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Abstract

Introduction: Human immunodeficiency virus (HIV) has become a manageable chronic disease with 
the help of antiretroviral therapy (ART). Positive individual beliefs of people living with HIV (PLWH) 
is increasing, shaping a great resilience. Resilience occur not only in PLWH, but also in their families. 
Family resilience affect PLWH confidence to manage their health. This study aimed to analyze the re-
lationship between individual beliefs and family resilience among PLWH. 
Material and methods: Cross-sectional survey among 100 PLWH using purposive sampling was used 
in the present study. Instrument was adopted from family empowerment scale (FES) questionnaire. 
Depression management, adherence to treatment, managing symptoms, communication with health-
care providers, social support, and fatigue were assessed to examine the relationship with family resi
lience. Spearman’s rho test was applied for data analysis. 
Results: Most of the respondents were males (51%) and between 30-49 years old (72%). Communi-
cation with healthcare providers (p = 0.01, r = 0.271), social support (p = 0.00, r = 0.375), adherence 
to treatment (p = 0.04, r = 0.283), and family resilience had a moderate relationship, while depression 
management (p = 0.06, r = 0.271), symptoms management (p = 0.10, r = 0.256), and fatigue manage-
ment (p = 0.16, r = 0.108) did not correlate. 
Conclusions: Consistent medical care treatment is the key to viral suppression; therefore, interven-
tions are needed to simultaneously address key factors at different levels. Furthermore, poor adher-
ence results in negative outcomes, including morbidity and mortality as well as an increased likelihood 
of transmitting HIV to sexual or drug-using partners. 
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Introduction 
In order to improve health and reduce human immu-

nodeficiency virus (HIV) transmission, the  World Health 
Organization (WHO) encourage people living with HIV 
(PLWH) to start antiretroviral therapy (ART) right after its 

diagnosis. HIV medical treatment care includes diagnosis, 
linkage to care, being retained in care, adhering to treatment, 
and viral suppression commonly referred to as the HIV care 
continuum. With the expansion of access to ART, HIV has 
evolved from a fatal disease to a manageable chronic condi-
tion  [1, 2]. Medical Monitoring Project (MMP) data were 
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Material and methods 
This quantitative study focused on the  relationship be-

tween individual beliefs and family resilience among PLWH 
using a  cross-sectional study approach. Inclusion criteria 
were as follows: HIV/AIDS diagnosis for at least 6 months,  
aged 20 years and above, no psychiatric disorders, and lite
racy. Exclusion criteria were hospitalized and severely ill pa-
tients. Based on the above, study sample included 100 respon-
dents, with purposive sampling selection used at Dr. Soetomo 
Hospital. 

Data were collected with an  instrument adopted from 
family empowerment scale (FES) on QoL and psychological 
fulfilment that was tested for validity. The questionnaire con-
tained six indicators on Likert’s scale, and interpretation was 
done using SPSS. Descriptive statistics were employed to de-
pict demographic characteristics of respondents. Spearman’s 
rho test was used to assess the relationships between indi-
vidual beliefs (depression management, adherence to treat-
ment, managing symptoms, communication with healthcare 
providers, social support, and fatigue management) and 
family resilience. 

Ethical clearance 

This research has received ethical approval from the Re-
search Ethics Committee at the Faculty of Nursing, Univer-
sitas Airlangga, Surabaya, with certificate number, 2038-
KEPK in 2020. The  researchers respected the  respondent’s 
code of ethics by always maintaining honesty, confidentia
lity, and preventing adverse events to occur. 

Results 
Demographic characteristics 
of the respondents 

The results in Table 1 show the demographic distribution 
of the respondents. The predominant age of the participants 
was 30-39 years and 40-49 years, and majority were Mus-
lims in terms of  religion. More than half (51%) of  the  re-
spondents were males and married (39%), while those that 
were single, divorced, and widowed constituted 19%, 9%, 
and 33% of  the  study population, respectively. One-third 
of the subjects’ latest education level was elementary school 
(33.0%), with more than one-half working as employees 
(53%), followed by entrepreneur (10%) and unemployed 
(37%). The  major income was under regional minimum 
wage (UMR). 

Individual beliefs variables 

Depression management and family 
resilience 

The results on depression management among the  re-
spondents revealed that the  highest depression manage-
ment levels were good (73%), with cumulative scores for 

collected between 2015 and 2019 to examine a  three-item 
ART adherence and reasons for missing ART, with forgetting 
as the most common reason for missing ART dose (77.3%). 
Younger age, poverty, recent drug use, depression, and un-
met needs for ancillary services were the predictors for lower 
ART adherence. To overcome these problems, family is con-
sidered to play an important role in supporting PLWH and 
each other [3, 4]. 

Individual beliefs of  PLWH about ART have become 
more positive over time. These positive beliefs, considered in 
the context of PLWH plans and hopes for the future, shape 
a  great resilience. Individual beliefs in HIV medical treat-
ment care are an important quality of adherence [2]. Delayed 
engagement in HIV care threatens the success of HIV treat-
ment program, and may be influenced by depression  [5]. 
Individual belief systems are powerful forces in resilience, 
coping with crisis and prolonged adversity by making mean-
ing in their experience, linking it to the social world as well 
as cultural and spiritual beliefs [6]. 

HIV medical treatment care increases survival rates 
among HIV-positive adults. However, PLWH continues to 
face numerous difficulties at individual, inter-personal, and 
neighborhood level, leading to worse health behaviors. In 
individual belief, most frequently reported barriers in link-
age into HIV care include fear of stigma, lack of disclosure, 
being asymptomatic at the  time of  diagnosis, and denial. 
Sanga et al. [7] reported that belief in witchcraft and spiri-
tual healing were hindering factors in linkage into HIV care. 
In other study, individual belief become modifiable attitude 
to improve HIV testing uptake [8]. Resilience resources may 
facilitate good health behaviors, and help PLWH overcom-
ing negative effects of adversities. Resilience was defined as 
the individual dynamic characteristic that moderates nega-
tive effects of stress, promotes the positive adaptation, and 
effective coping strategies [9]. Along with PLWHA, families 
are often judged and stigmatized, given their association 
with a family member who is HIV-positive [10, 11]. 

Family highly contribute to the  quality of  life (QoL)
of  PLWH. Those who take care of  PLWH often feel bur-
dened and tired, they have to spend time in hospitals and 
provide support to their family members living with HIV. 
Family burden in taking care of PLWH causes psychological 
stress. Some of the families may feel burnout and abandon 
hope, but some of  the  families become resilient, and em-
power PLWH to build their confidence and support each 
other [12]. 

Family resilience is defined as the  ability of  family, as 
a functional system, to withstand and re-bound from adver-
sity. The way a family confronts and manages disruptive life 
challenges, buffers stress, effectively re-organizes, and moves 
forward with life, influence immediate and long-term adap-
tation for every family member and viability of family unit. 
The concept of resilience is used to describe how people can 
“bounce back”, even after experiencing crises, trauma, or 
stressors [2, 13]. Therefore, this study analyzed the relation-
ship between individual beliefs and family resilience among 
PLWH. 
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poor, fair, and good family resilience levels as 9, 51, and 
13, respectively. Followed by poor depression management 
(14%), the cumulative scores for poor, fair, and good family 
resilience were 1, 9, and 4, respectively, while fair depres-
sion management (13%) had the cumulative scores of poor, 
fair, and good family resilience as 2, 9, and 2, respectively. 
The  results of  statistical test analysis using Spearman’s rho 
test revealed a p-value of 0.06 and r of 0.271, showing that 
depression management and family resilience were not re-
latable (Table 2). 

Adherence to treatment and family 
resilience 

The results on adherence to treatment among the  re-
spondents demonstrated that the  highest adherence levels 

were good (73%), with cumulative scores for poor, fair, and 
good family resilience as 7, 48, and 18, respectively. Followed 
by poor adherence (14%), the  cumulative scores for poor, 
fair, and good family resilience were 0, 12, and 2, respective-
ly, while fair adherence (13%) with cumulative scores for 
poor, fair, and good family resilience was 3, 7, and 3, respec-
tively. The results of statistical test analysis using Spearman’s 
rho test obtained p = 0.04 and r = 0.283, showing that there 
was a  moderate positive correlation between adherence to 
treatment and family resilience (Table 2). 

Symptoms management and family 
resilience 

The results on symptoms management among the  re-
spondents revealed that the highest symptom management 
levels were good (73%), with cumulative scores for poor, fair, 
and good family resilience as 5, 59, and 9, respectively. Fol-
lowed by poor symptoms management (14%), the cumula-
tive scores for poor, fair, and good family resilience were 1, 
11, and 2, respectively, whereas fair symptoms management 
(13%) with cumulative scores for poor, fair, and good family 
resilience was 1, 10, and 2, respectively. The results of statis-
tical test analysis using Spearman’s rho test showed a p-value 
of 0.10 and r of 0.256, which means that symptoms and fam-
ily resilience was not relatable (Table 2). 

Communication with healthcare providers 
and family resilience 

The results on communication with healthcare providers 
among the participants showed that the highest communi-
cation levels were good (73%), with cumulative scores for 
poor, fair, and good family resilience as 7, 49, and 17, respec-
tively. Followed by poor communication (14%), the cumula-
tive scores for poor, fair, and good family resilience were 2, 
8, and 4, respectively, while fair communication (13%) with 
cumulative scores for poor, fair, and good family resilience 
showed 1, 9, and 3, respectively. The  results of  statistical 
test analysis using Spearman’s rho test revealed p = 0.01 and 
r = 0.247, which means that there was a moderate positive 
relationship between communication with healthcare pro-
viders and family resilience (Table 2). 

Social support and family resilience 

The results on social support among the  respondents 
demonstrated that the  highest social support levels were 
good (73%), with cumulative scores for poor, fair, and good 
family resilience as 6, 54, and 13, respectively. Followed by 
poor social support (14%), the cumulative scores for poor, 
fair, and good family resilience were 4, 10, and 0, respective-
ly, whereas fair social support (13%) with cumulative scores 
for poor, fair, and good family resilience was 1, 11, and 1, re-
spectively. The results of statistical test analysis using Spear-
man’s rho test achieved p = 0.000 and r = 0.375, which means 
that there was a moderate positive relationship between so-
cial support and family resilience (Table 2). 

Table 1. Characteristics of the respondents 

Factor n (%) 

Age 

20-29 years 6 (6.0) 

30-39 years 36 (36.0) 

40-49 years 36 (36.0) 

50-59 years 21 (21.0) 

> 55 years 1 (1.0) 

Sex 

Male 51 (51.0) 

Female 49 (49.0) 

Education 

Elementary school 33 (33.0)

Junior high school 16 (16.0) 

Senior high school 28 (28.0) 

Bachelor’s degree 23 (23.0) 

Marital status 

Single 19 (19.0) 

Married 39 (39.0) 

Widowed 33 (33.0) 

Divorced 9 (9.0) 

Occupation 

Civil servant 0 (0.0) 

Employee 53 (53.0) 

Entrepreneur 10 (10.0) 

Unemployed 37 (37.0) 

Income 

< UMR 71 (71.0) 

> UMR 29 (29.0) 

Religion 

Islam 80 (80.0) 

Christianity 20 (20.0) 
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psycho-social (e.g., substance abuse) are related to resilience, 
mastery, and health outcomes. They also influence QoL 
of PLWH and family resilience [14-16]. Individual belief has 
significant correlation with resilience, as this is a  belief in 
capacity to make a difference. Individual greater beliefs have 
a correlation with chronic pain that impact PLWH depres-
sive symptoms, and that treatment would eliminate AIDS. 
This implies that PLWH resilience has a number of ways, in-
cluding level of knowledge of their illness, self-responsibility, 
persistence, increased QoL, low level of  psychological dis-
tress, positive beliefs, and ability to relinquish control over 
uncertainty of  life with HIV infection  [17-19]. Individual 
belief has become care-centered, where the belief about HIV 
is positive and easier to follow HIV care or program. This in-
dividual belief is also supported by family, which is the most 
supportive factor among PLWH. 

Historically, the  family has always been perceived as 
the  social institution to provide love, security, and protec-
tion. Family empowerment is important for PLWH [12, 16]. 

Fatigue management and family 
resilience 

The results on fatigue management among the partici
pants showed that the  highest fatigue management levels 
were good (73%), with cumulative scores for poor, fair, and 
good family resilience as 9, 50, and 14, respectively. Fol-
lowed by poor fatigue management (14%), the  cumulative 
scores for poor, fair, and good family resilience were 1, 10, 
and 3, respectively, while fair fatigue management (13%) 
with cumulative scores for poor, fair, and good family re-
silience showed 1, 10, and 2, respectively. The results of sta-
tistical test analysis using Spearman’s rho test had p = 0.161 
and r  =  0.108, which means that there was no correlation 
between fatigue management and family resilience (Table 2). 

Discussion 
HIV-related adverse experiences, such as depression, 

life-time victimization, discrimination, and disproportionate 

Table 2. Analysis of the relationship of individual beliefs with family resilience in PLWH 

Variables Family resilience Statistic tests: 
Spearman’s rho Poor Fair Good 

n % n % n % 

Depression management 

p = 0.06 
r = 0.271 

Poor 1 7.1 9 64.3 4 28.6 

Fair 2 15.4 9 69.2 2 15.4 

Good 9 12.3 51 69.9 13 17.8 

Adherence to treatment 

p = 0.04 
r = 0.283 

Poor 0 0.0 12 85.7 2 14.3 

Fair 3 23.1 7 53.8 3 23.1 

Good 7 9.6 48 65.8 18 24.7 

Symptoms management 

p = 0.10 
r = 0.256 

Poor 1 7.1 11 78.6 2 14.3 

Fair 1 7.7 10 76.9 2 15.4 

Good 5 6.8 59 80.8 9 12.3 

Communication with healthcare providers 

p = 0.013 
r = 0.247 

Poor 2 14.3 8 57.1 4 28.6 

Fair 1 7.7 9 69.2 3 23.1 

Good 7 9.6 49 67.1 17 23.3 

Social support 

p = 0.00 
r = 0.375 

Poor 4 28.6 10 71.4 0 0.0 

Fair 1 7.7 11 84.6 1 7.7 

Good 6 8.2 54 74.0 13 17.8 

Fatigue management 

p = 0.161 
r = 0.108 

Poor 1 7.1 10 71.4 3 21.4 

Fair 1 7.7 10 76.9 2 15.4 

Good 9 12.3 50 68.5 14 19.2 



Dessy Syahfitri Pohan, Nursalam Nursalam, Rizky Fitryasari, Eka Mishbahatul M. Has, Ferry Efendi, Rr Dian Tristiana, et al.146

HIV & AIDS Review 2025/Volume 24/Number 2

Interventions in family provide an opportunity to approach 
structural barriers, such as poverty, healthcare access, and 
mental healthcare policies. In a previous study, the import-
ant role of family functioning was shown to predict depres-
sion [20, 21]. Our findings demonstrated that communica-
tion with healthcare providers, social support, adherence to 
treatment, and family resilience have a moderate relationship, 
while depression management, symptoms management, and 
fatigue management do not correlate. This is in line with 
a previous study, showing that receiving social support im-
proves QoL of PLWH by increasing their beliefs and impact-
ing their economic status [22]. Healthcare providers can as-
sist PLWH in exerting control over their challenges through 
patients’ advocacy, and by empowering them to engage in 
the  interactive process of  commitment, belief, and positive 
outlook  [23]. Improving PLWH QoL related to resilience, 
mastery, and health outcomes among PLWH includes adher-
ence to treatment with ART [14, 15, 24]. Moreover, empow-
erment of family can be used to increase the independence 
of families and patients in the treatment of PLWH [25]. 

Family resilience allows PLWH to develop their ability 
and not limit their actions. Furthermore, social support builds 
their confidence and support for each other. There was a pos-
itive relationship shown between social support with ART 
adherence  [11, 12]. Religion/spirituality, family resilience, 
and social support promoted adherence to care. It strength-
ens their individual beliefs to cope with their diagnoses [24]. 
Another study showed that the lack of social support and poor 
communication with healthcare providers affect the behaviors 
and attitudes of PLWH in a healthcare setting. For example, 
clinic visit adherence and trust in a medical provider are some 
factors associated with healthcare behaviors [26]. 

Overall, the current findings showed that most of the re-
spondents have good individual beliefs and fair family resil-
ience. The way families view their problems and their prefer-
ences, can make a difference between coping and mastery, or 
dysfunction and despair. Each family’s shared beliefs are an-
chored in cultural values, and influenced by family’s position 
and experiences in the  social world over time  [13]. From 
a cultural perspective, the family is a healthcare unit with its 
own views on health and illness, attitudes, and forms of care, 
such as support for ART adherence [4, 27]. Consistent med-
ical care treatment is the key to viral suppression, so inter-
ventions are needed to simultaneously address key factors 
at different levels [14]. Furthermore, poor adherence results 
in negative outcomes, including morbidity and mortality as 
well as an increased likelihood of transmitting HIV to sex-
ual or drug-using partners [2]. Therefore, there is an urgent 
need for developing efficient intervention programs, which 
can lead to maximize family support, involving PLWH fam-
ilies, with a particular attention to family dynamics in daily 
interactions [28]. 

Study limitations 
The current study has two limitations, which need to be 

acknowledged. Firstly, this research provides results, which 

are representative of the Indonesian population. The results 
were validated using several samples and internationally 
recognized measurement tools. However, cross-sectional 
studies have a number of limitations, including the inabili-
ty to estimate incidence and draw conclusions about causes. 
The second limitation is the study’s small sample size. 

Conclusions 
Family resilience plays an  important role in individual 

beliefs. It has an  impact on the  QoL of  PLWH. Moreover, 
family resilience helps PLWH face barriers in accessing and 
adhering to treatment that enables long and healthy life. In-
dividual beliefs and family resilience reduce the effect of nu-
merous adversities in PLWH, potentially enabling PLWH to 
overcome the negative effects of difficulties (e.g., stigma and 
discrimination). 
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