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Abstract

Research suggests that the science of undetectable viral load (VL) status and HIV transmission—conveyed with the
slogan ‘‘Undetectable = Untransmittable’’ or ‘‘U = U’’—has gaps in acceptance despite robust scientific evidence.
Nonetheless, growing acceptance of U = U creates conditions for a shift in the sociopolitical and personal implications
of viral suppression. We conducted an online survey over a 23-month period in 2018 and 2019 among 30,361
adolescent and adult (aged 13–99) sexual minority men living with HIV (SMM-LHIV) across the United States. We
examined the impact of U = U on self-image, potential for changing societal HIV stigma, whether SMM-LHIV had
ever spoken with a provider about viral suppression and HIV transmission, and primary sources of hearing about U = U.
Approximately 80% of SMM-LHIV reported that U = U was beneficial for their self-image and societal HIV stigma,
58.6% reported it made them feel ‘‘much better’’ about their own HIV status, and 40.6% reporting it had the potential to
make HIV stigma ‘‘much better.’’ The most consistent factors associated with these beliefs centered around care
engagement, particularly self-reported viral suppression and excellent antiretroviral therapy adherence. Two-thirds
reported ever talking to a provider about VL and HIV transmission, although the primary sources for having heard
about U = U were HIV and lesbian, gay, bisexual, transgender, and queer (LGBTQ) news media and personal profiles
on networking apps. These findings demonstrate the significant personal and social importance of U = U for SMM-
LHIV that go above-and-beyond the well-documented health benefits of viral suppression, suggesting that providers
should consider routinely initiating conversations with patients around the multifaceted benefits (personal health,
sexual safety and intimacy, increased self-image, and reduced social stigma) of viral suppression.
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Introduction

Sexual minority men (SMM) are the group most af-
fected by the domestic HIV epidemic, and SMM living

with HIV (SMM-LHIV) representing more than half of all
individuals living with HIV in the United States.1 Empirical
research suggests that early initiation of antiretroviral therapy
(ART) and viral load (VL) suppression not only positively
impact long-term health outcomes, but also reduce the risk of
HIV transmission.2–7 This approach, known as treatment as
prevention (TasP), is estimated to be highly beneficial in both

simulation work and population-based data.4 By achieving
and maintaining high levels of VL suppression within a
community, research has demonstrated substantial reductions
in HIV transmission.8–10 In the last decade, landmark clinical
trials have continued to show no linked HIV transmissions
among HIV serodifferent couples where the partner living
with HIV had a suppressed VL. Most recently, looking spe-
cifically at serodifferent male couples, at least three studies
have now demonstrated no linked HIV transmissions during
condomless anal sex (CAS) when the partner living with HIV
had a suppressed VL.2,3
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Scientific evidence has accumulated and reliably con-
verged upon robust findings that a durably suppressed VL
leads to no risk of transmission. In 2016, to increase advocacy
for and education about these scientific breakthroughs, the
Prevention Access Campaign launched the slogan ‘‘Un-
detectable = Untransmittable’’ or ‘‘U = U.’’11 The campaign
aligns with public health efforts to destigmatize HIV as it
promotes innovative biomedical HIV prevention efforts to
not only reduce HIV transmission but also improve the
overall health and well-being of people living with HIV.
Despite efforts made by scientists and organizing by promi-
nent HIV organizations, dissemination and acceptance of
U = U have been met with some resistance.

While only a handful of published studies have examined
U = U acceptability among the general public, recent research
suggests that misinformation, disbelief, and lack of education/
awareness all pose significant barriers to the U = U accep-
tance;12–15 these and other studies have found that these gaps
appear to be driven by limited engagement in HIV preven-
tion or treatment services [e.g., HIV testing frequency, use of
pre-exposure prophylaxis (PrEP), being prescribed, and ad-
herent to ART].14–16,17 Among SMM-LHIV specifically,
recent research examining perceived accuracy of U = U found
that those who were not virally suppressed and who reported
low ART adherence also reported lower levels of belief in
U = U messaging.18 Data also show that increased ART ad-
herence and consistent monitoring of VL are associated with
increased knowledge and trust of TasP among SMM-LHIV,
in particular.4,19 Taken together, data suggest an association—
potentially reciprocal in nature—between engagement in
HIV treatment and prevention and greater acceptance and
understanding of the science of VL suppression and HIV
transmission.

Reaching viral suppression not only provides a benchmark
for effective HIV management,20 but U = U messaging re-
frames it as a positive sexual health indicator, which may offer
personal and psychological benefits19,21 and opportunities for
SMM-LHIV to regain control over their physical and sexual
health as well.19,21 An undetectable VL can relieve fears of
rejection or even violence when disclosing one’s HIV status to
a partner, and promote intimate partnerships for SMM-
LHIV.22 In addition to reducing HIV-related stigma23 and
correcting the belief that people living with HIV are ‘‘vectors’’
of transmission,4 wide acceptance of U = U also challenges the
rationale for HIV criminalization.22,24 Providing a key agree-
ment with scientific consensus, U = U advocates against laws
that criminalize HIV transmission—laws that enable a state to
charge individuals living with HIV for failing to disclose their
status to their partner.24–27 Both the basis and content of these
laws are based on lack of knowledge, misinformation, and
stigma rather than scientific evidence. By reducing fear and
inaccuracies surrounding HIV transmission risk, U = U mes-
saging can attenuate stigma and shame associated with HIV
among populations that bear the greatest burden.23,28

The robust evidence backing the science of viral suppression
and HIV transmission coupled with growing acceptance of the
U = U message both create conditions for a marked shift in the
sociopolitical and personal implications of HIV viral suppres-
sion. The present study sought to examine perceptions of the
U = U message’s potential for impact on HIV stigma and self-
image among a sample of SMM-LHIV. Further, given the po-
tential for U = U to provide a new opportunity for patient–pro-

vider connection and enhanced motivation to engage in care and
achieve viral suppression, we also sought to determine whether
SMM-LHIV have discussed U = U with their providers and the
primary sources through which they have learned about U = U.

Methods

Data collection occurred during a 23-month span, from
January 2018 through November 2019, as part of ongoing
efforts to screen participants into several research studies for
SMM. We advertised in online venues, including social
media and sexual/dating networking sites and apps. Those
who clicked the ads (e.g., ‘‘get a free at-home HIV test mailed
to you’’; ‘‘receive up to $275 for joining’’) were directed to
the secure survey. Respondents aged 18 or older were di-
rected to a page that contained informed consent; those who
were aged 13–17 were directed to an assent page. The study
received a waiver of parental consent. The informed con-
sent/assent indicated the survey had no incentive, but they
would be screened for multiple studies at once for which they
could be compensated if they were eligible and enrolled. All
procedures were approved by the Institutional Review Board
of the City University of New York.

Measures

Biomedical status. Participants reported their HIV status
as positive, negative, or unknown (‘‘I don’t know’’). Those
reporting a positive status were asked if their most recent
VL test was undetectable, detectable, or unknown (‘‘Not
sure/don’t remember’’).

Sociodemographic characteristics. Participants were co-
ded as to whether they were recruited from a social media
website, a networking site, or a networking app. Participants also
self-reported their age, racial identity based on US Census ca-
tegories, gender identity, sexual orientation, zip code (which we
recoded into the primary regions of the United States), health
insurance status, and their relationship status. For men in rela-
tionships, we asked the HIV status of their main partner, which
we subsequently recoded into being of a seroconcordant (partner
was also living with HIV) or serodifferent (partner’s HIV status
was negative or unknown) relationship.

ART adherence. Participants respond to a single vali-
dated item for assessing antiretroviral adherence,29 which
read: ‘‘Over the past month (30 days), how good a job did you
do at taking your HIV medication.?’’ Responses were on a
Likert-type scale, and ranged from 1 (very poor) to 6 (ex-
cellent), and were recoded into a trichotomous indicator of
‘‘excellent adherence,’’ ‘‘less than excellent adherence,’’ and
‘‘currently not on ART.’’

Club drug use. Participants were asked whether they had
used any drugs that could be considered a club drug in the last
6 months, which included cocaine, crack, crystal meth, ec-
stasy, gamma-hydroxybutyrate (GHB), and/or ketamine.
Responses were recoded into a dichotomous indicator of any
recent club drug use.

Recent CAS. Participants were asked how many casual
male sexual partners they had in the last 6 months; and how
many times they engaged in anal sex with and without a
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condom with these partners. This was recoded into a dichot-
omous indicator of any recent CAS with a casual male partner.

U = U and potential impact on self-image. We asked
participants: ‘‘How does the Undetectable = Untransmittable
message make you feel about your own HIV status?’’ Re-
sponses were on a 5-point Likert-type scale, ranging from 1
(‘‘Much better’’) to 5 (‘‘Much worse’’).

U = U and potential impact on HIV stigma. We asked
participants: ‘‘How do you think the Undetectable =
Untransmittable message will impact HIV stigma? It will
get.’’ Responses were on a 5-point Likert-type scale,
ranging from 1 (‘‘Much better’’) to 5 (‘‘Much worse’’).

Provider conversations about viral suppression and HIV
transmission risk. Participants were asked, ‘‘Has one of
your medical providers ever discussed the risk of HIV
transmission during sex when you’re undetectable?’’ Re-
sponses were on a trichotomous scale, with options for
1 (‘‘Yes’’), 2 (‘‘No’’), or 3 (‘‘Not sure’’).

Sources for hearing about or seeing U = U. Finally, we
asked people to report whether they had ever heard of or seen
the U = U message across 17 different potential venues, with
all responses as dichotomous yes/no.

Statistical analyses

We used SPSS 25 for analyses. We began by calculating chi-
square tests of independence comparing sociodemographic
characteristics of the sample by self-reported biomedical status,
focusing on subgroups with lower than 80% and greater than
90% undetectable as meaningful indicators of clinically sig-
nificant differences. We then conducted three binary logistic
regressions examining how U = U messaging makes partici-
pants feel about their HIV status (comparing ‘‘much better’’ to
all lower responses), the potential for U = U messaging to im-
pact HIV stigma (comparing ‘‘much better’’ to all lower re-
sponses), and examining whether a provider had ever discussed
undetectable VL and HIV transmission risk—across all three
models, the same set of factors examined in bivariate analyses
were entered simultaneously to examine their independent
associations with these three outcomes. Within these three
models, we used likelihood ratio confidence intervals and es-
timated the marginal means (i.e., predicted probabilities) for
each factor in the model to facilitate interpretability; we used a
highly conservative alpha for significance testing ( p < 0.001)
due to the large sample size, and also report 95% confidence
intervals. Finally, we used descriptive statistics to characterize
the sources (nonexclusive) through which participants reported
having heard of U = U among the subset who indicated they had
previously heard of or seen the message.

Results

Overall, 38,200 individuals provided consent/assent and
completed the survey in its entirety. We removed 1703 re-
sponses that were duplicate responses of previous surveys.
An additional 6136 individuals did not provide valid regional
data, identify as male, report male-identified casual or main
partners, or provide answers for the U = U questions related to
HIV status and stigma. A total of 30,361 SMM-LHIV pro-

vided full data for questions focused on U = U and thus
comprised the analytic sample. For questions focused on
providers discussing U = U and sources of hearing about
U = U, the analytic sample is 17,147 due to having added
these questions later during administration of the survey.

Sociodemographic characteristics of the full sample are
presented in Table 1, broken down by biomedical status.
Participant age ranged from 13 to 99 years, with an average of
40.4 years (median = 38.0). We identified significant differ-
ences in biomedical status by all sociodemographic vari-
ables examined except gender identity. We found several
subgroups among whom fewer than 80% reported viral
suppression—those aged 13–24, those recruited from a sex-
ual networking website, and those whose responses were lower
on the two outcomes related to U = U. Conversely, there were
some subgroups among whom more than 90% reported viral
suppression, namely those who were privately insured and
those who were in a serodifferent relationship. More than four
in five participants reported that U = U made them feel at least
a little better about their HIV status, with more than half
(58.6%) responding it made them feel much better. Similarly,
more than three-quarters reported that U = U had the potential
to improve societal HIV stigma, with 40.6% responding it
would make it much better. Finally, two-thirds (66.7%) of
participants reported they had ever had a medical provider
discuss undetectable VL status and its impact on HIV trans-
mission (notably, this does not mean that the provider en-
dorsed the U = U message of zero risk of transmission).

Table 2 reports the regression results examining factors
associated with perceived impact of U = U on participants’
own HIV status, perceived impact on societal HIV stigma, as
well as whether their medical provider had ever discussed
with them the issue of transmission risk with an undetectable
VL. There were notable similarities across the two models
examining perceived personal and social impact. Participants
recruited later in time reported more positive views on the
potential personal and social impacts of U = U. Compared
with SMM who were undetectable, those who were detect-
able and unsure of their VL showed less positive views about
the impact of U = U. SMM who identified as Hispanic/Latino
showed significantly more positive views of both the personal
and social impacts of U = U. Participants expressed signif-
icantly more positive views if they were in a serodifferent
relationship compared with those who were single, and
participants with excellent adherence versus those with less
than excellent adherence or not prescribed ART at the time.
The two models also had some effects that differed—those
who engaged in recent CAS and those who identified as gay
compared with bisexual reported more positive views about
the personal impact of U = U, but not the social impact on
stigma, and older participants reported significantly less
positive views about the social impact on stigma, but not the
personal impact. Finally, participants dating multiple peo-
ple or with multiple partners reported significantly more
positive views of the social impact on stigma compared with
single participants.

On the right-hand side of Table 2, several similar findings
emerged in terms of factors associated with having discussed
the impact of viral suppression on transmission risk with a
provider. Participants recruited later in time and younger
participants had higher odds of having had a provider dis-
cussion. Participants who identified as Hispanic/Latino had
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Table 1. Demographic Characteristics and Comparisons by Status

Self-reported biomedical status comparisons

Full sample
(N = 30,361)

Undetectable
(n = 25,832)

Detectable
(n = 2995)

Unsure of viral
load (n = 1534)

n % n % n % n %

Overall 30,361 100.0 25,832 85.1 2995 9.9 1534 5.1
Age v2(6) = 591.99*

13–24 1826 6.0 1332 72.9 310 17.0 184 10.1
25–39 14,227 46.9 11,689 82.2 1627 11.4 911 6.4
40–59 12,762 42.0 11,343 88.9 993 7.8 426 3.3
60+ 1546 5.1 1468 95.0 65 4.2 13 0.8

Recruitment source v2(4) = 20.32*
Sexual networking website 376 1.2 292 77.7 52 13.8 32 8.5
Sexual networking app 29,420 96.9 25,071 85.2 2876 9.8 1473 5.0
Social media/other 565 1.9 469 83.0 67 11.9 29 5.1

Ethnicity v2(2) = 8.93
Hispanic/Latino 6949 22.9 5847 84.1 707 10.2 395 5.7
Non-Hispanic/Latino 23,412 77.1 19,985 85.4 2288 9.8 1139 4.9

Race v2(10) = 175.72*
Black 6780 22.3 5523 81.5 768 11.3 489 7.2
White 17,658 58.2 15,349 86.9 1621 9.2 688 3.9
Asian or Pacific Islander 652 2.1 547 83.9 72 11.0 33 5.1
Native American or Alaskan Native 456 1.5 382 83.8 55 12.1 19 4.2
Multiracial 3080 10.1 2580 83.8 319 10.4 181 5.9
Other 1735 5.7 1451 83.6 160 9.2 124 7.1

Gender v2(2) = 3.96
Cisgender male 30,128 99.2 25,642 85.1 2963 9.8 1523 5.1
Transgender male 233 0.8 190 81.5 32 13.7 11 4.7

Sexual orientation identity v2(6) = 35.139*
Gay 26,694 87.9 22,817 85.5 2582 9.7 1295 4.9
Queer 553 1.8 470 85.0 51 9.2 32 5.8
Bisexual 3014 9.9 2462 81.7 353 11.7 199 6.6
Straight 100 0.3 83 83.0 9 9.0 8 8.0

Region v2(10) = 38.22*
Northeast 5680 18.7 4887 86.0 533 9.4 260 4.6
Midwest 4443 14.6 3877 87.3 350 7.9 216 4.9
South 11,954 39.4 10,056 84.1 1275 10.7 623 5.2
West 8137 26.8 6890 84.7 822 10.1 425 5.2
US possession 137 0.5 113 82.5 15 10.9 9 6.6
Military overseas 10 0.03 9 90.0 0 0.0 1 10.0

Insurance v2(4) = 955.05*
Private insurance 14,721 48.5 13,361 90.8 929 6.3 431 2.9
Public insurance 11,294 37.2 9300 82.3 1326 11.7 668 5.9
Not insured 4346 14.3 3171 73.0 740 17.0 435 10.0

Relationship status v2(8) = 184.28*
Single 20,446 67.3 17,113 83.7 2197 10.7 1136 5.6
Partnered, seroconcordant 3476 11.4 2994 86.1 327 9.4 155 4.5
Partnered, serodifferent 4163 13.7 3811 91.5 241 5.8 111 2.7
Don’t know partner’s status 891 2.9 728 81.7 97 10.9 66 7.4
Dating multiple people/have multiple partners 1385 4.6 1186 85.6 133 9.6 66 4.8

U = U and feelings toward own HIV status v2(8) = 1446.95*
Much worse 190 0.6 93 48.9 66 34.7 31 16.3
A little worse 273 0.9 165 60.4 74 27.1 34 12.5
No different 5137 16.9 3753 73.1 878 17.1 506 9.9
A little better 6981 23.0 5685 81.4 881 12.6 415 5.9
Much better 17,780 58.6 16,136 90.8 1096 6.2 548 3.1

U = U and its potential impact on HIV stigma v2(8) = 457.24*
Much worse 454 1.5 302 66.5 104 22.9 48 10.6
A little worse 715 2.4 528 73.8 132 18.5 55 7.7

(continued)
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significantly lower odds of reporting a provider conversation
(58% vs. 53%), as did those who identified as white (54%)
and as Asian, Hawaiian Native, or Pacific Islander (49%)
relative to those who identified as black (59%). Participants
in a serodifferent relationship had higher odds of reporting a
provider discussion relative to single participants (61% vs.
56%), as did those who reported excellent adherence (63%)
relative to those with less than excellent adherence (58%) or
no ART prescription (45%).

Finally, Table 3 presents the data on sources of hearing
about or seeing U = U in ascending order from the most to least
common. Overall, 24.4% (n = 4183) reported having never
heard of or seen the U = U message and another 5.0% (n = 857)
reported being unsure whether or not they had. Among those
who had heard of or seen the slogan, the most common sources
were both HIV-related (54.5%) and lesbian, gay, bisexual,
transgender, and queer (LGBTQ) news media (49.6%) along
with profiles (50.8%) on dating or hookup apps. Conversations
with friends, with medical providers, and with sex partners
were each reported by approximately one-third of participants.

Discussion

In the present study, we analyzed data from a large sample
of adolescent and adult SMM-LHIV to examine how U = U
is perceived to impact both self-concept as a person living with
HIV and its potential impact on societal HIV stigma. Con-
sistent with anecdotal information, we found that most SMM-
LHIV endorsed that U = U made them feel better about their
own HIV status and believed it would lead to improvements in
societal levels of HIV stigma. Most notably, and consistent
with parallel research findings on the acceptability of the U = U
message and science of viral suppression, the factors most
strongly and consistently associated with stronger beliefs in
these personal and social benefits centered around engagement
in HIV care—namely, reporting an undetectable status, ex-
cellent adherence, and having had a provider discuss viral
suppression and HIV transmission with them. In addition,
black and Latino SMM-LHIV were more likely to believe HIV
stigma would get much better as a result of U = U messaging.
We found that two-thirds reporting ever having discussed VL
suppression and HIV transmission risk with a provider and
70% reported they had ever seen or heard the U = U slogan

previously, although the means of hearing about U = U was
driven largely by the HIV and LGBTQ media and sexual
networking, with approximately one-third reporting they had
heard of U = U from a provider. (Notably, however, this does
not imply that the provider endorsed zero risk of transmission;
only slightly more than one-third reported having learned
about U = U, specifically from a medical provider).

The two most consistent findings—echoing the literature on
acceptability of U = U—were that self-reported undetectable VL
and excellent ART adherence were associated with higher rat-
ings of the personal and social benefits of U = U and a greater
likelihood to have had discussed VL and HIV transmission risk
with a provider. Taken together, these findings highlight the
critical and likely reciprocal role that provider-based discussions
around U = U have with metrics of HIV care engagement and
success and the potential that U = U provides for wholistic ap-
proaches to care engagement that could enrich patients’ personal
and social lives by minimizing stigma. Thus, HIV researchers
and practitioners should consider not only the HIV prevention
benefits for HIV-negative SMM but also the significant personal
and social benefits of U = U for SMM living with HIV. For
example, learning about U = U from a provider may increase
patient trust and re-engagement in care; in addition, achieving
undetectable status may provide a new motivation, and the on-
going potential for U = U to reduce HIV stigma within the SMM
communities. These benefits may have meaningful impacts on
both psychological and physical well-being for SMM living
with HIV, all of which warrants empirical investigation.

We analyzed a large and diverse nationwide sample of SMM-
LHIV, although data were cross-sectional and self-reported and
we were unable to objectively measure factors such as VL status
or levels of ART adherence. We assessed the perceived impact
of U = U on personal and social factors, although this direct
questioning was hypothetical and future research should seek to
understand the actual impact of U = U beliefs and dissemination
on stigma and personal well-being. Finally, although several
precautions were taken to safeguard the online recollection and
validity of our data and we have a large sample, the online survey
was anonymous and drew heavily from app-based recruitment
and thus may not generalize to the broader population of SMM-
LHIV in the United States.

Data clearly point to the significant promise of viral sup-
pression for reducing HIV incidence,5,9,28,29 and thus, it is of

Table 1. (Continued)

Self-reported biomedical status comparisons

Full sample
(N = 30,361)

Undetectable
(n = 25,832)

Detectable
(n = 2995)

Unsure of viral
load (n = 1534)

n % n % n % n %

No different 5329 17.6 4235 79.5 677 12.7 417 7.8
A little better 11,524 38.0 9852 85.5 1136 9.9 536 4.7
Much better 12,339 40.6 10,915 88.5 946 7.7 478 3.9

Provider ever discussed undetectable
VL and HIV transmissiona

v2(2) = 250.06*

Yes 11,430 66.7 10,027 87.7 972 8.5 431 3.8
No/not sure 5717 33.3 4514 79.0 732 12.8 471 8.2

aN = 17,147.
*p < 0.001.
U = U, undetectable = untransmittable; VL, viral load.
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Table 2. Multivariable Analyses Predicting Social and Personal Feelings

About Undetectable = Untransmittable (U = U) and Whether a Provider

Has Discussed Undetectable = Untransmittable (U = U)

How does U = U make you
feel about your own HIV

status? (N = 30,361)

How do you think U = U
will impact HIV stigma?

(N = 30,361)

Has provider discussed
transmission risk when

undetectable? (N = 17,147)

Adj.
proba AOR

AOR
95% CI

Adj.
proba AOR

AOR
95% CI

Adj.
proba AOR

AOR
95% CI

Recruitment month (1 through 23) — 1.02* [1.02–1.02] — 1.01* [1.01–1.01] — 1.03* [1.02–1.04]
Age (per 10 years) — 1.01 [0.99–1.03] — 0.89* [0.87–0.91] — 0.82* [0.80–0.85]
Biomedical status

(ref. = undetectable)
0.61 — — 0.45 — — 0.66 — —

Detectable 0.41 0.44* [0.41–0.48] 0.36 0.69* [0.64–0.76] 0.55 0.65* [0.58–0.72]
Unsure of viral load 0.41 0.45* [0.40–0.50] 0.36 0.68* [0.60–0.76] 0.46 0.44* [0.38–0.50]

Recruitment source (ref. = social
media)

0.50 — — 0.39 — — 0.57 — —

Networking app 0.45 0.80 [0.67–0.96] 0.37 0.91 [0.77–1.08] 0.52 0.82 [0.64–1.04]
Networking website 0.48 0.89 [0.68–1.18] 0.40 1.05 [0.80–1.38] 0.59 1.10 [0.60–2.08]

Ethnicity (ref. = not
Hispanic/Latino)

0.45 — — 0.36 — — 0.58 — —

Hispanic/Latino 0.50 1.24* [1.16–1.33] 0.42 1.28* [1.20–1.37] 0.53 0.83* [0.76–0.91]

Race/ethnicity (ref. = black) 0.49 — — 0.42 — — 0.59 — —
White 0.48 0.96 [0.90–1.03] 0.36 0.79* [0.75–0.85] 0.54 0.80* [0.74–0.88]
Asian or Hawaiian Native or

Pacific Islander
0.48 0.96 [0.81–1.14] 0.41 0.98 [0.83–1.16] 0.49 0.66* [0.53–0.83]

Native American or Alaskan
Native

0.46 0.88 [0.72–1.07] 0.36 0.79 [0.65–0.96] 0.62 1.10 [0.83–1.46]

Multiracial 0.48 0.96 [0.87–1.06] 0.40 0.94 [0.86–1.03] 0.56 0.85 [0.75–0.97]
Other 0.46 0.89 [0.79–1.02] 0.38 0.87 [0.77–0.98] 0.54 0.80 [0.67–0.95]

Gender (ref. = cisgender male) 0.45 — — 0.38 — — 0.53 — —
Transgender male 0.50 1.18 [0.89–1.57] 0.39 1.03 [0.79–1.36] 0.58 1.26 [0.92–1.74]

Sexual orientation identity
(ref. = gay)

0.48 — — 0.39 — — 0.59 — —

Queer 0.51 1.15 [0.96–1.38] 0.37 0.91 [0.76–1.09] 0.62 1.11 [0.86–1.43]
Bisexual 0.44 0.86* [0.80–0.93] 0.38 0.94 [0.87–1.02] 0.59 0.98 [0.88–1.09]
Straight 0.47 0.98 [0.65–1.49] 0.41 1.06 [0.70–1.58] 0.43 0.51 [0.29–0.91]

Region by zip code
(ref. = Northeast)

0.48 — — 0.37 — — 0.54 — —

Midwest 0.47 0.97 [0.90–1.06] 0.36 0.97 [0.89–1.05] 0.58 1.14 [1.02–1.28]
South 0.49 1.05 [0.98–1.12] 0.38 1.05 [0.98–1.12] 0.56 1.08 [0.99–1.18]
West 0.48 1.00 [0.93–1.08] 0.38 1.04 [0.97–1.12] 0.54 0.98 [0.89–1.08]
US territory 0.58 1.51 [1.03–2.24] 0.50 1.68 [1.18–2.39] 0.53 0.93 [0.55–1.61]
Military overseas 0.35 0.58 [0.16–2.21] 0.33 0.82 [0.21–2.93] 0.59 1.20 [0.27–8.26]

Relationship status (ref. = single) 0.44 — — 0.35 — — 0.56 — —
Partnered, seroconcordant 0.46 1.07 [0.99–1.15] 0.37 1.09 [1.01–1.17] 0.53 0.90 [0.81–1.01]
Partnered, serodifferent 0.51 1.30* [1.21–1.39] 0.39 1.15* [1.08–1.24] 0.61 1.24* [1.12–1.38]
Don’t know partner’s status 0.48 1.17 [1.01–1.34] 0.40 1.22 [1.06–1.40] 0.50 0.79 [0.65–0.96]
Dating multiple people/multiple

partners
0.49 1.19 [1.06–1.35] 0.42 1.35* [1.21–1.51] 0.58 1.07 [0.94–1.21]

Recent club drug use (ref. = no) 0.48 — — 0.38 — — 0.56 — —
Yes 0.47 0.98 [0.93–1.03] 0.39 1.05 [0.99–1.10] 0.55 0.97 [0.90–1.04]

Recent CAS (ref. = no) 0.45 — — 0.37 — — 0.55 — —
Yes 0.50 1.21* [1.09–1.33] 0.41 1.17 [1.06–1.29] 0.56 1.04 [0.90–1.19]

ART medication adherence
(ref. = excellent)

0.60 — — 0.47 — — 0.63 — —

Less than excellent 0.46 0.58* [0.55–0.61] 0.37 0.66* [0.63–0.69] 0.58 0.81* [0.75–0.87]
Not prescribed ART 0.37 0.39* [0.34–0.44] 0.33 0.58* [0.51–0.65] 0.45 0.48* [0.40–0.57]

aThe adjusted predicted probabilities displayed are estimated marginal means based on the model and can be interpreted as the percentage
of that group who endorsed the ‘‘much better’’ response to the question adjusted for all other factors in the model (e.g., 0.61 = 61%).

*p < 0.001.
95% CI, 95% profile likelihood confidence interval for the AOR; AOR, adjusted odds ratio; ART, antiretroviral therapy; CAS,

condomless anal sex.
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little surprise that significant enthusiasm within the scientific
and public health literature has focused on the notion of TasP
and led to a renewed focus on increasing rates of viral sup-
pression. Added to the significant public health benefits of
viral suppression for both people living with HIV and their
partners, data from the present study show that there are
also significant personal and social benefits of viral sup-
pression and the U = U movement that are of importance to
SMM-LHIV. The science of viral suppression and the U = U
message provide these multi-pronged benefits, and providers
should consider the potential of each—personal health, sex-
ual safety and intimacy, increased self-image, and reduced
social stigma—as opportunities to engage diverse patients in
care, improve adherence, and maintain viral suppression.
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