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Abstract

Annual AIDS surveillance data provided by the CDC
showed that, from 1993 through 2003, AIDS cases in rural
areas of the U.5. increased by 202%, compared to an in-
crease of only 147% in large U.S. cities. A change in the
Office of Management and Budget's use of the term “non-
metropolitan™ in 2004 resulted in a decrease in rural AIDS
cases from the end of 2003 (i.e., 55,343) to 2004 {i.e., 47,742).
Forecasts portend that, through the year 2010, 56,756 people
will have been residents of rural areas in the U.S. when they
were diagnosed with AIDS. The estimated annual cost of
HIV/AIDS-related medical care for persons living with HI'V
in rural areas has increased to approximately $300 million in
recent years,

Ever since its initial appearance 25 vears ago, AIDS in the
United States has been viewed primarily as a discase con-
fined largely to urban centers. However, epidemiologic data
demonstrate that AIDS has unequivocally arrived in non-
urhan areas, with approximately five to seven percent of all
AIDS cases in the ULS, diagnosed in small towns and rural
areas (Hall, Li, & McKenna, 2005). HIV entered into rural
communities of the U.S. via two “waves” {Lanksy et al |
200Ky, The first wave involved the migration of HIV-infected
persons {primarily gay men) from urban centers to rural com-
munities when their HIV disease worsened and they sought
assistance from family members and friends. A second (and
current) wave involves an increasing number of “native in-
fections™ (i.e., persons who were born, raised, and infected
in their current place of rural residence; Lansky et al., 2000,
Steinberg & Fleming, 20007,

The number of AIDS cases in rural areas of the U.S. will
continue to increase for two reasons, First, because of im-
proved clinical care and increasingly efficacious regimens
of antiretroviral therapy (Palella, et al., 1998), many rural
people living with HIV/ATDS will live for longer periods of
time. Second, many rural persons (both HIV-seropositive
and seronegative) continue to engage in high HIV-transmis-
sion risk behaviors. Indeed, 33 to 50% of sexually active
HIV-infected rural persons continue to engage in unsafe sex
{Beltrami, Fann, & Toomey, 2000; Heckman, Silverthorn,
Waltje, Mevers, & Yarber, 2003; Crosby, Yarber, DiClemente,
Wingood, & Meyerson, 2002).

Historically, the South has accounted for approximately

50% of all AIDS cases diagnosed in rural areas of the U5,
{Centers for Disease Control [CDC], 1998). However, more
recent epidemiologic data suggest that this already high
proportion may be increasing. For example, of the 3,317
AIDS cases diagnosed in rural areas of the US. in 2003, 68%
were diagnosed in the South (CDC, 2005). Maoreover, the
AIDS case rate in the South (9.4 / 100,000) is greater than
those observed in rural areas of the Northeast (7.2 7 100,000,
the West (4.2 / 100,000), and the Midwest (2.9 / 100,000}
(CDC, 2005).

In 2005, African Americans accounted for 48% of the ATDS
cases diagnosed in rural areas of the U.S. and Whites com-
prised 400 (CDC, 2005) This represents a significant change
tfrom 1996, when African Americans accounted for anly 41%
of all AIDS diagnoses in ULS, rural areas (Steinberg & Fleming,
20000, A comparison of AIDS case data collected in 1996 and
2005 also shows that women in rural areas are at elevated
risk for HIV/ATDS. In 1996, there were 3.88 men diagnosed
with AIDS in rural areas for each woman; however, in 2003,
this ratio had decreased to 2.98 rural men for each rural woman
diagnosed with A1DS (CDC, 2005).

In response to the concern that AIDS will increasingly
impact rural areas of the United States, this rescarch docu-
mented the number of persons who were diagnosed with
AIDS in rural areas of the U 8. between December 1993 and
December 2005, The study also compared the number of
AIDS cases diagnosed in rural areas to those observed in
metropolitan statistical areas, forecasted the number of per-
sons who were expected to be diagnosed with A1DS in rural
areas through December 20110, and estimated AIDS-related
health care costs incurred by rural arcas between 1996 and
20K,

Materials and Method
Data Souwrces
Data analyzed in this study were obtained from HIV/ATDS

Surveillance Reports published each December for the yvears
15993 through 2005.* The 13 surveillance reports analyzed in

“The data Tor the 13 reporting periods analyzed in the current study
are available on the CDC's website (httpswww cde gov/hivistats!
hasrlink HTM) wnder the Main Topic of “HIV/AIDS Surveillance
Reports."
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