
Five behaviors were assessed as sexual risk behaviors;

each questionwas dichotomized. Respondentswere asked

if a condom had been used at last vaginal intercourse; if

they had ever paid someone to have sex with them; if they

had ever been paid for sex; how old they had been the first

time they had vaginal intercourse (coded as 1 for those

whohadhad sex before 15, 0 for thosewhohad been15or

older); and with how many partners they had had vaginal

intercourse in the past 12 months (more than one sex

partner in the past 12 months was coded as 1, and one

partner or no partners was coded as 0).

Health Belief Model measures were assessed using five

items. Perceived susceptibility to a condition36 was mea-

sured using the question ‘‘What is the chance that right

now you have either gonorrhea or chlamydia?’’ Responses

were on an ordinal scale ranging from 1 (very low) to 5

(very high). Perception of responsiveness to treatmentwas

measured by the following question: ‘‘If you found out you

had gonorrhea or chlamydia, what is the chance that you

could be cured with the right medical treatment?’’ Re-

sponses were on an ordinal scale from 1 (very low) to 5

(very high). To assess the perception of relationship

consequences, respondents were asked, ‘‘If you had

gonorrhea or chlamydia, how bad would this be for your

relationship with your main sex partner?’’ Responses

ranged from 1 (no bad effect) to 5 (a very bad effect).

External cues to action was measured by the questions

‘‘How would most people who are important to you feel

about your calling for your test results? How strongly

would they approveordisapprove?’’ Responseswere on an

ordinal scale of 1 (strongly disapprove) to 5 (strongly

approve). Internal cues to action was measured with the

question ‘‘How do you feel about calling for your gonor-

rhea (or chlamydia) test results?’’ Responses were on an

ordinal scale of 1 (a very bad idea) to 5 (a very good idea).

Statistical Analyses

Stata 9.0 and SAS 9.0 were used for all analyses.41 We

used Stata survey procedures for bivariate and multi-

variate analyses to account for the clustered sampling

design, regional stratification and population weights.

Reported percentages, excluding descriptive statistics,

are estimated and incorporate population-based

weights. Bivariate analyses of relationships between

STD status and explanatory variables used a chi-square

test; results were adjusted to account for the complex

survey design. Explanatory variables that had p values of

less than .10 in the bivariate analyses were included in

multiple logistic regression models to identify factors

associated with STDs.

For this study, missing datamight arise from deliberate

or random nonresponse, perhaps in relation to the

sensitive nature of requested data. Results of analyses

using list-wise deletion may produce biased results

because ofmissingdata. Therefore, we employedmultiple

imputation,42 using SAS procedures PROCMI and PROC

MIANALYZE, together with PROC LOGISTIC for further

exploration of the effect of missing data. We then

compared results from list-wise deletion methods and

results frommultiple imputationmethods in terms of the

direction, magnitude and significance of effects.

RESULTS

Sample Characteristics

Our sample comprised young adults from several ethnic

backgrounds; 60% were Chinese or Filipino (Table 1,

page 233). Themean age of youngadults in this studywas

22 (standard deviation, 1.8; not shown); the majority

(84%) were 20–24 years old. Ninety percent of our

sample reported speaking English at home; those who

spoke English at home and were U.S.-born represented

the largest group (52%). Those who did not speak

English at home and were foreign-born were the smallest

group (5%).

Roughly seven out of 10 participants (67%) reported

binge drinking in the past 12 months. A total of 74%

reported that they had used condoms during their most

recent sexual encounter. A low proportion of the total

sample reported exchanging money for sex: Four per-

cent reported that they had ever paid for sex, and 3%

reported that they had ever been paid for sex. Twelve

percent of the sample reported having had sex before age

15, and 68% reported having had more than one sex

partner in the 12 months prior to the survey. Overall,

respondents perceived their susceptibility to STDs as

low (mean, 1.2 on a 1–5 scale), and perceived their

responsiveness to treatment and the consequences of

STDs for relationships as high (4.1 and 4.5, respec-

tively). Respondents were highly influenced by both

external and internal cues to action (4.0 and 4.2,

respectively).

Among our total sample, 9% of participants had ever

had an STD (Table 2). Four percent of young men and

13% of young women reported having had an STD

(p<.0001—not shown); chlamydia was the STD most

commonly reported (5%). Two percent of the sample

had ever had herpes, and 1% had ever had bacterial

TABLE 2. Percentage of Asian and Pacific Islander young
adults who had had selected STDs

STD %
(N=1,122)

Any 8.6
Chlamydia 4.6
Genital herpes 2.2
Bacterial vaginosis 1.3
Genital warts 1.3
Trichomoniasis 1.1
Nongonococcal vaginitis 0.7
Gonorrhea 0.7
Human papillomavirus 0.6
Syphilis 0.4
HIV or AIDS 0.2
Other 0.4

Notes:Nisreducedbecauseofmissingdata.Percentages incorporatepopulation-

based sampling weights.
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