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Abstract
Background: The period from 2009 to 2019 has seen a lot of conversation about issues of LGBTQIA+ (lesbian, gay, bisexual, 
transgender, queer/ questioning, intersex, asexual, and others) individuals in India, but they continue to be a group showing 
poor health equity.
Objective: This descriptive content review attempted to explore 5 questions: what is the nature of existing research on 
mental health of LGBTQIA+ individuals, what are the pathways that contribute to mental health issues, whether the existing 
health facilities mitigate or facilitate these pathways, what are the interventions proposed for this group, and what are the 
gaps in research that can be addressed in the next decade. 
Method: “Mental health aspects” were described as variables relevant to understanding individuals’ cognitions, emotions, 
and behavior. We searched for literature in online journal databases, in archives of the most prominent journals, on websites 
of prominent LGBTQIA+ organizations, and through cross-referencing of papers obtained. The data were abstracted and 
coded into themes and subthemes. We found 22 reviews and reports, 4 viewpoints and comments, 7 editorials, 1 conference 
proceeding, and 60 original articles. 
Conclusions: Prevalence studies reveal that LGBTQIA+ individuals were found to show high rates of mental health concerns, 
and that the adapted minority stress model may be a crucial pathway for the same. Lived experiences, factors related to mental 
well-being, and societal attitudes have also been studied. Intervention studies are relatively fewer, and certain subgroups of 
LGBTQIA+ identities are less represented in research. Gaps in research were identified and recommendations for research 
in the coming decade were proposed.
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Introduction

The previous decade has been crucial for the LGBTQIA+ 
(lesbian, gay, bisexual, transgender, queer/ questioning, 
intersex, asexual, and others) community in India. Since 
2009, following the Delhi High Court’s initial verdict and the 
Supreme Court’s final verdict in 2018 with respect to section 
377 of the Constitution, as well as the national legal services 
authority (NALSA) judgment and debate with respect to the 
Trans Rights Bill, the legal discourse is being accompanied 
by much more societal conversation about the LGBTQIA+ 
community. Justice Chandrachud in the verdict about section 
377 outlined the role of mental health professionals to provide 
responsible mental health care and advocacy.1

There is no systematic data about the number of 
LGBTQIA+ individuals in India. According to an estimate by 

Gates, Williams Institutes estimates, LGBTQIA+ individuals 
are likely to form 3.8% of the population, ie, 45.4 million in 
2011.2 There is much that we still need to know about this 
population.

Addressing health inequities by 2030 is one of the United 
Nations’ Sustainable Development Goals, and in a crucial 
consultation on public health, the LGBTQIA+ community 
was identified as one of the 12 groups least represented in 
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health equity research in India.3 A large research gap was 
found amongst important issues related to health equity, 
and the consultative body called for research along 4 lines 
as priority in the next decade:  descriptive research outlining 
the health situation of this (and other identified) group(s), 
explanatory research to identify pathways that lead to creating 
these health inequities, explanatory research examining how 
health systems facilitate or mitigate these pathways, and 
intervention research that provides guidelines for how one 
can address these inequities. 

Before we can begin systematically contributing 
research work within this useful framework, it is important to 
understand where we are currently at with respect to research 
findings. In this review, we seek to outline current research 
findings with respect to the mental health of the LGBTQIA+ 
community in India. We have specifically focused on the 
period between 2009 and 2019. This is a baseline that we can 
potentially build on as researchers in the next decade.

Methodology

Questions and Definitions

This is a descriptive content review of studies exploring 
mental health aspects of LGBTQIA+ individuals in India. In 
keeping with the framework outlined above,3 we were 
interested in the following key questions: 

1. What are the key findings from research conducted 
about mental health aspects of LGBTQIA+ 
individuals?
 • What kind of variables have been explored?
 • What do we know about lived experiences of 

LGBTQIA+ individuals?
 • Who are the individuals who have been studied?

2. What do we know about potential pathways that may 
exacerbate mental health concerns in this group?

3. What do we know about the role of existing mental 
health systems in working with this group in 
facilitating or mitigating these pathways?

4. What do we know about interventions that might be 
useful with this group?

5. What data are we missing that needs to be explored 
further?

We define “mental health aspects” here in broad terms as 
variables relevant to understanding individuals’ cognitions, 
emotions, and behavior; we include here “mental illnesses” 
or “health concerns,” and also satisfaction, self-esteem, 
other indices of well-being, and lived experiences. We also 
include mental health interventions and stigma and societal 
attitudes. By LGBTQIA+ individuals we mean gender and 
sexual minorities, ie, all gender and sexual identities other 
than cis-gender heterosexual. 

Study Identification

We performed a literature search using 4 modalities. We 
searched databases such as ProQuest, Google Scholar, 
PubMed, SagePub, ResearchGate, and Academia, using key 
terms such as gay, lesbian, bisexual, transgender, LGBT, 
sexual orientation, sexual minorities, gender minorities, 
homosexual, queer, asexual, genderqueer, intersex, MSM, 
hijra and mental health, mental illness, psychology, 
psychiatry, or psychosocial and India as search terms. We 
also searched archives of prominent Indian journals on 
psychology, psychiatry, public health, sexual health, and 
queer studies. We reviewed the research publications listed 
on websites and databases of prominent organizations and 
bodies that work for the rights of LGBTQIA+ individuals 
(Humsafar Trust, CREA, LABIA, etc.), as they are key 
contributors to research with this population. This was 
followed by cross-referencing with all the studies yielded in 
the first phase. 

We were interested in studies that discussed mental health 
aspects of LGBTQIA+ individuals in India. Dates of interest 
ranged from 2009 (after the Delhi High Court first made a 
key verdict about section 377) to 2019. We included original 
studies, reviews, editorials, and comments published in Indian 
peer reviewed journals, or about LGBTQIA+ individuals in 
India published in international journals, and also books and 
published reports that described original research based in 
India. We included papers that were specifically about the 
LGBTQIA+ community, and also more general papers that 
included descriptions of mental health issues of LGBTQIA+ 
individuals amongst those of other groups. We also included 
psychological studies that focused on attitudes toward 
LGBTQIA+ individuals held in the society. We included 
interdisciplinary research, primarily public health, sexual 
and reproductive health, and sociology research, as long as 
it specifically addressed psychological variables; at the same 
time, we included research on health, cultural, and historical 
factors that was published in psychiatry and psychology 
journals. We did not screen based on research quality or 
place restrictions on the journal prominence, as we wished to 
include all possible relevant research throughout the country, 
and our basic criteria were that it had to be peer reviewed. 

Data Processing

After identification of the studies, we abstracted the data on a 
standardized data sheet. We recorded author names, journal/
book/report names, titles, dates of publication, types of paper, 
nature and size of the sample and population studied, region 
of the study, study design, major findings, and major themes. 
We coded this data based on the type of paper (review, 
editorial, comment, original study, book chapter, book, and 
report), on the basis of the populations studied (LGBTQIA+, 
men having sex with men [MSM], gender minorities, only 
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homosexual, lesbian, gay and bisexual [LGB], families, and 
society), on the region in which the study was conducted, and 
on the major research themes that we identified (prevalence 
of mental health conditions, risk and protective factors, 
studies exploring the link between mental health and 
LGBTQIA+ identity, lived experiences, mental well-being 
variables, interventions, and societal attitudes). The themes 
were then divided into subthemes based on the analysis of 
commonalities and differences in the subject matter studied.

Results

We found 22 reviews and reports, 4 viewpoints and comments, 
7 editorials, 1 conference proceeding, and 60 original articles.

Reviews and Editorials

In the decade since 2009, many reviews and editorials have 
been published in psychology and psychiatry journals that 
addressed LGBTQIA+ related themes. In one paper, the 
authors reviewed papers published about the issue before and 
after the 2009 verdict and noted how the discourse of the 
psychiatrists took a U-turn with some articles published in 
support of homosexuality, as compared to previous articles 
that pathologized LGBTQIA+ identities.4 The reviews, 
editorials, comments, and viewpoints2,4-30 have traced 
historical, anthropological, cultural, medical, legal, and social 
perspectives toward sexuality through the ages, have 
highlighted various facets of the societal challenges and 
health care needs faced by LGBTQIA+ individuals in India, 
and have called for the mental health fraternity to be more 
sensitive of their needs. There have also been articles on 
larger themes that were inclusive of the concerns of 
LGBTQIA+ individuals in these contexts, for instance, 
women’s mental health,31 the elderly,32 and sex and gender-
related issues in child psychiatric practice.33

Prevalence of Mental Health Conditions

A few studies over this decade have presented estimates of 
the prevalence of various mental health conditions amongst 
LGBTQIA+ individuals. In one study,34 52.9% of MSMs 
studied were found to have some psychiatric morbidity. A 
qualitative study with sexual minority women found that 
isolation, anxiety, high substance use, and suicidal thoughts 
were common themes in these women’s experiences.35 
Prevalence rates for depression, substance abuse and 
dependence, anxiety, and other psychiatric conditions from 
varied studies36-49 are described in Table 1. Badgett25 stated 
that in the absence of studies providing a comparable estimate 
for non-LGBTQIA+ people in India, the population 
prevalence of a condition can be used as a benchmark. 
Although the varied prevalence rates and methodologies 
make comparisons difficult, prima facie depression and 

suicide rates in LGBTQIA+ individuals are higher than 
population estimates that are 4.5% 12-month population 
estimate for India and 2.1% 12-month population estimate for 
developing countries, respectively.25

Access to Mental Health Care

In spite of the high prevalence rates, not a single MSM 
individual with mental health issues was reported to be 
engaging in any current treatment.41 Some transgender 
individuals reported that they avoid free government health 
care services and prefer self-medication or private health 
care.50 Sexual minority women reported that they typically 
avoid mental health services because of the stigma of mental 
illness, fear of negative medical interventions, and previous 
unfavorable experiences of these services.35 As reported in 
some reviews,4,7-8,10,13-15 the extent of marginalization, 
inadequate knowledge and sensitivity of health care 
professionals toward LGBTQIA+ individuals, active 
discrimination, and perpetuation of violence by them may be 
the contributing health care barriers. 

Risk and Protective Factors for Mental Health Conditions

While some studies showed that depression symptoms were 
negatively correlated with age,36 others suggested higher rates 
for depression for older individuals.41-42 Financial debt was a 
predictor of depression in one study.38 The rates of depression 
were higher for those who had faced negative reactions when 
coming out.36 The reports were inconsistent about the relation 
between depression and whether one was out, and depression 
and whether one had been or was married.42,48

Much of the research on LGBTQIA+ individuals 
has emerged out of public health research related to HIV. 
Depression, substance abuse, and victimization among MSM 
and transgender individuals were found to have a synergistic 
effect on sexual risk.44 Major depression was found to be a 
significant predictor for engaging in unsafe sexual practices.40 
At the same time, the risk of depression was higher for those 
engaged in sex work outside their place of residence, those 
engaged in transactional sex, those engaged in unprotected 
sexual practices, those who had sexually transmitted infections, 
those who were aware that they were HIV positive, those who 
had disclosed that to others, those who had a high perception 
of their own risk for HIV, and those reporting forced sexual 
experiences or intimate partner violence.38,42,44,48

The rates of depression were related to rates of substance 
use.38,42,44 One study reported higher risk for substance use 
amongst those who were out, and also those who had more sexual 
partners, or had experiences of intimate partner violence.46 

Social support satisfaction was associated with lower 
risk of anxiety, depression, and suicidal ideation.41 Higher 
self-esteem was associated with lower risk for depression 
and suicide.41 Resilient coping and social support have shown 
varied protective benefits for MSM and transwomen.42
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Relation Between Stigma and Mental Health 
Conditions

1. LGBTQIA+ Individuals Experience Stigma
2. Stigma Is Related to Mental Health Conditions
3. Some Factors May Protect LGBTQIA+ Individuals 

From Stigma and Mental Health Conditions

1. LGBTQIA+ Individuals Experience Stigma
Interviews and focus group discussions with LGBTQIA+ 

individuals across the country have revealed that LGBTQIA+ 
individuals experience actual, felt, and internalized stigma. 
They experience family enacted violence and lack of 
family acceptance, pressure to marry, violence from peers 
and partners, institutional violence and discrimination at 
schools and workplaces, and experiences of discrimination in 
employment, housing, and health care services.42,50-52 In one 
study, third-fourths of respondents felt it was imperative to 
keep their identity a secret.53

There are different aspects of one’s identities that may 
be stigmatized. Participants in studies have described the 
influence of heteronormativity. Alternatives to heterosexuality 

were limited for many participants: most described growing 
up assuming that being attracted to a different sex had to be a 
part of their sexuality. With the aforementioned assumption of 
heterosexuality, most participants negotiated the expectation 
(from themselves, their families, and others) that they would 
marry a different gender and have children.54 Sexual minority 
stigma is paramount: one’s sexual identity as homosexual 
is strongly stigmatized. Bisexual individuals additionally 
reported experiences of bi-negativity.35,54

There is stigma related to gender nonconformity.39 
Participants reported gender-specific stigma and behavioral 
norms, for instance, stigma related to gender expression 
influenced behaviors which were socially permitted. This 
takes varied forms, with cis-women experiencing violence 
because of patriarchal beliefs related to their supposed 
inferiority as compared to cis-men.35 Transgender individuals 
experience transnegativity.50 Gay men not conforming to 
“masculine” presentation norms also face additional stigma. 
For instance, amongst MSM, those identifying as a kothi 
(feminine acting/appearing and predominantly receptive in 
anal sex) face higher stigma compared to a panthi (masculine 
appearing, predominantly insertive).42,55

Table 1. Prevalence of Mental Health Conditions Among LGBTQIA+ Individuals

Study Sample Rates of Mental Health Conditions

277 MSM pan India36 58.84% depression 

20 transwomen and 10 transmen Imphal37 62.5% alcohol abuse, 31.2% alcohol dependence, 46.8% drug abuse, 37.55% gener-
alized anxiety disorder (GAD), 31.2% depression, 41.2% current suicidal risk, 31.2% 
past suicidal attempts, 18.7% dysthymia, 6.2% panic disorder, 9.4% agoraphobia, 
25% social phobia, and 9.4% post-traumatic stress disorder (PTSD)

1176 MSM Andhra Pradesh38 35% depression

100 Chennai and 100 Kumbakonam (semi urban 
area in Tamil Nadu)39

Depression (severe, moderate, and mild): 79% (30%, 25%, and 24%) and 77% (47%, 
19%, and 11%), and 33% of depressed people showed suicidal ideation

150 MSM Mumbai40 28.7% depression, 16.7% alcohol dependence/abuse, 14% social anxiety or PTSD, 
13.3% GAD or obsessive-compulsive disorder, and 45% suicidal ideation

150 MSM Mumbai41 29% depression, 24% anxiety disorders, 9.5% current/prior hypomania, 5.4% 
current mood disorder with psychosis, 7.4% and 5.4% prior and current psychotic 
episode, 3.4% prior manic episode, 2.7% dysthymia, 15% alcohol dependence, and 
45% suicidal (66% low, 19% moderate, and 15% high risk)

11,992 MSM in 12 cities pan India42 11% depression (7.7% severe, 2.2% moderate, and 1.4% mild)

276 gay and 116 bisexual men Maharashtra43 59.1% and 50.9% depression rates in GB men, respectively

300 MSM and 300 transwomen in Tamil Nadu, 
Maharashtra, West Bengal, and Delhi44

Among MSM: 35.3% moderate/severe depression and 15% frequent alcohol use. 
Among transwomen: 42.7% moderate/severe depression and 37.3% frequent 
alcohol use. 

12 lesbian and 20 gay Imphal45 25% current depression, 18.7% past history of depression, 6.2% dysthymia, suicidal 
risk (9.4% low, 9.4% moderate, and 6.2% high), 15.6% past suicidal attempts, 9.3% 
hypomanic episode, 18.7% anxiety disorders, 62.5% alcohol abuse and 31.25% 
dependence, and 46.8% drug abuse

433 MSM Maharashtra46 Substance use: 23% hazardous drinking, 12% illicit substances, 9% polysubstance, 
and 58% depression

3880 MSM Tamil Nadu, Maharashtra, and Andhra 
Pradesh47

60% any alcohol use and 40% of these are frequent users

210 MSM Chennai48 54.8% depression

33 LGBTI Vadodara49 70% depression, 15% suicidal ideation, and 45% alcohol/tobacco use
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Individuals from the LGBTQIA+ community often 
report additional forms of stigma, such as stigma about being 
HIV positive,39 stigma related to engaging in sex work,52 and 
stigma related to having mental health issues.35

2. Stigma Is Related to Mental Health Conditions
Some researchers evaluated the concept of ego dystonic 

homosexuality, that is an often used diagnosis.56 Both 
quantitative and qualitative analyses revealed external 
attributions for discomfort, calling into question this diagnosis 
and suggesting that the discomfort that homosexual individuals 
may have related to their sexuality is largely because of 
societal factors that are related to stigma and discrimination.56 

Meyer in 1997 propounded the minority stress theory 
which states that sexual minorities experience internalized 
homophobia, felt stigma, and actual stigma which contribute 
to higher stress that increase vulnerability to mental health 
conditions.57 Participants reported experiences that suggested 
that stigma and resultant violence and discrimination may 
contribute to low self-esteem, depression, suicidal ideation, 
low self-efficacy to challenge abuse, and higher vulnerability 
to HIV.50,52,53,58-59 Chakrapani et al,60 found that victimization 
and violence contribute to internalized homonegativity and/
or depression, which contribute to alcohol use, and these are 
sequentially or concurrently associated with higher HIV risk.

Researchers studied the cross-cultural applicability of 
the minority stress model and proposed the adapted minority 
stress model.39 This states that sexual minority stigma, gender 
nonconformity stigma, and stigma about being HIV positive 
together contribute to depression, while coping and social 
support are mediators. Results found support for it among 
MSM.39

3. Some Factors May Protect LGBTQIA+ 
Individuals From Stigma and Mental Health 
Conditions

In keeping with the minority stress theory, researchers 
have obtained quantitative data suggesting that resilient 
coping and social support are negatively correlated with 
depression and with stigma, and are mediating factors 
in the relationship between stigma and depression.39,59 

Social support can take the form of peer support,50,60 family 
acceptance (which is associated with less self-stigma and 
more confidence handling public stigma),58,60 the presence of 
supportive partners,54,60 and offline and online support from 
LGBTQIA+ communities.35,58-59 Resilient coping has also 
been linked to agency50 and self-acceptance,53 in qualitative 
reports.

Lived Experiences 

Identity Formation

Many individuals do not subscribe to Western labels and have 
local terms that they use to describe themselves. Steif61 
described these local identities of kothi, panthi, and hijra in 
terms of individuals’ sexual behaviors, practices, and gender 

presentation, and other terms include double decker. Labels 
were perceived as being necessary to communicate their 
identity in their social network and also as a political statement 
for LB women.35 The internet and LGBTQIA+ spaces were 
instrumental in helping them explore their identities. In a 
study with MSM in India,62 they described the formation of 
their sexual identity in childhood and subsequent attempts to 
negotiate these. In a study with 50 persons assigned gender 
female at birth, the concept of gender as an evolving process 
that was both fluid and constructed was described in relation 
to the process of identity formation.63 One study explored the 
various forces shaping identities of GLB individuals across 
the lifespan.64 In childhood, individuals reported expression 
of gender nonconformity and its correction by self, parents, 
school, medical professionals, and the emergence of their 
sexuality that brought forth unique developmental challenges 
such as isolation, confusion and questions about sexuality, 
invisibility with respect to absence of language and images of 
sexual diversity, denial, fear, and internalized homophobia, 
working out causations, and working through popular 
misconceptions. 

Disclosure and Coming Out

Some studies explored how many LGBTQIA+ individuals 
were out and their experiences after this disclosure.37,65-66 The 
average age of coming out of the closet for MSM was reported 
to be 19.71 years.36,65 In one study, 47% reported mixed 
coming out experiences and 38% reported positive ones.65 

Two studies noted that bisexually identified men were less 
likely to be out as compared to gay men, and many of them 
passed as heterosexual.43,66

The most common reasons for coming out were found 
to be avoiding marriage pressure from family, desire to 
gain mental peace, and among bisexual respondents, sexual 
adventure with another partner of the same sex.66 The most 
common practice with respect to coming out was disclosing 
to some female family members. The most popular reasons 
for not coming out were maintaining mental peace and 
social security, lack of financial stability, or because family 
members would not understand; some bisexual respondents 
did not prefer to come out because they believed themselves 
to be casually exploring the other side of sexuality.66

Intimate Partner Relationships

Intimate partner relationships were reported to be important 
for the consolidation of identity of LGB individuals, and 
same sex relationships were found to provide mirroring and 
self-affirmation.64 Challenges in these relationships include 
negotiation of their relationships in a heterosexual society, 
need for secrecy, the continuum of loneliness, isolation, 
breakups, depression and self-harm, experiences with 
nonmonogamy, complexity of gender equations, exploring 
relationships with their bodies and sexual pleasure, and some 
experiences of intimate partner violence; difficulties were 
reportedly compounded for “masculine” persons assigned 
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female at birth.63-64 Sexual minority women revealed that the 
stigma of female same-sex relationships influenced 
conceptions of intimacy, and the lack of private spaces to be 
together inhibited intimacy and affection.54

10% bisexual respondents and near about 15% gay 
respondents reported enjoying multiple sexual relationships.66 
40% gay and bisexual (GB) men reported satisfaction with 
their current intimate partner relationships.65 The average 
duration of relationships was less than 6 months to a year for 
gay men, less than 6 months for most bisexual respondents, 
and more than 30 months for lesbian respondents.66 A study 
found that more gay than bisexual or heterosexual individuals 
admitted to internet cheating, with more men than women 
reporting the same; social isolation, psychological distress, 
and external influence were reported to be the underlying 
reasons.67 

For many LGB individuals, heterosexual marriages 
were seen as compulsory, and living within and outside this 
heterosexual script was seen as a significant challenge.54,64-65,67 
Numbers of LGB individuals in heterosexual marriages 
ranged from 20% to 75% and were higher for bisexual 
individuals.65-67

One study compared sexual experiences of MSM who 
were in heterosexual marriages and those who were not.68 
Participants across all sexual identities described sexual 
desire and affection for their female sex partners. A number 
of participants said that they preferred women but had sex 
with men when women were not available; married men had 
relationships outside marriage mostly with men and rarely 
with other women. 

Social Support, Acceptance Versus Isolation

In one study,66 23% lesbian respondents, 47% gay respondents, 
and 11% bisexual respondents have experienced some degree 
of support from their surroundings, and around 20% lesbian 
respondents, around 20% gay respondents, and 2% bisexual 
respondents were not accepted by anybody.

Family acceptance emerged as an important factor in 
interviews with many LGBTQIA+ individuals. Studies 
described varying levels of family acceptance and its 
impact for LGBTQIA+ individuals.66,69 A number of 
lesbians, bisexual women, and trans individuals pan India 
reported that their experiences with family were full of 
violence, sexual abuse, neglect, discrimination, and that 
the extended family also exerted control and was complicit 
in policing them.63 Some transgender individuals reported 
that their identities were seen as obstacles to their siblings’ 
marriages.69 Family was seen as a primary support by most 
sexual minority women;70 however, in some interviews, the 
importance of a family of choice emerged with real and 
online friends being seen as family,70 and the importance 
of connection with LGBTQIA+ communities both real and 
virtual was emphasized.35,63 These communities provide a 
sense of belonging and identification, serve as safe spaces 
and also as collectives for social change and political 
action.64

Factors Related to Well-Being

In a cross-cultural study,71 GB men in Hisar in India showed 
more satisfaction with life and subjective happiness compared 
to those in Havana, Cape Town, and Tromso. Lesbian and 
bisexual women reported less personal growth, satisfaction in 
life, subjective well-being, and happiness compared to 
straight women, while GB and straight men showed equal 
satisfaction and subjective well-being levels. However, it is 
important to note that there were just 10 LGB respondents 
from India who participated in this study. In a study with 
transwomen, they were found to show low quality of life, and 
this was not significantly related to age and education.72

Transgender individuals were found to show low overall 
levels of resilience. Higher resilience was found among those 
with higher education, those occupied in mainstream, and 
those staying with their family of origin.73 In studies comparing 
LGBTQIA+ individuals and cis-heterosexual (cis-het) 
individuals, LGBTQIA+ individuals showed more negative 
emotional regulation strategies as compared to cis-het people, 
with more internal locus of control (LOC). Implementation 
of positive emotion regulation strategies and a more external 
LOC was the highest among lesbian women, followed by gay 
men, bisexual individuals, and then transgender individuals.74 
In another study, heterosexual individuals showed active, 
instrumental, and positive coping, while homosexual 
individuals showed behavioral coping strategies.75

Among Indian men who use a gay dating website, self-
esteem scores were significantly lower in subjects who 
were in the closet and those who had negative coming out 
experiences, and there was no association between the age of 
coming out and self-esteem scores.65 In one study, transgender 
individuals were found to show a medium self-esteem level.76 
In a longitudinal study comparing self-esteem and Global 
Sexual Satisfaction Index scores of transgender individuals 
pre- and postgender reassignment surgeries, it was found that 
both sets of scores increased significantly postsurgeries.77

Representation of Varied LGBTQIA+ Identities

Most studies had MSM, or GB men, as participants, followed 
by transwomen, and then lesbian and bisexual women. A lot 
of confusion has been observed with respect to the use of the 
terms such as hijra and transgender or transwomen, which 
have often been used interchangeably in studies, even though 
these identities may be very different. Only 4 studies included 
transmen,37,54,63,77 and 2 studies included intersex, genderqueer, 
nonbinary and genderfluid individuals,54,63 and individuals 
identifying as pansexual and queer.54,70 Only one study 
described the experiences of an asexual subject.78 

Queer persons assigned female at birth are particularly 
marginalized, and interviews revealed that the influence of 
patriarchy was important, with gender oppression more 
salient than sexual identity oppression in their experience.35 
These respondents described the challenges of accessing 
mental health and health services, and of negotiating the 
public in streets, transport, and toilets.63
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An ethnographic interview was conducted with a 
bisexual woman to understand her experiences.79 Bisexual 
individuals reported binegativity both from outside and 
within the LGBTQIA+ community and were more isolated 
than homosexual individuals.35 

Almost all the studies have adult participants. A single 
study was found that studied the experiences of a 16-year-old 
transwoman that provided insights into childhood experiences 
and challenges.80 Another study explored experiences 
of LGB individuals in childhood based on retrospective 
reports and described experiences in families and schools as 
crucial.64 One case study of a 57-year-old gay man described 
everyday social life and challenges faced at aging.81 A study 
of the experiences of pregeriatric and geriatric LGBTQIA+ 
individuals49 found that 64% experienced bullying, hate 
crimes and discrimination, and isolation due to current lack 
of a partner or children, alienation from family of origin, and 
having to live alone.49

Only one study explored experiences of parents 
and siblings in Mumbai.82 Their initial reactions were 
characterized by shock, disbelief, denial, withdrawal 
because of homoignorance, and silence. Factors related 
to acceptance included gathering information about 
LGBTQIA+, engaging with the other partner, having a 
good preexisting relationship with their child, and own 
experiences of nonconformity.

Interventions

There are limited studies that describe and test mental health 
interventions for LGBTQIA+ individuals that have been 
adapted to the Indian context. 3 important recent reviews 
explored how to adapt traditional family therapy interventions 
to suit queer individuals,83 possible substance abuse 
interventions for LGBTQIA+ individuals,84 and integrated 
and intersectional community intervention programs that aim 
at social inclusion.85 Kalra21 described a framework that 
psychiatrists can use to assist clients with the coming out 
process.

Some clinical case studies with individual clients have 
been published: one study examines steps to reduce erotic 
transference with a lesbian woman,86 while others explore 
different facets of the now outdated diagnosis of gender 
identity disorder (GID) such as careful ruling out of intersex 
status87 and need to systematically assess the distress faced by 
individuals with GID.88

Some papers presented research based on qualitative 
analysis of experiences of professionals providing interventions 
in India. One study described “conversion therapy” as used 
by many health professionals and their justifications for doing 
so; it highlighted how these interventions continue to be 
used.89 Ranade and Chakravarty in 2013 explored affirmative 
therapeutic practices used by mental health professionals in 
India working with the LGBTQIA+ community, and used the 
insights obtained to generate a module for gay affirmative 
counseling practice.90

One study91 described a queer-affirmative cognitive 
behaviour therapy (CBT)-based group therapy intervention 
for LGBTQIA+ individuals facilitated by queer mental health 
professionals called SAAHAS, that at a preliminary level 
showed promise for reducing distress and improving mental 
health of queer individuals.

Societal Attitudes

Badgett in 201425 cited the results of the 2006 World Value 
Survey, where 64% Indians said that they believed 
homosexuality is never justified, while only 14% said that it 
is sometimes or always justified, and 41% stated that they 
would not like a homosexual neighbor. Compared to other 
countries, India falls in the middle with respect to acceptance 
of homosexuality, and attitudes have become more positive 
over time. However, acceptance is still a long way away, as 
more recent studies examining attitudes toward homosexuality 
revealed the presence of ambivalent attitudes amongst most 
heterosexual people and the presence of a number of harmful 
prejudices.58,92 One study found that undergraduate medical 
students held neutral attitudes toward and lacked knowledge 
about the LGBTQIA+ community.93

Some insights from research studies suggest possible 
ways to increase acceptance in society. More knowledge 
about homosexuality was associated with more positive 
attitudes.93 In studies amongst corporates, collaboration 
amongst employees was associated with more acceptance 
of homosexual individuals.94 In keeping with the contact 
hypothesis, one study found less implicit bias against 
homosexuals for those in more contact with them.95 One pre- 
and postintervention study96 found that targeted interventions 
(through videos about the LGBTQIA+ community) were 
found to contribute to significant positive attitudinal changes 
with respect to attitudes toward homosexual individuals. 

Conclusion

Studies and reviews in the last decade provide some insights 
into the review questions mentioned earlier:

1. What are the key findings from research conducted 
about mental health aspects of LGBTQIA+ 
individuals?

Cis-gay men, transgender women, and hijras have been 
most represented in research, while cis-lesbian women, 
bisexual individuals, genderqueer individuals, transmen, and 
asexual individuals are less represented. Prevalence rates 
of mental health concerns among LGBTQIA+ individuals 
are varied but are typically higher than their population 
prevalence rates. Lived experiences of queer individuals have 
been found to be different from those of cis-het individuals 
with unique challenges faced by them across the lifespan 
that are related to their identity formation, intimate partner 
relationships, disclosure, and social acceptance. Findings 
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related to resilience, self-esteem, and satisfaction are limited 
and inconsistent. Societal attitudes seem to have improved 
over time but continue to be ambivalent.

2. What do we know about potential pathways that may 
exacerbate mental health concerns in this group?

There is evidence supporting the adapted minority stress 
model to explain how stigma experienced by these minority 
groups contributes to higher stress and poor mental health 
outcomes. 

3. What do we know about the role of existing mental 
health systems in working with this group in 
facilitating or mitigating these pathways?

Researchers and reviewers have commented on how 
mental health care professionals often pathologize these 
identities, and stigma and discrimination by health care 
providers often impact access to treatment (and may also 
possibly add to distress given the minority stress model).

4. What do we know about interventions that might be 
useful with this group?

Some studies and reviews have outlined gay affirmative 
counselling frameworks and have outlined the potential for 
group-, family-, and community-based targeted interventions 
for LGBTQIA+ individuals.

5. What data are we missing that needs to be explored 
further?” 
 • More epidemiological studies with larger and 

more inclusive populations are recommended 
from different parts of the country, including 
more semiurban and rural areas.

 • More research is needed on the lives of sexual 
minority women, transgender and gender 
nonconforming individuals, intersex, asexual 
individuals, and their unique challenges, 
rather than focusing just on the experiences of 
nonheterosexually identifying cis-men.

 • We need more research studying variables related 
to positive psychology rather than only those 
related to illness.

 • Research needs to be more intersectional, and 
explore the impact of intersecting identities based 
on gender, sexuality, age, religion, class, caste, 
and disability.

 • We need more intervention studies outlining 
specific therapeutic models adapted to the 
Indian context and designed for the LGBTQIA+ 
community.

 • We need psychological research to be less 
heteronormative, with studies on all topics 
inclusive of the experiences of gender and sexual 
minorities and not just cis-het individuals.

We hope that the next decade brings us more research 
along the above parameters. 
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