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Introduction

In the last decade, the increased percentage of women affected by HIV 
has encouraged the implementation of several intervention strategies in order 
to reduce these rates and address its effects. According to the Joint United 
Nation Program on HIV/AIDS1,2, 50% of the people living with HIV are women. 
Although nearly seven thousand cases of HIV positive lesbian and bisexual 
women (LB) are estimated in the United States3, the global numbers remain 
invisible in global reports, even when HIV transmission between them has been 
scientifically proven4,5. This is a great weakness in the characterization of the 
epidemic among this group, particularly in places with a high burden of HIV 
cases, such as Africa, where it has been demonstrated that women from sexual 
minorities face particular social and structural susceptibilities related to sexual 
stigma and violence, which significantly exposes them to HIV6.

Despite the fact that some women voluntarily report their sexual orientation 
when the HIV diagnosis occurs, many others prefer to remain silent while this 
unknown figure keeps quietly increasing. Thus, there is an important task of 
developing intervention guidelines for this population to prevent the growth in 
figures of women affected by HIV, not only to fulfill a gap in the attention of 
their particular needs, but also to extinguish the traditional resistance to include 
them in several programs and policies that have invalidated their existence7,8.

This invisibility is the consequence of their traditional absence and exclusion 
in HIV prevention due to the ignorance of their vulnerability; gender bias 
regarding normative conceptions towards women that underrepresent LB 
women at communities and institutional levels; and a heteronormative approach 
that has delimitated the design of programs by assuming heterosexual identities 
as a natural norm for women9,10. As suggested by Richardson11, the non-risk 
perception of LB women has been built and perpetuated among several social 
agents over the past couple of decades. As stated by this author, the HIV risk 
perception toward this community has sociohistorical roots and this fact have 
reduced the endeavors and resources granted to this population11.

In comparison with men, who have been the target of several prevention 
programs designed according to their sexual orientation and practices7, the 
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inclusion criteria in HIV prevention programs for women are neutral to their sexual orientations, barely 
considering lesbian and bisexual practices in their prevention strategies.

In HIV prevention programs for women, multiple social and gender factors that shape their 
vulnerability have been addressed beyond their sexual practices, including biological, epidemiological, 
social and cultural components12. Aspects such as poverty, inequity, lack of education and gender 
violence have been related to HIV exposure in women around the world13. Therefore, recognizing the 
fact that gender entails a large spectrum of experiences that include sexual orientation and identity, 
we face the challenge of including LB women on prevention programs and addressing their particular 
health care needs due to the intersectionality that occurs among gender, sexual orientation, ethnicity 
and other social characteristics10.

Human rights are universal and protect dignity and freedom, including the right to health. This 
is not referring exclusively to a proper health care; it also includes receiving accurate information, 
participating in health care programs, being treated equally and without discrimination. As suggested 
by Fish and Bewley, the silence and invisibility that has surrounded LB women in the HIV epidemic is a 
violation of their human rights14.

In fact, HIV prevention programs designed for this population are almost nonexistent, but few 
efforts have been reported in high-income countries7,15,16. Although those programs have different 
perspectives regarding the proper strategies for approaching sexual orientation and sexual practices, 
they all agree that identity must be a fundamental component of HIV prevention for this population. 
In those programs, the sexual transmission pathway is prioritized while other ways of transmission, 
such as drug abuse are not addressed. This is still a challenge for prevention programs oriented 
towards LB women8.

Key topics in HIV prevention for LB women

Throughout the HIV/AIDS epidemic, sexual practices and health behaviors have been widely 
addressed by prevention programs. However, specific topics have been approached depending on the 
characteristics, experiences, and needs of every population. 

Due to the low number of interventions reported within this group, it is important to discuss key 
aspects to have in mind while designing an HIV prevention program for LB women. They must address 
the ways in which particular individual, social and structural factors configure their particular HIV 
vulnerability10.

Among the ‘individual factors’, the basic topics in prevention programs are HIV knowledge 
and safer sex strategies. Particularly in this population a low level of knowledge about HV and 
STDs have been reported, both in low and high-income countries, showing that the discourses of 
public preventive messages might not adequate enough to reach this population17-19. Likewise, the 
performance of safer sex strategies, such as condoms or latex barriers, has been found to be hindered 
by their low-risk perception and knowledge about how to use them20,21.

Therefore, programs oriented to this population should emphasize these components because 
sexual education for LB women is significantly lower in comparison with heterosexual women22. This 
situation may affect the quality of health care and social support, because the information provided by 
different agents such as family, teachers, peers, health professionals and media, is generally detached 
from their needs, concerns, sexual practices, and experiences14,23.

Beyond providing information about HIV, programs must use strategies to address ethnical, cultural 
and gender factors of female sexual health. This includes overcoming barriers to talk about sexuality; 
broadening the definition of sexuality and detaching it from their reproductive function exclusively; 
preventing gender violence and discrimination; creating communication and negotiation skills and 
recognizing and engaging in social support networks13,24 25.

Other individual risk factors that have been reported for women’s sexual health that must be 
addressed in prevention programs, such as the increased use of alcohol and drugs in comparison with 
their heterosexual peers26,27; and an increased risk of suicidal thoughts and attempts28. Likewise, a 
higher HIV prevalence has been found in high-income countries when comparing LB Intravenous Drug 
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Users with heterosexual women27, proving that not only sexual transmission needs to be considered in 
intervention strategies designed for them.

In previous research with women, participants have reported that the programs succeeded due 
to the inclusion of topics that impacted their mental health, such as their affection and emotions, in 
addition to their sexual practices and knowledge24.

At a ‘social level’, sexual identity development and its disclosure is an important task for LGBT 
people and this process exposes them to several stressors such as: seeking individual and social 
acceptance of their sexual identity; disclosing their sexual orientation to family, friends, work/
study partners; and facing possible reactions of different socialization agents. In this situation, the 
dampening effect of social support networks is essential29. However, the relationship between low 
social support, perceived family distance, and risky sexual practices has been widely reported in the 
population30. Therefore, addressing feelings and experiences linked to sexual orientation disclosure and 
family reaction could be necessary for programs oriented to LB women, because these variables are 
linked to their sexual practices and to the image they have built about themselves.

Authors working with similar populations such as MSM and transgender women, who also go 
through this process of acceptance, have indicated the relevance of considering the developmental 
needs and interests according to the age of the participants, as well as providing skills to cope with 
different reactions and empower them to make healthier choices24,25. These could be achieved by using 
strategies and activities adjusted to cultural, ethnic and gender aspects of the target population. It is 
suggested to provide spaces in which LB women can express their concerns and experiences about 
their sexual practices and their identity as women. It would also be pertinent to approach issues related 
to family and partners and their perspectives on future and maternity because these topics are not 
commonly discussed in any other social spheres.

Discrimination and violence against the identity of vulnerable populations (MSM and transgender 
people) have been widely included in HIV prevention31. In these interventions, participants appreciated 
when they are taught how to access existing resources and social networks, as well as discussing the 
social expectations about love and intimacy32. It has also been reported that successful programs are 
those that have an integral approach to health, because they address specific health needs, social 
inequalities and discrimination33. Considering that these appreciations converge with studies that have 
demonstrated the need to strengthen social support networks in LB women22, these components must 
be included in programs.

Another component that should be addressed in this population is intimate partner violence 
(IPV). This concept refers to an abuse within an intimate relationship that can be psychical, sexual 
or psychological34. Studies from high-income countries, such as the United States, have found an 
alarming rate of IPV in the LGBT population35,36. A longitudinal study in LGBT people reported a 45% 
incidence of IVP. Especially, they found that the odds of suffering IVP if they were lesbian or bisexual 
females were 76% more than in gay men. Another study also found a higher rate of physical and 
sexual IPV in LB when compared to gay men37.

Authors such as Miller et al.35 have suggested that the obstacles that have hindered the recognition 
of IPV in LB women are ingrained in gender norms because programs and policies have been created 
by focusing on heterosexual women and they have neglected the people outside that category. Thus, 
poor law enforcement towards same-sex IVP; poor social support; stigma within the judicial system 
and health care centers; and social and individual perceptions of less severity towards same-sex IVP, 
have contributed to the low attention and underreporting of this issue34. 

It is important to mention that, although the association between IVP and HIV exposure has been 
described in heterosexual women and gay men, because it reduces condom negotiation34,38, the link 
is still understudied in LB women, but it is important to address it in prevention programs due to 
the mentioned rates. Additionally, greater efforts to characterize IVP in LB women should be made, 
especially in low-middle income countries, to be able to strengthen existing units for IVP attention 
from a sexual diversity approach.

On the other hand, ‘structural drivers’ related to HIV vulnerability for LB women are lower rates of 
access to healthcare in high and low-income countries. Few studies conducted in the population have 
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revealed that LB women feel that health workers do not meet their needs; prefer to hide their sexual 
orientation in health services out of fear or services are often denied6,16,39. This situation may delay the 
detection of possible irregularities and treatment on time for this population. In order to ensure their 
human right to health, this structural level in health care systems must be addressed and physicians 
must be trained about LGBT healthcare needs. This goal implies providing skills for demanding 
accurate attention and revealing the sexual orientation in health care services, as well as integrating 
risk reduction with other specific needs of LGBT people, such as empowerment and social concerns, in 
individual prevention efforts.

Including structural approaches in HIV prevention, addressing underlying risks such as stigma, 
health care access, discrimination, and violence, may lead to more successful strategies40. Recently, the 
link between human rights violations and HIV vulnerability was confirmed in a sample of LB women 
in Africa6. One relevant issue that maximizes the risk of HIV in LB women is the figures of sexual 
harassments reported by them. Studies have reported figures from 8% to 30% of sexual abuses 
related to sexual orientation in countries like the United States, Africa and Colombia6,26,41. Therefore, 
in order to safeguard the human rights of LGBT people, as it was established by the United Nations 
Human Rights Commission42, states have the legal obligation to plan and develop actions to mitigate 
this situation and protect them from sexual violence and discrimination.

This situation shows how important is to include political aspects on HIV prevention for LB women. 
Previous studies focusing on this group have revealed this need. In the study conducted by McAlister 
and Neil22, participants reported the urgency of designing programs that merge the individual and 
political aspect. This means promoting empowering and self-discovering through the activities used. 
The pertinence of this political approach in HIV prevention programs for LB women was also stated 
by Morrow7, because improving political awareness could also enhance health access and demand of 
proper attention, participating in policy making, community building, and advocacy.

The previous suggestions illustrate how specific characteristic in regard to gender, sexual 
orientation, age, ethnic and others configures the vulnerability of the population. This intersectionality, 
the way in which different identities and individual characteristics converge to shape particular 
experiences and vulnerabilities10, must be addressed in HIV prevention programs for LB women and 
must be adjusted to the culture in which they are implemented.

Other general aspects that could be considered while designing an HIV prevention program 
targeting LB women are: (a) Creating a baseline about their knowledge, attitudes, and behaviors due 
to the scarcity of information about HIV and LB women; (b) including intervention topics based on a 
human rights and gender perspective; (c) approaching sexuality in all their functions (biological, erotic 
and communicative); (d) justifying its theoretical and methodological model in regard to previous 
successful experiences and backgrounds in the community; (e) allowing the discussion of their 
concerns in a safe place through the activities suggested. Implementing programs with small groups 
could be useful in this aim, because it allows a major exchange and debate among them; (f) training 
facilitators with an affirmative perspective that allows them to recognize and value the identity and 
needs of participants; (g) including community leaders in the design to ensure the pertinence and 
adjustment of the strategies used; (h) monitoring and assessing the activities and strategies used in the 
program to verify their effectiveness, improve them and adjust them according to their characteristics; 
(j) spreading the intervention experiences in education institutes, health centers and community-based 
organizations aiming to ensure that the endeavors to protect sexual health become visible to several 
agents and organizations.

In conclusion, programs oriented to the LB community must address the way in which pleasure-
seeking, risk perception, identity exploration, lack of knowledge, sexual abuse and drug abuse; create 
a particular vulnerability that sets this population at risk for HIV and other STDs. They should avoid 
exclusive biomedical perspectives that ignore the existence of social and structural drivers that may 
increase this risk10,26. Furthermore, given the lack of research about this topic, more studies are needed 
in low, middle and high-income countries to characterize the mentioned variables in order to create 
effective and sensible intervention strategies. 
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Several strategies and guidelines for HIV prevention in different population groups have 
been established throughout the epidemic. However, there is an urgent need to include 
lesbian and bisexual women (LB women) in prevention programs and address their 
particular health care needs. This paper discusses key aspects that must be considered 
in the design of HIV prevention programs oriented toward this specific population. Due 
to the lack of research assessing prevention strategies for LB women, these reflections 
emerged by reviewing literature in similar groups and by the direct work of the authors 
within this group. Their inclusion in the HIV prevention agenda is essential to safeguard 
their right to health care in terms of receiving accurate information about sexuality and 
health, participating in health care programs and being treated equally and without any 
discrimination.

Keywords: HIV. Sex education. Prevention. Lesbian women.

Considerações para a elaboração de programas de prevenção do Vírus da 
Imunodeficiência Humana (VIH) para as mulheres lésbicas e bissexuais

Várias estratégias e diretrizes para a prevenção da epidemia do HIV foram estabelecidas 
para diferentes populações. No entanto, há uma necessidade de incluir as mulheres 
lésbicas e bissexuais (mulheres LB) em programas de prevenção e resposta às suas 
necessidades de saúde particulares. Este artigo discute os principais aspectos que devem 
ser considerados na elaboração de programas de prevenção do VIH voltadas para essa 
população específica. Devido à falta de pesquisas avaliando estratégias de prevenção para 
as mulheres LB, essas reflexões emergiram através da revisão da literatura em grupos 
similares e pelo trabalho direto dos autores nesse grupo. A sua inclusão na agenda da 
prevenção do VIH é essencial para salvaguardar o seu direito a cuidados de saúde em 
termos de receber informações precisas sobre sexualidade e saúde, participe de programas 
de saúde e ser tratados com igualdade e sem discriminação.

Palavras-chave: VIH. Educação sexual. Prevenção. Mulheres lésbicas.

Consideraciones para la elaboración de programas de prevención del Virus de la 
Inmunodeficiencia (VIH) para las mujeres lesbianas y bisexuales

Se establecieron diversas estrategias y directrices para la prevención de la epidemia 
de VIH para diferentes poblaciones. Sin embargo, hay una necesidad de incluir a las 
mujeres lesbianas y bisexuales (mujeres LB) en programas de prevención y respuesta a 
sus necesidades particulares de salud. Este artículo discute los principales aspectos que 
deben considerarse en la elaboración de programas de prevención del VIH, enfocados 
para esa población específica. Debido a la falta de investigación que evalúe estrategias 
de prevención para las mujeres LB, esas reflexiones surgieron por medio de la revisión de 
la literatura en grupos similares y por el trabajo directo de los autores en ese grupo. Su 
inclusión en la agenda de la prevención del VIH es esencial para salvaguardar su derecho 
a cuidados de salud en lo que se refiere a recibir informaciones precisas sobre sexualidad y 
salud, participación en programas de salud y tratamiento con igualdad y sin discriminación.

Palabras clave: VIH. Educación sexual. Prevención. Homosexualidad femenina.
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