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ABOUT THE DIVERSITY OF COLOURS PROJECT:
Diversity of Colours Project: towards a Cyprus where all colours,
lesbian, gay, bisexual, trans, intersex and many more (LGBTI+),
can be together! The Diversity of Colours Project aims to prevent
discrimination and make human rights for LGBTI+ more accessible
in the northern part of Cyprus. The Diversity of Colours Project,
which started in December 2018 and will continue for three years,
is funded by the European Union under the Cypriot civil society
in action VI grant scheme and is implemented by Queer Cyprus
Association.
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FOREWORD
As Queer Cyprus Association, we have been working to eliminate
discrimination towards individuals of diverse sexual orientations and
gender identities including lesbian, gay, bisexual, trans, intersex and
beyond, and ensuring equal access to human rights in the northern part
of Cyprus for years. Besides our rights-based struggle, we also work on
the topic of mental health which is reflected through the services we
provide. Therefore, we provide psychological, legal and social services
support to individuals who contact us via the Solidarity Line.
While LGBTI+ existences were questioned as to whether or not
they were “diseases” during the recent history of the literature on
psychology, recent scientific studies have raised awareness and come to
be more inclusive. The booklet, which begins with the historical process,
tackles a variety of issues such as mental health of LGBTI+ youth, social
stigmatization, coming out to family, romantic relationships, intimate
partner violence, discrimination and coping strategies.
Us LGBTI+’s are exposed to different forms of prejudice, discrimination,
stigmatization and violence in various stages of our lives which begins
before our birth and may even continue after our death. Needless to
say, experiencing such situations may have a severe negative influence
on our mental health in addition to our physical well being. We are
aware that although health may seem individual, it is highly connected
to societal structures which means that societal pressures impact mental
health. Therefore, this booklet on mental health aims to explore the
topic which is frequently ignored and to provide a new resource to the
literature on mental health.
Prof. Dr. Şenel Hüsnü Raman, Dr. Seven Kaptan and Psychologist Ziba
Sertbay, MSc. worked tirelessly to prepare this booklet. The combination
of Prof. Dr. Şenel Hüsnü Raman’s literature review and Dr. Seven Kaptan’s
field experience, Queer Cyprus Association’s first booklet on LGBTI+
Mental Health, which you are currently holding, was created. We would
like to thank our authors for their tireless efforts to fit the extensive topic
of mental health in a booklet.
Queer Cyprus Association
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HISTORICAL CONTEXT OF HOMOSEXUALITY
AND TRANSGENDER & GENDER
NONCONFORMING
In 1975, the American Psychiatric Association (APA) adopted a resolution
stating that “homosexuality per se implies no impairment in judgment,
stability, reliability, or general social or vocational capabilities” and urging
“all mental health professionals to take the lead in removing the stigma of
mental illness that has long been associated with homosexual orientations”.1
Prior to this, APA’s Diagnostic and Statistical Manual of Mental Disorders
(DSM) listed homosexuality as a “sociopathic personality disturbance”.2 This
historic removal was partly based on pioneering research on the prevalence
of same-sex sexuality3,4,5 as well as research conducted by Evelyn Hooker
(1957) 6 who matched gay men with their heterosexual counterparts to assess
their psychological functioning. She further asked a panel of professional
psychologists to rate the mental health of the men and predict who was gay and
who was heterosexual. She found no significant differences in the mental health
ratings and the panel of experts was unable to predict the sexual orientations
of the men. Slowly, similar empirical evidence began to accumulate and
challenge the historical assumption of differences in psychological adjustment
between individuals based on sexual orientation, including cognitive, abilities7,
psychological functioning,8,9 psychological well-being and self-esteem,10-12 and
psychopathology. 13 Furthermore, analyses of research claiming differences
between heterosexuals and gay, lesbian or bisexual people have found serious
flaws in methodology as well as psychometric measurement tools used.8 Any
differences that have been found between homosexual and heterosexual
individuals with regards to psychological adjustment and functioning have
been linked to exposure to stigma and discriminatory practices14 ,15,16 and to
the deleterious effects of stress related to stigmatization based on sexual
orientation.17
As for transgender and gender nonconforming (TGNC), debates continue
regarding the diagnoses of gender identity as a disorder. Gender identity
disorder (GID) of children (GIDC) and transsexualism was introduced into the
third edition of DSM18. However, the DSM-IV19 combined diagnoses of GIDC
and transsexualism into GID. Further criticism due to the stigma and restrictions
associated with GID, led the American Psychiatric Association (2013) 20 to adopt
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gender dysphoria in the DSM-5 instead of GID. Some have celebrated the
introduction of gender dysphoria for removing the pathologizing nature of GID
and recognizing instead the distress associated with the discordance between
assigned sex at birth and gender identity, as well as acknowledging a gender
spectrum of many gender identities and expressions.21 Others however have
argued that any form of diagnosis still pathologizes as well as labels individuals
as having a ‘disorder’.22 Further concerns have been shared that removal of
a gender identity diagnosis altogether might restrict or eliminate insurance
coverage of gender-affirming medical treatment such as hormone treatment
or body modifications.23 In a historical move in 2018, the World Health
Organization (WHO) announced that the International Statistical Classification
of Diseases and Related Health Problems (ICD), now in its 11th edition, had
redefined gender-identity related health by removing gender incongruence out
of the ‘mental and behavioral disorders’ chapter to ‘conditions related to sexual
health’ lending evidence to the fact that diverse gender-identities are no longer
considered conditions of mental health-related disorders. This recognition by
WHO and ICD-11 also aims to ensure gender-affirmative health care by trans
and gender non-conforming people.24
Today, the scientific community is in agreement that sexual orientation
and gender identity are diverse variants of human nature. A person’s sexual
orientation does not always have clear cut, definable categories such as
‘heterosexual’ ‘gay’ ‘lesbian’ or ‘bisexual’ and recognizes that sexuality instead
occurs on a continuum 25,26,27 and might be fluid for some, particularly women.28,29
Similarly, gender expression may or may not be consistent with the gender roles
prescribed by one’s society, and may or may not reflect one’s gender identity.
In this handbook, we focus on sexual orientations and gender identities that
have been investigated most commonly by the scientific community while
recognizing that we have not been able to cover the full diverse spectrum.
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MENTAL HEALTH OF LGBTI+ YOUTH
Social Stigma
More recently, the focus of the psychological community has moved from
linking mental health to homosexuality but instead on addressing the social
factors associated with LGBTI+ mental health. One such factor is stigmatization
or homo-, bi- and transphobia. The term homophobia has been widely used to
describe cultural stigma aimed at gay, or, lesbian individuals (LG); while the term
transphobia has been used to refer to stigma against transgender individuals.30
Biphobia, on the other hand, can be defined as negative attitudes about
bisexuality and bisexual individuals31 and is thought to differ from homophobia,
since bisexual individuals are thought to face “double discrimination” from
both heterosexuals and LGs.32 Transphobia is distinct from homophobia and
biphobia; while transphobia is a fear of non-conformity with expected gender
and gender identity, homophobia and biphobia is concerned with one’s sexual
orientation.33,34 Over the past three decades, a growing body of literature has
increased understanding of sexual stigma against LGB’s or sexual minorities.
A more limited amount of information is available regarding stigma related to
gender minorities or transgenders, with some suggestion that transgenders
and LGB’s who violate gender-role norms may be among the most marginalized
of sexual minorities. 35,36
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Risk Factors
An overwhelming body of evidence shows that LGB persons are at greater
risk for poor mental health, including increased rates of depression and mood
disorders 37,38, anxiety disorders 15 posttraumatic stress disorder 39, alcohol use
and abuse,40 and suicide ideation and attempts.15,16
Transgender individuals have on the other hand been found to be even more
stigmatized in society than lesbian, gay, and bisexual youth,41 therefore, being
at a higher risk of victimization42 and mental health issues including post
traumatic stress disorder (PTSD) and suicidal ideation. 42,43 Some transgender
individuals might also experience marked distress or impairment resulting from
the discrepancy of their assigned sex (at birth) and their own gender identity.20
Relatedly, adding to their victimization, many transgender people report
experiences of mistreatment in healthcare settings, including being denied
medical care simply due to being transgender,44 exposure to harsh language,
blame for their health issues, or not being called by preferred pronouns 45,46,47
Such stigma can lead to more mental health problems. This might also lead to
a lack of necessary medical care, often leading to some transgender people
to resort to using hormones acquired through someone other than a doctor.48
Such ‘street hormones’ can pose severe health risks if they contain a dangerous
substance, which is likely since they are not regulated. 49,50
Mental health issues are exacerbated with certain risk factors, for instance living
in contexts in which anti-bullying policies are not prevalent,51 residing in places
in which LGBTI+-motivated assaults or hate crimes are common 52 as well as
attending schools without protective policies53 have all been found to increase
LGBTI+ youths’ suicidal ideation and suicide attempts compared to youth
living in areas where protective policies are commonplace. These findings
demonstrate that when institutionalized support is lacking and when LGBTI+
discrimination is prevalent at both a social and cultural level this will have severe
repercussions for the well-being and mental health of LGBTI+ youth.
Relatedly, relationships with parents and family are also crucial for the mental
health of LGBT youth.54 Youth who report higher levels of family rejection have
been found to be at greater risk for depressive symptoms, anxiety, suicidal

11

ideation, and suicide attempts. 55,56 Similarly, levels of depression and anxiety
are higher in those LGBTI+ youth who fear rejection from family and friends.56
Additionally, a lack of emotion regulation, maladaptive coping behaviors in
response to prejudice or discrimination in LGBTI+ youth has been found to be
associated with later symptoms of depression and anxiety and higher levels of
psychological distress57.
LGBTI+ cyberbullying is a unique type of cyberbullying which is targeted
at an LGBTI+ individual or community due to their sexual orientation or
gender identity. This victimization can involve technologies such as Internet
websites, e-mails, chat rooms, text messaging, and instant messaging. There
are several examples of cyberbullying instances experienced by LGBTI+
individuals including receiving cruel or intimidating messages, “hate mail”
(or “cyberharassment”), posting anonymous derogatory comments about a
person, “outing” a person’s sexual orientation or gender identity to classmates
or parents, as well as sending threatening messages (known as ‘cyberstalking’).58
Experiencing LGBTI+ cyberbullying has been linked to lowered mental health
including depression, low self- esteem and suicidal ideation and attempts
as well as behavioral negative effects such as increased physical aggression
and isolation. It has also been found to impact LGBTI+ youths’ academic
performance and lower their Grade Point Average (GPA) 59.
Another sexual minority group that might experience unique mental health
issues due to discrimination and unethical medical interventions are intersex
individuals- those individuals born with ambiguous genitalia, sex organs, or
sex chromosomes might also experience unique mental health issues. 60 The
medical community usually encourages families of intersex children to allow
them to perform non-life saving, ‘correcting’ surgery of the genitals.61 This has
however been strongly refuted by intersex organizations and human rights
groups which believe such unnecessary and often unethical medical procedures
only serve to reinforce the shame and secrecy associated with intersex
conditions and are the result of a presumption of ‘standards’ for the male and
female body. Gender ‘normalizing’ surgery does not guarantee an associated
gender identity and might, therefore, result in the individual wanting the bodily
tissue that was removed as a result of surgery. It is, therefore, necessary that
only medical practices that are vital for the physical health of the individual be
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performed (e.g.endocrinological treatments). Any other types of surgery (e.g.
gender assignment or vaginoplasty) should only be conducted if it is wanted
by the intersex child, who is at a mature enough age to make an informed
decision. There is no evidence showing that children who grow up with intersex
sex organs have worse mental health, however, there is substantial evidence
showing that those intersex children surgically ‘treated’ suffer both physically
as they are often subjected to several operations as well as psychologically in
reduced well-being plus lack of trust in the medical community. 62
A seriously harmful practice for LGBTI+’s mental health is the so-called
‘conversion therapy’ (also known as ‘reparative therapy’) which is a range of
harmful and discredited practices that lack medical justification, aimed at
changing one’s sexual orientation, gender identity or gender expression.
Research findings show that conversion therapy fails at achieving a sustained
change in an individual’s sexuality.63 It instead causes a clear potential risk
for mental health of those engaged in these therapies and has been linked
to depression, anxiety, and self-destructive behaviors.20 Furthermore, LGBTI+
youth report perceiving these ‘therapies’ as further rejection from their families,
undermining their self-esteem and mental health.64 Worldwide, attempts are
being made to prevent therapists from conducting conversion therapies with
minors.20
Little attention has been given to older LGBTI+ people’s mental health,
which might result in a lack of care from social services to residential care.65
Specifically, studies conducted with older LGBTI+ people have found higher
levels of reported loneliness as well as concerns of being left unsupported and
alone in later life.66 In one study, LG adults reported feeling that they would
have no one to receive emotional support from in later life, particularly by
gays than lesbians.67 Similarly, another study with older LGBTI+ adults found
that loneliness was associated with lower mental health, higher psychological
distress particularly in those LGBTI+ adults not in a romantic relationship and
living alone.68 Despite there being no research conducted with transgender or
intersex older people regarding this, it is assumed that loneliness might also be
a significant concern for transgender people since they might be more at risk of
losing their support system as a result of transitioning. 69
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One last factor that has a negative influence on the mental health of LGBTI+
individuals can occur during public health crises such as the COVID-19 pandemic
or the Ebola outbreak. Not only are the unique needs of LGBTI+’s exacerbated
during such periods but they can lead to the scapegoating of minority groups,
in which they are blamed as the cause of an outbreak or even natural disasters.70
Experiencing such stigmatization and discrimination can lead to the reduced
well-being of LGBTI+ individuals.
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THE COMING OUT PROCESS

Heteronormativity is a socially constructed concept which suggests that heterosexuality is the superior, normal and natural sexual identity which at the same
time trivializes, undermines, and sees any non-heterosexual behavior, identity,
relationship, or community as inferior.71 As part of a heteronormative culture,
every individual is assumed to be heterosexual and cisgender, therefore causing a need for LGBTI+’s to ‘come out’ - the process of disclosing one’s sexual
or gender identity as non-heterosexual or gender non-conforming. 12,72

Coming out in LGs
Sexual orientation identity development has been described in the literature in
terms of theoretical stage models of increasing adaptation and identification as
gay or lesbian, commonly known as the coming-out process. 12,72-74
Though the names and number of the stages may vary from theory to theory,
they share commonalities in that the process mainly includes identity formation
and integration.75 Characteristically, models commence with a stage in which the
individual uses some defence mechanisms to ignore feelings of same-gender
attraction. This process of denial is thought to have negative costs in terms
of well-being and has been labelled ‘internalized homophobia’.34 However,
for many a slow acquisition of same-gender feelings develop as they accept
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non- heterosexually oriented feelings. In line with this emergence of samegender attraction, a period of experimentation with homosexuality occurs. The
individual deals with the anxiety evoked from internalized homophobia, either
through their own efforts and research or through support provided by health
care professionals, in which eventually a sense of identity as gay or lesbian
becomes internalized and is viewed as a normal and positive aspect of the self.
Although most researchers have described the coming-out process in clear
stages, they do acknowledge that it can also be fluid, without universal linearity
or hierarchical progression but include backtracking, halts, and starts.12,73,74,76 For
instance, coming out for lesbians in a patriarchal society can be different from
a male coming out in such a community, and similarly, a lesbian of color might
experience the coming out process differently to a white middle-class lesbian.77
Therefore, there is huge diversity within the LGBTI+ community in terms of their
experiences of coming out which might be influenced by an intersection of
several factors including age, socio-economic status, disability, etc.78

Coming Out in Bisexual individuals
The identity process of bisexuals may differ from LGs.13,79 Some people may
first self-label as lesbian or gay, only then coming to a bisexual identity, or, only
after having experienced heterosexual relationships. Alternatively, others may
have bisexual feelings stemming from childhood. Coming out may especially
be challenging for bisexual people as bisexuality has consistently been an
‘invisible’, ‘excluded’, or ‘silent’ sexuality within several fields from popular
media and fields of psychology and sex research to LG communities and policy
legislators.80 This is because in many cultures there is a binary understanding of
sexuality as either heterosexual or homosexual, therefore bisexuals are often
assumed to be going ‘through a phase’ on the way to either a heterosexual or
lesbian/gay identity.28 Coming out for bisexuals may also be problematic if they
feel that they might experience double discrimination from both heterosexual
and LGT groups.71
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Coming out in TGNC
The stages that TGNC people move through might differ. According to one
model of transgender emergence, the stages include (1) awareness, (2) seeking information/reaching out, (3) disclosure to significant others, (4) exploration: identity and self-labeling, (5) exploration: transition issues/possible body
modification, and (6) acceptance and post-transition issues.81 The duration of
experiencing these stages may differ from one person to the other once again,
highlighting the diverse nature in which the coming out process might occur.

Coming Out & Families
Coming out to parents is often most feared by LGBTI+ youth 12,82 as they may be
rejected by parents as a result of their identities.36,56 This is evidenced in the high
rates of homeless LGBTI+ youth in comparison to the general population.83 For
parents, it has often been found that they might also experience a ‘coming out’
process along with their offspring, reporting experiencing parallel emotions to
that of their children, in which they may fear their child’s safety and future success
whether it be academically or personally.84,85 They may also fear rejection in the
form of being cut off from family, friends, or community and also report a sense
of loneliness or alienation.86 Due to such fears, family members may vary in the
amount of support they offer their children.81,85,87,88 However, when parents and
family members are able to put aside their own anxieties and provide their
LGBTI+ children with the necessary support, this has consistently been found to
lead to positive mental health outcomes.89,90 Denial and rejection from parents
and family members do not lead to the removal of the identity but only fuels
poorer familial relationships and negative mental health for their offspring.
Although up to now we have covered LGBTI+ youth coming out to peers and
parents, it is also possible that the opposite process also occurs in which parents
come out to their children. Parents may have several concerns when disclosing
their sexual orientation to their children such as wanting to wait for the right
age of the child, fear of losing custody to an ex-spouse, or perceived difficulty
of being a ‘different’ type of family.91,92 Parents have reported receiving several
different reactions from their children after coming out to them including anger,
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making light of it, indifference, refusal in discussing it, to being thankful for
their honesty.93,94 Despite this process potentially being a stressful one, research
findings have shown that disclosure of parental sexual orientation can lead to a
deepening of the relationship. 91 It is also worthy to say that a substantial body
of research has found that there are no differences in terms of the psychosocial
development of children raised by LGBTI+ parents compared to those raised
by heterosexual parents.95-97 Additionally, contrary to popular belief, having
LGBTI+ parents has no further impact on the child’s own sexual orientation.95,96
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ROMANTIC RELATIONSHIPS IN
LGBTI+ INDIVIDUALS

Romantic relationships are an important and natural part of development for
adolescents,98 however LGBTI+ youth often report fear and lower expectations
for romantic satisfaction as well as less control in being able to find suitable
romantic partners.99 This fear may be due to the experience by LGBTI+ youth
of certain social barriers including limited access to dating partners, the stress
associated with pursuing intimacy with same-sex partners in a heteronormative
climate, and the constraints of same-sex romantic behavior in educational
settings.99,100 Not being able to experience romantic relationships may have
mental health implications both during adolescence and in future years to
come.100-102 It is therefore not surprising that studies have shown that having
same-sex romantic partners is related to better psychological well-being,
increased self-esteem, decreased internalized homophobia, and lower
substance use for LGB youth. 102-104
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Intimate Partner Violence (IPV) in LGBTI+
Romantic Relationships
There exists limited research on the IPV experienced by LGBTI+’s, however,
it has been found to occur as often as, if not more, than that in heterosexual
relationships.105 In a comprehensive review of studies conducted in the USA,
it was found that bisexual women were over twice as likely to experience IPV
compared to their heterosexual counterparts and that the prevalence of IPV
is higher in transgender people.106 There seems to be some consensus in the
literature that one of the most common types of violence in LGBTI+ relationships
is verbal abuse followed by physical violence, unwanted sexual activity as well
as emotional abuse. 107,108 One reason why LGBTI+’s might experience higher
rates of IPV is the unique stressors they experience, such that higher levels of
anxiety and depression have been linked to victimization. 109
Resiliency, social support, and relationship quality are some of the protective
factors that have been associated with the reduced risk of IPV. 110,111
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COPING STRATEGIES AND PROTECTIVE
FACTORS FOR LGBTI+

Research has mainly focused on risk factors rather than protective factors for
LGBTI+ youth. Among the limited studies, the following have been considered
as protective factors:

Parental Support
Perhaps one of the most critical protective factors for LGBTI+ youth is the
support of parents, which has consistently been found to be related to selfacceptance, positive mental health, higher well-being, and self-esteem.89,90
Unfortunately, many LGBTI+ youths report receiving lower levels of parental
support with regards to their sexuality when compared to other forms of
support and this support has been found to be even lower in transgender
youth.112 However, when provided, parental support specific to sexuality and
gender expression, has been consistently found to buffer from the risk factors
of stigmatization and victimization as well as reduced suicidal ideation and
depressive symptomatology.112,113
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Peer Support
Research has revealed that those LGB youth who retained their friends after
coming out reported higher levels of self-esteem, lower levels of depressive
symptoms, and less suicidal ideation than those who had lost friends as a result
of disclosing their sexual identity. Relatedly, those LGB youth who reported
having other LGB friends were found to have fewer feelings of victimization
as well as lower levels of depression over time.114 It has also been found that
have having LGBTI+ friends lead to more LGBTI+ supportive behavior such as
intervening in response to homophobic remarks.115

Coming Out
Revealing one’s sexual orientation or gender identity has consistently been
found to put LGBTI+ youth at greater risk for verbal and physical harassment
116
and increases the likelihood of losing close friends.55,99 Despite this, it has
also been found that those adults who come out to others and are received
by acceptance and affirmation show positive psychosocial adjustment. 116-118
Similarly, in a sample of LGBTI+s who reported being out during high school
showed greater overall well-being years later during their young adulthood.119
These findings suggest that although there are risks associated with coming
out during high school, it can have positive buffering effects of psychosocial
adjustment.

School Safety
Findings have shown that there is an increased risk for victimization and bullying of
LGTBI+ in schools.120 Therefore, the presence of inclusive policies and programs
implemented in the school environment is critical to counteract a negative
school environment for LGBTI+ youth. Among the various programs developed
in schools worldwide, to name a few: a ‘zero tolerance to discrimination and
harassment’ policy; LGBTI+ inclusive curriculum; Gay-Straight Alliance (GSA’sschool-based support groups or clubs) and educational programs for students,
teachers, and parents. Some of the most effective have been groups such as
GSAs that have been found to improve the social climate in the school121 and
have positive mental health benefits for LGBTI+’s including enhanced feelings
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of safety and reduced depressive symptomatology, substance use and suicidal
ideation.122 Additionally, teaching LGBTI+ inclusive curriculum, giving staff
training regarding LGBTI+ issues, and also showing support through visual
displays of acceptance and affirmation of LGBTI+ students in the form of
media such as flyers or posters have all been found to be effective strategies
in schools. 123 Also, the presence of ‘safe spaces’ within schools is critical to
inform LGBTI+ youth as to whom it is safe to talk to about their concerns.124
Further practices, such as ‘diversity days’ in which diversity of gender and sexual
identity are celebrated, historical events or people from the LGBTI+ community
are introduced to the educational program, can serve to create an inclusive
school environment of safety and acceptance.125

Community-Based Organizations (CBOs)
CBOs have been implemented in the well-being and health of LGBTI+
individuals for a long period.126 The majority of such organizations, such as
Queer Cyprus Association, support LGBTI+ youth by peer support groups,
educational programs, legal advice, as well as psychological and medical
referrals.127 Other researchers have found that these organizations create a safe
space in which LGBTI+ youth can find peers that will support their identities,
enhancing feelings of solidarity and alleviating feelings of isolation.128 There
exists a clear link between participation in CBOs and positive mental health in
LGBTI+’s, including higher well-being, self-esteem, and lower substance use.129
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Coping Strategies with Stress
Based on the research and findings covered in this handbook, we provide the
following recommendations for empowerment and coping with the unique
stressors LGBTI+ individuals may encounter in their daily lives:
- Connect and affiliate with allies such as Gay-Straight Alliances, other LGBTI+
youth, or, LGBTI+ role models.
- Access LGBTI+ focused CBOs for support, advice, and solidarity.
- Refrain from avoidance-based coping strategies such as dismissing or avoiding
a stressor.
- Engage in approach–based coping strategies such as learning to take care of
oneself and seeking support from others.
- Effectively manage stress by attempting to find meaning to it, by seeing it as
an opportunity for growth, increased personal sense of strength, and a change
in priorities.
- Practice self-care, both physically and emotionally, by seeking help when
needed, experiencing emotions of empathy, and practicing relaxation and
mindfulness.
- And don’t forget - we are all beautiful exactly the way we are!
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