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Assessment & Management of Psychological and Sexual Issues in
LGBTQ+ populations

Executive Summary

LGBTQ+ individuals experience disparities in psychological health, arising not from sexual
orientation or gender diversity themselves, but from minority stress, stigma, discrimination,
victimization, family rejection, violence, and barriers to equitable healthcare. This clinical
guideline provides a framework for assessment and management of psychological and sexual
concerns, emphasizing gender-affirmative, sexuality-affirmative, confidential, and trauma-
informed care. Sexual concerns include desire, arousal, orgasm, erectile function, genital pain,
sexual satisfaction, body image, and safer-sex practices. Assessment should include sexual,
psychiatric, medical, psychosocial, substance-use, relationship, family, trauma, and minority-
stress histories, while avoiding assumptions about identity, relationships, or sexual practices.
The guideline highlights limited epidemiological evidence in India, particularly for lesbian,
bisexual, transmasculine, and queer populations, despite documented vulnerabilities among
MSM and transgender populations. Structured assessment of depression, anxiety, suicidality,
self-harm, PTSD, substance use, gender dysphoria, family support, discrimination, and social
connectedness is recommended. Management involves treatment of medical and hormonal
contributors, HIV/STI prevention, psychotherapies including CBT, DBT, IPT, EMDR,
mindfulness-based therapy, and ACT, and pharmacotherapy when indicated. Gender-affirming
psychotherapy supports identity exploration, coping, trauma recovery, and resilience, while
family psychoeducation and community support may strengthen acceptance. Conversion or
reparative therapy is explicitly discouraged. The guideline advocates shared decision-making,
informed consent, fertility counselling before gender-affirming interventions, affirming
documentation, confidentiality, and multidisciplinary collaboration involving psychiatrists,
psychologists, sex therapists, endocrinologists, surgeons, social workers, speech therapists,
occupational therapists, peer-support workers, and legal professionals. Regular follow-up is
essential to monitor mental health, treatment response, transition-related care, sexual health,
and quality of life. Further research is needed to strengthen the evidence base.

Keywords: sexual issues, sexual, psychosexual, LGBTQ+.

Introduction

Lesbian, Gay, Bisexual, Transgender, Queer, and other gender and sexual minority (LGBTQ+)
individuals experience significant disparities in mental and sexual health, largely driven by
minority stress, stigma, discrimination, victimization, and barriers to accessing equitable
healthcare. Although sexual orientation and gender diversity are normal variations of human
sexuality and are not psychiatric disorders, LGBTQ+ individuals are disproportionately
affected by depression, anxiety, substance use disorders, suicidality, trauma-related disorders,
and sexual health concerns. Despite growing evidence supporting LGBTQ+-affirmative care,
many healthcare professionals report limited training and confidence in conducting culturally
competent psychological and sexual health assessments. Evidence-based clinical practice
guidelines are therefore essential to standardize assessment, promote affirmative and trauma-
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informed care, facilitate early identification and management of psychological and sexual
health concerns, discourage harmful practices such as conversion therapy, and improve the
quality, safety, and equity of healthcare for LGBTQ+ individuals across diverse clinical
settings.!!!

Common sexual dysfunctions in LGBTQ+ individuals include erectile dysfunction in gay,
bisexual, and transgender men, hypoactive sexual desire disorder; female sexual arousal
disorder in transgender men and lesbian or bisexual women; genital pain disorder, including
dyspareunia and vaginismus in lesbian, bisexual, and transgender women; and persistent
genital arousal disorder. Psychological problems like depression and anxiety can precipitate or
exacerbate these sexual issues. The social stressors that this population encounters are unique
and include stigma, discrimination, violence, poor social acceptance, etc. Biological factors
like hormonal changes associated with gender-affirming therapies also can contribute to their
sexual dysfunction.!?!

Epidemiology of sexual problems in LGBTQ+ populations in India

The epidemiology of sexual problems among LGBTQ+ populations in India remains
incompletely characterized because of stigma, under-reporting, limited population-based
research, and the historical focus of Indian sexual-health studies on HIV and sexually
transmitted infections (STIs) rather than broader sexual dysfunction. Available evidence
indicates substantial sexual-health vulnerabilities among men who have sex with men (MSM)
and transgender people, including HIV, syphilis, gonorrhoea, chlamydia, genital herpes, and
other STIs. A multicentre study of 4,597 MSM in southern India reported HIV prevalence
ranging from 7.6% among panthis to 18.1% among hijra/transgender participants, with
inconsistent condom use particularly common in non-commercial partnerships.!

More recent research from Chennai and Mumbai found bacterial STI prevalence of 37.8% and
27.6%, respectively, among MSM, demonstrating substantial ongoing sexual-health morbidity.
Sexual problems may also include difficulties with sexual desire, arousal, orgasm, sexual pain,
body-image concerns, gender dysphoria-related distress, and difficulties negotiating safer sex.
However, robust prevalence estimates for these conditions among lesbian, bisexual,
transgender and queer populations are scarce. A national scoping review found that research
has disproportionately focused on gay/MSM and transgender women, while lesbian, bisexual
and transmasculine populations remain considerably understudied.*!

Assessment of psychological and sexual problems

A non-judgmental, safe, clinical environment must be provided to the client, ensuring privacy
and confidentiality. The individual must be addressed using his/her affirmed name and
pronouns used appropriately and consistently. The gender identity, sexual orientation, and the
sex assigned at birth must be assessed politely. The prejudices of the clinician regarding the
sexual identity, relationships, and practices should not colour the interview. Any
embarrassment on the part of the patient must be addressed with empathy (Table 1 and 2). Their
sexual problems must be evaluated, in the background of the psychological, relationship, and
social issues faced by them (Table 3).1°]

Sexual problems
Sexual history must be assessed in detail. In homosexual relationships, the power dynamics of
the partners are different from that of heterosexual ones and can be reversed. The ‘top’ or
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‘bottom’ positions can be reversed. Non-coital sex, like oral sex may be practised. Penetration
need not take place. A gay man can hide his sexual dysfunction, like erectile dysfunction (ED),
by taking the receptive role in penetrative sex (Table 3).1°)

To assess sexual dysfunction in a gay man, questions related to libido or interest, sexual arousal,
performance, and ejaculation/orgasm/satisfaction must be asked. For a lesbian, in addition to
questions on interest or libido, and arousal, those related to orgasm/satisfaction, and
dyspareunia are needed. Premature ejaculation (PE) can be seen in men who have sex with men
(MSM). Questionnaires like the Arizona Sexual Experiences Scale, the Brief Male Sexual
Function Inventory, and the Derogatis Interview for Sexual Functioning — Self Report are some
of the questionnaires which can be used for assessing sexual dysfunction, but they have not
been validated in this population.®

Psychosocial problems

Psychological factors have an important role in maintaining good sexual function, especially
in those with different sexual orientation. The factors which predispose, precipitate, and
maintain sexual dysfunction should be assessed in detail. Restrictive upbringing, early
traumatic sexual experiences, troubled family relationships, exposure to domestic violence in
childhood, etc. can predispose a person to sexual dysfunction. Relationship issues with current
partner, infidelity, lack of intimacy, etc. can be precipitating factors. Performance anxiety, lack
of proper communication between partners, etc. can maintain the dysfunction. Psychological
problems like depression, anxiety, poor self-esteem, guilt about the relationship, etc. must be
looked for and evaluated in detail. Interpersonal problems between the partners, discrepancies
in the expectations about the partner, etc. must be assessed. Social factors can contribute to the
sexual dysfunction, and a detailed assessment is needed. Minority stress, internalized
homophobia or bi-negativity can affect sexual satisfaction and functioning. The stigma, lack of
acceptance by the family, discrimination, and bullying from society can be internalized, leading
to low self-esteem, fear of identifying one’s identity in public, and poor emotional health (Table
4, 5 and 6).7]

Substance use

History of substance use to enhance sexual experiences, and the pattern of substance use —
whether it amounts to substance use disorder, must be assessed. It must be evaluated whether
the substance use is causing sexual dysfunction or other psychological problems. Risk of HIV,
HBYV infections, etc., associated with IV drug abuse must be assessed.®]

Physical illnesses and treatment history

Any medical illnesses, especially chronic ones, like diabetes mellitus or hypothyroidism, that
can affect sexual functioning have to be looked for. Medications taken by the patient, including
over-the-counter ones, must be evaluated. Those that can contribute to sexual dysfunction have
to be identified and deprescription attempted, if possible. The impact of gender affirmation
surgeries and medications, including hormonal therapy, on sexual function must be
investigated. Evaluation and counselling for sexually transmitted infections, like HIV, must be
undertaken.!

Physical examination
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Detailed physical examination is needed with due consideration to the privacy and
confidentiality of the patient.

Investigations

Blood investigations including blood sugar, fasting lipid profile, hormonal levels, serological
test for syphilis, and ELISA for HIV are warranted. For dyspareunia, microscopy and culture
may be done as required.

Management (Table 7 to Table 12)

If medical illnesses contributing to sexual dysfunction are identified, they are to be addressed
effectively. Surgical procedures and hormonal therapy may be required. Referral to other
specialists, like the plastic surgeon or endocrinologists, for medical or surgical interventions,
can be helpful. Psychosocial issues must be addressed. Gender-affirmative and sexuality-
affirmative care must be provided. It is ideal to work with a multidisciplinary team.

For hypoactive sexual desire disorder, psychological problems like depression or anxiety,
societal pressures and relationship-related stressors must be addressed. Hormonal factors also
are to be considered and addressed. Female sexual arousal disorder may also be related to
psychological factors like gender dysphoria, past trauma, or hormonal problems due to gender-
affirming medical treatment. Social factors and interpersonal problems related to relationships
also must be addressed.[!")

In lesbian, bisexual or transgender women, dyspareunia or vaginismus can occur. may be the
result of anatomical differences following gender-affirmation surgeries, hormonal changes, or
other psychological problems. In transmen, without a history of bottom surgery, genital pain
can be the consequence of testosterone therapy or physical dysphoria. Trauma-informed care,
counselling, and pelvic floor therapy are needed for proper management of pain.['!]

Persistent genital arousal disorder is unprovoked, not linked to sexual desire, and distressing.
A multidisciplinary approach involving psychiatrists, pelvic floor specialists and neurologists
can provide holistic care.

Comorbid psychiatric problems like depression and anxiety must be addressed. Evidence-
based psychotherapeutic strategies, like cognitive behaviour therapy (CBT), dialectical
behaviour therapy (DBT), eye movement desensitization and reprocessing (EMDR),
mindfulness-based therapy (MBT) and acceptance and commitment therapy (ACT) can be
provided when indicated. Internalized stigma and rejection sensitivity must be addressed
therapeutically. Pharmacotherapy can be provided according to the indication. Risk of suicide
must be evaluated and addressed based on an individualized plan. Psychoeducation must be
given regarding safer practices while using substances to enhance sexual pleasure, so that
informed decision-making is possible.[!]

Gender affirming psychotherapy using non-judgmental counselling approach can be helpful in
exploring gender identity, addressing minority stress and trauma, building coping strategies,
and improving mental health and well-being. Sexuality-affirmative therapy validates and
advocates for their identities. Their gender identity and sexual orientation are validated, and
they are helped to address the emotional trauma of homophobia, biphobia, or transphobia.
Conversion or reparative therapy is never recommended. They help families/parents to accept
their child’s gender and be more supportive. Family psychoeducation and family therapy is
provided when needed. Cultural, religious, and family contexts are respected without
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stereotyping. Supportive networks and community resources to affirm gender identity and

sexuality can help to enhance sexual health and gender affirmation.

[13]

Regular follow-up must be ensured to monitor mental health, response to treatment, transition-
related care, and quality of life. Evidence for management of sexual dysfunction in LGBTQ+
is not robust. There is a need for more research addressing this area in this population.

Take home points — (Figure 1)

1.

A S

19.
20.
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23.
24.
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27.
28.
29.
30.

Use the individual's affirmed name and pronouns consistently.

Create a safe, non-judgmental, confidential clinical environment.

Assess gender identity, sexual orientation, and sex assigned at birth respectfully.
Avoid assumptions regarding identity, relationships, or sexual practices.

Evaluate presenting psychological, sexual, and relationship concerns
comprehensively.

Screen routinely for depression, anxiety, suicidality, self-harm, and substance use.
Assess minority stress, discrimination, bullying, and stigma.

Explore family acceptance, rejection, and social support.

Screen for childhood trauma, intimate partner violence, and hate crimes.

. Assess gender dysphoria, transition goals, and expectations.

. Evaluate readiness and capacity for informed decision-making.

. Assess sexual function, satisfaction, consent, and sexual health.

. Provide individualized HIV/STI risk assessment and prevention counselling.

. Differentiate consensual sexual diversity from psychopathology.

. Use trauma-informed care throughout assessment and treatment.

. Employ gender-affirmative and sexuality-affirmative care.

. Treat psychiatric comorbidities alongside gender-affirming care.

. Use evidence-based psychotherapies such as CBT, DBT, IPT, EMDR, MBT, and

ACT when indicated.

Prescribe pharmacotherapy according to standard psychiatric indications.
Develop individualized safety plans for suicide or self-harm risk.

Address internalized stigma and rejection sensitivity therapeutically.

Promote resilience, identity affirmation, and community connectedness.

Offer family psychoeducation and family therapy when appropriate.

Respect cultural, religious, and family contexts without stereotyping.

Discuss fertility preservation before gender-affirming medical interventions.
Refer appropriately to endocrinologists, surgeons, sex therapists, speech therapists,
and other specialists.

Work collaboratively within a multidisciplinary team.

Maintain affirming documentation and protect confidentiality.

Never recommend conversion or reparative therapy.

Ensure regular follow-up to monitor mental health, treatment response, transition-
related care, and quality of life.

Table 1. Initial Clinical Assessment
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Domain Assessment Areas Clinical Recommended Red Flags
Questions Tools
Demographics Name, pronouns, "How would Intake form Misgendering,
gender identity, you like to be assumptions
sex assigned at addressed?"
birth, sexual
orientation
Presenting Psychological, Duration, Clinical Suicidality,
Complaint sexual, relational severity, triggers | interview violence
concerns
Gender Identity Social, legal, Gender history Severe gender
Identity development, medical interview dysphoria
dysphoria, transition
transition status
Sexual Identity, attraction, Outness, identity | Sexual history Internalized
Orientation behavior acceptance stigma
Family Support | Acceptance, Family Family Homelessness,
rejection, abuse relationships assessment violence
Social Support Friends, community, | Community Social network Social isolation
workplace connectedness mapping
Minority Stress | Discrimination, Frequency and | Minority Stress Chronic
bullying, stigma impact Scale victimization
Trauma Childhood abuse, Physical, Trauma PTSD
hate crimes, I[PV emotional, screening symptoms
sexual trauma
Psychiatric Previous disorders, Past diagnosis DSM-5 interview Untreated severe
History treatment and medications illness
Substance Alcohol, Nicotine, Pattern, ASSIST, AUDIT Dependence and
Use Other drugs function and overdose risk
dependence
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Table 2. Mental Health Assessment

Common Assessment Management
Disorder Presentation Risk Tools
Factors
Depression Low mood, Minority stress, | PHQ-9 CBT, IPT,
hopelessness rejection antidepressants
Anxiety Worry, panic, Bullying, GAD-7 CBT, SSRIs
avoidance discrimination
Suicidality Ideation, Family C-SSRS Safety planning
attempts rejection,
Self-harm Cutting, Emotional Clinical DBT
burning dysregulation interview
PTSD Flashbacks, Hate crimes, PCL-5 Trauma-focused
avoidance abuse CBT, EMDR
OCD Obsessions, Independent of | Y-BOCS ERP + SSRIs
compulsions identity
Eating Restriction, Body EDE-Q Multidisciplinary
Disorders bingeing dissatisfaction care
Substance Use Coping through Stigma, trauma ASSIST MI + relapse
substances prevention
Personality Emotional Childhood SCID-5-PD DBT, MBT
Disorders instability trauma
Table 3. Sexual Assessment
Area Assessment Clinical Intervention
Components Considerations
Sexual Function Desire, arousal, Hormones, PLISSIT model
orgasm, pain medications

Sexual Satisfaction Relationship Minority stress Couples therapy
satisfaction

Sexual Practices Partners, practices, Avoid assumptions Psychoeducation
consent

HIV/STI Risk Condom use, PrEP, Individualized Prevention
testing assessment counselling

Sexual Compulsivity Frequency, distress Rule out mania/OCD CBT

Fetishes/Kinks Consensual/non- Differentiate Affirmative approach
consensual pathology
Consent Capacity, coercion IPV screening Safety interventions

Sexual Trauma

Abuse history

Trauma-informed
care

Trauma therapy
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Table 4. Gender Dysphoria Assessment

Domain Assessment Clinical Indicators Management
Dysphoria Persistence Distress regarding Gender-affirmative care
incongruence
Social Transition Name, Functioning Support transition
pronouns,
clothing
Medical Transition Hormones, surgery Eligibility Refer to specialists
Expectations Realistic outcomes Body image Psychoeducation
Capacity Decision-making Informed consent Shared decision-making
ability
Comorbidity Psychiatric illness Stabilization Parallel treatment
Table 5. Minority Stress Assessment
Stressor Assessment Psychological Clinical
Impact Response
Internalized Self-stigma Depression CBT
Homophobia
Internalized Shame Anxiety Identity affirmation
Transphobia
Rejection Sensitivity Hypervigilance Social anxiety CBT
Concealment Outness Stress Explore readiness
Discrimination Workplace, PTSD Advocacy
healthcare
Violence Hate crimes Trauma Trauma therapy
Microaggressions Daily experiences Emotional Validation
exhaustion
Table 6. Family Assessment
Domain Assessment Protective Factors Intervention
Acceptance Level of support High acceptance Family therapy
Rejection Emotional/physical None Crisis intervention
Communication Conflict patterns Open dialogue Psychoeducation
Religious Beliefs Supportive vs Inclusive beliefs Respectful discussion
rejecting
Financial Support Dependence Independence Social services




Table 7. Psychological Management

Problem First-line Second- Pharmacotherapy Follow-up
Therapy line
Depression CBT/IPT ACT SSRIs 2—4 weeks
Anxiety CBT ACT SSRIs/SNRIs Monthly
PTSD TF-CBT EMDR SSRIs Monthly
Self-harm DBT MBT As indicated Weekly
Substance Use MI CBT Naltrexone etc. Weekly
Relationship Couples therapy EFT NA Monthly

Issues
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Table 8. Gender-Affirmative Care

Intervention Indications Professionals Monitoring
Social Transition Persistent dysphoria Mental health team Adjustment
Voice Therapy Voice incongruence Speech therapist Progress
Hormone Therapy Informed consent Endocrinologist Labs every 3—6 months
Surgery Persistent dysphoria Multidisciplinary Surgical follow-up
team
Fertility Counselling Before Reproductive Documentation
hormones/surgery specialist
Table 9. Sexual Health Management
Issue Assessment Intervention Referral
Erectile Dysfunction Organic + CBT, PDES Urologist
psychological inhibitors
Low Desire Hormonal, relational Sex therapy Sexologist
Dyspareunia Medical evaluation Pelvic therapy Gynecologist
Orgasmic Disorders Medication review Behavioural Sex therapist
therapy

STI Prevention

Risk assessment

PrEP, condoms

Infectious disease
specialist
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273
274  Table 10. Suicide Risk Assessment
275
Risk Factor Low Risk Moderate Risk High Risk Action
Ideation Passive Active without Active Hospitalization if
plan with indicated
plan
Previous None One Multiple Intensive monitoring
Attempts
Family Support Strong Variable Absent Crisis intervention
Substance Use None Episodic Severe Dual diagnosis
treatment
Access to Means Limited Possible Immediate Means restriction
276
277  Table 11. Ethical & Legal Considerations
278
Area Best Practice Avoid
Pronouns Use affirmed pronouns Deadnaming
Confidentiality Protect identity Unnecessary disclosure
Documentation Affirming language Pathologizing language
Conversion Therapy Never recommend Any reparative practice
Consent Shared decision-making Coercion
Cultural Sensitivity Respect diversity Stereotyping
279
280
281 Table 12. Multidisciplinary Team Approach
282
Professional Primary Role Referral Indications
Psychiatrist Diagnosis, medication Mental illness
Clinical Psychologist Psychotherapy Psychological distress
Sex Therapist Sexual dysfunction Sexual concerns
Endocrinologist Hormone therapy Gender-affirming hormones
Surgeon Gender-affirming surgery Surgical transition
Social Worker Resources, advocacy Housing, finances
Speech Therapist Voice training Voice incongruence
Occupational Therapist Functional rehabilitation Disability support
Peer Support Worker Community support Isolation
Legal Advisor Documentation Legal gender recognition
283
284
285 Table 13 Key Principles of Care
286
Principle Clinical Recommendation
Respect Use affirmed name and pronouns consistently
Affirmation Employ a gender-affirmative and sexuality-affirmative approach
Individualization Avoid assumptions regarding identity, relationships, or sexual

practices

Trauma-Informed Care

Assume trauma may be present and provide safe, non-

judgmental care

Cultural Competence

Recognize cultural, religious, and family influences

Evidence-Based Practice

Follow current professional guidelines and standards of care

Collaborative Care

Integrate psychiatry, psychology, endocrinology, primary care, and

community support
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Prevention Screen routinely for depression, anxiety, substance use, suicidality,
intimate partner violence, and HIV/STIs

Human Rights Promote dignity, autonomy, confidentiality, and equitable access to
healthcare

Follow-Up Monitor mental health, treatment response, transition-related care,

and overall quality of life regularly
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Figure 1 - ASSESSMENT FLOW CHART
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Regular Follow-up Management
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