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Abstract

Introduction.—To end the HIV epidemic, HIV prevention and pre-exposure prophylaxis (PrEP)
promotion efforts must reach young men who have sex with men (YMSM) at greatest risk for HIV.
This study qualitatively explored whether an objective used to objectively assess HIV risk aligned
with how YMSM conceptualize their risk for HIV, and the factors that shape YMSM’s risk
perceptions.

Methods.—Interviews with a racially/ethnically diverse sample of HIV-negative YMSM (ages
19-24, 60% Latinx; n=20) examined conceptualizations of HIV risk within the context of repeat
HIV testing. Iterative, applied thematic analysis examined how participants conceptualized and
constructed their HIV risk, and compared participants’ descriptions of their risk with a validated
quantitative assessment of HIV risk that reliably predicts HIV seroconversion in this group.

Results.—Objective quantitative assessments of HIV risk poorly aligned with participants’
perceived HIV risk. Participants described their current risk in relative terms (relative to past risk,
relative to friends’/peers’ risk), and described age/developmental stage and changes in knowledge
about HIV prevention as key factors in risk changes over time. Other factors included substance
use and trust/mistrust in sexual partners and scientific advances in HIV prevention (e.g., U=U and
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PrEP). Factors that influenced participants’ perceived HIV risk were similar regardless of
objective risk assessment.

Conclusions.—Quantitative assessments of risk may poorly align with risk perception among
YMSM. While objective metrics can effectively target YMSM at greatest risk for HIV
transmission, interventions to improve prevention behaviors and PrEP uptake may be more
effective when tailored to bridge the disconnect between objective HIV risk assessments and
YMSM’s constructions of risk.
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1 Introduction

Men who have sex with men (MSM) bear the greatest burden of HIV infection in the U.S.
Approximately 60% of incident HIV infections occur among MSM with risk behaviors in
the highest quartile of a specific risk group, i.e., highest number of male sexual partners,
greatest number of sexual acts involving condomless anal intercourse, substance use.14
Young MSM (YMSM) (i.e., < 24 years old), are disproportionately in the highest risk
quartile, and have HIV incidence rates twice that of older MSM.>6 MSM of color —
particularly Black and Latinx MSM — evidence HIV disparities relative to their White
counterparts.5’8 These disparities have been explained by socio-structural factors that may
influence individual-level opportunities and behavior, such as insurance status, income

inequality, racial/ethnic segregation, and intersecting systems of LGBTQ stigma and racism.
9-11

In San Diego, California, 43% of new HIV diagnoses are among Latinx MSM.12 This is
evident in testing outcomes at a San Diego HIV testing program, where Latinx participants
represent 30% of MSM program participants overall and about 40% of MSM at highest risk
for HIV infection.113 The ability to reliably identify YMSM at greatest risk for HIV
seroconversion is an important step in providing timely, targeted, interventions to prevent
HIV transmission.141> Our own research suggests HIV risk can be efficiently quantified
between testing events (i.e. increasing risk, decreasing risk, stable risk) through the San
Diego Early Test (SDET) score. The SDET is a validated risk-behavior assessment
predictive of HIV seroconversion based on weighted responses to survey items (bacterial
sexually transmitted infection in the past 12-months, condomless receptive anal sex with
partner living with HIV/AIDS, condomless receptive anal sex with 5 or more male partners,
or 10 or more male partners).1316 Yet, prior quantitative research finds low congruency
between validated HIV risk assessments and individual self-reported perceptions of risk.
17-20 Thjs discrepancy is likely due to individual, interpersonal, and socio-structural factors
not easily captured via standardized risk assessments that shape individual perceptions of
risk. Thus, validated risk assessments, even if accurately predictive of HIV seroconversion,
may have limited utility for decreasing HIV disparities.

The present study aims to qualitatively examine discrepancies between an objective measure
of HIV risk — the SDET risk score — and individual perceptions of risk among a racially/
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ethnically diverse group of YMSM. Specifically, we explore how YMSM construct their
perceived HIV risk, and the extent to which factors that YMSM attribute to risk vary by
SDET score. This information may be critical for the development of culturally-relevant
interventions to mitigate persistent HIV disparities among YMSM and more broadly to end
the HIV epidemic.2122

2 Methods

Study data come from semi-structured qualitative interviews with 20 YMSM accessing free
HIV testing at a community storefront testing site operated by the Early Test program of the
San Diego Primary Infection Research Consortium. The study design has been described
previously.23 Briefly, for each testing encounter, behavioral HIV risk was assessed and
categorized using the SDET score for the previous 3 months.31624 pParticipants were
purposively recruited based upon the three SDET HIV risk categories determined by
comparing SDET scores between the most recent and the previous testing encounter:
Increasing risk between encounters (n=10; “increasing risk”), decreasing risk between
encounters (n=5, “decreasing risk™), or stable risk between encounters (n=5, “stable risk™).

Eligible participants were between 18 and 24-years-old, identified as MSM, tested negative
for HIV at least once within the last year, had a repeat negative test within the 14-21 days
before study participation, and did not have a history of pre-exposure prophylaxis (PrEP) use
within the last year. Three interviewers (JF, MLM, LS) conducted interviews in English or
Spanish with participants in a clinical setting. Interviews lasted on average 49 minutes
(range: 30-72) and were guided by a semi-structure set of open-ended questions to capture
participants’ emational, cognitive, and behavioral attributions and responses to receiving
repeat negative HIV test results. Interview questions relevant to the analysis in this article
are presented in Box 1. Participants completed a demographic survey and provided written
informed consent prior to participation. All study procedures were approved by the
University of California, San Diego Institutional Review Board.

Interviews were audio recorded and transcribed verbatim, with identifying information
removed from transcripts. Data were managed using computer assisted qualitative data
analysis software, Dedoose version 8. Themes were identified via applied thematic analysis,
2526 characterized by organizing narrative excerpts into responses to interview questions
(deductive) and iteratively reviewing content for main themes (inductive). A codebook of
themes was revised as needed and 10% of transcripts were double coded with discrepancies
resolved via consensus (coders: KRA, AE, KS, JM, KRA). Coders were blinded to
participants’ risk groups. The study team leveraged a social constructivist paradigmatic
lens2” to identify key themes through analysis of coded excerpts, examination of code
repetition and co-occurrence, and group-level discussion.2526

Characteristics of the sample are summarized in Table 1. Participants were on average age of
23 £ 1 years (range 19-24) and more than half identified as Latinx (60%). Table 2 provides
each participant’s two most recent SDET scores used to establish their HIV risk
categorization and their self-reported perceived quantitative estimation of their HIV risk in
response to the interview question, “Now that you have tested several times, what do you
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think your chances of getting HIV are- say from 0% - no way to 100% -definitely?”. As
discussed in the next section, we observed little consistency in participants’ perceived
chances of contracting HIV (as discussed during the interview) and their SDET risk score
(i.e., increasing, decreasing, stable risk).

3 Findings

3.1 Riskis

We identified two overarching themes related to how participants construct risk: Risk is
Relative and Contextual, and “Trust” and “Belief” Shape Constructions of Risk, as well as
sub-themes that capture nuances related to how participants construct risk within their own
sociocultural contexts. In the following sections, we summarize these overarching themes
and sub-themes, as well as aspects of the themes that may be less common but were of
relevance to some participants’ HIV risk perceptions and behaviors.

Relative and Contextual

All participants’ narratives included discussions of their own HIV risk as relative to others’
and the influence of context on their construction of risk. Generally, participants across HIV
risk categories (increasing risk, stable risk, decreasing risk) conceptualized risk as dependent
on various factors:

It depends on the person and how they feel about whether they are going to use
condoms or whether they’re sleeping with someone who has used [PrEP].

—Age 21, Latinx, Increasing Risk

It depends on your activity, where you are, what you’re doing, how many people
you’re doing it with.
—Age 23, Latinx, Stable Risk

It really depends on my behavior and how | carry myself and how | engage other
gay men.

—Age 24, Latinx, White, Decreasing Risk

The factors that shaped participants’ constructions of risk within various contexts included
age, developmental stage, and relatedly, changes in knowledge about HIV and HIV risk over
time. Participants also discussed perceptions of their own risk relative to their friends’/
peers’ risk, and risk within the context of substance use.

3.1.1 Age, Developmental Stage, and Knowledge—Age and developmental stage
emerged as salient in participants’ perceptions of their changes in risk over time. Many
described decreasing risk from their mid to late teens to their late teens to early twenties. For
example, one participant estimated his past risk between 50-80% when he was 17-18 years
old, compared to a current risk of less than 20% at age 19. He explained that the change in
risk was partly in response to behavioral changes after learning that a friend who he
perceived as low risk was living with HIV:

I would never say that | don’t have a chance of contracting HIV, because I’m not
abstinent. But it’s much lower now, especially after finding out that my friend had
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contracted HIV, and | knew he was what | believe to be very sensible and safe
person.

—Age 19, Native American, Decreasing Risk

Other participants suggested that changes in professional status, such as finishing college
and beginning full-time work, influenced risk:

| feel like the older I get the less risk | would probably [have], just because | have
tried to establish myself career-wise, so getting more busy, and with that I’m just
tired all the time and just don’t want to meet people. I just want to be at home with
a bottle of wine, watch some TV, and go to bed.

—Age 22, Asian, Increasing Risk

Participants also described decreasing risk over time as a function of becoming more
knowledgeable about HIV risk and the importance of regular testing. This change in
knowledge and behavior often occurred after spending time with older or “more
experienced” friends. Some participants explained that they now share similar information
with friends to help them decrease their risk:

When | really started experimenting with men [at age 17-18], one of my friends
told me [about] the risk of HIV because he knew that | had never really messed
around with guys, so he just gave me a heads up. I didn’t really know what HIV
was. | think he was just doing it to look out for me; he’s a more experienced person.
[Now,] I just give everybody a warning that just move in [to the area]; and when |
meet friends, | always tell them to be careful, get tested, and how to use protection.

—Age 23, Latinx, Increasing Risk

3.1.2 Friends’/Peers’ Risk—~Participants discussed their own risk in relation their
friends’/peers’. Many suggested that their risk was substantially lower — this was especially
true for those in the increasing risk categories. Reasons cited by participants for increasing
risk in their friends, but not for themselves, included having multiple sexual partners and
being less selective of one’s partners:

| just think that a lot of my friends are not really careful, they’re not as aware of
things. I am more like aware and | do pay attention to a lot of things, so it is like |
won’t just go with anybody randomly, and my friends don’t, you know, like they
would just like go with like any random guy, and would just be like, “oh, like it
doesn’t really matter”.

—Age 20, Latinx, White, Increasing Risk

One participant reflected on differential risk between himself and two friends living with
HIV. He suggested that while they shared similar backgrounds with him — men of color who
are college educated — their risks may have been higher due to sex with multiple partners
and/or “open relationships”, whereas he was able to “control the flow of who I’'m with”
regardless of relationship status (Age 22, Latinx, Stable Risk).

While many considered themselves at lower risk than their friends/peers, some participants,
particularly those in the decreasing risk category, discussed their HIV risk as the same or
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higher than their friends’/peers’ risk. For example, one participant discussed how luck
influences his friends’ lower HIV risk, but not necessarily his own. He also suggested that he
constructs his self-assessment of risk based on factors other than his actual behavior:

| want to say that | feel like my risk is higher [than my friends’ risk] only because
of my mental self-sabotage. | feel like all my friends — the cards are in their favor,
but I wouldn’t be able to get that luck, I guess. [...] And | want to say | probably

have less sex than my friends do, so, yeah, I’m pretty sure it’s just my perception

[I’'m at higher risk].

—Age 24, Latinx, Decreasing Risk

This may partially explain why some of the participants categorized as “decreasing risk”
tended to perceive themselves at higher risk for HIV, i.e., their perception of being at higher
risk translated into fewer risk behaviors.

3.1.3 Substance Use—Generally, participants described substance use as contributing
to risk and changes in risk over time. While some indicated that substance use broadly
affected risk, other participants suggested that only certain substances — particularly illicit
drugs — confer greater risk. For example, one participant explained that alcohol and
marijuana use increases risk by decreasing inhibitions:

I smoke a lot of pot and | feel like this high I get from it — not that it blinds me, but
it makes me feel more at ease. Just like drinking — it just makes you feel carefree,
and for that reason it does increase my risk.

—Age 24, Latinx, White, Decreasing Risk

In contrast, another participant explained that while alcohol and marijuana do not confer
more risk, illicit drugs do — a perception informed and/or validated by a provider at a recent
HIV testing encounter:

| feel like [there is] less risk if [a sexual partner] took out alcohol or weed. I know
how I react under those substances, so it’s not a mystery to me. But | know that if
you take, | want to say it’s crack or a crystal meth (there was a list one of the times
I got tested), these increase your chances of getting HIV. And so, every time talk
about heavy drugs pop out, I tend to try to steer away.

—Age 23, Latinx, Stable Risk

At least one participant, however, indicated that feelings of safety within the context of
sexual encounters were more important factors in how “risky” his behavior might be than
was substance use:

Even weed or poppers — honestly those substances wouldn’t be the cause of like
[unsafe sex]. If | feel like if I’m in a safe environment then | am more prone to
engage in more risky behavior. [Safety relates to] the company and respectful
boundaries.

—Age 24, Latinx, Black, Increasing Risk
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3.2 “Trust” and “Belief” Shape Constructions of Risk

Concepts of trust of potential partners and belief in the information they provide regarding
their HIV-status and testing history (e.g., having recently tested negative for HIV) emerged
as a salient factor in participants’ constructions of HIV risk within specific sexual encounters
and relationships. Indeed, more than half of the participants discussed these issues without
specific prompting from the interviewers, and nearly all participants alluded to them, even if
not discussed directly. This theme emerged with respect to whom participants considered to
be trustworthy and thus conferred low HIV risk, and the extent to which participants
questioned their own judgement for trusting (or not trusting) a partner. In addition,
participants reflected on how much they could trust the information provided by a partner
regarding their testing history (i.e., if and when they were last tested), HIV-status, and
medication adherence.

3.2.1 Partners and Relationships—One of the central ways in which participants
assessed risk within sexual relationships related to how well they knew a partner or potential
partner. Several participants suggested that those with whom they had previously had sex
and/or were within their social circles categorically conferred less HIV risk. This perception
of less risk related to participants’ assumption that a friend or acquaintance would be
forthcoming about their HIV status:

You would just assume by association that you’d be honest and up front with your
status.

—Age 24, Latinx, Increasing Risk

At least some participants acknowledged that knowing someone does not minimize all risk;
however, this acknowledgment did not necessarily translate into minimized risk:

There has been a few times where | haven’t used protection but it’s with someone
that I feel like I can trust but at the end of day, regardless of the fact that I can trust
them, there’s still that possibility [that they are putting me at risk].

—Age 22, Latinx, Decreasing Risk

Participants also reflected on how they constructed risk in the context of a new sexual
relationship based on a potential partner’s HIV-status as indicated on geosocial dating apps.
Some explained that they do not trust a potential partner simply because of they claim to be
HIV-negative. This mistrust may involve complex internal negotiation regarding HIV
prevention:

| don’t [trust people who tell me they are HIV-negative]. | swear everybody who
says that they’re clean is lying to me, I’'m like, “They just want to get in,” but then
I’m like, “Okay, it’s illegal to lie [about that]. If | do get positive from this person
and then I find out that they know [they are positive], they are going to jail, and
their life is ruined.” And then | tell myself, “But they’re still lying”.

—Age 24, Latinx, Decreasing Risk

Other participants problematized the concepts of trust and belief with respect to HIV risk
altogether, explaining that what may appear as dishonesty about one’s HIV- and STI-status
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is more likely a lack of knowledge about one’s status. One participant explained how a
recent experience with a partner who did not know their status led him to abstain from sex to
avoid future risk. Interestingly, this participant was categorized quantitatively as “increasing
risk”:

I thought | could trust these people a little bit more. But it’s not even that because
when | called the person up and said, “Hey, | was just treated for gonorrhea and
chlamydia. You were the only person I’ve been with. You might want to go and get
tested,” he had no idea. That was the tipping point for me to kind of just keep my
legs closed and my mouth shut and focus on myself right now.

—Age 24, Latinx, White, Increasing risk

3.2.2 Does “Undetectable=Untransmittable”? and PrEP adherence—Several
participants discussed mistrust with respect to a potential partner’s testing history, HIV-
status, and the potential for someone with an undetectable viral load to transmit HIV to a
partner. In some instances, participants indicated that while they had heard of the phrase
“undetectable=untransmittable” or “U=U", they did not know what it meant or were unsure
for whom or when it would apply:

The Grindr app says “undetectable”, but they’re positive. And so, | looked that up,
and then it said that [someone who is undetectable cannot transmit HIV], but even
though it says that, for some reason | cannot wrap my mind around [it] because if
we were to use a condom and something were to happen, I could get HIV, maybe,
somehow. So, yeah, even when | see that — and when some guys message me and
they’re positive — | just don’t even respond because | just don’t want to have that
experience. | don’t know.

—Age 21, Latinx, Increasing Risk

Other participants indicated that while they understood and trusted the scientific basis for
U=U, including that an individual with an undetectable HIV viral load cannot transmit HIV,
they questioned how viral loads might fluctuate over time, thus altering the efficacy of U=U:

I’ve had two encounters that were known somebody had HIV, but one was
undetectable, and condoms were used. So, that wasn’t a chance [of contracting
HIV] at all, to me. But | would think statuses fluctuate with undetectable, and you
can spike one day. You never know.

—Age 24, White, Increasing Risk
Participants frequently discussed PrEP during the interviews, often unprompted by the
interviewers. Some explained that although a partner being on PrEP might suggest less risk,

there remains a level of uncertainty, including the possibility that a partner might be
dishonest by saying they are on PrEP, or taking PrEP as indicated, when they are not:

At the end of the day you don’t know if they are telling the truth [about PrEP]. You
don’t know if they’re taking the medication on time., so there could be a lot of
factors that could still put you at risk for that.

—Age 24, Black, Stable Risk

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2021 April 15.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Page 9

Absent from these discussions of PrEP was the recognition that it would be their own PrEP
use and adherence to PrEP that could ultimately mitigate their personal HIV risk.

4 Discussion

Our findings suggest YMSM'’s perceived HIV risk and constructions of their risk are
dynamic and contextually dependent, and may have limited congruency with a validated
metric predictive of HIV seroconversion. This may partially explain why HIV prevention
efforts, including PrEP promotion, targeting higher risk YMSM fall short of being adopted
at a scale necessary to end the HIV epidemic. Participants in our study described their risk in
relative terms, making comparisons between their current and past risk. Participants also
cited age, developmental stage, and becoming more educated about sexual health and HIV
prevention as reasons for risk reduction. This was true for participants in all risk categories,
suggesting that as YMSM move through developmental stages and gain more exposure to
HIV prevention messaging and/or greater exposure to diverse social contexts, they may
consider themselves to be at lower risk for acquiring HIV (even when objective measures
suggest otherwise). In addition, some participants explained that substance use is a key
factor in their construction of risk within a sexual encounter, although others perceived
context as more important than substance use.

Several participants, including some in the “increasing risk” category, suggested that other
YMSM engage in more risky sexual behavior than they themselves do, aligning with
quantitative evidence of low risk perception among MSM who report high risk-conferring
behavior.2829 In suggesting that their HIV risk was substantively lower than other YMSM’s
risk, participants in our study may have been symbolically or discursively distancing
themselves from more stigmatized “others” — which may be especially relevant for YMSM
of color who often face increased stigma at the intersections of race/ethnicity and sexual
identity or behavior.39-32 This perception of greater risk among other YMSM may also be
related to participants’ repeat negative HIV tests and related optimism regarding their own
risk. Additional qualitative research is needed to examine the roles of stigma and optimism
as a result of repeat negative testing in YMSM’s constructions of risk.

Emerging across participant narratives were themes of trust, belief, and risk within sexual
relationships, and regarding scientific advances in HIV prevention, such as “U=U" and PrEP.
Indeed, even participants in the increasing risk category — who would theoretically engage in
more risk behaviors, perceived a partner with an undetectable viral load as conferring risk.
This echoes prior research on the perceived relational aspects of HIV risk and mistrust3® and
concerns regarding reliability of U=U and efficacy of PrEP.34-38

Generally, participants did not discuss factors influencing risk beyond the individual and
interpersonal levels of the social ecology (with the exception of discussions of the context of
substance use). This was surprising given prior research documenting the complex interplay
between individual- and group-level HIV risk and socio-structural factors.103940 The
absence of these discussions, however, may be related to the interview questions, and/or that
complex processes may be more readily identified by researchers rather than individuals
discussing their own HIV risk. Future research should examine how YMSM construct

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2021 April 15.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Felner et al.

Page 10

perceptions of risk within broader socio-structural contexts, and how they conceptualize
factors beyond the individual- or interpersonal-level as influencing risk.

4.1 Limitations and Strengths

4.2

The use of qualitative methods and sampling by risk category may limit the extent to which
our findings are generalizable to YMSM broadly. It is also unclear how our findings may be
relevant across YMSM by identity or social position (e.g., income, housing status) or who
do not engage in repeat HIV testing, or how these findings might extend to other groups
disproportionately impacted by HIV (e.g. transgender women, persons who inject drugs). In
addition, the interview questions related to current and future risk may be conceptually
unaligned with quantitative risk scores assessing risk between testing encounters (recent
risk) that were used to recruit and categorize participants (increasing, stable, decreasing).
Finally, participants may have not shared some information related to sexual behavior given
the context of the interviews (a clinical setting).

A strength of this study is our emphasis on YMSM’s perceptions and narrative discussions
of HIV risk rather than more traditional approaches measuring and understanding risk in
HIV prevention research (e.g., surveys). In addition, the use of a validated risk score
predictive of HIV seroconversion in this population to characterize YMSM’s HIV risk
between their two most recent HIV testing events,316 and the comparison of participant
narratives across risk categories, is a strength.

Implications for Clinical Practice and Education

In the era of PrEP and U=U,*! efforts to end the HIV epidemic would benefit from targeting
YMSM disproportionately burdened by HIV, particularly YMSM of color. To be effective,
such efforts should be tailored for YMSM who may have low perceived risk for acquiring
HIV at a time when objective risk metrics predict increased risk. This study’s findings
suggest that messaging related to the efficacy and purpose of PrEP and U=U may not be
received by YMSM, or that the message is not being interpreted as intended. This may be
related to a lack of clear and consistent messaging about PrEP and U=U to younger MSM in
secondary schools or clinical settings (e.g., pediatric clinics). Thus, when messages are
disseminated to YMSM, there may be confusion or preconceived ideas about prevention
strategies.

PrEP providers should discuss with YMSM how PrEP can help protect them from
unexpected risk behaviors among people they trust, while also acknowledging the multiple
barriers to PrEP uptake, including experiences of stigma within healthcare settings and
concerns about negative side effects.2342-44 Additionally, educators and providers can
continue to address U=U concerns (e.g., reluctance to trust a person’s adherence to therapy
when they mention they are undetectable) by clarifying the protective role PrEP adherence
has when use is under an individual’s control, rather than the control of a sexual partner, and
doing this among younger MSM (ideally before sexual activity begins). By tailoring
provider-patient interactions to the unique needs and perceptions of YMSM, there may be
increased uptake of interventions by targeting points in time when HIV risk is increasing and
mitigate HIV disparities among YMSM in the U.S.
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Box 1.
Selected individual interview questions

What do you think your chances are of contracting HIV on a scale of 0 percent to 100
percent, 0% “I would never,” 100% is “Definitely”? [ Probe:] Why?

How is your [HIV] risk any different than other people you know?
What kinds of things would affect your HIV risk?

Have you ever been concerned while waiting for the [test] result? [ Probes.] Why? In what
instances?
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Participant characteristics

Characteristic N %
HIV Risk Category
Increasing 5 25%
Stable 10 50%
Decreasing 5 25%
Ethnicity
Latinx 12 60%
Non-Latinx 8 40%
Race
White 5 25%
Asian 3 15%
Black 3 15%
Native American 1 5%
More than one race | 1 5%
Other 3 15%
Not provided 4 20%
Average Age (range) | 23+ 1 (19-24)
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Participant SDET risk categorization (generated prior to interview) and risk estimation (provided by
participant during interview)

Participant | SDET Risk Score at SDET Risk Scoreat SDET Generated Risk Participant % Risk Estimation
timel time 2 Categorization During Interview

1 0 2 Increasing 30%

2 0 3 Increasing <25%

3 2 8 Increasing 0%

4 3 5 Increasing 0%

5 5 8 Increasing <25%

6 3 5 Increasing 50%

7 2 7 Increasing 15-20%

8 2 5 Increasing 50%

9 3 7 Increasing 25%

10 0 2 Increasing -

11 7 5 Decreasing 50%

12 2 0 Decreasing 20-30% (with condoms); 70-80%

(without condoms)

13 2 0 Decreasing 0-10%

14 5 0 Decreasing 60-70%

15 5 0 Decreasing 10-20%

16 0 0 Stable -

17 0 0 Stable 10%

18 2 2 Stable 5%

19 5 5 Stable 75%

20 0 0 Stable 10%

Note: Lower scores denote less risk as determined by the SDET, range: 0-10.
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