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being older (35–49) (ORa = 2.25); not being Catholic 
(ORa = 2.91); having kept the diagnosis secret from their 
partner (ORa = 2.45); having had up to five sexual partners 
throughout life (ORa = 3.81). The diagnosis of HIV seems 
to have more of an effect on the desire for and frequency 
of sexual activity than on its interruption. Sexual inactivity 
was influenced by the stigma of HIV/AIDS, by age, and by 
moral-religious values.
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Introduction

The fourth decade of the HIV epidemic is characterized 
by broadening access to biomedical interventions, such as 
pre- and post-exposure prophylaxis (PrEP and PEP), male 
circumcision, and treatment-as-prevention strategies (Ferraz 
& Paiva, 2015; Karim & Karim, 2011; Maksud, Fernandes, 
& Filgueiras, 2015; Padian et al., 2011). Such interventions 
have undoubtedly made a contribution to the ability of people 
living with HIV/AIDS (PLWHA) to reorganize their lives, 
including in the affective–sexual and reproductive sphere. 
Nevertheless, stigma and discrimination in relation to HIV/
AIDS still persists and represents an impediment for PLWHA 
to access and adhere to services and to these new technolo-
gies (Chan & Tsai, 2016; Katz et al., 2013; UNAIDS, 2014). 
Furthermore, PLWHA infrequently discuss questions related 
to well-being in their intimate lives with health professionals 
(Malta et al., 2010; Paiva, Segurado, & Filipe, 2011).

The possibility of not transmitting HIV to sexual partners 
when adhering to an antiretroviral regime with suppression of 
the viral load results in a new perspective on life for men and 
women living with HIV. However, it also engenders dilem-
mas about whether or not to reveal HIV in affective–sexual 
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relationships, arising from the anticipation and/or previous 
experiences of stigma, discrimination, or even violence after 
the revelation of the diagnosis, as attested to in various stud-
ies (Gielen, McDonnell, & Campo, 2002; Li et al., 2014; 
Shamu, Zarowsky, Shefer, Temmerman, & Abrahams, 2014). 
Such situations influence the engagement in and continuity 
of sexual relations, as well as the degree of satisfaction ex-
pressed by people about their sexual lives (Kaida et al., 2015; 
Rojas Castro, Le Gall, Andreo, & Spire, 2010).

Even in the era following the advent of highly active 
antiretroviral therapy (HAART), studies attest to the delib-
erate choice of women living with HIV and AIDS (WLWHA) 
to reduce or avoid affective–sexual relationships in order 
not to reveal their serology to partners. This choice may be 
made on account of previous negative experiences (Kaida 
et al., 2008) or in the context of the criminalization of non-
disclosure of their HIV status (Kaida et al., 2015; Patterson 
et al., 2015). WLWHA report an equal decrease in desire for 
having sex after the diagnosis, or the loss of freedom and 
spontaneity in the sexual act (Bogart et al., 2006; Gurevich, 
Mathieson, Bower, & Dhayanandhan, 2007; Maksud, 2009; 
Siegel, Schrimshaw, & Lekas, 2006), as well as difficulty in 
negotiating the use of condoms with partners. Furthermore, 
studies have showed that factors not associated with the HIV 
diagnosis can have a pronounced influence on the sexual and 
reproductive life of WLWHA. These factors relate to support 
from partners and family members, cultural issues, such as 
religious beliefs, and the stage of a woman’s life, including 
age, degree of schooling, and financial resources. These is-
sues are given more relevance in the context of living with 
HIV/AIDS due to the uncertainties about the clinical course 
of the virus (Kirshenbaum et al., 2004; Kline, Strickler, & 
Kempf, 1995; Pilecco, Teixeira, Vigo, & Knauth, 2015; Vil-
lela & Barbosa, 2017).

In Brazil, although the recent epidemiological scenario 
shows an increase in cases among young gay men and other 
MSM and an elevation of the male/female ratio in cases of 
AIDS, slightly more than a third of cases (35%) occur in 
women, and heterosexual transmission accounts for 97.4% 
of these (Ministry of Health, 2013). In a variety of national 
studies, the majority of WLWHA believe themselves to have 
been infected by their only stable partners during the time of 
their relationship (Paiva, Latorre, Gravato, & Lacerda, 2002; 
Santos et al., 2009). However, studies of the affective–sexual 
trajectories of WLWHA in the context of HIV-positive diag-
nosis and the impact of that diagnosis on the maintenance, 
quality, or interruption of sexual life are rare. And most of 
these studies were conducted immediately after the imple-
mentation of HAART. The problematization of sexual activ-
ity per se, or in other words, whether to have sex or not, and 
the impacts of HIV infection on sex lives, including the desire 
and pleasure that these entail, was given a low priority, par-
ticularly in the approach to the female population (Gurevich 

et al., 2007). Given the scarcity of studies on sexual (in)ac-
tivity of WLWHA, with the exception of those studies that 
explore the prevention of vertical and sexual transmission, 
the primary objectives of this study are to (1) describe the 
affective–sexual partnerships of a sample of WLWHA in the 
period of diagnosis and at the time of the survey, focusing 
on their experiences of HIV disclosure and discrimination 
in these intimate relationships and (2) estimate the preva-
lence of sexual inactivity after learning of the diagnosis, and 
the related reasons for the absence of sexual activity among 
women. Our secondary objective was to assess if the presence 
of previous experiences of intimate relationships, including 
the HIV disclosure, discrimination, and other social factors 
not related to HIV, might predict the sexual inactivity of the 
women after the HIV diagnosis.

Method

The analysis is integrated in the GENIH study: “Gender and 
infection in the context of the HIV and AIDS epidemic,” 
a quantitative and cross-sectional study conducted in the 
municipality of São Paulo (MSP), the largest city in Latin 
America (with about 12 million inhabitants) in which about 
a third of the total accumulated cases of AIDS in Brazil are 
concentrated.

Participants and Procedure

The GENIH study recruited a representative sample of WL-
WHA and a comparative sample of female users of the public 
primary care network aged between 18 and 49, from February 
2013 to May 2014. In this article, we worked only with the 
data on WLWHA. The size of the sample was estimated at 
1000 women, taking into consideration the design effect by 
complex sampling (deff) equal to 1.6. An additional num-
ber of women were selected and invited to participate in the 
survey, considering an estimated rate of 25% of losses by 
refusal to participate or lack of follow-up with the user in the 
health unit. To comprise the sample, 18 public referral units 
treating HIV/AIDS in the MSP that account for attending to 
95% of PLWHA in the municipality were included. These 
units constitute strata, and a sampling of 1000 women was 
distributed among them, applying probability proportional 
to size sampling, according to the average number of visits 
of WLWHA aged between 18 and 49 in the respective units.

In each service, women were drawn from a list of consulta-
tions scheduled on the days that the survey was carried out. 
The eligible women who agreed to participate in the study 
were directed to a private room where the informed consent 
was reviewed and discussed. After signing it, a social–behav-
ioral electronic questionnaire was administered face-to-face 
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with a researcher, with the aid of a netbook. The electronic 
questionnaires were generated using the software QDS™ 
(Questionnaire Development System, by New Research 
Company) and pretested. In total, the research team applied 
975 structured questionnaires with WLWHA, totaling 97.5% 
of the sample planned by the study.

Measures

The GENIH study used a structured questionnaire that was 
divided into 15 sections that contained information on: health 
unit identification; sociodemographic profile; source of in-
come and employment; social support network; affective–
sexual partnerships (past and current); use of contraceptive 
methods; pregnancy history (first pregnancy, first pregnancy 
before and after HIV diagnosis, last pregnancy); abortion 
history; reproductive desire and sterilization; HIV infection 
and testing, HIV disclosure and HIV stigma and discrimi-
nation; violence against women; drug use and commercial 
sex; STD history; access and quality of health care; closure 
of questionnaire.

Sexual inactivity was defined as not having had vagi-
nal sexual intercourse in the year prior to the research. The 
reasons given (their relative frequencies) by the women for 
being sexually inactive 1 year or longer were also showed. 
Women who never had sexual intercourse and WLWHA in-
fected by vertical transmission were excluded, totaling 44 
cases. The women infected by vertical transmission were 
younger, and their sexual and reproductive trajectories were 
shaped from the beginning by the knowledge of their sero-
logical status, which necessarily requires a specific analysis 
for this group, which was not the goal of this study. In addi-
tion, women were asked if their sexual desire and frequency 
in sexual relations had increased, decreased, remained the 
same or if they had interrupted having sex after knowing the 
HIV diagnosis. Questions were also posed to enquire about 
HIV disclosure to the partner of the diagnosis and the cur-
rent partner, as well as the experiences of intimate partner 
violence and discrimination related to HIV.

The following factors were investigated to be associated 
to sexual inactivity: (1) sociodemographic profile (age, edu-
cation, skin color, religion, number of children, and having 
one’s own income); (2) having some type of social support 
when needed; (3) number of sexual partners throughout life; 
(4) regarding HIV infection and treatment: time since the di-
agnosis, viral load (VL) (detectable/undetectable), presence 
of side effects, use of HAART; (5) stigma and discrimination 
related to HIV in the relationship context: some partner broke 
off a relationship and/or refused to have sex and/or verbally 
or physically attacked the woman because she is HIV posi-
tive; (6) disclosure of HIV to a stable partner with whom the 
women had a relationship by the time of the HIV diagnosis 

that was not current, and (7) use of some illicit drug at some 
point in life and having had a drug-using sexual partner.

Statistical Analysis

Initially, a descriptive and exploratory analysis of the soci-
odemographic characteristics related to infection in the WL-
WHA sample was carried out. The continuous quantitative 
measures were described using the average and interquartile 
range. The absolute and relative frequencies for the categori-
cal variables were calculated. Next, the types of sexual part-
nerships in the period of the diagnosis of HIV and at the time 
of the survey were described, as well as experiences with 
HIV disclosure to intimate partners. Lastly, the prevalence 
of sexual inactivity, self-reported reasons for it, and associ-
ated factors with sexual inactivity were described. For this 
analysis, women whose sexual inactivity was prior to the 
diagnosis were excluded (18 cases). All of the women whose 
diagnosis was given 1 year or less before the survey (n = 34 
cases) had had sexual relations in the last 12 months and 
were retained in the analyses. In addition, for the statistical 
modeling of the factors associated with sexual inactivity, only 
single women (n = 448) were considered. This is because 
almost the entirety of sexually inactive women were not mar-
ried or in a stable union at the time of the survey (n = 185, 
93%); only 15 (3%) of women in a stable relationship had not 
had sexual relations in the year prior to the research. Due to 
the small number of women in stable relationships without 
sexual activity, we chose to restrict the analysis to factors 
associated with sexual inactivity only for women who were 
not in relationships at the time of the survey.

The association of the factors relating to sexual inactivity 
was evaluated by way of a bivariate analysis using Pearson’s 
chi-squared test, or Fisher’s exact test where necessary. All 
associations with a statistical significance of 0.20 were in-
cluded in the multivariate logistic regression model (non-
conditional). The magnitude of association was estimated 
using the odds ratio (OR) and its respective confidence in-
tervals of 95%. The input in the regression model followed 
the strategy of stepwise forward selection. The continuity of 
variables in the model obeyed the criteria of a significance 
level of 0.05 for the regression coefficients and the changes 
in the measures of the crude and adjusted odds ratio greater 
or equal to 10% (Greenland, 1987). All of the analyses were 
carried out using the statistical software  Stata® 14.0, consid-
ering the complex sampling used, including the sample strata, 
the primary sampling units, and the sampling weights using 
the command “svyset” in the software package. Analyses 
of the final model’s diagnosis were carried out, evaluating 
the goodness-of-fit of the model, the predicted values, the 
standard errors, and the impact of the divergent observations 
in the estimates of the regression coefficients.
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Results

Sociodemographic Profile and Context of Diagnosis

The majority of women surveyed were aged between 35 and 
49, high school graduates, and defined themselves as white 
or brown (“parda”) (Table 1). The WLWHA that declared 
themselves as black made up 18.0% of the sample. Nearly 
80% had their own income at the time of the survey, while 
82.5% had children. Regarding religion, Pentecostals and 
Catholics predominated (Table 1).

For the majority of those surveyed, the reported form of 
infection was sexual transmission (90.5%) and 62.6% an-
swered that a fixed/stable partner had transmitted HIV to 
them (Table 2). The median time between the diagnosis and 
the survey was 10 years. The use of HAART was reported 
by 87% of respondents, and slightly more than half (59%) 
reported an undetectable viral load at the time of the survey. 

A little more than a third (32%) reported side effects result-
ing from the use of the HAART at the time of the survey 
(Table 2).

Intimate Partnerships in the Period of Diagnosis and at 
the Time of the Survey

At the time of the survey, 63% of the women were in a re-
lationship with a regular partner; 49.4% were married or in 
a marital relationship, and 32.5% did not have an affective–
sexual partner (Table 3). Of those with a current partner, 
36.5% were still with the same partner from the period of di-
agnosis. In relation to the number of sexual partners through-
out life, 15.7% had had one or two partners; 44.7% three to 
five partners; and 39.5% six or more partners during their life 
(Table 3). In the period of the diagnosis, 82.5% of women 
had some sexual partnership and 63.7% believed they had 
been infected by him. The most common type of partnership 
reported by the women during the period of HIV diagnosis 
was a steady partnership (Table 3). Of those without a partner 

Table 1  Characteristics of the sample of WLWHA between 18 and 49  
years

aNumber differs for each variable owing to missing values
bWeighted proportion by the complex sampling strategy

Characteristics Na %b

Age

Median (years) (IQR) 40 (34–45)

18–24 years 42 4.5

25–34 years 196 21.8

35–49 years 680 73.7

Education

Up to complete primary schooling 481 52.3

Complete high school or college 437 47.6

Skin color

White 373 40.1

Black 158 18.0

Brown 368 40.4

Other (Asian/Indigenous) 16 1.6

Source of income

Yes 717 78.8

No 194 21.2

Living children

None 162 17.5

One 261 28.8

Two or more 495 53.7

Religion

Catholic 306 33.5

Pentecostal 343 37.9

Other religion 124 13.2

No religion 140 15.3

Total 918 100

Table 2  Characteristics of the WLWHA sample related to infection by 
HIV

aNumber differs for each variable owing to missing values
bWeighted proportion by the complex sampling strategy
cOnly among those that were infected by sexual transmission

Characteristics na %b

Time of diagnosis

Median (IQR) 10 (5–15)

< 2 years 139 15.1

3–10 years 346 38.8

> 10 years 420 46.1

By whom do you think you were infectedc

Steady partner 488 62.6

Occasional partner 245 32.2

Don’t know 38 5.2

Use of HAART

Average (years) (IQR) 8 (3–13)

Yes 778 86.9

No 117 13.1

Viral load

Detectable 224 26.7

Undetectable 497 58.9

Don’t know 124 14.4

Presence of side effects due to use of HAART

Do not have side effects 212 29.3

Have some side effects 151 20.2

Have many side effects 89 11.9

Have had many side effects but currently do not 286 38.6

Total 918 100
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at the time of diagnosis (n = 159), 52.6% also did not cur-
rently have a partner.

HIV Disclosure and Experiences of Discrimination 
and Intimate Partner Violence Related to HIV

The large majority of women with a partner during the diag-
nosis and at the time of the survey disclosed their HIV status 
to their partner or they learnt about their status together with 
their partner. Non-disclosure to the partner they had at the 
time of diagnosis and to the current partner were reported 
by 15.3 and 13.4% of women, respectively (Table 4). Dis-
crimination and violence for being HIV positive in affec-
tive–sexual relationships was also reported. Refusal to have 
sex and breaking off the relationship due to HIV status, for 

instance, was reported by 8 and 11% of the women, respec-
tively. Verbal and physical aggression by an intimate partner 
because of HIV was reported by 6.6 and 1.7% of women, 
respectively (Table 4).

Sexual Inactivity: Prevalence, Self‑Reported Reasons, 
and Associated Factors

When women were asked directly how HIV affected their sex 
lives, 64.5% reported that sexual desire diminished; 58.7% 
that sexual activity was reduced; and 9.5% reported that they 
had stopped having sexual relations (Table 4). Even among 
those that had sexual relations in the last year, 63.7% reported 
that their sexual desire had diminished.

Two hundred of the surveyed women (22.2%) reported 
not having sexual relations in the last year. The main reasons 
given for sexual inactivity in the last year were: being without 
a partner (39.2%); a lack of desire to have sex (33.9%); fear 
of infecting the partner (24.8%); not finding a suitable part-
ner (19.2%); because of HIV (6.7%); feeling tired, in poor 
health (4.4%); fear of being rejected (3.9%); disillusion/loss 
of confidence in relationships (4.1%); and for religious rea-
sons (3.8%). Eighteen women reported not having sex with 
their current partner for a year and the main reasons were: a 
lack of desire; the partner does not want to; being tired and 
in poor health; partner is tired and in poor health; and fear of 
infecting the partner.

No woman replied that she had no sexual activity in order 
to avoid pregnancy. Among women who had had sexual in-
tercourse in the past year, 92.5% were using a contraceptive 

Table 3  Sexual activity and partnerships of WLWHA

aNumber differs for each variable owing to missing values
bWeighted proportion by the complex sampling strategy
cAmong those whose last sexual relation was after the diagnosis

Characteristics na %b

Number of sexual partners in life

1–2 partners 141 15.7

3–5 partners 408 44.7

6 or more partners 355 39.5

Type of relationship in the period of diagnosis

Steady partnership 685 79.2

Occasional partner 27 3.1

Did not have a partner 159 17.6

Type of partnership at the time of the interview

Steady partnership 571 62.8

Occasional partner 42 4.5

Did not have a partner 298 32.5

Married or in an marital relationship

Yes 448 49.4

No 464 50.6

Sexual activity in the last yearc

Yes 689 77.8

No 200 22.2

Sexual desire after the diagnosis

Increased 17 2.2

Decreased 554 64.5

Remained the same 268 31.5

Number of sexual relations after the diagnosis

Increased 31 3.8

Decreased 497 58.7

Remained the same 228 26.3

Did not have more sexual relations 83 9.5

Total 918 100

Table 4  HIV disclosure and experiences of intimate partner violence 
and discrimination related to HIV

aNumber differs for each variable owing to missing values
bWeighted proportion by the complex sampling strategy
cOnly among women with a partner during the diagnosis or currently

Na %b

HIV disclosure to the partner at time of  diagnosisc

 Yes/found out together 582 84.7

 No 102 15.3

HIV disclosure to current  partnerc

 Yes/found out together 505 86.5

 No 78 13.4

A partner refused to have sex because you are HIV 
positive

66 7.9%

A partner ended the relationship because you are 
HIV positive

92 11.2%

A partner has attacked you verbally, humiliated or 
offended you because you are HIV positive

54 6.6%

A partner has physically attacked you for being HIV 
positive

14 1.7%
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method, including tubal ligation; none of them were pregnant, 
experiencing the menopause or had been hysterectomized. 
Only ten women reported that they were not using contra-
ception because they were trying to get pregnant. These data 
suggest that sexual activity was not related to reproduction 
among the vast majority of the women surveyed.

In analyzing the factors associated with sexual inactivity 
in the last year among women not in a cohabiting union in 
a bivariate analysis (Table 5), the following variables were 
shown to be positively associated: being aged between 35 and 
49 years (p < .0001); more than 10 years having passed since 
the diagnosis (p < .0001); following a religion other than 
Catholicism (p < .0001); not having revealed their HIV status 
to the fixed partner at the time of diagnosis (p = .043); and 
having one or two sexual partners throughout life (p < .0001). 
Having used some type of illicit drug during life is shown to 
be inversely associated with sexual inactivity (p < .0001). No 
variable related to the infection was shown to be associated 
with sexual inactivity, such as the condition of the viral load, 
use of HAART, and the presence of side effects due to its use.

In adjusting the variables in the multiple logistical regres-
sion model (Table 5), the variables that continue to be posi-
tively associated with sexual inactivity were: having one or 
two partners throughout life (ORa 3.81; 95% CI 1.85–7.86), 
or between 3 and 5 partners (ORa 2.11; 95% CI 1.28–3.48); 
being aged between 35 and 49 years (ORa 2.25; 95% CI 
1.22–4.15); not having revealed the HIV-positive status to 
their partner at the time of diagnosis (ORa 2.45; 95% CI 
1.23–4.88); and following a religion other than Catholicism 
(ORa 2.91; 95% CI 1.82–4.66). Drug use remained inversely 
associated with sexual inactivity (ORa 0.54; 95% CI 0.31–
0.93), that is to say that those women who reported having 
used an illicit drug at any point in their lives had a lesser 
chance of being sexually inactive in comparison with those 
women who had never used drugs. Due to the high collinear-
ity between age and time since diagnosis, and since women 
who have been living with HIV for a longer period are also 
older, which could damage the adjustment of the regression 
model, we chose to retain only the age variable in the model.

Discussion

The prevalence of sexual inactivity in the last year in this 
sample of WLWHA was similar to that noted in the Knowl-
edge, Attitudes, and Practices (KAP) Survey of 2013, carried 
out in the Metropolitan Region of São Paulo (21%) (São 
Paulo, Secretary of Health, 2014), and is slightly greater than 
that observed in the population of Brazilian women (15%), 
according to the national 2005 study of sexual behavior of the 
Brazilian population (Barbosa, Koyama, & Group of Stud-
ies in Population, Sexuality and AIDS, 2008). Data on the 
absence of affective–sexual partners at the time of the survey 

(32.5%) were less than that observed in previous national 
studies with WLWHA that showed percentages between 
38.3% (Santos et al., 2009) and 45.1% (Paiva et al., 2002).

Despite the comparative limitations, these data suggest 
that the WLWHA maintain a sexual life after the HIV diag-
nosis, although with a reduction in desire for or interest in sex 
and frequency of relations. This is also indicated in innumer-
able studies comparing HIV-positive women with those of 
negative HIV status (Wilson et al., 2010), with gay men or 
bisexuals with HIV, or even heterosexual men (Bernier et al., 
2016; Bogart et al., 2006).

The reasons given for sexual inactivity in the last year 
related to HIV apply to a little more than a third of responses. 
For those that responded that they did not have a partner or 
did not have desire for sex as a reason for sexual inactivity, it 
is not possible to associate sexual inactivity to HIV. Never-
theless, it is worth noting that 81.3 and 70.1%, respectively, 
of these women also responded, as directly asked, that since 
they learned they are HIV positive, sexual desire diminished.

The fear of infecting the partner or the fear of being dis-
criminated against was important reasons for an absence of 
a sexual life given by women. Such data, confirmed in other 
studies (Closson et al., 2015; Kaida et al., 2015; Paiva et al., 
2002; Siegel et al., 2006), allow us to understand why the 
non-disclosure of HIV to the partner at the time of diagnosis 
figures as one of the principal predictors for the absence of 
sexual activity in the last year. Non-disclosure is also as-
sociated with a greater perception and past experience of 
stigma and discrimination (Alemayehu, Aregay, Kalayu, & 
Yebyo, 2014; Przybyla et al., 2013); in addition to fear of 
abandonment, rejection, or dissolution of the relationship, 
which are prevalent in serodiscordant couples (Gurevich 
et al., 2007; Mackelprang et al., 2014; Mkwanazi, Rochat, 
& Bland, 2015).

Avoiding new affective–sexual relationships can reflect 
a strategy to not experience the stress and anxiety gener-
ated by the decision to reveal your HIV status (Kaida et al., 
2015; Siegel et al., 2006). Part of this stress can arise from 
the anticipation of the work of negotiating condom use, in 
light of the common resistance of heterosexual men to use 
them (Davis et al., 2014a, b; Guerriero, Ricardo, Ayres, & 
Hearst, 2002; Gurevich et al., 2007). In addition, various 
studies of a qualitative nature show the difficulties that the 
couples confront, including conflicts over the origin of the 
infection, the desire to have children versus the risks of trans-
mission, fear of discrimination and abandonment, as well as 
others (Carlsson-Lalloo, Rusner, Mellgren, & Berg, 2016; 
Hailemariam & Kassie, 2012; Mkwanazi et al., 2015).

Although some experiences of HIV stigma and discrimina-
tion in the context of intimate relationships have not continued 
to be associated with sexual inactivity in the last year in the 
multivariate model, almost one third of women (27.4%) had 
been through such experiences with an intimate partner in the 
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Table 5  Bivariate and multivariate analysis of factors associated with sexual inactivity in the last year

Characteristics Sexual inactivity in the last year

n % Crude OR 95% CI Adjusted OR 95% CI

Age

18–34 23 24.4 1.00 – 1.00 –

35–49 162 46.2 2.65 1.55–4.54 2.25 1.22–4.15

Schooling

Some high school or less 103 43.4 1.00 –

Graduated high school or more 82 39.5 0.85 0.58–1.25

Time since the diagnosis (years)

Up to 2 years 16 29.3 1.00 –

3–10 years 54 32.2 1.15 0.58–2.28

More than 10 years 112 51.3 2.55 1.31–4.94

HIV disclosure to the partner at diagnosis

Yes/found out together 87 37.4 1.00 – 1.00 –

No 35 55.4 2.08 1.16–3.73 2.45 1.23–4.88

Did not have a partner 51 43.4 1.28 0.80–2.04 1.16 0.68–1.99

Religion

Catholic/no religion 64 29.2 1.00 – 1.00 –

Not Catholic 121 53.5 2.79 1.86–4.18 2.91 1.82–4.66

Source of own income

No 24 36.3 1.00 –

Yes 161 42.4 1.29 0.74–2.26

Use of drugs at some time in life

No 137 48.2 1.00 – 1.00

Yes 32 27.3 0.40 0.25–0.65 0.54 0.31–0.93

Number of sexual partners in life

1–2 partners 30 60.3 3.29 1.72–6.31 3.81 1.85–7.86

3–5 partners 91 47.6 1.97 1.28–3.03 2.11 1.28–3.48

6 or more partners 63 31.5 1.00 – 1.00

A partner has refused to have sex with you for being HIV positive

No 151 41.8 1.00 –

Yes 20 49.6 1.37 0.70–2.64

A partner ended a relationship with you for being HIV positive

No 146 43.4 1.00 –

Yes 24 38.4 1.23 0.69–2.18

You have been verbally attacked, humiliated or offended for being HIV positive

No 116 41.5 1.00 –

Yes 55 45.3 0.85 0.55–1.34

Use of HAART

No 20 39.5 0.89 0.48–1.68

Yes 161 42.1 1.00 –

Side effects due to the use of HAART

No 116 23.7 1.00 –

Yes 46 19.2 0.78 0.48–1.26

No use of HAART 23 19.5 0.83 0.43–1.58

Viral load

Detectable 47 45.4 1.00 –

Undetectable 96 40.7 0.82 0.51–1.34

Don’t know 28 40.9 0.83 0.44–1.57

Final number of the sample for the multivariate logistic regression analysis = 389; goodness-of-fit test (p value) = .87

OR odds ratio, 95% CI confidence interval of 95%
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past. Perhaps such situations do not influence the engagement 
in new sexual relationships of a temporary or stable nature, 
and could be more crucial for more long-term relationships 
or in the conjugal context. The lack of interest and desire to 
have sex after the HIV diagnosis can be rooted in stigma-
tizing experiences in previous relationships, or of violence 
after the HIV disclosure to a partner, as shown in some stud-
ies (Kouyoumdjian, Findlay, Schwandt, & Calzavara, 2013; 
Shamu et al., 2014). Some of the WLWHA also confirmed 
that one of the reasons for sexual inactivity is related to the 
loss of confidence and disillusionment in relationships when 
a woman discovers herself to be HIV positive in the context 
of a stable relationship.

Another variable independently associated with the 
absence of sexual activity was religious affiliation. Non-
Catholic women have almost three times the chance of not 
having had a sexual partner in the last year in comparison 
with Catholics or those that reported not having any religion. 
The category “non-Catholic” is represented predominantly 
(73.4%) by the evangelical denomination. It is not possible 
to know if the Pentecostal/Evangelical affiliation preceded 
the diagnosis or if the women converted afterward. In any 
event, the Pentecostal affiliation has been associated with 
conservative practices in relation to sexuality, such as absti-
nence or sex only after marriage, and a reduced likelihood 
of reporting having extra-marital affairs (Hill, Cleland, & 
Ali, 2004; Verona & Regnerus, 2014), which can thus have 
influenced the decisions of the women surveyed, relative to 
sexual inactivity. Aside from religious affiliation, the sexually 
inactive women can have other conservative behaviors not 
only in relation to sex, but in the use of addictive substances. 
Not having ever used an illicit drug throughout one’s life, 
for example, was shown to be independently associated with 
sexual inactivity.

The clinical HIV indicators, such as the viral load, the use 
of HAART, and associated side effects did not show any asso-
ciation with sexual inactivity, consistent with other research 
(Kaida et al., 2015; Rojas Castro et al., 2010). Little or no 
difference in relation to the exercise of sexuality by WLWHA 
during the pre- or post-HAART era has been reported in the 
literature (Siegel, Karus, & Dean, 2004; Siegel et al., 2006).

The non-occurrence of sexual activity since the diagnosis 
was reported by only 9.5% of women. For 40% of those 
without sexual activity in the last year, the absence of sex 
was explained by the lack of a sexual partner, which can be 
temporary and related to the affective–sexual marketplace, 
particularly for women over the age of 35, regardless of HIV 
status (Taylor et al., 2015). For these, the longer amount of 
time living with HIV and less participation in the affective–
sexual marketplace must contribute to sexual inactivity being 
a choice that holds less anxiety and stress.

Furthermore, it is worth noting that a certain pattern of 
relationship seems to be maintained after the diagnosis, as 

the majority reported having steady partners, now and at the 
time of the diagnosis. Also, those that had only one or two 
partners in life were more likely to not have had sex in the last 
year, compared with those women with more partners. The 
continuity of sexual activity and maintenance of a certain pat-
tern of affective–sexual relationships in the context of HIV-
positive status is a reality for the majority of WLWHA, as 
also shown in the literature (Bova & Durante, 2003; Gurevich 
et al., 2007; Paiva et al., 2002).

Among those that remain in affective relationships, albeit 
without sexual activity or with diminished sexual activity, 
other forms of affection may act as a substitute for or may 
complement sex, such as care, companionship, solidarity, and 
psychological support, as shown in studies of serodiscordant 
couples (Carlsson-Lalloo et al., 2016; Maksud, 2009; Mak-
sud et al., 2015). If sexual abstinence as a way of dealing with 
their HIV-positive status was a choice for a small portion of 
these women, this is their right and does not mean that other 
ways of searching for pleasure are not present, including 
without the participation of a man or outside heterosexual 
relations, as an exercise of self-determination and sexual 
rights (Petchesky, 1999). What should be asked is whether 
the deliberate decision not to engage in sex is being taken in 
light of the knowledge of the possibility of the experience of 
sex and sexuality in HIV seroconcordant or serodiscordant 
relations in a way that is healthy and pleasurable, thus guar-
anteeing the sexual rights of WLWHA. For instance, if the 
women are well-informed about the diminished risk of sexual 
transmission with suppressed viral load, about the benefits of 
pre and post-exposure prophylaxis and the real possibilities 
of accessing them, and about early treatment as prevention 
during their interaction with healthcare professionals.

Lastly, it is worth noting some of the study’s limitations, 
among them the non-investigation of clinical conditions or 
co-morbidity associated with the lack of sexual activity, such 
as diabetes, hypertension, obesity, and depression (Wilson 
et al., 2010) or consistent investigation about the menopause 
state of this sample of women. Several studies have showed 
that the average age of menopause in WLWHA is lower than 
the general population, and that women with HIV are at 
higher risk of developing early and premature menopause 
(Andany, Kennedy, Aden, & Loutfy, 2016). However, evi-
dence of differences related to menopausal symptoms, such 
as sexual functioning, has not been consistently reported in 
the literature. It is important to highlight that the relationship 
between HIV infection and menopausal symptoms has a mul-
tiplicity of confounders, such as individual factors or clinical 
and therapeutic effects, and that it is difficult to distinguish 
between different menopause symptoms. Furthermore, some 
studies have shown that menopause status did not mitigate 
the influence of HIV infection on sexual functioning (Wilson 
et al., 2010).



Arch Sex Behav 

1 3

A further shortcoming is that it was not possible to com-
pare certain issues prior to and after the diagnosis, such as 
the number of sexual partners, change in or beginning of a 
religious life, as well as the degree of emotional and physi-
cal satisfaction with one’s sex life. Furthermore, the non-
inclusion of an HIV-negative control group for comparison 
means that it was not possible to evaluate differences in the 
factors associated to sexual inactivity.

Finally, the methodological approach used here precludes 
exploring more deeply questions related to the sexual lives 
of women whose meaning or complexity are not captured by 
numbers, something which would be better understood by 
a qualitative study. The affective–sexual life of women liv-
ing with HIV is a complex process that involves moral–ethi-
cal imperatives, gender norms and hierarchies, other power 
relations, the objective conditions of existence, access to 
knowledge and technologies of sexual prevention and risk 
management, negative experiences in relationships before 
and after the diagnosis, and the resignification of practices/
sexual repertoires, as well as of sexual subjectivity in the 
context of HIV-positive status (Gurevich et al., 2007).

There is the continued need for additional investigation 
into the area of sexuality among HIV women considering 
a certain movement of “de-sexualization of the epidemic” 
(Parker, 2009). This movement displaces sex and sexuality 
and their broader socioeconomic and cultural contexts as 
the guiding axis of AIDS interventions and policies toward 
a process of re-medicalization based on the new prevention 
and treatment options. Research efforts should emphasize 
cultural and structural factors such as gender power relations 
or poverty and economic exclusion, and other forces, such 
as religion, in shaping sexuality. For instance, a deeper un-
derstanding of the role of the past and current experiences in 
intimate partnerships (some marked by HIV-related stigma, 
discrimination and violence as our results showed) in the 
sexual life of the women, and how these issues take place 
during the provider–client interaction. Other areas of further 
investigation and/or intervention could also be implemented, 
such as evaluating the degree of information and access of 
the women to new technologies for HIV prevention, as part 
of their rights to access sexual healthcare services.

Conclusions

HIV-positive status had a considerable impact on the sexual 
life of the surveyed women; however, this was less acute in 
the interruption of sexual activity and more in the decrease 
of desire and frequency of sexual relations, reported by more 
than half of the sample. Aside from this, the results suggest 
that the great majority of WLWHA maintain their pattern of 
relationships after the diagnosis; those that did not have a 

partner at the time of the diagnosis or that already had a pro-
file of few relationships in their trajectory appear to maintain 
this pattern after the diagnosis.

The perception and/or anticipation of experiences of 
stigma and discrimination in affective–sexual relationships 
due to positive HIV status, or fear of infecting partners, were 
important reasons for the absence of sexual activity among 
those with and without affective–sexual partners at the time 
of the survey. However, other factors not directly related to 
the condition of being HIV positive also influence sexual 
inactivity in this sample, such as the age range of the women 
and their participation in the affective–sexual marketplace, 
and the moral values related to sex, particularly religious 
affiliation.

It is indispensable that the analysis and discussion about 
sex and ways of facing HIV-related stigma and discrimina-
tion, and the access to information and new technologies of 
sexual prevention, are present as much in the scope of the 
research project and interventions as well as in health care, 
as a critical component of the promotion of the sexual health 
and rights of PLWHA.
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