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Abstract
Background

Discrimination due to sexual orientation (DDSO) has an important association with health outcomes among men
who have sex with men (MSM). This study aimed to analyse factors associated with DDSO among MSM in 12
Brazilian cities.

Methods

A cross-sectional study with 4,176 MSM participants recruited in 2016 through respondent-driven sampling in 12
Brazilian cities. In this analysis, ordinal logistic regression was used to assess associations with previously
identi�ed levels of DDSO, which were based on latent class analysis (LCA) on 13 variables from the
discrimination section of the questionnaire. Weighted odds ratios and their respective 95% con�dence interval
were estimated using Gile estimator. 

Results

Most participants were young, single, had a religious a�liation, a post-primary education, were black or mixed
race and had a high and average socio-economic status. More than half reported DDSO in the previous 12
months (65%). DDSO was then classi�ed into four latent classes (very high, high, average or low). We observed
an independent association among the four latent classes of DDSO and the following variables: age< 25 years
old, white skin color, experience of sexual or physical violence, revealing to a father his sexual orientation as
MSM, experienced suicidal ideation in the previous two weeks and had taken illicit drugs in the last six months.

Conclusion

We observed that sociodemographic characteristics, previous violence experiences, family knowledge about
sexual orientation and mental health issues were associated with DDSO. Monitoring DDSO throws into sharp
relief our broad social, political, and moral failings. These results should be used for the purposes of surveillance
and protection for the human rights.

Introduction
Men who have sex with men (MSM) suffer discrimination due to sexual orientation (DDSO), de�ned as the
manifestation of heteronormativity and homophobia against MSM [1]. DDSO plays an important role in
maintaining a high prevalence of HIV infections among MSM in several countries [1–3]. Studies conducted with
MSM also demonstrate the greater likelihood of illnesses and risk behaviors among those who suffer DDSO, such
as anal sex without a condom [4], experiences of violence [5, 6], mental distress [4, 7–10] and abusive use of
alcohol and other drugs [4, 8, 11, 12]. Furthermore, DDSO is one of the main barriers MSM faces when accessing
health services [13–18].

There has been an alarming increase in DDSO. In the last decade, studies show high proportion of DDSO among
MSM in different countries [19] including Brazil [10, 20–22]. Sexual and affective practices among MSM remain
illegal in 70 United Nations member states and are punishable by the death penalty in six countries (three in Asia:
Iran, Saudi Arabia and Yemen; and three in Africa: Nigeria, Sudan and Somalia) and is a possibility in another �ve
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countries (Mauritania, the United Arab Emirates, Qatar, Pakistan and Afghanistan) [19]. In Latin America,
homosexuality is not illegal, nevertheless, the patriarchal, religious and sexist context of countries in this region
adds to the impact of DDSO on the physical, mental, social and cultural well-being of MSM [23–25].

Brazil’s judicial system has protective human rights measures for MSM, including recognizing same sex marriage
in 2011 [26], and categorizing discrimination against LGBT individuals as racism, a prosecutable offense, until
such time as the Brazilian National Congress approves speci�c legislation related to this issue [27]. Despite this,
in 2018, 420 LGBT individuals were murdered, targeted for their identities, of which 191 (45%) were MSM [28]. In
2009 and 2016, cross-sectional studies of MSM recorded an increase in the prevalence of self-reported DDSO
from 27.7–65% [21, 29]. In 2009, the likelihood of reporting DDSOs was higher among younger MSM (below
30 years), with more schooling, a history of sexual or physical violence, suicidal ideation, unprotected receptive
anal sex and among those who participated in support organizations (such as an NGO) [29].

This study aims at identifying factors associated with DDSO among MSM in Brazil.

Materials And Methods
Study design and location

This study utilizes data from the behavioural and biological surveillance survey entitled “The 12 city HIV
surveillance survey among MSM in Brazil 2016 using respondent-driven sampling (RDS)” [30] (#914BRZ1138,
BRAZIL, AIDS-SUS) conducted in 2016 in 12 Brazilian cities from all �ve regions in Brazil: Manaus and Belém in
the North; Fortaleza, Recife and Salvador in the Northeast; Brasília and Campo Grande in the Central-West; Belo
Horizonte, Rio de Janeiro and São Paulo in the Southeast; and Curitiba and Porto Alegre in the Southern region.
Cities were de�ned, a priori, by the Department of Chronic Conditions and Sexually Transmitted Infections of the
Ministry of Health (DCST /MoH).

Participants

The survey sample consisted of 4,176 MSM who reported at least one sexual experience in the 12 months prior to
the study; were 18 years of age or older; did not identify as transsexual or transgender women; resided, studied or
worked in the selected cities; and signed an Informed Consent Form. To recruit participants, we used Respondent-
Driven Sampling (RDS) as recommended for hard-to-reach populations [31]. Formative research using semi-
structured interviews and focus groups was conducted in each city to prepare for the main study. Six MSM were
selected purposively to serve as “seeds”. These were individuals of different ages and socio-economic status with
relatively large social contact networks. Each of these seeds was asked to recruit three other MSM from their
social network by offering a voucher to each recruit. These vouchers provided information about the site and also
contained a number linking the recruiter and the recruit. This procedure was repeated with each eligible
participant until the desired sample size was reached. Participants received a primary and secondary incentive of
BRL 25.00 (US$ 7.40) for each of their recruits to reimburse expenses such as transport and food.

Data collection

Data was collected through computer assisted personal interview (CAPI) in the study o�ce in each city, where
blood samples were drawn for HIV and syphilis testing. Upon completion of the interviews, these were
immediately sent via internet to a central server. The research project was approved by the Research Ethics
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Committee of the Federal University of Ceará. Further details about the methodology may be found in Kendall
[30].

Study variables

The outcome variable, DDSO, was de�ned by Latent Class Analysis (LCA) and it was based on thirty questions
divided in four DDSO dimensions: i) discrimination in the work sphere (i.e. not selected for a job or �red from a
job); ii) educational setting (i.e. mistreated or marginalized by teachers and classmates at school/college); iii)
private domain (i.e. excluded or marginalized from groups of friends, neighbors, family, or religious environment);
iv) and the public sphere (i.e. blackmailed or extorted money, poorly cared for in health services, prevented from
donating blood, mistreated in public services, mistreated by police o�cers and prevented from entering in a
market) as previously described [21]. LCA is a useful method for identifying underlying groups of individuals with
similar pro�les [32].

The independent (explanatory) variables included in this analysis were: a) sociodemographics: age (< 25 years
and ≥ 25 years), self-reported race/skin color (white, black and mixed race - pardo), education (primary or
incomplete secondary, post-secondary education), religious a�liation (yes, no) and marital status (single or
separated or widowed and married or living together or civil union); b) economic: three economic groups were
created: A-B: high income; C: average income: and D-E: low income, based on the Brazilian Economic
Classi�cation Criteria [33]; c) self-reported sexual identity (heterosexual and gay); d) ever experience violence due
to sexual orientation (lifetime): sexual (yes, no) or physical (yes, no); e) fear of visiting public places (yes, no); f)
family approval of sexual orientation (approves; disapproves/indifferent; and family does not know); g)
disclosure of sexual orientation: told friends (yes, no), told mother (yes, no), told father (yes, no); h) participation
in LGBT NGOs (yes, no); i) ever tested for HIV (lifetime) (yes, no); j) suicidal ideation in the previous two weeks
(yes, no); l) alcohol use classi�ed by audit score ( low risk and abstemious; risk and high risk; and dependent) and
illicit drug use in the previous 6 months (yes, no).

Data analysis

Gile successive sampling estimator [34] was used to calculate the weighted ratio estimators using RDS Analyst
[35]. Data from the 12 cities were merged into a single database in which each city was treated as its own strata.
The previously de�ned latent variable DDSO [21] and the RDS weights were transferred to the current database
for descriptive, bivariate, and multivariate analyses. Stata 15.0 was used with complex survey data analysis tools
(Stata Corp, College Station, TX, USA, 2019).

Multivariate analysis included ordinal logistic regression modelling, as the outcome variable was ordinal. And
estimators were adjusted with the simultaneous generation of a constant association measure across the
categories of the outcome variable [36].

The construction of the logistic model’s weighted odds ratio began with a bivariate analysis to assess the factors
associated with the outcome variable. Variables associated with DDSO in the bivariate analysis at a p-value of
0.20 were included in the multivariate analysis. Only those with p-value<0.05 remained in the �nal model. A
review of the literature regarding factors associated with DDSO was also important for the selection of these
factors. Weighted odds ratios (OR) with 95% con�dence intervals (95% CI) were used as measures of association
between explanatory factors and DDSO. 
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Results
We recruited 4,176 MSM in the 12 Brazilian cities. Most of these MSM were young, 56.1% under 25 years old;
86.3% were single and 53.1% named a religious a�liation; 70.3% reported post-primary education; 41.8% of
mixed race (Pardo), 31.5% whites and 22.7% blacks. 42.4% percent of MSM reported high income level (A-B),
another 41.7% reported average income (C) and 15.9% low income (D-E). The vast majority of participants
(92.4%) reported gay sexual orientation (Table 1).
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Table 1
Characteristics of the population of men who have sex with men in 12

Brazilian cities, 2016
Variables n/Na %b 95%CI c

LL HL

Age        

< 25 years 2,503/4,129 56.1 52.4 59.7

≥ 25 years 1,626/4,129 43.9 40.3 47.6

Race/skin color        

White 1,285/4,106 31.5 28.2 35.0

Black 903/4,106 22.7 19.7 26.1

Mixed race (pardo) 1,768/4,106 41.8 38.3 45.3

Indigenous 64/4,106 1.9 1.0 3.3

Asian origin 86/4,106 2.2 1.5 3.3

Education        

Primary or incomplete secondary 3,115/4,132 70.3 67.1 73.3

Post-secondary education 1,017/4,132 29.7 26.8 32.9

Religious a�liation        

Yes 2,176/4,096 53.1 49.5 56.7

No 1,920/4,096 46.9 43.3 50.6

Marital status        

Single/separated/widowed 3,578/4,115 86.3 83.6 88.6

Married or living together 537/4,115 13.7 11.4 16.4

a Crude estimate

b Estimate weighted by Gile-SS.

c CI: con�dence interval; LL: [lower limit]; HL: [higher limit].
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Variables n/Na %b 95%CI c

LL HL

Socio-economic status –

3 classes

       

A-B 1,889/4,127 42.4 38.9 46

C 1,664/4,127 41.7 38.1 45.3

D-E 574/4,127 15.9 13.5 18.6

Sexual identity        

Heterosexual 137/2784 7.6 5.5 10.3

Gay 2647/2784 92.4 89.7 94.5

Physical violence due to

sexual orientation (lifetime)

       

No 3,150/4,078 76.5 73.1 79.6

Yes 928/4,078 23.5 20.4 26.9

Sexual violence due to

sexual orientation (lifetime)

       

No 3,207/4,085 79.1 75.7 82.1

Yes 878/4,085 21.0 18.0 24.3

Fear of circulating

in public places

       

Never 1068/ 2848 39.7 35.2 44.3

At some point in life 1780/ 2848 60.3 55.7 64.8

Told friends about sexual

orientation

       

No 332/3826 9.9 7.7 12.6

Yes 3494/3826 90.1 87.4 92.3

Told mother about sexual

orientation

       

a Crude estimate

b Estimate weighted by Gile-SS.

c CI: con�dence interval; LL: [lower limit]; HL: [higher limit].
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Variables n/Na %b 95%CI c

LL HL

No 1345/3826 37.2 33.7 40.9

Yes 2481/3826 62.8 59.1 66.3

Told father about sexual

orientation

       

No 2170/3826 57.0 53.2 60.8

Yes 1656/3826 43.0 39.2 46.8

Family approval of

sexual orientation

       

Approves 1975/4037 45.4 41.7 49.1

Disapproves/Indifferent 1391/4037 33.4 30.2 36.7

Family does not know 671/4037 21.3 18.3 24.6

Participates in an

LGBT/NGO

       

No 3335/4076 82.1 79.2 84.7

Yes 741/4076 17.9 15.3 20.8

Ever tested for HIV (lifetime)        

No 1226/4122 33.8 30.5 37.2

Yes 2896/4122 66.2 62.8 69.6

Suicidal ideation

in previous 2 weeks

       

a Crude estimate

b Estimate weighted by Gile-SS.

c CI: con�dence interval; LL: [lower limit]; HL: [higher limit].
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Variables n/Na %b 95%CI c

LL HL

No 3358/4119 82.0 79.2 84.4

Yes 761/4119 18.0 15.6 20.8

Alcohol use        

Low risk/abstemious 2047/3938 54.6 51.0 58.2

Risky/High risk 1541/3938 35.7 32.4 39.2

Dependent 350/3938 9.7 7.8 11.9

Illicit drug uses

in previous 6 months

       

No 2055/4062 51.6 48.0 55.3

Yes 2007/4062 48.4 44.7 52.0

a Crude estimate

b Estimate weighted by Gile-SS.

c CI: con�dence interval; LL: [lower limit]; HL: [higher limit].

 

The majority also reported fear of visiting public spaces (60.3%), while about a quarter of the participants had
experienced physical (23.5%) or sexual (21.0%) violence. Regarding disclosure of sexual orientation, most
disclosed to their friends (90.1%) and their mothers (62.8%), while fewer disclosed to their fathers (43.0%). 45.4%
reported family approval of their sexual orientation; 33.4% reported family disapproval or indifference to their
sexual orientation, and 21.3% reported that the family did were unaware of their sexual orientation. A small
percentage (17.9%) reported participating in an LGBT NGOs. A third (33.8%) had never taken an HIV test and
almost a �fth (18.0%) experienced suicidal ideation in the previous two weeks of the survey. In terms of alcohol
use, 35.7% were classi�ed as risk or high risk, and 9.7% as dependent; and almost half of the participants
reported having illicit drug use in the past 6 months before the survey (48.4%) (Table 1).

Among those who reported any DDSO (65.0%), a high proportion of MSM (73.1%) did not shared this situation
with anyone. Of those who did, 19.7% shared with their family, 6.1% with their partners/spouses, 0.9% with
friends, 0.1% with health professionals and another 0.1% with the police (Table 2).
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Table 2
Self-reported discrimination due to sexual orientation among MSM in

12 Brazilian cities, 2016.
Variables n/Na %b 95%CIc

LLc HLc

Self-reported discrimination        

No 1234/4097 35.0 31.7 38.4

Yes 2863/4097 65.0 61.6 68.3

Reported discrimination to        

Nobody 2011/2797 73.1 69.0 76.8

Family 537/2797 19.7 16.3 23.6

Partner/spouse 184/2797 6.1 4.6 8.1

Friend 48/2797 0.9 0.5 1.7

Health professional 13/2797 0.1 0.0 0.4

Police 4/2797 0.1 0.0 0.5

a Crude estimate

b Estimate weighted using Gile-SS

c CI: con�dence interval; LL: lower limit; HL: higher limit.

 

Table 3 shows the association between explanatory variables and the DDSO categories. Bivariate analysis
indicated an increasing odds of DDSO among MSM under 25 years old, of mixed race (pardo) and white, who
had post-secondary education, and with higher socio-economic status. In addition, gay sexual identity, sexual and
physical violence, family disapproval or indifferent, told mother and father about sexual orientation, and
participating in an LGBT NGO were also associated. Finally, a HIV test in lifetime, suicidal ideation experience, risk
or high risk of alcohol use and illicit drug use in the previous six months showed increased odds of DDSO. In the
�nal multivariate analysis, the following variables were independently associated with DDSO: age under 25 years
old, white skin color, experience of sexual and physical violence, shared sexual orientation to their father,
experienced suicidal ideation in the previous two weeks and used illicit drugs in the previous six months (Table
3).
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Table 3

Bivariate and multivariate analysis of the association between DDSO and predictor variables.
Variables DDSOa Bivariatea Multivariatea

  Low %
(n=1,890;
46.19%b)

Average
%
(n=1,437;
35.1%b)

High
%   
(n=673;
16.4%b)

Very
high%
(n=92;

 2.2%b)

p
value

OR (95%
CI)

OR (95% CI)

Age         0.00    

>=25 years 64.3 24.8 9.7 1.2   1 1

< 25 years 44.9 36.6 17.0 1.5   2.13
(1.60-
2.83)

1.66 (1.21-
2.27)

Race/skin color         0.04    

Black 58.5 30.0 9.9 1.6   1 1

Mixed race (Pardo) 52.7 31.2 14.9 1.2   1.29
(0.92-
1.82)

1.38 (0.98-
1.96)

White 48.4 31.4 18.9 1.3   1.58
(1.13-
2.21)

1.43 (1.02-
2.01)

Education         0.00    

Primary or incomplete
secondary

66.4 21.1 10.8 1.7   1  

Post-secondary
education

47.6 35.9 15.3 1.2   2.00
(1.42-
2.83)

 

Religious a�liation         0.25    

No 50.7 31.9 15.7 1.7   1  

Yes 56.2 30.6 12.2 1.1   0.78
(0.59-
1.03)

 

Marital status         0.14    

Single 54.2 31.0 13.8 1.0   1  

Married/together/ civil
union

48.5 33.8 14.1 3.6   1.27
(0.83-
1.92)

 

Socio-economic level         0.00    

D-E 67.9 21.4 9.1 1.5   1  

C 56.0 28.0 15.0 1.1   1.67
(1.06-
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2.63)

A-B 45.0 38.8 14.5 1.7   2.35
(1.52-
3.63)

 

Sexual Identity              

Hetero 80.2 17.8 1.6 0.4 0.00 1  

Gay 44.9 36.1 17.4 1.6   5.15
(2.30-
11.50)

 

Sexual violence due

sexual orientation
(lifetime)

        0.00    

No 59.0 30.6 9.6 0.9   1 1

Yes 33.1 33.6 30.3 3.0   3.37
(2.29-
4.95)

2.33 (1.58-
3.43)

 

 

Physical violence due
to

sexual orientation
(lifetime)

        0.00    

No 61.3 29.2 8.9 0.6   1 1

Yes 28.5 38.3 29.4 3.7   4.26
(3.00-
6.06)

3.08 (2.11-
4.49)

Family approval

of sexual orientation

        0.00    

Approves 49.8 34.1 14.5 1.6   1  

Disapproves/Indifferent 42.0 36.9 19.8 1.4   1.37
(1.01-
1.85)

 

Family doesn’t know 77.4 18.3 3.6 0.7   0.28
(0.18-
0.43)

 

Told mother

about sexual
orientation

        0.00    

No 61.5 25.9 11.4 1.2   1  

Yes 42.1 39.5 17.1 1.4   2.04
(1.52-
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(
2.74)

Told father

about sexual
orientation

        0.00    

No 57.7 29.2 11.9 1.2   1 1

Yes 38.2 41.4 18.9 1.5   2.05
(1.54-
2.72)

2.00 (1.47-
2.72)

Participates

in an LGBT/NGO

        0.00    

No 55.9 31.3 11.8 1.0   1  

Yes 41.9 32.3 22.9 2.9   1.94
(1.33-
2.83)

 

Ever tested for HIV
(lifetime)

        0.00    

No 62.7 24.5 11.6 1.2   1  

Yes 48.7 34.8 15.0 1.5   1.67
(1.22-
2.29)

 

Suicidal ideation

in previous 2 weeks

      0.00    

No 56.5 31.4 11.4 0.8   1 1

Yes 37.9 32.5 25.3 4.3   2.45
(1.708-
3.52)

2.09 (1.46-
2.98)

Alcohol use         0.05    

Low risk/abstemious 54.7 31.5 13.0 0.8   1  

Risk/High risk 46.4 36.6 15.3 1.7   1.36
(1.02-
1.82)

 

Dependent 62.5 21.3 14.5 1.8   0.80
(0.48-
1.33)

 

Illicit drug use

in previous 6 months

      0.01    

No 58.1 30.0 11.0 0.9   1 1

Yes 48.0 33.4 16.8 1.9   1.54
(1.17-
2.04)

1.61 (1.19-
2.18)
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a Estimate weighted by Gile-SS;

b Crude estimate;

Discussion
This study identi�ed a high proportion of DDSO among MSM in Brazil in 2016 (65.0%), which is more than twice
compared to data in a similar study in 2009 (an RDS study conducted with MSM in 10 Brazilian cities) (27.7%)
[29]. Younger men in our study were more likely to report DDSO compared to older men, a trend already observed
in 2009 [29] and in other countries [37, 38]. Over the past decades, in some countries, there has been a growing
tolerance for sexual minorities that might lead to more openness and thus opportunity to become a target of
discrimination. In contexts of less tolerance, MSM may adopt masking behaviors. Another explanation may be
the rising homophobia engendered by the current and previous government in Brazil, who have implicitly and
explicitly granted permission for the expression of homophobia. A third hypothesis is that there could be a
desensitization arising from repeated exposure to abuse among older MSM, and the creation of cognitive
mechanisms that may partially neutralize the identi�cation and effects of discrimination [39]. Part of this
desensitization may explain lower reports of experiences of DDSO.

White MSM were more likely to experience DDSO than black men. In Brazil, higher educational levels are found
among white men compared to black men [40] and we may hypothesize that the higher education might be
associated to the greater perception of discrimination and to more willingness to report [41]. Stigma and
discrimination are consequences of social structures and forms of domination used in society to identify and
discriminate against all divergence from normative white male identity. In Brazil, the DDSO affects even white
and educated men when they express or identify their sexual orientation. On the other hand, for black MSM,
DDSO presents in an intersectional manner alongside racial and perhaps class discrimination that could be
multiplying health outcome effects [42–44].

Other concern relates to the fact that only 26.9% of MSM shared or reported DDSO. Moreover, when they did so,
the vast majority did not report to the judicial system, but rather to their friends or relatives. This lack of reporting
is problematic in two senses. Firstly, because of underreporting, it underestimates DDSO in Brazilian society,
reducing visibility of this problem to public administrators, civil society and legislators. On the other hand, this
may affect the physical and mental health of MSM, since not talking about the problem may aggravate
internalized homophobia [45, 46], which can be de�ned as self-directed homophobic attitudes that in turn can
lead to low self-esteem and self-hatred [47]. This di�culty in reporting discrimination may be aggravated if there
is a lack of family acceptance. In this study, we demonstrated that one-third of participants reported that their
families do not approve of their sexual identity and disclosing identity to a father was independently associated
with greater likelihood of DDSO.

In this study, both physical and sexual violence were strongly associated with DDSO, as in other studies [6, 29].
Discrimination and violence may in�uence perception of insecurity among MSM: 60% reported feeling fear of
circulating in public places, a much higher percentage than found in hostile venues for MSM in Abuja city, Nigeria
(17.0%) [48].

Our study also demonstrated an association with suicidal ideation in the previous two weeks and illicit drug use
in the previous six months before the survey, respectively. We note the time-frame differences as DDSO was
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analysed over the previous 12 months. Despite this, other studies showed an association between DDSO and
mental health distress [38, 49, 50], and the use of psychoactive substances among MSM [4, 8, 11, 12].

At the highest government levels, between 2002 and 2014, policies and health interventions were developed in
Brazil that favoured the MSM. For example, the Committee for LGBT Health at the Ministry of Health, the
reassertion of LGBT Rights on to health care at services of the Brazilian National Health System, and the National
Policy for LGBT Health [51, 52] were developed. However, the country has experienced setbacks in LGBT health
policies over the last �ve years, given the advance of religious groups and conservative social movements in
Brazilian society, in Congress, and at the Presidency [53, 54]. More recently, the current national government, as of
2019, has further exacerbated this situation [54]. The new president and his party – who elected the largest
number of members in Congress – were voted on a platform containing explicit rejection of LGBT individuals and
identities, publishing a program vowing to exclude LGBT communities from human rights protections and social
policies [53]. The Secretary of Continuing Education, Literacy, Diversity and Inclusion, who was responsible for
promoting policy to secure sexual, gender, and ethnic diversity in Brazilian public schools, was extinguished. HIV
prevention guidelines for transgender population were also removed, arguing that this document contained
“content that was offensive to the family” [53].

The current political context in Brazil is one of increased stigma directed towards LGBT communities that most
likely will increase DDSO. Between 2009 and 2016, the persistence and increase in DDSO may constitute a
signi�cant barrier of access to health services, as well as universal access to antiretroviral therapies to treat and
prevent HIV (such as the Pre-and Post-exposure prophylaxis) [55–57].

An unfavourable and stressful environment is increasingly associated with physiological effects that make MSM
more vulnerable to a range of diseases [58]. In line with Minority Stress Theory [59, 60], stressors are portrayed as
events and conditions requiring constant change, causing exposed individuals to make intense efforts to adapt
to new circumstances. Individuals subject to stressors therefore suffer from constant psychological and physical
tension, eroding their capacity to adapt and inducing mental and somatic disorders [61]. As Goffman [62] pointed
out, the response to the “deviance” embedded in stigma and discrimination can lead to the problematization of
previously uncontested terrain: challenges to masculinity and heteronormativity can be seen as a response to
serious problems of gender violence and intimate partner violence – both widespread in Brazil and elsewhere. As
with in-group stigma, occupying a stigmatized role can offer opportunities for leadership, not just oppression. In
light of this, in relation to strategies that diminish DDSO among MSM, there are several initiatives in Latin
America including interventions sensitive to gender and culture, focusing on the formation of new values that
allow for an expansion of different forms of masculinity [63].

Although this study presents robust results, it also has some limitations. The original questionnaire was not
designed to evaluate DDSO. Moreover, we do not have information about the timing or duration of exposure, the
context in which the episode occurred, or the intensity and frequency of DDSO. RDS studies furthermore present
limitations regarding sample representativeness, potential biases in estimating and sampling social networks
and indicator data, and potential violation of several theoretical assumptions of RDS in implementation. Speci�c
analyses using the latest estimators for data collected using this method seek to reduce these biases.

Conclusion
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The study reports a high level of DDSO among MSM in Brazil with notably higher levels among younger MSM.
The high prevalence of DDSO reported among white and more educated MSM highlights the “iceberg” nature of
DDSO, and that much more discrimination exists than what is being documented. There is certainly a need for
more in-depth studies on the association between DDSO, sexual and racial minorities, and the social and political
context in which these take place. The rise of patterns of distribution of DDSO demonstrate how contingent
stigma and discrimination are on political and moral leadership. In Brazil, monitoring DDSO throws into sharp
relief our broad social and political failings.
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