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Abstract

Background Hispanic/Latino people with HIV (PWH) experience disparities in health outcomes compared with other racial
and ethnic groups. Disaggregated data based on race for Hispanic/Latino PWH in the United States are rarely reported,
potentially masking inequities.

Methods The Medical Monitoring Project (MMP) is a complex sample survey of adults with diagnosed HIV. We used
weighted interview and medical record data collected from June 2015-May 2021 to examine differences in social determi-
nants of health (SDH) and health outcomes by self-reported race among Hispanic/Latino adults with diagnosed HIV.
Results Compared with White Hispanic/Latino PWH, Black Hispanic/Latino PWH were more likely to be unemployed (PR,
1.4; CI, 1.2-1.8), have a disability (PR, 1.3; CI, 1.2—1.5), have experienced homelessness (PR, 1.8; CI, 1.2-2.6), and have
been incarcerated (PR, 2.6; CI, 1.5-4.5). American Indian/Alaska Native (AI/AN) (PR, 1.8; CI, 1.1-2.7) and multiracial
(PR, 2.0; CI, 1.4-2.9) Hispanic/Latino PWH were more likely to have experienced homelessness than White Hispanic/
Latino PWH. Black (PR, 1.3; CI, 1.2-1.5) and multiracial (PR, 1.2; CI, 1.1-1.5) Hispanic/Latino PWH were more likely to
be virally unsuppressed than White Hispanic/Latino PWH.

Conclusion Black, multiracial, and AI/AN Hispanic/Latino PWH experience disparities in SDH and HIV outcomes. Lump-
ing Hispanic/Latino people into one racial and ethnic category obscures health disparities, which might limit our progress
towards reaching national HIV goals. Future studies should consider disaggregating by other factors such as Hispanic origin,
place of birth, immigration status, and primary language. Doing so recognizes the diversity of the Hispanic/Latino population.
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Introduction diverse and distinct national origins, cultures, and histories

were lumped into one group for policy making purposes.

The federal government defines “Hispanic or Latino” as
“persons of Cuban, Mexican, Puerto Rican, South or Cen-
tral American, or other Spanish culture or origin regard-
less of race. [1]” The terms “Hispanic” and “Latino” are
relatively new: the federal government first used the term
“Hispanic” in 1980 and introduced the term “Latino” into
the United States census in 1997 [2, 3]. Thus, people with
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“Latino” and “Hispanic” are often used interchangeably
though nuanced differences exist. For instance, “Hispanic”
may refer to people in the Americas and Spain who speak
Spanish or descend from Spanish-speaking communities
while “Latino” may refer to ancestry in Latin American
countries [4]. Despite their differences, the terms “Hispanic”
and “Latino” were given meaning in the United States. Thus,
the Hispanic/Latino ethnic identity was constructed socially
and historically. Furthermore, race is also a socially con-
structed category with no biological or genetic basis. As
an example, in the 1930 United States census, “Mexican”
was listed as a race. Further, since 1790, the U.S. Census
racial categories have changed in every decade [5, 6]. Today,
"Hispanic/Latino” is considered an ethnicity, and not a race.
Despite this, many studies reporting racial and ethnic data
will include “Hispanic/Latino” alongside the other racial
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categories that are part of the federal data collection stand-
ard (e.g., Black, White, Asian). In the United States, as in
other societies, race and ethnicity can affect many aspects
of a person’s life, including their health [7].

In 2020, of all adults and adolescents with diagnosed
HIV in the United States, 27% were Hispanic/Latino per-
sons [8]. In 2019, the percentage of Hispanic/Latino persons
who received HIV medical care, were retained in care, and
were virally suppressed was lower than among non-Hispanic
White persons [9]. The National HIV/AIDS Strategy aims to
reduce HIV-related disparities and inequities and recognizes
the importance of addressing social and structural drivers of
health among populations disproportionally affected by HIV,
including Hispanic/Latino persons [10].

Hispanic/Latino persons have differing life experiences
based on factors like race, primary language, and place
of birth. Reports on Hispanic/Latino PWH in the United
States rarely disaggregate data according to these factors,
potentially masking inequities. Furthermore, few studies
report differences in health determinants and outcomes by
race. One study found that Black Hispanic/Latino men had
a greater HIV prevalence than White Hispanic/Latino men
and another study found that Black Hispanic/Latino PWH
had an increased mortality risk compared with White His-
panic/Latino PWH [11, 12]. In another study, there were no
differences in retention in care between Black and White
Hispanic/Latino PWH [13]. These studies have their limita-
tions, including being typically conducted in one city and
only including Black and White Hispanic/Latino PWH. To
our knowledge, differences in social determinants of health
(SDH) and clinical outcomes by race of Hispanic/Latino
PWH in the United States have not been assessed using
recent, nationally representative data.

According to the National Commission to Transform
Public Health Data Systems, collecting granular data across
groups (including racial and ethnic groups) that can be
aggregated and disaggregated and reporting these data is key
to achieving health equity [14]. Our main objective was to
disaggregate ethnicity data by race to understand the experi-
ences of Hispanic/Latino PWH more fully. Specifically, we
examined differences in demographic characteristics, SDH,
and clinical outcomes among Hispanic/Latino PWH, by self-
reported race using HIV surveillance data from a national
probability sample. Race is considered a proxy measure for
social stratification and experiences of racism, which affects
the inequitable distribution of resources, contributing to
health disparities [15]. Hispanic/Latino people are racially
diverse and may have different experiences based on (self-
identified or socially ascribed) race. In examining differ-
ences in SDH and clinical outcomes among Hispanic/Latino
PWH by race, we hope to elucidate disparities that otherwise
remain hidden when Hispanic/Latino PWH are analyzed
as a monolith. Our approach is crucial for identifying and

addressing health disparities among Hispanic/Latino PWH
and is an important step towards describing Hispanic/Latino
persons using characteristics reflecting their diversity. It is
also an important step towards assessing whether the pan-
ethnic label of Hispanic/Latino meaningfully groups people
according to shared experiences based on race and ethnicity.

Methods

The Medical Monitoring Project (MMP) is an annual cross-
sectional survey designed to produce nationally representa-
tive estimates of behavioral and clinical characteristics of
adults with diagnosed HIV in the United States. MMP meth-
ods are described in detail elsewhere [16]. Briefly, MMP
used a two-stage sampling method. First, 16 states and one
territory were sampled from U.S. states, the District of
Columbia, and Puerto Rico. Then, simple random samples
of persons with diagnosed HIV aged > 18 years were drawn
for each participating state or territory from the National
HIV Surveillance System (NHSS), a census of persons with
diagnosed HIV in the United States. Health department staff
in participating project areas located and recruited sampled
persons using information in their local health department
NHSSS records and other sources available [16]. Health
department staff recruited people through a combination of
phone, text messaging, mail, and in person contact attempts.

We included data from the 2015-2020 MMP cycles. Data
collection—via phone or in-person interviews and medical
record abstractions—began in June of each cycle until the
following May. Bilingual staff or interpreters interviewed
monolingual Spanish speakers using a Spanish-translated
questionnaire. Data were weighted based on known proba-
bilities of selection at state/territory and person levels. Addi-
tionally, data were weighted to adjust for person nonresponse
and post-stratified to known population totals by age, race,
ethnicity, and sex at birth from NHSS [16].

MMP data collection is part of routine public health sur-
veillance and thus determined to be non-research. Participat-
ing jurisdictions obtained local institutional review board
approval to collect data, when required. Informed consent
was obtained from all participants.

Measures

Participants were asked “Do you consider yourself to be of
Hispanic, Latino/a, or Spanish origin?” and “Which racial
group or groups do you consider yourself to be in? You may
choose more than one option.” The response options were
based on OMB Directive No. 15: American Indian or Alaska
Native (AI/AN), Asian, Black or African American (Black),
Native Hawaiian or other Pacific Islander, or White [17]. We
categorized Hispanic/Latino participants as White if they
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reported being White and said “no” to all other races. We
categorized Black and AI/AN Hispanic/Latino persons simi-
larly. We categorized participants who reported > 2 races
as multiracial. Participants who answered “no” to all races,
refused to identify with any race, or had some combination
of these were classified as “race not selected.” Final racial
identity categories among Hispanic/Latino people for this
analysis included White, Black, AI/AN, multiracial, and race
not selected.

Participants who spoke a language other than English at
home and spoke English less than “very well” were classi-
fied as having limited English proficiency (LEP). Partici-
pants residing in Puerto Rico at the time of interview were
excluded from the LEP analysis because English is not the
primary language there. Participants were asked about coun-
try or territory of birth. Participants born in Puerto Rico
were classified as not born in the United States for this anal-
ysis since cultural conceptions of race in Puerto Rico are
different from those in the continental United States [18].
We asked participants to report their Hispanic/Latino ori-
gin, allowing for > 1 category: Mexican, Mexican American
or Chicano/a; Puerto Rican; Cuban; or another Hispanic,
Latino/a, or Spanish origin. We categorized participants who
selected multiple Hispanic origins as “another Hispanic,
Latino/a, or Spanish origin(s).”

We asked participants with > 1 HIV care visit in the past
12 months if they experienced health care discrimination
using an adapted version of a validated scale [19]. Partici-
pants who reported experiencing > 1 form of discrimination
were categorized as having experienced discrimination.
Unmet need for ancillary services was defined as needing,
but not receiving, > 1 services that support positive health
outcomes (e.g., HIV case management, mental health coun-
seling) [20]. Antiretroviral therapy (ART) adherence was
defined as not missing any doses during the past 30 days.
Sustained viral suppression was defined as all documented
viral loads as undetectable or <200 copies/mL during the
past 12 months.

Data on demographic characteristics (e.g., gender, age,
country of birth) and SDH (e.g., health insurance, employ-
ment, incarceration) were obtained from the interview. Per-
centage of the federal poverty level (FPL) was based on the
participant’s household income during the prior calendar
year. Clinical data on ART prescription and sustained viral
suppression were abstracted from participants’ medical
records for the year prior to interview. All measures were
based on the past 12 months unless otherwise indicated.

Data Analysis
We limited this analysis to Hispanic/Latino participants

who identified as White, Black, AI/AN, multiracial, or did
not select a race (n=5,181). Asian and Native Hawaiian, or
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other Pacific Islander participants were excluded based on
small sample sizes (n=45, 0.7%). We reported weighted
percentages with 95% confidence intervals (CIs) for all char-
acteristics, and calculated prevalence ratios with predicted
marginal means to quantify differences by race (P <0.05
considered significant). We performed all analyses using
SAS survey procedures and SAS-callable SUDAAN.

Results

Sixty-five percent of Hispanic/Latino PWH identified as
White, 13% as Black, 9% as multiracial, and 4% as AI/AN.
Ten percent did not select a race. Compared with White His-
panic/Latino PWH, Black (PR, 0.5; CI, 0.4-0.6) and mul-
tiracial (PR, 0.7; CI, 0.6-0.8) Hispanic/Latino PWH were
less likely to have LEP while PWH who did not select a race
were more likely to have LEP (PR, 1.2; CI, 1.1-1.4). Al/
AN Hispanic Latino PWH were the only racial group more
likely to be born in the United States (PR, 1.7; CI, 1.4-1.9)
compared with White Hispanic/Latino PWH. On the other
hand, PWH who did not select a race were less likely to be
born in the United States (PR,0.7; CI, 0.5-0.8) compared
with White Hispanic/Latino PWH. Black (PR, 2.0; CI, 1.8
—2.3) and multiracial (PR, 1.8; CI, 1.4-2.2) Hispanic/Latino
PWH were more likely to be born in Puerto Rico than White
Hispanic/Latino PWH.

Black Hispanic/Latino PWH (PR, 2.3; CI, 2.0-2.7) were
more likely to identify as Puerto Rican, AI/AN Hispanic/
Latino PWH were more likely to identify as Mexican or Chi-
cano (PR, 1.3; CI, 1.1-1.6), and multiracial Hispanic/Latino
PWH were more likely to identify as another Hispanic/
Latino origin (PR, 1.3; CI, 1.2-1.5) than White Hispanic/
Latino PWH. No AI/AN Hispanic/Latino PWH identified
as Cuban (Table 1).

Demographic characteristics and SDH among Hispanic/
Latino PWH varied by race. Black Hispanic/Latino PWH
were more likely than White Hispanic/Latino PWH to be
female (PR, 1.6; CI, 1.4-1.8), 18-29 years old (PR, 1.8;
CI, 1.3-2.5), and unemployed (PR, 1.4; CI, 1.2-1.8). Black
Hispanic/Latino PWH were also more likely to live in house-
holds with incomes that were < 100% of the FPL (PR, 1.4;
CI, 1.3-1.6), have any disability (PR, 1.3; CI, 1.2-1.5), have
experienced homelessness (PR, 1.8; CI, 1.2-2.6), and to
have been incarcerated in the past 12 months (PR, 2.6; CI,
1.5-4.5), than White Hispanics/Latino PWH. AI/AN His-
panic/Latino PWH were more likely than White Hispanic/
Latino PWH to have less than a high school education (PR,
1.4; CI, 1.1-1.7) and to have experienced homelessness (PR,
1.8; CI, 1.1-2.7). Multiracial Hispanic/Latino PWH were
more likely than White Hispanic/Latino PWH to live in
households with incomes that were < 100% of the FPL (PR,
1.3; CI, 1.2-1.5), have any disability (PR, 1.3; CI, 1.2-1.4)
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and have experienced homelessness (PR, 2.0; CI, 1.4-2.9).
Hispanic/Latino PWH who did not select a race were more
likely than White Hispanic/Latinos PWH to have less than
a high school education (PR, 1.3; CI, 1.1-1.5) (Table 2).

Compared with White Hispanic/Latino PWH, AI/AN
(PR, 1.6; CI, 1.3-2.0) and Black (PR, 1.3; CI, 1.1-1.5) His-
panic/Latino PWH were more likely to have missed > 1 HIV
care appointments in the past 12 months. Black (PR, 1.3; CI,
1.1-1.6) and multiracial (PR, 1.4; CI, 1.1-1.7) Hispanic/
Latino PWH were more likely to have experienced discrimi-
nation in an HIV care facility and have an unmet need for
ancillary services (PR, 1.2; CI, 1.1-1.4 and PR, 1.3; CI,
1.1-1.5, respectively) than White Hispanic/Latino PWH.
Black (PR, 1.2; CI, 1.1-1.3) and AI/AN (PR, 1.2; CI, 1.1
— 1.4) PWH were more likely to not be adherent to antiret-
roviral therapy than White Hispanic/Latino PWH. Black
(PR, 1.3; CI, 1.2-1.5) and multiracial (PR, 1.2; CI, 1.1-1.5)
Hispanic/Latino PWH were more likely to be virally unsup-
pressed than White Hispanic/Latino PWH. We found no dif-
ferences in prescription of ART, currently taking ART, and
stage 3 classification (AIDS) by race (Table 3).

Discussion

Our results demonstrate that Hispanic/Latino PWH in the
United States are not a monolith and have diverse back-
grounds and health care experiences. Health disparities
remain hidden when Hispanic/Latino PWH are placed into
one racial and ethnic category that disregards differences in
racial identity.

Our results show the diverse backgrounds and experi-
ences of Hispanic/Latino PWH regarding English profi-
ciency, country of birth, and Hispanic origin. About one
in five Black Hispanic/Latino PWH had LEP, compared
with over half of Hispanic/Latino PWH who did not select
a race. Black and multiracial Hispanic/Latino PWH were
more likely to be born in Puerto Rico, and Black Hispanic/
Latino PWH were more likely to identify as Puerto Rican
than White Hispanic/Latino PWH. Natural disasters, and
dire political and socioeconomic conditions have created a
precarious public health environment in Puerto Rico [21].
For instance, after Hurricanes Irma and Maria, Puerto Rico’s
power grid, communications infrastructure, and water treat-
ment plants were damaged, which had downstream effects
on people’s physical and emotional health and SDH, such
as poverty, unstable housing, and unemployment [22, 23].
Future studies should examine differences in SDH and
health outcomes of Puerto Rican PWH in Puerto Rico and
Puerto Rican PWH living in the United States. It is also
important to intervene on the structural factors that have led
to inadequate SDH in Puerto Rico.

AI/AN Hispanic/Latino PWH were more likely to iden-
tify as Mexican or Chicano and more likely to have been
born in the United States compared with White Hispanic/
Latino PWH. In fact, 63% of AI/AN Hispanic/Latino PWH
were born in the United States. PWH who did not iden-
tify with any race were less likely to have been born in the
United States than White Hispanic/Latino PWH. One study
found that non-U.S. born Hispanic/Latino PWH were more
likely to be virally suppressed than Hispanic/Latino PWH
born in the 50 U.S. states or the District of Columbia [24].
However, other studies have found mixed results in associa-
tions between birth country and viral suppression [25, 26].
Another study found greater disparities when comparing
U.S-born Black and White Hispanic/Latinos than non-US-
born Black and White Hispanic/Latinos [12]. Researchers
have posited that while non-U.S. born Hispanic/Latinos are
still racialized in their birth countries, there may be a distinct
form and expression of racialization and discrimination in
the United States that exerts an often-negative effect on the
health of Hispanic/Latino once in the United States [27, 28].
Future studies should examine how place of birth and race
affect the health of Hispanic/Latino persons.

Black, AI/AN, and multiracial Hispanic/Latino PWH
experienced substantial disparities in SDH compared with
White Hispanics/Latino PWH. Our findings support those
found in the literature. For instance, more Black than White
Hispanic/Latino PWH lived in poverty; and Black Hispanic/
Latino PWH were more likely to be unemployed than White
Hispanic/Latino PWH [12, 13]. Another study found that the
effect of poverty on mortality risk was stronger for Black
than White Hispanic/Latino PWH [12]. We are not aware of
studies that have compared SDH among AI/AN or multira-
cial and White Hispanic/Latino PWH. We found that more
AI/AN and multiracial than White Hispanic/Latino PWH
experienced homelessness. AI/AN populations are dispro-
portionately affected by homelessness and the SDH that are
associated with it [29].

The prevalence of disability was higher among Black
and multiracial than White Hispanic/Latino PWH. Further-
more, the prevalence of disability was higher among Black
(56%) and multiracial (53%) Hispanic/Latino PWH than the
general U.S. adult population (26%) [30]. Hispanic/Latino
PWH, especially Black and multiracial Hispanic/Latino
PWH, experience high levels of disability, which could lead
to experiences of ableism and racism—and subsequently
systemic inequality [31].

We found that Black Hispanic/Latino PWH were more
likely to be younger and female than White Hispanic/
Latino PWH. Studies have found that young people are
less likely to be linked to and retained in care, and virally
suppressed than older people [32, 33]. Additionally, stud-
ies have shown that women had lower levels of viral sup-
pression compared to all PWH, and non-Hispanic Black

@ Springer
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Table 3 Health care and clinical characteristics among Hispanics/Latinos with diagnosed HIV, by race—United States, 2015-2020 (N=5,181)

White? Black American Indian/Alaska Native
P % (95% CI* n® % (95% CD* PR(95% CI) p-value n° % (95% CDF PR (95% CI)  p-value
Missed > 1 HIV care appointment in past 12 months
Yes 828 25.3(23.6-27.1) 208  31.9(27.6-36.2) 1.3(1.1-1.5) 0.01 67 40.9 (32.2-49.5) 1.6(1.3-2.00 <0.01
No 2413 74.7(729-76.4) 462  68.1(63.8-724) — — 113 59.1(50.5-67.8) — —
Experienced discrimination in a health care setting
Yes 343 20.8 (18.5-23.2) 85 27.7 (23-32.5) 1.3 (1.1-1.6) 0.01 26 24.7 (15.8-33.5) 1.2(0.8-1.7) 0.41
No 1,274 79.2(76.8-81.5) 244  72.3(67.5-77) — — 7 75.3 (66.5-84.2) — —
> 1 unmet need for ancillary services®
Yes 666 40.6 (37.7-43.6) 168  48.8(42.2-554) 1.2(1.1-14) 0.01 49 49.2 (38.5-59.8) 1.2 (1.0-1.5) 0.13
No 1,012 594 (56.4-62.3) 181 51.2(44.6-57.8) — — 52 50.8 (40.2-61.5) — —
Received care at Ryan White HIV/AIDS Program-funded facility
Yes 2,417  763(73.0-79.6) 561  85.7(80.7-90.6) 1.1(1.1-1.2) <0.01 135 79.0(71.9-86.0) 1.0(0.9-1.1) 0.50
No 712 23.7 (20.4-27.0) 81 143 (9.4-19.3) — — 37 21.0 (14.0-28.1) — —
Prescribed ART®
Yes 2914 84.9(83.1-86.8) 595 84.2(79.8-88.7) 1.0(0.9-1.1) 0.78 161  85.0(77.5-92.5) 1.0(0.9-1.1) 0.98
No 362 15.1 (13.3-16.9) 79 15.8(11.3-20.2) — — 20 15.0 (7.5-22.5) — —
Currently taking ART
Yes 3,156  94.9(93.6-96.2) 645 93.3(90.4-96.3) 1.0(1.0-1.0) 032 — — — —
No 96 513.8-64) 27 6.7 (3.7-9.6) — — — — — —
ART dose adherence, past 30 days
Yes 1,425 45.4(43.2-47.6) 254 359(31.140.7) — — 60 349 (27.0-42.8) — —
No 1,719 54.6(52.4-56.8) 390 64.1(59.3-68.9) 1.2(1.1-1.3) <0.01 114 65.1(57.2-73.0) 1.2(1.1-1.4) 0.01
Sustained viral suppression’
Yes 2,374  67.9(65.5-704) 408 57.8(51.6-63.9) — — 124 63.0(543-71.6) — —
No 902 32.1(29.6-34.5) 266 42.2(36.1-48.4) 13(1.1-1.5) <0.01 57 37.0 (28.4-45.7) 1.2(0.9-1.5) 0.28
Stage 3 classification (AIDS)#
Yes 1,838  54.5(52.5-56.5) 377  53.9(49.3-58.5) 1.0(0.9-1.1) 0.81 103  53.2(44.6-61.8) 1.0(0.8-1.2) 0.78
No 1,436  45.5(43.5-47.5) 296  46.1 (41.5-50.7) — — 78 46.8 (38.2-554) — —
Multiracial Race not selected
n® % (95% CI)° PR (95% CI) p-value n® % (95% CI)* PR (95% CI) p-value
Missed > 1 HIV care appointment in past 12 months
Yes 149 30.2 (24.9-35.4) 1.2(1.0-1.4) 0.09 139 27.7 (22.2-33.2) 1.1 (0.9-1.3) 041
No 380 69.8 (64.6-75.1) — — 374 72.3 (66.8-717.8) — —
Experienced discrimination in a health care setting
Yes 72 28.7 (22.3-35) 1.4 (1.1-1.7) 0.02 40 22.7 (15.6-29.7) 1.1 (0.8-1.5) 0.63
No 195 71.3 (65-77.7) — — 157 77.3 (70.3-84.4) — —
> 1 unmet need for ancillary servicesd
Yes 143 52.9 (46.5-59.4) 1.3 (1.1-1.5) <0.01 79 40.3 (33.1-47.4) 1.0 (0.8-1.2) 0.92
No 139 47.1 (40.6-53.5) — — 127 59.7 (52.6-66.9) — —
Received care at Ryan White HIV/AIDS Program-funded facility
Yes 400 77.0 (70.3-83.8) 1.0 (0.9-1.1) 0.81 377 81.3 (75.5-87.0) 1.1(1.0-1.1) 0.05
No 101 23.0 (16.2-29.7) — — 114 18.7 (13.0-24.5) — —
Prescribed ART®
Yes 468 83.6 (79-88.3) 1.0 (0.9-1.0) 0.60 471 88.8 (84.9-92.7) 1.1 (1.0-1.1) 0.07
No 65 16.4 (11.7-21) — — 46 11.2 (7.3-15.1) — —
Currently taking ART
Yes 503 92.0 (88.1-95.9) 1.0 (0.9-1.0) 0.16 502 96.6 (94.9-98.4) 1.0 (1.0-1.0) 0.13
No 28 8.0 (4.1-11.9) — — 13 3.4 (1.6-5.1) — —
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Table 3 (continued)

Multiracial Race not selected
n® % (95% CI)*® PR (95% CI) p-value n® % (95% CI)*® PR (95% CI) p-value
ART dose adherence, past 30 days
Yes 209 39.6 (34.5-44.8) 0.9 (0.8-1.0) 219 43.5 (38.19-48.77) — —
No 292 60.4 (55.2-65.5) — 281 56.5 (51.2-61.8) 1.0 (0.9-1.2) 0.51
Sustained viral suppression’
Yes 351 60.0 (53.9-66.2) — 383 72.9 (68.2-717.7) — —
No 182 40.0 (33.8-46.1) 1.2 (1.1-1.5) 134 27.1 (22.3-31.8) 0.8 (0.7-1.0) 0.05
Stage 3 classification (AIDS)®
Yes 295 53.4 (47.4-59.4) 1.0 (0.9-1.1) 312 60.3 (54.0-66.5) 1.1 (1.0-1.2) 0.09
No 238 46.6 (40.6-52.6) — 203 39.7 (33.5-46.0) — —

Abbreviations: CI Confidence interval; ART Antiretroviral therapy; PR Prevalence ratio

Note: Estimates with a coefficient of variation (CV)>0.30 were considered to be unstable and were therefore suppressed

# White is the referent category

® Numbers are unweighted

¢ Percentages are weighted column percentages and Cls incorporate weighted percentages

4 Unmet need for services was self-reported and defined as needing, but not receiving a particular service in the past 12 months. Services include
HIV case management, patient navigation services, HIV peer group support, dental care, mental health services, drug or alcohol counseling or
treatment, domestic violence services, transportation assistance, meal or food services, and shelter or housing

¢ ART prescription documented in medical record; persons with no medical record abstraction were considered to have no documentation of

ART prescription

f Sustained viral suppression defined as having all viral load tests in the past 12 months <200 copies/mL or undetectable

€ HIV infection, stage 3 (AIDS): documentation of an AIDS-defining condition or either a CD4 count of <200 cells/uL or a CD4 percentage of
total lymphocytes of < 14. Documentation of an AIDS-defining condition supersedes a CD4 count or percentage that would not, by itself, be the

basis for a stage 3 (AIDS) classification

women were less likely to be virally suppressed than His-
panic/Latina and White women; however, these studies did
not examine the intersectional identities of gender, race,
and ethnicity [34, 35]. Doing so, might further elucidate
health disparities.

Black and multiracial Hispanic/Latino PWH experi-
enced challenges with HIV care. For instance, compared
with White Hispanic/Latino PWH, Black and multiracial
Hispanic/Latino PWH more likely experienced discrimina-
tion while getting care, and had an unmet need for ancillary
services. Experiencing health care discrimination has been
associated with suboptimal ART adherence and viral unsup-
pression [36, 37]. Experiencing health care discrimination
might lead to unmet needs for ancillary services, which has
been associated with adverse health outcomes [20].

We found that Black and AI/AN Hispanic/Latino PWH
were less likely to adhere to HIV medications, and Black
and multiracial Hispanic/Latino PWH were less likely to be
virally suppressed than White Hispanic/Latino PWH. Pre-
vious literature supports the finding on differences in viral
suppression by race of Hispanic/Latinos; however, this asso-
ciation became null after adjusting for several factors [13].
Future studies should explore differences in viral suppres-
sion by race of Hispanic/Latino PWH while adjusting for
important factors.

@ Springer

To our knowledge, there is a dearth of literature compar-
ing health outcomes between AI/AN Hispanic/Latino people
(who might prefer to identify as indigenous or with their
indigenous ethnic group [e.g., Maya, Nahua]) and White
Hispanic/Latino people. Thus, we are unable to note how
our findings are similar or different from the literature in
the United States. Nevertheless, we can look towards litera-
ture on Latin America, which shows that indigenous com-
munities are disproportionately affected by SDH associated
with poor health outcomes. The indigenous population of
Latin America—most of whom live in Mexico, Guatemala,
Peru, and Bolivia—consists of between 42-53 million peo-
ple who belong to between 655—774 different ethnic groups
[38]. Indigenous people have worse health outcomes than
the non-indigenous, settler descendant community in Latin
America. They are also less likely than non-indigenous
people to receive adequate health care in part because of
barriers like lack of transportation, language (many indig-
enous communities do not speak Spanish), discrimination,
and geographic isolation [38, 39]. These disparities can be
attributed to the historical, economic, and social exclusion
of indigenous communities in the region. Like in the United
States, there is a lack of data among indigenous popula-
tions in Latin America, which is a barrier to understand-
ing their health and the health determinants contributing
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to disparities. For instance, according to a 2019 literature
review, only six countries in Latin America had HIV and
STI case reporting or surveillance data disaggregated by
ethnic origin and there was variability in the methods used
for determining ethnic origin among indigenous populations
[40]. Thus, these issues are not unique to the United States.

The prevalence of LEP is higher among Hispanic/Latino
PWH than among all PWH [41]. Thus, more Spanish-speak-
ing clinicians and other personnel are needed. Interpreter
services and translated materials should be readily avail-
able in HIV care clinics and hospitals. Persons with LEP
should also be informed of their rights to access language
services under Title VI of the Civil Right Act. Public health
data collection systems should also collect granular data on
language spoken in the home, as some Hispanic/Latino peo-
ple may speak indigenous languages like Quechua, Guarani,
and Aymara. Last, engaging Hispanic/Latino communities in
HIV service delivery, research, and policymaking, and creat-
ing public health opportunities for them is key to reducing
health disparities [10].

Racism—not race—is a “driving force” of SDH and a
barrier to health equity. Racism may explain some of the
differences in this analysis [42]. Studies show that Hispanic/
Latino persons who are perceived as White by others self-
report better health and better health outcomes than His-
panic/Latinos who are perceived as belonging to a racial or
ethnic minority group [43, 44]. Other studies have found
that Black Hispanic/Latino persons resemble non-Hispanic
Black persons in income, insurance coverage, and having
seen a doctor in the past year [45]. Some posit that racial
identification among Hispanic/Latino persons may be a
proxy for experiencing racism and discrimination, leading
to the same negative health exposures that non-Hispanic
Black persons face [46]. Cuevas et al. 2016 similarly pos-
its that Black Hispanic/Latino persons might experience
more health disparities than other Hispanic/Latino persons
because of experiences of race-based discrimination [47].
Thus, racism may exert a more negative effect on the health
of Black, multiracial, and AI/AN Hispanic/Latino persons
than White Hispanic/Latino persons and Hispanic/Latinos
who do not select a race.

Experiencing racism and discrimination can be traumatic.
Providers should consider incorporating a trauma-informed
approach in HIV health care settings. This approach creates
safety, transparency, trust, and respect; prioritizes shared
decision making; empowers patients; and addresses cultural
biases [48]. Furthermore, systemic racism—which “refers
to the processes and outcomes of racial inequality and ineq-
uity in life opportunities and treatment”—affects SDH [49].
Systemic racism operates on many levels and is present in
institutional structures (e.g., policies, practices), social struc-
tures (e.g., culture, laws), individuals (e.g., attitudes, beliefs,
values), and everyday interactions [49]. Thus, interventions

to address the health of Hispanic/Latino PWH can focus on
SDH like poverty, unemployment, immigration, education,
stigma, homophobia, racism, and language-based inequity.

Public health data and data systems are key to achiev-
ing health equity, as these data tell a story of the health of
populations [14]. However, structural racism also affects the
collection and analysis of data on racial and ethnic groups,
like Hispanic/Latino PWH [50]. To combat the structural
racism present in data collection and analysis, it is important
to collect granular data across population groups that can be
aggregated and disaggregated. This allows us to gain a better
understanding of health disparities within and between racial
and ethnic groups. HIV surveillance systems can assess cur-
rent gaps in the reporting of race and ethnicity data (along
with other key data), as these gaps might limit the ability
to report these data using a health equity lens and renders
diverse populations invisible when “policies are made,
resources are allocated, and programs are designed and
implemented” [51]. It is also important to consider recruit-
ment and data collection approaches and how they might
exclude the participation of Hispanic/Latino persons. For
instance, recruitment and data collection materials should
be translated into Spanish for monolingual Spanish-speaking
Hispanic/Latino persons. Further, bilingual data collectors
with Spanish language and cultural proficiency are needed
to collect data among monolingual Spanish-speaking popu-
lations, who are often underrepresented in data collection
activities. Collecting granular data about languages spoken
in the home, might also signal local interpreter or translation
needs for recruitment and data collection.

We used OMB directive No.15 race and ethnicity catego-
ries, which Hispanic/Latino persons do not identify with, as
exemplified by the 2020 census which showed that “other”
was the most reported race among Hispanic/Latino per-
sons [52]. In one study, Hispanic/Latino persons preferred
to describe their race as “Hispanic,” “Latino,” “Latinx”
or using the country or region of ancestry. Additionally,
more Hispanic/Latino persons identified as “Afro-Latino”
or “Afro-Caribbean,” than Black or African American, and
more identified as AI/AN when researchers added examples
like “Maya,” “Nahua,” or “Taino” than when AI/AN was
used alone [53]. We found that PWH who did not select a
race were more likely to be non-U.S. born and to have LEP
than White Hispanic/Latino PWH, which supports the find-
ing that non-U.S. born Hispanic/Latino persons generally do
not identify with the standard race and ethnicity categories
used in the United States. To identify and address health
disparities accurately, we need measures of race that are
meaningful to Hispanic/Latino persons. Our findings might
differ if we used more appropriate measures of race.

Our study was subject to limitations. Racial identifica-
tion is influenced by many factors, including birthplace,
immigration status, primary language, and politics [47].
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However, we did not know why people self-reported the
race they did (or did not). We also asked about self-iden-
tified race. Thus, we might not have captured the expe-
riences of people whose self-identified race differs from
the race others perceive them to be. Our sample size of
A/AN persons was small, yielding some unstable esti-
mates and estimates with wide Cls: these findings should
be interpreted with caution. Our analysis excluded Asian
and Native Hawaiian and other Pacific Islander persons
because of small sample sizes. Future studies should
examine these populations to better understand their health
outcomes and tailor interventions accordingly. Sociodemo-
graphic, and behavioral data collected were self-reported
and subject to social desirability and recall bias. Our data
are cross-sectional; thus, causality cannot be inferred.
Last, our data our descriptive and did not assess for con-
founding factors.

Conclusions

This is the first study to elucidate how race affects the
health of Hispanic/Latino PWH in the United States using
nationally representative data. We found that Black, mul-
tiracial, and AI/AN Hispanic/Latino PWH have a higher
prevalence of SDH associated with adverse health out-
comes and suboptimal HIV clinical outcomes than White
Hispanic/Latino PWH. Researchers should disaggregate
by other factors like Hispanic origin, place of birth, and
primary language thereby recognizing the diversity of His-
panic/Latino persons. Surveys should include alternative
measures of race along with the standard racial categories.
Last, more strategies and interventions that address the
SDH that contribute to health disparities are needed.
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