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Abstract

Purpose: Little is known about factors affecting HIV care engagement and retention among rural 

people with HIV (PWH) in the South. About half of PWH in Arkansas reside in rural areas. 

The purpose of this study was to explore factors affecting engagement and retention in HIV care 

among PWH in rural areas of Arkansas.

Methods: We conducted an exploratory qualitative study in 2020 and completed individual 

interviews (N = 11) with PWH in rural counties in Arkansas.

Findings: Content analysis revealed the following themes: (1) Barriers to HIV care included 

long distances to the nearest HIV clinic and transportation issues along with anticipating and/or 

experiencing HIV-related stigma; (2) facilitators of HIV care included having a helpful HIV 

care provider and Ryan White case manager and a social support network that aided them in 

prioritizing their own health; (3) participants had the most favorable reactions to Ryan White 

case management, peer navigators, and telemedicine for HIV treatment/care; and (4) participants 

demonstrated resilience overcoming various obstacles as they worked toward being healthy 

mentally and physically while living with HIV.
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Conclusion: Interventions need to address multilevel factors, including hiring PWH as peer 

navigators and/or caseworkers and offering HIV care via telemedicine, to improve HIV care 

engagement and retention among rural populations.
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INTRODUCTION

While the HIV epidemic in the United States is largely stable, the HIV incidence rate 

remains high in the Southern United States.1 Over half of new HIV diagnoses and people 

with HIV (PWH) lived in the South in 2019.2 Black/African American (B/AA) individuals 

remain disproportionately affected by HIV/AIDS and make up 50% of new HIV diagnoses 

in the South.2 Additionally, some other populations continue to be disproportionately 

affected, including gay, bisexual, and other men who have sex with men (MSM), persons 

who inject drugs, transgender persons, and women.3 In fact, B/AA women make up 54% 

of new HIV cases among females despite being only 13% of the female population in 

the United States.3 Known contributors to the HIV/AIDS epidemic among particularly 

vulnerable populations include stigma,4 poor health care access,5 poor education,6 and 

poverty.7 These factors are prominent barriers to care in Arkansas as well.8,9

Arkansas is a southern state and one of the target areas defined by the “Ending the HIV 

Epidemic: A Plan for America” (EtHE) due to its substantial rural HIV/AIDS burden and 

significant health care disparities.10 Estimated HIV incidence in Arkansas rose from 9.5 per 

100,000 in 2018 to 13.1 per 100,000 in 2019.11 Over 40% of state residents live in rural 

areas,12 and nearly half of PWH in Arkansas live in rural areas.13 PWH in the South and 

rural areas have limited access to HIV care, when compared to PWH living in non-rural 

areas.10,14

Furthermore, evidence indicates rural residence is a risk factor for lower rates of HIV 

testing, delayed HIV diagnosis, later adoption of advances in antiretroviral therapy (ART), 

and consequently, increased HIV-related mortality.14 Also, rural residents with HIV 

infection often face challenges such as stigma, social isolation, long distances to care, 

limited transportation, and lack of access to providers with HIV expertise.14 However, 

additional research is needed to explore factors affecting HIV care engagement in rural 

areas, particularly in poor southern states such as Arkansas.

Significant gaps exist across the HIV care continuum in Arkansas, despite the efficacy of 

current treatment options. HIV testing in Arkansas lags behind the national average, with 

only 33.9% of residents reporting they had ever been tested for HIV in 2017.15 About 26% 

of PWH were newly diagnosed with stage 3 AIDS at their first diagnosis of HIV/AIDS 

in 2019.16 Additionally, over 80% of PWH in Arkansas are “out of care” (defined as not 

attending two HIV care visits within a 12-month period).17 Of those out of care, 40% are 

B/AA.17 A greater understanding of the factors PWH in Arkansas face is needed to inform 

interventions and to improve rates of HIV care engagement. Little is understood about 

barriers and opportunities for retaining rural people in HIV care in the Southern United 
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States. This study’s purpose was to explore factors affecting engagement and retention in 

HIV care among PWH in rural areas of Arkansas, particularly those disproportionately 

affected by HIV (i.e., B/AA individuals, MSM, persons who inject drugs, transgender 

persons, and women).

METHODS

Recruitment

We recruited PWH who currently or previously resided in Arkansas counties with high rural 

HIV burden, including Mississippi, Hot Spring, Phillips, St. Francis, Crittenden, and Miller 

counties. (Note: The first four counties listed are eligible for rural health grants18 and are 

categorized as non-metro counties.19) Individuals were considered for inclusion in the study 

if they (a) were 18 years of age or older; (b) had a confirmed diagnosis of HIV; and (c) either 

currently or previously lived in or directly adjacent to the counties named (see Figure 1). 

The researchers used snowball sampling and a purposeful sampling strategy to capture the 

perspectives of vulnerable populations and those disproportionately affected by HIV (i.e., 

B/AA individuals, MSM, persons who inject drugs, transgender persons, and women).20–22 

The researchers partnered with a community connector (i.e., a Black man with HIV) to help 

recruit participants. The community member had connections with PWH in several of the 

counties targeted for recruitment. Recruitment strategies, led by the community connector, 

included advertising on that person’s Facebook page and posting in a private Facebook 

group for PWH. Information about the study was primarily spread by word-of-mouth.

Procedure

Between January and August 2020, the researchers conducted semi-structured individual 

interviews. Participants verbally consented to the interview and self-reported demographic 

and health information through a survey completed at the time of the interview. Completion 

of the survey was facilitated by the interviewer. Interview questions addressed the following 

domains: (a) structural- and individual-level facilitators and barriers to access in HIV care; 

(b) the impact of HIV-related stigma on HIV testing and linkage to care; (c) structural- 

and individual-level facilitators and barriers to ART initiation and adherence; (d) obstacles 

to achieving viral suppression; (e) potential intervention components and related content 

to support engagement in HIV care; and (f) cultural nuances about HIV testing and 

engagement in the HIV care continuum. Interviews typically lasted 1 h. Initially, interviews 

occurred in person but after the first documented COVID-19 case in Arkansas in March 

2020, interviews occurred over the phone. Enrollment continued until thematic saturation 

was reached. Each participant was compensated $50. The Institutional Review Board at the 

University of Arkansas for Medical Sciences approved the study.

Qualitative data analysis

Interviews were digitally recorded with verbal consent from the participants and transcribed 

by an outside HIPAA-certified transcription company and reviewed for accuracy by research 

staff. Interview data were coded by two independent raters using Dedoose.23 Qualitative 

data were analyzed iteratively during data collection using content analysis, frequently 

used by health researchers for interview data interpretation24 which allows classification 
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of sections of interview passages into categories representing overarching themes.25 We 

performed both deductive and inductive coding26 to address any unanticipated, emerging 

themes. This method also allowed the researchers to determine when saturation was reached. 

We identified themes using a two-phase coding scheme following the basic procedures of 

grounded theory.20

RESULTS

Participants (N = 11) had an age range of 35–84 with a median age of 49 and mean age 

of 49.5. Two participants were cisgender men, eight were cisgender women, and one was 

a transgender woman. Eight identified as non-Hispanic Black/African American (72.7%) 

and three identified as non-Hispanic White (37.3%). Nine (81.8%) participants identified 

as straight/heterosexual and two identified as gay (18.2%). (Table 1 includes additional 

demographic data.)

All participants (100%) reported currently having health insurance and all (100%) reported 

currently taking medications for HIV and attending health care appointments for HIV 

multiple times per year. Participants’ year of HIV diagnosis ranged from 1996 to 2015. The 

average time that participants had been living with HIV is 15 years, and the median length 

of time was 19 years. Two (18.2 %) reported ever having injected drugs. Seven (63.6%) 

reported having a previous sex partner who was living with HIV.

Content analysis of the interviews revealed four themes. First, barriers to HIV care included 

long distances to the nearest HIV clinic and transportation issues (n = 7) as well as 

anticipating HIV-related stigma (n = 7) and/or not wanting to acknowledge their diagnosis (n 
= 10), which was dually captured by codes “fear of testing/knowing diagnosis.” Second, key 

facilitators of HIV care included having a helpful HIV care provider (n = 10), Ryan White 

case management services (n = 8), family support (n = 6), and having a positive mindset 

(n = 9) and prioritizing their health (n = 11). Third, all participants (n = 11) offered their 

reactions to and recommendations for HIV care engagement programs/interventions, and 

identified Ryan White case management and telemedicine/TelePrEP as favorable programs/

services and suggested hiring more PWH. Lastly, most participants demonstrated resilience 

overcoming various obstacles as they worked toward becoming mentally and physically 

healthy while living with HIV; most did not feel that they currently experienced many major 

challenges in life or barriers to HIV care (n = 7) even if they had in the first year(s) of 

their diagnosis. Each of these themes is described along with brief, illustrative quotes. (Table 

2 includes full quotes.) Where large portions of data were excluded from a quote to save 

space, this is indicated by nine dots [………].

Theme 1: Barriers to HIV care included long distances to the nearest HIV clinic and 
transportation issues as well as anticipating and/or experiencing HIV-related stigma.

While all interview participants were engaged in HIV care at the time of the interviews, 

and reported few current barriers to HIV care, many talked about challenges they, or others 

in their communities, had previously experienced including travel distance to HIV care, 

HIV-related stigma, and limited HIV provider options. When asked about any challenges 

to HIV care, many participants spoke about past issues, and they had either addressed 
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them or accepted them as part of their HIV care routine. For instance, one participant 

said, “Probably the distance to get to the doctor and to…my caseworkers” (Participant 

#6, 35 years old, White cisgender woman) was an issue she had encountered. While this 

participant sometimes struggled to make a 40-min drive to and from her appointments, she 

also mentioned she recently moved and was going to have to identify another provider. 

She anticipated potentially having to drive even farther but remained optimistic. Yet another 

participant said, “I had terrible transportation. . … It was very hard at first. …A lot of times I 

had to walk……… They started helping me… It got a little easier on me…” (Participant #4, 

52 years old, Black cisgender woman).

Some participants described travel distance as a manageable part of their care but talked 

about how it is a current barrier for other people. One participant said, “Well, by me staying 

here in [county name], there’s no doctors here……… as long as I got transportation, I’m 

fine. Maybe another person may not…” (Participant #1, 50 years old, Black cisgender 

woman).

Regarding another potential barrier to HIV care, one participant discussed the way 

anticipating/expecting stigma prompted her to seek HIV care in another town. She said, 

“I wasn’t ready for people to know. Because I didn’t want to be judged or stigmatized” 

(Participant #9, 51 years old, Black cisgender woman).

While participants mentioned issues that affect their HIV care access, they also mentioned 

factors perceived to affect HIV testing in their communities. One participant explained how 

anticipating stigma discourages people from taking an HIV test. “If somebody sees you go 

in to get an HIV test, then they’re going to assume that you have HIV…” (Participant #10, 

46 years old, Black cisgender woman).

In addition to describing anticipating stigma, other participants described actual experiences 

of stigma. One participant described herself as having a positive outlook on life but also 

reported that experiencing HIV-related stigma was the main challenge in her life. She said, 

“Being so strong as an advocate I still have some, not necessarily shame, but fear of stigma” 

(Participant #6, White cisgender woman). Another participant recounted a neighbor in an 

apartment complex who told other people about her HIV status: “…my son, he’d be outside, 

sometimes he would hear little kids say, ‘She got AIDS. The lady downstairs says she’s got 

AIDS,’ …it went on for a long time till [the neighbor] finally moved…” (Participant #3, 49 

years old, Black cisgender woman).

Yet another participant initially struggled with denial about her HIV diagnosis, which 

created a barrier to her seeking treatment at first. She said, “I guess the only challenge 

was the denial process. That was my biggest challenge. Because I was in denial that it was 

even happening” (Participant #5, 44 years old, Black cisgender woman). Once this same 

participant accepted her diagnosis, sought assistance from a local social service agency 

and sought counsel at her church, where she encountered discrimination and experienced 

stigma, just as she had feared, and thus, she could understand why others may anticipate 

stigma and not seek testing or confirm their HIV diagnosis. Therefore, HIV-related stigma—

whether experienced or anticipated/perceived—was a barrier reported by most participants 
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preventing either HIV testing or seeking HIV care, particularly during the time immediately 

following diagnosis.

Theme 2: Facilitators of HIV care included having a helpful HIV care provider and Ryan 
White case manager and a social support network that aided them in prioritizing their own 
health.

Many participants discussed their HIV medical providers and support staff, including Ryan 

White case managers, as being important facilitators to their HIV care. Some participants 

talked about the importance of their ability to discuss issues with their doctor. One 

participant said “My HIV doctor he’s very straight to the point. I feel confident in asking 

him any kind of question, I get a straightforward answer” (Participant #6, 35 years old, 

White cisgender woman). One participant explained the role of his medical team saying: 

“You’re looking at a person that probably shouldn’t be even on the Earth …but somehow…

…… My doctor meets me with open arms” (Participant #2, 84 years old, Black cisgender 

man).

Another participant described being connected to his Ryan White case manager and support 

staff directly after release from incarceration. He said “Anytime I have a problem, I just call 

her and she’ll get it straightened out. I couldn’t ask for a better case worker” (Participant #7, 

39 years old, White cisgender man). One participant said, “I have a great case manager… 

I have a personal relationship with her … I’m not going to lie when I say this: I rely on 

her” (Participant #8, 50 years old, White transgender woman). Similarly, another participant 

explained, “I have a case worker……… helps remind me of my doctor’s appointment, and 

they’re there at the appointment with me…so, that’s a big help” (Participant #5, 44 years 

old, Black cisgender woman).

Another participant described personal attention she received from her medical providers 

“…even when I would miss an appointment they made sure, ‘[Participant’s name], are 

you coming,’ or ‘you didn’t come; are you okay?’…” (Participant #9, 51 years old, Black 

cisgender woman). While most participants recounted only positive experiences with current 

HIV doctors and Ryan White case managers, some participants provided more nuanced 

perspectives. Two participants described overt stigma experienced from previous medical 

providers, which prompted them to seek health care elsewhere (going from a rurally located 

clinic to an urban one).

Additionally, several participants indicated that they had strong support networks and 

prioritized their health, and thus, they were motivated to adhere to their HIV treatment plan. 

For instance, one participant said, “I think it’s just best that I focus on work, my family, and 

my health. Health being my number one…” (Participant #8, 50 years old, White transgender 

woman).

Another participant described how acceptance from family was important to her own self-

acceptance after receiving her diagnosis. She explained, “I was worried … that I couldn’t 

touch and kiss, and hug them like I usually do, but they never changed and that made me 

feel…accepted” (Participant #9, 51 years old, Black cisgender woman).
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While none of the participants described experiencing stigma currently based on their 

HIV status from friends or family (although several experienced it from other sources), at 

least one mentioned the burden of hiding their diagnosis, and some participants mentioned 

keeping their diagnosis private from children, particular family members, or friends. Their 

fear of disclosure appeared linked to anticipating stigma if they disclosed their HIV status.

Several participants talked about the role of their support networks and other strategies they 

used to maintain their health and well-being. One participant talked about the importance 

of her social support network to help her through times of depression. For her, this support 

network included her doctor, her church, and her family. She said, “……… I find that 

talking to people and praying changes things. It helps. It really helped me” (Participant #4, 

52 years old, Black cisgender woman). Another participant shared this about her support 

system and acknowledged that not everyone who is living with HIV/AIDS has one. “Oh, 

I have some really good friends… Then, my family is really, really supportive. ……… 

Because I have that support system, it makes it a little easier for me. But not everyone has 

that” (Participant #5, 44 years old, Black cisgender woman).

Theme 3: Regarding programs or services, participants had the most favorable reactions 
to Ryan White case management, peer navigators, and telemedicine for HIV treatment/
care.

Participants offered their reactions to and recommendations for a number of HIV care 

engagement programs and services. One common thread that was shared by these particular 

programs or services (e.g., Ryan White case management, peer navigators, and telemedicine 

for HIV treatment/car) is how they facilitated access and helped people overcome real or 

perceived barriers to HIV-related care.

One participant applauded the Ryan White program and his case-worker when they said, “I 

mean, the Ryan White program, that’s the greatest thing I’ve ever heard!” (Participant #7, 

39 years old, White cisgender man). However, other participants had mixed feelings about 

Ryan White case management based on their experiences. One participant reacted this way: 

“Some have been good; some have been not so good” (Participant #6, 35 years old, White 

cisgender woman).

Another participant said this: “I think the Ryan White case management is a great idea. 

The way it’s been handled in the state I think is problematic. …they need to maybe invest 

in hiring people who are already HIV positive…” (Participant #10, 46 years old, Black 

cisgender woman).

Yet another participant said, “If more people were concerned about HIV, it would be a better 

program” (Participant #2, 84 years old, Black cisgender man). Another participant added, 

“Some people will appreciate the fact of having somebody that understands and knows 

what they’re going through” (Participant #5, 44 years old, Black cisgender woman). Several 

participants shared that sentiment.

Again, in order to have more buy-in and support from caseworkers, some participants 

believed it to be important to hire people who were also living with HIV themselves. 
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Notably, this idea emerged from several of the interview participants as a suggestion and 

was not a program or service included in the interview prompt. The idea of hiring more 

people living with HIV in case management roles was also recommended by one participant 

who said, “If you’re positive, then there should be somebody available immediately to talk 

to that person, and I think we need to use more positive people” (Participant #11, 44 years 

old, Black cisgender woman). This same participant also highlighted the value of connecting 

with a newly diagnosed person and being able to show them that their diagnosis “is not the 

end of the world.” Another participant described it this way:

Because I remember when I was newly diagnosed, even though I did seek care 

faster than

some people……… Some people do take a little while, but … if they know that

they can meet a person that can understand where they’ve been or where they are 

right

now, ……… I think that would be a benefit…

(Participant #5, 44 years old, Black cisgender woman)

Another way to facilitate HIV care engagement beyond having effective, caring case 

managers is to meet people where they are. One participant recommended telemedicine 

by saying, “I think it’ll be great” (Participant #4, 52 years old, Black cisgender woman). 

Another participant shared: “I think telemedicine, it would be just the most awesome thing 

in the world!” (Participant #5, 44 years old, Black cisgender woman).

Another participant when asked about their reactions to telemedicine said, “I think 

telemedicine and TelePrEP are great new innovations because they can reach the hard to 

reach clients and it cuts down time that people have to take off from work” (Participant 

#10, 46 years old, Black cisgender woman). Similarly, another participant shared this feeling 

that telemedicine visits would be more accommodating, “…because most of us are working 

class people” (Participant #11, 44 years old, Black cisgender woman). In sum, telemedicine/

TelePrEP was believed to facilitate access to HIV treatment and preventive care and was 

believed to be innovative and accommodating, which made this service very appealing.

Theme 4: Most participants demonstrated resilience overcoming various obstacles as they 
worked toward being healthy mentally and physically while living with HIV.

Many participants described challenges faced earlier in their HIV diagnosis and explained 

the ways in which their lives were different now. When asked about any challenges they 

had experienced, one participant revealed her adaptability (an indicator of resilience) and 

shared, “… I’m the type of person where if I’m faced with a challenge, I like to meet it head 

on…I’m focusing more on me and my health as opposed to in my past…” (Participant #8, 

50 years old, White transgender woman).

Some participants talked about challenges they had experienced around comorbidities. One 

participant recounted the challenge of addressing her initial HIV diagnosis and a heart 

condition simultaneously. She said, “I think me being sick with my heart, it tripled my 

HIV…” (Participant #3, 49 years old, Black cisgender woman).
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One participant happily reported no challenges from their current HIV care, and talked about 

more routine concerns like trying to eat healthy and adjusting to life now that she is an 

“empty nester” (Participant #4, 52 years old, Black cisgender woman). When asked about 

challenges in life, another participant mentioned the effect of the COVID-19 pandemic on 

her mental health and well-being, and she said, “…because one of the things I realized was 

I’ve never lived alone in my 46 years…” (Participant #10, 46 years old, Black cisgender 

woman).

Additionally, most participants had positive things to say about their lives in general. One 

participant said, “I don’t live a really exciting life, but it’s fulfilling for me” (Participant #9, 

51 years old, Black cisgender woman). When asked how life was going for them generally, 

another participant said, “Oh, it’s going great. My kids, they don’t know the situation 

[referring to the HIV diagnosis], but they’re in my life. I got a fiancé. I got a job. I have a 

place to live…” (Participant #7, 39 years old, White cisgender man).

To summarize, when asked to describe how life was going in general or to describe any 

challenges they experienced, most participants talked about physical or mental health 

challenges they had previously experienced and presented them as obstacles they had 

overcome, demonstrating resilience in their health and well-being. Furthermore, many 

participants currently had a favorable outlook on life overall despite living with HIV in 

rural Arkansas. Plus, several participants described feelings of fulfillment even if their lives 

seemed rather simple or unexciting.

DISCUSSION

This study identified six “hot spots” which were mostly rural counties with a high HIV 

burden. From these areas, the research team recruited 11 PWH and interviewed them 

about their experiences seeking HIV care. Our study findings provide insight into the 

lived experiences of individuals who are representative of special populations vulnerable to 

HIV and have been disproportionately affected by HIV. Notably, the most common themes 

identified were as follows: (1) previous or perceived barriers to HIV care included long 

distances to the nearest HIV clinic and transportation issues as well as anticipating and/or 

experiencing HIV-related stigma; (2) facilitators of HIV care included having a helpful HIV 

care provider and Ryan White case manager and a social support network that aided them in 

prioritizing their own health; (3) regarding programs or services, participants had the most 

favorable reactions to Ryan White case management, peer navigators, and telemedicine for 

HIV treatment/care; and (4) most participants demonstrated resilience overcoming various 

obstacles as they worked toward being healthy mentally and physically while living with 

HIV. These themes have some similarities but are rather different from the lived experiences 

shared by rural PWH in a Midwestern state, in particular how they viewed HIV diagnosis 

as a death sentence, whereas our PWH seemed to be able to speak from a more optimistic 

outlook.27

Notably, all participants reported being engaged in medical care and having an undetectable 

viral load, with few current barriers to their continued engagement in care. Therefore, they 

are among the 20% minority of rural Arkansans living with HIV who are engaged in 
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medical care, but they can offer valuable insight into the factors leading to their retention 

in HIV care.13 Furthermore, although most of our participants reported no major health 

care challenges at the time of the interview, many spoke of their trouble initiating or 

maintaining HIV care in the past. Structural factors such as long distances to the nearest 

HIV clinic and access to reliable transportation frequently posed barriers to care; factors that 

have been presented by other researchers,14 yet remain as barriers to HIV care for PWH 

in this rural southern state. Participants talked about multiple strategies they had used to 

overcome these obstacles over time while living with HIV (e.g., walking long distances, 

taking unreliable bus rides, moving to live closer to preferred providers, and receiving 

assistance from case management and other community members). Most participants were 

able to address distance and/or transportation barriers by obtaining a personal vehicle or 

through wraparound services such as transportation assistance and peer support. These 

facilitating factors appear instrumental for retention in care among this sample, and future 

interventions should continue to incorporate these programs/services.

Participants also frequently talked about the value of their support networks and having an 

optimistic outlook (or positive mindset) as facilitators of their HIV care engagement. Being 

optimistic and being adaptable to challenges are indicators of resilience.28 These study 

participants demonstrated resilience and spoke about known key factors that contribute to 

how well individuals adapt to challenges, such as having a support system.28 These findings 

highlight the importance of assisting newly diagnosed individuals in building their resilience 

to ensure engagement and retention in HIV care. Future research studies may want to test 

the effectiveness of educational strategies, such as internalized stigma reduction strategies, 

among individuals newly diagnosed with HIV. Additionally, researchers may want to test an 

intervention that trains peer health educators and/or case managers (who are also PWH) in 

motivational interviewing techniques to facilitate retention in HIV care.

HIV stigma, both internalized and anticipated/perceived in the community, particularly 

related to the fear of disclosure, remains a significant barrier to HIV testing and treatment 

in their communities as highlighted in other research studies.14,27,29 Some participants also 

spoke about the stigmatization experienced or impersonal care delivered by some health care 

providers. Conversely, many participants discussed finding helpful medical providers and 

support staff as being instrumental to their successful retention in care. Thus, interpersonal 

factors in clinical settings, in the form of interactions with providers and staff, appear 

instrumental in HIV care engagement and have the potential to promote retention in care 

and meaningfully improve patient satisfaction with care. A stigma reduction strategy may 

be helpful and could be disseminated through rural clinics to reach the communities like 

those where our participants were located. Participants also recommended hiring PWH as 

caseworkers because they could relate to newly diagnosed individuals and compassionately 

work with them to connect them to health care providers and support services. Having this 

shared, lived experience may also buoy the spirit of HIV caseworkers who require resiliency 

and perform HIV advocacy constantly.30 Telemedicine for HIV care or case management 

may be a delivery strategy that appeals to PWH, especially newly diagnosed individuals, 

who may be uncomfortable going in-person to their initial appointments. Studies examining 

experiences of telemedicine for HIV care among PWH in urban areas early in the COVID19 

pandemic reveal promise but identify concerns that must be addressed for sustainable 
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use.31,32 Future research likely involves testing an intervention that includes telemedicine 

and/or peer support as strategies to facilitate HIV care engagement examining dual outcomes 

of treatment initiation and care retention among rural PWH. Based on a recent scoping 

review of peer support for PWH, research on the topic has increased in the last decade and 

yet gaps in evidence warrant continued study.33

Limitations

Our study consisted of a small sample of PWH in rural Arkansas. All of the participants 

in this study were notably actively engaged in HIV care and adherent to their medications. 

In addition, these individuals mentioned possessing several protective factors including a 

social support network and an optimistic mindset, and we did not have as many individuals 

participating in our study from some demographic subgroups disproportionately affected by 

HIV/AIDS (e.g., Black MSM) in order for our findings to be representative of the total 

population of PWH in Arkansas. Thus, these features of our participants may present a bias 

in our findings. Due the sample size alone, the findings are not generalizable. Nonetheless, 

they do provide valuable insight and nuance to our understanding of the lived experiences 

of PWH in rural Arkansas, particularly highlighting what is needed to support HIV care 

engagement and retention for PWH.

CONCLUSIONS

These qualitative findings revealed perceived barriers and facilitators to engagement and 

retention in HIV care among a sample of PWH in rural Arkansas. These findings suggest 

that an intervention package with outreach programs and support services, including hiring 

PWH as peer navigators and/or case managers as well as offering HIV care via telemedicine, 

could be promising to engage/re-engage PWH in HIV care, to retain them in care, and to 

help curb the rural HIV epidemic, particularly in Arkansas.
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FIGURE 1. 
Targeted “hot spots” and counties of interview participants. Note: The areas circled are the 

“hot spots” indicating rural areas with high HIV burden. The numbers indicate the number 

of participants and their approximate location by county of current residence
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TABLE 1

Characteristics of interview participants (N = 11)

Characteristic n %

Ethnicity

 Hispanic 0 0

 Non-Hispanic 11 100

Race

 Black or African American 8 72.7

 White 3 37.3

Sexual orientation

 Straight or heterosexual 9 81.8

 Gay or homosexual 2 18.2

Employment status

 Full-time 5 45.5

 Not employed 1 9.1

 Retired 1 9.1

 Disabled 4 36.4

Highest educational level

 High school diploma or GED 4 36.4

 Some college 5 45.5

 Bachelor’s degree 1 9.1

 Graduate or professional degree 1 9.1

Relationship status

 Single and never married 4 36.4

 Married or in a domestic partnership 3 27.3

 Divorced 4 36.4
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