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Abstract 

Background:  Little is known about the access to measures of sexual and reproductive health (SRH) services among 
sexual minority communities in China, where sexuality-related stigma and discrimination remains high. The aim of this 
study is to investigate access to measures of SRH services among Chinese sexual minority youths (SMY) aged 17 to 
24 years old.

Methods:  This cross-sectional study utilizes data on 54,580 youths from the 2019–2020 National College Student 
Survey on Sexual and Reproductive Health, conducted across 31 provinces in mainland China. Multivariable logistic 
regression modelling was utilized to assess the access to SRH services among Chinese youth with different self-
reported sexual orientation.

Results:  The majority of respondents identified as heterosexual (77.6%). The remaining respondents identified as 
bisexual (9.0%), lesbian or gay (2.8%), others (3.02%), or unknown (7.51%). Gay men reported greater access to free 
contraceptives at health centers (OR 1.62, 95% CI: 1.32–1.99) and were more likely to have receive medical treatment 
for sexual and reproductive issues (OR 1.83, 95% CI: 1.26–2.63) compared to heterosexual men. Gay and bisexual men 
were also more likely to use condom at first sexual intercourse compared to heterosexual men (gay men: OR 1.38, 
95% CI: 1.13–1.68; bisexual men: OR 1.33, 95% CI: 1.03–1.71). However, the associations were reversed among women 
(lesbians: OR 0.05, 95% CI: 0.03 to 0.08; bisexuals: 0.75, 95% CI: 0.65 to 0.86).

Conclusions:  Although SMY reported higher utilization of SRH services compared to their heterosexual counterparts, 
access to SRH services remains low among Chinese youths. Greater focus should be placed on improving access to 
SMY-friendly SRH services among Chinese youths.
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Background
Sexual minority youths (SMY) represent youths whose 
sexual orientation differs from commonly accepted soci-
etal or cultural norms. Studies have reported that SMY 
are more likely to experience poorer physical and psycho-
logical health outcomes compared to heterosexuals [1]. 
This can result in higher rates of substance abuse, sexually 
transmitted infections (STIs), cancer, obesity, depression, 
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self-harm, and suicide [2–9]. This is because as posited 
by the minority stress model, there exists prejudices and 
hostility towards SMY. Therefore, SMY are more likely 
to conceal their sexual minority identity and internalized 
homophobia that invokes feelings of exclusion, rejection, 
and discrimination [10]. Adverse outcomes are further 
exacerbated by the avoidance of seeking medical sup-
port or assistance in fear of discrimination and stigma in 
healthcare settings.

Published studies investigating access to measures of 
sexual and reproductive health (SRH) services among 
SMY mainly focuses on HIV-related health services, 
sexual behaviors [11, 12] and mental health services [13, 
14]. Few studies investigate the access to general SRH 
services. A study indicated that SMY were more likely 
to search online for medical information compared to 
heterosexuals [15]. Studies have also reported that les-
bian and bisexual women often face greater difficulties in 
receiving medical services than heterosexual women [16]. 
As lesbian and bisexual women are more likely to expe-
rience a range of barriers including prejudicial conduct 
by healthcare professionals, institutional homophobia, 
fear of disclosure of sexual orientation status, and expo-
sure to negative reactions [17], this may pose difficulties 
when seeking medical advice for concerns such as prac-
ticing safer sex with same-sex partners, that are unique 
to lesbians and bisexual individuals [18]. Lesbians, gay 
men, and bisexual individuals are also less likely to have 
access to care in regular healthcare [19] and are less likely 
to disclose their sexualities to healthcare providers [20]. 
Yet, studies have reported that SMY are more likely to 
seek mental health support and services and have greater 
access to mental health services than heterosexuals [21].

Whilst there is an increase of emphasis on sexual 
equality as promoted by the World Health Organiza-
tion (WHO), there still exist high levels of sexual ine-
quality in China [22]. SRH services, particularly for 
SMY, needs to be contextualized to Chinese society and 
culture. Homosexuality was previously classified as a 
sexual disorder in the Chinese Classification of Mental 
Disorders (CCMD-1) in 1978 [23], and was also previ-
ously associated with hooliganism as stated in the Chi-
nese Criminal Law in 1979 [24]. At present, marriage 
between same-sex couples has yet to be legalized in 
China and therefore, same-sex couples are not able to 
access the same rights and protection (e.g., marriage 
and adoption of children) as heterosexual couples [25]. 
Given the sensitive nature of discussing sexual health in 
China, particularly in unmarried young adults, public 
health programs are few. However, public health inter-
ventions to provide comprehensive and standardized 
sexuality education conducted in rural regions of China 
have been performed and have reported promising 

results one-year post-intervention [26]. Furthermore, 
with the high prevalence of HIV among certain popula-
tions, the Chinese government have increased the focus 
on men who have sex with men (MSM) and transgen-
ders (TG) in recent years, by providing interventions 
and programs to enhance health services and sexual 
education [27].

Access to appropriate SRH services is important 
given that China has the largest lesbian, gay, bisexual, 
and transgender (LGBT) population [28]. However, 
studies that assesses accessibility to SRH services 
among SMY are lacking. Therefore, to address the gap 
in the present literature, our study aims to investigate 
the access to measures of SRH services among SMY in 
China, for the development of effective interventions 
and support systems. Increased access to SRH services 
among Chinese youths with various sexual orienta-
tion is key in the WHO Sustainable Development Goal 
for achieving health and well-being for all, and sexual 
equality.

Methods
Respondents and procedure
Data on 54,580 Chinese college students from the 
National College Student Survey on Sexual and Repro-
ductive Health 2019–2020 (NCSS-SRH) was utilized. 
The NCSS-SRH was conducted by the China Fam-
ily Planning Association (CFPA) and collected by the 
China Youth Network (CYN). An internet-based self-
administered questionnaire was distributed using 
between November 2019 and February 2020 to a total 
of 241 institutions of higher education, including key 
universities (double first-class universities), ordinary 
universities, and colleges, after balancing for the type 
of university and vocational college. The questionnaire 
was delivered to the students through contact points 
from the selected educational institutions using con-
venience sampling. The methods of survey instrument 
development and study design has been previously 
described in detail elsewhere [29].

A total of 55,757 responses from 1,764 universities 
and vocational colleges were collected. Responses were 
excluded if the respondent (1) did not provide informed 
consent, (2) answer all questions, (3) pass consistency 
checks and logic verification (checks that ensures the cor-
rect behavior is demonstrated by respondents based on 
specifications), (4) were not between the ages of 17–24, 
(5) and/or were not enrolled as a full-time student at a 
Chinese university. The remaining 54,580 responses were 
included in final analyses. This study has been reviewed 
and approved by the Institutional Review Board of Tsing-
hua University (IRB No. 20190083).
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Measures
Access to SRH services
Access to SRH services were measured using 3 ques-
tions: “Have you ever received free contraceptives from 
public health institutions or clinics such as the local cent-
ers for disease prevention and control (CDC), commu-
nity health centers?”, “Did you use a condom during your 
first sexual intercourse (penetrative sex)?”, and “Have 
you ever receive any medical treatment for reproductive 
health problems in the past 12  months?”. Self-reported 
reproductive health problems include urethral or vaginal 
discharge, painful urination, genital inflammation, geni-
tal ulcers, genital herpes, genital itching, and hematuria 
or vaginal bleeding. Response options were “yes”, coded 
as “1″ or “no”, coded as “0″. Respondents who answered 
“Yes” to receiving medical treatment for reproductive 
health problems in the past 12 months were then asked 
the following question: ‘‘If you have had the symptoms 
mentioned above, which of the following medical insti-
tutions did you receive treatment at?” Response options 
were ‘‘never diagnosed or treated”, “public health institu-
tion (including public hospital)”, “private hospital”, “pri-
vate clinic”, “self-administered medication”, and “others”. 
Responses “public health institution (including public 
hospital)”, “private hospital”, “private clinic”, “self-admin-
istered medication”, and “others” were classified as hav-
ing received medical treatment, while “never diagnosed 
or treated” was classified as not having received medical 
treatment.

Sexual orientation
Sexual orientation was measured using the question 
‘‘Which one do you think best describes your sexual ori-
entation?’’. Response options were “heterosexual”, “same-
sex attraction”, “bisexual”, “pansexual”, “asexual”, “others”, 
“unknown” or “uncertain”. Responses “pansexual”, “asex-
ual”, and “others” were classified as others, while the 
remaining responses were analyzed as established.

Sociodemographic variables
Data on age, ethnicity, educational level, parents’ high-
est educational qualifications, hometown region, region 
of university or college, only-child status, family eco-
nomic status, left-behind experience (defined as remain-
ing in their hometown while one or both parents relocate 
interstate for work), migration history, sexual behavior, 
and SRH in the past 12 months were collected. Ethnicity 
was classified into Han or ethnic minorities. Hometown 
region, defined as the place of residence before attending 
university or vocational college, was classified into urban, 
suburban, and rural (as reflected on the national identi-
fication document of each individual). Only-child status 

was classified as only-child or students with siblings. 
Family economic status was assessed using the question: 
“How would you rate your family financial situation?” 
Response options ranged from “1 (very poor)” to “7 (very 
good)”. Scores were classified into inferior (less than 4), 
moderate (4 to 5), and superior (greater than 5).

Statistical analysis
Continuous variables were described as mean ± stand-
ard deviation, while categorical variables were described 
as proportion. Multivariable logistic regression was uti-
lized to investigate the association between different 
sexual orientations, demographic, and region of univer-
sity or college with access to SRH services. The models 
were adjusted for sex, age, ethnicity, education level, 
parents’ highest educational qualifications, hometown 
region, only-child status, family economic status, left-
behind experience, and migration history. Results were 
expressed as odds ratios (ORs) and 95% confidence inter-
vals (95% CIs). The level of statistical significance was set 
at 5% (p < 0.05) for all statistical analyses. All data analy-
ses were performed using Stata/SE version 16.0 (Stata 
Corp, Texas, USA).

Results
Characteristics of survey respondents
The characteristics of respondents according to sex are 
presented in Table  1. On average, respondents were 
199 ± 1.8  years old. 77.6% of respondents self-identified 
as heterosexuals (82.8% males and 74.9% females), while 
the remaining 9.0% self-identified as bisexuals (5.0% 
males and 11.1% females), 2.8% as lesbian or gay men 
(5.4% males and 1.5% females), 3.02% as others (2.17% 
males and 3.48% females), and 7.51% as unknown (4.64% 
males and 9.03%  females). The majority of the respond-
ents were of Han ethnicity (90.6%), were junior college 
and undergraduate students (96.6%), had parents with 
education levels middle school and below (78.5% fathers 
and 82.6% mothers), resided in suburban or rural regions 
(55.8%), had siblings (68.5%), were moderately financially 
well-off (11.0%), and had left behind (31.3%) and migra-
tion (20.0%) experiences. 22.5% of respondents reported 
having had sexual intercourse, while 19.8% reported 
having had reproductive health problems in the past 
12 months.

Access to SRH services by sexual orientation
The associations between sexual orientation among 
respondents who have had sexual intercourse or repro-
ductive health problems in the past 12  months with 
access to SRH services are presented in Table 2. 19.0% 
of heterosexual men, 9.4% of heterosexual women, 9.3% 
of lesbians, 26.8% of gay men, 22.5% of bisexual men 
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and 10.8% of bisexual women reported having received 
free contraceptives from health services, while 62.9% of 
heterosexual men, 66.1% of heterosexual women, 10.7% 
of lesbians, 70.8% of gay men, 71.6% of bisexual men 
and 62.0% of bisexual women reported condom use at 
first sexual intercourse.

34.1% of respondents who reported reproductive health 
problems in the past 12  months have received medical 
treatment; this rate was higher in heterosexual women 
compared to heterosexual men (35.4% vs. 26.3%), and 
in bisexual women compared to bisexual men (40.4% vs. 
31.8%). However, the rate was lower in lesbians compared 

Table 1  Characteristics of respondents (N = 54,580)

Values in the table are presented as percentages (%) and proportion unless specified otherwise

SD Standard deviation, SRH Sexual and reproductive health

Characteristics Male
(n = 18,844)

Female
(n = 35,736)

Total
(N = 54,580)

P-value

Age (years), mean/SD 19.94/1.95 19.86/1.75 19.88/1.82  < 0.0001

Sexual orientation, % (n)
  Heterosexual 82.81 (15,605) 74.90 (26,767) 77.63 (42,372)  < 0.0001

  Homosexual 5.35 (1,008) 1.46 (520) 2.80 (1,528)

  Bisexual 5.03 (948) 11.14 (3,980) 9.03 (4,928)

  Other 2.17 (408) 3.48 (1,243) 3.02 (1,651)

  Uncertain 4.64 (875) 9.03 (3,226) 7.51 (4,101)

Ethnicity
  Han 91.71 (17,282) 90.07 (32,186) 90.63 (49,468)  < 0.0001

  Ethnic minorities 8.29 (1,562) 9.93 (3,550) 9.37 (5,112)

Educational level
  College 40.25 (7,585) 32.65 (11,668) 35.27 (19,253)  < 0.0001

  University 55.70 (10,497) 64.22 (22,951) 61.28 (33,448)

  Graduate 4.04 (762) 3.13 (1,117) 3.44 (1,879)

Father’s highest educational level
  Primary school and below 18.78 (3,538) 19.50 (6,968) 19.25 (10,506) 0.042

  Middle school 59.31 (11,177) 59.27 (21,181) 59.29 (32,358)

  College degree or above 19.93 (3,755) 19.48 (6,960) 19.63 (10,715)

  Uncertain 1.98 (374) 1.75 (627) 1.83 (1,001)

Mother’s highest educational level
  Primary school or below 29.92 (5,638) 30.59 (10,933) 30.36 (16,571)  < 0.0001

  Middle school 52.28 (9,852) 52.24 (18,669) 52.26 (28,521)

  College degree or above 15.56 (2,933) 15.61 (5,579) 15.6 (8,512)

  Uncertain 2.23 (421) 1.55 (555) 1.79 (976)

Hometown region
  Urban 45.08 (8,494) 43.69 (15,614) 44.17 (24,108)  < 0.0001

  Suburban 32.68 (6,159) 34.37 (12,281) 33.79 (18,440)

  Rural 22.24 (4,191) 21.94 (7,841) 22.04 (12,032)

Only-child status 38.51 (6,960) 28.08 (9,791) 31.64 (16,751)  < 0.0001

Family economic status
  Inferior 26.39 (4,973) 24.85 (8,882) 25.38 (13,855)  < 0.0001

  Moderate 61.63 (11,614) 64.66 (23,107) 63.61 (34,721)

  Superior 11.98 (2,257) 10.49 (3,747) 11.00 (6,004)

Left-behind experience (Yes) 30.73 (5,790) 31.59 (11,290) 31.29 (17,080) 0.038

History of migration (Yes) 21.33 (4,019) 19.24 (6,875) 19.96 (10,894)  < 0.0001

Ever had sexual intercourse (Yes) 28.19 (5,312) 19.50 (6,968) 22.5 (12,280)  < 0.0001

Had symptoms related to SRH in the past 
12 months (Yes)

12.79 (2,410) 23.44 (8,376) 19.77 (10,786)  < 0.0001
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to gay men (29.7% vs. 41.1%). The majority of respond-
ents reported receiving medical treatments from public 
health institutions (23.5%).

Differences in access to SRH services
The associations between sex and access to SRH services, 
stratified by sexual orientation is presented in Table  3. 
Gay men were significantly more likely to have received 
free contraceptives from health services (OR 1.62, 95% 
CI: 1.32–1.99), and to receive medical treatment for 
reproductive health problems over the past 12  months 
(OR 1.83, 95% CI: 1.26–2.63), compared to heterosexual 
men. Gay men and bisexual men were also significantly 
more likely to have used a condom at first sexual inter-
course (gay men: OR 1.38, 95% CI: 1.13–1.68; bisexual 
men: OR 1.33, 95% CI: 1.03–1.71), compared to hetero-
sexual men.

However, the associations were reverse in women. Les-
bians and bisexual women were less likely to have used 
a condom at first sexual intercourse, (lesbians: OR 0.05, 
95% CI: 0.03–0.08; bisexuals: OR 0.75, 95% CI: 0.65–
0.86), compared to heterosexual women. The association 
between lesbians and receiving free contraceptives from 
health services, as well as receiving medical treatment for 
reproductive health problems over the past 12  months 
compared to heterosexual women were not statistically 
significant.

Discussion
Our study findings demonstrated that gay men were 
more likely to have access to free contraceptives and 
were more likely to seek medical treatment for reproduc-
tive health problems as compared to their heterosexual 
counterparts. Condom use during first sexual intercourse 
was also higher among bisexual and gay men. However, 
among women, particularly lesbians and bisexuals, the 
association between sexual orientation and condom use 
during first sexual intercourse was reversed. No signifi-
cant differences were found between women with differ-
ent sexual orientations with regards to their actual access 
to SRH services.

We found that gay men had the highest rate of access to 
free contraceptives and were more likely to seek medical 
treatment for reproductive health problems compared 
to heterosexual men, consistent with findings from the 
2016 national survey on SMY in China, which reported 
that a lower proportion of SMY encountered difficulties 
when receiving health care services [30]. However, previ-
ous studies have reported that SMY were more likely to 
have less access to SRH services, resulting in low health 
service utilization [31]. Concerns with privacy and confi-
dentiality may also deter SMYs from discussing their sex-
uality with healthcare providers [32]. As the number of 

new HIV infections among Chinese college students has 
increased significantly (annual growth rate range from 
30 to 50%) [33], the Chinese government announced 
a policy in 2015 to increase HIV health care services in 
colleges. This included the provision of anonymous HIV 
urine-testing services in over 40 universities [34]. Past 
efforts to enhance HIV/AIDS-related knowledge among 
MSM in Chinese colleges may have increased awareness 
of safer male-male sex [35, 36], contributing to higher 
SRH awareness and higher SRH services utilization in 
gay men, explaining our findings.

Although the findings of this study suggests that SMY 
have better SRH services utilization than heterosexu-
als, the absolute rate of SRH services utilization remains 
low, suggesting that the majority of SMY and their het-
erosexual peers do not have access to appropriate SRH 
services. This is consistent with the findings of another 
study, which reported that the proportion of college stu-
dents who received reproductive health services remains 
low due to high medical costs and indifferent attitudes 
of health providers [37]. Therefore, it is important to 
increase access to student friendly SRH services, reduce 
medical costs, and provide training and comprehensive 
sexuality education to health providers to decrease dis-
crimination in clinical settings.

We also found that bisexual men and gay men had the 
highest rates of condom use during first sexual inter-
course compared to men with other sexual orientations. 
However, a study conducted by Liu et al. (2015) in China 
reported that gay and bisexual men were less likely to 
use a condom during sexual intercourse [38]. A pos-
sible explanation for this difference in findings could be 
because our study assessed the status of condom use at 
the first sexual intercourse, while the study by Liu et al. 
assessed the status of condom use for most episodes of 
sexual intercourse. This may suggest that while sexual 
minority males may have higher awareness of using 
contraception at first sexual intercourse, this awareness 
declines in subsequent sexual intercourses, although 
there is no evidence in our study to support this hypoth-
esis. However, the study by Liu et  al. (2015) and other 
studies demonstrated consistent results to our findings 
that lesbians and bisexual women were less likely to use 
condoms at first sexual intercourse compared with het-
erosexual women [39–41]. This could be because female-
female sexual intercourse is assumed to be safer than 
heterosexual or male-male sexual intercourse, or because 
condoms is not needed. Given the barriers and difficul-
ties faced by lesbians [42], exploring their needs is an 
important area for future research.

Overall, this study has several limitations. First, 
because the internet-based questionnaire utilizes self-
reporting and because sexual-related topics remains a 
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taboo subject in China, response bias may be present. 
However, we attempted to mitigate this bias by utilizing 
an internet-based questionnaire, as well as by conduct-
ing thorough logic checks before data analysis. Second, 
although our intentions were to use variables such as 
accessibility to condoms at first sex, due to the limitations 
of survey measurements, we were only able to examine 
whether condoms had been used during first sex. Third, 
as same-sex attraction was used as a proxy sexual iden-
tification, this is likely to result in an overestimation of 
results given that same-sex attraction may be subjected 
to individual interpretation and loosely interpreted as, for 
example, attraction to a celebrity of the same-sex. Fourth, 
given that this study was conducted retrospectively, recall 
bias may be present. Last, because the study utilized a 
cross-sectional study design, causality cannot be inferred.

However, this study also has several strengths. Over 
the last decade, with the exception of family planning 
and HIV or acquired immunodeficiency syndrome pre-
vention and control, SRH has received little attention in 
policy or public health research in China. Utilizing the 
largest and most recent national survey on the SRH of 
college students in China, our study is the most com-
prehensive study to investigate the access to SRH ser-
vices for youths with various sexual orientation in China 
using three major indicators of SRH; access to free con-
doms at public health institutions, condom use at first 
sexual intercourse, and access to medical treatment for 
reproductive health problems in the past 12  months. 
Our findings can help provide evidence-based informa-
tion to inform educational institutions of SRH topics that 
should be prioritized, as well as help inform community 
clinics to increase their provision of inclusive SRH ser-
vices. Given that our study is the largest study performed 
on SRH in Chinese college students from various areas 
across China, a large diversity of students has been cov-
ered allowing for better understanding of SRH in Chinese 
college students.

Conclusions
While our results indicate that SMY better utilize SRH 
services compared to heterosexuals, the absolute rates 
of accessibility to SRH services remains low in Chinese 
youths. Increased access to SRH services can help reduce 
sexually transmitted infections and eliminate the stigma 
around sexual health in China. Future policies should 
pay greater attention to the accessibility of SRH services 
among both SMY and heterosexuals.

Abbreviations
SRH: Sexual and Reproductive Health; SMY: Sexual Minority Youth; NCSS-SRH: 
National College Student Survey on Sexual and Reproductive Health; CFPA: 
China Family Planning Association; CYN: China Youth Network; CDC: Centers 

for Disease Prevention and Control; OR: Odds Ratio; HIV: Human Immunode-
ficiency Virus; AIDS: Acquired Immunodeficiency Syndrome; MSM: Men who 
have sex with men; SGM: Sexual and gender minority.

Acknowledgements
We are grateful to all survey participants and would like to express our grati-
tude to the China Family Planning Association and the China Youth Network 
for their support in conducting this survey.

Authors’ contributions
KT and WC designed the survey and conducted this study. YL drafted the 
manuscript. YL, J H and CP analyzed the data. KT, WC, CL, and JH reviewed 
and revised the manuscript draft. All authors read and approved the final 
manuscript.

Funding
No funding in the current study.

Availability of data and materials
The datasets used and analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval was granted by the institutional review board of Tsinghua 
University (#20190083) prior to the recruitment of study participants. All 
participants have provided informed consent. All methods were carried out in 
accordance with relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Vanke School of Public Health, Tsinghua University, 30 Shuangqing Road, 
Haidian District, Beijing 100084, China. 2 School of Public Health, Peking 
University, Xueyuan Road 38, Beijing 100191, China. 3 Department of Health 
Behavior, Gillings School of Global Public Health, University of North Carolina 
at Chapel Hill, Chapel Hill, North Carolina 27566, USA. 4 Tokyo College, The 
University of Tokyo, Bunkyo, Tokyo 113‑8654, Japan. 5 School of Public Health 
and Management, Wenzhou Medical University, Wenzhou 325035, China. 

Received: 23 July 2022   Accepted: 1 November 2022

References
	1.	 Cochran SD, Mays VM. Physical health complaints among lesbians, gay 

men, and bisexual and homosexually experienced heterosexual individu-
als: results from the California Quality of Life Survey. Am J Public Health. 
2007. https://​doi.​org/​10.​2105/​AJPH.​2006.​087254.

	2.	 Institute of Medicine (US) Committee on Lesbian, Gay, Bisexual, and 
Transgender Health Issues and Research Gaps and Opportunities. The 
Health of Lesbian, Gay, Bisexual, and Transgender People: Building a 
Foundation for Better Understanding. Washington: National Academies 
Press (US); 2011. https://​doi.​org/​10.​17226/​13128.

	3.	 Almeida J, Johnson RM, Corliss HL, Molnar BE, Azrael D. Emotional distress 
among LGBT youth: the influence of perceived discrimination based 
on sexual orientation. J Youth Adolesc. 2009. https://​doi.​org/​10.​1007/​
s10964-​009-​9397-9.

	4.	 Fredriksen-Goldsen KI, Simoni JM, Kim HJ, Lehavot K, Walters KL, Yang J, 
Hoy-Ellis CP, Muraco A. The health equity promotion model: Reconceptu-
alization of lesbian, gay, bisexual, and transgender (LGBT) health dispari-
ties. Am J Orthopsychiatry. 2014. https://​doi.​org/​10.​1037/​ort00​00030.

	5.	 Haas AP, Eliason M, Mays VM, Mathy RM, Cochran SD, D’Augelli AR, Silverman 
MM, Fisher PW, Hughes T, Rosario M, Russell ST, Malley E, Reed J, Litts DA, 

https://doi.org/10.2105/AJPH.2006.087254
https://doi.org/10.17226/13128
https://doi.org/10.1007/s10964-009-9397-9
https://doi.org/10.1007/s10964-009-9397-9
https://doi.org/10.1037/ort0000030


Page 9 of 9Liang et al. BMC Public Health         (2022) 22:2075 	

Haller E, Sell RL, Remafedi G, Bradford J, Beautrais AL, Brown GK, Diamond 
GM, Friedman MS, Garofalo R, Turner MS, Hollibaugh A, Clayton PJ. Suicide 
and suicide risk in lesbian, gay, bisexual, and transgender populations: 
review and recommendations. J Homosex. 2011. https://​doi.​org/​10.​1080/​
00918​369.​2011.​534038.

	6.	 Mustanski BS, Garofalo R, Emerson EM. Mental health disorders, psychologi-
cal distress, and suicidality in a diverse sample of lesbian, gay, bisexual, and 
transgender youths. Am J Public Health. 2010. https://​doi.​org/​10.​2105/​AJPH.​
2009.​178319.

	7.	 Fergusson DM, Horwood LJ, Ridder EM, Beautrais AL. Sexual orientation and 
mental health in a birth cohort of young adults. Psychol Med. 2005. https://​
doi.​org/​10.​1017/​s0033​29170​40042​22.

	8.	 Marshal MP, Dietz LJ, Friedman MS, Stall R, Smith HA, McGinley J, et al. Suici-
dality and depression disparities between sexual minority and heterosexual 
youth: a meta-analytic review. J Adolesc Health. 2011. https://​doi.​org/​10.​
1016/j.​jadoh​ealth.​2011.​02.​005.

	9.	 Lick DJ, Durso LE, Johnson KL. Minority Stress and Physical Health Among 
Sexual Minorities. Perspect Psychol Sci. 2013. https://​doi.​org/​10.​1177/​17456​
91613​497965.

	10.	 Meyer IH. Prejudice and discrimination as social stressors. In: Meyer IH, 
Northridge ME, editors. The Health of Sexual Minorities: Public Health Per-
spectives on Lesbian, Gay, Bisexual and Transgender Populations. New York: 
Springer Science Business Media; 2007. p. 242–67.

	11.	 Wang Z, Mo PKH, Ip M, Fang Y, Lau JTF. Uptake and willingness to use PrEP 
among Chinese gay, bisexual and other men who have sex with men with 
experience of sexualized drug use in the past year. BMC Infect Dis. 2020. 
https://​doi.​org/​10.​1186/​s12879-​020-​05024-4.

	12.	 Jiang H, Hong H, Dong H, Jiang J, He L. HIV Testing and Risks of Sexual 
Behavior among HIV-Negative Men Who Have Sex with Men in Ningbo, 
China. Int J Environ Res Public Health. 2020. https://​doi.​org/​10.​3390/​ijerp​
h1704​1322.

	13.	 Suen YT, Chan RCH. A nationwide cross-sectional study of 15,611 lesbian, 
gay and bisexual people in China: disclosure of sexual orientation and 
experiences of negative treatment in health care. Int J Equity Health. 2020. 
https://​doi.​org/​10.​1186/​s12939-​020-​1151-7.

	14.	 Chiang SY, Fenaughty J, Lucassen MFG, Fleming T. Navigating double mar-
ginalisation: migrant Chinese sexual and gender minority young people’s 
views on mental health challenges and supports. Cult Health Sex. 2019. 
https://​doi.​org/​10.​1080/​13691​058.​2018.​15191​18.

	15.	 Langston ME, Fuzzell L, Lewis-Thames MW, Khan S, Moore JX. Disparities 
in Health Information-Seeking Behaviors and Fatalistic Views of Cancer by 
Sexual Orientation Identity: A Nationally Representative Study of Adults in 
the United States. LGBT Health. 2019. https://​doi.​org/​10.​1089/​lgbt.​2018.​
0112.

	16.	 Lehmann JB, Lehmann CU, Kelly PJ. Development and health care needs of 
lesbians. J Womens Health. 1998. https://​doi.​org/​10.​1089/​jwh.​1998.7.​379.

	17.	 Corcoran N. Promoting health in lesbian and bisexual women: it is not just 
about behaviour change. J Clin Nurs. 2017;26(21–22):3742–50. https://​doi.​
org/​10.​1111/​jocn.​13589.

	18.	 US Department of Health and Human Services: Healthy People 2020 
Bisexual Health Fact Sheet. 2010. https://​www.​lgbtt​obacco.​org/​files/​HP202​
0Bise​xualP​eople.​pdf. Accessed 1 Apr 2015.

	19.	 Ward BW, Dahlhamer JM, Galinsky AM, Joestl SS. Sexual orientation and 
health among U.S. adults: national health interview survey, 2013. National 
health statistics reports. 2014;77:1–10.

	20.	 Miller M, Andre A, Ebin J, Besonova L. Bisexual health: An introduction and 
model practices for HIV/STI prevention programming. New York: National 
Gay and Lesbian Task Force Policy Institute, the Fenway Institute at Fenway 
Community Health and BiNet; 2007. https://​www.​outfo​rheal​th.​org/​files/​all/​
bisex​ual_​health_​tf.​pdf. Accessed 31 Mar 2015.

	21.	 Bonvicini KA, Perlin MJ. The same but different: clinician-patient communi-
cation with gay and lesbian patients. Patient Educ Couns; https://​doi.​org/​10.​
1016/​s0738-​3991(02)​00189-

	22.	 Suen YT, Chan RCH. A nationwide cross-sectional study of 15,611 lesbian, 
gay and bisexual people in China: disclosure of sexual orientation and 
experiences of negative treatment in health care. Int J Equity Health. 
2020;19(1):46. https://​doi.​org/​10.​1186/​s12939-​020-​1151-7 PMID:32238161;P
MCID:PMC7110656.

	23.	 Psychiatric Branch of Chinese medical association. The third version of 
Chinese Classification of Mental Disorders [J]. Chinese journal of psychiatry. 
2001;3:59–63. (in Chinese).

	24.	 Guo XF. Has there ever been a decriminalization of homosexuality in China? 
Law Soc Dev. 2007;04:51–65 (in Chinese).

	25.	 Hu J, Tan L, Huang G, Yu W. Disparity in depressive symptoms between 
heterosexual and sexual minority men in China: The role of social support. 
PLoS ONE. 2020;15(1):e0226178. https://​doi.​org/​10.​1371/​journ​al.​pone.​02261​78.

	26.	 Jin Z, Guo F, Wang K, Zhang H, Cao W, Hee J, Yuan Y, Chen M, Tang K. Effects 
of an Internet-Based and Teacher-Facilitated Sexuality Education Package: 
A Cluster-Randomized Trial. Children (Basel, Switzerland). 2021;8(10):885. 
https://​doi.​org/​10.​3390/​child​ren81​00885.

	27.	 Tang S, Tang W, Meyers K, Chan P, Chen Z, Tucker JD. HIV epidemiology and 
responses among men who have sex with men and transgender individu-
als in China: a scoping review. BMC Infect Dis. 2016;16(1):588. https://​doi.​
org/​10.​1186/​s12879-​016-​1904-5.

	28.	 Wang Y, Hu Z, Peng K, Xin Y, Yang Y, Drescher J, Chen R. Discrimination 
against LGBT populations in China. Lancet Public Health. 2019;4(9):e440–1. 
https://​doi.​org/​10.​1016/​S2468-​2667(19)​30153-7.

	29.	 Zou S, Cao W, Jia Y, Wang Z, Qi X, Shen J, Tang K. Sexual and reproductive health 
and attitudes towards sex of young adults in China. BMJ sexual & reproductive 
health. 2022;48(e1):e13–e21. https://​doi.​org/​10.​1136/​bmjsrh-​2020-​200766.

	30.	 United Nations Development Programme. Being LGBTI in China – A 
National Survey on Social Attitudes towards Sexual Orientation, Gender 
Identity and Gender Expression. 2016. Beijing. https://​www.​undp.​org/​
asia-​pacif​ic/​publi​catio​ns/​being-​lgbti-​china-​natio​nal-​survey-​social-​attit​udes-​
towar​ds-​sexual-​orien​tation-​gender-​ident​ity-​and-​gender-​expre​ssion

	31.	 Williams KA, Chapman MV. Comparing health and mental health needs, 
service use, and barriers to services among sexual minority youths and their 
peers. Health Soc Work. 2011;36(3):197–206. https://​doi.​org/​10.​1093/​hsw/​
36.3.​197.

	32.	 Fulginiti A, Goldbach JT, Mamey MR, Rusow J, Srivastava A, Rhoades H, 
Schrager SM, Bond DW, Marshal MP. Integrating Minority Stress Theory and 
the Interpersonal Theory of Suicide among Sexual Minority Youth Who 
Engage Crisis Services. Suicide Life Threat Behav. 2020;50(3):601–16. https://​
doi.​org/​10.​1111/​sltb.​12623.

	33.	 Li G, Jiang Y, Zhang L. HIV upsurge in China’s students. Science (New York, 
NY). 2019;364(6442):711. https://​doi.​org/​10.​1126/​scien​ce.​aay07​99.

	34.	 Anonymous detection of urine HIV logged on to the university vending 
machine http://​www.​unaids.​org.​cn/​page1​47?​artic​le_​id=​239 (in Chinese)

	35.	 Zhao G, Luo Y, Xu J. Risky sexual behaviour and HIV testing uptake among 
male college students: a cross-sectional study in China. BMJ Open. 
2022;12(6):e054387. https://​doi.​org/​10.​1136/​bmjop​en-​2021-​054387.

	36.	 Zhang L, Yu H, Luo H, Rong W, Meng X, Du X, Tan X. HIV/AIDS-Related 
Knowledge and Attitudes Among Chinese College Students and Associated 
Factors: A Cross-Sectional Study. Front Public Health. 2022;9:804626. https://​
doi.​org/​10.​3389/​fpubh.​2021.​80462​6(inChi​nses).

	37.	 Xu T, Du li, Shen XH, Liping Zhu. Analysis on current situation and demands 
of reproductive health education and services among college students in 
Shanghai. Matern Child Health Care China. 2018;17:3841–4 (in Chinses).

	38.	 Liu Y, Yang M, Zhao C, Tan S, Tang K. Self-identified sexual orientations 
and high-risk sexual behaviours among Chinese youth. BMJ Sex Reprod 
Health. 2019 Aug 14:bmjsrh-2018–200150. https://​doi.​org/​10.​1136/​
bmjsrh-​2018-​200150.

	39.	 Paul Poteat V, Russell ST, Dewaele A. Sexual Health Risk Behavior Disparities 
Among Male and Female Adolescents Using Identity and Behavior Indica-
tors of Sexual Orientation. Arch Sex Behav. 2019;48(4):1087–97. https://​doi.​
org/​10.​1007/​s10508-​017-​1082-6.

	40.	 Logie CH, Lys CL, Fujioka J, MacNeill N, Mackay K, Yasseen Iii AS. Sexual 
practices and condom use among a sample of Northern and Indigenous 
adolescents in Northern Canada: cross-sectional survey results. BMJ Sex 
Reprod Health. 2018. https://​doi.​org/​10.​1136/​bmjsrh-​2018-​200174.

	41.	 Ybarra ML, Mitchell KJ. A National Study of Lesbian, Gay, Bisexual (LGB), and 
Non-LGB Youth Sexual Behavior Online and In-Person. Arch Sex Behav. 2016. 
https://​doi.​org/​10.​1007/​s10508-​015-​0491-7.

	42.	 Silva A, Gomes R. Access to health services for lesbian women: a literature 
review. Acesso de mulheres lésbicas aos serviços de saúde à luz da litera-
tura. Cien Saude Colet. 2021;26(suppl 3):5351–60. https://​doi.​org/​10.​1590/​
1413-​81232​02126​11.3.​34542​019.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1080/00918369.2011.534038
https://doi.org/10.1080/00918369.2011.534038
https://doi.org/10.2105/AJPH.2009.178319
https://doi.org/10.2105/AJPH.2009.178319
https://doi.org/10.1017/s0033291704004222
https://doi.org/10.1017/s0033291704004222
https://doi.org/10.1016/j.jadohealth.2011.02.005
https://doi.org/10.1016/j.jadohealth.2011.02.005
https://doi.org/10.1177/1745691613497965
https://doi.org/10.1177/1745691613497965
https://doi.org/10.1186/s12879-020-05024-4
https://doi.org/10.3390/ijerph17041322
https://doi.org/10.3390/ijerph17041322
https://doi.org/10.1186/s12939-020-1151-7
https://doi.org/10.1080/13691058.2018.1519118
https://doi.org/10.1089/lgbt.2018.0112
https://doi.org/10.1089/lgbt.2018.0112
https://doi.org/10.1089/jwh.1998.7.379
https://doi.org/10.1111/jocn.13589
https://doi.org/10.1111/jocn.13589
http://www.lgbttobacco.org/files/HP2020BisexualPeople.pdf
http://www.lgbttobacco.org/files/HP2020BisexualPeople.pdf
https://www.outforhealth.org/files/all/bisexual_health_tf.pdf
https://www.outforhealth.org/files/all/bisexual_health_tf.pdf
https://doi.org/10.1016/s0738-3991(02)00189
https://doi.org/10.1016/s0738-3991(02)00189
https://doi.org/10.1186/s12939-020-1151-7
https://doi.org/10.1371/journal.pone.0226178
https://doi.org/10.3390/children8100885
https://doi.org/10.1186/s12879-016-1904-5
https://doi.org/10.1186/s12879-016-1904-5
https://doi.org/10.1016/S2468-2667(19)30153-7
https://doi.org/10.1136/bmjsrh-2020-200766
https://www.undp.org/asia-pacific/publications/being-lgbti-china-national-survey-social-attitudes-towards-sexual-orientation-gender-identity-and-gender-expression
https://www.undp.org/asia-pacific/publications/being-lgbti-china-national-survey-social-attitudes-towards-sexual-orientation-gender-identity-and-gender-expression
https://www.undp.org/asia-pacific/publications/being-lgbti-china-national-survey-social-attitudes-towards-sexual-orientation-gender-identity-and-gender-expression
https://doi.org/10.1093/hsw/36.3.197
https://doi.org/10.1093/hsw/36.3.197
https://doi.org/10.1111/sltb.12623
https://doi.org/10.1111/sltb.12623
https://doi.org/10.1126/science.aay0799
http://www.unaids.org.cn/page147?article_id=239
https://doi.org/10.1136/bmjopen-2021-054387
https://doi.org/10.3389/fpubh.2021.804626(inChinses)
https://doi.org/10.3389/fpubh.2021.804626(inChinses)
https://doi.org/10.1136/bmjsrh-2018-200150
https://doi.org/10.1136/bmjsrh-2018-200150
https://doi.org/10.1007/s10508-017-1082-6
https://doi.org/10.1007/s10508-017-1082-6
https://doi.org/10.1136/bmjsrh-2018-200174
https://doi.org/10.1007/s10508-015-0491-7
https://doi.org/10.1590/1413-812320212611.3.34542019
https://doi.org/10.1590/1413-812320212611.3.34542019

	Comparing access to sexual and reproductive health services among sexual minority youths and their peers: findings from a national survey in China
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Respondents and procedure
	Measures
	Access to SRH services
	Sexual orientation
	Sociodemographic variables
	Statistical analysis


	Results
	Characteristics of survey respondents
	Access to SRH services by sexual orientation
	Differences in access to SRH services

	Discussion
	Conclusions
	Acknowledgements
	References


