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Rural communities face many unique challenges that often go unrecognized.  Geographic 
and cultural barriers greatly influence the availability, accessibility and provision of services.  
Providers may cover vast distances, little public transportation exists, inclement weather can 
strand clients for days, and stigma may make clients uncomfortable receiving services in 
their community or taking part in the planning process.  

These barriers increase the difficulties in responding to the rural HIV/AIDS, STD and viral 
hepatitis epidemics. Clients in rural areas face competing needs and HIV prevention is 
seldom the top priority for someone facing broader challenges such as isolation and poverty.  
In some instances, the lack of infrastructure presents a further challenge to delivering HIV 
prevention messages to clients.  And many experts argue that prevention in rural areas 
requires more resources because of the long distances clients and outreach workers must 
travel to obtain and deliver services.  Furthermore, rural communities are often faced with 
adapting interventions that work in urban areas to rural and frontier contexts.  

While communities of color are disproportionately affected by HIV and STDs in rural areas, 
particularly the rural South, it is more difficult to relay prevention messages because these 
populations are relatively small and diffuse. It is important to work with these communities 
and acknowledge the cultural variability of rural communities of color.  Furthermore, stigma 
and homophobia can be very strong in rural America, leading rural gay men to feel more 
isolated and less accessible through traditional HIV and STD outreach. 

While these challenges can be daunting, they are not insurmountable.  With Tearing Down 
Fences, we now have a comprehensive compilation of interventions and strategies for and 
by those in rural communities.  Tearing Down Fences also concisely frames the unique 
needs and challenges faced by rural communities and can be an important tool for educating 
policymakers, planners and programmers about the issues impacting HIV/AIDS prevention 
in rural America. 

In particular, Chapters 1 and 2 lay out a foundation for the contexts that challenge HIV/
STD prevention in rural America, most poignantly the social isolation as well as the geo-
graphic isolation many face. Building upon these chapters, Chapter 3 lays out how HIV /
STD prevention education currently works and can work, and Chapter 4 outlines HIV 
testing in rural areas.  Each of these chapters includes profiles from the field.  Chapter 6 
further explores the contexts of HIV and STDs in rural America by profiling what it is like 
to be living with HIV/STDs in rural areas, again including vignettes from several local 
programs.  Chapter 7 provides perhaps the meatiest section of the document, outlining be-
havioral interventions that may work in rural America, including considerations for select-
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ing and adapting interventions.  Several rural programs are fully described in this chapter.  
Tearing Down Fences concludes with a look toward opportunities for the next decade, 
aptly summarizing the challenges we all face that are felt more acutely in rural areas.  
NASTAD is pleased to have been involved in the development of this important document.  It 
well compliments NASTAD’s National HIV Prevention Blueprint, which calls for a national 
commitment to provide full coverage of tools to prevent infection to all populations, ever ex-
pand the prevention arsenal, encourage all people living with HIV/AIDS to know their status 
and be linked into care, and to address the complexity of individuals’ lives. 

Tearing Down Fences concludes by noting that while there are no magic bullets to ending 
rural HIV/STDs, there are many opportunities.  We must collectively seize these opportunities 
to ensure that no one is left behind as we refocus our attention on HIV prevention in the U.S.  

Guide Development

This guide is the first to focus on HIV/STD prevention in rural communi-
ties. The document reflects the perspectives of the HIV/STD prevention 
specialists represented in the Rural HIV/STD Prevention Work Group as 

well as other selected rural HIV/STD professionals. Their experiences infuse this 
guide with ideas that serve as a starting point for prevention programming at the 
local level.

Leaders in HIV/STD prevention in rural communities throughout the United 
States were identified and invited to a consultation meeting at Indiana Univer-
sity, Bloomington. This meeting of the Work Group was sponsored by the Rural 
Center for AIDS/STD Prevention at Indiana University, in collaboration with the 
document co-sponsors. At the meeting, the key HIV/STD leaders who comprised 
the Work Group identified important issues and essential prevention strategies 
unique to rural communities. Following the consultation meeting, the editors de-
veloped the text for the guidelines, bringing together the perspectives of the Work 
Group members.  Finally, drafts of the document were sent to the Work Group 
and document co-sponsors for their review and input prior to publication of the 
final document.

Suggested Reference: Rural HIV/STD Prevention Work Group. Tearing Down 
Fences: HIV/STD Prevention in Rural America. Bloomington, IN: Rural Center 
for AIDS/STD Prevention, 2009.
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Chapter 1 
HIV/STD PREVENTION IN RURAL AMERICA

The fear of stigma leads to si-
lence, and when it comes to 
fighting AIDS, silence is death. 

It suppresses public discussion about 
AIDS, and detours people from find-
ing out whether they are infected. It 
can cause people – whether a mother 
breastfeeding her child or a sexual 
partner reluctant to disclose their HIV 
status – to risk transmitting HIV rather 
than attract suspicion that they might 
be infected.              

                                            Kofi Annan, Secretary General United Nations, 
December 2002. 

“

”
Serene open spaces, farms, 

quaint churches, and self-
sufficient hardworking young 

families are common stereotypical 
images of rural America. Rural com-
munities are seen as good places to 
raise children away from “city prob-
lems.” Although these images still 
apply to some rural settings, for the 
most part today’s rural America is in- 
credibly diverse. Rural settings vary 
from forests and mountains to plains 
and deserts. Only 6.5% of the rural 
labor force is engaged in farming 
while manufacturing, tourism, and 
energy production gain prominence. 
Even though the vast majority of the 
rural population remains white, Afri-
can Americans, Latinos, and Native 
Americans have a substantial pres-

ence today, especially in the rural 
Southeast, Southwest, and northern 
Great Plains. Over the past decade, 
migration of ethnic minorities has 
fueled population growth in rural ar-
eas, even though young adults under 
age thirty still tend to leave rural 
areas for urban opportunities.1  De-
spite their stereotypical “safe” im-
age, today’s rural communities are 
not immune to problems associated 
with cities such as drug and alcohol 
abuse, risky sexual behavior, and 
diseases such as human immunode-
ficiency virus (HIV) infection, ac-
quired immunodeficiency syndrome 
(AIDS) and other sexually transmit-
ted diseases (STDs). 
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This document shares concerns 
and ideas generated by those 
living and working in rural ar-

eas to prevent, detect, treat, and man-
age HIV and other STDs. It describes 
the state of HIV and STD infections 
in rural America, unique prevention 
challenges, approaches to HIV/STD 
education, and strategies for meeting 
the needs of those diagnosed with 
HIV infection or AIDS. In addition, 
this guide shares ideas for reaching 

hard to reach populations and de-
scribes programs that are currently 
being implemented in rural areas 
that may work to prevent the trans-
mission of HIV and other STDs in 
rural settings. 

The intent is to help those who create 
and implement policy to understand 
the unique issues that rural com-
munities face and to help those who 

live and work in rural communities 
harness their strengths, ad-

dress inherent challenges, 
and prevent HIV and 

other STDs in their 
communities.

What Does “Rural” Mean? 

In 2000, as shown in Figure 1, 
non-metropolitan counties in the 
United States outnumbered met-

ropolitan counties by two to one.2 

Does this mean that the majority of 
the country is rural? That depends on 
how rural is defined. Currently, there 
is no national consensus on how and 
where to draw the line between rural 
and urban. Federal and state agen-
cies, researchers and policy makers 
apply different definitions for differ-
ent purposes. 

Many agencies define “urban” and 
everything outside of that definition 
is labeled “rural” by default.  For 
example, the U.S. Census Bureau 
defines urban areas as continuously 
built up areas with a population nu-
cleus of 50,000 or more and a pop-
ulation density greater than 1,000 
people per square mile.  Based on 
this definition, the Census Bureau re-
ported in 2000 that 59 million people 
(21% of the population) were living 
in rural settings.2	

In contrast, the White House’s Office 
of Management and Budget (OMB) 
concluded from the same Census 2000 
data that 55.9 million people (20% of 
the total population) should be consid-
ered rural.3 Then, in 2003 the OMB re-
vised the definitions to reflect today’s 
economic and social ties between 
rural and urban communities. As il-
lustrated in Figure 2, OMB currently 
defines metro counties as those with 

one or more urbanized area of 50,000 
or more. Metro areas may include out-
lying counties that show economic and 
social ties to the central county indicat-
ed by frequent commuting between the 
two. Non-metro areas are subdivided 
into micropolitan areas, those with a 
population center of 10,000 to 50,000, 

and noncore counties with smaller or 
no population centers. Using this new-
est definition, the OMB reports that in 
2005, micropolitan areas and noncore 
counties covered 75% of America’s and 
area and were home to nearly 49 mil-
lion people, just over 17% of the coun-
try’s population.4

Figure 2: Micropolitan and noncore rural counties

Figure 1: Rural defined as nonmetropolitan counties
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Going one step further, the U.S. De-
partment of Agriculture’s Economic 
Research Service (USDA ERS) uses 
a 9-code urban-rural continuum that 
defines urban areas by size of the 
population cluster and rural areas by 
population size plus proximity to met-
ropolitan areas.  Codes range from 
“1” for the largest population cluster 
to “9” for the smallest. The six codes 
applied to rural areas range from ar-
eas with towns of 20,000 or more that 
are adjacent to a metropolitan area to 
those with towns 2,500 or less that are 
not adjacent to a metro area.5  Using 
this 9-code definition, rural America 
would include 57.6 million people.5 
Although the USDA ERS coding is 
perhaps the most precise, for this re-
port, we use the OMB and Centers for 
Disease Control and Prevention defi-
nition which establishes a base of 48.8 
million rural Americans.6

HIV, AIDS, and STD rates may vary 
depending on the definition of rural 
used to establish the number of people 
included in the denominator. Thus, the 
way rural is defined matters because 
it helps define disease epidemiol-
ogy, which in turn influences public 
policy, resource allocation, and ac-
cess to services. The definition also 
matters because simple rural and ur-

ban categories do not adequately 
describe the diversity of rural 

America. Being labeled 
“rural” does not mean 

that those living in a 
rural setting are all 

the same or even 

similar. What unites the 49 million 
rural Americans are the challenges 
that come from living in a rural set-
ting such as isolation, poverty, and 
limited access to health care, mental 
health care, and social services. Be-
yond any definition, it is the diversity 
of rural America, the realities of living 
in a rural setting, and the disparities 
between urban and rural policies that 
contribute to the unique challenge of 
rural HIV/STD prevention.  

Health Disparities in 
Rural America

Evidence shows that rural 
Americans experience a broad 
range of health disparities, es-

pecially in comparison to persons liv-
ing in suburban areas. For example, 
infant mortality rates in both urban 
and rural areas typically exceed the 
rates reported for suburban areas.7 
Other indicators suggest that rural 
Americans experience more illness 
and mortality compared to their urban 
counterparts. For example, findings 
from a study conducted in the late 
1990s show that rates of premature 
mortality from all causes were high-
est among rural Americans.8 Similar 
disparities have been observed for 
heart disease, chronic obstructive 
pulmonary disease, suicide, and unin-
tentional injuries.7 

Disparities in HIV/AIDS, and STD 
morbidity and mortality are par-
ticularly evident in the rural South. 
Two-thirds of newly diagnosed rural 

HIV cases were located in the rural 
South in 2006 and the greatest num-
ber of deaths from AIDS now occurs 
in the South.9 Yet the South receives 
the least funding for HIV testing and 
treatment compared to other regions 
of the country.10 

The reasons that rural 
Americans experi-
ence greater disease 
and premature death 
are not fully under-
stood but may be a 
function, in part, of 
general characteris-
tics of rural popula-
tions in the U.S. For 
example, in contrast 
to their urban and 
suburban counterparts, rural Ameri-
cans are more likely to be classified 
as low-income.11,12 They are nearly 
twice as likely as their suburban 
counterparts to lack health insurance 
with 21% of rural Americans lacking 
health insurance as compared to 12% 
of suburban Americans.11 

Another difference between rural 
America and the rest of the country 
pertains to mental health. Rural resi-
dents are more likely to stigmatize 
mental illness, be under-diagnosed, 
and receive inadequate treatment for 
mental illness. This may contribute 
to behaviors such as drug use, early 
initiation of sexual activity, or unpro-
tected sex with multiple partners that 
put individuals at greater risk for HIV 
infection and other STDs.14-16

Health disparities experienced by ru-
ral Americans are complicated by a 
number of factors. One factor is that 
rural areas often lack the resources 
for early detection and cutting-edge 
treatment of diseases including HIV/
AIDS. With limited resources, acute 

care and mandated prevention efforts 
such as childhood immunizations may 
take priority over less urgent and less 
obvious needs such as HIV/STD pre-
vention. Another complication arises 
from the fact that rural social networks 
may be close-knit and highly stratified, 
with distinct groups of insiders and 
outsiders. Although some rural resi-
dents embrace the isolation inherent in 
rural settings, others are involuntarily 
isolated by closed social networks in 
small communities. This means that 
there are unique challenges for mobi-
lizing rural communities to respond to 
public health threats such as HIV and 
for implementing and adapting inno-
vations developed in urban settings 
for those at increased risk who must 
remain “hidden” in rural areas.
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Challenges in HIV/STD 
Prevention & Management 
for Rural America

Given all the disparities that 
exist for rural America, it is 
not surprising that the social 

issues that characterize the HIV/AIDS 
epidemic in the U.S. may be very dif-
ferent in rural settings and present 
unique challenges to HIV prevention. 
For instance, several studies identified 
that rural residents commonly deny 
that HIV exists in their community.15-17 

This makes community awareness of 
HIV risks a priority for rural preven-
tion. Similarly, stigma surrounding 
HIV/AIDS and other STDs appears to 
be very prevalent in rural areas, creat-
ing a substantial barrier to HIV/STD 
prevention, testing, and treatment.17-21

Traditional values may contribute to 
negative views toward homosexual-
ity, injection drug use, and HIV/STD 
in rural areas, especially in southern 
states.10,16,20,21 Although it is not clear 
whether rural residents have more 
negative views of these behaviors 
than urban residents, it is clear is 
that men who have sex with men are 
more likely to conceal those behav-
iors in rural areas in response to high 

levels of stigma.22  The need to 
remain “hidden” in a rural 

community, combined 
with a lack of rural 

venues for men to 
meet and social-

ize with male 

partners, encourages rural men and 
teens to travel to urban areas to find 
sexual partners.23,24  The increased 
availability of Internet sites to locate 
sexual partners in other locales con-
tributes to the rural-urban pathway as 
well. Since urban areas tend to have a 
higher prevalence of HIV and STDs 
than rural areas, rural men may un-
knowingly bring an infection back to 
their rural community where they do 
not have a safe, confidential place to 
access HIV/STD testing.  

Stigma goes hand in hand with the 
lack of anonymity that rural Ameri-
cans experience in contrast to their 
urban counterparts. The threat of be-
ing noticed and identified buying 
condoms or seeking HIV/STD test-
ing, substance abuse treatment, or 
HIV/STD treatment is real enough in 
a small rural town to dissuade some 
people from getting services in their 
local community if at all. Stigma, rac-
ism, and other forms of discrimination 
create pressures that drive rural folks 
who engage in risky behaviors under-
ground,17-21 making HIV/STD preven-
tion interventions targeted to high risk 
groups especially problematic.  

In the past decade, pervasive rural 
methamphetamine use has increased 
rural risk of HIV, hepatitis B and C, 
and other STDs. Increased risk occurs 
when drug users measure or inject 
meth using a contaminated syringe or 
shared rinse water. Risk also increases 
from prolonged unprotected sexual 
intercourse associated with metham-

7

phetamine use. Rural communities hit 
hard by methamphetamine abuse are 
struggling to reduce and treat meth 
use and have few resources left over to 
devote to HIV/STD risk reduction and 
prevention.18,25

Rural America is far from culturally 
monolithic. Consequently, cultural 
differences abound and create addi-
tional HIV prevention and treatment 
challenges. For example, rural culture 
and attitudes toward HIV/STD pre-
vention in Appalachia will be greatly 
different from those in the plains states 
and both of these cultures may have 
very little resemblance to the culture 
found in the Deep South. Thus, 

Nevertheless, there are some cultural 
commonalities. For many communi-
ties, especially Black, Native Ameri-
can, and immigrant communities*,  
there is a long-standing culture of dis-
trust of the government and health care 
system that may impede HIV/STD ef-
forts.10,26  Another rural cultural com-
monality is the value placed on local 
control. This means that local control 
may result in different interpretations 
of state policies or a decision to dis-
regard them altogether. This has been 
observed in the case of state mandated 
HIV/STD in-school education where 
local groups choose to ignore the state 
mandate or initiate an untested home-
grown program for their youth.

Structural disparity influences rural 
HIV/STD prevention as well. Per-
haps the greatest structural dispar-
ity between rural and urban settings 
is the poverty and limited economic 
opportunity faced in some rural areas. 
Settings that are isolated from major 
transportation routes and urban centers 
have fewer job opportunities, a smaller 
tax base, and must struggle to recruit 
well-trained stable health care provid-
ers. They often have no public trans-
portation and may not have health, 
mental health, or substance abuse 
treatment available without traveling 
long distances. For individuals and 
families living in sparsely populated 
areas, there are few community infra-
structures for mobilizing or leveraging 
resources.21 In the economic context of 
extremely limited federal funding for 
HIV/STD prevention in rural America, 
these complex and diverse rural reali-
ties suggest that rural HIV/STD pre-
vention challenges may exceed those 
found in urban America.

“one size fits all”  HIV/STD 
prevention efforts are clearly 
not realistic for multi-cultural 
rural America.

* The editors acknowledge the inadequacy of 
racial and ethnic labels to describe rural Amer-
icans. The terms, White, Black, Latino, Native 
American and Asian will be used in this docu-
ment to describe groups with similar cultural or 
immigration heritages because those who iden-
tify as racial and ethnic minorities are dispro-
portionately affected by STDs and HIV. 
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A recent study identified three other 
structural differences associated with 
HIV prevention success in states that 
are predominantly rural.  First, less 
successful HIV prevention was asso-
ciated with having a higher propor-
tion of religious adherents in a state.  
Second, states with more venues and 
programs for individuals who engage 
in male-to male sex and/or identify as 
gay, lesbian, bisexual, or transgender 
were more likely to have HIV preven-
tion programs rated as successful. The 
authors noted a particular lack of pro-
grams and services for men of color 
who have sex with men in all 13 states 
defined as rural in the study even 
though some states had large propor-
tions of ethnic and racial minorities. 
Third, the study found that the amount 
of state resources spent on HIV preven-
tion was not associated with success-
ful prevention programs. However, 
allocating more funds to community-
based organizations and programs that 
support men who have sex with men 
(MSM) was associated with more suc-
cessful HIV prevention.27 

Multiple factors contribute to the chal-
lenge of HIV/STD prevention in rural 
areas with the mix and force of factors 
varying among communities.  Howev-
er, even one factor may be formidable. 
For instance, rural isolation may mean 

that rural residents simply do not 
have access to services taken 

for granted by metropoli-
tan residents, for in-

stance, high speed 
Internet, stores 

that stock a 

wide variety of condoms, and free or 
low-cost HIV/STD testing. 

Summary
Much like rural America itself, the 
road to effective HIV/STD preven-
tion and control may be unpaved and 
winding, yet the moral obligation 
to develop and smooth this road is 
clearly evident. The challenges are in-
herently difficult and the available re-
search and financial support are mod-
est at best. Innovative, collaborative 
responses and solutions are required 
to contain and reduce HIV and other 
STDs in rural locations. After describ-
ing the epidemiology of HIV/STD in 
rural America, this guide will elabo-
rate on various strategies that may 
work within the rural setting to reduce 
HIV/STD. 

  

Factors that contribute  
to challenges of rural 
HIV/STD prevention

 

Lack of infrastructure to support MSM•	

Rural to urban travel for sex•	

Denial that HIV exists in rural areas•	

Stigma toward HIV and those at risk•	

Traditional values •	

“Hidden” at-risk populations •	

Isolation – social and geographic•	

Limited access to healthcare resources•	

Methamphetamine use•	
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Chapter 2
EPIDEMIOLOGY OF HIV AND STDs IN RURAL AMERICA

STDs are hidden epidemics of 
tremendous health and eco-
nomic consequences in the 

United States. They are hidden be-
cause Americans are reluctant to ad-
dress sexual health issues in an open 
way and because of the biologic and 
social characteristics of these diseas-
es. All Americans have an interest in 
STD prevention because all commu-
nities are impacted by STDs, and all 
individuals directly or indirectly pay 
for the costs of these diseases.	

Institute of Medicine, The Hidden Epidemic: 
Confronting Sexually Transmitted Diseases

“

”

The Spread of  
HIV/STD to Rural Areas

The spread of HIV to rural areas 
of the United States is clearly 
a significant threat to public 

health. 1-3  Moreover, rates of chla-
mydia and gonorrhea remain high in 
rural America. In 2005, the rate of 
chlamydia in rural counties (popu-
lation less than 50,000) was 230.4 
per 100,000 population compared to 
340.9 per 100,000 in the remaining 
U.S. counties. The relatively high ru-
ral rate shows that rural America is not 
far behind the rest of the nation when 
it comes to the acquisition and trans-
mission of chlamydia. Gonorrhea pro-
vides a similar example. In 2005, the 
rate in rural counties was 62.2 versus 
121.6 per 100,000 in non-rural coun-

ties. Although the rural rate is about 
half that of the urban rate, it nonethe-
less indicates that gonorrhea is not  
uncommon in rural areas. In 2006, new 
cases of primary and secondary (P&S) 
syphilis continued to cluster in the 
South more than in other geographic 
areas of the country. A 13% increase in 
new P&S syphilis cases occurred also 
in the West between 2005 and 2006.4  
Although the national incidence of 
syphilis in rural counties is not avail-
able, it is of concern that there are in-
creases in P&S syphilis in geographic 
areas with large rural areas. High rates 
of STDs indicate not only high rates of 
unprotected sex but also that there are 
a large number of people in rural areas 
who are more susceptible to HIV due 
to their having another STD. 
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Fortunately, the rates of HIV and 
AIDS cases in most of rural 
America have remained rela-

tively low compared to rates in met-
ropolitan areas. Since the early 1990s, 
5% to 8% of the annual new AIDS 
cases have been diagnosed among 
those who live in rural areas. Al-
though the proportion of rural people 

living with AIDS is relatively small, it 
represented over 51,000 people at the 
end of 2006.5 This number is an un-
derestimate since it does not include 
those who are currently unaware of 
their HIV+ status, migrate to rural ar-
eas after diagnosis6 or those who are 
diagnosed in urban areas and do not 
provide their home address to avoid 
hometown stigma. Having more rural 
people living with HIV/AIDS means 
there are also more people requiring 
services and more people capable of 
transmitting the virus. 

Hidden within the seemingly level 
national incidence of new rural 

HIV and AIDS cases, is 
a soaring incidence of 

new cases and deaths 
from AIDS in the 

rural and non-

rural South7 (defined by the CDC as 
Alabama, Arkansas, Delaware, Dis-
trict of Columbia, Florida, Georgia, 
Kentucky, Louisiana, Maryland, Mis-
sissippi, North Carolina, Oklahoma, 
South Carolina, Tennessee, Texas, 
Virginia, and West Virginia). In 2006, 
67% of all new rural AIDS cases were 
located in the rural South and there 
were more deaths from AIDS there 
than in any other area of the country.7,8 
Two decades of the highest rates of 
STDs in the South, recent increases in 
syphilis, and the ongoing dispropor-
tionate infection of Blacks and Lati-
nos adds additional weight to the need 
to reduce STDs including HIV in the 
rural South. 7 

Rural Blacks and Latinos, especially 
those living in the rural South and 
Northeast, bear a disproportionate 
burden of HIV/AIDS. Blacks account 
for 48% of rural AIDS cases, Whites 
37%, Latinos 10%, and American 
Indian/Alaska Native (AI/AN) 1.3% 

(Figure 3).8 Men continue to comprise 
the majority of reported rural AIDS 
cases (9.6 per 100,000) at nearly three 
times the rate for women (3.3 per 
100,000) (Figure 4). 

13

Although little research has focused 
specifically on rural men of color who 
have sex with men, attention to this 
group may be warranted based on the 
findings from a study in five urban 
centers showing that 46% of Black 
MSM and 17% of Latino MSM who 
were tested were HIV positive. Of 
those tested, 67% of the Black MSM 
and 48% of the Latino MSM were un-
aware of their status.9 Although Black 
and Latino MSM are more likely than 
White MSM to have sex with wom-
en also,10 studies show that Black 
MSM are no more likely to engage 
in HIV high-risk behaviors than other 
MSM.11,12 Unprotected bisexual activ-
ity among Black men is associated 
with secrecy and appears related to ha-
bituation to same-sex relations during 
incarceration and the need to maintain 
a heterosexual identity in homophobic 
communities.13 Additional research 
is needed to better understand how 
structural factors contribute to the dis-
proportionate burden of HIV on rural 
men of color. 

In 2006, the rural distribution of new 
AIDS cases among teens, young 
adults, middle age adults, and older 

adults was similar to non-rural areas 
with the largest proportion of new ru-
ral cases diagnosed among adults ages 
35-44. Evidence indicates that nearly 
half of rural HIV infections are diag-
nosed “late,” that is, within 12 months 
of advancing to AIDS.14,15 This sug-
gests that the acquisition of HIV prob-
ably occurs most often among rural 
residents in their late twenties and 
early thirties.

As shown in Figure 5, exposure 
through male-to male sexual contact 
accounts for over half of all male 
AIDS cases. About 20% are attributed 
to injection drug use exposure.8 These 
are nearly the same proportions as in 
urban areas.

Although men account for the majority 
of rural AIDS cases, the rural epidemic 
may be shifting to women, particularly 
Black women in the rural South.5,16-19  
In the rural South and Northeast, the 
majority of HIV-infected Black wom-
en report being exposed through het-
erosexual sex with an HIV infected 

Figure 4: Distribution of Rural AIDS 
Cases by Sex, 2006 - U.S.

Men
Women

Figure 5: Proportion of Rural Male 
Adolescent and Adult Estimated  
AIDS Cases by Transmission Category,  
2002-2006, 50 US States and DC
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cluding condom use.22 Also, a recent 
analysis of data collected from a na-
tional probability sample found that 
individuals living in rural areas were 
less likely to use condoms than those 
living in large metropolitan areas.23

In a recent analysis of data from the 
National Survey of Family Growth24 
investigators found remarkable simi-
larities between metropolitan and 
rural Americans relative to their re-
ported behavioral risks for HIV/STD 
acquisition. There were no significant 
differences between rural and urban 
men and women in terms of lifetime 
number of sexual partners, rates of 
unprotected sex (in previous four 
weeks), condom use at last sexual en-
counter, ever having had an HIV test, 
and discussing correct condom use 
with a health professional during the 
last HIV test.  Also, non-metropolitan 
men were significantly less likely to 
report discussing STDs other than 
HIV with a health professional after 
their last HIV test.

Protecting Rural  
America against AIDS

An important epidemiological 
principle is that new cases of 
a sexually transmitted disease 

(incident cases) are a function of the 
number of untreated cases in the pop-
ulation (prevalence). In essence, the 
“risk” in sexual behaviors and injec-
tion drug use behaviors rises and falls 
in correspondence with the respective 
presence or absence of the disease 
within the sexual or injecting network 
of a given person. Because sexual net-
works are often based on geographic 
location, it is apparent that “rural risk” 
and “urban risk” for any single behav-
ior (e.g., unprotected anal sex) may 
vary due to differences in the size of 
the pool of infection. That means that 
one is more likely to be exposed to 
HIV or an STD in an urban area with 
a high prevalence of those diseases. 
Conceivably, detecting and treating 
all bacterial STDs with antibiotics in 
rural areas could eliminate the pool of 
those diseases, reducing the risk for 
chlamydia and gonorrhea unless the 
infections were “imported” from ur-
banized areas. However, the scenario 
for HIV is much different since HIV 
cannot be cured and prevalence only 
declines as a function of death. 

The composition of the sexual net-
work and number of concurrent 
partners also impacts HIV/STD risk. 
Having more than one partner in a 
given time increases passing STDs 
between those partners and within 
their sexual networks. Since options 
for sexual partners may be limited in 
smaller communities, a few people 

partner. Often, they are not aware of 
the behaviors that put their partner 
(Figure 6) at risk.17  

The shift of infection to Black women 
is partly an extension of the legacy 
of high rates of STDs in the southern 
U.S.4,15-18 However, a complex web of 
factors contributes to this shift. These 
factors include racism and discrimina-
tion, persistent poverty, limited educa-
tional and employment opportunities, 
substance abuse, high rates of HIV/
STD among Black men, high rates of 
incarceration, and a lack of accessible 
and affordable prevention and health 
care services.18

In addition to the increasing rate of in-
fection among women of color in the 
South and North, there is an increas-
ing rate of infection among women 

who are involved in methamphet-
amine use in the Midwest and 

West, especially if they 
inject the drug or have 

sex with an infected 
partner.19

Risk Factors for 
HIV/STD in Rural Areas

Despite, the compelling epi-
demiological evidence rela-
tive to HIV and STD in rural 

America, little is known about the 
prevalence of sexual risk-taking be-
haviors among rural Americans in 
comparison to individuals from met-
ropolitan areas. Fortunately, a handful 
of studies exist that provide a starting 
point for investigations of HIV/STD 
risk behaviors, and their antecedents, 
among rural Americans. For example, 
one study found that rural women 
were more likely than their metropol-
itan counterparts to report never using 
condoms for HIV prevention.20 A re-
lated study among low-income Black 
women found that rural women were 
more likely than their metropolitan 
counterparts to report:

not having HIV prevention coun-•	
seling during pregnancy 
not using condoms •	
not having a preferred method of •	
protection because they did not 
worry about HIV/STD 
having a sex partner who had not •	
been tested for HIV, and
believing that  their current part-•	
ner was HIV negative, even with-
out an HIV test. 21

Data from the 1995 National Health 
and Social Life Survey indicated that 
rural Americans were less likely than 
their non-rural counterparts to report 
any change in sexual behavior in 
response to the AIDS epidemic, in-

Fortunately, the prevalence of HIV/
AIDS in rural America is relatively low 
at this time, offering a window of op-
portunity for intervening to prevent a 
potential increase in rural HIV/AIDS. 
This “window” is somewhat delicate 
because public perceptions may dictate 
that action should follow rather than 
precede a public health problem. 

Figure 6: Proportion of Rural Female Adult 
and Adolescent Estimated AIDS Cases by 
Transmission Category, 2002-2006, 50 US 
States and DC
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with multiple concurrent partners 
may spread disease to a large net-
work in rural areas.25 One study 
found that more than half of rural 
Blacks with heterosexually transmit-
ted HIV had multiple partners, 40% 
had concurrent partners, and 87% 
believed their partners had sex with 
others during their relationship.26

Summary

Although rates of HIV infec-
tion and AIDS are relatively 
low in many rural areas, 

rural rates of more common STDs 
approach rates in urban areas indi-
cating that risky behaviors exist in 
rural as well as urban communities. 
While male-to-male sexual activity 
is responsible for the greatest num-
ber of HIV infections, increasingly, 
heterosexual exposure is spreading 
the infection to rural women, espe-
cially women of color. The sexual 
and drug injection behaviors that put 
individuals at risk for transmission of 
STDs are quite similar for urban and 
rural residents and have increased in 
the past decade in rural areas due to 
methamphetamine use. Concurrent 
sexual relationships are not uncom-
mon in rural social networks. This 
means that as pools of HIV or other 
STD infections increase in rural ar-

eas, the chance for new infec-
tions increases. 

Rural stigmatization 
of drug use, male 

to male sex, and 

having multiple partners hinders dis-
cussion of HIV/STD risks and early 
detection through risk assessment 
and testing.  Stigmatization discour-
ages the use of rural venues by men 
to find male sexual partners and 
encourages travel to urban centers 
where the pool of infection is larger.  
Similarly, traditional values and de-
nial that HIV and STDs even exist in 
rural communities further block pre-
vention efforts especially with teens 
as they explore their sexuality and 
question their sexual identity. 

Dedicated HIV/STD professionals 
have at least a twofold task in light 
of this. First, they must understand 
that acting early in an epidemic while 
prevalence is low is the best assurance 
that incidence will not dramatically 
escalate. Second, they must consider 
that people in rural areas may be hesi-
tant to attend to something like HIV 
and other STDs that remain “hidden” 
in their community. This second point 
is addressed in the subsequent chap-
ter pertaining to HIV/STD prevention 
education in rural America.
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Chapter 3 
RURAL HIV/STD PREVENTION EDUCATION

Introduction

The ultimate solution to HIV/
STD infection lies beyond 
medical advances. Preventing 

new infections depends not only on 
individuals’ practicing safe sexual 
and drug use behaviors, but also on 
public awareness of HIV/STD risks, 
and developing systems for early 
detection and treatment of HIV and 
other STDs. Such prevention strat-
egies rely on HIV/STD education 
of individuals, networks of friends, 
health care providers, and the com-
munity as a whole. Often, HIV/STD 
education has been poorly planned, 
implemented, and evaluated. How-
ever, as the epidemic has evolved, 
research has identified effective edu-
cational approaches. Education is an 

essential frontline defense against 
HIV and other STDs even though 
measuring its impact is often impos-
sible. Education may be an especial-
ly strong prevention strategy for ru-
ral communities with limited or no 
resources designated for HIV/STD 
prevention. Although lack of fund-
ing is a major barrier to rural HIV/
STD prevention, the smaller size 
of rural communities enables them 
to draw on their human resources 
and existing community institutions 
such as schools, faith-based organi-
zations, service organizations, and 
local media for affordable preven-
tion education. This chapter will fo-
cus on education strategies that uti-
lize the existing and often rich assets 
of rural communities.

Ignorance breeds passivity, pessi-
mism, resignation, or a sense that 

AIDS is someone else’s problem. 

              
Paul Farmer, MD in Global AIDS: Myths and 

Facts – Tools for Fighting the AIDS Pandemic.    

“
”
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For rural communities in particular, 
effective HIV/STD prevention educa-
tion starts with a solid understanding 
of the values and competing health 
concerns of the community. It engages 
people who influence public opinion. 
Because different groups of people 
are motivated by different messages 
and respond to different educational 
approaches, multiple messages and 
approaches optimize the probability 
of success. This means that approach-
es and messages should be tailored to 
the audience. It also means that for a 
wide-spread impact, rural prevention 
education should target many differ-
ent venues including schools, com-
munity-based organizations, faith-
based organizations, and health-care 
facilities. 

Education, like any other intervention, 
is typically a response to a perceived 
need. In urban America, the relatively 
high annual incidence of HIV/AIDS 
cases warrants and inspires ongoing 
educational efforts to stem the rising 
tide of the epidemic. The same can-
not be said about rural communities. 
Instead, HIV prevention education in 
rural America may often occur as a di-
rect result of an event that triggers fear 
about the spread of HIV. These pre-
cipitating events may be grounded in a 
new case of HIV/AIDS recently found 

in the community or having some-
one living with HIV/AIDS 

move into a given rural 
community. A precipi-

tating event may be 
the catalyst need-

ed to engage the 

community, address misconceptions 
about HIV/AIDS, and form a com-
munity committee to direct prevention 
education efforts. Such committees, 
whether large or small, are vital to 
planning and designing education ef-
forts tailored for a specific rural com-
munity.

Schools 

Schools can be an important 
partner in HIV/STD preven-
tion education efforts. As of 

2008, 70% of states mandate schools 
to teach HIV/STD prevention. A 2004 
national survey showed that 93% of 
U.S. adults support school-based 
sexuality education.1 However, con-
troversy remains at the local level 
about what this education should in-
clude and role parents should play. 
State guidelines about content are 
weighted toward stressing abstinence 
and no states require that contracep-
tion be stressed.2 A review of hun-
dreds of sexuality education programs 
found those that effectively decrease 
sexual risk behaviors among teens 
require age appropriate, medically ac-
curate instruction delivered by a non-
judgmental instructor over adequate 
time with attention to skill develop-
ment.3,4 There are many prevention 
curricula and after school programs 

that effectively delay initiation of sex, 
improve refusal skills, and increase 
condom use that have been show to 
be effective. Lists and descriptions of 
effective programs are available on-
line through the CDC compendium 
(www.cdc.gov/hiv/topics/prev_prog/rep/
resources/initiatives/compendium.htm),  
Advocates for Youth 
(www.advocatesforyouth.org/programs
thatwork/index.htm),  
 

The National Campaign to Prevent 
Teen and Unplanned Pregnancy  
(www.thenationalcampaign.org/resourc-
es/pdf/pubs/WhatWorks.pdf)  
(Please copy and paste in your browser) and 
ETR Associates (http://
programservices.etr.org/index.
cfm?fuseaction=evidence.home#reviews)

Many obstacles stand in the way of 
rural schools implementing effective 
HIV/STD education. Because rural 
Americans generally hold more tradi-
tional values,5 some may be resistant 
to sexuality education. Rural commu-
nities may need to create a community 
advocacy group consisting of parents, 
students, clergy, PTA members, faith 
community representatives, health pro-
fessionals, educators, community lead-
ers, and other community members to 
mobilize support for HIV/STD educa-
tion. Presentations of local data that 
highlight youth risk behaviors from 
the Youth Risk Behavior Surveillance 
System (www.cdc.gov/HealthyYouth/
yrbs/), county rates of STDs among 
youth, and local teen pregnancy or 
birth rates may move policy-makers 
to action.  Educators and health care 
providers who work in rural settings 

suggest framing HIV/STD education 
less as sexuality education and more as 
disease prevention education. Focus-
ing on how to stay healthy and prevent 
diseases through decision-making, re-
fusal, and negotiation skills may pro-
vide an acceptable starting point for 
rural communities that embrace more 
traditional values. Emerging Answers, 
a document distributed by The Nation-
al Campaign to Prevent Teen and Un-
planned Pregnancy, provides a list of 
youth development programs shown to 
decrease sexual risk behaviors without 
any focus on sexuality education (www.
thenationalcampaign.org/resources/
pdf/pubs/WhatWorks.pdf). These have 
been found to be well-accepted in ru-
ral areas and lend themselves to imple-
mentation in after school programs or 
in youth-serving organizations that al-
ready exist in rural communities such 
as 4-H, Boys and Girls Clubs, or GED 
programs. Understanding a commu-
nity’s potentially conflicting values 
and identifying those individuals who 
influence youth policies provide the 
basis for selecting the program that 
is right for a specific community at a 
given time. 

Another barrier is that rural schools 
may also lack trained health educators 
with the knowledge, skills, and com-
fort level needed for effective delivery 
of HIV/STD prevention education. 
Overcoming this obstacle requires a 
school to identify a teacher, guidance 
counselor, or health professional in 
the school or community-at-large with 
the nonjudgmental and open attitude 
needed to engage students in preven-

Because schools reach nearly all 
youth, they have the opportunity 
and obligation to provide young 
people with the knowledge and 
skills to avoid HIV and other STDs 
during their lifetime. 
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tion education. If that person does not 
have adequate training in HIV/STD 
prevention education for youth, such 
training is available through state de-
partments of health or education and 
a national network of state organiza-
tions that prevent teen pregnancy and 
HIV/STD. Having a trusted HIV/STD 
prevention educator from within the 
school is preferable since this allows 
students to ask questions and receive 
message reinforcement throughout 
the school year. However, another 
option is to recruit a health or coun-
seling professional from the com-
munity to provide school-based HIV/
STD education. State and local health 
departments, local AIDS Service Or-
ganizations, the American Red Cross, 
and local family planning clinics may 
be able to provide or suggest a local 
health educator. Although it may be 
more difficult for an outsider to de-
velop a trusted relationship with the 
youth, this approach is reasonable if 
that is the most knowledgeable and 
approachable person available. In 
fact, sometimes the anonymity of the 
outside person increases perceived 
confidentiality.  

Although there is broad consensus that 
abstinence is the best way for young 
people to protect themselves from HIV/

STDs and unintended pregnancy, 
federally funded abstinence-on-

ly-until-marriage programs 
have strict performance 

specifications, called 
the A through H 

guidelines, of 

what information can and cannot be 
included in presentations.6 While most 
abstinence-until-marriage programs do 
discuss HIV and other STDs as good 
reasons to abstain from sex, they cannot 
include prevention specific information 
or demonstrations about condom use. 
In 2007, a rigorous federally funded 
evaluation of four school-based absti-
nence-until-marriage programs follow-
ing Title V’s A through H guidelines 
showed these programs were not effec-
tive in delaying sexual initiation over 
time or preparing young people to pro-
tect themselves from HIV, STDs, and/
or unintended pregnancy when they be-
came sexually active.7 This may suggest 
that parents and concerned community 
members may want to be involved in 
the selection and ongoing support of 
HIV/STD prevention education in their 
local school. At a minimum, preven-
tion education for youth should teach 
young people the benefits of abstaining 
from sexual intercourse, how to take 
responsibility for their health, how to 
protect themselves from HIV/STD in-
fection, how to identify the signs and 
symptoms of infection, how and where 
to get tested, and how to talk with 
partners about preventing HIV/STD. 
 

Community

Rural communities have unique 
HIV/STD prevention needs. 
Groups at elevated risk for 

HIV and STDs vary from one commu-
nity to another and may include those 
imprisoned in correctional facilities, 
men who have male to male sex, mi-
grant workers, victims of partner vio-
lence, or methamphetamine drug us-
ers. Another rural challenge is that it is 
often unclear who in the community is 
responsible for HIV/STD prevention. 
Local health departments are often 
under-staffed and minimally funded. 
Private rural health care providers may 
shy away from these stigmatized dis-
eases. Service organizations and faith 
based organizations have other mis-
sions.   And community leaders face 
other pressing concerns. That means 
that the first task for community lead-
ers, organizations, churches, schools, 
and health care facilities is to identify 
the populations most in need of HIV/
STD prevention information and in 
need of changing behaviors. Getting 
to “know your community” through a 
defined process guides resource allo-
cation and establishes some measures 
that will be useful to judge the im-
pact of community education efforts. 
The process should include a review 
of risk behaviors in the literature, a 
review of local data, and interviews 
or focus groups with professionals 
knowledgeable about HIV/STDs and 
high risk groups, gatekeepers (such as 
owners of bars or adult bookstores), 
and individuals from the target popu-
lation. The intent should be to iden-

tify structures, policies, attitudes, eco-
nomic factors, and behaviors that put 
local people at increased risk for HIV 
and other STDs. 

In American Indian and Native Alas-
kan communities, it is especially im-
portant to consider the impact of his-
torical trauma on these communities 
and make education programs con-
gruent with cultural values and tra-
ditions. This holds true for programs 
for African-Americans who have also 
been traumatized over the course of 
American history. For Latino commu-
nities, education programs need to in-
corporate the values of the culture and 
not just be translated into Spanish. 
Equally important is the identification 
of assets and non-traditional resources 
the community can draw on. A Com-
munity Tool Box to help community 
groups conduct local assessments is 
available online through the Univer-
sity of Kansas at http://ctb.ku.edu/en/
dothework/tools_tk_2.htm.

Community HIV/STD prevention 
education can serve several purposes. 
First it can increase general aware-
ness of HIV and other STDs and 
how transmission can be prevented. 

Rural communities may lack fund-
ing resources, but may be rich in 
human resources, especially those 
added through volunteers. Although  
volunteers are a valuable asset, they 
cannot be solely responsible for HIV/
STD prevention, and state and local 
health departments should remain 
mindful of this limitation. 



Tearing Down Fences25 HIV/STD Prevention in Rural America 26

Second, it can change community 
attitudes and norms, increasing tol-
erance of those who engage in risky 
behaviors and putting a human face 
on those diagnosed with HIV. Com-
munity education can help decrease 
stigma and homophobia which are 
leading barriers to rural HIV preven-

tion.8  Decreasing stigma, in turn, in-
creases the likelihood that people will 
come forward for diagnosis and treat-
ment of HIV/STDs, engage in HIV/
STD testing, and disclose their HIV/
STD status to partners. Changes may 
also include the promotion of new at-
titudes and behaviors such as being 
abstinent, limiting the number of sex 
partners, remaining monogamous, us-
ing condoms, using sterile syringes, 
and not sharing works for injecting 
drugs. However, there can be a fine 
line between approaches that decrease 
stigma and ones that inadvertently in-
crease stigma and discrimination. In 
general, in order to decrease stigma, 
community level HIV/STD awareness 

campaigns should be careful not to 
“point fingers” at certain popu-

lations. Campaigns aimed at 
specific high-risk groups 

must be mindful of po-
tential unintention-

al consequences 

such as suggesting that if “those peo-
ple” would only leave the community, 
then there would be no further HIV or 
STD risk.  

It is difficult for rural communities 
to provide major and continuous at-
tention to HIV/STD prevention in 
part because HIV infection is an un-
likely event in comparison to other 
health conditions that rural com-
munities “see” on a regular basis, 
such as pregnancy, diabetes, and 
heart disease.  Other STDs, while 
generally more common than HIV/
AIDS in rural areas, are often not 
publicized and remain hidden to the 
broader public. The focus on other 
more visible health concerns pres-
ents an opportunity for HIV pre-
vention messages to be delivered in 
tandem with other health promotion 
efforts like prenatal visits, diabetes 
care, substance abuse treatment, 
and domestic violence counseling. 

HIV/STD prevention messages may 
be quite effective when communicat-
ed by non-traditional partners such 
as pharmacists, hair stylists, barbers, 
and even tattoo artists. Rural preven-
tion specialists have suggested shar-
ing information in pre-existing social 
networks such as agricultural orga-
nizations, church auxiliaries, talking 
circles, platicas, parent-teacher as-
sociations, or bowling leagues. Each 
community needs to assess what 
groups exist that would be open to 
HIV/STD education and would be 
likely to disseminate the information 
further into the community. Finding 

groups that may link with less acces-
sible but more at-risk groups, such 
as men who have male-to-male sex 
and drug users, is difficult but ideal. 
Bringing community members into 
the planning process will help to iden-
tify such groups.  

Current research suggests that HIV/STD 
mass media or social marketing cam-
paigns can result in behavior change in 

about 6% of the target audience, which 
is comparable to results for other health 
promotion campaigns such as anti-
smoking campaigns.9 Social marketing 
uses the same marketing techniques and 
media channels used by commercial 
marketers to influence social attitudes, 
behaviors, or social norms to benefit the 
target audience and larger community.

Although social marketing through me-
dia placement of messages can be out of 
reach for rural budgets, rural communi-
ties do have some cost-effective options. 
Radio continues to be a primary media 
source for rural areas and is more rea-
sonably priced than television for mass 
media campaigns. Areas with large 
Latino populations often have stations 
dedicated to programming in Spanish. 
Radio usually has a broad reach into the 
community, but it is important to know 
whether it will reach the target audience. 
Radio stations know and can identify 
their listeners. In a smaller town, local 
celebrities such as the mayor, football 
coach, or local newscaster may be will-
ing to promote HIV/STD prevention or 
an education campaign on local radio. 
Attaching a personal face (or voice) 
to HIV makes the epidemic more per-
sonal and helps break down stigma. 
One potential advantage of rural mass 
media education is that prevention mes-
sages that are carefully constructed and 
well placed may travel through smaller 
close-knit social networks more quickly 
than in urban areas. It is always wise 
to test the intended messages to ensure 
that they have the anticipated interpreta-
tion and effect.

Lay Community Health 
Workers in New Mexico 

The New Mexico Border Health 
Initiative uses Spanish-speaking lay 
health outreach workers (HOWs) to 
reach out to MSM, injection drug us-
ers (IDU), and women. The HOWs’ 
effectiveness is due in great part to 
their personal familiarity with the 
groups they engage.  For example, 
the HOW who targets IDUs is an 
ex-drug-user and the HOWs who 
target MSM are Latino MSMs. They 
know the local places to reach their 
audiences and how to discuss risk 
behaviors and risk reduction with 
them. Outreach is conducted door-
to-door, in small groups in homes 
(platicas), and at places where sex 
and drug sales occur. On-site oral 
HIV testing, counseling, and referral 
is offered as well as weekly testing 
sessions at a local health center. Lay 
health worker programs, although 
effective, require extensive train-
ing and ongoing support of outreach 
workers. (www.hab.hrsa.gov/special/
border_innovative.htm)
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The steps for conducting an effective 
media campaign are not difficult but 
are time-consuming. They include: 

collecting data about and from 1.	
the target audience to identify the 
best communication channels and 
guide tailoring of messages
using behavior change theory to 2.	
identify the behavior or attitude 
being targeted
dividing the audience into groups 3.	
based on similar qualities to de-
termine the best way to reach 
each group
using message design theory to 4.	
develop tailored messages and 
test those with target audience 
representatives in focus groups 
strategically placing messages in 5.	
media channels accessed by the 
target audience, and 
monitoring and measuring wheth-6.	
er the specified process was fol-
lowed and whether the desired 
outcome was achieved.10  

At the very minimum, rural com-
munities should assess the HIV/STD 
prevention needs of their community, 
be actively involved in reducing HIV/
STD stigma and denial, and coordi-
nate HIV/STD and unintended preg-
nancy prevention efforts between or-
ganizations and agencies. Community 
educational efforts need to be tailored 
to accommodate different learning 
styles, languages, and literacy levels. 
More importantly, programs should be 
culturally appropriate and build upon 
the existing value system of the com-
munity. Rural communities may lack 
funding resources, but may be rich 
in human resources especially those 
added through volunteers. Although 
volunteers are a valuable asset, they 
cannot be solely responsible for HIV/
STD prevention, and state and local 
health departments should remain 

mindful of this limitation. By lever-
aging resources from agencies such 
as health departments and the Rural 
Center for AIDS/STD Prevention and 

partnering with existing community 
institutions and media channels, rural 
communities have the potential to be 
creative and tap existing resources in 
innovative ways to effectively bring 
an awareness of HIV/STD prevention 
to their communities. 

The Faith Community
“The church has been silent for 
too long about sexuality” 

 
David Satcher, M.D.  

16th U.S. Surgeon General 

The majority of rural Americans 
are strongly connected to their 
faith community.  Thus, faith-

based organizations (FBOs) can draw 
on their spiritual connection to people 
to promote HIV/STD prevention and 
reach vulnerable populations in rural 
America. Communities of faith have 
an opportunity to play an integral role 
in supporting community-based and 
school-based HIV/STD prevention 
efforts. However, historically some 
faith-based groups have served as a 
passive barrier by avoiding the issue. 
Other faith-based organizations have 
created an active barrier by labeling 
HIV/STD risk behaviors as sins to be 
shunned and consequently hidden from 
public view. Advocacy for HIV/STD 
prevention may require a role change 
for some of the faith community. 

HIV/STD prevention advocates may 
find it helpful to identify highly re-
spected individuals who could become 
advocates and open the conversa-

Vih Y Comunidad 
Call-In Radio Program

“Listening to music is one of the few 
sources of fun that people in rural ar-
eas can access and enjoy. Everyone 
can do it.” (HIV Program Coordi-
nator). This community-level inter-

vention uses a popular Spanish 
language radio station to 

disseminate information 
about HIV infection, 

free HIV testing, 
and free medical 

services avail-

Social Marketing to  
Latinas in Border Communities

The Valley AIDS Council in Har-
lingen, Texas, implemented a so-
cial marketing campaign, Proyecto 
Juntos, targeting Latinas who speak 
limited English to identify HIV risk 
behaviors, recognize signs of HIV 
infection, and seek HIV counseling 
and testing. The 6-month campaign 
included spots on Spanish language 
TV and radio aired during program-
ming popular with Latina women 
such as “telenovelas,” or Mexican 
soap operas. Well-known local media 
personalities volunteered their time 
for the TV spots. During the media 
campaign, Spanish/English post-
ers and brochures were distributed 
to places where Latinas congregate 
such as “washaterias” and beauty 
shops. The ads directed the Latinas 
to a phone line where staff gave call-
ers basic HIV information, screened 
them for HIV risks, and referred them 
to counseling and testing sites when 
appropriate. The program identified 
15 at-risk women, 10 of whom were 
diagnosed with HIV infection. The 
nature of the responses indicated that 
there is much need among Latinas 
for continued education about HIV 
and risk. http://hab.hrsa.gov/publica-
tions/growinginnovative/  (Please copy 
and paste link into your browser)

able in the community. The call-in 
feature engages listeners and mo-
tivates them to ask questions about 
HIV and other STDs. Programs are 
in Spanish and intersperse HIV/STD 
prevention information, audience 
questions, answers, and upbeat mu-
sic. Each radio program focuses on 
a theme although all calls and ques-
tions are welcome. It can be a chal-
lenge to find the right health educator 
with the cultural sensitivity to portray 
the right demeanor on the air. This is 
an intervention that may reach audi-
ences that are otherwise very hard to 
reach. (www.connectingtocare.net/
files/ctc_complete.pdf)
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tion in their faith-based organization. 
Women elders have been the mobiliz-
ing force in some southern Black con-
gregations, encouraging the clergy 
to address HIV prevention from the 
pulpit. Recently, a coalition of Black 
clergy have mobilized to bring HIV/
STD prevention into their faith com-
munities Other influential individuals 
might be a church nurse, the minis-
ter’s wife, lay ministers, or other lay 
leaders.  If there is one congregation 
in the area that is open to HIV/STD 
prevention, this group may be able to 
act as a champion, encouraging other 
more hesitant congregations and de-
nominations. In some instances, the 
leadership of a faith-based organiza-
tion may be the catalyst to initiate dis-
cussion around HIV/STD prevention. 
This happened in the Unitarian Uni-
versalistic Association of Congrega-
tions when they developed a lifespan 
sexuality education curriculum. The 
take-home message is that rural com-
munities need to carefully identify 
who should initially be brought to the 
HIV/STD prevention table to repre-
sent the faith community and allow 
sufficient time for the faith commu-
nity to embrace this issue. 

Although faith-based organizations 
are important in this respect through-

out the country, the role of the Black 
faith community in HIV/STD 

prevention is critical given 
the disproportionate im-

pact of HIV, AIDS, 
and other STDs 

on rural Black 

Americans. In October 2007, the Na-
tional Conclave on HIV/AIDS Policy 
for Black Clergy in conjunction with 
the National Black Leadership Com-
mission on AIDS announced their 
intention to take a leadership role in 
eliminating HIV among Blacks in the 
U.S. They plan to aggressively pro-
mote HIV testing among their con-
gregations and insure that all Black 
clergy are equipped to address HIV-
related issues in a scientifically sound 
manner. In addition, Black clergy will 
promote the ABC/D prevention mod-
el that advises people to abstain, be 
faithful, use condoms, and avoid en-
gaging in risky behavior.11 It will be 
essential for rural HIV/STD preven-
tion specialists to offer their expertise 
to support this effort and expand it to 
include STD prevention. 

For example, throughout Africa, the 
Salvation Army has provided HIV 
education, testing, and counseling, 
relief supplies, and spiritual support 
for those infected by HIV/AIDS. In 
Asia, World Vision is promoting and 
distributing condoms, treating STDs, 
and trying to reduce risk behaviors 
among sex workers, truck drivers, 
migrant workers, fishermen, and 
injecting drug users. International 
AIDS workers note that involving 
faith communities requires patience, 
thoughtful partnerships, and respect-
ful conversation between potentially 
contentious positions.12  The potential 
influence of faith-based organizations 
on community norms, their ability to 
reach broadly into the community, 
and their potential participation in 
prevention programs all make the  
effort a good investment. 

Rural American faith-based organiza-
tions may also play a supportive role 
for those at increased risk of HIV/
STD infection. The faith community 
has the potential to provide sanctuary 
for teens through youth development 
programs and nonjudgmental counsel-
ing. They can promote empowerment 
and develop employment programs 
for low-income women. Many faith-
based organizations provide spiritual 
support, transportation, food, and 

shelter to those infected with or af-
fected by HIV/AIDS.  They can advo-
cate for open discussions about risky 
sexual behaviors and ways to combat 
poverty and racism, both of which 
may contribute to HIV infection in ru-
ral communities as much as individual 
behaviors.13  Rural HIV/STD preven-
tion specialists can contribute to this 

process by providing clergy with es-
sential HIV/STD prevention informa-
tion and by motivating local clergy us-
ing approaches sensitive to individual 
religious beliefs and values.

Although faith-based organizations 
have a unique potential for participat-
ing in HIV/STD prevention, the degree 
to which an organization or congrega-
tion chooses to participate and the pace 
at which they become involved will 
vary greatly. At the very least, rural 
faith-based organizations should iden-
tify the HIV/STD prevention needs 
of their faith community, open a con-
versation about HIV/STD prevention 
among their members, and be actively 
involved in reducing HIV/STD stigma 
and denial. Some faith-based organiza-
tions may be comfortable representing 
the faith-based community on commu-

Project F.A.I.T.H.

Project F.A.I.T.H. (Fostering AIDS 
Initiatives That Heal) is a state-
wide demonstration project of the 
South Carolina HIV/AIDS Coun-
cil designed to build the capacity 
of churches and other faith-based 
entities who want to create local 
solutions to local problems.  The 
initiative includes on-site training 
of clergy and funding for churches 
and other faith-based entities who 
seek to make a difference in their 
local community and state. (www.
schivaidscouncil.org/p-project-
faith.html) (Please copy and paste link 
into your browser)

Faith-based organizations have 
played key roles in HIV/STD pre-
vention in developing countries 
for years and we can learn from 
their experience.
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nity HIV/STD prevention tasks forces. 
Others may be comfortable providing 
spiritual and/or concrete support to 
those who are most vulnerable to infec-
tion or those already affected by HIV/
STD infection. Additional guidance 
about how to work with the faith com-
munity to promote and support HIV/
STD prevention is available through 

Faith-Based HIV Prevention Interven-
tions: A Technical Assistance Guide 

for Working with Communities 
of Faith at www.mihivnews.

com/pdffiles/faith-b_
manual.pdf.  (Please 

copy and paste link 
into your browser)

Healthcare Providers 

Healthcare providers have 
unique and powerful influence 
over people’s health behavior. 

In rural settings, medical profession-
als may be in a position to reach “hid-
den” populations at heightened risk 
for infection. This would include any-
one with multiple sex partners, teens, 
pregnant women, clients using drugs 
or having sex with a drug user, wom-
en trading sex for economic survival, 
and men engaging in sex with other 
men whether or not they identify as 
gay. Healthcare providers are also in 
a position to normalize risk behavior 
screening, HIV and STD testing, and 
prevention counseling. It is critical for 
rural providers to appreciate the role 
they can play in early identification 
and treatment of common STDs such 
as chlamydia and gonorrhea by an-
nually testing sexually active female 
patients 25 or younger for these infec-
tions using a simple urine test. Early 
treatment of these infections can pre-
vent infertility, reduce the risk of HIV 
infection, and provide an opportunity 
to educate patients about the risks of 
STDs including HIV. 

Despite these opportunities for incor-
porating HIV/STD prevention into ru-
ral medical protocols, rural providers 
may be uncomfortable having these 
discussions with patients who may also 
be neighbors and friends. They may be 
inadequately trained to conduct sexual 
and risk histories and to provide HIV/
STD testing and counseling. In addi-
tion, many rural providers are already 
overburdened due to inadequate num-
bers of rural healthcare professionals. 
Consequently, they may be hesitant to 
add a prevention intervention that will 
require additional time, even minimal 
time. In contrast to urban medical fa-
cilities, there usually is no specially 
trained person to take on the responsi-
bility for HIV/STD prevention in ru-
ral clinics. An additional barrier is that 
rural providers and healthcare facili-
ties may lack knowledge about federal 
and state resources available to assist 
those diagnosed with HIV/AIDS. 

Rural communities should first and 
foremost utilize those who are already 
trained, funded, and comfortable ad-
dressing HIV/STD prevention edu-
cation. Most states have Disease In-
tervention Specialists (DIS) who are 
trained to conduct field investigations 
of communicable diseases by locat-
ing and counseling persons exposed 
to, infected with, or having a positive 
test for a communicable disease such 
as an STD, HIV, or tuberculosis (TB).  
DIS often visit HIV+ clients at their 
home, help identify those who may 
also have been exposed, and can offer 
on the spot confidential rapid tests and 

counseling to partners. DIS also pro-
vide information to physicians, local 
health departments, and medical labo-
ratories about the diagnosis and treat-
ment of patients and the prevention, 
detection, and reporting of communi-
cable diseases. First responders might 
also be trained to provide HIV/STD 
education and offer HIV/STD testing 
and counseling. In Indian Country, 
paraprofessional community health 
representatives (CHR) are in an ideal 
situation to provide HIV/STD educa-
tion and could be trained to conduct 
HIV and STD testing and counseling 
if that is acceptable within the tribe.

Community Health Centers can  
be key players in rural HIV/STD 
prevention (www.nachc.com/client/
documents/blogs/HIVAIDS_Fact_
Sheet.PDF ). Located in every state 
and territory, community health cen-
ters provide high-quality, affordable 
care regardless of insurance status 
or ability to pay. Health centers of-
fer HIV testing, health care, and 
counseling services. They bring ex-
pertise in accessing resources for 
low-income, uninsured, or under-
insured people who are living with 
HIV/AIDS through the federal Ryan 

YOUR Center, Michigan

Started in 1996 by 13 churches, 
this faith-based program takes 
advantage of the special role that 
faith plays in the African American 
community in order to address HIV 
needs identified by the community. 
Early on, YOUR Center had to 
overcome resistance from the min-
isters to provide HIV education 
to the entire membership, not just 
the youth.  They also had to col-
laborate with other AIDS service 
organizations to avoid duplication. 
Programs include HIV education, 
outreach, testing and counseling, 
community forums, home parties, 
skills building workshops, and pre-
vention case management. 
For more information see page 21 
at www.mihivnews.com 

Rural health-care providers can 
play a leadership role in HIV/STD 
prevention education by commit-
ting to ask patients about their 
risk behaviors and counseling 
patients how to reduce HIV/STD 
risk with consideration for indi-
vidual needs and circumstances.
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White CARE Act (RWCA). They 
are also well positioned to lead rural 
collaborations among clinics, hospi-
tals, and individual providers. 

Most rural areas can take advantage 
of Title X reproductive health clinics 
where there are clinicians well-versed 
in HIV/STD prevention and manage-
ment protocols. In rural Colorado, lo-
cal public health nurses often conduct 
a risk assessment and then refer cli-
ents at heightened risk for HIV/STD 
to Title X family planning facilities in 
their county or a neighboring county. 
Title X clinics conduct risk assess-
ments, HIV/STD testing, STD treat-
ment, or referral for treatment. Title 
X clinics also receive regular updates 
on HIV/STD prevention skills such as 
how to conduct a sexual history and 
state-of-the-art diagnosis and treat-
ment of HIV and other STDs. These 
training updates are often held in ru-
ral locations and are usually open to 

all local clinicians.  
Additional information about 

Title X family planning 
service and training 

opportunities can be 
found on the Office 

of Population 

Affairs website at www.hhs.gov/opa/
familyplanning/grantees/services/
index.html. (Please copy and paste link 
into your browser)

There are 11 regional AIDS Education 
and Training Centers (AETCs) and a 
National Minority AETC whose mis-
sion is to train health care and dental 
professionals to diagnose, treat, and 
manage HIV infection (http://hab.
hrsa.gov/educating.htm). AETCs bring 
training to rural health professionals in 
their communities to teach them how 
to take sexual and risk histories, con-
duct HIV tests, manage HIV+ patients, 
and counsel them about reducing HIV/
STD risk behaviors. AETC training 
can increase providers’ knowledge of 
federal resources available to them for 
HIV detection and management such 
as Ryan White CARE Act funds and 
those provided to community-based 
primary care providers in underserved 
areas through section 330 of the Public 
Health Service Act. They may also be 
able to link local physicians with uni-
versity-based infectious disease doctors 
to provide ongoing support for local 
HIV treatment. Regional AETCs pro-
vide pocket guides to help health care 
providers assess HIV/STD risk, edu-
cational pamphlets for waiting rooms, 
and examination room posters that en-
courage patients to talk with their care 
providers about HIV and preventing in-
fection. For additional information on 
AETCs, go to www.aids-ed.org/.

Another federally funded resource is 
the National Network of STD/HIV 
Prevention Training Centers (PTCs) 

which provides prevention training 
throughout the country (http://depts.
washington.edu/nnptc). The PTCs try 
to offer travel support to those travel-
ing long distances for HIV/STD train-
ing. They also bring training to rural 
communities if there is a need and in-
terest. The PTCs provide three catego-
ries of training. First they provide cli-
nicians with the latest knowledge and 
clinical skills for the prevention, diag-
nosis and management of STD infec-
tions. Second, the PTCs offer training 
in evidence-based individual, group, 
and community level interventions 
shown to change behaviors to prevent 
the transmission of HIV and other 
STDs. Third, the PTCs offer exten-
sive training on partner management 
services. Currently, they are offering 
interventions to train clinicians to use 
brief tailored messages to effectively 
counsel and motivate HIV+ clients to 
reduce their risk of transmitting HIV 
and/or getting a new STD (see the 
Partnership for Health intervention in 
Chapter 6).

The Capacity Building Branch of the 
CDC provides training and technical 
assistance to organizations to help 
them build the infrastructure needed 
to improve the delivery and effective-
ness of HIV/STD prevention. Capac-
ity building may be particularly valu-
able for rural organizations that lack 
other resources for developing infra-
structure. Capacity building assistance 
supports the implementation and/or 
adaption of effective HIV/STD pre-
vention interventions and strategies. 

These strategies include implementa-
tion of rapid HIV testing, comprehen-
sive risk counseling and services, and 
prevention counseling. More informa-
tion about capacity building is at www.
cdc.gov/hiv/topics/cba/. 

One innovative technology avail-
able to rural providers is an Internet- 
based system of notifying partners 
of exposure to an STD. Commercial 
programs such as inSPOT (www.
inspot.org) enable people to anony-
mously notify partners by email that 
they may have been exposed to HIV 
or another STD. There are humorous 
and serious message options, both 
of which are nonjudgmental and to 
the point. Some state health depart-
ments provide this program. A Ken-
tucky non-profit has developed its 
own comparable notification service 
that can be accessed free of charge at 
www.stopthespreadonline.org/.  

Involving rural healthcare providers in 
HIV/STD prevention education may 
require encouragement from commu-
nity leaders or local HIV/STD preven-
tion advocates.  Getting local medical 
organizations to embrace this issue 
opens the door for training family 
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practice, internal medicine, and wom-
en’s health clinicians to provide HIV/
STD prevention education through 
risk behavior screening, testing, treat-
ment, and risk-reduction counseling. 
Providing continuing medical edu-

cation credit provides an additional 
incentive for HIV/STD prevention 
training. Providers may be more open 
initially to providing education along 
with annual chlamydia and gonorrhea 
screening for sexually active female 
patients age 25 and under as recom-
mended by the CDC. Once they be-
come involved, rural health care pro-
viders make powerful advocates for 
HIV/STD education and prevention, 
especially with policy-makers.

Although the health care system 
would seem to be the easiest place 
for HIV/STD prevention education to 
occur, it is clear this is often a chal-
lenge in rural settings. At a minimum, 
health care facilities should have writ-

ten materials about the risks of HIV 
and other STDs available in 

their clinical settings.  Ru-
ral communities should 

provide information 
on where individu-

als can access 

confidential HIV/STD testing and 
treatment.  And health care providers 
and facilities should, at a minimum, 
create relationships with and refer cli-
ents to state and local providers who 
are already trained to address HIV/
STD prevention and provide early 
diagnosis and treatment. Community 
advocates may be best positioned 
to make local health care providers 
aware of the federal resources avail-
able to ease their entry into HIV/STD 
prevention education. Of course, 
planning for confidentiality through-
out the health care system is a criti-
cal step and one that may help to de-
crease the reluctance of individuals to 
participate in testing, risk reduction, 
and disclosure with partners. 

Summary

This chapter has presented a 
broad spectrum of what HIV/
STD prevention education 

might look like in rural settings. 
Knowing the community, honoring 
local values, thinking creatively, and 
leveraging existing resources are keys 
to success. Although science-based 
accurate, developmentally and cultur-
ally appropriate HIV/STD prevention 
programs might ideally be offered in 
rural schools, some communities may 
prefer after-school programs, youth 
development programs, or a youth in-
formation hot line. Increasing public 
awareness of HIV/STD risk and de-
creasing stigma may start as thought-
ful responses to local occurrences 
such as an increase in teen births or 

chlamydia rates. Advocacy groups 
can bring people together to open 
the conversation. Bringing commu-
nity leaders, the faith community, and 
health care providers together in such 
a way creates the potential for power-
ful prevention opportunities. And per-
haps most important, rural commu-
nities can take advantage of existing 
resources while capitalizing on volun-
teers and local resources available to 
them to maximize prevention efforts 
and minimize cost. 

In addition to the concepts outlined in 
this chapter, three overarching prin-
ciples deserve elaboration. First, edu-
cation designed to actively engage 
recipients tends to be far more effec-
tive in motivating behavior change. 
Numerous studies have shown that 
people are more likely to adopt safer 
sex behaviors in response to educa-
tion programs that are interactive 
rather than those coming across as 
a directive. Second, education pro-
grams designed to promote safer 
sex and other HIV/STD prevention 
behaviors should always be tailored 
based on the cultural values of the 
target audience as well as their level 
of literacy. Clearly, programs that 
work are based on the values, needs, 
beliefs, and practices of the specific 
target audience and these audiences 
differ from one rural area to the next. 
Literacy is equally important and 
the prospect of finding low literacy 
in rural communities should always 
be anticipated. Finally, education de-
signed to promote HIV/STD protec-

tive behaviors is far different from 
“academic education.” That means 
it is vital to remain nonjudgmental 
and to avoid being directive. Sex is 
an extremely personal behavior that 
people tend to value as a freedom in 
their lives. When education creates 
even an appearance of trespassing on 
this freedom, the effort may fail. The 
goal is to create conditions that allow 
people to adopt protective behaviors 
as a result of their decisions. 

Community Assessment and  
Prevention Education Circles 

in Minnesota

HIV/AIDS prevention programs 
based on what urban experts think 
rural target groups ought to know 
don’t work well. The Rural AIDS 
Action Network (RAAN), a com-
munity-based non-profit in Min-
nesota, assessed HIV/STD preven-
tion needs among two vulnerable 
rural populations, at-risk youth and 
MSM. Using confidential surveys, 
focus groups, and discussions with 
peer leaders, RAAN asked these 
groups “What would you like to 
know and how would you like to 
learn it?”  Prevention Education 
Circles emerged that share cultur-
ally relevant HIV/STD education 
materials with a small social group 
in a confidential and peer-defined 
environment on a routine basis. 
(www.raan.org/pec.html)
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Chapter 4 
HIV/STD TESTING IN RURAL SETTINGS

Why test?

If most cases of HIV are concen-
trated in urban areas, why should 
health care providers test people in 

rural areas for HIV?  First, according to 
the CDC, about 25% of those infected 
with HIV are not aware of their status. 
There is no reason to think that this 
is not also true in rural communities.  
Second, there is evidence that people in 
rural settings often seek HIV care later 
than those in urban areas.1-3  This pre-
vents them from receiving the benefits 
of early treatment and care and can lead 
to their unknowingly infecting others. 
Third, it is essential for the health de-
partment to know when and where new 
infections occur to take steps to prevent 
HIV from spreading in rural areas. 

Screening for other STDs in rural 
settings is equally important for three 
reasons. First, untreated infections 
such as chlamydia and gonorrhea 
can lead to long-term health conse-
quences in women including pelvic 
inflammatory disease, infertility, ec-
topic pregnancy, and chronic pelvic 
pain. Consequently, the CDC’s Sex-
ually Transmitted Disease Treatment 
Guidelines, 2006 recommend annual 
screening of all asymptomatic sexu-
ally active females 25 and younger 
for chlamydia and screening asymp-
tomatic sexually active women of 
all ages who are engaging in risk 
behaviors for gonorrhea. Screening 
asymptomatic men for chlamydia, 
gonorrhea, and syphilis is recom-
mended when the sexual history 

Wake up. Don’t let someone 
feed you a line and don’t 

be afraid to ask questions. Find 
out yourself. 	 				  
	  	

Ryan White, talking to teenagers

“
”
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reveals risky behaviors such as con-
current partners, unprotected sex, or 
male to male sex.4 Second, early de-
tection and treatment of all STDs is 
a powerful HIV prevention strategy 
since having one sexually transmit-
ted infection increases the chance of 
acquiring HIV infection. And third, 
the process of STD screening pro-
vides an opportunity to identify and 
modify risk behaviors. 

There are many challenges and 
barriers that increase the difficulty 
of HIV and other STD screening 
and testing in rural communities.  
Health care is far less accessible 
in rural areas than urban settings.  
People in rural areas often have to 
travel long distances for care.  Even 
when health care is accessible, HIV 
and STD testing may not be offered.  
Provider-reported barriers include 
cost, lack of time, lack of skills, a 
belief that HIV or STD infection is 
not a rural priority, and for some, a 
reluctance to discuss HIV/STD and 
sexual or injection drug use risk be-
haviors. 5,6

Other factors discourage rural resi-
dents from getting tested even when 
testing is available. Some individu-
als may not believe they are at risk.  
They may be embarrassed or afraid 

that others will find out about 
their risky behaviors or are 

afraid to learn that they 
are infected. They 

may be worried 
that treatment 

and care would not be available, 
that they could not pay for it, or that 
they could loose a job or loved one. 
All of these concerns can be very 
real, especially concerns about pri-
vacy. The overlapping social net-
works in small towns can make it 
difficult to get tested and receive 
results confidentially. For example, 
the clinic clerk may be a relative, 
family friend or member of the cli-
ent’s faith community. In addition 
there is a real threat of being recog-
nized going into a certain clinic at a 
certain time or of even having your 
car parked there on the “STD clinic 
afternoon.” 5,6

HIV Testing Options – 
Routine and Targeted 
Testing
 

The 2006 Revised Recommenda-
tions for HIV Testing of Adults, 
Adolescents, and Pregnant 

Women in Health-Care Settings rec-
ommend that HIV screening be part of 
routine clinical care in health care set-
tings with an option for patients to opt 
out of voluntary participation. This shift 
in policy from targeted testing coupled 
with pre and post-test counseling is in-
tended not only to identify those who 
are unaware that they are infected but 
also to reduce the stigma associated 
with getting tested. However, this rec-
ommendation may not apply to some 
rural communities because the CDC 
does not recommend routine HIV test-
ing in settings with patient populations 

that have less than 1 person infected out 
of 1,000 who are tested.7 

Determining how to respond to the rou-
tine testing recommendations in rural 
areas is not always straightforward. 
Response will vary depending on lo-
cal data on HIV/AIDS, syphilis, other 
STDs, and diseases such as tubercu-
losis (TB) that may accompany HIV.  
Rural health care settings must judge 
whether they can expect 1 positive HIV 
test among 1,000. The lack of evidence 
of HIV, syphilis, or TB in a geographic 
area may point to a plan to continue 
with targeted testing and periodically 
review data for any changes. In rural 
areas that have a few identified cases 
of HIV/AIDS, new cases of syphilis, or 
a moderate or high prevalence of TB, 
it may be reasonable to initiate routine 
screening at the area’s referral health 
care facility to determine whether rou-
tine HIV testing is warranted. In a ru-
ral area, such as the rural South, where 
HIV/AIDS incidence is on the rise, rou-
tine testing in referral health care facili-
ties should be initiated to determine the 
local positivity rate. When routine HIV 
testing was implemented in response 
to the 2006 Revised Recommendations 
to determine the positivity rate in six 
mostly rural community health centers 
in North Carolina, all but one exceeded 
the 1 in 1,000 threshold. 

Even when prevalence is too low to 
prompt or continue a routine testing 
program in a rural healthcare setting, 
the recommendations do advocate HIV 
testing for certain patients including 

anyone seeking treatment for an STD, 
diagnosed with TB, or receiving rou-
tine prenatal care.  In addition, testing 
targeted to those with identified risk 
behaviors continues to be recommend-
ed for low prevalence rural popula-
tions. Statutes and regulations govern-
ing routine and targeted testing vary 
by state. More information on state 
policies that impact HIV screening are 
summarized in the NASTAD publica-
tion, 2007 Report on Findings from 
an Assessment of Health Department 
Efforts to Implement HIV Screening 
in Health Care Settings (www.nastad.
org/Docs/highlight/2007626_NASTAD_
Screening_Assessment_Report_062607.
pdf). 8 

Which HIV Test to Use

The choice of HIV test depends 
on factors including labora-
tory requirements, how easy 

the test is to administer, how accu-
rate it is, and how much it costs.  Of-
ten, state health department policy 
dictates which test will be used. The 
state health department HIV divi-
sion and state laboratory are excel-
lent sources of additional informa-
tion about testing. In turn, NASTAD 
publications offer guidance to state 
health departments to help them de-
velop testing policies.8,9 

Most HIV tests look for the presence of 
HIV antibody, which usually appears 
within weeks of infection but can take 
up to three months to develop after ex-
posure to the virus. Once present, the 
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antibody remains and can be detected 
in blood (serum and plasma) and in oral 
fluid (oral mucosa transudate which is 
different from saliva). Despite a pos-
sible delay in the development of HIV 
antibody levels of several weeks, test-
ing for HIV within weeks of exposure 
is recommended to ensure the earliest 
possible detection and treatment of 
HIV as well as other STDs. The tra-
ditional EIA (enzyme immunoassay) 
tests for the presence of HIV antibody 
in a sample of blood or oral fluid and 
must be processed in a lab. The test 
is relatively inexpensive and may be 
offered for no charge by some state 
health department labs. Drawbacks to 
the EIA for rural testing include the 

need for a trained person to draw the 
blood and the one to two week 

delay in getting results back. 
This delay can be a prob-

lem since many rural 
clients cannot read-

ily return for test 

results or may change their mind about 
learning their status during the wait. 
On the other hand, this waiting period 
gives rural providers time to organize 
treatment referrals and assemble a sup-
port network if there is a positive test 
result. Telephone notification of nega-
tive results may be an option for rural 
settings, especially for clients who are 
not engaged in ongoing high-risk be-
haviors such as injection drug use or 
unprotected sex.10 

There is a trend toward using rapid HIV 
tests that provide results in 30 minutes 
or less, are minimally invasive, and 
can be done in the field. These tests can 
be performed using oral fluid, whole 
blood (can be from a finger stick), se-
rum, or plasma. Although a blood draw 
is not required, adequate training is still 
essential to ensure accurate results by 
following precise procedures for stor-
ing and transporting test kits, conduct-
ing control tests, correctly performing 
the test, and interpreting the results. 
Unlike at-home pregnancy tests that 
are clearly positive or negative, rapid 
test results are more subtle and reading 
them accurately requires a good light 
source and some experience on the part 
of the tester. Rapid oral tests can be 
confusing to clients who erroneously 
think that it is the saliva being tested. 
It is important to explain that the test 
is for HIV antibodies (not the virus) 
found in the oral fluid obtained from 
the gums and cheeks of the mouth. 
In contrast, saliva is excreted into the 
mouth by the salivary glands and con-
tains insufficient amounts of HIV anti-

body to test for HIV infection.  
Another concern is whether the re-
sults from rapid testing are as valid as 
those for conventional EIA. Clinical 
studies show rapid tests are as valid 
as EIA tests to identify HIV antibody 
in true HIV cases and the lack of any 
HIV antibody for true negative cases. 
There is a probability of getting from 
two to five false positives for every 
1000 tests administered, depending 
on the particular brand of rapid test 
used. False negatives can also occur. 
False positives from rapid tests may 
be minimized slightly by testing blood 
from a finger stick rather than using 
the oral fluid swab but they cannot be 
eliminated with any HIV test. Indeed, 
all reactive (preliminary positive) re-
sults from a rapid test must have a sec-
ondary confirming test. Counseling 
from the health care provider or other 
trained counselor can be important 
to minimize the negative impact of a 
false positive test result on the indi-
vidual and on the community.. 

Who Should 
Be Tested for STDs?

Understanding who should be 
tested or screened for which 
STD and how frequently can 

be complicated.  Some groups require 
routine screening such as sexually ac-
tive asymptomatic women aged 25 or 
younger being screened annually for 
chlamydia and pregnant women be-
ing screened for chlamydia, syphilis, 
and hepatitis B. Similarly, MSM who 
have had unprotected sex with a ca-

sual partner require annual screening 
for chlamydia, gonorrhea, and syphi-
lis. Conducting a thorough sexual 
history that asks about specific sexual 
behaviors, the gender and risk behav-
iors of partners, and correct use of 
condoms is essential to decide when 
to test for STDs such as gonorrhea 
or when to repeat a test more often 
than once a year.  Early diagnosis and 
treatment of chlamydia, gonorrhea, 
syphilis, and HIV prevents potential-
ly serious health consequences and 
further transmission of the infection.  
Vaccinating for hepatitis A and B and 
human papillomavirus (HPV) can re-
duce morbidity as well. CDC recom-
mendations for STD testing and vac-
cination are detailed online at http://
www.hivtest.org/faq.cfm#stdtest. 

Who Should Be Tested for HIV?

Patients seeking STD treatment •	
Patients with tuberculosis •	
All pregnant women •	
People having unprotected sex •	
with:  
◦ multiple concurrent partners 
◦ recently incarcerated partner 
◦ partner who injects drugs

 • Those engaging in:
    ◦ male-to-male sex
    ◦ exchanging sex for drugs or    	       	

  money
    ◦ injecting drugs or steroids

Who Should Be Tested 
for STDs?

 Anyone seeking STD care•	
 Sexually active women ≤25 yrs old •	
 ◦ annual screen for chlamydia 
All pregnant women •	
 ◦ screen for chlamydia, syphilis,     		
    hepatitis at early prenatal visit
People having unprotected sex with •	
casual partners  
 ◦ annual screen for chlamydia,  
    gonorrhea 
Men having male-to-male sex with •	
casual partners 
 ◦ annual screen for chlamydia,  
    gonorrhea, syphilis 
People exchanging sex for drugs or •	
money  
 ◦ screen for chlamydia, gonorrhea,      	
    syphilis as recommended by  
    physician



Tearing Down Fences43 HIV/STD Prevention in Rural America 44

Who Should Do HIV 
and STD Testing 
and Where?

In many rural communities, there 
are not enough health care pro-
viders to conduct HIV/STD test-

ing. From the health care provider’s 
perspective, barriers to testing in-
clude lack of time, discomfort with 
the topic, and inadequate or outdat-
ed skills. State health departments, 
AIDS Education and Training Cen-
ters, and regional STD/HIV Preven-
tion Training Centers can help reduce 
these barriers by training clinicians 
and non-traditional community help-
ers in risk assessment, HIV testing, 
STD screening, and risk-reduction 
counseling. CDC recommendations 
in 2006 that remove the requirement 
for counseling as part of routine test-
ing in health care settings may also 
reduce provider barriers. 

Although HIV/STD testing sites can 
vary from community to community 
depending on their resources and 
needs, traditional testing sites gener-
ally include medical care sites with 
clinical professionals doing the test-
ing. Counseling may or may not be of-
fered for routine HIV screening prior 

to surgery, childbirth, or emergency 
treatment, depending on state 

law and institutional poli-
cies. However, coun-

seling should be 
provided to ev-

eryone who re-

ceives a positive or preliminary posi-
tive test result.

Traditional HIV/STD testing sites are 
facility based:

Private doctor offices•	
Community Health Centers•	
Hospital out-patient clinics•	
Hospital in-patient•	
Emergency departments•	
Health departments •	
Family planning clinics•	
Correctional facilities (on intake •	
and/or discharge)
Mental health treatment clinics•	
Substance abuse treatment clinics	•	
 

The advent of non-invasive testing 
procedures enables HIV/STD testing 
in rural areas to expand beyond tradi-
tional health care providers and tradi-
tional testing sites. Before embarking 
on a non-traditional HIV/STD testing 
program, though, it is wise to check ap-
plicable state laws that may limit who 
can conduct HIV testing (National HIV/
AIDS Clinicians’ Consultation Center 
at www.nccc.ucsf.edu). Where state law 
allows, rapid HIV tests enable well-
trained non-licensed individuals to take 
testing and counseling to those who are 
at heightened risk for infection. Chla-
mydia and gonorrhea screenings are 
easy to do by simply collecting a urine 
specimen, making it feasible to screen 
for these common STDs during annual 
exams and in conjunction with rapid 
HIV testing in non-traditional settings.

Although rapid HIV test results are 
available in 30 minutes or less, chla-

mydia and gonorrhea test results from 
nucleic acid amplification technology 
(NAAT) are not available for several 
days. When rapid HIV and NAAT tests 
are performed at the same time, a plan 
is needed for getting results and treat-
ment, if needed, to those screened. 

Another concern is that testing for pri-
mary and secondary syphilis requires 
a sample of blood drawn from a vein, 
making it more difficult to test for 
syphilis using non-traditional testers 
and outreach sites. In some states, dis-
ease intervention specialists (DIS) col-
laborate with rural testing programs to 
draw blood for syphilis, HIV, and oth-
er STD testing while conducting field 
epidemiology to identify potentially 
exposed sexual partners. 

Ensuring that professional and non-
traditional testers are adequately 
trained in testing, counseling, and re-
ferral can be challenging in rural set-
tings. The time and cost of travelling 
to urban training sites may stop rural 
providers from getting training, espe-
cially training on HIV/STD preven-
tion practices that may not seem that 
urgent in a rural area. Rural providers 
or non-traditional testers may not be 
able to leave their jobs for training if 
they have no back-up coverage. As a 
result, HIV/STD testing and counsel-
ing training may need to go to provid-
ers and non-traditional testers. Pro-
viding training locally may motivate 
rural providers to attend and simulta-
neously help to normalize HIV/STD 
testing within the local provider net-

work. Distance learning technology 
such as Internet video seminars can 
be an option to augment face-to-face 
training in a cost-effective and accept-
able way. 

Expanding testing to non-traditional 
sites can work in rural settings but 
may require innovative approaches. 
Testing in non-traditional sites re-
quires clarification of who is at risk 
for HIV/STD, identification of places 
where those at risk congregate, con-
sideration of community and target 
audience values, ways to protect con-
fidentiality, and available resources. 
State laws and health department pol-
icies may govern who may do what, 
in what venues, with what funds, 
and with what outcomes in mind. If 
the goal is to detect cases of HIV or 
STDs, targeted testing events and out-
reach may be a wise use of resources. 
Community-wide events, on the other 
hand, may be better for increasing 
HIV/STD awareness. Combining HIV 
rapid testing with urine-based NAAT 
testing for chlamydia and gonorrhea 
may also be a good rural strategy.
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Special events are useful to increase 
public awareness of HIV/STD risks 
and sites where they and their part-
ners can get tested and treated. Spe-
cial events are often part of a larger 
community event so cost can be min-
imal. Trained volunteers can act as 
community educators and may con-
duct HIV/STD testing and counseling 
if allowed by state law. Rural venues 
for special events have included:
 

Health Fairs•	
County Fairs•	
Rodeos•	
College Fairs•	
AIDS Walks•	
Anti-Meth Walks•	
Pow-Wows•	

Targeted Outreach Testing Programs 
identify specific at-risk groups and try 
to take prevention education and test-
ing to those groups at places where 
they naturally gather. The following 
are examples of non-traditional rural 
HIV/STD outreach testing programs 
currently being implemented.  

Targeted Outreach 
Men Who Have Sex with Men

Adult Bookstore

Outreach worker in popular adult 
bookstore offers educational ma-

terials and confidential rapid 
HIV testing and counsel-

ing.  Being on-site fre-
quently increases 

trust to promote 

interaction between customers and 
the outreach worker.
 
Public Sex Venues

Outreach workers take education and 
confidential HIV testing to known 
public environments where men 
meet male sexual partners. These 
locations are often advertised on the 
Internet.  Outreach workers should 
partner for safety. Information on 
how to assess whether sexual activi-
ty in public places should be targeted 
for intervention is available at www.
popcenter.org/problems/illicit_sex/1 

Targeted Outreach 
Substance Users

A health educator trained in HIV test-
ing and counseling rides a 600 mile 
circuit through the mountains and 
plains in rural Colorado to provide 
HIV education and free, confidential 
HIV testing. The program reaches 
people in substance abuse treatment, 
court mandated programs for driving 
under the influence or domestic vio-
lence, and those attending a monthly 
free testing evening in a resort com-
munity with many immigrant work-
ers. The circuit rider goes to homes to 
deliver positive results in person.

Targeted Outreach   
Latinos/as 

Promotores de Salud
 

This approach uses natural helpers or 
“promotores” from the community 

to provide HIV/STD testing, preven-
tion education, and condom distribu-
tion to migrant workers.  Promotores 
talk with workers, offer testing, and 
provide opportunities to try different 
styles of condoms. Promotores talk 
to farm workers where they gather 
or they get permission from supervi-
sors to talk with workers during short 
breaks in the fields. Promotores take 
along trained HIV testers after the 
initial contact to offer oral fluid col-
lection on the spot. Some programs 
collect urine specimens for NAAT at 
the same time. The promotores and 
testing and counseling team return 
together to give results. They also ed-
ucate and test female sex workers liv-
ing near the male worker camps.11,12     	
 
US-Mexico Border  
Truck Stop Outreach 

At border truck stops, Spanish speak-
ing outreach workers reach people in 
transit by approaching them at truck 
stops and border crossings where 
people are waiting for long periods. 
This provides opportunities to talk at 
length or conduct rapid testing and 
counseling.12  	  

House Parties

House parties are a way to engage 
Latinas in conversations about HIV 
and other STDs in a safe and comfort-
able setting and offer them confidential 
testing for HIV, chlamydia and gon-
orrhea.  A public health professional 
and promotora join together to present 

information and facilitate discussion. 
House parties are bilingual or in Span-
ish depending on the group of women 
gathered. 12   

Migrant Workers 

In Kentucky, HIV testing strategies 
extend far beyond the mandated pro-
vision of testing and counseling in 
each of the 120 local health depart-
ments, most of which are rural. Ken-
tucky Cabinet of Health and Family 
Services contracts with community-
based organizations and local health 
departments to literally take testing 
“into the field” meaning fields of to-
bacco, corn, soybeans, and other com-
mon crops. Rapid testing is most often 
used so results can be provided in the 
same session, eliminating the need for 
the client to come back for results.

Targeted Outreach  
Incarcerated Males

Testing individuals serving time in 
prison or jail for HIV and other STDs 
is ideally done on admission and dis-
charge. Inmates receive HIV/STD 
education and are treated for STDs. 
HIV-infected inmates receive case 
management and discharge planning 
such as providing transportation as-
sistance for the first doctor’s visit after 
release.  In rural areas, jail programs 
have been directed by DIS, local pub-
lic health nurses, or correctional facil-
ity staff.  This outreach effort requires 
developing a solid working relation-
ship with prison officials who may be 
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reluctant to identify new cases, pay 
for care, and address inmate sexual 
activity. Practices developed in more 
urban institutions have been imple-
mented in rural jails and detention 
centers. Model programs for HIV/
STD prevention in prisons are de-
scribed online at: 
www.nmac.org/index/prison-initiative 
www.caps.ucsf.edu/projects/Centerforce/
	  
Targeted Outreach 
Long-Haul Truckers

There are 3.2 million over the road 
truckers in the US and 1.4 million 
are long haul drivers covering the 
48 states and Canada. A project in 
Spokane, Washington, found that 
88% of truckers would participate 
in confidential rapid HIV testing at 
truck stops, weigh stations, or rest 
stops. The report identifies the risk 
behaviors that put truckers at risk 
for HIV/STD, the specific ways 
truckers would want to know about 
testing sites, and how they want 
to receive follow-up test results. 
This report is available online at:        
www.srhd.org/documents/PublicHealth-
Data/TruckerHealthReport.pdf  (Please 
copy and paste link into your browser)

Targeted Outreach 
American Indian Youth

Circle of Health is a culturally 
appropriate HIV, STD, and 

substance abuse preven-
tion education and 

testing program tai-
lored for Ameri-

can Indiana/

Alaska Native youth attending tribal 
colleges in Montana. HAWK (Honor-
ing Ancient Wisdom and Knowledge) 
is a California program in which 
trained Native Peer Advocates de-
liver education and risk prevention 
awareness to teens in the community 
through information booths, small 
group workshops and event presenta-
tions at Pow-Wows. HAWK advisor 
provides HIV/STD education and 
testing materials in the local jail. 

Targeted Outreach 
Workplace
 

This community-level intervention 
has been implemented successfully in 
food processing plants to bring HIV/
STD education, free HIV and other 
STD testing, and medical services to 

large groups of workers in the commu-
nity. After getting support from plant 
management, a 2-person outreach 
team schedules HIV educational pre-
sentations at all orientation sessions 
for new workers and at quarterly ses-
sions with a question and answer table 
set up for several hours during each 
shift. Having the same outreach work-
ers over time increases rapport and 
trust so that workers feel increasingly 
comfortable asking questions. 
This program has been success-
ful using bilingual/bicultural 
outreach workers in plants with 
a large proportion of Spanish-
speaking migrant workers. HIV 
testing has increased 100% for 
agencies that have initiated this 
program. One challenge is get-
ting worksite management to 
support HIV/STD prevention 
education and to acknowledge 
that HIV exists in the commu-
nity.

Removing Individual 
Barriers to Testing

Perhaps the most signifi-
cant barriers to HIV/STD 
testing are from the indi-

vidual’s perspective.  Barriers 
include lack of perceived risk; fear of 
adverse emotional, social, and physi-
cal consequences; concerns about ac-
cess to treatment and support; confi-
dentiality concerns; and cost.  These 
individual level concerns are much 
more difficult to address than provid-

er concerns.  This is particularly true 
in rural communities where access to 
affordable and confidential care is a 
real issue and disclosure of HIV status 
could have disastrous consequences to 
the individual and his or her family.

However, individual level barriers to 
testing can be addressed in a number 
of ways, including strategies involv-
ing the community.  Community level 

educational efforts can address the 
value and need for testing (see Chap-
ter 3 for examples).  These efforts need 
to address the availability of treatment 
and care services for those who test 
positive (see Chapter 6). Health care 
facilities can improve confidentiality  

Reasons given for NOT 
getting tested:

No perceived risk of HIV•	
No benefit of knowing status•	
Cost•	
Inconvenience (lack of immediate •	
results or transportation barriers)
Lack of local availability of testing•	
Cultural norms, especially stigma•	
Lack of privacy in testing and •	
counseling 
Perceived lack of confidentiality•	
Lack of provision and support for •	
testing couples 

Adapted from Vermund and Wilson 
(2002) 13

Ways to increase rural testing:

Increase awareness of HIV risk •	
Increase awareness of benefit of testing•	
Offer affordable tests and free tests•	
Offer as routine part of health care•	
Ensure that treatment would be available•	
Promote social acceptability of testing •	
Encourage shift towards acceptance and •	
support of HIV-infected persons 
Ensure confidentiality during all phases: •	
parking, site, testing, results, treatment
Test couples and provide social support•	
Take testing to people or provide trans-•	
portation

 Adapted from Vermund and Wilson (2002) 13
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and reduce stigma by following some 
of the suggestions outlined in the 
document Fighting Stigma and De- 
nial, distributed by the National Rural  
Health Association (NRHA).5 Provid-
ing testing at locations that are not  
easily identifiable as HIV testing sites 
may be one of the most practical sug-
gestions.  For example, a community  
center, WIC center, counseling cen-
ter, faith-based organization, bar, col- 
lege dormitory, truck stop, park, adult  
bookstore all would provide locations  
and that do not necessarily disclose 
one’s HIV/STD status. Planning for  
reliable and confidential ways to get  
information to individuals who have 
tested positive will enable people to 
begin care as early as possible. This is 
important since many rural people go 
outside their community where they 
are not known to receive more confi-
dential testing. Unfortunately, there are 
no comprehensive solutions that will 
motivate every individual at increased 
risk to seek testing or to relieve their 
concerns about testing issues.

A final but important individual barrier 
to testing is cost and access to health 
care. System level barriers such as ac-
cess to care and cost are very difficult 
to address.  However, there are some 
approaches that communities have 

used to increase access to care and 
funding for testing which may 

be suitable for a variety 
of other communities. 

Some rural areas that 
do not have enough 

HIV/AIDS cases 

to qualify for state or federal fund- 
ing programs have joined together to 
create a consortium to buy HIV testing  
supplies and seek consortia funding. 
Other rural areas with few HIV+ cas-
es rely on DIS from the state health 
department to test partners of those 
known to be infected.  As of late 
2007, Medicaid law permits cover-
age of routine HIV screening as an 
option if a state opts to include it. 
Medicare does not cover HIV testing 
unless medically indicated for symp-
toms suggesting HIV infection. To 
date, Ryan White CARE Act funding 
can fund HIV testing for population-
based screening although screening 
funded by this act has been minimal 
and has largely been conducted in ur-
ban areas. 14

Counseling and  
Testing Issues

There has been some confusion  
over how the 2006 CDC re-
vised recommendations for rou- 

tine opt-out HIV testing in health care 
settings pertain to rural settings. The 
revisions allow routine HIV testing 
in health care settings to occur with-
out the previously recommended pre 
and post-test prevention counseling. 
Removing the counseling requirement 
is intended to increase the number 
of tests conducted in health care set-
tings such as emergency departments 
where traditional prevention counsel-
ing is perceived as a barrier.7 Post-
test counseling for those identified as 
HIV positive is still indicated in all 

circumstances. Eliminating prevention 
counseling is not intended to apply to 
community-based non-health care test-
ing and is an option not a mandate for 
health care settings. Some rural provid-
ers consider HIV testing as a “teach-
able moment” to discuss risk reduc- 
tion. However, evidence suggests that 
a reduction in frequency of unprotected  
sex occurs after a positive HIV test re- 
sult, not a negative test result.15 On 
the other hand, there is evidence that 
brief messages from a physician can 
change risk behaviors such as tobacco 
use. Knowing this, rural communities 
may want to focus on increasing the 
frequency of sexual health risk assess-
ment in medical and mental health set-
tings to create teachable moments that 
would serve a broader population and 
possibly intervene earlier in the prima-
ry prevention process.  All individuals 
at heightened risk of infection should 
be provided with or referred to HIV 
risk-reduction services such as drug 
treatment, STD treatment, and/or be-
havior change counseling. 

Summary

Rural communities should use 
public health recommendations 
and local data to guide devel-

opment of a community-tailored HIV 
and STD screening and testing plan that 
provides ongoing surveillance through 
routine and targeted testing using tra-
ditional and non-traditional venues and 
testers. Testing plans should reflect the 
HIV and STD epidemiology, values, 
available resources, identified high-risk 

groups, and confidentiality concerns 
of the community. The planning pro-
cess can create community acceptance 
regarding the implementation of the 
testing and screening plan from com-
munity leaders, health professionals, 
advocates (e.g., advocates for migrant 
workers), men and women revered in 
the community, leaders in the faith com-
munity, and other interested and pivotal 
community members. Although testing 
appears to only involve individuals, in 
reality it does take the entire community 
to support the need for testing through 
anti-stigma campaigns. With commu-
nity support in place, HIV testing can 
detect previously unidentified cases, and 
those individuals can begin care as soon 
as possible to ensure the best individual 
and community outcomes.
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Chapter 5
RESPONDING TO NEW REPORTS OF INFECTION

Flat federal funding for HIV pre-
vention and care over the past 
decade along with growing ur-

ban demands for HIV prevention and 
services have in essence decreased 
the funds available to rural areas for 
HIV prevention and care.1 This has 
been particularly evident in the South 
which has the largest rural HIV bur-
den and has historically received the 
least federal HIV funding.2 Despite 
calls to action for increased funding,1,2 
rural areas may be slow to see more 
money and need ways to provide 
HIV/STD prevention with minimal 
funding. Given the limited resources 
for rural HIV/STD prevention, a ma-
jor strategy for reducing the spread 
of infection needs to be based on the 

steps health care providers, health de-
partment staff, and others involved in 
HIV/STD prevention take in response 
to newly reported cases of HIV or 
other STDs. 

How a New Case of  
HIV Infection or  
Other STD is Identified

A new diagnosis of HIV or an-
other STD can be a sentinel 
event for preventing addi-

tional infections in a rural community.  
One new hepatitis B or C infection 
may lead to the identification of mul-
tiple infections within a drug sharing 
network. The detection of a case of 
syphilis in a rural community may 

51

You probably think HIV happens 
most in big cities – certainly not in 

little towns. I bet you think only certain 
people get it. Well, think about this.

I’m 19. I live in a town with a popula-
tion of 5,000. I’ve never touched drugs 
and guess what? My old boyfriend has 
HIV, the virus that causes AIDS, and 
now, so do I. Do you know why?  I used 
to think like you.               			 
      

Kristen Blake, Young HIV+ Rural Female

“

”
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lead to the discovery of others infect-
ed with syphilis, other STDs, or HIV. 
As such, it is essential for health de-
partments to plan how they respond to 
newly identified HIV and STD cases.  

State health departments require that 
physicians, health care facilities, and 
laboratories report positive test results 
for a variety of STDs including HIV, 
syphilis, congenital syphilis, gonor-
rhea, and chlamydia.3 The process 
for notifying local health departments 
may vary from state to state. Once a 
newly reported infection is identified, 
it is important to determine whether 
the individual has any sex or drug-
injection partners in his or her home 
community. If so, the partners might 
also be infected, but not be aware of 
their infection; thus, they may be at 
risk for unknowingly transmitting the 
infection to others. 

Generally, Disease Investigation and 
Intervention Specialists (DIS) will 
contact individuals whose infections 
were diagnosed in health depart-
ment sites to talk about their partners.  
However, many patients learn of their 
infection through sites not directly 
connected to a health department such 
as a doctor’s office, community-based 
testing program, out-patient clinic, or 

emergency department. If an in-
dividual is diagnosed at such 

a site, there may not be 
anyone clearly desig-

nated to talk to the 
patient about the 

need for his or 

her sex and drug-injection partners to 
be notified of their potential exposure 
to HIV or another STD. If an individ-
ual is diagnosed with HIV infection 
or another STD infection in a doctor’s 
office, the doctor or other health care 
provider may talk directly to the pa-
tient about his/her infection, ways to 
decrease the risk for transmission to 
partners, and the need to notify sex 
and drug-injection partners of poten-
tial exposure to the infection.  Howev-
er, some doctors and other health care 
providers may feel uncomfortable or 
unprepared to have this conversation 
with patients, or may not be aware 
of the importance of discussing these 
topics.4

The possibility that some clinicians 
may be unwilling or unable to talk 
frankly to their patients about sex can 
be a significant obstacle to preventing 
HIV infection and other STDs in ru-
ral areas.  One person with an undiag-
nosed HIV infection or other STD in 
a rural community could transmit the 
infection to one or more individuals, 
who in turn, could infect others. For 
this reason, rural communities need 
a strategy to educate doctors, clinic 
staff, and others who might diagnose 
HIV infection or other STDs about 
the need for sexual risk assessments, 
appropriate testing, motivational risk-
reduction counseling and referral to 
Partner Services (previously called 
Partner Counseling and Referral Ser-
vices) provided by state and local 
health departments.

A proactive approach could include 
mailings or emails to all health care 
providers or at least to those known 
to have seen STD or HIV patients in 
their practices. State health depart-
ments could periodically mail or email 
updates about reporting requirements, 
training opportunities, how to utilize 
Partner Services, and the availability 
of staff to provide Partner Services in 
a sensitive and confidential manner.

Some state health departments have 
assigned DIS to particular regions 
while others house their DIS centrally 
and send them out on an as-needed 
basis.  There are advantages to each 
approach.  For one, DIS who are re-
sponsible for a particular geographic 
area become familiar with resources 
in the area.  The downside is that they 
could become identified as the “STD 
man (or woman).” When their car is 
seen at someone’s house, others sus-
pect why they are there. It should be 
noted that this is not to imply that 
having regional DIS is a bad strategy. 
The DIS may cover such a broad area 
that he or she is not readily identified 
and many drive their own cars (versus 
a car with health department or gov-
ernment markings). The advantage of 
having a DIS work on an as-needed 
basis is that they are not likely to be 
recognized as being from the health 
department. 

A more serious concern is when there 
is no DIS available to talk to the cli-
ent.  Local public health nurses or oth-

er staff may be trained to perform this 
function.  The STD/HIV Prevention 
Training Centers are funded by the 
CDC to provide such training. One 
option for partner notification that 
may work for rural areas takes advan-
tage of the Internet. As of 2008, nine  
U.S. cities and ten states (California, 
Colorado, Florida, Idaho, Indiana, 
Kentucky, Louisiana, Massachusetts, 
Minnesota, and Wisconsin) have em-

ployed the Internet to allow infected 
individuals to anonymously notify 
partners using clever e-mailed “post-
cards” through commercial programs 
such as inSPOT (www.inspot.org) or 
using internally developed programs.  
Although such programs do not offer 
individual counseling, they at least of-
fer a means for notifying partners of 
potential exposure to HIV or another 
STD. There is no reason that such pro-
grams could not link those notified to 
web sites with substantial information 
on HIV and other STDs as well. 
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Suggested  
Strategies to Follow

There are a number of very dif-
ferent approaches that could 
or should be taken depend-

ing on the infection involved (HIV, 
syphilis, chlamydia, or gonorrhea) 
and how an infected individual re-
sponds to questions about partners. 

It is beyond the scope of this docu-
ment to describe such approaches 
in detail. However, in general, the 
DIS or health care provider should 
talk to the infected individual to 
identify partners who may also be 
infected, to identify and address on-
going risk behaviors, and to identify 
sexual and drug sharing networks. 
This discussion should also identify 
sexual and drug sharing networks in 
which disease transmission may be 

occurring.  A more complete de-
scription of these processes 

is described in the 2008 
Recommendations for 

Partner Services 
Programs for 

HIV Infection, 

Syphilis, Gonorrhea, and Chlamyd-
ial Infection, available online at 
www.cdc.gov/mmwR/preview/mmwrht-
ml/rr57e1030a1.htm  (Please copy 
and paste link into your browser)

A community plan might include 
recommendations concerning me-
dia response to reports of new in-
fections. Inappropriate media re-
porting can easily result in a breach 
of confidentiality, creating the un-
intended consequence of increasing 
stigma, discrimination, and possi-
bly violence toward those who are 
infected or are suspected of engag-
ing in risky behaviors. This, in turn, 
may discourage others from com-
ing forth for testing or care. It may 
not be possible to make decisions 
about media coverage in advance, 
but having an advisory group in 
place through the planning process 
will provide a means for careful 
consideration of the consequences 
of media coverage by people who 
have taken time to assess communi-
ty needs and attitudes towards HIV 
and other STDs.    

Summary

The steps a community takes when 
new infections are identified do 

matter. It also matters that rural com-
munities may have limited financial 
resources for HIV/STD testing and re-
sponding to people newly diagnosed 
with HIV or other STDs. However, 
having a plan in place will allow ru-
ral communities to accomplish three 
things: 

1) ensure that people infected with 
HIV and other STDs are diagnosed 
as early as possible to prevent further 
transmission and to get them into care 
as early as possible to improve their 
own health outcomes; 

2) have ongoing surveillance to quick-
ly identify a potential outbreak of HIV 
or an STD such as syphilis that may 
indicate the presence of unidentified 
HIV cases; and

3) ) respond to newly identified cases 
as rapidly and effectively as possible. 

The planning process can be used to 
involve the community, to generate 
their support for HIV/STD preven-
tion, and to reduce stigma and denial 
in the process.  However, the critical 
piece is identifying a lead person or 
agency to direct this planning process. 
State health departments may provide 
guidance and support for rural plan-
ning for and responding to new cases 
of HIV and other STDs.  

STDs are part of life. One reason 
they’re so common has nothing to 
do with sex, and everything to do 
with silence.				  

inSPOT 2008
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Chapter 6 
LIVING WITH HIV/AIDS IN RURAL COMMUNITIES

The number of rural people liv-
ing with HIV/AIDS (PLWHA) 
continues to grow due to new 

infections, extended life expectancies 
for those living with HIV or AIDS, and 
people moving to or returning to rural 
areas after being diagnosed.  With ear-
ly detection and anti-retroviral therapy 
people infected with HIV can expect 
to live productive lives with appropri-
ate and consistent health care. A recent 
report suggests, however, that certain 
medical conditions are prematurely 
striking those who are aging and liv-
ing with AIDS.1  These age-related 
health problems can complicate the 
medical management for older HIV+ 
individuals and increase their need for 
medical and support services. Regard-
less of age or whether they are living 

in urban or rural settings, people liv-
ing with HIV/AIDS need high-level 
medical services and case manage-
ment.  However, many HIV-infected 
people in rural America have incon-
sistent or nonexistent relationships 
with primary care providers despite 
the Ryan White CARE Act (www.hab.
hrsa.gov/) that provides health care 
and social services for those living 
with HIV/AIDS.2 As one rural health 
care provider put it, “Their needs are 
immense and all encompassing – yet 
rural areas do not have this capacity.”

Receiving a diagnosis of HIV/AIDS 
is daunting under any circumstances, 
but when it occurs in a rural setting it 
carries extra burdens.3-5 Rural residents 
are less likely to have health insurance 

Their needs are immense and all 
encompassing – yet rural areas 

do not have this capacity.

	 						    
                     Rural Health Care Provider

“
”
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making it difficult to access both care 
and expensive essential medications.3 
There are too few rural health care pro-
viders trained to manage the complex 
care for a patient with HIV/AIDS.  Ba-
sic health services may be more than an 
hour away and specialized care may en-
tail a several hour drive. This barrier to 
care is compounded by the lack of pub-
lic transportation in most rural areas. 
Another significant gap in care for those 
living with HIV in rural areas is a lack 

of adequate mental health services, sup-
port groups, and substance abuse treat-
ment programs even though the need 
for these services in rural areas meets or 
exceeds the need in urban areas.4  

A lack of stable housing can also 
be a barrier to care. Stable housing 
has been shown to increase access 
to consistent medical care, increase 
adherence to drug therapy, and de-
crease HIV-related risk behaviors.6 

However, rural residents living with 
HIV/AIDS risk loosing their hous-

ing due to discrimination, limited 
housing options in some rural 

areas, medical expenses, or 
an inability to work due 

to AIDS and related 
illnesses. Request-

ing or receiving 

housing assistance may unintention-
ally disclose a person’s HIV status 
in a small community. And people in 
more remote areas may be less aware 
of how to access services available 
through Housing Options for Persons 
with AIDS (HOPWA) (www.hud.gov/
offices/cpd/aidshousing/). 

The burden that is perhaps hardest 
for rural people diagnosed with HIV/
AIDS is fear of stigma and discrimi-
nation. It is not that these negative 
social reactions are unique to rural 
areas but they are often more severe 
and readily observed, leading to loss 
of jobs, housing, family, and friends. 
Some rural people living with HIV/
AIDS have voiced concern for their 
personal safety as well.7 This may be 
one of the most important areas of 
care that rural communities need to 
confront. Although it is a slow pro-
cess, shifting social attitudes to be 
more tolerant of those with HIV is 
possible through increasing public 
awareness and giving these diseases 
a rural “face.”

The important ethical issue of unin-
tentional disclosure deserves consid-
eration at this point. Well intended 
services and interventions can put 
PLWHA at risk for disclosure of their 
HIV status to other program partici-
pants, extraneous clinic or program 
staff, drivers, and even people merely 
walking by the program site. Suc-
cessful programs need to put a lot of 
thought into ways to protect the pri-
vacy and safety of participants. 

This rest of this chapter focuses on 
ways to overcome stigma and obsta-
cles to care. The fifteen interventions 
suggest ways to link patients to qual-
ity HIV care despite limited resources 
and long distances. They explore ways 
to help providers and patients work 
together to reduce HIV/STD transmis-
sion. They describe innovative ways to 
meet mental health and social support 
needs of rural individuals living with 
HIV/AIDS. And they offer examples 
of how real rural communities are cre-

atively collaborating to help integrate 
those living with HIV/AIDS into the 
community and decrease HIV stigma. 
Examples come from a national survey 
of rural HIV/STD prevention special-
ists 8 and from Connecting to Care II, 
a workbook by the AIDS Action Foun-
dation that details evidence-based in-
terventions to reduce stigma and bring 
quality care and support systems to 
patients (www.connectingtocare.net/
files/ctc_complete.pdf).2

Interventions to Link  
Rural People to Care
Traveling HIV Clinics

The general concept of the trav-
eling clinic is that an HIV spe-
cialist (infectious disease phy-

sician) travels to rural areas to provide 
state-of-the art HIV care to those liv-
ing with HIV/AIDS in the area. There 
is a sponsoring health care facility 
in the rural community that donates 
space and nursing staff on a regularly 
scheduled basis every six to twelve 
weeks. The host facility should be one 
that provides general medical care and 
is well-used and well respected by the 
target population. Regional medical 
centers are one example of a success-
ful host facility. Having a personable 
and reliable local case manager who 
organizes the schedule, provides cli-
ents with lab results after the visit, 
and serves as a communication link 
between local clients and visiting spe-
cialist is one key to success. 	  

Ways to Protect Privacy and 
Confidentiality of Participants

Ask participants how best to •	
protect their confidentiality.
Ask participants and volunteers to •	
sign a pledge of confidentiality. 
Offer programs at neutral sites •	
not identified with health or 
HIV/AIDS.
Consider how the program is •	
marketed and announced and 
whether this will “label” the site.
Set up and clean up well before •	
and after participants are present.
Do not record HIV status in •	
open medical records or pro-
gram records.
Carefully select transportation •	
services and stress the need for 
confidentiality.
Provide gas vouchers for family or •	
partners to transport participants.
Avoid discussing the program or •	
participants in person or by cell 
phone in a public venue. 
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The travel team varies depending on 
local resources. One model has only 
the HIV specialist traveling to the 
outlying area and working with a full 
medical team from the local area. In 
this case, the visiting specialist trains 
a local physician in HIV care on an 
ongoing basis and consults with the 
local physician between visits by 
phone. In more remote places with 
few local health care providers, an 
entire team travels to the rural loca-
tion, leaving follow-up care with the 
local healthcare provider best suited 
to manage ongoing HIV treatment. 
In that case, the traveling team might 
include a nurse or advanced practice 
nurse, medical resident, and a phle-
botomist for blood draws. In many in-
stances, the traveling team will collect 
specimens for sophisticated analysis 
to be done in an urban or university 
medical center. In some states, coor-
dinating organizations have received 
funding from pharmaceutical compa-
nies for a chartered airplane to mini-
mize travel time for the traveling HIV 
care team. 

Traveling clinics are most success-
ful when local healthcare representa-
tives, state health departments, and 
urban medical centers work together 
to provide high quality continuity of 

care in outlying areas. The AETCs 
are often instrumental in orga-

nizing such clinics. Ryan 
White Care Act Title II 

and III funds are used 
to cover many of 

the expenses. Al-

though this model presents a sensible 
solution for getting quality care to 
people living with HIV/AIDS in ru-
ral areas, the scheduling logistics can 
be overwhelming and do not always 
match emergency needs of patients. 
This means that programs such as 
this must have contingency plans for 
transporting patients to the sponsor-
ing medical center at times for special 
or urgent services. 

Evidence shows rural people liv-
ing with HIV/AIDS who participate 
in a traveling clinic program have 
improved CD4 counts, lower viral 
loads, and lead longer and healthier 
lives. Such programs allow HIV+ in-
dividuals to remain in a rural setting 
and still get quality medical care. Ver-
mont Comprehensive Care Clinic and 
AETC sponsored clinics in outlying 
areas of Colorado are strong examples 
of successful traveling clinics. (www.
f le tcheral len .org/Medicine/ In -
fectious_Disease/practice_sites.
html) and (www.aidsetc.org/
aidsetc?page=ab-02-05) (Please copy 
and paste this link into your browser)

Comprehensive  
Care Clinics

Comprehensive Care Clinics may 
be “traveling clinics” or may be 

housed in regional medical centers 
with an HIV specialist on staff. The 
key concept of these clinics is to pro-
vide all services needed at one place to 
minimize transportation barriers and 
increase comprehensiveness of care. 

Services include primary care with a 
specialist in HIV care (local or travel-
ing physician), anti-retroviral medica-
tion management, case management, 
risk-reduction and prevention counsel-
ing, mental health and substance abuse 
treatment, “inreach” testing and refer-
ral to care for partners, immunizations, 
housing, food banks, job placement, 
treatment or referral for opportunistic 
infections, and hospice. 

Regional medical centers are a good 
choice for comprehensive HIV care 
clinics because they have the staff 
and facilities to provide high level 
care, and because people run less risk 
of inadvertent disclosure in a larger 
facility. Health Resources and Servic-
es Administration Title III funds are 
often used to fund such clinics. Most 
are built on collaborations between 
regional and local health systems, 
such as a university medical center 
and state health department.  Even 
though travel distance may be fur-
ther to a regional center, being able to 
get all or many services at once may 
be worth the cost and challenges of 
travel.  Travel vouchers may be help-
ful to compensate family or friends 
who provide transportation. Volun-
teers often help with transportation 
and other services although involving 
volunteers often comes with a price 
of disclosure. 

The Oklahoma State University 
(OSU) comprehensive clinic pro-
gram includes all medical, social, and 
mental health services, a formal risk 
reduction counseling program, and a 

strong “in-reach” testing program tar-
geting partners, spouses, and friends 
of HIV+ patients. The average posi-
tivity rate of their HIV screening pro-
gram is 10-13%. Another innovative 
and successful component of the OSU 
program is a peer “outreach” program 
through which volunteers with close 
connections to social networks of 
those at heightened risk for infection 
are trained to offer HIV testing and 
risk reduction education.  This peer 
outreach program has increased the 
proportion of rural people living with 
HIV/AIDS who are in care by 25%.  
A similar program in Florida has used 
a $10 food voucher incentive to bring 
people in to be tested and to get those 
who test positive linked to care. (OSU 
Comprehensive Care details online at 
www.hivcareinok.org/care.htm)

Provider Pocket  
Guides for HIV Care

The AIDS Education and Training 
Centers (AETCs) provide a wide 

variety of pocket guides for health 
care providers to use to support their 
HIV/STD prevention and care of pa-
tients living with HIV/AIDS. The 
STD/HIV Risk Assessment and Risk 
Reduction pocket guide includes tips 
for conducting drug use and sexual 
risk assessments on one side with 
information on risk reduction coun-
seling on the other side. The HIV 
Medication Quick Reference provides 
information about current HIV/AIDS 
medications. A chart with actual size 
photos of current HIV/AIDS medica-
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tions is available to supplement the 
medication reference card. Pocket 
Guide to Adult HIV/AIDS Treatment 
is intended to be a quick reference 
for antiretroviral drugs, antiretroviral 
therapy, opportunistic infections, and 
related issues. And Common Legal 
Issues and Concerns of Adolescents 
with HIV: A Guide for Clinicians 
informs clinicians about issues spe-
cific to caring for adolescents with 
HIV/AIDS.  Many of these resources 
are available for personal digital as-
sistants (PDAs).  Pocket guides and 
other AETC resources can be found 
at the following: www.aids-ed.org/
aidsetc?page=et-00-cstools (Please copy 
and paste this link into your browser)   

Home-Based  
Treatment Coordinator

The Home-Based Treatment Co-
ordinator is appropriate for adult 

patients whose best option is to travel 
to an urban center for care.  A regis-
tered nurse from the treatment insti-
tution travels to rural HIV+ patients 
and visits with them in their homes or 
another location selected by the cli-
ent to discuss care plans. Specifically 
the nurse acts as a patient advocate 
and navigator, helping the patient 
navigate through an urban health care 
system.

The Treatment Coordinator 
coordinates these services 

with those provided by 
the case manager.  

The Treatment Co-
ordinator brings 

the healthcare agency closer to people 
living with HIV/AIDS so that a con-
versation about beginning or continu-
ing care can occur. Transportation and 
childcare are provided if needed. The 
Coordinator focuses on the health of 
the “whole person” and helps clients 
overcome barriers in a fragmented 
system. Evidence shows increased 
consistent care and increased CD4 
counts. For more information go to: 
www.connectingtocare.net/files/ctc_com-
plete.pdf  (Please copy and paste)

Care Renewal and  
Prescriptions by Post

This individual level intervention 
takes advantage of existing post-

al services to help people remain en-
rolled in their state HIV care program 
and receive their medications without 
compromising their privacy. A case 
manager guides clients through the 
re-enrollment process by phone and 
assures that the materials are submit-
ted by mail by the deadline. Another 
service involves having the pharmacy 
deliver medications to the agency or 
case manager. The case manager then 
repackages and mails the medica-
tions to the client using only a street 
address for the return address. This 
program promotes continuity of care 
and adherence to medication regimes 
while enhancing the relationship be-
tween client and case manager. 

Managing our  
HIV Workshop Series

This group-level intervention pro-
vides a safe environment for 

health educators and HIV+ clients 
to share information about HIV/AIDS, 
ideas for managing symptoms, nutrition 
suggestions, safer sex tips, and ways to 
improve adherence to antiretroviral re-
gimes. The five week series is geared to 
those struggling with medication adher-
ence or just starting antiretroviral thera-
py. In rural areas, participants might be 
drawn from a regional area and sessions 
could rotate among locations. Trans-
portation subsidies based on available 
resources and participant need are pro-
vided and prioritized based on distance 
travelled. 

Ideally, two health educators co-facilitate 
most sessions and one educator should 
be HIV+. Depending on the group, it 
might be necessary to have at least one 
health educator who is also bilingual. A 
nutritionist also comes in to facilitate a 
session on nutrition. Open discussion, 
activities, and games encourage learn-
ing in a non-threatening way. Depend-
ing on the available facilities, it is best 
to hold the workshops in a community 
setting outside the clinic, perhaps at a 
community college, to protect privacy.  
Offering tasty and nutritious food at 
each workshop provides an incentive for 
participants and reinforces the nutrition 
messages, although it also requires ad-
ditional funds.  Having volunteers from 
local organizations provide food could 
be a way to garner community support, 
although involving volunteers may in-
fringe on participant confidentiality.  

This workshop has been shown to in-
crease patient interest in their health 
care, decrease viral load through im-

proved medication adherence, and 
increase social support. Participants 
also report increased confidence in 
the efficacy of their medications. It is 
most successful in areas with enough 
HIV+ clients to fill a class several 
times a year so people do not have to 
wait months for a group to begin. 

Interventions to Reduce 
Risk Behaviors Among 
Patients Living with 
HIV/AIDS

People living with HIV/AIDS of-
ten adopt safer sexual practices 

after their initial diagnoses. Over 
time, some individuals resume risky 
behaviors such as not disclosing HIV 
status to sexual partners, engaging in 
unprotected intercourse, and having 
sex while under the influence of drugs 
or alcohol. These behaviors put the 
health of those living with HIV/AIDS 
and their sexual partners at risk. As a 
result, there is a current emphasis on 
preventing transmission from those 
already infected with HIV through 
ongoing, brief behavioral counseling 
by medical care providers as part of 
their routine care. 

Prevention IS Care

Prevention IS Care is a social mar-
keting campaign developed by the 

CDC to encourage medical care pro-
viders to include brief, tailored HIV/
STD prevention messages in their 
regular care of patients who are liv-
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ing with HIV/AIDS. Free materials 
help clinicians learn to tailor preven-
tion messages, facilitate open dia-
logues, initiate information exchange, 
and strengthen patients’ abilities to 
make healthy choices. Free informa-
tional posters and patient education 
brochures are available to increase 
patients’ knowledge about risks asso-
ciated with transmission of HIV and 
other STDs. Continuing education 
credit is available to motivate health 
care providers to update and enhance 
their knowledge and skills. Prevention 
IS Care materials and resources are 
available online at the following: 
www.cdc.gov/hiv/topics/treatment/PIC/

Partnership for Health

The Partnership for Health loss-
frame intervention is a one-on-

one, brief provider-administered 
safer sex intervention for HIV 
infected persons in medical care. 
The intervention is included in 
the CDC’s Diffusion of Effective 
Behavioral Interventions (DEBI) 
program. It requires a commitment 
from the entire clinic to counsel 
patients living with HIV/AIDS to 
change behaviors to reduce HIV/
STD transmission. The interven-
tion emphasizes the importance of 
the patient-provider relationship to 

promote patients’ healthful be-
havior. At each clinic visit, 

the provider delivers a 
3-5 minute counsel-

ing session with 
messages that 

focus on self-

protection, partner protection, and 
disclosure. Loss-framed messages 
emphasize the risks or negative 
consequences of risky behavior. 
The clinic posts brochures, infor-
mational flyers and posters with 
the loss-framed messages to facili-
tate counseling and help patients 
identify risk-reducing behavioral 
goals.  The loss-framed interven-
tion has been shown to significantly 
reduce unprotected anal and vaginal 
sex among HIV+ patients with two 
or more sex partners. In contrast, 
the gain-framed message interven-
tion did not result in significant 
behavior changes. Partnership for 
Health intervention training is be-
ing provided through the STD/HIV 
Prevention Training Centers (PTCs) 
and CDC Capacity Building Assis-
tance agencies. More information 
about the intervention is available 
online at the following: 
www.effectiveinterventions.org. 
More information about receiv-
ing training on Partners for Health 
interventions is available by email-
ing interventions@aed.org or going 
to www.nnptc.org to find the nearest 
PTC.

Ask, Screen, Intervene: 
Incorporating HIV Prevention into 
the Medical Care of Persons Living 
with HIV

In contrast to Partnership for Health, 
Ask, Screen, Intervene (ASI) trains 

individual providers rather than entire 
clinics to screen for HIV/STD trans-
mission risk behaviors, identify and 

treat other STDs, communicate pre-
vention messages, facilitate changes 
in sexual and drug-use risk behaviors, 
refer selected clients for additional 
prevention services, and facilitate part-
ner notification and referral to Part-
ner Services. This course is designed 
for medical care providers of patients 
living with HIV/AIDS (e.g., medical 
doctors, nurse practitioners, registered 
nurses, and physician assistants); how-
ever persons who deliver prevention 
messages (e.g., case managers, social 
workers, health educators) may also 
benefit from the information and pre-
vention strategies delivered throughout 
the course.  ASI Training in rural areas 
is offered by the STD/HIV Prevention 
Training Centers (PTCs) and can be ar-
ranged by going to www.nnptc.org and 
clicking on New Training Resources – 
Ask, Screen, Intervene. 
 

Interventions to Meet 
Mental Health and 
Social Support Needs
Mental Health Triage 
Counseling 

Mental Health Triage Counseling 
pairs primary care with mental 

health and substance abuse counseling 
in one location to achieve a coordinat-
ed health care regimen for rural HIV+ 
clinic patients. It requires a relatively 
large staff due to the “on-call” nature of 
the services and may not be feasible for 
smaller rural health care communities. 
The innovative feature is that once the 

health care provider identifies that an 
HIV+ client needs a counseling session, 
the provider contacts the on-call coun-
selor and escorts the client to meet the 
counselor on the spot. The first 30-min-
ute triage counseling session focuses 
on acute issues, assesses mental health 
needs, and ends with counselor and cli-
ent creating a plan of action for future 
services. 

Triage Counseling is most beneficial 
for people living with HIV/AIDS who 
show signs of or have been diagnosed 
with mental illness. Providing both es-
sential services in the same location at 
the same time enables patients to stabi-
lize their life situations so they can ac-
tively participate in their HIV medical 
care. The shared location also allows 
coordination and communication be-
tween medical care and mental health 
care providers through shared records, 
weekly interdisciplinary staff meetings, 
and interdisciplinary action plans. 

This model requires a supervisor 
and several licensed counselors with 
complementary areas of specializa-
tion (substance use, trauma, mental 
health disorders, etc.) and an ability 
to provide counseling in languages 
commonly spoken among the pa-
tient population. Counselors need to 
receive intensive HIV training with 
monthly HIV/STD updates provided 
by clinical staff.  A consulting psychi-
atrist should be available if needed. 

Evidence shows that those participat-
ing in Mental Health Triage Coun-
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seling have improved life function 
scores, are more consistent in at-
tending medical appointments, and 
show clinical improvement in their 
health. It may be difficult for coun-
selors to adapt to this primary care 
model and for small communities to 
find adequate space and staff. 

Telephone-Delivered 
Group Counseling
 

Telephone-delivered group-level 
mental health counseling is ap-

pealing for people living with HIV/
AIDS in rural areas since it elimi-
nates transportation barriers and 
decreases potential unintentional 
disclosure. Interventions pair one 
counselor with one patient for the 
entire treatment period. The focus 
is on helping participants to iden-
tify changeable and unchangeable 
aspects of their stressors, to develop 
problem-focused coping strategies, 
and identify appropriate ways to 
gain social support. 

While trials of this approach have 
resulted in less depression and bet-
ter coping among urban PLWHA, 
results of the few rural trials have 
been less clear. In general this inter-
vention has not been shown to re-

duce depressive symptoms among 
phone counseling participants 

more than a control condi-
tion. However, an inter-

vention that focused 
more on informa-

tion than coping 

skills showed there were higher lev-
els of support from friends and fewer 
reported barriers to health and social 
services four months after the inter-
vention. 9 

It is important to note this interven-
tion requires counselors experienced 
with group work, telecommunication 
counseling and rural issues surround-
ing HIV/AIDS. 

Social Event Gatherings

This group level intervention is 
intended to decrease the social 

isolation experienced by many rural 
HIV+ clients by developing a support 
network and building rapport between 
clients and case managers. Ideally, so-
cial events would take place four times 
a year in a location that is HIV neutral 
and central to those attending.  Some 
or all events may include families. 
Events should honor all cultural values 
represented in the group. Clients help 
identify a theme, plan the food, and set 
up or clean-up. Transportation should 
be guaranteed for all. Volunteers from 
community service organizations may 
provide transportation if group partici-
pants agree. The potential for uninten-
tional disclosure of HIV status needs 
to be considered in planning transpor-
tation, selecting locations, and includ-
ing families or guests. 

Evidence shows that social events de-
crease social isolation and strengthen 
bonds between clients and case man-
agers in a fun way. Of course, not all 
clients are interested in this type of 
socialization and it may take several 

events for the group to gain momen-
tum. Offering a variety of events (out-
door, indoor, with and without fam-
ily) allows for clients to attend events 
at which they feel most comfortable. 
Clients with few resources may be 
embarrassed that they cannot contrib-
ute to the event in some way. This can 
be avoided by having the organizing 
agency provide the food, decorations, 
and transportation. Similarly, it is bet-
ter to avoid events that require any spe-
cial dress since those with very limited 
resources may feel intimidated. Since 
the group may be quite diverse, the 
case manager may need to facilitate 
group dynamics as people get to know 
each other and as new members join 
the group. 

Interventions to 
Integrate Those Living 
with HIV/AIDS into 
the Community

The Housing Plan

The Housing Plan is a screen-
ing tool offered in Connecting 

to Care II that engages low income 
HIV+ individuals living in rural ar-
eas in formulating a comprehensive 
plan to address their housing, finan-
cial, medical, and mental-health care 
needs. The tool helps clients identify 
and accept their needs, which may be 
very difficult emotionally. The em-
phasis is on the listening and sharing 
process as much as the planning. A 
housing case manager should take the 

lead but in small agencies, this could 
be the medical case manager. The 
housing case manager helps the cli-
ent navigate through the channels to 
access housing assistance. Meetings 
may be in the client’s home or in an-
other “safe” and private space. Trans-
portation is provided if the client must 
travel a distance. The agency can use 
the Housing Plan to track changes in 
clients’ housing and health conditions.  
Client Quality of Life Surveys show 
that 91% of Housing Plan clients re-
port they “are better able to manage 
their lives because of the assistance.” 
In client reports, 70% of clients note 
experiencing “less stress” and the 
number who “lost sleep because of 
bills” decreased by 50%. For more de-
tails see Connecting to Care II at the 
following link: 
www.connectingtocare.net/files/ctc_complete.pdf

HIV Ministry  
Emergency Shelter

“People in this area are much 
more comfortable with home-
lessness than HIV.” 

 

Director of the HIV Christian Ministry 
Emergency Shelter.

This community-level project en-
gages volunteers from a broad 

faith-based community to staff a 
homeless shelter and refer those who 
are HIV+ to services through the affili-
ated drop-in center staff and case man-
agers.  It is a starting point for gaining 
support of congregations for HIV care.  
The shelter serves all people regardless 
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of their HIV status. Four local congre-
gations rotate responsibility for shel-
ter staffing for one month at a time. 
All volunteers receive information on 
HIV/AIDS and learn how to support 
clients who choose to disclose their 
HIV status. For those who do disclose 
their HIV status, paid staff members 
at the drop-in center connect them 
to medical, mental health, and social 
services. The shelter helps to decrease 
community stigma and discrimination 
by giving a “face” to HIV/AIDS.  Case 
managers are available to help people 
find employment and develop a plan 
for permanent housing.  Such shelters 
and drop-in centers could be sites for 
voluntary HIV and STD testing.  Since 
there is high turnover in the shelter 
volunteer staff, policies should be in 
place to help prevent unintentional 
disclosure of HIV status to those out-
side the program.  Clients who have 
fully engaged in the transitional shel-
ter and counseling have reported that 
they have regained their dignity and 
self-worth through the experience. 
Congregation members appear to be 
more tolerant of PLWHA based on 
their increased donations to the shelter 
and an increase in the number of vol-
unteers involved. 

For more details go to Connecting 2 
Care II at: www.connectingto-

care.net/files/ctc_complete.
pdf  (Please copy and 

paste this link into 
your browser)

HIV Community  
Task Force

An HIV Community Task Force 
brings together HIV+ and HIV- 

community members, service pro-
viders, educators, and leaders from 
faith-based organizations to identify 
and address HIV/AIDS specific is-
sues in the community. The focus is 
often the needs of those living with 
HIV/AIDS. Collaborative groups 
help to break down HIV/AIDS stig-
ma by increasing understanding of 
the commonalities shared by those 
infected and not infected with HIV. A 
key staff person, such as a case man-
ager from the local health depart-
ment, often acts as the organizer. The 
group may select somebody different 
to facilitate meetings. It is helpful if 
the organizer and facilitator remain 
consistent for at least a year. 

Keys to success include: meeting 
in a neutral location, giving group 
members the right to disclose or not, 
and establishing a high level of con-
fidentiality and trust between group 
members. Neutral locations might 
include a community center, church, 
public library, community college, or 
a local business meeting room. All 
participants must feel comfortable 
meeting in a church space if that is 
an option. This model has been used 
successfully in communities with 
Black populations and in communi-
ties in the rural West with primarily 
white MSM and youth affected by 

HIV. Involvement of faith leaders has 
had a strong impact in the rural South 
and may encourage participation by 
Black women. Groups usually meet 
monthly, which can contribute to fluc-
tuations in attendance and make it dif-
ficult to accomplish tasks in a timely 
manner. Transportation support helps 
assure full attendance as does having a 
conference telephone line and speaker 
phone available for those unable to at-
tend in person.

Having a concrete task for the group 
to work on leads to team building, in-
sightful conversations, and increased 
attendance. Recruiting members based 
on the core task ensures that those in-
volved have common interests. Tasks 
might include a community aware-
ness campaign, compiling a local 
resource directory, or planning a lo-
cal fundraiser such as an AIDS walk. 
The San Luis Valley HIV/AIDS Task 
Force in rural Colorado sponsored 
a rapid HIV testing and counseling 
training session for several neighbor-
ing counties. The Huntingdon County 
AIDS Task Force in Pennsylvania is 
reinventing their group to provide 
general HIV/AIDS information and 
specific resources to support those 
infected and affected by HIV/AIDS. 
Task forces may face the challenge 
of needs that exceed volunteer capac-
ity and available funds. On the other 
hand, the group creates an ability to 
leverage resources within the group 
and bring together resources from the 
networks of each group member.  

Summary

Providing care for those living 
with HIV/AIDS is challeng-

ing in all settings, but it is uniquely 
challenging in rural areas. Several 
interventions presented here show 
that the lack of rural HIV care spe-
cialists, transportation challenges, 
and poverty can be overcome to ef-
fectively link rural residents to HIV 
care.  Other interventions describe 
programs to motivate and train ru-
ral medical care providers to include 
HIV/STD prevention messages in 
their routine care to help protect 
the health of those living with HIV/
AIDS and their partners.  Meeting 
mental health needs in rural area can 
be improved by partnering with pri-
mary care, using telephone technol-
ogy, and bringing those affected by 
HIV together to develop support net-
works. Helping people living with 
HIV/AIDS maintain stable housing 
and become more integrated with 
the community can be accomplished 
through individual level counseling, 
programs sponsored by faith-based 
organizations, and community task 
forces. Hopefully, these programs 
can work for other rural communi-
ties or at least provide suggestions 
for ways to bring innovative ideas 
and resources together at multiple 
levels to confront rural obstacles to 
HIV care and prevention.
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Chapter 7 
BEHAVIORAL INTERVENTIONS THAT MAY WORK

Introduction

HIV/STD prevention encom-
passes at least four kinds of 
activities: 1) sharing informa-

tion with the whole community about 
HIV/STD, how it passes from person 
to person, and encouraging accep-
tance of those at risk for and infected 
with HIV and other STDs (Chapter 3);                 
2) implementing a surveillance system 
to identify those who are infected and 
monitor risk behaviors (Chapters 4 and 
5); 3) providing care and treatment for 
those living with HIV/AIDS and those 
diagnosed with another STD (Chapter 
6); and 4) motivating groups at risk of 
infection to reduce or eliminate risky 
behaviors. All of these activities work 
best when they take into account com-
munity needs, values, and resources 

as well as the target audience’s needs, 
values, and experience. This chapter 
focuses on the fourth activity, behav-
ior change, and introduces interven-
tions intended to motivate individuals 
to reduce or eliminate risky behaviors 
to prevent both the transmission and 
acquisition of HIV and other STDs.
  
The spread of HIV and STDs de-
pends on two things: the risky things 
people do, and doing those risky 
things with people who are infected 
with HIV, hepatitis, or another STD. 
The most common behaviors that 
put people at risk for HIV and other 
STDs involve: having anal sex with-
out a condom; having vaginal sex 
without a condom; having more than 
one sex partner; having an untreated 
STD; sharing drugs, injection works 

The evidence demonstrates that we 
are not powerless against the epi-

demic, but our response is still a frac-
tion of what it needs to be. The real task 
now is to increase, massively, the polit-
ical will, resources, systems, and social 
commitment to turn the tide.

	 				    Peter  Piot, 
Joint United Nations Programme on AIDS

“

”



Tearing Down Fences73 HIV/STD Prevention in Rural America 74

or needles that have been in contact 
with an infected person’s blood, and 
having a sex partner who injects 
drugs or has had unprotected sex 
with an infected individual.  

Certain realities inherent in rural 
America can lead some people into 
risky behaviors.  For instance, rural 
MSM may seek sex partners through 
the Internet or in a place away from 
home because there are few potential 
partners in their rural area or because 
they want to prevent local disclosure 
of their sexual orientation. Long-haul 
truckers and migrant farm workers 
may engage in unprotected inter- 

course with a sex worker or casual 
partner. Rural methamphetamine  
users may have unprotected sex with 
multiple partners, some of whom 
may be sharing injection works. 
These same partners may also trav-
el between rural areas or to urban  
areas to buy or sell drugs, exchange 

sex for drugs, or to party with 
other drug-users, creating a 

pathway for the spread 
of HIV and other 

STDs into and be-
tween rural com-

munities. 

HIV/STD behavioral interventions 
that have been shown to change risk 
behaviors have some common charac-
teristics. Interventions are considered 
efficacious if rigorous evaluation has 
shown that they reduce high-risk sex-
ual and drug use behaviors over time 
and increase safer sex attitudes, self-
efficacy, behavioral intentions, and 
protective social norms. Interventions 
work better when they are tailored for 
a specific target audience. They can 
target the community, small groups, 
individuals, or employ strategies at 
multiple levels to initiate behavior 
change. Interventions are more likely 
to change behavior when designed 
to impact the underlying factors (be-
havioral determinants) that have been 
shown through research to contribute 
to health behavior.  For HIV/STD pre-
vention, interventions commonly tar-
get behavioral determinants such as 
knowledge, skills, attitudes, beliefs, 
perceived risk, perceived severity of 
consequences, self-efficacy, behav-
ioral intentions, and social norms.  

To have the greatest impact, HIV/
STD behavioral interventions should 
target both risky behaviors and people 
at heightened risk for infection. Epi-
demiological data can help to identi-
fy groups at heightened risk and risky 
behaviors. For example, more than 
half of rural males living with AIDS 
between 2001 and 2005 reported 
they were exposed to HIV from hav-
ing sex with other men. About 20% 
of rural males living with HIV/AIDS 
reported being exposed by inject-

ing drugs and another 20% reported 
being exposed by having sex with 
a woman.  In contrast to men, over 
half of rural women living with HIV/
AIDS attribute their disease exposure 
either to having sex with a man or to 
an unknown source of exposure – that 
is, they simply do not know how they 
were exposed. Women in rural areas 
are somewhat less likely than women 
in urban areas to be exposed to HIV 
by injecting drugs.1 

In addition to targeting specific risk 
groups and behaviors, interventions 
should consider the social and cultural 
contexts in which risk behaviors oc-
cur. Some rural prevention specialists 
worry that behavioral interventions 
designed for urban populations may 
not work the same for rural popula-
tions because rural contexts differ 
from urban contexts.  This is a reason-
able concern since few evidence-based 
interventions have been developed 
for and tested with rural populations. 
The following sections address that 
concern by outlining steps to select 
behavioral interventions that address 
the risk behaviors in the community 
regardless of whether it is rural or ur-
ban. Then, steps for adapting that in-
tervention to fit the social and cultural 
contexts are presented. By combining 
knowledge of local disease patterns, 
community risks, assets, and needs 
with the knowledge of what works 
to change risk behaviors, rural pre-
vention specialists can decide 1) if 
a behavioral intervention is needed,  
2) what intervention would be best 

suited to change the risk behaviors, 
and 3) what adaptations may be need-
ed to make the intervention successful 
in the rural setting. 

In general, efficacious  
behavioral interventions:

Emphasize safer sex knowledge•	  
Target theory-based behavioral •	
determinants 
Provide safer sex skills training•	  

Provide practice of new skills •	  
Focus on a well-defined audience•	   
Use formative research to un-•	
derstand how the target audience 
reacts to program content and 
delivery and gather specific sug-
gestions from the target audience 

Target and tailor messages to the •	
specific audience  
Connect with the target audience                                                                         •	
through sites frequented by them 

Incorporate behavioral goals, •	
teaching methods, and materials 
that are appropriate to the age, 
sexual experience, and culture 
of participants 

Use a variety of delivery methods|•	  
Are delivered in multiple sessions •	
spanning at least three weeks  
 

Adapted from DiClemente and Peterson 
(1994), Kirby (2001), Herbst (2005) and 
Noar (2008) 2-5
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When should HIV/STD 
behavioral interven-
tions be used?

How does a community decide 
whether and when to implement 
a behavioral HIV/STD interven-

tion? The first step is to gather informa-
tion to assess the community’s health 
needs, available resources, and cultural 
views about HIV/STD. However, this 
process requires a person, organization, 
or task force to coordinate the collection, 
analysis, and interpretation of community 
information.  This role can be filled by a 
public health official, community activ-
ist, local medical care provider or group 
of providers, community-based organiza-
tion, or a community task force that in-
cludes a multitude of people who are in-
vested in HIV/STD prevention.

During the assessment process, it may 
become evident that there are competing 
health needs and inadequate resources to 
address all the existing needs fully. To 
justify allocating resources for HIV/STD 
prevention, rural communities need HIV/
STD information from two surveillance 
systems: one that detects, reports, and re-
sponds to incident and prevalent cases of 
STDs and HIV/AIDS and a second that 
tracks behaviors that increase the risk of 

HIV and STD transmission. That said, 
gathering disease surveillance data 

in rural areas may be less than 
straightforward due to 

health department poli-
cies that limit the re-

lease of data when 

reporting small numbers of infections 
could compromise confidentiality. Conse-
quently, the DIS may become an important 
channel for identifying a change in disease 
incidence or exposure in a rural commu-
nity. Tracking risk behaviors may also be 
challenging since national survey data may 
not be applicable to some rural areas. Com-
munity assessment teams may need to look 
for innovative data sources (social services 
records, key informant interviews, or lo-
cal observations) to document existing and 
changing risk behaviors. 

If disease surveillance shows that HIV 
and sentinel STDs are not very prevalent 
in a rural community at a particular point 
in time, then surveillance and community 
activities that increase awareness and re-
duce stigma may suffice for the time. (See 
Chapter 3 for more information about com-
munity awareness campaigns and Chapters 
4 and 5 for more information about early 
detection and how to respond to new cases 
of HIV/STD.)  In areas with low disease 
prevalence, local health care providers 
need to at least be asking patients about 
risk behaviors, screening for HIV/STD 
among those at heightened risk, provid-
ing treatment or linking to care, report-
ing new infections, providing individual 
risk reduction counseling, and initiating 
partner services. Consequently, improving 
risk assessment and HIV/STD screening 
practices among health and mental health 
care providers may be a reasonable place 
for rural communities with low HIV/STD 
prevalence to start. Training for providers 
is available through regional AETCs and 
STD/HIV Prevention Training Centers
(www.aidsetc.org) and (www.nnptc.org). 

On the other hand, an increase in new 
cases of STDs, particularly syphilis or 
hepatitis B and C, may warrant expend-
ing resources on an HIV/STD behavioral 
intervention. There are many options for 
primary and secondary HIV/STD preven-
tion that are appropriate for the needs in 
rural areas, and behavioral interventions 
are one option when an HIV/STD prob-
lem has been identified. The key is to have 
a process in place by which a rural com-
munity can determine when there is an in-
crease in infection, who is being infected, 
how infection is spreading, what resources 
are available to conduct an intervention, 
and what behaviors contributing to trans-
mission can be modified by an interven-
tion of some kind. 

Interventions promoted through the Diffu-
sion of Effective Behavioral Interventions 
(DEBI) project have been designed to tar-
get a wide range of populations and risky 
behaviors. DEBIs target the community, 
small groups, individuals, or use multiple 
intervention levels to reduce risk behav-
iors among individuals at heightened risk 
for HIV/STD. DEBIs require varying 
levels of resources to implement and sus-
tain. Expenses involved in implementing 
DEBIs may include costs associated with 
program materials, travel for training per-
sonnel or for participants, and developing 
adequate organizational infrastructure to 
implement and evaluate the program. 

One concern voiced by those in rural ar-
eas is that allocation of government funds 
for the implementation of DEBIs may be 
prioritized based on HIV/STD prevalence 
or spikes in incidence of disease or risk 

behaviors, which generally are higher in 
urban areas.  Although this perception 
may oversimplify the allocation process, 
it highlights the importance of rural areas 
having a system in place to track emerging 
risk behaviors and incident STDs in order 
to document a new problem and secure 
intervention funding when needed. In ad-
dition, the system needs to specify who is 
responsible for routinely reviewing these 
data and what level of change might war-
rant intervention. Lastly, such a system 
needs to define the process by which an 
intervention would be selected that would 
meet the identified need and be feasible 
given the resources available. 

Selecting an HIV/STD 
Behavioral Intervention

After a community decides 
that disease and behavioral 
surveillance justify the need 

for a behavioral intervention, the fol-
lowing four-step process should guide 
selection of a program that is likely 
to change the desired behavior in the 
specific at-risk population.  

Step one  Is to look at HIV/STD needs 
in the community to determine who is 
getting infected with HIV and other 
STDs, what behaviors are contribut-
ing to disease transmission, where 
those people gather or would feel safe 
gathering, how they might be reached, 
and the context in which risk behav-
iors are occurring. This assessment 
should lead to the definition of one or 
more HIV/STD problems faced by the 
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community and the identification of 
the at-risk population to be targeted 
for intervention. This is also the time 
to assess the resources needed and 
available to address the problem, as 
well as the readiness of the commu-
nity and target group to act or make 
changes. Much of this assessment 
may have been completed prior to 
getting to the selection process.  

A crucial part of the first step is to de-
termine which behaviors (e.g., unpro-
tected sex, sharing unclean syringes 
or injection works) are putting com-
munity members at risk for HIV/STD. 
Equally important is the creation of a 
list of behavioral determinants that 
could be modified to initiate behav-
ior change. Focus groups composed 
of members of the target audience 
may generate this list of behavioral 
determinants. The process may also 
reveal social and structural determi-
nants of risk behaviors such as pov-
erty, stigma, a lack of access to health 
care, and/or policies that impact risk 
behaviors (e.g., needle exchange pol-
icies).  Although social and structural 
determinants may not be used to select 
a behavioral intervention, an under-
standing of those determinants may 
be useful later when thinking about 
adapting a prevention program. 

A logic model is a useful tool that 
explicitly shows the rationale 

that links the HIV/STD 
problem in the com-

munity to the risk be-
haviors/behavioral 

determinants and 

then to the intervention strategies that 
have been shown effective in creat-
ing positive change. Some excellent 
resources for developing logic models 
can be found online at: www.cdc.gov/
eval/resources.htm#logic%20model 
(Please copy and paste link to your 
browser) or in the Tools for Building 
Culturally Competent HIV Prevention 
Programs.6 

Step two requires matching the tar-
get audience, HIV/STD risk behav-
iors, and behavioral determinants of 
the community with those targeted 
by available effective behavioral in-
terventions. Several websites list the 
intended target audience, targeted be-
haviors and behavioral determinants, 
and describe program activities and 
strategies of effective interventions 
(www.effectiveinterventions.org/) and 
(www.cdc.gov/hiv/topics/research/
prs/evidence-based-interventions.
htm) (Please copy and paste links to 
your browser). It is important to thor-
oughly understand the intervention 
being considered by reviewing the lit-
erature that describes the program ele-
ments in detail. If the initial matching 
process identifies multiple programs 
that target the same audience and be-
haviors but use different strategies to 
achieve the desired outcomes, more 
than one program can be reviewed 
in step three when required program 
resources are matched with organiza-
tion and community capacity. 

Step three begins after the initial 
matching process and involves assess-
ing the organization’s readiness and 

capacity to implement the different 
options. Capacity depends, in part, on 
availability of organizational resources 
such as staff, space, and funding. It is 
equally important to assess the capac-
ity of the organization to recruit, retain 
and work with the target audience, and 
to overcome challenges unique to the 
community such as stigma or lack of 
public transportation. 

Step four the final selection, should 
be guided by matching the capacity of 
the organization with the requirements 
of the intervention. It is necessary to 
have adequate resources to conduct 
an intervention as designed to achieve 
the anticipated outcomes. If the orga-
nization does not have the capacity to 
implement the best-matched interven-
tion despite a demonstrated need, the 
state/territorial AIDS director or STD 
director may be able to recommend a 
capacity building assistance provider. 
If the organization is having difficulty 
selecting an intervention, the STD/
HIV Prevention Training Centers offer 
training to help organizations select, 
adapt, and implement effective HIV/
STD behavioral interventions (www.
nnptc.org). 

Throughout the selection, adaptation, 
and implementation process, planners 
and implementers must keep issues 
of cultural sensitivity and program 
sustainability in mind. Insuring that a 
program is culturally appropriate for 
the specific audience(s) will improve 
the likelihood of that program’s effec-
tiveness. Identifying the correct per-
sonnel with the cultural competence, 

appropriate skills, and connections to 
the target community is a particular 
challenge in small communities.  The 
recent publication Tools for Building 
Culturally Competent HIV Prevention 
Programs provides excellent tips for 
adapting tested programs to become 
culturally appropriate for a given com-
munity.6 Planning for a program to be 
continued long enough to make a dif-
ference is important as well since it 
often takes multiple years to gain the 
trust of populations at heightened risk 
of infection. This requires both ongo-
ing funding (whether from repeat or 
new sources) and the ability to replace 
staff to maintain program continuity. 

Adapting an HIV/STD 
Behavioral Intervention
 

Even after the best-matched in-
tervention is selected, there 
may be a need to adapt it to the 

unique local context in which the inter-
vention will be implemented. Informa-
tion gathered in the selection process 
should help determine what, if any, 
adaptations might be useful. The CDC 
recommends that when making pro-
gram adaptations, it is critical to keep 
the “core elements” in place. Core ele-
ments are key foundations of the pro-
gram that, if changed, are believed to 
potentially render the program ineffec-
tive.7-9 Although each intervention has 
a unique set of core elements, most 
have to do with content, the number 
and order of sessions, and the specific 
way the intervention is delivered. 
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Adaptation should address contex-
tual, cultural, and structural needs 
identified during the selection pro-
cess.  Program elements that can be 
changed to adapt a program to the ru-
ral context may include:

changing elements of the pro-•	
gram to better fit rural culture and 
social contexts
changing language to terms and •	
phrases used by the target audi-
ence
using examples that reflect the •	
experience of the target audience 
changing the days or times when •	
the program meets to fit the target 
audience’s needs
changing location to meet the tar-•	
get audience where they congre-
gate or feel safe

Adaptations should be carefully 
planned and documented to monitor 
success or guide future revisions. Ad-
aptations should be piloted and evalu-
ated to see how well they are received 
by the participants and whether the 
program, as adapted, results in the 
expected changes in the behavioral 
determinants. If the pilot uncovers 
shortcomings, then the intervention 
should be modified accordingly and 
piloted again. Final implementation 
of the adapted intervention should 
include monitoring to ensure the 

core elements are being imple-
mented with fidelity and the 

desired outcomes are be-
ing achieved.9 Orga-

nizations may ben-
efit from technical 

assistance in 

adaptation from training centers, ca-
pacity building assistance providers, 
and state health departments or other 
funding agencies.

HIV/STD Behavioral 
Interventions that May 
Work in Rural Settings

The next section shares strate-
gies used by rural providers to 
reduce specific risk behaviors 

in a defined group of people. Because 
most of the programs have not been 
rigorously evaluated in the rural con-
text, they are described here as pro-
grams that may work for rural HIV 
prevention. 

The CDC has defined four Tiers of 
Evidence to distinguish between inter-
ventions with strong evidence of effi-
cacy and those with weak or minimal 
evidence.  Tier 1 and Tier 2 interven-
tions have strong evidence of efficacy 
such as significant behavior changes 
in the intervention group but not in 
a comparison group. Tier 1 interven-
tions showed behavior changes that 
lasted three months or more after the 
intervention. Tier 2 behavior changes 
continued one month or more after 
the intervention. In contrast, Tier 3 
and Tier 4 interventions are based on 
theory and a logic model but lack ad-
equate evidence of efficacy. Tier 3 in-
terventions show evidence of behavior 
change after the intervention but lack 
a large enough sample or comparison 
group. Tier 4 interventions are theory-
based and have data showing how well 

the program is accepted by participants, 
but they lack behavioral outcome mea-
sures. The CDC recommends selecting 
interventions from Tier 1 and 2. Learn 
more about the tiers of evidence at  
www.cdc.gov/hiv/topics/research/prs/
tiers-of-evidence.htm. (Please copy 
and paste link to your browser)

Many of the programs described in the 
following section are adaptations of inter-
ventions from the CDC’s DEBI program. 
The DEBIs adapted for rural areas that 
are included in this list were developed 
and evaluated based on earlier standards 
of evidence that were appropriate for the 
time but are not as stringent as the tiers 
of evidence standards applied since 2005. 
The two individual-level DEBIs described 
below have been designated as Tier 1 and 
2. At this point, the tiers of evidence have 
not been applied to community-level in-
terventions due to the complexity of those 
study designs. Consequently, the commu-
nity-level interventions published in the 
original 1999 compendium are currently 
classified as “interventions included in the 
original compendium” rather than given 
a tier designation. Many of the programs 
referenced below fall into that category. 
Other programs presented in this chapter 
could be considered Tier 3 since they are 
based on theory, a logic model, and have 
shown statistically significant behavioral 
outcomes, but lack the required sample 
size or retention rate for Tier 1 or 2 inclu-
sion. A few Tier 4 interventions are includ-
ed as examples of what is being done in 
rural areas, although it is not clear whether 
they reduce HIV/STD risk behaviors.    
The following list offers an initial over-
view of rural HIV/STD prevention 

programs, but it is not exhaustive. The 
focus here is on behavioral interven-
tions to reduce HIV/STD in rural set-
tings. Programs were identified for this 
review from the results of a 2006 online 
and fax survey soliciting information 
about prevention programs from 264 
rural prevention specialists in the RCAP 
network from 39 states and the District 
of Columbia. Additional programs were 
identified by the rural HIV/STD preven-
tion work group and from presentations 
at the RCAP HIV/STD Prevention in 
Rural Communities: Sharing Successful 
Strategies conference held in April 2007 
at Indiana University. In many cases, ru-
ral providers have made important ad-
aptations to enable these programs to 
better “fit” the rural context, and these 
adaptations are noted. Many rural HIV/
AIDS prevention specialists also re-
ported in the 2006 survey that there is a 
need for evidence-based programs spe-
cifically designed for and tested in rural 
areas. Some of the programs presented 
here may serve as a foundation for such 
development. Additional descriptions of 
the evidence-based programs and guid-
ance for community implementation can 
be found in the Updated Compendium 
of Evidence-Based Interventions and 
the Provisional Procedural Guidance 
for Community-Based Organizations..7,8 
The CDC’s HIV/AIDS Prevention Re-
search Synthesis website is another 
excellent resource for best-evidence as 
well as promising evidence interven-
tions at www.cdc.gov/hiv/topics/research/
prs/evidence-based-intereventions.htm 
(Please copy and paste link to your 
browser)
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Programs to Decrease 
Unprotected Male to 
Male Sex 

Colorado ManREACH: Rural 
Education in Action for Com-
munity Health

Target Behaviors and
Behavioral Determinants  
Unprotected male to male sex; lack of 
venues for safe socialization; perceived 
lack of power and social support.

Description 
Adaptation of MPowerment  
(DEBI from Original Compendium) 
www.mpowerment.org
This community-level intervention 
builds positive connections among 
men of all ages who identify as gay, 
bisexual, or queer and live in rural 
Colorado.  Regional events are host-
ed in varying locations. Events offer 
a safe space for sharing information, 
socializing, building support, and pro-
moting safer sex.  Modeling healthy 

behavior and mentoring are guiding 
principals. Statewide gatherings are 
held each summer. ManREACH uses 
a statewide steering committee to plan 
events.  

Adaptation 
Core elements have not been altered. The 
intervention has been modified to include 
rural MSM of all ages and takes advan-
tage of rural isolation and beauty to pro-
vide inviting safe venues for activities. 

Evidence  
The original intervention showed a de-
crease in unprotected sex and a reduc-
tion in new HIV infections but these 
outcomes have not been measured in the 
adapted program. The numbers of rural 
men attending ManREACH events and 
working in the leadership group have 
increased each year. A ManREACH 
research and evaluation committee is 
working with the Colorado Department 
of Public Health and Environment’s 
research and evaluation unit to collect 
and analyze outcome data. 

Recommendations   
Holding events at multiple sites 
throughout the state during months 
with good weather increases participa-
tion.  Developing leadership with state-
wide representation of rural MSM is a 
critical component for success.

Where Implemented   
Rural Colorado, statewide

Contact Information  
www.manreach.org, 
info@manreach.org.

Montana Gay Men’s  
Task Force MPowerment
Target Behaviors and
Behavioral Determinants 
Unprotected male to male sex; lack 
of adequate knowledge about safer 
sex behaviors; lack of venues for safe 
socialization; perceived lack of power 
and social support.
Description 
Adaptation of MPowerment 
(DEBI from Original Compendium) 
www.mpowerment.org

This statewide community-level HIV/
STD prevention program targets openly 
gay and bisexual adult men who live in 
rural Montana (generally older than those 
in the MpowerMT group described next).  
Activities are developed, implemented 
and evaluated by a core leadership group 
of gay and bisexual men selected to rep-
resent different ethnicities, HIV status, 
and geographic locations. The group 
meets three times a year to plan holis-
tic health retreats, one-on-one outreach, 
rapid HIV testing, Internet outreach, and 
health summits. Based on the MPower-
ment DEBI, this program includes dis-
cussion groups and educational presen-
tations about safer sex.  The intention is 
to mobilize rural gay and bisexual young 
men to shape a healthy community for 
themselves, build positive social connec-
tions, and encourage and support their 
friends to have safer sex. 

Adaptation 
Core elements remain intact. Montana 
Gay Men’s Tasks Force (GMTF) has 
been modified to include a broader age 
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In the U.S., the largest propor-
tion of people with HIV/AIDS 

is men exposed to the virus by 
having sex with men.  This is true 
for both rural and urban areas.1 
Consequently, MSM are a primary 
focus for HIV prevention interven-
tions. Successfully implementing 
programs to reduce HIV and STD 
transmission among MSM is a 
particular challenge in rural areas 
in part due to discrimination and 
homophobia. This seems to apply 
regardless of whether men identi-
fy as gay or bisexual, and whether 
they are open or secretive about 
their behavior. Although there are 
few if any venues for men to so-
cialize with other men in rural ar-
eas, social networks may provide 
a good way to recruit men into in-
terventions. Some MSM are fear-
ful of disclosing their behavior to 
avoid stigma, discrimination, and 
potential violence so they may be 
reluctant to openly participate in 
interventions. The following in-
terventions begin to address some 
of these challenges. However, the 
first step in any rural HIV/STD 

behavioral intervention is 
to assess the community 

and identify local so-
cial networks. This 

requires gather-
ing information 

about the accessibility of the target 
audience, their stage of readiness 
to change, the assets they bring, the 
social or sexual networks in which 
risk behaviors occur, and cultural 
as well as structural influences that 
might hinder or support the imple-
mentation of a program.  Rural ad-
aptations of MPowerment, Com-
munity PROMISE, and VOICES/
VOCES are described along with 
four Tier 3 and 4  interventions, 
two of which utilize the Internet.  It 
is clear that more interventions ad-
dressing rural MSM and especially 
rural MSM of color are needed.



Tearing Down Fences83 HIV/STD Prevention in Rural America 84

range of rural MSM and intentionally in-
cludes diversity in the leadership group 
to reflect the diversity of rural Montana 
MSM. 

Evidence 
The original intervention showed a de-
crease in unprotected sex and a reduc-
tion in new HIV infections but these 
outcomes have not been measured in the 
adapted program.  For Montana GMTF, 
80% of participants who completed a 
pre-post knowledge assessment demon-
strated a gain in new information about 
safer sex.   

Recommendations 
It is essential to include rural gay men in 
the design, implementation and evalua-
tion of the program.

Where Implemented  
Rural Montana, statewide

Contact Information  
www.mtgayhealth.org  
1-888-713-GMTF (4683)

MpowerMT
Target Behaviors and
Behavioral Determinants  
Unprotected male to male sex among 
young MSM; lack of adequate knowl-
edge about safer sex behaviors; lack of 
venues for safe socialization; perceived 
lack of power and social support.

Description 
Adaptation of MPower-

ment (DEBI from Orig-
inal Compendium) 

Developed by and for young, rural 
MSM ages 18-29, this community-
level DEBI is directed by a small 
core group (8-10) of gay and bisexual 
young men with support from AIDS 
Service Organization staff. The in-
tervention has four integrated activi-
ties. Formal outreach is conducted 
by teams that create their own social 
events to attract young rural MSM 
and promote safer sex.  In contrast, 
informal outreach involves the core 
group members discussing safer sex 
with friends. M-groups are peer-led 
2-3 hour meetings of 8-10 young rural 
MSM to discuss factors contributing 
to unsafe sex. Through skills-build-
ing exercises, the young men prac-
tice safer sex negotiation and correct 
condom use skills. An ongoing pub-
licity campaign attracts young men 
throughout the state to the project by 
word of mouth, the Internet, and ar-
ticles or advertising in gay newspa-
pers. Free condoms are provided at 
all meetings. www.mpowerment.org

Adaptation 
Core elements remain intact and this 
is the age group of the original DEBI. 
MpowerMT has been modified to re-
flect rural culture by discussing issues 
pertinent to the group such as dis-
crimination, American Indian values, 
and social isolation. 

Evidence 
The original intervention showed 
a decrease in unprotected sex and a 
reduction in new HIV infections but 
these outcomes have not been mea-
sured in the adapted program.  Pre- 

and post-event knowledge assess-
ments consistently show a gain in risk 
reduction knowledge of 80% for those 
completing the assessment.

Recommendations 
This intervention is intended to have 
local adaptations and works well in 
rural Montana to reach the entire com-
munity of young gay and bisexual 
men and support safer sex behaviors 
through community empowerment.  

Where Implemented   
Rural Montana 

Contact Information   
www.mtgayhealth.org   
1-888-713-4683

Sexuality Training, 
Education and Advocacy 
for Men (STEAM)
Target Behaviors and Behavioral 
Determinants  Community identi-
fied risk behaviors: unprotected male to 
male sex; multiple partners; alcohol and 
substance use; lack of information and 
motivation to adopt safer sex and drug 
use behaviors.

Description 
Adaptation Community PROMISE 
(Peers Reaching Out and Modeling In-
tervention Strategies)                                
(DEBI from Original Compendium)  
www.effectiveinterventions.org

STEAM is a community-level inter-
vention tailored to white men who have 
sex with men in rural Connecticut.  The 

target community includes gay and bi-
sexually identified men as well as non-
identifying MSM. The intervention 
includes a community identification 
process to assess how ready the target 
community is to change HIV/STD risk 
behaviors. A small group creates role 
model stories based on stories from the 
target community. Role model stories 
are then matched to the various stages 
of readiness for change that exist in the 
community. These printed role model 
stories are distributed by peer advo-
cates to the broader MSM community. 

Adaptation 
Core elements remain intact. The role 
model stories reflect the rural issues 
confronting the target community.  
Role model stories are distributed to 
MSM at locally defined sites includ-
ing parks, rest areas, adult bookstores, 
and student centers at local colleges to 
reach a broad audience of men from 
the target community. 

Recommendations 
The program director says, “Of the 
DEBIs that are available, this is the most 
amenable to work with a rural popula-
tion that has not been approached be-
fore, which is the situation for MSM in 
this corner of Connecticut. Our experi-
ence is that it is a model much better 
suited to an urban environment with 
a much more fully developed com-
munity infrastructure.” This long-term 
intervention requires commitment of 
resources for several years and takes at 
least two years to receive training and 
implement.  It also requires involve-
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ment of the target community. In rural 
areas, it may be challenging to identify 
“hidden” groups of men who have sex 
with men and get them engaged in de-
fining the “community” and its needs. 
The advantage is that it can be used for 
men who have sex with men as well as 
with people using drugs depending on 
how the risk community is defined. 

Evidence 
In the original research, those exposed 
to the intervention moved toward con-
sistent condom use with main and 
non-main partners, increased condom 
carrying and showed positive progres-
sion in the stages-of-behavior-change 
for condom use and bleaching used sy-
ringes. Evaluation data for the adapta-
tion described are not available at this 
time. 

Where Implemented 
Willimantic, Connecticut 

Contact Information  
www.perceptionprograms.org   
860-450-7248  

VOICES/VOCES  
(Video Opportunities for 
Innovative Condom Edu-
cation and Safer Sex)

Target Behaviors and  
Behavioral 

Determinants   
Inconsistent and in-

correct condom use 
among rural Black 

and Latino men, 

women, youth, and MSM; lack of 
skills to use condoms correctly and 
consistently; lack of condom use ne-
gotiation skills; lack of social norms 
and social support to promote con-
dom use.

Description 
Adaptation of VOICES/VOCES (Tier 1 
DEBI) www.effectiveinterventions.org/
go/interventions/voices/voces  

VOICES/VOCES is a group-level 
45-minute video-based program 
that encourages condom use, and 
improves negotiation skills. Small 
groups of 3-8 watch a 20-minute 
video, discuss difficulties experi-
enced trying to use condoms, and 
brainstorm strategies to increase 
condom use. There are two versions, 
one tailored for a Black audience and 
another (bilingual) for a Latino audi-
ence. Free condoms are distributed 
as part of the program. 

Adaptation 
Originally developed and tested for 
men and women of color attending 
STD clinics, this video has been used 
in rural Pennsylvania with rural youth 
under 18, young adults ages 19-24, 
drug users (including those who in-
ject), incarcerated men, and MSM.

Evidence 
When implemented in the original 
STD clinic setting, fewer STDs oc-
curred in the group that saw the video 
and participated in the discussion. It 
is difficult to collect evidence of be-
havior change for these rural youth. 
However, after the single session, 

more participants report an intention 
to use condoms consistently. 

Recommendations   
Core elements are easy to deliver with 
fidelity in many rural settings with a 
variety of audiences. It is a “great one 
time program” that does not require 
too many resources and minimal re-
cruitment. 

Where Implemented  
Johnstown, Pennsylvania 

Contact Information   
Commonwealth of Pennsylvania 
Department of Health, Johnstown, PA
(814) 533-2205

VIBES 
(Very Informed Brothers 
Engaged for Survival) 
Target Behaviors and
Behavioral Determinants  
Unprotected male to male sex among 
young African American men; lack of 
cultural pride; perception of lack of 
power; lack of condom negotiation 
and relationship negotiation skills; 
lack of personal sense of responsibility 
for sexual safety; lack of goal-setting 
skills, lack of problem-solving skills.

Description   
VIBES is a Tier 3 theory guided, re-
search based, group-level, six-session 
behavioral HIV prevention interven-
tion for young rural Black MSM.  
The intervention develops decision-
making and condom negotiation 
skills, helps youth create risk reduc-

tion strategies, and advances cultural 
empowerment. 

Evidence 
Youth who participated in the VIBES 
intervention experienced significant 
gains in condom use and risk reduc-
tion skills as compared to a control 
group of youth receiving basic HIV 
education. 

Recommendations   
Please see the VIBES curriculum for 
lesson plans, and implementation sug-
gestions. Illinois Department of Public 
Health provides training on this inter-
vention. 

Where Implemented    
Illinois, Indiana

Contact Information   
Jeffery Erdman at Champaign-Urbana 
Public Health District  (217) 239-7827   
jerdman@cuphd.org

Project HOPE  
Internet Risk-Reduction 
Intervention

Target Behaviors and
Behavioral Determinants 
Unprotected male to male sex; sex 
with multiple partners linked through 
Internet dating services; lack of infor-
mation and motivation to change be-
havior; lack of skills and self-efficacy 
to reduce risk behaviors with Internet 
sex partners; lack of social norms that 
support safer sex behaviors.
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Description 
This Tier 3 theory guided and re-
search based three-session individual 
Internet intervention uses banners tai-
lored to different ethnicities to recruit 
MSM into the intervention. The inter-
active illustrated interventions teach 
basic information about HIV trans-
mission and prevention, help partici-
pants rethink how they can decrease 
their specific risk behaviors using 
real life scenarios, and help motivate 
participants to change behaviors. The 
intervention can be accessed at www.
wrapphome.net but active recruit-
ment through banner placement has 
been discontinued at this time. 

Evidence 
Those who completed the three ses-
sions report decreased occurrences of 
unprotected sex, increased condom 
use, and decreased number of sexual 
partners (if person started with 2 or 
more).  The long-term maintenance 
of these changes is not known.  

Recommendations   
Tailor messages to cultural values for 
each ethnicity. Repeated interven-
tions work better than one time inter-
ventions. This intervention reaches 
hidden rural populations and protects 
their anonymity but may require ac-
tive recruitment. 

Where Implemented    
Wyoming Rural AIDS 

Prevention Project 
(WRAPP)

Contact Information  
Ann Bowen, WRAPP, University of 
Wyoming 1000 East University Ave,   
Laramie, WY 82071 (307) 766-4327   
www.wrapphome.net  
  

Internet Risk-Reduction 
Counseling 
Target Behaviors and
Behavioral Determinants  
Client-identified risk behaviors include 
unprotected male to male sex and drug 
use before and during sex; client-iden-
tified behavioral determinants include 
lack of social networks that support 
safer sex behaviors; attitudes toward 
safer sex behaviors; lack of skills and 
self-efficacy to negotiate safer sex in 
some social situations.

Description 
For this Tier 4 locally-developed, theo-
ry-based, individual level intervention, 
HIV prevention staff conduct risk re-
duction counseling sessions via the In-
ternet, either in chat rooms or through 
instant messaging, to assist high-risk 
individuals in creating brief HIV risk 
reduction plans, assist them with skills-
building, and refer them to HIV test-
ing and other appropriate prevention 
services.  This intervention builds on 
Social Cognitive Theory, Stages of 
Change, and Diffusion of Innovations 
Theory. It works to reach MSM in rural 
areas where services are scarce and/or 
distance impedes clients from access-
ing services.

Evidence 
This intervention has not measured 
behavioral outcomes due to confidenti-

ality concerns. Clients involved in the 
counseling report satisfaction with this 
method of obtaining information and 
referrals. 

Recommendations   
Choose the websites that community 
members log on to often; identify the 
times of day that clients access these 
sites; be upfront when online in identi-
fying staff as being from a health center; 
be prepared to always offer referrals. 
Ethical issues such as protecting confi-
dentiality should be addressed prior to 
beginning online counseling. Advising 
clients of security limitations and en-
crypting emails may be advisable. 

Where Implemented   
Rural Illinois
Contact Information   
Illinois Department of Public Health 
312-814-4846.

Programs to
Decrease Risk from
Injecting Drug Use 

Healthy Communities / 
Safety Counts
Target Behaviors and
Behavioral Determinants  
Sharing unclean syringes, rinse water, 
other injection works; engaging in un-
protected sex; unknown HIV serosta-
tus; lack of motivation to change drug 
use or sexual risk behaviors; lack of 
social support for safer sex and drug 
use practices.

Description  
Adaptation of Safety Counts (Tier 2 
DEBI) www.effectiveinterventions.org 

Alcohol and drug use can lead 
to behaviors that put people 

at heightened risk for HIV infec-
tion. Nearly 20% of rural male 
adolescents and adults diagnosed 
with AIDS between 2001 and 
2005 were exposed to the virus by 
injecting drugs. Approximately 
8% of rural men with AIDS were 
exposed both by injecting drugs 
and having male to male sex. In 
comparison, about 22% of female 
adolescents and adults living with 
AIDS in rural areas (with fewer 
than 50,000 residents) attribute 
their infection to exposure from 
injecting drugs. And in rural ar-
eas, an additional 15% of women 
with AIDS were exposed by hav-
ing sex with a man who injected 
drugs.1 This means that interven-
tions need to target sharing drugs, 
syringes, injection works, and 
rinse water as well as sexual risk 
behaviors associated with having 
sex when intoxicated. The pro-
grams that follow are tailored to 
those who inject drugs. Programs 
specific to women who have sex 
with drug users are included in the 
subsequent section. Adaptations 
of published effective interven-
tions are described first, followed 
by locally developed programs. De
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Healthy Communities is an individu-
al-level outreach HIV prevention in-
tervention based on the Safety Counts 
DEBI that targets out-of-treatment in-
jection and non-injection drug users in 
rural Connecticut.  The program aims 
to reduce high-risk drug use and sexual 
behaviors. The behaviorally focused, 
seven-session intervention includes 
both structured and unstructured edu-
cational, social, and counseling activi-
ties in group and individual settings. It 
helps clients identify the stage of their 
readiness to change, create a plan for 
behavior change, and access substance 
use counseling and medical services 
including HIV testing. 

Adaptation 
The core elements that dictate the con-
tent of the seven sessions remain un-
changed.  Recruitment is done at local 
single room occupancy living facilities, 
soup kitchens, shelters, and locations 
where drug users gather. The group ses-
sions are held in a neutral appearing, 
but agency owned space. Recruiting 
from outlying rural areas has proven 
very challenging because of the diffi-
culty posed by transporting people to a 
central location for the intervention.

Evidence 
The original research showed that Safe-
ty Counts participants were more likely 

than a control group to decrease in-
jection frequency, increase con-

dom use, and decrease drug 
use and sexual risk be-

haviors.  Process and 
outcome measures 

are being collect-

ed by Healthy Communities but are not 
available at this time.  

Recommendations
This model may not work in all rural 
communities. This program has been 
successful because recruitment was 
done in a rural town with a large ad-
dict/recovering addict community and 
a long history of relationships between 
public health and gatekeepers. Small 
communities with fewer spaces for 
drug users to gather may require more 
creative recruitment strategies. Provid-
ing transportation assistance is impor-
tant for retention. 

Where Implemented  
Willimantic, Connecticut 
(town of about 16,000)

Contact Information  
Connecticut Department of Health 
860-509-7806

Taking It 
to the Population
 

Target Behaviors and
Behavioral Determinants  
Sharing unclean syringes, rinse wa-
ter, other injection works; engaging 
in unprotected sex; unknown HIV 
and hepatitis C serostatus; lack of ac-
cess to clean syringes; lack of moti-
vation to adopt safer sex and drug use 
practices.

Description   
Taking It to the Population is a lo-
cally developed Tier 3 theory-based, 
one-hour group-level HIV education 

outreach program facilitated by an 
outreach worker who preferably is 
a recovered addict or alternatively a 
service provider with a strong ability 
to relate to active drug users. The pro-
gram includes information about HIV 
transmission, prevention, and testing 
resources; strategies to increase mo-
tivation to engage in HIV prevention 
behaviors; and skills needed to prac-
tice HIV prevention behaviors.  The 
program is based on the Information-
Motivation-Behavioral Skills HIV 
Prevention Model. Information on this 
model available at www.socio.com/srch/
summary/pasha/full/passt17.htm  (Please 
copy and paste link to your browser)

Evidence 
The intervention group showed a sig-
nificant gain in knowledge, motivation, 
and intention to engage in prevention 
behaviors from pre-test to post-test as 
compared to a control group. Of those 
followed for 18 months, 93% reported 
an ongoing positive effect from the 
training including: abstaining from drug 
use, not hanging out with people who 
use drugs, getting tested for HIV and 
hepatitis C, and seeking positive social 
support from a variety of sources.  

Recommendations 
Targeting community providers who 
interact with drug users at the same 
time enhances impact (for instance, 
working with pharmacies to support 
needle exchange and distribute pre-
vention messages).  Employing a for-
mer user to recruit and facilitate the 
group can open the door to the drug 
using community. This requires sen-

sitive support and supervision of the 
facilitator.  

Where Implemented    
Rural Montana and rural Colorado

Contact Information   
Casey Rudd 406-556-1139

Montana Targeted AIDS 
Prevention (MTAP)
 

Target Behaviors and
Behavioral Determinants  
Sharing unclean syringes, rinse wa-
ter, other injection works; engaging 
in unprotected sex; unknown HIV 
and hepatitis C serostatus; lack of 
access to clean syringes; lack of mo-
tivation to adopt safer sex and drug 
use practices.

Description   
Montana Targeted AIDS Prevention 
(MTAP) is a collaborative Tier 4 theory-
based project between local community-
based organizations and the Missoula 
AIDS Council to provide individual-lev-
el street outreach to reduce injection and 
sexual behaviors that increase risk of 
HIV transmission. Target populations are 
rural injection drug users (IDU), MSM 
and MSM who also inject drugs (MSM/
IDU).  MTAP services include HIV pre-
vention education, rapid HIV testing and 
counseling, distribution of risk reduction 
materials (condoms, lubricant, fit packs 
of clean syringes, sterile cottons,and 
bleach kits), and referrals for health and 
mental health care. Recent emphasis is 
on increasing HIV and hepatitis C test-
ing and counseling. Small gift cards and 
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at-home hepatitis C test kits are being 
assessed for their impact as incentives 
for getting HIV tested.

Evidence 
Since its inception in 2000, MTAP has 
reached over 20,000 contacts. In the 
most recently evaluated twelve month 
period, 3,444 contacts were made with 
individuals who identify as MSM, IDU, 
or MSM/IDU and 223 HIV tests were 
conducted. There were no positive re-
sults in that period. Testing was also tar-
geted to heterosexual American Indians 
who are alcohol dependent and reported 
sexual risks. Changes in risk behaviors 
have not been measured at this point in 
the project due to budget limitations. 

Recommendations   
Be careful conducting IDU street out-
reach.  Most rural communities do not 
have a “visible” street culture which 
makes direct contact outreach to active 
users risky from the user’s perspective 
and law enforcement’s.  Make sure 
to have community buy-in. Outreach 
workers are the key to success for the 
program. Making sure that those tested 
are in the risk categories targeted is an 
ongoing challenge.

Where Implemented  
Montana statewide through collabora-
tions. 
Contact Information  

www.missoulaaidscouncil.org/MTAP 

406-543-4770 

LifeGuard
Target Behaviors and
Behavioral Determinants  
Sharing unclean syringes, rinse water, 
other injection works; having unpro-
tected sex; lack of access to HIV/STD 
testing and hepatitis vaccination; lack 
of access to clean syringes; lack of 
transportation and access to counsel-
ing and medical services. 

Description  
Lifeguard is a locally-developed Tier 4 
theory-based, comprehensive harm re-
duction program. Free mobile services 
include harm reduction counseling, 
confidential hepatitis C testing, confi-
dential hepatitis A/B vaccines, anony-
mous syringe exchange, opiate over-
dose management training and support, 
and a wide range of referral resources.  
This program utilizes a “user circle” 
model, identifying gatekeepers for 
drug-user networks and working with 
them to access networks, conduct test-
ing, and deliver materials and educa-
tion. The program relies on community 
volunteers for much of its staffing.

Evidence  
Based on Social Network Theory and 
Diffusion of Innovation Theory as 
well as evidence of efficacy of harm 
reduction activities in other settings. 
Budget constraints have prevented 
this small program from collecting 
evaluation data. 

Recommendations  
The LifeGuard program works because 
it is small, flexible and low-threshold.  
The program should remain targeted, 

growing contacts through word-of-
mouth, collaborating with other organi-
zations, and delivering services that meet 
the needs of the user.  Requires thinking 
and working outside the box.

Where Implemented  
Eastern Iowa and central Illinois 
along I-74 and I-80 corridors

Contact Information   
www.ilregion6.org/pihrs/lifeguardhome.htm 
563-528-1173 or 
Toll Free: 1-888-528-1173, 
lifeguard@mindspring.com 

Programs 
Tailored to Women
Women in Action - RAPP 
(Real AIDS Prevention Project)
Target Behaviors and
Behavioral Determinants  
Sharing unclean syringes, water, or 
other injection drug works; having 
unprotected sex with a partner who 
injects drugs, is HIV+, or has recent-
ly been incarcerated.

Description 
Adaptation of Real AIDS Prevention 
Project (RAPP) 
(DEBI from Original Compendium) 
www.cdc.gov/hiv/topics/prev_prog/rep/packages/
rapp.htm

Women in Action is an adaptation of 
the RAPP curriculum that provides 
HIV/STD prevention and education 
programs tailored to women in rural 
Massachusetts.  This peer-led harm 
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Women are the fastest growing 
group of people being in-

fected with HIV. Although women 
account for only one-quarter of ru-
ral AIDS cases, the rate of infection 
is increasing, particularly among 
Black women living in the South. 
Women are most likely to be in-
fected by exposure from hetero-
sexual sex with a male partner who 
also has sex with men or with other 
partners.  Approximately 22% of 
rural women with HIV/AIDS were 
exposed to HIV from injecting 
drugs.  Another 15% were exposed 
by having sex with somebody who 
injected drugs.[1] Women of color 
living in the South have historical-
ly had higher rates of STDs, which 
puts them at greater risk for HIV 
infection. Women who trade sex for 
money or drugs are an especially 
vulnerable group. However, in ru-
ral America, these women may be 
especially difficult to identify and 
recruit into an intervention due to 
high levels of stigma, fear of arrest, 
and a desire to keep these behaviors 
“hidden.” Rural culture laden with 
traditional gender roles, homopho-
bia, and racism may also contribute 
substantially to women of color be-
ing at heightened risk for HIV.  

Much of women’s vulnerability 
comes from their lack of power 
to control the behaviors of their 
sexual partners. Poverty, homeless-
ness, illiteracy, substance use, and 
unemployment may contribute to 
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reduction program brings information 
about HIV prevention to people where 
they are - not only in the drop-in site, 
but also in bars, homeless shelters, 
housing projects, at the bus stop and at 
other community programs. Peer-led 
activities include: outreach/one-on-one 
brief conversations with brochures, re-
ferrals, and condom distribution; small 
group safer sex discussions and pre-
sentations. Women in Action contacts 

400 to 800 people every month 
through outreach activities.

RAPP involves mobi-
lization of the en-

tire community 

by getting businesses to provide in-
kind services, display HIV prevention 
posters, and distribute HIV prevention 
role model stories and a resource list 
of women’s health services. RAPP is 
based on the trans Transtheoretical 
Model  (stages of behavior change), 
which states that people move through 
a series of stages in the process of 
changing their behavior. The program 
is also based on Social Cognitive 
Theory and Diffusion of Innovation 
Theory, which suggest that people 
are more likely to adopt new behav-
iors that have already been accepted 
by others who are similar to them and 
whom they respect. Evidence shows 
that participants are more likely to ini-
tiate condom use with a regular part-
ner and be more confident to negoti-
ate condoms use with both casual and 
regular partners.

Adaptation 
Rural adaptation includes holding 
group meetings in public spaces such 
as community rooms in housing devel-
opments or at social service agencies 
rather than in people’s homes as rec-
ommended in RAPP.  Also, scheduling 
groups around the very limited;public 
bus schedule and providing bus to-
kens to participants who need them. 
The program travels to do outreach in 
housing developments and at shelters 
without good bus access.

Evidence 
Data from the original research 
showed that program participants 
were more likely to initiate condom 

use with a regular partner and increase 
consistent condom use with both ca-
sual and regular partners.  Routine 
process evaluations for Women in Ac-
tion show that target numbers of the 
intended audience are recruited, coun-
seled, and referred for services. 

Recommendations   
RAPP has proven challenging in this 
rural New England culture.

Where Implemented   
Massachusetts, Greenfield and Turn-
ers Falls counties.

Contact Information  
Women In Action, 14 Miles Street, 
Greenfield, MA 01301 
413-775-0574  Community Action: 
www.communityaction.us/index.php?id=391

HOPE 
(Helping Our People Endure)  
Reinvention of SISTA 
Target Behaviors and
Behavioral Determinants  
Unprotected sex with a partner who 
has power over the use of condoms; 
lack of knowledge and skills to nego-
tiate and use condoms, negotiate rela-
tionships, make decisions; perceived 
lack of power; lack of ethnic pride.

Description 
Reinvention of SISTA (Sisters Inform-
ing Sisters on Topics about AIDS) 
(DEBI from Original Compendium) 
www.effectiveinterventions.org

This group-level, gender- and cultur-
ally-tailored intervention, was origi-

nally designed to increase correct 
and consistent condom use among 
African American women. In this 
case it has been reinvented for use 
with Native American women. Five 
peer-led group sessions are conduct-
ed by a skilled, Native American 
female facilitator. Sessions focus 
on ethnic and gender pride, HIV/
STD knowledge, and skills training 
around sexual risk reduction behav-
iors such as negotiating condom use 
and decision making. The interven-
tion is based on Social Learning 
Theory as well as the Theory of 
Gender and Power.

Adaptation 
Although the five sessions and most 
of the core content have been re-
tained in the reinvention, much of 
the intervention has been redesigned 
to reflect Native American culture 
and the power distribution in Amer-
ican Indian heterosexual relation-
ships. The CDC suggests that any 
adaptation of a DEBI that includes 
the addition or subtraction of ac-
tivities (such as replacing African-
American poetry readings with Na-
tive American stories) be considered 
a reinvention and requires collecting 
evaluation data to test the efficacy of 
the reinvented intervention.

Evidence 
The original research showed that 
women who completed the inter-
vention were more likely than a 
comparison group to use condoms. 
Evaluation evidence from the rein-
vention is in the process of being 
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relationships for economic sur-
vival.10 Interventions that encour-
age women’s empowerment and 
employment are more common in 
developing countries than in the 
U.S. as part of HIV prevention 
efforts. Behavioral interventions 
that increase women’s social sup-
port, power, and skills to negoti-
ate safer sex practices can reduce 
HIV/STD risk. 

One program, Insights, is included 
as a promising program for HIV/
STD prevention among rural 
women although it has not been 
tested in rural areas. However, the 
program’s similarity to successful 
mail-based programs for PLWHA 
(Chapter 6) suggests that it might 
work in rural areas. 
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collected but is not yet available. 

Recommendations 
Using a facilitator who is the same 
gender, race/ethnicity, and age 
and trained in the intervention en-
courages women to be engaged in 
the activities of this intervention. 
Reinvention is a time-consuming 
process that starts with informa-
tion about the target population. It 
requires pilot testing and revision 
before implementation. Matching 
the cultural values in the interven-
tion with the cultural values of the 
target audience is essential. 

Where Implemented 
Indian reservations in rural 
Montana

Contact Information 
Montana Department of Public 
Health and Human Services 
406-444-2457 

			 

			 
			 

Insights
 

Target Behaviors and
Behavioral Determinants
Unprotected sex; inconsistent con-
dom use; lack of knowledge to nego-
tiate and initiate correct and consis-
tent condom use by young women 
ages 18-24.

Description 
This “promising-evidence” inter-
vention has not been tested with 
rural populations but appears ideal 
for a low-cost tailored individual-
level rural intervention for women. 
It mails a computer-generated self-
help packet tailored to responses to 
survey items about stage of readi-
ness to use condoms, perceived bar-
riers to condoms, and partner type. 
It also includes a “safer sex kit” with 
male and female condom samples, 
instructions for use, and carrying 
case. This is followed in 3 months 
with a booster newsletter and con-
dom packet.  

Evidence 
The original research shows that 
after 6 months, significantly more 
women in the intervention (versus 
control group) carried condoms, dis-
cussed condoms with partners, had 
higher self-efficacy to use condoms 
with primary partners, and used con-
doms more frequently. It is unknown 
whether these same outcomes would 
occur in a rural setting. 

					   

Recommendations 
This trial was conducted through a 
managed care organization but could 
be adapted for young women identi-
fied as high risk through some other 
venue such as a local health department, 
community health center, community 
college, GED program, or worksite. 

Where Implemented
North Carolina

Contact Information  			 
www.cdc.gov/hiv/topics/research/prs/
resources/factsheets/insights.htm (Please 
copy and paste to your browser)
Dr. D. Scholes,  
Center for Health Studies 
scholes.d@ghc.org
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Programs 
Tailored to Youth

Reducing the Risk 
Target Behaviors and
Behavioral Determinants
Early debut of sexual intercourse; lack 
of refusal skills and condom negotia-
tion skills; lack of information about 
HIV/STD and unintended pregnancy 
prevention.

Description  
This evidence-based behavioral HIV 
prevention program for youth has not 
been evaluated using the CDC Tiers 
of Evidence but appears to have qual-
ities of a Tier 2 or Tier 3 intervention. 
www.etr.org/recapp/

This 12-session group-level skills 
based program was presented to 9th 
graders attending rural Kentucky 
schools to increase knowledge of HIV, 
STD and pregnancy risks, help student 
s build refusal skills, delay initiation of 

sex, avoid high-risk situations, and cor-
rectly use condoms and contraceptives 
when they become sexually active. The 
intervention included videos, power-
point presentations, contemporary mu-
sic, interactive discussions, and role 
plays. It is based on Social Learning 
Theory and Social Cognitive Theory. 

Evidence 
Those who completed the 12-session 
intervention were less likely to initi-
ate sexual intercourse compared to a 
control group. There was no impact 
on condom use. 

Recommendations   
A modified version of Reducing the 
Risk was tested that included extra 
videos, music and involvement of 
peer educators in 9 of the 12 sessions. 
The modified version was equally as 
effective as the 12-session version of 
the original curriculum. 

Where Implemented  
Rural Kentucky public schools

Contact Information 
www.etr.org/recapp/

Students Together 
Against Negative 
Decisions (STAND)
Target Behaviors and
Behavioral Determinants 
Early debut of sexual intercourse; lack 
of communication and negotiation 
skills; lack of consistent and correct 
condom use skills; lack of informa-

tion about HIV/STD and unintended 
pregnancy prevention. 

Description
Tier 2 or 3 reinvention of Popular 
Opinion Leader (POL) (DEBI from 
Original Compendium) with rigorous 
evaluation including a control group 
and behavioral outcomes.   

STAND is a 32-hour course to pre-
vent HIV/AIDS, STDs, and unintend-
edpregnancy in rural teens 18 andy-
ounger. It trains teen opinion leaders 
to be role models and peer educators 
who promote abstinence and risk re-
duction with their friends.  STAND 
focuses on empowering teensand de-
veloping mutual support systems. Af-
ter the focused in-school training, stu-
dent opinion leaders plan educational 
activities for local teens.  The goals of 
the program are abstinence, reduction 
of risk for those who do not abstain, 
and developing norms that oppose 
sexual risk taking.  A parent module 
is available to supplement the peer ac-
tivities.

Evidence 
STAND peer leaders were 100% absti-
nent during the training. Compared to 
a control group, at six months, STAND 
participants showed a 60% decrease in 
unprotected intercourse, 2-times more 
consistent condom use, a 7-fold in-
crease in condom use, and 4-fold gain 
in HIV/AIDS risk knowledge.16

Recommendations   
Developed for rural youth so needs 
little adaptation.  Shown to be effec-
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tive health care all contribute to 
the vulnerability of youth for HIV/
STD infection. Programs that ad-
dress these structural risks through 
youth development can be equally 
effective in delaying sexual debut 
and increasing abstinence. Pro-
grams that provide awareness of 
HIV/STD risks and teach nego-
tiation and partner communication 
skills as well as condom use skills 
help to protect youth when they do 
become sexually active.15

Sexually active young people 
in the U.S. are at persistent 

risk for HIV infection and other 
STDs. About 13% of those diag-
nosed with HIV in a given year 
are young people 13-24 years of 
age.1,11 This number most likely 
under-represents the number of 
youth actually infected since many 
will not be diagnosed until they 
become symptomatic years later. 
Young males are infected twice 
as often as young females. Stud-
ies in urban areas show that young 
MSM, especially young men of 
color, are particularly at risk.12 
One study of over 5,500 young 
MSM ages 15-22 found that many 
young men kept their sexual at-
traction to men a secret. MSM 
who do not disclose their sexual 
orientation are less likely to access 
HIV testing and are more likely 
to have a female sex partner who 
is unaware of her partner’s male-
to-male sexual experiences. As a 
result, young MSM may not know 
if they become HIV infected and 
may unknowingly transmit it to 
other young men and/or women. 13 

Another disparity is that Blacks 
account for 55% of all HIV 

infections among youth 
ages 13-24. 14 Pov-

erty, dropping 
out of school 
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tive in rural schools. Best if there is a 
long-term commitment of school ad-
ministrators, parents, teens, and adult 
program coordinator. Requires fund-
ing for program coordinator and in-
centives for peer educators. STAND 
is currently being adapted by Indian 
Health Services (IHS) for Native 
American youth. 

Where Implemented   
Georgia, Sandersville, Brunswick, 
Macon, and other counties.

Contact Information   
Mike U. Smith, Ph.D. 
Director of AIDS Educ. & Research
478-301-5832    
Smith_mu@mercer.edu

American Red Cross 
HIV/AIDS Prevention 
Programs for Youth
Target Behaviors and
Behavioral Determinants 
Early debut of sexual intercourse; lack 
of communication and negotiation 
skills; lack of consistent and correct 
condom use skills; lack of information 
about HIV/STD and unintended preg-
nancy prevention; lack of compassion 
for those living with HIV/AIDS. 

Description   
Red Cross offers many age-appropriate 

and culturally sensitive programs 
and materials for HIV/AIDS 

prevention in rural schools 
and colleges, including 

the Act SMART cur-
riculum; The Party 

video package 

for youth ages 13 to 15; and Mi Herma-
no/My Brother fotonovela (illustrated 
booklet). The Act SMART curriculum 
helps school-aged young people make 
smart decisions and develop healthy 
behaviors to prevent HIV infection and 
gain a sense of compassion for persons 
living with HIV or AIDS. The curricu-
lum is divided into three units: for ages 
6 to 9, 10 to 13, and 14 to 17.  The Party 
video package provides HIV prevention 
education materials that can help youth 
enhance their decision-making skills 
related to HIV prevention. Issues raised 
include peer pressure, alcohol and drug 
use, sexual activity, and self-respect. Mi 
Hermano/My Brother tells the dramatic 
story of a Latino family dealing with the 
consequences of HIV and AIDS after 
the death of their son. Spanish and Eng-
lish versions are combined in one book-
let.  www.redcross.org/www-files/Documents/
pdf/international/together_we_can_fact_sheet.
pdf  (Please copy and paste in your browser)

Evidence
There does not appear to be published 
evidence on behavior change resulting 
from these programs.    

Recommendations  
This is a volunteer program, which re-
quires finding educators who are com-
fortable discussing sexuality and are 
nonjudgmental.   

Where Implemented   
Michigan, West Michigan, schools and 
college campus.

Contact Information 
www.redcross.org/www-files/Documents/pdf/
international/together_we_can_fact_sheet.pdf	
 (Please copy and paste in your browser)

Vermont Cares Peer 
Outreach Program  
Partners in Prevention
Target Behaviors and
Behavioral Determinants 
Early debut of sexual intercourse; lack 
of communication and negotiation 
skills; lack of consistent and correct 
condom use skills; lack of information 
about HIV/STD and unintended preg-
nancy prevention; lack of compassion 
for those living with HIV/AIDS

Description
Based on evidence-based Partners in 
Prevention Intervention from the Cen-
ter for AIDS Intervention Research.  
www.mcw.edu/display/docid6269.htm 

This Tier 3 community-based pro-
gram uses high-school aged youth 
living with HIV or at risk of HIV 
infection to reach out to their peers 
with HIV prevention information. 
Peer outreach workers use their natu-
ral connections in their communities 
to most effectively reach others at 
risk. Training, information, supplies, 
a stipend, and support from staff and 
volunteer teams are available to all 
peer outreach workers. Some HIV+ 
volunteers (preferably youth) are also 
trained to provide one-on-one support 
for people who are getting tested or 
who are newly positive. The peer out-
reach training series takes 10-hours 
and is offered at intervals in all four 
satellite office areas.

Evidence  
The program demonstrated behavior 
change over the course of more than 
one year including: an increase in 
condom use and increased comfort 
in partner communication and sexual 
negotiation.

Recommendations  
Some peer organizations in Vermont 
have had success with chat room out-
reach as part of the program. There 
has been limited success with pub-
lic service announcements outreach.  
Rural stigma generally makes this 
program more difficult to implement 
since youth are reluctant to be identi-
fied with HIV prevention or an AIDS 
Service Organization. 

Where Implemented   
Vermont

Contact Information  
http://www.vtcares.org
Prevention Director:  
amy@vtcares.org
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Programs 
Tailored to Ethnic and  
Racial Minorities

Strong African American 
Families (SAAF)
Target Behaviors and
Behavioral Determinants 
Early initiation of sexual intercourse 
and drug and alcohol use; lack of 
communication between parents and 
teens about sexual and drug use risk 
behaviors; lack of social norms to 
support sexual and drug use absti-
nence and safer sex behaviors.

Description 
This intervention has not been evalu-
ated at this time using the CDC Tiers 
of Evidence standards but the evidence 
appears to be Tier 3.

The 7-week group-level prevention 
program designed for rural Black pri-
mary caregivers and their 10-12 year 
old children has been implemented 
with rural mothers and their 11 year 
olds. The program builds positive 
parenting skills to promote healthy 
early adolescent development and 
help youth gain control over their be-
havior, form influential friendships, 
and reduce risky behaviors. This in-
tervention is based on the knowledge 
that rural Black families exert a sig-

nificant influence on the choices their 
children make. Thus, the level of skill 
and involvement the caregiver has 
in his/her relationship with the child 
largely determines the risk path a 
child takes. 

Evidence  
After the SAAF intervention, parents 
engaged in more regulated, commu-
nicative parenting than parents in the 
control group. Youth who participated 
in the SAAF program reported reduced 
intentions to engage in risky sexual and 
drug use behaviors. 

Recommendations
Involving the community in tailoring 
the curriculum builds community sup-
port and increases participant recruit-
ment and retention.   

Where Implemented 
Rural Georgia

Contact Information  
www.colorado.edu/cspv/blueprints/

Keystone  
Migrant Farmworker 
Health Outreach
 

Target Behaviors and
Behavioral Determinants 
Unprotected sex; multiple sex part-
ners; unknown HIV serostatus; mis-
conceptions about HIV/AIDS; HIV/
STD stigma; lack of skills for nego-
tiating consistent and correct use of 
condoms.

Description   
Keystone Migrant Farmworker Health 
Outreach is a medical outreach pro-
gram for migrant and seasonal farm-
workers, which contains a Tier 3 HIV/
AIDS/STD risk behavior reduction 
component that includes HIV testing 
(using Orasure) and counseling, as 
well as HIV prevention for positives. 
Activities are conducted in outreach 
settings such as farms, labor camps, 
and farmworkers’ homes or during 
transportation to clinic appointments. 
The program uses a holistic approach 
where concern for HIV infection is no 
different from concern for hyperten-
sion or diabetes. This is in keeping 
with the Latino culture of health and 
healing and takes advantage of ongo-
ing opportunities to give and enforce 
risk reduction messages.

Evidence  
Farmworkers demonstrated an in-
crease in accurate HIV/STD knowl-
edge and increased use of condoms 
after the intervention. Substantial 
numbers of farm workers received 
voluntary HIV and STD testing and 
counseling. 

Recommendations  
This model takes advantage of estab-
lished trust relationships and ongoing 
opportunities by integrating it fully 
into field clinics and other medical out-
reach activities. Any program that has 
access to medical information (medi-
cal histories or diagnosis) and provides 
much needed and wanted medical ser-
vices should use their knowledge and 
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Three racial and ethnic minorities 
in the U.S. account for a greater 
proportion of rural HIV/AIDS 
cases than would be expected for 
their proportion of the population. 
Black men and women represent 
50% of all rural AIDS cases, Lati-
nos account for 9%, and American 
Indian/Alaska Natives 2%.17  This 
disproportionate infection rate is 
related to common challenges that 
face these groups such as poverty, 
poor access to health care, stigma-
tization of HIV/AIDS, homopho-
bia, higher rates of other STDs, 
discrimination, and racism. The 
following interventions show that 
there are some innovative programs 
that may work in rural settings that 
are tailored to reach these groups at 
heightened risk for infection. Hav-
ing interventions that honor the 
cultural values and account for the 
challenges each group faces will be 
more likely to be effective. Howev-
er, it is essential to remember that 
great diversity exists within each of 
these minority groups. This makes 
it necessary to know the commu-

nity being targeted and adjust 
the intervention to reflect 

local culture and social 
context. The National 

Native American 
AIDS Preven-

tion Center (NNAAPC) provides a 
directory of individual, group, and 
community level HIV prevention 
programs for American Indians, 
Alaskan Natives, and Native Ha-
waiians online at: 
www.nnaapc.org/resources/hivppd.htm
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opportunities to provide and reinforce 
risk reduction messages. Bilingual 
outreach workers who understand the 
culture of the workers are essential. 

Where Implemented   
Pennsylvania - Berkshires, Lehigh, 
Lancaster and Schuylkill counties 

Contact Information   
Selina Zygmunt, Regional Manager  
Keystone Farmworker  
Health Program
khcberks@pa.net    
(610) 372-5001

Project Red Talon 

Target Behaviors and
Behavioral Determinants  
Unprotected sex; multiple partners; 
HIV/STD stigma; use of drugs and 
alcohol before sex; misconceptions 
about HIV/AIDS/STD; lack of skills 
for condom negotiation and correct 
use; lack of access to care; unknown 
HIV serostatus.

Description   
This multi-component long-term 
project is designed to provide tribal 
communities in Idaho, Oregon, and 
Washington with education, training, 
and technical assistance for the pre-
vention and treatment of HIV/AIDS 
and other STDs through community 

collaboration.  Community 
outreach includes: media 

campaigns, especially 
on local radio, to 

increase com-
munity aware-

ness and decrease stigma; training 
Indian Health services (IHS) and 
tribal health care providers to detect 
STDs and HIV early and provide ap-
propriate treatment; condom distribu-
tion; testing events like area basket-
ball games to normalize testing, and 
women’s peer education.

Evidence  
Together, the Red Talon STD/HIV 
Coalition and Project Red Talon have 
shown improvements in reducing the 
prevalence of STDs among American 
Indians and Alaska Natives in the Pa-
cific Northwest. Among the Project’s 
successes are increases in: STD/HIV 
networking and regional partnerships, 
knowledge about STD/HIV among 
tribal staff, STD screening and use of 
recommended treatment protocols at 
tribal and IHS clinics, STD/HIV sur-
veillance for American Indians in the 
Pacific Northwest, tribal community 
awareness about STDs and HIV, and 
inter-agency collaboration in grant 
writing and receipt of awards

Recommendations 
Working as an inter-tribal coalition 
decreases stigma and normalizes 
STD and HIV testing and treatment. 
Culturally appropriate outreach, edu-
cation, training, and technical assis-
tance are keys to success. 

Where Implemented   
43 federally recognized American 
Indian and Alaska Native tribes in 
the Pacific Northwest: Idaho, Or-
egon, Washington

Contact Information 
www.npaihb.org/epicenter/project/
project_red_talon   
(Please copy and paste in your browser)

Project Contact:  Northwest Portland 
Area Indian Health Board
527 SW Hall, Suite 300 
Portland, Oregon 97201

Stephanie Craig Rushing, MPH   
Project Director 
Phone (503) 228-4185 
Fax (503) 228-8182 
scraig@npaihb.org 
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Chapter 8 
OPPORTUNITIES FOR THE NEXT DECADE

This guide brings together voic-
es and ideas from those work-
ing in HIV/STD prevention in 

and for rural America.  The sugges-
tions shared in this guide illustrate the 
creativity and dedication of national, 
state, and local HIV/STD prevention 
specialists. Those voices bring un-
derstanding of rural realities to those 
charged with developing and imple-
menting policies for rural HIV/STD 
prevention. They provide encourage-
ment for others just beginning to ad-
dress HIV/STD prevention in their 
rural communities. And they express 
the frustration that comes with be-
ing asked to do important work with 
limited resources in an environment 
loaded with challenges. 

Most likely in the next decade, HIV 
and other STDs will continue to be a 
public health challenge in both rural 
and urban areas of the country. Most 
likely, there will not be a windfall of 
resources for rural HIV/STD preven-
tion. Yet, this guide highlights a third 
prediction as well - that by sharing the 
resources, ingenuity, and knowledge 
that we do have, realistic opportuni-
ties exist to keep rural HIV and other 
STDs from becoming more prevalent.

Each time a man stands up for an 
ideal, or acts to improve the lot of 

others, or strikes out against injustice, 
he sends forth a tiny ripple of hope... 
and crossing each other from a mil-
lion different centers of energy those 
ripples build a current that can sweep 
down the mightiest walls of oppression 
and resistance.

Robert F. Kennedy

“

”



Tearing Down Fences

Opportunity 1: 
Challenge rural HIV/STD 
complacency 

At the time this document was 
created, the U.S. had record-
ed over 51,000 cases of AIDS 

in rural America. Although the cases 
have accumulated slowly, almost un-
noticeably, the magnitude of the num-
ber (51,000) cannot be ignored.  In-
deed, rural America may have a false 
sense of security as a result of the rel-
atively low annual HIV incidence in 
rural counties. That sense of security 
is buoyed by denial of the existence of 
rural HIV since stigma and homopho-
bia force many with HIV into the 
shadows of rural communities. Com-
munity denial, then, becomes the fuel 
for complacency which in turn sets 
the stage for the next 51,000 cases and 
the resulting morbidity and mortality. 
Many of those “next 51,000 cases” 
could be averted by replacing com-
placency with ongoing surveillance, 
increased public awareness, and at-
tention to other STD infection rates. 
There is the opportunity to eliminate 
denial and complacency, one rural 
community at time, now and during 
the next decade. 

One approach to challenging “rural 
HIV complacency” is to call atten-

tion to the existence of HIV 
risk by focusing on more 

common STDs. That 
may involve a more 

vigorous public 
health response 

to STDs such as syphilis, chlamydia, 
and gonorrhea in rural counties. If 
STDs are viewed as harbingers of 
HIV, then attention to the early de-
tection and treatment of STDs along 
with HIV testing may raise com-
munity awareness of HIV risk and 
begin to erode rural complacency. 
Rural outbreaks of hepatitis B and 
C among rural methamphetamine 
users present additional opportuni-
ties to sensitize a rural community 
to the potential of an HIV outbreak. 
However, more vigorous responses 
will require a delicate balancing act 
between protecting the confidenti-
ality of persons diagnosed with an 
STD and the obligation to inform the 
public about legitimate risks posed 
by these pathogens in their commu-
nities. This same dilemma might not 
apply as much to urban areas since 
having a much larger population 
might preclude speculation about 
“Who has the STD?”  

Opportunity 2: 
Reduce stigma toward HIV 
and those at heightened risk 

Nearly all rural advisors for this 
guide noted the need to “de-stigma-
tize” HIV in rural America so that 
people at risk for infection and those 
already infected by HIV can access 
confidential testing, risk reduction 
counseling and high quality care 
without fear of discrimination or 
violence. Removing stigma can also 
open the door to greater social sup-
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port that may indeed impact survival 
and quality of life for those infected 
and affected by HIV.  However, this 
requires changes in public attitudes 
about HIV, STDs, male-to-male sex, 
injection drug use, having multiple 
partners, and other substance use 
that increases the frequency of un-
protected sex. It involves changing 
attitudes toward people who are of-
ten marginalized in society in gen-
eral. Changing those attitudes does 
not happen spontaneously. Change 
requires a genuine understanding of 
the community’s values and exist-
ing attitudes, intentionally crafted 
messages, and time. As people living 
with HIV/AIDS live longer, more 
productive lives there are increasing 
opportunities to put a positive “face” 
on the disease.  As opportunities to 
communicate with the public emerge 
through the Internet (e,g, The Posi-
tive Project www.thepositiveproject.
org/, YouTube, MySpace), mobile 
devices, and text messaging, rural ar-
eas can take advantage of lower-cost 
opportunities to inspire a change in 
attitudes toward HIV/STD and to-
ward those affected by it. 

Opportunity 3: 
Develop effective rural 
HIV/STD prevention 
interventions 

Although this guide has provided 
many examples of existing rural 
HIV/STD prevention practices, on-
going efforts are needed to identify 

rural-specific strategies that pro-
mote safer sex behaviors as well 
as safer injecting practices among 
various populations of rural Ameri-
cans. Indeed, there is an urgent need 
to develop and test HIV/STD pre-
vention programs designed specifi-
cally for those populations of rural 
Americans at greatest risk for HIV/
STD. Understandably, the current 
evidence-based interventions being 
promoted are tested almost entirely 
on urban populations. Most do not 
take into consideration the travel 
distances and isolation imposed 
by rural settings, the limited finan-
cial resources of rural areas, or the 
heightened challenge of maintain-
ing confidentiality in a small town. 
Rural programs are forced to either 
adapt urban-based strategies to ad-
dress rural realities or create their 
own interventions. It is unclear at 
this time how effective these adap-
tations and local interventions are. 
However, some empirical evidence 
is currently being gathered to be-
gin to answer this question. This is 
a first step toward the development 
of HIV/STD prevention interven-
tions tailored for rural areas. As 
these develop, attention will need to 
focus on at least five different rural 
populations: 1) white men who have 
sex with men; 2) men of color who 
have sex with men; 3) Black women 
residing in the rural South; 4) in-
jection drug users in rural commu-
nities; and 5) migrant workers and 
new immigrants.
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Opportunity 4: 
Take advantage of broad 
social and scientific advances
Current technologies such as telemed-
icine, the Internet, increasingly avail-
able mobile phones, text messaging, 
and inexpensive long distance services 
may provide some innovative avenues 
for providing state-of-the-art medical 
care, social services, and risk reduc-
tion counseling to rural residents. The 
Internet and cellular phone technology 
may be useful tools for spanning sub-
stantial rural distances to bring those 
with expertise together with those in 
need of the latest knowledge and skills, 
and to connect people looking for con-
fidential social support.  Chat rooms, 
MySpace, and other Internet-based so-
cial networks allow people to “come 
together” in a way that transcends 
geography. Whether this creates over-
all added risk by making “hook ups” 
quite easy or decreases risk by improv-
ing intervention accessibility will be a 
question resolved in the next ten years 
as technology becomes integrated into 
rural prevention. 

Opportunity 5: 
Collaborate to take advan-
tage of what you’ve got  

Rural prevention efforts need to 
keep in mind that rural areas 

have limited resources, 
minimal funding op-

tions, and a difficult 
time initiating 

rapid change.  However, rural HIV/
STD prevention specialists point out 
that volunteers and partnerships are 
resources that may be more available 
in rural areas to augment prevention 
efforts. Having broad community rep-
resentation at the table to plan how to 
address HIV/STD concerns multiplies 
the opportunities for new partners and 
resources.  For instance, it may be 
easier to tap the relatively small pool 
of core providers to participate in a 
collaborative network in a rural area. 
Such collaborations increase the likeli-
hood of finding ways to promote HIV/
STD prevention messages with other 
health promotion campaigns that are 
important to the community. Collabo-
rations also serve to clarify commu-
nity values and the different perspec-
tives that are available for discussing 
HIV/STD with diverse groups in the 
community. That said, it is important 
to remember that even though it may 
be easier to get people to the table in 
a rural area, that does not necessarily 
mean the collaboration will be without 
factions or friction and good group fa-
cilitation will be needed.

Conclusion
Indeed, there are no simple solutions 
that will magically end rural HIV or 
other STDs. But there are opportunities 
to make a difference. Despite unique 
challenges and limited resources, rural 
America has inherent strengths that 
can be harnessed to prevent HIV and 
STDs among rural youth and adults. 
By knowing the community, assess-
ing who is at risk of infection, under-

standing the context of that risk, and bringing together the broader community to 
think, talk, plan and act on HIV/STD issues, a path can emerge to address rural 
HIV/STD prevention in a way that fits the community. Now is the time to come 
together to tear down the fences that divide communities, isolate individuals, 
prevent collaboration, and allow HIV and other STDs to flourish. As fences col-
lapse, new ideas and partnerships will arise to strengthen HIV/STD prevention 
in rural America.  
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