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Abstract

There is effectively no risk of transmission of HIV from an HIV-positive person with consistent undetectable
viral load (UDVL) to an HIV-negative person during sex. This has been publicly disseminated by an inter-
national health campaign called ‘‘undetectable = untransmittable’’ (U = U). This study extends previous research
by examining confidence in the U = U message and potential covariates of confidence in U = U, as well as
by assessing the perceived personal risk and sexual outcomes in a sample of people living with HIV (PLWH)
in Australia. Between October 2017 and June 2018, 139 adult PLWH were recruited through clinics or
community-based strategies. They completed an online questionnaire assessing participant characteristics,
general agreement with the U = U message, confidence in U = U as an effective HIV prevention strategy, per-
ceived personal risk of onward transmission, and sexual outcomes. While the majority of participants (70.5%)
agreed with the general U = U message, only 48.2% were confident in U = U as an effective HIV transmission
prevention strategy across sexual situations. Lack of confidence in U = U was more pronounced in the com-
munity subsample, minority group participants, and lower educated participants. A minority of PLWH with
self-reported UDVL thought they could pass on HIV and indicated poor sexual outcomes, including sexual
inactivity, reduced frequency of sex, and reduced sexual satisfaction. General agreement with the U = U mes-
sage among PLWH may mask lack of confidence in U = U. Community-based information and education
tailored to culturally diverse groups and people with low health literacy are required to promote accurate
perception of risk of transmission of HIV with consistent UDVL.
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Introduction

Understanding of risk of transmission of HIV with
undetectable viral load (UDVL) has developed over

time. The Swiss Statement, based on observational evidence,
stated that the risk of transmission among heterosexual
couples, in which one partner had HIV with UDVL, was
zero.1 These observational data have been followed by the
HPTN-052,2 partner3,4 and opposites attract5 clinical trials,
which have demonstrated that the risk of transmission of
HIV from an HIV-positive person with consistent UDVL to

an HIV-negative person during sexual intercourse, regardless
of gender or sex, is negligible or ‘‘effectively zero.’’ Influ-
ential experts have described the risk of transmission with
consistent UDVL as zero.6

In 2017, such evidence of negligible risk of transmis-
sion was simplified as part of a public health campaign as
‘‘Undetectable = Untransmittable’’ (U = U).7 U = U has been
endorsed by HIV experts,8,9 and community health promo-
tion organizations10 and clinical guidelines11 have embraced
the dissemination of the U = U message, which has been
heralded as an opportunity to promote the sexual wellbeing of
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people living with HIV (PLWH).7 Yet to our knowledge, no
study, to date, has investigated the impact of the U = U
message on sexual wellbeing outcomes of PLWH.

Before the public dissemination of the U = U message, a
number of studies examined PLWH’s beliefs in UDVL as an
HIV transmission prevention method.12–16 Increasing belief in
UDVL as an HIV transmission prevention method over time
has been evident. For example, Holt et al.14 found the pro-
portion of Australian gay and bisexual men with HIV who
expressed belief in UDVL as an HIV transmission prevention
method to have increased dramatically from 9.7% in 2013 to
46.2% in 2015. In the United States, Siegel and Meunier17

collected data in New York City during 2016–2017 and found
just over a third of men who have sex with men (MSM; 39.1%)
believed a stable UDVL offered ‘‘a lot of’’ or ‘‘complete’’
prevention of HIV transmission. Furthermore, in another study
in New York City with data collected in 2017, Rendina and
Parsons18 found that approximately two-thirds of HIV-positive
men considered the U = U message to be somewhat or com-
pletely accurate. A recent follow-up study by Rendina et al.19

with data collected mostly during 2018 found that 83.9%
perceived U = U to be somewhat or completely accurate.

While evidence is accumulating regarding the views of
MSM regarding the U = U message in general, extant studies
have not assessed the confidence in U = U as an HIV pre-
vention method to be used in specific sexual situations, nor
the impact of U = U on the sexual wellbeing of PLWH. We
posit that for U = U information to have a positive impact
on the sexual wellbeing of PLWH, individuals need not only
to agree with the U = U statement in general, but also need to
have confidence in using U = U as an HIV transmission pre-
vention method in specific sexual situations. Furthermore,
agreement with the U = U message and confidence in U = U
as an effective HIV prevention strategy in specific sexual
situations is likely to differ among PLWH. It is hence critical
to investigate participant characteristics associated with be-
lief in U = U, to inform tailored interventions to promote
understanding and confidence in U = U.

The aim of this study was to investigate general agreement
with U = U as well as confidence in U = U as an effective HIV
prevention strategy in specific sexual situations. We also
examine potential covariates of confidence in U = U, and
assess the extent to which PLWH with UDVL currently
perceive a personal risk of HIV transmission and experience
poor sexual outcomes.

Methods

Participants

Between October 2017 and June 2018, 139 PLWH living
in Australia completed an online questionnaire as part of
a larger international study.20,21 Inclusion criteria were
18 years or older, living with HIV in Australia at the time of
research, and sufficient language proficiency to complete the
questionnaire in English.

Procedure

Participants were recruited through HIV clinics (clinic
sample) and through direct e-mail invitations from commu-
nity and online groups (community sample). The clinic
sample was recruited through health professionals at three

Australian HIV treatment centers, who invited PLWH to
participate in the current study. Potential participants provided
written permission to be contacted by the lead author, who
provided detailed study information and obtained informed
consent. The community sample was recruited through HIV
community groups who advertised the study among their
HIV-positive membership. In addition, Australians with HIV
who had preregistered with a third-party research service to
take part in online surveys were sent an invitation e-mail
containing a web link to the online questionnaire.

The first section of the questionnaire included a participant
information sheet and consent form, whereby participants
provided their consent before proceeding to complete the
questionnaire. Participants were reimbursed for their time
with a AUD$20 gift card. The South Eastern Sydney Local
Health District Human Research Ethics Committee granted
approval before data collection [15/056 (HREC/15/POWH/
1571)].

Measures

Participant characteristics included items assessing par-
ticipants’ sociodemographic characteristics, notably age,
gender identity, sexual orientation, cultural background,
educational attainment, employment status, and place of re-
cruitment. We also assessed HIV-specific clinical parameters
(e.g., time since commencing HIV treatment, viral load), and
physical and mental health comorbidities. Furthermore,
general health was assessed using the 12-item Short Form
Health Survey (version 2) SF-12v2, which is widely used to
capture general self-reported health outcomes.22,23 Physical
and mental health summary scores were calculated, as well as
scores for the subscales of the SF-12v2 as per the scoring
manual.23

General agreement with the U = U message was assessed
with a single item: ‘‘Thinking about HIV TREATMENTS,
how much do you agree or disagree with the following
statement: a person with undetectable viral load cannot pass
on HIV.’’ Participants answered on a 5-point Likert scale,
ranging from 1 (strongly disagree) to 5 (strongly agree). This
question was replicated from a previous study on HIV
treatment beliefs.13

Confidence in reduced risk of HIV transmission with
UDVL was assessed by asking participants to rate the risk of
HIV transmission in the six specific sexual situations, each
involving an HIV-positive person with UDVL and an HIV-
negative person:

1. HIV-positive person giving oral sex to HIV-negative
person;

2. HIV-positive person receiving oral sex from HIV-
negative person;

3. HIV-positive woman having vaginal sex with HIV-
negative man;

4. HIV-positive man having vaginal sex with an HIV-
negative woman;

5. HIV-positive man giving anal sex to an HIV-negative
man; and

6. HIV-positive man receiving anal sex from HIV-
negative man.

For each of these scenarios, participants were asked to
respond to the question ‘‘What is the risk that HIV will be
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passed on?,’’ with answers given on a 6-point scale, ranging
from 1 (not possible) to 6 (certain). These items were based
on information about risk of transmission in a consensus
statement of the Australasian Society for HIV and Sexual
Health Medicine.24 The wording of the items and the design
of the graphics to assist comprehension were purposively
designed by the authors, with drafts reviewed for meaning
and comprehension by four HIV experts and five PLWH
(Supplementary Table S1 for these risk perception questions
and accompanying graphics).

We calculated an overall score reflecting confidence in
U = U as an HIV transmission prevention method by com-
bining scores across the six specific sexual situations. Parti-
cipants who responded that there was some level of risk of
transmission of HIV in one or more of the specific situations
(i.e., they responded ‘‘possible and the risk is low,’’ ‘‘possible
and the risk is medium,’’ ‘‘possible and the risk is high’’ or
‘‘certain’’) were categorized as lacking full confidence in
U = U (scored as 1). Conversely, participants who answered
that the risk of HIV transmission with UDVL in all six spe-
cific sexual situations was ‘‘impossible’’ or ‘‘almost impos-
sible’’ were considered fully confident in U = U (scored as 0).
It was considered that the response ‘‘impossible’’ is equiva-
lent to absolutely zero risk, and ‘‘almost impossible’’ is
equivalent to effectively zero, and that both of these zero
responses are consistent with the U = U message.

Impact of perception of risk of transmission with UDVL on
sexual life was assessed by asking participants with self-
reported UDVL to indicate their perception of their personal
risk of transmitting HIV. They were asked to rate this risk on
a 6-point scale, ranging from 1 (not possible) to 6 (certain).
Participants with self-reported UDVL were also asked about
the potential impact of concern with the risk of transmitting
HIV on four aspects of their recent sexual behavior; namely,
not having sex at all, having less sex, being less satisfied with
sex, and being preoccupied while having sex. For each item,
participants indicated their responses using a 5-point scale
ranging from 1 (strongly disagree) to 5 (strongly agree).

Data analyses

Analyses were conducted using SPSS version 22.25 De-
scriptive statistics were calculated to characterize the sample
and describe outcome data. A logistic regression model
was used to examine factors associated with a lack of full
confidence in U = U as an HIV transmission prevention
method. Independent variables of interest included in the
logistic regression model were age, gender, education, mi-
nority cultural background, SF-12v2 mental health score,
SF-12v2 physical health score, and recruitment strategy.
These variables were selected based on past research.13,18

Age, mental health, and physical health variables were in-
cluded as continuous variables. Education was included as an
ordinal variable (higher scores indicate higher educational
attainment). Minority cultural background (recoded as ma-
jority or minority status) and recruitment strategy were in-
cluded as binary variables.

Tests of the assumptions of logistic regression26 found that
assumptions regarding sufficient events per independent
variable, conformity of linear gradient for continuous vari-
ables, collinearity, and goodness of fit were satisfied. In-
dependent variables were entered into the multivariate model

if they were found to be significant at p < 0.05 in preceding
simple linear regression analyses. Variables were entered
into the final model simultaneously.

Results

Of the 139 participants, 100 were recruited through clinics,
and 39 through the community organizations and preregis-
tration for research participation (Table 1). An additional

Table 1. Participant Characteristics (n = 139)

Mean (SD)
or n (%)

Age 45.8 (13.3)
Gender

Male 109 (78.4)
Female 30 (21.6)
Trans 2 (1.4)

Sexual orientation
Homosexual 94 (67.6)
Bisexual 7 (5)
Heterosexual 34 (24.5)
Identify with none of these 4 (2.9)

Cultural background
Anglo-Saxon/Celtic or European 103 (74.1)
Aboriginal Australian or Torres Strait

Islander
10 (7.2)

Asian 9 (6.5)
Hispanic 6 (4.3)
African 4 (2.9)
Other 7 (5)

Highest education
Primary 2 (1.4)
Secondary 27 (19.4)
Tertiary certificate or diploma 58 (41.7)
Tertiary degree or post graduate degree 52 (37.4)

Employment
Employed 81 (58.3)
Student 9 (6.5)
Home duties 4 (2.9)
Retired 21 (15.1)
Unemployed 24 (17.3)

Recruitment strategy
Clinic 100 (71.9)
Community 39 (28.1)
Years since HIV diagnosis 13.6 (9.6)
Years since commencing antiretroviral

treatment
10.5 (7.7)

Self-reported undetectable viral load 112 (84.8)
Probable depression 72 (51.8)
Probable anxiety 80 (57.8)

Quality-of-life (SF-12v2) summary scores
Physical health 49.2 (11.6)
Mental health 37.7 (12.8)

Quality-of-life (SF-12v2) subscale scores
Physical functioning 71.4 (33.7)
Physical role functioning 65.9 (31.6)
Bodily pain 76.3 (27.6)
General health 61.5 (30.4)
Vitality 46.4 (27.7)
Social functioning 53.4 (31.9)
Emotional role functioning 57.5 (30.9)
Mental functioning 52.2 (23.5)
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61 potential clinic participants who initially verbally agreed
to complete the study did not complete the questionnaire
either because they did not begin the questionnaire or
partially completed the questionnaire (clinic recruitment re-
sponse rate 62.1%). As community-based recruitment path-
ways used opt-in recruitment, the response rate for this
subsample could not be calculated.

Participant characteristics are shown in Table 1. Average
age was 45.8 years (SD = 13.3), 78.4% of the sample identi-
fied as male, and 25.9% identified with a minority cultural
background. Regarding mean quality-of-life scores, the cur-
rent sample scored above average (indicating better health
than a general population sample) on the physical function-
ing, physical role functioning, bodily pain, and general health
subscales, and approximately average on the social func-
tioning, emotional role functioning, and mental functioning
subscales of the SF-12v2. The vitality subscale mean score
was below average.

Agreement with the U = U message

The majority of participants (70.5%) agreed (i.e., answered
‘‘agree’’ or ‘‘strongly agree’’) with the statement that ‘‘a
person with undetectable viral load cannot pass on HIV.’’
However, over a quarter (29.5%) were neutral/unsure or
disagreed with the statement (Fig. 1).

Confidence in negligible risk of HIV transmission
with UDVL

The proportion of participants choosing each of the
perceived risk options for each of the six specific sexual
situations is shown in Table 2. The response options ‘‘not
possible’’ and ‘‘highly unlikely/almost impossible’’ are
considered consistent with the U = U message. Proportions
of participants who responded consistently with the U = U
message varied for the specific sexual situations varied,
ranging from 51.8% agreement with U = U in the specific

FIG. 1. Percentage of sample who
agreed with general U = U statement.
U = U, ‘‘undetectable = untransmittable.’’

Table 2. Perception of Risk of Transmission with Undetectable Viral Load

in Six Sexual Practice Scenarios

Sexual practice scenario

No. of participant answers for each risk category
n (%)

Not
possible

Highly, unlikely
almost impossible

Possible,
low risk

Possible,
medium risk

Possible,
high risk Certain

Giving oral sex 64 (46) 29 (20.9) 23 (16.5) 16 (11.5) 6 (4.3) 1 (0.7)
Receiving oral sex 56 (40.3) 38 (27.3) 21 (15.1) 15 (10.8) 9 (6.5) 0 (0)
HIV-positive woman receiving

vaginal sex with HIV-negative man
45 (32.4) 37 (26.6) 23 (16.5) 15 (10.8) 17 (12.2) 2 (1.4)

HIV-positive man having vaginal
sex with HIV-negative woman

34 (24.5) 41 (29.5) 20 (14.4) 16 (11.5) 27 (19.4) 1 (0.7)

HIV-positive man topping 31 (22.3) 41 (29.5) 25 (18) 12 (8.6) 27 (19.4) 3 (2.2)
HIV-positive man bottoming 39 (28.1) 43 (30.9) 20 (14.4) 19 (13.7) 17 (12.2) 1 (0.7)

Responses ‘‘not possible’’ and ‘‘highly unlikely almost impossible’’ are considered consistent with U = U.
U = U, ‘‘undetectable = untransmittable.’’
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situation of an HIV-positive man giving anal sex (scenario 5) to
66.9% and 67.6% agreement in the specific situation of giving
and receiving oral sex, respectively (scenarios 1 and 2).

Factors associated with confidence in negligible
risk of HIV transmission with UDVL

Around half of participants (51.8%) were categorized as
lacking full confidence in U = U as an effective HIV trans-
mission prevention strategy. In simple regression analyses,
this lack of confidence was significantly associated with
lower education, minority cultural identity, community re-
cruitment strategy, and lower SF-12v2 physical health sum-
mary score (Table 3). Age, gender, and SF-12 mental health
summary score were not found to be significantly associated
with simple regression analyses. The multivariate model
(Table 3) showed that lack of confidence in U = U was as-
sociated with lower educational attainment (AOR = 0.47,
95% CI: 0.27–0.83, p = 0.008; odds of being in the ‘‘lack of
confidence in U = U’’ group decreased by 0.47 for each one
unit increase in level of educational attainment), identifying
with a minority cultural background (AOR = 3.97, 95% CI:
1.44–10.40, p = 0.007), and having been recruited using
community strategies (AOR = 7.77, 95% CI: 2.78–21.74,
p = 0.000094). The association with physical health became
nonsignificant in the multivariate model (AOR = 1.03, 95%
CI: 1.00–1.07, p = 0.055).

Perceived personal risk and sexual outcomes
among PLWH with UDVL

Of participants who self-reported UDVL (n = 112), the
majority (73.2%) responded that their personal risk of
transmitting HIV was effectively zero (i.e., answering ‘‘not
possible’’ or ‘‘highly unlikely, almost impossible’’). Around

a quarter (25.9%) of participants with UDVL responded that
there was some level of risk of passing on HIV during sex.

Of the 112 participants who self-reported UDVL, 21%
responded (i.e., answering ‘‘agree’’ or ‘‘strongly agree’’) that
they refrained from any sexual activity due to their perceived
risk of transmitting HIV, and over a third (35%) reported they
had less sex than they would have otherwise (see Table 4).
Around a quarter of participants with self-reported UDVL
(26%) reported being less satisfied with sex because of the
perceived risk of transmitting HIV, and 21% reported being
preoccupied by risk of HIV transmission while having sex.

Discussion

This study examined agreement with U = U as well as
confidence in U = U and associated factors among a sample of
PLWH recruited from clinics and communities in Australia.
Close to two thirds of participants (70.5%) reported believing
the U = U message that a person with UDVL cannot pass on
HIV. This compares favorably with the findings of a previous
Australian study by Holt et al.,14 who found that 9.7% and
46.2% of their HIV-positive gay and bisexual sample agreed
with this statement in 2013 and 2015, respectively. Our
findings, obtained in 2017–2018, hence suggested a con-
tinuing trend of increasing belief in the U = U message in
Australia, which coincides with the broad dissemination of
the U = U message as part of a community campaign.10

Studies from New York City, which found 39.1% agreement
with U = U among PLWH in 2016–2017,17 66.7% agreement
in 201718 and 83.9% agreement in 201819 suggest a similar
increase in belief in U = U in other high-income countries.

Findings regarding perceived risk of transmission with
UDVL in six specific sexual situations signal lack of confi-
dence among some PLWH about U = U as an effective HIV
prevention strategy. Across the sexual situations, between

Table 3. Factors Associated with Lack of Full Confidence in U = U (N = 139)

Factor Unadjusted odds ratio (95% CI) p Adjusted odds ratio (95% CI) p

Age 0.984 (0.96–1.01) 0.216
Gender 0.55 (0.24–1.26) 0.156
Education 0.52 (0.33–0.83) 0.006 0.47 (0.27–0.83) 0.008
Minority cultural background 3.22 (1.41–7.36) 0.006 3.87 (1.44–10.40) 0.007
Recruitment strategy 8.60 (3.30–22.43) 0.000011 7.77 (2.78–21.74) 0.000094
SF-12 physical health score 0.95 (0.92–0.98) 0.003 1.03 (1.00–1.07) 0.055
SF-12 mental health score 0.99 (0.96–1.01) 0.313

Values in bold are statistically significant at p < 0.01.

Table 4. Self-Reported Impact of Risk of Transmission on Sexual Life and Behavior Among People

with Undetectable Viral Load (n = 112)

Impact on sex life

No. of participants in each agreement response
n (%)

Strongly disagree Disagree Neutral Agree Strongly agree Not applicable

.I did not have sex at all 42 (37.5) 21 (18.8) 9 (8) 9 (8) 12 (10.7) 19 (17)

.I had less sex 36 (32.1) 14 (12.5) 7 (6.3) 12 (12.5) 21 (18.8) 20 (17.9)

.I was less satisfied with sex 36 (32.1) 14 (12.5) 17 (15.2) 15 (13.4) 11 (9.8) 19 (17)

.I was preoccupied while having sex 32 (28.6) 19 (17) 14 (12.5) 14 (12.5) 7 (6.3) 26 (23.2)

Question asked ‘‘Thinking about YOUR sex life during the past four weeks, choose one box that shows how much you agree with each
statement. Because of the risk of passing on HIV.
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around 3 in 10 and 4 in 10 participants were not confident that
UDVL eliminated the risk of HIV transmission, and overall
just over half of participants were categorized as lacking
full confidence in the U = U message across sexual situa-
tions. The proportions of participants considering that risk
of transmission with UDVL was still possible for specific sexual
practices, paralleled the known relative transmission risk of these
practices when viral load was detectable.27 This suggests that
some PLWH fail to agree that UDVL effectively eliminates the
risk of HIV transmission during sexual behaviors associated with
a great likelihood of HIV transmission.

The adjusted logistic regression model indicated that, in
comparison to PLWH who felt confident in U = U, the half of
participants (51.8%) who lacked full confidence in U = U
were significantly more likely to have been recruited using
community sources (rather than from clinic sources), to
identify with a minority cultural background, and to have
lower educational attainment. While we did not assess to
what extent participants were informed about U = U and how
they received this information, those recruited through a
health professional specializing in HIV may be more likely
to have received specific information, including from that
health professional, about U = U and the risk of transmis-
sion of HIV with UDVL. This would have contributed to
their understanding and confidence in U = U. Indeed, the
Australasian Society of HIV and Sexual Health Medicine has
released guidelines for HIV professionals on how to discuss
U = U with PLWH.11 This difference highlights the impor-
tance of ensuring appropriate information, education, and
communication about U = U in a range of settings, including
community settings, to maximize accurate understanding of
U = U among PLWH.

The lower confidence in U = U among PLWH who identify
with a minority cultural background or have lower educa-
tional attainment may reflect particular barriers in accessing
as well as understanding information. There is likely a need
for the development of information, education, and commu-
nication about U = U that is appropriate and suited for people
of different cultural and educational backgrounds who differ
in levels of health literacy. It is particularly important that
information on U = U is not only accurate but is also under-
standable to people with lower levels of (health) literacy,
similar to other information on health issues.28 An interven-
tion has been developed, which tailors health information
delivered through social medical platforms to an individual’s
stage along the HIV care continuum.29 This intervention has
been demonstrated to increase engagement in HIV care and
HIV medication adherence.30 Such an intervention could be
expanded and adapted to deliver information tailored to the
(health) literacy needs of the individual.

Findings regarding the perceived personal risk of on-
ward HIV transmission and sexual outcomes of PLWH with
self-reported UDVL suggest substantial remaining HIV
transmission concerns and concomitant adverse impacts on
the sexual wellbeing of some PLWH. This study provides
quantitative data to support findings from a recent qualita-
tive analysis, which found that accurate knowledge of risk
of transmission of HIV, including with UDVL, promotes
sexual adjustment to HIV.31 Satisfying sexual and intimate
relationships are important contributors to happiness and
wellbeing.32 In the current biomedical era, there is no sci-
entific reason for fear of transmission of HIV among PLWH

with consistent viral suppression to be causing sexual inac-
tivity, reduced frequency, and reduced satisfaction. Our
findings indicate the need for interventions to assist PLWH
in overcoming undue fear of transmission of HIV, includ-
ing accurate information on U = U provided by trusted
professionals.

This study extends previous research by not only assessing
agreement with the U = U message, but also by investigat-
ing confidence in U = U as an effective HIV transmission
prevention strategy. Moreover, this study also highlights
remaining personal concern among PLWH with UDVL about
the risk of onward HIV transmission and adverse sexual
outcomes, notably sexual inactivity, reduced frequency of
sex, and reduced sexual satisfaction. The study also has
several limitations that need to be considered in drawing
conclusions. While we recruited a diverse sample of PLWH
from treatment centers and the community sources, partici-
pation was based on self-inclusion and the sample is not
representative of the population of PLWH in Australia. Also,
findings may be specific to the Australian context and not
generalizable to other settings. Furthermore, we purposively
developed the items for this study, and their validity remains
to be assessed, in particular of the items assessing risk of
HIV transmission in specific sexual situations. Given the
need to present extensive information, it may be that PLWH
had difficulty understanding the risk perception items. This
could partially explain the finding that those with higher
education were more likely to be more confident in U = U.
Also, while there was no option for participants to indi-
cate that they did not know what UDVL was, we believe that
most PLWH would be familiar with and understand this
concept, which is typically addressed by their HIV care
provider.

Agreement with the U = U message appears to have stea-
dily increased over time among PLWH in Australia. Yet, the
relatively high levels of general agreement may mask an
underlying lack of confidence in U = U as an HIV transmis-
sion prevention strategy among some PLWH, as evident in
their evaluation of the risk of transmission in specific sexual
situations, the perceived personal risk of onward HIV trans-
mission, and experienced adverse sexual outcomes. In the
current study, lack of confidence in U = U was particularly
pronounced among PLWH recruited through community
sources, from minority cultural backgrounds, and with lower
levels of educational attainment. In addition to more widely
promoting the general U = U message, there is a need for
informational resources to strengthen accurate understanding
and confidence in U = U among PLWH with lower levels of
(health) literacy, as well as other (psychosocial) interventions
that contribute to improving the sexual life of PLWH.
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