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seronegative and seropositive men disclosed their HIV test results at the rate of 89% of the 

time to their main sexual partner. When the authors followed up with the participants six 

months later, they found that those who disclose their HIV test results to their main sexual 

partner reported that the relationship with their main sexual partner was “as strong as ever” 

while those who did not disclose their HIV test results to their main sexual partner were 

much more likely to be “single” (Schnell et al., 1992). Thus, there was a positive correlation 

between HIV disclosure and the positive impact on the relationship for MSM and their 

primary sexual partners; whereas those who chose not to disclose their HIV test results 

experienced a disruption of their primary sexual relationship. The findings of Schnell et al.’s 

(1992) study are consistent with Marks, Richardson, and Maldonado’s (1991) study in 

which the rate of HIV-positive disclosure was lower among HIV-positive men to 

nonprimary sexual partners. The largest racial/ethnic groups represented in Schnell et al.’s 

(1992) study were White (86%) and Hispanic (10%) while the largest racial/ethnic group 

represented in Marks et al.’s (1991) study was mostly lower socioeconomic homosexual and 

bisexual Hispanic men. There were no API MSM participants in Schnell et al.’s (1991) 

study and only 2 out of 138 participants (1.4%) were API MSM in Marks et al.’s (1991) 

study. 

Stein and colleagues (1998) examined the factors associated with HIV-positive 

serostatus disclosure among three different racial and ethnic groups of mostly men (69%): 

Blacks (46%), Latinos (23%), and Whites (27%). The authors found that 60% of the 

participants had disclosed their HIV status to all sexual partners that they had been with 

during the past six months and 40% had not (Stein et al., 1998). The rate of nondisclosure 
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increased from 21% for individuals who had one partner to 58% for individuals who had 

two or more partners (Stein et al., 1998). These findings were consistent with Marks et al.’s 

(1991) study where the rates of HIV-positive disclosure decreased from 69% to 36% to 18% 

for men who had only one sexual partner, two to four partners, and five or more partners, 

respectively. Thus, the likelihood of nondisclosure decreased in direct proportion to the 

number of partners. These findings suggest that MSM are more likely to disclose their HIV-

positive serostatus to intimate, main, or steady partners than to casual or nonprimary 

partners.   

It is difficult to know for sure the rate of HIV-positive disclosure for any particular 

racial or ethnic group as the findings from the above studies include varying disclosure rates 

of seropositivity depending on the sample of each study. In a review by Obermeyer, Baijal, 

and Pegurri (2011), the investigators scanned a total of 3,463 titles published between 

January 1997 and October 2008. They retained 231 sources that included only original 

studies or literature reviews that had appeared in peer-reviewed publications and found that 

few people actually keep their HIV-positive status completely secret. Obermeyer et al. 

(2011) also reported that partner disclosure varied greatly with HIV-positive serostatus 

disclosure to casual partners being generally lower than to steady partners. 

Honing in on the average HIV-positive disclosure rate for a particular racial or 

ethnic group has been examined by other researchers. For example, Alemayehu, Aregay, 

Kalayu, and Yebyo (2014) assessed the factors related to HIV positive status disclosure to 

sexual partners among HIV positive women in a cross-sectional study conducted in Mekelle 

hospital in Northern Ethiopia and found that the rate of HIV disclosure to their partner was 
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low. Clark et al. (2010) found that the rate of HIV disclosure was 49% among males and 

60% among females using a cross-sectional survey of 107 attendees to a HIV clinic at the 

University Hospital of the West Indies (Jamaica). Brown, Das, and Hsu (2014) compared 

the HIV epidemics in gay men in San Francisco and London and concluded that the higher 

testing rates in San Francisco appeared to lead to higher rates of HIV status disclosure 

between gay men. Wei and colleagues (2011) examined racial/ethnic differences and 

compared rates of eight different seroadaptive behaviors from a sample of 1,199 MSM of 

different racial/ethnic groups in San Francisco and found that there were no statistical 

differences in self-reported seroadaptive behaviors across racial/ethnic groups for both HIV-

negative and HIV-positive cohorts. The investigators concluded that this finding does not 

provide support for the disparity of HIV prevalence across racial/ethnic groups. Of interest, 

API MSM were the least likely to discuss their HIV serostatus with their partners, to know 

their partners’ serostatus before first having sex, to ask if their partner had high risk sex 

since their HIV test, and to have complete confidence in their partners’ HIV-negative 

serostatus compared to White, Black, and Latino MSM (Wei et al., 2011). Despite the 

findings from the above studies, a research gap exists in that there has not been any study 

that specifically examined the HIV-positive disclosure rate, behaviors, attitudes, and 

intentions for the API MSM population in the United States. 

HIV-Positive Disclosure Strategies 

Not only is it important from a public health perspective to understand to whom 

MSM disclose their serostatus (i.e., disclosure to family, friends, employers, coworkers, and 

other disclosure targets) but also the means by which men disclose their HIV status, 
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particularly to casual sexual partners. In a qualitative study conducted with 57 HIV-positive 

adult MSM, Serovich et al. (2005) revealed five primary disclosure strategies that MSM 

typically use when disclosing their HIV-positive serostatus to casual sexual partners: point-

blank, stage-setting, indirect disclosure, buffering, and seeking similar. Point-blank 

disclosure is the most common disclosure strategy whereby HIV-positive MSM overtly 

disclosed their serostatus either in written or verbal form, especially when carried out in-

person either bluntly (i.e., face-to-face) to eliminate confusion or in public places such as 

bars, clubs, restaurants, or among trusted friends (Serovich et al., 2005). Stage-setting is an 

alternative, but also effective, method of disclosure using a “variety of hints and symbols 

that work to prime a disclosive event” (Serovich et al., 2005, p. 827) including verbal 

hinting, symbolic hinting, online, asking a partner first, and insisting on condom usage. The 

third disclosure strategy, indirect, is different from stage-setting method because there is no 

attempt to link these hints to an overt disclosure in which the sexual partner assumed or 

acknowledged that the discloser has an HIV-positive diagnosis from the clues left for the 

partner to figure it out on his own (Serovich et al., 2005). When the anticipated costs 

outweighed the benefits of disclosure, a buffering method of utilizing a third party (person, 

thing, or event) may be used to cushion between the discloser and his sexual partner, of 

which supportive friends are the most common buffers (Serovich et al., 2005). The fifth 

disclosure strategy, labeled as seeking similar, is when HIV-positive MSM “[positioned] 

themselves where they could easily meet other HIV-positive persons or where other positive 

persons or those sympathetic or compassionate towards those with HIV could be found” 

(Serovich et al., 2005, p. 829) such as AIDS walks or HIV support groups. It is important to 
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note that this fifth disclosure strategy, seeking similar, is different than serosorting because 

the former is a strategy used by PLHIV to surround themselves with people who are likely 

to be accepting of having sex with someone who is also HIV-positive to reduce disclosure 

anxiety while the latter strategy is intended to seek sexual partners for unsafe encounters 

(Serovich et al., 2005). In a mixed methods study comprised of HIV-infected men and 

women in Eastern Uganda, King and colleagues (2008) discussed three disclosure 

techniques, which included direct face-to-face discussion (55%), indirect disclosure (27%), 

and assisted disclosure (18%).  

In addition to the HIV-positive strategies, Chaudoir and Fisher (2010) presented the 

disclosure processes model (DPM) to examine when and why disclosure may be beneficial. 

Chaudoir and Fisher (2010) argued that disclosure must be conceptualized as a single but 

ongoing process by highlighting the impact of the following five components of the DPM: 

antecedent goals, disclosure event, mediating processes, outcomes, and a feedback loop. 

According to the DPM, disclosure begins with a decision-making process where an 

individual is motivated to make a decision on when to disclose by adopting an approach 

versus avoidance goal framework (Chaudoir & Fisher, 2010). Once an individual has made 

the decision to disclosure, then the disclosure event follows. For some individuals, the 

disclosure event will be a one-time situation; while for others, the disclosure event may 

unfold over a longer period of time (Chaudoir & Fisher, 2010). Next, the disclosure event 

can yield a number of different types of consequences impacting various outcomes that may 

occur at an individual, dyadic, and social contextual level (Chaudoir & Fisher, 2010). 

Finally, the DPM specifies that the outcomes of a single disclosure event can affect multiple 
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disclosure processes through a feedback loop, suggesting that disclosure is a dynamic 

process (Chaudoir & Fisher, 2010). 

Expanding on Chaudoir and Fisher’s dynamic DPM, Greene (2009) presented an 

integrated model of health disclosure decision-making. The disclosure decision-making 

model (DD-MM) provides a framework to predict decisions when individuals need to 

disclose a health diagnosis to others. The DD-MM has several components including: assess 

information (5 aspects), assess receiver, disclosure efficacy, enact message strategies, third 

party alternatives, outcomes, and feedback/reassess (Greene, 2009). The first component of 

assessing information includes weighing the following five interrelated aspects: stigma, 

preparation, prognosis, symptoms, and relevance to others (Greene, 2009). The second 

component of the DD-MM is consideration of the potential receiver and includes the two 

factors of relational quality and anticipated response (Greene, 2009). The last component of 

the model is disclosure efficacy, which is an individual’s perception of his or her ability to 

disclose a health diagnosis (Greene, 2009). Alternatively, if individuals do not perceive that 

they have the ability to disclose, then they may enlist another to disclose or choose other 

options (Greene, 2009). 

Although there may be numerous disclosure methods, the five strategies discussed 

by Serovich et al. (2005) above are specific to HIV-positive disclosure among MSM to 

casual sexual partners. They suggested that the selection of which disclosure strategy to 

deploy may be impacted by the individual’s personality, the environment, and the nature of 

the sexual relationship. For example, “men who tend to be introverted in social settings, 

fearful of rejection, or prefer a passive role in sexual encounters may chose strategies that 
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are not as confrontational as point-blank disclosure” (Serovich et al., 2005, p. 830). 

Concerns about legal and moral obligations from mandatory disclosure statues may 

persuade an individual to use a point-blank disclosure strategy (Serovich et al., 2005). The 

environment such as bathhouses or parks may have “unspoken codes” that facilitate the 

individuals to use a stage-setting disclosure strategy while fears of violence or abuse may 

promote the use of more distant disclosure strategies (Serovich et al., 2005). Of particular 

interest to this study is the nature of the relationship with the sexual encounter. Serovich et 

al. (2005) suggested that fleeting sexual encounters may encourage MSM to use a point-

blank disclosure strategy while men who desired intimacy in their sexual encounters or were 

willing to delay sex may prefer one of the stage-setting disclosure strategies (Serovich et al., 

2005). Therefore, “the successful utility of a particular strategy was the result of the 

complex interplay between strategy-personality fit, environmental circumstances, and the 

nature of the sexual relationship” (Serovich et al., 2005, p. 831). What is not clear from this 

review of the five HIV-positive disclosure strategies is whether the point-blank disclosure 

strategy is the strategy that API MSM would use when disclosing their serostatus to casual 

sexual partners. The first step to making this connection is to examine the HIV-positive 

disclosure behaviors, attitudes, and intentions to casual sexual partners for this population. 

Factors Influencing HIV-Positive Disclosure 

There are numerous factors that may influence HIV-positive serostatus disclosure. 

The following factors will now be explored to reiterate the point that disclosure is a 

complex and multifaceted process that needs further exploration: relationship types such as 

sexual partners, casual sexual partners, and anonymous partners; sociocultural, cultural, 
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racial/ethnic, and level of acculturation factors; length of time or number of years since HIV 

diagnosis; age, level of education, and income.  

Relationship types. Men who have sex with men are disproportionately represented 

in national HIV/AIDS statistics. Compared to heterosexual men or women, MSM tend to 

engage in sex with multiple partners and in less-than-committed relationships (Sullivan, 

2009). Tshweneagae, Oss, and Mgutshini (2015) explored and identified factors that 

influenced disclosure of HIV-positive status to sexual partners in a qualitative study using 

in-depth interviews. They found that male participants were more reluctant to disclose their 

sexual partners compared to female participants. Serovich, Oliver, Smith, and Mason (2005) 

reviewed numerous articles and found that rates of reported HIV-positive disclosure of 

MSM to sexual partners varied considerably ranging as high as 98% (Hays et al., 1993) to 

as low as 48% (Marks, Richardson, & Maldonado; 1991) with other researchers reporting 

disclosure rates of 89% (Schnell et al., 1992), 76.3% (Marks et al., 1992), 66% (Perry, 

Ryan, Fogel, Fishman, & Jacobsberg,1990), and 65% (Marks, Richardson, Ruiz, & 

Maldonado, 1992). Niccolai, Dorst, Myers, and Kissinger (1999) reported disclosure rates 

of 75.7% to last sexual partners compared to Stein et al.’s (1998) study, which reported 60% 

to all sexual partners. In another study, Kalichman and Nachimson (1999) reported that 41% 

of participants had not disclosed their HIV serostatus to sex partners from a small sample of 

203 HIV-seropositive men and 129 seropositive women of ethnically diverse backgrounds 

but did not include Asian Pacific Islanders.  

Similarly, Niccolai et al. (1999) reported rates of disclosure to sex partners among 

populations of predominantly gay or bisexual men ranging from 50% to 95%. Using a large 
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sample of 1,421 drawn from the HIV Cost and Services Utilization Study (HCSUS), 

Ciccarone et al. (2003) reported that “overall, 42% of gay or bisexual men, 19% of the 

heterosexual men, and 17% of all the women reported any sex without disclosure, 

predominately within non-exclusive partnerships” (p. 949). The authors concluded that sex 

without disclosure of HIV status is relatively common among PLHIV. The rate of 

disclosure continues to be problematic in more recent studies. Duru et al. (2006) conducted 

a follow-up study using a sample of 875 participants from the HCSUS and confirmed these 

findings; that sex without disclosure was more prevalent among occasional partnerships and 

one-time encounters compared to marriage and/or primary same-sex relationships. Of 

importance, MSM were less likely to disclose their HIV status to their sexual partners 

compared to HIV-positive heterosexual men (Lin et al., 2015; Sullivan, 2005). For example, 

Okello et al. (2015) reported that 39% chose to not disclose their HIV status to most people 

while only 34% had disclosed their HIV status to all casual sexual partners among 425 

participants recruited from Kampala, Uganda. Okello et al. (2015) also reported that varying 

rates of HIV nondisclosure ranged from 5.5% to 83% in different subpopulations across 

Africa. International research shows varied rates of HIV disclosure during casual sex 

encounters between MSM. Holt et al. (2011) reported that in U.S. studies, over a third of 

HIV-positive men say they disclose to all their casual male partners, and around three-

quarters say they disclose to some of their casual partners. Overall, the rates of HIV-positive 

serostatus disclosure to sexual partners are varied and can be quite low. The findings from 

these studies also highlight the need to examine the average HIV-positive disclosure rate of 

MSM to casual sexual partners among the API population. 
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Sullivan (2005) conducted an extensive review of the literature using 71 valid and 

reliable studies published between 1996 and 2004 spanning multiple disciplines including 

nursing, medicine, psychology, counseling, social work, law, and ethics to identify factors 

influencing male self-disclosure of HIV-positive serostatus to sex partners. The premise of 

the review was related to the fact that numerous studies have reported that significant 

numbers of HIV-positive men have difficulty disclosing their HIV-positive serostatus to 

sexual partners. The analysis suggests that disclosure rates vary based on sex partners 

influencing serostatus, relationship status, and number of sex partners (Sullivan, 2005). 

Specifically, disclosure rates to primary sex partners ranged from 67% to 88%; while 

disclosure rates to casual sexual partners were lower ranging from one quarter (25%) to 

slightly over half (58%) (Sullivan, 2005).  

Semple, Patterson, and Grant (2004) compared the disclosure rates for men with or 

without anonymous sex partners and found that rates of serostatus disclosure were 

significantly lower for men with anonymous sex partners. Men with anonymous sex 

partners also had five times as many HIV-negative or unknown serostatus partners as 

compared to men with no anonymous partners (Semple et al., 2004). Anonymous partners 

were defined as persons whom the participant did not know (e.g., prostitute or hustler, 

someone encountered at a park, bathhouse, public bathroom, beach, porn shop, adult 

theatre, or “on the street”) while casual partners were defined as persons with whom the 

participant was acquainted and had a one-night stand or had sex only once or twice (Semple 

et al., 2004). It is important to note that the sample of this study consisted of predominantly 
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White, well-educated men who live in affluent regions of the United States and therefore 

may not be generalizable to HIV-positive ethnic minorities such as API MSM.  

In a more recent study, Przybyla et al. (2013) examined differences in HIV-positive 

serostatus disclosure patterns among subgroups of PLHIV of MSM, heterosexual men, and 

heterosexual women using a randomized, controlled trial of a safer sex intervention. They 

found that, overall, 79% of participants had disclosed their HIV status to all sexual partners 

in the past three months. Important differences were found between the three subgroups. 

The MSM subgroup was less likely to disclose their HIV status to sexual partners (69%) 

compared to both the heterosexual men (86%) and women (85%). “Additionally, disclosure 

was more likely among participants with only primary partners than those with only casual 

or both casual and primary partners (95%, 54%, and 62%, respectively)” (Przybyla et al., 

2013, p. 566). Finally, “participants with only HIV-positive partners were also more likely 

to disclose than those with only HIV-negative partners, unknown serostatus partners, or 

partners of mixed serostatus (96%, 85%, 40%, and 60%, respectively)” (Przybyla et al., 

2013, p. 566). The above findings suggest differences in disclosure based on partnership 

characteristics including relationship types (i.e., primary partners only, casual partners only, 

or mixed relationship type partners) and partner serostatus (i.e., HIV-positive partners only, 

HIV-negative partners only, unknown serostatus partners only, or mixed serostatus 

partners). In this study, MSM disclosed less to unknown serostatus partners (22.6%) than 

did women (69%) (Przybyla et al., 2003). In a pilot study, Serovich et al. (2009) also found 

that MSM disclose more frequently to partners of known serostatus than unknown status. In 

addition, HIV serostatus disclosure occurs least frequently with casual sexual partners and 
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partners of unknown serostatus (Serovich et al., 2009). These findings were consistent for 

Hawaiian men and women comprised of mostly Asian Pacific Islander participants where 

the disclosure rate occurred significantly less often when a sexual partner was HIV-negative 

or the HIV-status was unknown compared to sexual partners who were HIV-positive 

(Sullivan, 2009). The relationship status of the vast majority of sexual partners (70.3%) 

among homosexual and bisexual male participants included “less-than-committed 

(‘casual’)” or “anonymous” compared to women’s sexual partners (65.8%), which included 

“more-than-casual (‘committed’ or ‘regular’)” (Sullivan, 2009, p. 693). Disclosure of 

serostatus also occurred more frequently in committed rather than less committed level 

relationships for both Hawaiian men and women (Sullivan, 2009). Therefore, as relationship 

commitment decreases, the rates of disclosure also decrease, with less than one in five 

anonymous partners having received a disclosure (Sullivan, 2009). 

Findings from other studies illuminate the complex and inconsistent disclosure rate 

of HIV serostatus involving occasional or casual sexual partners. For example, MSMW who 

identify as heterosexual do not disclose their HIV serostatus to their female sexual partner 

consistently (Reback et al., 2015). Specifically, 58% of the MSMW participants in this 

study disclosed their positive HIV serostatus to their wife, girlfriend, or female sexual 

partners but rarely disclosed their HIV serostatus to their occasional male sexual encounters 

or casual sexual partners (Reback et al., 2015). Therefore, disclosure of HIV serostatus to 

male casual sexual partners was minimal or inconsistent. Serovich et al. (2007) suggested 

that there may be a negative correlation between the closeness and intimacy of a 

relationship to the rate of HIV-positive serostatus disclosure because of fears of losing the 
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relationship or needing to protect the recipient. That is, the disclosure rate to long-term, 

valued friends resembles that of family when compared to typical friends (Serovich et al., 

2007). It is unclear whether this finding can be generalized to casual or anonymous sexual 

partners with the expectation of a higher disclosure rate without the premise of an 

emotionally laden relationship. The findings from these studies highlighted the complexities 

in decision-making about HIV-positive serostatus disclosure. 

Sociocultural, cultural, racial/ethnic, and level of acculturation factors. Cultural, 

racial, and ethnic differences in disclosure were noted from previous research studies as 

early as the 1990s. Mason, Marks, Simoni, Ruiz, and Richardson (1995) found that HIV-

positive Latino men were less likely than seropositive White men to disclose their HIV 

infection to the following persons: mother, father, sister, brother, closest friend (either man 

or woman), and intimate lover. Upon further examination, only less acculturated Latinos 

(i.e., Spanish-speaking or foreign born) differed (15%) from Whites (4%) for all disclosure 

targets; that is, disclosure among English-speaking Latinos was similar to that of Whites 

(Mason et al., 1995). The authors offered an explanation of the traditional Latino cultural 

values of familism and simpatía to help explain the differences in the HIV-positive 

disclosure rate between Latino and White men (Mason et al., 1995). “Familism promotes 

identification with and attachment to one’s family, strong feelings of familial loyalty, and 

the obligation to support the family emotionally and materially” while “simpatía is a 

cultural script that mandates politeness, respect, and harmonious interpersonal relations and 

has been shown to be stronger among Latinos than Anglos” (Mason et al., 1995, p. 7). In 

another study, Stein et al. (1998) posited that the lower rates of HIV-positive serostatus 
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disclosure among Blacks compared to their White or Latino counterparts are in part due to 

the differences in cultural attitudes. The findings from these two early studies suggest that 

cultural values do indeed influence the rate of HIV-positive serostatus disclosure behaviors, 

attitudes, and intentions.   

In addition to the above early studies, findings from subsequent studies also 

highlight the importance of cultural differences. For example, Yoshioka and Schustack 

(2001) conducted in-depth interviews with 16 HIV-positive Asian men recruited from an 

AIDS organization in northeastern United States to describe how Asian cultural values of 

harmony and avoidance of conflict (i.e., collectivism cultural dimension) might affect HIV-

positive disclosure experiences. Three themes related to the collectivist cultural dimension 

were identified as barriers to disclosure that provided evidence for the need of culturally 

sensitive counseling strategies to facilitate disclosure in the API population. The themes that 

emerged from this qualitative study were “protection of family from shame, protection of 

family from obligation to help, and avoidance of communication regarding highly personal 

information” (Yoshioka & Schustack, 2001, p. 77). Specific to API MSM, Nemoto et al. 

(2003) facilitated five focus groups with 38 API MSM recruited from the San Francisco 

Bay Area using convenience sampling methods and identified six themes reflecting multiple 

levels of influence upon HIV risk including intrapsychic, interpersonal, behavioral, and 

community influences. The theme of HIV disclosure relates to the research’s problem in 

which participants reported anxiety around sharing their sexual identity and health status 

with others and reflected on ways to improve HIV prevention and other social services for 

API gay men (Nemoto et al., 2003). In another qualitative study, Körner (2007) conducted 
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semi‐structured, in‐depth interviews with HIV‐positive people from minority cultures in 

Sydney, Australia and concluded that disclosure decisions are influenced by gender, sexual 

orientation, and cultural background. Körner (2007) argued that the existing but outdated 

rational models of health should be replaced with a new ecological perspective to 

encompass a broader context of family and community. The findings from these qualitative 

studies suggest that it is important to examine the relationship of cultural values and HIV-

positive disclosure behaviors, attitudes, and intentions. 

Cultural factors that influence HIV-positive serostatus disclosure have been 

documented for different samples. In a qualitative study, Tshweneagae, Oss, and Mgutshini 

(2015) found that participants recruited from the Galeshewe Day Hospital Wellness Clinic 

in Kimberly in the Northern Cape Province (South Africa) used cultural explanations to 

disclose their HIV status to their partners. Lin et al. (2015) cited numerous articles and 

concluded that API MSM had particularly low levels of disclosure in comparison with other 

racial groups, which is especially true for PLHIV in China. To address the research gap of 

limited data or studies conducted for PLHIV, Lin et al. (2015) conducted a qualitative study 

by employing in-depth interviews to explore the disclosure rates, targets, and consequences 

of HIV-positive disclosure using a sample of 37 HIV-positive MSM recruited from a 

hospital in China. The authors discussed the family orientation that is unique to the Chinese 

culture emphasizing “filial piety” by citing Mencius, the famous Chinese philosopher: 

“There are three forms of unfilial conducts, of which the worst is to have no descendants” 

(Lin et al., 2015, p. 7). This explanation was given to the interesting finding that many of 

the participants disclosed their seropositivity because by doing so it reduced the pressure to 
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marry and have children (Lin et al., 2015). In this study, 20.6% of HIV-positive MSM 

disclosed their seropositivity but not their sexual orientation because homosexuality remains 

unacceptable in Chinese society (Lin et al., 2015). In fact, the term “gay” is associated with 

the terms “abnormal,” “promiscuous,” and “immoral” (Lin et al., 2015, p. 7). The findings 

from this study suggest the need to conduct further research to understand the effects of 

cultural differences on HIV-positive disclosure. There is an opportunity to explore cultural 

factors including the effects of acculturation and disclosure to casual sexual partners using a 

quantitative method of inquiry. 

Other researchers have explored the relationships between cultural beliefs, partner 

characteristics, communication, and sexual risks. For example, Lo, Reisen, Poppen, 

Bianchi, and Zea (2011), found that cultural beliefs were not predictive of communication 

about condom use or unprotected anal intercourse (UAI) among 356 Latino men living in 

the New York City metropolitan area. Choi, Paul, Ayala, Boylan, and Gregorich (2013) 

examined the associations between specific types and sources of discrimination and mental 

health outcomes among African American, Latino, and API MSM in Los Angeles County, 

California and found that perceived racism within the gay community with anxiety only 

differed for API MSM but not for the other two racial/ethnic groups. The perceived 

discrimination experienced by API MSM was differentially linked to negative mental health 

outcomes of anxiety.  

Culture also influences how one communicates to one another. The act of self-

disclosing one’s HIV-positive seropositivity requires a certain level of communication self-

efficacy. For example, Knox et al. (2012) used a quota sampling method stratified by age, 



63 

 

race, and township and recruited 300 MSM in Pretoria, South Africa, where participants 

self-reported to a series of questions about their last sexual encounter (LSE). The 

researchers found that men who reported higher HIV communication self-efficacy were 

likely to communicate their HIV status with their partner prior to their LSE but being with a 

steady partner decreased the likelihood of HIV disclosure (Knox et al., 2012). Black MSM 

were less likely to communicate their HIV status compared to White MSM, which suggests 

that there may be additional characteristics beyond social cognitive behavior constructions 

and situational contexts (Knox et al., 2012). Since the participants sampled in Knox et al.’s 

(2012) study are from South Africa and did not include API MSM, it is not known whether 

the study’s findings are generalizable to the API MSM population in the United States and 

in the context of casual sexual partners. Although the scope of this study does not include 

the measurement of communication self-efficacy, it is important to acknowledge that there 

is a relationship between communication and cultural values. 

Sullivan (2005) argued that communication about sensitive topics such as HIV 

seropositivity is influenced by cultural background. For example, Zea, Reisen, Poppen, and 

Díaz (2003) found that communication about one’s HIV status either asking or soliciting 

information about a sex partner’s HIV status and telling or disclosing one’s own HIV-

positive status was influenced by cultural factors in a sample of 129 Latino HIV-positive, 

gay men. Specifically, the authors found that “region of birth was associated with both 

asking and telling” and “participants with bilingual friendship networks reported more 

communication with partners” (Zea et al., 2003, p.143). In another study conducted by Zea, 

Reisen, Poppen, Echeverry, and Biachi (2004) using a sample of 155 HIV-positive Latino 
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gay men from New York City and Washington, DC, the authors found that greater U.S. 

acculturation was related to disclosure to fathers and marginally related to disclosure to 

mothers, but not related to disclosure to closest friends. The authors suggested that the 

Latino cultural expectations that have been labeled as simpatía and the tendency to be 

“silent about homosexuality” may be an explanation of why men who are less acculturated 

into the United States may adhere to norms limiting conversation about topics associated 

with homosexuality, such as HIV status (Zea et al., 2004). 

Except for a few studies that have been conducted abroad, there is limited research 

in which HIV-positive disclosure rates and behaviors in casual sex settings have been 

examined. Using a sample of 804 MSM in Australia, Holt et al. (2011) reported that 413 

(51.4%) reported HIV disclosure and 391 (48.6%) reported no disclosure. That is, just over 

half of Australian MSM who had anal intercourse with their casual sexual partners in the 

past six months disclosed their HIV status. Holt et al. (2011) concluded that these findings 

were consistent with other studies in that HIV-positive disclosure is less likely in casual or 

anonymous settings where there is less of a burden for HIV-positive MSM to initiate 

disclosure. Using a qualitative design, Lee et al. (2013) examined HIV disclosure barriers 

and motivators among a sample of 50 PLHIV in Northeastern Thailand. The authors 

concluded that the motivators to HIV disclosure included coping with illness, seeking help, 

and common experiences; the motivators included seeking supportive relationships, duty to 

inform, and catharsis. The importance of cultural norms was highlighted in the study as 

Thailand is a family-oriented society that has roots consistent with Hofstede’s collectivist 

cultural dimension. In another qualitative study, Maiorana et al. (2012) also highlighted 
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cultural differences and reported that HIV serostatus disclosure to sexual partners may vary 

by race or ethnicity. That is, in order to understand the complex process of disclosure to 

sexual partners, it is necessary to understand the relationship to other individual and 

contextual factors such as partner serostatus, the nature of the sexual encounter, as well as 

community norms (Maiorana et al., 2012). 

 Asian Pacific Islander men who have sex with men. The decision to disclose 

serostatus is heightened and presented with unique challenges for API MSM. One 

difference for API MSM is the cultural restraint or restriction against homosexuality and 

HIV. Kang and Rapkin’s (2008) study is one of the few studies that examined HIV-positive 

serostatus disclosure in API using a sample of 56 participants of different racial/ethnic 

cultures (i.e., Chinese, Filipino, Cambodian, Laotian, Malaysian, and Thai) in New York 

City. The API participants in the study reported that HIV-related stigma prevented them 

from disclosing their serostatus (Kang & Rapkin, 2008). Interestingly, API MSM reported 

less stigma-related social rejection and therefore were more likely to disclose their 

serostatus compared to API who self-identified as heterosexual (Kang & Rapkin, 2008). 

Moreover, particular API groups comprising of mostly (i.e., 66% of the participants) ethnic 

Chinese tend to place value on their ability to cope and receive social support from “in-

group” (e.g., family and intimate friends) and “out-group” members (e.g., service providers) 

(Kang & Rapkin, 2008).The issue of cultural, racial, and ethnic differences in HIV-positive 

serostatus disclosure merits attention in light of the disproportionately represented and 

growing rate of minorities, especially among APIs, in the United States. 
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Disclosure of HIV-positive serostatus to sexual partners was also studied using 

participants in high-risk areas in southern China. Wang et al. (2010) found that there was a 

large differential between the proportions of disclosure to regular partners defined as a 

spouse, boyfriend/girlfriend or co-habiting partners compared to casual partners defined as 

commercial sex workers, drug partner or an anonymous sex partner (94.8% versus 13.0%, 

respectively), which differs from previous studies. For example, Kalichman, Rompa, Luke, 

and Austin (2002) reported 78% disclosure rate to regular serodiscordant partnerships 

versus 54% to casual sexual partners in 2006 in the United States. Landau and York (2004) 

reported 52% disclosure rate to regular partners versus 29% to casual partners in 2004 in 

Israel. Wang et al. (2010) hypothesized that these differences in disclosure rates in their 

study compared to Kalichman et al.’s (2002) and Landau and York’s (2004) studies were 

primarily attributed to the different cultural relationship norms. That is, both Israel and the 

United States are considered individualistic countries whereas China is considered a 

collectivistic country (Wang et al., 2010). In collectivist cultures, there is a tendency to 

gravitate toward interactions between in-groups, such as family unit, rather than between 

out-groups, such as strangers or outsiders (Wang et al., 2010). The individuals in 

collectivistic societies may view their place as within an in-group of a family unit and 

therefore have less of a feeling of responsibility to those outside those groups to disclose 

their serostatus, which in this case, would include casual sexual partners (Wang et al., 

2010). The findings from these three particular studies warrant the need to further explore 

the potential influence of cultural dimensions or values (i.e., collectivism versus 

individualism) on HIV-positive serostatus disclosure rates with API MSM. 
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Although racial and ethnic factors were noted above to influence the rate of HIV-

positive disclosure, this finding is not definitive for studies that have been conducted in the 

United States. For example, Serovich, Esbensen, and Mason (2007) found that race did not 

influence the disclosure rates over time in their retrospective study where they examined the 

rates of HIV disclosure to family and friends over a 15-year time span. Sullivan (2009) 

reported that the frequency of disclosure for men and women (i.e., within and between 

gender groups) was similar based on ethnicity. In addition, there was little difference in 

disclosure rates among men who self-identified as homosexual, bisexual, or heterosexual 

(Sullivan, 2009). Interestingly, men who were born in Hawaii had a higher frequency of 

disclosure compared to their non-native counterparts while the frequency of disclosure to 

sexual partners by women who were born in Hawaii was lower than among women who had 

migrated to the islands (Sullivan, 2009).This finding suggests that more research is needed 

to further understand the influences of sex, transient residency, or acculturation in Hawaii 

and other U.S. states.  

Length of time since HIV diagnosis. Length of time since the individual was 

diagnosed with HIV also influences the rate of HIV-positive serostatus disclosure. Two 

earlier studies from the 1990s suggest that disclosure to family and friends was positively 

correlated with length of time since HIV-seropositive diagnosis (Hays et al., 1993; Mason et 

al., 1995). Petrak et al. (2001) also reported that length of time since testing HIV diagnosis 

did predict disclosure to partners, friends, and family members. However, the association 

between length of time since HIV diagnosis did not exist for disclosure to intimate partners 

in two subsequent earlier studies (Mansergh, Marks, & Simoni, 1995; Stein et al., 1998). 
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Contrary to the authors’ expectation, Zea and colleagues (2004) found that time since 

diagnosis was positively correlated only to disclosure to friends but negatively correlated 

with disclosure to mothers and fathers in a sample of 155 HIV-positive Latino gay men. 

Among API MSM, heterosexual API males, and heterosexual API females, there was no 

correlation between the length of time since HIV diagnosis and acceptance of illness and the 

negative consequences of stigma (Kang & Rapkin, 2008). In a sample of Hawaiian men and 

women, the variable of time since testing positive was associated with disclosure only for 

men but not for women; that is, those who were diagnosed for a longer time were more 

likely to disclose to sexual partners prior to sex (Sullivan, 2009). 

The relationship between disease chronology and HIV-positive disclosure rates to 

sexual partners among MSM remains unclear. In Sullivan’s (2005) review of the literature, 

the findings from the 13 studies (representing 76.5% of the articles reviewed) showed a 

typical pattern of lower levels of self-disclosure after individuals test positive followed by 

more disclosure over time as individuals come to terms with their illness. In one earlier 

qualitative study of self-disclosure of HIV status to sexual partners, Klitzman (1999) found 

that gay men took time to accept their HIV-positive diagnosis and waited several months to 

even years before disclosing their serostatus to sex partners. Marks and Crepaz (2001) 

found that nondisclosure was associated with having an HIV diagnosis for less than three 

years among a sample of multiethnic men. However, Stein et al. (1998) reported no 

association between length of time since diagnosis and self-disclosure to intimate partners. 

In addition, Serovich (2000; 2001) reported that the disease progression model of self-

disclosure was not predictive of self-disclosure to sexual partners even when individuals 
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became ill and symptoms could no longer be hidden. The mixed findings of disease 

chronology warrant more research to examine the relationship, if any, between length of 

time since HIV-positive diagnosis and disclosure to casual sexual partners, specifically for 

the API MSM population.  

Age, level of education, and income. In previous studies, factors such as a 

participant’s age, level of education, and income have shown to influence the rate of HIV-

positive serostatus disclosure. Serovich and Mosack (2003) reported that men who were 

likely to disclose their serostatus to casual sexual partners were, on average, younger in age. 

However, Serovich et al. (2007) found that age of the participant at the time of disclosure 

did not significantly influence HIV-positive disclosure rates of HIV-positive men to family 

members and friends over a 15-year time span. In a recent study, Cook, Valera, and Wilson 

(2015) reported that approximately one-half (52.4%) of the young men who have sex with 

men (YMSM) reported disclosing to their current sexual or romantic partner. On the other 

spectrum, Brown, Serovich, Kimberly, and Umasabor-Bubu (2015) assessed the 

associations between age and HIV-positive disclosure behaviors, attitudes, and intentions 

among MSM (age 50 and older) and found that these men scored lower in disclosure 

behavior (β = −7.49; 95% CI: −14.8, and −0.18) compared to MSM 18-34 years (Brown et 

al., 2015). The findings from these studies warrant more exploration to examine whether 

there is an association between age and HIV-positive disclosure behaviors, attitudes, and 

intentions for the targeted API MSM population.  

Level of education is another factor that influence HIV-positive disclosure rate. 

Serovich and Mosack (2003) reported that men with higher education were more likely to 
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disclose their serostatus to casual sexual partners. Similarly, Kang and Rapkin (2008) found 

that API who self-identified as MSM completed more years of education and were more 

inclined to disclose their serostatus for purposes of receiving support from others than API 

who self-identified as heterosexual. However, Sullivan (2009) reported that those with 

higher education were less likely to disclose to sexual partners. Sullivan (2009) speculated 

that those with more education may feel greater stigma about having contracted HIV and 

therefore may be less likely to disclosure their seropositivity as they have a reputation to 

uphold. In a recent study, Lee, Yamazaki, Harris, Harper, and Ellen (2015) reported that 

education level was not associated with HIV-positive disclosure to friends and family 

among 402 youths (aged 12-24 years) living with HIV. The mixed findings reported from 

the above studies warrant more exploration on whether level of education has an influence 

on HIV-positive disclosure behaviors, attitudes, and intentions among API MSM to casual 

sexual partners.  

The findings from previous studies have also suggested that level of income and 

socioeconomic status may influence the rate of HIV-positive serostatus disclosure. In 

Sullivan’s (2005) review of the literature, she noted that only one researcher (Klitzman, 

1999) gathered background data of participants; however, no conclusions were made based 

on income and HIV-positive disclosure rate. Even though Crepaz and Marks (2003) did 

report that increased income was correlated with safer sex practices, it is not known whether 

safer sex practices translate to HIV-positive disclosure behaviors, attitudes, and intentions. 

Sullivan (2005) also pointed out that several studies (Crepaz & Marks, 2003; Marks & 

Crepaz, 2001; Zea et al., 2003; Zea et al., 2004) that included participants of mixed 
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ethnicity also included large percentages (49%-75%) reporting earning less than 

$10,000/year. Because these studies do not specifically target the API MSM, it is uncertain 

whether level of income influences the rate of HIV-positive disclosure behaviors, attitudes, 

and intentions for this population.  In addition, Sullivan (2009) also reported that income 

influenced men’s disclosure with those having lower income disclosing more frequently 

than men with higher income among a sample of 122 Hawaiian men and women. Relatedly, 

Obermeyer et al. (2011) reported that HIV-positive serostatus disclosure tends to be higher 

in high-income countries such as the United States, United Kingdom, Western Europe, 

Australia, and Canada. When synthesizing the findings from the above studies, clarity is 

needed to understand whether there is any association between income and HIV-positive 

disclosure behaviors, attitudes, and intentions for the targeted API MSM population. 

The above section illustrates that HIV-positive serostatus disclosure is a complex 

and multifaceted process. Based on the review of the literature, there are numerous factors 

that influence disclosure including relationship types (i.e., sexual partners, casual sexual 

partners, and anonymous partners); sociocultural, cultural, racial/ethnic, and level of 

acculturation; length of time or number of years since HIV diagnosis; age, level of 

education, and income. Of importance, the findings from previous studies highlight the need 

to explore the aforementioned factors that influence HIV-positive serostatus disclosure. 

Specifically, the findings from previous studies have been mixed or inconclusive. 

Moreover, it is not known whether the factors that influence serostatus disclosure are 

relevant to the targeted population of API MSM. It is now appropriate to discuss the 

methodological considerations that will help to inform the proposed study. 
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Methodological Considerations 

There are numerous limitations from previous studies on HIV-positive disclosure 

rates that need to be considered. Self-disclosure research has evolved over the last few 

decades highlighting the importance of clearly specifying inclusion and exclusion criteria 

based on research questions, target groups, and disclosure types. Studies’ participants may 

include both homosexual and heterosexual males and females, or homosexual and 

heterosexual males only, or homosexual and heterosexual females only, or exclusively 

homosexual males. Because the most at-risk population is homosexual males, men who 

have sex with men represented the majority of the samples. In the United States, MSM 

continue to represent the majority of the HIV/AIDS cases (Brown et al., 2015). Within the 

API community, MSM also represent the majority of the HIV/AIDS cases (CDC, 2015a). 

Therefore, it was appropriate to target API MSM in this study.  

The operational definitions for intimate, steady, casual, and anonymous sexual 

partners are also different from study to study making it difficult to interpret the wide range 

of disclosure rates that have been reported. Disclosure targets may include family, fathers, 

mothers, siblings, children, friends, co-workers, intimate partners, or sexual partners. 

Because the rate of HIV-positive serostatus disclosure tend to be lower in casual or 

anonymous sexual encounters (Grov, Hirschfield, Remien, Humberstone, & Chiasson, 

2013), it was appropriate to focus on the disclosure target of casual sexual partners as it 

presented the greatest opportunity to prevent HIV transmission and reduce risky sexual 

behaviors. The inclusion or exclusion criteria of whether participants have a comorbid or 

co-existing substance use/abuse and/or mental or psychiatric condition made it difficult to 



73 

 

interpret the reported serostatus disclosure rates between studies. To this end, it was 

necessary to exclude participants who currently had any co-existing substance use/abuse 

and/or mental or psychiatric condition.  

The serostatus of sex partners may be known or not known depending on the study. 

Even if known, researchers may elect to rely on self-reported data versus actually obtaining 

test results from sexual partners. For this study, participants were asked to self-report the 

serostatus of their casual sexual partners as it was not feasible to obtain test results from all 

sexual partners. Finally, it was important to ascertain whether participants verbally 

disclosed or used nonverbal modes of communication such as leaving clues (e.g., 

medication bottle, HIV-related magazines) in plain sight. In this study, participants were 

asked whether they had employed a point-blank disclosure strategy as it was the most 

common disclosure strategy – compared to the other four strategies of stage-setting, indirect 

disclosure, buffering, and seeking similar – whereby HIV-positive MSM overtly disclosed 

their serostatus either in written or verbal form (Serovich et al., 2005). Equally important 

was to be clear on whether disclosure occurred before or after sexual encounters. To reap 

the preventative effects of HIV-positive disclosure, it was important to examine disclosure 

prior to (and not after) engaging in casual sexual encounters in this study. 

Measurement of cultural values, cultural dimensions, and level of 

acculturation. Based on the latest U.S. Census Bureau (2011) data, Asian Americans are 

the fastest growing ethnic group in the United States. Within this collective group, there 

exists a tremendous variation. The heterogeneity of this group is represented by the 

numerous countries (e.g., China, Japan, Korea, Philippines, Vietnam, etc.) that comprise the 
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Asian Americans group but also in the length of time they have spent in the United States, 

their generational status (e.g., first generation, second generation, etc.), their reasons for 

migrating to the United States (e.g., in search of occupation opportunities, to seek freedom, 

or to flee persecution in their homelands), and in their view of the United States (e.g., 

temporary workplace or as a new home) (Zhang & Tsai, 2014).  

There are numerous scales and instruments available to assess and measure levels of 

acculturation and enculturation. Unidimensional (sometimes termed “unilinear” or 

“bipolar”) and bidimensional (sometimes termed “bilinear” or “multidimensional”) are two 

models or approaches to measure levels of acculturation and enculturation (Zhang & Tsai, 

2014). The unidimensional approach is now considered inferior to the bidimensional or 

multidimensional approach as the former model is unable to account for the “bicultural” 

identification (i.e., one may feel strongly American and strongly Vietnamese at the same 

time) while the latter model assumes that individuals (immigrant or nonimmigrant) may fall 

into one of the following categories: (1) can strongly identify with both their host and 

heritage cultures, (2) weakly identify with both cultures, or (3) strongly identify with one 

culture and only weakly with the other culture (Zhang & Tsai, 2014). Some acculturation 

scales were also developed, tested, and used for specific target populations such as Chinese 

American or Vietnamese American. Finally, Zhang and Tsai (2014) also argued that it is 

important to consider how measuring cultural orientation with acculturation and 

enculturation and not singularly or independently as these concepts may interact or intersect 

with environmental factors, including socioeconomic status. Therefore, a cultural 

orientation scale and an acculturation scale that is multidimensional in its approach that can 
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be applied to all Asian Americans will be used in this study. Stated differently, to fully 

understand the multifaceted influence of culture, it is necessary to use more than one 

instrument to measure cultural values or cultural dimensions (individualism-collectivism) 

and the level of acculturation for the Asian American population. 

For this study, it was important to use an instrument that measure cultural values at 

the individual level rather than at the national level. Yoo et al. (2011) argued that a new 

instrument needs to be developed to address the criticisms of the well-known Hofstede’s 

five dimensions of cultural values: power distance, uncertainty avoidance, individualism, 

masculinity, and long-term orientation. One of these criticisms is that the Hofstede’s metric 

was developed to measure national cultural dimensions and not individual cultural 

dimensions (Robinson, 1983; Søndergaard, 1994; Triandis, 1982). Therefore, Hofstede’s 

metric was flawed with methodological difficulties coupled with disappointing 

psychometric results. In fact, Hofstede (1980) found a weak correlation matrix among 

cultural dimensions when he analyzed his own data at the individual level. Yoo et al. (2011) 

made a convincing argument that “by measuring individual cultural orientations and not 

equating them to the national culture, researchers can avoid the ecological fallacy that 

occurs when ecological or country-level relationships are interpreted as if they applied to 

individuals” (p. 195). Consequently, Yoo et al. (2011) developed their own measurement 

tool, the Individual Cultural Values Scale (CVSCALE), to assess Hofstede’s five 

dimensions of culture at the individual level. 

Measurement of self-disclosure. Different researchers have used various scales and 

instruments to measure HIV-positive serostatus disclosure to sex partners. For example, 
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Kalichman and Nachimson (1999) developed a self-efficacy scale for HIV-serostatus 

disclosure to sex partners consistent with Bandura’s (1997) social cognitive theory and 

research conducted by Forsyth and Carey (1998) and Maibach and Murphy (1995) on the 

assessment of self-efficacy for practicing safer sex. Derlega et al. (2002; 2004) used three 

questionnaires in their study including The Reasons for Disclosure Questionnaire (24 

statements measuring five reasons for disclosing), The Reasons for Nondisclosure 

Questionnaire (23 items measuring six reasons for not disclosing), and an HIV-related 

stigma scale constructed by Bauman, Camacho, Forbes-Jones, and Westbrook (1997) 

measuring how much they believed that the public stigmatized someone with HIV or AIDS. 

For the disclosure and nondisclosure questionnaires, research participants completed three 

versions of the questionnaires: with friend, intimate partner, and a parent as target persons 

(Kalichman & Nachimson, 2002). Serovich and Mosack (2003) used a 15-item scale 

adapted from Derlega, Winstead, and Folk-Barron’s (1997) work to assess reasons for 

disclosure and another 15-item scale adapted from Derlega et al. (1997) to assess reasons 

for nondisclosure to casual sexual partners in their study. Instead of using a standardized 

instrument, Okello et al. (2015) used three questions to measure general disclosure, 

disclosure to sex partners, and the extent of disclosure to casual sexual partners (i.e., “did 

not disclose to any,” “disclosed to some,” or “disclosed to all”). Similarly, Serovich et al. 

(2009) specifically developed their own questionnaire to measure serostatus disclosure 

behaviors, attitudes, and intentions to casual sexual partners. Similarly other researchers 

developed their own questions to assess HIV-positive serostatus disclosure to target groups 

(Cook et al., 2015; Shushtari et al., 2014; Zea et al., 2005). For this study, Serovich et al.’s 
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(2009) HIV-Positive Disclosure Scale was used as this scale was specifically developed to 

assess the disclosure behaviors, attitudes, and intentions to casual sexual partners.  

Sampling. Researchers used different sampling strategies or methods to recruit 

participants for their studies. Sullivan (2005) reported that the sampling method that was 

most frequently used from the review of 17 studies on male self-disclosure of HIV-positive 

serostatus to sex partners was convenience and purposive sampling from large metropolitan 

cities, with subjects recruited from public health clinics, clinical trials, mental health care 

services, and longitudinal prevention intervention programs. To recruit participants from 

hidden and hard-to-reach populations, many researchers have resorted to using one or more 

of the following sampling methods: targeted sampling, snowball sampling, time-location 

sampling (TLS), network-based sampling, respondent-driven sampling (RDS), venue-based 

sampling, and venue-day-time periods (VDT) sampling (Catania, Canchola, Pollack, & 

Chang, 2001; Charurat et al., 2015; Gustafson et al., 2013; Heckathorn, 1997; Karon, 2005; 

Nehl et al., 2015; Salganik, & Heckathorn, 2004; Semaan, 2010). These nonprobability 

sampling methods have been shown to be effective in reaching hidden and hard-to-reach 

populations such as Asian MSM in Vancouver, British Columbia (Canada) (Maung et al., 

2013), young Latino MSM in New York City (Stueve et al., 2001), female sex workers in 

Liuzhou, China (Weir et al., 2012), and MSM, male and female sex workers, or mobile 

populations such as long-distance truck drivers (truckers) in Mexico (Gayet & Fernández-

Cerdeño, 2007). Zea et al. (2004) used a combination of sampling methods to recruit hard-

to-reach or hidden communities including targeted sampling, snowball sampling, and 

respondent-driven sampling to recruit HIV-positive Latino gay men from New York City 
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and Washington, DC. In yet another study, Wei et al. (2011) used TLS and VDT sampling 

methods to recruit hidden or hard-to-reach populations of API, Black, Latino, and “other” 

race/ethnicity in San Francisco.  

In addition to the studies discussed above, many researchers have conducted studies 

related to disclosure of HIV seropositive status to sexual partners in the United States and 

abroad. In the United States, studies have been conducted using samples from the following 

states and cities: Birmingham, Alabama (Elopre et al., 2015); young MSM in Chicago 

(Dowshen, Binns, & Garofalo, 2009); gay and bisexual men in New York City and San 

Francisco (Parsons et al., 2005); participants recruited from clinics, hospitals, and 

community agencies in New York City, Washington, DC, and Boston (Zea, Reisen, Poppen, 

Bianche, & Echeverry, 2005); gay or bisexual males in New York City (Haile, Padilla, & 

Parker, 2011); MSM recruited from Columbus, Ohio and Tampa, Florida (Serovich, Reed, 

Kimberly, & Putney, 2014); diverse, low-income women and men living with HIV in Los 

Angeles (Sayles et al., 2007); ethnically-diverse young MSM in Chicago (Downshen et al., 

2009); MSM who were recruited from four gay-oriented sexual networking websites across 

the United States. (Hirshfield et al.2012); men and women recruited from HIV and AIDS 

research sites and service organizations in Virginia, North Carolina, Ohio, and Texas 

(Derlega et al., 2002; Derlega et al., 2004); and Nashville, Tennessee (Audet, McGowan, 

Wallston, & Kipp, 2013). Despite the numerous studies related to HIV-positive disclosure 

to sexual partners that have been conducted in the United States, there has been no study 

that has specifically included a sample of the diverse API MSM population throughout the 

United States. 
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Studies that have been conducted outside of the United States included a variety of 

countries across numerous continents including: Mekelle, Ethiopia (Genet, Sebsibie, & 

Gultie, 2015); in Assela town health facilities, Arsi Zone, Oromiya Region, Ethiopia 

(Fekadu, Addisie, & Mellie, 2014); Accra, Ghana (Kenu et al., 2014); Kampala, Uganda 

(Muhimbuura et al., 2014; Okello et al., 2015); Jinja, Uganda (King et al., 2008); Kinshasa, 

Democratic Republic of the Congo (Vaz et al. 2008); KwaZula-Natal Province, South 

Africa (Tshabalala, 2014); Gugulethu, South Africa (Iwelunmor et al., 2014); Pretoria, 

South Africa (Knox, Reddy, Kaighobadi, Nel, & Sandfort, 2012); Soweto, South Africa and 

Vulindlela, South Africa (Maman, van Rooyen, & Groves, 2013); adolescents recruited 

from four locales in Nigeria (Elegbeleye, Taiwo, Omole, Adebusuyi, & Atiri, 2012); 

Malawi, Namibia, and Botswana (Fay et al., 2011); sub-Saharan African (SSA) migrant 

women living with HIV/AIDS in Belgium (Arrey et al., 2015); African and Afro-Caribbean 

people living in the Netherlands (Stutterheim et al., 2011); other South African communities 

(Skinner & Mfecane, 2012); women in Cayenne, French Guiana (Narcisse, Matthieu, & 

Matthieu, 2012); women living with HIV who are French-speaking, Quebec-born (Rouleau, 

Côté, & Cara, 2012); women from Mexico and Central America (Simoni et al. 1995); MSM 

in Lisbon, Portugal (Meireles et al., 2015); East London (Petrak, Doyle, Smith, Skinner, & 

Hedge, 2001); Tehran, Iran (Shushtari, Sajjadi, Forouzan, Salimi, & Dejman, 2014); and in 

India (Bharat, 2011; Chandra, Deepthivarma & Manjula, 2003; George & Lambert, 2015; 

Steward et al., 2011). Although the studies above have examined how cultural factors may 

have influenced HIV-positive disclosure, none of them have addressed how cultural values 
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and level of acculturation may influence HIV-positive disclosure behaviors, attitudes, and 

intentions for API MSM living in the United States. 

The preceding section highlights the methodological considerations that should be 

taken into account when designing a study to examine the relationships between 

individualistic-collectivistic cultural dimensions, level of acculturation, age, length of time 

since HIV diagnosis, level of education, and income to the rate of HIV-positive serostatus 

disclosure behaviors, attitudes, and intentions to casual sexual partners for API MSM. 

Specifically, the rationale to use the disclosure target of casual sexual partner among API 

MSM was discussed followed by the serostatus of sex partners. Next, the direct disclosure 

strategy that occurs prior to (and not after) engaging in casual sexual encounters was the 

focus of the study. Then, an argument was made to use instruments that are 

multidimensional in their design when measuring cultural values, cultural dimensions, and 

the level of acculturation for the API population. Finally, Serovich et al.’s (2009) HIV-

Positive Disclosure Scale was used to measure serostatus disclosure behaviors, attitudes, 

and intentions to casual sexual partners for the targeted population of API MSM.  

Summary and Transition 

Thanks to the advances in technology and pharmaceutical antiretroviral therapy, 

men and women with HIV are living longer, healthier lives with less outward manifestation 

of the disease. That is, HIV/AIDS is now considered a chronic, manageable disease that is 

multifaceted, highly complex, and intertwined with prolonged physical deterioration, social 

stigma, and moral implications. With longevity, PLHIV have the opportunity to nurture 

their interpersonal relationships and further embrace their sexuality. Naturally, PLHIV 
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continue to engage in sex after diagnosis. The number of HIV-positive MSM continues to 

account for the largest proportion of newly reported HIV infections worldwide (Lin et al., 

2015). Interventions focused on at-risk groups such as MSM who engage in casual sex with 

partners who are of HIV-negative and unknown serostatus need to be tailored to address the 

unique personal, environmental, cultural, and behavioral challenges they face. Disclosure of 

HIV infection in the context of sexual relationships, particularly for the most at-risk group 

of casual sexual partners, enables partners to make informed decisions and communicate 

about behavioral risks that influence transmissions of HIV. Factors associated with 

disclosure of HIV status to sexual partners offer considerable benefits from both an 

individual and a public health perspective.  

This literature review has focused on the topic of HIV-positive serostatus disclosure 

to sexual partners. While much research has been conducted on the topic since HIV/AIDS 

was introduced to the public health arena, there is a lack of research that focuses on the 

population of API MSM in previous studies. Findings from selected studies suggest that 

there may be a relationship between disclosure and cultural, sociocultural, racial, and ethnic 

factors. The evidence suggests cultural values and level of acculturation play a role in 

whether or not HIV-positive MSM self-disclose their serostatus to others including sex 

partners. There is also mixed findings relating to whether or not length of time since HIV 

diagnosis, age, level of education, and income may negatively or positively influence 

disclosure to others. Accordingly, this study was unique and important because it was 

designed to explore how the cultural values that are unique to the API MSM population 

coupled with other factors such as level of acculturation, length of time since diagnosis, age, 
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education, and income may influence seropositivity disclosure to casual sexual partners. 

The following chapter 3 will explain the research design and rationale, methodology, threats 

to validity, and ethical procedures. 
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Chapter 3: Research Method 

Introduction 

The purpose of this study was to examine the relationship between individualistic-

collectivistic cultural dimensions and HIV-positive disclosure behaviors, attitudes, and 

intentions to casual sexual partners for API MSM. Other contributing factors that have 

resulted in mixed or inconclusive findings as discussed in the review of the literature, such 

as level of acculturation, length of time since HIV diagnosis, age, level of education, and 

income were also explored to understand if they contributed to the phenomenon of 

serostatus disclosure.  

In this chapter, I will describe the research designs employed and the rationale for 

their selection as well as provide a concise explanation of the independent variables (i.e., 

cultural values, level of acculturation, length of time since HIV diagnosis, age, level of 

education, and income) and the dependent variables of disclosure behaviors, attitudes, and 

intentions. I will also describe the rationale for choosing a phenomenological approach for 

the qualitative phase of the mixed methods sequential explanatory study. A comprehensive 

discussion of the research design and rationale will follow including a description of the 

target population of API MSM in the United States, sampling and sampling procedures, 

sample size calculation using G* Power, procedures for recruitment and participation, plans 

for data collection methods and data analysis, and identification of the instrumentation and 

operationalization of constructs. Next, a discussion of the potential and expected threats to 

validity and reliability of the measurement instruments as well as data collection procedures 

will follow. Finally, aspects of ethical procedures, informed consent, participant 
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confidentiality, safety, and data protection are described including plans to address 

anonymity of the participant for this two-phase, mixed methods study. 

Research Design and Rationale 

The research questions merit the two-phase, mixed methods approach as choosing 

either a quantitative or qualitative approach singularly would result in insufficient data 

sources without the opportunity for explanation or exploration of the results. In addition, a 

mixed methods approach helps to augment, connect, and integrate the data between the two 

phases of quantitative and qualitative approaches.  

When considering the specific research design, it is important to be acquainted with 

the major types of mixed methods designs, and the intent, key procedures, common 

variants, and inherent strengths and challenges of these designs. Creswell and Plano Clark 

(2011) identified and discussed four major types of mixed methods designs including 

triangulation, embedded, explanatory, and exploratory. Of these, the explanatory design was 

most appropriate to use for this study because the overall purpose of this design was to use 

qualitative data to aid in explaining and building upon initial quantitative results that are 

significant (or nonsignificant), outliers, or surprising (Creswell & Plano Clark, 2011). This 

design is a two-phase mixed methods design with the first phase starting with the collection 

and analysis of quantitative data followed by the second qualitative phase designed to 

connect to the results of the first quantitative phase. 

To adequately address the research problem, other factors such as timing, weighting, 

and mixing need to be considered when selecting the most appropriate research design. For 

this study, the quantitative phase was implemented first followed by the qualitative phase 
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(i.e., sequential timing). In addition to choosing the timing, the relative weighting or relative 

importance or priority of the quantitative and qualitative approaches needed to be 

considered. For this study, the primary emphasis was on the first quantitative phase 

followed by the explanatory design (i.e., unequal weighting). Finally, the third procedural 

consideration was the mixing decision for choosing how the quantitative and qualitative 

methods were mixed. Conceptually, there are three overall strategies that are available for 

mixing data including merging, embedding, and connecting (Creswell & Plano Clark, 

2011). For this study, the quantitative results from the first phase were connected to the 

qualitative findings of the second phase.  

In summary, the two-phase, mixed methods, sequential explanatory design was used 

to interpret and integrate the quantitative and qualitative results, allowing for a deeper, 

richer, and better understanding and explanation of those results than either approach alone. 

The research design deployed with its corresponding characteristics of timing, weighting, 

and mixing considerations is depicted in Figure 1 below.  
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Figure 1. Explanatory design: Follow-up explanations model. 
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Quantitative 

In evaluating the most appropriate quantitative research design to use, ethical and 

legal concerns must be taken into consideration including other aspects of self-disclosure of 

participants’ HIV-positive serostatus. For example, the issues of confidentiality, deception, 

sensitivity, and nonmaleficence must outweigh the benefits and strengths of any design. 

Thus, the selected research design needs to take into consideration the heightened sensitive 

topic of HIV-positive disclosure behaviors, attitudes, and intentions to casual sexual 

partners while at the same time preserving the participants’ confidentiality and psychosocial 

well-being.  

I used a cross-sectional survey design to explore patterns and the factors that may 

influence HIV-positive serostatus disclosure among API MSM. The cross-sectional design 

was a good fit for investigating the relationship between one or more factors influencing 

HIV-positive serostatus disclosure. This design also facilitated the testing of the 

aforementioned hypotheses to determine possible factors that may influence API MSM 

participants to self-disclose their HIV-positive serostatus to casual sexual partners. 

Specifically, I used this design to determine or estimate the influence of cultural values, 

level of acculturation, length of time since HIV diagnosis, age, level of education, and 

income on HIV-positive serostatus disclosure behaviors, attitudes, and intentions to casual 

sexual partners among API MSM.  

It is appropriate to consider both survey and Internet research methods in gathering 

data for this study. Questionnaires and interviews are two types of surveys. I used the 

questionnaire approach of survey research because it was more cost effective to deploy 
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compared to conducting personal and telephone interviews. The questionnaire approach is 

also a superior approach because it eliminates the presence of interviewer bias, preserves 

anonymity of the participants’ responses to questions, and facilitates much information 

gathering compared to using personal and telephone interviews (Frankfort-Nachmias & 

Nachmias, 2008).  

The utility and ubiquitousness of the Internet have also offered another way of 

conducting survey research. There are numerous advantages of using the Internet to conduct 

survey research using techniques such as Internet surveys or “e-survey” methodology. The 

advantages for researchers include: (a) decreased cost, (b) increased pool of participants that 

would also improve external reliability and generalizability, (c) increased access for 

sensitive issues or ease of reaching large number of potential cultural groups and “hidden” 

populations such as API MSM, (d) decreased time; methodological rigor and/or control by 

researcher, (e) faster response times, and (f) increased accuracy and efficiency of data entry 

and analysis (Ahern, 2005; Jansen, Corley & Jansen, 2007). There are also advantages for 

study participants including: (a) anonymity, (b) autonomy over the pace of answering the 

questions within a survey, (c) perception of control, (d) increased response rates, and (e) 

ease of use (Ahern, 2005; Jansen et al., 2007). With these advantages, the questionnaires 

were disseminated to study participants using the Internet.  

It is also important to note that there are challenges and limitations to conducting 

survey research using the Internet. Some of these limitations include: (a) lack of control 

over sample (i.e., subject recruitment bias) as participants will be self-selected from a non-

random pool of computer/Internet users, (b) possible equipment problems and/or network 
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incompatibility, (c) increased time for creation and maintenance of user-friendly, web-based 

instrument(s), (d) questionable authenticity of respondents’ data including multiple 

submissions from the same participant, (d) possible data entry errors, (f) security, privacy, 

and confidentiality issues relating to hosting of the website and the location of data storage, 

and (g) literacy and disability issues of participants (Ahern, 2005; Jansen et al., 2007).  

Despite these limitations and challenges, the Internet does offer a low-cost, quick 

way to gather data from difficult-to-reach populations of API MSM on the sensitive topic of 

HIV-positive serostatus disclosure to casual sexual partners. Thus, a cross-sectional, 

correlational design using a web-based survey was inexpensive, less time consuming, and 

less cumbersome compared to other research designs to arrive at the study results and 

conclusions. 

Qualitative 

For the qualitative phase of the study, I implemented a phenomenological approach. 

As the name implies, a phenomenological approach is used to describe the common 

meaning for several individuals of their lived experiences (as opposed to second-hand 

experience) of a phenomenon. Edmund Husserl is generally considered to be the founder of 

phenomenology (Hein & Austin; 2001).  

For this study, the phenomenon of interest was HIV-positive disclosure behaviors, 

attitudes, and intentions to casual sexual partners among API MSM. Over the years, 

phenomenology has become so popular that its definition has blurred. Patton (2002) argued 

that phenomenology could be referred to as a philosophy, an inquiry paradigm, an 

interpretative theory, a social science analytical perspective or orientation, a major 
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qualitative tradition, or a research methods framework. To complicate matters, there are also 

various forms of phenomenology including transcendental, existential, and hermeneutic 

phenomenology (Patton, 2002). Similarly, Creswell (2013) highlighted two approaches to 

phenomenology: hermeneutic phenomenology and empirical, transcendental, or 

psychological phenomenology. For the former, researchers make interpretations of the 

meaning of the lived experiences (Creswell, 2013). For the latter, researchers set aside their 

experiences as much as possible to ensure a fresh perspective toward the phenomenon under 

examination (Creswell, 2013; Hein & Austin, 2001). According to Hein and Austin (2001), 

the works of van Kaam, Giorgi, and Colaizzi have been influential in the development of 

empirical phenomenology. Of the two broad approaches to phenomenology, empirical 

phenomenology is also the more common form of phenomenological research (Hein & 

Austin, 2001). 

Specifically, I employed the empirical phenomenological approach. The technique 

of bracketing is aligned with one of Husserl’s concepts: epoché (Creswell, 2013; Hein & 

Austin, 2001). Epoché is an ancient Greek term that is used to describe the act of 

suspending judgment about the natural world and focusing on analysis of experience 

(Creswell, 2013). Phenomenology has its root in the traditions of psychology and sociology. 

Despite the numerous definitions and forms of phenomenology, there is arguably one shared 

common focus to this qualitative approach: exploring, capturing, and describing how people 

experience a phenomenon.  
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Research Questions, Hypotheses, and Variables 

Quantitative 

The following three research questions guided the quantitative portion of the study: 

Research Question 1 (RQ1): What was the association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure behaviors in API MSM? 

H01: There was no statistically significant association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure behaviors in API MSM. 

Ha1: There was a statistically significant association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure behaviors in API MSM. 

The null hypothesis (H01) was rejected if the p-value was less than the significance 

or alpha (α) level set at 0.05.  

Research Question 2 (RQ2): What was the association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure attitudes in API MSM? 

H02: There was no statistically significant association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure attitudes in API MSM. 
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Ha2: There was a statistically significant association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure attitudes in API MSM. 

The null hypothesis (H02) was rejected if the p-value was less than the significance 

or alpha (α) level set at 0.05.  

Research Question 3 (RQ3): What was the association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure intentions in API MSM? 

H03: There was no statistically significant association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure intentions in API MSM. 

Ha3: There was a statistically significant association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure intentions in API MSM. 

The null hypothesis (H03) was rejected if the p-value was less than the significance 

or alpha (α) level set at 0.05.  

The dependent variable for the three research questions were HIV-positive 

disclosure behaviors, attitudes, and intentions, respectively. The independent variables for 

the three research questions were cultural values (individualism-collectivism), level of 

acculturation, length of time since diagnosis, age, level of education, and income.  
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Qualitative 

For the follow-up qualitative portion of the study, the central research question was: 

What factors influenced the HIV-positive disclosure behaviors, attitudes, and intentions to 

casual sexual partners in API MSM? The subquestions included the following:  

a) How may cultural values have influenced HIV-positive disclosure? 

b) How may level of acculturation have influenced HIV-positive disclosure? 

c) How did length of time since diagnosis influence HIV-positive disclosure? 

d) How may age have influenced HIV-positive disclosure? 

e) How may level of education have influenced HIV-positive disclosure? 

f) How may income have influenced HIV-positive disclosure? 

Methodology 

Population 

The target population for the study included all API MSM in the United States who 

are also members of Fridae, the largest LGBT online community for Asians with a presence 

in the United States. According to the company’s website, “Fridae is a diversified media 

and services company” (Fridae, 2015, para. 1) that provides a platform to bridge and unite 

cultures to the diverse and hard-to-reach gay and lesbian communities. The company’s 

mission is to “transcend geographical borders” and to “[empower] gay Asia to: come 

together, stay connected, be informed, overcome discrimination, nurture personal growth, 

and foster healthy relationships” (Fridae, 2015, para. 4). The company’s vision statement is: 

“Fridae seeks to be gay Asia’s leading media & social networking website; the business 
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community’s primary conduit to the Asian gay community; and a respected voice in our 

advocacy for equality and freedom of choice” (Fridae, 2015, para. 5). 

In order to cast a wider net of participants across the United States, I recruited 

participants from other API organizations including the following: 

a) AIDS Housing Information Project (AHIP) – Hayward, CA 

b) AIDS Project Angeles – The David Geffen Center – Los Angeles, CA 

c) Asian & Pacific Islander Wellness Center – San Francisco, CA 

d) Asian & Pacific Islander American Health Form (APIAHF) – Oakland, CA 

e) Asian Pacific AIDS Intervention Team (APAIT) Health Center – Los Angeles, CA; 

Orange County, CA 

f) Asian American Recovery Services, a program of HealthRIGHT 360 – San 

Francisco, CA 

g) Asian Americans for Community Involvement – San Jose, CA 

h) Asian Health Services – Oakland, CA 

i) Center for Pan Asian Community Services, Inc. (CPACS) – Atlanta, GA 

j) Center on Halsted – Chicago, IL 

k) Fenway Health – Boston, MA 

l) Massachusetts Asian + Pacific Islanders (MAP) for Health – Boston, MA 

m) The Thrive Tribe Foundation – Los Angeles, CA 

The United States was selected as the population of the study because the country 

has a large population of MSM especially in major cities such as San Francisco, Oakland, 

San Jose, Los Angeles, New York City, Houston, Chicago, Boston, Miami, and 
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Philadelphia, among others. Coincidentally, there are many API MSM who also reside in 

these metropolitan areas. As mentioned previously in chapter 1, the Asian population 

experienced the fastest rate of growth compared to other major race groups with an increase 

by 43% or more than four times as fast as the total population (U.S. Census Bureau, 2011). 

Between the 1990 and 2000 censuses, the Asian American population grew by 72% and the 

Native Hawaiian and Pacific Islander population by 140% (U.S. Census Bureau, 2011). The 

estimated number of U.S. residents in 2013 who were API, either one race or in 

combination with one or more additional races was 19.4 million (U.S. Census Bureau, 

2015). Within the United States, the Chinese (except Taiwanese) population was the largest 

API group (4.3 million), followed by Filipinos (3.6 million), Asian Indians (3.5 million), 

Vietnamese (1.9 million), Koreans (1.8 million), and Japanese (1.4 million) (U.S. Census 

Bureau, 2015).  

Quantitative Sampling and Sampling Procedures 

The sample is the group of people that will be recruited based on meeting the 

eligibility or inclusion criteria in the study. Probability and nonprobability are two broad 

types of sampling methods. The former utilizes some form of random selection while the 

latter does not (Trochim, 2006a). Nonprobability sampling methods can be divided into two 

broad types, accidental and purposive (Trochim, 2006a). Subcategories of nonprobability, 

purposive sampling methods include modal instance sampling, expert sampling, quota 

sampling (proportional and nonproportional), heterogeneity sampling, and snowball 

sampling (Trochim, 2006a). 



96 

 

For the quantitative portion of the study, a purposeful convenience sampling method 

was used, which falls under the broad category of accidental nonprobability sampling. In 

addition to purposeful convenience sampling, snowball sampling was also used to recruit 

the hidden and hard-to-reach API MSM population. Thus, a cross-sectional, correlational 

design using a purposeful convenience sampling coupled with snowball sampling was 

selected for the study because the target population of API MSM is difficult to reach and the 

sampling method was comparatively inexpensive, less time consuming, and less 

cumbersome compared to other sampling methods to arrive at the study results and 

conclusions. 

Quantitative Sample Size Calculation 

For each of the three research questions, there were six independent variables (i.e., 

cultural values, level of acculturation, length of time since HIV diagnosis, age, level of 

education, and income) and one dependent variable (i.e., disclosure behaviors, attitudes, and 

intentions, respectively) thus it was appropriate to conduct a linear multiple regression 

statistical analysis. To calculate the sample size, three interrelated components of effect 

size, alpha level, and power must be available. Because statistical software such as IBM 

Statistical Package for the Social Sciences (SPSS) or Predictive Analytics SoftWare 

(PASW) does not compute power, it is necessary to use G*Power, which is a stand-alone 

power analysis program that can be downloaded free of charge via the Internet (Faul et al., 

2007; Faul et al., 2009; Mayr et al., 2007). G*Power, will be used to determine the 

estimated total sample sizes necessary for a .80 power with a medium effect size.  
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Cohen’s F-squared (f2) was the appropriate size measure to use in the context of 

linear multiple regression analysis (Durlak, 2009). The effect size (Cohen’s f2) conventions 

were as follows when using a linear multiple regression model: 0.02 (small), 0.15 

(medium), and 0.35 (large). According to Durlak (2009), the rule of thumb is to resort to the 

medium effect size when the effect size is not reported, known, or that there is lack of 

consistency from previous studies. Thus, a medium effect size of 0.15 was used in this study 

(Faul et al., 2009). There are five types of power analysis that are available within 

G*Power: a priori analysis, compromise analysis, criterion analysis, post hoc analysis, and 

sensitivity analysis (Faul et al., 2007; Faul et al., 2009; Mayr et al., 2007). An a priori 

analysis was the preferred method over post hoc analysis, allowing control for both Type I 

error probability α (i.e., the probability of incorrectly rejecting the null hypothesis when is 

in fact true) and Type II error probability β (i.e., the probability of incorrectly retaining the 

null hypothesis when it is in fact false) (Faul et al., 2007).  

The following input parameters were entered into G*Power 3.1.9.2 to calculate the 

desired sample size N: effect size f2 0.15, alpha level (α) .05, power (1 – β) .80, and six 

predictors. G*Power calculated the following output parameters: noncentrality parameter λ 

= 14.700, critical F = 2.200, numerator degrees of freedom (df) = 6, denominator degrees of 

freedom (df) = 91, total sample size = 98, and actual power = .80. Therefore, a sample size n 

= 98 was needed for the study to establish a power of .80 based on an alpha level (α) of .05 

and a medium effect size. 
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Quantitative Procedures for Recruitment, Participation, and Data Collection 

Research participants for the quantitative study were recruited from a pool of API 

MSM who are members of Fridae and from other API organizations in the United States. 

Even though members of Fridae may include those outside of the U.S., only U.S. members 

of Fridae were recruited. According to Fridae’s marketing executive, Stéphane Abela, 

Global Team Leader (personal communication, September 16, 2015), there were 16,724 

U.S. members who could be targeted via an electronic or email direct marketing campaign 

for the purpose of recruitment. According to The Williams Institute (2013), there are an 

estimated of 324,600 LGBT API adults in the U.S., which represents 2.8% of all API adults. 

Extrapolating from this data, there is a potential pool of 468 API MSM (or 2.8% of the 

16,724 U.S. Fridae members) who could be eligible to participate in the study.   

An EDM campaign can support the geographical target of individuals for a 

particular country such as the U.S. (S. Abela, Global Team Leader at Fridae, personal 

communication, September 16, 2015). Electronic or email direct marketing is a tool used to 

communicate a commercial message to a potential or existing member via emails. In the 

marketing field, EDM has been shown to generate up to 10% of social network growth 

through this new medium of electronic word of mouth (Dwyer, 2007). In addition to using 

the electronic or email direct marketing campaign, U.S. Fridae members who received the 

email message were encouraged to forward the message to other API MSM to participate in 

the study. The word of mouth method is an example of a snowball sampling method that 

was used to recruit additional study participants in the study.  
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Participants were recruited from Fridae and other API organizations in the United 

States. To be eligible, participants had to be over 18 years old; have been diagnosed with 

HIV/AIDS for more than six months, be able to read and write in English, self-identify as 

API MSM, and have ever engaged in casual sexual behaviors with HIV-negative or 

unknown serostatus partners in the past that resulted in a decision about whether to disclose 

their serostatus. Exclusion criteria include: (1) women; (2) men who do not identify as API 

MSM (e.g., White, Black, or Latino); (3) men who exclusively have sex with women; (4) 

men who have only been with one primary partner in a committed relationship; (5) men 

who exclusively have sex with other HIV-positive partners; (6) MSM who have been 

diagnosed with HIV/AIDS for less than six months because of the great emotional impact of 

finding out one is HIV positive; (7) MSM under the age of 18 years old; (8) MSM who 

cannot speak and understand English; (9) regular injection drug users (i.e., used more than 

once in the past three months); and (10) MSM who have a current major psychiatric 

diagnosis with active psychotic or suicidal symptoms. The decision to exclude regular 

injection drug users and participants who have a co-existing substance use/abuse and/or 

mental or psychiatric condition provided better control of the study and facilitated the ease 

of interpretation of reported serostatus disclosure rates as these could be confounding 

variables. Participation in the study was voluntary. For the quantitative phase of the study, 

participants who completed the anonymous online survey each received a $5.00 Starbucks 

gift card. For the follow-up qualitative phase of the study, participants who completed the 

one-hour open-ended interview each received a $25.00 Starbucks gift card. 
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As mentioned previously, an Internet survey was a viable primary data collection 

method to use for the quantitative portion of the study. The number of Internet users 

continues to rise coupled with the availability of Internet access in metropolitan cities and 

rural and remote areas. Cobanoglu, Warde, and Moreo (2005) compared the response speed, 

response rate, and costs (fixed and variable) of using mail, fax, and web-based surveys and 

found that the response speed was high for both fax and web surveys; the response rate was 

26.27% for mail, 17.0% for fax, and 44.21% for web. The cost for the web method was the 

least ($107.50) compared to the fax method ($119.50) and the mail method ($260.50). 

Solomon (2001) suggested that Internet surveys will continue to grow in popularity despite 

concerns over coverage bias or bias due to sampled people not having or choosing not to 

access the Internet either by choice or circumstance. Wright (2005) conducted a thorough 

review of the advantages and disadvantages of conducting online research studies including 

current features, issues, pricing, and limitations associated with 20 different vendors that 

offered online survey research products and services. Advantages of online survey research 

include access to groups or individuals who are difficult to reach or unique populations (i.e., 

API MSM who are diagnosed with HIV/AIDS); time saving to reach large numbers of 

people with common characteristics in a short amount of time while allowing researchers to 

collect data while they work on other tasks; and cost saving by eliminating the incurred 

costs through postage, printing, and data of a paper format and moving the process to an 

electronic medium (Wright, 2005). Wright (2005) also discussed the disadvantages 

associated with online survey research, which include access issues, sampling issues, 
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generating samples from virtual groups and organizations, and other sampling concerns 

such as self-selection bias.  

Researchers may wish to design and publish survey instruments on the Web to 

collect data using one of the many commercial online survey research vendors based on 

pricing and services (Rudestam & Newton, 2015). For reasons of practicality and economy, 

I used the online service SurveyMonkey to create the web-based questionnaires and survey 

for the quantitative phase of the study. SurveyMonkey (2015) is the world’s most popular 

online survey tool offering numerous plans and pricing. Some of the analytic features 

include real-time results, text analysis, SPSS integration, custom reporting, and filter and 

cross-tabbing (SurveyMonkey, 2015). SurveyMonkey is HIPAA-compliant and allows 

researchers to create surveys and questionnaires and to collect responses from various users 

of the Internet. The online survey will be self-administered and anonymous, which will limit 

researcher bias and facilitate participants’ responses on sensitive topics such as HIV-

positive serostatus disclosure. The survey will be administered online to reach a broad 

sample of API MSM in multiple locations and cities with minimum time and expense.  

The anonymous, online survey included a cover page that included the following: 

background information of the study, the purpose and aims of the study, participants’ 

inclusion and exclusion criteria, information about the measures and instruments used and 

the expected time to complete the survey, the voluntary nature of the study, the potential 

risks and benefits of participating in the study, privacy information, details of data 

protection and participant confidentiality, participants’ right to withdraw from the study, 

and contact information for me and Walden University. The cover page could be printed 
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and saved by the study participants. Participants were able to provide consent online by 

responding to the statement of consent question on the consent form page by selecting either 

“I Agree” or “I Do Not Agree” acknowledging that they understood and agreed to the terms 

described in the consent form. Thus, the participants were required to read the electronic 

informed consent page and then make the decision to agree or disagree to participate in the 

study by clicking the “Next” button or by closing the Web page and exiting the survey page, 

respectively. By clicking the “Next” button, the survey questionnaire will be activated for 

the participants to complete the survey questions. Participants were encouraged to answer 

all questions within the survey but had the freedom to skip questions and to move back and 

forth the pages of the active survey questions as they wish. Participants could access the 

survey questions multiple times by saving the answers to return at a later time, if needed. 

However, once the survey was submitted, participants were not able to access the survey 

questions to make further changes. The last page of the online survey included a “thank 

you” page thanking the participants for their participation. There were no follow-up or 

debriefing procedures for this study. However, the results of the online survey were made 

available online to those who have access to the original survey by accessing another URL 

link provided in the survey end page. The results of the online survey were delivered in 

Microsoft Word, PDF, and SPSS document by SurveyMonkey with secured password. Data 

will be stored on a secure server, only accessible by me. 

Data were collected through an anonymous, self-completed online survey. The 

survey was cross-sectional and was made available for eligible participants for 12 months. 

No identifying information from the participants was collected allowing for confidential 
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responses. The confidential format facilitated sample recruitment and limited the potential 

for participants’ response bias that could be associated with the stigma of having HIV/AIDS 

and other potential stigmatizing sexual behaviors such as having casual sex with HIV-

negative or unknown serostatus partners. The online survey was divided into seven sections: 

(a) Welcome to the HIV-Positive Disclosure and Asian Pacific Islander Men Who Have Sex 

with Men Survey! Page; (b) Consent Form; (c) Demographics; (d) Culture Orientation 

Scale; (d) Individual Cultural Values Scale (CVSCALE); (e) Asian American 

Multidimensional Acculturation Scale (AAMAS); and (f) HIV-Positive Disclosure Scale. 

The first section was used to assess participant eligibility. Eligible participants were allowed 

to proceed into the survey, while ineligible participants were directed to the end of the 

survey and thanked for their time. The demographic characteristics section included 

questions related to age, race and ethnicity, length of time since HIV-positive diagnosis, 

casual sexual behavior, level of education, and income level. Details of the demographic 

characteristics questions of the questionnaire are provided in Appendix A. 

Quantitative Instrumentation and Operationalization of Constructs 

To answer the research questions in this study, the following instruments were used 

in addition to the demographic characteristics questions: (a) Culture Orientation Scale 

(Triandis & Gelfand, 1998) (Appendix B); (b) Individual Cultural Values Scale 

(CVSCALE) (Yoo et al., 2011) (Appendix C); (c) Asian American Multidimensional 

Acculturation Scale (AAMAS) (Chung, Kim, & Abreu, 2004) (Appendix D); and (d) an 

HIV-positive disclosure scale developed by Serovich et al. (2009) (Appendix E) specifically 
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to target casual sexual partners. Permission to copy, distribute, and use these four scales 

were obtained from the developers of these instruments for use in the study. 

Culture Orientation Scale. Triandis and Gelfand (1998) defined and expanded on 

Hofstede’s individualism-collectivism cultural dimensions by adding the two additional 

horizontal (emphasizing equality) and vertical (emphasizing hierarchy) constructs. In four 

studies, Triandis and Gelfand (1998) demonstrated the viability of the four constructs of 

horizontal collectivism (H-C), vertical collectivism (V-C), horizontal individualism (H-I), 

and vertical individualism (V-I). The factor loadings for horizontal and vertical 

individualism and collectivism ranged from .45 to .68 signifying that the orthogonal factors 

strongly affect the variable using the time-honored rule of thumb that a substantial loading 

is .40 or higher (Triandis & Gelfand, 1998). Specifically, in Study 1, Triandis and Gelfand 

(1998) confirmed that the four constructs of H-C, V-C, H-I, and V-I were empirically 

supported via factor analysis both in the United States and Korea. In Study 2, Triandis and 

Gelfand (1998) determined that the Culture Orientation Scale has sufficient convergent and 

divergent validity by measuring the constructs using multitrait-multimethod matrices. For 

instance, the correlation between the attitude and scenario measurements for H-C was .41, 

.51 for V-I, .29 for V-C; and .11 for H-I (Triandis & Gelfand, 1998). For divergent validity, 

there was differentiation between horizontal and vertical aspects within the scenarios (r = 

−.50) and the attitude items (r =.30) as well as across methods (rs = .20 and −.20, 

respectively) (Triandis & Gelfand, 1998). The convergent and discriminant validity 

coefficients (rs) help define the construct validity of the measure (Westen & Rosenthal, 

2003). Thus, the analysis from Study 2 indicated the constructs of the Culture Orientation 
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Scale generally had good convergent and divergent validity (Triandis & Gelfand, 1998). 

The results of Study 3 provide further support for the distinctions among the four cultural 

patterns (Triandis & Gelfand, 1998). Finally, in Study 4, Triandis and Gelfand (1998) were 

able to show the relationships of the measurement of the four constructs to some of the 

measures used by other researchers.  

Appendix B provides the details of the 16-item Culture Orientation Scale developed 

by Triandis and Gelfand (1998) to measure the four dimensions of individualism and 

collectivism. The 16 items in the scale provide four scores. The four dimensions of 

individualism and collectivism (i.e., H-C, H-I, V-C, and V-I) are categorical variables 

represented on a nominal scale and captured in a Likert format. All items are answered on a 

9-point scale, ranging from 1 = strongly disagree and 9 = strongly agree. Participants are 

instructed to enter a 5 if they are unsure or think that the statement does not apply to them. 

For example, a participant would enter a 5 if he is unsure or think that the following 

statement does not apply: “Winning is everything.” Each dimension’s items are summed up 

separately to create a H-C, H-I, V-C, and V-I score. The summed scores of each of the four 

constructs will be computed. The mean and standard deviation of the 16 scores will be 

computed and then each score will be converted for each participant by subtracting the 

mean and dividing by the standard deviation. The resulting score for each participant will be 

between −3 and +3 standard deviations. That is, one high score will emerge for each 

participant representing one of the four attributes (i.e., H-C, H-I, V-C, and V-I) that is 

emphasized by the participant in relation to the other three attributes.  
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Individual Cultural Values Scale (CVSCALE). The Individual Cultural Values 

Scale (CVSCALE) is a 26-item five-dimensional scale of individual cultural values to 

assess Hofstede’s cultural dimensions at the individual level (Yoo et al., 2011). Before 

using this instrument, it is important to assess the reliability and validity of the CVSCALE. 

The authors took the appropriate measures to ensure that the CVSCALE was 

psychometrically sound so that other researchers could be confident using the scale to 

measure individual cultural orientations. To generate an appropriate pool of items, Yoo et 

al. (2011) first chose and modified items from the HERMES values questions, which were 

Hofstede’s original questions, and the Values Survey Module 1994 (an improved and 

shortened version of the HERMES questions, and Hofstede’s other works). Next, Yoo et al. 

(2011) adopted some of Bochner and Hesketh’s (1994) items. The original pool of 230 

items was then reviewed for their fit to corresponding dimensions before Yoo et al. (2011) 

selected 125 items for pilot testing. The cultural orientation items were then evaluated using 

5-point Likert-type scales and then administered to 196 undergraduate students in the 

United States to check for wording (Yoo et al., 2011). After this evaluation, 86 newly 

worded items were administered to another sample of 116 American undergraduate students 

to obtain items that provided appropriate reliability (Yoo et al., 2011). A total of 39 reliable 

candidate items (9 for power distance, 6 for uncertainty avoidance, 6 for masculinity, 8 for 

collectivism, and 11 for long-term orientation) were retained with satisfactory reliability 

ranging from .74 to .91 after a series of item-selection procedures (Yoo et al., 2011). During 

the next phase of scale development, Yoo et al. (2011) used new samples independent of the 

previous ones to test, purify, and finalize the items of the CVSCALE. 
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Yoo et al. (2011) then analyzed and compared the data separately by surveying three 

separate samples of American, Korean-American, and South Korean undergraduate 

students. Yoo et al. (2011) analyzed the pooled sample using the Leung and Bond technique 

(1989), called an individual level multicultural factor analysis. This technique includes the 

two steps of within-subject standardization and within-culture standardization to ensure that 

the variables have a zero mean and unity standard deviation within each culture, thereby 

eliminating the patterning effect of culture (Yoo et al., 2011).They then conducted factor 

analysis using orthogonal rotation for the items and eliminated weakly correlated and cross-

loaded items, resulting in the 26-item CVSCALE of five cultural orientation factors for each 

of the following three individual samples, explaining for 44.5% of the total variance for the 

pooled data: 49.0% for Americans, 47.9% for Korean-Americans, and 40.7% for Koreans. 

The developers noted the total variance was similar to Hofstede’s (2001) country-level 

analysis in which 49% of the total variance was explained.  To confirm for discriminant and 

convergent validity of the measures, Yoo et al. (2011) conducted a factor analysis using 

oblique rotation, which produced similar factor patterns.  

Yoo et al. (2011) also conducted a confirmatory factory analysis for the pooled 

sample “to detect and confirm the clear multidimensionality of the five cultural dimensions 

as asserted by Hofstede” (p. 199). The authors concluded that the overall fit of the 

measurement model was “excellent” and that despite the large number of items considered, 

“no substantial departures from unidimensionality were observed” (Yoo et al., 2011, p. 

199). “The composite reliability estimates, which are evidence of convergent validity 

(Fornell & Larker, 1981), were acceptable: .62 for power distance, .71 for uncertainty 
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avoidance, .76 for collectivism, .70 for long-term orientation, and .68 for masculinity” (Yoo 

et al., 2011, p. 199). Yoo et al. (2011) then validated the CVSCALE by validating the 

measurement model of the scale, testing the measurement invariance of the scale, and 

validating the CVSCALE in different countries. For example, Prasongsukarn (2009) tested 

the reliability and validity of Yoo et al.’s CVSCALE in Thailand using the reliability 

analysis of Cronbach’s alpha, exploratory factor analysis (EFA) as well as confirmatory 

factor analysis (CFA) and found high internal consistency and face, convergent, and 

discriminant validity. As of March 2014, the reliability of CVSCALE has been reported in 

34 different journal articles with different sample types (Yoo et al., 2011).  

Appendix C provides the details of the 26-item five-dimensional Individual Cultural 

Values Scale (CVSCALE) to assess Hofstede’s cultural dimensions at the individual level 

(Yoo et al., 2011: power distance (PO), uncertainty avoidance (UN), collectivism (CO), 

masculinity (MA), and long-term orientation (LT). The breakdown of the number of items 

that assess the five dimensions is as follows: five items for PO, five items for UN, six items 

for CO, four items for MA, and six items for LT, respectively. The cultural dimension items 

are evaluated using a 7-point Likert-type scales anchored as 1 = extremely unimportant to 

me and 7 = extremely important to me for the long-term orientation dimension, and 1 = 

strongly disagree and 7 = strongly agree for the remaining four dimensions of power 

distance, uncertainty avoidance, collectivism, and masculinity. Each dimension’s items are 

summed up separately to create a PO, UN, CO, MA, and LT score. The summed scores of 

each of the five dimensions will be computed. The mean and standard deviation of the 26 

scores will be computed and then each score will be converted for each participant by 
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subtracting the mean and dividing by the standard deviation; the score for each participant 

will be between −3 and +3 standard deviations. That is, one high score will emerge for each 

participant representing one of the five dimensions (i.e., PO, UN, CO, MA, and LT) that is 

emphasized by the participant in relation to the other four cultural dimensions. 

Asian American Multidimensional Acculturation Scale (AAMAS). As the name 

implies, the Asian American Multidimensional Acculturation Scale is a multidimensional 

scale to “allow for a more complex assessment of acculturation level of Asian Americans 

and its relationship to psychological functioning” (Chung et al., 2004, p. 66). There were 

three principles that guided the development of the AAMAS: (1) to be orthogonal and 

distinguish between the dimensions of acculturation to host culture and Asian culture of 

origin; (2) inclusion of pan-ethnic Asian American dimension; and (3) ease of use with 

multiple Asian ethnic groups (Chung et al., 2004). The specific items for the AAMAS were 

adapted largely from the Suinn-Lew Asian Self-Identity Acculturation Scale (SL-ASIA) and 

converted to a multilinear format (Chung et al., 2004). Consequently, the AAMAS 

comprises three scales: (1) AAMAS – Culture of Origin (AAMAS-CO), (2) AAMAS – 

Asian American (AAMAS-AA), and (3) AAMAS – European American (AAMAS-EA) 

(Chung et al., 2004). The pan-ethnic AAMAS-AA is unique to the AAMAS.  

The results of three separate studies provide strong and ample evidence of 

AAMAS’s reliability and validity. The instrument was tested with different Asian-American 

racial/ethnic groups including Chinese, Filipino, Japanese, Korean, and Vietnamese (Chung 

et al., 2004; Zhang & Tsai, 2014). In an extensive review that included 15 different 

assessments of acculturation, Zhang and Tsai (2014) noted that the AAMAS was cited 159 
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times based on PsychInfo data gathered through April 2014, indicating the popularity of the 

assessment. To examine the psychometric properties of the AAMAS, Chung et al. (2004) 

prepared a questionnaire that consisted of the three AAMAS scales, the Cultural 

Identification Scale (CIS; Oetting & Beauvais, 1991), and the Intergenerational Conflict 

Inventory (ICI; Chung, 2001). The validity of the AAMAS was tested and it was found that 

the concurrent validity was moderately correlated with SL-ASIA, convergent validity was 

correlated with generational status, and discriminant validity was not correlated with 

Intergenerational Conflict Inventory (Chung et al., 2004; Zhang & Tsai, 2014). The 

reliability of the AAMAS ranged from 0.78 to 0.87 (Chung et al., 2004; Zhang & Tsai, 

2014). Chung et al. (2004) concluded that “the combined evidence of the exploratory and 

confirmatory factor analyses with the alpha coefficients suggests that the four-factor 

structure within each of the AAMAS cultural dimensions is reliable and valid” (p. 79).  

Appendix D provides the details of the 45-item AAMAS to measure the level of 

acculturation using a multidimensional model that is applicable across multiple Asian 

American ethnicities including the description of the scale, reliability data for the three 

AAMAS scales, and scoring instructions. The level of acculturation variable is represented 

on an ordinal scale and captured in a Likert format. The AAMAS scale consists of 15 items 

and uses a 6-point Likert type scale ranging from 1 = not very well to 6 = very well. One of 

the items (item #15) is worded in a reverse direction and therefore needs to be reverse-

coded before scoring. There are four subscales within the AAMAS scale assessing specific 

domains of acculturation: language (4 items; items #1 – #4), food consumption (2 items; 

items #5 – #6), cultural knowledge (3 items; items #7 – #9), and cultural identity (6 items; 
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items #10 – #15). The total score for each of the three AAMAS scales (i.e., AAMAS-CO, 

AAMAS-AA, and AAMAS-EA) will be tabulated by adding together all of the responses to 

“a” (your own Asian culture of origin), “b” (other Asian groups in America), and “c” (the 

White mainstream groups) for all 15 items. Finally, to obtain the scale score for each 

participant, the total score for each cultural dimension will be divided by 15.  

HIV-Positive Disclosure Scale. Serovich et al. (2009) developed a scale that is used 

specifically to assess the disclosure behaviors, attitudes, and intentions to casual sexual 

partners. The author-derived instrument is comprised of three 14-item scales, one for each 

of the primary outcomes of behaviors, attitudes, and intentions. “I should disclose when … 

[specific sexual situation]” is an example question that assesses attitudes; “I intend to 

disclose when … [specific sexual situation]” is an example question that assesses intention; 

and “I disclosed when … [specific sexual situation]” is an example question that assesses 

disclosure behavior (Serovich et al., 2009, p. 210). The scale uses a 5-point Likert-type 

format.  

Disclosure Behaviors: Disclosure behaviors were operationalized by the 14 items 

using Serovich et al.’s (2009) HIV-Positive Disclosure Scale asking API MSM participants 

about their HIV-positive disclosure behavior to casual sexual partners. For example, “I have 

disclosed my HIV status to … of my sexual partners to whom I gave oral sex with a 

condom.” Items will be scored using a 5-point Likert-type scale with values ranging from 

None (1) to All (5). Thus, the HIV-positive disclosure behavior is a categorical variable 

represented on an ordinal scale and captured in a Likert format. 
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Disclosure Attitudes: Disclosure attitudes were operationalized by the 14 items using 

Serovich et al.’s (2009) HIV-Positive Disclosure Scale asking API MSM participants about 

their HIV-positive disclosure behaviors to casual sexual partners. For example, “People 

with HIV should disclose their status to sexual partners to whom they give oral sex with a 

condom.” Items will be scored using a 4-point Likert-type scale with values ranging from 

Strongly disagree (1) to Strongly agree (4). Thus, the HIV-positive disclosure attitude is a 

categorical variable represented on an ordinal scale and captured in a Likert format. 

Disclosure Intentions: Disclosure intentions were operationalized by the 14 items 

using Serovich et al.’s (2009) HIV-Positive Disclosure Scale asking API MSM participants 

about their HIV-positive disclosure intentions to casual sexual partners. For example, “I 

plan to tell my future sexual partners to whom I give oral sex with a condom about my HIV 

status.” Items will be scored using a 4-point Likert-type scale with values ranging from 

Strongly disagree (1) to Strongly agree (4). Thus, the HIV-positive disclosure intention is a 

categorical variable represented on an ordinal scale and captured in a Likert format. 

For the measurement of attitudes and intentions, the Likert-responses ranged from 

strongly disagree to strongly agree; while the scale responses include the five frequency-

based alternatives (1 = none, 2 = a few, 3 = about half, 4 = most, 5 = all) for the behavior 

items (Serovich et al., 2009). Serovich et al. (2009) conducted an analysis of the internal 

consistency reliability of each scale utilizing Cronbach’s alpha and found that initial results 

indicated a high reliability (.95 – .98) for each of the three disclosure risk scales. Serovich et 

al. (2009) also published the following psychometric properties for the three scales: 
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Item/total correlations for each item on each scale were also high. A principal 

components analysis using oblique rotation (direct oblimin) was used in light of the 

anticipated correlation between the scales. The three-factor solution accounted for 

55% of the total variance. Examination of the pattern matrix confirmed that each of 

the scale items loaded solely on the hypothesized construct. (pp. 210-211). 

Brown et al. (2015) used Serovich et al.’s (2009) HIV-Positive Disclosure Scale in a 

recent study to assess the associations between being 50 and older, and disclosure 

behaviors, attitudes, and intentions. The 340 MSM participants who participated in the 

study were recruited from two metropolitan areas (Columbus, OH, and Tampa, FL) among 

a pool of 830 people who were screened (Brown et al., 2015). In this study, Brown et al. 

(2015) reported that the standardized Cronbach’s alpha for the disclosure behavior measure 

was 0.97, for the disclosure attitude was 0.94, and for the disclosure intention measure was 

0.95.  

Appendix E provides the details of Serovich et al. (2009) HIV-Positive Disclosure 

Scale to measure disclosure behaviors, attitudes, and intentions to sexual partners. Total 

scores for each measure will be the summed scores of the 14 items for each disclosure 

measure for behaviors, attitudes, and intentions. That is, each participant will have three 

separate summed scores for each disclosure measure of behaviors, attitudes, and intentions.  

Operationalization   

To answer the three research questions, participants provided responses to five 

demographic questions (Appendix A). Race, age, length of time since diagnosis, and level 

of education are categorical variables represented as ordinal scales and divided into 12, five, 
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six, and eight groups, respectively. While, income level of participants is a categorical 

variable represented as a nominal scale and divided into six groups. The demographic 

questions, responses, and the corresponding coding for each demographic question are 

depicted in Table 1. 

Table 1 

Demographic Questions, Responses, and Corresponding Coding Variables 

Question 

Number 

Question 

 

Responses Coding 

Variables 

1 What is your 

race? 

Asian Indian 1 

Cambodian 2 

Chinese 3 

Filipino 4 

Japanese 5 

Korean 6 

Native Hawaiian and Other Pacific Islander – 

Hawaiian, Guamanian or Chamorro, Samoan, 

or other Pacific Islanders 

7 

Thai 8 

Vietnamese 9 

Other Asian – Hmong, Indonesian, Laotian, 

Malaysian, Pakistani, etc. 

10 

Other Pacific Islander – Fijan, Tongan, etc. 11 

Two or more races 12 

2 What is your 

current age? 

18-30 years old 1 

31-40 years old 2 

41-50 years old 3 

51-60 years old 4 

61 years old and above 5 

3 How long 

ago since 

you have 

been 

diagnosed 

with 

HIV/AIDS? 

 

6 months – 1 year 1 

2 years – 5 years 2 

6 years – 10 years 3 

11 years – 15 years 4 

16 years – 20 years 5 

More than (>) 21 years 6 
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Table 1 Continued 

 

Question 

Number 

Question 

 

Responses Coding 

Variables 

4 What is the 

highest 

degree or 

level of 

education 

you have 

completed? 

Some high school, no diploma 1 

High school graduate, diploma, or equivalent 

(e.g., GED) 

2 

Some college credit, no degree 3 

Trade / technical / vocational training 4 

Associate’s degree 5 

Bachelor’s degree 6 

Master’s degree 7 

Doctoral degree 8 

5 What is your 

current 

annual 

income? 

$0 to $19,999 1 

$20,000 to $39,999 2 

$40,000 to $59,999 3 

$60,000 to $79,999 4 

$80,000 to $99,999 5 

$100,000 or higher 6 

 

The six income groups were used to facilitate ease of data analysis as compared to 

the more granular 20 groups that have been cited by the Congressional Research Service 

(Elwell, 2014). There is also no consistency in the number of income groups used by 

previous researchers (Crepaz & Marks, 2003; Marks & Crepaz, 2001; Klitzman, 1999; 

Obermeyer et al., 2011; Sullivan, 2005; Zea et al., 2003; Zea et al., 2004) to assess level of 

income. 

Quantitative Data Analysis Plan  

The survey responses were accessed online through a secure uniform resource 

locator (URL) dedicated specifically for this study. The results from the online survey were 

entered and analyzed using the IBM Statistical Package for the Social Sciences (SPSS) 

Version 21 data set. The SPSS software is widely used by health researchers to manage data 
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and to conduct statistical analysis in social science. The SPSS software was selected 

because the tool has the ability to analyze and manipulate data quickly; has a variety of 

statistical methods and graphs available to investigators; and has the capability of storing 

output results in separate files. The SPSS software can automate the data screening and data 

cleaning process of identifying and rectifying potential errors in survey data before 

performing final statistical analysis of the data collected. Data from the online 

SurveyMonkey website did not include any potential personal identifiers such as Internet 

Protocol (IP) addresses, names, or email addresses of research participants before 

transferring them to the SPSS software.  

It is necessary to conduct a manual, initial data screening and data cleaning exercises 

before conducting descriptive and statistical analyses. The issue of missing data is 

particularly relevant when participants have to complete long questionnaires (Field, 2013). 

To address for missing data, a value of 99 was assigned to indicate that the participant failed 

to provide a response for a particular question, statement, or item of the scale. The value of 

99 was selected because this value cannot occur in the data that were collected. I used SPSS 

to specify missing values by clicking in the column labeled Missing in the variable view and 

then clicked on “...” to activate the Missing Values dialog box (Field, 2013). The SPSS 

software performed final data cleaning using the frequency technique to detect transcription 

errors that may have occurred during data entry into the SPSS. If there are errors, I repeated 

the process of importing data into SPSS. Missing data were eliminated from the analysis. 

The overarching aim of this study was to determine what factors may influence 

HIV-positive serostatus disclosure behaviors, attitudes, and intentions to casual sexual 
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partners in API MSM. Three research questions with their hypotheses testing and statistical 

methods for analysis were addressed as noted earlier in this chapter. Descriptive statistics 

including frequencies, percentages, means, standard deviations, and ranges were used to 

describe the participants and disclosure behaviors, attitudes, and intentions based on cultural 

values, level of acculturation, length of time since HIV diagnosis, age, level of education, 

and income level.  

Linear multiple regression was appropriate when there are multiple independent 

variables (i.e., cultural values, level of acculturation, length of time since HIV diagnosis, 

age, level of education, and income) and one dependent variable (i.e., HIV-positive 

disclosure behaviors, attitudes, and intentions) for each of the three research questions. 

Multivariate analyses using linear multiple regression were employed to assess the 

association between cultural values, level of acculturation, length of time since HIV 

diagnosis, age, level of education, and income and HIV-positive disclosure behaviors, 

attitudes, and intentions, respectively. For example, to examine predictors of HIV-positive 

disclosure behaviors, a multiple regression analysis of the overall disclosure index was 

conducted by entering the following independent variables into the equation 

simultaneously: cultural values, level of acculturation, length of time since HIV diagnosis, 

age, level of education, and income. This process was repeated for the HIV-positive 

disclosure attitudes and intentions multiple regression models, respectively. 

There are several ways in which variables can be entered into a multiple regression 

model. Field (2013) discussed the following three methods of regression: hierarchical 

regression (blockwise entry), forced entry, and stepwise methods. According to Field 
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(2013), stepwise regressions are not recommended and frowned upon by statisticians 

because this method relies on the computer selecting variables based upon mathematical 

criteria. Hierarchical regression predictors are selected based on theories and previous 

research studies. That is, known predictors were entered first into the model in order of their 

importance in predicting the outcome (Field, 2013). Based on the review of the literature, 

the following independent variables were entered first: length of time since HIV diagnosis, 

age, level of education, and income. Next, the two new predictors of cultural values and 

level of acculturation that are unique to this study were entered next into the multiple 

regression model. Alternatively, the forced entry method may be used in which all 

predictors are forced or entered into the model simultaneously (Field, 2013). Similar to the 

hierarchical regression, the forced entry method relies on sound theoretical reasons for 

including the chosen predictors (Field, 2013).  

Once the multiple regression model was constructed, it was appropriate to assess 

how well the model fit the data from which it was generated. To do this, it was necessary to 

confirm the goodness of fit of the model and the statistical significance of the estimated 

parameters. Stated differently, the goodness of fit is an index to measure how well the data 

predicted by the model correspond to the data that were actually collected (Field, 2013). 

One commonly used test to confirm for the goodness of fit of the model is to examine the R-

squared coefficient of determination. Using SPSS, the R2 value can be calculated in the 

multiple regression model. Therefore, R2 provides a useful measure of how well a model fits 

in terms of squared distance from points to the best fitting line (Field, 2013). 
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The main underlying assumptions when using multiple regression or multivariate 

analysis method include the following: additivity and linearity, independent errors, 

homoscedasticity, and normally distributed errors (Field, 2013). For additivity and linearity, 

the outcome variable should be linearly related to any of the predictor variables. In this 

study with multiple predictor variables, the combined effect should be additive. If this 

assumption is not met, then the model is invalid. When this assumption is violated, then it is 

necessary to transform the outcome and predictor variables to make their relationships 

linear (Field, 2013).  

The assumption of independent errors requires that the residual terms for any two 

observations should uncorrelated, which is sometimes described as a lack of autocorrelation 

(Field, 2013). When the assumption of independent errors is violated, then the confidence 

intervals and significance tests will be invalid. This assumption can be tested with the 

Durbin-Watson test, which tests for serial correlations between errors (Field, 2013). When 

using the Durbin-Watson test, the value can range between 0 and 4. Specifically, a value 

greater than 2 indicates a negative correlation, where a value below 2 indicates a positive 

correlation between adjacent residuals, respectively (Field, 2013). Even if the assumption of 

independent errors is violated, the estimates using the method of least squares will still be 

valid but not optimal in terms of the model parameter themselves (Field, 2013). 

The third assumption is homoscedasticity. This means that the residuals at each level 

of the predictors should have the same variance (Field, 2013). When this assumption is 

violated, then the confidence intervals and significance tests will be invalid. Similar to the 

assumption of independent errors, when homodescedasticity is violated, the estimates using 
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the method of least squares will still be valid but not optimal in terms of the model 

parameter themselves (Field, 2013). Additionally, “this problem can be overcome using 

weighted least squares regression in which each case is weighted by a function of its 

variance” (Field, 2013, p. 311). 

The fourth assumption that needs to be considered when using multiple regression or 

multivariate analysis method is to ensure that there are normally distributed errors. “This 

assumption simply means that the differences between the model and the observed data are 

most frequently zero or very close to zero” (Field, 2013, p. 311). It is important to not 

confuse this assumption with the idea that predictors have to be normally distributed. For 

this study, it is assumed that the residuals and the variables in the model are random and 

normally distributed with a mean of 0. To assumption can easily be addressed by 

bootstrapping the confidence intervals, which is a technique from which the sampling 

distribution of a statistic is estimated by taking repeated samples (with replacement) from 

the data set (Field, 2013). 

Violating any of the above assumptions will have implications mainly for 

significance tests and confidence intervals. That is, if confidence intervals are inaccurate, 

then it is not possible to accurately estimate the likely population value when these 

assumptions are broken (Field, 2013). Consequently, the multiple regression model cannot 

be generalized to the population. Conversely, when the assumptions are met, then, “on 

average the regression model from the sample is the same as the population model” (Field, 

2013, p. 312). 
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Qualitative Procedures for Recruitment and Sampling Procedures 

For the qualitative phase of the study, participants were recruited from API MSM 

organizations in Los Angeles County and Orange County, California. Participants did not 

have to initially complete the anonymous, online survey from the quantitative phase of the 

study. That is, participants could participate only in the qualitative phase of the two-phase, 

mixed methods sequential explanatory study without having participated in the initial 

quantitative phase of the study and vice versa.  

It is appropriate to consider the research questions or purpose, time frame of the 

study, and resources available when deciding on the most appropriate sampling strategy for 

a phenomenology study. The following are several common qualitative sampling strategies 

for purposefully recruiting information-rich cases: extreme or deviant case sampling, 

intensity sampling, maximum variation sampling, homogeneous sampling, typical case 

sampling, critical case sampling, snowball or chain sampling, criterion sampling, theory-

based or operational conduct or theoretical sampling, confirming and disconfirming 

sampling, stratified purposeful sampling, opportunistic or emergent sampling, purposeful 

random sampling, sampling politically important cases, convenience sampling, and 

combination or mixed purposeful sampling (Patton, 2002). Onwuegbuzie and Leech (2007) 

provided a framework for developing sampling designs in qualitative research. Specifically, 

they argued that there are three distinct sampling strategies of inquiry: (1) parallel sampling 

designs, (2) nested sampling designs, and (3) multilevel sampling designs. Furthermore, 

they discussed the following types of generalization in qualitative research: statistical 

generalization, case-to-case transfer, analytical generalization, external statistical 
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generalization, and internal statistical generalization. After reviewing the numerous options 

and recommendations of non-probabilistic sampling strategies to target the population for 

this study, a purposeful convenience sampling coupled with snowball sampling was 

selected. Similar to the quantitative phase of the study, this sampling method was 

comparatively inexpensive, less time consuming, and less cumbersome compared to other 

sampling methods to arrive at the study results and conclusions and to target the difficult to 

reach and hidden population of API MSM who have been diagnosed with HIV and have 

experienced the complex decision regarding self-disclosure of their HIV serostatus to casual 

sexual partners. 

Qualitative Sample Size 

The sample size that would be used for this phenomenology research study had to be 

determined. Even though the need to generalize to a (larger) population was not paramount 

in the decision-making process, it was important to determine the sample size prior to the 

commencement of the study. Patton (2002) argued that there are no true rules for sample 

size in qualitative inquiry. Instead, it was important to consider the validity, 

meaningfulness, and insights generated from qualitative inquiry and focus more on the 

information richness of the participants recruited and observational/analytical capabilities of 

the researcher than with sample size (Patton, 2002). When it comes to deciding the number 

of participants to be interviewed or studied in qualitative research, Guest, Bunce, and 

Johnson (2006) recommend that researchers should rely on the concept of “saturation,” or 

“the point at which no new information or themes are observed in the data” (p. 59). To 

attain the saturation or redundancy point, researchers should determine when the sample 
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size is large enough that there is nothing left to learn from adding more participants. When a 

researcher realizes that there are no new emerging concepts or themes, the sample size 

should be sufficient. When determining the appropriate sample size, qualitative researchers 

also need to consider that the present sample size should represent the variation within the 

target population of interest. Mason (2010) examined 560 Ph.D. studies using qualitative 

approaches and found that the mean sample size was 31 and the “distribution was non-

random, with a statistically significant proportion of studies, presenting sample sizes that 

were multiples of ten” (p. 1). In phenomenological studies, data collection often consists of 

in-depth and multiple interviews with participants. Polkinghorne (1989) recommends that 

researchers interview from 5 to 25 individuals who have all experienced the phenomenon. 

Using this as a rule of thumb, it would be logical to conduct in-depth interviews of 8 to 10 

API MSM participants (i.e., sample size) for the phenomenology phase of the study as these 

numbers were the median numbers between the recommended 5 to 25 individuals according 

to Polkinghorne (1989). 

Qualitative Instrumentation 

To further expand, explore, explain, build, and connect on the quantitative results, 

eight, in-depth semistructured interviews lasting no longer than 60 minutes were conducted 

for API MSM individuals who have experienced the phenomenon of HIV-positive 

disclosure behaviors, attitudes, and intentions to casual sexual partners. 

The participants were asked two broad, general questions: What have you 

experienced in terms of the HIV-positive disclosure to casual sexual partners phenomenon? 

What contexts or situations have typically influenced or affected your experiences of the 
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phenomenon? Other open-ended questions were also asked to further expand, explore, 

explain, build, and connect on the quantitative results. The questions asked helped 

participants to express themselves freely in their own words; facilitated a deeper exploration 

into the complex phenomenon of HIV-positive disclosure to casual sexual partners; and led 

to a richer description, explanation, understanding, and connection to the quantitative 

results. Appendix F provides the details of the Qualitative Study Interview Guide. 

Qualitative Data Analysis Plan 

Unquestionably, data analysis in qualitative research is the most complex and 

mysterious of all of the phases of a qualitative project. Before diving into the minutia of the 

data analysis strategies, it is necessary to discuss the overarching strategies and the data 

analysis spiral coined by Creswell (2013). Creswell discussed three different qualitative 

data analysis strategies from three different authors: Madison (2005), Huberman and Miles 

(1994), and Wolcott (1994). The data analysis strategies that these qualitative authors 

proposed have many similarities: coding the data, combining the codes into broader 

categories, and displaying and making comparisons in the data, tables, and charts (Creswell, 

2013). From this, Creswell (2013) coined the concept of the data analysis spiral. The 

interrelated steps or processes of data analysis suggested by Creswell include data 

collection; data management; reading and memoing; describing, classifying, and 

interpreting data into codes and themes; interpreting the data; and representing and 

visualizing the data. 

Specific to the phenomenology approach or tradition of qualitative inquiry, 

interview transcripts and field notes from open-ended, semistructured, and exploratory 
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interviews were analyzed. According to Moustakas (1994), this step is called 

horizontalization. Next, clusters of meaning were developed from significant statements 

into themes. From there, description of what the participants experienced (or textural 

description) and description of the context or setting that influenced how the participants 

experienced the HIV-positive disclosure phenomenon (or imaginative variation or structural 

description) were written (Creswell, 2013). Finally, a composite description was composed 

to capture the essence of the phenomenon, called the essential, invariant structure (or 

essence) (Creswell, 2013). The output of this process was a descriptive passage of the 

underlying structure of the phenomenon “that discusses the essence of the experience for 

individuals incorporating ‘what’ they have experienced and ‘how’ they experienced it”, 

which is a defining feature and culminating aspect of a phenomenological study (Creswell, 

2013, p. 79).  

Similar to the qualitative data analysis plan described above, Colaizzi’s method of 

phenomenological analysis has been successfully used by other authors. The following steps 

represent Colaizzi’s seven-step method for phenomenological data analysis: 

1. Transcribing all the subjects’ descriptions. 

2. Extracting significant statements [statements that directly relate to the 

phenomenon under investigation]. 

3. Creating formulated meanings. 

4. Aggregating formulated meanings into theme clusters. 

5. Developing an exhaustive description [that is, a comprehensive description of 

the experience as articulated by participants]. 
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6. Identifying the fundamental structure of the phenomenon. 

7. Returning to participants for validation (cited in Edward & Welch, 2011). 

Shosha (2012) summarized the flow of Colaizzi’s strategy for phenomenological 

data analysis in Figure 2.  

 

Figure 2. A summary of Colaizzi’s strategy for phenomenological data analysis (created by 

Shosha, 2012; Permission was obtained from the author to use the figure above.) 
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Given the anonymous and confidential nature of this phenomenological study, 

participants’ names or other identifiable information were not collected. Therefore, step 7 of 

Collazzi’s method for phenomenological data analysis was eliminated. That is, a follow-up 

appointment returning to participants for validation of exhaustive description and its 

fundamental structure was not implemented.  

To organize and manage the volume of interview transcripts and field notes, I used 

QSR NVivo, a qualitative data management computer software, to facilitate the data 

management process. The interview responses were organized, coded, analyzed, and 

interpreted both by hand and by using QSR NVivo 11, a qualitative data analysis (QDA) 

software (QSR International, 2016) to assess for consistency. NVivo was intended to help 

researchers organize and analyze non-numerical or unstructured data. The software allowed 

me to classify, sort, and arrange information; examine relationships in the data; and 

combine analysis with linking, shaping, searching, and modeling.  

Threats to Validity 

Quantitative 

In any study, there are threats to validity that need to be considered. There are eight 

threats to internal validity including history, maturation, testing, instrumentation, regression, 

selection, experimental mortality (attrition), and interaction of threats (Campbell & Stanley, 

1963). Shadish, Cook, and Campbell (2002) also discussed the ninth threat to internal 

validity, which is ambiguous temporal precedence. Internal validity is the degree to which 

conclusions can be attributed to the cause and effect relationship between the treatment and 
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the observed outcome. Conversely, it is the degree to which the absence of a relationship 

implies the absence of a cause. In a correlational design, observations and comparisons are 

made using two naturally occurring units or phenomena. Therefore, correlation does not 

necessarily infer causation (Campbell & Stanley, 1963).  

For this study, a quasi-experimental, cross-sectional, correlational design was used. 

With this design, the threats to internal validity that relate to history, maturation, testing, 

instrumentation, regression, and ambiguous temporal precedence are not applicable 

(Campbell & Stanley, 1963). However, the threat of differential selection was a concern in 

this study as participants were not randomly assigned to treatment and control groups 

resulting in systematic differences across conditions, but rather were self-selected if the 

inclusion criteria are met. One way to minimize the threat of selection was to include the 

inclusion criteria in the cover page of the online survey before participants begin responding 

to the questionnaire. Therefore, any differences between the six independent variables (i.e., 

cultural dimensions, level of acculturation, length of time since HIV diagnosis, age, level of 

education, and income) and HIV-positive serostatus disclosure behaviors, attitudes, and 

intentions may be confounded by the fact that the API MSM who met the inclusion criteria 

were not equal at the time when participants completed the online survey. Experimental 

mortality refers to attrition, withdrawal, or dropout of participants. To address this threat to 

internal validity, participants who did not complete all of the questions within the online 

surveys will not be included in the data analysis. Another threat to internal validity is the 

additive or interactive effects of threats to validity. That is, single threats may occur in 

tandem with other threats such as selection or experimental mortality (attribution), creating 
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an additive effect. Given the correlational and cross-sectional design of the study, it was not 

expected that this threat to internal validity would apply. 

There are also external threats to validity that need to be addressed. The four threats 

to external validity include: reactive or interaction effects of testing, interaction of selection 

and the experimental variable, reactive effects of experimental arrangements (or reactive 

arrangements), and multiple treatment interference (Campbell & Stanley, 1963). For this 

study, participants were not tested and therefore many of these threats to external validity 

did not apply. By definition, quasi-experimental designs pose threats to external validity 

because of the inability to assign random sampling, making it difficult to generalize results 

to a larger population. In this study, participants were not randomly selected or assigned but 

were self-identified or selected. Thus, the selective nature of the sample places limits on the 

generalizability of the findings to a larger, more inclusive, and representative API MSM 

population in the United States.  

There are other threats to construct validity and threats to statistical conclusion 

validity that need to be considered. The former refers to reasons why inferences about the 

constructs that characterize study operations may be incorrect; while the latter refers to 

reasons why conclusions based on a statistical analysis may be incorrect (Shadish et al., 

2002). Threats to construct validity may include the following: inadequate explication of 

constructs, construct confounding, mono-operation bias, mono-method bias, confounding 

constructs with levels of constructs, treatment sensitive factorial structure, reactive self-

report changes, reactivity to the experimental situation, experimenter expectancies, novelty 

and disruption effects, compensatory equalization, compensatory rivalry, resentful 
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demoralization, and treatment diffusion (Shadish et al., 2002). Of these threats to construct 

validity, the mono-operation bias may apply because only one operationalization of each 

construct was used to measure cultural dimensions (i.e., individualism-collectivism) and 

level of acculturation. To address this potential threat to construct validity, it is important to 

consider how measuring cultural orientation with acculturation and enculturation and not 

singularly or independently as these concepts may interact or intersect with environmental 

factors, including socioeconomic status (Zhang & Tsai, 2014). Therefore, a cultural 

orientation scale and an acculturation scale that is multidimensional in its approach that can 

be applied to all APIs were used in this study.  

Threats to statistical conclusion validity include the following: low statistical power, 

violated assumptions of statistical tests, fishing and the error rate problem, unreliability of 

measures, restriction of range, unreliability of treatment implementation, extraneous 

variance in the experimental setting, heterogeneity of units, and inaccurate effect size 

estimation (Shadish et al., 2002). To address these relevant threats to statistical conclusion 

validity, sufficient statistical power was used (i.e., p < 0.5), assumptions of statistical tests 

were confirmed (i.e., additivity and linearity, independent errors, homoscedasticity, and 

normally distributed errors), and the appropriate medium effect size estimation was 

calculated and used for sampling size estimation.  

There are steps that can be taken to establish internal and external validity. Slack and 

Draugalis (2001) suggested using a three-step process to assess the validity of a study’s 

findings and determine if they are relevant to researchers and practitioners in the field. The 

first step was to assess the validity of statistical conclusions to ensure that there was 



131 

 

sufficient power (p < 0.5) and statistical results were valid (Slack & Draugalis, 2001). The 

decision here was to assess whether the results or outcomes were likely due to chance 

variation. If the difference was likely due to chance variation, then the process stopped here. 

If not, then step two was addressed which was to assess the internal validity on the basis of 

research design and operational procedures (Slack & Draugalis, 2001). The decision to 

make here was to assess whether the difference was most likely due to the treatment or to 

the effects of confounding factors or bias. If it was found that the difference was due to the 

effects of confounding factors or bias, then the process stopped here. If not, then the third 

step was to examine inclusion and exclusion criteria and characteristics of study participants 

(Slack & Draugalis, 2001). If the study participants were similar to the target population, 

then the treatment should be useful. If the study participants were very different from the 

target population, then the treatment may or may not be useful. 

Qualitative 

Investigators must ensure and implement quality standards through the process of 

validation and evaluation. In quantitative research, investigators must acknowledge and 

mitigate potential threats to internal and external validity to ensure objectivity, reliability, 

and generalizability. Specific to qualitative research, quality in research methodology and 

data reporting is related to and can be assessed by using numerous criteria: trustworthiness, 

credibility, transferability, dependability, confirmability, structural corroboration, 

consensual validation, referential adequacy, ironic validity, paralogic validity, rhizomatic 

validity, situated/embedded voluptuous validity, strength of evidence, authenticity, 

triangulation, reflexivity, praxis, particularity, creativity, and among other perspectives 
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(Creswell, 2013; Patton, 2002). It is no surprise that investigators may be overwhelmed with 

the numerous, available criteria to assess and evaluate evidence of quality in qualitative 

research. 

One way to ensure evidence of quality was to enhance the reliability of the data 

collected. Detailed interview notes and good transcription of notes were two of the many 

ways to ensure that rigorous methods for conducting interviews, which facilitated 

systematic data collection, analysis, and interpretation. Adequate training and gaining 

experience with conducting interviews and data collection enhanced the credibility and 

reliability of qualitative inquiry. I implemented an intercoder agreement process to analyze 

interview data to help enhance the reliability and subsequently the quality of the 

phenomenology study. Seeking agreement with other coders improved the concordance rate 

or confidence level that the codes, categories, and emerging themes were credible and 

representative of the interview data collected. Finally, having appreciation and an openness 

to the inductive analysis process and naturalistic inquiry tendency also enhanced the 

credibility and quality of the study. 

When using a phenomenological approach to inquiry, it is important to be aware of 

its challenges. Creswell (2013) suggested that researchers need to have some understanding 

of the broader philosophical assumptions. Although there are structured approaches for 

novice researchers to analyze the data collected from interviews, other more experienced 

qualitative researchers may find them to be restrictive. Additionally, the need to bracket 

(epoche or bracketing) one’s personal experiences may present difficulties for some 

phenomenological researchers to implement because the interpretations of data will 
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undoubtedly require the researchers to incorporate some assumptions that they bring to the 

topic (van Manen, 1990). At the very least, it is necessary to temporary suspend our 

understandings in a reflective move to cultivate curiosity (LeVasseur, 2003).  

Ethical Procedures 

When sampling hidden and hard-to-reach populations such as HIV-positive API 

MSM to examine the factors that influence HIV positive disclosure, it was important to 

consider ethical issues. Two common ethical principles include the need to obtain informed 

consent and the protection of participants’ confidentiality. Rudestam and Newton (2015) 

discussed other ethical principles including the need to not coerce participants into 

volunteering to participate in the study. Care, communication, deception, and the need to 

debrief participants are other ethical issues relating to sampling methods. Clinical and 

ethical issues related to sex and HIV research include confidentiality, data safety, and 

protection of participants.  

To ensure that IRB approval would be granted and that the process of obtaining such 

approval was smooth, the following best practices were implemented: the use of anonymous 

methods, confirmation that application will reflect the final set of questions and procedures, 

only data that directly addresses the research questions will be collected, and the use of 

existing measures or instruments (Endicott, 2010).  

For this two-phase, mixed methods, sequential explanatory study, the research 

questions were focused on cultural factors (i.e., individualism/collectivism) that might 

influence HIV disclosure behaviors, attitudes, and intentions among API MSM. Data were 

collected from API MSM who have been diagnosed with HIV/AIDS. The population of API 
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and the diagnosis of HIV/AIDS warranted an ethics consultation. I needed to articulate the 

validity of the research, the value of the study, the special population involved, and the 

elements of informed consent in the IRB application (Rudestam & Newton, 2015). The 

elements of informed consent included the following: (a) the name of the principal 

investigator conducting the study, (b) the expected time commitment, (c) potential risks and 

how they would be managed, (d) the voluntary nature of participation and the freedom to 

withdraw from the study at any time, (e) information regarding the lack of payment or 

incentives to participate in the study, and (f) explanation of the limits of confidentiality and 

protection of sensitive information. Walden University’s approval number for this study is 

01-19-16-0389056.  

Confidentiality, privacy, and anonymity were maintained throughout the study. 

Survey responses were anonymous given the sensitive subject matter and questions that 

were asked. Participants were reassured that the information they provided would not be 

traceable to them because their names, email addresses, and other personal identifier 

information were not collected in the study. The participants were further informed that they 

had the right to refuse to participate or to withdraw from the study when completing the 

online anonymous survey at any time during the course of the study without consequence. 

Summary and Conclusion 

In Chapter 3, I provided detailed descriptions of this two-phase, mixed methods 

sequential explanatory study to examine the influence of cultural factors on HIV-positive 

serostatus disclosure behaviors, attitudes, and intentions among API MSM. A discussion of 

the research design and its rationale for both the quantitative and qualitative phases of the 
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study and its connection to the research questions were offered including the independent 

variables of cultural dimensions, level of acculturation, length of time since HIV diagnosis, 

age, level of education, and income and the dependent variable of HIV-positive serostatus 

disclosure behaviors, attitudes, and intentions to casual sexual partners. The target 

population was identified followed by a description of the sampling and sampling 

procedures. The sample size was calculated including the justification for the effect size, 

alpha level, and the power level chosen. Next the procedures for recruitment, participation, 

and data collection were described. The four instruments that were used in the study were 

discussed including their psychometric properties and how they helped to answer the 

research questions. The qualitative study interview guide was also provided. Then, the 

threats to validity were described and how they were addressed in the study. Finally, ethical 

procedures, concerns, and other considerations were outlined including a discussion on the 

need to obtain IRB approval, informed consent, and the need to protect participants and 

their confidential data. The three chapters presented above addressed the required elements 

of the introduction to the study, literature review, and the research design and methodology, 

respectively. 
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Chapter 4: Results 

Introduction 

The purpose of this two-phase, mixed methods, sequential explanatory study was to 

learn about HIV-positive disclosure behaviors, attitudes, and intentions to casual sexual 

partners for API MSM. In the first phase, I posed three quantitative research questions to 

examine the influence of cultural factors, level of acculturation, length of time since 

diagnosis, age, level of education, and income. Using the obtained information from this 

first phase, I deployed a second qualitative phase to probe significant quantitative results by 

exploring aspects of the HIV-positive disclosure behaviors, attitudes, and intentions with a 

few participants.  

For the quantitative phase of the study, RQ1 was as follows: What was the 

association between cultural values (individualism-collectivism), level of acculturation, 

length of time since diagnosis, age, level of education, and income to HIV-positive 

disclosure behaviors in API MSM? RQ2 was as follows: What was the association between 

cultural values (individualism-collectivism), level of acculturation, length of time since 

diagnosis, age, level of education, and income to HIV-positive disclosure attitudes in API 

MSM? RQ3 was as follows: What was the association between cultural values 

(individualism-collectivism), level of acculturation, length of time since diagnosis, age, 

level of education, and income to HIV-positive disclosure intentions in API MSM? 

For the follow-up qualitative portion of the study, the central research question was: 

What factors influenced the HIV-positive disclosure behaviors, attitudes, and intentions to 

casual sexual partners in API MSM? The subquestions included the following:  
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a) How may cultural values have influenced HIV-positive disclosure? 

b) How may level of acculturation have influenced HIV-positive disclosure? 

c) How did length of time since diagnosis influence HIV-positive disclosure? 

d) How may age have influenced HIV-positive disclosure? 

e) How may level of education have influenced HIV-positive disclosure? 

f) How may income have influenced HIV-positive disclosure? 

Finally, the overarching research question for the mixed methods study was: To 

what extent did the qualitative data help to explain, build, or connect upon initial 

quantitative results?  

Chapter 4 is organized in two main sections: quantitative and qualitative. The first 

portion of Chapter 4 provides detailed information on the data collection period and 

response rate for the quantitative survey by each of the API demographic groups 

represented in the study sample. The differences between the data collection plans proposed 

in Chapter 3 and the data collection plans implemented in Chapter 4 are highlighted to 

expose discrepancies between them. Statistical assumptions and analytical findings are 

reported in this chapter and findings discovered during the analysis were organized to 

provide answers to each research question and hypothesis. Tables generated during 

statistical analysis are presented to simplify understanding of the statistical results at a 

glance. Finally, summary of the answers to all the research questions and hypotheses, as 

well as the statistical significance of the results are discussed.  

The second portion of Chapter 4 provides detailed information on the data collection 

period and locations of the qualitative interviews, the demographics and characteristics of 
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the participants, qualitative data management, qualitative data analysis, results of qualitative 

inquiry, and triangulation matrix. Tables and figures generated during the qualitative data 

analysis are presented to depict clusters and themes. Relevant quotations were included to 

highlight these themes. Finally, summary of the answers to the qualitative research 

questions and significant findings are discussed. 

Quantitative 

Recruitment and Response Rate 

Participants for the quantitative study were initially recruited from a pool of API 

MSM who are members of Fridae using an electronic or EDM campaign. The emails were 

sent to only API MSM Fridae members who reside in the United States. The email 

contained a custom web link that was created to redirect potential participants to the survey 

page where they could access and complete the survey by clicking on the link or copying 

and pasting the link to the Web browser.  

The recruitment period lasted for 10 months. Seven participants completed the 

online survey in the first month followed by two more in the second month, six more in the 

third and fourth months, and then three in the fifth and sixth months. Starting in the fourth 

month, I offered a $5 Starbucks gift card incentive to address the declining trend in the 

response rate. Thereafter, Fridae sent out a second EDM campaign to all API MSM 

members who reside in the United States on the fourth month. When the incentive was 

introduced, there was an increase in responses to the online survey so much so that it caused 

some concerns. Upon further investigation, there were 79 new responses within 4 days but 

all of these responses were originated from the same town (Manassas, Virginia) with similar 
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IP addresses. SurveyMonkey confirmed this finding using http://ip-tracker.com. Apparently, 

someone was spamming the online survey in an attempt to receive the $5 Starbucks gift 

cards. In order to track and prevent this going forward, the online survey setting was 

changed to “Anonymous responses” off, which allowed for tracking of IP addresses.  

It is important to note that tracking IP address did not jeopardize the identity of the 

individual as IP addresses can be traced to a computer but not a person. People who share a 

computer share an IP address. Additionally, some IP addresses are tied to proxy servers, 

which means multiple computers can share the same IP address. Changing the online survey 

setting to track the IP addresses allowed for quick confirmation of whether new online 

responses were being spammed. If identified, then I would be able to block the offending IP 

addresses. Additionally, the change in IP configuration setting also necessitated a change in 

the original URL of the online survey. By the end of the seven month data collection period, 

18 participants completed the online survey.  

Initially, the target population for this study was API MSM who are members of 

Fridae. As stated above, 18 participants completed the online survey in the first seven 

months of data collection. This necessitated a review of the target population and study 

procedure. In order to enhance the chances of recruiting more API MSM who are HIV-

positive, the target population was expanded to include other API organizations across the 

United States. This expansion added six additional participants in the next 3 months. At the 

end of the quantitative data collection phase, 24 participants completed the online survey 

from the originally planned sample size of 98 participants. 
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Data Collation 

To manage the data received from participants’ responses to the survey questions, I 

downloaded an Excel file made available from SurveyMonkey and saved it on my computer 

hard drive. There were no missing data as all 24 participants completed all of the questions 

in the online survey about their demographic information and responses from the four 

surveys (i.e., Culture Orientation Scale, Individual Cultural Values Scale, Asian American 

Multidimensional Acculturation Scale, and HIV-Positive Disclosure Scale) matching the 

coding variables outlined in Table 1. The online survey included 112 questions and 

displayed on seven separate online pages. The data for each variable for all of the 24 

participants were entered into the data view of the SPSS software.  

Descriptive Statistics 

The 24 participants involved in this study were HIV-positive API MSM who reside 

in the United States. Table 2 shows the racial background distribution of the participants. 

Despite the small sample in this study, there was representation from the nine API racial 

groups as defined by the United States Census Bureau (2011). The majority of the 

participants were Chinese and Filipino while Korean and Thai participants were least 

representative. 
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Table 2 

Race Distribution of Participants 

Race Frequency Percent Valid Percent Cumulative Percent 

Asian Indian 2 8.3 8.3 8.3 

Chinese 6 25.0 25.0 33.3 

Filipino 6 25.0 25.0 58.3 

Korean 1 4.2 4.2 62.5 

Native Hawaiian and Other 

Pacific Islander – Hawaiian, 

Guamanian or Chamorro, 

Samoan, or other Pacific Islanders 

2 8.3 8.3 70.8 

Other Asian – Hmong, 

Indonesian, Laotian, Malaysian, 

Pakistani, etc. 

2 8.3 8.3 79.1 

Thai 1 4.2 4.2 83.3 

Two or more races 1 4.2 4.2 87.5 

Vietnamese 3 12.5 12.5 100.0 

Total 24 100.0 100.0  

 

None of the participants who completed the online survey was over 50 years of age. 

The majority of the participants (41.7% or n = 10) were diagnosed with HIV within 6 

months to 1 year. The remaining participants were diagnosed with HIV within 2-5 years 

(29.2% or n = 7), within 6-10 years (25.5% or n = 6), and within 11-15 years (4.2% or n = 

1). Participants who completed the online survey were highly educated with 66.7% (n = 16) 

having completed a bachelor’s, a master’s, or a doctoral degree. This information is 

consistent with the latest portrait of educational attainment in the United States based on 

data collected from the Current Population Survey (CPS) where more than half (54%) of 

Asians aged 25 and older had a bachelor’s degree or higher in 2015 (U.S. Census Bureau, 

2016a). As far as income, 33.3% (n = 8) earned between $40,000 and $59,999 while 8.3% 
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(n =2) earned $100,000 or higher. Income information reported in this small sample is 

consistent with the latest U.S. Census Bureau where 25.8% of Asians earned between 

$35,000 to $49,999 (10.3%) and $50,000 to $74,999 (15.5%) (U.S. Census Bureau, 2016b). 

Table 3 displays the frequency distributions of categorical variables. 

Table 3 

Frequency Distributions of Categorical Variables 

 Column N % 

   

What is your current age? 18 – 30 years old 33.3% 

31 – 40 years old 50.0% 

41 – 50 years old 16.7% 

   

How long ago since you have been 

diagnosed with HIV/AIDS? 

6 months – 1 year 41.7% 

2 years – 5 years 29.2% 

6 years – 10 years 25.0% 

11 years – 15 years 4.2% 

   

What is the highest degree or level of 

education you have completed? 

High school graduate, diploma, or 

equivalent (e.g., GED) 

20.8% 

Some college credit, no degree 4.2% 

Trade / technical / vocational training 4.2% 

Associate’s degree 4.2% 

Bachelor's degree 50.0% 

Master’s degree 12.5% 

Doctoral degree 4.2% 

   

Higher education No 45.8% 

Yes 54.2% 

   

What is your current annual income? $0 to $19,999 12.5% 

$20,000 to $39,999 25.0% 

$40,000 to $59,999 33.3% 

$60,000 to $79,999 20.8% 

$80,000 to $99,999 0.0% 

$100,000 or higher 8.3% 
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Statistical Assumptions 

As part of the preprocessing stage, items from the various scales were averaged out 

to obtain scores, representing cultural factors, level of acculturation, and disclosure of HIV-

positive status. Summary statistics for all scale variables involved in the analysis are 

presented in Table 4. These summary statistics were used to summarize a set of 

observations for the various independent variables (e.g., horizontal collectivism, 

acculturation to host society’s European American culture, disclosure behaviors, etc.). The 

observations for the majority of the independent variables hovered around within one 

standard deviation of the mean. 

Table 4 

Summary Statistics for Scale Variables 

 Mean 

Standard 

Deviation Median Minimum Maximum 

Horizontal collectivism 6.7 1.3 6.6 4.0 8.8 

Horizontal individualism 6.8 1.1 7.0 4.8 9.0 

Vertical collectivism 6.6 1.6 6.6 3.0 8.8 

Vertical individualism 5.9 1.2 6.0 3.5 8.0 

Power distance 3.3 1.2 3.0 1.2 5.4 

Uncertainty avoidance 5.2 1.0 5.4 3.0 6.4 

Collectivism 4.3 1.0 4.5 1.5 5.8 

Masculinity 3.8 1.1 3.5 2.3 5.8 

Long-term orientation 5.4 .8 5.4 3.7 6.8 

Acculturation to one’s own Asian 

culture of origin 

4.8 .7 4.7 3.3 5.8 

Acculturation to pan-ethnic Asian 

American culture 

3.6 1.0 3.5 1.7 5.7 

Acculturation to host society’s 

European American culture 

4.4 .9 4.4 2.8 5.7 

Disclosure Behaviors 3.2 1.4 2.8 1.0 5.0 

Disclosure Attitudes 3.5 .6 3.7 2.2 4.0 

Disclosure Intentions 3.4 .7 3.7 1.1 4.0 

 


