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Abstract: The principle of Undetectable = Untransmittable (U=U) posits that people living with the 

human immunodeficiency virus (HIV) who are able to achieve and maintain a viral load of <200 

copies/mL by regularly taking antiretroviral drugs (ARVs) are considered virally suppressed and 

cannot transmit the HIV virus to other individuals through sex. This groundbreaking message has 

emerged as a key HIV prevention strategy for eliminating transmission risks and enhancing the 

quality of life of people living with HIV. This narrative review explores the clinical foundation of 

U=U, the level of awareness and acceptance of the message globally, and the psychosocial impact 

on people living with HIV. It has been discovered that this message minimizes stigma, improves 

mental health, promote treatment adherence and good disclosure behaviors among people living 

with HIV. Evidence has shown that despite the U=U revolution for HIV prevention, there are 

significant differences in awareness and acceptance of the message among different population 

groups. The challenges noted were poor communication by healthcare providers, limitations in the 

health system, and stigma issues. Nevertheless, the inclusion of U=U in mainstream HIV services 

has proven to increase awareness and enhance its adoption. The urgent need in the present review 

is to advocate for strategies to increase the equitable distribution of U=U to harness its full potential 

in public health. 

Keywords: Undetectable=Untransmittable, U=U, Viral Suppression, People Living with HIV, 

PLHIV, Antiretroviral Therapy, Treatment Adherence, Stigma 

 

1. Introduction 

1.1. Background on HIV Transmission and Treatment 

Globally, more than 40 million people are living with the Human Immunodeficiency 

Virus (HIV), with low-and middle-income countries (LMICs) having the highest burden 
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of infection [1]. Table 1 presents the estimated number of people living with HIV (PLHIV) 

globally from 2010 to 2024. HIV is transmitted primarily through unprotected sex, 

transfusion of infected blood, sharing of contaminated needles or sharp objects, and from 

mother to child during pregnancy, childbirth or breastfeeding [2]. The virus specifically 

attacks the immune system, targeting CD4+ T cells (the number of CD4 cells in the blood 

that help the body fight infections) and gradually weakens the ability of the body to fight 

diseases and infections [3]. If not treated, HIV can advance to Acquired Immunodeficiency 

Syndrome (AIDS). AIDS is the most severe stage of HIV infection, characterized by 

significant immune compromise and life-threatening, opportunistic infections. 

Table 1. Estimated Number of People Living with HIV, all ages, 2010 to 2024 (HIV statistics, 

globally and by WHO region, 2025) [1] 

 
Recent advancements in HIV treatment have made the infection treatable and 

manageable. What was once considered a terminal illness is now a manageable chronic 

condition [4]. HIV management involves the use of antiretrovirals (ARVs), which involve 

the combination of three or more drugs daily to suppress the virus, thereby preventing it 

from replicating, and halting the progression to AIDS. Table 2 shows the preferred first-

line antiretroviral therapy (ART) regimen, following the Nigerian National HIV 

Treatment Guidelines [5]. 

Table 2. ART Regimen for Adults, Adolescents and Pediatric HIV treatment 

First-line ART Preferred First-line Alternative First-Line 

Adults & Adolescents TDF + 3TC (or FTC) + DTG  ABC + 3TC + DTG 

Neonates <3kg (<1 month) AZT + 3TC + DTG* AZT + 3TC + LPV/r** 

Infants & Children <20kg (<6 Years) ABC + 3TC + DTG ABC + 3TC + LPV/r 

Children 20-30kg (6-10 Years)*** ABC + 3TC + DTG ABC + 3TC + LPV/r 

ABBREVIATION OF TERMS: ABC – Abacavir, 3TC – Lamivudine, DTG – Dolutegravir, FTC – 

Emtricitabine, AZT – Zidovudine, LPV/r - Lopinavir/ritonavir 

Note: *DTG 5mg and 10mg (scored/dispersible) formulations are available for use in children from 4weeks of 

age and weighing at least 3kg to children <20 kg.  

**LPV/r pellets or granules is used if starting <1 month of age  
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*** For children between 3k to <20kg, dosage is according to body/weight. Children between 20-30kg are 

administered adult regimen of ABC+3TC+DTG. 

The main objective of ART is to reduce the viral load in the body to a level where it 

can no longer be detected in the blood system, typically defined as ≤200 copies/mL. This 

state of viral suppression, in which the virus can no longer be detected, is referred to as 

"Undetectable." When the virus is no longer detectable, it cannot be sexually transmitted 

from one person to another. This is referred to as “untransmittable.” This forms the 

concept of "Undetectable=Untransmittable" (U=U), which posits that PLHIV who 

consistently maintain a viral load of <200 copies/mL, known as viral suppression, cannot 

transmit the virus to others [6]. It is on this scientific basis that U=U is supported. 

1.2. Rationale and Objectives of the Study 

U=U has become a global strategy for HIV prevention. The distribution of the U=U 

message with fairness is yet to be achieved worldwide; hence, its awareness and 

acceptance is still minimal. In various countries, most PLHIV lack adequate monitoring 

of their viral load, and their healthcare providers do not give them sufficient explanation 

about what U=U entails during routine clinic visits [7]. A study conducted by Onaya et al. 

(2023) in South African clinics found that the majority of PLHIV stated that their health 

was better when they took ART medication; however, they were not aware of U=U [8]. 

Additionally, acceptance of U=U has not been easily attained owing to the irregular 

communication of the message by health practitioners. In a survey conducted by 

Calabrese et al. (2025) in the United States, it was found that approximately half of the 

PLHIV with no prior knowledge of U=U had never been educated by a medical 

professional on the concept [9]. This review was conducted based on these gaps. We 

aimed to assess the level of awareness and acceptance, effectiveness of U=U messaging, 

and its impact on PLHIV to desire to attain viral suppression, decrease HIV transmission, 

and engage in care. 

The objectives of the study are to examine the clinical and biomedical findings 

addressing viral suppression as the outcome of ART adherence, examine U=U as an HIV 

prevention approach, assess levels of awareness, understanding, and acceptance of U=U 

by PLHIV in different settings worldwide, examine the effectiveness of the 

communication strategies that enhance U=U dissemination, and assess its psychosocial 

impact. 

2. Methodology 

This study adopted a narrative review to discuss the concept of U=U, awareness and 

acceptance levels, impact of awareness on HIV transmission and prevention, adherence 

to treatment, and psychosocial outcomes among PLHIV. 

2.1. Search Strategy 

Data searches were performed in databases such as PubMed/Medline, Scopus, and 

Google Scholar. The included studies were published between January 2015 and 

November 2025 to ensure contemporary relevance.  There was also a review of grey 

literature and reports by international health organizations like World Health 

Organization (WHO), Joint United Nations Programme on HIV/AIDS (UNAIDS) and 

Centers for Disease Control and Prevention (CDC) to include perspectives beyond those 

found in peer-reviewed studies. Search terms included “people living with HIV, PLHIV, 

viral suppression, Undetectable = Untransmittable, U=U, U=U awareness, U=U acceptance, 

HIV stigma, antiretroviral therapy, ART.” 

The Boolean operators were as follows: 

• ("viral suppression" OR “suppressed viral load”) AND 

("Undetectable=Untransmittable" OR “U=U”)  
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• (“people living with HIV" OR PLHIV”) AND (“antiretroviral therapy" OR 

“ART”) 

•  ("U=U awareness" OR "U=U acceptance") AND ("stigma" OR 

"psychosocial effects") 

A manual search was also performed to identify additional relevant literature. A total 

of 2,818 records were retrieved. After removing duplicates and applying screening and 

eligibility criteria for the abstracts and full texts, 60 studies were included in the final 

synthesis. 

2.2. Inclusion Criteria 

We included sources that met the following criteria: peer-reviewed research articles 

and grey literature focusing on PLHIV, U=U, HIV transmission and prevention, 

adherence to ART, and stigma, published between January 2015 and November 2025, with 

articles published in English only. 

2.3. Exclusion Criteria 

Sources were excluded if they did not focus on PLHIV, U=U, and HIV prevention or 

related intervention; were conference abstracts; were articles without full-text access; or 

were papers not published in English.  

2.4. Data Extraction and Synthesis 

A thematic synthesis method was employed. Sources were evaluated for their 

relevance to the following areas: biomedical evidence supporting U=U as an HIV 

prevention strategy, levels of awareness and acceptance of U=U, global distribution of 

U=U, psychosocial and behavioral impact of U=U messaging, communication strategies, 

role of healthcare providers in U=U messaging, and enablers and barriers to U=U 

implementation. The findings were narratively synthesized to emphasize patterns, gaps, 

and implications for research, practice, and policy. 

Although the search strategy was structured, it was not exhaustive and may have 

missed some relevant studies, especially those published in non-English languages and 

regional databases. Owing to the heterogeneity of the included studies, they expanded 

the scope of the analysis; however, this might also have contributed to the variability in 

the methodological rigor of the reviewed studies. In addition, because the synthesis was 

thematic rather than statistical, it limited the ability to demonstrate causality. Instead, the 

focus was on mapping existing knowledge, identifying patterns, highlighting gaps in the 

evidence, and offering directions for future research. 

3. Evidence, Awareness and Psychosocial Impact of U=U 

3.1. Emergence, Significance and Clinical Evidence Underpinning U=U 

U=U was created based on a Swiss Statement made in 2008 and was initiated as an 

international campaign by the Prevention Access Campaign (PAC) in 2016. It has become 

one of the strategies adopted to curb HIV transmission from one individual to another. 

This has become a crucial public health strategy for preventing HIV transmission and 

subsequently ending the AIDS epidemic [10]. This is illustrated in Figure 1. 
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Figure 1. Undetectable=Untransmittable [11] 

The scientific basis on which U=U is built opined that PLHIV who consistently adhere 

to ART reach a viral load level at which the virus can no longer be detected in the blood. 

As such, they do not pose any risk of HIV transmission to their sexual partners [12]. Many 

studies have confirmed this. Chen et al. (2023) revealed that there is significant reduction 

in HIV transmission rates among heterosexual serodiscordant couples who commenced 

ART early [13]. There was also a report showing zero-linked transmissions when both 

heterosexual and men who have sex with men (MSM) serodiscordant couples engaged in 

condomless sex, as long as the HIV-positive partner was virally suppressed for at least six 

months [14]. These new findings provide robust clinical support for the role of U=U in the 

prevention of HIV.  

3.2. Awareness and Understanding of U=U among Urban and Rural Residents 

It has been revealed that individuals in urban areas are more aware of U=U than 

those in rural areas. This was linked to better access to health information and technology. 

An example of this is found in a study conducted by Ibrahim et al. (2024), who found that 

PLHIV in urban cities are likely to be familiar with U=U and its significance due to the 

high presence of digital outreach and social media campaigns [15]. Yet, even though there 

is better awareness, the gaps in the urban population persist, especially in population 

groups with an established background of marginalization and mistrust in the medical 

systems [16].  

Conversely, health information is not commonly exposed to many people in rural 

communities, which has led to decreased awareness and acceptance [17]. This is due to 

the lack of educational opportunities, continued HIV stigmatization, myths about sexual 

health, and the lack of proper training of healthcare workers. Places with low literacy 

levels encounter challenges in disseminating the message. These have been complicated 

by cultural and religious ideas of moral judgment about HIV, especially among the most 

vulnerable populations, such as MSM and female sex workers (FSW) [18]. Even when 

individuals in rural communities are exposed to U=U, misunderstandings are possible. 

Some people think that being undetectable means being cured and feel that ART is no 

longer required, thereby discontinuing treatment [19]. This highlights the need for 

interventions that are suitable for the particular contexts, are available in the local 

languages, and consider the cultural environment in which the people live.  

3.3. Regional Contexts Analysis of U=U Awareness 

Sub-Saharan Africa 

The impacts of U=U messaging are extensive, though unequally distributed in sub-

Saharan Africa (SSA), which records the highest rates of HIV cases worldwide. The 
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overwhelming reason why U=U is unknown or lacks credibility among PLHIV is that the 

information display seemed to go against the prior prevention information they received. 

In South Africa, Agaku et al. (2022) discovered that the majority of HIV patients were 

poorly informed about U=U; nevertheless, upon counselling about the topic, they had a 

better understanding of it, developed a greater desire to adhere to treatment, and recorded 

better mental health than those who were not informed [20]. These are the same 

conclusions, made in Uganda and Kenya, where more confidence was observed in the 

relationships between partners who possessed knowledge of U=U [21]. However, the 

constraints facing health systems, including inadequate infrastructure, insufficient 

provider communication, suboptimal viral load monitoring, and biased practices by 

healthcare providers, continue to put many of them at risk of living in fear of having 

unsuppressed viral loads [22].  

Latin America 

Recent developments in Latin American countries have shown positive attitudes 

towards U=U among sexual and gender minorities, which has also given rise to increased 

self-esteem and better intimate relationships. In Brazil and Mexico, the level of awareness 

was very high (96%), whereas in Peru, it was low (64%) (Konda et al., 2024) [23]. The cause 

of this low level of awareness in Peru was lower levels of education and non-use of ART 

among PLHIV in Peru. The current research also found that those who were better 

informed about U=U experienced lower levels of internalized stigma, and more 

individuals talked about their HIV status with their partners. Despite these improvements, 

the stigma and conservative nature of cultural values and structures remain barriers to 

the widespread adoption of this message [24]. 

North America 

In the United States, a recent study by Tadese et al. (2025) revealed significant gaps 

in the distribution and understanding of U=U among PLHIV [25]. Of the 781 participants 

in the study, over 54.5% reported a lack of knowledge of U=U.  Moreover, 27.9 % of the 

participants stated that they had never been told that they were undetectable by their 

healthcare providers, and another 26.5% stated that their healthcare providers had never 

even described to them what it meant by undetectable. Within the context of some low-

income communities, there are many people who are still uninformed about U=U or are 

skeptical about the message owing to systemic racism, medical mistrust, and unfair access 

to healthcare [26]. Nevertheless, penetration with U=U increased among urban LGBTQ + 

PLHIV communities, resulting in increased involvement with healthcare and an increase 

in their psychosocial well-being [27]. They reported fewer depressive symptoms and 

higher sexual self-esteem. In contrast, a recent Canadian study revealed a higher level of 

awareness and acceptance of U=U among participants. Of the 1,083 participants, 72% 

admitted having heard about U=U, the acceptance rate among participants was 67%, and 

discussion with a healthcare provider was 51% [28]. These findings reveal that gaps in 

U=U acceptance and acceptance still exist. 

Asia-Pacific 

A qualitative study conducted in five regions in Thailand discovered that there is 

already U=U awareness, but that cultural taboos about sex and HIV have hindered the 

implementation of U=U messages, especially among MSM [29]. In addition, the absence 

of a national public health message and the ongoing stigma attached to HIV still worsens 

the spread of the message. Most of the PLHIV continue to hide their status, and they live 

in fear of non-disclosure despite having been suppressed [30]. 

3.4. Psychosocial Impacts of U=U Messaging among PLHIV 
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The psychosocial advantages of U=U cannot be overestimated. Once PLHIV 

comprehend and believe in the U=U message, they experience advantages that improve 

their quality of life. The following are some of the psychosocial advantages that PLHIV 

experience, which result in improvement in their health outcomes. 

Reduced Internalized Stigma 

Internalized stigma is a situation in which persons form negative attitudes towards 

themselves due to their HIV status, and it usually manifests as shame, self-blame, and 

worthlessness. This kind of stigma, has in the past, obstructed the quality of life in general, 

and treatment adherence and disclosure of HIV status in most of the PLHIV [31]. For 

example, one of the respondents in a study by Sineke et al. (2023) in South Africa shared 

a similar internalized HIV stigma experience, stating that she was afraid to date because 

she was convinced that nobody would want to be with her due to her status [32]. This 

underscores the stigma that most PLHIV experience. Nevertheless, where the acceptance 

of U=U is high, particularly among well-informed PLHIV, it has been established to 

diminish internalized stigma, enhance self-esteem, and enhance social interactions [33]. 

U=U messaging directly challenges the stigma that presents PLHIV as potentially 

dangerous and allows them to view themselves beyond their diagnosis [34]. 

Enhanced Mental Health and Self-Esteem 

Many other studies have revealed that U=U awareness is associated with improved 

mental health and emotional strength. When PLHIV put off the psychological load that 

they no longer pose a risk to their partners, they experience satisfaction and a better 

quality of life [28]. In addition, there was an increase in self-esteem among PLHIV who 

learned and believed in the U=U message and had a positive mindset towards their sexual 

identity. This change in self-image allows them to regain control over their lives. 

Improved Treatment Adherence and Viral Suppression 

The awareness that being virally suppressed eliminates the risk of spreading HIV has 

been proven to boost adherence to ART [35]. It offers a rationale for patients to remain 

involved in treatment, not only on behalf of their own health but also on behalf of their 

partners, which strengthens the purpose of treatment with a sense of social responsibility. 

Thomford et al. (2020) conducted a study in SSA which showed that possessing viral load 

knowledge and having sufficient counseling on U=U resulted in greater adherence to ART, 

reduced the number of treatment omissions and missed clinic visits, and suppressed viral 

loads [36].  

Promote HIV Status Disclosure and Improve Relationship Dynamics 

Despite the fact that the disclosure of HIV status is a very personal and risky act, 

which is often associated with fears of rejection or even violence, the U=U message 

provides PLHIV with the courage to be transparent about their HIV status with their 

partners [37]. The U=U message can make discussions about HIV status and prevention 

methods safer and more confident. Such openness enhances relationship bonds and can 

minimize anxiety towards the spread of HIV. Moreover, the information that U=U puts 

an end to the threat of HIV transmission, encourages sexual intimacy without fear and 

guilt, and helps serodiscordant couples enjoy better relationships [38, 39]. 

3.5. Role of Healthcare Providers in U=U Awareness 

Medical practitioners are considered to be sources of health information. It has been 

found that in cases where patients are provided with adequate U=U information by their 

healthcare providers, they demonstrate a greater degree of trust, enhanced medication 

adherence, and better mental health outcomes [40]. Nevertheless, several studies have 
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indicated that not all PLHIV have been informed about U=U by their medical service 

providers. A survey of sexual minority U.S. men with HIV showed that only 33% had 

heard the U=U message delivered by a healthcare professional [41]. This is because health 

workers are uncomfortable having provider-patient conversations on sexual health. In 

addition, certain providers fear that they would be promoting what they consider risky 

behavior, which is a manifestation of the persistence of stigmatization in the healthcare 

system. 

4. Effective Strategies for Dissemination of U=U Message 

The adoption of effective strategies for disseminating the U=U message is beneficial 

for creating awareness, enhancing adherence to ART, preventing HIV transmission, 

stopping stigma, and yielding better health outcomes in PLHIV [42]. Although there is a 

high level of scholarly support for the U=U message, its delivery in healthcare is uneven, 

especially in low-resource communities. Medical evidence also lacks a coincidence with 

the overall public awareness, which may occur due to the absence of systematic 

communication by reliable sources, particularly healthcare providers. Therefore, it is 

necessary to leverage tactics that are efficient in spreading the message.  

The strategies below have been established to assist in the effective distribution of 

the U=U message. 

Peer-Based and Community-Led Communication Strategies 

Community-based education and peer counselling have been identified as extremely 

effective methods for disseminating the U=U message. A successful approach to 

communicating this message is to include PLHIV who have achieved viral suppression as 

peer educators in both clinical and community settings [43]. Peer counselors become more 

credible and reliable when they share their personal stories of the steps they took to 

achieve viral suppression. This is a very effective strategy, especially in places with limited 

resources, high stigma, and poor communication with healthcare providers. PAC has 

been using social networks and community forums to promote U=U through community-

based organizations (CBOs). Such programs have not only raised awareness but also 

reformed the general discourse of HIV in the community, thus reducing stigmatization 

and enhancing positive identity. 

Digital and Media-Based Dissemination 

They have successfully used mobile health (mHealth) platforms, social media 

programs, and multimedia narrative to promote U=U messages successfully [19]. 

Exposure to U=U messages on social media was highly linked to a clearer understanding 

of the concept and decreased structural stigma. However, to gain traction and reach its 

objectives, especially in low-resource settings, digital distribution should be available and 

provided in several languages and forms.  

Barriers to U=U Awareness 

Numerous obstacles have prevented the dissemination and proper communication 

of U=U: poor knowledge of viral load and lack of good disclosure practices despite 

achieving viral suppression. This highlights the inconsistency of provider communication 

strategies and the fact that they are not effectively used to disseminate the U=U message. 

The lack of standardized communication protocols in healthcare systems is another 

serious problem. Poor knowledge of U=U, misunderstandings regarding the meaning of 

undetectable, and anxiety regarding transmission via other sources (e.g., through 

breastfeeding or injection drug use) are prevalent issues among PLHIV. To overcome 

these obstacles, unambiguous, extensive, and culturally appropriate communication by 

healthcare professionals and colleagues is essential [44]. The development of culturally 
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relevant messaging tools, training of healthcare professionals on how to integrate U=U 

into routine HIV care, and peer-led activities can dramatically increase awareness and 

acceptance of U=U.  

The barriers that have hindered global U=U adoption are examined herein. These 

barriers are individual, provider, social, cultural, structural and policy-related. These 

challenges constrain access and make it less credible [45]. 

Individual-Level Barriers: Internalized Stigma and previous trauma hinder 

acceptance of U=U. PLHIV who face feelings of guilt, shame, and fear as a consequence of 

discrimination and marginalization over a long period have difficulty embracing the 

message. Such mental burdens can inhibit the liberation and assurance that U=U provides 

to PLHIV. Moreover, in the case of PLHIV with mental health trauma, such as depression 

or post-traumatic stress disorder (PTSD), discussing topics regarding viral suppression 

and disclosure may be emotionally challenging and, in some instances, especially if the 

patient has been previously rejected or subjected to intimate partner violence (IPV) 

because of their status [46]. 

Provider-Level Barriers: Healthcare providers play a crucial role in communicating 

U=U to patients. Nonetheless, most providers complain that they feel uneasy, are not fully 

trained, or are doubtful of the message. Other providers do not even speak about U=U 

because they fear encouraging reckless behavior [39]. In addition, due to the lack of 

standard forms of training in all healthcare systems, there is a disparity in the degree of 

message consistency [47]. This erodes confidence in institutionalized healthcare. 

Sociocultural Barriers: HIV stigma, related to race, sexuality, and class, continues to 

pose a significant barrier to U=U adoption. In areas where discussions about sexuality are 

taboo or where PLHIV face heavy criminalization, the U=U message is not readily 

accepted. However, when U=U is believed and accepted, anticipated stigma is reduced 

[48]. Misinformation further complicates acceptance. Studies in some Asia-Pacific regions 

have revealed that many people still believe that undetectable individuals can transmit 

HIV through sex, childbirth, or casual contact, despite evidence to the contrary [49]. These 

misconceptions are reinforced by cultural beliefs and community folklore. 

Structural Barriers: In many LMICs, the limited availability of routine viral load 

testing impedes confirmation of an undetectable status, which is crucial for confidence in 

U=U. In most contexts, the lack of laboratory infrastructure to carry out viral load testing 

is a huge barrier. In some regions, viral load samples must be transported to other states 

or regional offices for analysis, and this is further compounded by bottlenecks, such as 

high transportation cost, long waiting times for result turnaround, and missing results, 

making it challenging for PLHIV to track their viral loads [50]. This inconsistency 

significantly limits effective counseling and follow-up on U=U. Similarly, Dadi et al. (2024) 

further highlighted that fragmented healthcare delivery prevents PLHIV from 

maintaining uninterrupted ART, thereby destabilizing viral suppression and trust in the 

U=U message [51].  

Legal and Policy-Level Barriers: In certain regions, laws penalize the transmission of 

HIV or the failure to disclose one's status, even for those with undetectable viral loads. 

These legal systems do not align with the scientific basis of U=U and increase the fear of 

PLHIV. A UNAIDS (2024) report indicates that more than 150 countries still maintain HIV 

criminalization laws, which hinder status disclosure and the adoption of U=U education 

[52]. 

The barriers to implementing U=U messaging are complex and interrelated. While 

scientific consensus supports U=U's ability to prevent HIV transmission through sex, its 

psychological and behavioral effects remain inconsistent unless these individual, 

sociocultural, structural, and legal barriers are comprehensively addressed. Table 3 

summarizes the barriers to U=U implementation. 
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Table 3. Summary of Barriers to U=U Messaging Implementation (Adapted by the Authors) 

S/N BARRIERS DESCRIPTION EXAMPLES 

1 
Individual-Level 

Barriers 

Internalized Stigma and 

Mental Health 

Feelings of guilt, shame, fear stemming from long-term 

discrimination and marginalization, depression, post-traumatic 

stress disorder (PTSD) 

2 
Provider-Level 

Barriers 

Inconsistent Messaging and 

inadequate Training 

Lack of training, skepticism about the message, outdated beliefs 

about transmission risks, fear of promoting “reckless behavior 

3 
Sociocultural 

Barriers 

General stigma and 

Misinformation 
Cultural beliefs, misinformation, taboo discussing sexuality 

4 
Structural Barriers 

 

Health System Gaps and 

Resource Constraints 

Limited availability of routine viral load testing, inconsistent viral 

load monitoring and shortages in the healthcare workforce 

5 
Legal and Policy-

Level Barriers 
HIV penalization laws Penalization and criminalization laws 

 

5. Facilitators and Best Practices for U=U Messaging 

To fully realize the transformative potential of U=U messaging for PLHIV, it is crucial 

to identify and expand upon the factors that promote its effective implementation. The 

key factors that support the broad adoption of U=U and help dismantle ongoing stigma 

and barriers include integration with routine HIV services, community-led advocacy and 

peer involvement, provider education and engagement, digital health and social media 

campaigns, and policy frameworks.  

Integration with Routine HIV Services 

Integrating U=U messaging into routine HIV care increases awareness and adoption 

of the concept. This can be done at any point in the HIV care cascade, such as during 

counseling and testing, at the time of initiating new clients on ART, during viral load 

testing and result collection, during consultation with clinicians, and at the point of drug 

pick-up at the dispensary.  These have proven to be good points for the effective 

dissemination of U=U [53]. Embedding U=U into clinical interactions enhances patients' 

trust in their treatment and promotes open dialogue about sexual behavior, disclosure, 

and emotional health. Routine integration also cultivates a culture of empowerment, 

making PLHIV redefine themselves as healthy individuals capable of leading full and 

meaningful lives rather than ostracized as disease carriers.  

Community-Led Advocacy and Peer Involvement 

Community-based organizations (CBOs) and networks of PLHIV are crucial for 

promoting U=U through peer education, storytelling, and creating safe spaces for 

disclosure. Peer-led initiatives, where PLHIV act as mentors, help translate biomedical 

information into lived experiences, which resonate more deeply than clinical narratives 

alone [54]. The PAC, which popularized the U=U slogan worldwide, notably 

demonstrated that grassroots movements, where community members lead the initiative, 

can significantly increase public awareness and acceptance of the message. 

Provider Education and Engagement 

Evidence-based and consistent message delivery by healthcare providers is essential 

for spreading the U=U. When clinicians effectively communicate the science of viral 

suppression, patients experience better mental health, reduced internalized stigma, and 

improved adherence to ART [55]. The use of training modules, continuing medical 

education (CME), and standardized U=U counseling guidelines has bolstered provider 
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confidence and consistency in discussing U=U, especially in high-volume clinical 

environments. 

Digital Health and Social Media Campaigns 

Digital platforms provide a scalable and cost-efficient means to spread of U=U. 

Targeted social media approaches, especially those involving influencers, and video 

storytelling, have been successful in making discussions about HIV a normal thing, 

increase adherence to treatment, and improve sexual health in environments where 

stigma is prevalent [56, 57]. 

Supportive Policy Frameworks 

With governments and international health authorities integrating U=U into their 

state policies, the framework will allow its implementation. For example, U=U is a 

principle of HIV prevention endorsed by both the WHO and UNAIDS [58]. 

In conclusion, U=U messaging is only effective when a collaborative effort is made 

by healthcare providers, PLHIV communities, policymakers, and media platforms. U=U 

can eliminate HIV transmission and change the experiences of PLHIV, thus fostering 

equity, dignity, and quality of life [59]. Figure 2 gives a picture of the facilitators and best 

practices of U=U messaging. 

 

Figure 2. Facilitators and Best Practices for U=U Messaging (Adapted by the Authors) 

6. Conclusion 

The U=U message has become one of the most revolutionary public health messages 

in the effort to eliminate the global AIDS epidemic. Its key message highlights an 

important scientific fact: PLHIV with a viral load <200 copies/mL do not pose any risk of 

transmitting the virus to others through sex. This has great implications for public health, 

not only to prevent HIV but also to reduce stigma, enhance mental health, and promote 

the dignity of PLHIV. This review examined the impact of U=U messaging in multiple 

aspects, such as level of awareness, acceptance, psychosocial impacts, geographical 

variations on awareness, the role played by healthcare providers in delivering the 
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message, and the urgency to integrate effective communication strategies. The evidence 

reveals that widespread knowledge and acceptance of U=U results in low stigma, 

improved treatment adherence, and increased quality of life among PLHIV.  

As countries are still striving to meet the 95-95-95 UNAIDS targets towards the global 

eradication of AIDS by 2030 (95% of the total number of people living with HIV 

worldwide have known their HIV status; 95% of those who know they are living with 

HIV take ART and remain in care; and 95% of people who take ART have suppressed viral 

load), U=U has become a primary component of prevention strategy as well as hope for 

PLHIV leading a high quality of life [60]. 

7. Future Directions and Policy Recommendations 

The U=U message has transformed the paradigms of HIV prevention and care. Policy 

efforts should be bold and synchronized to achieve their full potential, with an emphasis 

on integration, education, equity, and sustainability worldwide. As part of future 

directions, we recommend policy interventions that institutionalize U=U into healthcare 

systems and mainstream society by integrating U=U into National HIV Programs. This 

should include revising national guidelines to be in accordance with the scientific validity 

that U=U offers. This type of integration promotes cohesion in programming and 

standardizes discussions across all healthcare systems. Additionally, healthcare providers 

should be trained to deliver U=U as part of routine HIV treatment. Quality assurance and 

performance metrics of healthcare providers should be incorporated into health systems 

to ensure standardized protocols for U=U education. In addition, the efforts of 

governments, civil society, influencers, and media outlets should be empowered to 

develop culturally applicable messaging on television, radio, and online platforms. 

Furthermore, viral load monitoring and access to ART should be improved.  ART should 

be available and accessible to all, and viral loads should be frequently monitored. Finally, 

we recommend the allocation of resources for future empirical research to assess the long-

term psychosocial and mental health impact of U=U adoption among PLHIV. Regular 

data collection and qualitative evaluations should be used to guide adjustments and 

strategies for scaling up the program. 
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