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Abstract

A prominent gap between addressing mental health needs and mental illness and
help-seeking behavior in the context of gender and sexual orientation is nationally and
globally observed. There are evident risks of mental health issues associated with
discrimination, socio-cultural factors, and inadequate or stigmatized services available based
on their identity, resulting in challenges to seek help. However the therapists also face unique
sociocultural challenges in the treatment process with community members. The objective is
to illustrate the 2 case presentations of the clients having either sexual orientation or gender
identity related issues along with psychiatric diagnoses as reported. The research aims to
understand the qualitative impacts of sociocultural factors and psychopathological morbidity
on psychotherapeutic process. The case series present sample of 2 cases who are ranging
from 20-30 years, assigned sex at birth male, reported gender fluidity and homosexuality,
respectively along with socio-cultural-psychopathological factors. The intervention was
eclectic psychotherapeutic interventions such as a combination of psycho education,
Cognitive Behavior Therapy, relaxation and Mindfulness techniques distress tolerance skills,
and Client-centered approach. With the help of these two case presentations, authors try to
highlight the interaction of sociocultural factors and psychopathology acting as a challenge
during the psychotherapy process in the context with specific challenges faced by the clients
and therapists.



Introduction

LGBTQALI is a short abbreviation of Lesbian, Gay, Bisexual, Trans, Queer, Asexual,
Intersex and other non-binary identity and orientation. To understand LGBTQAI+ and their
challenges better it's important to understand the difference between gender identity, gender
expression, and orientation to sex assigned at birth. Sex is assigned at birth, is an anatomical
and biological construct that determines sexual orientation as male or female at birth. Gender
is explained to have socio-cultural psychological dimensions denoting particular patterns,
behaviors, expressions, and experiences (Institute of Medicine (US) Committee on Lesbian,
Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities, 2011).
Gender identity can be understood by a person’s sense of identity which can be congruent or
incongruent to his assigned sex at birth. A person may express having gender identity as
gender-queer, bi-gender, transgender, pan-gender, or non-binary (Roselli, 2018).

Gender role expression is a constellation of a person’s appearance, expressions, and
behaviors which are culturally defined as masculine-feminine. Similarly, gender role
conformity means the congruence or adherence of a person’s gender role expression to
culturally defined norms based on sexual orientation. Transgender is a diverse group
including trans-sexualism where individuals desire or go through Hormonal Replacement
therapy or surgical treatment for changing physiological sex characteristics assigned at birth
(Lippa, 2005, Bieschke, 2017).

Literature review

Literature focusing on the LGBTQIA+ community spotlights the prevalence of aggression,
micro-aggressions, and discrimination experienced by these individuals, all of which
significantly impact their mental well-being. Moreover, such discrimination encompasses not
only their sexual orientation and identity but also takes into account factors such as race,
color, disabilities, age, religious beliefs, and social status (Nadal, 2023).

A prominent gap between addressing mental health needs and severe mental illness and
helpseeking behavior in the context of gender and sexual orientation is nationally and
globally observed. There are evident risks of mental health issues associated with
discrimination, socio-cultural factors, and inadequate or stigmatized services available based
on their identity, resulting in challenges to seek help. Worldwide, the changes and acceptance
in understanding homosexuality and other variants and distinguishing them from crime or
psychopathology is occurring near to 20th century (Drescher & Byne, 2009).

The American psychiatric association and WHO accepted homosexuality as a variant
status and some countries gave recognition and decriminalized same-sex relations or
marriages (Sadock, 2009).

According to a research it was reported that 70% of the LGBTQAI+ population reported
the symptoms of stress anxiety or depression which were post-pandemic and had impact
adverse impact on mental health (Dawson et al. 2021).



A study explained the pressure of socio-normative expectations where 73% of men and
43% of women opted for conversion therapy, different approaches to psychotherapy, and
psychiatric medicines, electroconvulsive therapy just to adjust with normative alignment
(Dehlin et al., 2015).

Even though in India there have been many movements towards LGBTQAI+ rights and
their implementation right from 1999 to 2022. There is a lack of systematic implementation
along with family members’ denial, familial lack of support subjective fear of rejection and
exclusion so show cultural religious and safety security issues etc. (Dagras & Mansi, 2021).

A research explain the role of adverse childhood such as neglect, abuse, maltreatment,
familial conflict, and negative emotional expressions as harmful contributors to the
development of chromatic negative impacts on the child and its development (Boullier &
Blair, 2018).

It is explain that there can be a development of adverse negative feelings towards self,
such as she didn't due to such adverse childhood experiences (Scheer & colleagues 2020).

Research in 2014 reported the role of advocating school atmosphere, bullying behavior
faced by the victim linked to emotional distress somatic complaints development of anxiety
and depressive features along with self-blame and self-doubt. Study shows that the
LGBTQAI+ youth or population also face rejection when they come out of the closet and
disclose their identity resulting in mental health issue such as anxiety depression feeling of
abundant substance abuse suicidal tendency and many other comorbid psychopathology
(Earnshaw & colleagues 2014).

In 2013, researchers delved into the utilization of affirmative therapeutic methods when
working with the LGBTQ+ community, extracting valuable insights that were subsequently
used to develop a module for gay affirmative counseling practices (Ranade and Chakravarty,
2013). Another study, led by SAAHAS, a group comprising queer mental health
professionals, detailed a Queer affirmative Cognitive Behavioral Therapy (CBT)-based group
therapy intervention designed for the LGBTQ+ community (Wandrekar & Nigudkar, 2019).

In 2014, the Indian Psychiatric Society (IPS) made a significant statement, affirming that
homosexuality should not be considered a mental illness (Iyer, 2014), instead emphasizing its
status as a normal developmental outcome (Power, 2018).

Regrettably, despite these positive developments, it remains troubling to observe that
certain mental health professionals persist in employing conversion therapy practices,
including methods such as electroconvulsive therapy, hypnosis, and the administration of
drugs inducing nausea (Singh, 2016).

LGBTQAI+ youth also have a higher risk of developing internalizing symptoms and
suicidal tendencies than the general population (Tyler, 2013). A study conducted in the USA
explains self-reported conversion efforts, the role of self-harm, suicidal tendencies, and
substance abuse higher in the LGBTQAI+ population as considered with the normative
population (Green et al, 2018).



Socio-cultural factors such as religion, community, caste and faith also explain to have an
adverse impact and as a source of emotional distress, fear of rejection, and difficulty faced to
get accepted by their social circle in some youth. In India, there is a lack of studies and
researchers providing multi-dimensional data about the challenges faced by the community
(Drescher & Byne, 2009).

One study by reported a prevalence of 52.9% of psychiatric illnesses based on GHQ —
general health questionnaire reporting to have somatic symptoms of anxiety, insomnia, social
withdrawal, and depressive features in the MSM (Men who have sex with men)population
(Patel et al. 2015,Prajapati, 2014). The mental well-being of MSM is influenced by a range of
factors, including attributes of their partners, the presence of symptoms related to sexually
transmitted infections, their marital status, and their living arrangements (Prajapati, 2014).

A study explains 6.2% of gave population from Manipur facing generalized anxiety
disorder 3.1 % facing in panic disorder and 9.3 facing phobia related features (Niranjan,
2018).

A report suggests higher physical violence sexual assault and dramatic experiences faced
by the LGBTQIA+ community working as sex workers or community-based organization
(Thomson, 2019). A report suggested discrimination against the LGBTQAI community by
psychiatrists and other mental health professionals based on traditional views and training
about gender stereotypes traditional training and social stigma resulting in conversion therapy
(Rao et al., 2016). Even though their no evidence of conversion therapy and its effectiveness,
there are many mental health practitioners, spiritual and faith healers are involved into such
practices (Forstein, 2004).

A research highlighted the need for a medical curriculum which is inclusive as well as
nondiscriminative eliminating negative preconceptions regarding LGBTQAI+ which may
create and maintain social stigma (Chatterjee & Ghosh, 2013).

A study reported a psychiatry book by West Bengal University mentioning terms like
crossgender homosexuality, and ego-dystonic homosexuality leading to creating stigma and
spreading misconceptions. National Medical Commission has issued an advisory to include
LGBTQAI+ inclusive scientific information and eradicate offensive information from books
such as homosexuality poses socio-psychological and moral problems in forensic medicine
books (Meyer, 2003).

Methodology

Case Studies

Case A and B are the clients who were identified with motivation, adherence to treatment
and consistency, resulting into between qualitative understanding of the involvement of
sociocultural factors.

Client ‘A’ twenty-six-year-old client, assigned as a male by birth, from a sub-urban area of
Maharashtra, reported severe distress post-coming out process, confusion related to sexuality,



persistent anxiety attacks, body image issues, and low mood. The client had sought a session
after coming out to their parents and receiving rejection, irritation, and constant arguments
with their parents. The client shared that, following their parents' discussion about marriage,
they revealed their identity to their parents in a state of frustration and intense emotion.
Sociocultural pressure, parents’ disagreement, and denial were reported as contributory
factors. The client reported having low functionality, fluctuating sleep, and appetite, and
pervasive low mood. The client was diagnosed with Moderate depressive episode, without
somatic syndrome (ICD-10) and was treated with Serlift (25mg), Clonotril (0.25mg), and
Meloset 3mg. However, parents expressed their discomfort with psychiatric medicines. The
client continued the medicines despite this, with the psychiatrist’s advice.

Life and family history showed that the client lived with parents, grandparents, and
younger sister. The client reported having cordial relations with their mother and sister,
however, expressed distress with both parents after the coming out process. Educational
history suggested that the client was an above-average student, less involved in
extracurricular activities. Less confidence while expressing, fewer friends from childhood,
preference for more solitary activities were reported. The client completed their Engineering
and MBA and has been working in the private sector currently. The client specifically could
recall and report several instances of feeling moderate discomfort while behaving as per
‘normative masculine’ expectations however, the client’s parents expressed that never noticed
the client’s discomfort related to their assigned sex. The client was described as shy, obedient
to authority, sensitive to criticism, indecisive, and critical of self. The client reported several
experiences of bullying, discrimination, and exclusion from friends and peers, sometimes at
the workplace.

Gradually, the client became socially withdrawn. Throughout the COVID pandemic, the
client began working from home, leading to a decrease in their social interactions compared
to their previous level of social engagement. The persistence of low mood and reduced
interest in daily activities was reported during COVID. The client reported using social media
to connect with more people from the community seeking social interactions to curb
loneliness, but also faced a breach in confidentiality from a close friend from the community.
This led to develop trust issues and despair. The client reported facing a physically abusive
situation while meeting a stranger from a social media app leading to physical abuse and
distress. The client when came was expressing gender dysphoria-like distress but after several
sessions explained to identify as gender-fluid. Meanwhile, parental rejection was observed as
client was taken to spiritual healer to oppose the client’s Gender fluid identity. The therapy
sessions were started based on deriving mutual therapy goals based on issues stated by the
client along with family sessions and parental psycho-education.

Client ‘B’ twenty-four-year-old, assigned as a male by birth, belongs to an urban
middleclass, traditional family, a native of central came with the dilemma of whether to come
out to his parents. The precipitating factor was his brother getting acquainted with his chat
messages with his friends related to his homosexuality. Persistent low mood, disturbed sleep
quality, acute situational stress, and fear of confrontation were reported. In later sessions,
when he came out to his parents and other family members, the symptoms were aggregated as



low functionality, difficulty with sleep quality, nightmares, reduced interest in daily functions,
feelings of loneliness, and jitters when thinking about future life and partners were reported.

The client is temperamentally anxious, extremely sensitive, and has enmeshed attachment
patterns with his family. He reported significant distress with crying spells after his parents
expressed shock and rejection of his sexuality and with the thought that he is causing trouble
to his parents & his family, the community will disown him. The client’s childhood history is
suggestive of misconduct and molestation due to his effeminate behaviors in school. In
progressing later sessions he reported that his current partner is bisexual and disclosed about
his marriage to him. He was diagnosed with Moderate depressive episode, without somatic
syndrome with anxious dependent tendencies. The client reported impacts on his
functionality, fleeting suicidal thoughts, and fatigue throughout the day. He was prescribed
psychiatric medicines which he initially didn’t take due to stigma and discomfort but later on,
the client was again encouraged and he was given Serlift and Clonotril (0.25mg) to improve
his symptoms. Psychoeducation and therapy sessions were started based on deriving mutual
therapy goals based on issues stated by the client individually, however, the client’s family
denied being a part of the process. Client A reported to have better management of anxiety
symptoms, a better understanding of triggers and fluctuations, and improved functionality in
areas of life. The client continued to connect with interpersonal circles with healthy
boundaries and avoiding impulsive emotional sharing to avoid problems in interpersonal
relations.

Client B reported having fluctuations in the progress. The client was earlier prescribed
psychiatric medicines, which he discontinued after 2-3 days. Due to some personal family
emergency, the client discontinued therapy sessions for 2 months approximately. After
coming back from his native place, his symptoms deteriorated hence he was again advised
psychiatric medicines, and psychotherapy sessions were continued. Both clients are taking
psychotherapy and psychiatric medicinal advice adhering to the treatment process.

Client A had in all 30 sessions and client B had 11 sessions. In the initial phase of therapy,
the goal was to understand the detailed information of the nature of client’s problem and to
build therapeutic rapport and alliance, by providing a safe listening space to clients. In first
session patient could describe his symptoms in detail, for which a detailed case history was
taken. A detail history was taken about the past history because it had a significant impact on
patient’s personality. In the family history of both of these cases, parental figures were
extremely religious and aligned to the communal faith. The family members showed
significant distress and denial towards the client’s identity and that were identified as a
stressor. In the initial phase, Psycho-education carried out to develop a better understanding
for the distress. Method of treatment, therapy process, role of confidentiality and other
queries were addressed discussed.

In the initial and middle phase of the therapy, the supportive work was carried out
emotional ventilation was encouraged. Simultaneous family sessions were proposed, however
the resistance from family members and client was observed. After few sessions of
supportive work, Cognitive behavior technique was initiated. Clients’ emotions, thought



process were thoroughly discussed and then the clients were educated about
rational-irrational thought process, cognitive errors and cognitive disputation. Socratic
questioning, challenging anxious thoughts were found as helpful techniques. Along with
CBT, mindfulness techniques such as deep breathing exercises, Jacobson’s progressive
muscular relaxation (JPMR), and 5 senses grounding techniques were demonstrated and
encouraged as daily practice. Thought-feeling-coping diary, behavioral activation and
regulation, monitoring mood, sleep, and appetite routines, radical acceptance of socio-cultural
stressors, identifying impulses and triggers, was carried out. Identification of social support
system, asking for help whenever over-whelming emotions were surfaced was encouraged to
reduce risky behaviors.

Specific techniques from Dialectic Behavior therapy (DBT) such as distress understanding
and labeling emotions and regulation are effectively carried out by clients during the sessions.
Regular session follow-up is ongoing.

Result

It was seen that the clients (A & B) with consistent sessions, self-work, adherence to
medicine, and sessions, showed good progress and improved management of their symptoms.
The clients are now able to identify triggers and early signs of distress, to seek help whenever
needed, connect to social supports, and reduce the likelihood of risky behaviors. They both

are able to function adequately with ongoing sessions to learn management and prevention
skills.

Challenges

In the initial phase, due to the impulsive decisions, emotion dysregulation, and the mood
swings, it was difficult for the client’s to identify the cause and manage the symptoms.

Due to the depressive features, it was difficult to follow through with the therapy exercises
in the initial phase.

There were many factors interacting such as societal normative pressure, lack of family’s
support, anxiety symptoms manifested in psychological and physiological features, lack of
social support in terms of friends and confidants were overlapping increasing the clients’
complexities.

There is significant distress within family dynamics that have been identified, such as
parents’ rejection, denial; parent’s expressed emotion, passive-aggressive communication
styles within the family, religious values and spiritual faith, community’s customs and
traditional faith, etc. Family’s social status, family member’s personality, coping, and
tendencies played a vital role in the process.

Due to the distressful dynamics of family members and enmeshed values, strong resistance
from the clients and their family members for family therapy was observed and reported.



As the clients identified sexuality in the range of gender fluidity and homosexuality,
respectively, all of them explained the lack of awareness and misconceptions about the
LGBTQ community in the family, society and traditional community values made it more
difficult for them to determine their ‘being’ in terms of appearance, expressions and behavior
within the social situations even if they were willing.

Drop-out from psychotherapy sessions was seen due to socio-cultural-financial reasons,
personality traits, or lack of consistency and motivation interpersonally.

Discussion

These four cases ranged between 20-30 years of age, assigned as male at birth however
identifying themselves diversely as gender fluid, homosexual, transsexual, and non-binary
identity. These clients came with significant distress and were seeking
psychopharmacological help. Psychoeducation, supportive work, CBT techniques, DBT,
mindfulness, and relaxation techniques were used along with pharmacological treatment for
the clients adhering to the treatment.

During the course of therapy sessions, it was observed that family involvement and
familial dynamics, parental denial, lack of support, and rejection played a vital role as
challenges. The client’s readiness for the treatment, receptivity, consistency, and adherence to
the psychotherapy and pharmacological treatment line also contributed to the progress of the
therapy.

The client’s insight, willingness, and motivation to therapy, individual personality traits,
situational distress, and social support systems also impacted their process of therapy.

Financial status and dependency, educational-occupational status, socio-cultural and value
belief systems within clients and family-community structure were also had significant
impacts on distress generation.

The process also observed therapist’s distress during the preceding of the sessions. The
clients’ emergency calls, parent’s interference or denial to be a part of the therapy process,
fleeting suicidal thoughts of clients, socio-cultural resistant from society in general which
was experienced by clients’ and past overwhelming experiences were surfacing and
impacting the process significantly.

Limitations

Family’s non-conformity with the therapy process, parent’s over-involvement or
resistance, stigma and prejudices related to LGBTQAI+ community, socio-cultural-spiritual
values acted as barriers in the process.

Involvement of spiritual or faith healers due to family member’s interference and then
conducting conversion techniques contributed to significant distress.

Lack of inclusion in workspace, discrimination in social settings, lack of social supports
were identified as limitations.



As the distress and few situations were substantial, few therapy techniques were not apt.

Lack of empirical studies, lack of specific techniques curated for LGBTQAI+ community
needs.

Further suggestions

Therapy techniques focusing upon the LGBTQAI+ community’s needs notably will result
into effective psychotherapy process.

There should me more research studies based on LGBTQAI+ community’s mental health
in Indian set-up.

More awareness generation, group therapy and support group modules has to be drafted
for the LGBTQAI+ population.

Adaptation and generation of therapy modules for queer population can be curated with
specific rationale making the process of therapy more effective.
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