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Abstract

Voluntary counseling testing (VCT) coverage has not reached yet the target. Some communities in East Nusa 
Tenggara (NTT) Province trust to religious leaders in treating illness. The purpose of this study was to analyze 
the association between perceived social support of religious leaders to VCT behavior of individuals at 
risk of HIV/AIDS. This study was an analytical observational study with cross sectional design. Fifty-one 
individuals at risk of HIV was selected by consecutive sampling. Data were collected using questionnaires 
and observations. The techniques of data analysis were linear regression. The religious leaders had a 
positive influence on the attitudes (b=0.59; p <0.001), subjective norms (b = 0.49; p <0.001) and beliefs 
(b=0.61; p <0.001) of individuals at risk of HIV/AIDS related to VCT. Intentions had a positive influence 
on the individuals at risk of HIV/AIDS to do VCT (b = 0.42; p = 0.004). The total of Individual at risk HIV 
and AIDS/AIDS who perform VCT was 46 people (86%). Religious leaders are potential to provide support 
for individuals at risk of HIV to do VCT. Religious leader can be used for providing support to access VCT 
services. 
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Introduction

The number of HIV cases in 2014 has reached 36.7 
million people. WHO reported that there were 24.7 
million cases in Africa and 3.4 million cases in South-
East Asia.(1) Indonesia is one of the countries in Asia 
where the epidemic is growing rapidly, along with 
Pakistan and the Philippines.(2) The number of HIV/
AIDS cases in Indonesia in 2014 reached 214.127, it 
increased from 179.775 cases in 2013.

The number of HIV/AIDS cases in East Nusa 
Tenggara also increased from 2.264 cases in 
2013 into 3.757 cases in 2014.(3)  HIV/AIDS cases 
have been found throughout the districts in NTT. 86% 
percent of people living HIV/AIDS were heterosexuals. 

There is great concern that the HIV/AIDS epidemic is 
moving from sex workers to family members, especially 
housewives who are unaware that they are at risk of 
being exposed to HIV. The highest percentage of HIV 
infection was found in housewives as many as 1.282 
cases.(4)   

Awareness for HIV testing is one of the efforts to 
prevent HIV transmission.(5) Based on data KPAD NTT 
2015, of 22 VCT services, only 3 VCT services meeting 
the target of 750 visits in a year. VCT is intended to 
help people, especially those who are at-risk of HIV, 
vulnerable, and whose family members are HIV 
positive, to determine the health status related to HIV. 
The result of VCT can be used as a motivation to prevent 
transmission and to immediately get appropriate help.(6)

The lack of information about HIV and evaluable 
support to use VCT services  are factors that can 
be associated with the practice of VCT to carry out 
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examination to individuals at risk of HIV in order to 
determine their status.(7),(8) The condition indicates that 
social support can affect individual at risk of HIV to 
prevent and get VCT.(9),(10)

Social support can be in the form of information or 
emotional and material supports that make individual 
more confident and have a positive attitude.(11) Support 
in the form of information includes information on risk 
factors of HIV transmission, HIV prevention, VCT and 
treatment. 12 Motivational support makes one strong.
(13) Material support includes real help to relieve and 
to survive.(14). Inside as well as outside pressures will 
be reduced due to social support.(15) Social support is 
more effective in making one strong enough to face 
the pressures of HIV, compared to the individual’s self 
efficacy.(16)

Social support can be provided by family 
members, friends or communities such as clergy, priests, 
pastors and others.(17) Clergy, pastors and congregations 
have such powers in form of doctrine, affection, and 
mental recovery through belief/faith.(18),(19) Supports 
from the clergy light up the life spirit of people with 
HIV/AIDS.(20) The communities are willing to prevent 
HIV/AIDS transmission as suggested by the religious 
leaders.(21)  

NTT is unique as the people have high appreciation 
of the role of religious leaders in their lives. Religious 
leader is someone who has the gift and power to cure 
illness. Besides being treated at health facilities, people 
also go to religious leader. This study aimed to investigate 
the influence of support from religious leaders, family 
members and communities on the subjective norms, 
attitudes, beliefs and intentions related to VCT among 
individuals at risk of HIV in the urban area.  

Materials and Method

The research was conducted in October 2015 until 
April 2016 in Kupang city, NTT, Indonesia. The highest 
percentage of HIV infection was found in housewives. It 
indicates that NTT already in general epidemic. Kupang 
city has 811 cases of HIV/AIDS was found highest 
among housewives compared with other districts in 
NTT. Religious leaders were trusted by most people 
in Kupang who mainly came from Timor Evangelical 
Christian Churches (GMIT). Religious leader serves in 
the diakonian commission in the GMIT church. 

A cross-sectional study was conducted to analyze 
religious leaders’ support on attitude, beliefs, subjective 
norm and intention on individual at risk HIV/AIDS to 
take VCT at a defined time.

The population was individuals at risk of HIV/
AIDS coming to religious leaders from January-
February 2016. List of 34 religious leader was obtained 
from GMIT church. The researcher met the religious 
leader to identify people at risk of HIV/AIDS who 
visited them from January-February 2016. The sample 
size was determined by using the Hypothesis of 
Test sample Based on Proportion.(22) by considering the 
value of π in previous related studies  (π1= 0.51 and π2= 
0.05),(23),(24) n=51, selected by consecutive sampling. The 
criteria was individual at risk of HIV/AIDS who had 
more than one sexual partner, had a spouse (husband 
or wife who had a habit of changing sexual partners) 
and were drug users with injection. 

Variables were perceived support of religious 
leader, family members and community, attitudes, 
beliefs, subjective norms, intentions and VCT behavior. 
Data were collected using questionnaires. To avoid bias, 
data regarding the influence of family and community 
on the decision of individuals at risk of HIV/AIDS 
to do VCT were also collected. Questionnaire was 
used to collect data of support of the religious leader, 
family, community, attitudes, subjective norms, beliefs 
and intentions. Data collection was performed by 
enumerators.

Descriptive analysis was used to interpret the 
characteristics of respondents (support of religious 
leaders, attitudes, subjective norms, beliefs, intentions 
and VCT behavior). Inferential analysis was used to 
examine influence of religious leader support’s on the 
attitudes, subjective norms and beliefs of individuals at 
risk of HIV/AIDS, using linear regression. The influence 
of attitude, subjective norm and belief to intentions 
was analyzed by linear regression, while the effect of 
intention of individuals at risk of HIV/AIDS on VCT 
was analyzed by logistic regression.

Findings

The majority of respondents was male (53%). The 
youngest age was 17 years old and the oldest was 68 
years old. Professions were servants, housewives and 
students (table 1).
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Table 1. Support of Religious Leader, Community and Family Members toward the Attitudes, Beliefs, 
Subjective Norms, and Intentions of Individual at Risk of HIV/AIDS to do VCT

Variable 

Descriptive Inferential 

n=51 % Mean 
(min-max) b p

Characteristic:

Gender 
-Male
-Female 27 53.1

Age 
<25 years
≥25 years

23
28

45.1
54.9

22.4(17-24)
40.2(27-68)

Occupation 

-Employee
-Housewife
-Student

20
18
13

39.2
35.3
25.5

Marital Status 

-Married
-Single

27
24

53.0
47.0

Education 
<junior high school
≥senior high school

19
32

37.3
62.7

Religious Leader support:

Information
-Good
-Poor

38
13

74.5
25.5

78.9(74-90)
60.5(54-68)

Motivation
-Good
-Poor

42
  9

82.4
17.6

80.1(76-88)
64.6(55-69)

Appraisal
-Good
-Poor

40
11

78.4
21.6

78.4(70-87)
60.2(56-66)

Instrumental
-Good
-Poor

40
11

78.4
21.6

80.4(74-86)
62.0(54-69)

Attitude 47 92.2 76(68-88) 0.59 0.001

Subjective Norm 43 84.3 79(67-83) 0.50 0.001

Belief 45 88.2 81(68-86) 0.61 0.001

Intention (Good categories) 45 88.2 86.5(58-88)
0.42 0.04

VCT Behavior 44
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Attitude, subjective norm and belief on support of 
religious leader were categorized good with the lowest 
score of 67 on the subjective norm variable and the 
highest of 88 on attitude. Intention to do VCT was good 
in average. 

Table 1 shows the correlation between the support 
of religious leader and the attitudes, subjective norms, 
beliefs, and intentions of individuals at risk of HIV/
AIDS to take VCT (p-value <0.05). The significant 
correlation meant that the support of religious leader 
could improve attitudes, subjective norm and beliefs of 
individual at risk HIV/AIDS. The correlation coefficient 
between the support of God’s servants and the attitudes, 
subjective norms, beliefs, and intentions to do VCT 
(>0.5). It indicated a quite strong correlation between 
these variables.  The results also showed that attitudes 
and subjective norms had an influence on the intentions 
of individuals at risk of HIV to do VCT. The results of the 
statistical analysis provided support to the explanation 
that the support from religious leaders were more likely 
to contribute to attitudes, subjective norms, beliefs and 
intention of individuals at risk of HIV/AIDS to do VCT 
than family and community support.

Discussions

According to the Theory of Planned Behavior; 
attitudes, subjective norms and beliefs affect the 
intentions and behavior.(28) This study proved that the 
support of religious leaders had a stronger correlation 
compared to the support of family members and 
community. Religious leaders, to some communities 
in NTT, has the charm and is believed to be able to 
offer solution to any problems both psychological and 
physical. This is possible because there is a belief that 
Religious leaders has a special gift from God. Religious 
leaders is not a priest, pastor or necessarily a well-
educated person. Religious leaders is believed by the 
communities NTT to have the gift of the Faith in the 
Lord Jesus and is able to offer solutions to various 
problems of life such as illness, job, household and 
others. Someone with spiritual influence can be used 
as a medium to convey health messages.(29) Clergy is 
loving and caring in giving advice to individuals at risk 
of HIV/AIDS.(30) The communities are willing to follow 
the message on HIV prevention delivered by servants 
of the church. Public follows the message from the 
minister as to the community, they are highly trusted 
and accepted by the local community. They are accepted 

and trusted by the community due to their high integrity 
and their beliefs.(31)

The recognition from the community to the religious 
leaders enabled them to find and give social support 
for individuals at risk of HIV/AIDS. Social support in 
the form of information raised the awareness on HIV 
issue.(32) Social motivation and real help encouraged 
individuals at risk of HIV to do VCT.(33) Social support 
that had influence on individuals at risk of HIV was the 
support of trusted ones such as clergy, friends or family.
(17) In this study, religious leaders motivated and offered 
assistance to individuals at risk of HIV/AIDS to do 
VCT. Related studies showed that a low willingness to 
do VCT was due to low social support for individuals at 
risk of HIV.(34) With social support, individuals at risk 
of HIV/AIDS felt more confident and had a positive 
attitude to willing to do VCT.(35) One needs social support 
when they realize they are at risk of HIV transmission.
(36) Social support may reduce depression of individuals 
at risk of HIV/AIDS as they take HIV test.(37),(38) This 
study showed that individuals at risk of HIV would do 
VCT after they received information, motivation and 
support of the religious leaders. The support of religious 
leaders correlated to the beliefs, attitudes, subjective 
norms and intentions of individuals at risk of HIV to 
do VCT.

Conclusion

Religious leaders is part of the community that can 
support individuals at risk of HIV/AIDS to do VCT. The 
support can be realized by providing information about 
transmission and prevention HIV, appraisal, motivation 
and helping to access VCT. 
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