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Objective: To describe the prevalence of substance use and the associations between adverse early life experiences, sexual behaviour and violence in sexual minority (SM) individuals.
Methods: The Brazilian National Alcohol and Drugs Survey is a probabilistic household survey performed in
2012, collecting data from 4067 Brazilians aged 14 years and older.
Results: 3.4% of the sample declared themselves as sexual minorities, 53.8% female, 66.5% single, mean age of
29.5 years (standard deviation 16.0 years). A high prevalence of alcohol dependence (15.2%) and binge drinking
(22.2%) was identified in the SM group. Respondents were more likely to use crack cocaine and hallucinogens,
to have been involved in child prostitution, child sexual abuse and to report suicidal ideation in the previous
year. Respondents were also more likely to engage in unprotected sex compared to non-sexual minorities. Nearly
one-third referred to having suffered homophobic discrimination in their lives. Respondents also reported higher
rates of domestic violence (18.9%) and urban violence (18%) among the SM.
Conclusion: The findings reinforce that violence directed at individuals in the Brazilian SM community begins
early in life and persists into adulthood when compared to non-sexual minorities. This population is also more
exposed to substance use disorders.

Introduction
Sexual minority (SM) individuals include a wide range of sexual
orientations (lesbian, gay, bisexual, asexual), gender identities (transgender, two-spirited, travesti, third gender, intersexual, queer, and
questioning) and expressions (agender, pangender, gender queer). They
are generally based on sexual identity, behaviour or attraction (Beek,
Cohen-Kettenis, & Kreukels, 2016; Drescher, 2010), face significant
forms of violence (Basch, 2011; Mahomed & Trangoš, 2016; Walsh,
2016), which is largely unrecognised by both SM communities and in
broader society (Diehl et al., 2017; DiStefano, 2009). The violence is
combined with additional health risks (Blondeel et al., 2016) and a
higher burden of mental disorders (Flentje, Leon, Carrico, Zheng, &
Dilley, 2016; King et al., 2008; Skerrett & Mars, 2014), including substance use (Berger & Mooney-Somers, 2016; Hughes, Wilsnack, &
Kantor, 2016; Mereish & Bradford, 2014) when compared to the
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general population and heterosexual and cisgender peers (Bouris,
Everett, Heath, Elsaesser, & Neilands, 2016; D'haese, Dewaele, &
Houtte, 2016; Kerridge et al., 2017).
Evidence suggests that lesbians are significantly more likely to drink
in binge patterns than heterosexual women (Hughes et al., 2016;
Rosario, 2008). Bisexual women, on the other hand, report drinking
more damagingly than heterosexual or lesbian women (Rosario, 2008;
Wilsnack et al., 2008). Bisexual adults have significantly higher rates of
alcohol abuse (22.6%) than their heterosexual peers (14.3%)
(Substance Abuse and Mental Health Services Administration
[SAMHSA], 2012). This difference in alcohol consumption is only significant among bisexual women (23.7%) (VanKim & Padilla, 2010).
Studies have also shown that gay men use substances, including alcohol, illicit drugs (amphetamines and other club drugs) and prescription drugs (Kecojevic et al., 2012) at higher rates than the general
population (Halkitis & Jerome, 2008; Ross et al., 2014).

Corresponding author at: Borges Lagoa, 570 7th floor, Vila Clementino, CEP 04038-020 São Paulo, SP, Brazil.
E-mail addresses: alediehl@terra.com.br (A. Diehl), C.Wagstaff@bham.ac.uk (C. Wagstaff).

https://doi.org/10.1016/j.apnu.2019.11.003
Received 25 December 2018; Received in revised form 30 October 2019; Accepted 9 November 2019
0883-9417/ © 2019 Published by Elsevier Inc.

Please cite this article as: Alessandra Diehl, et al., Archives of Psychiatric Nursing, https://doi.org/10.1016/j.apnu.2019.11.003

Archives of Psychiatric Nursing xxx (xxxx) xxx–xxx

A. Diehl, et al.

Among transgender individuals, studies have shown that marijuana,
crack and alcohol are the substances which are most commonly used.
Other studies have found high rates of methamphetamine use (4–46%)
and injectable drug use (2–40%) in the transgender population
(SAMHSA, 2012). Some studies suggest that rates of tobacco use among
transgender people may vary from 45 to 74% (Clements-Nolle, Marx,
Guzman, & Katz, 2001; SAMHSA, 2012; Zians, 2006).
In 2015, the Global Drug Survey evaluated a large sample of 58,963
individuals (16 to 35 years old) from nine different countries, comparing across sexual orientation subgroups, showing that SM adolescents and young adults generally reported higher rates of alcohol and
other drugs use, starting at an earlier age compared to heterosexual
peers. Differences in substance use were greater among women than
male and rates of substance use were generally higher among bisexuals
than homosexuals of both genders (Demant et al., 2016).
Some researchers have drawn upon minority stress theories
(Hequembourg & Brallier, 2009; Lea, de Wit, & Reynolds, 2014) to
understand increased rates of substance use in SM individuals
(Hequembourg & Dearing, 2013), attributing many specific vulnerabilities to these communities. These stress factors include homophobia; poor social and family support; exposure to violence, aggression, or harassment; victimisation across development; experiences of
rejection and discrimination; internalised homophobia; the ‘coming out
process’; eventful and/or chronic stressors that give rise to exacerbation
of other stressors experienced across the life course (Blosnich & Horn,
2011; Parks, Hughes, & Kinnison, 2007; Rosario, Schrimshaw, Hunter,
& Levy-Warren, 2009; Woodhead et al., 2016). Beginning with childhood maltreatment and through adulthood with other forms of violence, people of SM experience alarmingly high rates of victimisation
from multiple sources. Additionally, sexual minorities also experience
high rates of victimisation within intimate relationships (DiStefano,
2009; van Anders, 2015).
Regarding exposure to violence, studies have shown that both lesbian and gay men report having suffered harassment or physical violence in their family due to their sexual orientation (Duncan,
Hatzenbuehler, & Johnson, 2014). Compared with heterosexual adults,
higher prevalence rates of gay and lesbian adults, and bisexual adults,
reported having been victims of intimate partner violence (Gross,
Aurand, & Addessa, 2000; VanKim & Padilla, 2010).
Studies also suggest that access to treatment services for substance
use for the SM are often characterised by discrimination, hostility and
insensitivity of the service provider, rigour in binary gender (female/
male) facilities, segregation within programmes and lack of acceptance
in specific gender-specific recovery groups (Clements-Nolle et al., 2001;
Zians, 2006).
Despite the international literature available, many large-scale drug
surveys have rarely investigated sexual orientation and gender identity.
However, when this subject is explored, results show smaller gender
differences in alcohol use and related problems among the SM than
among heterosexuals (Hughes et al., 2016). Few population surveys
have been conducted on substance use (Hughes et al., 2016) and violence in low and middle-income countries, especially in developing
countries such as Brazil, have been constantly highlighted as among the
most homophobic and transphobic countries of the world (Grupo Gay
da Bahia, 2013). Brazil has a high rate of homophobic crime: every 26 h
a non-heterosexual individual is murdered. Furthermore, over 40% of
all murders of people from SM group occur in Brazil. Common weaknesses of previous studies are that samples consist of homogenous SM
only, without investigation into group differences (Reisner, Falb,
Wagenen, Grasso, & Bradford, 2013).
We hypothesize, in this current study, SM group presents experience
higher level of violence suffered throughout life, substance use (primarily stimulants), as well as, engaging higher risk sexual behaviours
when compared to heterosexual peers.
The aims of this study are to describe the patterns and prevalence of
substance use, sexual behaviour and violence (exposure to adverse early

life events, child sexual abuse, domestic violence, urban violence and
homophobia) in SM individuals compared to those not identified as SM
in a Brazilian populational national sample.
Methods
Ethical issues
This study was approved by the Federal University of São Paulo
(UNIFESP) Ethics Committee (protocol number 1672/04). All adult
participants signed an informed consent form and assent forms were
signed by the adolescents/minors (under 18 years old) in an individual
interview and conducted in a private place. With the adolescent participants legal guardians signed the assent terms used in the Free, Prior
and Informed Consent (FPIC) process. The participants did not receive
any funds or compensation for participating in this study. The FPIC was
obtained by the reading of the text, conducted by a trained researcher.
Identification of Brazilian indigenous natives was made through the
self-declaration of the participant at the time of asking the variable
race/origin (white, black, brown, yellow, indigenous, refuses to speak
their race). Regarding the assessment/comprehension, the interviewer
was instructed to complete open-ended questions from the questionnaire, such as “Above all, do you think the respondent understood
all the questions well?” “Did you think the respondent answered the
questions as carefully and as best as possible?” or “Note down any other
impressions, observations and occurrences during the questionnaire
application?” which together with the educational level helped the
team to select and difficulty understanding the questionnaire.
The Second Brazilian National Alcohol and Drugs Survey (II
BNADS), conducted in 2012, using a multistage cluster sampling procedure to select 4607 individuals aged 14 years old or older – including
1157 adolescents (9.4% 14–17 years) – from the Brazilian population.
Brazilian residents who do not speak Portuguese (native Brazilians
living in the Amazonian forest) and individuals with severe intellectual
disability were excluded from the sample.
The overall response rate was 77%, and 79% within the adolescent
sample. The II BNADS sampling involved three stages: selection of 149
counties using probability-proportional-to-size methods; selection of a
total of 375 census sectors from within those counties, also using
probability-proportional-to-size methods; and within each census
sector, selection of eight households, by simple random sampling and
selection of one member of each household to be interviewed, by the
‘the closest future birthday’ technique (Abdalla et al., 2014).
To guarantee confidentiality, those questions considered sensitive,
such as illicit drug use, sexual orientation and childhood sexual abuse
(CSA) were not asked face-to-face, but self-completed and returned in
sealed envelopes to the interviewer.
Measurements
Sociodemographic characteristics
The variables investigated were: sex at birth, age, marital status,
race, schooling years, religious affiliation, occupational status and family monthly income that was based on the Minimum Wage (MW)
assessed during the survey period at $ 545.00 in 2012 when data were
collected.
Sexual minority (SM)
The question, “How do you define your sexual orientation?” was asked
in a self-completed questionnaire and returned in a sealed envelope as
described above, this category was created by authors with a binary
variable called ‘Sexual Minority’ (the term LGBTQi+ remains less recognised in Brazil) from all the answer forms of sexual orientation and
gender identity apart from heterosexual or cisgender, comprising of
individuals who self-identified as homosexual, bisexual, transgender,
questioning or pansexual individuals. The cisgender and heterosexual
2
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individuals were designated as non-sexual minorities.

one, two, three or more events). A binary variable was also created
combining the events, where one was determined as the individuals
who were positive (as victims or perpetrators) for at least one event
(Hasselmann & Reichenheim, 2003; Straus, 1979).

Alcohol consumption
Alcohol use disorder (AUD) was assessed with the Portuguese-language version of the Composite International Diagnostic Interview
(CIDI 2.1), adapted for use in Brazil (Quintana, Andreoli, Jorge, Gastal,
& Miranda, 2004). Although the 2006 and 2012 BNADS II series both
pre-dated the fifth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5), the questionnaire included questions related
to craving, which allowed AUD to be diagnosed on the basis of the
eleven corresponding DSM-5 criteria (American Psychiatric Association
[APA], 2013). Individuals who had met two or more of those criteria in
the past 12 months were classified as having AUD.

Suicide ideation and suicide attempts
Investigated by direct Yes/No questions regarding thoughts and
suicide attempts in the last 12 months.
Statistical analysis
Data was analysed using Stata 12. All estimates of prevalence rates
were made using the appropriate Stata survey commands (svy) to
generate robust standard errors. Statistical analyses included the Chisquare test or Fisher's exact test for small samples in the bivariate
analysis. These tests allow for evaluation of the relationship between
variable: dependent (SM Group and Non-SM Group) and co-variable:
information socio-demographic, substance use prevalence and patters
of consumption, sexual behaviours, AELE, violence and suicide (ideation and attempts). Logistic regression was used adjusted odds ratios
(OR) with 95% confidence intervals (CI) were calculated for the associations between dependent variable, Sexual Minorities with co-variables: socio-demographic information, AUD, binge drinking (BD), illicit
substance use, AELE, EVA, suicidal (thoughts / attempts), and sexual
behaviour (HIV, STIs and use condoms in sexual intercourses). All the
logistic regression models were adjusted by co-variables, such as sociodemographics (age and religion). Due to the large amount of missing
information, the variables sex at birth, schooling and income were excluded from analysis. Subsequently, the collinearity test (using a variance inflation factor VIF) was used to evaluate how much the variance
is inflated and the correlation among explanatory variables. However,
variables such as treatment for alcoholism, having been victim, perpetrator or mutual violence (victim or perpetrator) of domestic violence
were not included in the multivariate analysis, because of lack of collinearity between two (or more) independent variables.
Then the final logistic regression model was performed. The significance level of 5% was used for all statistical tests.

Binge drinking
We defined binge drinking (BD) as proposed in 2004 by the National
Advisory Council to the National Institute on Alcohol Abuse and
Alcoholism (NIAAA), which considers it a pattern of drinking that
brings the blood alcohol concentration to 0.08 g/dl or above. For the
typical adult, this pattern corresponds to women consuming ≥4 drinks
over a period of approximately 2 h (NIAAA, 2004–2005). The questionnaire addressed this subject with the following yes/no question: ‘In
the last 12 months, have you drunk four or more shots of any alcoholic
beverage, on any given occasion, over a period of approximately two
hours?’
Illegal substance use
Defined as lifetime, or past 12 months, self-reported use of the following substances: cannabis, amphetamine type stimulants (ATS), defined by the use of amphetamines (such as speed, crystal meth, ecstasy
and other MDMA alternatives); crack/cocaine; crack and cannabis
(bazooka combination of crack and marijuana) cocaine; and other illegal drugs, defined by the use of solvents (glue and ether-chloride
spray), opioids (heroin and morphine) and hallucinogens (LSD, magic
mushrooms). To guarantee confidentiality, the questions considered
sensitive, such as illicit drug use, sexual orientation and childhood
sexual abuse were not asked face-to-face, but completed separately by
the participant and returned in sealed envelopes.

Results

Sexual behaviours
Included frequency of condom use, history of sexual experience in
exchange for money before 18 years of age, history of sexually transmitted infections (STIs) and treatment.

Sociodemographic profile
The total sample (n = 4205), a little over half of the sample was
female, with a mean of age of 35.8 (standard deviation [SD] 18.8 years)
ranging from 14 to 99 years. The sample was also almost equally split
between married and unmarried, adults and Caucasian. The participants had studied until elementary school (49.3%), did not work
(75.4%), were Catholic (63.4%) and 57.9% reached the monthly
minimum wage family income (less than R$ 545 Brazilian Real in
2012). The sociodemographic profile is presented in Table 1.
In the sample, 3.4% (n = 158) self-identified themselves as being
SM, half of them (50.6%) self-declared as homosexuals (51.2% gay men
and 48.8% lesbians) and the other half were 20.3% bisexual, 17.1%
transsexuals, 7.6% pansexual and 4.4% were uncertain (did not know
exactly about their sexual orientation and/or their gender identity).
Nine percent did not answer the question about sexual orientation and
gender identity.
In the bivariate analysis, the SM group were younger (mean age
29.5 and SD 16.0 years versus 35.7 ± SD = 18.8 for non-sexual
minorities), unmarried (66.5% SM versus 54.2% non- SM) and Catholic
(63.9% SM versus 62.7% non-SM).

Adverse early life experience (AELE)
Evaluates two domains: a) sexual violence: ‘During your childhood or
adolescence, have you been sexually abused, were you maliciously touched,
forced to perform oral sex or had sex with someone older than you or had
involvement in prostitution’; b) physical violence: assessed similarly but
investigating of physical aggression. A binary variable was created
where 1 was coded for individuals who answered affirmatively to at
least one of the questions.
Exposure to violence during adulthood (EVA)
Assessment adapted from the Conflict Tactics Scales Form R developed by Straus (1979) with cross-cultural adaptation to Brazilian
Portuguese, published by Hasselmann and Reichenheim (2003). Respondents were asked a total of nine questions about the occurrence of
different types of violent behaviours in the last 12 months, including
minor violence (throwing something; pushing, grabbing, or shoving;
slapping) and severe violence (kicking, biting, or hitting; hitting or
trying to hit with something; burning or scalding; forced sex; threatening with a knife or gun; using a knife or gun). First, respondents were
asked if they had perpetrated these acts against their partner and then
were asked to report if their partner has perpetrated these acts against
them. Based on their responses, a four-level variable was created (none,

Substance use
AUD and BD were higher among SM individuals when compared to
non- SM (15.2% and 22.2% respectively). Regarding the use of illicit
3
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Table 1
Socio-demographic data of Brazilian sexual minorities and non-sexual minorities (N = 4607).

Agea

Mean ± SD

Sex at birth

b

Marital
statusb
Schooling
yearsb
Current job
Race

b

Religionc

Salary rangeb

Female
Male
Unmarried
Married
< 8 years
> 8 years
No
Yes
Caucasian
Non-Caucasian
Catholic
Evangelic
Spiritualistic
Others
< 1 MW
> 1 MW

Table 2
Substance use prevalence and patters, sexual behaviours, AELE, violence and
suicide attempts in sexual minorities and non-sexual minorities (N = 4067).

Sexual minorities
158 (3.4%)

Non-sexual
minorities
4047 (87.8%)

p-Value

Sexual
minorities
158 (3.8%)

Non-sexual
minorities
4047 (87.8%)

29.5 ± 16.0
n (%)
85 (53.8)
73 (46.2)
105 (66.5)
53 (33.5)
65 (41.1)
93 (58.9)
123 (77.8)
35 (22.2)
67 (42.4)
91 (57.6
101 (63.9)
23 (14.6)
9 (5.7)
25 (15.8)
60 (66.7)
30 (33.3)

35.7 ± 18.8
n (%)
2207 (54.5)
1840 (45.5)
2194 (54.2)
1853 (45.8)
1753 (43.3)
2294 (56.7)
3047 (75.3)
1000 (24.7)
1666 (41.2)
2374 (58.8)
2533 (62.7)
987 (24.4)
137 (3.4)
383 (9.5)
1429 (57.6)
1054 (42.4)

< 0.001⁎

n (%)

n (%)

24 (15.2)
35 (22.2)

334 (8.3)
644 (15.9)

3 (1.9)
12 (7.6)
7 (4.4)

14 (0.3)
102 (2.5)
61 (1.5)

0.003
< 0.001
0.004

17(10.8)

161 (4.0)

< 0.001

8 (5.1)
2 (1.3)
4 (2.9)
7 (5.1)
12 (8.6)
5 (3.2)

50 (1.2)
8 (0.2)
16 (0.4)
28 (0.7)
68 (1.8)
49 (1.2)

< 0.001
0.007
< 0.001
< 0.001
< 0.001
0.032

31 (19.6)

889 (22.0)

21
27
11
11

(13.6)
(17.1)
(7.5)
(7.3)

169 (4.2)
357 (8.8)
37 (1.0)
85 (2.2)

< 0.001
< 0.001
< 0.001
< 0.001

27 (18)
10 (18.9)
9 (29)
86 (4.6)

342 (8.9)
118 (6.3)
2 (0.4)
8 (15.1)

< 0.001
< 0.001
< 0.001
< 0.001

31 (21.1)
18 (12.2)

347 (9.1)
185 (4.9)

< 0.001
< 0.001

3 (2.1)
6 (3.8)
5 (3.5)
77 (55.8)

10 (0.3)
43 (1,1)
42 (1.1)
1439 (39.7)

< 0.001
0.002
0.009
< 0.001

Substance use
Alcohol dependencea
Binge-drinking, at least once time
a montha
Crack useb
Cocaine useb
Cocaine and/or crack use in the
last 12 monthsb
At least one illegal drug use in the
last yearb
Marijuana useb
Marijuana smoked with crack useb
Anabolic useb
Hallucinogens useb
Solvents usea
Amphetamine stimulants use
(ATS)b
Tobacco usea

0.855
0.002

⁎

0.588
0.464
0.836
0.002⁎

0.464

Note: SD = standard deviation. MW - Minimum Wage = R$ 545,00 (2012).
a
Independent t-test.
b
Chi-square test.
c
Fisher's exact test.
⁎
p-Value ≤ 0,05.

Adverse early life experiences
Child sexual abuseb
Physical violenceb
Prostitutionb
Sexual violenceb

substances, the SM group presented higher prevalence of cocaine use
(7.6%), hallucinogens (7.0%), marijuana (5.1%), amphetamine stimulants (ATS) (3.2%), crack (1.9%), smoked crack with marijuana (1.3%),
steroid use (2.9%) and at least one drug of abuse (any illegal drug)
(10.8%) in the last 12 months when compared with the non SM. In
addition, 21.9% were tobacco smokers, however, no statistical differences were observed between the SM and non- SM individuals.
Injectable drug use was observed in only one case among the SM participants. Age of drinking onset (mean ± standard deviation
16.6 ± 4.5
versus
17.0 ± 5.6 years,
p > 0.05),
marijuana
(17.7 ± 3.3 versus 17.2 ± 3.9 years, p > 0.05) and cocaine
(19.3 ± 3.3 versus 18.8 years, p > 0.05) but these were not statistically significant (Table 2).

Exposure to violence
Urban violenceb
Domestic violenceb
Homophobic discriminationb
Victim and/or perpetrator of
domestic violencea
Suicide ideationa
Suicide attemptsb
STIs and sexual behaviour
HIV positiveb
IST and HIVb
HIV positive and/or IST in lifeb
Not use or rarely use condoms in
sexual intercoursesa
a
b
⁎

Adverse early life events (AELE)

p-Value⁎

0.002
0.003

0.484

Chi-square test.
Fisher's exact test.
p-Value ≤ 0,05.

Suicide ideation and suicide attempts

Childhood Sexual Abuse (CSA) rates were higher among the SM
(13.6%) and in this group, 7.5% were involved in early prostitution,
7.3% suffered sexual abuse and physical violence (19.7%) in childhood,
when compared to the non- SM.

A predominance of individuals in the SM group, had suicidal
thoughts (21.1% SM versus 9.1% Non-SM Group) and suicide attempts
(12.2% SM versus 4.9% Non-SM Group) when compared to non-SM.
Moreover, in the multivariate analysis, the participants in the SM group
presented almost three times more chances of present suicidal ideation
(OR = 2.8 (IC 95% 1.40–5.53) (Table 3).

Exposure to violence in adulthood (EVA)
Higher percentages of domestic violence (18.9%), urban violence
(18.0%) and mutual violence in at least one event (15.1%) were observed among the SM participants and almost a third mentioned having
suffered homophobic discrimination in their lives (See Table 2).

Logistic regression analysis
A half part of the SM participants belonged to the Evangelical
church. SM was highly associated with the use of most illicit substances,
with an 11 times greater chance of using crack/cocaine and being more
likely to use hallucinogens. The SM group had nearly four times more
chances of experiencing childhood prostitution and the chances doubled of both experiencing CSA and also in the reporting of inconsistent
condom use.

Sexual behaviour
The sexual behaviours of the SM and non-SM are presented in
Table 2. In the SM group, more than half (55.8%) of the participants did
not use, or rarely use, condoms in sexual intercourse, 7.5% were given
money for sex before the age of 18 years, 2.1% are HIV positive, 3.5%
had STIs in their lives and 3.8% had previous treatment for STIs.
4
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intolerance begin very early in the lives of people in sexual minorities.
Non-acceptance begins first at home by family members who, due to
unpreparedness, lack of knowledge, fear, stigma and social prejudice,
end up reprimanding and harassing any manifestation of non-heteronormative orientation. Studies have shown that both lesbian and gay
men report harassment or physical violence from family members due
to their sexual orientation. Compared with heterosexual adults (17.5%),
a significantly higher percentage of gay or lesbian adults (56.4%) and
bisexual adults (47.4%) reported having been victims of intimate
partner violence (Gross et al., 2000; VanKim & Padilla, 2010).
Homophobia and transphobia are complex social phenomena; and
are of great concern in many countries around the world as the high
rates that continue to occur, and the subsequent waste of creativity,
productivity, and above all, humanity among people (Fernandes, 2013;
Lyons et al., 2017; Mizock, 2017). Brazil has the highest level of
homophobic hate crimes globally: every 21 h an individual with nonheterosexual sexual orientation is murdered in the country. In addition,
40% of all worldwide murders against SM individuals occur in Brazil
(Grupo Gay da Bahia, 2013). Homophobia and transphobia are understood to be any form of rejection, hatred, anger or aversion to
homosexuals and transsexuals perpetuated against non-heterosexual
and non-cisgender people (Fernandes, 2013; Lyons et al., 2017).
Tobacco use was not as significantly different in this sample as had
been expected, although other population studies have shown that tobacco use is still rising in the SM community despite the global tendency towards a decrease (American Lung Association [ALA], 2010).
Our findings do not corroborate results from other international studies
on the significant use of tobacco in the SM (Blosnich & Horn, 2011; Sell
& Dunn, 2008). Research on the tobacco industry has documented
targeted media campaigns to boost smoking among lesbians and gays in
the marketplace. The tobacco industry has long understood the role that
sexual orientation may play in the acceptance of smoking and the targeted marketing of brands (Sell & Dunn, 2008).
However, it was surprising to find that the likelihood of crack use
was 11 times greater in sexual minorities, since other studies have
shown that alcohol; amphetamines and other club drugs are more
prevalent in this population. The data from this study reflects the current situation in Brazil, where it has already been established that Brazil
is the world's largest crack market. About 1.8 million people reported
using crack during their lifetime, with one million people using crack
regularly (Abdalla et al., 2014; Dias et al., 2011). Despite the stability in
the prevalence of cocaine use in the world, particularly in the United
States of America, the crack cocaine market has expanded rapidly in
other countries (United Nations Office on Drugs and Crime [UNODC],
2014), causing multiple social and health problems (Abdalla et al.,
2014; Moreira, Barbosa, & Mitsushiro, 2014). One of the key impacts of
crack cocaine use in Brazil has been the negative health consequences,
including chronic and acute illness, disability and elevated mortality
rates (Dias et al., 2011; Fagan, 1993). Most of the crack users in Brazil
are young, poor, socio-economically marginalised and involved in petty
crime (Chaves, Sanchez, Ribeiro, & Nappo, 2011). Many factors, such as
the emergence of relatively cheap and widely available crack cocaine
and the widespread violence in drug trafficking, have led to an increase
in drug-related violence. The costs associated with drug-related violence are also substantial (UNODC, 2014). Within this context, it can be
inferred that people in SM population, with the aforementioned accumulated vulnerabilities throughout their lives, are even more vulnerable to the consumption of this drug, which, in turns, leads to further
marginalisation and social impoverishment.
With regards to the findings of this study that members of the
Brazilian SM being more likely to be victims of violence, it is not hard to
imagine that they are victims of double stigma, both homo/trans
phobia and the stigma against substance users. A national population
study conducted in 2009, published in 2011, on homophobia found that
41% of the Brazilian population reported repulsion, hate or antipathy
towards living with drug users. Additionally, around a quarter of people

Table 3
Adjusted odds ratio in the logistic regression model sexual minorities and nonsexual minorities.

Age
Evangelical
Crack use
Crack and marijuana use
Hallucinogens use
Anabolic use
Suicide ideation
Any illicit drug use
Suicide attempts
Child sexual abuse
Prostitution
Not use or rarely use condoms in
sexual intercourses
ISTs in life/HIV positive
Victim of urban violence
Perpetrator of urban violence

< 59 years
> 60 years
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
m
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes

ORA [CI95%]

p-Value

REF
0.54 (0.23–1.28)
REF
0.50 (0.28–0.89)
REF
11.5 (1.08–123.48)
REF
0.09 (0.00–3.08)
REF
5.4 (1.64–17.95)
REF
1.3 (0.21–8.45)
REF
2.8 (1.40–5.53)
REF
0.83 (0.42–1.62)
REF
0.78 (0.33–1.84)
REF
2.0 (1.02–3.94)
REF
3.9 (1.61–9.87)
REF
2.0 (1.32–3.06)
REF
2.6 (0.85–7.72)
REF
1.5 (0.86–2.78)
REF
0.9 (0.40–2.04)

0.161
0.018⁎
0.043⁎
0.183
0.006⁎
0.769
0.004⁎
0.580
0.570
0.044⁎
0.003⁎
0.001⁎
0.085
0.142
0.808

Note: ORA = odds ratio adjusted. CI = confidential interval.
⁎
p-Value ≤ 0,05.

Discussion
The findings of this study showing that people in the Brazilian
sexual minorities have increased chances of substance use (especially
crack and hallucinogens use) and AUD when compared to non SM
which corroborating the hypotheses of the study. In addition, several
measures of violence increased, reinforcing that violence against sexual
minorities and other vulnerabilities (such as early prostitution, CSA) are
sadly remain prevalent issues. These issues need to be addressed in
order to reduce and stop the human rights violations in many countries
around the world, including Brazil where these issues seem alarmingly
prevalent (United Nations Human Rights Office of the High
Commissioner, 2012).
It was no surprise that the Brazilian sexual minorities do not belong
to evangelical church. With regard public expressions of religion the
country is defined by religious pluralism. However, the prevailing
Christian doctrine (regardless of the denomination) has negatively
impacted upon tolerance of SM. The Christian hegemony in Brazil has
negatively impacted the African-Brazilian religions with increased religious intolerance in the country, as has been seen with other religions
around the world (Guedes, 2015; Lui, 2008). The National Secretariat
of Human Rights reported 697 cases of religious intolerance in the
states of São Paulo, Rio de Janeiro and Minas Gerais between 2011 and
December 2015. In the state of Rio, CEPLIR, the agency which protects
and promotes religious freedom and human rights, reported 1014 cases
between July 2012 and August 2015, with 71% cases being against
followers of African-based religions, 7.7% against evangelicals, 3.8%
against Catholics, 3.8% against Jews and 3.8% against religious
freedom in general. Religious intolerance in Brazil has been criticised
worldwide for contributing to the ‘pathologisation’ of non-heteronormative sexual orientations and trans identities.
Literature has previously established that aggression, violence and
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said they also have the same feelings towards SM people (Venturi &
Bokany, 2011). Although Brazil has used legislation to promote the
provision of comprehensive healthcare services for transgender and
other SM persons, there is still strong resistance to the implementation
of such laws and policies (Diehl et al., 2017). The existence of laws does
not guarantee that provision will be implemented and it is vital that
governments intervene to ensure that rights which have been formally
secured can, in practice, be exercised. The rights guarantee is neither an
isolated issue nor a quarrel confined to trans militants, but intrinsic to
the struggle for human rights, in line with the Declaration of Human
Rights which states that ‘all human beings are born free and equal in
dignity and rights’ (United Nations Human Rights Office of the High
Commissioner, 2012). A society's respect for sexual diversity reflects its
level of education and political maturity. Brazil faces a huge challenge
to become a country where human rights are respected (Diehl et al.,
2017; United Nations Human Rights Office of the High Commissioner,
2012).
Many studies have shown that suicide and suicide attempts are increased among the sexual minorities, as well as CSA and child prostitution which contribute to the vulnerabilities of this population. The
odds of SM youths attempting suicide are approximately two to seven
times greater than the odds for heterosexuals or their cisgender peers.
Half of young transgender people have thought about suicide. Over
40% of young transgender people report having attempted suicide
(Grossman & D'Augelli, 2007; Spirito & Esposito-Smythers, 2006).
Studies with SM adults have also shown that the issue of suicide is a
theme that remains important (King et al., 2008). Adults with substance
use disorders have reported higher rates of CSA and neglect when
compared to adults without substance use disorder (Banducci, Hoffman,
Lejuez, & Koenen, 2014a; Darke & Torok, 2014). About 40–90% of
substance users report a history of childhood abuse. Individuals who
experience childhood abuse are twice as likely to have substance use
disorders in adulthood when compared to the general population
(Banducci et al., 2014a). Physical, sexual, and emotional abuse or neglect, were evaluated as predictors of persistent alcohol (odds 1.50
higher and 1.37 higher to nicotine dependence) (Elliott et al., 2014). It
has been estimated that 30% of psychiatric disorders diagnosed in
adults might be directly linked to childhood experiences. Child abuse
increases the likelihood of substance use and doubles psychopathological comorbidity incidence (Banducci, Hoffman, Lejuez, & Koenen,
2014b). This condition seems to be associated with earlier drug use
initiation (Moran & Vuchinich, 2004; Garner, Hunter, Smith, Smith, &
Godley, 2014;) and may play a significant role in alcohol, nicotine and
other drug dependence severity and development, through an internalising pathway involving negative effects. Suicide and CSA are major
public health problems worldwide. Identifying populations that are at
highest risk of suicidal ideation, suicide attempts, self-assaulting behaviours and victimisation, as seen in the sexual minorities group are
important strategies in the prevention of suicide and mistreatment, and
the consequent reduction of these rates (Minh et al., 2013; Schwandt,
Hommer, George, & Ramchandani, 2013; Smith et al., 2015).

Limitations
The number of people identifying as SM in this probabilistic sample
seems to be underestimated, since previous national studies using different methodologies have found a higher prevalence rate of individuals. A study developed by Abdo (2004) had a non-census sample
of 7103 volunteers, older than 18 years, which revealed that among
women, 96.7% defined themselves as heterosexual, 2.4% as homosexual and 0.9% as bisexual. Among men, 92% defined themselves as
heterosexual, 6.1% as homosexual and 1.8% as bisexual. However,
participants were recruited from squares, parks, beaches and shopping
malls in 13 Brazilian states, suggesting possible selection bias (Abdo,
2004). Another national study with a different methodological design
by Berquó and Barbosa (2008) on Brazilian sexual behaviour did not
investigate sexual orientation and gender identity, only sexual behaviour. On the one hand, the question about sexual orientation (which
inaccurately included gender identity as being a dimension of sexual
orientation) in this current study was made privately in an envelope in
order to guarantee greater privacy and try to reduce information bias
and consequently greater reliability of the response. However, on the
other, the low level of education of the population and even fear of
prejudice may have hindered the understanding of the issue and the
omission of true sexual orientation and gender identity respectively,
since 8.8% did not answer the question. However, the Brazilian SM
sample size is quite similar to the US National Survey on Drug Use and
Health (NSDUH), which identified 4.3% of adults aged 18 years or older
as a SM, including 1.8% who identified as being gay or lesbian and
2.5% who identified as being bisexual (NSDUH, 2015).
Another limitation of this study is that the question about condom
use was phrased as the use and non-use of condom and the frequency of
use. This tends to limit the respondent to male to male (or male to
female) sexual behavior and could exclude responses from others such
as Lesbians - a neutral phrase such as “protected sex” would have been
more inclusive.
Implications for clinical practice and public policies
The data from this study reinforces that SM individuals should be
considered as a priority population in mental health care services,
preventive interventions and in the treatment of alcohol and other drug
dependencies (SAMHSA, 2012). The skills in recognising these relevant
issues are crucial elements in health promotion, prevention, access facilitation and the availability of health care for this group of people
(Talley, 2013). In this context, the increasing substance use and violence in the SM has important implications in public health policy
planning, for research development and professional training in health
services (Green & Feinstein, 2012).
Health and social institutional services need to be sensitive to individuals who may be sexually variant. Those providing services need
to work towards banning negative attitudes and prejudices, ensuring
that services are friendly and accessible (Diehl et al., 2017; Kalra,
Ventriglio, & Bhugra, 2015). Training for healthcare workers should be
expanded to helping them to welcome people from the sexual minorities into health services, to deliver sex education programmes and
promote awareness of sexual orientation and gender variations among
the general population to achieve a cultural shift towards greater tolerance of gender diversity (Diehl et al., 2017; Muller & Knauth, 2008).
Such initiatives would contribute to a reduction in the stigma associated with non-standard gender identities, sexual orientation variance,
and the active promotion of the human rights of individuals with such
identities (Diehl et al., 2017).

Strengths
For the first time in Brazil, nationally representative prevalence
rates of alcohol and drug problems in the SM population were estimated
using a methodology that ensures participants' confidentiality.
Additionally, as Brazil is a large country, this probabilistic sample allowed for the inclusion of people from both rural areas, urban cities and
people also from the Amazon region, these latter two being underrepresented in national studies. It is worth mentioning that the present
study, by being a transversal populational study and its 92.4% response
rate, tended to reduce selection bias.

Implications for future study
As the international literature shows that there are higher rates of
substance use in bisexuals, compared with homosexuals, among both
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genders and larger differences between female groups, it is important
for future studies try to differentiate between SM identities in substance
use research (Demant et al., 2016). In the BNADS (2012) data the
number of lesbians, gay men and transsexuals included is too small in
order to draw significant conclusions. Therefore we recommend that
future studies examine the difference in substance use patterns in these
populations.
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