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Abstract
Sexually transmitted infections (STI), including HIV, are among the most reported diseases in the U.S. and represent some 
of America’s most significant health disparities. The growing scarcity of health care services in rural settings limits STI 
prevention and treatment for rural Americans. Local health departments are the primary source for STI care in rural commu-
nities; however, these providers experience two main challenges, also known as a double disparity: (1) inadequate capacity 
and (2) poor health in rural populations. Moreover, in rural communities the interaction of rural status and key determinants 
of health increase STI disparities. These key determinants can include structural, behavioral, and interpersonal factors, one 
of which is stigma. Engaging the expertise and involvement of affected community members in decisions regarding the 
needs, barriers, and opportunities for better sexual health is an asset and offers a gateway to sustainable, successful, and 
non-stigmatizing STI prevention programs.
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Resumen
Las infecciones de transmisión sexual (ITS), incluyendo al VIH, se encuentran entre las enfermedades más diagnosticadas 
en los Estados Unidos y representan algunas de las disparidades de salud más significativas. La creciente escasez de ser-
vicios de atención médica en entornos rurales limita la prevención y el tratamiento de las ITS para los estadounidenses de 
zonas rurales. Los departamentos locales de salud son las fuentes principales para el cuidado de las ITS en las comunidades 
rurales, pero estos proveedores confrontan dos desafíos principales, o una doble disparidad: (1) capacidad inadecuada y 
(2) malas condiciones de salud entre las poblaciones rurales. Además, en las comunidades rurales la interacción entre el 
estatus rural y determinantes claves de la salud aumentan las disparidades asociadas a las ITS. Estos determinantes clave 
pueden incluir factores estructurales, de comportamiento y interpersonales, como el estigma. El involucrar la experiencia y 
la participación de los miembros de la comunidad afectados en las decisiones sobre las necesidades, barreras y oportunidades 
para una mejor salud sexual es beneficioso y ofrece una puerta de entrada a programas de prevención de ITS sostenibles, 
exitosos y no estigmatizantes.

Palabras Clave Infecciones de transmisión sexual · Estigma · Poblaciones rurales · Participación comunitaria

Introduction

Images of rural America often include idealized scenes of 
farm fields and open skies, of winding roads and natural 
landscapes. However, concealed by these pristine notions 
of rural life, profound challenges affect the health and 
wellness of rural citizens [1]. As of 2017, one in five 
Americans, nearly 60 million people, resided in what is 
typically defined as rural America [2], and for many of 
them, basic resources, from grocery stores to high speed 
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internet connectivity can be hard to come by and expen-
sive [3]. Determinants of health such as poverty, access 
to health services including drug treatment, racism often 
manifested in residential segregation, and social stigma 
as a consequence of community norms and attitudes are 
associated with poorer health status among rural Ameri-
cans [4, 5].

To characterize rural America as monolithic risks dis-
missing important differences based on regions of the 
country, racial and ethnic minority composition, and 
growing size of immigrant populations. Rural America is 
no more uniform than urban America and even population 
thresholds used to differentiate rural areas from urban 
centers can vary from 2500 up to 50,000, depending on 
the definition [6, 7]. Currently the U.S. Census Bureau 
designates an area as rural based on population density, 
but rural America can encompass prospering exurb com-
munities as well as frontier communities. Such distinc-
tions in the definitions of rural America are critical and 
must be recognized as they relate to and impact health. 
One recent analysis found that a rural–urban mortality 
disparity is not only persistent, but large, and increas-
ing when compared to other place-based disparities, ulti-
mately evolving into a high-poverty rural penalty that 
rivals the effects of education and exceeds the effects of 
race [8], although race/ethnicity does factor significantly 
in the health status of rural populations. Minority popu-
lations in rural communities frequently face barriers to 
accessing health care leading to health disparities and 
health inequity [9].

The growing scarcity of health care services in rural 
settings impacts Sexually transmitted infection (STI) pre-
vention and treatment for rural Americans [10–12]. In 
2019, the opening phase of Ending the HIV epidemic 
(EHE) also focused on areas in seven states with a dis-
proportionate burden of HIV in rural areas [13]. Local 
health departments are the primary source for STI care in 
rural communities [14]. However, these providers experi-
ence two main challenges, also known as a double dispar-
ity: (1) inadequate capacity and (2) poor health in rural 
populations [15]. As the country also contends with the 
COVID-19 pandemic, ensuring the delivery of quality 
health care in rural American communities continues to 
be difficult particularly among rural racial/ethnic minor-
ity communities [16]; communities where STI disparities 
persist. Although health departments in rural jurisdic-
tions typically serve fewer people and have lower levels 
of staffing and funding than local health departments 
serving urban areas, the populations they serve experi-
ence multiple health disparities, including STIs, related to 
health behaviors, health outcomes, and access to medical 
care [17]. Simply put, geography matters when it comes 
to health [18–21].

STI Rates in Rural Settings

In the United States, STIs are among the most reported 
diseases and represent some of America’s most significant 
health disparities. In 2018, an estimated 1 in 5 persons had 
a sexually transmitted infection [22]. There were 1,808,703 
cases of Chlamydia trachomatis infection reported to the 
CDC in 2019, making it the most common notifiable condi-
tion in the United States. Gonorrhea was the second most 
common notifiable disease, with a total of reported 616,392. 
Finally, 2019 saw 38,992 reported cases of Primary and 
secondary (P and S). Across all regions of the country and 
among racial/ethnic groups, the burden of three common 
bacterial STIs, chlamydia, gonorrhea, and syphilis continues 
to increase [23]. Moreover, the burden of STIs facilitates the 
transmission of HIV in these affected populations [24, 25].

Few studies focus on STI rates in nationally representa-
tive rural populations, but clearly STIs are not just an urban 
American problem. Studies that have focused on STI-related 
behaviors and rates in rural areas have found disproportion-
ally higher rates of behaviors that increase the risk for STIs 
in some rural populations by age, race/ethnicity, sexual 
orientation, and geographic location. Further, for negative 
health outcomes from STIs, such as HPV-associated cancers, 
rural females and males have significantly higher rates com-
pared to their urban counterparts [26].

Age

While STI rates are high among adolescents and young 
adults nationally, rural youth may have different behavioral 
risk factors for STI acquisition than their urban peers. For 
example, 39–44% of sexually active rural youth reported 
engaging in sexual intercourse before the age of 14 years, 
half reported inconsistent or no condom use, and one third 
reported four or more lifetime partners [27, 28]. In rural 
Minnesota, for example, higher chlamydia rates were associ-
ated with inconsistent condom use among 12th grade males 
[29]. Further, while STI rates among young people have 
been customarily reported as higher in urban compared to 
rural communities, there are shifts to no differences between 
urban and rural settings and even higher rates in some rural 
youth populations [30].

Race/Ethnicity

For the purposes of this paper the authors use the race and 
ethnic categories described in the Office of management and 
budget’s (OMB) Statistical Policy Directive No. 15 [31]. 
There are disparities in rates of STIs among some racial 
minority or Hispanic groups when compared with rates 
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among Whites. Broader inequities in social and economic 
conditions for minority communities are reflected in the pro-
found disparities observed in the incidence of STIs by race 
and Hispanic ethnicity [23, 32].

Sexual Orientation

Sexual and gender minorities (SGM), including Lesbian, 
gay, bisexual, and transgender (LGBT) individuals, in rural 
areas may have an increased risk of attaining STIs, espe-
cially among homosexual men or Men who have sex with 
men (MSM). For example, MSM in rural areas were sig-
nificantly less likely to have received an STI test [33]. Simi-
larly, young MSM (YMSM) in rural areas were less likely 
to have been tested for STIs than urban YMSM [34]. Among 
190 Hispanic/Latino MSM in rural North Carolina, 21% 
reported sex with at least one woman in the past 3 months, 
89% reported multiple male partners in the past 3 months, 
and 54% reported inconsistent condom use [35]. For some 
rural LGBT residents, there is a high prevalence of incon-
sistent condom use, sexual activity engaged while under the 
influence of alcohol and/or drugs, and multiple sex partners 
with challenges for rural LGBT populations related to HIV 
testing and low levels of HIV knowledge [36].

Geography

Because rural populations are not homogenous, it is impor-
tant to identify the areas where STI rates are highest and 
where outbreaks may occur. One geographic example is 
the Delta Regional Authority (DR), a federally designated 
area of 252 counties and parishes located in eight states 
(Alabama, Arkansas, Illinois, Kentucky, Louisiana, Mis-
sissippi Missouri, and Tennessee) along the Mississippi 
River and the Alabama Black Belt. Compared to the 719 
non-DR counties in those eight states, the STI case rates in 
the DR counties are 75% higher for chlamydia, 131% higher 
for gonorrhea, and 112% higher for syphilis [37]. As sug-
gested by findings from Barger and her colleagues, there is 
an unappreciated burden of STIs in rural areas as evidenced 
by the Delta Regional Authority being an under-resourced 
area with limited access to care for STIs.

Key Determinants Affecting STI Prevention 
among Rural Populations

In rural communities the interaction of rural status and a 
given key determinant can increase STI disparities. For 
example, access to quality STI prevention and control ser-
vices is a critical determinant of sexual health, and there 
are many determinants of health that also apply. Applicable 
determinants may include structural factors such as access 

to care or personal behaviors such as healthcare-seeking 
and adverse experiences such as childhood abuse and fam-
ily violence. These determinants also include interpersonal 
factors, one of which is stigma. Stigma has been defined 
as an attribute or label that sets a person apart from others, 
links the labeled person to undesirable characteristics, and 
represents socially shared knowledge understood even by the 
targets of the stigma. Stigma is usually experienced in one or 
both ways: (1) enacted stigma—when people who are con-
sidered to be morally, socially, racially, or physically tainted 
are discriminated against by “normal” persons; and (2) felt 
stigma—the fear or experience of this type of discrimina-
tion [38]. Either scenario can impede a person’s willingness 
to access health care for STI treatment [39]. Moreover, the 
growth of the digital culture can influence all these determi-
nants, including the effects of stigma, minimizing or maxi-
mizing their positive and negative effects [40].

Poverty

In the United States, being poor, low Socioeconomic sta-
tus (SES), can carry its own kind of stigma, often exac-
erbated by race [41]. Arguably one of the most infamous 
examples of the intersection of race, poverty, and sexually 
transmitted disease in a rural community is the U.S. Public 
Health Service Syphilis Study at Tuskegee, Alabama [42]. 
SES can affect a patient’s interaction in the healthcare set-
ting regardless of the medical issue [43]. Being poor can 
render quality STI treatment unaffordable, or it can mean 
it is too far away to get to due to the lack of transportation, 
particularly in rural settings [44]. Although poverty is not 
typical of rural residents, a higher proportion of U.S. rural 
populations (16.4%) met standards for poverty than in urban 
areas (12.9%) in 2017 [45]. Rural counties with high poverty 
rates (> 15% of residents at or below the poverty line) had 
consistently higher mortality rates than low-poverty rural 
counties and urban counties regardless of poverty rates [46]. 
Another study using counties as the unit of analysis returned 
similar findings for infant mortality, with negative effects 
for poverty and rural residency [47]. The effect from rural 
residency persisted even controlling for maternal sociode-
mographic and health factors.

Racism and Ethnocentrism

Multiple studies suggest that along with income inequality, 
the stigma associated with race and ethnicity, i.e., racism 
and ethnocentrism, is a determinant and plays a detrimental 
role in health, including sexual health [48–52]. Most of the 
research examining the relationship between discrimination 
based on race/ethnicity and health outcomes focuses primar-
ily on urban and suburban populations, but some of the same 
implications are applicable to rural areas. As an example, 
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a recent review of Antiretroviral therapy (ART) initiation 
delays found racial segregation and, to some extent, rural 
residence, associated with delayed initiation of care and sub-
sequent adherence [53]. The interplay of social segregation 
and discrimination and health in rural settings is generally 
complex [54, 55].

Recent trends in U.S. rural communities include depopu-
lation, aging [56], and increasing racial and ethnic diver-
sity, in addition to lower socioeconomic status and ongoing 
health concerns [57]. Data from the last two decades suggest 
migration among racial and ethnic populations in the U.S. 
has reduced segregation overall, but the effects are greater 
for urban and suburban settings than for rural ones, and it is 
driven by people under 40 years of age [58].

Although relatively stable in race/ethnicity composition, 
the proportion of rural populations identifying as Hispanic 
has increased by roughly 1.5% to 2.0% per year in the past 
decade [45]; and is currently 9% of the total U.S. rural popu-
lation [59]. Approximately 14% of the U.S. population is 
foreign-born at the present time, exclusive of citizens by 
birth who were born outside the U.S. (e.g., born in Puerto 
Rico or born to U.S. citizens abroad) [2]. Immigration into 
the U.S. is widespread and brings people to all aspects of 
the domestic economy and culture. Seasonal labor-focused 
immigration has long been a feature of rural immigration, 
including through the long-standing practice of agricultural 
labor temporary arrangements such as the H2-A visa pro-
gram. Immigrants from all over the world have also settled 
in rural areas and small towns on a more permanent basis, 
sometimes working in industries such as poultry processing, 
but also as proprietors of small businesses such as grocery 
and hardware stores, and landscaping companies.

Rural residency can interact with immigration and segre-
gation to confer vulnerability [60]. In some circumstances, 
rural immigrants might be integrated into a workforce, but 
otherwise socially and even physically segregated, circum-
stances that can facilitate infectious disease transmission 
[61]. Perennial stresses around immigration status may 
even push immigrants to remain segregated from other rural 
residents.

Hispanic/Latinos in these communities can find them-
selves lacking community support and culturally competent 
health care services [62], affecting their connectivity to 
sexual health care [63]. In one study from Florida, foreign-
born Hispanic/Latino men living with HIV in rural dis-
tricts in the state, especially where Hispanic/Latinos made 
up < 25% of the total population, were more likely to have 
been diagnosed late in their infection [64]. Another study of 
young adult Hispanic/Latinos in rural Oregon found that the 
experience of discrimination was associated with medical 
mistrust [65] and provided further evidence that health care 
discrimination is prevalent among young-adult Hispanic/
Latinos living in rural areas, particularly the foreign-born 

[66]. However, the authors of the Oregon study also sur-
mised that while discrimination separated Hispanic/Latinos 
from others in new immigrant communities and likely con-
tributed to mistrust of medical providers, a stronger sense of 
ethnic identity could also serve as a protective coping mech-
anism. More research is needed to understand and address 
the impact of race and ethnicity and social determinants of 
health in the quality of care [67].

High‑Risk Substance Use

Like poverty, high-risk substance use (e.g., opioids) is not 
characteristic of all rural areas or of all residents in any rural 
area, but the health problem does persist and with negative 
consequences for the STI epidemic [68]. In 2017, almost 
25% of the US population over age 12 reported binge-alco-
hol use in the past month and approximately 11% reported 
illicit drug use in the past month [69]. Although substance 
use is one of the top 10 priorities of Rural Healthy People 
2020, accessing substance abuse treatment is challenging in 
rural regions [70]. A substantial proportion of the opioid epi-
demic of the past few years has been located in rural settings 
and this epidemic has been implicated in HIV and hepatitis 
spread while being correlated with socioeconomic stress 
[71–73]. Moreover, substance use as a risk factor for nega-
tive health outcomes is not confined to an individual’s direct 
use [74]. Studies continue to show the substantial burden of 
high-risk substance use and its relationship to STIs among 
rural populations [28], and because high-risk substance use 
is often seen as a criminal activity the behavior is accompa-
nied by stigma. In addition these highly stigmatized behav-
iors and experiences are often correlated with violence, 
including intimate partner and other family trauma such 
as child abuse and neglect [75]. While issues pertaining to 
health care confidentiality and availability particular to rural 
settings can negatively impact the success of interventions 
for victims of violence or abuse, community-level prevention 
efforts in these settings have shown positive results [76].

Attitudes and Community Norms Regarding Sexual 
Health

Individual attitudes and community norms around sex and 
sexuality are related to sexual health. Although rural areas 
are often seen as more socially conservative than other parts 
of the U.S., it is important to note that this is not a universal 
truth. Further, the mechanisms through which attitudes and 
norms form determinants of sexual health are largely the 
same in rural settings as in urban and suburban ones. One 
review of barriers to HPV vaccination in rural settings found 
attitudes about sexual behavior were a barrier to vaccination 
in some studies along with parental perceptions of whether 
their daughters were too young (related to stigma attached 
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to HPV vaccine); these studies, however, did not typically 
examine community norms [77].

In rural areas, where social networks can be small and 
relationships overlap, understanding the potential impact of 
stigma on sexual health is critical [78]. Overlapping relation-
ships are regular occurrences in health care settings in rural 
environments [79]. Local health department staff in rural 
communities often know their patients, not just as patients, 
but as neighbors and friends, and in some cases even as rela-
tives. Provider attitude and beliefs about what is normative 
behavior affects the provider-patient relationship in the STI 
clinical setting and can determine the success or failure of 
the encounter. In rural settings such relationships can have 
critical implications for an STI patient’s privacy, confidenti-
ality, and health care seeking behavior. A recent study found 
that bisexual persons living in rural communities appeared 
to experience greater stress from having to hide the lesbian/
gay aspects of their lives from their heterosexual peers and 
the heterosexual aspects of their lives from their lesbian/gay 
peers [80]. The researchers deemed this phenomenon evi-
dence of the pressures of the double closet experience previ-
ously described in the literature [81]. Without the protection 
of anonymity, the impact of stigma is potentially magnified. 
The fear of being noticed or identified by fellow community 
members can lead to resistance to STI testing, avoidance of 
STI symptom disclosure, and erecting barriers to effective 
partner notification [82–84].

Therefore, the maintenance of privacy and confidential-
ity becomes even more critical in rural settings, while at the 
same time privacy and confidentiality may be more difficult 
to ensure. The typical scarcity of nearby health care sources 
increases the odds of patient identifiability in small com-
munities. In a qualitative sample of MSM living in rural 
sections of Oklahoma and Arkansas, respondents noted a 
lack of medical providers, privacy, and confidentiality and 
perceived stigma as overlapping barriers to accessing HIV 
or STI screening and care [85]. Respondents in the study 
spoke favorably of at-home testing and medical consulta-
tion, a paradigm that is gaining significant ground during 
the COVID-19 pandemic.

Furthermore, studies have found that provider bias is an 
especially influential contributor to negative health care 
experiences for persons from racial/ethnic minority groups 
compared to Whites [86]. For an individual in a rural com-
munity, an STI diagnosis can create significant burden. Loss 
of safety, jobs, housing, and even family and friends are not 
uncommon outcomes [30]. Being seen in the local STI clinic 
can not only compromise an individual’s social status but 
may negatively impact that person’s livelihood [87].

In general, negative attitudes towards sexual behav-
iors or orientation, drug use, and even economic status in 
rural areas can undermine civic support for sexual health 
services. Several studies have found that rural residents’ 

denial of the presence of STIs in their communities 
resulted in limited community champions who were will-
ing and able to mitigate the myths and misconceptions 
regarding STIs and sexual health, thus impeding effective 
public health planning and implementation for STI preven-
tion and control [44].

Reducing Stigma Associated with STI 
Prevention in Rural Communities

Overcoming the impact of negative determinants of sex-
ual health, including stigma, in rural communities can be 
challenging. The recently published report regarding the 
prevention of STIs in the United States, from the National 
Academies of Sciences, Engineering, and Medicine, calls 
for a national plan that improves sexual health services 
for priority populations, such as male, female, transgen-
der adolescents, and young adults. The report also focuses 
on the expansion of STI services to underserved popula-
tions, including Black, Hispanic/Latino, and American 
Indian/Alaska Native populations, and persons who use 
drugs, or who engage in sex work [88]. To be effective, 
interventions aimed at reducing STIs need to address the 
intersectional impact of multiple determinants of health, 
as well as the convergence of multiple stigmatized identi-
ties within the individual or the group. The geographic 
isolation characteristic of rural America, particularly as it 
affects the availability and access to healthcare resources 
and the familiarity among rural community members, have 
important implications for a public health response. Inter-
ventions in these settings will also need to be tailored to 
multiple subpopulations that may be based on race/ethnic-
ity, age, gender, sexual orientation, or a combination of 
these. Furthermore, many of the persons at risk for STIs, 
including HIV, may have long-standing distrust of medical 
and government institutions due to historical and ongoing 
social discrimination (e.g., racism, classism, homopho-
bia) they may have encountered in their communities [87]. 
Tailoring STI prevention and control services to the inter-
vention group’s unique experiences and circumstances is 
essential [89, 90].

The literature is limited regarding the intersectionality 
of historical trauma, stigma, and other determinants of 
health in STI prevention, particularly in rural communi-
ties. It is critical to explore these topics to better address 
such barriers. However, despite being mainly set in urban 
areas, there are nevertheless relevant lessons that can be 
shared with rural-based programs. The development of 
community-engaged, culturally competent, and innovative 
strategies involving telehealth can be shared with rural STI 
prevention programs.
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Community Engagement

Authentic community engagement methods have long 
existed to promote healthy behaviors [91], and a growing 
number of STI prevention and control programs are using 
these methods. In rural environments, typically STI preven-
tion planning and education comes as a result of dramatic 
increases in new STI diagnoses in a given community [92]. 
A program in outbreak response mode often will not take the 
time to account for the historical trauma and long-standing 
health disparities that impact the community of interest, 
particularly among racial and ethnic subpopulations. Yet, 
Community-based participatory (CBPR) methods rap-
idly deployed in intervention planning, coordination, and 
implementation can increase the effectiveness of the out-
break response and build sustainability over time [92]. For 
example, researchers implemented a fluid CBPR model with 
informal decision-making processes towards STI/HIV pre-
vention with a male Hispanic/Latino group with increased 
risk of STI/HIV transmission in a rural town in North Caro-
lina. The study showed that these men were willing to serve 
as designated Lay health advisors (LHA) to design, plan, 
advocate, and coordinate STI/HIV prevention strategies in 
their community. It also showed that when the men from the 
community served as active decision-makers in the interven-
tion design it reduced the impact of social barriers, including 
stigma, and effectively promoted sexual health [93].

Another example demonstrating the power of commu-
nity engagement to reduce STIs is the federal initiative, 
Community-based approaches to reducing sexually trans-
mitted diseases (CARS), that funds recipients to use com-
munity engagement methods and partnerships to build local 
STI prevention and control capacity [94]. CARS requires 
funded projects to work in tandem with targeted populations 
to address STI prevention services through community advi-
sory boards and collaborative partnerships that leverage pro-
vider, community resources and expertise [95]. One CARS 
project based in New Mexico among the Navajo was able to 
use an internal Community advisory board (CAB) compris-
ing Navajo adolescents to address the determinants health, 
including cultural sensitivity and stigma, impacting STI 
prevention and control. Through community health assess-
ments, the CAB found that many of the members of their 
Navajo community were underserved and plagued by the 
barriers of enormous distances to places of livelihood (e.g., 
grocery stores, hospitals, health care centers) and limited 
transportation options. One positive outcome of the empow-
ered Navajo community effort was the establishment of a 
collaboration with a local transportation service to provide 
free transportation between the community and STI/HIV 
testing facilities [95]. A communal solution such as increas-
ing access to transportation to receive STI care, guided by 
the adolescents directly impacted by the problem, improved 

trust for future interventions, and reduced the stigma associ-
ated with accessing STI care.

Cultural Values and Beliefs

Engaging an affected group in the STI intervention effort 
can enhance a program’s understanding of the cultural cave-
ats within different communities, whether that be language, 
religion, beliefs, or values. This improved understanding is 
critical to designing and implementing successful interven-
tions. Effective community engagement must be culturally 
competent. Public Health interventions need to honor the 
culture-specific attitudes and beliefs of priority groups; how-
ever, many behavioral interventions and methods are often 
designed for and tested by white, middle-class, urban, Amer-
icans. Such interventions are rarely adequate to meet the 
unique needs of minority communities coping with a myriad 
of negative determinants, including stigma [96], particularly 
in rural settings. Diversity exists within rural America too, 
especially with respect to race and ethnicity, and including 
immigration status. This diversity is reflected in the local, 
cultural, and social contexts of these communities.

Given the increase of non-US born immigrants and 
mono-linguistically Spanish speaking persons in rural U.S. 
communities, carefully crafted culturally-informed inter-
ventions are imperative to reduce STIs in these populations 
[89]. Although monolithically Spanish speaking, there are 
differences in important sociocultural factors among His-
panic/Latino cultures that can impact sexual behaviors and 
increase risk for STIs. These include, but are not limited to, 
sexual silence, machismo (masculine ideal of male behavior 
as dominant, aggressive), and marianismo (feminine ideal of 
female behaviors as passive, submissive) [89]. Such factors 
can also lead to significant experiences of stigma, whether 
it be enacted or felt.

The social and cultural context can affect the trust 
between providers and patients, potentially undermining 
or perhaps even enhancing the provider-patient relation-
ship. This is crucial to STI prevention and control [97, 
98]. Despite the challenges sometimes experienced in 
implementation, better provider training, including all 
patient-facing staff, on cultural sensitivity and unconscious 
bias can be invaluable [99]. The well-trained provider can 
work to reduce the impact of stigma and more effectively 
address other determinants that can impede health seeking 
behaviors of patients [100]. To tailor preventive services 
and treatment to individual sexual health needs requires 
a life-course perspective of health that accounts for a 
range of relative cultural circumstances. Cultural humil-
ity, defined as “a process of being aware of how people’s 
culture can impact their health behaviors and in turn using 
this awareness to cultivate sensitive approaches in treating 
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patients” [101] can increase the trust between patient and 
provider and lessen the stigma associated with STI health 
seeking behaviors [102].

Telehealth

A third potential way to reduce the interpersonal stigma 
risks associated with an individual seeking STI care is Tel-
ehealth. Increasingly, Telehealth is not only socially pro-
tective but is also simply practical. Geographic isolation 
results in limited healthcare services and resources [103]. 
Ongoing closings of rural health practices and hospitals 
and the loss of a rural health care workforce threaten the 
health of rural Americans [104]. Telehealth, or telemedi-
cine, defined as “the use of electronic communication and 
information technologies to provide or support long-dis-
tance clinical care” is an effective innovative approach 
for providing safe and private health care access [105]. 
Telehealth can answer the problems of diminished avail-
ability of primary and specialty healthcare, and the lack of 
transportation [106]. It can increase a patient’s quality of 
life, reduce hospital admissions, and reduce stigma, espe-
cially the stigma associated with seeking mental health 
care [103].

Calls for telehealth services have become more common 
for STI prevention, screening, and care, particularly as self-
collection testing kits and diagnostics [107] availability has 
increased. Continued investment in the necessary infrastruc-
ture to coordinate care is needed. For example, the advance-
ments in telehealth services for rural farmworker communi-
ties in North Carolina, communities where access to health 
care services are scarce, have improved prevention education 
and screening for infectious diseases such as COVID-19 by 
decreasing barriers to access [108]. These lessons learned 
from the COVID-19 response are applicable to STI preven-
tion and control. It is important to sustain such innovations 
to promote rural health equity.

Telehealth with its mobile applications and online ser-
vices can provide STI consultation, testing, and treatment 
thus lessening the need for in-person clinic visits. Advance-
ments in the field combining educational content, contact 
tracing, counseling, and coping skills to reduce HIV-related 
stigma are continuing [109]. Multiple studies already point 
to benefits from Short-message services (SMS), or text mes-
saging, on sexual health promotion and STI clinical man-
agement, particularly among adolescents, in terms of cost, 
accessibility, and privacy. Being able to contact a health care 
provider without the fear of being identified by neighbors, 
friends, or family can alleviate the stressors associated with 
STI stigma [107]. More research is needed to evaluate the 
impact of Telehealth for providing care and reducing stigma 
[110].

Conclusions

Place clearly matters when it comes to health status [111]. 
Although it may have taken the COVID-19 pandemic to 
focus national attention on the challenges facing public 
health in rural areas, the unfortunate truth is that many 
rural communities have long-struggled with disparate 
health outcomes. STI disparities, including disparities in 
HIV rates, are not limited to densely populated urban cit-
ies. These epidemics plague rural communities, too.

To successfully implement STI prevention and control, 
adequate public health infrastructure is critical. The Sex-
ually Transmitted Infections National Strategic Plan for 
The United States (2021–2025) recently released by the 
U.S. Department of Health and Human Services asserts 
the need for expansion of innovative and evidence-based 
models “that increase the quality and convenience of STI 
testing, care, and treatment such as telehealth” [112]. Yet 
for many rural jurisdictions this basic infrastructure is 
sorely lacking. Even the promising benefits of Telehealth 
must be tempered by the inequity of internet and broad-
band access in rural areas [113].

However, even if increased resources were suddenly 
made available, leading to increased STI prevention and 
control services, social stigma could leave those services 
underutilized. To paraphrase the famous line from the 
1989 film, Field of Dreams, simply building an STI pro-
gram does not ensure that the communities will come and 
use those services. It is critical to consider how those ser-
vices are built, how they are designed and implemented. 
STI prevention programs for rural communities need com-
prehensive frameworks that address multiple determinants, 
structural, individual, and interpersonal. Programs will 
need to engage with affected communities and groups to 
develop, execute, and even evaluate intervention efforts. 
Collaborative partnerships between providers, communi-
ties, and in many cases other institutions such as schools, 
religious organizations, and local colleges will require 
authentic commitment to cultural sensitivity, as well as 
respect for the lived experiences of all rural citizens, espe-
cially racial/ethnic minority populations and immigrant 
populations. The expertise and active involvement of com-
munity members regarding decisions based on their needs, 
barriers, and opportunities for better health is not only 
an asset, but a gateway for sustainable, successful, non-
stigmatizing STI prevention programs.
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