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Prologue - Adinda’s story 

 

Adinda
1
 is a 15 year old Muslim girl from Malang in Java. Since 2007 she has been working in 

the sex village Prakla in Bontang. By law it is not allowed to work as a sex worker under the age 

of 18, so she usually tells people, as the first time I met her, she is 19 years old. This is her story: 

 

I have one brother and two sisters [one of them married, one of them single], I 

am the youngest. I am very jealous of my sister who still lives at home because 

my parents pay attention to her, not to me. For example, with Idul Fitri
2
 it is 

common to get new clothes. My parents bought new clothes for my sister, not for 

me. This hurt me a lot. I ran away for a few days, sleeping on a veranda in front 

of someone’s house. My parents did not even try to find me. They always asked 

me to do many things, such as cleaning the house, washing clothes or helping on 

the land [farming]. When I refused, they got angry and hit me with a wooden 

stick, not my sister… [Adinda begins to cry softly]. 

I could not stand it anymore, I felt like a stepdaughter. So, when I met my 

boyfriend in 2006, I decided to move to his place. Soon it appeared he could not 

take care of me. All his money went to alcohol and other girls [sex workers]. It 

made me angry and I wanted to leave him. When a friend told me about Prakla, I 

decided to go. 

 The pimp paid all transport costs, from Malang [Java] to here. I was 

really shocked when the pimp asked for money [245 Euro]. She said “it is for the 

transport and for the friend [50%] who brought you to Prakla”. The first days I 

was here, I just cried. It made the pimp angry. If I had known that I would have 

to pay this much money I would not have come. I tried to run away, but the pimp 

caught me and took me back to Prakla. I still have not cleared my debt. How long 

can I be like this? The amount of the debt is not steady, it can be increased, 

decreased, increased... I cannot save anything. Sometimes I have no money for 

food. I have four or five clients
3
 in a week, but it happens I receive no client for 

three days. There is a lot of competition in the karaoke bar.
4
 Sometimes another 

sex worker will tell my clients that I have a disease or that I am pregnant. Some 

clients moved to another girl because of this. 

 I am afraid of becoming sick, but I try to prevent it by using condoms. It 

depends on the client if we use one. I really try to persuade the client to use a 

condom. Sometimes it works, sometimes it does not and he will say: “I do not 

want to use it, because I do not enjoy it with condoms”. Some men want to use a 

condom for a lower price. The standard price for sex is 150.000 Rp
5
 [10,5 Euro], 

but I accept 100.000 Rp [7 Euro] if they use a condom. So far, in Prakla, I always 

used condoms, even with my boyfriend. You’ll never know, maybe he is going to 

other women. However, when I meet a client by chance outside Prakla [during 

shopping], I mostly do not use a condom. We go directly to a hotel and I have no 

time to get a condom from my room and the warung
6
 [small shop] is too far. I 

also had a client in a hotel who became very aggressive. We both got drunk, got 

                                                 
1All names are pseudonyms in this thesis, except for those who preferred not to stay anonymous. 
2 Idul Fitri is the Indonesian term for Eid ul-Fitr, a Muslim holiday to celebrate the end of the fasting month, Ramadan. 
3 When I refer to ‘clients’ in this thesis, I mean clients of FSWs who come to FSWs for sex. 
4 The karaoke bars in Prakla function mainly as brothels. 
5 Rp is the abbreviation for Indonesian Rupiahs. 1 Euro is around 14286 Indonesian Rupiahs (source: 

http://moneycentral.msn.com/detail/stock_quote?Symbol=/IDRUS (05/2009)). 
6 For a more detailed explanation of the Indonesian words used see the glossary at the end of this thesis. 
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in a fight and he hit me. I also take antibiotics. My friends in the karaoke gave 

me this advice. Besides, before having sex I wash my vagina with sirih soap 

[vaginal soap] and after having sex I will clean up my vagina with Odol 

[toothpaste] because I think it might help protect me against infections. 

 I have had no contact with my family since June 2007. If my family 

knows about my job they will kill me, because I have still another sister who can 

earn money. I want to quit from this job and go back to Java, to home, to my 

family and help them on the land. I will try to survive. Thank God if they can 

accept me the way I am. But if they treat me the same as before, I will go to my 

married sister who is nice to me. I would take any kind of job [except of being a 

sex worker], but the problem is how to get away from the pimp. No one wants to 

be a sex worker, especially I because I did not got married yet. I think about my 

future… 

  

Picture 1: The sex village Prakla in Bontang 
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Maps Indonesia and East Kalimantan 

 

 
Figure 1: East Kalimantan in Indonesia 

Source: http://www.id.emb-japan.go.jp/oda/en/provinces/map_kaltim.gif (24/02/2009) 

 

 
Figure 2: Bontang in East Kalimantan 

 
Source: http://www.asiamaya.com/peta/petaimages/kalimantan.gif (24/02/2009) 
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1. Introduction 

 

1.1 Problem formulation 

Adinda is one of the female sex workers7 (FSWs) in the sex village Prakla and one of the 190.000 

up to 270.000 FSWs who work in the sex industry on different islands in Indonesia (Riono & 

Jazant 2004). Currently, this country has one of the most rapidly growing HIV8 epidemics in the 

world. It is estimated that the number of people with HIV/AIDS increased from 93.000 in 2001 to 

270.000 in 2008 in this country that has a total population of 245 million people (UNAIDS 2008; 

2008a). Since 2000, the HIV/AIDS epidemic in Indonesia is concentrated among four high-risk 

groups; sex workers, intravenous drug users (IDUs), men who have sex with men (MSM) and 

waria (transgendered people/transvestites). Additionally, HIV prevalence is increasing among 

partners and clients of IDUs and sex workers (MinBuZa 2008; USAID 2008). Prakla is situated in 

an industrial city, near the sea and is well visited by sailors and marines. Many men, who visit 

FSWs in Prakla to have sex, travel to different parts of the world. As a result, HIV may easily 

spread from one place and person, to another. 

Condoms are an important method for preventing sexually transmitted infections (STIs), 

including HIV. However as Adinda’s story already shows; condoms are not always used by the 

FSWs and their clients. Riono & Jazant (2004) estimate that from the 7 to 10 million male clients 

of FSWs in Indonesia, less than 10% use condoms. To stop the spread of HIV and to prevent high 

HIV prevalence levels in the general population, it is important to change risky sexual behaviour, 

meaning sexual (vaginal, anal, oral) intercourse without using condoms. 

A local non governmental organization (NGO) in Bontang, LARAS (Lembaga Advokasi 

dan Rehabilitasi Sosial) saw the need of condom use among the FSWs in Bontang to prevent high 

STI prevalence levels. Therefore in 2005, they established a condom distribution program in 

cooperation with the Dutch NGO Mainline.9 Their program mainly focuses on FSWs in Prakla 

(LARAS 2008). This condom distribution program was established in line with the ‘100% 

Condom Use Program (CUP)’. In 1997 Indonesia followed Thailand’s example, to introduce the 

‘100% CUP’ to prevent HIV. In 1991, Thailand was the first country that established a condom 

program targeting commercial sex workers. This effective program is highly promoted by 

international organizations, such as the WHO (2008b). Although the effectiveness of the CUP in 

Indonesia is not yet evaluated (Basuki et al. 2002; Joesoef et al. 2000), LARAS (2007) concluded 

that, despite their condom distribution program, only 20% of the 115-registered FSWs who are in 

                                                 
7 I will use the term ‘(female) sex workers’ and ‘sex work’ instead of ‘prostitutes’ and ‘prostitution’, unless another author is quoted. 
The term ‘sex work’ was introduced by sex workers themselves with the idea that sex work is a form of employment for men and 
women and that it is not, which prostitution is often linked to, a social or psychological attribute of a class of women (Bindman 1997). 
Moreover, because sex workers in Indonesia are not a homogenous group, I use the definition of FSWs of Shahmanesh et al. (2008: 
660): ‘women who exchange sex for money or other gifts and commodities’.  
8 HIV: Human Immunodeficiency Virus. AIDS: Acquired Immunodeficiency Syndrome. For more information about HIV/AIDS, see 
Barnett & Whiteside (2006). 
9 The Dutch NGO Mainline initiated their ‘Margins to Mainstream’ program in 2005. It acknowledges the basic human right of access 
to health systems especially for vulnerable groups living at the margins of society, as drug users and sex workers. This project is 
funded by the Ministry of Foreign Affairs and reflects the Dutch public health and development policies. Mainline has a close 
partnership with LARAS in East Kalimantan (Mainline 2008). 
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contact with LARAS (frequently) use condoms during sexual intercourse with their clients. As a 

result, STI incidence and the number of pregnancies keep increasing. In order to increase their 

condom use, Mainline and LARAS wanted to understand why the FSWs keep practicing risky 

sexual behaviour and put themselves at risk of diseases. I have accepted their request and in this 

thesis I will explain the findings of my study on different factors that influence low condom use 

among the FSWs and their clients in Prakla.   

Most of the HIV/AIDS prevention programs in Indonesia are based on Western or public 

health notions of risk. Many interventions with regard to prevention of HIV/AIDS are based on 

the assumption that behaviour will change if you give individuals the correct information about 

transmission and prevention of HIV/AIDS. These interventions assume that when people 

understand their risk of contracting HIV, they will act upon it (Barnett & Whiteside 2006; 

Crisovan 2006; Douglas 2002; UNAIDS 1999).     

However, different studies among FSWs in Indonesia show that individual factors, as 

knowledge of STIs or HIV and perceived health risk, do not always lead to safe sexual behaviour. 

Not only individual factors, but also the social-cultural, political and religious context may exert 

influence on condom use. The economic nature of the relationship, the existing gender relations 

and the little power sex workers have influence their efficacy in negotiating safe sexual behaviour 

(Crisovan 2006; Ford et al. 2000, 2002; Lindquist 2004; Mamahit 1999; Sugihantono et al. 2003; 

Wolffers et al. 1999).  

Another factor influencing condom use, not yet examined in previous studies among 

FSWs in Indonesia, may be access to anti-retroviral drugs (ARVs) treatment.10 With the 

development of ARVs in 1996, HIV/AIDS is not considered a deadly disease anymore (UNAIDS 

2008b,c; WHO 2003). Since 2004 all people with HIV/AIDS living in Indonesia can get ARVs 

free of charge (UNAIDS 2008a). The increasing availability of ARV treatment, together with the 

counselling people receive in the context of HIV testing, is likely to shape people’s understanding 

of condom use. Condom use may seem less necessary when ARVs significantly reduce the 

impact of infection with HIV and allow HIV positive people to live a relatively normal, healthy 

life (UNAIDS 2008 b,c; WHO 2003; 2008a,b).11  

Which of these factors actually influence condom use can differ from one place, town, 

brothel or even from one person to another and can change over time. Like Benjamin Paul, an 

influential medical anthropologist (in Good 1994: 26), says: “If you wish to help a community 

improve its health, you must learn to think like the people of that community”. So to change risky 

sexual behaviour among the FSWs and their clients in Prakla it is important to know which 

factors influence (low) condom use among them.  

                                                 
10 HIV cannot be cured, but ARVs reduce the risk of HIV-related infections, death and HIV transmission (WHO 2009). 
11 For more information about the influence of ARV treatment on risky sexual behaviour and ARV as prevention tool, see AIDS 
Conference Mexico (2008); Bernard (2008a,b); Crepaz et al. (2004); Dukers et al. (2001); Kennedy et al. (2007). However, ARVs 
cannot replace the wake up call to prevent HIV/AIDS; 1) Since sex work is illegal and has a negative connotation in Indonesia (Basuki 
et al 2002), HIV positive FSWs may not have easy access to ARVs 2) People on ARV treatment can still transmit HIV 3) Many 
people do not know if they are infected with HIV, because they have not been tested; and even if they do know it can take some years 
before they start with ARV treatment. 
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1.2 Thesis outline 

This thesis aims to explain the low condom use among FSWs and their clients in Prakla. Before I 

present the research questions in section 3.5, I will review the literature regarding sex work, STIs, 

HIV/AIDS and condom use in Indonesia (chapter 2) and elucidate the theoretical concepts 

(chapter 3) on which the research questions are based. Chapter 4 reviews the methodology used 

during this research.  

The following chapters encompass the empirical data. Chapter 5 covers the social, 

cultural and economic background of the FSWs in Prakla, as well as their motivation to become a 

FSW and a description of their daily work. In previous studies it became clear that knowledge 

does not always lead to safe sexual behaviour. To show how this applies to the FSWs in Prakla, 

chapter 6 will take a look at the knowledge among FSWs and other people from the community 

of Bontang regarding transmission and cure of STIs, HIV/AIDS and condoms. Also their sources 

of knowledge will be reviewed. In Chapter 7 it will become clear whether the FSWs and people 

from the community (including clients) put their knowledge into practice. In this chapter condom 

use and other strategies used to prevent diseases will be presented. Chapter 8 will answer why 

knowledge does not always lead to appropriate sexual behaviour, using the different kinds of risk 

people perceive to have. Finally, chapter 9 combines the empirical data with the theoretical 

concepts, previous studies and concludes which factors are influencing low condom use and gives 

some recommendations. 

 

 

 

Picture 2: Industry in Bontang               Picture 3: Industry in Bontang 
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2. Literature review 

 

2.1 Sex work and the Indonesian government 

Prostitution is called the ‘oldest profession in the world’. Although this may not be true, and it is 

not really clear when it originated, prostitution has existed for a very long time. According to Hull 

et al. (1998), the modern form of sex work12 in Indonesia derives from the establishment of the 

powerful Javanese kingdoms in 1755. Next to land, a king owned his subjects and women could 

be treated as commodities. Women were not only treated as commodities in Java. In Bali, for 

example, a widowed woman who had no family support automatically became property of the 

king. He would incorporate her into his household or send her to the countryside to work as a sex 

worker. Part of her earnings was for the king (Ibid). During the Dutch colonial time the sex 

industry became more organized to satisfy the needs of the European settlers. In 1852 a new law 

was implemented, which included regulations to avoid ‘harmful consequences that resulted from 

prostitution’ (Hull et al. 1998: 30).  

Nowadays the attitude of the Indonesian government regarding sex work remains more or 

less the same. The government and police take an ambivalent position regarding sex work. 

Although sex work is officially illegal in Indonesia, in some larger cities official lokalisasi 

(brothel complexes/villages) are tolerated (Basuki et al. 2002; Hull et al. 1998). The local 

government, police and military are supposed to regulate these tolerated lokalisasi and arrest 

pimps and sex workers who disturb public order. According to the government it is easier to 

facilitate health, regulatory and rehabilitation services when sex work is localized. To forbid all 

forms of sex work, would force the circuit to go underground and would allow the numbers of 

STIs, HIV/AIDS and pregnancies to increase ‘freely’. By tolerating some of the lokalisasi, the 

government can oblige pimps to encourage sex workers to go for health check-ups carried out by 

health personnel from the local government. However, these health services are often of poor 

quality. The health checks are often incomplete and there is a lack of disposable needles, 

medicines, and STI/HIV/AIDS education materials (Hull et al. 1998).  

  Before I review whether this semi-legal status and lack of good health services also apply 

to the study location, the next section presents HIV/AIDS prevention in Indonesia at large. 

Although local governments are able to legislate on regional issues, they must act in line with 

national policy because the central government retains the ultimate authority (Freeman 1993).  

 

2.2 Historical context of HIV/AIDS prevention in Indonesia 

After the first reported AIDS case in 1987 in Indonesia, the Ministry of Health (MOH) formed a 

National AIDS Commission (NAC). According to the National AIDS 2003 Strategy, 21 

government agencies and ministries have a responsibility in fighting the HIV epidemic. In 2006 

                                                 
12 According to Lerner (1986), the more modern form of sex work includes the more commercialized sex industry. Before the 
existence of commercial prostitution it is stated there existed a form of religious prostitution or so called ‘cultic sexual service’, which 
included offering sexual services in temples to gods.  
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the NAC expanded with five NGOs.13 In 2007 an Executive Team, formed of representatives 

from the 21 ministries and five NGOs from the NAC, was developed for a better coordination of 

their activities. Also, the NAC formed 12 HIV/AIDS working groups (UNAIDS 2008a). Each 

group is responsible for one specific issue in fighting the HIV/AIDS epidemic as migrant 

populations, care/support and treatment or harm reduction (NAC 2008).14 

According to the 2006-2007 NAC report, in spite of the advances made in the HIV 

response, the Most-at-risk Population (MARPs), including FSWs,15 reached by the NAC 

programs remains only between 4% and 43%.16 Although, ARVs are provided for free through 

the Indonesian Government since 2004, they are only available in the hospitals of bigger cities. 

At the end of 2007 there were 296 Voluntary Counselling and Testing (VCT) clinics and 153 

hospitals that provided free Anti-retroviral Treatment (ART) in Indonesia (UNAIDS 2008a). 

According to the estimation of the WHO (2008a), at the end of 2007 there were 6600 people in 

Indonesia receiving ART of the 43.000 in need.17 Other challenges with regard to HIV prevention 

within civil society highlighted in the 2006-2007 NAC report were ‘low levels of knowledge of 

STIs/HIV’ and ‘low levels of condom use, triggered by the controversy over condom promotion’ 

(UNAIDS 2008a: 31). 

The National HIV/AIDS Strategy 2007-2010 aims first to prevent and reduce the number 

of new HIV infections, second to improve the quality of life of the people who are HIV positive 

and third, to reduce the social and economic impact for the people who live with HIV/AIDS and 

their families and communities. From the eight key targets18 that should be achieved around 2010, 

two targets are a response on above mentioned challenges and are especially relevant for sex 

workers: 60% of MARPs must be reached with behaviour change interventions and 80% of those 

who need it must have access to ARVs, care, support and treatment (UNAIDS 2008a).  

 In the following sections different factors that may exert influence on the ‘low levels of 

condom use’ in Indonesian society will be reviewed.  

 

2.3 Condom use during Suharto’s family planning program 

Family planning was highly promoted during Suharto’s regime. In 1966 Suharto realized that 

poverty has a strong mutual relation to the size of a population and that with the rapid population 

growth, inflation and no savings from the government, something needed to be done (Abdulgani-

Knapp 2007). The New Order regime of President Suharto in Indonesia from 1967 to 1998 saw 

family planning as a method for improving the health of the Indonesian people, and as a solution 

                                                 
13 Such as Religious Affairs, Women Empowerment, National Development Planning, Indonesian Doctors Association, Public Health 
Association, National Association for People Living with AIDS. National Family Planning Board, Head of National Narcotics Board. 
For the other government agencies and ministries see NAC (2008).  
14 For the other nine see NAC (2008). 
15 MARPs include: ‘injecting drug users, sex workers, men who have sex with men and waria who sell sex’ (UNAIDS 2008a: 10). 
16The NAC started in April 2006 the ‘Acceleration Program’ in 100 districts which aims to provide MARPs with comprehensive 
services, containing: behaviour change interventions; 100% condom use in at-risk areas; STI clinical services; VCT; harm reduction; 
Care, Support and Treatment (CST); Prevention Mother To Child Transmission (PMTCT) and Public Service Announcements 
(UNAIDS 2008a: 25).  
17 There are no figures available about access and use of ART among the population of Kalimantan. 
18 For all eight key targets see UNAIDS (2008a). 
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for the threat of population growth on economic development.19 Although this family planning 

program is seen as a major success because of the decline in population growth, condoms were 

not a widely used method (Cammack & Heaton 2001).  

In 1970 the Badan Koordinasi Keluarga Berencana Nasional (BKKBN) was founded. 

This BKKBN was the National Family Planning coordination board. To assure success, this 

coordination board developed partnerships with USAID, the private sector, professional 

associations as the Indonesian Midwives Association, the Indonesian Society for Obstetricians 

and Gynaecologists, and faith based (especially Islamic) social welfare organizations.  

In 1988 the Dua Lima condom was one of the first pilot projects of family planning 

methods promoted through social marketing.20 This condom could be requested through sign 

language. The consumer did not need to ask for it, but only had to make a two-five sign with his 

or her fingers (USAID 2006). This strategy was invented because most people felt embarrassed 

when they wanted to buy condoms in the more official pharmacies and supermarkets. Another 

solution was to make condoms available in less official outlets. Because of this, condoms are easy 

accessible in Indonesia (Purdy 2002; USAID 2006). 

However when, after 20 years, the family planning program began to promote the Dua 

Lima condom, condoms were not widely used. During Suharto’s family planning program most 

Indonesians chose for oral contraceptives (OCs), injections or intrauterine devices (IUDs) 

(Cammack & Heaton 2001). According to Purdy (2002), country director for DKT international21 

in Indonesia and involved in HIV/AIDS prevention and family planning work since 1991, during 

this period condoms were associated with non-family planning activities as commercial sex, 

premarital sex and adultery.  

Moreover, even though an advertisement from the year 2003 in the San Francisco 

Chronicle stated that condom sales in Indonesia doubled to 60 million a year since 1998; 

according to Utomo et al. (2006: 74), in 2002/2003 the most used contraceptives remained female 

methods (55,2% in comparison with 0,9% condom use and 0,4% male sterilization22). The use of 

condoms continues to be very low among Indonesian people, even among FSWs. In the next 

section it will become clear, as the 2006-2007 NAC report already stated, this low condom use 

has to do with the controversy over condom promotion. 

 

2.4 Religious views regarding gender and immoral sexual behaviour 

In Indonesia condom promotion is often associated with promoting immoral sexual behaviour. 

This section will explain that this association finds it roots in religion.  

                                                 
19 This was in contrast to the ideas of President Sukarno, who ruled the country from 1945 until 1967 before Suharto came to power. 
Sukarno was against the idea of birth control because this was morally intolerable. To control the population growth he opted for 
transmigrasi (see footnote 25) (Herartri 2005).  
20 For more information about (DKT) social marketing programs, see: http://www.dktinternational.org and USAID (2006). DKT is a 
nonprofit organization that promotes family planning through social marketing in the developing world. 
21 See footnote 20 
22 The author did not declare the resulting percentages (Utomo et al. 2006). 
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  Indonesia consists of 18110 islands, with a total population of 220 million people. There 

are 1000 different ethnic and cultural groups in this country. Almost 90% of the population is 

Muslim.23 Islamic views have therefore a great influence on the behaviour of most Indonesian 

people, including the state policy (Dorai et al. 2008).  

 In Islamic cultures there is often a lack of gender equality, which puts women in a 

subordinate position. This power imbalance exists in sexual relationships, but also in the 

economic and social parts of life. The purity of women is affected when they once had sexual 

intercourse because only virgins are pure (Hasnain 2005). According to Bonvillain (2001), 

professor of anthropology and linguistics, Islamic women who had sexual intercourse lose their 

ability to control their sexual impulses and must be controlled by men. During the Suharto regime 

this gender inequality was clearly apparent in state ideology. This was propagated with the kodrat 

wanita, a religious code of conduct, which prescribes women’s obedience to males, passivity, 

sexual modesty and self-sacrifice. According to this code, women aim to fulfil the roles of 

mothers and wives in society. Women who do not act according to these predestined roles 

become marginalized (Wright-Webster 2008).  

This lack of gender equality in Indonesian society appeared also in the multi-sited study 

of Rivers et al. (1998) among FSWs and non-FSWs about the capacity of women to negotiate 

safer sex. Indonesian women (housewives/non FSWs) stated that they felt socially inferior to 

men. According to them, the reasons for this subordination are the Islamic norms about 

appropriate behaviour for women and men.  

 Female sex workers in Indonesia face not only a subordinate position because of their 

gender but also because of their job. The majority of the Indonesian people condemn sex work; 

sex workers are described as perempuan tuna susila (women lacking morals). Because of this 

negative connotation in the general community, sex workers often keep their profession and their 

private lives separate (Wolffers et al. 1999). This negative connotation is also reflected in 

religion. According to the Quran and Islamic law, premarital sex, sex work, sex with prostitutes, 

adultery and homosexuality are ‘haram’ (sinful). In daily practice people make distinctions 

between activities that are extremely ‘haram’ and activities that only are a little ‘haram’. 

Premarital sex and pregnancy by single women are still seen as extremely ‘haram’ (Bennett 

2001).  

Condom use can avoid pregnancy by single women. However, on World AIDS Day in 

2007, Muslims even demonstrated against condoms in different cities in Jakarta, Java. As 

Montlake states (2003: 1): “Promoting condoms is as promoting sexual behaviour before 

marriage in the eyes of Muslim people”. According to most religious leaders at the first 

international conference about Islam and HIV/AIDS in 2007 in Johannesburg (South Africa), 

condoms are also ‘haram’. Nevertheless, some religious leaders acknowledged at the conference 

that condoms do prevent HIV transmission (Tempert 2008).  

 

                                                 
23 The other 10% exist mostly of Christian people and some smaller Buddhism or Hinduism groups (Dorai et al. 2008). 
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2.5 Previous studies about factors that influence condom use among FSWs 

From the previous sections it appears that Islamic ideas and national-political programmes may 

exert a great influence on condom use in Indonesian society. This section will review other 

factors that influence condom use among FSWs according to previous studies.  

First, it appears that knowledge positively influences condom use behaviour. Ford et al. 

(2000) did a longitudinal study among 600 FSWs from different brothel areas in Bali (Indonesia). 

They evaluated the effect of an educational intervention program, which included educational 

sessions and printed information about STIs and condom distribution. It showed that the longer 

FSWs stayed in brothels with educational interventions, the more knowledge they had and the 

more condoms they used. As a result, they experienced less STI infections.  

However, as briefly mentioned in chapter 1, different international scholars acknowledge 

that knowledge does not always lead to safe sexual practices (Barnett &Whiteside 2006; Helman 

2007). Joesoef et al. (2000) also showed this with their research among 1873 FSWs in Surabaya, 

Indonesia. Between 67% and 91% of these sex workers believed that using condoms could 

prevent transmission of HIV. Nevertheless, only 5% of the sex workers of brothels (n=692) and 

14% of sex workers on the street (n=177) carried a condom with them during the interview. 

Several researchers who evaluated sexual risk-taking behaviour among FSWs and/or their clients 

state that factors outside the control of the individuals are also important. Sexual behaviour takes 

place in a specific context and, as a result, different social-cultural factors, beliefs, attitudes, 

economic, political and environmental factors have an impact on condom use (Barnett & 

Whiteside 2006; Helman 2007). The influence of peers, the economic nature of the relationship, 

the marginalized status of sex workers, the existing gender roles and the little power sex workers 

have in their relation towards clients, managers, brothel owners, regular partners and others is 

also acknowledged in different studies among FSWs in Indonesia (Basuki et al. 2002; Fajans et 

al. 1995; Ford et al. 2002; Mamahit 1999; Ngo 2007; Rekart 2005).  

For instance, Ford et al. (2002), who did research on condom use among clients of sex 

workers in Bali, shows the influence of peers. According to this study, the chance that clients use 

condoms is increased when they are stimulated by friends. The WHO (2001) states that most 

Indonesian FSWs are doing this job because they need the money to care for themselves and 

often for their children. According to medical anthropologist Rosalia Sciortino (1998), sex 

workers in Indonesia do not seem to be able to act upon their knowledge of HIV prevention, 

because of their subordinate position in relation to their male clients. Basuki et al. (2002) found 

that FSWs in Indonesia are afraid of losing clients when asking them to use condoms. Losing 

clients means losing money. Moreover, losing money causes shame. Being able to take care of 

your family is most important in Indonesian society (Lindquist 2004). The risk of having no 

money might weigh heavier than the risk of getting a disease, which results in accepting sex 

without a condom.  

Furthermore, different studies show that condom use decreases when FSWs also use 

other strategies to prevent transmission of diseases. For instance, when clients look healthy and 



 9 

do not have red spots on their genitals, sex workers say condom use is less important. Sex 

workers are also making a distinction between different types of clients. In contrast with new 

clients, when it involves a regular client or boyfriend, sex workers say that condom negotiation is 

more difficult and less necessary, because they both have already proven their cleanliness (Basuki 

et al. 2002; Helman 2007; Mamahit 1999; Wolffers et al. 1999). Another factor that limits 

condom use among FSWs is that they think that washing their genitals, or/and their clients’ 

genitals, before or/and after sexual intercourse prevents transmission of diseases. Alcohol and 

drug use as well appear to have a negative influence on condom use (Basuki et al. 2002; Crisovan 

2006; Mamahit 1999; Reed et al. 2001; Sugihantono et al. 2003). Further, some studies show that 

FSWs and their clients take traditional herbs/medicines or antibiotics before or after sexual 

intercourse, which would make condom use less necessary (Basuki et al. 2002; Crisovan 2006; 

Fajans et al. 1995; Ford et al. 2000a; Imelda 2003; Reed et al. 2001). 

In short, different factors, depending on the context of the FSW, influence condom use 

among FSWs. To achieve behaviour change among FSWs in Prakla, health education programs 

have to find out which context bound factors affect condom use among these FSWs. In the next 

section I will review the context of the study location and population, the FSWs in Prakla. 

 

2.6 Research location  

2.6.1 Prakla in Bontang, East Kalimantan  

 

It is 2.30 P.M. The sun is burning on my white skin. When I enter the main gate 

of Prakla, I see that it is prohibited for cars. In front of me there is one long 

road. At the end of this road, I see some small fishing boats floating in the sea. It 

looks like a nice, quiet, pleasant street. But at the same time I smell a really bad 

smell, like rotten eggs. The first part of the road consists of asphalt, but after a 

few meters the asphalt turns into wooden boards that rest above the, with 

garbage polluted, sea on wooden poles. On the wooden boards at both sides of 

the road, there stand different coloured wooden houses in a row; most of them 

have a name. Soon it becomes clear to me that these are all karaoke bars, 21 in 

total. In front of the colourful houses people are resting on plastic chairs or 

wooden benches. Between these bars are houses owned by fishermen and their 

families. Children are running around. Do they know what happens here? Are 

they aware of the activities of their mothers or neighbours? When I see them, I 

cannot help but wonder what these children will have to face (diary notes, 17-04-
2009, picture 1 displays Prakla). 

 

The above anecdote comes from my diary. I wrote it down after my first visit to the sex village 

Prakla in Bontang, the study location for this research, where at the moment around 115 FSWs 

work in the sex industry. 

 The city Bontang is situated in East Kalimantan (Kalimantan Timur or Kaltim; see figure 

1 and 2, page vi). This second largest provincial area of Indonesia covers 210.985 sq km.24 The 

                                                 
24 Source: Statistics Indonesia, received from http://www.bps.go.id/profile/kaltim.shtml (16/02/2009). 
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total population counts 1.5 million people, the majority of which are farmers from Java. Most of 

these farmers migrated to this island within the framework of the transmigrasi.
25 The culture in 

Kaltim consists of a mix of Javanese, Dayak (indigenous population of Kalimantan) and Bugenise 

(from Sulawesi) influences (De’Gigant 2009). Kaltim produces a lot of oil, gas, coal, rubber and 

ironwood. Most of this land consists of uninhabited jungle, but some, especially coastal, parts are 

industrialized. Many ex-patriots live in these highly industrialized areas, especially in Bontang 

and Balikpapan, because they work for one of the many multi-nationals. Bontang, with a size of 

163 sq km and a total population of 133.512 people (200826), is situated at the east coast and 

especially known for the production of natural gas (pictures 2 and 3, page 3). The income 

generated with these industries is unequally divided among the inhabitants of Kaltim (Dorai et al. 

2008).  

Poverty is a big problem in Indonesia. It is estimated that the population living beneath 

the poverty line,27 increased from 15,97% in 2005 to 17,75% in 2006 (UNAIDS 2008a). Because 

Kaltim is known for its rich industry, numerous poor women from different parts of Indonesia, 

who cannot find a job with an adequate income in their hometown, come to Kaltim to work in the 

sex industry and earn an income to care for themselves and their families. According to LARAS 

(2008), in Kaltim, sex workers are providing sexual services in one of the many sex villages 

(around 100 exist in this province), brothels, soft drink stalls, karaoke bars and massage shops. 

Prakla is one of these many sex villages in Kaltim. Although, the local government allows the 

lokalisasi Prakla to continue in a semi-legal position, risky situations are created in this area 

through unsafe sex practices and drug use. The local government in Bontang did not facilitate 

anything for the health of the sex workers and their clients in Prakla, which led to high STI 

prevalence levels (LARAS 2008). Concerned activists from a local environmental NGO 

acknowledged the need for health interventions among these sex workers and IDUs and 

established in 2003 the local NGO LARAS in the industrialized cities Samarinda28 and Bontang.  

 

2.6.2 LARAS and the FSWs in Samarinda and Bontang 

LARAS started as the only organization that targets these vulnerable groups in Samarinda and 

Bontang. According to LARAS, although sex work has a semi-legal status, the local government 

did not provide services because of the cultural, social and religious taboos associated with sex 

work and condom use (LARAS 2005). Crisovan (2006) confirms this in his anthropological 

dissertation about cultural conceptions of HIV/AIDS in Indonesia. He states that because the 

                                                 
25 The transmigrasi was a government program, initiated during the Dutch control and continued till the area of President Suharto. 
This program aimed to move millions of Indonesian people from overpopulated islands, like Java, Bali and Madura to the less 
populous islands. This would reduce poverty and the natural resources from different regions would be used (Wijst 1985). 
26 Source: Central Statistics Agency Bontang, received from http://bpsbontang.blogspot.com/ (26/01/2010). 
27 The poverty line is the minimum amount of income considered necessary to obtain an adequate standard of living in a particular 
country. The international poverty line is $1.08 purchasing-power parity (Source: http://ddpext.worldbank.org/ext/GMIS/gdmis. 
do?siteId=2&contentId=Content_t1a&menuId=LNAV01HOME1 (23/02/2009)). 
28 Samarinda, situated 136 kilometres of Bontang, is the capital city of Kaltim and also a trading city with its harbour at the Sungai 
Mahakam River (De’Gigant 2009). 
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Islamic nation in Indonesia does not acknowledge the sex industry this influences the available 

programs and interventions for sex workers.  

However nowadays, LARAS has a close relationship with local governments, hospitals 

and religious organizations. Since 2006 the local government health authority provides LARAS 

with a doctor who serves the FSWs of LARAS with a weekly medical-check up. At the end of 

2008 LARAS received money from the local government to carry out their program. LARAS also 

established relationships with Muslim and Christian groups with the intention to develop good 

HIV prevention messages and decrease discrimination and stigmatization of sex workers, IDUs 

and people living with HIV/AIDS (LARAS 2006; LARAS 2008).  

LARAS provides sex workers and IDUs with outreach services, drop-in programs, STI 

check-ups and treatment, behaviour change communication, HIV prevention strategies, care, 

health care information, counselling, needle and syringe exchange and condom distribution. 

LARAS also refers the FSWs and IDUs to hospitals and governmental clinics for Voluntary 

Counselling and Testing services and care and support for HIV-positive persons, as ART 

(LARAS 2006). In 2008, LARAS registered 2668 persons (in Samarinda and Bontang), of whom 

2273 were sex workers and 415 persons were injecting drugs (LARAS 2008). This indicates that 

20 of these sex workers were also registered as IDUs.  

In Bontang, LARAS mainly provides services to the 115 sex workers (see chapter 5) in 

Prakla Village,29 the only sex village in Bontang. Since 2005 condoms are distributed and 

education sessions are given. Because of this, condom use among FSWs in Prakla increased from 

0% in 2003 to 20% in 2007 (LARAS 2007). Nonetheless, this means 80% still does not use 

condoms. Moreover, according to LARAS (2007), although most FSWs seem to have a stock of 

condoms, there are still many STI cases. According to outreach worker Erna, Saturday 25 April 

(2009), the doctor at LARAS diagnosed 12 STI cases among a total of 37 FSWs. To find out 

which factors are influencing this low condom use among the FSWs in Prakla, I made use of 

different theoretical concepts that will be reviewed in the next chapter. 

 

Picture 4: Mosque Bontang           Picture 5: With male pimp in Prakla 

                                                 
29 For another part LARAS provides services to FSWs in Bontang who are working in massage salons or karaoke bars outside Prakla. 
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3. Theoretical framework and research questions 

From the literature review it appears that condom use is not only affected by individual factors, 

but also by the social-cultural, economic and political context the FSWs find themselves in. The 

theoretical concepts of behaviour change, risk, gender and power relations and structure and 

agency helped me to look at condom use within the specific context of the FSWs in Prakla.  

 

3.1 Behaviour change 

The condom distribution program of LARAS, as many other HIV prevention programmes, is 

inspired by behaviour change models. These models are in line with the early response of the 

WHO and scientists to the HIV/AIDS epidemic in the 1980s and 1990s, which was medically and 

epidemiologically driven (Barnett & Whiteside 2006). From this point of view it is important to 

prevent HIV transmission. This includes distributing information to increase the knowledge of 

individuals, which would change their risky sexual behaviour.  

Behaviour change models are all focused on what is needed to alter risky sexual 

behaviour by weighing the costs and benefits of a certain kind of behaviour. They also look at the 

influence of social relationships, risk perceptions, attitudes, self-efficacy beliefs, intentions and 

outcome expectancies (Barnett & Whiteside 2006; Crisovan 2006; UNAIDS 1999). A few of 

these concepts from the different behaviour change models need some clarification: 

Self-efficacy can be defined as: “the belief in the ability to implement the necessary 

behaviour” (UNAIDS 1999:7). This concept helped me to answer the question: ‘Do FSWs in 

Prakla believe that they are able to use condoms?’  

Outcome expectancies include what people think that the outcomes of their specific 

behaviour are and if they have outcome expectations at all (UNAIDS 1999). What are, according 

to FSWs, the results of using condoms versus not using condoms?  

With attitude I mean the way a person thinks about a certain topic.30 It is important to 

examine how FSWs think about condom use. This concept helped me to investigate what the 

attitudes of FSWs are regarding safe sexual behaviour and condom use. 

Intention/social influence. The intention of a person consists of two different determi-

nants, the attitude of a person and social influence/normative beliefs (UNAIDS 1999). Normative 

beliefs are defined as what a person thinks that other people expect him/her to do (UNAIDS 

1999: 7). I intended to find out what FSWs in Prakla think about how they should behave 

according to normative beliefs that exist among friends and peers but also within the larger 

society. I also aimed to examine how condom use fits within the existing social and cultural 

norms.  

According to behaviour change models, perceived risk includes if a person thinks he or 

she is at risk for diseases as STIs and HIV/AIDS (UNAIDS 1999). I intended to find out what 

knowledge FSWs have about STIs, HIV/AIDS, ARVs and condom use and if this knowledge is 

                                                 
30 Source: http://www.thefreedictionary.com/attitude (11/02/2009). 
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of influence on their sexual risk taking behaviour. Further I aimed to investigate whether FSWs 

for example believe they are at risk of STIs, as HIV, and what this means for them.  

 Although these behaviour change models are being criticized for being too rationalistic 

(Barnett & Whiteside 2006; Douglas 2002; Helman 2007)31 and I am also sceptical about theories 

that have a knowledge-based approach, I think these theories based on knowledge, attitudes, 

practice and behaviour were helpful to get information that was necessary for finding out which 

factors may influence low condom use and how to change risky sexual behaviour and increase 

condom use among FSWs in Prakla. Because to change risky sexual behaviour people should 

know what this risky behaviour includes and need to feel at risk for diseases. However, these 

theories do not explain which underlying factors such as external influences, gender relations or 

social, cultural and economic risk perceptions influence condom use. Therefore, I also used other 

theories, which will be explained in the following sections. 

 

3.2 Risk 

Behaviour change models look at the perceived health risk individuals have. But what really 

matters for FSWs does not have to include the risk of HIV transmission. What an individual, or 

the culture where this individual belongs to, perceives as risk can be very different from the 

perception of risk within public health programs.  

Douglas influenced many scientists to think about risk. With regard to risk taking 

behaviour, Douglas (2002) states that when persons are not acting according to hygienic advises 

it does not mean that they do not understand the possible risks. The role of culture is important. 

Culture helps people to weigh the benefits and consequences of particular behaviour. People also 

behave according to mutual expectations and obligations within their community and the 

community defines which presumable losses are most damaging (Douglas 2002).  

In line with this are the assumptions of Lindquist (2004). According to him, as stated in 

section 2.5, for some FSWs in Batam, an Indonesian Island situated south of Singapore, economic 

success is considered to be more important because they have to support their families. Lindquist 

(2004) writes about the concept of malu, an Indonesian word that indicates shame or 

embarrassment. According to cultural norms, the proper response of women to malu is 

withdrawal and passivity. But the reaction of FSWs in Batam is rather to participate actively in 

social life and to use drugs to not feel malu. The malu they would feel if they returned to their 

homes with nothing is greater than the malu of being a sex worker. It seems that for these FSWs 

earning a living is more important than the risk of HIV transmission.  

According to this, the objective risk of contracting HIV when not using condoms does 

not have to be the most harmful for FSWs. It is possible that for FSWs in Prakla other priorities 

dominate and influence their risky sexual behaviour. The insights of Douglas and Lindquist may 

explain why social, economic or cultural risk may weigh heavier than health risk. 

                                                 
31 During the last decade the interpretation of researchers of HIV/AIDS changed from a Western individual biomedical perspective to 
a more social-cultural perspective (Douglas 2002; Helman 2007; Law 1997; Taylor 2006).  
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3.3 Gender and power relations 

In sections 2.4 and 2.5 it became clear that Islamic views regarding gender relations may 

influence condom use in Indonesia. The theory of Gender and Power may explain how the gender 

related factors influence low condom use among FSWs in Prakla. According to the social 

structural theory of Gender and Power from Robert Connell (1987), there are three elements, 

which are forming the gendered relationship between men and women: the sexual division of 

labour, the sexual division of power and the division of social norms and affective attachments. 

The existing gender roles within a cultural context can be explained with these three components 

that are dependent of each other.  

When applying the first component, sexual division of labour, to the cultural division of 

labour in Indonesian society, women are destined to become housewives and mothers and men 

are destined for paid labour and as breadwinners. Men generate and control the income of the 

household (Silvey 2000). This normative perception, the male as breadwinner and the female as 

housewife to become part of Indonesian society, is also illustrated in the study of Lindquist 

(2004) among sex workers in Batam. A couple with a child, of whom the mother works in the sex 

industry, is wishing that in the future they become part of the Indonesian society and are living as 

breadwinner (man) and housewife (woman). In my study I aimed to investigate the social, 

cultural, economic background of FSWs. I also intended to explore what the ideas about sexual 

divisions of labour among FSWs in Prakla are, how they see their future, if they are sex workers 

for a certain period and what this means for their perceived risk. 

The second component, the sexual division of power, can be characterized by an 

imbalance in control and authority. This means that power includes to be able to act or change in 

the desired direction. According to Connell (1987) and Wingood and Diclemente (1999), when 

the power inequity is in favour of men and women lack the power to change sexual interactions, 

the chance of unsafe sexual behaviour is increased. With this component I intended to examine 

what the decision making power of FSWs in Prakla is and if they are able to ask their clients to 

use condoms. But I also intended to explore if FSWs are able to act in the desired direction and 

what this direction for FSWs is. 

The last component of the Theory of Gender and Power, the sexual division of affective 

attachments and social norms, refers to appropriate sexual behaviour for women. Social 

influences can complicate application of HIV prevention practices, for example if condom use is 

linked with sinful behaviour (Connell 1987; Wingood & Diclemente 1999). I used these ideas to 

look at the social influences on condom use and what appropriate sexual behaviour and sinful 

behaviour for women in Bontang is. Further I aimed to examine more specific what the influence 

of clients, peers and pimps on condom use among FSWs is.  

 Finally, I think it is important to acknowledge that FSWs are not by definition powerless 

victims. I intended to find some policy recommendations that enable FSWs to change their risky 

behaviour and to use the distributed condoms (chapter 9). The FSWs need some kind of ‘power’ 
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to be able to achieve behaviour change. The next section will explain the concepts that helped me 

to examine which kind of ‘power’ the FSWs in Prakla have. 

 

3.4 Structure and agency 

Many scholars are influenced by the concepts of agency and structure. Most of these scientists 

acknowledge that agency and structure are connected in a dialectical relationship (Bourdieu 1977; 

Giddens 1984; Law 1997). Bourdieu (1977) was one of the first post-World War II sociologists 

who acknowledged this connection. 

According to Ortner (2006), structures are social-cultural forces and formations that 

shape, mould, order and define human behaviour. Agency points to the possibilities and authority 

of individuals to act within the structures. I used the insights from Ortner (2006) about how 

structure and agency are connected, because she also includes people’s feelings, thoughts and 

meanings when talking about agency. According to Ortner (2006), individuals and social forces 

are connected in powerful, dialectical, sometimes transformative relationships. Ortner (2006) 

states that agency is constructed in a particular cultural context. Every culture, subculture and 

historical moment shape different kinds of agency. At the same time agency has to do with the 

more inner feelings, desires, anxieties and intentions of a person. “Agency is not some natural or 

originary will; it takes shape as specific desires and intentions within a matrix of subjectivity- of 

(culturally) constituted feelings, thoughts, and meanings” (Ortner 2006:110). I used these 

insights about the complex ways in which human agency, structure, cultural context, feelings and 

thoughts may shape sexual behaviours of FSWs in Prakla. Previous studies showed that there are 

different individual, social, cultural, economic and political factors that influence condom use 

among FSWs in Indonesia. I intended to examine which different kinds of agency FSWs in Prakla 

have and which structures discourage and encourage them to use condoms. More specific I also 

intended to look at their inner feelings, for example with regard to different types of clients and 

the ability and will of FSWs to use condoms with different types of clients. I also aimed to 

investigate the thoughts of FSWs on strategies to prevent STIs and HIV; and, if they already used 

strategies, their perceived effect of those strategies. 

 Lastly, I want to remember Connell’s idea that social structures are changeable. Connell 

(1987) uses in his theory of Gender and Power the concept of social structure from Anthony 

Giddens. But Connell points to the importance of history. According to Connell (1987), Giddens 

missed in his concept of social structure the idea that structures are vulnerable to major changes. 

“The cultural ‘limits and pressures’ that bound people’s practices change” (Connell 1987: 95). 

This view of changing structures helped me to find out if the increasing availability of ARVs has 

an influence on condom use. Moreover, in the light of HIV prevention this concept of changing 

social structures is very important. Because this means there is hope and that something can be 

done to alter risky sexual behaviour.  
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3.5. Research questions 

To alter the risky sexual behaviour of the FSWs in Prakla, this study intended to find out why 

these FSWs are not using condoms distributed by the local NGO LARAS. After reviewing the 

literature and theoretical concepts, I came up with the following main question: 

 

Which factors are influencing low condom use among female sex workers (who are in 

contact with LARAS) in the sex village Prakla, Bontang, Indonesia? 

 

To answer this main question I investigated the following sub questions: 

- What is the social, cultural, economic background of FSWs in Prakla? 

- What is the knowledge of FSWs and other people in Bontang regarding STIs, 

HIV/AIDS, ARVs and condoms; and where do they get their knowledge from? 

- To what kind of health protecting behaviour does knowledge regarding STIs, HIV/AIDS, 

ARVs and condoms among the FSWs in Prakla and their clients lead? 

- What do the FSWs in Prakla perceive as risk? 

- How can condom use among FSWs in Prakla be increased? 

 

To answer these questions I used different research methods that will come forward in the next 

chapter. 
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4. Methodology 

 

Yesterday afternoon I arrived in Bontang. The director of LARAS brought me to 

my host parents’, acquaintances of him, house. They are originally from Java but 

migrated a long time ago, in the framework of the transmigrasi, to Kaltim. They 

live in a neighbourhood near one of the main streets in Bontang, about 10 

minutes by motorbike from Prakla. The house looks okay, not luxury but also not 

poor or dirty. My kind host parents are an average family in Bontang, Muslim, 

37 (F) and 40 (M) years old, have two daughters (five and nine years old) and a 

small catering service at home. Besides, he works on temporary projects, i.e. 

building houses, and she takes care of the household. They offered me the room 

of the eldest daughter, with a fan, located next to the main entrance and living 

room where they received many friends, until in the early morning. My host 

parents and -sisters slept together in one twin bed (diary notes, 09-04-2009). 
 

This research is established by several methods, which will be described in this chapter. The 

fieldwork for this study was conducted during 8 weeks (April-June 2009) in Bontang. During this 

time I lived in the above described home. Section 4.1 will outline the methods used during 

fieldwork and method of data analysis. The additional sections will review the research and the 

ethical considerations.  

 

4.1 Research design and implementation 

4.1.1 Study type, study population & sampling 

This study is a qualitative, evaluative, problem oriented research. It is of an exploratory and 

descriptive study type (Hardon et al. 2001). Moreover, this research is from an emic point of 

view. I intended to find out why FSWs in Prakla are not using the condoms distributed by the 

local NGO LARAS mainly from the FSWs and their clients’ point of view. 

The main study populations of this research are thirteen FSWs in Prakla who are in 

contact with the local NGO LARAS and nine clients of FSWs. The FSWs were selected through 

convenience sampling. I accessed the FSWs through the support of Mainline and LARAS; and 

because of the sensitivity of the subject, I included FSWs who were willing to talk to me. The 

clients, I accessed through snowball sampling. Most of these men were friends (of friends) from 

my host family in Bontang. Moreover to evaluate the context of the FSWs, I also interviewed and 

spoke to pimps of the FSWs, different people from the local community in Bontang, people of 

LARAS and a VCT counsellor. 
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Table 1: Overview of used methods and topics discussed per study population 

Study Population Number Data collection method Duration Research themes 

Interview 1 
(13) 1-2 hours 

� General information: knowledge 
transmission, prevention, cure 
STIs/HIV/AIDS 

Interview 2 
(9) 1-2 hours 

� Attitudes community: people with  
HIV/AIDS, sex work, condom 

� Contact LARAS 

13 
Life 

histories 
Participant 

observations 

Informal 
conver-
sations 

Interview 3 
(1) 1-2 hours 

� More sensitive issues: perceived 
risk, prevention strategies, condom 
use, reasons being FSW, future 

14 Participant observations 

Informal 
conver-
sations FGD 1,5 hour 

� Propositions: transmission routes, 
prevention strategies, condom use 

FSWs 
 4 Diaries  

� Condom use 
� Type client 
� Condom negotiation 
� Possible barriers 
� Risk perception 
� Prevention strategies 

Clients of FSWs 9 Interview 

45 
minutes -
1.5 hour 

� HIV risk perception 
friends/community 

� Friends/community prevention 
strategies 

� Ideas/knowledge/attitudes: 
prevention, transmission, cure of 
STIs, HIV/AIDS and condom use 

� Alcohol/drugs use 

Pimps 5 Participant observations 

Informal 
conver-
sations 

Interview 
(5) 

30 
minutes - 

1 hour 

� Ideas/knowledge: prevention, 
transmission of STIs, HIV/AIDS 

� Prevention strategies used by 
FSWs 

� Knowledge of FSWs 
� LARAS 

People from LARAS 7 Participant observations 

Informal 
conver-
sations 

Interview      
(3) 

45 
minutes – 
2 hours 

� Activities 
� Information to FSWs given, 

regarding STIs, HIV/AIDS, ARVs, 
VCT 

VCT counsellor 
public hospital 1 Interview 2 hours 

� VCT service, activities 
� Persons that come for VCT 
� Knowledge of STIs, HIV/AIDS, 

condoms among FSWs 
� Number of people did VCT 
� Number of people HIV positive 

Local men 8 FGD 1.5 hour 

� Knowledge STIs, HIV/AIDS, 
ARVs, condoms 

� Attitudes STIs, HIV/AIDS, 
condoms, FSWs 

Local women 9 FGD 1.5 hour 

� Knowledge STIs, HIV/AIDS, 
ARVs, condoms 

� Attitudes STIs, HIV/AIDS, 
condoms, FSWs 

Local 
Commu-
nity 

Local 
Community 
(including 

clients)  Participant observations Informal conversations  

� Attitudes/knowledge STIs, 
HIV/AIDS, VCT, condoms, FSWs 

� Condom use 
� Cultural/Ethically appropriate 

behaviour 

Jamu 2 Participant observations Informal conversations  
� Kinds jamu 
� Clients 

Vendors Pharmacy 2 Participant observations Informal conversations  

� Kinds antibiotics 
� Clients 
� Doctor prescription / access 
� Medicine information 
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4.1.2 Data collection & research themes 

Through triangulation, the combining of different research methods, I intended to maximize the 

quality of the data and to reduce the chance of bias and maximize validity (Hardon et al. 2001). 

Before starting the fieldwork in Bontang, I followed a three-week language course (18 

March-7 April 2009) in Yogyakarta, Java. Because my Bahasa Indonesia was insufficient after 

this course, I also used two different interpreters during my fieldwork. Both of them were women 

and 25 years old. One, Adel (who helped me during two weeks), comes from outside of LARAS 

and has a background in English Education on the University of Samarinda. The other one, Elok 

(who helped me during six weeks), works since two months as a program coordinator for LARAS 

in Bontang, has a background in Law at the Gadjah Mada University in Yogyakarta and followed 

training for HIV/AIDS counsellor.  

 

In-depth interviews 

Table 1 gives an overview of the methods I used and discussed topics per study population. I 

interviewed thirteen FSWs (whereof one ex-FSW; see table A1 in annex A32). To avoid socially 

desirable answers and build rapport, I interviewed nine FSWs a second time and one FSW a third 

time. The informants were asked when and where they wanted to be interviewed. This resulted in 

interviews during daytime and most of the times in a big room at the office of LARAS and a few 

times in a small room of the FSWs in Prakla (pictures 6 and 7, page 26). During these interviews 

privacy was assured. 

Together with my interpreter I tried to create a relaxing atmosphere, as by sitting with 

some pillows on the carpet with some drinks and snacks. Before starting the interview with an 

open question regarding knowledge of STIs and HIV/AIDS, I introduced myself and my 

interpreter and asked the respondents some general information regarding their background, as 

education and status (see annex F for topic lists used33). Moreover, to build trust and rapport I had 

the intention to start with more general, less sensitive questions in the first interview and saved 

more sensitive questions for the second or third interview. However, with most FSWs two 

interviews were enough to gather all information and it depended on the FSWs when we talked 

about sensitive issues. Although I kept a topic list near me during the interviews, at the same time 

I tried to be flexible and gave the informants some space, because I was interested in their stories. 

 Furthermore, I interviewed nine clients of FSWs (see table A2 and annex F). These 

interviews were kept at the office of LARAS, at my host parents’ house or at the informants’ 

house. When it seemed too sensitive to ask them about their perceived health risk or what they 

use to protect themselves against diseases as STIs, HIV/AIDS, I asked whether they knew if their 

friends or people in the community feel at risk and how they protect themselves. However, most 

of the times we ended up talking about the clients themselves regarding these subjects.  

                                                 
32 Annex A includes an overview of the backgrounds of all respondents. 
33 Annexes E and F include the different topiclists used for the interviews, FGDs and diaries. 
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 Because pimps can also influence the ideas and behaviour of the FSWs and clients, I also 

interviewed five pimps in their karaoke bar in Prakla regarding their knowledge/ideas about STIs, 

HIV/AIDS. I also asked their attitudes and ideas regarding LARAS (see table A3 and annex F). 

 Finally, I interviewed three people from the staff of LARAS and one female VCT 

counsellor in the public hospital RSUD Taman Husada in Bontang (annex F). The VCT 

counsellor could tell for example about the VCT service in general and which persons come to 

the VCT. The staff of LARAS included two female outreach workers from Bontang, who are 26 

and 23 years old and both attended Vocational High School. To stimulate behaviour change 

among the FSWs, it is important that the outreach workers give the right information to the FSWs 

regarding prevention and transmission of STIs, HIV/AIDS and condoms. As third, I interviewed 

Aslam (33 years old), the director of LARAS who was born in South Sulawesi. In 2003 he came 

to Bontang to work for an environmental NGO. He saw the situation in Prakla and realized there 

was no organization that took care of the health of the FSWs and their clients. This resulted in the 

foundation of LARAS (see also chapter 2).  

 

Focus Group Discussion (FGD) 

FGDs can be interesting because they might access “how social knowledge about a particular 

topic is generated, as well as what the content of that knowledge is” (Green & Thorogood 2004: 

111). For this reason, I intended to conduct four FGDs with FSWs. However, it was difficult to 

find FSWs who wanted to participate in a FGD and I managed to conduct only one (picture 6). 

Together with Elok, I made a combination of a FGD with information sharing. In this way, we 

could do both at the same time, information gathering and giving, and not disturb the ‘available’ 

FSWs two times shortly in a row. In this FGD at the office of LARAS, 14 FSWs who are in 

contact with LARAS and work in Prakla participated (four of these women I also interviewed). 

For this FGD, we made some propositions about transmission routes, prevention of HIV/AIDS 

and condom use (see also annexes D and F for topics discussed). We divided these propositions 

over nine sheets. Every FSW got a paper with the numbers of each proposition with a possible 

answer ‘yes’ (in green) and ‘no’ (in red). We explained to the FSWs that they only had to mark 

the ‘green yes’ or the ‘red no’ when we read (and pointed at) a proposition. We tried to keep it 

simple because not all FSWs have high literacy levels. After each of the nine sheets, the staff of 

LARAS discussed the answers with the FSWs and gave the correct information. 

 Furthermore, to know more about attitudes, awareness and knowledge of STIs, 

HIV/AIDS, FSWs and condom use among the local community in Bontang, I also conducted one 

FGD with nine women (between 26 and 60 years old) and one FGD with eight men (between 20 

and 67 years old) (see picture 7, tables A4/A5 in annex A and annex F). One man of an 

environmental NGO (Bikal) in Bontang helped to arrange these FGDs in a living room of one of 

the male participants. He is experienced in arranging FGDs and was able to select some people in 

the local community who wanted to participate. All these local women and men have been to 

elementary school and are from the same remote area in Bontang. Eight men are brick makers, 
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one man works in the mining industry and all nine women are housewives and some make 

lontong (compressed rice wrapped in banana leaves) to sell on the market. After conducting these 

FGDs, Elok gave them also more information about HIV/AIDS. 

 

Participant Observation 

Between the interviews, I participated in the office of LARAS and observed the staff of LARAS 

at work for usually six days a week. The staff of LARAS in Bontang exists of three female 

outreach workers, one male security guard and one female program coordinator, the male director 

who sometimes passes by and once a week a female doctor. 

To examine the relationship between employees of LARAS and FSWs and their 

interpersonal communication, I observed when the FSWs where in the office of LARAS (mostly 

once a week to see the doctor) and went several times to Prakla with the field staff. These two 

(sometimes three) girls are often walking around in Prakla and socialize with the FSWs, distribute 

condoms, talk about STIs, HIV/AIDS, condom use and announce when there is a doctor coming 

to LARAS or an information-sharing. Unfortunately I did not see how they educate FSWs about 

STIs, HIV/AIDS and condom use when they are in Prakla because at these times I had my 

interviews. Furthermore, through participating I intended to establish trust with the FSWs.  

Besides this, I also observed where condoms, ARVs, antibiotics and jamu (traditional 

herbal medicines, see chapter 7) are available. I visited different supermarkets, warungs and 

pharmacies, to see if and what kind of condoms they were selling. Further, I went to some 

pharmacies and a warung jamu to observe if and which kinds of antibiotics are easy to buy 

without any prescription, which kinds of jamu there are; and to talk with the vendors about which 

clients buy antibiotics and jamu and for what.  

Finally, through participating in a local family I got the opportunity to learn the culture of 

the people in Bontang.  

 

Informal conversations 

Although my Bahasa Indonesia was insufficient for holding interviews, I was able to hold basic 

conversations in some Bahasa Indonesia (mixed with English). Through these everyday 

conversations with the seven employees of LARAS and other persons in Bontang, I got to know 

the local context, what culturally and ethically appropriate behaviour is and what the knowledge 

and attitudes of people in Bontang is with regard to STIs, HIV/AIDS, condoms and sex workers. 

Furthermore by asking how women (including FSWs) were doing and making simple jokes 

regarding our skin colours (as I prefer the darker skin of the Indonesian women and these women 

prefer a whiter skin) in Bahasa Indonesia, I was able to establish some trust and to build rapport. 

 

Diaries 

I asked six FSWs (I interviewed all) if they wanted to keep a simple diary for around two weeks 

to find out if the information from the interviews corresponds to the information from the diaries 
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regarding condom use and the possible barriers they experience with regard to usage. When 

interviewing informants about past events, it is for example possible that they do not exactly 

remember how often they used condoms in the last month. In contrast, diaries have the advantage 

that there is no recall bias (Green & Thorogood 2004). 

I made two different versions of diaries (annex E). In three diaries (notebooks), I made an 

outline including fourteen of the same pages (one page for every client) were the FSWs could 

mention if they did use condoms, if it was a new/regular client, if they negotiated about condom 

use and the possible barriers they experienced. Further, in three other diaries I asked the FSWs 

some extra questions, relating to their risk perception and how they protect themselves against 

diseases. Four of the six FSWs returned their diaries to me, whereof two diaries with the more 

detailed outline. One of the FSWs did not return her diary because she reported not to receive any 

customers in that time and the other FSW suddenly left Prakla.  

 

Life histories 

Most FSWs told me their life histories about how they became a sex worker, their families in 

their hometowns, their life in Prakla and their ideas about the future. These stories gave me more 

insight in the specific circumstances and background of these women, as their reasons for 

becoming a FSW and why they do or do not use condoms when having sex. 

  

Using available information 

During my fieldwork in Indonesia I analyzed different ‘field documents’. LARAS collects all 

articles from the local newspapers (Kaltim post, Tribun Kaltim, KOMPAS) regarding STIs, 

HIV/AIDS, condoms or FSWs in Kaltim. I skimmed these newspaper articles to observe the 

attitude in the media regarding HIV/AIDS, ARVs, sex workers and condom use from the 

beginning of January 2008 up to May 2009. This also generated interesting information about 

human trafficking and the amount of people living with HIV/AIDS in Kaltim. Furthermore, 

LARAS gave me access to their records, which provided insight in their activities and their 

‘clients’ (FSWs in Bontang).  

 

4.1.3 Data analysis  

I recorded every formal interview and FGD and made notes in a notebook during and after the 

interviews and FGDs. In addition, after each interview or FGD I wrote important or remarkable 

information (i.e. behaviour of the respondents, incomplete or contradicting information) in my 

notebook or personal diary. In this diary I also noted other relevant information received during 

informal conversations or observations (i.e. in the pharmacy, in the supermarket, on the street, in 

the warung jamu etc.).  

I transcribed all recorded interviews and FGDs and had the relevant local newspaper 

articles summarized and translated into English by an interpreter. After the process of data 

gathering and transcribing, I sorted all relevant data per study population and theme. In addition, I 
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sorted the data from the thirteen FSWs and nine clients per respondent. I compared the 

information from FSWs’ diaries to the information these FSWs had given in the interviews.  

  

4.2 Reflecting the research and researcher 

During fieldwork and data analysis I experienced some limitations and challenges regarding 

language differences, accessed study population, validity and social desirability of the 

information received and my own background. 

 

4.2.1 Data gathered 

Firstly, it is important to remark that because I worked with an interpreter, some information 

details and nuances may have been lost during the translation process. Secondly, the quotations of 

the informants used in this thesis are also translations (from Indonesian language to English) from 

the interpreter and for the readability their grammar is sometimes adjusted. Thirdly, I used some 

Indonesian words in this thesis (see ‘Glossary - Indonesian words’), when I thought they would 

lose clarity in translation. Besides this, in Indonesian culture it is common to put Ibu (mother) or 

Bapak (father) in front of elderly people’s names and Mbak (girls/women) and Mas (boys/men) 

for young adults. But for the readability I left these indications out. 

 The information received about other STIs than HIV/AIDS, was not complete enough to 

make a clear distinction in sections between HIV/AIDS and other STIs. Therefore, I usually treat 

STIs and HIV as one, except when the respondent made a clear distinction. 

Because this study only includes FSWs in Prakla who are in contact with LARAS, no 

generalizations can be made to FSWs who are not in contact with them. All FSWs were contacted 

through one gatekeeper, LARAS. All FSWs appeared somehow to be in contact with them and 

because of time limits I did not include FSWs outside Prakla.  

 Furthermore, the same kind of bias regarding study population accessed and 

generalization applies to the clients of FSWs. Although I did not intend to interview clients, I also 

got into contact with eight of the nine clients through one gatekeeper (my host family).34 

Moreover, four clients35 said not to go to Prakla anymore. However, I think the information of 

these former clients is still relevant for this research, because those clients declared to still visit 

other karaoke bars or lokalisasi for sex or have friends who still go to Prakla. 

Because this research concerns a sensitive issue, some questions can be raised regarding 

validity of information received from the respondents. It is possible the respondents gave socially 

desirable answers. To minimize this I interviewed the FSWs more than once. I realized that 

informants are prone to give more socially desirable answers in the beginning when, for example, 

some FSWs reported a higher age in the first interview than in the second interview.  

With regard to condom use, it is possible that the interviewees also gave socially 

desirable answers. However, most FSWs and clients were not hesitant to tell me they seldom use 

                                                 
34 The other client I accessed through LARAS; he lives in Prakla and worked for LARAS before. 
35 See also table A2 in annex A. 
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condoms. All women were also consistent in their answers regarding condom use during the 

different interviews. Besides, the four women who kept a diary gave more or less the same 

information in the diary as in the interview.  

Further, I used two different interpreters (see section 4.1.2), to see if this would generate 

more or less the same information and to minimize socially desirable answers. Besides, finding an 

ideal interpreter was a challenge because to minimize socially desirable answers, I intended to 

find an interpreter who was independent of LARAS and possessed many qualities, such as 

knowing the local culture, knowing how to behave appropriately in this setting, communicative 

skills, knowing the local language and being able to translate everything the informant is saying 

without being prejudiced. Since most of my informants were women, I also wanted to find a 

female interpreter. Because I did not have any time left, I started interviewing with Elok as 

interpreter. This worked out well and my assumptions were proven wrong. Although it is difficult 

to say to what extent the information of the FSWs was socially desirable or not, I noticed that the 

FSWs were more comfortable and open regarding condom use and their backgrounds in the 

interviews with the interpreter who is also staff of LARAS (Elok). Moreover, with Adel, who 

interpreted during two weeks, two FSWs did not want a second interview. Because I did not want 

to harm the relationship between LARAS and the FSWs, I chose to interview most respondents 

with Elok. 

It is also important to reflect on the validity of the information received during the FGDs, 

because the lack of privacy made it possible that informants were reluctant to share sensitive 

issues or were more prone to give socially desirable answers. During the FGD with the FSWs I 

sometimes observed many doubting faces. I also noticed some FSWs watched what the woman 

next to her wrote down. At the same time most FSWs participated actively and although most 

FSWs appeared a little shy in the beginning, at the end they talked openly and made jokes 

regarding condoms and laughed with each other. This shyness, but openness at the same time, 

corresponds with the information of the FSWs whom I interviewed; most of them reported that 

condom use is a sensitive subject and never or seldom talked about it, but want to talk about 

condom use with other FSWs (see chapter 6). Furthermore, it is remarkable that five local male 

participants, in contrast with most other persons in Bontang, said they have never heard about 

HIV/AIDS. It is possible that they interpreted the question differently, as: ‘do you know about 

HIV/AIDS?’ instead of ‘have you ever heard about HIV/AIDS?’.  

   

4.2.2 Being a female, unmarried, white, western, student- researcher 

My role as researcher possibly influenced the research itself but also what has been written up 

and left out from what I report. At first, the fact that I am a female might have influenced my 

research. Because I am a female it was possibly easier to receive (more valid) information from 

the female than the male respondents.  

 Moreover, I am a white, unmarried, student from a western country. Even though talking 

about sex as an unmarried woman is extra taboo in Indonesia (Imelda 2003), the fact that I am a 
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white student from a so called ‘liberated’ western country might have helped the FSWs open up 

to me. As some Indonesian people in Bontang said to think that, in western countries everyone is 

free and has sex before marriage. Further, I explained that I am a student and did not know much 

about STIs, HIV/AIDS and being a FSW; and they could say anything they wanted because I was 

interested in their lives and stories. Because of this they might have seen me as an ‘ignorant’ 

student who they could teach a lot. 

 During my study my white skin helped me in another way. Many women came up to me 

and touched my skin. This helped me to get into contact and build rapport. Even some pimps (see 

picture 5, page 11) wanted a picture together with me and welcomed me in their karaoke bar. 

 Finally, I tried to be aware of my own ideas, perceptions and feelings regarding subjects 

as sex work and condom use, and to be as objective and independent as possible. However, it is 

not possible to completely set aside my own feelings and perceptions, for example regarding the 

need of condom use, and it is likely that these influenced the processes of data gathering, analysis 

and interpretation. Some of my own perceptions and prejudices will come forward in the diary 

notes36 that I used in this thesis. 

 

4.3 Ethical considerations 

During this research some ethical considerations needed to be made. My first priority was not to 

harm the relationship between LARAS and the FSWs. That is why I had to be very careful and 

needed some time to establish rapport and trust with the FSWs. I assured informed consent of 

every informant. At the beginning of every interview and FGD I told that participating was 

voluntary and that they could withdraw at every moment. To be able to make an informed choice 

about participating I explained the purpose of this study before starting the interviews and 

discussions. This was also important to establish trust and avoid misleading or socially desirable 

answers. I told my informants that I was a student from the master Medical Anthropology and 

Sociology at the University of Amsterdam in the Netherlands. Moreover, I explained that I was 

interested in their stories, ideas, experiences with regard to HIV/AIDS and condom use and in the 

existing ideas and views about HIV/AIDS, ARVs and condom use in the community. 

Furthermore I highlighted that I was an independent researcher and that I was not part of 

LARAS. But this was a little ambiguous because Elok is from LARAS. To receive valid answers 

we explained the information they gave would not have negative consequences for their 

relationship with LARAS and assured LARAS cannot access the interview data, but that I would 

make some general recommendations to improve their activities. Participants were also assured of 

confidentiality (the interpreter also knew she had to treat the information that the informants told 

her confidential) and that I would change their names in my reports. Furthermore I asked the 

                                                 
36 For the readability and to distinguish them from the interviews, the diary notes have a grey background. 
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informants permission for taking notes during the interviews/FGDs and for audio taping the 

interviews/FGDs and discussions.37  

 
 
 

Picture 6: FGD among FSWs in LARAS’office            Picture 7: FGD local men 

 
 

Picture 8: Interview in room of FSW       Picture 9: In karaoke bar 

 
 

 

 

                                                 
37 I tried to thank my informants, for participating and their available time, according to what is cultural appropriate. In consultation 
with LARAS, I gave every FSWs a souvenir and 50.000 Indonesian Rupiah (around 3,50 Euro). I chose to give them this after ending 
my fieldwork to limit that these gifts would influence their answers. Before and during my fieldwork nobody knew they would receive 
anything afterwards. 
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5. The FSWs of Prakla 

In this chapter I will introduce the main study group of this research, the FSWs of Prakla. Why 

women become FSWs, their motivations and the choices they make regarding (risky) sexual 

behaviour is influenced by the social, cultural and economic contexts they find themselves in. It 

appears that the sexual division of labour (Connell 1987), and the unequal gender relations, cause 

women to become FSWs out of economic need when their partners, who usually control the 

income of the household, disappear. Moreover, social and cultural (Islamic) values, or structures 

(Ortner 2006), cause FSWs to keep their job a secret. 

 

5.1 Socio-demographic background of the FSWs  

 

Most of the times we visit Prakla many FSWs sit on benches in front of the 

karaoke bars, some in pyjamas (in the morning or noon), some in jeans with a 

wide t-shirt and a few in short pants. Most of them are not distinguishable from 

‘ordinary’ women in Bontang. They dress in a decent way. However in the 

evening these women look different, when they dress in sexy clothes and wear 

make-up on their faces. Some wear short dresses, others wear hot pants with tank 

tops and high heals (diary notes, 23-05-2009).   
 

At the moment, around 115 FSWs work in the sex village Prakla. There is a high mobility of sex 

workers in this village; some stay for a few months, others for many years. Most FSWs who are 

presently working in Prakla arrived in 2009.38 The FSWs are divided over 21 karaoke bars. Most 

of these FSWs originally come from rural villages in Java. But there are also FSWs from 

Sulawesi, the Sunda Islands, Madura Island, Bali and other places in Kalimantan. Many FSWs 

have children, who are often cared for by one of their family members in their hometown. Almost 

all FSWs claim to be Muslim.39 Islam is the main religion in Indonesia, which also became clear 

to me when hearing the loudspeakers in the minarets, from the many different mosques in 

Bontang, five times a day loudly calling to pray.  

The women who work in Prakla are between 15 and 44 years old. Although, as Adinda’s 

story in the beginning of this thesis showed, the girls who are underage, will often state that they 

are at least 18 years old, because Indonesian law forbids people to work below this age. Around 

67% of the FSWs are divorced or widowed; 26% of the women are single and 4% are still 

married.40 All these women have a low educational background: around 4% of the women who 

work or have worked in Prakla have not received education at all, 32% attended elementary 

school, 36% junior high school and 24% senior high school.41 According to the staff of LARAS, 

not all women finished their education and some FSWs are illiterate. Compared to the net 

                                                 
38 Based on 143 FSWs, from a data file of LARAS, 40% arrived in Prakla in 2009, 22% in 2008, 6% in 2007 and 10% in 2006. From 
22% of these 143 FSWs the arrival date is unknown. Possibly these FSWs were already in Prakla before LARAS started in 2006.  
39 Source: Data file LARAS 
40 These figures, based on 143 FSWs who work or worked in Prakla between 2006 and 2009, come from the data file of LARAS; there 
is no division made between divorced or widow. LARAS does not know the status of the remaining 3% of the women. 
41 The missing 4% contains the percentage of sex workers of whom their educational background is unknown (source: data file 
LARAS). 
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national averages of 93% (boys and girls) attending elementary school, 71,9% from urban areas 

and 54,1% from rural areas attending junior high school (Unicef 2010), these FSWs have a poorer 

educational background. 

Thirteen of the 115 FSWs told me their life stories. These thirteen women were between 

15 and 42 years old, mostly Muslims from Java, attended elementary school, widowed or 

divorced and eight of them have children (for their backgrounds see table A1 and textbox 1 in 

annex A). They were open about what it means to be a sex worker but also about how they feel 

when they are back in their hometown, for holidays for example, and how they fulfil the tasks of 

a mother, child, sister, neighbour or friend. The rest of this thesis will mostly describe the lives of 

these thirteen women in Prakla. 

 

5.2 Having a ‘secret’ job 

 

“The most important thing is that my son does not know what kind of job I have right now” 

(Lastri). 

 

All thirteen FSWs agreed about one thing: “being a sex worker is a big sin”. This causes most 

FSWs to have a “secret” job. The women said they were frightened that people would talk badly 

about them and their family, or that they would be cut off from their family and society when 

they find out they are sex workers. Most families think the women work in a store, luxury 

restaurant, bar or hotel, as a shop assistant, waitress or servant. The FSWs try hard to keep their 

job a secret. When the family acts surprised at the amount of money a woman sends home, she 

will give them an (alternative) explanation for the money to reassure them: “I also get money 

from my boyfriend” (Reny); or as Ninah explained: “I will only send a little money to my father 

and brothers and say to them, if you really need more money, I have to borrow it from my boss” 

(she sends around 400.000 Rp -28 Euro- a month). When the FSWs are back in their hometown 

they will try to act the way they did before. Nine women reported avoiding behaviour that is 

associated with the behaviour of FSWs. The following anecdote of Jumilah, who sometimes goes 

home to Java for holidays and who in the evening of one of my visits to Prakla wore high stiletto 

heels with blue hot pants and a sexy top, illustrates this:  

 

Sanne: What are the attitudes of people in the community about this kind 

of job? 
Jumilah: The people around here are just acting normal and nice. In 

Prakla they know us for a long time. I avoid having a client from 

the neighbourhood [men living in Prakla] because it could bring 

me into trouble and I do not want that. 
Sanne: What about your hometown community in Java? 
Jumilah: My family back home does not know what I am doing. I am 

trying hard to keep my job secret for my family. I just tell them I 

am working in a restaurant and try to act normal when I am 
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back in my hometown. For example sometimes I smoke 

[cigarettes] and drink alcohol here; I would not do that when I 

am at home. I will also avoid wearing make up and sexy clothes 

there. 
Sanne:   But what will happen if they knew? 
Jumilah:  People gossip around, and my family will have a lot of shame. 

That is why I never told it to my parents, because I do not want 

them [the community] to gossip about me and my family. I think 

it is an Indonesian habit to talk bad about sex workers and to 

stay away from them. 
 

Although being a sex worker is not accepted in Indonesian culture (see also chapter 2), 

there are many women who end up in the sex industry. What causes these women to accept this 

sinful job? 

 

5.3 “It is all about the money” 

Different factors influence the fact that the women end up in Prakla, but above all, the women are 

eager to earn money. Most of these women are driven into sex work because of poverty and the 

fact that they became a widow or divorcee. The women believe they do not have access to better 

paid vocations because of their low educational backgrounds. Most FSWs have family members 

to care for, such as their parents, siblings or children, and are often the main bread winners of 

their families. They are desperately looking for a job: “[…] even though I am ashamed of having 

work like this, I am more ashamed of having no money for my family. That’s the most important 

thing” (Janessa).  

 The women know about the possibility to earn money in Prakla from a friend or 

acquaintance (often also a FSW in Prakla) in their hometowns, or from men or women who are 

working for the pimps in Prakla, and are recruiting new women in the villages and cities on 

different Indonesian Islands. However, before they arrive in Prakla, not all women know that they 

will end up as a sex worker. They get a job offer to work, for example, in a luxury restaurant or 

bar in Kaltim. The women see this as their chance to take care of their family. They know the 

average wages for unskilled labour are higher in Kaltim than in Java.42 The story of Janessa, a 

mother of three children, who has been in Prakla for over a year, illustrates this lack of 

knowledge and despair many women feel: 

 

My husband died in 1997. I started to work as a servant. But I felt stressed 

because I needed more money. I did not know what to do. And then, also because 

my daughter died, I felt traumatized and I thought I just need a job. […] When I 

worked at a house, a friend told me about Prakla […] I thought I could get more 

money here in Kalimantan, because the economic situation in the village in Java 

is very low […] The first two months I worked here as a servant again. I washed 

                                                 
42 Nancy Lee Peluso (1992) also wrote that, when carrying out unskilled labour, workers may earn three times more in Kalimantan 
than in Java. 
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the clothes of other sex workers in the house, scrubbed the floor etc. But the 

other sex workers got angry and said: “how can you earn money here if you are 

doing like this. You need the money for your [two] children, for their school fee, 

but you don’t do anything”. […] After that I tried […] The first client came to my 

room. We talked about everything. After that I asked the client to go. I just 

thought, when there is a client, you enter the room and just talk [Janessa starts to 
giggle]. But the client complaint to the pimp: “I did not do anything and she 

asked me to go”. […] Maybe it is a little stupid, but I did not know I had to have 

sex with him. 

 

Fitri, Reny, Etti and Jumilah also said that they thought they were going to work as a waitress in a 

luxury restaurant or bar and never imagined that they had to work as a sex worker. Also some 

articles in the local newspaper the Tribun Kaltim (2008, 2008a, 2008b), reported about women 

who became victims of human trafficking in Kaltim and had to work as FSWs although they were 

promised to work in a café, restaurant or palm plantation. According to Aslam, the director of 

LARAS foundation, 50% to 60% of the FSWs in Bontang are trafficked and come to Bontang 

under false pretext or are sold to a pimp by their own parents.43 

The women are angry and sad at the same time, but do not know what they can do.44 

Because of the unfamiliarity with Bontang, Prakla and the world the women end up in, they 

eventually start working, sometimes after a few days of crying. Jumilah, who started at the age of 

14 in 2007 in Prakla, said:  

 

When I found out what kind of work it really was, I regretted that I came here 
[…] The first three months I just sat around and served alcohol for the guests, I 

did not give service to anyone […] I wanted to go home but I couldn’t because I 

did not know anything about this place and had no idea where to go. 
 

Moreover, the debt they have with the pimp once they arrived keeps the women trapped in Prakla.  

 

When a friend offered me a job to work in a restaurant in Bontang, I decided to 

take it. When I arrived here, I was shocked, but what could I do? I had to pay the 

pimp and I did not know where I could go. So after two days I began to work 

(Reny). 
 

The other eight women knew that they were going to work as a sex worker in Prakla, but 

this does not mean they (still) want to stay. The pimp paid the travel costs for all women. Not all 

women are aware they have to pay off this debt before the pimp will let them go. In the prologue 

it already became clear that Adinda really wants to quit this job and wants to obtain another “non 

sinful” job or go back to her hometown in Java. “I wanted to look for another job and boarding 

                                                 
43 None of my respondents reported to be sold by their parents and because this subject regarding ‘human trafficking’ is not relevant 
for my research question, I will further not reflect on it. However it may be an interesting topic for future research because there is not 
much research done in Indonesia regarding ‘domestic human trafficking and sex work’. See also Raymond et al. (2002). 
44 According to one of the pimps in Prakla, in the past there was only one FSW who reported her case to the police. The police 
obligated the pimp to send her back to her hometown. 



 31 

house, but Ibu [pimp] said, no you can not because you have not paid of your debt”. For over a 

year Adinda has been trying to pay off her debt of 3,5 million Rp (245 Euro). For every client that 

she gets, she gives her pimp 100.000 Rp, which is around 50% up to 100% of her payment.45 This 

means she needs to receive 35 clients to be free again. When one time, Adinda asked her pimp if 

she could go home for the holidays, the pimp said she still had a debt of 850.000 Rp left. A 

couple of months later, a customer wanted to release Adinda of her debt, on which the pimp 

increased her debt to 2,3 million Rp. The pimp told Adinda, that it was due to interest on the 

amount of the debt, rent of the room and money for food. Adinda is not able to calculate if the 

amount is correct because she is illiterate. While she sat in front of me in her lurid blue shirt, 

Adinda whispered with a sad face: “This makes me really desperate and unhappy”. 

Although not all women knew they would became sex workers, most women prefer to 

stay a while in Prakla because working as a sex worker for one night can sometimes provide them 

with the same amount of money they will earn in one month with another job. Even though Lastri 

sometimes only gets one client a week, she still prefers to stay in Prakla because she will earn 

more than she did with her previous job as a servant or in the factory. As a servant in a family or 

working in a factory or shop, a woman may earn around 200.000 to 500.000 Rp a month. But 

according to Lastri: “in Prakla I will earn at least one million Rp a month”. Other women can 

sometimes even send up to three million Rp every month to their family in their hometown. 

 

I worked at the tobacco factory and got 20.000 Rp per day. […] One day, when 

my husband wanted to pick up his niece, they had an accident and both died. I 

got an insurance of 10 million Rp from the government. A lot of this money went 

on the funeral. In Java it is normal that when someone dies, the neighbours will 

bring you many things, like sugar, rice, anything. After a while I had to pay back 

what they gave me. Eventually, I did not have any money left and my salary was 

not enough. I was not able to take care of my family and my son anymore. I got a 

big debt and felt depressed. When a friend offered me a job in Kaltim in 2006, I 

decided to take it. […] I have already cleared my debt of 20 million Rp because 

every month I was able to send two million Rp to home (Fitri). 
 

Fitri’s story shows that being a widow not only means they have to find a job to earn money for 

the living expenses of the children, but can also cause debts. This makes them even more 

desperate to find a job which provides them with enough money. Although most FSWs want to 

find another “non sinful” job and are open to learning new skills, like massaging, sewing or 

cooking; they will only take the job when they earn at least around the same amount as they earn 

with their work in Prakla. Most women feel like Lastri, who declared that she is really desperate 

and really wants to go home, but she cannot do so, because: “it’s all about the money”. 

  

 

                                                 
45 For one client the FSWs receive between 100.000 and 200.000 Rp [between 7 and 14 Euro]. Adinda receives four to five clients a 
week (see also prologue). 
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5.4 Reality: FSWs at work in Prakla 

 

We enter Prakla. It looks cosy. Outside the karaoke bars many FSWs and 

potential clients are chatting and hanging out. When we enter one karaoke bar it 

is a little dark inside. Although I did expect it would look ordinary and soggy, it 

is not. It just looks like a ‘normal’ karaoke bar or disco, where people having a 

nice time with each other (without the intention to have sex for money). In front 

of a big television, FSWs and ‘clients’ are hanging around on the leather sofa’s. 

On the table they have a beer or another drink. Two people are standing before 

the sofa singing an Indonesian song. The music is so loud that it is almost 

impossible to hold conversations, but that is probably also not the intention 

here… (diary notes, 30-05-2009). 
 

The purpose of being a FSW 24 hours a day is earning money. The amount of money a FSW 

earns depends on the number of clients she receives, but also on the amount of drinks (alcohol) a 

client buys. Moreover the number of clients a FSW receives appears to be influenced by other 

FSWs.  

 

Number of clients 

Most FSWs live in the karaoke bar where they are working. At the back of the karaoke bar most 

of them have a small room (around three by two square meters), with a bed, sometimes a small 

closet, a bucket (with water for bathing) and a hole in the floor that functions as toilet and for the 

water to fall in after taking a bath. This room functions as their working room and their living 

room. Being a FSW means there can be a client who wants to have sex at any time of the day.  

 

It was around two o’clock in the afternoon. It was quiet in Prakla. In the evening 

you hear the music from the 21 different karaoke bars, very loud and in every bar 

clients and FSWs sing a different song. But at this time it was quiet. Some 

women, pimps and other persons who live in Prakla, sat in front of their houses, 

warung or karaoke bar, just relaxing and chatting a little. All of a sudden there 

was a lot of noise from one of the karaoke bars. One of the outreach workers said 

to me: “oh there is a client inside, when you hear music it means there is a 

guest” (diary notes, 22-05-2009). 
 

 The number of clients a FSW receives differs, from one up to ten clients in one week. At 

the moment it is quieter in Prakla compared to some months ago. According to Arti: “Normally I 

receive one or two clients per evening. But at the moment it is really quiet, sometimes I will get 

no client for two or three days”. The staff of LARAS confirmed it is quiet in Prakla at the 

moment. They think it has to do with the economic crisis.  

Not only the economic crisis but also age influences the number of clients a FSW 

receives. Arti (39 years old) explained: “the younger FSWs get more clients than the older 

FSWs”. Table 2 shows that, from the six FSWs who told how many clients they receive, the 

FSWs below 30 years old receive on average more clients than the FSWs who passed this age. 
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Table 2: Number of clients and age 

FSW Age Number of clients a week 

Etti 28 10 

Jumilah 16 6 

Adinda 15 4-5 

Arti 39 1-2 

Janessa 35 1-2 

Lastri 32 1-2 

 

 

Alcohol use among FSWs and their clients 

FSWs (and their pimps) will not only earn money when they sell sex, but also by selling drinks 

(especially alcohol) to clients. Alcohol consumption appears to become more important as a way 

of earning money for the FSWs. Ninah said that because it is quiet in Prakla at the moment, 

instead of selling sex they have another way to earn money at their karaoke: 

  

Some clients still come [to the karaoke] but only have a drink and not have sex 

with a girl. For every guest that comes to our karaoke for a drink, we get 35.000 

Rp [2,5 euro] from our pimp for accompanying the client. 
 
Ninah, as most FSWs, said to drink (alcohol),46 but just one to three bottles of beer per day to 

accompany their clients and stimulate them to order more drinks. Jumilah and Janessa said they 

experienced health problems related to alcohol use and do not want to drink much anymore. The 

other FSWs explained not to drink much because they want to stay in control. Although the 

FSWs do not drink much alcohol, many clients do, one of them said: “When I am having sex with 

a FSW, most of the times I am drunk”. Client 2 explained: “I am going to Prakla for fun, which 

means also having a drink [beer] there”. 

 

Competition between FSWs 

The desperation of the FSWs to receive as many clients (i.e. money) as possible causes some 

competition between them. “Most girls in the karaoke are jealous of each other but that is 

normal” (Reny). Reny means she can be jealous, especially when the other FSWs receive more 

clients than she does. This jealousy sometimes leads to conflicts with some FSWs. Three FSWs 

said to have conflicts with other FSWs, like Adinda: “one woman said to my clients that I am 

pregnant or I am sick and they went to another girl because of this”. However Adinda is young 

(15 years old) and gets enough clients so she can afford to ‘lose’ some. Lastri (32 years old) on 

the other hand, who had an operation on her vagina to cut a kind of wart, has few clients and 

becomes really desperate when she loses clients:  

 

                                                 
46 Drug use among the FSWs in Prakla is minimal, therefore I will not reflect on this.  



 34 

Other women used my operation to take clients away from me. They said to 

clients “do not ever have sex with her because she has an illness in her vagina”. 

Because of this, I seldom get clients anymore. […] I feel desperate and really 

sad. I cannot give my son any money and I am not able to take care of my own 

living cost. 
 

5.5 Discussion 

This chapter showed that the social, cultural and economic background of the women means that 

they become FSWs and that they are not able to quit this job whenever they want to. Their 

background brings them in a vulnerable position. 

 First, the low educational background and status as widow/divorcee of the women means 

that they have no access to (other) job opportunities to earn enough money for taking care of their 

families, and means that they live in poverty. The poor women are easy prey for karaoke bar 

recruiters. In the eyes of these women, working in Kalimantan (as FSW) is their only option to 

earn enough money for their families. Secondly it became clear that existing social cultural 

norms/religious attitudes regarding sex work mean that the FSWs are not in the position to tell 

their families about their work. This means that they stand on their own and are not able to ask for 

social support. Pimps and clients can easily exploit and manipulate them. 

  

Contingencies increase the vulnerability of the FSWs. Firstly, the economic crisis causes that the 

number of clients who want to have sex declines. Therefore FSWs look for other ways to earn 

money, such as selling drinks (alcohol) to clients. Secondly, the declining number of clients leads 

to competition for clients among the FSWs. Chapters 7 and 8 will show how alcohol use among 

the clients and the persistency of FSWs to retain clients influence their sexual risk taking 

behaviour. But first, chapter 6 will take a look at the knowledge people in Bontang have 

regarding STIs, HIV/AIDS and condoms. 
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6. Knowledge and sources of knowledge regarding STIs and HIV/AIDS 

According to behaviour change models, people feeling at risk for diseases will change their risky 

(sexual) behaviour (Barnett & Whiteside 2006; UNAIDS 1999). To feel at risk, people should 

know what this risk taking behaviour includes and should have the right knowledge on STIs, 

HIV/AIDS and condoms. This chapter will therefore present the knowledge, people in Bontang 

(FSWs, the local community including clients of FSWs and pimps) have regarding transmission 

(section 6.1) and cure (section 6.2) of STIs and HIV/AIDS. Section 6.3 will show where they get 

this knowledge from.  

 

6.1 Knowledge about transmission of STIs and HIV/AIDS 

Most FSWs, who are in contact with LARAS, have more good knowledge of transmission of 

STIs and HIV/AIDS compared to the rest of the community (including clients and pimps). 

However, in this section it will become clear that this does not mean their knowledge is sufficient. 

 

6.1.1 FSWs and their knowledge - “HIV is a dangerous disease” 

 

“HIV is a dangerous disease. You can get it through having sex and through 

injecting needles. I know there are more ways to get HIV, but I do not remember 

them” (Arti). 
 

Like Arti, although the majority of the FSWs have good knowledge regarding transmission of 

STIs and HIV, there is still a big lack of knowledge among most of them and some women have 

even wrong knowledge. Education may influence their knowledge. 

All thirteen FSWs have heard about STIs and HIV/AIDS. But most of the times they 

answered the open question ‘what do you know about HIV/AIDS?’ as Janessa, who attended 

elementary school and is in Prakla since 2006: “I do not know about HIV/AIDS”. Or as Jumilah, 

who finished elementary school and is already for three years in Prakla: 

 

Jumilah: I never got HIV/AIDS or any other STI. I do not know exactly 
what a STI or HIV/AIDS is. 

 Sanne:  Do you know how a STI or HIV/AIDS can be transmitted? 
 Jumilah:  No, I do not know how people can get it. 
 Sanne:  Did someone of LARAS ever come to you to talk about  

   STIs or HIV/AIDS? 
Jumilah: Yeah, they do come to us, but I do not really remember what they 

said. They say we have to use condoms or otherwise avoid 

having sex.  
 Sanne:  Do you know why you have to use condoms? 

Jumilah: To prevent HIV/AIDS.  
  

Even though at first, FSWs, as Jumilah and Janessa, seemed ignorant; during the course of the 

interviews some women appeared to know more than they think. In Indonesian society it is taboo 
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to talk about sex. This might have caused some shyness and embarrassment to talk about these 

subjects in the beginning. All thirteen FSWs came up with at least one possible transmission route 

of STIs or HIV (see table D1 in annex D). All women know that STIs, like syphilis and HIV, can 

be transmitted by sexual intercourse. Slightly more than half of the women also mentioned that 

HIV can be transmitted by sharing injection needles and blood or wound to wound contact with 

someone who has HIV/AIDS; some women mentioned blood transfusions and only a few women 

know another route. As Etti, one of the few women who attended junior high school and arrived 

in 2008 in Prakla, said: “I know HIV/AIDS can be transmitted by having sex, through injecting 

drugs and the child can get it when the mother gives breastfeeding”.  

Among fourteen other FSWs who participated in the FGD, there is also still a lack of 

knowledge regarding different transmission routes of HIV (see table D2 in annex D). During this 

FGD, fourteen FSWs were asked to respond to different propositions regarding transmission 

routes of HIV. Although most answers were correct; i.e. all FSWs appeared to know that sex,47 

blood transfusions and sharing injections needles can transmit HIV, some questions were not 

answered by all women. From this it is remarkable that all FSWs during the FGD said that a male 

can transmit HIV to a female, but only half of these FSWs said a female can transmit HIV to a 

male. These FSWs reported to have the idea that they are healthy and want to stay healthy. For 

them, it might seem unnecessary to think that they are able to transmit diseases to their clients.  

Moreover, there are still a few misunderstandings among some FSWs regarding 

transmission routes of HIV. Three of the thirteen FSWs, all three finished elementary school, 

think that HIV can be transmitted by mosquito bites. Further, Reny, who attended junior high 

school, answered the question on ‘how HIV can be transmitted’: 

  

 Reny:   HIV can be transmitted through sex, breastfeeding and sweat. 
 Sanne:  What kind of sweat? 

Reny:  I heard from other girls in our karaoke bar, that when both 

persons are sweating the pores are open and it is possible to 

transmit HIV.  
 

Although she is one of the few women who know breastfeeding can transmit HIV, Reny also 

thinks HIV can be transmitted by sweat. And when I asked Wellia, who works since 2002 in 

Prakla and has been to elementary school, what she knows about HIV/AIDS she answered: “you 

can get it by kissing, using the same plate as someone else and by having sex”. It appears that the 

length of time they are a FSW does not influence their knowledge. Even though Wellia has been a 

FSW for seven years in Prakla, she still thinks that HIV can be transmitted by using the same 

plate and by kissing with someone who has HIV. Moreover, Jumilah is at least three years in 

Prakla and has also wrong knowledge. During the FGD, more FSWs appeared to have some 

                                                 
47 Most FSWs from the FGD seem to know that HIV can be transmitted by vaginal sex and anal sex, but they seem to doubt (four 
FSWs did not respond) or think it is not possible to transmit HIV by oral sex. According to Barnett and Whiteside (2006), although the 
change of HIV transmission through oral sex is smaller than through vaginal or anal sex, it is possible. Moreover, through oral sex the 
risk is big to get infected with other STIs, like Syphilis, Hepatitis A and B, Herpes, Chlamydia and Gonorrhoea (SOAAIDS 2009). 
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wrong knowledge (table D2). But in contrast to some FSWs from the interviews, none of these 

FSWs reported that HIV can be transmitted by mosquitoes, sweat or shaking hands. The effect of 

group pressure during the FGD might have meant that these FSWs were afraid to say what they 

really thought and therefore agreed with the answers of the majority. This may explain the 

difference between the answers given in the interviews and during the FGD. 

 

To sum up, many ideas the FSWs have regarding transmission routes of STIs and HIV are 

correct. But there is still a lack of knowledge.48 Moreover around one-third of them had some 

wrong ideas about how HIV can be transmitted. Although the length of time as FSW does not 

influence the knowledge the FSWs have, education might. The two FSWs who mentioned 

breastfeeding as possible transmission route, were two of the few women who have a higher 

educational background. Even though all FSWs are in contact with LARAS, some women seem 

to have more difficulties remembering the information being told. 

   

6.1.2 Community and their knowledge 

 

“I never heard about HIV or AIDS” (FGD, local male, 20 years old, single). 
 
 “I know HIV can be transmitted, just like the bird flu” (FGD, local male, 35 years old, married). 
 
“HIV is a man’s disease” (FGD, local female, 40 years old, married). 
 

As with the FSWs, the majority of the community in Bontang has heard about STIs and 

HIV/AIDS. An exception, however, are some local Indonesian men from the FGD. Five of the 

eight men had never heard about HIV/AIDS. According to them, they do not know about 

HIV/AIDS because they have a low educational background and they live in a remote area. 

 Even if people from the community in Bontang did hear about STIs and HIV/AIDS, their 

knowledge is limited. They appear to have less knowledge regarding transmission of STIs and 

HIV than the FSWs. During the two FGDs with the local men and women, who all come from the 

same remote area, there were many misunderstandings about transmission routes of STIs and 

HIV. For example, most of them heard about syphilis, but, according to some women, only men 

can get infected with syphilis. The men reported to have no idea who can get infected with 

syphilis or how it is transmitted. It may be that these men, mostly married, do also not want to 

discuss this because STIs are linked with different sexual partners and free sex. As I mentioned 

earlier, in Indonesia talking about sex is taboo and talking about diseases which are associated 

with sinful behaviour is probably even more taboo. Moreover, the men and women enumerated 

different wrong transmission routes for HIV like “touching someone with HIV/AIDS”, “sitting at 

the place of someone who has HIV/AIDS”, “sitting next to someone with HIV/AIDS”, “going to 

                                                 
48 However it is important to remark that during the interviews, the FSWs answered the open question: ‘how can HIV be transmitted?’ 
If the FSWs in the interview did not say that sitting next to each other or breastfeeding can transmit HIV it does not mean they do not 
think this. It could be that they forgot to mention some routes.  
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the same toilet as someone with HIV/AIDS”, by “air” and by “mosquito bites”. During an 

informal conversation, even a Dutch woman, who runs an environmental NGO in Samarinda and 

lives in Indonesia for around ten years, tried to convince me that mosquitoes can transmit HIV: 

  

Mosquitoes can transmit HIV. It is just like malaria. If you are in the same room 

with someone who has Malaria and the mosquito bites him or her and after that 

he bites you, the virus can be transmitted. The same applies to HIV, which is also 

a virus. 

 

Although I thought to know for sure this was not possible, for a moment I even began to doubt 

myself.49 The idea that HIV could easily be transmitted means that, as the Indonesian men and 

women reported, they would stay away from persons with HIV/AIDS because they are afraid of 

contagion. It appears the media play a part in generating wrong ideas about transmission of 

HIV/AIDS. One woman said, as two clients of the FSWs also reported: “I saw on television that 

people with HIV/AIDS have been quarantined, excluded from the society”. Section 6.3 will 

further reflect on the influence of the media. 

However, the FGD participants also had right ideas regarding transmission routes of STIs 

and HIV. Most of them mentioned correctly that HIV can be transmitted by using unsterile 

injection needles and by sexual intercourse.  

Although these men said they are faithful to their wives and never went to a FSW; I also 

spoke to men who say they do go to FSWs. Because the knowledge of these clients is different, I 

will treat their knowledge separately in the next section.  

 

6.1.3 Clients and their knowledge 

 

I was a little nervous. Until now, we only interviewed clients at my host parents’ 

house or at LARAS. Elok and I were for the first time on our way to a house of a 

client, who lives in the centre of Bontang city. We could not find his place, which 

was situated in a small alley. When we called him to explain our situation he 

picked us up in the main street. The man (around 35 years old) was very friendly 

and took us to his place which looked very clean. Not really what I expected of a 

man who frequently comes to Prakla. LARAS told me, in Prakla most clients are 

Indonesian with a lower/middle income, richer Indonesian and foreign men 

mostly go to karaoke bars or massage salons outside Prakla.  

We sat on his colourful carpet in a small room situated directly behind 

the main entrance with a packet of guava juice when he said he wanted to help 

me because he knew how difficult it can be to get some information for your 

thesis, as he experienced himself when he was a student. But if this was not 

enough positive news, in contrast to my experiences in previous interviews, 

where the clients were often closed, this client said: “talking about sex and sex 

workers is not taboo anymore these days”. For him, a single, highly educated 

man, who lives in the city centre of Bontang, it might not be a taboo; but for the 

                                                 
49 Mosquitoes cannot transmit HIV. For more information about the difference between transmission of HIV and malaria by 
mosquitoes, see Day (2008), Iqbal (1999) and Peretsman (2007).    
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other clients, who often had a partner, it seemed (still) taboo to talk about. 

Anyway, I was more than ready for this interview; this could become an 

interesting conversation… (diary notes, after interviewing client 3, 26-05-2009). 
 

I spoke to nine clients, all Muslim, between 30 and 40 years old, and most of them still come to 

Prakla for having sex.50 Not only may the knowledge of FSWs influence the sexual risk taking 

behaviour of the FSWs but also the knowledge of their sexual partners, the clients. Most clients 

appear to have more good knowledge than misconceptions regarding transmission and prevention 

of STIs and HIV/AIDS (see table D3 in annex D). All nine men said that STIs and HIV/AIDS can 

be transmitted by sex and condoms can prevent this transmission. Most clients know that HIV 

also can be transmitted by sharing or using unsterile injection needles. 

As applied to the FSWs, their knowledge is not sufficient. Only one client mentioned that 

HIV can be transmitted through blood or wound to wound contact and one client answered the 

following after he suddenly remembered a documentary he saw on television: 

  

HIV is a contagious disease. It decreases your immune system and you can get 

spots on your skin. […] On television I also saw that you can get HIV through 

blood transfusions (client 4). 
 

  Few clients had wrong ideas about transmission of HIV. For example, one of them (client 

6) said that HIV can be transmitted by using the same tableware as someone with HIV. Another 

man answered: 

 

Client 2: HIV/AIDS is a disease that you can get by having sex with many 

different persons. It can also be transmitted by animals. 
Sanne:  How can it be transmitted by animals? 
Client 2:  I know this from friends in Irian Jaya [Papua]. The people there 

wear still very traditional clothes from coconut trees. They do 

not cover their penis. If they touch animals, like pigs or monkeys, 

with their penis and do not clean it [penis] before they have 

sex… It can be like that. The number of HIV/AIDS in Papua is 

very high… 
 

Furthermore, one client who lives in Prakla said something interesting regarding transmission of 

another STI, syphilis. According to this man, who worked for LARAS as a security guard, 

syphilis can only be transmitted if you have the same blood type. Although he lives in Prakla, 

worked for LARAS and still has contact with the outreach workers; he has this wrong knowledge. 

 The pimps, who also live in Prakla, also appeared to have faulty knowledge. 

 

                                                 
50 Three men still frequently come to Prakla, two men sometimes come to Prakla, two men went to Prakla some years ago and prefer 
other lokalisasi at the moment (massage salons, karaoke bars or hotels), one man goes to Prakla for a drink without having sex (he 
says his friends do have sex there) and one man said his friends go to Prakla (see also table A2 in annex A).  
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6.1.4 Pimps and their knowledge - “Chairs transmit STIs” 

 

This afternoon we walked around in Prakla, Elok, the two outreach workers and 

I. Elok introduced me to different pimps, who sat on the veranda of their karaoke 

bar and called us when we passed by. I was a little surprised because soon I 

realized that most pimps were women, instead of men. From behind a karaoke 

bar there came a well-muscled, strong, tattooed man up to us. I became a little 

nervous; this scary pimp would probably not want us to be there with all our 

questions to his girls. When he stood in front of me, he began to laugh and asked 

if I wanted to take a picture together with him. Afterwards, different female 

pimps came up to me and said I was so beautiful and touched my white skin. I 

was confronted with my own prejudices that ‘all’ pimps are scary, unfriendly and 

mostly men (diary notes, 25-04-2009). 
 

The five pimps, four females and one man whom I interviewed on the cracked, big leather sofa’s 

in their dark, musty smelling karaoke bars in Prakla; appear to know very little regarding 

transmission and prevention of STIs and HIV/AIDS. They all heard about STIs, HIV/AIDS and 

condoms. But although these pimps know that STIs and HIV can be transmitted by sex, they 

further do not know much about these subjects and most pimps have wrong ideas regarding 

transmission of STIs or HIV. Like the male pimp, who made a caring impression towards his 

FSWs:  

 

When someone has HIV, he or she has to go out of Prakla, because we have to 

prevent that other people get infected. I heard sometime that when you are sitting 

on a place where someone with HIV/AIDS sat before, you can get it also. That is 

why I am really afraid and I have to be careful because my wife and my children 

live here also. 

 

Two female pimps shared his thought and another female pimp stated the opinion: 

 

I know syphilis can be transmitted through the chair. The virus can be in the 

chair if someone with syphilis sat there. I am not sure if HIV also can be 

transmitted like this. Maybe it can, or not? I do not know, but syphilis can for 

sure. 

 

This faulty knowledge regarding transmission of STIs and HIV/AIDS among the pimps can 

influence the information they give to their FSWs. The pimps said to stimulate their FSWs to 

protect themselves against diseases. With wrong knowledge, they might not be able to stimulate 

the women to protect themselves in the right way. 

 

6.2 Knowledge about cure of HIV/AIDS (including ARVs) 

Not only the way people think a disease can be transmitted but also whether people think a 

disease is curable or not might influence their risk taking behaviour. The majority of the people in 

Bontang are not sure whether HIV/AIDS can be cured or not and no one heard of ARVs.  
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6.2.1 FSWs’ perceptions regarding a cure  

I heard many doubting voices when I asked the FSWs whether HIV/AIDS can be cured or not. 

Moreover, when I asked them if they heard about ARVs, not one of them knew what I was 

talking about. However, once in a while some FSWs appeared to know that there exists a 

medicine for HIV/AIDS: 

 

I heard there is a medicine that will slow down the virus. It is very expensive. I 

heard from someone of LARAS that it costs 1 million Rupiah [around 70 Euro] 
and the medicines are not in Bontang. If you need them, you will have to go to 

Samarinda (Wellia). 
 

Like Wellia, Etti also thinks there is a medicine for HIV/AIDS that costs one million Rupiah per 

year, but she does not know what kind of medicine it is. Although the government provides 

ARVs for free (see section 2.2), these two women think they have to pay these medicines 

themselves; which is a large amount of money for a FSW who on average earns one million Rp a 

month.  

  Furthermore, Arti and Reny think that there is no cure or medicine for HIV/AIDS, as 

Reny told that she talked about it with one of the outreach workers of LARAS:  

 

You have to be careful because HIV/AIDS cannot be cured; there is no medicine 

for it. When you get HIV/AIDS it is better to stop with practicing risky sexual 

behaviour and exercise a lot so your body stays strong and healthy. 

 

According to the thoughts of these four women, I interpret, it is ‘better’ not to get infected 

with HIV/AIDS because it cannot be cured completely and even when there exists a medicine it is 

probably unaffordable. However, not all FSWs think so pessimistically regarding a cure. Around 

half of the FSWs reported to think that there may be a cure for HIV/AIDS but never heard about 

it. Moreover, interesting is the idea of one FSW that some kind of milk possibly cures HIV/AIDS. 

Dewi mentioned a promotion of Canadian Immunocal Milk51 by Immunotec (the company who 

provides Immunocal), she saw in Surabaya at Java when visiting her hometown a few years ago. 

This milk would keep your body healthy when you have HIV/AIDS and, according to her, maybe 

even can cure HIV/AIDS, what becomes clear in the following anecdote: 

 
I think HIV/AIDS is a disease which influences the whole body. Maybe it can be 

cured, if you try hard in many different ways like drinking Immunocal milk. […] I 
saw the testimony of a man who had HIV/AIDS in Surabaya. He was very thin, 

just skin and bones and they [the people of Immunocal] quarantined the young 

man and there he consumed around 80 packs of Immunocal milk. That was good 

for him, he became stronger and he was not thin anymore (Dewi). 

                                                 
51 According to Immunotec (2010): Immunocal is a patented natural nutritional supplement that is over 90% pure protein and has a 

biological value higher than any other protein supplement or food available. 
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I did not observe this or any other promotion of Immunocal, when I was in Indonesia. However, 

when I searched the internet, I found some interesting articles and websites which talk positively 

about the influence of Immunocal on the immune system.52 For example, on their website, 

Immunotec (2010) reports that Immunocal supports your immune system. Even though 

Immunotec does not mention explicitly that Immunocal can help HIV positive people to keep 

their body fit and healthy, HIV/AIDS decreases the immune system of a person and Immunocal is 

said to give this immune system a ‘boost’ in a natural (no chemical drugs) way. According to this, 

Dewi might have interpreted that Immunocal can cure the immune system and because she 

reported to think that HIV/AIDS is a disease of the immune system she might think that 

Immunocal can cure HIV/AIDS.  

 

6.2.2 Community and clients’ perceptions regarding a cure 

Like the FSWs, most people in Bontang reported to have no idea if HIV/AIDS can be cured or 

not. Only a minority of the people whom I spoke with said to know that HIV/AIDS cannot be 

cured and is deadly, including two clients of FSWs. Interesting to see is that these two clients 

were the only clients who use condoms. One of them said: “As far as I know, people have not 

invented a medicine to prevent or cure HIV/AIDS. The only thing you can do is to avoid free sex 

or use a condom” (client 6). The other clients, who seldom or never use a condom, think there 

might be a chance that HIV can be cured, as client 3 stated: “I am not sure if HIV/AIDS can be 

cured. I heard about a traditional healer in Semarang at Java who should have a cure for 

HIV/AIDS. But I am not sure this is true”.  

 

To summarize, in these two sections it became clear that there is a big lack of knowledge among 

the people in Bontang regarding STIs and HIV/AIDS. Moreover, many misconceptions regarding 

transmission and some about cures of STIs and HIV/AIDS are still present. The next section will 

investigate the sources that may cause these wrong ideas. 

 

6.3 Sources of knowledge regarding STIs, HIV/AIDS and condoms 

Many people in Bontang reported seeing an article in the newspaper or a program on television 

about STIs, HIV/AIDS and condoms. Therefore, in the second part of this section I will take a 

closer look at the media as source of information. Moreover, some clients reported also to know 

about STIs and HIV/AIDS from friends, information sharing regarding diseases at work and from 

doctors in the public hospital in Bontang. In contrast to these people, most FSWs appeared to 

have other sources of information (than the media), as will become clear below. 

  

                                                 
52 There are also scientific articles that did take a look at the influence of Immunocal on HIV positive people. Although they report 
positively about Immunocal, there is still research going on and needed to find out what the (long term) effects of proteins, like 
Immunocal, are on the HIV/AIDS disease (Baruchel 1994; Micke et al 2001). 
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6.3.1 FSWs and their sources of information  

 

When I arrived, LARAS was not here. When I got sick I went to the doctor in the 

hospital and got a medicine. I heard about STIs and HIV from LARAS. The first 

time I heard about condoms was also from them. […] I never heard about these 

diseases or condoms in the media. As far as I know the government did not care 

about it or gave us any information (Suri, interview, 27-04-2009). 
 

To the question ‘How do you know about STIs, HIV/AIDS or condoms?’ most FSWs reported 

LARAS as their main source of information. For evaluating the condom distribution program of 

LARAS, it is interesting to know that most FSWs do know more about STIs, HIV/AIDS and 

condoms than before they were in contact with this NGO. Most women heard about STIs and 

HIV/AIDS for the first time from LARAS, and five other women when they became sex workers 

in previous lokalisasi.  

The media (i.e. newspapers, television, radio and billboards) are not a source of 

information for most FSWs. The reason behind this could be that most women are like Reny from 

South Sulawesi, who said: “Before I worked as a FSW I seldom read newspapers and seldom left 

the house [in her hometown]”. Most women also mentioned they have never heard of STIs or 

HIV/AIDS from the media since they live in Prakla. Reny is the only woman who reported to see 

the billboard about HIV/AIDS (see picture 10 and section 6.3.3) from the AIDS Commission in 

front of a popular warehouse in central Bontang. 

 

Picture 10: Billboard in Bontang: “Stop HIV/AIDS. HIV/AIDS is a catastrophe for your family and the 

whole nation. Let we avoid by not to perform free sex and misuse drugs.” 

 

 

It is possible that most FSWs, who reported that the media was not a source of information, are 

not able to read the advertisements in the newspapers or on the billboards. Although most women 

at least have been to elementary school, it does not necessarily mean they are literate. “I went to 
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school up to the second grade of junior high school […] I cannot write and read”, declared 

Adinda. Janessa said: “I finished elementary school [but] cannot write and only read a few 

words”.53 Another reason may be that there is hardly ever information about STIs or HIV/AIDS 

in the media (see section 6.3.3).  

A few women mentioned some other sources (than LARAS and the media) of 

information. Ninah said to have read a book about HIV/AIDS before she came to Prakla. The 

same Ninah, and Fitri, mentioned they also know about STIs and HIV/AIDS from poster 

campaigns in the public hospital. According to Mutiara: “I also get some information about STIs 

and HIV/AIDS during VCT [Voluntary Counselling and Testing]”. Although she is the only FSW 

who mentioned VCT as a source of information, I think more women hear about STIs and 

HIV/AIDS when they are going to VCT in the public hospital RSUD Taman Husada in Bontang. 

According to the female VCT counsellor from this public hospital, during VCT the patients get, 

next to the HIV test, some basic information about transmission and prevention of STIs and 

HIV/AIDS. All FSWs are familiar with VCT. Most of them did VCT in this hospital. It could be 

that some women link this VCT with LARAS and not mention VCT explicitly. Because, it is the 

staff of LARAS who asks the FSWs to come to VCT and LARAS also escorts them when they go 

to VCT. Furthermore, Lastri and Arti took VCT before, when they worked in another lokalisasi. 

However, it seems that these two women did not learn about STIs and HIV/AIDS during VCT in 

these lokalisasi. Arti: “Every three months they [people from the lokalisasi] took my blood […]. 

They did not give any information, they only said that ‘when the result is positive, we will let you 

know’.”  

 

In line with their knowledge on STIs and HIV/AIDS, all FSWs reported they never heard of 

condoms before they became sex workers. Some FSWs confirmed what came forward in the 

literature; condoms are associated with ‘sinful’ behaviour as commercial and premarital sex. 

Janessa explained: “In the village, people never heard of condoms and they do not need them, 

because they only have sex with their husbands or wives”. Most women had heard for the first 

time about condoms from the staff of LARAS. Adinda said that she forgot most information the 

people of LARAS told her, but the one thing she remembered is: “just use condoms”. Further, 

even though the FSWs became familiar with condoms, condoms are still difficult to talk about. 

Most FSWs did not report the other FSWs as a source of information regarding STIs, HIV/AIDS 

and especially condoms. According to most FSWs, condom use is more or less a sensitive and 

personal subject. Once in a while, when they said something about it to each other it stayed 

superficial like: “My client asked for a condom” (Arti) or “He did not want to use condoms” 

(Janessa). But they did not talk about the details, as ‘if’ and ‘how’ they try to persuade the client 

to use a condom. However, when I asked the FSWs if they wanted to talk with the other FSWs 

about condom use and condom negotiation, all women said to be open to talk about this, but think 

                                                 
53 From the other women I do not know if they are literate or not. Most women probably hide when they are illiterate. Adinda and 
Janessa also said they actually did not want to tell this because they are ashamed. 
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that the others are not. It seems that all women think of each other they are not open to talk about 

these subjects, and because of this they keep quiet to each other. Moreover, it is important to bear 

in mind that age, three of the five FSWs who ‘always’ use condoms are below 20 years old, might 

be a barrier. As I experienced for myself, elderly people need to be treated with a lot of respect in 

this country. It is not polite to question what older people are saying in front of other people. 

According to Mutiara (34 years old) and Reny (19 years old), there is a big chance the senior 

women do not want to listen to the younger girls.  

 

6.3.2 LARAS as a source of information 

The FSWs are more or less dependent on LARAS, as shown in previous sections, when it comes 

to knowledge regarding STIs, HIV/AIDS and condoms. In this section I will take a closer look at 

the information LARAS is giving. 

  

The outreach workers of LARAS, their activities and their relationship with the FSWs. 

 

In Prakla and in the office of LARAS, I noticed that the outreach workers have a 

close relationship with the FSWs. They are laughing a lot and making jokes 

together. They are walking hand in hand, embracing and kissing each other. It 
looks more like they are really good friends than ‘teachers’ and ‘students’ (diary 
notes, 27-05-2009). 

 

LARAS provides FSWs with information regarding STIs, HIV/AIDS and condoms mostly 

through face to face communication. Most of this information is given by the outreach workers of 

LARAS.  

LARAS (Bontang) has three female outreach workers from Indonesia. Two of them I 

have interviewed, Erna 25 years old, and Linda, 22 years old. Both have been to Vocational High 

School and live in Bontang. They know about STIs and HIV/AIDS from education books and 

trainings given by Aslam, the director of LARAS. These outreach workers go to Prakla two or 

three times a week. They talk with FSWs about subjects as transmission, prevention and 

symptoms of STIs, HIV/AIDS and about VCT and the possibility for FSWs to go to VCT in the 

company of an outreach worker. This information sharing from the outreach workers to the FSWs 

is mostly done in groups. The outreach workers will invite every FSW in the karaoke bar to join 

the information sharing, that they will mostly have in the karaoke bar where the FSWs are 

working. But sometimes when a FSW wants to talk about something personal, this can be done 

one to one. Also, the outreach workers invite FSWs to come for a medical check up when the 

doctor in LARAS has consulting hours. Once a week, mostly on Saturday morning, there is a 

doctor provided by the local government who has consulting hours at LARAS.  

The outreach workers also go to every new girl that arrives in Prakla to give the basic 

information about transmission and prevention of STIs and HIV/AIDS. They will ask the FSW if 
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she already knows how to use condoms and, if necessary, they will let the FSW practice how to 

use a condom on a fake penis.  

Based on my experiences during the FGD (that I conducted with Elok and was 

accompanied by the outreach workers of LARAS) and on observations while walking around in 

Prakla, the people of LARAS have a close relationship with the FSWs. Linda, who works for 

LARAS since 2007, lives in Prakla and also socializes with the FSWs after office hours. 

Moreover, according to Linda, the outreach workers do not only talk about STIs, HIV/AIDS and 

condoms with the FSWs, but also want to be friends with them in order to offer these women a 

listening ear:  

 

The FSWs really need a friend. That is why they [the FSWs] also talk about their 

families and why they came here [to Prakla]. For us [LARAS], it is also a 

strategy to make our relationship with these FSWs closer. 
  

By creating a close relationship with the FSWs, the outreach workers try to establish trust 

between the FSWs and LARAS. Trust is important to be able to give the FSWs information and 

to let them change their behaviour, in relation to STIs, HIV/AIDS, condom use and medical 

check ups during consulting hours at LARAS. 

 

Lack of knowledge among the outreach workers 

To prevent getting infected with diseases such as STIs and HIV/AIDS, it is important the FSWs 

have the right knowledge. But it appears the outreach workers are not always able to give the 

FSWs the right knowledge. Although the outreach workers of LARAS appeared to know a lot 

about STIs, HIV/AIDS and condoms, they also have questions themselves. Linda, for example, 

mentioned she reacted surprised when some FSWs said to her they use toothpaste to prevent 

diseases (see chapter 7) and asked them: 

 

“Does it really prevent diseases? I do not know”. I was a little bit shocked 

because I thought, can it really prevent diseases? But they [the FSWs] did not 

give me a clear answer; they just said that it is very good to use it.  

 

Furthermore, she said to know that taking antibiotics can cause resistance if overused (see chapter 

7 and annex C). However, she reported knowing this because she recently heard the doctor of 

LARAS saying this to one FSW. Linda also asked me if it was possible that the condom slips off 

the penis and remains in the vagina because some FSWs complaint about this. Besides, she asked 

if the FSWs can use water to make the condom smoother. Erna, who also works at LARAS since 

2007, told she also still has some questions herself: “I would like to know more about 

opportunistic infections because I do not know about this. […] Do you know about this?” 

Not only the knowledge of the outreach workers is incomplete, as below becomes clear. 
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Information in front of LARAS   

LARAS provides FSWs also with information regarding STIs, HIV/AIDS and condoms by 

spreading flyers. It appears these flyers may be more confusing than helpful in generating good 

knowledge regarding transmission and prevention of STIs and HIV/AIDS.  

At the entrance of LARAS there is an information board with different flyers.  

 

Picture 11: Entrance at LARAS 

 
 

Some flyers mention about HIV/AIDS and/or condom use, some flyers talk about LARAS and 

about the ‘From Margins to Mainstream’ project, the overall responsibility of which lies with 

Mainline.54 This information board looks nice and interesting but it could also feel a little 

overwhelming because it is a lot of information.  

Confusing is a flyer about preventing HIV/AIDS (see picture 12). It shows pictures with 

routes through which HIV cannot be transmitted, like shaking hands, food, tissues, animals, 

drinking, hugging, a mosquito and going to the toilet. Remarkable is that this flyer only shows 

these pictures and does not mention if HIV can or cannot be transmitted via the ways shown on 

the pictures. Chances are, that people who see this flyer, think HIV can be transmitted by these 

incorrect transmission routes.  

 

                                                 
54 For more information see the website of Mainline: http://www.mainline.nl/ 
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Picture 12: Flyer transmission/prevention HIV/AIDS 

 
 

 

6.3.3 Media as a source of information 

In contrast to the FSWs, most people in Bontang, including clients, know about HIV/AIDS and 

condoms from the media.  

 

Wrong ideas through the media 

The media may unintentionally influence wrong ideas regarding transmission and prevention of 

STIs, HIV/AIDS that exist among people in Bontang. When reviewing the media, it doesn’t 

appear strange that many people think mosquitoes can transmit HIV. For example, interesting is 

an article in the Kaltim post, a local newspaper in Kaltim, with the title “The spread of the AIDS 

virus – mostly through [drug] injections and free sex”. This article mentions a condom campaign 

from the National AIDS Commission (NAC) to prevent HIV/AIDS and unplanned pregnancies. 

With this article they attached the following picture: 
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Picture 13: “The spread the AIDS virus” – misleading article picture 

 

 

In this picture you see a man running because a mosquito is following him. This picture with the 

headline ‘spread of AIDS’ is misleading because it gives the idea that AIDS can also be spread by 

mosquitoes. Striking is that in the text cloud “menular…” is written, which means contagious. 

The article does not mention anything about mosquitoes (Kaltim post 2008). 

That the media is giving wrong information regarding HIV/AIDS appears also from the 

headline of another article in the local newspaper the Tribun Kaltim (2008c): “Men have a bigger 

risk to get infected with HIV/AIDS”. This headline wrongly incites that men are more easily 

infected with HIV and therefore more at risk of HIV/AIDS. It is not explained why men have a 

bigger risk than women. Moreover the difference is not significant, as the article mentions that, 

data from the NAC show that, from the 196 persons who tested positive (from 1997 onwards) on 

HIV in Samarinda, 52% were men and 48% women.  

 Furthermore, the media provide seldom or incomplete information regarding the number 

of people infected with HIV/AIDS. If people seldom or never hear about people who are infected 

with HIV/AIDS in their area, it may not seem a real problem for them. One article in the local 

newspaper the Tribun Kaltim mentioned the amount of people infected with HIV in Kaltim per 

city. According to this article from the 839 persons infected with HIV in Kaltim up to 2008, most 

of them live in Samarinda or Balikpapan and only between two and seven in Bontang (Tribun 

Kaltim 2008d). These numbers are lower than the numbers the VCT counsellor from the public 

hospital RSUD Taman Husada in Bontang told me. According to her, in this VCT clinic, the only 

one that exists in Bontang, from 2007 up to 2008 there were 18 people from Bontang who tested 

positive on HIV, in 2009 the number increased up to 26 on a total of 137.355 inhabitants.55 This 

apparently low number of people infected with HIV in Bontang can be interesting regarding the 

risk perception of getting HIV/AIDS the people in Bontang have. More about this will be 

presented in chapter 8. 

                                                 
55 According to the Central Statistics Agency Bontang (source: http://bpsbontang.blogspot.com/ (26/01/2010)). Moreover, there were 
only 298 persons tested on HIV in this city. So the real number of people infected with HIV can be much higher.   



 50 

People do not only get inadequate or wrong knowledge from the media, but the 

information regarding HIV and condoms given has often a negative connotation. 

 

Islamic views regarding condoms through the media 

During the interviews with FSWs, it became clear that religious leaders play an important role in 

shaping the ideas and behaviour of Muslim people in Indonesia. Because the Islam is the 

prevailing religion it probably influences what is written in the media and the perceptions 

Indonesian people have regarding HIV and condoms.  

Most FSWs think the Islam has no problem with condom use. The majority said the 

Imam never talked about condoms, but think the Islam accepts condom use “as long as they are 

used between married couples and not outside of marriage” (Janessa, widow and Muslim). Some 

women have no idea how the Islam thinks about condom use, as Reny, who likes to read the 

Koran: “I do not know what the Islam thinks about condoms, because the Imam never talked 

about it”. Further, the local women and men from the FGDs think the Islam allows condom use 

when they are used to prevent diseases, but confirm it is not allowed to have sex with different 

partners. Although the FSWs think the Islam has no problem with condoms; previous literature 

made clear that Islamic groups in Indonesia have a negative attitude towards condoms (see 

chapter 2).  

One method to prevent people from using condoms, is prevent they get (positive) 

information about condoms. From the articles and advertisements in Kaltim about drug use, 

HIV/AIDS, condoms and sex workers, most are about drugs.56 There is seldom an article in the 

local newspapers or billboard that mentions about HIV/AIDS and I never saw a billboard that 

mentions condoms. Even at the entrance of Prakla village, there are two billboards about drugs, 

but there are none about HIV/AIDS or condom use.  

When the media mention HIV/AIDS or condoms, the information given has mostly a 

negative connotation. Some clients mentioned they know about HIV/AIDS and condoms from 

local newspapers. When these newspapers publish negative articles about condom use, it might 

negatively influence the attitude of these clients regarding condoms. In Bontang city there is one 

billboard about HIV/AIDS (see Picture 10, page 43). The text on this billboard from the AIDS 

commission sounds: ‘Stop HIV/AIDS. HIV/AIDS is a catastrophe for your family and the whole 

nation. Let we avoid by not to perform free sex and misuse drugs’. However, the fact is that in 

Indonesia there are many drug users, FSWs and (married) men who come to these FSWs. But this 

billboard in Bontang does not mention anything about how to prevent HIV/AIDS, by using 

condoms, when facing these facts. According to the Chairman of the Association of Indonesian 

Public Health Experts (IAKMI) Kaltim, Syahrani Djeni, condom promotion draws against the 

ideas of the Indonesian Ulema Council (MUI) (Tribun Kaltim 2009b). The Indonesian Ulema 

                                                 
56 For example when searching in Tribun Kaltim archive (8/12/2009), 277 articles were found about ‘drugs’ (narkoba), 95 about 
HIV/AIDS, 41 mentioned about ‘condom’ (kondom) and 20 about ‘FSW’ (PSK: Perkerja Sex Komercial). (Source: 
http://www.tribunkaltim.co.id/). 
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Council is Indonesia’s top Muslim clerical body which sees condom promotion as promoting free 

sex and free sex is a big sin.  

Nevertheless, it seems more people begin to realize that HIV/AIDS is spreading and 

condoms can help to reduce this. The Tribun Kaltim published 13 March 2009 an article in which 

the head of Kutim (Kutai Timur, district in Kaltim) health office states that more programs should 

include condom promotion because of the increasing HIV numbers. However, he still warns that 

condom promotion means: “it becomes yellow light for the people who like to snack” (Tribun 

Kaltim 2009a).  

Thus, the Islam in Indonesia plays a part in hindering a rapid spread of awareness and 

knowledge regarding condom use and HIV/AIDS among the people in Kalimantan. If this 

influences the condom use behaviour of people in Bontang will become apparent in the next 

chapter. 

 

6.4 Discussion 

In spite of the fact that most people in Bontang have heard about STIs and HIV/AIDS, good 

knowledge about these subjects is limited. Although most of them appear to know that HIV can 

be transmitted by sex, there are still many misunderstandings about transmission routes of HIV, 

especially among the pimps and the local men and women from the FGDs. Besides, most people 

are not sure if HIV/AIDS can be cured or not. 

Different factors influence the knowledge people in Bontang have. Firstly, education and 

geographical background may influence if people have heard about STIs, HIV/AIDS and 

condoms. Most local men during the FGD, who are from a remote area and have a low 

educational background, said they never heard about HIV/AIDS. All FSWs, who also have a low 

educational background, low literacy levels and come from a remote area, heard for the first time 

about STIs, HIV/AIDS and condoms when they became sex workers. In contrast, the clients who 

are mostly not from a remote area, did hear about HIV/AIDS. Thus, people from a remote area 

and with a low educational background have less often heard of HIV/AIDS and condoms than 

people who live in urban areas.  

Secondly, education and geographical background influence the percentage of 

good/wrong knowledge. In contrast with most local men and women from the FGDs, most clients 

of FSWs had more good knowledge than wrong knowledge. Some FSWs who had a higher 

education knew more correct transmission routes of HIV than FSWs with a lower education. 

Thirdly, different sources play a part in generating wrong ideas about transmission and 

prevention of HIV/AIDS. The media is one of them. Moreover, the Islam feed the media with 

inadequate or negative information regarding HIV/AIDS and condoms. Although LARAS made 

FSWs more aware of STIs, HIV/AIDS and condoms, it appeared the FSWs, like the outreach 

workers themselves, still need more education regarding transmission, prevention and cure of 

STIs and HIV/AIDS. Positively, most FSWs said to be open for more information about STIs and 

HIV/AIDS, as Arti said: “I want to know more about any kind of disease that can infect me”.  
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7. Behaviour: Prevention strategies used among FSWs and their clients 

If knowledge would lead to safe sexual behaviour, as stated by behaviour change models (Barnett 

& Whiteside 2006; UNAIDS 1999); the FSWs and other members of the community in Bontang 

would use condoms because they know that STIs and HIV can be transmitted by sex and 

condoms can prevent this transmission. In this chapter it will become clear if this logic applies in 

this case. In addition, some other structures (Ortner 2006) that may influence condom use, like 

service related factors, as access to and quality of accessed condoms, will be reviewed. The 

second part of this chapter will present that the FSWs and their clients (also) use other prevention 

strategies than condoms. 

 

7.1 Condoms  

7.1.1 FSWs prefer to use condoms  

It appears that the existing sexual division of power (Connell 1987) in Indonesia causes that the 

FSWs in Prakla, do not always act according to the knowledge that they have regarding 

prevention of diseases by using condoms.  

FSWs prefer always to use condoms because it will keep them clean from diseases. As a 

consequence, all thirteen FSWs also said that they always offer their clients a condom. Client 8 

confirms this by saying: “the girls who often go to LARAS always offer the client use of a 

condom, because they want to protect themselves against diseases”. For five FSWs this results in 

frequent condom use. During the course of the interviews it became clear that none of these 

women ‘always’57 uses a condom. According to three of these five FSWs, they always use 

condoms except when having sex with their boyfriend. “I prefer not to use condoms with my 

boyfriend. I trust him, we are going to marry” (Fitri). Adinda (see prologue) does not use a 

condom when she has sex in a hotel outside of Prakla and Jumilah had sex without a condom 

because she did not have any condoms left.  

Although all FSWs want to use condoms with all clients, most of these clients have other 

feelings regarding condom use (see section 7.1.3). However, according to some FSWs, with some 

clients it is easier to use condoms than with other clients. It appears that this depends on what the 

clients are used to. The FSWs make a distinction between their boyfriends, regular and new 

clients. Regular means when the FSWs receive a particular client more than once. Most FSWs 

who do use condoms, have more regular clients and said: “condom use is easier with regular 

clients than with new ones, because the regular clients already know they need to use a condom” 

(Etti). Moreover, as Fitri with her shrill voice, always bright red hair and full of confidence 

added: “The regular clients already know I only want to have sex with a condom. Sometimes they 

even ask me to grab a condom before I offer them one”. Interesting however is that one of these 

FSWs said condom use is easier with new clients because: “For the first time they want to use 

condoms, but the second time they will say “no, I tried it once and I did not like it” (Adinda). 

                                                 
57 Because these five women mostly do use condoms, in contrast to other FSWs who seldom or never use condoms, in the rest of this 
thesis I will refer to their condom use as ‘always’ (between commas). 
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Among the FSWs who seldom use condoms, more FSWs said condom use is easier with 

new clients. Dewi, who has more new than regular clients, explained: “regular clients are used to 

not using condoms”.  

Based on the statements made in the above paragraph it appears that clients have a big 

influence on condom use. But noteworthy to say, it does not always depend on the client because 

as Mutiara, who seldom uses a condom, reported: “I feel safer with regular clients because we 

know we are both clean”. She will be less likely to try to convince the regular client to use a 

condom compared to new clients who she does not know. Like Mutiara, two FSWs said the same 

during the FGD.  

 

7.1.2 Condoms & sinful behaviour - perceptions among the community 

Just as most FSWs, most people in Bontang did not use condoms with their partners. Most local 

women and men in the FGDs had heard about condoms, but according to the majority, condoms 

are for people who are at risk of STIs and HIV/AIDS or have sinful behaviour, like FSWs and 

their clients. As one 43 year old mother of eight children said: “We are faithful to our partners so 

we do not have to use condoms”. Also, all men mentioned they were faithful to their wives and 

agreed that when a man has sex with a sex worker “it is all about sin”. Only one married woman 

of 26 years old and mother of three children, said ever to use a condom. Her experience was 

negative: “I did not like it [condom use] and also some friends said to me they do not like to use 

condoms”. However, according to all women in the FGD, they would use condoms if their 

husband asks them to use one, because their husband decides if they use them or not. 

Although people associated condoms with preventing diseases; slowly, it seems that 

women become more aware of condoms as a way of birth control. According to an informal 

conversation with a local housewife and mother of two children in Bontang (38 years old, 

elementary school); “nowadays condoms are more accepted for family planning in Indonesia”. 

She said that she also used condoms to prevent pregnancy, because children are expensive and the 

living costs are high in Kaltim. She thought that more married women were using condoms with 

their husbands because they experienced negative side-effects, as she did, from other 

contraceptives like the pill, IUD or contraceptive injections. Although the women in the FGD said 

they did not use condoms, they did report that condoms are nowadays sometimes also used by 

young people to prevent pregnancy.  

 In 2009 condom use is still (see also chapter 2) the less used form of contraception in 

Kaltim according to the National Family Planning Coordination Board (BKKBN). The head of 

the BKKBN Kaltim, Andi Sebbu Idrus, reported that from the 419,815 family planning 

participants until June 2009, 41,7% used the pill and only 2,4% condoms58 in Kaltim (Tribun 

Kaltim 2009d). In Bontang, 18,652 (27,4%) women used some form of contraception.59 Most of 

                                                 
58 The figures of the other contraceptive methods were not mentioned. 
59 According to the Central Statistics Agency Bontang, in 2008 there were 69.427 males and 64.085 females living in Bontang and in 
2009, 69.248 males and 68.107 females (source: http://bpsbontang.blogspot.com/ (26/01/2010)). 
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these women used injections, namely 51,4%, 30,5% of the women used the pill, 10,6% used IUD, 

4,4% used implants and 3,1% of these women used condoms (BKKBN 2009).  

Although condoms are more often linked with preventing pregnancy, many people in 

Indonesia still associate condoms mostly with preventing diseases and ‘changing partners’. This 

sounds positive for the possible condom use behaviour among clients of FSWs, who in contrast to 

the male FGD participants, are changing partners for sex. 

 

7.1.3 “Condoms lessen the pleasure” - perceptions among clients 

 

The always smiling client who lives in Prakla sat in front of his house, chatting 

with some neighbours, when he called us. He asked one of the outreach workers 

if she had some condoms for him […]. With a big smile he put the condoms in the 

breast pocket of his shirt (diary notes, 15-05-2009). 
 

In contrast to the men who participated in the FGD, the clients reported that they are at risk of 

diseases because they are going to FSWs. Although all men said to know that STIs and HIV can 

be transmitted through having sex and condoms can prevent this transmission, only two out of 

these nine men reported that they always use condoms when having sex with a FSW. The other 

men said seldom (2) or never (5) to use a condom.  

According to what these nine clients, and some other men, during informal conversations, 

said, they do not like to use condoms because: “tidak ada rasanja” [there is no taste] or “tidak 

enak” [not nice]. One man, who said he tried sex with a condom, verbalized it as follows: “It is 

like when you are always used eating cake with your hands; you now have to eat it with a spoon” 

(Client 1). That most Indonesian clients of FSWs do not want to use condoms because they do not 

like them was also stated by Nurul Arifin, an Indonesian actress and AIDS activist, in an article 

from the local newspaper Kaltim Post (2008a): “men say that condoms lessen the pleasure of 

sexual intercourse”.  

 Even if clients agree to use condoms, there is still a need for condoms to be available. 

Most FSWs said to be dependent on LARAS for their condom supply as will become clear in the 

next section. 

 

7.1.4 Access to condoms  

The condom distribution by LARAS and the access to condoms appears not always to be 

sufficient. Once a week the outreach workers distribute condoms to the FSWs. Every FSW gets 

about eight condoms. On an average of four clients a week (section 5.4), this would be enough. 

However, according to a document of LARAS, the condom distribution among the FSWs in 

Bontang in 2009, differed from 605 condoms in January, up to 1624 in April. In these four 
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months a total of 3848 condoms were distributed among 222 FSWs60 (and 65 other persons from 

the community61) in Bontang. Although the condom distribution is increasing per month, this 

indicates that not every FSW gets eight condoms a week. Erna explained: 

 

There are also FSWs who do not want to take condoms. It often happens a FSW 

says she still has condoms left when we are coming with new ones. When we ask 

how many she still has and the FSW says to have more than two or three 

condoms, we will not give her new ones. 

 

However, it appears that the distribution is not always sufficient because five of the thirteen 

FSWs said they experienced running out of their condoms before LARAS gave them new ones. 

This creates risky situations. Less than half of the thirteen FSWs said that they would ask LARAS 

for more condoms when they ran out of their stock. Also, according to Erna, only around 20% of 

the FSWs ask LARAS for more condoms by themselves, when they ran out of their stock. Most 

of these FSWs told me they would not buy new ones themselves because the shop is too far or 

mostly closed, or because they are afraid that the quality of the condoms is bad. When they do not 

have any condoms available, it does not mean they will not have sex, like Jumilah, who normally 

‘always’ uses condoms: 

  

 Sanne:  What do you do when the client does not want to use a condom? 
Jumilah: I will try to push the client to use a condom, but when they still 

do not want they usually find another girl. But in some cases 

when it was already night and I did not have any condoms left, I 

gave the client service without a condom. 
 Sanne:  […] Did it often happen you ran out of condoms? 
 Jumilah: No, it happened just once. 
 Sanne:  What will you do next time if you run out of condoms again?  
 Jumilah:   Next time I will buy them in a warung or go to LARAS. 

Sanne: Why did you not buy them in a warung or asked LARAS the other 

time? Were you not able to? 
Jumilah:  Because it [LARAS and the warung] was closed, and the client 

was already in my room. 

 

7.1.5 Quality of condoms 

For condom use it is not only important to have access to enough condoms. When the FSWs and 

their clients have access to condoms when needed but the experienced quality is bad, it will 

probably not be stimulating to use them. 

Artika was the first kind of condom that LARAS distributed to the FSWs because this 

was the brand that the government provided for free. According to the outreach workers, many 

                                                 
60 The condom distribution includes FSWs in Prakla and FSWs in massage salons and karaoke bars outside Prakla. From these 222 
FSWs, 144 work in Prakla and 76 FSWs work outside Prakla. The number of 144 FSWs is much higher than the previously mentioned 
115 FSWs. This can probably be explained through high mobility of these FSWs. 
61 These 65 persons exist of people from the community in Bontang like pimps, VCT counsellors and security from the public 
hospital, staff from KPA (Komisi Penanggulangan AIDS: National AIDS commission), sometimes clients of FSWs (like the police, 
fishermen, officers, or other workers) and a few housewives. 
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FSWs complained about the bad quality of the Artika condoms because the condoms were dry, 

thin and broke easily. Some FSWs said that the clients preferred to use Sutra instead of Artika. 

 

If I offer the client to use a condom, sometimes the client asks “Which kind?” If it 

is Sutra they say it is ok, but if it is Artika they do not want it. […] Artika is not 

really nice they say. It also has a bad, plastic smell (Jumilah). 
 

Also, according to an article published in the local newspaper the Tribun Kaltim (2008e), in 

Indonesia clients of FSWs often complained about Artika. Although the clients whom I 

interviewed did not report preferring one particular brand, most of them mentioned they never 

used different kinds of condoms. Knowing this, it could be that the clients have had negative 

experiences with Artika and therefore did not want to try other brands because they thought all 

condoms are the same.  

Not only clients appeared to give preference to a special brand. For example, Wellia, who 

tried different condom brands herself, prefers the Fiesta condoms because: “Artika is bad, it is too 

thin and it breaks easily and Sutra has too many lubricants [she will not have any sensation]”. 

Although Wellia does not like the Sutra condoms, most FSWs and clients said not to complain 

about this brand which LARAS now distributes to the FSWs instead of Artika. Moreover, 

although Wellia does not prefer too many lubricants, according to Linda, other FSWs use lotion 

or baby oil to make the condom smoother, but then the condom, especially the Artika condom, 

often breaks.62  

 

In conclusion, many FSWs do not use condoms. Although clients and the access to (Sutra) 

condoms appear to influence this, FSWs also think they can protect themselves from diseases in 

other ways, as in the next section emerges. 

 

7.2 Other prevention strategies  

7.2.1 Antibiotics 

FSWs and clients said they used other ways than condoms to prevent diseases. One of these 

prevention strategies and most often used by the FSWs and their clients is taking antibiotics.  

 

“Taking antibiotics is really important” - according to FSWs 
 

Today I went to two pharmacies in Bontang with Elok. I was curious if I could 

buy some antibiotics without showing any doctors’ prescription because I heard 

it is easy to get some. I thought this should be the case for the little 

                                                 
62 Here also exists a knowledge gap among the FSWs (as among the outreach workers, see section 6.3.2). The condoms of Artika are 
not covered in a packet with instructions about how to use them. However with the new brand, Sutra that is mostly provided by 
LARAS, there are instructions inside the packet. Next to instructions about how to use a condom, it also warns that you cannot use 
lotion, baby oil or vaseline but only water-based lubricants, as Sutra lubricant, to make the condom smoother. LARAS does not 
provide these lubricants, but Linda said she saw lubricant from Sutra in the pharmacy near LARAS. However, no FSW mentioned 
using these lubricants that are specially made for condoms. 
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unprofessional small coloured wooden overcrowded shops alongside the road, 

which sell really anything; from hot meals to washing powder and medicines. But 

I could not imagine it was also possible to buy antibiotics without any 

prescription in the ‘official’ pharmacies. The pharmacies we visited, established 

in big stone buildings, looked very professional, orderly and clean. However, 

when I asked the pharmacist if she had some antibiotics for me because I maybe 

had an infection, I left the shop with two different kinds of antibiotics. There was 

no information given by the pharmacist, or written on the packet, about how to 

use the antibiotics. Even when I asked the pharmacist for any instructions on 

paper about how to take the medicine, the answer was “no, sorry we do not have 

it” (diary notes, 28-05-2009). 
 

Because condom use is difficult, most FSWs said to use antibiotics to prevent diseases (see table 

D4 in annex D). Although most FSWs (who ‘always’ and ‘seldom’ use condoms) were not sure if 

antibiotics really prevented them from becoming infected with STIs or HIV, they thought that at 

least there is a chance they are helpful. Besides, half of the FSWs who participated in the FGD 

did report that antibiotics can prevent transmission of HIV.  

Most FSWs were taking antibiotics in a preventive way. Some women took antibiotics 

before or after every client they had sex with, other women took antibiotics every two or three 

days or once a week. Most of them took two different antibiotic tablets at the same time, like 

ampicillin and Supertetra (a brand name of tetracycline). Lastri, 32 years old, who first worked in 

another lokalisasi and consumes antibiotics for 5 years, told: 

 

Taking antibiotics is really important for this kind of job, because we want to 

protect ourselves against dangerous diseases like syphilis and HIV/AIDS. […] At 

least every two days I will take ampicillin or amoxicillin and Supertetra. But 

when I am sick I will take Pinotal
63

 because Pinotal is much stronger. […] I 

know it from a friend who got syphilis, she took Pinotal and it really cured her.  

 

Even the women who said ‘always’ to use condoms took antibiotics, because as Reny declared: “I 

experienced that the condom broke when I had sex with a client, so it is safer to use different 

prevention strategies”. 

Like Lastri, most FSWs reported knowing about antibiotics because of their own 

experience or from friends who got an antibiotic treatment as cure because they had for example a 

STI. Although these antibiotic treatments are used as a cure, some FSWs think the antibiotics can 

also work to prevent diseases. According to some FSWs, in other lokalisasi there are doctors who 

regularly give the women a preventive antibiotic injection, as becomes clear in the following 

conversation with Arti, who worked in a lokalisasi in Balikpapan before she came to Prakla: 

  

  

                                                 
63 According to two FSWs, they take the antibiotic ‘Pinotal’. It is unclear whether this actually is an antibiotic. No one of LARAS 
knows an antibiotic called Pinotal. However, there is an anaesthetic with the name Penthotal.  
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Sanne:   Where do you get the antibiotics? 
Arti:  In the store nearby. […] But when I was in Balikpapan, we had 

an injection once a week to prevent… 
Sanne: What does it prevent? 
Arti:  It is an injection to prevent diseases, not pregnancy, but an 

antibiotic injection. 
Sanne: From whom do you get it? 
Arti: We had to pay 10.000 Rp [7 Euro]. It was from a doctor there. 

 

Arti also reported that the doctor was provided by the coordinator of the lokalisasi, a Madurese 

male. According to her, this coordinator was not working for a NGO or the government but he 

was just a person who “is taking care of them well”. 

  Although the doctor at LARAS only wanted to give the FSWs antibiotics as cure, as 

became clear at the beginning from this section, antibiotics are easy accessible because they are 

sold over the counter. Moreover, antibiotics are relatively cheap (3.000 Rp -0,21 Euro- per 

tablet). All FSWs who use antibiotics said that they bought them per tablet in the warung or 

pharmacy nearby. According to some FSWs, this is good because many people are not able to 

buy a whole packet, but they can afford to buy them per piece. Although it is mentioned on the 

strip of antibiotics that you need a prescription from the doctor in order to be able to buy them, it 

is possible without one.  

 It is worrying that antibiotics are sold in this way over the counter without giving any 

information about the medicine itself and the possible negative side-effects, as for example 

resistance (see textbox 2 in annex C). Six FSWs said they never heard about the negative effects 

of antibiotics, such as resistance. Even if they did know about resistance, they were not really 

aware of how they should behave to avoid this. Dewi, who worked in different lokalisasi before 

said: “I know about resistance from the doctor of LARAS, therefore, I will only take antibiotics 

once a week”. In addition, none of the FSWs talked about finishing their cure to avoid resistance.  

 

“It really works” - according to clients 

Not only FSWs use antibiotics. Using antibiotics is also the most common way to prevent 

diseases among clients (see table D5 in annex D). As the FSWs mentioned, previous experiences 

with antibiotics as a cure, appear to give the clients the idea that these medicines could also work 

preventive. All nine clients whom I interviewed said that they used antibiotics because they 

prevent diseases. For example, when I asked client 8, who worked for LARAS, what he further 

did to prevent diseases he answered:  

 

In 1984 I had syphilis and I took Supertetra and tetracycline and it cured me. 

After that I never got syphilis again because I protect myself by taking one hour 

before having sex after dinner, one tablet of Supertetra and one tablet of 

tetracycline. It really works because it [the syphilis] never came back again. 
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This client said he also advised his friends to protect themselves by using condoms and taking 

antibiotics. Striking is that only one of the clients, who often goes to Prakla and seldom uses a 

condom, reported to know a little about negative side-effects caused by taking too much 

antibiotics: 

 

It is not good if you take antibiotics often. For example, the first time you 

consume 5 mg. But after a while you have to consume 10 mg because 5 mg will 

not work anymore. Thereafter, 15 mg, and so on. Your body becomes resistant 

(client 2).  
 

However, he still consumes them in a dangerous dose: “every time before having sex”.  

 

7.2.2 Jamu, toothpaste, sirih soap and checking cleanliness 

 

“We try as much as we can” - other strategies among FSWs 

These words from Arti illustrate that most FSWs try to protect themselves against diseases in 

different ways (table D4). As with the use of antibiotics, it does not matter if the FSWs use 

condoms or not with regard to the other prevention strategies used. Although the FSWs reported 

thinking that condoms and antibiotics are the most effective ways to prevent diseases, they are 

using more strategies to protect themselves.  

 

Every day I also use Kuncisiri. This [jamu] kills all the bacteria inside my body 
[…]. [Further] I will clean up my vagina directly after having sex with a client. I 

will go to the bathroom and clean up my vagina with my finger and sirih soap. 

Because, after having sex with a man there must be something left in my vagina 

as some liquid, sperm or a disease. And if you do not clean up as soon as 

possible it would become more and more [she explains the bacteria will expand 
and you can become sick]. Some friends also use Odol toothpaste to clean their 

vagina, but someone [she does not remember who] said to me that is not good, so 

I do not use it. […] I will also check the cleanliness of the client. If he does not 

look healthy I will not take him to my room. But if he looks healthy it is ok and I 

will check his penis also after entering the room. Some clients want to turn of the 

lights, but I will say that it is ok after I checked his penis. When the liquid that 

comes out is normal, like transparent, there is no problem but when the liquid 

that comes out is different, like yellow or smells bad, or there is a wound or 

something, I will send him away (Lastri). 
 

This case illustrates which methods to prevent diseases many FSWs use. Like Lastri, seven64 

other FSWs said to consume jamu to protect themselves against diseases. Jamu are herbal 

medicines. Jamu are found everywhere, i.e. in the pharmacies, supermarkets, alongside the road 

in different small shops, self-made and in many different forms (see pictures 16-19, page 64). 

Although half of these women said not to be sure if jamu also can prevent HIV, they thought it 

                                                 
64 Of whom I five interviewed and two participated in the FGD that I held among FSWs. 
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did prevent other diseases, like STIs or flu. Interesting is that most of these women who think 

jamu can prevent STIs are not using condoms, in contrast with the FSWs who ‘always’ use 

condoms and think jamu cannot prevent STIs. As Janessa (seldom uses condoms), who makes a 

jamu of curcuma, acid, lemon and sirih leafs herself, stated: “I think jamu is better than 

antibiotics and it really cleans your body and cures diseases”. The other group of these women 

who consume jamu said that jamu did not really prevent diseases, but as Reni, who ‘always’ uses 

a condom, said: “jamu is good for your body stamina and it keeps your body odour nice”. When I 

browsed the local newspaper the Tribun Kaltim (2009c) on 30 May, the following headline 

caught my eye: ‘Sido Muncul produces jamu against virus’. In this article it is declared that the 

largest Indonesian herbal medicines manufacturer, Sido Muncul, is trying to make a jamu that 

prevents diseases. It is not directly mentioned that it applies to viruses as the pig flu and bird flu. 

People who read this headline may think jamu also prevents viruses as STIs or HIV. 

 Further, like Lastri, most FSWs reported using sirih soap and Odol toothpaste to wash 

their own and their clients’ genital area to prevent diseases. Sirih soap is a kind of herbal soap to 

clean and maintain the health of the vagina. Nowadays, you can buy different variants of sirih 

soap in little bottles in the supermarket (see picture 14). But it originates from a traditional herbal 

formula: people boil sirih leafs and use the boiled water to clean up their genitals or drink this 

water to give their body stamina a boost.65
 Although most FSWs reported sirih soap or toothpaste 

might help prevent diseases, Mutiara is sure Odol toothpaste can. Moreover, according to her, 

Odol toothpaste is better than sirih soap because: “It feels warm and minty and it can prevent 

syphilis and maybe other diseases too”. Picture 15 shows a sheet from the education materials 

used during VCT in the public hospital.  

 

Picture 14: Sirih soap   Picture 15: Education materials used during VCT 

    
Source:http://sumberayu2u.com/p-sabunsirih.htm (06/03/2010) 

 

  

                                                 
65 Some people still use the traditional way and boil sirh leafs and use the boiled water. 
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Although this sheet applies to instructions that are important to know when using a condom, i.e. 

checking quality, expiry date and only using suitable lubricants; it shows an interesting picture. 

When I had not yet read the text, this picture confused me. I did not understand why they put a 

toothpaste tube there as something positive when talking about STIs. Eventually, I found out that 

it portrays a lubricant tube. But what will FSWs, as Mutiara, or FSWs who cannot read, think? 

Especially when the VCT counsellor does not treat all the sheets thoroughly, because of the 

limited time, as she herself explained during an interview.  

Another strategy that becomes clear from the case of Lastri and is being used by most 

women, is checking the cleanliness of the client. According to these FSWs, unclean or unhealthy 

means: having red spots on his body or genitals, having (little) wounds on his body, smells bad, is 

thin or the liquid that comes out of his penis is different. When this happens some FSWs said they 

would try to convince the client to wear a condom or wash himself with Odol toothpaste but most 

women said they would not have sex with these clients, because they are afraid they have 

diseases. 

  Interesting is that a few women furthermore mentioned that they would not have sex with 

fisherman because as Fitri declared: “HIV/AIDS is brought by the fishermen who work on the big 

tank ships”. Two pimps shared these thoughts and mentioned that the girls have to be careful with 

men from the ships because they are horny and bring diseases like HIV/AIDS with them. Another 

FSW, Janessa, stated with a certain expression on her face: 

 

 Janessa:  I will avoid sex with foreigners because I am afraid of them. 
 Sanne:   Are there foreign men who come to Prakla for sex? 
 Janessa:  Rarely. Sometimes I see one, but very few. 
 Sanne:   Did you ever have sex with a foreigner? 
 Janessa:  No, no, I really do not want to. 
 Sanne:   Why do you not want to? 
 Janessa: I am scared of them, I do not know why, I just have this fear. 
 

Although Janessa does not really know why she has this fear for foreign men, many foreigners in 

Bontang are fishermen who come from the big tank ships.66  

 Two FSWs also mentioned that diseases can be prevented when the man ejaculates 

outside the vagina of the woman. However, only one of these women declared she was able to let 

the client do this. Janessa further said: “I heard from a friend that it is better not to have an 

orgasm at the same time because when you do, you can get infected [with HIV]”.  

Finally, most FSWs try to prevent a severe STI by going to the doctor at LARAS. 

Because the FSWs come more often to the doctor at LARAS for a health check up, the STIs are 

diagnosed in an earlier stage and are less serious and easier to treat.67 According to the staff of 

                                                 
66 Foreigners are rarely seen in Prakla, but go to massage salons and karaoke bars outside Prakla. 
67 At first there were periods when only four FSWs came to the doctor during consulting hours, but the last two weeks (in May) I was 
at LARAS, 37 FSWs per week came to the doctor at LARAS. Together in the months January, February and March (2009) there came 
57 different FSWs to the doctor at LARAS and in April (2009) 69 different FSWs. Unfortunately there are no exact figures for 
previous years because LARAS keeps these figures in data files since 2009. 
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LARAS, nowadays every week around 20 up to 25 FSWs come to the doctor at LARAS during 

the consulting hours. Twelve of the thirteen women regularly come to do a preventive health 

check up. When they are sick, most women will only see the doctor of LARAS. If the problem is 

more serious or the doctor cannot help them, they will go to the hospital or mantri [kind of 

nurse/assistant, mostly male]. One woman, Dewi, will also try an alternative healer when the 

medical way cannot cure her, because she believes there are also diseases that are related to black 

magic. Although only Dewi mentioned she visited traditional healers, I think there might be other 

FSWs who also go there, because many Indonesian people visit different traditional healers but 

are not always open about this, as I also experienced myself: 

 

Tonight, Ibu [my host mother] took me too her sister and her husband. I thought 

it was just another family visit. Their house looked a lot poorer than that of my 

host family. We entered the house through a garage or something; and only a 

little curtain separated the ‘living room’ from the garage. We sat down on a soft 

beige sofa with another young modern women and I think her son of around four 

years old. It was crowded, but that was nothing strange in Indonesian families. 

There was an older couple, a man and woman in simple clothes; but also another 

young family, i.e. father, mother and son, the young mother of which looked very 

handsome, modern and fashionable, sat in the room. Suddenly I realized there 

was a man sitting on his knees with his face to the wall. I almost began to laugh, 

it was a strange situation. The fan was off, it was extremely hot, the ‘garage’ was 

overcrowded with all different kinds of people and I did not know who they were. 

Not something that would happen in our well-organized country [The 
Netherlands]. Were they all visiting ‘our’ aunt who sat in front of me? After a 

minute or 10 the fan went on and the man stood up. Then I realized it was our 

uncle! The old couple stood up and knelt down beside him. He held his hands 

above the woman’s back and made some rotating moves. When finished, he broke 

some raw eggs in a bowl and looked at it. Ah, now I got it, he was not ‘only’ an 

uncle, but also a traditional healer. My host mother knew I had some problems 

with my intestines and therefore she took me to this ‘uncle’. […] It was my turn… 

After he also made some dreamy moves with his hands above my belly and 

wrists, he said I had a fungus on my small intestine and he would make a strong 

jamu that would cure me… (diary notes, 16-04-2009). 
 

It is likely that the FSWs, as my host parents, did not report they sometimes do go to traditional 

healers because they said to think western people do not believe in this.  

In short, most women think they can protect themselves in different ways against diseases 

as STIs and HIV/AIDS.  

 

Clients think mostly the same 

Like the FSWs, their clients also think they are protecting themselves against diseases in different 

ways (table D5). After taking antibiotics the most mentioned way that clients use to prevent 

diseases is avoiding sex with a FSW when they themselves are feeling weak or sick. One of these 
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clients explained it as follows: “I will only have sex [with a FSW] when I feel fit and healthy. 

Because HIV is transmitted when your body is weak” (client 2). 

Furthermore, like the FSWs, some clients reported consuming jamu to prevent diseases. 

According to half of these clients, there are two good jamu warungs in Bontang. During my visit 

to one of these warungs (see picture 17), when looking at a fetus and a seahorse in glass bottles 

on the counter in front of me, the warung-owner confirmed there are many men coming from 

Prakla. They mostly drink the popular ‘STMJ jamu’, a mix of milk, egg, honey and ginger; or a 

special jamu for men which exists of a mix from milk, egg, red ginger, honey, soybeans, ginseng, 

penis of a crocodile, fetus of a deer and a seahorse. However, according to this friendly women 

and mother of about 35 years old, jamu only keeps the stamina of your body in a good shape and 

does not prevent transmission of diseases. She does not really talk about this with her clients. 

 As most women check the cleanliness of their clients, most clients reported checking the 

cleanliness of the FSWs. They said to do this by feeling if her body, and sometimes her vagina 

and stomach, feels hot or if she has a bad breath smell. If so, they would use a condom or avoid 

having sex with her, because there is a big chance she has a disease, as a STI. Further, several 

clients reported preferring to have sex with girls they already know because they are clean. Also 

interesting is that these clients said preferring to have sex with girls in lokalisasi instead of 

freelance sex workers and FSWs who work in massage salons. According to them, in lokalisasi 

there are better health facilities for the FSWs, so it is safer having sex there. Another client who 

visited different lokalisasi confirmed this: “In big lokalisasi, like in Surabaya and Balikpapan, 

there is routinely an immunization program. In these lokalisasi, every three months the FSWs get 

a vaccination to prevent transmission of diseases, as STIs and HIV” (client 7). However he did 

not exactly know what kind of vaccination it was and by whom it was given. 

 Finally, one client (client 5), mentioned he uses Odol toothpaste to clean his penis after 

having sex to prevent diseases. And client 6 mentioned his friends prefer oral sex because this 

would not transmit diseases: “With oral sex you do not have direct contact with the vagina of the 

woman, so it is not possible to transmit STIs”.  

 

In short, the FSWs and clients think they are protecting themselves against diseases by other 

means than using condoms. Moreover, economic or social risks might sometimes be more 

important than health risks, as the following chapter will show. 
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Picture 16: Jamu seller               Picture 17: Me at warung jamu 

             
Source: http://masakecildulu.wordpress.com/2009/08/07/jamu-gendong/ (11/09/2009) 

 

 

 

Picture 18: Jamu in a bottle available in supermarket  Picture 19: Jamu in packet available in 

supermarket  
  
  
  
  
  
  
  
 

 Source: http://www.jamuherbalremedies.com (06/03/2010) 

 
 
 
 
Source: http://www.indoshopdc.com/ product.php?productid=16160 (11/09/2009) 
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8. Risk perception 

If and how people protect themselves against diseases is influenced by different factors, one of 

them being knowledge. Another factor is perceived risk (UNAIDS 1999). In this section I will 

take a look at the perceived health risk of FSWs, their clients and other people from the 

community. In line with the cultural, social or economic risk perceptions of Douglas (2002) and 

Lindquist (2004), the subsequent sections will make clear that the FSWs might have other kinds 

of risk that are more important than the risk of getting a disease. Moreover, it becomes clear that 

next to the sexual division of power (Connell 1987) which is in favour of men, men have another 

kind of power. 

 

8.1 Perceived health risk  

8.1.1 FSWs fear diseases  

All FSWs feel at risk from STIs and HIV/AIDS, which is why they try to protect themselves as 

was elaborated in chapter 7. It appeared that only five from the thirteen FSWs ‘always’ use 

condoms. These women are afraid to get a severe disease when they do not use condoms. Their 

perceived risk is influenced by different factors. Two of them have a friend who got HIV/AIDS. 

They became more afraid when they found out about this and they wanted to protect themselves 

better. Three of them, did not have a friend who got HIV/AIDS, but have other reasons to use 

condoms. Etti, knows there is a medicine for HIV/AIDS, but she thinks it costs one million Rp 

[around 70 Euro] and she has to pay for it herself.68 Reny, thinks there is no medicine and Fitri 

does not know if there is a medicine for HIV/AIDS, but she experienced a STI herself and started 

to use condoms: 

  
During the first three months I worked like this [as FSW], I did not know 

anything about condoms. Then I got syphilis. Or at least I thought I had. I had a 

lot of pain and it felt really itchy. My boss [pimp] told me about LARAS. So, I 

went to the doctor at LARAS and she told me it was an infection. […] However, 

since then I am really afraid to get syphilis and I started to use condoms (Fitri). 
 

The other eight FSWs are also afraid of diseases. Besides the fact that they use other prevention 

strategies than condoms, these FSWs think the disease is easily curable, if they become sick. “The 

biggest chance is getting an infection, and for these we get a cure from the doctor”(Ninah). HIV 

and AIDS seem to be far away for the women who seldom use condoms. Not only because of the 

perception that it is easily curable but they also think there are no or few persons who can infect 

them. When I asked if there are persons with HIV/AIDS in Bontang most of them answered 

doubtful, as Janessa: “I do not know anyone with HIV/AIDS and I also do not know if there are 

people with HIV/AIDS in Bontang”. 

 Thus, although the FSWs appear to be afraid of diseases, they think the risk of a severe 

incurable disease is low. 

                                                 
68 The Indonesian government provides ARVs for free (see chapter 2). 
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8.1.2 Clients fear diseases  

Different factors appear to influence the perceived health risk of clients. Like the FSWs, most 

clients also fear diseases, but they try to prevent this in different ways (as shown in chapter 7). 

Most clients also think that the diseases that they might get, are curable. During an informal 

conversation in Bontang, two men around 40 years old confided in me that they were not afraid of 

becoming sick if they did not use condoms when they go to Prakla. One of them stated: “No, 

because when I am sick, I will go to the doctor and get an injection”. The other one said: “HIV is 

not in Bontang yet”. Like him, most clients who seldom use condoms, think few (or no) people in 

Bontang are infected with HIV/AIDS. One client, who never uses a condom and once in a while 

comes to Prakla for sex, reported: “I know from the television that there are some people infected 

with HIV in Jakarta and Bali. But I do not think there are people with HIV/AIDS in Bontang”. 

Only two clients said that they always use condoms when they are having sex with 

FSWs. It seems that they are more aware of the consequences of HIV/AIDS than clients who 

seldom use condoms. These two men are the only ones who know HIV/AIDS cannot be cured 

and is deadly. Moreover, one of them worked for LARAS and stated that during his time there he 

became more aware of the risks of not using condoms when having sex with different women. 

Further, their status of having a girlfriend or being married and having children might influence 

condom use among these two clients.69 In contrast with the other clients who still have sex in 

Prakla and are single, they have a partner. Client 6 mentioned he always uses condoms since he 

has a family, because now he is responsible for keeping them healthy: “When I was single, it was 

all about desire, I only thought of having sex and fun. I also drank more alcohol and that is why I 

did not think of diseases and using condoms anymore” (client 6). Interesting is that Jumilah, a 

FSW who ‘always’ uses a condom when having sex, confirmed this by saying: “condom use is 

more difficult with younger clients”. According to her: “most clients are married businessmen, 

they use condoms because they also want to protect their wives at home against diseases”.  

Client 6 also said to know a friend who died because of syphilis and this made him more 

scared. However, previous ‘scary’ experiences do not necessarily increase the perceived need to 

use condoms. Client 3, who seldom uses a condom, also knew a friend who died because of 

syphilis. He said: “my friend who died because of Radja Singa [syphilis], had sex with many 

different girls and did not take care of himself as I do, as checking the cleanliness of the girl and 

taking antibiotics”. Even though most men know a friend who got a STI, and sometimes even a 

terrible one, they think they are already protecting themselves against diseases and therefore do 

not feel the need to use condoms.  

 

8.1.3 People from the community fear diseases 

The previous sections showed that most FSWs and clients think HIV/AIDS is far away because 

they think few (or no) people in Bontang are infected with HIV/AIDS. For people from the 

                                                 
69 See also table A2 in annex A.  
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community in Bontang who are not in contact with LARAS and say they only have sex with their 

partners, HIV/AIDS may seem even further away.  

The women from the FGD reported that the biggest chance of getting HIV/AIDS is 

because of free sex, changing partners and using unsterile needles. They do not feel at risk 

because, as became clear in chapter 7, they are faithful to their husbands and their husbands to 

them. These women also reported not to use needles to inject drugs and according to one of them: 

“the injection needles that are used in the hospital are clean”. Besides, the women think that no 

one is at high risk for HIV because: “there are no, or few, people with HIV/AIDS in Bontang”. 

Even when they think there are people with HIV/AIDS, the chance is still nil for them, 

because as my Indonesian neighbour in Bontang stated: “HIV is only in Prakla and among the 

men who come from the ships, because they go to Prakla”. Like the women from the FGD, she 

thinks that other men from the community do not go to Prakla. According to her, that is the 

reason there is no HIV/AIDS outside of Prakla. Likewise, a married couple of around 40 years 

old from Bontang reacted surprised when I told them that there are people infected by HIV/AIDS 

in Bontang outside of Prakla.  

Contrary to the women and most other people in the community, the male FGD 

participants70 think there is a realistic chance they get infected with HIV. Although they say to be 

faithful to their partners and do not have sex outside their marriage, they declared that they never 

knew what kind of injection needles are used in the hospital. According to them, there is a chance 

that these needles are unclean and might transmit diseases as HIV. Indeed, these men are sure that 

there are people in Bontang infected with HIV/AIDS, because, as one man put into words: “many 

people are coming in and going out of Bontang and they bring diseases with them”.  

 

8.2 Perceived economic risk by FSWs 

 

My family is really poor. My father left our family when I was in the 3
rd

 grade of 

elementary school. We lived with the four of us, my mother, my little sister, my 

grandmother and I. My mother worked on the rice fields. Since the 4
th
 class of 

elementary school, I went to the rice fields to help my mother. But I could not 

stand too much sun. When it was too hot, I fainted. We lived in a very poor 

economic condition; all because of my father who left us for no reason. I got 

traumatic about men. When there was a man who wanted to persuade me, I 

would scratch him or throw stones at him or anything else. After a while I 

thought it is difficult without a man in our life. So I said to myself, I will get 

married, not for me, but for my family. We needed someone who paid for the 

living costs of our family. I got married to my first husband. He came from a 

family with a good economic condition. When we lived together, he worked on 

the rice fields and as a casual worker. After a while I found out that he liked to 

go to a lokalisasi, to play with other girls. When he had no money anymore he 

stole things from his parent’s house who had a bicycle store and sold this stuff on 

the market. This happened for five years. One day he was gone. […] Then I met 

                                                 
70 Who have heard about HIV/AIDS before (see chapter 6). 
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my second husband. We fell in love and we got married. I was happy because he 

really took care of me. […] Until he also hurt me by having another girl. In that 

time I was pregnant with our second child. One day my husband said, “by getting 

married to you I became very poor”. I was extremely hurt […] Eventually, I ran 

away from him and ended up as a FSW, because I needed money for me and most 

of all, for my children… (Dewi’s lifestory, 29-04/20-05-2009). 
 

Chapter 5 already showed that, like Dewi, all thirteen FSWs are doing this job because of their 

poor economic situation. Although these FSWs say that they are afraid to get a disease, they also 

need the money. It appears that the majority of the FSWs became a FSW because having money 

for their children is more important than the “small” risk of getting a (incurable) disease, as Arti 

desperately stated:  

 

Of course I am afraid of getting a disease. […] But the most important reason 

why I became this way [a FSW] is the economic condition of our family. I had to 

take care of my son and my two younger brothers and sister. Our parents died, so 

I had to take care of them. 
 

8.2.1 Fear of losing clients: the power of money 

In chapter 7 it already became clear that the sexual division of power is in favour of men. The 

clients of FSWs have another kind of power, which is money. The FSWs who have children do 

not want to lose any client because they need the money. This persistence to receive as many 

clients as possible, influences their behaviour regarding condom use towards these clients.  

Although most FSWs mentioned they offer to use a condom with every client, it appears 

that the FSWs are not all equally strong enough to make the client actually use one. The ability of 

FSWs to negotiate about condom use with their clients differs among the FSW and is dependent 

on their fear of losing clients. Wellia, who seldom uses condoms and has one son, powerlessly 

explained: “I will never let the client go because mostly I will offer the condom if I am already 

naked. When I would let him go, it would be a big [financial] loss for me”.  

Almost all women said they explain to their clients that they want to use condoms to 

prevent diseases. However, based on conversations with the FSWs, in general, the women who do 

use condoms explain more about diseases to clients than the women who do not use condoms. 

Moreover, it seems they sound more convincing when asking their clients to use a condom. 

Ninah, who has one son and seldom uses a condom, for example said that she asks the client: “Do 

you want to use a condom?”. This way of asking makes it easy for a client to refuse condom use. 

In contrast, Reny, who has no children and reported ‘always’ to use a condom when working, 

says to her clients: “If you want to have sex with me you need to use a condom. What if I am sick 

or you are sick and we can infect each other. You have to think of your wife also”. Reny is 

determined to use a condom and does not leave the decision to the client, as Ninah does. If a 

client wants to have sex with Reny, he needs to use a condom.  
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 Because the FSWs who seldom use condoms, are afraid the client will go to another girl 

they do not push them to use a condom.  

 

It is really hard to negotiate about condoms with clients. I always want to use a 

condom, but it depends on the client if we use one. When we are in my room I ask 

the client if he wants to use a condom and try to convince him by saying that I 

just finished my period [menstruation]. Some clients agree to use a condom, 

others not. What can I do? I will not push them, because they will easily go to 

another girl and I will stay behind without money (Dewi, two children).   

 

Janessa, who has three children, told with a helpless face and soft voice: “What can I do? I ask 

them to use a condom because it will protect us against diseases, but when I open one, some 

clients even throw the condom in my face”.  

According to Jumilah and Etti, some FSWs do not even (dare to) ask their client to use a 

condom. Jumilah: “some girls will wait until the client offers a condom”. And according to Fitri, 

who often joins the activities of LARAS: “some girls who never go to LARAS, sometimes ask me 

for a condom because they say their client asked for one”.  

Arti, who has one son and seldom uses condoms, acknowledged that she is afraid to ask 

the client to use a condom. She is not only afraid that the client will walk away when she asks 

him to use a condom, but also that he will think she has a disease and everyone else will stay 

away from her: “The worst thing would be if he also tells his friends about it [that she would have 

a disease] and that they all do not want to come to me anymore”.  

Finally, not only their fear of losing clients and money is important for their sexual risk 

taking behaviour. They also fear the reaction of the pimp when losing clients. Three FSWs said to 

be afraid the pimp will not like it, when they let a client go away because the FSW refuses to 

have sex without a condom. Mutiara, who never lets a client go, declared: “It would be trouble 

with the pimp because it is a [financial] loss for her”. 

 

8.2.2 Reality: losing clients is not only a fear  

It appeared that most FSWs who seldom use condoms never experienced a client walking away 

from them. However, the FSWs who ‘always’ use condoms confirm this fear and they all did 

experience some clients went to another girl because he did not want to use a condom. Moreover, 

some FSWs (4) also confirm that clients sometimes ask if they are sick, like Etti:  

 

When I say to the client “let’s use a condom because I am afraid to get HIV”, the 

client will ask me “Are you sick?”. But I will say I am not sick but maybe you are 

the one who has HIV and I do not want to get it. Some clients will then say their 

ejaculation takes longer with condoms. But I do not care, I will say I am fine if it 

takes longer. If they still do not want to use condoms they will walk away.  

 

In contrast with the FSWs who seldom use condoms, Etti, who has no children, is determined to 

use a condom and prefers rather to lose a client than having sex without a condom.  
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 Not only the FSWs who ‘always’ use condoms confirm losing clients, when insisting on 

condom use. Most clients also confirmed this and said they would find another FSW when the 

woman they chose to have sex with would push them to wear a condom. As already became 

clear, men who do not use condoms say not to like them. Moreover, it appears difficult for the 

FSWs to persuade the client to use a condom because as one client, who never uses condoms, 

states the opinion of many: “Men do not want to use condoms and they will decide because they 

are paying” (client 5). Although most clients also say they are seldom offered a condom by 

FSWs, it would not influence their condom use as becomes clear from the following 

conversation:  

 

Sanne:  Do the girls ask you to use a condom? 
Client 1:  Seldom, maybe only one or two women will ask for a condom. 
Sanne:  Do the women in Prakla or outside Prakla more often ask you to 

use a condom? 
Client 1:  These years I seldom come to Prakla, but only one in a thousand 

women will offer a condom.  
Sanne: If the girl offers a condom, would you accept to use a condom? 
Client 1: I never get that offer. 
Sanne: But if she would offer this, do you want to use a condom? 
Client 1:  No […].  
 

Thus, the fear of the FSWs to lose clients when insisting on condom use is not unfounded.  

  

8.3 Perceived social risk by FSWs 

Being a FSW is a social risk. Getting HIV/AIDS or becoming pregnant can lead to people finding 

out that the women are FSWs. Although for women who seldom use condoms, the most 

important thing is to earn money to take care of their children and therefore decided to become a 

FSW for a while (see chapter 5). Women who say ‘always’ to use condoms and do not have any 

children (yet), did mostly not know they would become FSWs in Prakla (see table D6 in annex D) 

and they have other priorities. These women are mostly below 20 years old and have a whole life 

in front of them. As Adinda’s story (prologue) showed, they would like to marry and build a 

family in the future. Eighteen year old Ninah said with a cute smile on her face: “I am dreaming 

that I will find a nice rich man and marry him. That I will not have to work anymore, but only 

have to take care of our children and the household”. Two other women already planned the date 

for their wedding and two women planned the date to go back to their hometowns.  

 

I will stop working as a FSW this July. I want to go home, back to Java, to my 

parents and sister but if I have no money, I will find a house outside Prakla. I 

hope to get my old job in the bakery shop at Java back, but otherwise I can go 

working as a shopkeeper or something. I am also open to learning new skills, as 

massage or sewing. I think the employer who hires me will teach me the skills 

that are necessary. I do not want to work in this business anymore. I am really 
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afraid my community will find out I am doing this job and that they will not 

accept me or my family anymore (Jumilah, 16 years old, ‘always’ uses condoms). 
 

Jumilah explained she wants to quit this job and build on her future before people around her find 

out she is a sex worker and will expel her from the community. Also really afraid of this is Reny:  

 

My family and people in my hometown do not know I work like this. If I would get 

HIV/AIDS, they will know I am doing this kind of job. Because they would ask 

‘what kind of job are you doing, that caused this disease?’. If they would know 
[that she is a FSW] they would abandon me… Everyone would abandon me 

(Reny, 19 years old and ‘always’ uses condoms). 
 

According to Reny, people associate HIV/AIDS with sex work and sinful behaviour. 

People from the community confirm this association. A woman in the FGD precisely put into 

words what some of my neighbours in Bontang told me: “people with HIV/AIDS are not good; 

they got HIV/AIDS because of their sinful behaviour”. For Reny, the most important risk is 

getting a ‘sinful’ disease and therefore being abandoned by everyone.  

Most FSWs said to think that people will also stay away when they have HIV/AIDS 

because they are afraid of contagion. Therefore, most FSWs said they would not tell their family 

and community if they have HIV/AIDS. Knowledge is an important factor in this. Etti, who 

‘always’ uses a condom, mentioned: “If people in the community knew […] that HIV cannot be 

transmitted by a handshake or going to the same bathroom, they would not exclude people with 

HIV/AIDS, […] but they do not know this”.  

Pregnancy is another perceived social risk for all thirteen FSWs. The FSWs are afraid of 

the possible reaction of their family and community, because having a baby when you are not 

married is not accepted in Indonesian culture and it may cause people become to know they are 

FSWs. Therefore, most sex workers take contraceptives, like a monthly contraceptive injection, 

an intrauterine device or the oral contraceptive pill.71 Two women take jamu to prevent 

pregnancy. However, most of the women would prefer to keep the baby if they became pregnant. 

Eleven FSWs said that they would avoid abortion because “an abortion is a very big sin” (Fitri).  

 

Being a sex worker is already a big sin. When I would have an abortion, it is also 

a big sin according to my religion. So it would be a double sin. The baby is also a 

pure baby. The parents are the ones who are sinful, not the baby […] It would be 

better to keep the baby (Dewi).  
 

Some women would prefer to keep the baby and stay in Prakla, others indicate that they prefer to 

keep the baby and tell their family it is another person’s baby, and some women would prefer to 

give the baby away for adoption.  

                                                 
71 Available at the doctor and pharmacy. 



 72 

Thus, most FSWs fear the reaction of the society, especially from their families and 

people in their hometown, when they would find out they are FSWs. In contrast with the FSWs 

who are mothers and seldom use condoms, for the young FSWs who ‘always’ use condoms, the 

social risk and the possibility to build a future is most important.  

 

8.4 “God will find a way, also for me” 

In the end, all FSWs would like to get out of this business and stop working as a sex worker as 

soon as possible. According to all thirteen FSWs, this means when they can pay off their debts 

and the living costs of their families and school fees of their children, when they can build their 

own warung or when they are able to take care of their family and themselves in some other way.  

Although the FSWs who have children did not plan the date yet, they are also hoping to 

go back to their hometown, to live happily with their family and especially with their children. 

Some of these women already made plans for their future. When the children have graduated and 

have a job, they will take care of their own living expenses and can possibly also take care of her, 

their mother, and other family members.  

Four FSWs are planning to build their own warung. They think that they can earn the 

same amount of money as they do as a sex worker.  

 

Sanne:   You said that you do not send money to your family anymore, 

because your child and your brother and sister are grown up 

now? Do you sometimes think about another job? Do you think it 

is possible? 
Arti: I have a little debt with my friends, but not with the pimps. I 

really want to quit this job as soon as possible. But I have to 

save money first, so I can go back to Java and build a business, 

like a warung nasi [warung that sells different kinds of rice 
meals]. […] Live near to my family and son so I can feel calmer. 

But because it is quiet here [in Prakla], there are not many 

guests, so the money that I save is not much. 
 

Or as Janessa hopefully said: ‘I am trying to be positive. In the future I will go back to my 

children. When I saved enough money I will build my own warung and stop working as a FSW”.  

Although all FSWs try to think positive about their future, they are sometimes also afraid 

what the future will bring them. “This job is full of sin and we are not young forever. We also 

think about what if we become old and do not have anything else” (Fitri). As became clear in 

chapter 5, at the moment it is quieter in Prakla compared to some months ago. According to the 

FSWs, if the number of clients declines further and they can earn the same amount with another 

job, there is a big chance they will accept an alternative job and leave Prakla.  

But whatever happens, despite having a ‘sinful’ live, most FSWs trust in God. God will 

find a way to lead them in the right direction: “God will find a way also for me” (Dewi). 
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9. Conclusion and recommendations 

Despite LARAS’ condom distribution program, condoms are seldom used among FSWs and their 

clients. Only five FSWs and two clients reported ‘always’ to use condoms. Different factors are 

influencing low condom use among the FSWs and their clients in Prakla. In this final chapter I 

will give an answer to the main question of this research: Which factors are influencing low 

condom use among female sex workers (who are in contact with LARAS) in the sex village 

Prakla, Bontang, Indonesia? Figure 3 in annex B gives a schematic overview of these different 

factors. In the last section of this chapter I will outline some recommendations for LARAS on 

how condom use among the FSWs in Prakla can be increased. 

 

9.1 FSWs backgrounds & low condom use 

The social, cultural, economic background of the women, such as status, education and religion, 

influences why women became FSWs in Prakla and (indirectly) influences their condom use. 

Religion shapes the ideas people, mostly Muslim, in Bontang have regarding condom 

use. According to Bennett (2001), in Indonesian Islamic society, sex with FSWs is ‘haram’ and 

premarital sex is extremely ‘haram’. Tempert (2008) said condoms are ‘haram’. As a 

consequence, it is likely that using a condom when having sex with/as a sex worker as an 

unmarried man/woman, is triple ‘haram’. Although most people in Bontang did not know what 

the Islam thinks about condom use, most people in Bontang said the Islam does not allow sex 

outside of marriage, i.e. commercial sex and premarital sex. Condoms were often associated with 

these activities. Thus, indirectly, most people in Bontang say that condoms are not allowed. This 

also corresponds with the findings of Purdy (2002). He stated that condoms were seldom used 

during Suharto’s family planning program because they were associated with commercial sex, 

premarital sex and adultery.  

Rivers et al. (1998) stated that religion shapes unequal gender relations. In Indonesia, the 

existing gender relations are based on Islamic values. First of all, these unequal gender relations 

appear to influence the low educational background of the women which causes them to end up in 

Prakla. I was inspired to take a look at the sexual labour division that Connell (1987) makes in his 

social structural theory of Gender and Power. In line with the predestined role for women in 

Indonesian society, as described by Silvey (2000), Lindquist (2004) and Wright-Webster (2008), 

the women in Prakla appear to have the intention to be mothers and housewives. Moreover, men 

are the main breadwinners in this society, which is why they often have a higher educational 

background. The existing gender roles, or social structures as Ortner (2006) would call them, 

cause economic problems when a woman with a low educational background becomes a divorcee 

or widow. In accordance with the findings of previous research (Barnett & Whiteside 2006; 

Helman 2007; WHO 2001), economic reasons drive Indonesian women to become FSWs in 

Prakla.  

Once arrived in Prakla many women still think according to traditional predestined roles 

for men and women. They hope to find a nice man and become housewives and mothers again. 
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However, I found out that this structure is changing and that nowadays many FSWs have some 

kind of agency. According to Ortner (2006), agency has to do with the more inner feelings and 

desires of a person. By saving some of their money, the FSWs do hope to realise their dreams, 

like being their own boss by building their own warung.  

The existing unequal gender relations also lead to the inability of FSWs to persuade men 

to use condoms. As Nurul Arifin (Kaltim Post 2008a) also stated in a local newspaper in Kaltim, 

men will decide if condoms will be used or not when having sex with a woman. 

 

9.2 Knowledge & low condom use  

The early response to the HIV/AIDS epidemic was influenced by behaviour change models and 

based on the perception that correct knowledge would lead to safe sexual behaviour (Barnett & 

Whiteside 2006; Crisovan 2006; UNAIDS 1999).  

Although most people in Bontang have heard about STIs, HIV/AIDS and condoms, the 

majority, including a few FSWs and clients, had different misconceptions about transmission, 

prevention and cure of STIs and HIV/AIDS. These misconceptions may influence condom use. 

When people think that for example kissing or hugging transmits HIV, condom use may seem 

less important because it is not the way to prevent HIV/AIDS. Furthermore, in contrast with 

previous research (Crepaz et al. 2004; Dukers et al. 2001), ARVs do not appear to influence 

condom use among the FSWs and clients because most of them never heard of ARVs before. 

However, with the increasing availability of ARVs, when FSWs and clients become to know 

about ARVs in the future, it might be important to bear in mind this may influence their risk 

perception of contracting HIV/AIDS and thus condom use. 

Different factors influence the knowledge people have. First of all, it appeared that a 

higher educational background and not coming from a remote area have a positive influence on 

knowledge of STIs, HIV/AIDS and condom use among the people in Bontang.  

Furthermore, LARAS appears to influence the knowledge of the FSWs positively, 

because the FSWs have more knowledge about STIs and HIV/AIDS since they are in contact 

with this NGO. Moreover, all FSWs want to use condoms since they are in contact with LARAS. 

Although many FSWs still do not succeed in condom use, condom use did increase since they are 

in contact with this NGO. This corresponds to the study findings of Ford et al. (2000), which 

showed that FSWs who participated longer in an educational intervention program had more 

knowledge and more often used condoms. 

Different religious and social structures, in Ortner’s (2006) terms, have a negative 

influence on the knowledge regarding HIV/AIDS and condoms the FSWs, the clients and other 

people in Bontang have. First of all, Islamic views appear to dominate the information given in 

the media. The NAC report 2006-2007 stated that there exists a controversy over condom 

promotion in Indonesia (UNAIDS 2008a). In Bontang, most articles and billboards, including the 

ones from the AIDS commission, report negative about condom use and link HIV/AIDS and 

condom use with free sex. The media also gives wrong or confusing information about 
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HIV/AIDS, such as presenting low numbers of HIV positive people. This may influence the 

perceived health risk people have (see also section 9.3). It appears most people think their risk to 

contract HIV is small because there is no/few HIV/AIDS in Bontang and therefore condom use 

may be less necessary.  

Another religious, social-cultural structure that does not support good knowledge on 

condom use, is that in Islamic Indonesia it is not culturally accepted to talk about sex, especially 

for women. Moreover, because, according to Tempert (2008), condoms are ‘haram’, it is likely 

these may be even more taboo to talk about. As a consequence, the FSWs rarely talk about 

condom use and condom negotiation with other FSWs, which means they do not learn from each 

other about how to convince clients to use condoms.  

Furthermore, in Indonesia, persons who are older deserve all respect. The women who 

‘always’ use condoms are mostly the younger FSWs. It might be that the older FSWs, who 

seldom use condoms, may not want to be taught by the younger women how to stimulate clients 

to use condoms. However, a positive note is that during the interviews all FSWs, when LARAS 

invite them to talk about condom negotiation with other FSWs, do want to come and talk about it.  

Another structure that prevents FSWs from having good knowledge regarding HIV/AIDS 

and condom use has to do with available services. Crisovan (2006) and Hull et al. (1998) already 

stated that the available services for sex workers and their clients in the lokalisasi are often of 

poor quality. Although LARAS does good work, the information given by the outreach workers 

and flyers of LARAS is incomplete and sometimes confusing.  

In conclusion, good knowledge is needed to be able to use the right protection to prevent 

transmission of diseases. There (still) appears to be a lack of knowledge among the FSWs and 

their clients. Moreover, although good knowledge about STIs, HIV/AIDS and condoms 

influences (the intention to) condom use, knowledge appeared not to be the only factor that 

influences condom use. People might have other priorities than disease prevention, as the theory 

of risk perception of Douglas (2002) states. 

  

9.3 Risk perceptions & low condom use 

Different authors acknowledged that believing that condoms can prevent HIV/AIDS does not 

automatically lead to condom use (Barnett & Whiteside 2006; Douglas 2002; Helman 2007). This 

also appeared in this research. Among the FSWs in Prakla economic or social risks sometimes 

appear to be more important than the risk of getting a disease, as HIV/AIDS.  

 

Health risk, other prevention strategies & low condom use 

Behaviour change models assume that people will protect themselves against diseases as STIs 

and HIV, if they would feel at risk for these diseases (Barnett & Whiteside 2006; Crisovan 2006; 

UNAIDS 1999). This is true for the FSWs and their clients in Prakla. All of them somehow try to 

protect themselves against diseases. However, the FSWs and clients who ‘always’ use condoms 

appear to be more aware of the consequences of having HIV/AIDS. Because, in contrast with the 
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FSWs and clients who seldom use condoms, they know that there is no cure for HIV/AIDS or 

they have experienced a STI or they have a friend who got HIV/AIDS.  

Moreover, most FSWs and clients, who seldom or never use condoms, also think the 

chance of getting an incurable disease is small, because they protect themselves against diseases 

with other means than condoms. This agrees with the findings of previous research among FSWs 

and their clients (Basuki et al. 2002; Helman 2007; Mamahit 1999; Reed et al. 2001; Sugihantono 

et al. 2003; Wolffers et al. 1999). Most prevention strategies the FSWs in Prakla use, such as 

jamu, toothpaste, sirih soap, checking cleanliness, and their way of thinking coincide with the 

prevention strategies the clients mentioned. Disconcerting is that one of the most used prevention 

strategies is taking antibiotics. Earlier research already stated that FSWs and their clients think 

condom use is less important because they take antibiotics, but these studies did not show such 

high numbers of antibiotic use (Basuki et al. 2002; Crisovan 2006; Fajans et al. 1995; Ford et al 

2000a; Reed et al. 2001). In this research more than 90% of the FSWs in Prakla and their clients 

took antibiotics.  

Furthermore, according to previous research, FSWs think they are not at risk because 

they make a distinction between new and regular clients (see also Basuki et al. 2002; Mamahit 

1999; Wolffers et al.1999). This does not apply to all FSWs in Prakla. This might be explained 

with the outcome expectancies (see chapter 3) as defined by behaviour change models (UNAIDS 

1999). The FSWs in Prakla who ‘always’ use condoms, say to use condoms with every client 

because their outcome expectancy is that new as well as regular clients can have diseases, as is 

made clear to them by LARAS. However, the findings of previous studies do apply to FSWs in 

Prakla who seldom use condoms. Some of these women did say condom use is less necessary and 

more difficult with regular clients. Besides, as Helman (2007) stated before, I did find that most 

of the thirteen FSWs do not use condoms with their boyfriends, because they prefer to have sex 

without and think it is safe because their boyfriends are faithful to them. Moreover, according to 

the third component of the theory of Gender and Power of Connell (1987), it is likely that the 

FSWs do not use condoms with their boyfriends because it is not appropriate. Condoms are 

linked with sex work and sinful behaviour. Sex with your boyfriend/partner is not defined as 

‘work’ or ‘sinful’ and therefore you do not use condoms. 

Finally, as stated in previous research (Basuki et al. 2002; Mamahit 1999; Wolffers et al. 

1999), alcohol use appears to have a negative influence on the perceived health risk of clients in 

Bontang and their condom use. After drinking alcohol, clients only think about having a nice time 

and having sex, and condoms become unimportant. Alcohol use among the FSWs does probably 

not influence their sexual risk taking behaviour because, in order to stay in control of their own 

behaviour, they barely use alcohol.  

 Thus, for most FSWs and clients condom use feels less necessary because they think 

there is a small chance of getting an incurable disease because they protect themselves with other 

means than condoms. The FSWs and clients who do use condoms appear to be more aware of 

HIV/AIDS.  
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Economic risk & low condom use 

Perceived health risk is not the only risk that influences condom use. Lindquist (2004) stated that 

for some FSWs in Batam, economic success, i.e. earning a living, counts most important. 

For most FSWs in Prakla who have children, economic risk also appears to be the biggest risk. 

Most of them appear to be more ashamed of having no money to take care of their children, than 

the, in their eyes, ‘small’ chance of getting a (incurable) disease in the future. Although they think 

about their future, their children are the most important reason why they need the money and 

became sex workers.  

The economic risk causes that most FSWs are not using condoms, because their male 

clients do not want to use them. This is again related to the existing gender roles for men and 

women in Indonesia. The second component, the sexual division of power, of Connell’s (1987) 

theory of gender and power may explain this. According to this component, when women lack 

the power to change sexual interactions, the chance of unsafe sexual behaviour is increased. The 

FSWs in Prakla lack this power and said to think they are not able to convince their clients to use 

condoms. In addition, the men have another kind of power: that is money. The FSWs are 

dependent on the clients for money and are afraid to be left without an income. In line with 

previous studies (Barnett & Whiteside 2006; Basuki et al. 2002; Helman 2007; Rivers et al. 1998; 

Sciortino 1998), FSWs in Prakla feel inferior to men and fear the client will walk away, or they 

will earn less money, when they push him to use a condom. Moreover, this fear does not appear 

to be groundless. Many clients in Bontang confirm they try to find a FSW who offers service 

without condoms. Moreover, peer FSWs make sure the clients are able to find FSWs who offer 

sex without a condom. Thus, peers indirectly influence low condom use among FSWs. Ford et al. 

(2002) showed that clients of FSWs, who were stimulated by friends to use condoms, more often 

used condoms. In contrast, the FSWs in Prakla fear and/or face competition for clients and do not 

stimulate each other to use condoms. The awareness that their peer FSWs mostly do not use 

condoms, causes that the FSWs are afraid to ask clients to use condoms, let alone to ‘push’ them 

to use condoms. Their outcome expectancy is that the client will find another FSW, when pushing 

him to use a condom. 

An additional factor that influences the money a FSW receives and indirectly condom use 

is the number of clients a FSW has. The women who had more clients, more often used condoms. 

The number of clients and thus condom use is influenced by age. The younger FSWs had more 

clients and more often used condoms. Moreover, contingencies influence the number of clients. 

Because of the economic crisis, the FSW receive fewer clients than before. For the older FSWs, it 

is likely that this means they might be even more careful in trying to persuade the client to use 

condoms, because they do not want to lose the few clients they receive. 

That economic risk counts most important for FSWs who are mothers, appears also from 

the following: these women all said they knew they were going to work as a FSW. These women 

more or less did choose to work as a FSW. In contrast, most young FSWs who do not have 

children did not really seem to choose themselves to become a FSW, because they did not know 
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they would be working as a FSW in Prakla. For them, their own future appears most important, 

which stimulates condom use as explained below (see also table D6 in annex D). 

 

Social risk & low condom use 

All thirteen FSWs fear the social risk of being abandoned by family and friends. For the young 

women who ‘always’ use condoms, the possible social risk or outcome expectancy of losing their 

family, friends, future and life, has most value. In contrast with the FSWs who are mothers, these 

young women are more afraid to get a disease than the money they will lose. The FSWs who 

‘always’ use condoms, use condoms because they are afraid that they get sick when they do not 

use them. When they get sick people will reject them from the community and/or they will not 

have the possibility to build a nice future, like marrying a nice man and building a family. Many 

people in Bontang said they would stay away from people with HIV/AIDS because they are 

afraid of contagion and it is linked with sinful behaviour. Condoms help them to avoid infection 

with HIV/AIDS, to keep their job secret and stay free from abandonment. 

 Finally, as mentioned earlier peers may influence condom use among FSWs and their 

clients. Another kind of peers are the pimps of the women. Some FSWs reported to be afraid the 

pimp will get angry if they let clients go because they want to have sex without condoms. Even 

though this may be an economic risk, for the FSWs it is also a social risk. The risk of disturbing 

their good relationship with the pimp. 

 

9.4 Other structures, agency & low condom use 

According to Ortner (2006), different structures, such as social cultural forces and formations, 

shape, mould, order and define human behaviour. Most structures that influence condom use have 

already been mentioned such as; the knowledge and awareness regarding transmission and 

prevention of STIs, HIV/AIDS, the influence of Islamic views, the economic situation of the 

FSWs and the gender relationships between men and women. But there are some other, service 

related, structures that influence condom use.  

The condom distribution of LARAS may be a factor that prevents FSWs from ‘always’ 

using condoms when having sex. According to Purdy (2002) and USAID (2006), condoms are 

easily accessible in Indonesia. Although I observed this is also true in Prakla, not all FSWs trust 

the condoms that are available in the little shops in Prakla. Most FSWs in Prakla are depending 

on LARAS for their condoms and sometimes a FSW ran out of her stock before receiving new 

ones and had sex without condoms.  

The brand of condoms also may influence condom use among the FSWs and their clients. 

It is good that LARAS started to distribute condoms of Sutra instead of Artika. Besides, the 

lubricants used may have a negative effect on condom use. Because the FSWs use, for example, 

baby oil as lubricant, the condom easily breaks. When the condom breaks after the FSW tried 

hard to convince the client to use one, next time it is likely she does not even want to take the risk 

to push the client to use a condom.   



 79 

 

Individuals have some kind of possibility or authority to act within the restricting structures 

(Ortner 2006). It already appeared that the FSWs in Prakla also have some kind of agency. Even 

though most FSWs seldom use condoms because of the existing gender relations, some FSWs are 

able to ‘always’ use condoms. These women are their own agent; they will send the client away 

when he refuses sex with a condom. Furthermore, all FSWs have some kind of agency when it 

comes to protecting their own health. By using different strategies they try to prevent themselves 

from diseases. Besides, in contrast with the findings of Lindquist (2004) who stated that FSWs in 

Batam use drugs to cover their malu; to control their own behaviour and stay an agent over their 

actions, the FSWs in Prakla report to avoid too much alcohol before having sex. 

 

In short, the information the FSWs get since they are in contact with LARAS, definitely has a 

positive influence on condom use. However, knowledge alone will not prevent all FSWs from 

having sex without condoms. Other factors that influence low condom use also need attention, 

such as the influence of the male clients, other prevention strategies used and the different kinds 

of risk the FSWs face. These factors need to be considered against a background of structural 

constraints such as unequal gender relations and Islamic views. A positive note is that, in line 

with Connell’s words (1987), structures are also changing in Bontang. Local people and the 

FSWs appear to become more aware of condoms. Although condoms are still seldom used, 

condom use is not unachievable and did increase among the FSWs and their clients since they are 

in contact with LARAS. All FSWs, clients and pimps said to be open for more information. 

 

Final note. I began this thesis with the story of Adinda. Short after my stay a (anonymous) person 

bought her free and Adinda went to her hometown in Java again. I hope she is doing well and is 

building on her future as she wished. 

 

9.5. Recommendations 

Based on the study findings I would like to give some recommendations to Mainline and LARAS. 

I hope these recommendations can contribute to the effectiveness of their STIs, HIV/AIDS and 

condom distribution program and that both the FSWs and their clients are going to say: let’s use a 

condom! 

 

General recommendations 

To increase condom use among FSWs and their clients it is necessary that the benefits of using 

condoms weigh up to the costs of using condoms. To decrease risky sexual behaviour it is 

important to look at the possibilities within the existing social, cultural norms or existing 

structures, or which structures need to change to increase the agency of the FSWs. Be aware of 

the existing gender roles and division of power. Include also the male clients in intervention 

programs. Besides, consider a feasible time for meetings, as for the FSWs and pimps, i.e. not too 
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early in the morning because FSWs are sleeping and pimps are busy with cooking. Very 

important, reduce high antibiotic use among FSWs and clients to avoid resistance by making 

them (more) aware of the negative consequences when taking antibiotics in a wrong manner.  

 

Education content 

� Increase knowledge and risk perceptions on antibiotics. FSWs, clients, outreach workers and 

pharmacists should be educated about the do’s and don’ts of antibiotics. Furthermore, educate 

them that antibiotics and other prevention strategies used than condoms do not work or are 

even harmful.72 Even when FSWs and clients heard about resistance, they are still taking 

antibiotics in a dangerous way: as prevention, without any doctor’s prescription, too often and 

too much. 

� Increase knowledge (and risk perceptions) on STIs, HIV/AIDS and condoms of FSWs and 

their clients. Moreover, be aware that the increasing VCT counselling FSWs receive and the 

increasing availability of ARVs, might change the risk perception (and the perceived need to 

use condoms) of these FSWs and their clients in the future. 

� Increase intention/attitude to use condoms & give negotiation skills. All FSWs should (learn 

how to) push the client to use condoms. When FSWs know all other FSWs will also use 

condoms, it is easier for them to (try to) push their clients to use condoms.  

 

Education methods 

� Continue/improve activities. LARAS already made positive changes for the FSWs, such as, 

every week clinic, condom distribution and information sharing. LARAS should continue 

with and improve these activities, repeat the information to the FSWs and make them even 

more aware of condom use. 

� Change education materials. Be aware that not all FSWs are literate. Keep it simple and 

clear. For example, when showing pictures that cannot transmit HIV: mark them with a big 

red cross.  

� Arrange activities. If FSWs attend (relaxing sport or cooking) activities (on a regular base) 

together it can improve their relationships, stimulate communication (regarding condom use) 

and the intention to learn from each other. 

� Reach male clients. Because of the existing unequal gender relations, reach male clients (who 

mostly decide if condoms are used or not) with behaviour change interventions. 

� Educate pimps. Because pimps appeared to have power over FSWs it would be good to teach 

them about STIs, HIV/AIDS and condom use, to be able to convince their FSWs to take care 

of their health. 

                                                 
72 According to Wang et al. (2008), vaginal douching with medical disinfectant, water, toothpaste, saline water, vaginal spermicide, 
soap or vinegar increased the risk of infection with genital herpes among FSWs in China. Moreover, persons who have a genital 
herpes infection would have an increased risk on infection with HIV-1. According to Reed et al. (2001), FSWs in Bali who cleaned 
their vagina (with soap, toothpaste or a commercial douche preparation) more often, had a bigger chance there were Candida species 
be found in their vagina. However, these authors report that there is more research needed to evaluate if vaginal cleansing has a 
beneficial or detrimental effect. 
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� Increase self-confidence of the FSWs. Some FSWs show it is possible to use condoms and 

have some agency within the restricting structures of the existing gender roles. By more 

group dynamics in LARAS’education, FSWs should be made more self-confident in that they 

are able to use condoms with their clients. 

� Offer FSWs lubricants. It would be good to introduce the FSWs with lubricants especially 

designed for condoms, to avoid condoms break. 

� Offer FSWs female condoms. It might be good to offer female condoms, as some FSWs said, 

this might overcome the problem of letting male clients decide whether condoms are used or 

not. 

� Train outreach workers. Give the outreach workers of LARAS, good education and trainings 

regarding STIs, HIV/AIDS and condom use because they experience lack of knowledge.  

 

Not related to condom use but important 

� Offer courses. Eventually all FSWs want to quit this job. Some FSWs have ideas for the 

future, some not. Most FSWs would like to learn some skills, i.e.: massage salon skills, 

cooking or building own warung. 

� Make MOH aware of high antibiotic use. To stop high antibiotic use, LARAS should make 

the MOH aware of this high antibiotic use among FSWs and their clients. 

 

Additional recommendations for the Indonesian and/or Dutch government 

� Educate Indonesian people on transmission and prevention of STIs, HIV/AIDS, condoms 

and antibiotics because their knowledge is limited. Make them aware that everyone is at risk 

for HIV/AIDS and not only FSWs and IDUs. 

� Make sure the media is not giving confusing information, regarding transmission and 

prevention of STIs, HIV/AIDS. 

� To avoid/reduce resistance to antibiotics, lokalisasi should stop giving antibiotic injections as 

prevention. 

� According to the NAC, in 2010 60% of MARPs must be reached with behaviour change 

interventions (UNAIDS 2008a). To reach this: acknowledge the sex industry and be aware of 

the social cultural factors.  

 

Suggestions for further research 

� To avoid/reduce resistance to antibiotics: find out if FSWs in other lokalisasi get preventive 

antibiotic injections. Besides, find out how many people use antibiotics over the counter.  

� It appeared that FSWs who did know they would become FSWs less often use condoms. Find 

out how often FSWs in Bontang are trafficked and if this influences their sexual risk taking 

behaviour. More research is also needed about how many women/which women are 

trafficked to avoid this is happening again. 
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� The government does not acknowledge the sex industry and there are only a few good 

programs for FSWs in Indonesia, including Bontang. Moreover, it is likely, because the sex 

industry is officially illegal, that it is the interest of the government to represent the 

HIV/AIDS numbers as low. More research is needed to find out if this is true and if this 

influences the perceived health risk and condom use among Indonesian people. 

� Compare clients and FSWs in Prakla with clients and FSWs outside Prakla regarding their 

condom use. According to FSWs, clients and LARAS, the FSWs and clients outside Prakla 

(in Bontang) more often use condoms than the FSWs and clients in Prakla. Knowing the 

factors that create this difference may give insight in how to reach the clients of Prakla with 

behaviour change interventions. 

� Find out if the introduction of the female condom might be (partly) a solution for the 

increasing STI number. 

 
 
 
 

 
 



 83 

Abbreviations 
 

AIDS   Acquired Immunodeficiency Syndrome 
ART   Anti-retroviral Therapy/Treatment 
ARV(s)   Anti-retroviral(s)  
BKKBN   Badan Koordinasi Keluarga Berencana Nasional 
CST   Care, Support and Treatment 
CUP   Condom Use Program 
FSW(s)   Female Sex Worker(s) 
FGD(s)   Focus Group Discussion(s) 
HIV   Human Immunodeficiency Virus 
IDU(s)   Intravenous drug user(s)  
IUD    Intra-uterine device 
Kaltim   Kalimantan Timur = East Kalimantan 
LARAS   Lembaga Advokasi dan Rehabilitasi Sosial 
MARP(s)  Most-at-risk Population(s) 
MOH   Ministry Of Health 
MSM   Men who have Sex with Men 
NAC   National Aids Commission 
NGO(s)   Non Governmental Organization(s) 
OC   Oral contraceptives 
PMTCT   Prevention Mother To Child Transmission 
STD(s)   Sexual transmitted diseases 
STI(s)   Sexually Transmitted Infection(s) 
UNAIDS  Joint United Nation Programme on HIV/AIDS 
USAID   United States Agency for International Development 
VCT   Voluntary Counselling and Testing 
WHO   World Health Organization 
 

Glossary - Indonesian words 
 
Bapak Father 
Bugis Bugis are people from one of the dominant ethnic and linguistic groups from 

South Sulawesi. 
Ibu Mother 
Jamu  Jamu are traditional medicines from different herbs and spices. Some jamu are 

sold in toko’s, warungs or supermarkets, others ‘are handmade’. 
Kondom   Condom 
Lokalisasi  Brothel complexes/villages 
Lontong   Compressed rice wrapped in banana leaves 
Mantri   Kind of nurse/assistant, mostly male 
Narkoba   Drugs 
Odol   Brand of toothpaste 
Perampuan tuna susila  Women lacking morals 

PSK   Pekerja Sex Komecial = FSW(s): Female Sex Worker(s) 
Sirih Soap This is a kind of soap to clean and maintain the health of the vagina. You can 

buy this in a bottle in the supermarkets. But people also sometimes boil sirih 
leaves and use the boiled water to clean up their genitals or drink this water to 
give their body stamina a boost.  

Toko   Shop 
Waria   Transgendered people/Transvestites 

Warung: A warung is a small Indonesian shop or restaurant. Like a warung nasi, is a 
warung who sells different kinds of rice meals. 

Warung jamu Sells different kinds of jamu. Jamu are traditional medicines from different 
herbs and spices. 
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Annex A: Profile of study populations 
 

 
 Table A1: 13 FSWs in Prakla 

* SD: Sekolah Dasar correspond with elementary school, SLTP: Setelah Pertama corresponds with junior high school and SLTA: 
Setelah Atas corresponds with senior high school. 
**Janessa says she is one year in Prakla, but often went back to her hometown for a few months. According to LARAS, she is in 
Prakla since 2006. Probably, Janessa counts only the time she stays in Prakla and therefore says one year. 
*** Etti is taking methamphetamine without injecting. 
 

FSW Age Hometown Religion Education 

Number of  

children Status 

Arrived in 

Prakla 

Use 

drugs 

Dewi 42 Java - SD* 2 
divorced and 

widow 2008 or 2009 No 

Arti 39 Java Muslim SD 1 widow 2009 No 

Janessa 35 Java Muslim SD, illiterate 3 widow 2006** No 

Mutiara 34 Java Muslim SD - divorced 2007 No 

Lastri 32 Java Muslim SD 1 widow 2008 No 

Fitri 30 Java Muslim 
Islamic school 
for 2-3 years 1 widow 2006 No 

Wellia 29 Java - SD 1 Single 2002  No 

Etti 28 Samarinda 
Muslim and 

Dayak SLTP 0 divorced 2008 Yes*** 

Suri 22 
West 

Sulawesi Muslim 1 month SD 1 Married 2006 up to 2007 - 

Reny 19 Bugis Muslim 
SLTP (not 
finished) 0 - 2008 No 

Ninah 18 Java Muslim SD 1 divorced 2008 No 

Jumilah 16 Java Muslim 
SLTP (not 
finished) 0 - 2007 No 

Adinda 15 Java Muslim 

SLTP up to 
second grade, 
but illiterate 0 Single 2008 No 
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Textbox 1: Introduction of 13 FSWs in Prakla

There are thirteen women that I would like to introduce more specifically. Twelve of them are still working as 
a FSW in Prakla; and one of them worked as a FSW (in Prakla) up to 2007. 
 
Adinda. Adinda is Muslim and 15 years old. She has been in Prakla for one year and she comes originally 

from Malang, East Java. She attended junior high school up to the second grade and is illiterate. She is not 
married yet.  

Jumilah is 16 years old and Muslim. She went to junior high school in Bali and was still in school when 
someone offered her a job in a restaurant in Kaltim. She came to Prakla when she was 13 years old.  

Lastri is 32 years old and comes from Malang, Java. She has been in Prakla since December 2008. Before, 
she worked in KM24, another lokalisasi situated 24 km from Bontang. She is Muslim, finished elementary 
school and has one son who is cared for by her mother in Java. Lastri is a widow and also lost her father 
when she was in the third grade. 

Janessa, 35 years old, is also a widow, she is Muslim and has three children one of whom passed away this 
year. Her mother is taking care of them in her hometown Blitar in East Java. Since 2006 she has been in 
Prakla, but often she goes home for about two months to her children and then she will come back to 
Prakla for about five months. She attended elementary school, but is illiterate.  

Etti, a divorcee, comes from Samarinda, Kaltim, is Muslim and also Dayak. She was born in 1981. She has 
been to junior high school and the first time she worked as a sex worker was because her adoption mother 
sold her to a male client.  

Wellia comes from Malang, East Java. In 2002 she worked one month as a sex worker in Surabaya and 
after that she came to Prakla. She has been in this business for seven years already, during which she 
returned to her hometown for one year. At the moment she is 29 years old, has a son of 11 years old who 
is in elementary school in Java. Wellia has also been to elementary school. She is not married yet. 

Mutiara is a divorcee of 34 years old. She is Muslim and comes from Semarang, Central Java. She finished 
elementary school. 

Dewi, 42 years old, originally from Banyuwangi in Java, has finished elementary school. She divorced her 
first husband. The last years she lived in Bali with her second husband, with whom she has two children, 
until he died in 2002 because of the bomb in Bali

1
. In 2005 she moved to Kalimantan. First she worked in 

two other lokalisasi in Kaltim and after that she worked in a massage salon in Bontang. She came to 
Prakla because the boss (pimp) of the massage salon was caught by the police for playing poker with 
money.  

Arti is 39 years old, Muslim and has one son of 20 years old. Her husband died when she was seven months 
pregnant. The sister of her deceased husband takes care of her son in Java. Arti has also three younger 
siblings who needed her care because their parents died when they were still young. She attended 
elementary school. When her husband died she started working as a sex worker in Surabaya and after 
that she worked in different lokalisasi in Sulawesi and Kaltim. Since two months she works in Prakla. 

Reny is 19 years old. She is not married yet but is planning to marry her boyfriend in 2010. Reny is Muslim 
and Bugis

2
 from South Sulawesi. At the moment her family is in Tarakan, Kaltim. Her educational 

background is junior high school.  When a friend offered her a job in a restaurant in Bontang, she decided 
to take it and since three months she is in Prakla.  

Ninah comes from Java, is Muslim, 18 years old and got married at the age of 13. When she was 16 her son 
was born. She divorced from her husband and since six months she works in Prakla. She only has been to 
elementary school. The sister of her ex husband takes care of her son in Java. At the moment she has a 
boyfriend. 

Fitri, 30 years old, got married at the age of 15. She has a son of 14 years old and attends Islamic school. 
Fitri also went to Islamic school from the age of 11 up to 14. She is Muslim and, according to Fitri, her 
family and new boyfriend are fanatic Muslims. When her husband died around 2005/2006, she got heavily 
into debt. When a friend offered her a job in Kaltim she ended up in Prakla. At the moment she has already 
paid all her debt. Within three months, when her boyfriend comes out of prison, she will stop working as a 
sex worker and they will marry in East Java, where they come from. 

Suri, is the last woman that I would like to introduce. She does not work in Prakla anymore. Suri married a 
client and stopped working as a sex worker. She is 22 years old and has one son. Suri originally comes 
from West Sulawesi and is Muslim. She attended elementary school for one month. The first time she 
came to Prakla was 15 March 2006 and she stopped working here in April 2007. 

 
1.1 ‘On October 12, 2002 a car bomb exploded outside the Sari nightclub in Bali, a popular tourist island in Indonesia. The attack was 

the worst terrorist incident in the history of Indonesia, with 202 civilians dead and more than 100 wounded’ (source: 
http://www.globalsecurity.org/security/ops/bali.htm). 
2. Bugis are people from one of the dominant ethnic and linguistic groups from South Sulawesi. 
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Table A2: 9 Clients of FSWs (all Muslim, between 30 & 40 years old; mostly not from a remote area) 

Client Sex with FSW in Prakla? Status Occupation 

Using condoms when 

having sex with FSW 

Client 1 Sometimes Single - Never 

Client 2 Frequently Single Oil/gas industry Seldom 

Client 3 Frequently Single Oil/gas industry Seldom 

Client 4 

Visit Prakla for a drink 

(friends go for sex) Married (wife = ex FSW) - Never 

Client 5 Sometimes - - Never 

Client 6 

Some years ago, now 

other lokalisasi Married + children - Always 

Client 7 

Some years ago, now 

other lokalisasi - - Never 

Client 8 Frequently Girlfriend Fisherman Always 

Client 9 Friends have sex in Prakla Married + 2 children 

Oil/gas industry and guide 

for colleagues (foreigners)  

to karaoke bars Never 

 

Table A3: 5 Pimps in Prakla 
Pimp Works as pimp in Prakla since 

Ibu S 7 years 
Bapak G 5 years 
Ibu R 2 years 
Ibu C 3 months, but owned other karaoke bar before 
Ibu E Ex pimp, lives 30 years in Prakla 

 
Table A4: FGD among 9 local women from Bontang (all housewives and married) 

Woman Age Children Education 

Ibu I 60 11 Elementary school 

Ibu E W 43 8 Elementary school 

Ibu N 40 2 Elementary school 

Ibu H 39 3 Elementary school 

Ibu N L 37 6 Elementary school 

Ibu E 33 2 + pregnant Elementary school 

Ibu A 31 3 Elementary school 

Ibu K 29 3 Elementary school 

Ibu M 26 3 Elementary school 

 

Table A5: FGD among 8 local men from Bontang 
Man Age Children Education Occupation Status 

Bapak S 67 - Elementary school Making stones Married 

Bapak H 39 2 Elementary school Making stones Married 

Bapak S 35 5 Elementary school Making stones Married 

Bapak Ar 30 3 Elementary school Making stones Married 

Bapak I 29 2 Elementary school Making stones Married 

Bapak R 20 0 Elementary school Mining Industry Unmarried 

Bapak A 20 - Elementary school Making stones Married 

Bapak M - - Elementary school Making stones Married 
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Annex B 

 

 

Figure 3: schematic overview factors influencing low condom use among FSWs 
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Annex C 

 
Textbox 2: Basic facts of antibiotics 

Basic facts of Antibiotics 

 

How they function  

Most common STIs are bacterial or viral. Antibiotics destroy bacteria, not viruses (as HIV) or funguses. 

Moreover, antibiotics are disease specific and will only work if it can kill, or stop growing, the micro-organism 

that causes the infection. Thus, for curing an infection it is important to use the right kind of antibiotic in the right 

doses and right duration. For example, when you have a gonorrhea infection you can take tetracycline in the 

following course of treatment: taking four times a day 500mg of tetracycline during five days. If this cure is not 

finished totally, the bacteria are not completely dead and the bacteria will increase again 

(Farmacotherapeutisch Kompas 2009; SWAB 2009). 

 

The antibiotics used in Prakla and their effect 

‘Normally’ the doctor in the Netherlands will prescribe antibiotics to treat infections and not to prevent 

infections. However, the FSWs in Prakla and their clients said to consume different kinds of antibiotics at the 

same time, i.e. amoxicillin, tetracycline and ampicilin to prevent diseases. These are broad-spectrum 

antibiotics, which mean they can destroy many different kinds of bacteria and can be used for different 

diseases. In the Netherlands, tetracycline, ampicilin and amoxicillin are rarely (not anymore) used against STIs, 

because they are ineffective or have negative side-effects. But in some cases, pregnant women could for 

example still be given amoxicillin to cure Chlamydia. In this case, the patient has to consume three times a day 

500 mg of amoxicillin during seven days. However, most FSWs in Prakla said to consume one or two different 

tablets (of 250 or 500 mg each) of antibiotics, before/after they are having sex. The FSWs receive one up to ten 

clients a week. This means some women consume antibiotics once a week, others every day but they said to 

consume maximum two pills of 500 mg a day and most of the times it will be even less. With this dose, the 

bacteria will not be killed and there is a realistic chance that the bacteria will mutate and become resistant to 

amoxicillin (Farmacotherapeutisch Kompas 2009; SWAB 2009).  

 

Possible negative effects of consuming antibiotics 

Resistance means that the specific antibiotic will no longer work and to cure the infection you will need another 

kind of antibiotic (Farmacotherapeutisch Kompas 2009; SWAB 2009). With as result, the amount of antibiotics 

that can still cure infections decreases. According to Hadi et al (2008), in Indonesia high resistance numbers 

have already been found among Indonesian people against (cheap) amoxicillin and tetracycline. When these 

resistance rates increase, it can have severe effects because new (expensive) antibiotics have to be found 

again to cure infections. Infections that were dangerous a long time ago, can become dangerous again. 

Furthermore, antibiotics may also have negative side-effects. Antibiotics will not only kill the ‘negative’ bacteria. 

Long term use of tetracycline can disturb the body flora what can lead to commensal infections i.e. irritation (as 

itch) surrounding the vagina and anus; disruptions in the stomach and intestines, irritations of the skin and 

mucous membrane and harm kidneys and liver (Knecht & Doornbos 1998). 
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Annex D: Supporting tables 

 

Tables Chapter 6 

 

Table D1: Transmission routes HIV brought up by 13 FSWs after asking ‘what do you know about HIV/AIDS?’* 

HIV can be transmitted by Number of FSWs Number of FSWs in % 

Sex 13 100% 

Sharing injection needles 7 53,8% 

Blood/wounds 7 53,8% 

Blood transfusion 2 15,4% 

Breastfeeding 2 15,4% 

Mosquito bite 3 23% 

Mouth/kissing 1 7,7% 

Sweat 1 7,7% 

Sitting next to each other 1 7,7% 

Using same plate 1 7,7% 

* Above the dotted line are correct transmission routes and below incorrect routes. 

 

Table D2: Answers of 14 FSWs on propositions regarding transmission HIV during FGD  

HIV can be transmitted by Yes  No No answer  

% good 

knowledge  

% wrong 

knowledge  % doubting  

Sexual intercourse 14 0 0 100 0 0 

Blood transfusion 14 0 0 100 0 0 

Needle (sharing/exchange) 10 2 2 71,4 14,3 14,3 

A male can transmit HIV to a female? 14 0 0 100 0 0 

Vagina and penis 13 0 1 92,9 0 7,1 

Penis and anus 13 1 0 93 7 0 

A female is much easier infected by HIV? 9 0 5 64,3 0 35,7 

A female can transmit HIV to a male? 6 1 7 43 7 50 

Penis and mouth 6 4 4 43 28,5 28,5 

Wound meets wound 4 10 0 28,6 71,4 0 

Kissing 3 11 0 78,6 21,4 0 

Sitting next to each other 2 11 1 68,6 14,3 7,1 

Clean someone’s vomit 2 11 1 68,6 14,3 7,1 

Eating from the same plate73 1 11 2 68,6 7,1 14,3 

Mosquito bites 0 14 0 100 0 0 

Sweat 0 14 0 100 0 0 

Shaking hands 0 14 0 100 0 0 

Washing someone’s underwear 0 14 0 100 0 0 

Eating from the same spoon or fork 0 14 0 100 0 0 

                                                 
73 Remarkable is that these women all answered ‘no’ on the proposition: ‘HIV can be transmitted by eating from the same spoon or 
fork’. However this is explainable because the questions were divided among different sheets. After each sheet we discussed the 
correct answers. The question regarding using the same plate was asked on sheet 1 and the question regarding using the same spoon or 
fork on sheet 5. So when they had to answer if HIV can be transmitted by using the same spoon or fork, they knew already it cannot 
be transmitted by using the same plate as someone with HIV/AIDS. 
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Table D3: Transmission routes HIV brought up by 9 clients after asking ‘what do you know about HIV/AIDS?’ 
HIV can be transmitted by Number of clients 

Sex 9 

Sharing injection needles 5 

Blood transfusion 1 

Blood/wounds 1 

 Shaving 1 

Body Saliva 1 

 Animals 1 

Using same plate/glass 1 

 Mosquito bite 1 doubts 

Tables Chapter 7 

Table D4: Prevention strategies used among 13 FSWs in Prakla 

Strategy Number of FSWs 

2 different antibiotic tablets regularly (once a week up to after/before every client) 11 

Check cleanliness client 9 

Washing genitals with toothpaste 7 

Washing genitals with sirih soap 7 

Jamu 6 

‘Always’ Condom 5 

Let client ejaculates outside vagina 1 

 

Table D5: Prevention strategies uses among nine clients of FSWs  

Strategy Number of clients 

Antibiotics 9 

Avoid sex when feeling weak 5 

Check cleanliness FSWs 5 

Jamu 4 

Always condoms 2 

Prefer sex with the same FSWs 2 

Sirih leaves 1 

Sports 1 

toothpaste 1 

Oral sex 1 

 

Table Chapter 8 

 

Table D6: Age, condom use, children and aware of job before entering Prakla 

FSW Age Condom use Children Knew job as FSW 

Fitri 30 ‘Always’ Yes No 

Reny 19 ‘Always’ No No 

Jumilah 16 ‘Always’ No No 

Etti 28 ‘Always’ No No 

Adinda 15 ‘Always’ No Yes 

Suri 22 Seldom Yes Yes 

Arti 39 Seldom Yes Yes 

Mutiara 34 Seldom No answer Yes 

Lastri 32 Seldom Yes Yes 

Wellia 29 Seldom Yes Yes 

Ninah 18 Seldom Yes Yes 

Dewi 42 Seldom Yes Yes 

Janessa 35 Seldom Yes No 



 91 

Annex E: Diary Outline FSWs (interviewed) 
 

Kenalkan, nama saya Sanne. Saya murid Universitas di Belanda dan saya belajar Medical  

Antropologi dan Sosiologi. Sekarang saya melakukan tugas akhir tentang kondom dan HIV/AIDS.  

Karena itu saya mau tahu tentang Anda dan hidup Anda. Boleh saya tanya beberapa hal?  

Kalau Anda tidak mau respon, tidak apa-apa. Diary ini rahasia, tidak akan ada nama.  

Saya bukan staff LARAS. Terima kasih banyak. 

(I am Sanne. I am an University student from Holland and study Medical Anthropology and Sociology. At the moment I 

am doing my final assignment about condoms and HIV/AIDS. I would like to know a little more about you and your life. 

Is it okay if I ask you some questions? If you do not want to reply, it is not a problem at all. This diary is secret; I will not 

use your name. I am not part of LARAS. Thank you very much.) 

 

1. Tanggal 

(Date) 

 

2. Tamu Baru O   Tamu tetap O  Pacar O  ……… O 

(1-2 kali)  (lebih dari 2 kali) 

(New client, 1-2 times) (Regular client, more than 2 times) (Boyfriend)  

 

3. Pakai kondom O  Tidak pakai kondom O 

(Using condom)  (Not using condom) 

 

4. Saya mau pakai kondomO Saya tidak mau pakai kondomO 

(I want to use a condom) (I do not want to use a condom) 

 

5. Apakah Anda minta tamu untuk pakai kondom?   

(Did you ask the client to use a condom?)  

5a.   YaO TidakO 

 (Yes) (No) 

5b.   Ya atau tidak karena 

 (Yes or no because) 

 

6. Bagaimana cara Anda supaya tamu mau pakai kondom? 

(How do you persuade the client to use a condom?) 

Apa yang Anda katakan? Apa yang Anda lakukan? 

(What do you say? What do you do?) 

 

7. Alasan untuk tidak pakai kondom? 

(Reason not to use a condom?) 

 

8. Menurut pengalaman Anda, apa kesulitan yang Anda dan tamu rasakan waktu pakai  

kondom? (Contoh: (tidak) menikmati, iritasi atau alergi, terlalu kering, bocor, terselip, lainnya?) 

(According to your experience, what do you think of using condoms? (For example: (not) nice, irritation, allergy, dry, 

leak, slip off, other?) 

 

9. Perasan Anda. 

Mungkin Anda bisa ceritakan perasaan Anda tentang penyakit menular seksual atau  

HIV/AIDS dan juga perasaan Anda tentang kondom? Apa yang Anda takutkan?  

Bagaimana kondom menurut Anda? Apa hal positif dan negatif dari kondom? Lebih baik 

pakai kondom atau tidak? Dan lain-lain 

(Your feelings. Maybe you can tell something about your feelings regarding STIs or HIV/AIDS and also regarding 

condoms? Where are you afraid of? What do you think about condoms? What are positive and negative things of 

condoms? Is it better to use a condom or not? Other?) 
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In addition to the above questions 1 up to 8, three FSWs (I not intended to interview) got an 
extensive diary:  
 

1. Menurut Anda, bagaimana resiko menjadi sakit? Apakah resiko ini besar?  

(In your opinion, how is the risk to become sick? Is it a big risk?) 

 

2. Apakah Anda takut terkena penyakit? Anda takut terkena penyakit yang mana  

(contoh : Infeksi Menular Seksual sepert Syphilis, HIV/AIDS, atau penyakit lainnya)?  

(Are you afraid of getting sick/getting a disease? Which diseases are you afraid of? (for example: STI like 

syphilis, HIV/AIDS or other diseases?) 

 

Mengapa iya/Mengapa tidak?  

(Why (not)?) 

 

3. Apa yang Anda lakukan untuk mencegah dari penyakit? Cara apa yang Anda pakai  

untuk mencegah terkena penyakit?  

(What do you do to prevent diseases? What kind of methods do you use to prevent diseases?) 

 

4. Apa yang Anda lakukan sebelum melakukan hubungan seksual? Apa yang Anda lakukan  

setelah melakukan hubungan seksual?  

(What do you do before / after sex?) 

 

4a. Minum obat?                         YaO TidakO    

(Take a medicine?)  (Yes) (No) 

Kalau ya, obat apa?  

(If yes, which medicine?) 

sebelum melakukan hubungan seksual atau setelah? 

(Before or after having sex?) 

 

 4b. Cuci?    YaO TidakO    

(Wash? / Clean up?)  (yes) (No) 

Kalau ya, cuci pakai apa? 

(If yes, what do you use to clean up?) 

sebelum melakukan hubungan seksual atau setelah? 

(Before or after having sex?) 

 

4c. Apa lagi yang Anda lakukan? (contoh: minum jamu, pijat perut, lompat-lompat atau….?)  

(What else do you do? (for example: take jamu, massage stomach, jump or…?) 

 

5. Cara apa yang Anda pakai untuk mencegah kehamilan?  

(How do you prevent pregnancy?) 

 

6. Apa yang Anda lakukan kalau Anda hamil?  

(What will you do if you become pregnant?) 

 

7. Apakah menurut Anda cara-cara itu cukup efektif untuk mencegah dari trekena penyakit  

dan kehamilan? 

(Do you think the methods you use are effective in preventing diseases and pregnancy?) 
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Annex F: Topic lists 

      
F1: Topic list FSW Interview 1 

 

Introduction 

* Introduce myself (student from Uva, social sciences) and research assistant/interpreter 

* Purpose of study 

* Expected duration of interview 

* Confidentiality (anonymity) / secret 

* Participation is voluntary (not have to answer if she not wants to, can withdraw at any moment) 

* Asking permission making notes & audio taping conversation  

* Are there questions? 

* Independent researcher not part of LARAS staff. 

* If it is ok/possible I/we would like to talk later again with you, at another time. 

* Maybe ask in the end with whom they prefer to talk, independent /LARAS interpreter 

 

General information 

* Sex:   * Marital status:  * Faith/religion: 

* Age:  * Place of origin:  * Education: 

 

Questions 

* I am interested in your story. You can say anything you want. I have a lot of time.  

* Start with open question, for example: What do you know about STI/HIV/AIDS? 

 

Knowledge HIV/AIDS 

* Can you tell me something about how STIs/HIV are transmitted?  

* Prevention methods? How can STIs/HIV/AIDS be prevented? How do people prevent STIs/HIV/AIDS? 

* Visible characteristics of persons with HIV/AIDS? (Differences between persons with HIV and with AIDS) 

* What do you think of STIs/HIV/AIDS? Afraid? Or?  

* Do you know if there is a cure for HIV/AIDS? Can HIV/AIDS be cured? How? What kind of cure? If  

   someone has HIV/AIDS were can they go to be cured/healed? (medicines, jamu, traditional healer…) 

* How do you know about HIV/AIDS? (sources) 

 

Knowledge ARVs 

* Do you know ARVs? What are ARVs? 

* When is a person eligible to get ARVs? (Only HIV+, AIDS, low CD4 count (guidelines: start treatment  

   when CD4 is below 200 http://www.avert.org/antiretroviral.htm)) 

* Knowledge about how to take ARVs (treatment adherence, nutrition, drug resistance, time schedule) 

* Side effects of ARVs 

* Are ARVs easy to take? Can you tell me what kind of rules there are if you are on ART? (adherence,  

   duration of ART, time schedule, nutrition, alcohol/drug use, condom use) 

* How do you know about ARVs (who provides information: LARAS, NGOs, television, media, hospital,  

   other)? 

* When someone is on ARV treatment, is it possible this person transmits the HIV virus to a non-infected  

   person? 

 

Access ARVs 

* How can one access ARVs? Do you know where you can get ARVs? Where do you have to go  

   for ARVs? 

* For free? Are ARVs gratis? Do you have to pay someone? Or transport? 

* Obstacles? Are there problems a person face when he/she needs ARVs? Pay someone, public transport  

   costs, far away? 

 

Condoms 

* Access? (where to get / easy to get) Always enough? 

* Attitudes community? / religion? / media? 
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F2: Topic list FSW Interview 2 (attitudes community) 

 

Attitudes community 

* What are attitudes (reactions/thoughts/what do they think) within the community regarding people  

   living with HIV/AIDS? 

* Are there people with HIV in Bontang? / How many people have HIV/AIDS (in Bontang)? 

* Do you know people living with HIV/AIDS? How do you see (think about) these persons? 

 

* Condom use in general community? 

    Accepted? Media? Religion? Are many Indonesians using condoms? 

* Attitudes community about condoms? What do people in Bontang, the community were you come from  

   think about condoms? Why are there condoms? Why should you use or not use them? 

* What is the attitude of religion about condoms? Are they against condoms? Are there religious  

   organisations that promote condom use or are promoting that condoms are really bad? 

 

* Attitudes community with regard to sex workers? Experiences?  

 

Attitudes friends/peers 

Condom use among friends/peers 

 * Do you know some friends who are using condoms? How often? (%?) 

 * Do you know why they are not using condoms? (reasons) 

 

* Do you think it is difficult to use condoms? / How should you use a condom? Do you think you/your  

   friends/peers are able to use condoms? (difficult to put on/ client doesn’t want to) 

   Why do you think this is? 

 

LARAS / other NGOs 

Contact wit LARAS 

 * Do you know a local organisation (LARAS) were you can go to? 

* What kind of activities do you know of them? Why can you go there, for what (information, condoms,  

   treatment, doctor etc)? 

 * Do you also make use of some activities? Which activities? VCT? 

 * How do you experience this? 

* Do you know other organisations were you can go to? For what kind of problems or information you can  

   go there? 

 

* Did you see advertisements/brochures/articles about HIV/AIDS, contraceptive methods or condom use?   

   What kind of advertisement? What did it say? Do you see many of these advertisements? Where?   

   (Koran (newspaper), TV, billboards, …) 

  

* Does the local government provide something? 

 

* Do you know a condom distribution program? 

 * Do you make use of this? (why (not)?) 

 * How do you experience this? 

  

* Do you have suggestions how they can improve their activities? 

* Do you maybe like a sport activity / religious activity /cook activity or...?? 

* If you are at the clinic with the doctor, do you like if there is someone from LARAS with you in the  

   room? 

 

Illness 

* What if you or a colleague becomes ill? Where do you go? What do you do to become healthy again?
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F3: Topic list FSW Interview 3 (STIs/HIV prevention among informants) 

 

Perceived risk 

 * What are the pros and cons of doing this kind of work? Can you explain this? 

* What are the advantages and disadvantages of being a PSK? 

* Are there risks of being a PSK?  

* What is the worst thing a person can happen, according to you? Where are you afraid of? (Social stigma  

   PSK/condom use, no money, not be able to go back to community/family, the risk of a HIV/STIs, or  

   something else?)   

* Do you think there is a chance that you will get a STI/HIV/AIDS? 

* How big is this chance do you think? 

* Are there maybe social risks? (for example: shame/reaction community) 

* Does the family know you’re doing this work? What if they know? How do they think about this? What  

   for effect has this on the relationship with your family? How does the community react if they know? 

* Economic risks?  

* For whom you’ve to take care? (children, brothers/sisters/parents, …) 

* What if you don’t do this job? Can you find other work?  

* Other kinds of risks? 

* How did you become a sex worker?  

* Why are you doing this work? 

* What if you get HIV/AIDS or a STI, where are you most afraid of? (reaction family, dying, other?) 

 

* Maybe I can give an example or case and ask her opinion about it... 

 

Protection 

* Do you protect yourself against diseases?  

* Against which diseases? How? 

* Partner selection? (looks healthy/clean? Steady partner vs ‘client’ etc.) 

* Using antibiotics? When (to prevent illness or as cure if you are ill)? How often? Were do you buy  

   them? Do you need a prescription from the doctor? 

* What are the positive and negative effects/things of antibiotics? (side effects, disease prevention,  

            resistance, …) 

* From whom you know/heard that antibiotics are good to prevent STIs/HIV/AIDS? 

* Do you really think it can prevent STIs/HIV? 

* Washing? (soap, toothpaste, other?) 

* Other prevention strategies? 

* Do you know when a person is sick (has a STI/HIV infection)? How? 

 

* Are you afraid of becoming pregnant? How do you prevent pregnancy? What if you become  

   pregnant? Are you keeping the child? Or want an abortion (where: clinic, traditional healer, ...)?Are    

   you going to stop working (as a FSW) when you become pregnant? Where does the child go? 

 

Condoms 

* What do you think of condoms? Why? 

* Access to condoms? Is it easy to get them? Were? For free? Which brand/kind/type/sort? Safe? 

* Using condoms with clients? When do you (not)? How often? (%?) 

* Do you want to use condoms with clients? Every client? (Why not?) 

* Do you think you should use condoms to protect yourself? Why (not)? 

* Does the client withdraw before he ejaculates, or does he ejaculates when he is still in your vagina? 

* Do you negotiate about condoms? How? (why not?) When? (before entering room / inside  

   room) 

* How do you ask the client to use a condom? (for example: do you want to use condom/let’s use  

   a condom/I want to use condom/...) 

* Do you think you are able to use condoms? With every client? (Why not?) 

* Attitude of clients about condoms (pleasure, money, …)? 

* Do you think the client will go to another woman if you want to use condoms and he doesn’t?   

* Did you experience that your client goes to another woman because he doesn’t want to use condom? 
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* Are you afraid of the reaction of the pimp if you let the client go because he doesn’t want to use  

   condom? What is the reaction of the pimp if you let the client walk away? 

* Advantages/disadvantages of using condoms? 

* What are the risks of using condoms and not using condoms? 

* Which kinds of condoms are being used? Which brands? (Sutra, Durex, ...) What is the quality? Are there  

   good and bad condoms? How do you know? Did you try different kinds? 

* Female condom... 

* What is the relationship between Muslim religion and condom use? The position of men versus women? 

 

Clients 

* Can you describe how you/peers attract the client to come to you/her? Are the clients coming to  

       you or are you going to a client?  

* Are there different types of clients? Can you describe this? 

* Do you have different types of clients? (steady, regular, irregular, different) 

* Are there clients with whom you don’t want to have a sexual transaction? (Why not?) 

* Are you able to say no to these clients? 

* What kind of sex do clients prefer (anal, vaginal, oral, ...)? Most common sexual request? 

* Do you accept everything a client wants? Can you say no when you do not want something? 

* Are clients aggressive?  

* How many clients do you have in one week/night? 

* How are the clients divided between the girls? Is there competition?  

* How is the relationship with the other girls in Prakla? 

 

Drugs and alcohol use 

* Do clients use drugs / alcohol? What kind of alcohol / drugs? 

* What for influence has this on their sexual behaviour, as condom use?  

* Do you use drugs / alcohol? What kind of alcohol/drugs? 

 

Background sex worker (maybe asking at the end) 

* Background sex worker (Where from? Education? Family?) 

* How long are you doing this kind of job? 

* Will you go back to your community? 

 * Can you stop with this work if you want? (Why not?) 

 * Do you want to go back to your family/community? Is this possible? 

 

* What if a PSK becomes HIV positive? What happens then? Does she stop working? Do you want to stop  

   working? Where do you go? How will you get an income? Reaction family/community? 

 

Future 

 * What if you have no clients anymore? 

 * What if you become too old for this work? Do you think about that? 

 * Do you want another job? What kind of job? 

  

* Do you know about the trainings that LARAS gives sometimes? (cooking, beauty, massage, sewing  

   etc) 

* Do you want to learn other skills? 

* Do you would like to find another job and stop working with this job? 

* Did you join a training / course of LARAS? Experience? 
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F4: Topic list Interview male clients Prakla 

 

Introduction 

“See F1” 

 

General information 

* Sex:   * Marital status:  * Faith/religion: 

* Age:  * Place of origin:  * Education: 

* I am interested in your story. You can say anything you want.  

* Start with open question, for example: What do you know about HIV/AIDS? 

 

Knowledge HIV/AIDS 

* Can you tell me something about how HIV is transmitted? 

* Prevention methods? How can HIV/AIDS be prevented? How do people prevent HIV/AIDS? 

* Visible characteristics of persons with HIV/AIDS (differences persons HIV+ and persons with AIDS) 

* Can HIV/AIDS be cured? How? What kind of cure? If someone has HIV/AIDS were can they go to be 

cured/healed?  

* Do you think you are at risk of HIV/AIDS? How big is the chance that you get HIV/AIDS? Are there persons   

with HIV in Bontang/Prakla? 

* How do you know about these subjects? 

 

Knowledge ARVs + access 

* Do you know ARVs? What are ARVs? 

* When is a person eligible to get ARVs?  

* Side effects of ARVs 

* How do you know about ARVS (source: LARAS, NGOs, television, media, hospital other…)? 

* When someone is on ARV treatment, is it possible this person transmits the HIV virus to a non-infected 

person? 

* How can one access ARVs? Do you know where you can get ARVs? Are ARVs for free?  

 

Attitudes community + perceived risk 

* Are there (many) people with HIV/AIDS? Are there people with HIV/AIDS in Bontang? How many? 

* Do you know people living with HIV/AIDS? How do you see (think about) these persons? 

* Attitudes (reactions/thoughts) within the community regarding people living with HIV/AIDS? 

* Do you think there is a chance that you will get a STI/HIV/AIDS? How big is this chance do you think? 

* Are you afraid of getting a disease when you go to Prakla? What do you think of HIV/AIDS? 

* Do you protect yourself against diseases? Against which diseases? How? 

* Partner selection? (looks healthy/clean? Steady partner vs ‘client’ etc.) 

* Using antibiotics? When (to prevent illness or as cure)? Where buy them? Need a  

   prescription from the doctor? 

* Washing? (soap, toothpaste, other) 

* Other prevention strategies? 

* Do you know when a person is sick (has a STI/HIV infection)? How? 

* What if you become HIV positive? What happens then?  

* What if you become ill?  Where do you go? What do you do to become healthy again? 

* Are you afraid that the woman in Prakla becomes pregnant of them? How to prevent? What if they   

   become pregnant?  

 

Condom Use 

* Attitudes community about condoms? What do people in Bontang, the community were you come from 

think  about condoms? Why are there condoms? Why should you use or not use them? 

* What is the attitude of religion about condoms? Are they against condoms? Are there religious 

organisations that  promote condom use or that condoms are really bad? 

 

* Attitudes community with regard to sex workers? Experiences?  

 

Attitudes friends/peers about condoms 

 * Do you know some friends who are using condoms? 
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 * Do you know why they are not using condoms? (reasons) 

* Do you think it is difficult to use condoms? / How should you use a condom? Do you think you/your 

friends/peers  are able to use condoms? (difficult to put on or...) Why do you think this is? 

 

* What do you think of condoms? Why? 

* Are you using condoms when you go to Prakla? When do you (not)? 

 * Do you want to use condoms? Every time? (Why not?) 

* Do you think you should use condoms to protect yourself? Why (not)? (other prevention strategies?)  

* Access to condoms? Easy to get them? Where? For free? Which brand/kind/type/sort? Safe? Expensive? 

* Women in Prakla ask to use condoms? Always? They have condoms or do you (have to) bring them? 

* Attitude of clients about condoms (pleasure, money, …)? 

* Are you going to another woman if the woman you are with wants to use condom? 

* When do FSWs ask to use condom? Before entering the room or when you are already in the room?   

* Advantages/disadvantages of using condoms? 

* What are the risks of using condoms and not using condoms? 

*Which kinds of condoms are being used? Which brands? (Sutra, Durex, ...) What is the quality? Are there 

good and bad condoms? How do you know? Did you try different kinds? 

* Female condom... 

 

Women in Prakla 

* Do you prefer every time another woman when you are in Prakla or do you want to go to the same 

woman. Do you have different women were you go to for sexual interactions? (steady partner, regular, 

irregular, different). 

* Do you also have a girlfriend (pacar) in Prakla?  If yes, do you also go to other women. Do you think your  

   girlfriend knows this? 

* Are there women with whom you do not want to have a sexual transaction? Why not? 

            (*Maybe I can give an example or case and ask his opinion about it) 

* How often do you go to Prakla? 

 

Drugs and alcohol use 

* Do the women use drugs / alcohol? What kind of alcohol / drugs? 

* What for influence has this on their sexual behaviour, as condom use?  

* Do you use drugs / alcohol? What kind of alcohol/drugs? 

 

LARAS / other NGOs 

Contact wit LARAS 

 * Do you know a local organisation (LARAS) were you can go to? 

* What kind of activities do you know of them? Can you go there? For what (information, condoms, 

doctor)? 

 * Do you also make use of some activities? Which activities? How do you experience this? 

* Do you know other organisations were you can go to? For what kind of problems or information you can 

go there? 

 

* Did you see advertisements/brochures/articles about HIV/AIDS, contraceptive methods or condom use? 

What did it  say? Do you see a lot of these advertisements? Where? (Koran=newspaper, TV, billboards,..) 

  

* Do you have suggestions how they can improve their activities? 

 * Do you want to make use of some activities? 

* Do you want more information about for example about HIV/AIDS/STI? 

* Does the local government provide something? 
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F5: Topic list Interview pimp (Bapak / Ibu) 

 

Introduction 

“See F1” 

 

General information 

“See F4” 

 

Knowledge HIV/AIDS 

“See F4” 

 

Knowledge ARVs + access 

“See F4” 

 

Girls 

* What do the girls know about STI/HIV/AIDS? 

 * Do you talk with the girls about diseases? What do you say? Are they listening? 

* Do you think that the girls are afraid to become sick? Is there a big chance that they    

   become sick? 

* How do the girls prevent themselves against diseases? (pray, jamu, condom, antibiotics, Odol, jump, etc) 

Where do they buy it? 

* Do you think the girls want to use condoms? Do they like to use condoms? Why (not)? 

* Is it possible to use condoms? Why not? 

* Do the clients want to use condoms? 

 

* Condom use in general community? Accepted? Media? Religion? Are many Indonesians using condoms? 

* Attitudes community about condoms?  

* What is the attitude of religion about condoms? Are they against condoms? Are there religious 

organisations that promote condom use or that condoms are really bad? 

 

Illness 

* What if a girl becomes ill? Where do they go? What do they do to become healthy again?  

* Are they afraid of becoming pregnant? How prevent pregnancy? What if they become pregnant? Are they 

keeping the child? Or do they want an abortion (where: clinic, traditional healer, other)? Will they stop 

working when they become pregnant? Where does the child go? 

* What if a PSK becomes HIV positive? What happens then? Does she stop working? Wants to stop 

working? Were does she go? How does she get an income? 

 

LARAS / other NGOs 

“See F4” 

 

Drugs and alcohol use 

“See F4” 
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F6: Topic list Interview VCT Counsellor 

 

Introduction 

“See F1” 

 

General information 

“See F4” 

 

Questions 

* I am interested in how the VCT works. Maybe you can tell me how it works when someone wants to do a  

   VCT? What happens from when they come into the room until they leave the room? What do you say/do? 

* After they leave the clinic, what happens then? Get counselling or? 

* What if they are tested HIV positive? What if they are tested HIV negative? 

 

Clients 

* What kind of clients come to the VCT? Background? (FSW, clients FSW, local men/women, …).  

 * Do the clients say why they want to test themselves on HIV? 

 * How many clients are there (every week)? 

* How many different clients are there? Are the clients who come regularly to the VCT? How many clients  

   come regular? How often (every 2, 3, 6 months or …)? 

 * How do the clients know about the VCT? 

 * Is the VCT for free? 

 

Information about HIV/AIDS 

* What do you tell the clients? About HIV/AIDS? Do you also talk about other diseases? 

* Do you tell how HIV is transmitted? And STIs or other diseases? What do you say? 

   (What about transmission of HIV by mosquito bites?) 

* Do you tell how they can prevent HIV/AIDS? Other STIs? What do you say? 

* Do you talk about ARVs to the patient? Or other medicines? What do you say about it? 

* Do you talk about antibiotics? 

* Do you talk about jamu or toothpaste? 

 

Knowledge patients 

* Do you ask the clients what they know about STIs/HIV/AIDS? 

* What do the clients know about HIV/AIDS? 

* Do the clients tell you how they prevent themselves of becoming sick? 

* Do the clients know ARVs? 

* Do the clients think there are medicines to prevent or cure HIV/AIDS? 

* Do the clients think there is a great risk of getting a disease? Why (not)? 

* What if they become ill? Where do they go? What do they do to become healthy again? 

 

ARVs 

* What do you know about ARVs? 

* When is a person eligible to get ARVs?  

* Knowledge about how to take ARVs (treatment adherence, duration of ART, time schedule, nutrition,  

   alcohol/drug use, condom use) 

* Side effects of ARVs 

* When someone is on ARV treatment, is it possible this person transmits the HIV virus to a non-infected  

    person? 

 

Access ARVs 

* How can one access ARVs? Do you know where you can get ARVs?  

* Are ARVs for free? Do you have to pay someone? Or transport? 

* Obstacles? Are there problems a person face when he/she needs ARVs? (Pay someone, public transport  

   costs, far away?) 

 

Attitudes community 
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* What are attitudes (reactions/thoughts/what do they think) within the community regarding people   

   living with HIV/AIDS? 

* Do you think many people have HIV/AIDS? How many in Kaltim? In Bontang? 

* Do you know people living with HIV/AIDS? How do you see (think about) these persons? 

 

* Attitudes community with regard to sex workers? Experiences?  

* Attitudes clients regarding sex workers? 

 

LARAS / other NGOs 

Contact wit LARAS 

 * Do you know a local organisation (LARAS)? 

* What kind of activities do you know of them? Why can you go there, for what (information, condoms,  

   treatment, doctor)?  

* How do you experience this? Do you have suggestions how they can improve their activities? 

 

* Do you know other organisations where people can go to for information (or condoms) about   

   STIs/HIV/AIDS or human rights / protection of women etc? For what kind of problems or information   

   you can go there? 

* Does the local government provide something? 

* Suggestions about what should be done in Bontang to protect women/men against STIs/HIV/AIDS? 

 

Attitudes Condoms  

* Attitudes community about condoms? What do people in Bontang, the community where you come  

   from think about condoms? Why are there condoms? Why should you use or not use them? 

* What is the attitude of religion about condoms? Against condoms? Are there religious organisations  

   that promote condom use or that condoms are really bad? 

* What is the relationship between Muslim religion and condom use? The position of men versus women? 

* Are many Indonesians using condoms? 

* Do you know why they are not using condoms? (reasons) 

 

* Condom use among sex workers? Do you think they are using condoms? 

* Do you know why they are not using condoms? (reasons) 

 

* Do you think it is difficult to use condoms? / How should you use a condom? Do you think you/your  

   friends/peers/the community are able to use condoms? (difficult to use/knowledge, partner does not  

   want to, ...) 

* What do you think of condoms? Why? 

* Advantages/disadvantages of using condoms? 

* Access to condoms? Is it easy to get them? Where? For free? Which brand/kind/type/sort? Safe? 

* Which kinds of condoms are being used? Which brands? (Sutra, Durex, …) What is the quality? Are there  

   good and bad condoms? How do you know?  

* Female condom... 

 

Drugs and alcohol use 

* Do clients use drugs / alcohol? What kind of alcohol / drugs? 
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F7: FGD Local community & FSWs 

 

Introduction & General information (introduce themselves if they want) 

“See F1” 

 

Knowledge STIs/HIV/AIDS, ARVs 

 * What is a STI, HIV/AIDS? 

* Transmission routes (Discussion points): 

-HIV can be transmitted by: 

mosquito bites; kissing.; sexual intercourse; blood (transfusion); needle (sharing); using the same 

plate; sitting next to each other; cleaning some ones vomit; sweat; shaking hands; washing 

someones underwear; eating of the same spoon/fork etc..; anal sex; oral sex; vaginal sex; wound 

to wound (blood on blood) contact. 

  -A female can transmit HIV to a man?/ A man can transmit HIV to a woman?  

-Other transmission routes? 

* Symptoms of STIs/HIV/AIDS? 

* Prevention methods (Discussion points): 

  -HIV can be prevented by: 

jamu; soap/ Odol toothpaste; antibiotics before/after sexual intercourse.  

  -You can always see when a person has HIV / You always know if a person has HIV. 

  -HIV is the same as AIDS / HIV is different from AIDS. (What is the difference?) 

* Other methods to prevent HIV/AIDS? 

* HIV/AIDS can be cured. Yes or no? How? 

* What do you know about ARVs? Access? 

 

Attitudes/ideas/risk perception regarding STIs/HIV/AIDS 

* What do you think about persons with HIV/AIDS? 

* What is the attitude of people in the community about persons who have STI/HIV/AIDS? 

  Discussion points: 

-When you get a STI/HIV it is your own fault./ you are stupid. 

  -I am afraid to get a STI/HIV/AIDS. 

  -I prevent myself to get a STI/HIV/AIDS. Yes or no? I prevent myself to get a STI (/HIV) by … 

 

Attitude of the community regarding condoms 

-Condoms are accepted in the community / by religion 

-There are religious organizations who promote condom use / promote that condoms are really bad. 

-Condoms are important/good to prevent STI/HIV/AIDS or/and pregnancy. 

-Condoms are bad/good because……………(reasons). 

-The positive/negative things of condoms are… 

-My partner does (not) like to use condoms because……..(reasons). 

-Condoms are meant for everyone. Everyone is able to use condoms. 

-Condoms are not for partners but only for sex workers and their clients. 

-I use condoms to prevent pregnancy / I use condoms to prevent STI/HIV/AIDS… 

-I use condoms with my partner / I always use condoms with my partner… 

-I would like to use condoms. 

 

Attitude community regarding FSWs / What do people think about FSWs? 

-FSWs are good/not good because…... 

-FSWs are good because there are men without partners who need them. 

-FSWs are not good because there are a lot of married men who go to them. 

 

Some extra ‘questions’ for FSWs: 

-It is hard to use condoms / condoms are difficult, do not know how they work… 

-I always ask the client to use condoms… 

-I am afraid of the reaction of the pimp if I let the client go because he does not want to use condoms… 

-I am afraid the client will go away/walk away when I ask/push him to use condoms… 

-The client will walk away of I ask him to use condoms… 

-I am afraid to ask the client to use condoms… (because of his negative reaction for example). 
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Summary 

  

Since 2005, the local NGO LARAS established in cooperation with the Dutch NGO Mainline a 

condom distribution program for female sex workers in Bontang. However, condom use among 

these women is still low. To stop STI levels, including HIV, from increasing it is important to 

identify which factors influence low condom use. The main question of this research is: Which 

factors influence low condom use among female sex workers in the sex village Prakla in Bontang, 

Indonesia.  

  The fieldwork for this qualitative evaluation study took place during three months, from 

April to July 2009, in Bontang. Data was collected through participant observation, in-depth 

interviews, focus group discussions, informal interviews, diaries, life stories and analysis of 

existing sources. The study population consists of female sex workers, clients of sex workers, 

pimps, local men and women from Bontang, employees of LARAS and a VCT counsellor. The 

concepts of behaviour change, risk, gender and power, and structure and agency have been used 

to analyze low condom use. 

   The conclusion of this study is that several factors influence low condom use among the 

sex workers. Islamic negative associations, which link condoms to free sex, result in low condom 

use. The socio-demographic status, (Islamic ideas in the) media, lack of knowledge among the 

outreach workers and unclear information in brochures leads to lack of / incorrect knowledge. 

Lack of / incorrect knowledge about transmission and prevention of STIs and HIV leads to the 

use of inadequate and harmful prevention methods, i.e. washing the genitals with sirih soap and / 

or toothpaste, consuming jamu and high antibiotic use. In addition, existing unequal gender 

relations, unequal power relations and the economic risk make it for the sex workers very difficult 

or even impossible to force their clients to use condoms. For these women the economic risk 

when clients go to another FSW because they force them to use condoms weighs heavier than the 

risk of (incurable) disease when they do not use condoms. This study shows however, that some 

women do have agency. For these female sex workers social risk, i.e. contracting a disease and 

not be able to build a nice future close to family / friends, weighs higher which lead them to use 

condoms with their customers.  

  LARAS has a positive effect on the condom use among sex workers. To increase condom 

use further, the effect of incorrect knowledge, other inefficient prevention strategies used, the 

male customers, the existing unequal gender and power relationships, and different types of risks 

that sex workers have should be taken into account.  
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Samenvatting 

 

Sinds 2005 heeft de lokale NGO LARAS in samenwerking met de Nederlandse NGO Mainline 

een condoomdistributie programma opgezet voor vrouwelijke seks werkers in Bontang. Het 

condoomgebruik onder deze vrouwen is echter nog steeds laag. Om stijging van het aantal 

SOA’s, waaronder HIV, te voorkomen is het belangrijk te achterhalen welke factoren laag 

condoomgebruik beïnvloeden. De onderzoeksvraag luidt: Welke factoren beïnvloeden laag 

condoomgebruik onder de vrouwelijke seks werkers in de seks village Prakla in Bontang, 

Indonesië.  

 Het veldwerk voor deze kwalitatieve, evaluatie studie vond gedurende drie maanden, van 

april tot juli 2009, plaats in Bontang. Data zijn verzameld door middel van participerende 

observatie, diepte-interviews, focus groep discussies, informele gesprekken, dagboeken, 

levensverhalen en analyse van bestaande bronnen. De studiepopulatie bestaat uit vrouwelijke seks 

werkers, klanten van seks werkers, pooiers, lokale mannen en vrouwen uit Bontang, medewerkers 

van LARAS en een VCT counsellor. Inzichten van concepten als behaviour change, risk, gender 

and power, and structure and agency zijn gebruikt om het lage condoomgebruik te analyseren. 

 De conclusie van deze studie luidt dat verschillende factoren van invloed zijn op laag 

condoomgebruik onder de seks werkers. Islamitische negatieve associaties die condooms linken 

aan vrije seks zorgen dat condooms weinig gebruikt worden. De sociaaldemografische status, 

(Islamitische ideeën in de) media, gebrek aan kennis onder de outreach werkers en onduidelijke 

informatie in brochures leidt tot gebrek aan/onjuiste kennis. Gebrek aan goede/onjuiste kennis 

met betrekking tot transmissie en preventie van SOA’s en HIV leidt tot het gebruik van 

ontoereikende en schadelijke preventiemethoden als het wassen van de genitaliën met sirih zeep 

en/of tandpasta, consumeren van jamu en hoog antibioticagebruik. Daarnaast maken de bestaande 

ongelijke gender-verhoudingen, ongelijke machtsrelaties en het economische risico het voor veel 

seks werkers zeer moeilijk dan wel onmogelijk om hun klanten te dwingen condooms te 

gebruiken. Voor deze vrouwen is het economische risico, wanneer zij klanten tot het gebruik van 

condooms dwingt en deze er vandoor gaan, groter dan het risico op (ongeneeslijke) ziekten 

wanneer zij geen condooms gebruiken. Deze studie laat echter zien dat sommige vrouwen wel 

agency hebben. Voor deze vrouwelijke seks werkers weegt het sociale risico, als het krijgen van 

ziekten en daardoor geen toekomst kunnen bouwen nabij familie/vrienden, het zwaarst. Hierdoor 

zijn ze wel in staat condooms te gebruiken met hun klanten. 

 LARAS heeft een positieve invloed op het condoomgebruik van de seks werkers. Om 

condoomgebruik verder te verhogen moet rekening gehouden worden met de invloed van onjuiste 

kennis, andere gebruikte inefficiënte preventiestrategieën, de mannelijke klanten, de bestaande 

ongelijke gender- en machtsverhoudingen, en de verschillende soorten risico’s die de seks 

werkers hebben. 




