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Abstract
Many barriers to human immunodeficiency virus (HIV) testing among Black people exist. This study analysed the asso-
ciation between race/skin colour and lifetime HIV testing among adolescent men who have sex with men (AMSM) and 
transgender women (ATGW) in three Brazilian cities. This cross-sectional study was nested within the PrEP1519 cohort, 
a multicentre study of AMSM and ATGW aged 15–19 years in Belo Horizonte, Salvador, and São Paulo, Brazil. The 
outcome variable was the lifetime HIV testing (no or yes). The main exposure variable was self-reported race/skin colour 
as White and a unique Black group (composed of Pardo–mixed colour and Black, according to the Brazilian classifica-
tion). Descriptive statistics and bivariate and multiple logistic regression analyses were conducted to estimate the adjusted 
odds ratios (ORs) and 95% confidence intervals (95% CIs) to determine the association between the main exposure and 
outcome, adjusted for covariates. White adolescents were tested more frequently than the unique Black group (64.0% vs. 
53.7%, respectively; Ρ = 0.001). Multiple logistic regression analysis showed that the unique Black group of AMSM and 
ATGW had 26% (adjusted OR [aOR], 0.74; 95% CI, 0.55–0.98) and 38% (aOR, 0.62; 95% CI, 0.45–0.87) lower odds of 
being tested for HIV in a lifetime than Whites in model 1 and 2, respectively. Our findings highlight the role of racism 
in lifetime HIV testing among AMSM and ATGW. Therefore, an urgent need for advances exists in public policies to 
combat racism in Brazil.
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Resumen
Existen numerosas barreras para la realización de las pruebas del virus de la inmunodeficiencia humana (VIH) entre la 
población negra. Este estudio analizó la asociación entre la raza/color de piel y haber realizado pruebas de VIH a lo 
largo de la vida entre hombres adolescentes que tienen sexo con hombres (AHSH) y mujeres transgénero (AMTG) en 
tres ciudades brasileñas. Este estudio transversal es parte de la cohorte PrEP1519, un estudio multicéntrico de AHSH y 
AMTG de 15 a 19 años en Belo Horizonte, Salvador y São Paulo, Brasil. La variable de resultado fue haber realizado 
la prueba del VIH a lo largo de la vida (no o sí). La variable de exposición principal fue la raza/color de piel autoinfor-
mada, categorizada como blanca y un grupo negro único (compuesto por color pardo/mixto y negro, según la clasificación 
brasileña). Se realizaron estadísticas descriptivas y análisis de regresión logística bivariada y multivariada para estimar 
los odds ratios (OR) ajustados y los intervalos de confianza del 95% (IC del 95%) con el fin de determinar la asociación 
entre la exposición principal y el resultado, ajustado por covariables. Los adolescentes blancos se hicieron la prueba del 
VIH con más frecuencia que el grupo negro único (64,0% frente a 53,7%, respectivamente; Ρ = 0,001). El análisis de 
regresión logística múltiple reveló que el grupo negro único de AHSH y AMTG tenía 26% (OR ajustado [aOR], 0,74; 
IC 95%, 0,55–0,98) y 38% (aOR, 0,62; IC 95%, 0,45–0,87) menores probabilidades de realizarse la prueba del VIH a 
lo largo de su vida que los blancos en los modelos 1 y 2, respectivamente. Nuestros hallazgos resaltan la influencia del 
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Introduction

The human immunodeficiency virus (HIV) epidemic has 
affected several key populations. In Brazil, these popu-
lations include men who have sex with men (MSM) and 
transgender women (TGW), who have disproportionately 
higher HIV prevalence rates than the general population 
[1]. Recently, the incidence of HIV infection in male ado-
lescents has increased in Brazil [2], with studies reporting a 
high prevalence of HIV infection among adolescent MSM 
(AMSM) and adolescent TGW (ATGW) [3, 4].

In this context, combination prevention has been adopted 
as a strategy that includes biomedical, behavioural, and 
programmatic prevention methods that prioritise a person’s 
autonomy in different social contexts to prevent HIV [1, 5]. 
Periodic HIV testing is an important combination of pre-
vention measures as the first step toward timely prevention, 
diagnosis, and treatment [6].

The World Health Organisation (WHO) reported a reduc-
tion in the proportion of people living with HIV who did 
not know their serological status from 50% in 2013 to 16% 
in 2020 [7], indicating advances in HIV testing strategies. 
However, in specific populations, such as MSM and TGW, 
HIV testing remains a challenge, especially because of 
stigma and discrimination related to HIV/ acquired immu-
nodeficiency syndrome (AIDS), sexual orientation and gen-
der identity, distrust of providers’ secrecy, insufficient social 
support, lack of knowledge regarding the accuracy of the 
testing method, and lack of professional training [8, 9]. In 
addition, sociostructural aspects, such as the social markers 
of race/skin colour and adolescence, are associated with low 
HIV testing rates in MSM and TGW [10–12].

Regarding HIV testing in Brazil, adolescents have the 
right to confidentiality according to the bioethical principles 
of autonomy, justice, beneficence, and non-maleficence 
guaranteed in the Brazilian Child and Adolescent Statute 
Low [13]. However, adolescents face barriers to testing 
because of the uncertain need for parental consent, which 
is widespread among health professionals [13], and some 
health units require parental consent [9]. Moreover, adoles-
cents and young people tend to delay HIV testing for fear of 
rejection in society and the negative opinions of their peers 
[14].

In 2021, the proportion of reported AIDS cases among 
homosexual and bisexual Brazilian adolescents aged 13–19 

years was 64.1% [1]. Furthermore, the proportion of HIV 
cases increased from 2012 to 2022 in Black (8.7–12.2%) 
and Pardo men (i.e., mixed-race people, according to the 
Brazilian Institute of Geography and Statistics [Instituto 
Brasileiro de Geografia e Estatística {IBGE}] [15] clas-
sification for race) (from 32.7 to 51.7%) and decreased in 
White men (from 49.4 to 29.4%, respectively) [1]. In 2020, 
the AIDS mortality rate was higher among Black people 
[2]. Nonetheless, very few studies exist on HIV testing in 
AMSM and ATGW populations according to race/skin 
colour [16].

Health inequalities are unnecessary, avoidable, and deter-
mined by how society is structured, including social and 
economic factors and social determinants of health, mak-
ing certain people vulnerable [17, 18]. Racism negatively 
affects morbidity and mortality indicators among Black 
people and racial inequities in health services [19, 20]. Stud-
ies on HIV testing have reported a negative impact of rac-
ism on the use of this technology. For example, a study on 
adolescents and young MSM in South Africa showed that 
they were afraid of being tested because of discrimination 
by race in institutions, breaches of confidentiality, and lack 
of knowledge regarding HIV [21]. Similarly, in the United 
States of America (USA), young Black MSM who experi-
enced racism and discrimination based on sexual orientation 
had lower odds of being tested for HIV in their lifetime than 
those who did not fear being discriminated against [22]. 
Therefore, the objective of this study was to analyse the 
association between race/skin colour and lifetime HIV test-
ing among AMSM and ATGW in three Brazilian cities. In 
this study, we tested the hypothesis that Black adolescents 
were less likely to have been tested for HIV in their lifetime 
compared to White adolescents.

Methods

Study Design and Population

We conducted a cross-sectional analysis of baseline data 
from the PrEP1519 cohort. The inclusion criteria were 
ages 15–19 years; self-declared cisgender MSM (reported 
sex with men in a lifetime) or TGW; substantial risk of 
HIV infection; and living, studying, or working in Belo 
Horizonte, Salvador, or São Paulo. Being under the influ-
ence of substances that compromised the level of cognition 

racismo en la realización de pruebas de VIH a lo largo de la vida entre AHSH y AMTG. Por lo tanto, es urgente avanzar 
en la implementación de políticas públicas para combatir el racismo en Brasil.

Palabras Clave  Adolescente · Disparidades en la atención sanitaria · Pruebas de VIH · Racismo · Minorías sexuales y 
de género · Brasil
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necessary to participate in interviews and appointments at 
the time of screening was an exclusion criterion [23].

Recruitment and Data Collection

Cohort participants were recruited from lesbian, gay, bisex-
ual, and transgender people (LGBT+) social venues, and 
online social networks. Participants who visited the clinics 
in the three study cities were recruited in two arms: PrEP 
(i.e., those who chose to initiate PrEP and return for quar-
terly follow-up) and non-PrEP (i.e., those who chose to 
use other prevention methods) [24]. All participants were 
offered testing for HIV; hepatitis A, B, and C; syphilis; and 
other sexually transmitted infections (STIs) at the initial and 
subsequent visits. The participants also answered a sociobe-
havioural questionnaire administered by the health team, 
peer educators, or trained researchers.

Study Variables

The outcome variable was ‘lifetime HIV testing’, analysed 
using the question, ‘Have you ever been tested for HIV 
before this study?’ (no, yes), and the main exposure variable 
was the self-reported race/skin colour defined as White and 
a unique Black group (composed by Pardo – mixed colour – 
and Black, according to the Brazilian classification). In Bra-
zil, there are five options to self-report as race/skin colour 
or ethnicity: White, Asian, Indigenous, Black, and Pardo, 
according to the Brazilian IBGE. Furthermore, researchers, 
social movements, and activists have considered Black and 
Pardo together as a unique Black group [15]. For this analy-
sis, other races/ethnicities (i.e., Asian and Indigenous) were 
excluded because of the small sample size.

The following covariates were classified as socioeco-
nomic, behavioural, and discriminatory based on sexual ori-
entation and/or gender identity. The first variable included 
the study site (São Paulo, Belo Horizonte, and Salvador), 
age (15–17 and 18–19 years), study population (cisgender 
AMSM and ATGW), education (elementary, high school, 
higher), working (no, yes), person they lived with (alone, 
with partner or friends, and family), and having private 
health insurance (no, yes). Behavioural covariates were 
inconsistent condom use owing to alcohol use (when alco-
hol intake interfered with condom use), group sex in the 
previous 3 months, self-declaration as a sex worker, con-
dom use at first sexual intercourse, and anal sex without 
a condom in the previous 6 months. Furthermore, fathers’ 
acceptance was related to sexual orientation and/or gen-
der identity (accepts, does not know/ignores, disapproves), 
experience of discrimination in one’s lifetime (no, yes), and 
discrimination in health services (no, yes).

Data Analysis

The participants recruited in the PrEP1519 cohort between 
February 2019 and November 2021 who answered the 
question about lifetime HIV testing were included in this 
analysis. First, we performed a descriptive analysis of the 
overall population characteristics and stratification by race/
skin colour, considering two subgroups: a unique Black 
group and White group. Second, we conducted a descriptive 
analysis of lifetime HIV testing by race/skin colour consid-
ering three categories: Black, Pardo and White for AMSM 
and for ATGW, which were presented graphically. Third, 
bivariate analysis of lifetime HIV testing and sociodemo-
graphic, behavioural, and discrimination covariables was 
performed, stratified by race/skin colour, considering two 
subgroups: a unique Black group and a White group. Sta-
tistically significant differences between the proportions of 
the variables in the race/skin colour strata were analysed 
using Pearson’s or Fisher’s exact chi-square tests at a sig-
nificance level of P < 0.05. Subsequently, the variables that 
presented Ρ < 0.05 in all strata were used in the multiple 
logistic regression in the Model 1 as an adjusting variable. 
In addition, the variables that presented Ρ < 0.10 for at least 
one stratum in bivariate analysis were used to compare the 
differences between the proportions of odds ratios (ORs) in 
the unadjusted (i.e., only the outcome and main exposure 
variable) and adjusted models (i.e., covariates added one by 
one). Variables with > 10% difference in OR were used as 
adjustment variables in Model 2. We also estimated the 95% 
confidence interval (95% CI). The Hosmer–Lemeshow test 
and receiver operating characteristic (ROC) curve area were 
used to analyse the goodness of fit. The STATA (Statistics 
Data Analysis) software (version 14.0; StataCorp. 2015; 
College Station, TX) was used for statistical analysis.

Ethical Aspects

This study was conducted in accordance with the guide-
lines of Resolution 466/2012 of Brazilian National Eth-
ics Research Council and approved by the Research 
Ethics Committee (REC) of the University of São Paulo 
(#70798017.3.0000.0065), Federal University of Bahia 
(UFBA) (#01691718.1.0000.5030), and Federal University 
of Minas Gerais (#17750313.0.0000.5149) — and by the 
REC from the WHO (protocol identification: ‘Fiotec-PrEP 
Adolescent study’). Participants were instructed regarding 
the study, and those who agreed to participate signed a writ-
ten informed consent (WIC) form when they were aged ≥ 18 
years or an informed written assent (WA) form when they 
were aged < 18 years. For those aged < 18 years, a differ-
ent protocol was used in each city, as per the local court 
decisions: in Belo Horizonte, the WIC had to be signed by 
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testing rate (63.2%) than Pardo participants (55.8%) and 
Black participants (51.1%) (P = 0.003) in AMSM (Fig. 1). 
In addition, Black ATGW showed a higher testing propor-
tion (62.3%) than Pardo (i.e., mixed colour) (56.7%) and 
lower than White participants (76.2%), although the differ-
ence was not statistically significant (P = 0.4) (Fig. 2).

Bivariate analysis stratified by race/skin colour showed 
that for the unique Black group, lifetime HIV testing was 
higher among those who lived in São Paulo (60.7%), were 
aged 18–19 years (56.1%), had reported higher education 
(62.1%), lived alone (75.0%), self-declared as a sex worker 
(76.0%), had anal sex without a condom in previous 6 months 
(56.6%), had father’s disapproval of sexual orientation and/
or gender identity (62.6%), and had reported discrimination 
in health services (66.7%). Among White group, lifetime 
HIV testing was higher among those who lived in São Paulo 
(69.4%), were aged 18–19 years (67.6%), had reported 
higher education (76.4%), were working (71.7%), had pri-
vate health insurance (73.2%), had group sex (80.7%), self-
declared as a sex worker (88.2%), had mother’s approval of 
sexual orientation and/or gender identity (71.0%), and had 
reported discrimination in lifetime (72.2%) and in health 
services (85.0%) owing to sexual orientation and/or gender 
identity (Table 3).

Multiple logistic regression analysis showed that the 
unique Black group of AMSM and ATGW had 26% 
(adjusted OR [aOR], 0.74; 95% CI, 0.55–0.98) and 38% 
(aOR, 0.62; 95% CI, 0.45–0.87) lower odds of being tested 
for HIV in a lifetime than Whites in model 1 and 2, respec-
tively (Table 4).

Discussion

This study identified racial inequities in lifetime HIV testing 
in a unique Black group of AMSM and ATGW. Other stud-
ies have corroborated these results and shown that Black 
people, especially the unique Black AMSM and ATGW, are 
less frequently tested for HIV in their lifetime [10–12]. In 
addition, our study showed a gradual reduction in the rates 
of HIV testing during the lifetime from White to Pardo and 
from Pardo to Black. These differences may result from 
“colourism” in Brazilian society, constituting a hierarchical 
system among Black people based on their skin tone: the 
lighter the skin tone (e.g. Pardo), the lower the exposure 
to racism [25]. Thus, the higher proportion of testing in the 
Pardo population may be related to their increased pheno-
typic proximity to White individuals. This phenomenon was 
not observed in the ATGW subgroup, possibly owing to the 
small sample size.

Moreover, the current study presented a higher socioeco-
nomic and behavioural vulnerability profile in the unique 

the parents or guardian, followed by the WA form signed 
by the adolescents; in Salvador, there were two possibili-
ties: (i) WIC had to be signed by a parent or guardian and 
WA by the adolescent; or (ii) just WA had to be signed by 
the adolescent, in which case the team’s psychologist and 
social worker judged that their family ties had been broken 
or that they were at risk of physical, psychological, or moral 
violence owing to their sexual orientation; in São Paulo a 
judicial decision allowed a waiver of parental consent, indi-
cating that the WA signed by the adolescents was enough to 
enable them participate in the study [23].

Results

A total of 1,243 adolescents were included, with a higher 
proportion self-reported as Black (42.2%), from São Paulo 
(44.3%), cisgender AMSM (91.6%), aged 18–19 years 
(78.1%), with high school education (68.0%), not work-
ing (55.6%), living with family (82.2%), and without pri-
vate health insurance (74.1%). Furthermore, 22.9% of the 
adolescents reported that alcohol use led to inconsistent 
condom use, 24.6% had group sex, and 5.6% self-declared 
themselves as sex workers. Most declared not having used 
a condom during the first sexual intercourse (54.3%) and 
engaging in anal sex without a condom in the previous 6 
months (80.3%). Regarding accepting sexual orienta-
tion and/or gender identity, almost half of the participants 
reported that their fathers did not know or ignored them 
(58.8%) and their mothers approved (46.0%). Furthermore, 
31.7% reported that they had experienced discrimination 
based on sexual orientation and/or gender identity in their 
lifetime, and 12.1% in health services (Table 1).

The comparison of the population characteristics by race/
skin colour showed that the unique Black group presented 
statistically significant differences (Ρ < 0.05) related to 
worse socioeconomics and risk behaviours for HIV infec-
tion than the White group, including elementary school 
education (10.1% vs. 5.2%) and higher education (20.3 
vs. 30.8%), not having private health insurance (78.5% vs. 
62.8%), and not using a condom at first sexual intercourse 
(57.2% vs. 47.2%). Moreover, the unique Black group had 
a higher proportion in the Salvador site (41.0%) than in São 
Paulo (36.9%) and Belo Horizonte (22.1%) sites (Table 1).

Most participants reported having undergone HIV testing 
in their lifetime (56.6%), and of these, most reported hav-
ing undergone the test in the previous 6 months (64.0%). 
Statistically significant differences were observed between 
lifetime HIV testing in the unique Black and White groups 
(53.7% vs. 64.0%, P = 0.001) (Table  2). The disaggrega-
tion of the unique Black group into Black and Pardo (i.e., 
mixed colour) showed that White had a higher lifetime HIV 
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Variables N % Unique Black group
n (%)

White
n (%)

Ρ-value

Sociodemographics
Race/skin colour
White 344 27.7 - -
Black 525 42.2 - -
Pardo (i.e., mixed colour) 374 30.1 - -
Study site < 0.001
São Paulo 550 44.3 331 (36.9) 219 (63.7)
Belo Horizonte 276 22.2 198 (22.1) 78 (22.7)
Salvador 415 33.4 368 (41.0) 47 (13.6)
Study population 0.07
Cisgender MSM 1,139 91.6 816 (90.8) 323 (93.9)
TGW 104 8.4 83 (9.2) 21 (6.1)
Age (age group) 0.14
15–17 years 272 21.9 212 (23.6) 68 (19.7)
18–19 years 971 78.1 686 (76.4) 276 (80.3)
Education < 0.001
Elementary school 109 8.8 91 (10.1) 18 (5.2)
High school 844 68.0 624 (69.6) 220 (64.0)
Higher education 288 23.2 182 (20.3) 106 (30.8)
Working 0.42
No 691 55.6 506 (56.3) 185 (53.7)
Yes 552 44.4 393 (43.7) 159 (46.2)
Person they live with 0.14
Alone 75 6.1 56 (6.3) 19 (5.5)
With partner or friend 144 11.7 94 (10.6) 50 (14.6)
With family 1012 82.2 738 (83.1) 274 (79.9)
Private health insurance < 0.001
No 906 74.1 692 (78.5) 214 (62.8)
Yes 316 25.9 189 (21.5) 127 (37.2)
Behavioural
Inconsistent condom use owing to alcohol use 0.37
No 658 77.1 477 (77.9) 181 (75.1)
Yes 195 22.9 135 (22.1) 60 (24.9)
Group sex (in the previous 3 months) 0.87
No 651 75.4 473 (75.2) 178 (75.7)
Yes 213 24.6 156 (24.8) 57 (24.3)
Self-declared as a sex worker 0.64
No 1118 94.4 805 (94.2) 313 (94.8)
Yes 67 5.6 50 (5.8) 17 (5.2)
Condom use at first sexual intercourse 0.002
No 645 54.3 485 (57.2) 160 (47.2)
Yes 542 45.7 363 (42.8) 179 (52.8)
Anal sex without a condom in the previous 6 months 0.20
No 245 19.7 169 (18.8) 76 (22.1)
Yes 997 80.3 729 (81.2) 268 (77.9)
Acceptance and discrimination related to sexual orientation and/or gender 
identity
Father’s acceptance of the sexual orientation and/or gender identity 0.65
Approves 210 20.0 145 (19.4) 65 (21.5)
Does not know/Ignores 618 58.8 441 (58.9) 177 (58.6)
Disapproves 223 21.2 163 (21.7) 60 (19.1)
Mother’s acceptance of the sexual orientation and/or gender identity 0.13
Approves 538 46.0 369 (44.2) 169 (50.8)

Table 1  Descriptive analysis of the population’s overall characteristics and stratification of the frequencies by race/skin colour, PrEP1519 study, 
Brazil, February 2019 to November 2021
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Lifetime HIV testing was higher in older participants 
(aged 18–19 years) in both racial/skin colour subgroups, 
demonstrating the importance of age in testing. Studies in 
other countries and contexts also showed an association 
between older age and testing among MSM [30–34] and 
TGW [31, 32, 35]; however, the age groups in these cited 
studies are different of our present study. These findings 
reflect the distancing from health services generally experi-
enced by adolescents, who are often exposed to healthcare 
permeated by stereotyped, discriminatory, normative, and 

Black group than in White (e.g., a higher proportion of low 
education and non-use of condoms during the first sexual 
intercourse). The social vulnerability of this sample follows 
the reality of the Brazilian Black population, which has a 
lower average monthly income and lower access to social 
rights than the White population [26–28]. The Black popu-
lation also has lower educational levels and more difficulty 
accessing health services and information [27, 28] and HIV 
prevention and testing [10, 28, 29].

Table 2  Lifetime HIV testing and the time since the last HIV test among AMSM and ATGW by race/skin colour, PrEP1519 study, Brazil, February 
2019 to November 2021
Variables N % Unique Black group White Ρ-value

n (%) n (%)
Lifetime HIV testing < 0.01
No 540 43.4 416 (46.3) 124 (36.0)
Yes 703 56.6 483 (53.7) 220 (64.0) 0.33
Last test time
Less than 6 months 449 64.0 302 (62.5) 147 (67.1)
From 6 months to 1 year 152 21.6 107 (22.2) 45 (20.6)
1–3 years 85 12.1 60 (12.4) 25 (11.4)
> 3 years 16 2.3 14 (2.9) 2 (0.9)
HIV, human immunodeficiency virus

Fig. 1  Lifetime HIV testing 
among White, Pardo (i.e., mixed 
colour), and Black AMSM by 
race/skin colour (N = 1,139). 
AMSM, adolescent men who 
have sex with men; HIV, human 
immunodeficiency virus

 

Variables N % Unique Black group
n (%)

White
n (%)

Ρ-value

Does not know/Ignores 461 39.5 342 (41.0) 119 (35.7)
Disapproves 169 14.5 124 (14.8) 45 (13.5)
Experience of discrimination in a lifetime 0.54
No 755 68.3 559 (68.8) 196 (66.9)
Yes 350 31.7 253 (31.2) 97 (33.1)
Discrimination in the health services 0.83
No 1,054 87.9 754 (87.8) 300 (88.2)
Yes 145 12.1 105 (12.2) 40 (11.8)
AMSM, adolescent men who have sex with men; ATGW, adolescent transgender women; PrEP, preexposure prophylaxis

Table 1  (continued) 
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previous HIV testing were higher among those with higher 
educational levels [41].

Social vulnerability linked to racism reinforces racial 
inequalities [42]. Racial exclusion negatively influenced 
the overall health of Black people. In addition, social ascen-
sion does not always result in better health conditions [43], 
showing a more significant positive effect on the health of 
White people than that of Black people [43]. For exam-
ple, we found a higher rate of lifetime HIV testing among 
employed White adolescents than among Blacks (a unique 
Black group). In this sense, racism hinders testing [44], 
even among Black people with high economic and social 
standing.

This study also showed that Black adolescents who 
reported living with their families had a lower proportion 
of testing than those who lived alone. Concerns regard-
ing the confidentiality and secrecy of HIV test results [9] 
may explain this association. Despite the autonomy of ado-
lescents aged 12–17 years, as stated in a document of the 
Ministry of Health and the Brazilian Child and Adolescent 
Statute Law [39], the decision to care for this population 
without the presence of parents or guardians often results 
in a subjective analysis by health professionals [45, 46]. A 
qualitative Brazilian study of adolescents aged 13–19 years 
conducted between 2010 and 2011 identified that adoles-
cents have difficulty in disclosing the test results to their 
families [9].

Despite the specificities found between Black and White 
participants, this study showed that race/skin colour was the 
primary variable associated with lifetime HIV testing when 
the analyses were adjusted for other covariates. These racial 
differences may be associated with structural racism, result-
ing in the dehumanisation and exclusion of Black people to 
maintain the privileges of the White [26, 29, 47]. Among 
systematic racism [26], institutional racism [26, 29, 47, 48] 

non-specific views of this phase of life. In addition, a lack 
of privacy and provision for subjective moral intervention 
exists [35, 36]. However, our study showed that even older 
Black participants had a lower lifetime HIV testing rate than 
older White participants.

In this context, a Joint United Nations Program on HIV/
AIDS (UNAIDS) report stated the need for prevention 
programs for young people and adolescents, considering 
the diversity within this group and key populations such 
as AMSM and ATGW [37, 38]. According to the Brazil-
ian Child and Adolescent Statute Law [39], autonomy and 
confidentiality in healthcare for adolescents and young peo-
ple must be preserved, except in situations of risk to their 
health [39, 40]. The exception included in this Statute Law 
can only be used sparingly and with extreme care, as it can 
create several situations of breach of confidentiality. Focus 
groups with South African adolescents identified distrust 
regarding the confidentiality of HIV and other STIs screen-
ing appointments, fear of loss of autonomy, and a lack of 
prevention programs for this age group [21, 40]. Hence, 
autonomy must be encouraged and respected as a form of 
accountability and exercise of individual rights [33], with 
education programs focused on adolescent autonomy and 
the specificities of the Black population.

We also observed specific patterns in lifetime HIV testing 
based on race/skin colour. Black people with higher school 
education had fewer lifetime HIV tests than White people 
with the same characteristics. Caucasian participants had 
the highest proportion of tests among those who reported 
father and mother approval, health insurance, and employ-
ment. A low education level was associated with low odds 
of HIV testing in other contexts, especially in the USA. 
For example, a cross-sectional study of adult Black MSM 
conducted between 2014 and 2017 showed that the odds of 

Fig. 2  Lifetime HIV testing 
among White, Pardo (i.e., mixed 
colour), and Black AMSM by 
race/skin colour (N = 1,139). 
AMSM, adolescent men who 
have sex with men; HIV, human 
immunodeficiency virus
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Variables HIV testing
Unique Black group White
N (%) P-value N (%) Ρ-value
Yes No Yes No

Sociodemographic
Study site 0.006 0.002
São Paulo 201 (60.7) 130 (39.3) 152 (69.4) 67 (30.6)
Belo Horizonte 102 (51.5) 96 (48.5) 48 (61.5) 30 (38.5)
Salvador 180 (48.9) 188 (51.1) 20 (42.6) 27 (57.4)
Study population 0.21 0.35*
Cisgender MSM 433 (53.1) 383 (46.9) 204 (63.2) 199 (36.8)
TGW 50 (60.2) 33 (39.8) 16 (76.2) 5 (23.8)
Age 0.008 0.004
15–17 years 94 (45.6) 112 (54.4) 32 (48.5) 34 (51.5)
18–19 years 389 (56.1) 304 (43.9) 188 (67.6) 90 (32.4)
Education 0.03 0.002*
Elementary school 45 (49.5) 46 (50.5) 13 (72.2) 5 (27.8)
High school 323 (51.8) 301 (48.2) 126 (57.3) 94 (42.7)
Higher education 113 (62.1) 69 (37.9) 81 (76.4) 25 (23.6)
Working 0.08 0.006
No 259 (51.2) 247 (48.8) 106 (57.3) 79 (42.7)
Yes 224 (57.0) 169 (43.0) 114 (71.7) 45 (28.3)
Person you live with < 0.001 0.13
Alone 42 (75.0) 14 (25.0) 13 (68.4) 6 (31.6)
With partner or friend 64 (68.1) 30 (31.9) 38 (76.0) 12 (24.0)
With family 369 (50.0) 369 (50.0) 168 (61.3) 106 (38.7)
Private health insurance 0.59 0.006
No 373 (53.9) 319 (46.1) 125 (58.4) 89 (41.6)
Yes 106 (56.1) 83 (43.9) 93 (73.2) 34 (26.8)
Behavioural
Inconsistent condom use owing to alcohol use 0.21 0.34
No 120 (66.3) 61 (33.7) 264 (55.4) 213 (44.6)
Yes 45 (75.0) 15 (25.0) 81 (60.0) 54 (40.0)
Group sex in the previous 3 months 0.10 0.04
No 259 (54.8) 214 (45.2) 118 (66.3) 60 (33.7)
Yes 97 (62.2) 59 (37.8) 46 (80.7) 11 (19.3)
Self-declared as a sex worker 0.001 0.04*
No 415 (51.6) 390 (48.4) 197 (62.9) 116 (37.1)
Yes 38 (76.0) 12 (24.0) 15 (88.2) 2 (11.8)
Condom use at first sexual intercourse 0.23 0.56
No 270 (55.7) 215 (44.3) 105 (65.6) 55 (34.4)
Yes 187 (51.5) 176 (48.5) 112 (62.6) 67 (37.4)
Anal sex without a condom in the previous 6 months < 0.001 0.07
No 70 (41.4) 99 (58.6) 42 (55.3) 34 (44.7)
Yes 413 (56.6) 316 (43.4) 178 (66.4) 90 (33.6)
Acceptance and discrimination related to sexual orientation and/or gender identity
Father’s acceptance of the sexual orientation and/or gender identity 0.02 0.06
Approves 84 (57.9) 61 (42.1) 47 (72.3) 18 (27.7)
Does not know/Ignores 223 (50.6) 218 (49.4) 104 (58.8) 73 (41.2)
Disapproves 102 (62.6) 61 (37.4) 43 (71.7) 17 (28.3)
Mother’s acceptance of the sexual orientation and/or gender identity 0.21 0.02
Approves 213 (57.7) 156 (42.3) 120 (71.0) 49 (29.0)
Does not know/Ignores 175 (51.2) 167 (48.8) 65 (54.6) 54 (45.4)
Disapproves 66 (53.2) 58 (46.8) 28 (62.2) 17 (37.8)
Experience of discrimination in a lifetime 0.94 0.03

Table 3  Bivariate analysis of lifetime HIV testing and sociodemographic, behavioural, and discrimination covariables, stratified by race/skin 
colour, PrEP1519 study, Brazil, February 2019 to November 2021
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disproportionately and intensely affect Black AMSM and 
ATGW.

Investments in public policies for HIV prevention among 
AMSM and ATGW are necessary, specifically for Black 
people, to expand testing in this population and reduce the 
stigma and taboos associated with adolescent healthcare [9, 
46]. In addition, media campaigns and messages focusing 
on this population should highlight various situations [52] 
and must also represent the Black population to increase 
the use of HIV testing [51]. The specificities of this popu-
lation should also be considered when these actions are 
planned [53], as shown in a previous study on TGW care 
in São Paulo [54]. Latin America has several examples of 
enhanced services for minorities, such as LGBT-friendly 
clinics in Argentina, services adapted for transgender people 
in Mexico, mobile testing units, and anti-transphobic laws 
in several countries [54]. Additionally, HIV prevention and 
testing should be expanded in the Brazilian Public Health 
System (SUS) according to the profiles and specificities of 
adolescents, considering their sexual vulnerabilities and 
particularities [51, 52], with options such as self-testing [55, 
56], mail testing, and mobile units [57]. For this purpose, 
we highly recommend health services dedicated to adoles-
cents and the intensification of health activities in schools 
by health teams, especially those related to sexuality, diver-
sity, and violence.

increases health-related racial vulnerabilities and inequi-
ties for unique Black AMSM and ATGW. This dimension 
of racism refers to the failure of institutions to provide 
high-quality services to different citizens regardless of race/
colour [29, 47, 49], constituting an essential component of 
the vulnerability of Black people to HIV [29, 41, 42, 44, 
47]. Institutional racism increases socioeconomic and edu-
cational inequalities, creating barriers to accessing health 
services [15, 29, 49, 50], such as HIV testing [8, 22, 46, 
49]. Thus, racism against Black people distances them from 
health services, hindering their access to necessary health-
care [22, 27, 29, 51].

UNAIDS (2022) [37] reports that the Black population 
is subject to HIV-related racial health inequalities in large 
countries with irregular income distribution, such as Bra-
zil. Thus, racial inclusion and integrated HIV prevention 
and care policies, including testing, are necessary for Black 
populations. Additionally, HIV testing and other combina-
tion prevention methods should be expanded, particularly 
for key and vulnerable populations. The 95-95-95 target for 
2030 proposes that 95% of people living with HIV should 
be tested for their serological status [37]. This goal requires 
urgent collective efforts against stigma and discrimination 
with unequivocal respect for human rights, including sexual 
orientation, gender identity, and race/skin colour, which 

Table 4  Multiple logistic regression analysis of the association between race/skin colour and lifetime HIV testing in AMSM and ATGW, PrEP1519 
study, Brazil, February 2019 to November 2021
Race/skin colour Unadjusted model*

OR (95% CI)
Model 1**
aOR (95% CI)

Model 2***
aOR (95% CI)

White 1 1 1
Unique Black group 0.65 (0.50–0.84) 0.74 (0.55–0.98) 0.62 (0.45–0.87)
aOR, adjusted odds ratio; AMSM: adolescent males who have sex with male individuals; ATGW, adolescent transgender women; CI, confi-
dence interval: HIV, human immunodeficiency virus; OR, odds ratio; PrEP, pre-exposure prophylaxis; ROC, receiver operating characteristic
* Model with 1,243 participants
**Adjusted for selected variables using the criterion of P < 0.05 (in all strata) in the bivariate analysis (Table 3) and theoretical relevance: study 
site, age, education, self-reported as a sex worker, and discrimination in the health services; Hosmer–Lemeshow, 0.4545; ROC curve area, 
0.6438; Model with 1,140 participants
*** Adjusted for selected variables using the criterion of P < 0.10 (for at least one stratum) in bivariate analysis (Table 3) and with > 10% differ-
ence in ORs between the unadjusted and adjusted models: study site (16.9%) and group sex (13.8%); Hosmer–Lemeshow, 0.4484; ROC curve 
area, 0.5928. Model with 862 participants

Variables HIV testing
Unique Black group White
N (%) P-value N (%) Ρ-value
Yes No Yes No

No 299 (53.5) 260 (46.5) 116 (59.2) 80 (40.8)
Yes 136 (53.8) 117 (46.2) 70 (72.2) 27 (27.8)
Discrimination in the health services 0.004 0.003
No 390 (51.7) 364 (48.3) 184 (61.3) 116 (38.7)
Yes 70 (66.7) 35 (33.3) 34 (85.0) 6 (15.0)
AMSM, adolescent men who have sex with men; ATGW, adolescent transgender women; PrEP, preexposure prophylaxis. *Fisher’s exact test

Table 3  (continued) 
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Universidade de São Paulo, (Comissão de Ética para Análise de Proje-
tos de Pesquisa, email: cappesq.adm@hc.fm.usp.br), to make requests 
related to access to the data used for the analyses in this manuscript. 
Therefore, the data cannot be shared publicly because of the sensitive 
content.
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