369–382.

37 Maticka-Tyndale E, Shirpak KR, Chinichian M. (2007). Providing for the sexual health needs of Canadian 
immigrants: The experience of immigrants from Iran. Canadian Journal of Public Health, 98, 183–186.

38 Gott M, Galena E, Hinchliff S, Etford H. (2004). 'Opening a can of worms': GP and practice nurse 
barriers to talking about sexual health in primary care. Family Practice,21(5), 528–536.

39 Tharao E, Massaquoi N, Teclom S. (2005). The silent voices of the HIV/AIDS epidemic in Canada: 
African and Caribbean women in Toronto. Canadian Women’s Health Network, 8(1/2),13–4.

40 Davis AN, Gahagan JC, George C. (2013). “Everyone just keeps their eyes closed and their fingers 
crossed”: Sexual health communication among black parents and children in Nova Scotia, Canada. 
International Journal for Equity in Health,12, 55. 

41 Maleche A, Day E. (2011). Traditional Cultural Practices and HIV: Reconciling Culture and Human Rights. 
Working Paper for the Third Meeting of the Technical Advisory Group of the Global Commission on HIV 
and the Law, 7–9 July 2011.

42 UN Women. (2011). Understanding the linkages between HIV and AIDS and Violence Against Women. 
Accessed from: www.endvawnow.org/uploads/modules/pdf/1405612448.pdf

43 Agic, B. (2004). Culture counts: Best practices in community education in mental health and addiction 
with ethnocultural/ethnocultural communities Phase One Report. Toronto: Centre for Addiction and 
Mental Health. Accessed from: www.camh.ca/en/education/community_service_providers/resources_
for_community_organizations/Pages/culture_counts_report.aspx 

44 Travers R, Brennan D, Brett C, Brown N, Dobinson C, Flicker S, et al. (2010). Telling the truth: 
Contextualizing HIV risk for LGBTQ newcomer youth in Toronto. Nov 15. Ontario HIV Treatment 
Network: Toronto, Ontario.

45 Here to Help. (2014). Cross-cultural mental health and substance use. Canadian Mental Health 
Association of British Columbia. Accessed from: www.heretohelp.bc.ca/sites/default/files/cross-cultural-
mental-health-and-substance-use.pdf

46 Public Health Agency of Canada. (2014). Questions & Answers: Inclusive practice in the prevention of 
sexually transmitted and blood borne infections among ethnocultural minorities. Ottawa, ON.

47 Barlow K, Loppie C, Jackson R, Akan M, MacLean L, Reimer G. (2008). Culturally competent service 
provision issues experienced by aboriginal people living with HIV/AIDS. Pimatisiwin: A Journal of 
Aboriginal and Indigenous Community Health, 6(2): 155–180.

http://www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-health-and-substance-use.pdf
http://www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-health-and-substance-use.pdf
http://www.endvawnow.org/uploads/modules/pdf/1405612448.pdf
http://www.camh.ca/en/education/community_service_providers/resources_for_community_organizations/Pages/culture_counts_report.aspx
http://www.camh.ca/en/education/community_service_providers/resources_for_community_organizations/Pages/culture_counts_report.aspx
http://www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-health-and-substance-use.pdf
http://www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-health-and-substance-use.pdf


18 AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

48 Logie CH, James L, Tharao W, Loutfy MR. (2011). HIV, Gender, Race, Sexual Orientation, and Sex Work: 
A Qualitative Study of Intersectional Stigma Experienced by HIV-Positive Women in Ontario, Canada. 
PLoS Med 8(11), e1001124.

49 Noh MS, Rueda S, Bekele T, Fenta H, Gardner S, Hamilton H, et al. (2012). Depressive symptoms, 
stress and resources among adult immigrants living with HIV. Journal of Immigrant and Minority Health, 
14(3):405–12.

50 Noh MS, Rueda S, Bekele T, Fenta H, Gardner S, Hamilton H, et al. (2012). Depressive symptoms, 
stress and resources among adult immigrants living with HIV. Journal of Immigrant and Minority Health, 
14(3):405–12.

51 Muchenje M, Tharao W, Mehes M, Njeri R, Ndungu M, Hove P, et al. (2010). To disclose or not to 
disclose? The factors influencing HIV disclosure among African and Caribbean women. AIDS 2010—
XVIII International AIDS Conference: Abstract no. WEPE0602.

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

53 Public Health Agency of Canada. (2013). Population-specific HIV/AIDS status report: People living with 
HIV/AIDS. Ottawa, ON.

54 Adam BD, Betancourt G, Serrano-Sanchez A. (2011). Development of an HIV prevention and life skills 
program for Spanish-speaking gay and bisexual newcomers to Canada. The Canadian Journal of 
Human Sexuality, 20(1–2), 11–17. 

55 Here to Help. (2014). Cross-cultural mental health and substance use. Canadian Mental Health Association 
of British Columbia. Accessed from: www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-
health-and-substance-use.pdf 

56 Zhou YR. (2012) Changing behaviours and continuing silence: sex in the post-immigration lives of 
mainland Chinese immigrants in Canada. Culture, Health & Sexuality: An International Journal for 
Research, Intervention and Care, 14(1), 87–100.

57 Zhou YR, Coleman WD. (2011). ‘‘It’s a forced separation [. . .] and we’ve got used to this kind of life’’: 
changing dynamics of HIV risk in the context of immigration. International Journal of Migration, Health 
and Social Care, 7(1), 5–15.

58 Statistics Canada. (2011). Visible Minority (15), Age Groups (10), Sex (3) and Selected Demographic, 
Cultural, Labour Force, Educational and Income Characteristics (315) for the Population in Private 
Households of Canada, Provinces, Territories, Census Metropolitan Areas and Census Agglomerations, 
2011 National Household Survey (Data file). Statistics Canada Catalogue no. 99-010-X2011038.

59 Baidoobonso SM. (2011). HIV prevention needs of African, Caribbean and other black men and women: 
Findings from the BLACCH study interviews. Canadian Journal of Infectious Diseases and Medical 
Microbiology Conference: 20th Annual Canadian Conference on HIV/AIDS Research: Honouring our 
History, Embracing our Diversity, CAHR 2011 Toronto, ON Canada.

60 Muchenje M, Tharao W, Mehes M, Njeri R, Ndungu M, Hove P, et al. (2010). To disclose or not to 
disclose? The factors influencing HIV disclosure among African and Caribbean women. AIDS 2010— 
XVIII International AIDS Conference: Abstract no. WEPE0602.

61 Kaukinen C, Fulcher C. (2006). Mapping the social demography and location of HIV services across 
Toronto neighbourhoods. Health Soc Care Community,14(1): 37–48.

http://www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-health-and-substance-use.pdf
http://www.heretohelp.bc.ca/sites/default/files/cross-cultural-mental-health-and-substance-use.pdf


19AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

62 Setia MS, Quesnel-Vallee A, Curtis S, Lynch J. (2009). Assessing the Role of Individual and 
Neighbourhood Characteristics in HIV Testing: Evidence from a Population Based Survey 
The Open AIDS Journal, 3,46–54.

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

64 Newman PA, Williams CC, Massaquoi N, Brown M. (2008). HIV Prevention for Black Women: Structural 
Barriers and Opportunities. Journal of Health Care for the Poor and Underserved, 19(3), 829–841.

65 Newman PA, Williams CC, Massaquoi N, Brown M. (2008). HIV Prevention for Black Women: Structural 
Barriers and Opportunities. Journal of Health Care for the Poor and Underserved, 19(3), 829–841.

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

67 African and Caribbean Council on HIV/AIDS in Ontario. (2011). HIV Prevention Guidelines and Manual: 
A Tool for Service Providers Serving African and African Caribbean Communities Living in Canada: Part I. 
Accessed from: www.accho.ca/pdf/hiv_manual-part_1_ENGLISH.pdf 

68 World Health Organization. (2009). Integrating gender into HIV/AIDS programmes in the health sector. 
Geneva, Switzerland. 

69 De Maio FG, Kemp E. (2010). The deterioration of health status among immigrants to Canada. Global 
Public Health, 5(5), 462–478.

70 Oxman-Martinez J, Abdool SN, Loiselle-Leonard M. (2000). Immigration, women, and health in Canada. 
Canadian Journal of Public Health, 91(5), 394-395.

71 Interagency Coalition on AIDS and Development. (2011). ONE BLOOD: Youth & HIV in the Caribbean 
and Caribbean Diaspora in Canada. Accessed  from: www.icad-cisd.com/pdf/ ONE_BLOOD_Youth_ 
HIV_Caribbean_and_Caribbean_Diaspora_Canada_EN.pdf 

72 Millett GA, Jeffries WLIV, Peterson JL, et al. (2012). Common roots: a contextual review of HIV epidemics 
in black men who have sex with men across the African diaspora. Lancet, 380(9839), 411–423.  

73 Public Health Agency of Canada. (2012). Population-specific HIV/AIDS status report: Women. Ottawa, ON.

74 Asian Community AIDS Services. (2015). Asian MSM Pathways to Resiliency. Accessed from: 
www.acas.org/wp-content/uploads/2013/09/AMP2R-Report-FINAL-Online-SinglePages.pdf

75 Health Canada. (2010). Migration Health: Embracing a Determinants of Health Approach. Health Policy 
Research Bulletin,17.

76 Wu Z, Schimmele CM. (2005). Racial/ethnic variation in functional and self-reported health. Am J Public 
Health, 95(4), 710–16.

77 The Committee for Accessible AIDS Treatment. (2008). Transformation through collective action: 
Best practices in migration, HIV and mental health. Accessed from: http://librarypdf.catie.ca/PDF/
ATI-20000s/26023.pdf 

78 Hansson E, Tuck A, Lurie S and McKenzie K, for the Task Group of the Services Systems Advisory 
Committee, Mental Health Commission of Canada. (2010). Improving mental health services for 
immigrant, refugee, ethno-cultural and racialized groups: Issues and options for service improvement.

http://www.accho.ca/pdf/hiv_manual-part_1_ENGLISH.pdf
http://www.icad-cisd.com/pdf/ONE_BLOOD_Youth_HIV_Caribbean_and_Caribbean_Diaspora_Canada_EN.pdf
http://www.icad-cisd.com/pdf/ONE_BLOOD_Youth_HIV_Caribbean_and_Caribbean_Diaspora_Canada_EN.pdf
http://www.acas.org/wp-content/uploads/2013/09/AMP2R-Report-FINAL-Online-SinglePages.pdf
http://librarypdf.catie.ca/PDF/ATI-20000s/26023.pdf
http://librarypdf.catie.ca/PDF/ATI-20000s/26023.pdf


20 AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

79 Husbands W, Oakes W, Ongoiba F, Pierre-Pierre V, Soje P, McGee F. (2013). Talking Black: Understanding 
the HIV-related Needs, Challenges and Priorities of Heterosexual African, Caribbean and Black men in 
Ontario. Canada. Africans in Partnership Against AIDS and the AIDS Committee of Toronto.

80 McKeary M, Newbold B. (2010). Barriers to Care: The Challenges for Canadian Refugees and their 
Health Care Providers. Journal of Refugee Studies, 23(4), 523–545.

81 Bayoumi AM, degani N, Remis R, Walmsley SL, Millson P, Loutfy M, et al. (2011). HIV Infection. In: 
Bierman AS, editor. Project for an Ontario Women's Health Evidence-Based Report. St. Michael's 
Hospital and the Institute for Clinical Evaluative Sciences, p. 1–126.

82 Baidoobonso S, Bauer GR, Nixon Speechley K, Lawson E, The BLAACH Study Team. (2013). HIV risk 
perception and distribution of HIV risk among African, Caribbean and other Black people in a Canadian 
city: mixed methods results from the BLACCH study. British Medical Journal, 13, 184.

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

84 Public Health Agency of Canada. (2014). Population-specific status report: HIV/AIDS and other sexually 
transmitted and blood borne infections among youth in Canada. Ottawa, ON.

85 Baidoobonso S, Bauer GR, Nixon Speechley K, Lawson E, The BLAACH Study Team. (2013). HIV risk 
perception and distribution of HIV risk among African, Caribbean and other Black people in a Canadian 
city: mixed methods results from the BLACCH study. British Medical Journal, 13, 184.

86 Amankwah E, Ngwakongnwi E, Quan H. (2009). Why many visible minority women in Canada do not 
participate in cervical cancer screening. Ethn Health, 14(4), 337–49. 

87 Lofters AK, Moineddin R, Hwang SW, Glazier RH. (2010). Low rates of cervical cancer screening among 
urban immigrants: a population-based study in Ontario, Canada. Med Care, 48(7), 611–8.

88 McDonald JT, Kennedy S. (2007). Cervical cancer screening by immigrant and minority women in 
Canada. J Immigr Minor Health, 9, 323–3.

89 Pottie K, Greenaway C, Feightner J, Welch V, Swinkels H, Rashid M, et al. (2011). Evidence-based clinical 
guidelines for immigrants and refugees. Canadian Medical Association Journal,183(12), E824–E925.

90 Gichuki M, Karago-Odongo, J. (2012, January 24). Responding to HIV/AIDS in African, 
Caribbean and Black Communities in Canada [webinar]. Accessed from: www.cdnaids.ca/home.nsf/
ad7c054e653c96438525721a0050fd60/133af7a014bc577085257990004e93c6/$FILE/Microsoft%20
PowerPoint%20-%20Webinar%202--English%20Slides.pdf  

91 Canadian Ethnocultural Council. (2014). Hepatitis C, Hepatitis B, and HIV in High-Risk Immigrant Ethnic 
Communities: A Training Manual for Healthcare Providers. Accessed from: www.ethnocultural.ca/sites/
ethnocultural.ca/files/publications/CEC%20English%20Manual%202014%20Web%20info_publication.pdf 

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

93 Wiebe ER, Henderson A, Choi J, Trouton K. (2006). Ethnic Korean women’s perceptions about birth 
control. Contraception, 73(6), 623–727.

94 Canadian Public Health Association. (2014). exually Transmitted Infections and Other Blood-Borne 
Infections, including HIV, (STBBI) Health Equity Impact Assessment (HEIA) Tool. Accessed from:  
www.cpha.ca/uploads/pdf_files/heia_tool_en.pdf 

http://www.cdnaids.ca/home.nsf/ad7c054e653c96438525721a0050fd60/133af7a014bc577085257990004e93c6/$FILE/Microsoft%20PowerPoint%20-%20Webinar%202--English%20Slides.pdf
http://www.cdnaids.ca/home.nsf/ad7c054e653c96438525721a0050fd60/133af7a014bc577085257990004e93c6/$FILE/Microsoft%20PowerPoint%20-%20Webinar%202--English%20Slides.pdf
http://www.cdnaids.ca/home.nsf/ad7c054e653c96438525721a0050fd60/133af7a014bc577085257990004e93c6/$FILE/Microsoft%20PowerPoint%20-%20Webinar%202--English%20Slides.pdf
http://www.ethnocultural.ca/sites/ethnocultural.ca/files/publications/CEC%20English%20Manual%202014%20Web%20info_publication.pdf
http://www.ethnocultural.ca/sites/ethnocultural.ca/files/publications/CEC%20English%20Manual%202014%20Web%20info_publication.pdf
http://www.cpha.ca/uploads/pdf_files/heia_tool_en.pdf


21AT A GLANCE: PREVENTION OF SEXUALLY TRANSMITTED AND 
BLOOD BORNE INFECTIONS AMONG ETHNOCULTURAL COMMUNITIES

95 PHS Community Services Society. (2013). Peer HIV Testing. Accessed from: www.catie.ca/en/pc/
program/peer-testing-project 

96 British Columbia. Provincial Health Officer. (2014). HIV, Stigma and Society: Tackling a Complex Epidemic 
and Renewing HIV Prevention for Gay and Bisexual Men in British Columbia. Provincial Health Officer’s 
2010 Annual Report. Victoria, BC: Ministry of Health.

97  Mayer KH, Bekker L-G, Stall R, Grulich AE, Colfax G, Lama JR. (2012), Comprehensive clinical care for 
men who have sex with men: an integrated approach. Lancet, 380(9839), 378–87

98 Saewyc E. (2012). Analysis of Adolescent Health Survey. McCreary Centre Society. Vancouver, BC 
(unpublished data).

http://www.catie.ca/en/pc/program/peer-testing-project
http://www.catie.ca/en/pc/program/peer-testing-project

	_GoBack

