
The Mediating Role of Perceived Social Support in the Relationship Between 
Intimate Partner Violence and Depression Among Sexual and Gender 
Minorities in Nepal: Challenges and Recommendations for Social Support
Sandhya Poudel1*, Huaibo Xin2, Alice Ma2, and Cedric Harville II2 
1School of Public Health, The University of Texas Health Science Center at Houston, 1200 Pressler Street, Houston, Texas, 77030, United 
States.
2Department of Public Health and Speech-Language Pathology & Audiology, Southern Illinois University Edwardsville, Campus Box 1147, 
Edwardsville, Illinois, 62026, United States.

 Journal of Public Health Issues and Practices

Poudel,  S., et al., (2026). J Pub Health Issue Pract, 10(2): 263
https://doi.org/10.33790/jphip1100263

Article Details
Article Type: Research Article
Received date: 14th  May, 2026 
Accepted date: 11th  July, 2026 
Published date: 13th  July, 2026
*Corresponding Author: Sandhya Poudel, School of Public Health, The University of Texas Health Science Center at 
Houston, 1200 Pressler Street, Houston, Texas, 77030, United States.
Citation: Poudel, S., Xin, H., Ma, A., & Harville II, C. (2026). The Mediating Role of Perceived Social Support in the 
Relationship Between Intimate Partner Violence and Depression Among Sexual and Gender Minorities in Nepal: Challenges 
and Recommendations for Social Support. J Pub Health Issue Pract 10(2): 263. doi: https://doi.org/10.33790/jphip1100263
Copyright: ©2026, This is an open-access article distributed under the terms of the Creative Commons Attribution License 
4.0, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited.

 J Pub Health Issue Pract                                                                                                                                          JPHIP, an open access journal
Volume 10. 2026. 263                                                                                                                                               ISSN- 2581-7264

Abstract
   Sexual and gender minorities (SGM) are at higher risk of intimate 
partner violence (IPV) and mental health problems due to their 
minority status. Social support from family and friends can assist 
in preventing IPV and mitigating its mental consequences. This 
study aimed to assess whether perceived social support mediates or 
moderates the association between IPV and depression among SGM 
in Nepal, as well as identify the challenges faced by SGM in seeking 
social support and recommendations to address these issues. A cross-
sectional convergent mixed-method study was conducted among 
SGM residing in Kathmandu, Nepal. A total of 122 participants 
were recruited using respondent-driven sampling from February to 
May 2024. Descriptive analysis showed that approximately 33.6% 
of participants were experiencing depression, 86.9% experienced at 
least one form of IPV in their lifetime, and 74.4% of participants 
perceived low to moderate social support. Perceived social support 
mediated 16.5% of the association between IPV and depression, 
accounting for a modest proportion of the observed association, and 
no moderating effect was observed. Participants reported that they 
did not seek social support because of concerns about confidentiality, 
fear of negative perceptions, and hatred by people. To improve social 
support, participants recommended fostering acceptance from family 
and friends and creating safe and inclusive spaces. Overall, our 
findings showed that the association between IPV and depression is 
influenced by perceived social support among SGM in Nepal. Efforts 
aiming to strengthen social support should be a priority to reduce IPV 
and its mental health consequences among SGM in Nepal.
Keywords: Intimate Partner Violence, Depression, Perceived Social 
Support, Sexual and Gender Minority, Nepal

Introduction
  Intimate partner violence (IPV) is associated with numerous mental 
health issues, including anxiety, depression, suicide attempts, and 
post-traumatic stress disorder [1-3]. The severity of IPV is associated 
with a higher risk of adverse mental health outcomes [4]. Evidence 
has shown a relationship between IPV and depression among sexual 
and gender minorities (SGM) [2], with the prevalence of depression 
nearly two times higher in SGM individuals who experienced IPV than 
in those who did not [3]. Moreover, the rates of lifetime and current 
IPV are higher among SGM in comparison to their heterosexual 
counterparts [5, 6]. A systematic review of 19 studies showed that 
the prevalence of IPV among SGM ranged from 32% to 82% [7]. 
Similarly, depression is more prevalent among SGM individuals than 
in the general population, and prevalence rates are increasing over 
time [8-10]. A study conducted among Nepalese transgender women 
and men who have sex with men (MSM) showed that the prevalence 
of depression was 59% [10], while another study conducted among 
MSM showed the prevalence of 19.6% [11]. Differential exposure to 
both distal stressors (such as violence) and proximal stressors (such 
as internalized stigma, fear of rejection, identity concealment) might 
have contributed to adverse mental health outcomes like depression 
among SGM in Nepal [12].
  SGM individuals who lack social support and experience isolation 
can face more severe consequences from IPV and have greater 
difficulties in leaving abusive partners [13]. The absence of social 
support can weaken one’s sense of control and self-efficacy, 
contributing to lower self-esteem, elevated stress, and other adverse 
health outcomes [14]. Moreover, the fear of encountering transphobia
and homophobia from family, friends, or healthcare providers may
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prevent SGM individuals experiencing abuse from seeking help 
[15]. In such a case, coping mechanisms, including social support, 
can help reduce psychological distress associated with experiences 
of discrimination, violence, stigma, and internalized homophobia 
or transphobia [16]. Evidence has shown that perceived social 
support positively influences the mental health of IPV survivors 
[13]. Specifically, social support acts as a key protective factor by 
fostering various mechanisms that not only help prevent IPV but also 
help individuals recover from its impact [17]. Social support plays 
a pivotal role in lowering the risk of IPV by encouraging survivors 
to seek assistance after abusive incidents. Those with supportive 
friends, family, or community connections are more likely to share 
their experiences, which can be a crucial first step in interrupting the 
cycle of violence [18]. In addition, support networks can strengthen 
self-efficacy; survivors who receive encouragement, validation, and 
practical assistance often gain confidence in their ability to make 
positive changes, including setting boundaries and resisting abuse 
[17]. Social support can also increase the likelihood of leaving an 
abusive relationship by providing emotional reassurance, financial 
support, and a safe environment, which are often essential for 
navigating the complexities of separation [19].
  SGM in Nepal have experienced notable progress in legal recognition 
and rights over the past decade. Nepal's Supreme Court mandated 
the government to abolish discrimination against SGM and provided 
legal recognition to third gender individuals in 2007. Similarly, 
Nepal recognized "third gender" as a gender category in its national 
census, positioning the country as a pioneer in human rights within 
South Asia and on a global scale [20]. Even though society has seen 
positive changes, SGM in Nepal still face challenges, such as social 
stigma, lack of support from friends, family, and neighbors, and being 
forced towards heteronormative ways of living [10]. This struggle for 
social acceptance and identity has developed a fear of being outed 
among SGM in Nepal, and subsequent ostracism has compelled 
many to hide their identities [21]. Consequently, all these identity 
concealments and absence of social support have severely affected 
the mental health of SGM, resulting in high levels of depression, 
anxiety, and stress [16], while also fostering an environment that 
makes leaving an abusive partner more difficult [22].
   Hence, it is essential to understand the complex interaction between 
IPV, depression, and perceived social support in the Nepalese 
context, as studies so far investigating the impact of perceived 
social support in the association between IPV and depression are 
more focused on developed countries [23-25]. Understanding the 
complex pathway between these variables in the Nepalese context 
can help in developing comprehensive strategies and evidence-based 
interventions aimed at reducing IPV and depression and enhancing 
social support among SGM in Nepal. Therefore, this study aimed 
to assess the specific role (mediating and moderating) of perceived 
social support in the association between IPV and depression among 
SGM in Nepal. Also, this study explored the challenges faced by 
SGM in seeking social support and identified some recommendations 
to address issues related to social support in the Nepalese context.
Materials and Methods
Study Design and Participants
  A cross-sectional, convergent mixed-method study was conducted 
among SGM living in Kathmandu, Nepal. A self-administered survey 
was used to collect quantitative data, and qualitative data were 
collected by including two open-ended questions at the end of the 
same survey. The open-ended questions were used to better capture 
contextual insights of social support among SGM in Nepal.
Recruitment and Procedures
   Altogether, 122 participants were enrolled using respondent-
driven sampling between February and May 2024. Ten SGM seeds 
were first identified and selected purposively with the help of local 
community-based organizations advocating for SGM rights. Each

seed was then asked to assist in recruiting potential peers from 
their social networks, who could subsequently recruit additional 
eligible participants, forming a successive recruitment chain until the 
targeted sample size was achieved. Participants who gave informed 
consent and were aged 18 years and older, who could read and write 
in English or Nepali, and who self-reported their sexual and gender 
identity as lesbian, gay, bisexual, transgender, queer/questioning, 
intersex, asexual, plus other identities (LGBTQIA+) were included 
in this study. The heterosexual population was excluded from the 
study.
   An external contractor was hired to assist in data collection and was 
responsible for coordinating with organizations advocating for SGM 
rights, finding potential participants, and sharing the survey link. 
Data was collected using an anonymous self-administered survey 
link created through QualtricsXM. There was no non-response rate, 
as participation in the study was completely voluntary. The average 
time to complete the anonymous self-administered survey was around 
10 minutes. Ethical approval was obtained from the Institutional 
Review Board (IRB) of the author’s university (#2084) and the Nepal 
Health Research Council (NHRC; #723-2023). Participants gave 
verbal consent before accessing the survey link and provided written 
informed consent before starting the questionnaire.
Measures
Socio-demographic Characteristics
 The socio-demographic information collected from participants 
included age, education, monthly income, occupation, sexual and 
gender identity, and relationship status.
Depression
   Depression was measured using a validated Nepali version of the 
Patient Health Questionnaire-9 (PHQ-9) [26]. The PHQ-9 is a nine-
item screening instrument used to assess the severity of depression. 
Responses are scored from 0 (“not at all”) to 3 (“nearly every day”), 
yielding a total score between 0 and 27, with higher scores reflecting 
greater depression severity. A score less than 10 was categorized 
as “no depression”, and scores greater than or equal to 10 were 
categorized as “depression”. The tool's reliability, measured by 
Cronbach’s alpha, was 0.84. The continuous depression scores were 
used for both mediation and moderation analysis.
IPV

   IPV was assessed based on the questions adopted from the Nepal 
Demographic Health Survey 2016 [27, 28]. Each type of IPV was 
measured using dichotomous (Yes/No) responses to assess the 
occurrence of three forms of violence. A response of '1' indicated 
that the event occurred (whether frequently, occasionally, or in the 
past), and a '0' signified that it did not happen. For physical violence, 
responses to seven questions were summed, with any total greater 
than '0' classifying the participant as having experienced physical 
violence; a total of '0' meant no experience of physical violence. The 
same approach was used for emotional violence (five questions) and 
sexual violence (two questions). If participants experienced any form 
of violence, they were classified as having experienced IPV.
Perceived Social Support
     Perceived social support was measured using the Multidimensional 
Scale of Perceived Social Support (MSPSS), a 12-item instrument 
that assessed support from family, friends, and a significant other 
[29]. The items include aspects such as having a reliable person 
available in times of need, a supportive family, and dependable 
friends. The original English version of MSPSS was translated into 
Nepali by the corresponding author (who is a native Nepali speaker), 
and participants completed either the English or Nepali version 
according to their language preference. Responses were recorded 
on a 7-point Likert scale ranging from “very strongly disagree” to 
“very strongly agree”. An overall score was calculated by averaging 
responses across all 12 items. Scores were then classified as low (1-
2.9), moderate (3-5), or high (5.1-7) levels of support. The MSPSS
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demonstrated strong internal consistency, with Cronbach’s alpha 
values of 0.87, 0.85, and 0.91 for the family, friends, and significant 
other subscales, respectively [29]. The continuous perceived social 
support scores were used for mediation and moderation analyses.
Qualitative
     Qualitative data was collected through two open-ended questionnaires 
presented at the end of the self-administered survey questionnaire. 
Altogether, 122 participants were represented as a distinct “case” and 
answered the two open-ended questions: “What are the challenges 
you faced while seeking social support?” and “What are your 
recommendations to improve social support for SGM in Nepal?”
Data Analysis
   Quantitative data analysis was performed using statistical software, 
IBM SPSS version 29 (Armonk, NY). Descriptive statistics were 
used to provide an overview of participants’ sociodemographic 
characteristics, in addition to depression, perceived social support, 
and IPV. Perceived social support, depression, and IPV were 
categorized, and Pearson’s chi-square tests, or Fisher’s exact tests 
when expected cell counts were below 5, were used to assess their 
association with socio-demographic variables. Multivariable linear
regression models estimated the factors associated with depression. 
Multivariable linear regression model assumptions were evaluated, 
including linearity, normality of residuals, homoscedasticity, and

multicollinearity. No substantial violations were identified. 
Multicollinearity was tested using the variance inflation factor (VIF) 
scores, and all variables had VIF scores below 5. Process Macro 
4.0 was used for mediation and moderation analysis. Bootstrapping 
with 5000 replications was used, and two models (adjusted and 
unadjusted) were run. Bootstrapping, a nonparametric method, was 
used to approximate the sampling distribution of indirect effects and 
produce more precise confidence intervals. The unadjusted model 
included only variables depression, social support, and IPV without 
controlling for covariates. In the adjusted model, socio-demographic 
variables were controlled to reduce confounding bias and ensure 
more reliable and valid results.
   Qualitative data were analyzed using the software ATLAS.ti version 
24 (Berlin, Germany). A thematic analysis approach was applied to 
identify patterns and themes in open-ended responses.
Results
Descriptive Summary of Participants' Characteristics 
  Tables 1, 2, and 3 provide a descriptive summary of socio-
demographic characteristics of 122 participants by comparing them 
with IPV, depression, and perceived social support, respectively. 
We found no statistically significant association between socio-
demographic variables and IPV (all p > 0.05) (Table 1).

Socio-demographic Variables
      IPV

p-valueYes 
n (%)

No 
n (%)

Age
28 years and below 49 (83.05) 10 (16.95) 0.225
Above 28 years 57 (90.48) 6 (9.52)
Sexual and Gender Identity
Gay 46 (88.46) 6 (11.54) 0.812
Lesbian 12 (85.71) 2 (14.29)
Transgender Men 14 (93.33) 1 (6.67)
Transgender Women 22 (84.62) 4 (15.38)
Others^ 12 (80.0) 3 (20.0)
Education
High school and below 83 (90.22) 9 (9.78) 0.056
Bachelor’s and above 23 (76.67) 7 (23.33)
Relationship Status
With partner 55 (91.67) 5 (8.33) 0.193
Single 46 (80.70) 11 (19.3)
Divorced 5 (100.0) 0 (0.0)
Monthly Income NPR (USD)
<=20,000 ($150) 72 (91.14) 7 (8.86) 0.059
>20,000 (>$150) 34 (79.07) 9 (20.93)
Occupation
Government/Private Company 10 (66.67) 5 (33.3) 0.132
Business 21 (100.0) 0 (0.0)
NGO/INGO 43 (86.0) 7 (14.0)
Sex Worker 9 (90.0) 1 (10.0)
Student 7 (87.5) 1 (12.5)
Unemployed 6 (85.7) 1 (14.29)
Others^^ 10 (90.91) 1 (9.09)

^ Includes bisexual, queer, questioning, intersex, asexual, and non-binary
^^ Includes daily wage/labor, homemaker, and agriculture
Data are presented as n (row %). Pearson’s chi-square test and Fisher’s exact test were 
used to calculate the p-value, as appropriate.

Table 1. Socio-demographic characteristics of participants by IPV status (N=122)
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(all p > 0.05) (Table 2). Table 3 shows that gender (p = 0.016) and 
occupation (p = 0.016) have an association with perceived social support.

  Table 2 shows that occupation was significantly associated with 
depression (p = 0.045), whereas no significant associations were 
observed between other socio-demographic variables and depression

Socio-demographic Variables
           Depression

p-valueYes 
n (%)

No
n (%)

Age
28 years and below 21 (35.59) 38 (64.41) 0.653
Above 28 years 20 (31.75) 43 (68.25)
Sexual and Gender Identity
Gay 23 (44.23) 29 (55.77) 0.171
Lesbian 3 (21.43) 11 (78.57)
Transgender Men 4 (26.67) 11 (73.33)
Transgender Women 5 (19.23) 21 (80.77)
Others^ 6 (40.0) 9 (60.0)
Education
High school and below 32 (34.78) 60 (65.22) 0.630

Bachelor’s and above 9 (30.0) 21 (70.0)
Relationship Status
With partner 23 (38.33) 37 (61.67) 0.587
Single 17 (29.82) 40 (70.18)
Divorced 1 (20.0) 4 (80.0)
Monthly Income NPR (USD)
<=20,000 ($150) 26 (32.91) 53 (67.09) 0.826
>20,000 (>$150) 15 (34.88) 28 (65.12)
Occupation
Government/Private Company 6 (40.0) 9 (60.0) 0.045*
Business 9 (42.86) 12 (57.14)
NGO/INGO 21 (42.0 29 (58.0)
Sex Worker 0 (0.0) 10 (100.0)
Student 3 (37.5) 5 (62.5)
Unemployed 1 (14.29) 6 (85.71)
Others^^ 1 (9.09) 10 (90.91)

Table 2. Socio-demographic characteristics of participants by depression 
status (N=122)

*p<0.05 
^ Includes bisexual, queer, questioning, intersex, asexual, and non-binary
^^ Includes daily wage/labor, homemaker, and agriculture
Data are presented as n (row %). Pearson’s chi-square test and Fisher’s exact 
test were used to calculate the p-value, as appropriate.

Socio-demographic Variables               Perceived Social Support
p-valueLow

n (%)
Moderate
n (%)

High
n (%)

Age
28 years and below 14 (23.73) 32 (54.24) 13 (22.03) 0.368
Above 28 years 9 (14.29) 36 (57.14) 18 (28.57)
Sexual and Gender Identity
Gay 13 (25.0) 31 (59.62) 8 (15.38) 0.016*
Lesbian 3 (21.43) 10 (71.43) 1 (7.14)
Transgender Men 2 (13.33) 6 (40.0) 7 (46.47)
Transgender Women 2 (7.69) 11 (42.31) 13 (50.0)
Others^ 3 (20.0) 10 (66.67) 2 (13.33)

Table 3. to be cont....

Table 3. Socio-demographic characteristics of participants by perceived social support status
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Education
High school and below 19 (20.65) 49 (53.26) 24 (26.09) 0.577
Bachelor’s and above 4 (13.33) 19 (63.33) 7 (23.33)
Relationship Status
With partner 12 (20.0) 32 (53.33) 16 (26.67) 0.984
Single 10 (17.54) 33 (57.89) 14 (24.56)
Divorced 1 (20.0) 3 (60.0) 1 (20.0)
Monthly Income NPR (USD)
<=20,000 ($150) 13 (16.46) 47 (59.49) 19 (24.05) 0.493
>20,000 (>$150) 10 (23.26) 21 (48.84) 12 (27.91)
Occupation
Government/Private Company 2 (13.33) 8 (53.33) 5 (33.33) 0.016*
Business 4 (19.05) 13 (61.90) 4 (19.05)
NGO/INGO 11 (22.0) 33 (66.0) 6 (12.0)
Sex Worker 2 (20.0) 1 (10.0) 7 (70.0)
Student 3 (37.5) 3 (37.5) 2 (25.0)
Unemployed 0 (0.0) 5 (71.43) 2 (28.7)
Others^^ 1 (9.09) 5 (45.45) 5 (45.45)

*p<0.05
^ Includes bisexual, queer, questioning, intersex, asexual, and non-binary
^^ Includes daily wage/labor, homemaker, and agriculture
Data are presented as n (row %). Pearson’s chi-square test and Fisher’s exact test were used to 
calculate the p-value, as appropriate.

Prevalence of Depression, IPV, and Perceived Social Support
  Depression prevalence among SGM was 33.6% among SGM at 
the time of the survey. Also, the findings revealed that 86.9% of 
participants reported ever experiencing at least one type of violence 
in their lifetime, with 81.1% experiencing emotional violence, 59.8% 

experiencing physical violence, and 36.9% experiencing sexual 
violence. Similarly, 18.9% of participants experienced a low level 
of social support, 55.7% experienced moderate support, and 25.4% 
experienced a high level of social support (Figure 1).

Figure 1. Prevalence of IPV, depression, and level of perceived social support
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Multivariable Linear Regression Analysis of Socio-Demographic 
Characteristics, IPV, and Perceived Social Support with 
Depression
   The multivariable linear regression model (Table 4) showed that IPV 
(p=0.002) and perceived social support (p=0.032) were statistically 
significantly associated with depression. Specifically, increased IPV

results in increased depression (b=0.354; 95% CI: 0.129, 0.58), 
however as perceived social support increases, depression decreases 
(b=-0.814; 95% CI: -1.557, -0.071). Socio-demographic variables 
were not associated with depression (p>0.05) in a multivariable linear 
regression model, except for the sex worker category in occupation 
(b = -4.143; 95% CI: -7.486, -0.799).

Characteristics Unstandardized 
Coefficient (b)

   95% CI    p-value

IPV 0.354 0.128, 0.580 0.002*
Social support -0.813 -1.556, -0.071 0.032*
Age
28 years and below 
(reference)

Reference Reference Reference

29 years and above 0.046 -1.825, 1.917 0.961
Sexual and Gender Identity
Gay (reference) Reference Reference Reference
Lesbian -0.284 -3.11, 2.541 0.842
Transgender men -0.576 -3.222, 2.069 0.667
Transgender women -1.479 -3.974, 1.015 0.242
Other^ -0.038 -2.69, 2.613 0.977
Education
High school and 
below (reference)

Reference Reference Reference

Bachelor’s and 
above

-0.595 -2.67, 1.48 0.571

Relationship status
With partner 0.725 -1.068, 2.518 0.424
Single (reference) Reference Reference Reference
Divorced -2.611 -6.784, 1.562 0.217
Monthly Income NPR (USD)
<= 20,000 ($150) 
(Reference)

Reference Reference Reference

> 20,000 ($150) -0.636 -2.428, 1.157 0.484
Occupation
Government/Private 
Company

0.141 -2.505, 2.787 0.916

Business 0.323 -2.084, 2.731 0.790
NGO/INGO 
(Reference)

Reference Reference Reference

Sex Worker -4.143 -7.486, -0.799 0.016*
Student -0.811 -4.491, 2.869 0.663
Unemployed -3.238 -7.003, 0.528 0.091
Others^^ -2.233 -5.439, 0.972 0.170

Table 4. Multivariable linear regression analysis of IPV, social support, and 
socio-demographic characteristics with depression (N=122)

*p<0.05
^ Includes bisexual, queer, questioning, intersex, asexual, and non-binary
^^ Includes daily wage/labor, homemaker, and agriculture

Mediation Analysis Assessing the Effect of IPV on Depression 
Via Perceived Social Support
   Using mediation models (Table 5), we found that IPV influences 
depression indirectly through perceived social support, with a 
significant mediating effect (b=0.078; BCa 95% CI: 0.008, 0.166). 

Also, the result showed that 16.5% of the association between IPV 
and depression was explained by perceived social support. These 
findings were also adjusted for socio-demographic characteristics, as 
presented in Model 2 of Table 5.
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Model 1* Model 2 **

Characteristics b (SE) BCa 95% 
CI

p-value b (SE) BCa 95% 
CI

p-value

Indirect effect 0.090 (0.042) 0.022, 0.185 0.078 (0.041) 0.008, 0.166
Standardized indirect effect 0.069 (0.030) 0.017, 0.134 0.060 (0.030) 0.007, 0.123
Direct Effect 0.367 (0.108) 0.153, 0.582 0.001 0.394 (0.110) 0.176, 0.612 0.001
Total Effect 0.458 (0.111) 0.237, 0.679 <0.0001 0.472 (0.113) 0.249, 0.695 <0.0001
Proportion of total effect 
mediated

0.197 0.165

Ratio of indirect effect to 
direct effect

0.245 0.198

Table 5. Mediation analysis assessing the effect of IPV on depression via perceived social support (N=122)

* Model 1: unadjusted mediation model
** Model 2: adjusted mediation model (adjusted for socio-demographic variables including age, sexual and gender orientation, 
education, relationship status, income, and occupation)
b: unstandardized coefficient; BCa CI: Bias-corrected and accelerated confidence intervals based on 5000 bootstrap samples

Moderation Analysis Assessing the Effect of IPV on Depression 
Across Levels of Perceived Social Support
 Perceived social support did not significantly moderate the 

relationship between IPV and depression (b=0.012, p=0.903 and 
95% CI: -0.184, 0.209) (Table 6).

Characteristics R R-square b (SE) p-value 95% CI
Interaction 0.467 0.218 0.012 

(0.099)
0.903 -0.184, 

0.209

Table 6. Moderation analysis assessing the effect of IPV on depression 
across levels of perceived social support (N=122)

Challenges Faced While Seeking Social Support
  Many participants expressed that they feared judgment and 
discrimination when expressing their feelings with others, 
highlighting a lack of social networks and a safe environment. 
Additionally, participants shared that there were significant concerns 
about confidentiality and privacy, with worries that personal 
information might be shared or misused without consent.
   “There is no social network where I can express my feelings without 
fear of judgment and discrimination.” [P1]
   “There is a lack of confidentiality and privacy.” [P-2]
  Some participants expressed that social support was often 
conditional, with people offering help only if they had money or 
something to exchange.
   “People used to care and support me when I had money. Now, 
neither do I have money, nor do I get support.” [P-3]
   “No one supported me when I asked them for help. I think people 
will support me only if I have something to give in exchange for their 
support.” [P-4]
   Hatred and negative perceptions of community members toward 
SGM were major concerns for not accessing social support. SGM 
often experienced a profound lack of social acceptance, feeling 
unworthy and discouraged, as echoed in sentiments such as, "Nobody 
understands us" and "Hatred..." Many participants shared that they 
could not live openly or proudly, facing scorn from family and 
friends for their sexuality. For instance, “We are not able to walk with 
our heads held high in society. I think our family and friends should 
not scold us for our sexuality. We are not able to live in society on 
our own” [P-5].
   A participant working as a sex worker highlighted societal blame for 
their problems, attributing issues to their sexuality and occupation: “I 
work as a sex worker, and whenever I face trouble in life, society 
blames me for all of my problems. They blame my sexuality and

occupation for all the problems in my life. They raised questions 
about my occupation as a sex worker. People different from the 
LGBTQIA+ community have a negative attitude toward us” [P-6]. 
This societal bias manifested in manipulative attempts to undermine 
their gender identity and direct hostility, with some being told “they 
don't deserve support” or “even to die.” For instance, “Whenever I try 
to seek help, people tend to tell me why people like you need support, 
why don’t you die? They never support us and never think that we too 
are human beings like others, and we too deserve to live in this world 
with equal rights and opportunities like heterosexuals” [P-7].
  Similarly, participants shared that they do not seek social support 
because they often were being treated as "untouchables" by community 
people and often endured derogatory labels like 'Hichada' and 
'Chakka,' reinforcing their marginalization. ‘Hichada’ and ‘Chakka’ 
are slang terms carrying negative, stigmatizing connotations, often 
used to refer to gender-nonconforming and transgender individuals 
in Nepal.
   “People hate us after knowing that we are a third gender, and they 
treat us like untouchables.” [P-8]
   “People in the community use different names to call us, such as 
‘Hichada’, ‘Chakka’, and provide no support to us.” [P-9]
   Additionally, participants engaging in sex work highlighted that 
police often mistreated them and abused them physically, even when 
they were simply walking on the street. For instance, “Even if we 
stand in the street, police think that we are there for sex work and 
treat us badly and sometimes physically abuse us” [P-10]. Also, 
they highlighted experiencing hatred and no support due to their 
occupation as a sex worker, as exemplified by one participant: “Due 
to my occupation as a sex worker, I faced hatred and lack of support 
from people” [P-11].
 Some participants shared that concerned authorities did not 
understand their problems. They also expressed frustration about 
wasting time and money while seeking social support.
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   “Concerned authorities do not understand our problems, and they 
make minimal effort to support us.” [P-12]
   “I had to go time and again to seek social support, resulting in a 
waste of time and money.” [P-13]
   Participants also highlighted the lack of people representing the 
SGM community. For instance, “There is a lack of people representing 
our community, resulting in inequality” [P-14]. Also, participants 
expressed concerns about the lack of programs and policies that aim 
to strengthen social support towards SGM.
  Discrimination was another major concern among participants 
for not seeking social support. They shared that community people 
have a negative attitude towards them, and do not consider them as 
a part of society and exclude them. Also, participants highlighted 
that the concerned authorities providing social services tended 
to prioritize their relatives first and did not prefer to assist SGM. 
Participants shared that they faced discrimination from homeowners 
as well, forcing them to pay more for their home/apartment rent in 
comparison to heterosexuals. For instance, “Homeowners rent us a 
room at higher prices compared to heterosexual counterparts” [P-
15].
   Many participants shared that they do not seek social support due 
to the risk of abuse or being abused. They shared that people teased 
them using harsh and vulgar words. They also shared experiences of 
being bullied by friends and teachers. Some participants also shared 
that they experienced abuse due to their sexuality. For instance, “I 
experienced abuse due to my sexuality even though I have done 
nothing wrong” [P-16].
Recommendations to Increase Social Support
  Participants recommended sensitizing community people on issues 
of SGM to strengthen social support. Also, they suggested developing 
strict rules and regulations against those who discriminate based on 
sexuality and launching awareness campaigns to improve family 
acceptance and equal treatment. Participants shared that they want 
their family and friends to understand them and their sexuality and 
accept them for who they are.
  “I think it is essential to educate family, friends, and community 
members about LGBTQIA+ issues. I am expecting love, care, and 
support from my family and friends.” [P-17]
  “Strict rules and regulations should be implemented such that 
people who discriminate based on sexuality get punished.” [P-18]
  “Awareness campaign needs to be conducted regarding family 
acceptance and equal treatment.” [P-19]
   Participants also suggested creating an enabling and supportive 
environment for SGM in the community for them to thrive. 
Participants recommended strengthening social networks and 
counseling services.
   “There must be availability and access to psychosocial counselors.” 
[P-20]
   “Social networks should be strengthened.” [P-21]
   Participants suggested that the government should increase their 
support towards SGM by legalizing sex work, ensuring education 
and employment opportunities, and treating them equally to 
heterosexuals.
   “Government should legalize sex work and implement rules and 
regulations so that we can be free from trouble.” [P-22]
   “It would have been better if the government had ensured education 
and employment opportunities for us.” [P-23]
   “Government should address our issues, and they should not call us 
using different names and treat us the same as other heterosexuals.” 
[P-24]
   “We need to get a third-gender incentive from the government. We 
should have equal access to services.” [P-25]

   “Government should list some areas as red light so that we can do 
sex work.” [P-26]
   “Policies should be inclusive and must reflect our identity.”[P-27]
   To address police mistreatment and abuse, participants recommended 
cooperation from the police. 
   “Police should listen to us, and we should be given the right to 
perform sex work as our occupation.” [P-28]
   “Police should not abuse us physically while walking in the street 
and should understand our problems.” [P-29]
Discussion
  This study found that perceived social support statistically mediated 
16.5% of the observed association between IPV and depression among 
SGM in Nepal. This finding suggests that participants reporting IPV 
also reported higher depression scores, and this association was 
partially accounted for by perceived social support.
   Our findings showed that 74.4% of participants perceived low to 
moderate social support. This may be due to the underdeveloped 
social support system for SGM in Nepal. For instance, the government 
of Nepal (GoN) still does not prioritize SGM issues in its agenda, 
and it has been slow to ensure equal rights for SGM individuals, as 
affirmed by the Supreme Court of Nepal in 2007 [20]. Even though 
there has been notable progress in legal recognition and rights over 
the past decade, SGM in Nepal still face significant socio-cultural 
stigma, prejudice, discrimination, and violence, particularly in rural 
areas, though such discrimination persists in urban areas as well [30]. 
Many SGM residing in remote Nepal are still compelled to leave 
their home and relocate to major cities like Kathmandu so that they 
can conceal their identity and live a life free of discrimination and 
judgment [30].
  Social support provided by family, friends, and close partners 
can be a useful resource to reduce mental distress among SGM 
populations [1, 14, 31]. Evidence is inconsistent on how social 
support influences the association between IPV and depression. 
Some studies propose that social support functions as a moderator 
[32], whereas others suggest it acts as a mediator [23-25, 33]. Our 
analysis showed that perceived social support statistically mediated 
the association between IPV and depression among SGM in Nepal, 
and various reasons can explain it. Nepal has a prevalent patriarchal 
family structure with women viewing their husbands as Gods and 
having perspectives that they should be honest, obedient, respectful, 
and please their husbands. Similarly, Nepal's societal norms and 
traditions have fostered a heteronormative environment that can 
pressure SGM individuals into heterosexual marriages and compel 
them to conceal their true identities. This dynamic can increase 
their vulnerability to IPV [34, 10]. In Nepal, survivors of sexual and 
gender-based violence often face stigmatizing societal attitudes and 
may be unfairly blamed for the violence they have experienced [35]. 
Consequently, many instances of IPV in Nepal go unreported due to 
societal thinking and the stigma attached to survivors, who are also 
often shamed for their experiences [36].
   Moreover, IPV is often viewed as a private family matter, and 
people may hesitate to disclose IPV, thinking it will bring shame 
to the family [25]. SGM may hesitate to seek support from their 
families, friends, and neighbors when experiencing IPV because they 
may be afraid of disapproval or rejection based on their minority 
status, including skeptical or dismissive attitudes upon disclosing 
their experiences of abuse [37]. The fear of being abandoned by their 
loved ones, losing employment, or experiencing discrimination after 
disclosing their sexual and gender identity among SGM IPV survivors 
can be so strong that they may prefer to remain with abusive partners 
rather than seek help that could expose their identity [38]. Isolation 
from their friends, family, and community, either due to the stigma 
associated with IPV or due to the controlling behavior of their partner, 
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can lead to significant emotional and psychological distress [39], 
which, in turn, can diminish the survivor’s perception of available 
social support as they may feel unworthy or ashamed [40].
  Social support from family and friends can provide emotional 
support and validation to survivors of IPV and can help mitigate 
feelings of isolation and self-blaming, which ultimately assist in 
reducing depression. Additionally, social support networks can serve 
as a buffer against the negative mental health consequences of IPV, 
providing survivors with coping strategies and adaptive mechanisms 
against stress and enhancing self-esteem and resilience, which can 
further result in a reduced likelihood of experiencing IPV [1, 41]. 
The GoN has taken steps to improve laws related to sexual and 
gender-based violence and enhance support to survivors. Some of 
the promising initiatives by the GoN against such violence include 
ongoing support for survivors, the development of one-stop crisis 
management centers and safe houses, and accompaniment to legal 
system processes [27]. However, the enforcement of these initiatives 
is weak, and there is a need for a stronger emphasis on preventing and 
addressing violence-supportive norms that are ingrained from an early 
age through family and societal influences [27]. Hence, interventions 
such as establishing and strengthening one-stop crisis management 
centers, shelter homes, SGM social support networks, and promoting 
SGM community connectedness can help strengthen the self-esteem, 
coping, and resilience of SGM in Nepal who are violence survivors, 
and can break the cycle of isolation and depression among them [33, 
40].
   Lack of confidentiality, negative perception, and hatred by people 
were the major concerns expressed by participants for not seeking 
social support. Participants also shared that they do not have enough 
social networks where they can express their feelings without fear of 
judgment and discrimination. Evidence has shown that establishing 
social support networks with individuals sharing the same SGM 
identity can help better navigate the stresses of heterosexism [42]. 
Likewise, creating safe places where individuals identifying as SGM 
could meet each other and support each other is essential in Nepal, as 
this can help in overcoming rejection, harassment, and isolation that 
SGM experience in friendships with heterosexuals [43]. Participants 
also reported that community members often have negative attitudes 
toward them and tease them using derogatory names while walking 
in the street. SGM in Nepal have expressed a desire for a more 
inclusive environment and a transformation in Nepalese society, 
where stigmatization, superstition, and discrimination are eradicated, 
allowing them to live happily and reach their full potential [44]. To 
achieve this, participants in this study recommended developing and 
implementing interventions that aim to sensitize people on SGM 
issues in Nepal. Both government institutions and the private sector 
need to be sensitized to the unique challenges and needs of SGM, 
with services provided in a professional and gender-sensitive way. 
Schools can play an important role by incorporating discussions 
about sexual orientation and gender identity into their curricula. This 
approach can help reduce ignorance, promote understanding, and 
cultivate acceptance from an early age, paving the way for a more 
inclusive society [35].  
  Concerns related to abuse or fear of being abused were also 
expressed by participants for not seeking social support. Participants 
shared that their friends and teachers bullied them, as well as 
relatives and neighbors abusing them verbally and emotionally, even 
if they did nothing wrong. To address these issues, participants in 
the study recommended strengthening love, support, and acceptance 
from friends, family, and neighbors toward SGM, which is similar 
to findings from a study that has recommended fostering inclusive 
environments by cultivating a space where diverse identities 
and diverse perspectives are actively encouraged, respected, and 
supported [45]. Friends, family, and the community can foster social 
support for SGM in Nepal by helping to transform social norms 
through advocacy, offering acceptance, and using inclusive language, 

such as avoiding references to gender as a binary concept [46]. 
Support can also be shown by displaying signs that welcome SGM, 
sponsoring SGM youth groups, and, most importantly, revising 
laws, policies, forms, and documents to be more inclusive of 
SGM identities. This includes offering a range of gender options, 
recognizing various types of relationships, and providing citizenship 
and marriage certificates to all SGM individuals so that they can 
enjoy their fundamental rights [47]. Similarly, there is a necessity 
for social movements, especially at the community level, to raise 
awareness, acknowledge pride movements, and gain legislative 
support for SGM rights [47].    
   Mistreatment and physical abuse by police were another concern 
expressed by participants in this study, which is similar to findings 
from the other studies conducted in Nepal [48, 49]. Participants, 
especially transgender women, expressed that they experienced 
violence from police because police assumed them to be sex 
workers. Those participants engaged in sex work shared experiences 
of physical and sexual abuse by police. To address this issue, 
participants recommended cooperation and support from police 
forces and treating SGM with love and respect as other people in 
society. Also, participants engaged in sex work recommended 
the legalization of sex work in Nepal. Evidence has shown that 
many SGM were engaged in sex work due to limited employment 
opportunities and employment discrimination towards SGM in Nepal 
[48]. Hence, creating employment and education opportunities can 
help in reducing violence against SGM in Nepal, as recommended 
by participants in this study. Furthermore, educational programs can 
be implemented to educate police forces on SGM issues and their 
experiences to reduce abuse and mistreatment by police officers.
Limitations
   There are several limitations to this study that should be noted. First, 
non-probability sampling (respondent-driven sampling) was used to 
recruit participants, given the hidden characteristics of our respondents.
This may have introduced selection bias because recruitment relied 
on participants' social networks, and individuals with smaller or less 
connected social networks or those less engaged with community-
based organizations may have been underrepresented. Second, data 
were collected exclusively in Kathmandu, the capital city of Nepal. 
Consequently, the findings might not be generalizable to SGM across 
the country, particularly to those living in rural areas with potentially 
different social dynamics and support systems. Furthermore, a cross-
sectional design limits the ability to establish causal relationships. To 
better understand potential causal pathways, longitudinal studies are 
recommended.
   Additionally, while this study utilized a mixed-method approach 
with a structured questionnaire that included two open-ended 
questions, the qualitative aspect was limited. The qualitative 
component was meant to complement the quantitative survey, rather 
than providing a full qualitative investigation. Future studies should 
employ qualitative methods to gain deeper insight into participants’ 
lived experiences and perspectives. Moreover, this study used a 
self-administered questionnaire, and that may have introduced 
respondent bias. Also, the tool used to measure IPV was not a 
standardized instrument specifically designed for SGM. Employing 
IPV screening tools tailored to SGM could yield more accurate and 
realistic data. Similarly, the Nepali version of the MSPSS used in 
this study was translated by the research team and was not formally 
validated. Participants completed either the English or Nepali 
version according to their preference, but language proficiency was 
not formally assessed. Consequently, differences in interpretation 
between language versions may have introduced measurement bias. 
Furthermore, there is a temporal mismatch in measurement periods: 
depression was assessed based on symptoms reported in the past 
two weeks, while IPV was evaluated based on lifetime experiences. 
This discrepancy could introduce recall bias and complicate the 
understanding of the temporal relationship between IPV and
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depression. Future studies can address these limitations to strengthen 
the validity and generalizability of findings across broader 
populations and contexts.
Conclusion
   The study showed perceived social support plays a mediating role 
between IPV and depression, emphasizing the need to strengthen 
the social support system to address IPV and related mental health 
outcomes among SGM in Nepal.
   Social support provided by family, friends, and the community 
can help SGM process their violent experiences, seek help, and 
leave violent relationships, which, in turn, can reduce emotional 
distress and enhance self-esteem and empowerment among them. 
Moreover, perceived social support can help SGM in overcoming 
societal challenges such as gender norms, discrimination, and stigma. 
Furthermore, sensitizing the community about issues of SGM and 
recognizing them as equal members of society are significant for 
increasing social visibility and resilience and reducing mental health 
issues among SGM in Nepal. Decision-makers and policymakers can 
refer to the challenges and recommendations provided by this study 
to strengthen social support networks among SGM in Nepal.
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