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Abstract
Purpose: Our study was conducted to estimate intimate partner violence (IPV) prevalence and associated factors
among trans and cisgender women at risk of or living with HIV during the coronavirus disease (COVID-19) pan-
demic in Rio de Janeiro, Brazil.
Methods: A cross-sectional study was conducted between May and August 2020 through telephone surveys
with cisgender and trans women enrolled in two cohort studies in Rio de Janeiro. We assessed IPV employing
the Revised Conflict Tactics Scale during the initial months of shelter-in-place ordinances. Regression models
evaluated the factors associated with IPV for each population.
Results: We surveyed 796 women, and 341 participants (47.78%) were eligible and included in the current anal-
ysis. All cisgender women and 41 (64.06%) trans women were living with HIV. Overall IPV prevalence was 27.86%
(95% confidence interval [95% CI] 23.34–32.88). IPV was 63% higher among trans women than among cisgender
women (prevalence ratio 1.63, 95% CI 1.14–2.34, p = 0.008). Loneliness was significantly associated with IPV in
both groups. Younger age and binge drinking were associated with IPV prevalence among trans women. For
cisgender women, IPV was associated with withdrawal of cash transfer programs during the shelter-in-place.
Conclusion: Trans women experienced significantly more IPV than cisgender women in the early phase of the
COVID-19 epidemic. Plans to prevent and address violence against cisgender and trans women, especially those
with heightened vulnerability that may be associated with living with HIV, are needed in public health planning
for future pandemics.
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Introduction
Intimate partner violence (IPV) and HIV infection are
public health problems with significant interactions.
According to the World Health Organization
(WHO), *20% of cisgender women worldwide have
suffered physical or sexual violence at least once in
their lives, especially in low- and middle-income coun-
tries.1 Studies with trans women around the globe esti-
mate the median lifetime prevalence of IPV to be
37.5%.2 IPV may increase the risk of acquiring HIV,
and women living with HIV infection may be at in-
creased risk of experiencing IPV.1

IPV rates tend to increase during humanitarian cri-
ses, as was the case during the peak of the coronavirus
disease (COVID-19) pandemic.3 In fact, the interna-
tional community issued warnings about a potential
IPV increase during the COVID-19 pandemic.4–6

However, IPV increases are not distributed equally
across populations during a crisis. Research shows
that IPV among cisgender women increases in the af-
termath of disasters, often because of the underlying
social vulnerability they face.7 Less is known about
the IPV for trans women in emergencies, but given
their high social vulnerability and significant baseline
IPV experiences, instances of violence may get worse
in a disaster situation.

Violence is a complex phenomenon, with cultural
and historical ties and manifestations in each society.8,9

According to the Theory of Coercive Control, IPV is
not simply a set of conflict events or physical aggres-
sion, but rather a phenomenon of control and oppres-
sion most often exerted by men over their intimate
partners, with the goal of maintaining power and dom-
inance over them.10 However, there are distinct risk
factors that predict vulnerability to IPV across settings,
such as age, gender (i.e., cisgender and trans women),
health conditions (e.g., HIV infection), substance
abuse, and unemployment.11–13

In the Brazilian context, the 2019 National Health
Survey revealed that 7.60% of cisgender women
reported having experienced violence at least once in
their lives.14 While specific research on IPV estimates
prevalence rates ranging from 20% to 50% for cisgen-
der women,15,16 research with trans women in Brazil
indicates even higher prevalence rates.17–19 Brazil
holds the unfortunate distinction of being the country
with the highest number of murders of trans women
worldwide, leading this ranking for over a decade.20

Concerns about IPV were elevated due to the
shelter-in-place strategy for COVID-19 that severely

limited cisgender and trans women’s ability to escape vi-
olent living situations. IPV increases during disasters
have been attributed, in part, to the economic impact
that can cause strain on relationships. However, more
research is needed to determine factors associated with
IPV for cisgender and trans women in the context of
a global pandemic, hence future plans to prevent exac-
erbation of existing vulnerabilities can be developed.21

Despite warnings, little monitoring was conducted
on IPV prevalence during the pandemic, and what
was reported focused mainly on cisgender women at-
tending emergency services and law enforcement re-
ports.22,23 Dedicated research is needed to determine
the scope of IPV exposure for trans and cisgender
women during the COVID-19 epidemic, and to iden-
tify factors associated with elevated IPV in this type
of disaster context. For this study, we aimed to estimate
IPV prevalence at the community level, and to identify
its associated factors among trans and cisgender
women at risk of or living with HIV during the
COVID-19 pandemic in Rio de Janeiro, Brazil.

Materials and Methods
Design and sample
This is a cross-sectional study enrolling trans and cis-
gender women followed in two cohort studies con-
ducted at the Evandro Chagas National Institute of
Infectious Diseases (INI), Oswaldo Cruz Foundation
(FIOCRUZ). The Women’s HIV Cohort at INI is an ob-
servational study of cisgender women living with HIV,
established in 1996.19 The Transcendendo Cohort is
prospective, open cohort to longitudinally evaluate
health outcomes among trans women living with HIV
or at HIV risk since 2015.18 Any participant from
both cohorts could be invited to answer the survey.

The inclusion criteria for the current analysis were as
follows: (1) currently living in Rio de Janeiro or the
metropolitan area, (2) previous consent to contact,
(3) phone number availability, (4) having an intimate
partner in the period of social distance, and (5) answer
questions about the outcome (IPV). This study was ap-
proved by the INI Institutional Review Board.
Informed consent was obtained from all participants
during the development of the cohorts. Contacted tele-
phone numbers were already on record in relation to
topics regularly monitored in previous studies.

Data collection
Trained interviewers contacted potential participants
by phone at least three times to invite them for
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participation in a remote survey between May 19 and
August 21, 2020. Phone attempts occurred on different
days and times, including weekends. If attempts were
not successful, participants were marked as unreach-
able. For those who refused to participate, there was
no further contact.

To ensure participant safety, interviewers told po-
tential participants that this was a survey of IPV and
asked if they could safely answer the survey questions
during the phone interview (e.g., they were in a private
space in which their partners could not hear their re-
sponses). If the interviewers determine that potential
participants were not in a safe space to be interviewed,
they were offered the option to postpone the survey or
schedule an in-person visit to assess the situation.

Measurements
The remote survey was hosted on the Shiny applica-
tion, and contained questions on demographics, sub-
stance use, sexual behavior, and social distancing.
Demographics measures included age, number of peo-
ple living in the house, family income (R$1 = U$5.56
conversion rate), impact of the COVID-19 pandemic
on income (difference between income before and dur-
ing the pandemic period), participation in the cash
transfer program (CTP) called Bolsa Familia before and
after the epidemic began, binge drinking (6 + alcohol
doses in one occasion), and drug use.

Race/color, gender identity, and HIV status were re-
trieved from cohort databases. We used the Brazilian
Loneliness Scale, a validated and crossculturally adapted
version of the Revised UCLA Loneliness Scale,24–26 to
evaluate loneliness. Minimal, mild, and moderate/
severe ranges were, respectively, up to 22, 23–35, and
36–47 points.27

We assessed IPV using the Revised Conflict Tactic’s
Scale (CTS2), which was validated and crossculturally
adapted for use in Brazil.28,29 CTS2 measures 39 behav-
iors divided into three categories: negotiation, violence,
and injury. Violence was measured with three subscales
(violence types): psychological, physical, and sexual vi-
olence, and two severity levels (‘‘severe’’ and ‘‘minor’’).
CTS2 was considered as severe IPV threats, use of
force, or use of weapons.

We adjusted the time frames of the CTS2 survey to
align with the onset of the shelter-in-place recommen-
dation. Therefore, the items related to violence referred
to events up until March 16, 2020. The study outcome
was defined as experiencing IPV, which was operation-
alized as a participant answering ‘‘yes’’ to any one or

more items on the CTS2. We evaluated psychological,
physical, and sexual violence in addition to overall
IPV. Severe IPV was defined for each violence type
(psychological, physical, and sexual violence) as the
presence of at least one item from the severity subscale.

Statistical analysis
Descriptive statistics were calculated using the mean
(standard deviation [SD]) or median (interquartile
range [IQR]), and absolute and relative counts, as ap-
propriate. We estimated IPV prevalence and its 95%
confidence intervals (95% CIs). Bivariate analyses
were conducted using Fisher’s exact test for categorical
variables and two-sided Student’s t-test and Wilcoxon
Rank Sum for numerical variables according to the
Shapiro–Wilk normality test.

We analyzed a different regression model for each
population (i.e., cisgender women and trans women).
Multivariable models included variables with a
p-value up to 0.30. The final model was comprised of
variables with a p-value < 0.05 after a stepwise back-
ward Poisson regression analysis with robust variance
to detect factors associated with IPV. All analyses
were performed on Stata SE version 15.30

Results
Figure 1 shows the study flowchart. Using the cohort
databases, we identified 1555 potentially eligible partic-
ipants (1152 cisgender women [74.08%] and 403
[25.92%] trans women) and contacted 796 participants
(601 cisgender women [52.17%], 195 trans women
[48.39%], 51.19% response rate). It is worth noting
that there were 699 women who were not assessed be-
cause the team did not get a response from them de-
spite multiple attempts to contact them at different
times and days of the week.

Among contacted individuals, 729 (46.88%) were
interviewed: 559 (76.68%) cisgender women and 170
(23.32%) trans women. For the present analysis, 341
(42.84%) were eligible: 277 (81.23%) cisgender
women and 64 (18.77%) trans women. Main reasons
for ineligibility were no intimate partner during
assessed period (333/388 [85.82%]) and no informa-
tion on the violence outcome (55/388 [14.18%]) due
to refusal to answer questions related to IPV.

Table 1 describes the sample characteristics. Overall,
participants had a mean age of 44.10 (SD 10.20) years,
most participants were Black/Brown (66.67%), and the
median number of people living in the house during
social distancing was 2 (IQR 1–3). Median family
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income per month was U$ 341.73 (IQR U$ 197.84–
539.57). Few (12.61%) participants reported an impact
of COVID-19 on their monthly income during the so-
cial distancing period, and 34.32% participated in the
CTP at some time in their lives.

About one-quarter (23.81%) of the participants
reported feeling lonely, while 10.42% (35/336) had
moderate-to-severe feelings of loneliness during the
pandemic. HIV infection was present in 64.06% (318)
of the participants, with all cisgender women being se-
ropositive due to eligibility criteria of the parent study
from which participants were recruited, and 41 trans
women (64.06%). It was observed that cisgender and
trans women had significant differences in all demo-
graphic characteristics, except for race/color and in-
come impact, which reinforces the need for distinct
models in comparing factors associated with IPV.

Overall, IPV prevalence was 27.86% (95% CI 23.34–
32.88) and 63% higher among trans women than
among cisgender women (prevalence ratio [PR] 1.63,
95% CI 1.14–2.34, p = 0.008). Trans women had *3

times higher prevalence of severe IPV compared with
cisgender women (PR 2.96, 95% CI 1.54–5.68,
p = 0.001). Disaggregating the IPV components, psycho-
logical, physical, and sexual violence prevalence was
higher among trans women than for cisgender women
(Table 2). Both severe psychological and physical IPV
were significantly higher in trans women than in cisgen-
der women (respectively, PR 2.97, 95% CI 1.45–6.12,
p = 0.003, and PR 5.41, 95% CI 1.49–19.62, p = 0.010).

Figure 2 shows that 10.5% of women who experi-
enced IPV during the social distancing period reported
all the three violence types simultaneously, with signif-
icantly more trans women reporting all three types of
violence experienced during that period (26.9% vs.
4.4%; p = 0.007). Psychological violence was the most
common IPV type and overlapped with most of other
violence categories.

Multivariable analysis identified a significant associ-
ation between loneliness and IPV in both groups
(Table 3). Cisgender women with mild and moderate/
severe loneliness had IPV prevalence of, respectively,

FIG. 1. Study flowchart. Rio de Janeiro, Brazil, 2020.
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2.50 (95% CI 1.60–3.93, p < 0.001) and 2.76 (95% CI
1.70–4.49, p < 0.001) higher than those with minimal
loneliness. Among trans women, we observed similar
association between mild (PR 2.35, 95% CI 1.64–3.38,
p £ 0.001) and moderate/severe loneliness (PR 2.24,
95% CI 1.45–3.36, p < 0.001) and IPV. Cisgender
women withdrawn from CTP during the social distanc-
ing period had 3.56 times the IPV prevalence (95% CI
2.17–5.87, p < 0.001) as compared with those who
never received it.

IPV and participation in CTP were not associated
for cisgender women who maintained their participa-
tion in CTP during the pandemic. Among trans
women, both age and binge drinking were associated
with IPV prevalence. Younger trans women had signif-
icantly higher IPV prevalence ( p = 0.047). IPV preva-
lence was 30% higher in trans women who reported
binge drinking during the social distancing period
compared with those who did not ( p = 0.030).

Table 1. Characteristics of Study Population According to Gender Identity, Rio de Janeiro, Brazil, 2020

Variables Overall (n5341) Cisgender women (n5277) Trans women (n564) p

Age,a mean (SD) 44.10 (10.20) 46.19 (8.99) 35.05 (10.24) <0.001*
Race/color

White 113/339 (33.33) 99 (35.74) 14/62 (22.58) 0.053
Black/brown 226/339 (66.67) 178 (64.26) 48/62 (77.42)

Number of people living in the house,b median (IQR) 2 (1–3) 2 (1–3) 1 (0–2) <0.001**
Family income, median (IQR) 341.73 (197.84–539.57) 359.71 (215.83–539–56) 197.84 (125.90–295.50) <0.001**
COVID-19 impact on incomec

No 298 (87.39) 244 (88.09) 54 (84.38) 0.408
Yes 43 (12.61) 33 (11.91) 10 (15.63)

Participation on CTPd

Never 222/338 (65.68) 196/275 (71.27) 26/63 (41.27) <0.001
Withdrawn during social distancing 8/338 (2.37) 7/275 (2.55) 1/63 (1.59)
Maintained during social distancing 37/338 (10.95) 28/275 (10.18) 9/63 (14.29)
Begun during social distancing 71/338 (21.01) 44/275 (16.00) 27/63 (42.86)

Loneliness
Minimum 256/336 (76.19) 218/273 (79.85) 38/63 (60.32) 0.003
Mild 45/336 (13.39) 33/273 (12.09) 12/63 (19.05)
Moderate/severe 35/336 (10.42) 22/273 (8.06) 13/63 (20.63)

Binge drinkinge

No 276/340 (81.18) 237 (85.56) 39/63 (61.90) <0.001
Yes 64/340 (18.82) 40 (14.44) 24/63 (38.10)

Any drug use
No 292/335 (87.16) 250/272 (91.91) 42/63 (66.67) <0.001
Yes 43/335 (12.84) 22/272 (8.09) 21/63 (33.33)

HIV status
HIV risk 23 (6.74) — 23 (35.94) <0.001
HIV positive 318 (64.06) 277 (100.00) 41 (64.06)

The bold values denote p-values < 0.05.
*t-Student 2 sides.
**Wilcoxon and Mann–Whitney.
aContinuous variable.
bNumber of people living with the participant during COVID-19 pandemic.
cThe variable was generated from the difference between current income and income before the pandemic.
dThe variable represents the extremely social vulnerability when a subject receipt of donations from the minimum set of foods to feed a family.
e6 + alcohol doses in one occasion.
CTP, cash transfer program; IQR, interquartile range; SD, standard deviation.

Table 2. Intimate Partner Violence Prevalence Overall
and According to Type, Severity Level, and Gender
Identity During the COVID-19 Pandemic in Rio de Janeiro,
Brazil, 2020

Variables

Overall
(n5341),

n (%)
Cisgender women

(n5277), n (%)
Trans women
(n564), n (%) p

IPV 95 (27.86) 69 (24.91) 26 (40.63) 0.014
Minor 91 (26.69) 66 (23.83) 25 (39.06) 0.018
Severe 32 (9.38) 19 (6.86) 13 (20.31) 0.002

Psychological
violence

91 (26.69) 67 (24.19) 24 (37.50) 0.041

Minor 87 (25.51) 64 (23.10) 23 (35.94) 0.039
Severe 27 (7.92) 16 (5.78) 11 (17.19) 0.008

Physical
violence

18 (5.28) 8 (2.89) 10 (15.63) < 0.001

Minor 16 (4.69) 7 (2.53) 9 (14.06) 0.001
Severe 9 (2.64) 4 (1.44) 5 (7.81) 0.014

Sexual
violence

17 (4.99) 7 (2.53) 10 (15.63) < 0.001

Minor 16 (4.69) 6 (2.17) 10 (15.63) < 0.001
Severe 4 (1.17) 2 (0.72) 2 (3.13) 0.161

IPV, intimate partner violence.
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FIG. 2. Interconnections between Intimate Partner Violence according to types and gender identity during
the COVID-19 pandemic in Rio de Janeiro, Brazil, 2020.

Table 3. Crude and Adjusted Intimate Partner Violence Prevalence Ratios Per Gender Identity During the COVID-19
Pandemic in Rio de Janeiro, Brazil, 2020

Cisgender women Trans women

cPR (95% CI) p aPR (95% CI) p cPR (95% CI) p aPR (95% CI) p

Agea 0.99 (0.97–1.01) 0.556 0.96 (0.92–0.99) 0.040 0.98 (0.97–0.99) 0.047
Race/color

White Reference — Reference —
Black/Brown 0.98 (0.64–1.50) 0.922 1.53 (0.62–3.75) 0.351

Number of people living in the houseb 1.13 (1.00–1.28) 0.043 1.13 (0.91–1.40) 0.277
Familiar income 1.00 (0.99–1.00) 0.745 1.00 (0.99–1.00) 0.098
Impact on incomec

No Reference — Reference —
Yes 1.10 (0.61–2.02) 0.735 0.70 (0.26–1.92) 0.494

Participation on cash transfer programd

Never Reference — Reference — Reference —
Withdrawn during social distancing 4.20 (2.78–6.33) <0.001 3.56 (2.17–5.87) <0.001 — —
Maintained during social distancing 1.05 (0.49–2.25) 0.900 0.92 (0.42–2.01) 0.835 0.78 (0.28–2.22) 0.652
Begun during social distancing 1.78 (1.10–2.88) 0.018 1.53 (0.96–2.45) 0.072 1.05 (0.56–1.95) 0.876

Loneliness
Minimum Reference — Reference — Reference — Reference —
Mild 2.80 (1.82–4.33) <0.001 2.50 (1.60–3.93) <0.001 1.46 (0.71–3.01) 0.304 2.35 (1.64–3.38) <0.001
Moderate/severe 2.97 (1.85–4.77) <0.011 2.76 (1.70–4.49) <0.001 1.57 (0.80–3.08) 0.187 2.24 (1.45–3.36) <0.001

Binge drinkinge

No Reference — Reference — Reference —
Yes 1.37 (0.83–2.27) 0.214 2.60 (1.41–4.78) 0.002 1.45 (1.04–2.03) 0.030

Any drug use
No Reference — Reference —
Yes 1.54 (0.85–2.80) 0.156 2.00 (1.13–3.53) 0.017

HIV status
HIV risk — — — — Reference —
HIV positive — — — — 1.06 (0.56–1.99) 0.857

The bold values denote p-values < 0.05
aContinuous variable.
bNumber of people living with the participant during COVID-19 pandemic.
cThe variable was generated from the difference between current income and income before the pandemic.
dThe variable represents the extremely social vulnerability when a subject receipt of donations from the minimum set of foods to feed a family.
e6 + alcohol doses in one occasion.
aPR, adjusted prevalence ratio; CI, confidence interval; cPR, crude prevalence ratio.
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Discussion
We found that about one-third of all women experi-
enced IPV during the COVID-19 pandemic, and
minor and severe IPV prevalence among trans
women was significantly higher than that among cis-
gender women. The findings of our study align with
global data on domestic violence, suggesting that
*30% of women have experienced physical and sexual
violence in their lifetime, as reported by the WHO. This
prevalence ranges from 23.2% in high-income coun-
tries to 37.0% in the Eastern Mediterranean and South-
east Asian regions.31,32 When comparing these results
with data from Brazil, the findings of our study become
even more concerning.14,23,33–38

Trans-specific studies also shed light on the dramatic
reality experienced by trans women during the COVID-
19 pandemic in Brazil. The Transcendendo Cohort,
conducted in Brazil between 2015 and 2017, found
high rates of lifetime physical and sexual violence at
54.0% and 46.3%, respectively.18 Data from Brazil are
consistent with studies internationally that found dis-
proportionately higher IPV rates among trans individ-
uals compared with cisgender individuals.2,38

Results of our study demonstrate the extreme vul-
nerability to violence that trans women in Brazil
faced during the peak months of the COVID-19 pan-
demic, as the prevalence of IPV we found during first
months of shelter-in-place ordinances approached or
exceeded the prevalences observed in Brazilian and
global investigations over a lifetime.

We observed a significant correlation between feel-
ings of loneliness and domestic violence in both groups
of women surveyed for our study. Loneliness has been
linked to detrimental health outcomes, such as depres-
sion and suicidal tendencies.39,40 It is important to note
that loneliness is not a novel phenomenon nor exclu-
sively tied to the COVID-19 pandemic. It is not sur-
prising to note that certain studies have referred to it
as a ‘‘behavioral epidemic,’’ highlighting the association
between loneliness and social isolation in periods pre-
dating the pandemic, particularly in Europe, the United
States, and China.41

However, it is important to reflect on how the
shelter-in-place restrictions imposed to contain the
pandemic may have intensified the effects of these neg-
ative feelings. The disruption in participation in com-
munity, work, or study activities may have
contributed to feelings of loneliness.42,43 These feelings
of loneliness may have pushed women into relationship
situations they would not have otherwise tolerated; in

addition or conversely, isolation may have been used
against women as a tool of control and to facilitate IPV.

The pandemic, paired with shelter-in-place require-
ments, may have also increased tensions and stress,
limited access to help for victims, intensified the exer-
cise of control and power by perpetrators, and reduced
surveillance and protection by the government and the
community. These combined factors may have signifi-
cantly contributed to the increase in abuse and violence
against women,44–47 including trans women who al-
ready experienced violence and exclusion from protec-
tions in Brazilian public policies.

These circumstances further amplify the challenges
faced by victims and the urgency of comprehensive
and inclusive efforts to combat gender-based violence.
However, while this study does not seek to establish
causal relationships, it is important to highlight that
the feeling of loneliness, especially due to its strong as-
sociation with violence, should be considered as a fac-
tor to be observed when identifying and suspecting
episodes of violence against women. Being attentive
to this aspect is crucial for a more comprehensive
and effective approach to preventing and combating
gender-based violence.

Excessive alcohol consumption (binge drinking) and
the interruption of income through CTP were identi-
fied as factors that were also associated with IPV.
Due to the temporal nature of the data, these relation-
ships are hard to disentangle, but one hypothesis is that
binge drinking was associated with violence as a coping
mechanism. That is, women who experienced violence
may be drinking excessively to cope with the distress
caused by IPV.

Women not on the CTP may have been reliant on
their partners for income, which could be another indi-
cator of control and violence that cisgender women
were facing. Both of these factors point to a need to bet-
ter understand the vulnerabilities faced by many
women during the pandemic so policies to protect
the general public are implemented in ways that also
serve the most vulnerable in our communities, includ-
ing women at risk of violence.

Limitations
Our study has some limitations. First, we used conve-
nience sampling, and thus results may not be general-
izable to the whole population of trans and cisgender
women in Brazil. An important bias in the sample
was that all cisgender women were living with HIV,
which limits inference between HIV and violence in
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this population. Thus, the current analysis did not
identify an association between IPV and HIV infection.

Nevertheless, most of our samples were living with
HIV, and we could only evaluate HIV infection as a
covariable among trans women, as all cisgender
women were living with HIV. As such, we may have
been underpowered to detect a potential association
as several studies have described the synergistic associ-
ations between HIV infection and IPV.1 Moreover, se-
vere IPV types have been associated with avoidance of
health services. Since all women enrolled in the study
were health care users, our sample may be biased to
not adequately capture women experiencing severe
violence.

Also, we may not infer any causal associations due to
the cross-sectional design. The high IPV estimates
among trans women may have overestimated overall
IPV rates. HIV infection may also have underestimated
IPV rates among cisgender women.

In contrast, IPV prevalence may have been underes-
timated as we restricted interview eligibility to women
who were in a private setting due to safety concerns.
There is always concern on IPV disclosure, and the re-
mote survey may increase negative answers. Finally, it
is important to note that the shelter-in-place period
may have impacted the study participants differently.
It is possible that the women interviewed at the outset
of the investigation had less exposure compared with
those interviewed later in August 2020.

Although this study deals with data from the begin-
ning of the COVID-19 pandemic, it is important to
highlight that these were the months of greatest shelter-
in-place in Brazil and, consequently, a moment of
greater risk of violence against women. Thus, de-
spite the limitations, this study brings important
contributions.

Conclusion
Although shelter-in-place measures are needed for the
safety of society overall, they may have acute negative
impacts on already vulnerable populations through in-
creased interactions among couples in a restricted set-
ting, negative financial impact, and increased fear and
anxiety related to COVID-19. Heightened stressors as
a result of the pandemic may have contributed to the
high IPV rates observed in our study. Current findings
reinforce concerns about IPV during the COVID-19
pandemic and the consequences for the coming years,
especially among vulnerable groups such as women in
the context of HIV.
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4. Agüero JM. COVID-19 and the rise of intimate partner violence. World Dev
2021;137:105217; doi: 10.1016/j.worlddev.2020.105217.

5. Matoori S, Khurana B, Balcom MC, et al. Addressing intimate partner vi-
olence during the COVID-19 pandemic and beyond: How radiologists can
make a difference. Eur Radiol 2021;31(4):2126–2131; doi: 10.1007/s00330-
020-07332-4.

6. Moreira DN, Pinto da Costa M. The impact of the COVID-19 pandemic in
the precipitation of intimate partner violence. Int J Law Psychiatry 2020;
71:101606; doi: 10.1016/j.ijlp.2020.101606.

8 RAFAEL ET AL.

http://dx.doi.org/10.1007/s10461-017-2020-2
http://dx.doi.org/10.1007/s10461-017-2020-2
http://dx.doi.org/10.2105/AJPH.2020.305774
http://dx.doi.org/10.2105/AJPH.2020.305774
http://dx.doi.org/10.1590/0102-311x00074420
http://dx.doi.org/10.1016/j.worlddev.2020.105217
http://dx.doi.org/10.1007/s00330-020-07332-4
http://dx.doi.org/10.1007/s00330-020-07332-4
http://dx.doi.org/10.1016/j.ijlp.2020.101606


7. Enarson E. Women Confronting Natural Disaster. Lynne Rienner Publish-
ers: Colorado; 2012.

8. Domenach J-M, Laborit H, Joxe A, et al. Violence and Its Causes. United
Nations Educational, Scientific and Cultural Organization (UNESCO): Paris;
1981.

9. Etienne G Krug, Linda L Dahlberg, James A Mercy, et al. World Report on
Violence and Health. World Health Organization: Geneva; 2002.

10. Stark E. Coercive Control: How Men Entrap Women in Personal Life.
Oxford University Press: New York, NY, USA; 2007.

11. Bacchus LJ, Ranganathan M, Watts C, et al. Recent intimate partner vio-
lence against women and health: A systematic review and meta-analysis
of cohort studies. BMJ Open 2018;8(7):e019995; doi: 10.1136/bmjopen-
2017-019995.

12. Meskele M, Khuzwayo N, Taylor M. Mapping the evidence of intimate
partner violence among women living with HIV/AIDS in sub-Saharan
Africa: A scoping review. BMJ Open 2021;11(5):e041326; doi: 10.1136/
bmjopen-2020-041326.

13. Hove MC, Parkhill MR, Neighbors C, et al. Alcohol consumption and inti-
mate partner violence perpetration among college students: The role of
self-determination. J Stud Alcohol Drugs 2010;71(1):78–85; doi: 10.15288/
jsad.2010.71.78.

14. Vasconcelos NM de, Andrade FMD de, Gomes CS, et al. Prevalence and
factors associated with intimate partner violence against adult women in
Brazil: National Survey of Health, 2019. Rev Bras Epidemiol 2021;24(Suppl.
2):1–18; doi: 10.1590/1980-549720210020.supl.2.

15. Rafael RMR, de Moura ATMS, Tavares JMC, et al. Profile of intimate partner
violence in Family Health Units. Rev Bras Enferm 2017;70(6):1259–1267.

16. Reichenheim ME, de Souza ER, Moraes CL, et al. Violence and injuries in
Brazil: The effect, progress made, and challenges ahead. Lancet 2011;
377(9781):1962–1975; doi: 10.1016/S0140-6736(11)60053-6.

17. Rafael RMR, Jalil EM, Luz PM, et al. Prevalence and factors associated with
suicidal behavior among trans women in Rio de Janeiro, Brazil. PLoS One
2021;16(10):e0259074; doi: 10.1371/journal.pone.0259074.

18. Garcia Ferreira AC, Esteves Coelho L, Jalil EM, et al. Transcendendo: A
cohort study of HIV-infected and uninfected transgender women in Rio
de Janeiro, Brazil. Transgend Health 2019;4(1):107–117; doi: 10.1089/trgh
.2018.0063.

19. Grinsztejn B, Bastos FI, Veloso VG, et al. Assessing sexually transmitted
infections in a cohort of women living with HIV/AIDS, in Rio de Janeiro,
Brazil. Int J STD AIDS 2006;17(7):473–478; doi: 10.1258/
095646206777689071.

20. Benevides BG, Nogueira SNB. Dossiê dos assassinatos e da violência
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Abbreviations Used

aPR¼ adjusted prevalence ratio
cPR¼ crude prevalence ratio

CI¼ confidence interval
COVID-19¼ coronavirus disease

CTP¼ cash transfer program

CTS2¼ Revised Conflict Tactic’s Scale
INI¼ Evandro Chagas National Institute of Infectious Diseases
IPV¼ intimate partner violence
IQR¼ interquartile range
PR¼ prevalence ratio
SD¼ standard deviation

WHO¼World Health Organization
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