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Abstract Migrant workers are disproportionately affected by
HIV due to poverty, social isolation, lack of access to and
availability of health care services, acculturation, language
barriers, constant mobility, and lack of knowledge. This study
examined the impact of changes in social support on ethnic
identity and HIV risk behaviors among migrant workers in
South Florida. For this study, baseline and 6-month follow-
up data were collected from an HIV intervention study among
migrant workers in South Florida (n = 270) who reported
unprotected sex in the past 30 days. The Multigroup Identity
Measure was used to assess ethnic identity and the Social
Provisions Scale examined the degree to which respondents’
social relationships provide various dimensions of social sup-
port. Social support was a significant predictor of ethnic iden-
tity and of ethnic identity subscales, ethnic identity belonging
and ethnic identity explore. There were small but statistically
significant short-term changes in ethnic identity and ethnic
identity subscales among the migrant workers over the 6-
month time period assessed after controlling for the interven-
tion. Future studies should be conducted over a longer period
of time to better assess this relationship and possible factors to
reduce HIV risk behaviors. There is a need to focus on

improving the quality of health and reduce HIV and other
risks experienced by this marginalized community.

Keywords Migrant workers . Ethnic identity . Social
support . Sexual risk behaviors . HIV/AIDS prevention . HIV
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Introduction

The South Florida region has been severely affected by the
HIV epidemic, with elevated risks being detected in the mi-
grant worker (MW) community [6, 28]. MWs are dispropor-
tionately affected by HIV due to poverty, social isolation, lack
of access to and availability of health care services, and lack of
knowledge [16, 24, 30]. HIV/AIDS prevalence rates among
migrant workers are very difficult to assess due to the limited
research conducted on this marginalized, hard-to-reach com-
munity. Also, the available studies assessing this topic are
usually done in small, local populations. According to the
National Center for Farmworker Health (NCFH) Factsheet
[5] in the USA, the prevalence of HIVamong migrant workers
ranged from 2.6% to as high as 13%.

Social isolation, language barriers, and constant mobility
are additional challenges MWs face. Underreporting of health
conditions among migrant workers is common because of the
limited access to health and availability of health care services
and the fear of loss of wages. Underreporting of medical con-
ditions contributes to the lack of data on illnesses throughout
the MW community [8]. Coping mechanisms often used to
deal with many of the hardships in their way of life are engag-
ing in risky sexual activity and substance and alcohol abuse
behaviors that may place MWs at heightened risk for HIVand
many other chronic and infectious diseases [4, 6, 9, 31].
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Acculturation and ethnic identity (EI) further impact HIV/
AIDS risk, especially among MWs. Acculturation is the ex-
change of cultural practices and beliefs between two or more
cultural groups. EI, a dimension of acculturation, involves
group affiliation with, feelings of belongingness to, and a
sense of shared values with one’s own ethnic group. EI also
includes aspects of ethnic involvement, such as language,
practices, and knowledge of ethnic group history. Moreover,
EI describes an individual’s attachment to his or her ethnic
origin and is considered to be a measureable component of
or, at times, a proxy measure for acculturation [18, 22]. Prior
research suggests that a decline in EI is common among indi-
viduals who emigrated to a new country or region at a young
age or lived in a foreign place for an extensive amount of time.
Complex effects on health outcomes in US migrant popula-
tions are influenced by changes in acculturation and EI, espe-
cially among Hispanics [10].

Studies have shown that higher levels of EI are associated
with stronger social support networks and greater likelihood
of utilizing social support services [11, 32]. EI, particularly the
degree of closeness one feels with his or her ethnic group, may
increase utilization of social support and other services when
accessed via members of their own ethnic group network.
Increased access to services from within one’s own ethnic
community may contribute to more positive health outcomes
[17, 23]. EI, along with the social support it provides, may
serve as a protective factor for ethnic minorities and new im-
migrants. For example, a study by Cole et al. [2] with adoles-
cent ethnic minorities found that ethnic identity and social
support moderated the mental well-being and academic per-
formance among ethnic minorities [2]. A study by Lopez and
her colleagues [11] concluded that women living with HIV
who had high EI displayed less perceived stress; this was
suggested to be a result of better coping and more social sup-
port resources [11]. The focus of this study is to examine the
impact that changes in social support have on EI and, ultimate-
ly, HIV risk behaviors among migrant workers in South
Florida.

Methods

Sample

Data were collected from a larger study assessing the effec-
tiveness of an enhanced/adapted cognitive behavioral inter-
vention, Peer Education Ends Risky Behaviors (PEER), with
a health promotion control program, Health Education
Always Leads To a Healthy You (HEALTHY), for producing
long-term reductions in HIV risk among alcohol and other
drug-using migrant workers [15]. Both intervention and con-
trol groups were conducted in English and Spanish.
Participants in the parent study were migrant workers residing

in Immokalee, an agricultural area in Collier County, Florida.
The participants included in this study were selected by
targeted sampling and were recruited from Bcamps^ which
referred to trailer parks, dormitory-style housing, apartment
buildings, motels, duplexes, and neighborhoods of single/
duplex housing in the immediate and surrounding areas. In
this setting, potential participants were approached and asked
a few questions to see if they complied with the eligibility
criteria. Inclusion criteria were the following: age 18 years
or older; at least one episode of unprotected (without a con-
dom) vaginal, anal, and/or oral sex; alcohol or other drug
intake in the past 90 days; and fluent in English and/or
Spanish. After the sample was recruited, participants were
randomly assigned into one of the two groups, PEER or
HEALTHY [15]. The present study was limited to participants
who were present for both baseline and 6-month follow-up
assessment (n = 270).

Low socioeconomic status, low formal education level,
unstable employment, hazardous working conditions, and
the stress of migration to a new environment are a few of the
life circumstances that migrant workers endure. There are sev-
eral reasons for the high loss of follow-up, but a major reason
may be the fear that is common among many migrant workers
of being reported to immigration services. The study defined
potential participants as migrant workers (migratory agricul-
tural workers and seasonal agricultural workers) who
conformed to the Public Health Services Act definition
(Public Health Service Act of 1944 § 330, 42 USCS §
254b). According to PHSA, Ba migratory agricultural worker
is an individual whose principal employment is in agriculture,
who has been so employedwithin the last 24months, and who
establishes for the purposes of such employment a temporary
abode and seasonal agricultural worker is an individual whose
principal employment is in agriculture on a seasonal basis and
who is not a migratory agricultural worker.^

Measures

All the variables used in this study were self-reported and
collected through the HIV/AIDS Risk Reduction
Questionnaire (HRRQ), composed of 204 questions and cov-
ered 13 sections, utilized in the parent study. The 13 sections
are Demographics, Mulitgroup Ethnic Identity Measure
(MEIM), Social Provisions Scale (SPS), General Health, Sex
Behavior, Stages of Change, Self Efficacy, Condom Social
Norms, Sex Relates Alcohol Expectancies (SRAE), Short
Inventory of Problems, Alcohol and Drug Use, and Abuse
History.

Multigroup Ethnic Identity Measure

TheMultigroup Ethnic Identity Measure (MEIM) was used to
assess participants’ ethnic identity level [20, 25]. The MEIM
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is a 12-item questionnaire divided into two components: eth-
nic identity explore and ethnic identity belonging. Ethnic
identity explore (five items) measured the extent to which
individuals explore or take an active role to become better
acquainted with and learn about their ethnic group. Ethnic
identity belonging (seven items) included ethnic pride, posi-
tive feelings toward one’s ethnic group, and satisfaction with
being a member of one’s ethnic group. Responses for each
item ranged from 1 (strongly disagree) to 4 (strongly agree).
Scores for each scale were calculated as well as a mean score
for the measure as a whole; the higher the mean MEIM score,
the higher the participant’s ethnic identity.

HIV Risk Behavior

HIVrisk behavior was measured by number of sexual partners
without a condom. The number of unprotected sexual partners
variable specifies the number of partners with whom the par-
ticipant engaged in sex without a condom in the last 30 days.

Social Provisions Scale

The Social Provisions Scale (SPS) examined the degree to
which respondents’ social relationships provide various di-
mensions of social support [3]. SPS will be referred to as
social support throughout this manuscript. This 24-item scale
was a multi-dimensional construct which yields a total score.
The responses utilize a Likert scale ranging from 1 (strongly
agree) to 5 (strongly disagree). The Cronbach’s alpha for SPS
was 0.80.

Change Scores

Change scores were created for social support, ethnic identity
total, ethnic identity belonging, and ethnic identity explore.
Change scores were created by subtracting baseline values
from 6-month follow-up values.

Statistical Analysis

IBM SPSS Statistics (version 23) was used for data analysis
(Armonk, NY: IBM Corp). Descriptive statistics were calcu-
lated to describe the characteristics of the sample. Chi-square
analysis and independent samples t tests were used to compare
demographic characteristics, ethnic identity, social support,
sexual risk behaviors of participants at baseline, and those lost
to follow-up. Multiple linear regressions were performed to
assess the nature of the relationship between ethnic identity
total change, ethnic identity belonging change, and ethnic
identity explore change with changes in social support be-
tween baseline and 6-month follow-up. Change was calculat-
ed by computing the difference between EI scores at baseline
and 6-month follow-up data. Three models were tested

predicting ethnic identity total change, ethnic identity belong-
ing change and ethnic identity explore change. For each mod-
el, the independent variables in block 1 were gender, educa-
tion, country of birth, length of stay, marital status, and inter-
vention group (included to control for intervention effects). In
block 2, social support change was added. Multiple linear
regressions were also conducted to assess predictors of num-
ber of unprotected sex partners. Regression was done in two
blocks. In block 1, predictors included gender, education,
country of birth, age, length of stay, marital status, and inter-
vention group. In block 2, changes in ethnic identity (includ-
ing ethnic identity total, ethnic identity explore and ethnic
identity belonging) and social support change were added.

Results

Demographics

Data used for this study was drawn from a larger sample
(n = 431) of participants in the parent study. Participants included
in the analyses below include 270 migrant workers who were
assessed at both baseline and 6-month follow-up. Those who
were lost to follow-up were not able to be located for follow-
up assessment. The sample (n = 270) was composed of 67%
(n = 180) males and 33% (n = 90) females; the average level
of educational achievement was ninth grade (M = 9.19,
SD = 3.10); the mean age of the sample was 42.5 years
(SD = 12.76); and 69% (n = 185) were single. The sample was
composed of both Hispanic (n = 142, 52%) and African-
American (n = 128, 48%) ethnicities. Table 1 shows the
sociodemographic characteristics of the participants.

When comparing cases not included in the analyses
(n = 161) and those followed (n = 270), there were a number
of significant differences. The cases lost to follow-up were
significantly younger (M = 39.86 years, SD = 11.48) than
the cases that participated (M = 42.58 years, SD = 12.82) in
the 6-month assessment period (t = −2.172, p < .05), and those
lost to follow-up had a significantly lower level of education
(M = 7.37 years, SD = 3.57) compared to participants
(M = 9.19 years, SD = 3.10) included in this study
(t = −5.207, p < .001). A large portion (80%) of the lost cases
were of Hispanic ethnicity (80%, χ2 = 31.99, p < .001), and
lost cases consumed significantly larger amounts of crack in
the last 30 days compared to the followed cases (M = 27.55,
SD = 85.91 vs.M = 4.01, SD = 23.55), respectively; t = 4.209,
p < .001). Means and standard deviations for those followed
vs. those lost to follow-up are presented in Table 2.

Social Support Levels

Baseline social support levels ranged from 50 to 119, with an
average score of 85.48 (SD = 11.18). This measure represents
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the feeling that people can be counted on when the individual
is under stress (high and low stress situations). At 6-month
follow-up, social support levels ranged from 24 to 119, with
an average score of 90.66 (SD = 13.70). On average, social
support scores increased between baseline to 6-month follow-
up by 4.97 points (SD = 13.84). The Cronbach’s alpha for SPS
was 0.80.

Ethnic Identity Levels

Baseline and 6-month total ethnic identity scores ranged from
1 to 4 with average scores of 2.86 (SD = .38) and 2.97
(SD = .40), respectively. The MEIM (EI scores) focuses on
areas of acculturation, ethnic identification, and commitment
or level of belonging to one’s ethnic group. The score gives an
indication of the comfort level participants have with the in-
dividuals, beliefs, and practices from their ethnic group. The
higher the score, the more comfortable the participant feels
with their ethnic group. Baseline and 6-month ethnic identity
belonging scores ranged from 1 to 4 with average scores of
3.05 (SD = .42) and 3.19 (SD = .50), respectively. Ethnic
identity belonging examines the extent to which individuals
feel a positive sense of belonging with their ethnic group. This
subscale is composed of seven items from theMEIMmeasure.
On average, ethnic identity belonging scores increased by .20
points (SD = .68).

Baseline and 6-month ethnic identity explore scores ranged
from 1 to 4 with average scores of 2.61 (SD = .43) and 2.68
(SD = .46), respectively. The ethnic identity explore

component measures the degree to which individuals explore
or take an active role to become better acquainted with and
learn about their ethnic group. Ethnic identity explore was
created by taking the mean of five items from theMEIM scale.

On average, ethnic identity explore scores increased by .07
points (SD = .60). Cronbach’s alpha for the overall instrument
was 0.85, for ethnic identity belonging α = 0.85, and for
ethnic identity belonging α = 0.51.

HIV Risk Behavior

At baseline, participants reported an average of 2.14
(SD = 4.32) sex partners, an average of .75 (SD = 1.70) un-
protected sex partners and an average of 3.36 (SD = 6.97)
unprotected vaginal sex acts. At baseline, 23.0% of subjects
reported not having any sex partners during the last 30 days.
At 6-month follow-up, participants reported an average of
1.46 (SD = 6.387) sex partners, an average of .29 (SD = .83)
unprotected sex partners and an average of 1.94 (SD = 5.32)
unprotected vaginal sex acts. At 6-month follow-up, 50.0% of
subjects reported not having any sex partners. Of those that
did report sex at 6-month follow-up (n = 135), only 43%
(n = 58) of subjects engaged in unprotected sex.

Association between Change in Social Support
and Changes in Ethnic Identity

Multiple regression was used to assess the relationships
between change in social support and ethnic identity

Table 1 Baseline, 6-month follow-up, and lost-to-follow up data sets by demographic characteristics, sexual risk

Measure Overall sample (n = 431) Subjects followed (n = 270) Lost to follow-up or not followed (n = 161) p valuea

Age (M ± SD) 41.56 ± 12.39 42.58 ± 12.76 39.86 ± 11.48 .022

Education (M ± SD) 8.45 + 3.39 9.19 ± 3.10 7.37 ± 3.57 <.001

Gender n (%) .001

Female 119 (27.6%) 90 (33%) 30 (19%)

Male 312 (72.4%) 180 (67%) 131 (81%)

Marital status n (%) .176

Single 350 (81.2%) 185 (57%) 83 (57%)

Married 81 (18.8%) 85 (43%) 78 (43%)

Ethnicity n (%) .001

Hispanic 270 (62.6%) 142 (52%) 129 (80%)

African-American 161 (37.4%) 128 (48%) 32 (20%)

Prior STI diagnosis n (%) 102 (23.7%) 27 (17%) 75 (28%) .009

Number of UVA (M ± SD) 3.26 ± 10.15 2.14 ± 4.32 4.06 ± 17.43 .554

Number of AC (M ± SD) 103.77 ± 138.32 54.42 ± 71.83 101.09 ± 140.44 .137

MU (M ± SD) 9.27 ± 18.94 6.60 ± 15.91 10.72 ± 31.98 .122

CU (M ± SD) 15.61 ± 34.24 4.01 ± 23.55 27.55 ± 85.91 <.001

All Sexual acts and consumption of alcohol and illegal substances refer to the last 30 days

STI sexually transmitted infection; SP sexual partners; UVA unprotected vaginal acts; AC alcohol consumption; MU marijuana use; CU crack use
a p value of chi square and independent sample t test
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changes (including ethnic identity total, ethnic identity
explore, and ethnic identity belonging). Block 1 predic-
tors included gender, education, country of birth, length of
stay, marital status, and intervention group (included to
control for intervention effects). In block 2, social support
change was added. The variables in the first block did not
contribute significantly to predicting change in ethnic
identity total, R2 = .04, F(7, 268) = 1.42, p = .199. The
inclusion of social support change in the second block
resul ted in a signif icant model , R2 = .22, F(8,
268) = 9.02, p < .001. The standardized regression coef-
ficients show that social support change was the only
significant predictor of change in ethnic identity total.
Those with greater increases in social support had greater
increases in ethnic identity total. A similar trend was seen
with the regression model predicting change in ethnic
identity belonging. The variables in the first block did
not contribute significantly to predicting change in ethnic
identity belonging, R2 = .04, F(7, 268) = 1.62, p = .130.
The inclusion of social support change in the second

block resulted in a significant model, R2 = .17, F(8,
268) = 6.40, p < .001. The standardized regression coef-
ficients show that social support change was the only
significant predictor of change in ethnic identity belong-
ing. Those with greater increases in social support had
greater increases in ethnic identity belonging. With regard
to change in ethnic identity explore, the variables in the
first block did not contribute significantly to predicting
change in ethnic identity explore, R2 = .05, F(7,
268) = 1.85, p = .079. The inclusion of social support
change in the second block resulted in a significant mod-
el, R2 = .11, F(8, 268) = 4.14, p < .001. The standardized
regression coefficients show that marital status and social
support change were the only significant predictors of
change in ethnic identity explore. Those with greater in-
creases in social support had greater increases in ethnic
identity explore and those who were single were more
likely to have increases in ethnic identity explore between
baseline and 6-month follow-up. The variance (R2), stan-
dardized regression (β), the standard error (SE), and the

Table 2 Regression analysis summary for social support predicting ethnic identity (n = 270)

Outcome variable Independent variable Block 1 Block 2

R2 B SE β R2 B SE β

EI Δ 0.037 0.22

Gender −0.103 0.077 −0.090 −0.049 0.070 −0.043
Education −0.028 0.013 −0.048 −0.026 0.012 −0.035
Country of birth 0.070 0.102 0.057 0.024 0.092 0.019

Length of stay −0.068 0.086 −0.051 −0.038 0.078 −0.029
Marital status −0.100 0.067 −0.091 −0.095 0.061 −0.087
Intervention 0.027 0.066 0.025 0.004 0.060 0.034

Social support Δ — — — 0.017 0.002 0.431*

EI belonging Δ 0.040 0.17

Gender −0.091 0.097 −0.063 −0.034 0.091 −0.024
Education −0.018 0.016 −0.035 −0.025 0.015 −0.025
Country of birth 0.154 0.128 0.100 0.106 0.120 0.069

Length of stay −0.034 0.109 −0.020 −0.063 0.102 −0.002
Marital status −0.105 0.084 −0.076 −0.101 0.079 −0.073
Intervention 0.138 0.083 0.101 0.114 0.078 0.084

Social support Δ – – – 0.018 0.003 0.358*

EI explore Δ 0.047 0.11

Gender −0.082 0.085 −0.064 −0.047 0.083 −0.037
Education −0.053 0.014 −0.018 −0.042 0.014 −0.010
Country of birth −0.001 0.113 −0.001 −0.031 0.110 −0.023
Length of stay −0.151 0.096 −0.102 −0.131 0.093 −0.088
Marital status −0.219 0.074 −0.180 −0.216 0.072 −0.177*
Intervention 0.056 0.073 0.035 −0.009 0.071 −.028
Social support Δ – – – 0.011 0.003 0.255*

EI ethnic identity

*p ≤ 0.05
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unstandardized regression coefficients (B) for all three re-
gression models are shown in Table 2.

Association between Ethnic Identity, Social Support,
and HIV Risk Behavior

Correlations and regression were used to assess the relation-
ship between changes in ethnic identity (including ethnic
identity total, ethnic identity explore, and ethnic identity be-
longing); changes in social support; and HIV risk behavior
(unprotected sex partners at 6-month follow-up) among those
who reported having sex at 6-month follow-up (n = 135).
Correlations are shown in Table 3. Change scores for ethnic
identity total, ethnic identity explore, and ethnic identity be-
longing were significantly correlated with number of unpro-
tected sex partners (r = .316, p < .001; r = .233, p = .007;
r = .285, p = .001, respectively). In addition, change in social
support was significantly correlatedwith number of unprotect-
ed sex partners at 6-month follow-up (r = .198, p = .021).
Greater increases in ethnic identity total, ethnic identity ex-
plore, ethnic identity belonging, and social support were asso-
ciated with a greater number of unprotected sex partners at 6-
month follow-up.

Multiple regression was used to identify predictors of num-
ber of unprotected partners at 6-month follow-up (Table 4).
Block 1 predictors included gender, education, country of
birth, age, length of stay, marital status, and intervention group
(included to control for intervention effects). In block 2,

changes in ethnic identity (including ethnic identity total, eth-
nic identity explore, and ethnic identity belonging) and social
support changewere added. The variables in the first block did
not contribute significantly to predicting number of unprotect-
ed sex partners at 6-month follow-up, R2 = .05, F(7,
126) = .89, p = .516. The inclusion of ethnic identity change
variables and social support change in the second block re-
sulted in a model that approached significance, R2 = .14, F(10,
126) = 1.86, p ≤ .058. The standardized regression coefficients
show that change in ethnic identity belonging was the only
significant predictor of number of unprotected sex partners at
6-month follow-up. Those with greater increases in social
support had greater increases in HIV risk.

Discussion

This study makes a number of contributions to the present
literature on migrant workers and the impact of social support
on their engagement in HIV risk behaviors. Change in social
support was a significant predictor of change in ethnic identity
and of change in ethnic identity subscales, ethnic identity be-
longing, and ethnic identity explore. This association has been
supported in previous research; however, in the reverse direc-
tion, suggesting that social support and ethnic identity may
have a reciprocal relationship. Utilization of social support is
a manner of coping with the new environment for immigrants.
Particularly among minority groups, strong social support has

Table 3 Correlations between ethnic identity, social support and HIV risk behavior (n = 135)

EI total Δ EI Belonging Δ EI Explore Δ Social support Δ

Number of unprotected sex partners at 6-month follow-up .316
<.001

.285

.001
.233
.007

.198

.021

Table 4 Regression analysis summary for prediction of number of unprotected sex partners at 6-month follow-up (n = 135)

Outcome variable Independent variables Block 1 Block 2

R2 B SE β R2 B SE β

Number of unprotected sex partners 0.5 0.14

Gender −.053 .291 −.020 .022 .281 .008

Education −.018 .045 −.046 −.024 .044 −.059
Country of birth −.142 .409 −.048 −.240 .398 −.081
Length of stay .013 .009 .155 .015 .009 .181

Age .006 .012 .053 −.003 .012 −.031
Marital status −.270 .265 −.102 −.049 .264 −.019
Intervention .082 .236 .031 .000 .229 .000

Social support Δ – – – .008 .009 .089

EI belonging Δ – – – .526 .222 .275

EI explore Δ – – – −.029 .232 −.013
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been associated with higher levels of ethnic identity. In many
cases, strong levels of group identificationmay improve group
support or allow such support to be accessible [2, 23].
Previous literature found that social support was a mediator
of ethnic identity and adjustment to college for Latino college
students [27]. High levels of ethnic identity have also been
associated with stronger social support as well as a higher
likelihood of accessing social support services [11].
Evaluations of the effects of social support generally assessed
a single point in time rather than changes over time. In this
study, changes in social support were found to be associated
with changes in ethnic identity for the migrant workers in this
sample.

Social support is known to have a strong influence upon
health outcomes and psychologicalwell-being. Studies have con-
sistently found social support to aid in preventing negative health
outcomes in times of duress, often referred to as the Social
Support BufferingHypothesis [1, 7, 12]. However, social support
may play different roles in different cultures. For example, a
study analyzing HIV-positive Latinas’ positive and negative cop-
ing styles concluded that those individuals who utilized positive
coping styles, such as obtaining social support, were found to
consume fewer cigarettes and less alcohol, and showed greater
adherence to their HIV medication [26].

Social support has also been found to be a protective factor
against risky sexual behaviors. Research has shown that low
social support places young females at higher likelihood of
engaging in sexual behaviors which put them at risk for
STIs, especially HIV [14]. The association between social
support and risk behaviors may be direct or indirect. For ex-
ample, one study found social support to be directly associated
with substance abuse and indirectly with risky sexual behav-
iors [19]. The same indirect relationship may be present in this
study since there was a direct link between social support and
ethnic identity and ethnic identity has been demonstrated to be
associated with HIV risk behaviors [29].

In terms of ethnic identity subscales, the changing environ-
ment in which one lives may be another contributor to ethnic
identity explore. In the present study, the primary predictor of
ethnic identity explore change was marital status, suggesting
that social support is built into marital status, requiring that
singles seek support from their community. A recent study by
Phinney [21] explains that ethnic identity exploration in
emerging adults is affected by the stability of their surround-
ing environment [21]. Phinney posits that if one resides in a
constantly changing environment, this may influence one’s
level of ethnic identity explore [21]. This phenomenon seems
to be applicable to the migrant worker sample examined in
this study; they live with unstable housing and employment,
and their ethnic identity was found in this study to change over
time.

It is important to consider certain study limitations when
interpreting outcomes from this study. First, the data reported

were self-reported, therefore potentially increasing bias and
may not be as accurate as other forms of reporting. It is also
important to note that there was a minimal difference found
between ethnic identity from baseline and 6-month follow-up
period, possibly a result of error. Finally, although longitudinal
research on ethnic identity and support among Hispanic mi-
grant workers is valuable and unprecedented, the time period
over which the data were analyzed was relatively short. It is
possible that a longer follow-up period would have led to
additional findings.

Conclusion

Future studies on the link between ethnic identity and social
support among migrant workers may be helpful in reducing
HIV risk. Research should be conducted over a longer period
of time to better assess this relationship and possible factors to
reduce HIV risk behaviors. Culturally sensitive HIV/STI pre-
vention interventions have been beneficial among ethnic/
minority groups, and future intervention research may be en-
hanced if culturally sensitive indicators such as ethnic identity
are included. It has also been found that including concepts
that are familiar to one’s ethnic background can be beneficial.
Ethnically familiar context was included and implemented in
the HIV risk reduction intervention used in the parent study.
The low wages, difficult employment situations, and other
stressors in the environment of migrant workers make them
highly vulnerable to engaging in unhealthy and risky behav-
iors as coping mechanisms [13]. Future research should be
geared toward improving the quality of health and reduction
of HIV and other risks experienced by this marginalized
community.
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