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Abstract: This cross-sectional exploratory study aims to verify associations between condom-
protected sex, condom negotiation self-efficacy, self-esteem, and four minority stressors (experiences
with misgendering, “passing” concerns, anticipated prejudice, and perceived prejudice) among trans-
gender men (TM) and transgender women (TW). 260 individuals (192 TW and 68 TM) residing in two
Brazilian states participated in the study. Data was collected online and in two hospital programs for
transgender people and included sociodemographic data, condom-protected sex, the Trans-Specific
Condom/Barrier Negotiation Self-Efficacy (T-Barrier) Scale, the Rosenberg Self-Esteem Scale, and
four minority stressors. Measures that were significantly associated with condom-protected sex were
tested as independent variables in a linear regression model. The main results suggest that lower
condom negotiation self-efficacy, higher “passing” concerns, and higher experiences with misgen-
dering were predictors of lower frequency of condom-protected sex. These negative outcomes were
found among both TM and TW, which justifies their inclusion in public health policies. Structural
strategies and clinical interventions are suggested to address condom negotiation self-efficacy and
“passing” concerns in transgender populations.

Keywords: sexual behaviour; transgender; condom use; condom negotiation; risky sexual behaviour;
prejudice; HIV; minority stress

1. Introduction

Condom-protected sex (CPS) refers to individual’s consistent use of condoms during
sexual intercourse, while condom negotiation self-efficacy (CNSE) refers to the confidence
to assertively ensure condom use during sexual intercourse, preventing unwanted non-use.
The literature shows that CPS and CNSE are associated with consistency/regularity of
use and act as protectors against HIV and other sexually transmitted infections (STIs) in
the cisgender population, that is, people whose gender identity is aligned with the sex
designated at birth [1–5].

Sexual coercion, abusive relationships and exposure to intimate partner violence
are some of the factors associated with unprotected sex without condoms and decreased
CNSE capacity with sexual partners. These experiences have been widely investigated
in cisgender people, particularly cisgender women [6–9]. Studies also point out that
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previous negative experiences with condom use are associated with irregular and decreased
use [10,11]. One of the factors related to a decrease in condom-use intention in this
population is low levels of self-esteem, that is, the presence of negative emotional responses
about themselves [12–14].

There are similar studies with samples of transgender people, that is, those whose
gender identity is not aligned with the sex designated at birth, a population commonly ex-
posed to numerous inequities and vulnerabilities. In research conducted in the Dominican
Republic with 78 transgender women (TW) who were sex workers, exposure to violence
increased the chances of not using condoms by up to 4.75×, highlighting the vulnerability
to which this population is exposed [15]. The weight of HIV is high among this population
and associated with exposure to prejudice and other structural factors, which reinforces
the importance of creating public policies that address the HIV care cascade, including the
use of condoms [16].

Also, low self-esteem, history of forced sex, and use of crack and cocaine can contribute
to inconsistent condom use among transgender individuals [17]. Syndemic vulnerabilities,
such as alcohol abuse, depressive symptoms, and childhood sexual abuse, can negatively
affect the ability to get condoms, use them correctly, and negotiate their use during sex [18].
Self-efficacy in condom use consistency can act as a protective factor against unprotected
anal sex in commercial sexual relations/prostitution [19]. Negotiating condom use can be
difficult for TW, who are less likely to use condoms with their partners, as protected sexual
behaviors can lead to both the expectation of relational rejection/disruption and physical
or sexual violence, which tends to cause intense psychological distress [20].

The minority stress model, originally developed by Meyer [21], is one of the explana-
tions with more empirical support for the inequalities present in the lives of transgender
individuals [22]. Transgender minority status leads to increased exposure to distal stressors,
external to the individual, such as direct experiences of violence, family rejection, restric-
tion of civil rights, discrimination in health services, and experiences with misgendering
(when people do not recognize the true/actual gender of transgender people and may
treat them with wrong pronouns intentionally or unintentionally and/or identify them as
transgender due to their gender expression) [23]. Systematic exposure to distal stressors
leads to experiencing proximal stressors, which are the individual’s internal processes and
perceptions. This includes perceived prejudice (perception of discrimination directed at
them for being transgender), anticipated prejudice (expectation of rejection/discrimination
for being transgender), “passing” concerns (desire to not appear to be a transgender person
and/or seeking to have a gender expression similar to that of a cisgender person), among
others [24–26]. The combination of the two sets of stressors leads to negative psychological
outcomes, which are already well documented in the literature [27–29].

In Brazil, where the research described in this study was conducted, the transgender
population is systematically exposed to vulnerability and social marginalization, which
leaves them susceptible to harmful situations. A recent study found that around 67.20% of
transexual individuals have depressive symptoms, a high rate considering that the general
prevalence among the Brazilian population is 5.8%. The prevalence of suicidal ideation
was 67.72%, while that of suicide attempts was 43.12%. Among those who attempted
suicide, 80.50% reported associating their attempt with being a trans person. The aversive
context to which trans individuals are exposed is illustrated by the fact that 67.50% of the
sample reported having avoided a location for fear of being attacked or thrown out for
being transgender [30].

The murder rates in this population in Brazil are considered to be the highest in the
world, with an average of 118.2 murders/year between 2008 and 2019 [31]. Between 33.85%
and 45.16% of these individuals are not currently employed, most of them reporting having
jobs denied due to their gender identity [32]. A study on the health conditions of TW
in the state of Rio de Janeiro found that the participants had low income (62.0% lived
on less than USD10.00/day), demonstrated a very high involvement in sex work (78.6%)
and reported a higher occurrence of sexual (46.3%) and physical (54.0%) violence [33].
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There is scarce data on transgender men (TM), a neglected population in research settings
whose environmental conditions and associated vulnerabilities are not well documented in
Brazilian context.

Minority stressors such as expectations of rejection and concealment of gender identity
are associated with risky behaviors for HIV infection, such as having sex without a con-
dom [34]. Little is known about the association between CPS and variables such as CNSE,
self-esteem and some specific minority stressors, such as experiences with misgendering,
“passing” concerns, anticipated prejudice, and perceived prejudice, which can act as sexual
vulnerability factors in transgender individuals.

The relationship between prejudice (whether anticipated or the suffering of discrim-
ination) acts as stressors that can reduce mental health, high self-esteem and therefore
self-care. In addition, they can negatively impact the identity and self concept through
the internalization of prejudice. The experiences of misgendering and “passing” concerns
in addition to being stressors in their own right (worsening mental health) are associated
with the previous process of more general minority stress, increasing its effects. As we
already know that people with worse mental health use less condoms, and since minority
stress (including their gender aspects) affects mental health, we intend to investigate this
relationship.

The main objective of this study is to verify associations between CPS, CNSE, self-
esteem and four dimensions of minority stress (experiences with misgendering, “passing”
concerns, anticipated prejudice, and perceived prejudice) in transgender individuals. The
specific objectives are (1) to investigate differences between TM and TW in measures
that assess CPS, CNSE, self-esteem and minority stress dimensions; (2) to verify the links
between the surveyed variables; and (3) to analyze possible predictors of CPS. Our central
hypothesis is that CNSE and self-esteem are positively associated with CPS, while the four
minority stress dimensions are inversely related to CPS.

2. Materials and Methods
2.1. Procedure

The project “Saúde da População Trans” (“Health of the Trans Population”), which
took place between 2014 and 2015, was a cross-sectional exploratory project conducted
through online and face-to-face surveys, built with contributions from the medical and
transgender communities, to assess various aspects of the health of transgender people
living in two Brazilian states. The research was modeled after the TransPULSE project,
which was one of the first large-scale studies that addressed the healthcare needs and
vulnerabilities of transgender people. The original project sought to improve the quality
of life of transgender people in Ontario, Canada, by measuring levels of social exclusion
and its impact on physical and mental health. Studies derived from the “Trans health”
project include the impact of minority stress on suicide ideation, suicide attempts and
depressive symptoms [30]; prevalence of labor market discrimination [32]; an assessment of
transgender-specific healthcare needs in the Brazilian context [35]; HIV-related healthcare
needs [36]; the impact of family support on the process of gender affirmation [37]; and the
association between parental participation in transgender children’s life and discrimination
experiences [38].

The project’s adaptation to the Brazilian context was an initiative of the Federal
University of Rio Grande do Sul (UFRGS) in partnership with the University Hospital
of the School of Medicine of the University of São Paulo (HCFMUSP). All subjects gave
their informed consent for inclusion before they participated in the study. The study was
conducted in accordance with the Declaration of Helsinki, and the protocol was approved
by the Ethics Committee of UFRGS on June 6th, 2013 (protocol n. 14221513.4.0000.5334).

2.2. Participants

Since the Brazilian Unified Health System provides georeferenced care, patients seek-
ing gender affirmation must access those procedures in the states in which they live. Data
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were collected in Rio Grande do Sul and São Paulo, two states that are pioneers in providing
specialized services to transgender people since the implementation of the first Brazilian
healthcare policies for this population. Both states have gender identity programs that
provide body modification procedures at university hospitals. Patients of the two programs
were voluntarily invited to complete an electronic version of the survey using tablets in
the presence of the researchers. In this case, data collection took place at the hospital itself
before or after the appointments. The questionnaire was also available on the Internet
through an online Facebook adds that focused on trans people during two time periods:
July–October 2014 and January–March 2015. The participants have not received neither
payment incentive nor any direct benefit for joining the research.

For this study, the sample consisted of 260 people with negative HIV status (who
were controlled from the original total sample), due to the differences that may exist in
terms of sexual behavior between HIV-positive and HIV-negative people. Gender identity
was assessed using the two-question method, and persons were considered eligible for
participation if they reported a gender different from that assigned to them at birth. Based
on their self-reported gender identity, participants were re-categorized as transgender
women (TW), transgender men (TM), or gender-diverse people. TW were those who were
designated as male at birth but identified as women, TW or travestis. Travesti is a culturally
specific gender identity term in the Brazilian context. Travestis are transgender people who
were assigned male at birth, but affirm a female performance and bodily form, although
they typically do not undergo neovaginoplasty. Their gender identity varies; most identify
as male, some idenfity as women, and others simply identify as travestis. TM were those
who were assigned female at birth but identified as men or TM.

Finally, gender-diverse persons were those who identified with a gender identity
outside the binaries (male-female), such as queer, non-binary, a-gender, etc. Of the total
number of participants, 73.8% identified as TW and 26.2% as TM. Due to an insufficient
sample size, non-binary people were not included in this study. Most TW reported that
they were sexually attracted to cisgender men (90.20%) and most TM reported that they
were attracted to cisgender women (91.34%).

Race/skin color/ethnicity was determined using the Brazilian Institute of Geography
and Statistics census categories: white, black, yellow (although considered offensive in
some cultural contexts, it is the way that East Asians are categorized in the Brazilian census),
and indigenous. One other category, pardo, was used, which commonly refers to Brazilians
of a mixed race, typically a mixture of white, Afro- and native Brazilian. Approximately
70.8% of the participants self-declared as white, 62.3% completed high school, 70% self-
declared to be single, and 69.6% were from São Paulo. The mean age was M = 28.70 years
(SD = 8.66), in a range of 18 to 65 years. Besides 33,84% of TW and 45,16% of TM reported
being unemployed at the time of data collection. Additional sociodemographic data can be
found in Table 1.

2.3. Measures
2.3.1. Sociodemographic

Sociodemographic characteristics such as gender identity, race, level of education, and
geographic location were used in the descriptive analyses.

2.3.2. Condom-Protected Sex (CPS)

Based on TransPULSE project, participants were asked if they or their partners wear a
condom when having the following sexual practices: insertive oral sex, receptive oral sex,
insertive penetration, and receptive penetration. Each sexual practice was measured on
a 5-point Likert scale ranging from 1 (Always) to 5 (Never), which generated an overall
score. Analyses included an overall score and each practice individually.
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Table 1. Sociodemographic profile.

Statistical Distribution

Measures Groups N %

Gender identity Transgender women 192 73.8
Transgender men 68 26.2

State Rio Grande do Sul 79 30.4
São Paulo 181 69.6

Race/ethnicity Black 15 5.8
White 184 70.8
Pardo 54 20.8

Indigenous 1 0.4
Yellow/Asian 6 2.3

Level of education No formal education 4 1.5
Elementary education 20 7.7
High school education 162 62.3

Higher education 59 22.7
Postgraduate degree 15 5.8

Marital status Single 182 70
Common-law marriage 39 15

Married 33 12
Divorced 6 2.3

2.3.3. Trans-Specific Condom/Barrier Negotiation Self-Efficacy (T-Barrier) Scale

This scale was originally developed for TransPULSE project to assess condom negotia-
tion self-efficacy (CNSE) among transgender populations [39]. We translated and adapted
it for our study. Participants were asked the following question: “When I think about using
condoms with a partner, I . . . ”, whose answer options included seven items, rated on
a 5-point Likert scale ranging from 1 (Not at all [worried]) to 5 (Very [worried]), which
for scoring purposes had their items added together to form a total score: item 1 (“I can
ask a new partner to use a condom”), item 2 (“I can ask a partner with whom I didn’t
use a condom to start doing this”), item 3 (“I can refuse sex when I don’t have condoms
available”), item 4 (“I can make a partner use a condom even when I’m drunk or drugged”),
item 5 (“I can make a partner use a condom even when he/she doesn’t want to”), item 6
(“I can ask a partner who knows I am transgender to use condoms”), and item 7 (“I can ask
any partner to use a condom”) (Cronbach’s α = 0.96).

2.3.4. Rosenberg Self-Esteem Scale

The Brazilian version of Rosenberg Self-Esteem Scale was used to assess self-esteem [40,41].
The scale consists of 10 items, classified on a 5-point Likert scale ranging from 1 (Never) to
5 (Always), whose items were added together to form an overall score for scoring purposes.
Examples of items on this scale include “I can do things as well as most people”; “I have
a positive attitude towards myself”; and “Overall, I am satisfied with myself” (Cronbach’s
α = 0.88).

2.3.5. Perceived Prejudice

The participants answered a question with several alternatives, based on the measures
developed by Scheim and Bauer [42]. They were asked to point out any of the following
situations of violence they had experienced: silent aggression; verbal aggression; physical
intimidation and threats; physical aggression; sexual assault; sexual violence; and if they
had ever been victims of some kind of violence.
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2.3.6. Anticipated Prejudice

The participants answered a question with several alternatives, based on the measures
developed by Scheim and Bauer [42]. They were asked to point out any situations they had
ever avoided for fear of aggression or of being expelled for being transgender. The options
were: public transport; pharmacy; shopping malls or clothing stores; schools or colleges;
traveling to other places; clubs or social groups; gyms; church, temples or other religious
institutions; public restrooms; public spaces (for example parks, streets); restaurants or
bars; and cultural centers.

2.3.7. “Passing” Concerns

Participants were asked, based on the TransPULSE project, if they wanted other people
to know they were trans. The possible answers were 1 (Yes), 2 (No), and 3 (I don’t care).

2.3.8. Experiences with Misgendering

Participants were asked, based on the TransPULSE project, how often people who
know them know they are transgender without being informed about it by them. The mea-
surement was established on a 5-point Likert scale ranging from 1 (Always) to 5 (Never).

2.4. Data Analysis

Initially, the data were analyzed regarding their distribution patterns. Since there
was only a slight asymmetry (asymmetry and kurtosis values close to zero), parametric
statistical tests were carried out. In addition to descriptive calculations (measurements and
standard deviations), t-tests were conducted to investigate possible differences between TM
and TW regarding averages in CPS, CNSE, “passing” perception, self-esteem, anticipated
prejudice, and perceived prejudice, as well as a chi-square test to verify the association
between gender and “passing” concerns. False discovery rate (FDR) correction was applied
to the different tests, considering the number of comparisons [43]. Subsequently, Pearson
correlations were applied to the study’s continuous variables. The measures that were
significantly associated with CPS in previous analyses were tested as independent variables
in a linear regression model with the enter method. The model was considered adequate,
as long as there was no violation of statistical assumptions (Durbin-Watson, normality of
residuals, multicollinearity, among others).

3. Results

First, we will present data on the differences between TM and TW regarding the study
variables (Table 2). TW had higher averages regarding condom use when they perform oral
sex, when they receive penetration, and in CPS total score. Similarly, TW scored more on
CNSE for different situations, as well as in self-esteem and experiences with misgendering.

Differences between genders reached greater magnitude for the use of condoms when
receiving penetration, CPS total score, and CNSE item 3 (“I can refuse sex when I don’t
have condoms available”). As for “passing” concerns, this variable was not associated with
gender (χ2 = 0.46; p > 0.05). Table 3 presents details on the Pearson correlation matrix.

Regarding “passing” concerns, it was found that the participants with these concerns
obtained higher scores in some isolated items of CPS, and CPS total score. The largest effect
magnitudes were found in the differences for CPS (receptive penetration) and CPS total
score (Table 4).
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Table 2. Differences between TM and TW.

Measures

TM TW

M SD
(n) M SD

(n) M SD
(n) t p * d 95% IC

CPS (insertive oral sex) 1.46 0.92
(231) 1.30 0.84

(60) 1.52 0.94
(171) 1.72 0.088 0.57 [0.54, 0.06]

CPS (receptive oral sex) 1.78 1.15
(229) 1.52 1.10

(59) 1.87 1.15
(170) 2.00 0.047 0.31 [0.61, 0.01]

CPS (insertive penetration) 1.86 1.24
(230) 2.05 1.35

(60) 1.78 1.20
(170) −1.33 0.186 0.22 [0.08, 0.51]

CPS (receptive penetration) 2.40 1.38
(230) 1.25 0.73

(60) 2.81 1.32
(170) 8.66 0.000 1.30 [1.62, 0.99]

CPS total score 7.51 3.43
(226) 6.15 3.15

(59) 7.99 3.41
(167) 3.63 0.000 0.65 [0.85, 0.25]

CNSE item 1 5.53 2.12
(226) 4.78 2.69

(60) 5.80 1.81
(166) 2.73 0.008 0.49 [0.79, 0.19]

CNSE item 2 5.03 2.30
(217) 4.32 2.75

(57) 5.28 2.07
(160) 2.43 0.017 0.42 [0.73, 0.12]

CNSE item 3 5.40 2.10
(222) 4.74 2.69

(58) 5.64 1.80
(164) 2.35 0.021 −0.62 [−0.74, −0.13]

CNSE item 4 5.25 2.24
(215) 4.67 2.74

(56) 5.45 2.01
(159) 1.94 0.006 0.35 [0.66, 0.04]

CNSE item 5 5.33 2.11
(218) 4.89 2.65

(57) 5.48 1.87
(161) 1.54 0.126 0.28 [0.58, 0.02]

CNSE item 6 5.56 2.05
(219) 5.00 2.61

(57) 5.76 1.78
(162) 2.03 0.045 0.38 [0.68, 0.07]

CNSE item 7 5.52 2.06
(221) 4.85 2.63

(57) 5.75 1.77
(164) 2.37 0.020 0.44 [0.75, 0.14]

CNSE total score 37.67 13.68
(212) 32.96 17.59

(55) 39.31 11.64
(157) 2.49 0.015 0.47 [0.78, 0.16]

Self-esteem 18.97 6.17
(178) 17.11 6.74

(44) 19.58 5.88
(134) 2.32 0.034 0.41 [0.74, 0.06]

Experiences with misgendering 2.79 1.30
(225) 2.26 1.10

(60) 2.99 1.32
(165) 4.10 0.000 0.58 [0.88, 0.28]

Anticipated prejudice 3.30 2.72
(217) 3.63 2.82

(58) 3.17 2.69
(159) −1.08 0.283 0.17 [0.13, 0.47]

Perceived prejudice 4.90 2.07
(182) 4.69 2.20

(45) 4.97 2.03
(137) 0.76 0.451 0.14 [0.47, 0.20]

Note: CPS = condom-protected sex; CNSE = condom negotiation self-efficacy; CNSE item 1 = “I can ask a new partner to use a condom”;
CNSE item 2 = “I can ask a partner with whom I didn’t use a condom to start doing this”; CNSE item 3 = “I can refuse sex when I don’t
have condoms available”; CNSE item 4 = “I can make a partner use a condom even when I’m drunk or drugged”; CNSE item 5 = “I can
make a partner use a condom even when he/she doesn’t want to”; CNSE item 6 = “I can ask a partner who knows I am transgender to use
condoms”; CNSE item 7 = “I can ask any partner to use a condom”; TM = transgender men; TW = transgender women. * Group differences
corrected for false discovery rate.
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Table 3. Pearson correlation matrix (n = 122 to 167).

TM
TW

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17)

(1) CPS total score 1 0.73 ** 0.77 ** 0.63 ** 0.80 ** 0.21 ** 0.20 * 0.23 ** 0.18 * 0.18 * 0.20 * 0.21 ** 0.23 ** 0.10 0.17 * −0.00 −0.03

(2) CPS (insertive oral sex) 0.79 ** 1 0.58 ** 0.31** 0.35** 0.04 0.06 0.11 0.05 0.06 0.08 0.06 0.09 0.10 0.15 −0.7 −0.02

(3) CPS (receptive oral sex) 0.85 ** 0.65 ** 1 0.15 ** 0.54 ** 0.19 ** 0.16 * 0.20 * 0.18 * 0.18 * 0.20 * 0.20 * 0.21 ** 0.06 0.11 −0.06 −0.03

(4) CPS (insertive penetration) 0.81 ** 0.47 ** 0.53 ** 1 0.37 ** −0.02 0.06 0.03 0.02 0.02 −0.03 0.02 0.03 0.06 0.20 ** 0.13 −0.01

(5) CPS (receptive penetration) 0.60 ** 0.37 ** 0.41 ** 0.30 ** 1 0.35 ** 0.29 ** 0.31 ** 0.25 ** 0.27 ** 0.32 ** 0.30 ** 0.34 ** 0.04 0.03 −0.06 −0.02

(6) CNSE item 1 0.39 ** 0.25 0.22 0.46 ** 0.22 1 0.65 ** 0.80 ** 0.72 ** 0.78 ** 0.78 ** 0.83 ** 0.89 ** 0.17 * −0.18 * −0.03 0.07

(7) CNSE item 2 0.24 0.23 0.02 0.29 * 0.20 0.81 ** 1 0.64 ** 0.65 ** 0.72 ** 0.72 ** 0.76 ** 0.83 ** 0.15 −0.07 0.02 0.04

(8) CNSE item 3 0.37 ** 0.21 0.25 0.45 ** 0.20 0.81 ** 0.64 ** 1 0.69 ** 0.70 ** 0.71 ** 0.77 ** 0.87 ** 0.17 −0.16 * −0.01 0.04

(9) CNSE item 4 0.41 ** 0.27 * 0.29 * 0.47 ** 0.18 0.85 ** 0.74 ** 0.87 ** 1 0.82 ** 0.78 ** 0.75 ** 0.87 ** 0.20 * −0.16 * −0.03 0.07

(10) CNSE item 5 0.40** 0.25 0.27* 0.47** 0.14 0.88** 0.79** 0.84** 0.95** 1 0.84** 0.80** 0.91** 0.11 −0.12 −0.03 0.09

(11) CNSE item 6 0.38 ** 0.24 0.21 0.45 ** 0.22 0.96 ** 0.78 ** 0.87 ** 0.89 ** 0.93 ** 1 0.87 ** 0.92 ** 0.22 * −0.15 −0.14 −0.00

(12) CNSE item 7 0.39 ** 0.25 0.21 0.46 ** 0.24 0.95 ** 0.77 ** 0.85 ** 0.91 ** 0.92 ** 0.98 ** 1 0.93 ** 0.18 * −0.10 −0.06 0.03

(13) CNSE total score 0.40 ** 0.27 * 0.23 0.47 ** 0.23 0.95 ** 0.84 ** 0.89 ** 0.95 ** 0.96 ** 0.98 ** 0.97 ** 1 0.21 * −0.16 * −0.05 0.06

(14) Self-esteem 0.26 0.19 0.17 0.19 0.28 0.10 0.03 0.29 0.28 0.20 0.18 0.16 0.24 1 0.05 −0.36 ** -0.23 **

(15) Experiences with misgendering 0.15 0.13 0.24 −0.02 0.16 −0.04 −0.11 0.03 −0.03 −0.05 −0.03 −0.08 −0.1 0.22 1 0.20 * 0.05

(16) Anticipated prejudice 0.28 * −0.19 −0.21 −0.28 −0.12 −0.14 −0.06 −0.24 −0.13 −0.19 −0.17 −0.16 −0.16 −0.27 −0.01 1 0.39 **

(17) Perceived prejudice 0.01 −0.02 0.01 −0.03 0.12 0.09 0.03 −0.15 −0.01 0.05 0.06 0.03 0.01 −0.22 0.09 0.44 ** 1

Note: CPS = condom-protected sex; CNSE = condom negotiation self-efficacy; CNSE item 1 = “I can ask a new partner to use a condom”; CNSE item 2 = “I can ask a partner with whom I didn’t use a condom to
start doing this”; CNSE item 3 = “I can refuse sex when I don’t have condoms available”; CNSE item 4 = “I can make a partner use a condom even when I’m drunk or drugged”; CNSE item 5 = “I can make a
partner use a condom even when he/she doesn’t want to”; CNSE item 6 = “I can ask a partner who knows I am transgender to use condoms”; CNSE item 7 = “I can ask any partner to use a condom”. * p < 0.05;
** p < 0.01.
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Table 4. Differences in CPS in TM and TW with and without “passing” concerns.

Measures “Passing” Concerns

No Yes

M SD (n) M SD (n) T p * d 95% IC

CPS (insertive oral sex) 1.29 0.74
(89) 1.62 0.97

(53) 2.14 0.02 −0.40 [0.05, −0.74]

CPS (receptive oral sex) 1.62 1.07
(87) 1.86 1.18

(51) 1.23 0.22 −0.22 [0.13, −0.56]

CPS (insertive penetration) 1.56 1.11
(87) 2.20 1.32

(51) 3.01 0.03 −0.54 [−0.18, −0.09]

CPS (receptive penetration) 2.07 1.36
(88) 2.67 1.38 (53) 2.51 0.01 −0.44 [−0.10, −0.78]

CPS total score 6.53 2.94
(87) 8.50 3.71

(50) 3.42 0.01 −0.63 [−0.28, −0.99]

Note: CPS = condom-protected sex; TM = transgender men; TW = transgender women. * Group differences corrected for false discovery rate.

Previous analyses have shown the differences between TM and TW. Due to an in-
sufficient sample number to analyze TM and TW separately, a multiple linear regression
model to group both genders was tested (Table 5). The variables associated with CPS total
score (CNSE, self-esteem, experiences with misgendering, and “passing” concerns) were
included as independent variables. Three predictors of CPS were found, with CNSE being
the most strongly associated variable (β = 0.46), followed by “passing” concerns (β = 0.31),
and experiences with misgendering (β = 0.19). This means that less self-efficacy in negoti-
ating condom use, having more “passing” concerns, and experiences with misgendering
can lead to decreased use of condoms.

Table 5. Multiple linear regression for CPS in TM and TW.

CPS (n = 97)

Variables B 95% IC B T p

Constant −0.54 [−3.35, 2.27] - 0.38 0.702
CNSE 0.10 [0.06, 0.13] 0.46 5.19 0.000

Self-esteem 0.01 [−0.10, 0.10] 0.02 0.02 0.984
Experiences with misgendering 0.49 [0.03, 0.94] 0.19 2.11 0.038

“Passing” concerns 2.16 [0.088, 3.44] 0.31 3.34 0.001
R2

adj = 0.29
Note: CPS = condom-protected sex; CNSE = condom negotiation self-efficacy; TM = transgender men; TW = trans-
gender women.

4. Discussion

The first objective of the study was to investigate differences between TM and TW
regarding the variables studied. “Passing” concerns not being associated with gender can
demonstrate that this variable is present independently of gender, and it is a common
concern for the transgender population in general [44]. The differences found for the CPS
variable between TM and TW can be partially explained by the diversity of sexual practices.
TW usually have penetrative sex (either insertive or receptive) in their sexual routine, while
TM more often practice oral sex (receptive and insertive), masturbation and penetrative
sex using sex toys, practices that, although they represent some risk of HIV/STIs infection
(even if reduced), are usually done without using a condom [45]. In Brazil, TW are a target
population for HIV/STIs public policies, which makes them get tested more often and be
influenced to use condoms, especially sex workers, which may also explain the data found
in the analysis of differences between genders [46]. Our findings suggest that Brazilian



Int. J. Environ. Res. Public Health 2021, 18, 4850 10 of 16

healthcare programs should expand their action scope to address practices specific to TM
with education, prevention, and harm reduction campaigns.

The second objective was to assess the links between the study variables, taking CPS
total score as the central parameter. No correlations were found between CPS total score
and perceived prejudice, which contradicts one of our hypotheses. The minority stress
model can help to understand this data. There is a difference between distal or external
aspects (linked to experiences of violence, prejudice, or discrimination) and proximal or
internal aspects (linked to the perception that violence, discrimination and prejudice were
due to your identity or to the social group to which you belong) [21]. A transgender person
may, for example, go through discriminatory experiences and think that this is not related
to transphobic prejudice. Therefore, this experience, when not perceived as transphobic,
probably does not contribute to the emotional dysregulation that can occur in people who
perceive stigma, therefore, having no significant impact on sexual behavior, which could
partially explain our results. This may be even more true in a context of endemic violence
such as Brazil where the construction of identity should take into account a very high
baseline level of violence arising from the environment.

We also need to take into account that we have two samples that may not contain the
people who are in the most vulnerable situations. The sample of the hospital represents
people who managed to navigate the system overcoming several barriers to get there and
the sample of the internet represents people with economic conditions to have internet.
Therefore, in more vulnerable segments of the transgender community, this association
can be found. Brazil has public integral health policies for sexual and gender minorities.
However, health services tend to focus excessively on gender affirmation procedures when
providing treatment for transgender people, often neglecting other aspects of mental and
sexual health that would be important to be addressed, as our study shows.

Contrary to what was expected, no correlations were found between CPS total score
and anticipated prejudice. Despite some evidence demonstrating that the anticipation of
prejudice and the expectation of rejection can contribute to risky behaviors [34], people may
not use condoms due to other factors, such as low condom negotiation self-efficacy, more
experiences with misgendering and, heightened “passing” concerns, as our data has shown.
Variables that were not analyzed in this study, such as resilience, coping and connection
with the community can also affect condom use. We also need to take into account that
we have two samples that may not contain the people who are in the most vulnerable
situations. The sample of the hospital represents people who managed to navigate the
system overcoming several barriers to get there and the sample from the internet may
represent people with good economic conditions. Therefore, in more vulnerable segments
of the transgender community, this association could be found.

The third objective was to establish possible predictors of CPS. According to the
final logistic regression model, CPS was significantly associated with CNSE, “passing”
concerns, and experiences with misgendering, confirming the study hypotheses. The main
association found was between CPS and CNSE, demonstrating that the lower the ability
to negotiate condom use, the greater the chance of having sex without a condom. This
data is compatible with those presented by research on condom negotiation self-efficacy
and risky behaviors, which demonstrate that the lower the self-efficacy, the greater the
probability of not using condoms in sexual intercourse [1–5]. Our study also suggests that
even if there is high self-efficacy in ensuring the use of condoms in sexual intercourse, high
levels of “passing” concerns and more experiences with misgendering can prevent people
from negotiating condom use and having sex without a condom.

One of the main possible explanations for the association between CPS and CNSE is
the expectation of romantic/sexual rejection and loneliness beliefs, which are commonly
experienced by transgender individuals due to being transgender [47]. This could lead to
low assertiveness in negotiating condom use in sexual intercourse, as these individuals
commonly have loneliness beliefs and expect intimate rejection [48,49]. From this logic, if
a hypothetic sexual partner of a transgender person insisted on having unprotected sex,
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for example, the fear of rejection and loneliness could be activated in that person, causing
them to give in to pressure to maintain the relationship or avoid rejection, reducing their
CNSE [34].

The data from our study has shown that having more “passing” concerns is related
to being less likely to use condoms. This can be partially explained by the anxiety caused
by this “passing” expectation, which can lead to not being able to ensure condom use in
their relationships [50,51]. Bodily issues (such as negative self-image) that in some way
may have to do with “passing” can cause the person to stop being careful in their sexual
encounters in regards of condom use.

The literature has shown that “passing” concerns in transgender people are one aspect
of rumination, a systematic pattern of thoughts directed at oneself as a maladaptive way of
managing stressful situations, usually associated with negative moods. Rumination can
have deleterious psychological effects on mental health, leading to a greater likelihood of
developing mental disorders [30,52]. Evidence also suggests that negative psychological
variables are associated with low condom use, which helps to explain our data [53].

It is important to note that, although many transgender people question the idea of
“passing,” this happens from a social imposition, based on a normative binary assumption,
causing great discomfort even to those who do not care about this logic, since there is
immense social pressure to conform to standards [26]. It is a logic that is similar to sexual
objectification, that is, internalization of social expectations about the sexualization of the
female body, which can lead to greater self-monitoring of the body, shame and anxiety.
Even cisgender women who refute and deny the objectification of their bodies suffer from
external pressure that demands it from them [54]. This theoretical model of objectification,
created based on the experiences of cisgender women, has been tested on TW, showing
that objectification is associated with greater pressure to search for breast implants and
more propensity to develop eating disorders [55]. Associated with transphobic prejudice,
sexual objectification can increase body surveillance and body dissatisfaction [56]. In TM,
sociocultural standards of attractiveness (one of the elements of sexual objectification) were
directly associated with increased compulsion regarding physical exercise [57].

Contrary to our hypothesis, no association was found between CPS and self-esteem in
the regression model, that is, it was expected that, regardless of the level of self-esteem, the
low ability to negotiate condom use could decrease CPS frequency. A possible explanation
for this is that, in the presence of other variables, self-esteem becomes less relevant, because
the other variables studied are more representative or stronger. If a person has high
self-esteem, for example, but goes through more misgendering experiences or has more
“passing” concerns, there will still be a negative impact on condom use.

From the analyses, we found that having had more experiences with misgendering
can decrease the chances of using condoms in sexual intercourse. A possible explanation
for this is supported by the psychological mediation framework, which suggests that
experiencing continuous stressors associated with the stigma against sexual and gender
minorities can considerably increase levels of emotional dysregulation [58,59]. It is known
from research with samples of cis people that the difficulty in regulating emotions can
contribute to a reduced likelihood of using condoms in sexual intercourse [60,61]. It
is suggested, therefore, that the possible emotional dysregulation that may result from
experiences with misgendering may contribute to a greater likelihood of not using condoms
in sexual intercourse. Although the experience of being publicly identified as transgender
without the person having revealed it is not necessarily discriminatory, the continued
exposure to social stigma and the constant public scrutiny of their gender expression can
contribute to an increase in emotional dysregulation, leaving transgender people more
susceptible to engaging in risky behaviors.

It is noteworthy that general minority stress variables from studies with cisgender
lesbian, gay and bisexual (LGB) people were not significant in our study (perceived preju-
dice and anticipated prejudice). Stressors that are specific to transgender people (“passing”
concerns and experiences with misgendering), which only affect them, were related to CPS.
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This leads to the conclusion that studies with transgender people from the perspective
of minority stress must always take into account specific variables related to the unique
experiences of transgender people. The data in this study were collected 6 years ago at
a time when legislation and protective measures for gender diversity were advancing in
Brazil. At present, Brazil is experiencing a major setback in these fields that affect not only
the structural level but the mental health of gender and sexual minorities. Therefore, we
believe that if done today, the research would show more extreme outcomes.

5. Conclusions

Our study complements the literature of the field and innovates, mainly because it
demonstrates the impact of condom negotiation self-efficacy on condom use, and suggests
macro and micro-interventions address the topic. However, some important limitations
should be noted. The groups present differences between genders, mainly concerning CPS
(explained by differences in sexual practices), which can affect our results. Other variables
that can explain sexual behavior (resilience, coping, connection to the community, sexual
frequency, and sexual abstinence) were not included in the research protocol. The cross-
sectional design prevents the more accurate establishment of predictors. The sample size
does not allow unrestricted generalizations about the transgender population. Non-binary
people were not included in the sample, which fails to include the important diversity
present in transgender communities. It is important to note that more details on the sexual
partner of the participants were not included in the study. People who tend to have sex
with people with penises may have a different relation to condom use than people who
do not, for example [62]. Also, other safer sex/barrier practices (e.g., dental dams for
oral sex, gloves for digital sex, etc.) were not discussed, which limits the range of data
interpretation.

Regardless of the perceived and anticipated level of prejudice, whether higher or
lower, transgender people may not engage in CPS. Factors such as CNSE, experiences of
misgendering, and “passing” concerns could help to explain this, as our data demonstrated.
Furthermore, other aspects not evaluated in this study could have influence on lower or
higher CPS levels, such as sexual frequency and abstinence. TW sex workers have a higher
sexual frequency with more sexual partnerships, which could decrease the chance of CPS
(in addition to a greater chance of suffering police and street violence, which can act as
confounding variables) [63,64]. Sexual abstinence (e.g., case of transgender people who do
not have sex due to sexual dysfunctions or other such as surgery complications, pain, and
high body shame) also could lead to lower CPS [47,65].

The set of data documented by our study can inform the formulation of public policies
geared towards some of the outcomes found here. Structural interventions to reduce
prejudice levels would, directly and indirectly, have a positive impact on the sexual health
of transgender individuals, as some of the variables related to minority stress negatively
impacted condom use. Our data suggest that TW and TM share similar risks, which justifies
the need for TM to be included as policy targets. Governments need to take responsibility
for monitoring and assessing prejudice through public policies in addition to actions related
to the health and prevention of HIV/AIDS and other STIs.

Structural interventions to reduce levels of prejudice could directly and indirectly
have a positive impact on the sexual health of transgender people, since some of the
variables related to minority stress negatively impacted condom use. Governments need
to take responsibility for monitoring and evaluating structural and interpersonal prejudice
levels by several public policies in addition to actions related to health and prevention of
HIV/AIDS and other STIs.

Ensuring greater protection and security for transgender people, who are burdened by
a plethora of systematic vulnerabilities, could facilitate access to housing and labor market
opportunities. These aspects may be associated with a higher probability of sexual work,
which in certain contexts may contribute to lower levels of CPS in transgender people,
especially TW. It would be useful to foster the creation of public shelters or specific housing
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aids, along with broadening incentive for private companies to offer technical qualifications
and vacancies for transgender people.

Education campaigns to foster the debate on gender and sexuality in schools and
universities would be elementary to promote respect for gender diversity, especially taking
into account the political violence towards gender and sexual minorities in countries such
as Brazil. Previous evidence indicates that receiving qualified and accurate information
on gender and sexual minorities can influence the mitigation of prejudice at cognitive and
behavioral levels [66,67].

In addition to changes in the macro level, clinical interventions should be developed to
in order to address some of the outcomes described in our study. Our main concern is CNSE,
which was strongly associated with lower levels of CPS in transgender people’s sexual
relationships. There are numerous psychological resources which could be used to train
assertiveness skills, such as social skills training programs [68] or dialectical behavioral
therapy (DBT) skills training [69].

We also consider necessary the development of psychological interventions to mitigate
the deleterious effects of rumination and “passing” concerns among transgender people.
Previous literature has indicated that the most effective intervention to relieve both gender
dysphoria and rumination are gender affirmation medical procedures [52]. Psychological
counseling could facilitate access to these procedures by discussing of pros and cons, as
well as providing guidance on how and where to accomplish these procedures.

However, Brazil and other countries face several structural limitations regarding the
the access to these procedures, as most of transgender individuals cannot afford them
or have to wait many years for a medical appointment in the public health system to be
accomplished. Therefore, other possibilities need to be considered. Studies have suggested
that mindfulness-based practices can help to reduce rumination [70,71]. Mindfulness is
the ability to redirect attention and be aware of the present moment, without trying to
modify or avoid it [72]. The provision of culturally adapted mindfulness protocols, both
in individual and group modalities, could aid to mitigate body rumination [73]. The
combination of macro and micro-level interventions has potential to improve the outcomes
highlighted by our study and foster overall well-being of transgender people [74].

Author Contributions: Study conception and design—R.F.C. and A.B.C. Data collection: R.F.C.
and A.B.C. Analysis and interpretation of results—R.F.C., A.B.C., A.S., M.I.R.L., D.A.M.G. Draft
manuscript preparation: R.F.C., A.B.C. All authors have read and agreed to the published version of
the manuscript.

Funding: We acknowledge the Coordination for the Improvement of Higher Education Personnel
(CAPES) for supporting this research by awarding a PhD grant to the first author.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics Committee of the Federal University of Rio
Grande do Sul (protocol n. 14221513.4.0000.5334, 6 June 2013).

Informed Consent Statement: Written informed consent has been obtained from the participants to
publish this paper.

Data Availability Statement: The data is not publicly available because it is partially derived from
confidential medical records. If anyone would like to have access to it for research purposes (e.g.,
systematic reviews or meta-analyses), please contact the corresponding author via e-mail.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Closson, K.; Dietrich, J.J.; Lachowsky, N.J.; Nkala, B.; Palmer, A.; Cui, Z.; Chia, J.; Hogg, R.S.; Gray, G.; Miller, C.L.; et al. Gender,

sexual self-efficacy and consistent condom use among adolescents living in the HIV hyper-endemic setting of Soweto, South
Africa. AIDS Behav. 2017, 22, 671–680. [CrossRef] [PubMed]

2. Gomes, A.; Nunes, C. Comparative analysis between condom use clusters and risk behaviours among Portuguese university
students. Saúde Soc. 2015, 24, 350–360. [CrossRef]

http://doi.org/10.1007/s10461-017-1950-z
http://www.ncbi.nlm.nih.gov/pubmed/29090395
http://doi.org/10.1590/S0104-12902015000100027


Int. J. Environ. Res. Public Health 2021, 18, 4850 14 of 16

3. Klein, H. Condom use self-efficacy and HIV risk practices among men who use the internet to find male partners for unprotected
sex. Am. J. Mens Health 2013, 8, 190–204. [CrossRef]

4. Sayles, J.N.; Pettifor, A.; Wong, M.D.; MacPhail, C.; Lee, S.-J.; Hendriksen, E.; Rees, H.V.; Coates, T. Factors associated with
self-efficacy for condom use and sexual negotiation among South African youth. J. Acquir. Immune Defic. Syndr. 2006, 43, 226–233.
[CrossRef]

5. Uribe-Alvarado, J.I.; Bahamón, M.J.; Reyes, L.R.; Trejos-Herrera, A.M.; Alarcón-Vásquez, Y. Perceived self-efficacy, sexual
assertiveness and condom use among colombian Young. Acta Colomb. Psicol. 2017, 20, 212–220. [CrossRef]

6. Jones, K.A.; Cornelius, M.D.; Silverman, J.G.; Tancredi, D.J.; Decker, M.R.; Haggerty, C.L.; De Genna, N.M.; Miller, E. Abusive
experiences and young women’s sexual health outcomes: Is condom negotiation self-efficacy a mediator? Perspect. Sex. Reprod.
Health 2016, 48, 57–64. [CrossRef]

7. Kalichman, S.C.; Williams, E.A.; Cherry, C.; Belcher, L.; Nachimson, D. Sexual coercion, domestic violence, and negotiating
condom use among low-income African American women. J. Womens Health 1998, 7, 371–378. [CrossRef] [PubMed]

8. Minton, H.A.M.; Mittal, M.; Elder, H.; Carey, M.P. Relationship factors and condom use among women with a history of intimate
partner violence. AIDS Behav. 2015, 20, 225–234. [CrossRef]

9. Wirtz, A.L.; Schwartz, S.; Ketende, S.; Anato, S.; Nadedjo, F.D.; Ouedraogo, H.G.; Ky-Zerbo, O.; Pitche, V.; Grosso, A.; Papworth,
E.; et al. Sexual violence, condom negotiation, and condom use in the context of sex work. J. Acquir. Immune Defic. Syndr. 2015, 68,
S171–S179. [CrossRef]

10. George, W.H.; Davis, K.C.; Masters, N.T.; Kajumulo, K.F.; Stappenbeck, C.A.; Norris, J.; Heiman, J.R.; Staples, J.M. Partner
pressure, victimization history, and alcohol: Women’s condom-decision abdication mediated by mood and anticipated negative
partner reaction. AIDS Behav. 2016, 20, 134–146. [CrossRef] [PubMed]

11. Nesoff, E.D.; Dunkle, K.; Lang, D. The impact of condom use negotiation self-efficacy and partnership patterns on consistent
condom use among college-educated women. Health Educ. Behav. 2016, 43, 61–67. [CrossRef] [PubMed]

12. Bryan, A.; Aiken, L.S.; West, S.G. HIV/STD risk among incarcerated adolescents: Optimism about the future and self-esteem as
predictors of condom use self-efficacy. J. Appl. Soc. Psychol. 2004, 34, 912–936. [CrossRef]

13. Macdonald, T.K.; Martineau, A.M. Self-esteem, mood, and intentions to use condoms: When does low self-esteem lead to risky
health behaviors? J. Exp. Soc. Psychol. 2002, 38, 299–306. [CrossRef]

14. Sterk, C.E.; Klein, H.; Elifson, K.W. Predictors of condom-related attitudes among at-risk women. J. Womens Health 2004, 13,
676–688. [CrossRef]

15. Budhwani, H.; Turan, B.; Hasbun, J.; Rosario, S.; Tillotson, L.; McGlaughlin, E.; Waters, J. Association between violence exposure
and condom non-use among transgender sex workers in the Dominican Republic: The mediating role of trust. Int. J. STD AIDS
2017, 28, 608–612. [CrossRef] [PubMed]

16. Fontanari, A.M.V.; Zanella, G.I.; Feijó, M.; Churchill, S.; Lobato, M.I.R.; Costa, A.B. HIV-related care for transgender people: A
systematic review of studies from around the world. Soc. Sci. Med. 2019, 230, 280–294. [CrossRef] [PubMed]

17. Clements-Nolle, K.; Guzman, R.; Harris, S.G. Sex trade in a male-to-female transgender population: Psychosocial correlates of
inconsistent condom use. Sex. Health 2008, 5, 49–54. [CrossRef]

18. Logie, C.H.; Wang, Y.; Marcus, N.; Levermore, K.; Jones, N.; Ellis, T.; Bryan, N. Syndemic experiences, protective factors, and HIV
vulnerabilities among lesbian, gay, bisexual and transgender persons in Jamaica. AIDS Behav. 2019, 23, 1530–1540. [CrossRef]

19. Cai, Y.; Wang, Z.; Lau, J.T.; Li, J.; Ma, T.; Liu, Y. Prevalence and associated factors of condomless receptive anal intercourse with
male clients among transgender women sex workers in Shenyang, China. J. Int. AIDS Soc. 2016, 19, 20800. [CrossRef]

20. De Santis, J.P. HIV infection risk factors among male-to-female transgender persons: A review of the literature. J. Assoc. Nurses
AIDS Care 2009, 20, 362–372. [CrossRef]

21. Meyer, I.H. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: Conceptual issues and research
evidence. Psychol. Bull. 2003, 129, 674–697. [CrossRef]

22. Lefevor, G.T.; Boyd-Rogers, C.C.; Sprague, B.M.; Janis, R.A. Health disparities between genderqueer, transgender, and cisgender
individuals: An extension of minority stress theory. J. Couns. Psychol. 2019, 66, 385–395. [CrossRef]

23. Staples, J.M.; Neilson, E.C.; Bryan, A.E.B.; George, W.H. The role of distal minority stress and internalized transnegativity in
suicidal ideation and nonsuicidal self-injury among transgender adults. J. Sex Res. 2018, 55, 1–13. [CrossRef]

24. Hendricks, M.L.; Testa, R.J. A conceptual framework for clinical work with transgender and gender nonconforming clients: An
adaptation of the Minority Stress Model. Prof. Psychol. Res. Pract. 2012, 43, 460–467. [CrossRef]

25. Herman, J.L. Gendered restrooms and minority stress: The public regulation of gender and its impact on transgender people’s
lives. J. Public Manag. Soc. Policy 2013, 19, 65.

26. Rood, B.A.; Reisner, S.L.; Surace, F.I.; Puckett, J.A.; Maroney, M.R.; Pantalone, D.W. Expecting rejection: Understanding the
minority stress experiences of transgender and gender-nonconforming individuals. Transgender Health 2016, 1, 151–164. [CrossRef]

27. Scandurra, C.; Amodeo, A.L.; Valerio, P.; Bochicchio, V.; Frost, D.M. Minority stress, resilience, and mental health: A study of
Italian transgender people. J. Soc. Issues 2017, 73, 563–585. [CrossRef]

28. Rendina, H.J.; Cain, D.N.; López-Matos, J.; Ray, M.; Gurung, S.; Parsons, J.T. Measuring experiences of minority stress for
transgender women: Adaptation and evaluation of internalized and anticipated transgender stigma scales. Transgender Health
2020, 5, 42–49. [CrossRef]

http://doi.org/10.1177/1557988313492172
http://doi.org/10.1097/01.qai.0000230527.17459.5c
http://doi.org/10.14718/ACP.2017.20.1.10
http://doi.org/10.1363/48e8616
http://doi.org/10.1089/jwh.1998.7.371
http://www.ncbi.nlm.nih.gov/pubmed/9580917
http://doi.org/10.1007/s10461-015-1189-5
http://doi.org/10.1097/QAI.0000000000000451
http://doi.org/10.1007/s10461-015-1154-3
http://www.ncbi.nlm.nih.gov/pubmed/26340952
http://doi.org/10.1177/1090198115596168
http://www.ncbi.nlm.nih.gov/pubmed/26194206
http://doi.org/10.1111/j.1559-1816.2004.tb02577.x
http://doi.org/10.1006/jesp.2001.1505
http://doi.org/10.1089/jwh.2004.13.676
http://doi.org/10.1177/0956462416659421
http://www.ncbi.nlm.nih.gov/pubmed/27383842
http://doi.org/10.1016/j.socscimed.2019.03.016
http://www.ncbi.nlm.nih.gov/pubmed/31035207
http://doi.org/10.1071/SH07045
http://doi.org/10.1007/s10461-018-2377-x
http://doi.org/10.7448/IAS.19.3.20800
http://doi.org/10.1016/j.jana.2009.06.005
http://doi.org/10.1037/0033-2909.129.5.674
http://doi.org/10.1037/cou0000339
http://doi.org/10.1080/00224499.2017.1393651
http://doi.org/10.1037/a0029597
http://doi.org/10.1089/trgh.2016.0012
http://doi.org/10.1111/josi.12232
http://doi.org/10.1089/trgh.2019.0059


Int. J. Environ. Res. Public Health 2021, 18, 4850 15 of 16

29. Valentine, S.E.; Shipherd, J.C. A systematic review of social stress and mental health among transgender and gender non-
conforming people in the United States. Clin. Psychol. Rev. 2018, 66, 24–38. [CrossRef]

30. Chinazzo, I.R.; Lobato, M.I.R.; Nardi, H.C.; Koller, S.H.; Saadeh, A.; Costa, A.B. Impact of Minority Stress in Depressive Symptoms,
Suicide Idea and Try Suicide in Trans. Ciênc. Saúde Colet. 2020. Available online: http://www.cienciaesaudecoletiva.com.br/en/
articles/impact-of-minority-stress-in-depressive-symptoms-suicide-idea-and-try-suicide-in-trans/17485?id=17485 (accessed on
25 April 2021).

31. Transgender Europe. Trans Murder Monitoring Project; TGEU: Berlin, Germany, 2020; Available online: https://tgeu.org/tdor/
(accessed on 20 January 2021).

32. Costa, A.B.; Brum, G.M.; Zoltowski, A.P.C.; Dutra-Thomé, L.; Lobato, M.I.R.; Nardi, H.C.; Koller, S.H. Experiences of dis-
crimination and inclusion of brazilian transgender people in the labor market. Rev. Psicol. Organ. Trab. 2020, 20, 1040–1046.
[CrossRef]

33. Ferreira, A.C.G.; Coelho, L.E.; Jalil, E.M.; Luz, P.M.; Friedman, R.K.; Guimarães, M.R.C.; Moreira, R.C.; Eksterman, L.F.; Cardoso,
S.W.; Castro, C.V.; et al. Transcendendo: A cohort study of HIV-infected and uninfected transgender women in Rio de Janeiro,
Brazil. Transgender Health 2019, 4, 107–117. [CrossRef] [PubMed]

34. Rood, B.A.; Kochaver, J.J.; McConnell, E.A.; Ott, M.Q.; Pantalone, D.W. Minority stressors associated with sexual risk behaviors
and HIV testing in a U.S. sample of transgender individuals. AIDS Behav. 2018, 22, 3111–3116. [CrossRef]

35. Costa, A.B.; da Rosa Filho, H.T.; Pase, P.F.; Fontanari, A.M.V.; Catelan, R.F.; Cardoso, D.; Soll, B.; Schwarz, K.; Schneider, M.A.;
Gagliotti, D.A.M.; et al. Healthcare needs of and access barriers for Brazilian transgender and gender diverse people. J. Immigr.
Minor. Health 2018, 20, 115–123. [CrossRef] [PubMed]

36. Costa, A.B.; Fontanari, A.M.V.; Catelan, R.F.; Schwarz, K.; Stucky, J.L.; da Rosa Filho, H.T.; Pase, P.F.; Gagliotti, D.A.M.; Saadeh,
A.; Lobato, M.I.R.; et al. HIV-related healthcare needs and access barriers for Brazilian transgender and gender diverse people.
AIDS Behav. 2018, 22, 2534–2542. [CrossRef] [PubMed]

37. Seibel, B.L.; de Silva, B.B.; Fontanari, A.; Catelan, R.F.; Bercht, A.M.; Stucky, J.L.; DeSousa, D.A.; Cerqueira-Santos, E.; Nardi, H.C.;
Koller, S.H.; et al. The impact of the parental support on risk factors in the process of gender affirmation of transgender and
gender diverse people. Front. Psychol. 2018, 9, 399. [CrossRef] [PubMed]

38. Silva, B.B.; Seibel, B.L.; Fontanari, A.M.; Chinazzo, I.; Luxion, K.; Lobato, M.I.R.; Nardi, H.C.; Koller, S.H.; Costa, A.B. Transgender
parenthood: Participation in children’s life and association with discrimination experiences. Fam. Relat. 2021, in press.

39. Dharma, C.; Scheim, A.I.; Bauer, G.R. Exploratory factor analysis of two sexual health scales for transgender people: Trans-specific
condom/barrier negotiation self-efficacy (T-barrier) and trans-specific sexual body image worries (T-worries). Arch. Sex. Behav.
2019, 48, 1563–1572. [CrossRef] [PubMed]

40. Rosenberg, M. Society and the Adolescent Self-Image; Wesleyan University Press: Middletown, CT, USA, 1989.
41. Avanci, J.Q.; Assis, S.G.; Dos Santos, N.C.; Oliveira, R.V.C. Adaptação tanscultural de escala de auto-estima para adolescentes.

Psicol. Reflex. Crít. 2007, 20, 397–405. (In Portugese) [CrossRef]
42. Scheim, A.I.; Bauer, G.R. The Intersectional Discrimination Index: Development and validation of measures of self-reported

enacted and anticipated discrimination for intercategorical analysis. Soc. Sci. Med. 2019, 226, 225–235. [CrossRef]
43. Benjamini, Y.; Hochberg, Y. Controlling the false discovery rate: A practical and powerful approach to multiple Testing. J. R. Stat.

Soc. Ser. B 1995, 57, 289–300. [CrossRef]
44. Begun, S.; Kattari, S.K. Conforming for survival: Associations between transgender visual conformity/passing and homelessness

experiences. J. Gay Lesbian Soc. Serv. 2016, 28, 54–66. [CrossRef]
45. Schilt, K.; Windsor, E. The sexual habitus of transgender men: Negotiating sexuality through gender. J. Homosex. 2014, 61, 732–748.

[CrossRef] [PubMed]
46. Pelúcio, L.; Miskolci, R. A prevenção do desvio: O dispositivo da AIDS e a repatologização das sexualidades dissidentes. Sex.

Salud Soc.-Rev. Latinoam. 2009, 1, 125–157. (In Portugese)
47. Pulice-Farrow, L.; Brown, T.D.; Galupo, M.P. Transgender microaggressions in the context of romantic relationships. Psychol. Sex.

Orientat. Gend. Divers. 2017, 4, 362–373. [CrossRef]
48. Anderssen, N.; Sivertsen, B.; Lønning, K.J.; Malterud, K. Life satisfaction and mental health among transgender students in

Norway. BMC Public Health 2020, 20, 1–11. [CrossRef]
49. Blair, K.L.; Hoskin, R.A. Transgender exclusion from the world of dating: Patterns of acceptance and rejection of hypothetical

trans dating partners as a function of sexual and gender identity. J. Soc. Pers. Relatsh. 2018, 36, 2074–2095. [CrossRef]
50. Magno, L.; Dourado, I.; Da Silva, L.A.V.; Brignol, S.; Amorim, L.; MacCarthy, S. Gender-based discrimination and unprotected

receptive anal intercourse among transgender women in Brazil: A mixed methods study. PLoS ONE 2018, 13, e0194306. [CrossRef]
[PubMed]

51. Catelan, R.F.; Saadeh, A.; Lobato, M.I.R.; Gagliotti, D.A.M.; Nardi, H.C.; Koller, S.H. On the relationship between depression,
self-esteem, and resilience and psychological outcomes of sexuality in transgender men and women. [yet unpublished paper].

52. Mueller, A.; Quadros, C.; Schwarz, K.; Brandelli Costa, A.; Vaitses Fontanari, A.M.; Machado Borba Soll, B.; Cardoso da Silva, D.;
Abel Schneider, M.; de Moura Silveira, É., Jr.; Kauer-Sant’ Anna, M.; et al. Rumination as a marker of psychological improvement
in transsexual women postoperative. Transgender Health 2016, 1, 274–278. [CrossRef]

53. Yadegarfard, M.; Ho, R.; Bahramabadian, F. Influences on loneliness, depression, sexual-risk behaviour and suicidal ideation
among Thai transgender youth. Cult. Health Sex. 2013, 15, 726–737. [CrossRef]

http://doi.org/10.1016/j.cpr.2018.03.003
http://www.cienciaesaudecoletiva.com.br/en/articles/impact-of-minority-stress-in-depressive-symptoms-suicide-idea-and-try-suicide-in-trans/17485?id=17485
http://www.cienciaesaudecoletiva.com.br/en/articles/impact-of-minority-stress-in-depressive-symptoms-suicide-idea-and-try-suicide-in-trans/17485?id=17485
https://tgeu.org/tdor/
http://doi.org/10.17652/rpot/2020.2.18204
http://doi.org/10.1089/trgh.2018.0063
http://www.ncbi.nlm.nih.gov/pubmed/30972370
http://doi.org/10.1007/s10461-018-2054-0
http://doi.org/10.1007/s10903-016-0527-7
http://www.ncbi.nlm.nih.gov/pubmed/27804013
http://doi.org/10.1007/s10461-017-2021-1
http://www.ncbi.nlm.nih.gov/pubmed/29299789
http://doi.org/10.3389/fpsyg.2018.00399
http://www.ncbi.nlm.nih.gov/pubmed/29651262
http://doi.org/10.1007/s10508-018-1383-4
http://www.ncbi.nlm.nih.gov/pubmed/31172396
http://doi.org/10.1590/S0102-79722007000300007
http://doi.org/10.1016/j.socscimed.2018.12.016
http://doi.org/10.1111/j.2517-6161.1995.tb02031.x
http://doi.org/10.1080/10538720.2016.1125821
http://doi.org/10.1080/00918369.2014.870444
http://www.ncbi.nlm.nih.gov/pubmed/24392744
http://doi.org/10.1037/sgd0000238
http://doi.org/10.1186/s12889-020-8228-5
http://doi.org/10.1177/0265407518779139
http://doi.org/10.1371/journal.pone.0194306
http://www.ncbi.nlm.nih.gov/pubmed/29641528
http://doi.org/10.1089/trgh.2016.0029
http://doi.org/10.1080/13691058.2013.784362


Int. J. Environ. Res. Public Health 2021, 18, 4850 16 of 16

54. Fredrickson, B.L.; Roberts, T.-A. Objectification theory: Toward understanding women’s lived experiences and mental health
risks. Psychol. Women Q. 1997, 21, 173–206. [CrossRef]

55. Comiskey, A.; Parent, M.C.; Tebbe, E.A. An inhospitable world: Exploring a model of objectification theory with trans women.
Psychol. Women Q. 2020, 44, 105–116. [CrossRef]

56. Brewster, M.E.; Velez, B.L.; Breslow, A.S.; Geiger, E.F. Unpacking body image concerns and disordered eating for transgender
women: The roles of sexual objectification and minority stress. J. Couns. Psychol. 2019, 66, 131–142. [CrossRef]

57. Velez, B.L.; Breslow, A.S.; Brewster, M.E.; Cox, R.; Foster, A.B. Building a pantheoretical model of dehumanization with
transgender men: Integrating objectification and minority stress theories. J. Couns. Psychol. 2016, 63, 497–508. [CrossRef]

58. Hatzenbuehler, M.L. How does sexual minority stigma “get under the skin”? A psychological mediation framework. Psychol.
Bull. 2009, 135, 707–730. [CrossRef]

59. Yang, M.-F.; Manning, D.; van den Berg, J.J.; Operario, D. Stigmatization and mental health in a diverse sample of transgender
women. LGBT Health 2015, 2, 306–312. [CrossRef]

60. Ritchwood, T.D.; Penn, D.C.; DiClemente, R.J.; Rose, E.S.; Sales, J.M. Influence of sexual sensation-seeking on factors associated
with risky sexual behaviour among African-American female adolescents. Sex. Health 2014, 11, 540–546. [CrossRef] [PubMed]

61. Tull, M.T.; Weiss, N.H.; Adams, C.E.; Gratz, K.L. The contribution of emotion regulation difficulties to risky sexual behavior
within a sample of patients in residential substance abuse treatment. Addict. Behav. 2012, 37, 1084–1092. [CrossRef] [PubMed]

62. Scheim, A.I.; Travers, R. Barriers and facilitators to HIV and sexually transmitted infections testing for gay, bisexual, and other
transgender men who have sex with men. AIDS Care 2017, 29, 990–995. [CrossRef]

63. Logie, C.H.; Lacombe-Duncan, A.; Kenny, K.S.; Levermore, K.; Jones, N.; Marshall, A.; Newman, P.A. Associations between
police harassment and HIV vulnerabilities among men who have sex with men and transgender women in Jamaica. Health Hum.
Rights 2017, 19, 147–154. [PubMed]

64. Portillo-Romero, A.J.; Allen-Leigh, B.; Nyitray, A.G.; Carnalla, M.; Salmerón, J.; León-Maldonado, L.; Yunes, E.; Rivera, L.;
Magis-Rodríguez, C.; Vargas, G.; et al. Sex work and high-risk anal human papillomavirus infection among transgender women:
The Condesa Study. Transgender Health 2021. [CrossRef]

65. Kerckhof, M.E.; Kreukels, B.P.; Nieder, T.O.; Becker-Hébly, I.; van de Grift, T.C.; Staphorsius, A.S.; Köhler, A.; Heylens, G.; Elaut,
E. Prevalence of sexual dysfunctions in transgender persons: Results from the ENIGI follow-up study. J. Sex. Med. 2019, 16,
2018–2029. [CrossRef] [PubMed]

66. Bartoş, S.E.; Berger, I.; Hegarty, P. Interventions to reduce sexual prejudice: A study-space analysis and meta-analytic review. J.
Sex Res. 2014, 51, 363–382. [CrossRef] [PubMed]

67. Costa, A.B.; Pase, P.F.; De Camargo, E.S.; Guaranha, C.; Caetano, A.H.; Kveller, D.; Filho, H.T.D.R.; Catelan, R.F.; Koller, S.H.;
Nardi, H.C. Effectiveness of a multidimensional web-based intervention program to change Brazilian health practitioners’
attitudes toward the lesbian, gay, bisexual and transgender population. J. Health Psychol. 2016, 21, 356–368. [CrossRef]

68. Gause, N.K.; Brown, J.L.; Welge, J.; Northern, N. Meta-analyses of HIV prevention interventions targeting improved partner
communication: Effects on partner communication and condom use frequency outcomes. J. Behav. Med. 2018, 41, 423–440.
[CrossRef]

69. Sloan, C.A.; Berke, D.S.; Shipherd, J.C. Utilizing a dialectical framework to inform conceptualization and treatment of clinical
distress in transgender individuals. Prof. Psychol. Res. Pract. 2017, 48, 301–309. [CrossRef]

70. Deyo, M.; Wilson, K.A.; Ong, J.; Koopman, C. Mindfulness and rumination: Does mindfulness training lead to reductions in the
ruminative thinking associated with depression? Explore 2009, 5, 265–271. [CrossRef]

71. Viana, A.G.; Paulus, D.J.; Garza, M.; Lemaire, C.; Bakhshaie, J.; Cardoso, J.B.; Ochoa-Perez, M.; Valdivieso, J.; Zvolensky, M.J.
Rumination and PTSD symptoms among trauma-exposed Latinos in primary care: Is mindful attention helpful? Psychiatry Res.
2017, 258, 244–249. [CrossRef]

72. Creswell, J.D. Mindfulness interventions. Annu. Rev. Psychol. 2017, 68, 491–516. [CrossRef]
73. Vosvick, M.; Stem, W. Psychological quality of life in a lesbian, gay, bisexual, transgender sample: Correlates of stress, mindful

acceptance, and self-esteem. Psychol. Sex. Orientat. Gend. Divers. 2019, 6, 34–41. [CrossRef]
74. Oransky, M.; Burke, E.Z.; Steever, J. An interdisciplinary model for meeting the mental health needs of transgender adolescents

and young adults: The Mount Sinai adolescent health center approach. Cogn. Behav. Pract. 2019, 26, 603–616. [CrossRef]

http://doi.org/10.1111/j.1471-6402.1997.tb00108.x
http://doi.org/10.1177/0361684319889595
http://doi.org/10.1037/cou0000333
http://doi.org/10.1037/cou0000136
http://doi.org/10.1037/a0016441
http://doi.org/10.1089/lgbt.2014.0106
http://doi.org/10.1071/SH14075
http://www.ncbi.nlm.nih.gov/pubmed/25355174
http://doi.org/10.1016/j.addbeh.2012.05.001
http://www.ncbi.nlm.nih.gov/pubmed/22658304
http://doi.org/10.1080/09540121.2016.1271937
http://www.ncbi.nlm.nih.gov/pubmed/29302172
http://doi.org/10.1089/trgh.2020.0075
http://doi.org/10.1016/j.jsxm.2019.09.003
http://www.ncbi.nlm.nih.gov/pubmed/31668732
http://doi.org/10.1080/00224499.2013.871625
http://www.ncbi.nlm.nih.gov/pubmed/24754358
http://doi.org/10.1177/1359105316628748
http://doi.org/10.1007/s10865-018-9916-9
http://doi.org/10.1037/pro0000146
http://doi.org/10.1016/j.explore.2009.06.005
http://doi.org/10.1016/j.psychres.2017.08.042
http://doi.org/10.1146/annurev-psych-042716-051139
http://doi.org/10.1037/sgd0000303
http://doi.org/10.1016/j.cbpra.2018.03.002

	Introduction 
	Materials and Methods 
	Procedure 
	Participants 
	Measures 
	Sociodemographic 
	Condom-Protected Sex (CPS) 
	Trans-Specific Condom/Barrier Negotiation Self-Efficacy (T-Barrier) Scale 
	Rosenberg Self-Esteem Scale 
	Perceived Prejudice 
	Anticipated Prejudice 
	“Passing” Concerns 
	Experiences with Misgendering 

	Data Analysis 

	Results 
	Discussion 
	Conclusions 
	References

