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Violence, discrimination, and sexual health
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Abstract

The HIV epidemic has a disproportionate impact on adolescent and young
men who have sex with men (AMSM) and transgender women and travestis
(ATGW), with an increased HIV prevalence over the last 10 years. Violence
affects the lives of these populations, undermining their ability to self-care and
making them more vulnerable to HIV infection. In this study, we aimed to
examine the association between different types of victimization by violence
and discrimination and sexual health practices of these adolescent populations
in steady and casual relationships. We conducted a cross-sectional study using
baseline data from the cohort of PrEP1519 project. We used the mean score of
sexual health practices as our outcome and the cumulative score of discrimi-
nation (within family, community, education, religious, online and public
spaces) and violence (physical, sexual and intimate partner) as our exposure
variable. We performed linear regression analyses to estimate the association
between exposure and outcome. We found that 90% of AMSM and 95% of
ATGW experienced at least one form of violence in the three months prior to
this study and about 45% of ATGW suffered sexual violence during the same
period. Experiencing discrimination within healthcare settings (from facilities
or providers) was negatively associated with sexual health practices. Discrimi-
nation and violence negatively affect sexual health practices. HIV prevention
and care of AMSM and ATGW people should involve listening to their experi-
ences and addressing discrimination and violence in this population.
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Introduction

Adolescence is a challenging period of biopsychosocial development and transformation, a transi-
tional phase from childhood to adult life 1 marked by conflicts, tensions, and ambiguities. Gender and
sexually diverse adolescents and young people, such as gay men, men who have sex with men (AMSM)
and travestis and transgender women (ATGW) face specific challenges as they live in prevailing het-
eronormative environments that significantly impact their physical and mental health 2. Studies have
consistently shown that AMSM and ATGW engage in more risky behaviors and have worse health
outcomes than cisgender heterosexual adolescents 1,345, especially regarding unsafe sexual practices
(e.g., inconsistent use of condom), drug abuse, and traumatic sexual experiences 6.7.

Studies have reported that adolescents and young adults represent a growing share of people
living with HIV in Brazil and worldwide. Estimates suggest that around four million young people
aged from 15 to 24 years currently live with HIV worldwide, 29% of which are aged 15-19 years 8.
In Brazil, HIV cases among male adolescents aged 15-19 years increased by 496% from 2010
to 2019 9. The response to HIV, including prevention, care, and treatment, remains a challenge
among young Brazilians 10,11,

The prevalence of HIV is disproportionally higher among AMSM and ATGW than in the general
population 12,13, Violence affects the lives of these people, making them more vulnerable to HIV infec-
tion. It can manifest itself in all forms of discrimination, social exclusion, and structural inequalities,
such as poverty, racism, and gender inequality 14.15. Violence against AMSM and ATGW remains
greatly underreported 16 despite being quite significant. Brazil has the highest homicide rate of TGW
in the world 17, an expression of extreme violence resulting from intolerance against this population.

Adolescents in general (and AMSM and ATGW especially) are more vulnerable to HIV 18,19 due to
several factors associated with adolescence. As adolescents engage self-discovery and experimenta-
tion, these may clash with poor knowledge on HIV/AIDS and misconceptions about HIV prevention.
They encounter a gap between prevention rhetoric and practice and perceive themselves at low risk
of infection, thus sharing social representations of HIV/AIDS that are distant to their reality (e.g., “an
adult disease”, “disease of the 80s”). This population suffers from a lack of social systems to protect
them against HIV as public policies fail to promote comprehensive healthcare and result in inadequate
health services 20 that are ill-equipped to address adolescents and LGBTQIA+ adolescents’ specific
needs and demands 1.

Violence is highly prevalent in adolescents’ lives 21 as they are either exposed to it directly as victims
or indirectly as witnesses. Violence against adolescents is a major public health concern in Brazil 22
as homicide is the main cause of death in this age group 16. Although this remains an underreported
phenomenon, adolescents are chronically exposed to violence and violent acts, which predominantly
take place in their family environments and are mostly perpetrated by their family members and/
or acquaintances. Violence is also highly prevalent in public environments — known as community
violence 23. A study conducted with LGBTQIA+ people in Brazil using data from the Brazilian Infor-
mation System for Notifiable Diseases (SINAN) between 2015 and 2017 24 reported that around 55%
of violence incidents occurred within the victims’ household, they were repetitive, and had been per-
petrated by family members. Physical violence is its most common form, affecting mostly black and
ATGW adolescents. Natarelli et al. ! reported that physical violence against these populations usually
involved violent disciplinary acts to punish the behavior of “unadjusted” teenagers and to discipline,
manage, and control them. The then Brazilian President Jair Bolsonaro also encouraged this kind
of punishment, stating: “..if your son becomes gay, give him a beating and he will change his behavior...” 25.

AMSM and ATGW suffer a syndemic between HIV, violence, and discrimination against them.
These epidemics seem to reinforce each other in this population and should be understood on their
interconnections and multiple interactions 26. Singer et al. 26 found a complex web of unfavorable
social circumstances in HIV epidemics, violence, and drug use that, together, have adverse effects
on living and health conditions of certain populations. Hence, we need to holistically address these
phenomena.

In this study, we aimed to examine whether violence and discrimination experiences are associ-
ated with high-risk HIV behaviors and unsafe sexual practices among AMSM and ATGW. We also
assessed differences by gender identity, sexual orientation, and race/skin color. We hypothesized
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that adolescents experiencing violence and discrimination (especially physical and sexual violence)
engage more in risky sexual behaviors due to internalized stigmas toward their gender identity and/
or sexual orientation.

Methods

This is a cross-sectional study with baseline data from the PrEP1519 project. PrEP1519 is the first
HIV pre-exposure prophylaxis (PrEP) demonstrative cohort study among key adolescent populations
in Latin America, conducted in three large Brazilian capitals, Belo Horizonte (Minas Gerais State),
Salvador (Bahia State), and Sdo Paulo. The main objective of the study was to assess the effectiveness
of daily oral PrEP to prevent HIV infection among high-risk AMSM and ATGW aged 15-19 years.

AMSM and ATGW aged 15-19 years who had at least one sexual intercourse with a cisgender man
or TGW in the 12 months prior to this survey and had reported spending most of their time (i.e., liv-
ing, studying or working) within the study site area were included. Use of alcohol or any other drug
use at the time of the interview for enrollment was used as exclusion criterion.

The intervention consisted of (a) daily oral PrEP or (b) other non-PrEP HIV prevention methods.
Participants were asked to choose either one. They answered a structured questionnaire so an inter-
viewer could collect data at the participating clinic at which participants were enrolled in the study
from 2018 to 2020. Further details on the complete methodology for the PrEP1519 project can be
found in Dourado et al. 27.

Adolescents who had had no sexual intercourse in the three months prior to this study and/or who
failed to answer this question were excluded from this study (n = 128; 12.6%).

Outcome variable - sexual health practices

Participants’ sexual health practices were evaluated using a five-point frequency response Likert scale
(1 — never; 2 — rarely; 3 — sometimes; 4 — often; and 5 — always) by asking the following questions: (a)
During passive anal sex, did your partner(s) use a condom?; (b) During active anal sex, did you use a
condom?; (c) I asked my partner to withdrawal; (d) I did not take the passive role in anal sex; (e) My
partner and I were tested for HIV; (f) I had sex without penetration (gouinage); and (g) I did not have
anal sex.

These questions were evaluated for both past steady and casual partnerships. A score of mean
responses was used in our analysis to determine adolescents’ repertoire and their HIV-related sexual
health practices. All questions that were related to sexual health practices referred to the prior three
months before enrollment in this study.

Exposure variables - violence and discrimination

Exposure to violence was assessed by three different sets of questions, including:

1) Lifetime intimate partner violence: (a) Did your partner threaten, frighten, or harass you?; (b) Did
your partner give you drugs without your knowledge or consent?; (c) Did your partner slap, punch,
kick, or push you?; (d) Did your partner force you to have sex or perform sexual acts unwillingly, in a
degrading way, or using threats or coercion?; (¢) Did your partner threaten/injure you with a firearm
such as a handgun?; (f) Did your partner threaten/injure you with a knife or using any other object
or weapon?; and (g) Did your partner damage or steal your personal possessions, work appliances,
papers, valuable items, or any money or financial resources?

2) Physical violence: Did you suffer any type of physical violence in the last six months because of your
sexual orientation or gender identity?

3) Sexual violence: Has anyone ever made you have sex by using force or the threat of force?
Exposure to discrimination based on sexual orientation or gender identity in the six preceding
months was assessed by the following: (a) Not being hired for a job or being fired; (b) Being treated
unfairly or not being allowed to enter shops or leisure spaces; (c) Being treated unfairly in a healthcare
facility or by a health provider; (d) Being treated unfairly or marginalized by a teacher at a school/
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college/training program; (e) Being excluded or marginalized by peers at a school/college/training
program; (f) Being excluded or marginalized from a group of friends; (g) Being excluded or marginal-
ized by neighbors; (h) Being excluded or marginalized by their family; (i) Being excluded or marginal-
ized in a religious space; (j) Being treated unfairly by police officers or staff; (k) Being treated unfairly
at a public environment (e.g., shelters, city services, public transportation); (I) Being blackmailed or
extorted for money; (m) Being harassed on social media or any other online space; and (n) Feeling
unsafe and afraid in public spaces.

For all sets of questions, binary response variables were used (0 — never; 1 — at least once) and a
cumulative score of violence per set of questions (1 — physical violence; 2 — sexual violence; 3 — Intimate
partner violence; 4 — discrimination) and a global score for all these categories (0 to 24) were created.

Covariables

Gender (cisgender man; TGW); sexual orientation (bisexual; heterosexual; and homosexual); race/
skin color (white; black; and other); schooling (up to 11 years; 12 years or more); currently experienc-
ing homelessness (yes; no); and engaging in transactional sex in the last three months (yes; no) were
included as covariables.

In this research, we chose to group brown and black people as black, following the Brazilian Insti-
tute of Geography and Statistics (IBGE) and advocated by the Brazilian Black Movement.

Statistical analyses

First, descriptive analyses were performed using measures of central tendency and dispersion for
quantitative variables and proportions for categorical variables. These analyses were stratified by
gender identity to assess the specific characteristics of ATGW.

A mean sexual practice score was used as the outcome and a calculated cumulative discrimination
and violence experience score, as the exposure variable (by sets of questions and global score). Crude
and adjusted analyses were performed using linear regression models to test the association between
sexual practice and discrimination and violence scores. For the linear regression, sexual orientation
(straight + bisexual; homosexual) and race/skin color (black; white + others) were recoded into binary
variables. Homelessness was excluded as a variable in our adjusted model due to its low frequency in
the studied sample (1.47%, n = 13). The transactional sex variable was also excluded due to its statis-
tical insignificance. Thus, the analysis was adjusted for gender, race/skin color, and schooling even
when p-value > 0.05 given their theoretical significance and importance in the literature. Lastly, the
same analysis was conducted for the cumulative discrimination and violence score.

No collinearity between independent variables of the model was found. All analyses were per-
formed in Stata 15 (https://www.stata.com).

Ethical considerations

This study was approved by the Research Ethics Committee of the World Health Organization (Pro-
tocol ID: Fiotec-PrEP Adolescent Study) and research ethics committees at each higher education
institution involved in the study (University of Sao Paulo — USP: #3,082,360; Federal University of
Bahia — UFBA: #3,224,384; and Federal University of Minas Gerais - UFMG: #2,027,889).

An informed consent form was explained and signed by those adolescents aged 18 years or
more. For those aged under 18 years, the study sites used different strategies. In Belo Horizonte,
adolescents’ parents/legal guardians were asked to sign an informed consent form and adolescents,
an assent form. In Salvador, adolescents’ parents/legal guardians were asked to sign an informed
consent form and adolescents, an assent form or were asked to sign an assent form after a multidis-
ciplinary team considered their situation as family estrangement or at risk of physical, psychological
or moral violence due to their sexual and gender orientation. In Sdo Paulo, adolescents were asked
to sign an assent form.

All participants were informed that they could withdraw from this study at any time and that they
were free to refuse answering any question they perceived as too personal, sensitive, or distressing.
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Results

Table 1 shows participants’ sociodemographic characteristics. Most participants (42.8%) lived in
Sao Paulo, followed by Salvador (35.4%) and Belo Horizonte (21.7%). Participants’ mean age was
18.7 years and most identified with the male gender (92%). Around 70% of volunteers reported their
skin color as black. They had a high level of education, 52% reported 12 or more years of schooling.
Almost all claimed not being affected by homelessness (98.5%) and 16% reported transactional sex and
exchanging sex for money, favors, and/or gifts in the preceding three months.

When we assessed discrimination experience related to sexual orientation and gender identity,
23.7% of AMSM and 50% of ATGW reported experiencing discrimination six times or more; and a
very small proportion (12.8% AMSM and 9.7% ATGW), never experienced discrimination (Table 2).
Despite the small number of ATGW participants (n = 72), they experienced much more discrimina-
tion than AMSM, with a mean score of 5.45 versus 3.56, respectively.

Note that the most reported setting for experiencing discrimination and marginalization included
public spaces (70.04% AMSM and 67.61% ATGW), followed by family environments (43.48% and
55.07%). In school settings, participants reported slightly rarer discrimination by friends/colleagues
(41.57% and 50.72%). We found a higher prevalence of discrimination among ATGW than AMSM for
all settings in which they reported experiencing discrimination, except for public spaces.

Table 1

Sociodemographic characteristics of participants in the PrEP1519 project, 2018-2020 (n = 884).

Sociodemographic characteristics n (%)
Age

Mean (SD) 18.75(1.02)

Median (IQR) 18.95 (18.24-19.53)
Gender identity

Cisgender men 812(91.86)

Transgender Women/Travestis 72 (8.14)
Race/Skin color

White 235 (26.58)

Black 618 (69.91)

Other (indigenous, yellows) 31 (3.51)
Sexual orientation

Bisexual 223(25.23)

Heterosexual 55(6.22)

Homosexual 606 (68.55)
Homelessness

Yes 13(1.47)

No 871 (98.53)
Transactional sex (last 3 months)

Yes 142 (16.10)

No 740 (83.90)
Schooling (years)

Upto 11 419 (48.40)

12 or more 465 (52.60)
Study site

Belo Horizonte 192 (21.72)

Salvador 313 (35.41)

S&o Paulo 379 (42.87)
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Table 2

Experiences of discrimination and violence reported by participants in the PrEP1519 project, 2018-2020.

AMSM
n (%)

ATGW
n (%)

Discrimination experience score

Mean (SD); min-max

Discrimination experience (occurrences)

Never
1-5
6-10
>10
Total

Discrimination modality

Being treated unfairly at the workplace

Not being hired for a job or being fired

Being treated unfairly or not allowed to enter stores/Leisure spaces

Being treated unfairly in a healthcare setting (facility or provider)

Being treated unfairly/Marginalized by a teacher at school/college/training program
Being excluded or marginalized by peers at school/College/Training program

Being excluded or marginalized from a group of friends

Being excluded or marginalized by neighbors

Being excluded or marginalized by their family

Being excluded or marginalized in a religious space

Being treated unfairly by police officers or staff

Being treated unfairly at a public environment (e.g., shelters, city services, public transportation)
Being blackmailed or extorted for money

Being harassed on social media or any other online space

Feeling unsafe and afraid in public spaces

Violence experience

Physical assault in the last 6 months

Forced sex (ever)

Sex partner violence

Threatened, frightened, or harassed

Given drugs without knowledge/Consent
Slapped, punched, kicked, or pushed
Forced/Degraded to have sex
Threatened/Injured with firearm
Threatened/Injured with any object (e.g., knife)

Damaged, stolen personal possessions

Global violence score

Mean (SD); min-max

Global violence experience (occurrences)

Never
1-5
6-10
>10
Total

3.56 (0.10); 0-15

104 (12.8)0
514 (63.50)
173 (21.30)
21 (2.40)
812 (100.00)

87 (12.46)
110 (17.15)
193 (25.03)
73(9.44)
134 (17.56
323 (41.57
180 (23.08
191 (24.33
340 (43.48
211 (27.91
101 (13.67
122 (15.84
44 (5.69)
235 (30.21)
554 (70.04)

)
)
)
)
)
)
)
)

35 (4.32)
203 (25.44)

145 (17.86)
19 (2.34)
93 (11.45)
86 (10.59)
14 (1.72)
18(2.22)
57 (7.02)

4.39(0.13); 0-20

84(10.34)
474 (58.37)
188 (23.15)
66 (8.13)
812 (100.00)

5.45(0.42); 0-14

7(9.70)
29 (40.30)
29 (40.30)
7(9.70)
72 (100.00)

10 (16.95)
27 (42.19)
34(47.89)
25(36.23)
21(30.43)
35(50.72)
27(39.13)
33(48.53)
38 (55.07)
24(36.36)
14 (21.54)
23(32.39)
5(7.14)
29 (41.43)
48 (67.61)

15(21.13)
33 (45.83)

23(31.94)
7(9.72)
21(29.17)
15 (20.83)
8(11.11)
9(12.50)
13 (18.06)

7.45 (0.55); 0-18

4(5.56)
24(33.33)
28 (38.89)
16 (22.22)
72 (100.00)

AMSM: adolescent men who have sex with men; ATGW: adolescent travestis and transgender women.

Cad. Saude Publica 2023; 39 Sup 1:e00142922



VIOLENCE, DISCRIMINATION, AND SEXUAL HEALTH PRACTICES AMONG ADOLESCENTS

Table 2 shows a high prevalence of violence, with 4.32% of AMSM and 21.13% of ATGW report-
ing physical assaults and 25.44% and 45.83% reporting forced sex experiences, respectively, which
suggests violent sexual socialization within adolescents’ relationships. As for violence perpetrated by
casual or steady partners, our evidence suggests that ATGW experience this type of violence at higher
rates than other key adolescent populations.

We found a mean global violence score — the sum of physical, sexual, and partner violence and
discrimination experiences — equal to 4.36 for AMSM and 7.45 for ATGW. Violence experience rat-
ings exceed 10 in 8.13% of AMSM and 22.22% of ATGW (Table 2).

Table 3 shows that, in the three months prior to this survey, 49.25% of AMSM and 46.34% of
ATGW had at least one steady partner and 68% and 70%, had casual partners, respectively.

The most reported sexual health practices with steady partners included condom use both in pas-
sive (25.5% reported always using condoms and 15% often) and active anal sex (30.2% always using
condoms and 12.6% often). ATGW reported similar rates, 24.3% always used condoms and 13.5% did
so often in passive anal sex and 27.2% (always) and 9.1% (often) in active anal sex. Sexual practices
AMSM and ATGW never or rarely engage in with steady partners included abstaining from either
anal (70.2% and 64.6%) or passive anal sex (63.6% and 86.5%).

With casual partners, always or frequently engaged sexual practices included condom use in both
passive and active anal sex among AMSM (62.8% and 61.6%) and ATGW (62.9% and 72.6%). Sexual
practices in which AMSM and ATGW never or rarely engaged included HIV testing (81.9% and
83.3%) and abstaining from anal (63.1% and 62%) and passive anal sex (58.7% and 77.1%). We found
mean sexual practice scores equal to 2.8 for AMSM and 2.46 for ATGW. Engagement with casual
partners showed similar scores (2.73 and 2.43).

Table 4 shows the associations between different types of experienced discrimination and vio-
lence and sexual health practices. In the crude analysis, being threatened or injured with a firearm, not
being hired for a job and being fired, being treated unfairly in a healthcare setting (facility or provider),
being treated unfairly or marginalized at school/training program by a teacher or peers/friends, and
being excluded or marginalized by a group of friends were negatively associated with sexual health
practices (p < 0.05). In the adjusted model, only discrimination in healthcare services remained associ-
ated with the outcome of interest.

Table 5 shows the results of the crude and adjusted linear regression analyses according to vio-
lence subtypes and global scores. Regarding exposure to discrimination, our crude analysis showed
negative regression coefficients, suggesting that these adolescents engaged more in unsafe sexual
practices as they experienced more discrimination.

When we analyzed the global violence score (the sum of discrimination and violence experience),
we found participants engaged in the same risky behavior, suggesting the harmful effects of violence
and discrimination on sexual health practices. However, our adjusted analysis found no association
between discrimination and global (discrimination and violence) score and sexual health.

We found neither significant association between forms of violence and sexual health practices
nor differences in exposure to violence and sexual health practices according to type of partner.

Discussion

Almost all adolescents in our study experienced at least one recent instance of violence. Around 25%
of AMSM and 50% of ATGW have experienced a form of sexual violence in their lifetime. Although
we studied a small sample of ATGW participants, violence against this population cannot be neglected
and should be made visible. More accurate public policy response require increased production of
evidence, thus entailing further investigations.

We can interpret the high prevalence of sexual violence against ATGW as resulting from the dehu-
manization and sexual objectification of the trans body. We found the same pattern of discrimination
and violence among adolescents in either steady or casual partnerships when we analyzed different
settings. Violent and discriminatory interactions occur mainly in public spaces, followed by fam-
ily environments and schools. These findings agree with the literature, showing the central role of
family 24 and education environments 28 as the places in which violence and discrimination occur in
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Table 3

Sexual health practices with steady and casual partners in participants in the PrEP1519 project, 2018-2020.

Steady partner in the last 3 months

Casual partners in the last 3 months

AMSM ATGW AMSM ATGW
n (%) n (%) n (%) n (%)
Total 458 (49.25) 38 (46.34) 632 (68.47) 58 (70.70)

Sexual health practices score
Mean (SD); min-max
Condom use with passive anal sex
Never
Rarely
Sometimes
Often
Always
Condom use with active anal sex
Never
Rarely
Sometimes
Often
Always
Withdrawal
Never
Rarely
Sometimes
Often
Always
Avoid anal sex (passive)
Never
Rarely
Sometimes
Often
Always
HIV testing of partners
Never
Rarely
Sometimes
Often
Always
Non-penetrative sex
Never
Rarely
Sometimes
Often
Always
Not having anal sex
Never
Rarely
Sometimes
Often
Always

2.80(0.04); 1.0-5.0

90 (26.00)
31(9.00)
84 (24.30)
52 (15.00)
88 (25.50)

82 (25.30)
33(10.20)
70 (21.60)
41 (12.60)
98 (30.20)

167 (41.80)
27 (6.70)
69 (17.30)
32 (8.00)

104 (26.00)

224 (52.80)
46 (10.80)
64 (15.00)
27 (6.30)
63 (14.80)

226 (51.80)
35 (8.00)
38 (8.70)
51(11.70)
86 (19.70)

173(38.10)
69 (15.20)
124 (27.30)
57 (12.50)
31 (6.80)

234 (53.00)
77 (17.20)
88 (19.90)

20 (4.50)
23(5.20)

2.46(0.12); 1.0-3.6

9 (24.30)
5(13.50)
9 (24.30)
5(13.50)
9 (24.30)

3(27.20)
2(18.20)
2(18.20)

1(9.10)
3(27.20)

20 (55.60)
2(5.50)
6 (16.60)
1(2.80)
7(19.40)

31(83.80)
1(2.70)
2 (5.40)
1(2.70)
2(5.40)

18 (51.40)
1(2.80)
3(8.50)
1(2.80)

12 (34.30)

14 (38.90)
7 (19.40)
9 (250)
5(13.90)
1(2.70)

21(61.70)
1(2.90)

6 (17.60)
2(5.90)

4(11.70)

2.73(0.03); 1.0-5.0

51(10.40)
29 (5.90)
102 (20.80)
91(18.50)
217 (44.30)

55 (13.40)
17 (4.10)
85 (20.70)
76 (18.50)
177 (43.10)

204 (36.00)
33(5.80)
77 (13.50)
57 (100)

197 (34.60)

287 (48.00)
64 (10.70)
108 (18.10)
47 (7.80)
91 (15.20)

434(72.90)
54(9.00)
45 (7.50)
24 (4.00)
38 (6.40)

273 (43.60)
85 (13.60)
151 (24.10)
74.(11.80)
43 (6.80)

316 (51.50)
71 (11.60)

148 (24.10)
41 (6.70)
37 (6.00)

2.43(0.10); 1.0-4.7

9 (16.60)
4(7.40)
7(12.90)

12 (22.20)

22 (40.70)

3(13.60)
1 (4.50)
2(9.00)
2(9.00)

14 (63.60)

21(38.10)
4(7.30)
12 (21.80)
6 (10.00)
12 (21.80)

40 (70.10)
4(7.00)
7 (12.30)
3(5.20)
3(5.20)

39(72.20)
6(11.10)
7 (12.90)
1(1.80)
1(1.80)

21(38.10)
5 (9.00)
18 (32.70)
5 (9.00)
6 (10.90)

26 (510)
6(11.70)
10 (19.60)
6 (11.70)
3(5.90)
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Table 4

Associations between experiences of discrimination and violence and sexual health practices among adolescent men who have sex with men (AMSM)

and adolescente travestis and transgender women (ATGW) in the PrEP1519 project, 2018-2020.

Crude analysis

Adjusted analysis *

b p-value b p-value 95% CI R2
Sexual partner violence
Being threatened, frightened or harassed -0.30 0.68 -0.13 0.85 -0.15; 0.12 0.01
Drug use without knowledge or consent 0.02 0.87 0.10 0.52 -0.22; 043  0.02
Physical violence -0.10 0.20 -0.05 0.51 -0.22;0.11  0.02
Forced/Degraded to have sex 0.42 0.63 0.07 0.40 -0.10; 0.25 0.02
Threatened/Injured with a firearm -0.42 0.02 -0.32 0.07 -0.68; 0.33 0.02
Threatened/Injured with a knife or any other object or weapon -0.26 0.11 -0.18 0.28 -0.51;0.15  0.02
Damaged/Stolen personal possessions -0.85 0.42 -0.03 0.74 -0.24;0.17  0.01
Violence
Forced sex -0.03 0.61 -0.00 0.91 -0.13;0.12  0.01
Physical assaults -0.15 0.20 -0.65 0.60 -0.31;0.18 0.01
Discrimination
Not being hired or being fired -0.17 0.03 -0.12 0.12 -0.28;0.35  0.02
Being treated unfairly or not being allowed to enter shops or leisure spaces -0.60 0.36 -0.03 0.62 -0.16; 0.09  0.02
Being treated unfairly in a healthcare facility or by a health provider -0.24 0.00 -0.18 0.04  -0.36;-0.00 0.02
Being treated unfairly or marginalized by a teacher at school/College/Training -0.15 0.03 -0.12 0.09 -0.27;0.02  0.02
program
Being excluded or marginalized by peers at school/College/Training program -0.03 0.57 -0.01 0.84 -0.12;0.10  0.02
Being excluded or marginalized from a group of friends -0.13 0.04 -0.11 0.11 -0.24;0.02  0.02
Being excluded or marginalized by neighbors -0.61 0.35 -0.02 0.72 -0.15;0.10  0.01
Being excluded or marginalized by their family -0.09 0.10 -0.08 0.17 -0.19;0.03  0.02
Being excluded or marginalized in a religious space 0.002 0.97 0.01 0.76 -0.11;0.15 0,01
Being treated unfairly by police officers or police staff -0.12 0.15 -0.96 0.26 -0.26; 0.07  0.01
Being treated unfairly at a public environment (e.g., shelters, city services, public -0.15 0.06 -0.11 0.14 -0.27;0.03  0.02
transportation)
Being blackmailed or extorted for money -0.07 0.53 -0.63 0.60 -0.30; 0.17  0.01
Feeling unsafe and afraid in public space 0.01 0.86 -0.00 0.98 -0.12;0.12  0.01
Being harassed on social media or any other online space -0.21 0.74 -0.00 0.88 -0.13; 0.11 0.01
Being treated unfairly/discriminated at a workplace -0.17 0.06 -0.16 0.88 -0.34;0.02  0.01

95%Cl: 95% confidence interval.

* Adjusted for gender, sexual orientation, race/skin color, and schooling.

these populations. Note that families and schools should configure environments in which adoles-
cents feel welcomed and cared for and are free to socialize. Brazil has seen a setback in the protection
of sexual and reproductive rights and its public policies have received strong support from an agenda
of conventional customs, resulting in a weak support to comprehensive sexuality education programs
in public schools 29.

As for sexual health practices, consistent with the combination prevention approach 30, people
engage in a multiple array of health practices depending on situations and relationships. Certain care
practices are more commonly used as a repertoire in both steady and casual partnerships such as
condom use (the most widely used and promoted strategy), whereas other strategies remain scarcely
used, such as HIV testing and other prevention approaches involving sexual risk management. Our
findings point to repertoires that are mostly incorporated in these populations and indicate that other
care strategies could be reinforced. Condom use is the predominant preventive method against sexu-
ally transmitted infections, and this population scarcely uses other possibly more effective strategies
either in combination with condom use or without it. The array of care strategies offered to adults in
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Table 5

Associations between violence subtypes and global score and sexual health practices among adolescent men who have
sex with men (AMSM) and adolescente travestis and transgender women (ATGW) in the PrEP1519 project, 2018-2020.

Coefficient p-value 95%Cl R?
Crude analysis
Gender (reference: male) -0.33 0.002 -0.53;-0.12 0.01
Sexual orientation (reference: homosexual) 0.06 0.322 -0.06; 0.19 0.001
Race/skin color (reference: Black) -0.09 0.134 -0.22; 0.03 0.003
Schooling (reference: < 12 years) 0.15 0.01 0.04; 0.26 0.01
Transactional sex (refence: no) -0.06 0.428 -0.21; 0.89 0.000
Discrimination exposure -0.02 0.03 -0.04; -0.002 0.005
Global (discrimination and violence) score -0.01 0.03 -0.03; -0.0012 0.005
Sex partner violence -0.03 0.27 -0.08; 0.02 0.001
Sexual violence -0.03 0.61 -0.16; 0.096 0.0003
Physical violence (6 months) -0.16 0.20 -0.40; 0.09 0.002
Adjusted analysis *
Sex partner violence -0.01 0.69 -0.06; 0.04 0.02
Sexual violence -0.01 0.91 -0.13; 0.12 0.02
Physical violence (last 6 months) -0.07 0.60 -0.31; 0.18 0.02
Discrimination exposure -0.01 0.13 -0.03; 0.004 0.02
Global (discrimination and violence) score -0.01 0.17 -0.03; 0.004 0.02

95%Cl: 95% confidence intreval.

* Adjusted for gender, sexual orientation, race/skin color, and schooling.

health services should also be offered to young people so they can navigate and choose among differ-
ent approaches and reduce risky sexual practices. We found an association between discrimination
in healthcare settings and unsafe sexual practices. Thus, providing friendly and non-discriminatory
healthcare services to all populations is essential.

We found that most associations between discrimination and violence exposure and sexual
health practices were statistically insignificant after we adjusted our models. Only the association
between health practices and discrimination in a healthcare setting (facility or provider) remained
significant after adjustment. Thus, experiencing discrimination in health settings negatively affected
sexual adolescents’ health practices. Discrimination and violence against LGBTQIA+ population
can be a key social health determinant because it is associated with worse health indicators and
care inequalities 31, thus becoming a barrier to healthcare access 32. Studies have pointed out that
healthcare services commonly show LGBTphobia and that this population have to face conserva-
tive views, discriminatory attitudes, moral judgments, and negligence from healthcare providers,
hindering their access to healthcare 131,32, Qur data corroborates this finding and stresses that dis-
criminatory experiences in healthcare facilities and from providers have adversely affected people
and prevented them from incorporating sexual health practices. Although we are unable to ascer-
tain a causal relationship between these phenomena, we must consider their impact within health
services. Health providers, especially those working in HIV/AIDS care services, must be aware that
violence in all its multiple forms is part of the everyday life of LGBTQIA+ populations and they
should receive training to address it and report related incidents and injuries to the relevant authori-
ties. We should also consider the challenge healthcare services face while addressing the needs and
demands of adolescent population 133

Note the high prevalence of discrimination and violence victimization in our adolescent popula-
tions. Very few reported not experiencing violence. This high prevalence of violence points to a need
for more adaptive self-care strategies to fight violence, exclusion, discrimination, and trauma among
key adolescent populations. Their psychosocial development differs from that of their cisgender het-
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erosexual peers. Growing up as young gay men/MSM and TGW requires a great deal of resilience as
they face more challenges to affirm their identity and place in the world than other people 34, which
may potentially have an adverse psychological impact and result in worse health indicators.

Given this high prevalence of victimization, these adolescents’ vulnerability to violence alone is
unable to explain their increased risk of HIV and STIs. Therefore, a multi-pronged approach may
substantially contribute to the understanding of this phenomenon and guide potential actions to
optimize care processes for this population. It is crucial to raise awareness of the discrimination and
violence these adolescents face and the need to address it using an integrated approach to sexual
health and other health outcomes, such as mental health and substance abuse.

Limitations

Our study has some limitations. First, it involved privileged adolescents as they belong to a protection
and care network, have accessed care services to receive PrEP, and received the benefits of care, when
compared to other same-age peers who may never seek this type of service or remain unaware of
available care. Our results may have underestimated the actual magnitude of the association between
violence, discrimination, and sexual health practices in this population. Young people enrolled in the
PrEP program live in areas with potentially more resources and show greater willingness to receive
care, have increased awareness of their rights, and can navigate the healthcare system. Further inves-
tigations on this issue with other design approaches are necessary. Moreover, demand creation efforts
need to focus on key adolescent populations in HIV/AIDS care services.

Our society must implement public policies to prevent and address violence against LGBTQIA+
people. Primary health care services (and especially HIV and other STI prevention services) must
develop strategies to address the impact of violence and discrimination in healthcare. Good care in
public services should be accessible to these adolescent populations who often lack solid and safe sup-
port to face exclusion due to LGBTphobia.

Notably, we ignored drug use, whether within or outside sexual relations. This aspect directly
relates to violence and sexual healthcare and consists of a key component of the SAVA (Substance
Abuse, Violence and AIDS) model. However, due to the complexity of the phenomenon of drug use
(including its social contexts and patterns of use), we decided to ignore this aspect. Nevertheless, we
recognize the increasing frequency and diversity of drugs used in sexual intercourse and the relevance
of studying the relation between drug use and sexual health care. Consequently, we suggest further
research on this topic to comprehensively and deeply understand this issue.

We should stress the low representation of participants aged under 18 years (around 10%) as a
limitation of the study, impacting the potential generalizability of our results to younger AMSM and
ATGW. We highlight the barriers to healthcare service access for those aged under 18 years linked to a
lack of knowledge and distrust. Additionally, we must consider that one of our inclusion criteria (legal
guardians’ authorization) may have hindered this population’s possibility of participation. Finally,
note that, as a result of the PrEP1519 study and other factors, eligibility criteria for PrEP in Brazil has
include adolescents aged from 15 years onward since 2022.

Cad. Saude Publica 2023; 39 Sup 1:e00142922

11



12

Ryngelblum M et al.

Contributors

M. Ryngelblum contributed to the study design,
data analysis, and drafting and approved the final
version of this manuscript. A. Grangeiro contrib-
uted to the study design, data collection and analy-
sis, and drafting and approved the final version of
this manuscript. E. M. Zucchi contributed to data
collection and analysis and drafting and approved
the final version of this manuscript. M. T. Couto
contributed to data collection and analysis and
drafting and approved the final version of this man-
uscript. I. Dourado contributed to data collection
and drafting and approved the final version of this
manuscript. L. Magno contributed to data collec-
tion and drafting and approved the final version of
this manuscript. U. Tupinambas contributed to data
collection and drafting and approved the final ver-
sion of this manuscript. M. F. T. Peres contributed
to the study design, data analysis, and drafting and
approved the final version of this manuscript.

Additional information

ORCID: Marcelo Ryngelblum (0000-0003-4737-
6366); Alexandre Grangeiro (0000-0001-5157-
0597); Eliana Miura Zucchi (0000-0001-6234-
1490); Marcia Thereza Couto (0000-0001-5233-
4190); Ines Dourado (0000-0003-1675-2146); Laio
Magno (0000-0003-3752-0782); Unai Tupinambas
(0000-0001-6833-3870); Maria Fernanda Tourinho
Peres (0000-0002-7049-905X).

Acknowledgments

We are grateful to the adolescents who participated
in this study and their parents and guardinas, to
the Brazilian Unified National Health System (SUS)
for donating PrEP medications, condoms, rapid
tests, and providing additional care services for
PrPEP1519 participants via Brazilian Ministy of
Health, to the Bahia State Health Department, and
to Oswaldo Cruz Foundation (FIOCRUZ) and Fio-
cruz Support Foundation (FIOTEC) for supporting
this study. This project was made possible thanks
to Unitaid’s funding and support. Unitaid acceler-
ates access to innovative health products and lays
the foundations for their scale-up by countries and
partners. Unitaid is a hosted partnership of World
Health Organization.

Cad. Saude Publica 2023; 39 Sup 1:e00142922

References

1.

10.

11.

12.

13.

14.

Natarelli TRP, Braga IF, Oliveira WA, Silva
MAI O impacto da homofobia na satde do
adolescente. Esc Anna Nery Rev Enferm 2015;
19:664-70.

Coker TR, Austin SB, Schuster MA. The health
and health care of lesbian, gay, and bisexual
adolescents. Annu Rev Public Health 2010;
31:457-77.

Saewyc EM, Bearinger LH, Heinz PA, Blum
RW, Resnick MD. Gender differences in health
and risk behaviors among bisexual and ho-
mosexual adolescents. ] Adolesc Health 1998;
23:181-8.

Udry JR, Chantala K. Risk assessment of ado-
lescents with same-sex relationships. ] Adolesc
Health 2002; 31:84-92.

Blais M, Gervais J, Hébert M. Internalized
homophobia as a partial mediator between
homophobic bullying and self-esteem among
youths of sexual minorities in Quebec (Cana-
da). Ciénc Satude Colet 2014; 19:727-35.
Rosario M, Meyer-Bahlburg, Hunter ], Gwadz
M. Sexual risk behaviors of gay, lesbian, and bi-
sexual youths in New York City: prevalence and
correlates. AIDS Educ Prev 1999; 11:476-96.
Assis SG, Gomes R, Pires TO. Adolescéncia,
comportamento sexual e fatores de risco a sau-
de. Rev Satide Publica 2014; 48:43-51.

The Joint United Nations Programme on
HIV/AIDS. The Gap report 2014. Geneva: The
Joint United Nations Programme on HIV/
AIDS; 2014.

Secretaria de Vigilancia em Saude, Ministério
da Sadde. HIV/AIDS 2021. Boletim Epidemio-
légico de HIV/AIDS 2021; Numero Especial.
Programa Nacional de DST e Aids, Secretaria
de Vigilancia em Satde, Ministério da Saude.
Manual de rotinas para assisténcia de adoles-
centes vivendo com HIV/Aids. Brasilia: Minis-
tério da Saude; 2006. (Série A. Normas e Ma-
nuais Técnicos) (Série Manuais, 69).
Departamento de DST, Aids e Hepatites Virais,
Secretaria de Vigilancia em Sadde, Ministério
da Saude. Recomendagoes para a atencdo inte-
gral a adolescentes e jovens vivendo com HIV/
Aids. Brasilia: Ministério da Saide; 2013.
Coelho LE, Torres ST, Veloso VG, Grinsztejn
B, Jalil EM, Wilson EC, et al. The prevalence
of HIV among men who have sex with men
(MSM) and young MSM in Latin America and
the Caribbean: a systematic review. AIDS Be-
hav 2021; 25:3223-37.

Saffier IP, Kawa H, Harling G. A scoping re-
view of prevalence, incidence and risk factors
for HIV infection amongst young people in
Brazil. BMC Infect Dis 2017; 17:675.

Magno L, Silva LAV, Veras MA, Pereira-Santos
M, Dourado I. Estigma e discriminacao rela-
cionados a identidade de género e a vulnera-
bilidade ao HIV/aids entre mulheres transgé-
nero: revisao sistematica. Cad Sadde Publica
2019; 35:e00112718.



15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Magno L, Silva LAV, Guimaraes MDC, Veras
MASM, Deus LFA, Leal AF, et al. Discrimina-
tion based on sexual orientation against MSM
in Brazil: a latent class analysis. Rev Bras Epi-
demiol 2019; 22 Suppl 1:E190003.supl.1.
Instituto de Pesquisa Econémica Aplicada; Fé-
rum Brasileiro de Seguranca Publica. Atlas da
violéncia. Rio de Janeiro: Instituto de Pesquisa
Economica Aplicada; 2020.

Transgender Europe; Carsten Balzer. Trans
murder monitoring 2021. https://transrespect.
org/en/map/trans-murder-monitoring/ (ac-
cessed on 03/May/2022).

Toledo M, Takahashi RF, De-La-Torre-Ugar-
te-Guanilo MC. Elementos de vulnerabilidade
individual de adolescentes ao HIV/AIDS. Rev
Bras Enferm 2011; 64:370-5.

Ayres JRCM, Calazans GJ, Saletti Filho HC,
Franca Junior L. Risco, vulnerabilidade e pra-
ticas de prevenc¢ao e promogado da saude. In:
Campos GWS, Minayo MCS, Akerman M,
Drumond Junior M, Carvalho YM, editors.
Tratado de saide coletiva. Sao Paulo: Hucitec
Editora/Rio de Janeiro: Editora Fiocruz; 2009.
p. 375-417.

Calazans GJ, Pinheiro TF, Ayres JRCM. Vul-
nerabilidade programatica e cuidado publico:
panorama das politicas de prevencao do HIV
e da aids voltadas para gays e outros HSH no
Brasil. Sex Salud Soc 2018; 29:263-93.
David-Ferdon C, Vivolo-Kantor AM, Dahl-
berg LL, Marshall KJ, Rainford N, Hall JE. A
comprehensive technical package for the pre-
vention of youth violence and associated risk
behaviors. Atlanta: National Center for Injury
Prevention and Control, Centers for Disease
Control and Prevention; 2016

Minayo MCS. A violéncia na adolescéncia: um
problema de satide puiblica. Cad Saude Publica
1990; 6:278-92.

Pereira VOM, Pinto IV, Mascarenhas MDM,
Shimizu HE, Ramalho WM, Fagg CW. Violén-
cias contra adolescentes: analise das notifica-
¢oes realizadas no setor saude, Brasil, 2011-
2017. Rev Bras Epidemiol 2020; 23 Suppl
1:E200004.SUPL.1.

Pinto IS, Andrade SSA, Rodrigues LL, Santos
MAS, Marinho MMA, Benicio LA, et al. Per-
fil das notificacdes de violéncias em lésbicas,
gays, bissexuais, travestis e transexuais regis-
tradas no Sistema de Informacao de Agravos
de Notificacdo, Brasil, 2015 a 2017. Rev Bras
Epidemiol 2020; 23 Suppl 1:E200006.SUPL.1.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

VIOLENCE, DISCRIMINATION, AND SEXUAL HEALTH PRACTICES AMONG ADOLESCENTS

Congresso em Foco. Os homossexuais na vi-
sao de Bolsonaro. Youtube 2022. 0:51 minutos.
https://www.youtube.com/watch?v=QdJF
1Wk2CaA&ab_channel=congressoemfoco
(accessed on 18/Jul/2023)

Singer M, Bulled N, Ostrach B, Mendenhall
E. Syndemics and the biosocial conception of
health. Lancet 2017; 389:941-50.

Dourado I, Magno L, Greco DB, Zucchi EM,
Ferraz D, Westin MR, et al. Interdisciplinar-
ity in HIV prevention research: the experience
of the PrEP1519 study protocol among ado-
lescent MSM and TGW in Brazil. Cad Saude
Publica 2023; 39 Suppl 1:¢00143221.

Rojas EB. Heteronormatividad escolar en Mé-
xico: reflexiones acerca de la vigilancia y cas-
tigo de la homosexualidad en la escuela. Sex
Salud Soc 2019; 33:180-99.

Brandao ER, Cabral CS. Sexual and reproduc-
tive rights under attack: the advance of politi-
cal and moral conservatism in Brazil. Sex Re-
prod Health Matters 2019; 27:76-86.
Departamento de HIV/AIDS, Tuberculose, He-
patites Virais e Infeccoes Sexualmente Trans-
missiveis, Ministério da Satude. O que é pre-
vencdo combinada. https://www.gov.br/aids/
pt-br/assuntos/prevencao-combinada/o-que-
e-prevencao-combinada (accessed on 29/
Jun/2022).

Mongovi VG, Aratjo EC, Ramos VP. Impli-
cacdes da homofobia sobre a satide do ado-
lescente. Rev Enferm UFPE on line 2018;
12:1772-80.

Cardoso MR, Ferro LF. Saude e populacao
LGBT: demandas e especificidades em ques-
tao. Psicol Ciénc Prof 2012; 32:552-63.
Taquette SR, Rodrigues AOR. Experiéncias
homossexuais de adolescentes: consideracoes
para o atendimento em saude. Interface (Botu-
catu) 2015; 19:1181-91.

Rodriguez MCEF, Calle FV. En torno al recha-
zo, la salud mental y la resiliencia en un grupo
de jovenes universitarios gays, lesbianas y bi-
sexuales. Rev Griot 2013; 6:44-65.

Cad. Saude Publica 2023; 39 Sup 1:e00142922

13



14

Ryngelblum M et al.

Resumo

A epidemia de HIV afeta desproporcionalmente
homens adolescentes que fazem sexo com homens
(AHSH) e mulheres transgénero e travestis. Nos
tltimos 10 anos, a prevaléncia do HIV aumento. A
violéncia afeta a vida dessas populacies adolescen-
tes, comprometendo sua capacidade de autocuida-
do e tornando-as mais vulnerdveis a infeccdo pelo
HIV. Este estudo buscou examinar a associacao
entre diferentes tipos de vitimizacdo por violéncia
e discriminacdo e prdticas de saiide sexual entre
essas populacoes adolescentes em relacionamentos
estdveis e casuais. Realizamos um estudo trans-
versal usando dados basais do estudo de coorte
PrEP1519. Usamos o escore médio de prdticas de
saude sexual como desfecho e o escore cumulativo
de discriminacdo (familiar, comunitdria, educa-
cional, religiosa, online e em espacos piiblicos) e
violéncia (parceiro fisico, sexual e intimo) como
varidvel de exposi¢do. Realizamos andlises de re-
gressdo linear para estimar a associacdo entre
exposicao e desfecho. No todo, 90% dos AHSH e
95% dos mulheres transgénero e travestis sofreram
pelo menos uma forma de violéncia nos trés meses
anterior a pesquisa e cerca de 45% dos mulheres
transgénero e travestis sofreram violéncia sexual
no mesmo periodo. Vivenciar discriminacdo den-
tro de ambientes de cuidados de saiide (institu-
icdes ou provedores) foi negativamente associado
as prdticas de saide sexual. A discriminacdo e a
violéncia afetam negativamente prdticas de satide
sexual. A prevencdo contra o HIV e o cuidado a
AHSH e mulheres transgénero e travestis devem
escutar suas experiéncias e enfrentar a discrimi-
nagao e da violéncia nessa populagao.

Violéncia; Sexismo; HIV; Adolescente;
Autocuidado
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Resumen

La epidemia del VIH afecta desproporcionada-
mente a los hombres adolescentes que tienen sexo
con hombres (AHSH) y las mujeres transgénero y
travestis. En los ultimos 10 afios, la prevalencia
del VIH aumento. La violencia afecta la vida de
estas poblaciones adolescentes, comprometiendo su
capacidad de autocuidado y haciéndolas mds vul-
nerables a la infeccion por VIH. Este estudio buscé
examinar la asociacion entre los diferentes tipos de
victimizacion por violencia y discriminacion y las
prdcticas de salud sexual entre estas poblaciones
adolescentes en relaciones estables y casuales. Re-
alizamos un estudio transversal utilizando datos
basales del estudio de cohorte PrEP1519. Utiliza-
mos el puntaje promedio de las prdcticas de salud
sexual como resultado y el puntaje acumulativo
de discriminacion (familiar, comunitario, educa-
tivo, religioso, en linea y en espacios publicos) y
la violencia (pareja fisica, sexual e intima) como
variable de exposicion. Realizamos andlisis de
regresion lineal para estimar la asociacion entre
la exposicion y el resultado. En total, el 90 % de
los AHSH y el 95 % de los mujeres transgénero y
travestis experimentaron al menos una forma de
violencia en los tres meses anteriores a la encuesta,
y alrededor del 45 % de los mujeres transgénero
Y travestis experimentaron violencia sexual en el
mismo periodo. Experimentar discriminacion den-
tro de los ambientes de atencion médica (institu-
ciones o proveedores) se asocié negativamente con
las prdcticas de salud sexual. La discriminacion y
la violencia afectan negativamente las prdcticas
de salud sexual. La prevencion contra el VIH y el
cuidado a AHSH y mujeres transgénero y travestis
deben escuchar sus experiencias y hacer frente a
la discriminacion y la violencia en esa poblacion.

Violence; Sexismo; VIH; Autocuidado
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