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RESUMO

Adolescentes e jovens se envolvem em comportamento sexual de risco, o que resulta
em aumento do numero de casos de infeccbes sexualmente transmissiveis, e
manutencdo de altas taxas de gravidez. OBJETIVOS. Avaliar as diferencas nas
caracteristicas sociodemograficas e comportamentais entre as participantes
sexualmente ativas e virgens; estimar a prevaléncia e identificar os fatores associados
a iniciacdo sexual até os 15 anos e ao uso inconsistente do preservativo masculino
bem como identificar os motivos citados para o ndo uso deste entre adolescentes e
adultas jovens. METODOLOGIA. Estudo de base comunitéria, transversal,
envolvendo 1072 adolescentes e jovens do sexo feminino, de 15 a 24 anos, residentes
em trés cidades de médio porte do estado de Goias, entre 2007 e 2009. Todas
responderam um  questionario contendo dados sociodemograficos e
comportamentais. Para avaliar os fatores associados ao inicio da atividade sexual até
0s 15 anos e ao uso inconsistente do preservativo foi realizada analise de regresséo
logistica, com célculo de odds ratio (OR) e OR ajustado, com intervalo de confianca
de 95% e nivel de significaAncia estatistica de 5% (p<0,05). Todas assinaram o termo
de consentimento livre e esclarecido. Para menores de 18 anos a isencédo da
assinatura dos pais foi obtida por ordem judicial. O projeto foi aprovado pelo Comité
de Etica e Pesquisa. RESULTADOS. Das 1072, 64,9% eram sexualmente ativas. As
sexualmente ativas apresentaram 6,3 (IC 95%: 3,98-9,96) vezes maior probabilidade
de terem idade acima de 20 anos, e 2,04 (IC 95%: 1,19-3,49) vezes maior
probabilidade de terem escolaridade menor do que oito anos. A prevaléncia do inicio
da atividade sexual até os 15 anos foi de 46,4% (IC 95%: 42,7-50,1) e do uso
inconsistente do preservativo foi de 73,2% (IC 95%: 63,9-82,6). Os fatores associados
ao inicio da atividade sexual até os 15 anos foram a idade menor do que 20 anos, ndo
possuir religido e ter escolaridade menor do que oito anos, com OR de 3,13 (IC 95%:
2,22-4,40), 2,05 (IC 95%: 1,17-3,58) e 6,21 (IC 95%: 4,14-9,32) respectivamente. O
anico fator associado ao uso inconsistente do preservativo foi o estado civil casada ou
em unido estavel, com OR 4,63 (IC 95%: 2,86-7,50). Os motivos mais frequentemente
citados para 0 ndo uso do preservativo foram a “confianga no parceiro” por 49,8% e
“o parceiro ndo gosta” por 43,7%. CONCLUSAO. A prevaléncia do inicio da atividade
sexual até os 15 anos e do uso inconsistente do preservativo foram elevadas. Os
fatores associados a esses comportamentos foram diferentes. A idade menor que 20
anos esteve associada a iniciacdo sexual até os 15, indicando provavel reducéo da
idade de iniciagdo sexual na adolescéncia. Os motivos mais frequentes para o nao
uso do preservativo foram ligados ao parceiro, o que indica que fatores ligados ao
género precisam ser abordados nas estratégias de educacao sexual.

PALAVRAS CHAVE: comportamento sexual, adolescentes, adultos jovens, condom.
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ABSTRACT

Adolescents and young people engage in sexual risk behaviors, resulting in increased
number of sexually transmitted infections, and maintaining high rates of pregnancy.
PURPOSE. To evaluate the differences in sociodemographic and behavioral
characteristics among sexually active and virgin participants; to estimate the
prevalence and to identify factors associated with sexual iniciation up until the age of
15, and inconsistent condom use, as well as identify the reasons cited for not using the
condoms among adolescents and young women. METHODS. A community-based,
cross-sectional study involving 1072 adolescents and young women, aged 15 to 24
years, living in three medium-sized cities in the state of Goias, between 2007 and 2009.
All of them answered a questionnaire containing sociodemographic and behavioral
data. In order to evaluate the factors associated with sexual iniciation up until the age
of 15, and inconsistent condom use, a logistic regression analysis was performed, with
odds ratio (OR) and adjusted OR, with 95% confidence interval and level of statistical
significance of 5% (p <0.05). All of them signed the free and informed consent form.
For minors under 18 years old the exemption of the parents' signature was obtained
by court order. The project was approved by the Ethics and Research Committee.
RESULTS. Of 1072, 64.9% were sexually active. Sexually active women were 6.3
(95% CI: 3.98-9.96) times more likely to be older than 20 years old, and 2.04 (95% CI.
1.19-3.49) times more likely to have less than eight years of education. The prevalence
of sexual iniciation up until the age of 15 was 46.4% (95% CI. 42.7-50.1) and
inconsistent condom use was 73.2% (95% CI: 63.9% 82.6). The factors associated
with sexual iniciation up until the age of 15 were to be less than 20 years old, to have
no religion and to have less than eight years of education, with a OR of 3.13 (2.22-
4.40), 2.05 (1.17-3.58) and 6.21 (4.14-9.32) respectively. The only factor associated
with inconsistent condom use was marital status or stable relationship, with OR 4.63
(2.86-7.50). The most frequently cited reasons for non-use of condom were
"confidence in partner" by 49.8% and "partner dislikes" by 43.7%. CONCLUSION. The
prevalence of sexual initiation up to the age of 15, and inconsistent condom use were
high. The factors associated with these behaviors were different. Age less than 20
years old were associated with sexual iniciation up to the age of 15, indicating a likely
reduction in the age of sexual iniciation in adolescence. The most frequent reasons for
not using condoms were related to the sexual partner, which indicates that gender
factors need to be addressed in sex education strategies.

KEYWORDS: sexual behavior, adolescentes, young adults, condom.
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INTRODUCAO

1. Conceitos de adolescéncia e juventude

No Brasil o uso dos termos adolescéncia e juventude coexistem, e seus
conceitos ora se sobrepdem, ora se complementam, ora evidenciam diferentes
abordagens. O termo adolescéncia estd mais ligado a abordagem psicolégica, em que
prevalece a experiéncia subjetiva do individuo. O termo juventude é fruto de
construcdo social e histérica, em que prevalece o coletivo (SILVA e LOPES, 2010;
TRANCOSO e OLIVEIRA, 2016). Os trabalhos que abordam a adolescéncia e a
juventude sdo de diversas categorias teméaticas, o que dificulta o didlogo e desagrega
os debates sobre o tema (STENGEL e DAYRELL, 2017). Para definir esses termos é

preciso conhecer um pouco dessa diversidade de pensamentos.

1.1. Adolescéncia

A palavra adolescente vem do verbo em latim adolescere que significa crescer.
Essa palavra é em torno de 100 anos mais antiga do que a palavra adulto, que vem
da conjugacgéo no passado do mesmo verbo gerando o termo adultus. Em traducéo
simples, adolescente e adulto seria crescente e crescido, respectivamente
(DICIONARIO ETIMOLOGICO). Essa definicdo etimolégica reforca a nocédo de que a
adolescéncia é um processo de transicdo que tem como fim a vida adulta.

O conceito de adolescéncia tem ampla sustentacdo nas ciéncias médicas e na
psicopedagogia, tendo sido largamente estudado desde o século XIX, como um
periodo de extrema importancia na construcao do individuo (SILVA e LOPES, 2010).
Trata-se da transi¢cédo da infancia para a vida adulta, que se inicia com a puberdade e
€ marcado por um processo bioldgico de transformacgéo do corpo, que impde uma
intensa elaboracdo cognitiva e psiquica, para estruturagdo de uma nova
personalidade (SEBASTIAN, 2008; MOREIRA, 2011). Do ponto de vista cronoldgico
esse processo costuma ocorrer na segunda década de vida, mas o recorte etario é
prejudicado pela variabilidade e diversidade dos parametros bioldgicos e psicossociais
dessa fase (EISENSTEIN, 2005). Comeca com a puberdade, cujo inicio pode ocorrer

normalmente entre 0s oito e catorze anos de idade (SBEM), e termina com a
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maioridade, civil e/ou legal, variavel de acordo com as divergéncias culturais entre os
paises (UNICEF, 2011).

Com os recentes avancos na valorizacdo da infancia e adolescéncia pelos
orgdos internacionais, e a criacdo de politicas de protecdo a essa populacdo, a
categorizacdo etaria do adolescer torna possivel a uniformizacdo das pesquisas,
imprescindivel para geracdo de dados em saude (UNICEF, 2011). A Organizacao
Mundial de Saude (OMS) e a Organizacdo das Nac¢des Unidas (ONU) definem a
adolescéncia como o periodo entre os 10 e 19 anos de idade em todas as suas
publicacdes (OMS, 2014). No Brasil, o Estatuto da Crianca e do Adolescente restringe
a adolescéncia como a faixa etaria entre 12 e 18 anos, mas as publicacbes dos
programas nacionais de saude do adolescente utilizam a definicdo da ONU e da OMS
(HORTA e SENA, 2010). Essa classificacdo etaria € um dos principais pontos de

encontro para o dialogo entre os diversos estudos, sendo a utilizada neste trabalho.

1.2. Juventude

A juventude é estudada pelas areas da Educacéo, Psicologia, Sociologia,
Ciéncias da Saude, entre outras, e cada area destaca aspectos diferentes dessa fase
da vida (ZANELLA, 2013). Dessa forma a definicdo de juventude é extremamente
complexa e irrestrita, estd em constante movimento, e € composta por diversos pontos
de vista, revelando-se um verdadeiro mosaico conceitual (TRANCOSO e OLIVEIRA,
2014). A maioria dos trabalhos afirma que a juventude € construida a partir da
realidade historica, social e cultural de cada populagéo, existindo, portanto, diversas
juventudes, cada qual com suas vivéncias relacionadas as dindmicas entre género,
etnia e classe social. Esses mesmos estudos destacam, porém, elementos que dao
homogeneidade ao periodo, colocando a condicdo juvenil como universal
(TRANCOSO e OLIVEIRA, 2016). Dentre esses elementos estdo a idade, a
resisténcia, a vulnerabilidade e a geragéo.

A idade delimita a fase da vida em que a pessoa esta se preparando para
assumir o papel do adulto. Trata-se de um periodo varidvel do ponto de vista
psicoldgico e sociolégico, de sedimentacdo da identidade e do papel social (SILVA e
LOPES, 2010; MOREIRA, 2011), mas que para as organizacdes de saude precisa de
uniformidade. Nesse sentido, a ONU define como juventude o intervalo entre os 15 e

24 anos. Essa definicdo da ONU foi proposta em 1981 em assembleia geral, e foi




reforcada em todas as edicfes posteriores (ONU, 2013). No Brasil em 1999, com a
regulamentacdo das politicas nacionais de saude para o jovem, adotou-se nos
documentos oficiais esse marco. Mas, em 2005 o Conselho Nacional da Juventude
ampliou para 29 anos o limite superior da juventude (HORTA e SENA, 2010).

O elemento resisténcia, que atribui ao jovem um papel contestador, € um ponto
marcante nas pesquisas sociologicas (GROPPO, 2015). H4 um intenso debate sobre
a capacidade e/ou vontade do sujeito jovem de negar as estruturas sociais,
econdmicas e culturais vigentes, ou de moldar-se a elas (COFFEY e FARRUGIA,
2014). Esse aspecto pode ser observado através do conflito geracional com os pais e
com as instituicbes de ensino, e mais raramente na experimentacdo de diversos
papéis sociais (SILVA e LOPES, 2010; GROPPO, 2015). Esse processo de negac¢ao
dos pais e de apropriacdo de um papel na sociedade é crucial para o desenvolvimento
da autonomia desses individuos.

A vulnerabilidade na populagcéo jovem é amplamente abordada nas literaturas
médicas e socioldgicas e trata-se da associa¢do da juventude com o conceito de risco
(ZANELLA, 2013; SEADE, 2017). O risco a principio é neutro, pois pode acarretar uma
perda ou um ganho e o0 jovem se arrisca constantemente na busca por experiéncias
bioldgicas e sociais, e na tentativa de superacdo dos préprios limites. Na sociedade
atual, no entanto, o risco é fortemente coligado ao conceito de perigo, (PEREIRA,
2010) assim todo jovem encontra-se potencialmente ameacado por si mesmo. Essa
condicao é intensificada pela realidade social (SEADE, 2017), sendo a jovem, mulher,
negra e pobre a mais vulneravel (UNICEF, 2011).

A geracdo é um componente polémico que constitui a condi¢ao juvenil. Isso
porque os limites desse construto nao estdo bem estabelecidos, sendo
resumidamente definido como uma identidade coletiva, que vai além da idade e é
determinado pelo comportamento. (FRANCE e ROBERTS, 2015). Moda, mdusica,
tecnologia, tendéncias, entre outros fatores, tentam construir essa identidade, que em
alguns trabalhos é chamada de jeito de estar no mundo (TRANCOSO e OLIVEIRA,
2014), porém o limite entre as geracdes permanece desconhecido, indicando a
fragilidade desse elemento (COSTA JUNIOR e COUTO, 2015; FRANCE e ROBERTS,
2015).

Em uma perspectiva historica, a sociedade ocidental moderna, a partir do

século XIX, atribui visibilidade e importancia impares a juventude, periodo no qual a
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pessoa esta sendo moldada (UNESCO, 2007). Nessa fase, as influéncias que a
sociedade conseguir implantar serdo futuramente vividas e defendidas por esses
individuos. O interesse das politicas capitalistas ocidentais passa a ser fomentar a
educacao para o trabalho, a cobica pelos bens de consumo, estabelecendo um ideal
a ser atingido (UNESCO, 2007; COTE, 2014). O resultado é um sistema educacional
que reproduz a ordem social, através da proletarizacdo do jovem sub graduado,
garantindo o engessamento das classes e aumentando as disparidades entre ricos e
pobres. Esse cenario inspira estudos sobre a juventude, que defendem a presenca de
subculturas juvenis atreladas a classe a que o sujeito pertence (COTE, 2014;
GROPPO, 2015).

Essa corrente classista dos estudos traz a tona outro elemento da condicao
juvenil, que segundo esses autores é privilégio do jovem rico: a moratoria social. Trata-
se da tolerancia da sociedade ao comportamento juvenil desviante (HORTA e SENA,
2010; GROPPO, 2015; TRANCOSO e OLIVEIRA, 2016). O jovem pobre, ao contrario,
sofre com o n&o reconhecimento de sua condi¢céo de sujeito de direitos e dignidade,
devendo ser prontamente responsabilizado (SILVA e LOPES, 2010). A naturalizacéo
desse pensamento exacerba conflitos e aumenta a exclusdo social, e esse cenario
determina também desigualdades em saude (CNDSS, 2008; COSTA JR, 2015).
Estudos recentes tém demonstrado que a condicdo socioeconbmica impacta
substancialmente na saude do ser humano (BEACH, 2016). Em decorréncia disso ha
um pacto entre a OMS e o0s paises para promover a equidade social como principal

estratégia de cuidado com a populacéo jovem (OMS AA-HA, 2017).

Em conclusdo, nas ultimas décadas houve uma crescente valorizacdo da
adolescéncia e da juventude, que passaram de objeto de direitos e politicas nao
democraticas, para sujeitos de seu proprio desenvolvimento. As ferramentas de
participacdo ativa dos adolescentes e jovens na elaboracéo de politicas publicas séo
hoje estimuladas, para que eles se tornem protagonistas das reais mudancas ha tanto
buscadas (OMS, 2017). O Brasil merece destaque, pela criacdo de politicas que visam
garantir os direitos de adolescentes e jovens, e pela participacdo ativa nos 0rgaos
internacionais sobre o tema (SNJ, 2013; UNICEF, 2015). As propostas elaboradas, no
entanto, estdo longe de se tornar realidade, o que exige estudos constantes para

detectar os fatores associados a lentiddo dos avancos.




2. Situacao atual da saude na adolescéncia e juventude

A populacéo de adolescentes e jovens entre 10 e 24 anos de idade representa
hoje 25% da populacdo mundial, pela primeira vez na historia (UNFPA, 2014). No
Brasil esse numero chega a 25,8% (IBGE, 2010). Com essa estrutura etaria, ha um
imenso potencial para o crescimento e o desenvolvimento socioeconémico dos
paises, o chamado bonus demografico (UNFPA, 2014). Segundo a OMS, os ganhos
adquiridos com décadas de investimentos na infancia estao sob risco de se perderem
na adolescéncia e juventude (OMS, 2014). No Brasil, por exemplo, o nimero de
mortes por homicidio em adolescentes ultrapassa o numero de vidas salvas pelos
programas de reducédo da mortalidade infantil (UNICEF, 2011). Para garantir que essa
populacdo seja protagonista do desenvolvimento, mais investimentos sao
necessarios, e, conhecer a realidade na qual vivem esses adolescentes e jovens é
essencial para nortea-los.

Dos 1,8 bilhdes de pessoas entre 10 e 24 anos no mundo, 90% vivem hoje em
paises em desenvolvimento, um terco sobrevivem em situagdo de pobreza, com
menos de 2 dolares por dia (UNFPA, 2014). Os estudos demonstram que grande parte
desses individuos ndo tem acesso a servi¢os basicos de educacao, saude, protecao
e emprego, com alta prevaléncia de evaséao escolar, agravos a saude fisica e mental,
situacdes de violéncia, e subempregos (UNICEF, 2011). A consequéncia dessa
realidade esta nos altos indices de mortalidade por causas evitaveis em individuos na
segunda década de vida, ultrapassando a mortalidade na primeira década (OMS,
2014).

As principais causas de morte em numeros absolutos, em adolescentes e
jovens de ambos o0s sexos sdo acidentes de transito, infeccdo pelo virus da
imunodeficiéncia humana e sindrome da imunodeficiéncia humana adquirida
(HIV/Aids), suicidio, infeccbes respiratorias e violéncia interpessoal, em ordem
decrescente. Para o sexo masculino as principais causas, em ordem de frequéncia,
séo os acidentes de transito, seguidos de violéncia e infec¢do pelo HIV, para o sexo
feminino s&o suicidio em primeiro, seguidos de complicacfes obstétricas e HIV (OMS,
2014; OMS, 2015). Chama a atenc¢éo dos profissionais de saude que lidam com essa
populacao a alta mortalidade relacionada a gravidez, o que torna necessario ampliar

as estratégias de saude sexual nessa faixa etaria.




B mascuuino

. FEMININO

ACIDENTES DE TRANSITO
HIV / AIDS

SUICIDIO

INFECCOES RESPIRATORIAS
VIOLENCIA INTERPESSOAL
DOENGAS DIARREICAS
AFOGAMENTO

MENINGITE

EPILEPSIA

DESORDENS HEMATOLOGICAS,

ENDOCRINAS E IMUNES

0 20000 40000 60000 80000 100000 120000 140000

NUMERO DE MORTES
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Health for the world’s adolescents: a second chance in the second decade. 2014, p.5.




milhdes de adolescentes mortos em 2012 por CAUSAS PREVENIVEIS OU
TRATAVEIS.
As cinco causas lideres de mortes em meninos e meninas adolescentes sdo

ACIDENTES DE TRANSITO, HIV, SUICIDIOS, INFECCOES RESPIRATORIAS E
VIOLENCIA INTERPESSOAL.

Em meninas adolescentes entre 15 e 19 anos as duas causas lideres de morte sao
SUICIDIO E COMPLICAC}OES DURANTE A GRAVIDEZ E O PARTO.

DAO A LUZ ANTES DOS 16 ANOS

CASAM-SE ANTES DOS 18 ANOS

FIGURA 2 — Desafios a saude de adolescentes — Adaptado de: OMS: Every woman, every
child: the global strategy for women'’s, childrens’s and adolescent health, 2016-2030. 2015,
p.25.

Sobre o HIV, os dados apontam 1,8 milhées de casos diagnosticados em todo
0 mundo, sendo 33,8% dos casos novos entre jovens de 15 a 24 anos (UNAIDS,
2016). No Estados Unidos da América (EUA) foram notificados 39.920 novos casos
em 2016, quase 20% entre jovens de 15 a 24 anos. Estima-se que haja 1,1 milhdes
de pessoas vivendo com HIV nos EUA, e que uma em cada sete delas (15%) néo
saiba do diagndstico, dentre as quais 51% entre 13 e 24 anos (CDC, 2016). No Brasil
foram notificados 39.113 novos casos em 2015, 12,3% em individuos entre 15 e 24
anos. Estudos epidemioldgicos mostram que a incidéncia de HIV/Aids esté caindo,
exceto na faixa etaria de 15 a 24, e apés os 55 anos. O numero de casos por 100 mil
habitantes, de 2010 para 2015 caiu de 20,9 para 19,1 na populacéo geral, e aumentou
de 11,0 para 13,9 em jovens (MS, 2015; MS, 2016). Trata-se de uma realidade
preocupante, considerando as graves consequéncias dessa doenca na populagdo em
idade reprodutiva.

Além do HIV, outras infeccdes sexualmente transmissiveis (IST), como
gonorreia, sifilis, hepatites, e infec¢cdes por clamidia, herpes virus e papillomavirus
humano (HPV), estdo aumentando entre os jovens. Segundo a OMS existem 357




milhdes de casos novos de IST por ano no mundo, quase 1 milhdo por dia (OMS,
2016). Nos EUA, de acordo com o Centers for Disease Control and Prevention (CDC)
h& 20 milhdes de novos casos por ano, sendo que 65% dos casos de clamidia e 50%
de gonorreia estdo entre jovens de 15 a 24 anos (CDC FACT-SHEET, 2015). No
Brasil, estima-se que haja quase 7 milhdes de novos casos de IST por ano (MS). Um
dos motivos para esse aumento € a vulnerabilidade biolégica dada pelo fenémeno da
ectopia cervical. Trata-se de um evento fisiolégico dindmico muito comum na
adolescéncia, que ocorre no colo do utero por acdo hormonal e facilita a aquisicao de
algumas IST, como infec¢cdo por clamidia, HPV e HIV (LEE, 2006; MACHADO
JUNIOR, 2008; MONROY, 2010; VENKATESH e CU-UVIN, 2014; KLEPPA, 2015). As
consequéncias dessas infecgdes sdo inimeras, como infertilidade, complicacfes
durante o ciclo gravidico puerperal, infeccbes neonatais, cancer de colo de Utero e até
maior risco de adquirir o HIV, gerando imenso custo econémico e social (OWUSU-
EDUSEI, 2013; GOTTLIEB, 2014; OMS, 2016). Como sao infeccdes trataveis, é

necessario ampliar o rastreamento, principalmente em adolescentes e jovens.
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FIGURA 3 — Distribui¢cdo dos novos casos de clamidia e gonorreia por faixa etaria nos Estados
Unidos — Adaptado de: CDC Fact Sheet: Reported STDs in the United States — 2015 National
data for clamydia, gonorrhea and syphillis. 2015, p.2.

A gravidez na adolescéncia, responsavel por grande parte dos 6bitos nessa
populacao, vem caindo nas ultimas décadas. A taxa de fertilidade, que € o nimero de
nascimentos para cada 1000 adolescentes entre 15 e 19 anos, varia de menos que 1,
na Eslovénia, até mais de 200 na Africa Subsaariana (SANTELLI, 2017). No Brasil




essa taxa variou de 80,1 em 2010 para 60,5 em 2014, porém esta queda nao diminuiu
a participacdo desse grupo na fertilidade total, que varia entre 17,4% a 20,7%,
dependendo do ano (CHIAVEGATTO FILHO e KAWACHI, 2015; IBGE, 2015). A
mesma tendéncia de queda nao ocorre nas taxas de fertilidade em adolescentes entre
10 e 14 anos, que foi de 3,38 em 2000 para 3,29 em 2012 (BORGES, 2016). As
consequéncias da gravidez nessa populacdo incluem maiores taxas de
prematuridade, baixo peso ao nascer, mortalidade perinatal, além do impacto
psicoldgico, abandono escolar e perpetuacdo da pobreza, principalmente entre as
gestantes de 10 a 14 anos (UNFPA, 2013; DE AZEVEDO, 2015; OWOLABI, 2017; DE
SOUZA, 2017; TEMMERMAN, 2017). Esses dados alertam para a necessidade
urgente de melhorar os programas de planejamento familiar e contracepcao.

Diante do exposto, a OMS e a ONU lancaram em 2015 a Estratégia Global
2016-2030, com o objetivo de unificar as estratégias de saude para mulheres, criancas
e adolescentes e promover o desenvolvimento sustentavel. A adolescéncia pela
primeira vez entra como um dos focos dessa acéo de saude, pela sua importancia na
garantia de um futuro melhor (OMS, 2015; ONU, 2015). Essa Estratégia Global tem
por objetivos promover a reducdo da pobreza e das desigualdades sociais, melhorar
a saude e a educacao, garantir emprego e desenvolvimento sustentavel, promover a
igualdade de género, entre outros (ONU, 2015). Para alcancar esses objetivos, sao
necessarios maiores investimentos na populagcédo adolescente, sobretudo na saude
fisica, mental e sexual, na educacdo secundaria, bem como a¢bes de protecao contra
o casamento infantil e violéncia contra a mulher, e acfes de educacdo no transito
(OMS, 2017; SHEEHAN, 2017).

Diante dessa realidade, pode-se perceber a importancia impar da abordagem
da sexualidade para promocéo da saude sexual e global dos adolescentes e jovens.

3. A sexualidade

O termo sexualidade aparece no século XIX, e seu uso estabelece uma
conexdo entre diversas areas do conhecimento (FOCAULT, 1990). A partir dos
estudos de Freud comeca-se a aceitar que a sexualidade € intrinseca aos individuos,
desde a infancia até a vida adulta, fazendo parte da personalidade de cada um
(COSTA e OLIVEIRA, 2011). Trata-se de uma energia instintiva, vinculada a obtencao

do prazer e da estabilidade, que abrange a afetividade, as relagbes sociais, 0




desenvolvimento da libido, o erotismo, a genitalidade e a relacdo sexual em si
(BEARZOTI, 1994). A OMS define sexualidade como um aspecto central do ser
humano desenvolvida no decorrer da vida, que engloba a identidade, o papel de
género, a orientagdo sexual, o erotismo, o prazer, a intimidade e a reproducéo. Ela é
vivida e expressa através de pensamentos e fantasias, de desejos e praticas, de
crencas e valores, de comportamento e papéis no relacionamento, com a interacao
de fatores biopsicossociais, politico-econémicos, legais, culturais e histéricos,
religiosos e espirituais (OMS, 2006). Apesar desse conceito moderno, muitos
aspectos da sexualidade ainda estdo considerados tabus pela sociedade ocidental
pos-moderna.

Na infancia, a sexualidade tem relacdo direta com a afetividade, e suas
manifestagdes devem ser interpretadas como demanda por amor e ternura (ZORNIG,
2008), pois a crianca é desprovida de pudores (COSTA, 2013). Os pais devem
conhecer as diversas etapas do desenvolvimento sexual das criancas, para saber
como orientar essas manifestacdes, e assim propiciar um correto desenvolvimento
emocional, psiquico e social (DUNCAN, 2003; COSTA e OLIVEIRA, 2011). O que
ocorre € que muitas vezes 0s pais ndo estdo preparados para orientar o
comportamento sexual de seus filhos, seja por falta de conhecimentos, seja por terem
seus proprios conflitos sexuais. Os professores tdo pouco possuem formacéo
pedagdgica continua e preparo pessoal para tal tarefa (COSTA e OLIVEIRA, 2011,
COSTA E ROCHA CIAFFONE e GESSER, 2014). Os pediatras devem contribuir para
essa orientacao durante o acompanhamento da crianca (BREUNER, 2016), mas isso
nem sempre ocorre. Por tudo isso, a educacdo sexual na infancia fica atrelada as
definicdes culturalmente arraigadas dos papéis de género (OLIVER e HYDE, 1993;
FELIPE, 2000; HEILBORN e CABRA,L 2013; MADUREIRA e BRANCO, 2015;
LEAPER e BROWN, 2018), perpetuando confltos pessoais, afetivos e
comportamentais que podem comprometer a salde e os relacionamentos durante a
vida adulta.

Na adolescéncia ocorre uma intensa transformacao cerebral, pela acdo dos
horménios sexuais e dos neurotransmissores, principalmente nas estruturas limbicas,
como amigdala e hipocampo. Varios estudos comprovam, através da analise de
imagens de ressonancia magnética (RM), que a plasticidade das regides cerebrais é
progressiva, de acordo com a idade e o amadurecimento puberal. O sexo determina

diferencas significativas na transformacao cerebral, pela quantidade de receptores
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androgénicos e estrogénicos em cada regido. O resultado desse longo processo € o
aperfeicoamento das habilidades cognitivas e do processamento emocional, que
interfere diretamente no comportamento desses individuos (GODDINGS, 2014,
SIMMONDS, 2014; NGUYEN, 2016; SCHULZ, 2016; BOOKER e DUNSMORE, 2017,
JURASKA e WILLING, 2017). Além dessa acao no cérebro, a acdo dos hormoénios no
corpo promove uma transformacao irredutivel, desenvolvendo os érgéos e os sentidos
relacionados ao sistema reprodutivo (FONSECA e GRAYDONUS, 2007). Esse
processo incita sensacdes até entdo desconhecidas e impde ao adolescente o desafio
de construir sua propria sexualidade, equilibrando os dominios fisicos e psiquicos de
forma saudavel.

Um dos aspectos mais relevantes para a elaboracdo da sexualidade do
adolescente é a socializacdo. Trata-se da busca de uma identidade fora do contexto
familiar, extremamente importante para o desenvolvimento da autonomia e da
capacidade de se relacionar (MILLER-SLOUGH e DUNSMORE, 2016). Através das
amizades, o adolescente ira aprender a expressar sua afetividade, e regular suas
reacoes emocionais, em um contexto de busca por intimidade e acolhimento. A
seguranca e maturidade do jovem nessa interacdo vem das experiéncias prévias
obtidas no relacionamento com os pais (BOOKER e DUNSMORE, 2016; MILLER-
SLOUGH e DUNSMORE, 2016). Estudos comprovam que dificuldades neste
processo, como rejeicdo social, afetam areas cerebrais responsaveis pela elaboragéo
da dor, influenciando toda plasticidade neuronal descrita anteriormente (DALGLEISH,
2017). Assim sendo, essa etapa de vida é marcada por imensa vulnerabilidade, e é
preciso estar atento aos problemas comportamentais resultantes dos desajustes
sociais e individuais.

Ao longo do avanco dos estagios puberais, a capacidade de se tornar
sexualmente ativo vira um verdadeiro ‘elephant in the room’ no cérebro desses
adolescentes (SULEIMAN, 2017). No processo de socializagdo, a busca por um
relacionamento fisico-afetivo comega a ser o foco, ocorrendo uma progresséo do nivel
de intimidade, que se estende as experiéncias sexuais (CONNOLLY e MC. ISAAC,
2011). Assim, as primeiras relagfes sexuais ndo tém significado traumatico na vida
desses adolescentes, pelo contrario, fazem parte de todo um contexto de
autoconhecimento e de busca por sentimentos de amor e prazer (TANNER, 2010;
HARDEN, 2014). A normalizagdo do comportamento sexual na adolescéncia tem sido

proposta cada vez mais aceita nos trabalhos, como forma de promover a sexualidade
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segura. E preciso ampliar o entendimento do sexo nessa faixa etaria para além dos
riscos e entender que a sexualidade é um construto multidimensional que incorpora o
bem-estar emocional, fisico, mental e social (SCHALET, 2011; TOLMAN e MC
CLELLAND, 2011; HENSEL e FORTENBERRY, 2013; HARDEN, 2014; BREUNER,
2016). A saude sexual depende de conseguir que os desenvolvimentos cognitivo,

emocional e sexual sejam concordantes.

4. Comportamento sexual de risco

As praticas sexuais consideradas de risco sdo aquelas que, na literatura, estdo
associadas ao aumento dos eventos negativos do sexo: a gravidez indesejada e as
IST (MARCUS, 2011). As mais citadas séo o inicio precoce da atividade sexual, o
elevado numero de parceiros, a maior diferenca de idade dos parceiros e 0 uso
inconsistente e incorreto do preservativo masculino. De modo geral essas praticas
estdo associadas umas as outras e os fatores preditivos sdo comuns, aumentando o
risco em individuos susceptiveis (DUKE, 2008; FERRAZZA ALVES, 2015; O'LEARY,
2015). H4, no entanto, uma falta de consenso sobre os limites entre 0 comportamento
normal e o comportamento de risco supracitados.

Em relacdo a idade do inicio ‘precoce’ da atividade sexual, ha uma
preocupacao em definir a partir de qual momento o individuo esta apto a se envolver
consensualmente no sexo, com implicacbes legais importantes. Os trabalhos
cientificos consideram que a idade abaixo da qual o individuo tende a se envolver em
comportamento sexual de risco, por imaturidade em administrar a intimidade, pode
ser de treze (DUKE, 2008; LINETZKY, 2011; FERRAZZA ALVES, 2015), catorze
(BUTTAMANN, 2014; SOARES, 2015; LARA e ABDO, 2016) ou quinze anos
(WELLINGS, 2006; WANG, 2010; SHU, 2016; ODIMEGWU e SOMEFUN, 2017). No
ambito judicial, no Brasil, a lei 12.015/2009 em seu artigo 217 estabelece que atividade
sexual com adolescente menor do que 14 anos configura crime de estupro (CODIGO
PENAL, 2009), porém a relativizacdo da vulnerabilidade representa grande polémica
no julgamento desses crimes (MARTINS, 2015; MARQUES, 2016; MENDES e
PRADO, 2016; REITZ-KRUEGER, 2016).

Em relagdo ao numero de parceiros, alguns autores consideram que Sao
multiplos quando sdo maiores do que um (MASATU, 2009; VASILENKO e LANZA,
2014; ASHENHURST, 2017), dois (ROSSI, 2017) ou trés (DUKE, 2008). O consenso
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€ que quanto maior € esse numero, maiores sado as chances dos eventos negativos
do sexo e associacao a outros comportamentos de risco (SANTELLI, 1998; ROSSI,
2017). A prevaléncia dessa pratica entre adolescentes € muito alta e esta associada
as normas sociais estabelecidas (COLEY, 2013), sendo que aos 19 anos 55% dos
rapazes e 45,2% das mocas ja tiveram trés parceiros ou mais (LIU, 2015). Além disso,
€ comum a pratica de parcerias concomitantes, o que aumenta os riscos de IST. Em
estudo feito com adultos, cerca de um tergo dos casais que referiam possuir parceria
fixa relatou um segundo contato sexual no periodo de 90 dias (NEHL, 2017). Esse
dado coloca em discussao a verdadeira monogamia e alerta para a falsa seguranca
de um relacionamento estavel.

A diferenca de idade entre os parceiros € citada por varios trabalhos como um
fator de risco importante. A maioria conclui que diferencas acima de dois
(MORRISON-BEEDY, 2013), trés (MILLER, 1997; STARAS, 2013; MASHO, 2017) ou
quatro anos (LANGILLE, 2007) estédo associadas a outros comportamentos de risco,
gue geram a vitimizagcdo do mais novo, pela incapacidade de se impor e negociar a
protecdo (OUDEKERK, 2014; REITZ-KRUEGER, 2016). Similarmente ao numero de
parceiros, quanto maior a diferenca de idade maior o risco (SCHAEFER, 2017),
sobretudo quando envolve adolescentes abaixo dos 14 anos, caindo na questédo da
coercao ilegal (MILLER, 2010), e do casamento infantil, prevalente em algumas
sociedades (UNICEF, 2011).

O uso incorreto e inconsistente do preservativo masculino talvez seja o fator
mais impactante, por estar diretamente implicado nos eventos negativos do sexo. A
definicdo de uso consistente é quando o método foi utilizado em todas as relacdes
sexuais do individuo (sempre ou 100%). Portanto, o uso inconsistente € quando foi
utilizado quase sempre (mais de 50% das vezes), de vez em quando (menos de 50%
das vezes) ou nunca (VIEIRA, 2004; MORRIS, 2014). A prevaléncia deste
comportamento é variavel entre os estudos, a depender da populacdo pesquisada. De
forma geral o uso € maior entre os adolescentes e adultos jovens quando comparado
aos adultos (REECE, 2010; PCAP, 2013), maior entre 0s meninos do que meninas
(SOARES, 2015; ABMA e MARTINEZ, 2017) e quando a iniciagdo sexual ocorre mais
tardiamente (PAIVA, 2008; ABMA e MARTINEZ, 2017). O uso correto € de dificil
definicdo, e os erros na utilizacdo do preservativo sGo muito comuns e devem ser

abordados para aumentar a eficacia da protecdo (SANDERS, 2012).
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5. Fatores que influenciam o comportamento sexual

A busca pela sensacdo de prazer e bem-estar é o principal impulso da
sexualidade desde a infancia, porém é na adolescéncia que esse prazer ganha
significado sexual propriamente dito. Assim, apesar das interpretacdes subjetivas da
experiéncia sexual, os componentes fisioldgicos, como desejo, excitacdo e orgasmo,
sao objetivos, e fomentam a curiosidade pelo sexo (FORTENBERRY, 2013). Estudos
demonstram gue esse interesse é o principal motivador do comportamento sexual dos
adolescentes (GUILAMO-RAMOS, 2008; TANNER, 2010), e varios fatores podem
estimular ou inibir atitudes positivas ou negativas, em um complexo enredo, que a
literatura tenta compreender.

A puberdade é um dos fatores relacionados ao aparecimento do interesse
sexual. Esse interesse depende do estagio de desenvolvimento puberal em que o
adolescente se encontra, e da auto-percepcdo do qudo avancada estd a sua
puberdade em relacdo aos demais colegas. Ambos estdo associados a idade mais
precoce da atividade sexual e ao envolvimento em relacionamentos instaveis,
principalmente entre meninas, independentemente da idade da primeira menstruacao
(MOORE, 2014; BAAMS, 2015; CARTER e WILLIAMS, 2016). Isso porque as
caracteristicas reprodutivas fisicas se adiantam ao desenvolvimento cognitivo-
emocional, acarretando maior vulnerabilidade a comportamentos irresponsaveis.

A percepcdo do comportamento sexual dos colegas é uma das principais
influéncias descritas pela literatura (BUHI e GOODSON, 2007; RAGSDALE, 2014;
VAN DE BONGARDT, 2017). Na adolescéncia, pelo contexto de imaturidade
emocional, a aceitacdo social ativa circuitos neuronais que geram sensacao de
recompensa (STEINBERG, 2008; WASSERMAN, 2017), tornando o adolescente
susceptivel as atitudes de seus pares. Saber ou acreditar que um amigo ou a maioria
dos colegas de classe sejam sexualmente ativos aumenta o engajamento sexual
independente do género (ALl e DWYER, 2011; VAN DE BONGARDT, 2015). De
acordo com dados de estudos populacionais, a prevaléncia de iniciacdo sexual em
adolescentes entre 13 e 17 anos é de 41,2% nos EUA (CDC, 2016), e 28,1% no Brasil
(BORGES, 2016), porém 84% deles acreditam que seus colegas ja sejam
sexualmente ativos (ALBERT, 2012). O engajamento em comportamentos desviantes

também é fortemente influenciado pelos pares, e predispde a adocédo de praticas
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sexuais de risco (METZIER, 1994; CHAPMAN, 2011; REYNOLDS, 2014;
TEUNISSEN, 2016; WIDMAN, 2016).

O envolvimento em um relacionamento amoroso aumenta o interesse sexual.
Entre adolescentes de 12 anos, 25% relatam estar envolvidos em um relacionamento
romantico, aumentando para 50% aos 15 anos, e 70% aos 18 anos. A medida em que
um namoro avanca no tempo, avancam a intimidade e o comportamento sexual
(CONNOLLY e MC. ISAAC, 2011). A maioria dos adolescentes mais novos relatam o
desejo por atividades ndo sexuais como segurar as maos, assumir o casal entre os
pares, beijar, declarar o amor, entre outros, sendo o desejo do sexo reportado por
16% dos individuos no inicio da adolescéncia, e por 65% deles no final da
adolescéncia (CHOUKAS-BRADLEY, 2015). Nesse sentido, o sexo € consequéncia
do avanco da intimidade, e a iniciagdo sexual que ocorre no contexto de um
relacionamento romantico é positiva para o desenvolvimento (SALERMO, 2015;
SULEIMAN e HARDEN, 2016). Quando ocorre fora desse contexto, a atividade sexual
esta associada a maiores indices de depressao em adolescentes do sexo feminino
(SOLLER, 2017), e consequentemente maior engajamento em comportamentos de
risco que se perpetua na vida adulta (SCHULMAN, 2017).

Em relacdo ao género, estudos relatam que o interesse sexual dos meninos
costuma ser maior e mais precoce do que das meninas, 0 que provavelmente ocorre
devido a presséo social pela manifestacdo da masculinidade, quando se espera que
0 menino inicie 0 comportamento sexual e tenha varias parceiras (GUILAMO-RAMOS,
2007; ALBERT, 2012; CHOUKAS-BRADLEY, 2015; KAGESTEN, 2016). Essa
pressdo social faz com que muitas vezes eles iniciem a atividade sexual
despreparados emocionalmente, interferindo em sua satde mental e na qualidade de
seus relacionamentos (FARLEY e KIM-SPOON, 2014; SOLLER, 2017). Além disso,
as normas sociais ainda reforcam a cultura de dominio do género masculino sobre o
feminino. O contexto de submissado e violéncia que deriva dessa cultura dificulta a
negociagado da prevencado e aumenta os riscos de gravidez e IST (O'LEARY, 2015;
CHACHAM, 2016; FEDINA, 2016), legitima o assédio como simbolo da virilidade
masculina e perpetua relagdes abusivas (HERTZOG e ROWLEY, 2014). O impacto
dessas relacdes abusivas reduz a auto-estima, aumenta a depressao e a auto-
depreciacdo e contribui para 0 engajamento em comportamentos de risco

(BUCCHIANERI, 2014). E preciso que os programas de educacdo sexual trabalhem
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com as questdes de género, para promover relacionamentos mais justos e melhorar
a saude sexual.

O envolvimento em outros comportamentos de risco esta associado a praticas
sexuais desprotegidas em diversos trabalhos (ALVES, 2015; ZAPPE e DELL’'AGLIO,
2016). O uso de alcool e drogas € o mais fortemente relacionado, principalmente ao
nao uso do preservativo masculino, ao elevado numero de parceiros, a coercao sexual
e violéncia e, consequentemente, maior diagndéstico de IST (BELLINS, 2008; BODEN,
2011; SETH, 2011; SANCHEZ, 2013; KHADR, 2016). Alguns trabalhos associam as
atitudes de risco a saude mental dos individuos, principalmente a auto-estima como
fator de maior vulnerabilidade (GUILAMO-RAMOS, 2008; WANG, 2009; NETO, 2012,
ENEJOH, 2016). Os programas de educacdo sexual que trabalham esse valor séo
mais efetivos, pois aumentam a motivac¢ao do jovem na adocao de atitudes saudaveis
(DICLEMENTE, 2010; JOHNSON, 2011; DOWNS, 2015).

Outro fator amplamente debatido em diversos trabalhos € o papel da midia no
comportamento sexual. A maioria deles conclui que a exposicdo a contetdos de maior
apelo sexual aumenta a intencdo e a pratica sexuais na adolescéncia (COLLINS,
2004; BROWN, 2006; L'ENGLE, 2006). Trabalhos mais recentes destacam que o
contexto no qual o jovem acessa tais contetdos altera os resultados (PARKES, 2013).
Com o advento das midias sociais, novos perfis de interacdo interpessoal e acesso
ilimitado a pornografia, ha a tendéncia de adogdo de normas sociais que estimulam o
comportamento de risco em individuos susceptiveis (BROWN e L'ENGLE, 2009;
COOKINGHAN e RYAN, 2015; ADEOLU, 2016; OLUMIDE e OJENGBEDE, 2016).
Em meta-andlise atual, autores encontraram que a influéncia da midia no
comportamento sexual adolescente é fraca apOs controle de fatores de confuséo
como o ambiente familiar e o comportamento de colegas (FERGUSSON, 2017).
Todos esses dados reforcam a necessidade de orientagédo e monitorizagédo dos pais
guanto as midias acessadas por seus filhos.

O papel dos pais no comportamento sexual dos filhos adolescentes € bastante
destacado nos estudos. Os pais sdo a principal fonte de informagdes, e a principal
influéncia nas decisfes de seus filhos sobre o0 sexo (ROMERO, 2007; ALBERT, 2012;
ALQUAIZ, 2013). A satisfagdo com o relacionamento familiar, principalmente com a
mae, a percepcdo do adolescente sobre o conhecimento e a atitude mais
conservadora dos pais, com maior vigilia e estabelecimento de regras nao coercitivas

estdo associadas a espera na iniciagdo sexual (E SILVA, 2016; ETHIER, 2016). A
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comunicacdo ativa e sem julgamentos sobre topicos que envolvem a sexualidade,
como trabalhar com as expectativas do adolescente, a auto-estima, a habilidade de
negociar a contracepgao, a habilidade de utilizar o preservativo, entre outros, estéo
associados a maior saude sexual desses jovens (AKERS, 2011; WANG, 2014). A
realidade familiar adversa, como conflitos parentais, separacdo, percepcdo de
comportamento desviante dos pais, esta associada a adocdo de multiplos
comportamentos de risco (WANG, 2009; ZAPPE e DELL'AGLIO, 2016), inclusive
sexual (WILDER e WATT, 2002; DONAHUE, 2010; ORGILES, 2014). Varios autores
demonstram que crescer em um contexto de violéncia, negligéncia e maus tratos deixa
marcas irreparaveis que interfere na modulacdo cerebral, tornando esses
adolescentes susceptiveis aos comportamentos desviantes até mesmo na vida adulta
(HOMMA, 2012; WILSON, 2015; CLEMENTS-NOLLE, 2017; THIBODEAU, 2017).

Ainda relativo ao contexto familiar, o nivel socioeconémico esta associado a
comportamento de risco em alguns trabalhos. Adolescentes cujas familias vivem em
situacdo de extrema pobreza, fome, baixa perspectiva de futuro, estdo mais
susceptiveis a iniciacdo sexual precoce, ndo uso de preservativo, e maior numero de
parceiros, principalmente se houver ganho financeiro ou social (protecdo) com a
pratica sexual (WABIRI e TAFFA, 2013; RAIFORD, 2014; PASCOE, 2015). O baixo
nivel socioecondmico esta associado a maiores indices de IST entre adolescentes e
jovens do sexo feminino (SALES, 2014). Porém, alguns trabalhos trazem resultados
inconsistentes, com diferencas entre 0os géneros e os locais estudados (MADISE,
2007). Rapazes jovens, de alta renda e alto nivel educacional, moradores de centros
urbanos apresentam altas taxas de comportamento sexual de risco (BERHAN e
BERHAN, 2015), assim como mulheres africanas de alta renda e alto nivel
educacional (ODIMEGWU e SOMEFUN, 2017), evidenciando que outras variaveis
influenciam essa questdo. O estresse financeiro familiar entra como fator da realidade
adversa anteriormente citado, predispondo ao risco individuos com baixa capacidade
de autoregulacdo (CRANDALL, 2017).

Juntamente com o nivel socioecondmico, a escolaridade tem papel protetor no
comportamento sexual dos adolescentes. O baixo nivel educacional predispde ao
risco sexual através da iniciacdo sexual precoce e ndo uso de métodos contraceptivos
(LEITE, 2004; CRUZEIRO, 2010; GONCALVES, 2015). O resultado é a maior taxa de
gestacdo indesejada e abandono escolar (ROSEMBERG, 2015; VILLALOBOS-

HERNANDES, 2015), gerando um ciclo de perpetuagéo do risco, ja que fatores como
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a escolaridade materna e maes que geraram na adolescéncia estdo associados ao
comportamento sexual de risco (OLIVEIRA-CAMPOS, 2014; GONCALVES, 2015). Ha
uma relacdo direta entre melhor desempenho escolar e ado¢cdo de comportamentos
mais saudaveis (BRADLEY e GREENE, 2013; RASBERRY, 2017), evidenciando que
investimentos em educacao sdo essenciais para a saude dos adolescentes e jovens.

A religiosidade e a espiritualidade tém papel moderador no interesse sexual na
adolescéncia, ndo por reduzirem a motivagdo para o sexo, mas por internalizarem
normas conservadoras sobre a sexualidade (VASILENKO, 2013). Estudos indicam
que participar de uma religido aumenta a idade do primeiro intercurso sexual em
meninas (HARDY e RAFFAELLI, 2003; ROSTOSKY, 2004; LUQUIS, 2012; GEORGE
DALMIDA, 2018) e reduz a progressdo do comportamento sexual (RONIS e
O’SULLIVAN, 2011). Além disso, diminui 0 engajamento em outros comportamentos
de risco para ambos os sexos (REW e WONG, 2006; SINHA, 2007; SANTOS, 2015)
e diminui o consumo de pornografia, principalmente em meninos (RASMUSSEN e
BIERMAN, 2016). Esse efeito protetor da religido € maior quanto menor a idade do
individuo, pois com o avancar da adolescéncia o conservadorismo diminui e o
comportamento sexual se instala naturalmente (AALSMA, 2013), podendo ocorrer
inversao do efeito. Um trabalho recente com jovens de 20 anos detectou a associacao
entre maior religiosidade e maior comportamento sexual de risco (PELTZER, 2016).
Outro trabalho encontrou associacdo entre ambiente religioso e maior taxa de
fertiidade na adolescéncia (KAPPE, 2016). Esses efeitos negativos podem ser
explicados pelas controvérsias entre as religibes e temas como contracepcao,
dominios de género, entre outros (TOMKINS, 2015), sendo necessario maior
amadurecimento das discussdes sobre o tema.

Os programas regulares de educacgéo sexual das escolas tém impacto limitado
no comportamento sexual de adolescentes e jovens, devido a heterogeneidade das
estratégias de intervencdo (PICOT, 2012; MASON-JONES, 2016). E consenso
mundial que todos os individuos sexualmente ativos recebam aconselhamento
intensivo sobre saude sexual (LEFEVRE, 2014), o mesmo n&o ocorre quando se trata
de criancas e adolescentes jovens, havendo constante discussédo de quando e como
iniciar as intervencdes (COOPER, 2012). A grande maioria dos trabalhos conclui que
guanto mais precoce, multifacetada e sustentada for a educacao sexual, mais efetiva
sera para a reducdao do risco (MUELLER, 2008; SIEVING, 2012; ETHIER, 2016), ndo
havendo efeitos negativos de tal abordagem (KIRBY, 2007; ANDERSON, 2013;
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O’CONNOR, 2014). Os adolescentes tém capacidade de agir em sua saude sexual, e
precisam de informacdo e suporte muito antes de se tornarem sexualmente ativos,
para que suas decisdes sejam positivas, sem conflitos, culpa ou medos, e o impacto
seja mais duradouro (VAN REEUWIJK e NAHAR, 2013; HARDEN, 2014; LANE,
2017). Os pais sé@o extremamente importantes nesse contexto, e 0s programas mais
efetivos sdo aqueles que incluem a comunicacao parental sobre sexualidade no rol de
abordagens (SCHUSTER, 2008; GUILAMO-RAMOS, 2011; GROSSMAN, 2014;
WANG, 2014; ETHIER, 2016).

Faz parte dos programas de educacéo sexual a orientacdo sobre as diversas
IST e sobre prevencao de gravidez. No Brasil, porém, o que se observa nos trabalhos
€ 0 baixo conhecimento dos escolares sobre as principais doencas e sobre as formas
de evita-las (BRETAS, 2009; BRETAS, 2009; PCAP, 2013). O HIV é a afeccdo mais
estudada, e ainda sim cerca de 98,7% dos alunos tiveram alguma davida a respeito
dela. Nao houve correlacdo entre o maior conhecimento sobre as IST e maiores
indices de uso do preservativo, a Unica forma de protecdo eficaz (MARTINS, 2006;
DE MOURA, 2013). A informacéao ndo é modificadora de comportamento no caso de
adolescentes e jovens, sendo necessarios mais estudos para criacdo de abordagem

mais eficiente.

6. Onde esta a falha?

A luz de todos esses fatores que influenciam o comportamento sexual de
adolescentes e jovens, a maioria conhecidos e amplamente debatidos pelos
estudiosos, profissionais de saude, pedagogos e pais, a pergunta que permanece é:
onde estamos falhando?

Um estudo feito com escolares revela que a educacgdo sexual atual esté longe
da realidade. As abordagens sdo muito abstratas, pois os educadores e pais tém
dificuldade de aceitar que os adolescentes sejam sexualmente ativos. A Visao
negativa do sexo, que reforga apenas os riscos, néo reflete as mudancas da sociedade
atual (POUND, 2016). Em meta-anéalise que compara estratégias de valorizacdo do
risco e promocao da abstinéncia contra aquelas de valorizacdo das atitudes positivas
e comunicagdo comprova maior efetividade desta em relagdo aquela (PETROVA e
GARCIA-RETAMERO, 2015). Programas que utilizam a prerrogativa da abstinéncia

séo falhos, ndo atrasam a iniciacdo sexual e ameagam o direito & educacao sexual
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(SANTELLLI, 2017). De fato, ao se comparar o comportamento sexual de adolescentes
de 24 paises, na Holanda, onde o sexo é visto mais naturalmente, o uso de
preservativo masculino, contraceptivos ou ambos, chega a 93,3%, a taxa mais alta
entre os paises estudados (GODEAU, 2008) com as menores taxas de IST
(PANCHAUD, 2000). Portanto, € preciso amadurecer as estratégias para aumentar o
engajamento dos adolescentes na saude sexual.

Varios estudos destacam o despreparo dos pais, dos educadores e dos
profissionais de saude ao lidarem com a sexualidade do adolescente. A maioria dos
pais deseja conversar com seus filhos sobre sexo, mas ndo sabe como e nem o
melhor momento para tal (ALBERT, 2012), levando a um atraso da orientacdo em
relagdo ao comportamento ja instalado (BECKETT, 2010). A sociedade atual insiste
em considerar o sexo na adolescéncia como perigoso, traumatico, moralmente errado
e socialmente problematico, o que potencializa conflitos e afasta esse adolescente
(SCHALET, 2011; HARDEN, 2014). Dessa forma, eles ndo comunicam quando ocorre
sua iniciagdo sexual (BECKETT 2010), estando totalmente despreparados e
vulneraveis. Além disso, o adolescente encontra diversas barreiras na busca pelos
servicos de saude, como custos, idade minima para atendimento desacompanhado,
preocupacdo com a confidencialidade, estigma e medo diante de profissionais
despreparados que reforcam o conservadorismo e julgam suas praticas, o que acaba
por isolar mais ainda esse jovem (NEWTON-LEVINSON, 2016).
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JUSTIFICATIVA DO ESTUDO

A adolescéncia e a juventude sdo marcadas pela maior vulnerabilidade ao
envolvimento em comportamento sexual de risco. A prevaléncia desses
comportamentos segue elevada, apesar das politicas e intervencdes em saude sexual
empregadas. O resultado é o aumento das taxas de IST e manutencéo de altas taxas
de gravidez indesejada nessa populacéo.

A cada ano 2,5 milhées de mulheres d&o a luz antes dos 16 anos de idade em
todo o mundo. Mais de um ter¢o dos novos casos de HIV, e mais da metade dos novos
casos de clamidia e gonorreia sdo diagnosticados em jovens de 15 a 24 anos. A
prevaléncia da infeccdo pelo HPV é elevada nessa populacdo. As consequéncias
envolvem alta mortalidade por eventos obstétricos e infeccdo congénita pelo HIV, a
segunda e terceira maiores causas de morte entre mulheres nessa faixa etaria. Além
disso, a morbidade associada a doenca inflamatéria pélvica e infertilidade, as
infecgbes congénitas e a prematuridade trazem enormes custos econdémicos e sociais,
principalmente aos paises subdesenvolvidos.

Nesse sentido, mais estudos sdo necessarios para conhecer os determinantes

do comportamento sexual de risco, e auxiliar na criagdo de abordagens mais efetivas.
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OBJETIVOS

1. Objetivo geral

Identificar os fatores associados a adocdo de comportamento sexual de risco
em uma amostra de adolescentes e adultas jovens, na regido Centro Oeste do Brasil.

2. Objetivos especificos

Identificar as diferencas nas caracteristicas sociodemogréficas e
comportamentais de adolescentes e jovens do sexo feminino sexualmente ativas e
virgens.

Estimar a prevaléncia e identificar os fatores sociodemogréficos e
comportamentais associados ao inicio da atividade sexual até os 15 anos de idade.

Estimar a prevaléncia e identificar os fatores sociodemograficos e
comportamentais associados ao uso inconsistente do preservativo masculino pelo
parceiro.

Identificar os motivos citados pelas adolescentes e jovens para o hao uso do

preservativo pelo parceiro.
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METODOLOGIA

1. Desenho do estudo

Trata-se de um estudo de base comunitaria, transversal, realizado em trés
cidades de médio porte, do estado de Goias, na Regido Centro-Oeste do Brasil entre
2007 e 20009.

2. Histdéria do projeto

Esta pesquisa faz parte do projeto intitulado “Estudo de prevaléncia de doencgas
sexualmente transmissiveis (DST) em adolescentes e jovens do sexo feminino do
estado de Goias”. O projeto foi criado em 2002 e, inicialmente, abrangia a populacéo
do distrito noroeste da cidade de Goiania. Foi denominado “Projeto Adolescer com
Saude”, atendendo aos aspectos éticos de nédo identificacdo publica das participantes
sexualmente ativas (VIEIRA 2004, FIGUEIREDO-ALVES 2013).

A partir de 2007 o projeto foi estendido para trés cidades do interior do estado,
randomicamente selecionadas para representar a populagédo urbana fora da capital.
As cidades sédo Ceres, Cataldo e Inhumas, totalizando 139.242 habitantes. S&o
cidades com significativas diferencas no perfil socioeconémico e na cobertura do
Programa de Saude da Familia (PSF), garantindo a representatividade da amostra
(GARCIA 2009, PFRIMER 2011, De LIMA 2014).

3. Populacao do estudo

Todas as mulheres entre 15 e 24 anos cobertas pelo PSF foram potencialmente
elegiveis para a pesquisa. Cada unidade de saude forneceu uma lista nominal das
adolescentes e jovens cadastradas. Elas foram aleatoriamente sorteadas para
participar da pesquisa, obedecendo-se a propor¢cdo das mesmas em cada unidade.
Todas as sorteadas foram convidadas por carta para comparecer a sua unidade de
PSF para participar da pesquisa (PFRIMER 2011, De LIMA 2014).

O tamanho amostral foi calculado pelo programa Open Source Epidemiologic
Statistic for Public Health (OpenEpi versao 2.3.1). Baseado no desenho do estudo

eram necessarias 570 mulheres sexualmente ativas para garantir poder estatistico
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das analises. Em pesquisa anterior no estado foi encontrada uma porcentagem de
adolescentes e jovens sexualmente ativas de até 60% (VIEIRA 2004). Dessa forma
aumentou-se o numero para 950 participantes. A esse numero foi acrescido um
percentual de recusa de 10% resultando em uma amostra de 1050 (GARCIA 2009).

Ao todo foram entrevistadas 1072 participantes.

4. Coletade dados

O questionario estruturado foi composto por duas partes. A primeira parte,
destinada a todas as participantes, consistiu nos dados individuais e
sociodemogréficos, e contém as seguintes informacdes: idade, estado civil, religido,
escolaridade, escolaridade da mae, renda familiar, nUmero de pessoas em casa,
preocupacdo com a saude, problema menstrual, satisfacdo com o relacionamento
com 0s pais, vacinacdo contra hepatite B e iniciacdo sexual.

A segunda parte, aplicada apenas as partcicipantes sexualmente ativas,
contém as informacgdes sobre a histéria sexual: idade na primeira relacdo, quem foi o
primeiro parceiro, numero de parceiros na vida, nimero de parceiros nos ultimos trés
meses, percepcdo de IST no parceiro, tem parceiro fixo, traicAo ao parceiro,
frequéncia do uso do preservativo masculino, uso do preservativo na ultima relacao,
motivos do ndo uso do preservativo, tipo de relacdo sexual, atividade sexual em
contexto de risco (em troca de dinheiro, drogas, prostituicdo ou parceiro sob efeito de
drogas), percepcao de traicdo pelo parceiro, historia de gravidez e idade da primeira
gravidez (ANEXO A).

5. Andlise de dados

Foram realizadas as analises descritiva e de frequéncia das caracteristicas
sociodemogréaficas e comportamentais. Para as variaveis categoricas foi calculada a
distribuicado percentual com os respectivos IC de 95%.

Para avaliar as diferencas sociodemogréficas e comportamentais entre as
participantes sexualmente ativas e virgens, a associacao desses fatores com o inicio
da atividade sexual até 15 anos e com o uso inconsistente do preservativo foi realizada
analise de regressao logistica. Foi calculado o OR e OR ajustado com o0s respectivos
IC95% e nivel de significancia estatistica de 5% (p<0,05). As variaveis que

apresentaram valor de p<0,20 foram inseridas no modelo multivariado.
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6. Aspectos éticos

O projeto foi aprovado pelo Comité de Etica em Pesquisa Médica Humana e
Animal do Hospital das Clinicas da Universidade Federal de Goias, sob o protocolo
de nimero 83763518.6.0000.5078 (ANEXO B).

Todas as participantes assinaram o termo de consentimento livre e esclarecido
(ANEXO C). Para assegurar a confidencialidade das informacdes dadas pelas
participantes menores de 18 anos, a isencao da participacdo dos pais foi obtida por
meio de ordem judicial, sendo autorizada pelo Ministério Publico e Juizado da Infancia
e Juventude. Todas as entrevistas foram feitas em local privativo, assegurando o sigilo
da pesquisa.

As adolescentes sem experiéncia sexual receberam orientacdes gerais de
salude e, em casos especiais, foram encaminhadas para o Ambulatério de
Adolescentes do Hospital das Clinicas da UFG. As sexualmente ativas foram
encaminhadas para consulta médica com ginecologista, recebendo tratamento
adequado quando necessario.

O estudo teve apoio financeiro do Programa Nacional de DST/Aids do
Ministério da Saude, e da UNESCO.
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Abstract

Sexual risk behaviors among adolescents can result in high rates of sexually
transmitted infections and unwanted pregnancies. The aim of this study was to
estimate the prevalence and to identify sociodemographic factors associated with early
start of sexual activity and inconsistent condom use among adolescents and young
women. This cross-sectional, community-based study enrolled 1,072 women from
2007 to 2009. Study participants were between 15 and 24 years old and were residents
of three different mid-sized cities in the state of Goias, Central-Western region of Brazil.
Sociodemographic and behavioral data were collected in a structure questionnaire,
following ethics committee approval. Logistic regression analysis were performed, with
odds ratio (OR) and adjusted OR calculation, with confidence interval of 95% (Cl 95%)
and statistical significance of 5% (p<0.05). Of the 1,072 interviewees, 64.9% were
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sexually active, of which 46.4% reported sexual iniciation at the age of 15 or younger,
and 73.2% reported inconsistent condom use. The factors associated with early start
of sexual activity were to be under 20 years of age, to have less than eight years of
education, and to report no religion with OR of 3.13 (95%CI: 2.22-4.40), 6.21 (95%ClI:
4.41-9.32) and 2.05 (95%CI. 1.17-3.58) respectively. The factor associated with
inconsistent condom use was being married or in a stable relationship, with OR of 4.63
(95%CI: 2.86-7.50). In conclusion, the prevalence of sexual risk behaviors among
Brazilian adolescents and young women is high due to socioeconomic and cultural

factors.

Keywords: Sexual behavior, adolescents, young women, condom.

Introduction

Adolescents and young adults are more frequently involved in sexual risk
behaviors, resulting in high levels of sexually transmitted infections (STI) and unwanted
pregnancies in this population (Kann, Kinchen, Shanklin, Flint, Hawkins, Harris &
Whittle, 2014; WHO, 2016; WHO, 2014). Worldwide, 2.5 million women give birth
before the age of 16, and obstetric complications are the second leading cause of
premature death among women aged between 15 and 19 (WHO 2014; Temmerman,
2017). Almost one million new cases of STI are detected every day in the world (WHO,
2016), with large increases in cases among young adults aged 15 to 24 years (CDC,
2016). The prevalence of human pappilomavirus infection (HPV) in this age group is
from 28.0% to 47.1% (Alves, Turchi, Santos, Brito Guimaraes, Garcia, Seixas, Villa,
Costa, Moreira, Costa Alves, 2013; Nonato, Alves, Ribeiro, Saddi, Segati, Almeida &
Rabelo-Santos, 2016).

This scenario results in an increased economic and social impact of obstetric
complications, such as prematurity and congenital infections (Temmerman, 2017).
Perinatal transmission of human immunodeficiency virus (HIV) makes acquired
immunodeficiency syndrome (AIDS) the third leading cause of premature death among
young adults in the world (WHO, 2014). In addition, exposure to chlamydia increases
costs on infertility and pelvic inflammatory disease treatments (Owusu-Edusei Jr,
Chesson, Gift, Tao, Mahajan, Ocfemia & Kent, 2013). HPV-induced cervical cancer is

the fourth in number of deaths among all types of cancer in women, the second in
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developing countries (Bruni, Barrionuevo-Rosas, Albero, Aldea, Serrano, Valencia &
Bosch, 2015).

The limited impact of sexual health interventions as described in literature
contributes to these realities (Mason-Jones, Sinclair, Mathews, Kagee, Hillman &
Lombard 2016). There is also no consensus in the literature on which factors affect
sexual behavior in each culture and population (Buhi & Goodson, 2007; Pokhrel,
Bennett, Regmi, Jdrisov, Galimov, Akhmadeeva & Sussman, 2018). To fill this
knowledge gap, this research aims to identify the demographic, social, and behavioral
factors associated with early start of sexual activity and inconsistent condom use, as
well as the reasons cited for not using condoms, among adolescents and young

women in urban centers in Midwestern Brazil.

Methods

Study design and sample

This is a cross-sectional community-based study, carried out in three medium-
sized cities of state of Goias, a state in the Midwestern region of Brazil, between 2007
and 2009. The cities were randomly selected to represent the urban population outside
the capital Goiania. All 4,500 women aged 15 to 24 years included in the Family Health
Program (FHP) were randomized and potentially eligible (de Lima, Turchi, Fonseca,
Garcia, e Cardoso, da Guarda Reis & Alves, 2014). The FHP is a multidisciplinary
public health program responsible for primary health care in municipalities according
to their individual needs. It is also a significant public health data source.

The sample size of 570 sexually active women was calculated using Open
Source Epidemiologic Statistic for Public Health (OpenEpi 2.3.1). Previous research
done in the same state found a percentage of sexually active adolescents and young
women of 60% (Vieira, Guimaraes, Barbosa, Turchi, Alves & Seixas, 2004). After
adding an additional 10% margin for dropout, a sample size of 1050 participants was

reached, and 1072 participants responded to the survey.

Data collection
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The structured questionnaire contains two steps. The first, given to all
respondents, collected individual and sociodemographic data, such as age, marital
status, religion, education, family income, mother’s education level, number of people
living in their home, concern about their health, menstrual problems, satisfaction with
their relationships with their parents, vaccination status against hepatitis B, and the
age they started sexual activity. The second was given only to sexually active
respondents and collected data about sexual behavior, such as age and partner at first
sexual intercourse, number of lifetime sexual partners, number of sexual partners in
the three months prior, perception of STI risk of their partner, having an exclusive
sexual relationship, perception of their partner being unfaithful, frequency of condom
use, condom use the last time they had sex, reasons they gave for not using condoms,
type of sexual intercourse, sexual activity in a risk situation (in exchange for money,
drugs, or when one or both partners is under the influence of drugs), history of

pregnancy, and age at first pregnancy.

Criteria definition

Early start of sexual activity for the purposes of this study is defined as sexual
iniciation at the age of 15 or younger, as in other studies (Madkour, De Looze, Halpern,
Farhat, Ter Boogt & Godeau, 2014; Shu, Fu, Lu, Yin, Chen, Qin & Yin, 2016), and the
age of consent in Brazil is 14 (Brazilian Criminal Code).

Inconsistent condom use for the purposes of this study is defined as the use of
a condom in less than 100% of sexual encounters, as in other studies (Morris, Kouya,
Kwalar, Pilapil, Saito, Palmer & Jao, 2014; Nehl, Elifson, DePadilla & Sterk, 2016).

Data analysis

Descriptive and frequency analysis of sociodemographic and behavioral
characteristics were performed. For the categorical variables the percentage
distributions with the respective confidence intervals (Cl) 95% was calculated. Logistic
regression were performed to evaluate the sociodemographic and behavioral
diferences between sexually active participants and those who had never had sex, as
well as to evaluate the association of these factors with early sexual iniciation and

inconsistent condom use. Odds ratios (OR) and the adjusted OR with Cl 95% and
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statistic significance level of 5% (p<0.05) were calculated. All variables that presented

the value of p<0.20 were subjected in the multivariated model.

Ethical aspects

The present study was approved by Committee of Ethics in Human and Animal
Medical Research of the Hospital das Clinicas of the Federal University of Goias, under
protocol 83763518.6.0000.5078. All participants signed the the Free and Informed
Consent form, and all interviews were conducted so as to protect the privacy of the
interviewee. To ensure the reliability of the information given by participants under 18

years old, the exemption from parental involvement was obtained by court order.

Results

From 1,072 women interviewed, 64.9% (696) were sexually active. The
prevalence of early start of sexual activity was 46.4% (Cl 95%: 42.7-50.1). The
prevalence of inconsistent condom use was 73.2% (Cl 95%: 63.9-82.6). The majority
of participants had their first sexual intercourse with their boyfriend or partner in a
stable relationship (94.6%). More than half of participants had more than one partner
in life (50.7%). Anal sex were reported by 13.7% of women, and sex in exchange for
money, drugs or sex with drugged partner were related by 3.2%. Previous pregnancy
was reported by 39.4% participants, in which 26.2% were before the age of 15. (Table
1).

The characteristics that distinguished sexually active participants from those
who had never had sex were age and education. After multivariated analysis, the
sexually active women were 6.3 times more likely to be over 20 years of age (Cl 95%:
3.98-9.96), and 2.04 times more likely to have less than eight years of education (ClI
95%: 1.19-3.49) compared to those who had never had sex. (Table 2).

The factors associated with early start of sexual activity were to be under 20
years of age, to have less than eight years of education and to have no religion with
an OR of 3.13 (95%Cl: 2.22-4.40), 6.21 (95%CI: 4.41-9.32) and 2.05 (95%CI: 1.17-
3.58) respectively. (Table 3).
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The factor that remained associated with inconsistent condom use after
multivariated analysis was being married or in a stable relationship, with OR of 4.63
(Cl 95%: 2.86-7.50). (Table 4).

The most cited reasons for not using condoms were "confidence in partner" by
49.8%, "partner dislikes" by 43.7% and “less pleasure” by 35.4% of the participants.

The less cited reason for not using condoms were “expensive”. (Table 5).

Discussion

This study investigated the prevalence of sexual risk behaviors, defined as: the
start of sexual activity at the age of 15 or younger, and inconsistent condom use; as
well as the socioeconomic and behavioral factors associated with these. The sample
was composed of adolescents and young women, living in urban centers in Midwestern
Brazil. There is no consensus in the literature on which factors are associated with
these behaviors (Buhi & Goodson, 2007; Pokhrel, Bennett, Regmi, Jdrisov, Galimov,
Akhmadeeva & Sussman, 2018), hence the importance of the present study. Social
attitudes against sexual activity in adolescence present roadblocks to addressing this
issue and are a limiting factor in the effectiveness of intervention strategies (Twenge,
Sherman & Wells, 2015).

Sexually active participants compared to those who had not previously had sex
were older and had fewer years of education. According to the data, 51.3% of
participants were sexually active at age 19, increasing to 87.7% at age 24. In fact, the
prevalence of sexual activity increases over the years in adolescence and youth. These
results are in accordance with previously published study that reported that the
percentage of sexually active individuals is, on average 60% at age 18, and 90% at

age 24 (Lewis, Tanton, Mercer, Mitchell, Palmer, Macdowall & Wellings, 2017).

Early start of sexual activity

The prevalence of early start of sexual activity was high. Indeed, 46.4% reported
sexual iniciation at the age of 15 or younger, a higher number than that found in other
studies. In Brazil, a population-based survey of adolescent students in 2016 found
35.9% were sexually active by age 15 (Borges, Fujimori, Kuschnir, Chofakian, Moraes
& Azevedo, 2016). In United States of America (USA), a longitudinal, decade-long
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study found that 13 to 35% of adolescents started having sex up until 15 years old
(Zimmer-Gembeck & Helfand, 2008). In a national sample of african adolescents, in
2012, this number was around 25% (Doyle, Mavadzenge, Plummer & Ross, 2012).
Therefore, adolescents and young women living in Midwestern Brazil should be
considered a high-risk population for the consequences of early sexual behavior.

The factors associated with early start of sexual activity were to be under 20
years of age, having a low level of education, and having no religion. Regarding age,
data showed that 57.6% of participants between 15 and 19 years old reported have
begun having sex early, significantly higher than those between 20 and 24 (34.5%).
These data suggest a decrease in age of first sexual intercourse over the years, as
supported in literature (Wellings & Johnson, 2013; Brazil Health Ministry, 2016; Lewis,
Tanton, Mercer, Mitchell, Palmer, Macdowall & Wellings, 2017). This information
suggests the need for studies that assess sexual behavior before 15 years of age to
guide more effective sexual education programs and prevent the negative
consequences of early sexual activity.

Along with age, low education level was associated with early start of sexual
activity. According to the available evidence, a higher level of education correlates with
starting sexual activity later in life, particularly when the individual intends to pursue
higher education. In fact, staying in school and performing well are associated with the
adoption of healthy behaviors overall, including being mindful of sexual health (Bradley
& Greene, 2013; Rasberry, Tiu, Kann, McManus, Michael, Merlo & Ethier, 2017).
Conversely, dropping out of school is associated with teenage pregnancy and early
marriage (Villalobos-Hernandez, Campero, Suarez-Lopez, Atienzo, Estrada & la Vara-
Salazar, 2015), which can lead to future issues such as maintaining the social
vulnerability of these women. These results suggest that in addition to health policies,
education policies are needed to improve sexual health.

Another factor associated with early sexual debut was to have no religion.
Indeed, evidence from literature shows that religiosity in adolescence is associated
with healthier attitudes, and protects against various risk behaviors, including early
start of sexual activity (Sinha, Cnaan & Gelles, 2007; Hull, Hennessy, Bleakley,
Fishbein & Jordan, 2011 However, the norms and attitudes internalized by religion do
not ultimately affect the motivations of teenagers to have sex, which ends up
happening (Aalsma, Woodrome, Downs, Hensel, Zimet, Orr & Fortenberry, 2013;

Vasilenko, Duntzee, Zheng & Lefkowitz, 2013). For this reason, adolescents should
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not be exempted from sexual education for religious reasons. There is evidence that
programs based on the religious prerogative of sexual abstinence are ineffective and
can even harm prevention actions (Santelli, Kantor, Grilo, Speizer, Lindberg, Heitel &
Heck, 2017).

In addition to age, educational level and religion, other studies suggest the
association between the early start of sexual activity and the mother’s education level
and low socioeconomic level (Goncalves, Machado, Soares, Camargo-Figuera,
Seerig, Mesenburg & Hallal, 2015), as well as a lack of satisfaction in the young
person’s relationship with their parents (e Silva, van de Bongardt, van de Looij-Jansen,
Wijtzes & Raat, 2016). After multivariate analysis, however, this study did not support

these associations.

Inconsistent condom use

The prevalence of inconsistent condom use was also high. Data showed that
73.2% of adolescents and young women did not use condoms in all sexual encounters,
a higher number than in other populations. In Chinese adolescents, this was 69.3%,
African Americans reported 68.2% and in Africa this figure ranged from 30.1 to 59.5%
depending on the country (Liu, Wei, Huang, bao Liu, Li, Gong & Li, 2014; Crosby,
DiClemente, Salazar, Wingood, McDermott-Sales, Young & Rose, 2013; Reynolds,
Luseno & Speizer, 2013). The data from this study points to a high risk of STI in Brazil
and suggests the need for health programs that promote condom use.

Being married or in a stable relationship were associated with inconsistent
condom use. In fact, according to evidence, condom use in casual sex is greater than
in sex with steady partners (Nehl, Elifson, DePadilla & Sterk, 2016). This is due to a
perceived lower risk and higher confidence in stable partners (East, Jackson, O’Brien
& Peters, 2011). However, evidence showed high rates of unfaithfulness in these
relationships, where about one-third of individuals with stable partners reported a
second sexual encounter in the previous three months (Nehl, Elifson, DePadilla &
Sterk, 2016). This demonstrates that false monogamy can perpetuate STI risk (Muzny,
Harbison, Austin, Schwebke & Van, 2017).

The main reasons cited by participants for not using condoms were trust in their
partner and the negative attitudes related to condoms. These data agree with evidence

that shows a direct relationship between these kinds of resistant attitudes and low rates

33



of condom use (Davis, Schraufnagel, Kajumulo, Gilmore, Norris & George, 2014;
Manyaapelo, Nyembezi, Ruiter, Borne, Sifunda & Reddy, 2017). In cultures dominated
by the male gender, women find greater resistance when negotiating condom use
(Santana, Raj, Decker, La Marche & Silverman, 2006). This situation increases the
vulnerability of women and suggests the discussion of gender norms in sex education

programs.

STI and pregnancy

The STI rates in surveyed sample were performed by other studies. The
prevalence of Chlamydia trachomatis infection was 9.5% (Cl 95%: 7.4-12.4), and for
HPV infection, the prevalence was 47.1% (CI 95%: 41.0-53.2). Despite agreeing with
literature data, co-infection among those agents was high and deserves attention (de
Lima, Turchi, Fonseca, Garcia, e Cardoso, da Guarda Reis & Alves, 2014; Nonato,
Alves, Ribeiro, Saddi, Segati, AlImeida & Rabelo-Santos, 2016).

In addition, pregnancy rates were also high. AlImost 40% of adolescents and
young women in this study reported having previously become pregnant, more than a
quarter of them before the age of 15. This is an alarming reality since it is associated
with dropping out of school and other social problems (Rosemberg, Pettifor, Miller,
Thirumurthy, Emch, Afolabi & Tollman, 2015).

Cultural considerations

Despite cultural advances on the role of sex in society today, the acceptance of
sexual activity during adolescence is still low (Twenge, Sherman & Wells, 2015). In the
last decade, authors discuss the normalization of sex in adolescence as a way to
increase access to sex education (Tolman & McClelland, 2011; Hensel & Fortenberry,
2013). In societies where this already occurs, as in the Netherlands, dual use of
condoms and contraceptive pills was the largest among the 24 surveyed countries
(Godeau, Gabhainn, Vignes, Ross, Boyce & Todd, 2008). Adolescents have many
guestions about topics related to contraception and STI risk, there is also a low
correlation between knowledge and sexual behavior (Moura, Lamounier, Guimaraes,

Duarte, Beling, Pinto & Grillo, 2013). Therefore, the most effective sex education
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strategies are those that begin early in young people between 10 and 14 years old,

before they start having sex (Lane, Brundage & Kreinin, 2017).

Strengths and limitations

The main strength of the study is the large random sample size of adolescents
and young women. Another force is the exemption from parental participation obtained
by court order that secured the reliability of the responses given by those participants
under the age of majority. The limitations of this study are related to the period of data
collection and the memory bias on the part of study participants. Studies of sexuality
in the last decades use the Sexual Revolution as the marker for significant changes in
sexual behavior (Greenwood & Guner, 2010). After that, research shows that over the
years in the 21st century, changes in sexual behavior are tenuous and slow (Cavazos-
Rehg, Krauss, Spitznagel, Schootman, Bucholz, Peipert & Bierut, 2009). As a result,
the authors of this study believe that the data used in this research can be extrapolated

to the present day.

Conclusion

Adolescents and young women living in urban centers in Brazil continue to
engage in sexual risk behaviors, with high rates of teenage pregnancy and STI. The
factors associated with these behaviors were to be under 20 years old, to have low
education, and to have no religion. The low rates of consistent condom use were
associated with confidence in their steady partner and negative social norms. Social,
economic, and cultural changes are therefore necessary, with a focus on quality

education and gender equality.

Future challenges

A broader perspective in studies on sexuality can help work toward a
normalization of sex in adolescence to promote sexual education before the start of
sexual activity. More research into sexual activity in early adolescence is necessary,

to better understand risk factors and create more effective approaches.
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Table 1: Characteristics of sexually active participants (n=696).

Variable n % Cl 95%
Age (years) (n=695)
15t0 19 345 49,6 45,9 -53,4
20to 24 350 50,4 46,6 — 54,1
Age at first sexual activity (years) (n=692)
Upto 15 321 46,4 42,7-50,1
Over 15 371 53,6 49,9-57,3
First sexual intercourse (n=691)
Friend. stranger. or recently met 37 54 3,7-7,0
Boyfriend. spouse. or housemate 654 94,6 92,9-96,3
Number of lifetime partners (n=686)
1 338 49,3 45,5 -53,0
2t03 207 30,2 26,7-33,6
4 or more 141 20,6 17,5-23,6
Number of partners in the last three months (n=692)
69 10,0 7,7-12,2
1 589 85,1 82,5-87,8
2 25 3,6 22-50
3 or more 9 1,3 05-21
Perception of STl risk with partner (n=685)
Yes 36 53 0,46 — 2,17
No 649 94,7 93,1-96,4
Stable relationship (n=686)
Yes 585 85,3 82,6 -87,9
No 101 14,7 121-17,4
Unfaithful to partner (n=588)
Yes 15 2,6 1,3-38
No 573 97,4 96,2 - 98,7
Condom use (n=691)
Always 185 26,8 23,5-30,1
Sometimes (more than half the time) 237 34,3 30,8-37,8
Rarely (less than half the time) 171 24,7 21,5-28,0
Never 98 14,2 11,6 - 16,8
Use of condom in last intercourse (n=672)
Yes 277 41,2 37,5-449
No 395 58,8 55,1-62,5
Type of relations
Oral (n=635) 257 40,5 36,7 — 44,3
Vaginal (n=688) 688 100,0 -
Anal (n=633) 87 13,7 11,1-16,4
Risk situations
Sex for money (n= 685) 15 2,2 1,1-33
Sex for drugs (n= 684) 3 0,4 0,0-0,9
Sex with an injection drug user or sex worker (n= 685) 4 0,6 0,0-1.2
Perception of unfaithfulness in relationship (n=578) .
Yes 73 12,6 9,9-15.3
No 505 87,4 84,7-90,1
Previous pregnancy (n=687)
Yes 271 39,4 35,8-43,1
No 416 60,6 56,9 — 64,2
Age at first pregnancy (n=267)
<15 years 70 26,2 20,9-31,5
15-19 years 149 55,8 49,8 - 61,8
>19 years 48 18,0 13,4 -22,6
Previously been tested for STI (n=671)
Yes 33 4,9 33-6,6
No 638 95,1 93,4 -96,7

*The difference between the total of each variable and the overall total are due to questions left blank.
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Table 2: Factors associated with sexually active adolescents and young

women.
Sexually o OR adjusted (CI 95%)
Variable active Virgin D OR (CI 95%) 0 Cl (95%)
N % n %
Age (years)
15to0 19 345 51,3 327 48,7
20 to 24 350 87,7 49 12,3 <0001 6,77 (4,84-9,46) <0,001 6-38 521)98'
Civil status
Single 431 53,4 376 46,6
Married/Living together 262 100,0 - 0,0 0,993 - - -
Religion
Yes 619 64,4 342 35,6
No 77 69,4 34 30,6 0,301 1,25 (0,82-1,91) - -
Education (years)
Upto 8 186 79,1 49 20,9 <0,001 2,45(1,74-3,46) 0,009 2,04 (1,19-
Over 8 506 60,7 327 39,3 3,49)
Good experience in
school
Yes 352 52,0 325 48,0
No 54 63,5 31 36,5 0,046 1,61 (1,01-2,57) 0,202 1,46 (0,82-
2,59)
Mother’s education
(years)
Upto8 437 65,9 226 34,1 0,013 1,44 (1,08-1,91) 0,689 1,07 (0,75-
Over 8 160 57,3 119 42,7 1,53)
Family income (multiples
of minimum wage)*
Up to 2x 238 70,2 101 29,8 0,048 1,33 (1,00-1,76) 0,629 0,91 (0,62-1,34
Over 2x 433 64,0 244 36,0
Number of people in
home
Upto4 488 66,8 242 33,2 0,073 1,27 (0,98-1,67) 0,186 1,27 (0,89-
Over 5 205 61,2 130 38,8 1,82)
Preoccupied with health
Yes 332 68,0 156 32,0 0,055 1,28 (0,99-1,65) 0,150 0,78 (0,55-
No 362 62,4 218 37,6 1,09)
Menstrual problems
Yes 33 82,5 7 17,5 0,022 2,62 (1,15-5,99) 0,402 1,56 (0,55-
No 663 64,2 369 35,8 4,49)
Satisfied with parental
relationships
Yes 603 64,1 337 359 0,253
No 82 69,5 36 30,5 1,27 (0,84-1,93) - -
Vaccinated for hepatite
B
Yes 467 65,8 243 34,2
No 118 64,5 65 35,5 0,743 0,94 (0,67-1,33) - -

*Minimum wage in Brazil at the time of this survey was BRL R$ 380/ USD $ 100.
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Table 3: Factors associated with early start of sexual activity (< 15 years of

age).
Variables Sexual
activity up OR adjusted
to the age Total (%) OR (Cl 95%) p (C95%) p
of 15
Age (years)
From 15 to 19 199 342 58,2 2,62 (1,93-3,57) < 0,001 3,13 (2,22-4,40) < 0,001
From 20 to 24 121 349 34,7
Civil Status
Single 188 429 43,8 0,77 (0,57-1,05) 0,768 - -
Married/living together 131 260 50,4
Religion
No 51 76 67,1 2,61 (1,58-4,33) < 0,001 2,05 (1,17-3,58) 0,012
Yes 270 616 43,8
Education (years)
Upto8 138 183 75,4 5,49 (3,74-8,05) < 0,001 6,21 (4,14-9,32) < 0,001
Over 8 181 505 35,8
Good experience in
school
Yes 151 349 43,3
No 24 54 44,4 1,05 (0,59-1,69) 0,871 - -
Mother’s education
(years)
Upto8 212 435 48,7 1,75 (1,20-2,55) <0,004 1,14 (0,71-1,83) 0,592
Over 8 56 159 35,2
Family income
(multiples of minimum
wage)*
Up to 2x 126 236 53,4 1,59 (1,15-2,19) 0,005 1,13 (0,78-1,64) 0,532
Over 2x 181 432 41,9
Number of peoplein
home
Upto4 218 486 44,9
Over 5 102 203 50,2 1,24 (0,89-1,72) 0,196 1,23 (0,84-1,79) 0,281
Preoccupied with
health
Yes 140 330 42,4
No 181 360 50,3 1,37 (1,02-1,85) 0,039 1,18 (0,78-1,79) 0,430
Menstrual problems - -
Yes 16 33 48,5 1,09 (0,54-2,20) 0,804
No 305 659 46,3
Satisfied with parental
relationships
Yes 268 600 44,7
No 47 81 58,0 1,71 (1,07-2,74) 0,025 1,31 (0,68-2,54) 0,416
Vaccinated for hepatite
B
Yes 207 465 445
No 60 117 51,3 1,31 (0,87-1,97) 0,190 1,19 (0,70-2,01) 0,522

*Minimum wage in Brazil at the time of this survey was BRL R$ 380/ USD $ 100.
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Table 4: Factors associated with inconsistent condom use by male partner.

Variables Inconsistent  Total (%) OR (CI 95%) p OR ajustado p
condom use (C195%)
Age (years)
From 15 to 19 229 341 67,2
From 20 to 24 277 349 79,4 1,89 (1,33-2,65) <0,001 1,24 (0,84-1,82) 0,278
Civil Status
Single 269 427 63,0
Married/living together 235 261 90,0 5,31 (3,38-8,33) < 0,001 4,63 (2,86-7,50) < 0,001
Religion
No 54 76 711 0,88 (0,52-1,50) 0,650 - -
Yes 452 615 73,5
Education (years)
Upto 8 139 183 76,0 1,19 (0,80-1,76) 0,381 - -
Over 8 366 504 72,6
Good experience in
school
Yes 235 348 67,5
No 41 54 75,9 1,52 (0,78-2,94) 0,218 - -
Mother’s education
(years)
Upto 8 320 434 73,7 1,26 (0,85-1,88) 0,253 - -
Over 8 109 158 69,0
Family income
(multiples of minimum
wage)*
Up to 2x 184 236 78,0 1,48 (1,02-2,14) 0,039 1,13 (0,76-170) 0,548
Over 2x 304 431 70,5
Number of peoplein
home
Upto 4 367 485 75,7 1,50 (1,05-2,15) 0,028 1,12 (0,76-1,65) 0,582
Over 5 137 203 67,5
Preoccupied with health
Yes
No 251 331 75,8 1,29 (0,91-1,80) 0,148 1,26 (0,87-1,83) 0,224
254 358 70,9
Menstrual problems
Yes 27 33 81,8 1,68 (0,68-4,14) 0,258 - -
No 479 658 72,8
Satisfied with parental
relationships
Yes 438 599 73,1
No 58 81 71,6 0,93 (0,55-1,55) 0,773 - -
Vaccinated for hepatite
B
Yes 338 464 72,8 0,96 (0,61-1,51) 0,860 - -
No 85 118 72,0

*Minimum wage in Brazil at the time of this survey was BRL R$ 380/ USD $ 100.
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Tabela 5: Reasons for not using a condom according to adolescents and
young adults.

Reasons given n %
Confidence in partner 252 49,8
Partner dislikes 221 43,7
Reduces pleasure 179 35,4
Ruins the mood 112 22,1
No need for it 90 17,8
None 80 15,8
Fear of partner getting the wrong idea 37 7,3
Too self-conscious to ask partner to use one 36 7,1
It's difficult or embarrassing to use 32 6,3
Too self-conscious to buy 25 4,9
Don’t know how to use one 4 0,8
Religion prevents it 2 0,4
Don’t know where to buy / Don’'t have a place to buy 2 0,4

Expensive - 0,0




CONCLUSAO

As caracteristicas sociodemograficas que diferenciaram participantes
sexualmente ativas das virgens foram idade maior de 19 anos e escolaridade menor

de oito anos.

A prevaléncia do inicio da atividade sexual até os 15 anos foi elevada e os
fatores associados a este comportamento foram a idade menor do que 19 anos, a

escolaridade menor do que oito anos e nao possuir religido.

A prevaléncia do uso inconsistente do preservativo masculino foi elevada e o

fator associado a este comportamento foi o estado civil casada ou em unido estavel.

Os motivos mais citados para o ndo uso do preservativo foram a “confianga no

parceiro”, “o parceiro nao gosta”, “diminui o prazer”, e “o preservativo quebra o clima

da transa”.

46



CONSIDERACOES FINAIS

A sexualidade é, atualmente, um importante elemento nos estudos sobre saude
e gqualidade de vida, e é imprescindivel que seja vivenciada de forma positiva, sem
conflitos. Apesar de mais de um século de estudos acerca do tema da sexualidade, e
de sua reconhecida importdncia para a saude dos individuos, ha ainda uma
dificuldade em se falar sobre ela. Como médicos, profissionais de saude e
pesquisadores, temos o desafio de combater essa dificuldade, e de caminhar em

direcdo a naturalizacdo do tema em todas as esferas da nossa atuacao.

Durante o adolescer, todos os seres humanos passam por uma maturagao
sexual biologica que culmina com a instalacdo do comportamento sexual. A negacao
de algo que é natural reforca o tabu acerca da sexualidade, e amplia os conflitos e o
distanciamento dos adolescentes. Essa situacao contribui para os indices alarmantes
das consequéncias negativas da vivéncia sexual mal orientada relatados neste

trabalho.

E necessario e urgente combater firmemente esse distanciamento, através do
acolhimento e da orientacdo. Estabelecer uma mudanca de foco, inclusive dos
estudos, onde o0s aspectos negativos déem lugar aos positivos, como O
desenvolvimento de elementos para uma sexualidade saudavel e satisfatéria, desde
a adolescéncia até a vida adulta. Dissecar o assunto da sexualidade nos dialogos
familiares, nas disciplinas dos cursos da area da saude, no consultério com pacientes,
pais e filhos, para auxiliar no processamento consciente das angustias e dos conflitos

e assim promover a verdadeira saude sexual.

Essa atitude ndo € a Unica capaz de modificar o contexto atual, mas sem duvida

contribuirad de forma duradoura com a saude das futuras geracoes.
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ANEXOS

Anexo A — Questionario detalhado

PROJETO ADOLESCER COM SAUDE

Questionario 1

CONFIDENCIAL

Unidade bésica:

Data da entrevista:__/__/

Data: / /2007.

PARTE 1

1- Qual a sua idade? anos completos.

2- Estado civil:

1.( ) solteira

2.( ) casada

3.( ) vive junto

4.( ) divorciada/desquitada

IDADE

Eel

ESTCIV

J

3- Tem religido?
1.( ) Sim TRELIG
2( ) Nio
NUMERO DE D
IDENTIFICAGAO: 4- Qual € a sua religido?
1.( ) catélica QRELIG
2.( ) evangélica . Qual?
3.( ) espirita
4.( ) outra igreja
5- I praticante? ( minimo 1 X por més)
Projeto Adolescer com Saude 1( ) Sim PRATI
2.( ) Nio D
10- Vocé tem algum problema ou preocupacio
6- Vocé estuda ou estudou até: com a sua saide? SAUDE
1( )1 a4 sériedo 1’ grau ESTUD 1.( )Ndo D
2( )5 a8 sériedo 1 grau 2.( ) Sim. Qual?
3.( )2 grau incompleto
4.( )2 grau completo 11- Vocé tem algum problema com sua menstruaciio?
5.( ) curso superior incompleto 1.( ) Irregularidade menstrual MENST
6.( ) ndo estudou 2.( ) Colica menstrual []
3.( ) Outras. Qual?
7- Sua mie estudou até: 4.( ) Ndo tem problema
1.( )1 a4 sériedo | grau
2( )5 a8 sériedo 1 grau ESTMAE|  |12-Vocé vai bem na escola?
3( )2 grau incompleto ] L( ) Sim BEMES
4.( )2 grau completo 2.( ) Nao. Por qué?
5.( ) curso superior incompleto
6.( ) curso superior completo 13- Vocé esta satisfeita com seu
7.( ) ndo estudou relacionamento com seus pais? RELPAI
8.( ) ndo sei 1.( ) Sim
2.( ) Néo. Por qué?
8- Qual a renda total da sua familia?
1.( ) menor que 2 salarios-minimos RENDA 14- Vocé ji tomou vacina contra hepatite B? VACINA
2.( )de2 a4 salarios-minimos 1.( ) Sim. Quantas doses? ( )1 ()2 ()3
3.( )de S a 10 salérios-minimos D 2.( ) Ndo I:]
4 ( ) maior de 10 salarios-minimos
S.( ) Nao sei 15- Vocé ji transou (relacio sexual)? RELSEX
1.( ) Sim
9. Quantas pessoas moram na sua casa? MORA 2.( ) Nao
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PARTE 2

16- Com que idade vocé teve sua primeira
relagio sexual? anos

17- Sua primeira relagiio sexual foi com:

1.( ) namorado

2( ) esposo ou pessoa com a qual vocé vive junto
3.( ) amigo

4.( ) prostituto

5.( ) estranho/ recém-conhecido, outra pessoa.
6.( ) Abuso sexual

18- Quantos parceiros sexuais vocé teve
durante sua vida? parceiros

19- Quantos parceiros sexuais vocé teve
nos iiltimos trés meses?

1)1

2.()2

3.()3

4.( ) 4 ou mais

5.( ) Nenhum

20- Vocé teve um novo parceiro nos tiltimos
trés meses?

1.( ) Sim

2.( ) Néo

SEXAR

PRISEX

NUPAR

NUPAR3

[

NOVPAR

]

21- Nos filtimos trés meses, vocé transou com algum
parceiro que tinha secreciio no pénis, dor ao urinar
ou outro tipo de Doenga Sexualmente Transmissivel
(DST)?

1.( ) Sim

2.( ) Nao

3.( ) Néo sel

22- Vocé tem parceiro fixo?
1.( ) Sim
2.( ) Nao

23- Se a resposta anterior for "sim"- Vocé
costuma transar com outros rapazes mesmo
tendo parceiro fixo?

1.( ) Sim

2.( ) Nao

24- Nas vezes em que Lransou, 0 Seus parceiros
usaram camisinha?

1.( ) Sempre ( todas as vezes)

2.( ) As vezes ( mais da metade das vezes)

3.( ) Raramente ( menos da metade das vezes)

4.( ) Nunca

DSTPAR

PARFIX

]

TRAI

]

CAMIS

25- Caso seu parceiro ou seus parceiros niio usem
camisinha em todas as relacdes sexuais, cite até trés
motivos que o(s) levou(ram) a ndo usar a camisinha,
1.( ) Nenhum

2.( ) Custa muito caro

3.( ) Ndo sabe ou ndotem onde comprar

4.( ) Tem vergonha de comprar

5.( )Nio sabe usar

6.( ) Diminui o prazer

7.( ) Quebra o clima da transa

8.( ) E dificil e embaragoso de usar

9.( ) O parceiro néio gosta

10.( ) Tem vergonha de pedir para o parceiro usar
11.( ) Porque acha que ndo precisa

12.( ) Tem medo de ser mal compreendido

13.( ) Porque sua religiao proibe

14.( ) Porque confia no parceiro

26- Que tipos de relacao sexual vocé ji teve?

Pénis-vagina
1.()Sim  2( )Nio
Sexo oral (boca nos genitais)
1.( ) Sim 2( ) Ndo

Sexo anal (pénis no nus)
1.()Sim  2()Nio

NCAMIS

L]
L]
Bl

VAGINA

L]

ORAL

L]
ANAL

[]

27- Vocé ja teve experiéncia sexual:
a)  Sexo em troca de dinheiro
1()Sim  2.()Nio

b)  Sexo em troca de drogas
1.( )Sim  2()Nio

¢)  Sexo com prostituto
1.()Sim  2()Nio

d)  Com pessoa que usa droga injetdvel
1.()Sim  2()Nao

28- Vocé acha que seu parceiro tem outras parceiras
20 mesmo tempo que estd com voce?

1.( ) Sim

2.( ) Nao

3.( ) Néo sei

29- Vocé ja engravidou alguma vez?
1.( ) Sim. Quantas vezes? vezes
2.( ) Nio

30- Qual sua idade na 1 gravidez? anos

31- Seu parceiro usou preservativo (camisinha)
na dltima relacdo sexual?

1.( ) Sim

2.( ) Nio

DINHER
]
DROGA
[]
PROST
L]

DROINJ

[]

PARTRA

[]

GRAVID

[
IDGRAV
]

ULCAMI

=]
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judicial da n&o participac&o dos pais, protegendo as participantes.
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Além do beneficio das informacgdes obtidas, as participantes receberam orientacdes sobre sexualidade, e as

que apresentaram demandas especificas foram encaminhadas para avaliagéo ginecologica.
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Fatima (arquivo anexo).

O banco de dados sera utilizado de acordo com as normas éticas de pesquisa, com meu comprometimento
pessoal em manter sob sigilo a identificagéo das participantes, publicando apenas dados estatisticos
provenientes da analise.

A pesquisadora solicita a dispensa do Termo de Consentimento Livre e Esclarecido tendo em vista que

todas as participantes ja fizeram seus consentimentos no projeto de origem.

Consideragdes sobre os Termos de apresentacdo obrigatoria:
Anexados e adequados
Conclusoes ou Pendéncias e Lista de Inadequacdes:

O Projeto encontra-se de acordo com as Diretrizes e Normas da Resolugéo CNS 466/12. APROVADO
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Enderego: 12 Avenida s/n° - Unidade de Pesquisa Clinica
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UF: GO Municipio: GOIANIA
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UFG - HOSPITAL DAS
CLINICAS DA UNIVERSIDADE W"l"
FEDERAL DE GOIAS

Continuacio do Parecer: 2.552.784

e na Norma Operacional CNS 001/13, manifesta-se pela aprovagéo do projeto de pesquisa proposto.
Lembramos que o pesquisador responsavel devera encaminhar ao CEP/HC/UFG, através de Notificacéo via
Plataforma Brasil, os relatérios trimestrais/semestrais do andamento da pesquisa, encerramento, conclusbes
e publicacdes.

O CEP/HC/UFG pode, a qualgquer momento, fazer escolha aleatoria de estudo em desenvolvimento para
avaliag&o e verificagio do cumprimento das normas da Resolugéo 466/12 e suas complementares.

Situacéo: Protocolo aprovado.

Este parecer foi elaborado baseado nos documentos abaixo relacionados:

Tipo Documento Arquivo Postagem Autor Situacao
Informacdes Basicas|PB_INFORMACOES_BASICAS_DO_P 31/01/2018 Aceito
do Projeto ROJETO 1067329 pdf 10:05:28
Parecer Anterior aprovacao_cep_projeto_inicial pdf 31/01/2018 |Caroline Ferreira dos| Aceito
10:04:35 |Anjos

Qutros Autorizacao_pdf 31/01/2018 |Caroline Ferreira dos| Aceito
10:02:47 | Anjos

Qutros carta_de_apresentacao_pdf 31/01/2018 |Caroline Ferreira dos| Aceito
10:00:13  |Anjos

Projeto Detalhado / | Projeto_completo_pdf 31/01/2018 |Caroline Ferreira dos| Aceito

Brochura 09:58:30 |Anjos

Investigador

Folha de Rosto folha_de_rosto_pdf 31/01/2018 |Caroline Ferreira dos| Aceito
09:58:08 | Anjos

Situacgao do Parecer:
Aprovado

Necessita Apreciagdo da CONEP:
Né&o

GOIANIA, 20 de Marco de 2018

Assinado por:
JOSE MARIO COELHO MORAES
(Coordenador)

Enderego: 17 Avenida s/n® - Unidade de Pesquisa Clinica

Bairro: St Leste Universitario CEP: 74.605-020
UF: GO Municipio: GOIANIA
Telefone: (62)3269-8338 Fax: (62)3269-8426 E-mail: cephcufg@yahoo.com.br
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Anexo C — Termo de Consentimento Livre e Esclarecido

PROJETO ADOLESCER COM SAUDE

CONSENTIMENTO INFORMADO X° 1

A Universidade Federal de Godds, através do Institwio de Paiologia Tropical ¢ Salide
Pisblica esta realizandoe uma pesquisa, apoiada pelo Mindsténio da Saide e a Secretana
Municipal de Salde, com o objetivo de estudar alguns problemas de sadde das adolescentes. Se
vock concordar em participar dessa pesquisa, deverd responder 8 um quesiionarno que ¢
confidencial, ndo havendo nenhuma identificacio pessoal que estard ligada 48 suas resposias. E
vock poderd recusar-se a responder qualquer uma das pergunias fieras. Nio havera nenhum risco
para vook, uma vez que apenas responderd um questionano. E eomo beneficio terd as
orientaghes sobre possiveis problemas de sadde que possa relatar, Se nfio desejar partcipar da
pesquisa, serd atendida normalmente, de acordo com a rotina do semvigo,

DECLARACAD DE OONSENTIMENTO INFORMADO
Aceito participar da pesquisa acima refenda, apos ter lido este consentimento e tido

oportunidade de fazer perguntas ¢ de refletir sobre as informagdes que me foram dadas, Minha
participacio & inbeiraments voluntana.

Asgimnatura da participange;
Responsdveis pela pesguisa
Maria de Fatima Costa Alves Eleuse Machado de Britio Guimnaries
Professora Associada [PTSP-UFG Professora Tilar-LUFG Médica de adolescentes
Laboratorio de Brologia Molecular ¢ Imumologia Fome: (62) 32096119

aplicadas a5 Doengas Infecciosas
Fone: (621320961 19

Coordenadora local
Fone

Local; . diz dee 200

COLAR ETIQUETA AQUI

ENDERECO:

TELEFONE:




Anexo D — Normas de Publicacdo da Revista

TABLE OF CONTENTS

Description p.1

Impact Factor p-1

Abstracting and Indexing p.2 O
p.2
p-3

Adolescence

Editorial Board
Guide for Authors

ISSN: 0140-1971

DESCRIPTION

The Journal of Adolescence is an international, broad based, cross-disciplinary journal that addresses
issues of professional and academic importance concerning development between puberty and the
attainment of adult status within society. Our focus is specifically on adolescent development:
change over time or negotiating age specific issues and life transitions. The aim of the journal is to
encourage research and foster good practice through publishing empirical studies, integrative reviews
and theoretical and methodological advances. The Journal of Adolescence is essential reading for
adolescent researchers, social workers, psychiatrists, psychologists, and youth workers in practice,
and for university and college faculty in the fields of psychology, sociology, education, criminal justice,
and social work.

Research Areas Encompassed:

* Adolescent development with particular emphasis on social, cognitive, and emotional functioning

* Resilience, positive development, and effective coping

¢ Disturbances and disorders of adolescence

e Public health approaches and interventions designed to reduce risk or support positive development

Benefits to authors
We also provide many author benefits, such as free PDFs, a liberal copyright policy, special discounts
on Elsevier publications and much more. Please click here for more information on our author services.

Please see our Guide for Authors for information on article submission. If you require any further
information or help, please visit our Support Center

IMPACT FACTOR

2017: 1.865 © Clarivate Analytics Journal Citation Reports 2018
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GUIDE FOR AUTHORS

Introduction

The Journal is an international, broadly based, cross-disciplinary, peer-reviewed journal addressing
issues of professional and academic importance to people interested in adolescent development. The
Journal aims to enhance theory, research and clinical practice in adolescence through the publication
of papers concerned with the nature of adolescence, interventions to promote successful functioning
during adolescence, and the management and treatment of disorders occurring during adolescence.
We welcome relevant contributions from all disciplinary areas.

For the purpose of the Journal, adolescence is considered to be the developmental period between
childhood and the attainment of adult status within a person's community and culture. As a practical
matter, published articles typically focus on youth between the ages of 10 and 25. However, it is
important to note that JoA focuses on adolescence as a developmental period, and this criterion is
more important than age per se in determining whether the subject population or article is appropriate
for publication.

The Journal publishes both qualitative and quantitative research. While the majority of the articles
published in the Journal are reports of empirical research studies, the Journal also publishes reviews
of the literature, when such reviews are strongly empirically based and provide the basis for extending
knowledge in the field. Authors are encouraged to read recent issues of the Journal to get a clear
understanding of style and topic range.

Types of contributions
Specific instructions for different manuscript types

Full research articles: The majority of the articles carried in the Journal are full research articles of
up to 5000 words long, reporting the results of research (including evaluations of interventions). The
word count relates to the body of the article. The abstract, references, tables, figures and appendices
are not included in the count. Authors are encouraged to consult back issues of the Journal to get a
sense of coverage and style, but should not necessarily feel confined by this. Articles should clearly
make a new contribution to the existing literature and advance our understanding of adolescent
development.

Review articles: We are keen to encourage authors to submit review articles on topics where there
is a need for a new overview of existing research. As with other formats, the focus should be explicitly
on adolescence, and on shedding light on young people's development. The journal is not prescriptive
about how reviews should be undertaken, but the methods used should be clear. Reviews should not
exceed 5000 words. The word count includes the body of the article, but not the abstract, references,
tables, figures or appendices. Further information about writing reviews for the Journal of Adolescence
can be found here. Occasionally the editors will commission review pieces if they feel there is a
particular gap in the literature that needs filling, or to complement a Special Issue. If authors would
like to discuss their plans for a review article, please contact the Editor through the journal mailbox
joa@elsevier.com in the first instance.

Brief reports: The Editors will consider Brief Reports of between 1000 and 1500 words (three to
five typewritten pages). The word count relates to the body of the report. The abstract, references,
tables, figures and appendices are not included in the count. This format should be used for reports
of findings from the early stages of a program of research, replications (and failures to replicate)
previously reported findings, results of studies with sampling or methodological problems that have
yielded findings of sufficient interest to warrant publication, results of well designed studies in which
important theoretical propositions have not been confirmed, and creative theoretical contributions
that have yet to be studied empirically. A footnote should be included if a full-length report is available
upon request from the author (s).

International notes: This format is for the very brief reporting of research replications from
developing countries and places with a less well supported adolescence research field, where it may
be difficult to find international publication outlets and bring the work to the attention of a wider
audience. International notes would be published as a very brief summary in the Journal (up to 1000
words in length), with a fuller version available as on-line supplementary material (see above). The
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word count relates to the body of the text. The abstract, references, tables, figures and appendices
are not included in the count. International notes are likely to focus on local replications of well-
known phenomena or findings.

You can use this list to carry out a final check of your submission before you send it to the journal for
review. Please check the relevant section in this Guide for Authors for more details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:
* E-mail address
e Full postal address

All necessary files have been uploaded:

Manuscript:

¢ Include keywords

« All figures (include relevant captions)

« All tables (including titles, description, footnotes)

* Ensure all figure and table citations in the text match the files provided
* Indicate clearly if color should be used for any figures in print
Graphical Abstracts / Highlights files (where applicable)

Supplemental files (where applicable)

Further considerations

* Manuscript has been 'spell checked' and 'grammar checked'

o All references mentioned in the Reference List are cited in the text, and vice versa

e Permission has been obtained for use of copyrighted material from other sources (including the
Internet)

« A competing interests statement is provided, even if the authors have no competing interests to
declare

¢ Journal policies detailed in this guide have been reviewed

s Referee suggestions and contact details provided, based on journal requirements

For further information, visit our Support Center.

BEFORE YOU BEGIN

Please see our information pages on Ethics in publishing and Ethical guidelines for journal publication.

If the work involves the use of human subjects, the author should ensure that the work described has
been carried out in accordance with The Code of Ethics of the World Medical Association (Declaration
of Helsinki) for experiments involving humans; Uniform Requirements for manuscripts submitted to
Biomedical journals. Authors should include a statement in the manuscript that informed consent
was obtained for experimentation with human subjects. The privacy rights of human subjects must
always be observed.

All animal experiments should comply with the ARRIVE guidelines and should be carried out in
accordance with the U.K. Animals (Scientific Procedures) Act, 1986 and associated guidelines, EU
Directive 2010/63/EU for animal experiments, or the National Institutes of Health guide for the care
and use of Laboratory animals (NIH Publications No. 8023, revised 1978) and the authors should
clearly indicate in the manuscript that such guidelines have been followed.

All authors must disclose any financial and personal relationships with other people or organizations
that could inappropriately influence (bias) their work. Examples of potential competing interests
include employment, consultancies, stock ownership, honoraria, paid expert testimony, patent
applications/registrations, and grants or other funding. Authors must disclose any interests in two
places: 1. A summary declaration of interest statement in the title page file (if double-blind) or the
manuscript file (if single-blind). If there are no interests to declare then please state this: 'Declarations
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of interest: none'. This summary statement will be ultimately published if the article is accepted.
2. Detailed disclosures as part of a separate Declaration of Interest form, which forms part of the
journal's official records. It is important for potential interests to be declared in both places and that
the information matches. More information.

Submission of an article implies that the work described has not been published previously (except in
the form of an abstract, a published lecture or academic thesis, see 'Multiple, redundant or concurrent
publication' for more information), that it is not under consideration for publication elsewhere, that
its publication is approved by all authors and tacitly or explicitly by the responsible authorities where
the work was carried out, and that, if accepted, it will not be published elsewhere in the same form, in
English or in any other language, including electronically without the written consent of the copyright-
holder. To verify originality, your article may be checked by the originality detection service Crossref
Similarity Check.

Preprints

Please note that preprints can be shared anywhere at any time, in line with Elsevier's sharing policy.
Sharing your preprints e.g. on a preprint server will not count as prior publication (see 'Multiple,
redundant or concurrent publication' for more information).

Authors are expected to consider carefully the list and order of authors before submitting their
manuscript and provide the definitive list of authors at the time of the original submission. Any
addition, deletion or rearrangement of author names in the authorship list should be made only
before the manuscript has been accepted and only if approved by the journal Editor. To request such
a change, the Editor must receive the following from the corresponding author: (a) the reason
for the change in author list and (b) written confirmation (e-mail, letter) from all authors that they
agree with the addition, removal or rearrangement. In the case of addition or removal of authors,
this includes confirmation from the author being added or removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or rearrangement of
authors after the manuscript has been accepted. While the Editor considers the request, publication
of the manuscript will be suspended. If the manuscript has already been published in an online issue,
any requests approved by the Editor will result in a corrigendum.

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' (see
more information on this). An e-mail will be sent to the corresponding author confirming receipt of
the manuscript together with a 'Journal Publishing Agreement' form or a link to the online version
of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for internal
circulation within their institutions. Permission of the Publisher is required for resale or distribution
outside the institution and for all other derivative works, including compilations and translations. If
excerpts from other copyrighted works are included, the author(s) must obtain written permission
from the copyright owners and credit the source(s) in the article. Elsevier has preprinted forms for
use by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to complete an
'Exclusive License Agreement' (more information). Permitted third party reuse of gold open access
articles is determined by the author's choice of user license.

Author rights
As an author you (or your employer or institution) have certain rights to reuse your work. More
information.

Elsevier supports responsible sharing
Find out how you can share your research published in Elsevier journals.
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You are requested to identify who provided financial support for the conduct of the research and/or
preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in
the collection, analysis and interpretation of data; in the writing of the report; and in the decision to
submit the article for publication. If the funding source(s) had no such involvement then this should
be stated.

Funding body agreements and policies

Elsevier has established a number of agreements with funding bodies which allow authors to comply
with their funder's open access policies. Some funding bodies will reimburse the author for the gold
open access publication fee. Details of existing agreements are available online.

This journal offers authors a choice in publishing their research:

Subscription

« Articles are made available to subscribers as well as developing countries and patient groups through
our universal access programs.

« No open access publication fee payable by authors.

« The Author is entitled to post the accepted manuscript in their institution's repository and make this
public after an embargo period (known as green Open Access). The published journal article cannot be
shared publicly, for example on ResearchGate or Academia.edu, to ensure the sustainability of peer-
reviewed research in journal publications. The embargo period for this journal can be found below.
Gold open access

« Articles are freely available to both subscribers and the wider public with permitted reuse.

+ A gold open access publication fee is payable by authors or on their behalf, e.g. by their research
funder or institution.

Regardless of how you choose to publish your article, the journal will apply the same peer review
criteria and acceptance standards.

For gold open access articles, permitted third party (re)use is defined by the following Creative
Commons user licenses:

Creative Commons Attribution (CC BY)

Lets others distribute and copy the article, create extracts, abstracts, and other revised versions,
adaptations or derivative works of or from an article (such as a translation), include in a collective
work (such as an anthology), text or data mine the article, even for commercial purposes, as long
as they credit the author(s), do not represent the author as endorsing their adaptation of the article,
and do not modify the article in such a way as to damage the author's honor or reputation.

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

For non-commercial purposes, lets others distribute and copy the article, and to include in a collective
work (such as an anthology), as long as they credit the author(s) and provided they do not alter or
modify the article.

The gold open access publication fee for this journal is USD 2000, excluding taxes. Learn more about
Elsevier's pricing policy: https://www.elsevier.com/openaccesspricing.

Green open access

Authors can share their research in a variety of different ways and Elsevier has a number of
green open access options available. We recommend authors see our green open access page for
further information. Authors can also self-archive their manuscripts immediately and enable public
access from their institution's repository after an embargo period. This is the version that has been
accepted for publication and which typically includes author-incorporated changes suggested during
submission, peer review and in editor-author communications. Embargo period: For subscription
articles, an appropriate amount of time is needed for journals to deliver value to subscribing customers
before an article becomes freely available to the public. This is the embargo period and it begins from
the date the article is formally published online in its final and fully citable form. Find out more.

This journal has an embargo period of 36 months.
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Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a mixture of
these). Authors who feel their English language manuscript may require editing to eliminate possible
grammatical or spelling errors and to conform to correct scientific English may wish to use the English
Language Editing service available from Elsevier's WebShop.

Our online submission system guides you stepwise through the process of entering your article
details and uploading your files. The system converts your article files to a single PDF file used in
the peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset your article for
final publication. All correspondence, including notification of the Editor's decision and requests for
revision, is sent by e-mail.

Submit your article
Please submit your article via http://ees.elsevier.com/yjado/

Additional information

The Journal considers full Research Articles (up to 5,000 words), Brief Reports (up to 1,500 words),
and International Notes (1,000 words). All manuscripts should observe the following rules about
presentation. The word count relates to the body of the article. The abstract, references, tables,
figures and appendices are not included in the count.

GENERAL STYLE: The Journal follows the current American Psychological Association style
guide. Papers that are not submitted in APA style are likely to be returned to authors. You
are referred to their Publication Manual, Sixth Edition, copies of which may be ordered from
http://www.apa.org/pubs/books/4200066.aspx, or APA order Dept, POB 2710, Hyattsville, MD
20784, USA, or APA, 3 Henrietta Street, London, WC3E 8LU, UK. There are also abbreviated guides
freely available on the web. Text should be written in English (American or British usage is accepted,
but not a mixture of these). Italics are not to be used for expressions of Latin origin, for example, in
vivo, et al., per se. Use decimal points (not commas); use a space for thousands (10 000 and above).
If (and only if) abbreviations are essential, define those that are not standard in this field at their
first occurrence in the article: in the abstract but also in the main text after it. Ensure consistency
of abbreviations throughout the article.

Manuscripts must be typewritten using double spacing and wide (3 cm) margins. (Avoid dull
justification, i.e., do not use a constant right-hand margin). Ensure that each new paragraph is clearly
indicated. Present tables and figure legends on separate pages in separate electronic files. If possible,
consult a recent issue of the Journal to become familiar with layout and conventions. Number all
pages consecutively.

PREPARATION

This journal uses double-blind review, which means that both the reviewer and author name(s) are
not allowed to be revealed to one another for a manuscript under review. The identities of the authors
are concealed from the reviewers, and vice versa. More information is available on our website. To
facilitate this, please include the following separately:

Title page (with author details): This should include the title, authors' names and affiliations, and a
complete address for the corresponding author including an e-mail address.

Blinded manuscript (no author details): The main body of the paper (including the references, figures
and tables) should not include any identifying information, such as the authors' names or affiliations.

This journal operates a double blind review process. All contributions will be initially assessed by the
editor for suitability for the journal. Papers deemed suitable are then typically sent to a minimum of
two independent expert reviewers to assess the scientific quality of the paper. The Editor is responsible
for the final decision regarding acceptance or rejection of articles. The Editor's decision is final. More
information on types of peer review.

This journal uses double-blind review, which means the identities of the authors are concealed from
the reviewers, and vice versa. More information is available on our website. To facilitate this, please
include the following separately:
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Title page (with author details): This should include the title, authors' names, affiliations,
acknowledgements and any Declaration of Interest statement, and a complete address for the
corresponding author including an e-mail address.

Blinded manuscript (no author details): The main body of the paper (including the references,
figures, tables and any acknowledgements) should not include any identifying information, such as
the authors' names or affiliations.

Use of word processing software

It is important that the file be saved in the native format of the word processor used. The text
should be in single-column format. Keep the layout of the text as simple as possible. Most formatting
codes will be removed and replaced on processing the article. In particular, do not use the word
processor's options to justify text or to hyphenate words. However, do use bold face, italics, subscripts,
superscripts etc. When preparing tables, if you are using a table grid, use only one grid for each
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align columns.
The electronic text should be prepared in a way very similar to that of conventional manuscripts (see
also the Guide to Publishing with Elsevier). Note that source files of figures, tables and text graphics
will be required whether or not you embed your figures in the text. See also the section on Electronic
artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check’
functions of your word processor.

Subdivision - unnumbered sections

Divide your article into clearly defined sections. Each subsection is given a brief heading. Each heading
should appear on its own separate line. Subsections should be used as much as possible when cross-
referencing text: refer to the subsection by heading as opposed to simply 'the text'.

Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations in
appendices should be given separate numbering: Eq. (A.1), Eqg. (A.2), etc.; in a subsequent appendix,
Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc.

e Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid
abbreviations and formulae where possible.

e Author names and affiliations. Please clearly indicate the given name(s) and family name(s)
of each author and check that all names are accurately spelled. You can add your name between
parentheses in your own script behind the English transliteration. Present the authors' affiliation
addresses (where the actual work was done) below the names. Indicate all affiliations with a lower-
case superscript letter immediately after the author's name and in front of the appropriate address.
Provide the full postal address of each affiliation, including the country name and, if available, the
e-mail address of each author.

e Corresponding author. Clearly indicate who will handle correspondence at all stages of refereeing
and publication, also post-publication. This responsibility includes answering any future queries about
Methodology and Materials. Ensure that the e-mail address is given and that contact details
are kept up to date by the corresponding author.

¢ Present/permanent address. If an author has moved since the work described in the article was
done, or was visiting at the time, a 'Present address’ (or 'Permanent address') may be indicated as
a footnote to that author's name. The address at which the author actually did the work must be
retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes.

Abstract

A concise and factual abstract is required (maximum length 250 words). This should state briefly the
purpose of the research, the principle results and major conclusions. An abstract is often presented
separate from the article, so it must be able to stand alone. References should therefore be avoided,
but if essential, they must be cited in full, without reference to the reference list.

All abstracts must include basic information about the sample, including country of data collection,
sample size, and relevant demographics. Age and gender of participants are required. The abstract
should also indicate method of data collection (e.g., qualitative analysis of interview material, surveys
administered to parents and adolescents) and whether the study is cross-sectional or longitudinal.

The abstract should be submitted under four headers: Introduction, Methods, Results & Conclusions.
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Graphical abstract

Although a graphical abstract is optional, its use is encouraged as it draws more attention to the online
article. The graphical abstract should summarize the contents of the article in a concise, pictorial form
designed to capture the attention of a wide readership. Graphical abstracts should be submitted as a
separate file in the online submission system. Image size: Please provide an image with a minimum
of 531 x 1328 pixels (h x w) or proportionally more. The image should be readable at a size of 5 x
13 cm using a regular screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office
files. You can view Example Graphical Abstracts on our information site.

Authors can make use of Elsevier's Illustration Services to ensure the best presentation of theirimages
and in accordance with all technical requirements.

Immediately after the abstract, provide a maximum of 6 keywords, using British spelling and avoiding
general and plural terms and multiple concepts (avoid, for example, 'and’, 'of'). Be sparing with
abbreviations: only abbreviations firmly established in the field may be eligible. These keywords will
be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first page
of the article. Such abbreviations that are unavoidable in the abstract must be defined at their first
mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the article.
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Electronic artwork

General points

+ Make sure you use uniform lettering and sizing of your original artwork.

« Embed the used fonts if the application provides that option.

+ Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or
use fonts that look similar.

« Number the illustrations according to their sequence in the text.

¢ Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

¢ Size the illustrations close to the desired dimensions of the published version.

¢ Submit each illustration as a separate file.

A detailed guide on electronic artwork is available.
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Formats
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Regardless of the application used other than Microsoft Office, when your electronic artwork is
finalized, please 'Save as' or convert the images to one of the following formats (note the resolution
requirements for line drawings, halftones, and line/halftone combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of
500 dpi.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a
low number of pixels and limited set of colors;

e Supply files that are too low in resolution;

* Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or
MS Office files) and with the correct resolution. If, together with your accepted article, you submit
usable color figures then Elsevier will ensure, at no additional charge, that these figures will appear
in color online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations
are reproduced in color in the printed version. For color reproduction in print, you will receive
information regarding the costs from Elsevier after receipt of your accepted article. Please
indicate your preference for color: in print or online only. Further information on the preparation of
electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A
caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used.

Please submit tables as editable text and not as images. Tables can be placed either next to the
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in
accordance with their appearance in the text and place any table notes below the table body. Be
sparing in the use of tables and ensure that the data presented in them do not duplicate results
described elsewhere in the article. Please avoid using vertical rules and shading in table cells.

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and vice
versa). Any references cited in the abstract must be given in full. Unpublished results and personal
communications are not recommended in the reference list, but may be mentioned in the text. If these
references are included in the reference list they should follow the standard reference style of the
journal and should include a substitution of the publication date with either 'Unpublished results' or
'Personal communication'. Citation of a reference as 'in press' implies that the item has been accepted
for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last accessed. Any
further information, if known (DOI, author names, dates, reference to a source publication, etc.),
should also be given. Web references can be listed separately (e.g., after the reference list) under a
different heading if desired, or can be included in the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them
in your text and including a data reference in your Reference List. Data references should include the
following elements: author name(s), dataset title, data repository, version (where available), year,
and global persistent identifier. Add [dataset] immediately before the reference so we can properly
identify it as a data reference. The [dataset] identifier will not appear in your published article.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular reference
management software products. These include all products that support Citation Style Language
styles, such as Mendeley and Zotero, as well as EndNote. Using the word processor plug-ins from
these products, authors only need to select the appropriate journal template when preparing their
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article, after which citations and bibliographies will be automatically formatted in the journal's style.
If no template is yet available for this journal, please follow the format of the sample references
and citations as shown in this Guide. If you use reference management software, please ensure that
you remove all field codes before submitting the electronic manuscript. More information on how to
remove field codes.

Users of Mendeley Desktop can easily install the reference style for this journal by clicking the following
link:

http://open.mendeley.com/use-citation-style/journal-of-adolescence

When preparing your manuscript, you will then be able to select this style using the Mendeley plug-
ins for Microsoft Word or LibreOffice.

Reference style

Text: Citations in the text should follow the referencing style used by the American Psychological
Association. You are referred to the Publication Manual of the American Psychological Association,
Sixth Edition, ISBN 978-1-4338-0561-5, copies of which may be ordered online or APA Order Dept.,
P.O.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, UK.

List: references should be arranged first alphabetically and then further sorted chronologically if
necessary. More than one reference from the same author(s) in the same year must be identified by
the letters 'a’, 'b’, 'c', etc., placed after the year of publication.

Examples:

Reference to a journal publication:

Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a scientific article.
Journal of Scientific Communications, 163, 51-59.

Reference to a book:

Strunk, W., Ir.,, & White, E. B. (2000). The elements of style. (4th ed.). New York: Longman, (Chapter
4).

Reference to a chapter in an edited book:

Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your article. In B. S.
Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 281-304). New York: E-Publishing
Inc.

Reference to a website:

Cancer Research UK. Cancer statistics reports for the UK. (2003). http://www.cancerresearchuk.org/
aboutcancer/statistics/cancerstatsreport/ Accessed 13 March 2003.

Reference to a dataset:

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for Japanese
oak wilt disease and surrounding forest compositions. Mendeley Data, v1. https://doi.org/10.17632/
Xwj98nb39r.1.

Reference to a conference paper or poster presentation:

Engle, E.K., Cash, T.F.,, & Jarry, J.L. (2009, November). The Body Image Behaviours Inventory-3:
Development and validation of the Body Image Compulsive Actions and Body Image Avoidance Scales.
Poster session presentation at the meeting of the Association for Behavioural and Cognitive Therapies,
New York, NY.

Elsevier accepts video material and animation sequences to support and enhance your scientific
research. Authors who have video or animation files that they wish to submit with their article are
strongly encouraged to include links to these within the body of the article. This can be done in the
same way as a figure or table by referring to the video or animation content and noting in the body
text where it should be placed. All submitted files should be properly labeled so that they directly
relate to the video file's content. . In order to ensure that your video or animation material is directly
usable, please provide the file in one of our recommended file formats with a preferred maximum
size of 150 MB per file, 1 GB in total. Video and animation files supplied will be published online in
the electronic version of your article in Elsevier Web products, including ScienceDirect. Please supply
'stills' with your files: you can choose any frame from the video or animation or make a separate
image. These will be used instead of standard icons and will personalize the link to your video data. For
more detailed instructions please visit our video instruction pages. Note: since video and animation
cannot be embedded in the print version of the journal, please provide text for both the electronic
and the print version for the portions of the article that refer to this content.
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The journal encourages authors to create an AudioSlides presentation with their published article.
AudioSlides are brief, webinar-style presentations that are shown next to the online article on
ScienceDirect. This gives authors the opportunity to summarize their research in their own words
and to help readers understand what the paper is about. More information and examples are
available. Authors of this journal will automatically receive an invitation e-mail to create an AudioSlides
presentation after acceptance of their paper.

Include interactive data visualizations in your publication and let your readers interact and engage
more closely with your research. Follow the instructions here to find out about available data
visualization options and how to include them with your article.

Supplementary material such as applications, images and sound clips, can be published with your
article to enhance it. Submitted supplementary items are published exactly as they are received (Excel
or PowerPoint files will appear as such online). Please submit your material together with the article
and supply a concise, descriptive caption for each supplementary file. If you wish to make changes to
supplementary material during any stage of the process, please make sure to provide an updated file.
Do not annotate any corrections on a previous version. Please switch off the "Track Changes' option
in Microsoft Office files as these will appear in the published version.

This journal encourages and enables you to share data that supports your research publication
where appropriate, and enables you to interlink the data with your published articles. Research data
refers to the results of observations or experimentation that validate research findings. To facilitate
reproducibility and data reuse, this journal also encourages you to share your software, code, models,
algorithms, protocols, methods and other useful materials related to the project.

Below are a number of ways in which you can associate data with your article or make a statement
about the availability of your data when submitting your manuscript. If you are sharing data in one of
these ways, you are encouraged to cite the data in your manuscript and reference list. Please refer to
the "References" section for more information about data citation. For more information on depositing,
sharing and using research data and other relevant research materials, visit the research data page.

Data linking

If you have made your research data available in a data repository, you can link your article directly to
the dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect with
relevant repositories, giving readers access to underlying data that gives them a better understanding
of the research described.

There are different ways to link your datasets to your article. When available, you can directly link
your dataset to your article by providing the relevant information in the submission system. For more
information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your published
article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your
manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 734053;
PDB: 1XFN).

Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including raw and
processed data, video, code, software, algorithms, protocols, and methods) associated with your
manuscript in a free-to-use, open access repository. Before submitting your article, you can deposit
the relevant datasets to Mendeley Data. Please include the DOI of the deposited dataset(s) in your
main manuscript file. The datasets will be listed and directly accessible to readers next to your
published article online.

For more information, visit the Mendeley Data for journals page.

87



Data statement

To foster transparency, we encourage you to state the availability of your data in your submission.
This may be a requirement of your funding body or institution. If your data is unavailable to access
or unsuitable to post, you will have the opportunity to indicate why during the submission process,
for example by stating that the research data is confidential. The statement will appear with your
published article on ScienceDirect. For more information, visit the Data Statement page.
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