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Are rural populations at risk for HIV?

Y es. From 1988 to 1990, the 25 counties in the US with the highest rates of increasein AIDS cases were
mostly rural counties with an average population of 73,000. (1) In 1996, AIDS casesin rural areas

(population of less than 50,000) represented 6.7% of all AIDS casesin the US. (2)

Newly reported AIDS casesin rural areas of the US are increasing in the South, among young people,
among African-Americans and Hispanics, and among people infected through heterosexual contact. In
rural eastern North Carolina, people with HIV are more likely to be female, heterosexual, non-white, and

younger. (3)

What puts rural people at risk?

In many rural areas, heterosexual contact accounts for the most HIV transmission. In addition, having a
sexually transmitted disease (STD) such as syphilis and gonorrhea may increase the likelihood of HIV
transmission. In Monroe County, LA, women accounted for 33.3% of all new HIV infections and
adolescents 9.7%. Monroe aso has one of the highest syphilis rates in the nation. (4)

Injection drug use and non-injection drug use, especially crack cocaine use, puts many rural residents at
risk for HIV. Drug use is closely linked to prostitution, especially among women and teens. The
combination of crack cocaine use and a flourishing sex industry have caused Belle Glade, FL, an
agricultural community near West Palm Beach, to have the highest cumulative per capita incidence of
AIDSintheUS. (5)

Many men who have sex with menin rural areas remain "in the closet" and their sexual lives remain
secretive. (6) These men may engage in unprotected sex in anonymous sexual encountersin public places

like rest stops and adult book stores, or may travel to large cities where they encounter alarge pool of
HIV-infected men.

What are rural challenges?

Rural communities can provide their members both strong support and strong condemnation at times. In
rural areas, traditional moral values, conformity to community norms and intolerance of diversity can be
strong. (7) In some cases, homophobia, racism, sexism, and stigmatization of people with AIDS,

homosexuals, minorities and drug users makes effective HIV prevention nearly impossible. (8)

Confidentiality can be hard to maintain in rural areas, yet is crucia for many residents due to fear of



stigmatization. (9) Testing for HIV, discussing sexual practices with clinicians, obtaining drug treatment,

or buying condomsin local stores-all important preventive activities-can be difficult to do confidentially
in rural areas.

Health care providers are the primary source for health education and prevention counseling in many
rural areas. However, rural clinicians may believe that HIV isnot a problem in their area and may not
conduct proper risk assessments of patients and may not properly diagnose cases. Rural physicians may
also be reluctant to become known as "the AIDS doctor" for fear of scaring off other patients. (9)

In addition to addressing prevention issues in their own areas, rural service providers must also address
issues surrounding residents who travel to urban areas and may engage in high risk sexual or drug using
behavior while there. Rural health care providers are aso burdened by the migration of HIV + patients
who may have become infected in urban centers and returned home to rural areas for care. (3)

Geographic and climactic conditions can hinder access to preventive services, especially in rural western
US. (10) Many rural residents do not have access to transportation, and for those who do, rugged

topography, severe winters and long distances between towns can mean traveling severa hours for
medical care or socia services.

What are legal barriers?

Schools are one of the few venues available to educate adolescents about HIV/STD prevention in rural
areas. However, in recent years many states have passed laws that restrict sex education in schools and
limit what teachers can say to students, including discussing condom use, drug use and homosexuality.

(11)

For many seasonal migrant farm workers, poverty, lack of access to health care services and isolation
have hampered HIV prevention efforts. Recent anti-immigrant laws, including mandatory HIV testing,
have driven many at-risk migrant workersinto an underground way of life and have made it hard to offer
services to non-legal workers. (12)

What's being done?

Prevention efforts that are incorporated into already existing services can be effective in rural areas.
Settings that might attract those at greatest risk for HIV include truck stops, rest areas, gay bars,
recreation centers, adult book shops and movie theaters. (6)

In rural British Columbia, Canada, local AIDS services, resources, populations and transmission statistics
were inventoried in a computer database and mapping program. The program created easy-to-read
colored maps that broke down literacy and cultural barriers. The program increased resource sharing and
networking among communities and harnessed non-traditional resources. After six months, community
partnerships and job satisfaction increased and rural populations served increased tenfold with no
increase in program costs. (13)

In rural North Carolina, health care providers are identifying most of the HIV+ pregnant women and
treating them with AZT to prevent transmission to their infants. Over half (56%) of HIV+ motherslived



in rural counties or small metropolitan statistical areas. Rural infants were more likely to be identified
and tested for HIV than urban infants (96% vs. 73% in 1994). Overall, for urban and rural areasin North
Caroling, HIV transmission in infants decreased from 21% in 1993 to 8.5% in 1994. (14)

Rural health care providers were trained in HIV/AIDS information, how to conduct risk assessments,
advances in treatments, and sensitivity to diverse populations in one program in the Mountain Plains
region of the West. The most effective training was achieved with a self-study booklet which helped
Increase prevention, early intervention and health promotion among rural health care providers.
Interactive teleconference training and personal training from visiting educators were also effective. (15)

What still needs to be done?

HIV prevention efforts are urgently needed to address the rising HIV infection ratesin rural areas.
Accurate needs assessments can help target populations at greatest risk for HIV. Programs for
adolescents, heterosexual women and gay men are needed. Outreach to at-risk rural drug usersiskey to
reaching this often hidden population.

AsHIV and related illnesses begin to strain existing health care servicesin rural areas, accessto quality
treatment is critical. Aggressive diagnosis and treatment of STDswill help prevent HIV transmission.
Also, migrant farm workers need basic preventive health care while they are working in rural areas. (16)

Rural communities need to foster acceptance of prevention messages for safer sex and drug use. Rural
residents, especially teens, should have easier and more confidential accessto low priced or free
condoms. A comprehensive HIV prevention strategy uses many elements to protect as many people at
risk for HIV as possible. Dealing with HIV in an open manner can help strengthen rural programs and
protect rural populations.

Says who?

1. Lam NS, Liu K. Spread of AIDSin rural America. Journal of Acquired Immune Deficiency
Syndromes. 1994;7:485-490.

2. Centersfor Disease Control and Prevention. HIV/AIDS Surveillance Report. 1996;8:9.

3. Rumley RL, Shappley NC, Waivers LE, et a. AIDSin rural eastern North Carolina. Patient migration:
arura AIDS burden. AIDS. 1991;5:1373-1378.

4. Gruber D. Similar issues - different regions: addressing the unique needs of women and children.
Innovations Newsl etter. 1996;Spring:4.

5. McCoy CB, Metsch LR, Inciardi JA, et a. Sex, drugs, and the spread of HIV/AIDS in Belle Glade,
Florida. Medical Anthropology Quarterly. 1996;10:83-93.

6. Bell NK. Social/sexua norms and AIDS in the South. AIDS Education and Prevention.
1991:;3:164-180.



7. Rounds KA. Responding to AIDS: rural community strategies. Social Casework. 1989;360.
8. AIDSin Rural America. Report prepared by the National Commission on AIDS. September 1992.

9. Frazier EM, Gabel LL. HIV/AIDS in family practice: an approach to care in rural areas. Family
Practice Recertification. 1996;18:59-77.

10. Berry DE, McKinney MM, McClain M. Rura HIV-service networks: patterns of care and policy
issues. AIDS & Public Policy Journal. 1996;11:36-46.

11. Sexuality Education in America: A State-by-State Review. Report prepared by the NARAL
Foundation. Washington, DC: 1995.

12. Goicoechea-Balbona A. Why we are losing the AIDS battle in rural migrant communities. AIDS &
Public Policy Journal. 1994;9:36-48.

13. Sandrelli MA. Community mapping: a program planning tool for cost effectivenessin rural areas.
Presented at the Eleventh international Conference on AIDS, Vancouver, BC. July 7-12, 1996. Abstract
#TuD2924.

« Contact: Mary Ann Sandrelli (604) 372-7585.

14. Fiscus SA, Adimora AA, Schoenbach VJ, et al. Perinatal HIV infection and the effect of zidovudine
therapy on transmission in rural and urban counties. Journal of the American Medical Association.
1996;275:1483-1488.

» Contact: Susan Fiscus (919) 966-6872.

15. Martin SJ. HIV/AIDS prevention, early intervention and health promotion: results of training for
rural health care providers (available on-line at http://www.uchsc.edu/sm/aids/ssmindex.htm). Presented
at the Ninth National AIDS Update Conference, San Francisco, CA. March 19, 1997.

« Contact: Sara Martin (303) 315-2516.

16. Sowell RL, Christensen P. HIV infection in rural communities. Nursing Clinics of North America.
1996;31:107-123.

Prepared by Pamela DeCar lo*
*CAPS, UCSF
May 1997. Fact Sheet #26E

Reproduction of thistext is encouraged; however, copies may not be sold, and the Center for AIDS Prevention Studies at
the University of California San Franciso should be cited as the source of thisinformation. For additional copies of this
and other HIV Prevention Fact Sheets, please call the National AIDS Clearinghouse at 800/458-5231. Comments and
questions about this Fact Sheet may be e-mailed to FactsSheetM @psg.ucsf.edu. © May 1997, University of California

-Return to Fact Sheets main page



http://www.uchsc.edu/sm/aids/ssmindex.htm
http://www.uchsc.edu/sm/aids/ssmindex.htm
mailto:FactsSheetM@psg.ucsf.edu
http://www.caps.ucsf.edu/FSindex.html
http://www.caps.ucsf.edu/FSindex.html

-Return to CAPS home page



http://www.caps.ucsf.edu/index.html
http://www.caps.ucsf.edu/index.html

