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INTRODUCTION
Human immunodeficiency virus (HIV)/Acquired immuno-
deficiency syndrome (AIDS) continues to be a meaningful 
global health issue, especially one that affects women.[1] Every 
week, 4200 women aged 15–24 are infected with HIV and they 
are twice as likely to be infected as males.[1,2] Women living 
with HIV (WLHIV) face substantial psychological challenges, 
including anxiety. Anxiety is a phenomenon that is often found 
among WLHIV. Research reveals that 37% of WLHIV of 
reproductive age in Canada experience high levels of anxiety,[3] 
and data in Ethiopia 28.9% of WLHIV experienced anxiety.[4]

Stigma and discrimination from health workers, along with 
perceived shame, are major factors contributing to anxiety 
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among WLHIV.[5,6] In Indonesia, approximately 570,000 
people are living with HIV, with an adult prevalence (aged 
15–49  years) of about 0.4% and women aged ≥15  years 
representing 31.6% of this population.[1] Although national 
data on anxiety among Indonesian WLHIV are limited, 
mental health problems are common among PLHIV in 
Indonesia. A  recent study reported that 23.3% of HIV-
infected adults in Indonesia experienced lifetime suicidal 
ideation, often linked to underlying anxiety and depression.[7]

One strategy that has the potential to help in managing 
anxiety is the use of spiritual coping skills. Through this 
approach, individuals rely on the strength of faith, prayer, 
remembrance, and surrender to God to face stress. Some 
studies suggest that spirituality may contribute to reducing 
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symptoms of depression, anxiety, and hopelessness among 
WLHIV.[8] Women often find calmness, strength, and 
development through spiritual practice.[9] The use of prayer, 
in particular, has been identified as a highly effective self-care 
strategy.[10]

Information about the impact of spiritual coping on anxiety 
is still minimal. The majority of the studies have placed more 
emphasis on the effect of spiritual handling on symptoms of 
depression, stress, and mental health in general, rather than 
specifically on anxiety.[11-13] Although there have been several 
studies involving women, none have specifically explored the 
effects of spiritual coping on anxiety among WLHIV.[9,12-14]

Research on anxiety in individuals with HIV/AIDS has 
generally focused on pharmacological approaches and 
conventional psychological therapies. Psychological 
interventions, particularly cognitive behavioural therapy and 
cognitive behavioural stress management, have generally 
demonstrated greater effectiveness than pharmacological 
approaches in alleviating anxiety among people living with 
HIV.[15,16] However, definitive evidence identifying the most 
beneficial non-pharmacological intervention remains 
limited.[17] Meta-analyses of psychosocial interventions have 
reported small-to-moderate effects in reducing anxiety, with 
standardised mean differences ranging from –0.12 to –0.22.[18]

The limitations in research representation from developing 
countries, as well as among specific population groups, 
such as women, are noteworthy. The majority of research is 
focused on North America, while data from other regions 
are still limited.[19] The necessary interventions should be 
tailored to the cultural context and take into account the 
specific challenges faced by WLHIV in different regions.[19,20] 
This indicates a need for more focused research on anxiety 
with varied outcomes.
This research contributes to the comprehension of the function 
of spiritual coping in supporting WLHIV to anxiety stability. 
An in-depth comprehension of the function of spiritual 
coping in anxiety management is anticipated to underpin 
the creation of psychosocial interventions for WLHIV. The 
methodology employed in this research is based on the theory 
of spiritual coping.[21] The selection of this theory was based 
on its clear emphasis on how people construct their spiritual 
coping mechanisms by interpreting stressful events through 
a spiritual framework. This theoretical framework aims to 
facilitate the development of effective interventions based on 
spirituality and to investigate the role of spiritual coping in 
helping WLHIV manage anxiety.

MATERIALS AND METHODS
Design, sampling, and participants
This study utilises an analytical descriptive research design, 
including a cross-sectional methodology. It will be held from 
March 2024 to August 2024 at the Government Hospital in 
Indonesia. WLHIV were the population in this study, aged 

20–49 years, totalling approximately 483 individuals. Samples 
were obtained using the events per variable method.[22] The 
formula used is:

n = 10 × k/p
where:
‘k’ represents the aggregate of independent variables (in this 
research, as many as 4).
The ‘p’-value represents the proportion of cases in the 
smallest outcome category, specifically low anxiety, which 
was found in 37% of respondents.[3]

Thus, the minimum number of respondents required is 
108 people. In this study, researchers successfully collected 
data from 120 respondents. Sampling was conducted using 
purposive sampling, in which individuals were chosen 
according to defined inclusion and exclusion criteria. The 
eligibility criteria consist of: (1) women with HIV, (2) age 
20–49  years, and (3) outpatients with HIV. The exclusion 
criteria in this study are that HIV-positive women are 
pregnant; in this case, it is known from WLHIV’s confession 
and confirmed to the nurse on duty.

Variables and measurements
The independent variables in this study are: demographic 
data (age, marital status, and length of HIV diagnosis), as well 
as spiritual coping. Meanwhile, the dependent variable is the 
anxiety of WLHIV. The instrument used in this study is an 
instrument that has been tested for validity and reliability on 
26 WLHIV women in provincial hospitals. All instruments 
used have been tested for validity using correlation tests, the 
Bivariate Pearson correlation.[23] An item was considered 
invalid when the calculated correlation coefficient was 
lower than the critical value (r = 0.27). Invalid instruments 
are discarded if other items represent the measurement 
parameters. However, if there are no parameters that 
are represented, the instrument item is corrected. The 
questionnaire was also assessed for dependability utilising 
Cronbach’s Alpha, with a value exceeding 0.60, indicating 
reliability.[23] The instruments used include:

Data demographics
A demographic questionnaire was developed by the 
researchers. The age was categorised as late adolescence 
(20–25  years), early adulthood (26–35  years) and late 
adulthood (36–49  years), coded as 1, 2 and 3, respectively. 
This classification reflects relevant developmental stages 
and follows practices reported in previous epidemiological 
literature.[24-26]

Marital status was categorised as unmarried (coded 1), 
married (coded 2), divorced (divorced while spouse is alive 
coded 3), and widowed (spouse deceased coded 4). The 
questionnaire was calculated from the time the respondents 
began the diagnosis of HIV by the physician is categorised as 
follows: ≤6 months (coded 1), 7 months - 1 year (coded 2), 
1.1 years - 2 years (coded 3) and >2 years (coded 4).
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Spiritual coping
The questionnaire used the Spiritual Religious Coping 
Scale developed by Aflakseir and Coleman,[27] which was 
translated into Indonesian Language with the assistance of 
a professional translator. The instrument was then culturally 
adapted and modified to align with the study objectives 
and the characteristics of WLHIV, under the guidance of a 
health and academic expert. The modified version contained 
six statements using a five-point Likert scale (1 = strongly 
disagree to 5 = strongly agree). Categories were classified 
as high (23–30), moderate (15–22), and low (6–14). The 
instrument demonstrated strong reliability, with a Cronbach’s 
alpha of 0.922 (>0.60), and validity coefficients ranging from 
0.680 to 0.954 (r-table = 0.27), indicating that the instrument 
was both valid and reliable.

Anxiety
The Zung Self-Rating Anxiety Scale[28] was translated into 
Indonesian Language by a professional translator and then 
modified to ensure cultural and contextual relevance for 
WLHIV, with expert input from health professionals. The 
adapted version was pilot-tested on 26 respondents to assess 
clarity, validity and reliability, resulting in 13 valid and 
reliable items (Cronbach’s alpha = 0.844; r = 0.428–0.748). 
The scale used a four-point Likert format (1 = never, 
2 = sometimes, 3 = often, 4 = always), with reverse scoring 
for positive statements. Anxiety levels were categorised as 
follows: normal/not anxious (13–22), low (23–32), moderate 
(33–42) and high (43–52).

Data collection
Data collection began in March 2024 and continued through 
August 2024. The WLHIV who participate in this study are those 
who fulfil the established inclusion criteria and are prepared 
to sign a letter of consent to be respondents. They are then 
given a questionnaire sheet consisting of three questionnaires 
to be filled out. Respondents completed a questionnaire 
administered by a researcher. After the questionnaire is filled 
out and returned to the researcher, the researcher ensures that 
all questionnaire questions/statements have been filled in their 
entirety by the participants. Upon finishing the questionnaire, 
the investigator provided the respondent with a souvenir and 
transportation money of fifty thousand rupiah as a token of 
appreciation for their willingness to participate.

Ethical consideration
This study was conducted following the acquisition of a 
research ethics permit. Approval for the research ethics was 
secured from the Health Research Ethics Commission of the 
Faculty of Nursing, Airlangga University, under the reference 
number: 3069-KEPK. This research ethics permit represents 
a commitment by the Health Research Ethics Committee of 
the Faculty of Nursing, Airlangga University, to safeguard the 

human rights and welfare of participants involved in research 
subjects in health research.

Data analysis
The data from this study were subjected to analytical 
descriptive tests, including frequency and percentage 
calculations. In additon, the Spearman Rank test was 
employed to assess the strength of correlation and the 
direction of the relationship between independent and 
dependent variables, with p < 0.05 declared to have a 
meaningful relationship. ‘Positive’ or ‘negative’ describes the 
direction of the relationship. The multivariate analysis of this 
study utilises the logistic ordinal regression test to investigate 
the impact of independent factors on dependent ones.

RESULTS
The following is a description of demographic variables, 
spiritual coping, and anxiety of WLHIV.
Table  1 can be concluded that most of the respondents 
were 36–49 years old (56.7%), had a high school education 
(58.3%), were married (61.6%) and were diagnosed with HIV 
for more than 2 years (63.3%). Most of the respondents had 
spiritual coping in the high category (55.0%) and most of the 
respondents were in the non-anxiety category (58.3%), while 
others experienced anxiety to varying degrees.
Next, the researcher continued to examine the connection 
between dependent variables and independent variables 

Table  1: Frequency and percentage of demographic, spiritual 
coping, and anxiety characteristics of women living with human 
immunodeficiency virus.

Variables Indicator Category n Percentage
Characteristics 
demography

Age 
(Year)

20–25 7 5.8
26–35 45 37.5
36–49 68 56.7

Marital 
Status

Unmarried 9 7.5
Marriage 74 61.6
Divorce 11 9.2

Widowed 26 21.7
Length of 
diagnosis 
(month, 
Year)

≤6 month 20 16.7
7 month–1 year 11 9.2
1.1 and‑2 and 13 10.8

>2 year 76 63.3
Spiritual 
Coping

Low 14 11.7
Moderate 40 33.3

High 66 55.0
Anxiety No anxiety 70 58.3

Low 35 29.2
Moderate 10 8.3

High 5 4.2
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Table 2: The relationship between length of diagnosis, age, marital 
status and spiritual coping with human immunodeficiency virus 
female anxiety (n=120).

No Variables Correlation Spearman (ρ) p‑value
1 Age −0.346 0.000
2 Length of 

diagnosis
−0.356 0.000

3 Spiritual coping +0.364 0.000
4 Marital status −0.115 0.211
A meaningful correlation is indicated by p<0.01

using Spearman’s Rank analysis to determine the relationship 
and direction between age, marital status, length of diagnosis, 
spiritual coping and WLHIV anxiety.
As shown in Table 2, indicated a noteworthy correlation 
between age and anxiety (ρ = +0.346; p < 0.001), as well as 
between the length of diagnosis and anxiety (ρ = −0.356; 
p < 0.001). Both associations showed a negative pattern, 
indicating that as the age and duration of the HIV diagnosis 
increased, WLHIV anxiety levels tended to decrease. 
A significant positive correlation was found between spiritual 
coping and anxiety (ρ = +0.364; p < 0.001). This finding 
suggests that while individuals with higher levels of spiritual 
coping tend to engage more deeply in religious or spiritual 
practices, such engagement may occur as a response to 
psychological distress or anxiety rather than its absence. This 
analysis also showed that marital status had no meaningful 
relationship with WLHIV anxiety levels (ρ = −0.115; p 
= 0.211). This lack of association suggests that marital 
status may not capture the quality of social relationships 
or perceived social support factors that are typically more 
closely linked to psychological distress. Hence, meaningful 
differences in anxiety levels by marital category were 
observed in this sample.
Table  3 presents the results of the ordinal regression 
analysis examining factors influencing anxiety levels 
among WLHIV. The findings indicate that age significantly 
affects anxiety levels, particularly among participants aged 
20–25 years (B = 1.553; p = 0.041; Odds ratio [OR] = 4.73; 
95% Confidence interval [CI] = 1.07–20.92). This suggests 
that WLHIV in 20–25  years of age group is approximately 
4.7  times more likely to experience anxiety compared to 
those aged 36–49 years.
Marital status and duration of HIV diagnosis did not show 
statistically significant associations with anxiety levels 
(p > 0.05), indicating that these factors may not independently 
influence psychological distress in this population.
In contrast, spiritual coping demonstrated a significant 
relationship with anxiety. Participants categorised as having 
moderate spiritual coping were about 4.6  times more likely 
to experience anxiety compared to those with highlevels 
of spirituality (B = 1.520; p = 0.013; OR = 4.57; 95% 

CI = 1.38–15.20). This suggests that moderate spiritual coping 
engagement may represent an active coping response to 
psychological distress rather than an absence of anxiety it-self.
To enhance the interpretability of these findings, a heat map 
[Figure  1] was added to visually illustrate the strength and 
direction of the relationships between variables and anxiety 
levels among WLHIV. The colour gradient reflects the 
regression coefficients (B), with darker red shades indicating 
stronger positive associations with anxiety, and blue shades 
indicating weaker or negative associations. The visualisation 
reinforces the regression findings by highlighting that 
younger age (20–25 years) and moderate spiritual coping are 
the most significant predictors of increased anxiety among 
WLHIV.
The overall model fit test [Table 4] determined that the 
regression model was meaningful (Chi-Square = 95.276; df 
= 42; p < 0.001), indicating that the independent variables 
meaningfully contributed to the model. The goodness of fit 
test showed a deviance value of 122,959 (df = 267; p = 1,000), 
which indicates that there is a model fit (fit) with the data. 
Nagelkerke’s Pseudo R-Square value of 0.631 showed that the 
model was able to explain 63.1% of the variation in anxiety 
in WLHIV.

DISCUSSION
This study examined factors influencing anxiety among 
WLHIV through bivariate (Spearman Rank) and multivariate 
(ordinal regression) analyses. The findings highlight that 
younger age and spiritual coping are the most important 
predictors of anxiety, showing the interplay between 
psychological and spiritual factors in shaping emotional well-
being.

Figure  1: Heat map of ordinal regression coefficients (B) 
for predictors of anxiety among women living with human 
immunodeficiency virus. The colour gradient represents the 
direction and strength of associations, with red indicating stronger 
positive relationships and blue indicating negative ones. Asterisk (*) 
indicates statistically significant variables (p < 0.05)*.
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Table 3: Findings from the ordinal regression coefficient analysis of age, duration of diagnosis, spiritual coping and anxiety of women living 
with human immunodeficiency virus (n=120).

Variables Category Coeff (B) SE Wald df p‑value Odds ratio 95% CI (Lower ‑ Upper)
Age (Years) 20–25 1.553 0.759 4.185 1 0.041 4.73 1.07–20.92

26–35 0.328 0.470 0.487 1 0.487 1.39 0.55–3.49
Marital status Unmarried 0.196 1.391 0.020 1 0.888 1.22 0.08–18.60

Married 0.525 0.754 0.484 1 0.487 1.69 0.39–7.39
Divorce 2.408 3.212 0.562 1 0.454 11.11 0.02–602.17
Widowed 1.987 1.133 3.077 1 0.079 7.29 0.79–67.17

Length of 
diagnosis

≤6 months 1.579 2.870 0.303 1 0.582 4.85 0.02–1342.49
7 months‑1 year −0.019 2.988 0.000 1 0.995 0.98 0.00‑342.74
1.1 year–2 year −0.665 2.844 0.055 1 0.815 0.51 0.00–136.40

Koping spiritual Low versus high 1.645 0.909 3.272 1 0.070 5.18 0.87–30.77
Moderate versus high 1.520 0.613 6.152 1 0.013 4.57 1.38–15.20

Coeff (B): The regression coefficient, reflecting the direction and magnitude of the association, SE: Standard error, Wald represents the test statistic 
employed to evaluate the coefficient, df: Degrees of freedom, p-value: (p<0.05), The Odds Ratio is denoted as Exp (B): The probability of an outcome, 
CI: Confidence interval

Table  4: A model of anxiety in women living with human 
immunodeficiency virus based on ordinal regression hierarchy.

Test Value p‑value df
Overall model fit Chi‑square=95.276 <0.001* 42
Goodness of fit 
(Deviance)

Deviance=122,959 1.000** 267

Pseudo R‑square Cox and Snell=0.548
Nagelkerke=0.631*

‑ ‑

p< 0.05* indicates a statistically significant overall model fit (Chi-square 
test). p > 0.05** in the Deviance (Goodness-of-Fit) test indicates that the 
ordinal regression model adequately fits the data. df: Degrees of freedom,

Younger WLHIV (aged 20–25  years) reported higher 
anxiety compared to older participants. This finding aligns 
with prior studies showing that younger women tend to 
experience greater psychological distress due to stigma, fear 
of rejection and life disruption following diagnosis.[29-31] The 
Spearman Rank correlation also confirmed that younger age 
was significantly associated with higher anxiety levels. The 
vulnerability of younger women may reflect the transitional 
nature of early adulthood, where social and emotional 
stability is still developing, and illness-related uncertainty 
increases anxiety.
The analysis also found a negative correlation between 
duration of HIV diagnosis and anxiety, indicating that 
newly diagnosed WLHIV experience higher anxiety 
levels. This supports earlier evidence that the initial post-
diagnosis phase is a psychologically fragile period marked 
by fear and denial.[32,33] However, this relationship became 
non-significant in the regression model, suggesting that 
when multiple variables were analysed simultaneously, 

factors such as age and spiritual coping had a stronger 
impact on anxiety.
The most striking finding concerns the relationship between 
spiritual coping and anxiety. Ordinal regression revealed 
that participants with moderate levels of spiritual coping 
experienced significantly higher anxiety than those with high 
spirituality. This positive association suggests that spirituality 
may become more salient as a response to distress rather than 
its absence. According to Pargament’s Spiritual Appraisal 
Theory,[34-36] individuals interpret stressful situations through 
a spiritual lens, viewing illness as a divine test, punishment, 
or opportunity for growth. This process – known as spiritual 
appraisal – bridges stress (anxiety) and coping, explaining why 
WLHIV experiencing anxiety might increase their spiritual 
engagement to find meaning, comfort and endurance.
Nevertheless, alternative explanations should be acknowledged. 
Some individuals may engage in negative religious coping, 
such as feelings of guilt, fear of divine punishment, or 
abandonment by God, which may exacerbate rather than 
alleviate anxiety.[35,36] It is also possible that the direction 
of the relationship is reversed, where higher anxiety 
motivates individuals to increase their spiritual practices to 
seek comfort and control. These interpretations suggest a 
bidirectional relationship between spirituality and anxiety–
spirituality may both reflect and regulate emotional struggle.
This finding is consistent with Andersson,[37] who found that 
greater distress was associated with increased prayer and 
reflection, and with Visser et al. (2018) and Margetić et al. 
(2022), who emphasised that spirituality can serve as either 
a buffer or an indicator of emotional distress depending on 
the nature of one’s appraisal.[38,39] Hence, spiritual coping 
among WLHIV should be viewed as a dynamic and context-
dependent process.
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From a nursing perspective, these findings underscore the 
importance of spiritual assessment in holistic care. Nurses 
should recognise that increased spiritual activity may signal 
unresolved distress rather than resilience. Integrating faith-
based counselling, reflective dialogue and mindfulness 
rooted in spirituality into HIV care can help patients 
transform anxiety-driven spirituality into adaptive coping, 
reducing distress and improving quality of life.
In conclusion, spirituality among WLHIV represents a 
complex, reciprocal process. Understanding how women 
interpret anxiety through a spiritual lens can guide culturally 
sensitive nursing interventions that address psychological 
and spiritual needs simultaneously

Strangeness and limitation
The study demonstrated its superiority through the 
application of a quantitative approach involving correlation 
and regression analysis, with an emphasis on the vulnerable 
group, namely, WLHIV. The implementation of the theory of 
spiritual coping put forward by Bell, Theiler and Rajendran 
provides a solid theoretical basis for understanding the 
contribution of spirituality in overcoming anxiety. However, 
the study had some limitations, including a cross-sectional 
design that precluded the establishment of a causal 
relationship, limited geographical coverage, and the potential 
for subjective bias due to the use of self-report questionnaires.

CONCLUSION
WLHIV who experience high levels of anxiety are more likely 
to use spiritual coping, suggesting that this strategy works 
in response to emotional stress, rather than as a protective 
factor that directly reduces anxiety. The influence of age and 
meaningful spiritual handling on anxiety levels reinforces 
the understanding that internal factors, such as emotional 
maturity and spirituality, play a role in affective regulation. 
Conversely, the duration of the diagnosis suggests that the 
length of life with HIV is not the main factor determining the 
level of anxiety. These findings emphasise that the protective 
role of spirituality is complex and context-dependent. 
Therefore, nursing interventions should be culturally 
grounded and psychospiritual in nature, focusing not only on 
the presence of spirituality but also on the form and quality 
of spiritual coping used by WLHIV.
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