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Abstract

As a part of a larger qualitative study to understand HIV-risk factors and impacts on people

living with HIV (PLHIV) (52 women and 40 men) in Belu and Yogyakarta, Indonesia, this

paper reports the influences of cultural practices and religious beliefs on sexual relationships

and behaviours of participants as contributors for HIV transmission. This study was con-

ducted from June to December 2020. Data collection was conducted using one-one-one in-

depth interviews. Participants were recruited using the snowball sampling technique. Data

analysis was guided by a qualitative data analysis framework. The findings showed that cul-

tural practices in Belu related to the use of bride wealth, managing spousal disputes, mar-

riage, and condom use, influenced spousal relationships and sexual behaviours or practices

which contributed to HIV transmission. Javanese cultural practices and expectation of an

‘ideal wife’, Islamic religious beliefs about expected husband-wife relationships, forbidden

premarital sex, and the participants’ individual interpretation of their religious beliefs about

condom use spousal sexual relations, also influenced spousal sexual relations and behav-

iours, which supported HIV transmission among the participants. The findings indicate the

need for HIV education programs that address cultural practices and religious beliefs for

community members and population groups to enhance their understanding about HIV, con-

dom use, and how cultural practices and religious beliefs play a role in HIV transmission.

The findings also indicate the need for involvement of religious leaders in HIV education pro-

grams to bring insights to people and help them interpret their religious beliefs in health pro-

moting ways. Future studies that explore different aspects of culture and religion which may

contribute to HIV transmission are recommended.

Introduction

The 2020 UNAIDS report [1] showed a global estimation of 38 million people living with HIV

(PLHIV) and 1.7 million newly diagnoses in 2019. The same report showed a reduction in new
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HIV infections of 12% and 29% less AIDS-related deaths during the period from 2010 to 2019,

both of which are associated with the coverage expansion and effectiveness of antiretroviral

therapy [1]. However, the UNAIDS report also showed that HIV infection in the context of

Indonesia increased by 25.5% during the period from 2010 to 2018, with an estimated 510,000

cases in 2010 to 640,000 in 2018 [2]. Behavioural factors such as unprotected sexual intercourse

and injecting drug use (IDU) have been reported as the main routes of HIV transmission in

the country [3].

Globally, behavioural factors such as frequent engagement in unprotected sex or sex with-

out condoms with multiple partners [4–8] and IDU involving needle sharing [9, 10] have been

well-documented as the main contributors for HIV transmission. Low level of education, lack

of knowledge of the means of HIV transmission and prevention, unavailability of condoms in

the moment of need [11–14] and lack of clean needles or syringes [9] are reported as the sup-

porting factors for people’s engagement in such high-risk behaviours. Poor economic or finan-

cial conditions is another contributor for HIV transmission as it is reported to often lead to

people’s involvement in transactional sex or sex with multiple partners in exchange for money

and the experience of sexual coercion which often occurs without protection or condom use

due to refusal by sex clients or partners [15–17]. Social environmental factors such as availabil-

ity and ease of accessibility of brothels and peer social influence on casual sex practices and

poor condom use have also been as attributable to HIV transmission within population groups

or communities [13, 18–22]. A study in Cambodia also reported an increase in HIV transmis-

sion within couples due to cultural practices where a woman or wife has a duty to sexually

serve her husband and is expected to accept her husband’s promiscuity [23]. This is tied in

with cultural practices where men or husbands are perceived to be entitled to sex and accepted

to have multiple sex partners, while women are expected to remain faithful, fulfil their duty

and submit to their husbands [24–26].

Although many studies globally have explored HIV-risk factors among different population

groups, the majority have focused on individual, structural and socioeconomic-related factors

[27–30]. Similarly, studies on HIV-risk factors in the context of Indonesia have mainly covered

individual level factors (e.g., knowledge of HIV, sexual behaviours, condom use, IDU, environ-

mental and socioeconomic factors (e.g., peer influence on risky behaviours, surrounding envi-

ronment and poor economic condition that facilitate people’s engagement risky behaviours)

[8, 13, 31–33]. Evidence of cultural and religious factors that contribute to HIV transmission is

still limited, despite 87.18% and 9.87% of the Indonesian population following Islam and

Christianity respectively [34]. This paper fills this gap and enriches the existing knowledge of

cultural and religious-related determinants of HIV transmission by presenting an analysis of

the influence of cultural practices and religious beliefs on sexual relations, condom use prac-

tices and sexual behaviours of women and men living with HIV in Belu and Yogyakarta, Indo-

nesia. Indonesia is a country where most people actively follow religion, and hold firmly

beliefs and values that are influenced by religious and cultural norms. These have a significant

influence on daily life, attitudes, behaviours and relationships [35, 36], so understanding reli-

gious and cultural factors is critical for the development of HIV programs and interventions.

This understanding can improve knowledge, health promoting attitudes and behaviours of

PLHIV and general community members in the study settings and other settings in Indonesia

and globally.

Theoretical framework

The logical model for behavioural and environmental factors diagnosis was used to conceptu-

alise and discuss the findings of the current study [37]. This model suggests that
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socioenvironmental factors, including social influences, cultural norms, values and practice,

determine or contribute to health problem among people within population groups and com-

munities [37, 38]. These aspects determine health problem through their influence on people’s

behaviours, such as sexual behaviours and condom use practices. Therefore, health behaviour

interpretations should also be based on people’s perceptions on behaviours and the influence

of socioenvironmental factors that nurture these behaviours [37]. This model also suggests

that personal factors can also influence people’s sexual behaviours and condom use practices,

which are supporting HIV transmission among them [39].

Methods

The report of the methods section was guided by consolidated criteria for reporting qualitative

studies (COREQ) checklist (S1 Checklist) (40). The checklist contains 32 items that need to be

covered to support the explicit and comprehensive reporting of qualitative studies [40].

Study setting

This study was conducted in Belu and Yogyakarta from June to December 2019. Belu is a part

of East Nusa Tenggara (Nusa Tenggara Timor) province, located in the Eastern part of Indo-

nesia, and shares a border with East Timor. Belu district consists of 12 sub-districts and has a

total population of 204,541 people including 100,922 male and 103,619 female [41]. The major-

ity of people in Belu are from several tribes, including Tetun, Marae, Kemak, Atoni dan Rote.

There are several local languages, in addition to Bahasa (the Indonesian national language),

spoken by people in Belu, such as Tetun, Bunaq, Kemak dan Dawan [41]. In terms of health-

care facilities, Belu has a public hospital, and two private hospitals, 17 community health cen-

tres, 21 sub-community health centres, 48 village maternity posts, 23 village health posts and 5

private clinics [41]. It only has one HIV clinic providing HIV treatment or antiretroviral ther-

apy (ART) for HIV positive patients. Yogyakarta city is part of the Special Region of Yogya-

karta province. This city has a total population of 636,660 people and consists of 14 sub-

districts with the coverage area of 32.50 km2 [42]. The populations in Yogyakarta are from dif-

ferent ethnic groups, such as Java (the majority), Sunda, Melayu, Thionghoa, Batak, Mingka-

bau, Bali, Madura, Banjar, Bugis, Betawi and Banten [42]. Javanese, in addition to Bahasa, is

the language widely spoken in Yogyakarta [43]. In terms of healthcare facilities, it has two gov-

ernment hospitals, 18 private hospitals, 18 public health centres and nine sub-public health

centres [44]. Of these healthcare facilities, four hospitals and 10 community health centres pro-

vide HIV care services for HIV positive patients [3, 45].

There is no significant differences in the number of HIV cases in the two settings, with Belu

reporting 1,200 HIV cases and Yogyakarta reporting 1,353 cases [46, 47]. Previous studies

have reported several factors that have contributed to HIV transmission across both settings

[8, 13, 14, 18, 48], but aspects of culture and religion have not been explored before. Belu and

Yogyakarta are different in regards to religion perspectives with Belu being a traditionally

Christian area where the majority of people hold Timorese culture, while Yogyakarta munici-

pality is a traditionally Muslim area with the majority of people holding Javanese culture. The

differences in religion or religious beliefs and cultural practices about sex, condom use, spousal

(sexual) relationships, the position of a wife in a marriage, etc, were part of the reasons for the

choice for these two study settings. The choice to include these two settings in this study pro-

vided opportunities for the researchers to explore and understand whether or not and how

these aspects played a role in the transmission of HIV among the participants. To best of our

knowledge, evidence on cultural and religious factors that contribute to HIV transmission is

still limited in the context of Indonesia and due to feasibility, familiarity and the potential of

PLOS ONE Cultural and religious determinants of HIV transmission

PLOS ONE | https://doi.org/10.1371/journal.pone.0257906 November 15, 2021 3 / 18

https://doi.org/10.1371/journal.pone.0257906


undertaking the current study successfully, Yogyakarta and Belu were selected as the study

settings.

Study design and recruitment of the participants

Data reported in this paper are part of a large-scale study that aimed to understand HIV risk fac-

tors and impacts on PLHIV and their families in Belu and Yogyakarta, Indonesia. This study used

a qualitative methodology exploring perceptions, understandings and interpretations about fac-

tors that may have played a role in the transmission of HIV among participants, their experiences

of the challenges of living with HIV, and their access to HIV healthcare services [49].

The recruitment of the participants employed snowball sampling technique. Initially, the

researcher solicited the help from the receptionists at the HIV clinics in both study settings to

distribute the study information sheets containing the researchers’ contact details to patients

with HIV who used their services. Patients with HIV who called and stated their intention to

be involved in the interview were recruited and asked to recommend a preferred time and

place for the interview. After interviews each participant was also asked to distribute the infor-

mation sheets to their eligible friends and colleagues who might be willing to participate in the

study. This process was recursive and took a duration of six months. Only two potential partic-

ipants withdrew their participations due to personal reasons and finally 92 PLHIV comprising

46 from each setting (52 women and 40 men) aged 18 years old or above participated in the

study. Recruitment of participants in Yogyakarta ceased after interviewing 46 participants

because of data saturation and we then wanted to interview the same number in Belu for con-

sistency, but data saturation was also met in Belu by the 46th participant.

Data collection

Data collection employed in-depth interviews which were conducted in a private room at the

HIV clinic in Belu and in a rented house close to the HIV clinic in Yogyakarta, with only the

researcher and each participant in the room. The interviews were conducted by the first author

(male PhD student), and it should be acknowledged that there were no restrictions on inter-

sex interactions among Muslims in Yogyakarta. Interviews were carried out in Bahasa, the

national language of Indonesia, which is spoken in both Belu and Yogyakarta and the primary

language of the researcher, who also speaks fluent English. The researcher has attended formal

training in qualitative methods and regularly conducted research on public health issues,

including HIV/AIDS. Interviews were digitally audio recorded and fieldnotes were also under-

taken by the researcher once felt necessary. The duration of the interviews varied ranging from

35 to 87 minutes, with the total of 4,827 minutes for 92 in-depth interviews. None of the partic-

ipants were known to the researcher prior to the data collection. An interview guide was pre-

pared and used during the interviews (S1 File). The topics on cultural and religious aspects

explored in this study focused on several main areas, including practices and beliefs in the par-

ticipants’ culture and religion about husband-and-wife relationships in marriage, extramarital

and premarital sex, and how these influenced their sexual relations. Similarly, we explored the

participants’ cultural practices and religious beliefs about the purpose of marriage, sex and

condom use and how these influenced their sexual relations and condom use behaviours. We

also explored participants’ views and experiences of cultural and religious-related factors that

shaped or influenced their sexual relations and practices. Data collection from each group of

female and male participants in each setting stopped when the researchers felt that data had

been rich enough to address the study objective and data saturation had been reached. Data

saturation in each group was indicated in the information or responses provided by the last

few participants, which were similar to those of previous participants. Interviews started with
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the female and male groups in Yogyakarta and continued with the other groups in Belu. We

did not offer an opportunity for participants to read and correct the information provided

after the transcription due to the sensitivity of the topic and to prevent the possibility of the

transcripts being received and read by their family members, which might divulge the partici-

pants’ HIV status, in case they had not disclosed it to family members. No repeated interview

was conducted.

Data analysis

The first author (NKF) transcribed the recorded interviews manually in Bahasa and then the

transcripts were imported to NVivo 12 for analysis. Coding and analysis were performed in

Bahasa to retain the cultural, religious and social meanings of the data or information from the

participants [50]. For the purpose of publication, quotes were translated into English by NKF

who is fluent in both Bahasa and English. The accuracy of translation was maintained through

an iterative process of checking and rechecking transcripts against the translated interpreta-

tions to examine the meaning in both Bahasa (source) and English (translation) [51]. To main-

tain reliability and validity of the data, the final themes and interpretation presented in this

paper, team-based analysis and discussion was also performed at regular supervision meetings.

The team-based analysis and discussion was held throughout the data analysis process. For

example, after the identification of the thematic framework and indexing or coding (step 2 and

3), data were presented at regular supervision meetings and discussed, and comments were

provided for revision and improvement. Similarly, it was performed after the arrangement of

the themes in a chart and throughout mapping and interpretation process (step 4 and 5),

which resulted in the final themes and interpretation as presented in this paper. Data analysis

was guided by the five steps of qualitative data analysis framework introduced in Ritchie and

Spencer [52]. These steps include (i) familiarisation with the data through reading each tran-

script, breaking down the data into small chunks of data, and making comments or labels to

the data; (ii) identification of a thematic framework by writing down key issues and concepts

that recurrently emerged from the data; (iii) indexing the data by listing the open codes that

had been made to the data to identify similar or redundant codes and reduce the long list of

open codes to a manageable number, and then a closed coding was carried out to group similar

codes under the same themes and sub-themes. The first theme was cultural practices of bride

wealth, sanctions for spousal disputes and the purpose of marriage in Belu, which consisted of

two sub-themes: (i) cultural practices of bride wealth and sanctions for spousal disputes and

(ii) the purpose of marriage in participants’ culture. The second theme was Javanese cultural

practices and Islamic religious beliefs about ‘ideal wife’, husband-wife relationships, sex and

condom use, which comprised two sub-themes: (i) cultural practices and religious beliefs

about ‘ideal wife’ or husband-wife relationships, and (ii) religious beliefs about sex and con-

dom use. The themes and sub-themes were derived deductively based on prior knowledge and

inductively as they emerged purely from the data; (iv) charting data through arranging appro-

priate thematic references in a summary of chart which enabled comparison across interviews

and within each interview; and (v) mapping and interpretation of the data through which data

were examined and interpreted [52]. These steps were used as they assisted us manage the

qualitative data in a coherent and structured way, and guided the analytic process in a rigor-

ous, transparent and valid way.

Ethical consideration

Before commencing the interviews, participants were informed about the purpose of the

study, the voluntary nature of their participation, their rights to withdraw without any
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consequences, and the approximate interview duration of 45 to 90 min. They were also advised

that digital audio recording and notes would be undertaken during the interviews, and data or

information they provided will be treated confidentially and anonymously by assigning a spe-

cific study identification letter and number for each of them (e.g., FP1, FP2, . . .., or MP1, MP2,

. . .. FP stands for Female Participant and MP stands for Male Participant). They were also

informed that that ethics approvals for study were solicited from Social and Behavioural

Research Ethics Committee, Flinders University (No. 8286) and the Health Research Ethics

Committee, Duta Wacana Christian University (No. 1005/C.16/FK/2019). All participants

signed and returned an informed consent form on the interview day. Each participant received

IDR 100,000 (±USD 7) reimbursement for transport and time after the interview.

Results

Sociodemographic profile of the participants

The participant’s age ranged between 18 to 60 years old, with the majority between 30 and 49

years (68 people). Half of them were (re)married and the others were unmarried (divorced,

widowed or single). Several reported being diagnosed with any of these sexually transmitted

infections: herpes, candidiasis, syphilis and gonorrhoea (13 people), and tuberculosis (28 peo-

ple) (See Table 1). All (re)married women reported acquiring HIV transmission from their

current or ex-husbands and all but four of them reported having HIV-positive current hus-

bands. Similarly, all widowed, divorced and single/never married women but four reported

acquiring HIV from their ex- or late husbands, or boyfriends. None of the widowed, divorced

and single women reported engaging in any (sexual) relations following the diagnosis. Eigh-

teen out of 25 (re)married men admitted transmitting the virus to their current or ex-wives

and had HIV-positive current wives, while seven had HIV-negative current wives. Of all the

widowers, single and divorced men, four reported actively engaging in sexual relations. The

majority of participants graduated from senior and junior high school (55 people), and univer-

sity (21 people), while the rest graduated from elementary school or dropped out of school.

Both female and male participants engaged in different kinds of professions, while several

women reported being housewives (21 people). Most participants in Yogyakarta were Muslim

and the ones in Belu were Christians (see Table 1).

Cultural practices of bride wealth, sanctions for spousal disputes and the

purpose of marriage in Belu

Cultural practices of bride wealth and sanctions for spousal disputes. Cultural practices

of some tribes in Belu were indicated to play an important role in marriage and spousal rela-

tionships of the participants and contributed to HIV transmission among them, which did not

exist in Javanese culture in Yogyakarta. For example, the cultural practice of a man and his

family paying bride wealth to the bride’s family was reported by nearly half of the women and

a few men whose tribes applied bride wealth in marriage and influenced their spousal (sexual)

relationships. Payment of bride wealth seemed to put men or husbands in a position of power

over women. Women were placed in the position where they were culturally obliged to obey

and serve their husbands, including sexually, even when they knew of their husbands’ promis-

cuous behaviours. This imbalance of sexual power was a significant factor in HIV transmission

from husbands to their wives:

“There was bride wealth (from her late husband) because my father is from XXX (name of a
tribe in Belu that applies bride wealth). After the bride wealth was received by my family I fol-
lowed my husband and became a part of my husband’s family. Therefore, if my husband
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Table 1. Sociodemographic profile of the participants.

Characteristics Women Living with HIV Men Living with HIV

Yogyakarta (n = 26) Belu (N = 26) Yogyakarta (N = 20) Belu (N = 20)

Age

18–19 2

20–29 6 4 7

30–39 12 12 10 5

40–49 8 6 10 5

50–59 1 2

60–69 1 1

Marital status

Single 5 3 5 7

Divorced 5 1 2

Widowed/r 3 12 1

(Re)Married 13 10 13 12

HIV diagnosis

1–5 years ago 16 18 6 15

6–10 years ago 7 7 7 4

11–15 years ago 3 1 7 1

Other infections

Herpes 2 2 1

Candidiasis 1 3

Syphilis 2

Gonorrhoea 2 1

TB 4 5 10 9

Religion

Islam 23 1 17

Catholic 2 25 3 19

Protestant 1 1

Hindu

Other

Education

University graduate/Diploma 6 6 7 2

Senior High school graduate 13 5 11 8

Junior High school graduate 6 6 2 4

Elementary school graduate 1 8 6

Elementary school dropout 1

Occupation

Housewife 10 11

Entrepreneur 3 6 10 1

Tailor 1

Sex worker 1

NGO worker 3

Laundress 1

Teacher 2

Farmer 3

Police 1

Nurse / health worker 1 2

Shop keeper 1

(Continued)
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wanted anything . . .. including sexual demand, I just needed to fulfil it. My husband has
already paid the bride wealth, so if we fought then where should I go? If I go to my parents,
then they would send me back (to her husband). . . .. I knew that he (her late husband) visited
the women (female sex workers) in XX (name of a brothel) but I could not continuously reject
every time he asked (for sex) . . ..” (FP25, widowed, Belu).

“Husband is the one who has the power in a household. So, a wife must listen to her husband
as the one who has the power. A wife must serve her husband, including in husband-wife (sex-
ual) relations. In our culture, if the bride wealth has been paid then the wife must submit to
her husband, all the decision-making in the household is at the hand of the husband as the
head of the household. I have paid the bride wealth, so my wife must submit to me as her hus-
band and the head of the household” (MP11, married, Belu).

Several women in Belu talked about cultural norms and practices regarding sanctions for

spousal dispute, since it is regarded as an embarrassment for a husband and wife and their

respective families. Women expressed inability to ‘say no’ to sexual advances and felt they had

no choice, but to oblige to husbands’ sexual demands to avoid verbal and physical disputes

which could be embarrassing if known to other family members or neighbours and lead to cul-

tural sanctions. The cultural sanctions require them to provide sacrificial animals and a dozen

bottles of alcohol, which are used to serve traditional male leaders within a tribe, who gather to

teach and provide cultural advice to the couples in disputes. Avoidance of these disputes, feel-

ings of embarrassment and shame, and risk of public cultural sanctions was reported to pre-

vent the women from questioning their husband’s risky sexual behaviour with other women,

including sex workers:

“I do not like (spousal) dispute. It is embarrassing if the neighbours hear about it. It is
an embarrassment not only for us (the woman and her husband) but more for our parents,
uncles and extended families. . .. If we (the woman and her husband) have a dispute verbally
or physically and they know about it, we could get cultural sanction. We once had a cultural
sanction: a pig and a dozen bottle of alcohol. So, I try not to get involved in spousal
dispute. Thus, sometimes if he (her husband) wants (to have sex) then I just have to serve
him even though I do not want to, or I am suspicious that he has had sex with other women or
sex workers. It is because I do not want to fight and get cultural sanction” (FP18, married,
Yogyakarta).

Table 1. (Continued)

Characteristics Women Living with HIV Men Living with HIV

Yogyakarta (n = 26) Belu (N = 26) Yogyakarta (N = 20) Belu (N = 20)

Private employee 2 2 5 1

Banker 1

Retired civil servant 1 1

Civil servant 1

University student 1 1

Taxi/truck/Motorbike taxi driver 1 8

Iron welder 2

Mechanic 1

Unemployed 1 3 3

https://doi.org/10.1371/journal.pone.0257906.t001
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However, some married women and men in Belu also talked about respecting and listening

to each other in their spousal (sexual) relationships and family decisions irrespective of their

knowledge of the position of a husband as the head of a family. These were also described as a

reflection of their understanding and acceptance of each other in spousal relationships:

"Indeed, in our culture a husband is the head of the family, but my husband and I respect and
listen to each other in our spousal relationship and family. My husband never imposes what
he wants, including in terms of husband-and-wife intimate relationship. I think it is because
we have been married for a long time and already have children, we understand and accept
each other” (FP17, married, Belu).

"In terms of husband-and-wife intimate relationship or decisions in our family, my wife and I
listen to each other. We discuss things together, not only myself who makes decisions even
though I am the head of the family. We respect each other. In our intimate relationship, we
already know each other, if I want (sex) and my wife also wants, we know the signs. There has
never been any pressure from me in sexual matter and I also understand the condition of my
wife, both of us are (HIV) positive” (MP2, married, Belu)

The purpose of marriage in participants’ culture. The purpose of marriage in the partic-

ipants’ culture, which is to have children, was reported as a barrier to condom use practices

among the participants in Belu. This was reflected in the stories of several women and men

interviewed who described that they never thought of condom use due to the awareness of

such purpose, which also influenced their own and their families’ expectations for them to

have children:

“My (late) husband and I wanted to have children, so (we) did not think of using condoms. In
our culture here, getting married is to have children, and our family, especially parents,
wanted to have grandchildren. So, it (condom use) was never in my mind even though I was
aware (after the HIV diagnosis) that my husband had risky sexual behaviour” (FP9, widowed,
Belu).

“My wife and I never used condoms because I think the consequence of using condoms is that
we will not have children. We get married to have children. This is our culture, getting mar-
ried is to have children. The families will continuously ask ‘is your wife already pregnant?’ If
we use condoms then this (pregnancy) will not happen” (MP2, married, Belu).

In addition, the majority of married men and several women in Belu perceived that con-

dom use was not a common practice in marriage or passed down by their parents or ancestors.

Such a perception seemed to also influence their condom use practices or support their consis-

tent engagement in unprotected sex after the HIV diagnosis, a high-risk factor for further HIV

transmission among husbands and wives:

“Before I contracted HIV up to now, I never used condoms. . . . . Condom use is not a common
practice in spousal relationships, I never heard of other people talking about the necessity of
condom use in a husband-and-wife relationship” (FP7, remarried, Yogyakarta).

“Condom use is not a common thing in a husband-and-wife marital relationships, I have
never heard of any parents or ancestors talking about condoms. It also feels weird if I have to
use a condom every time I have sex with my wife” (MP9, married, Belu).
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Javanese cultural practices and Islamic religious beliefs about ‘ideal wife’,

husband-wife relationships, sex and condom use

Cultural practices and religious beliefs about ‘ideal wife’ or husband-wife relation-

ships. Javanese cultural practices in marriage which have expectations about an ‘ideal wife’

and husband-wife relationships seemed to have an influence on spousal sexual relations for

female and male participants in Yogyakarta, which were not identified from the participants in

Belu. Half of the women and several men interviewed in this setting described Javanese culture

of an ideal wife as a woman with characteristics including to serve, obey and listen to the hus-

band, or obliged to respect, submit and does everything the husband wants, including sexually.

Serving husbands sexually was described by the participants as part of women’s duty and a

sign of loyalty to the husbands. Such cultural practices and expectations were lived experiences

in these participants’ marriages or spousal sexual relations and seemed to also prevent some

women from questioning their husbands’ sexual behaviours:

“An ideal wife in Javanese culture is the one who serves her husband, submits to her husband,
listens to her husband, does whatever her husband says, is not against her husband, and takes
care of household chores, children and husband. I live these cultural values in my life as a
wife” (FP15, married, Yogyakarta).

“The culture in Yogyakarta or Java dictate for a wife to submit to her husband. A wife must
do everything her husband says. It must be like that. A wife who submits to her husband is the
one who serves her husband and her husband’s needs, including intimate (sexual) need. We
live in our culture, so it should be like that” (MP6, remarried, Yogyakarta).

The Javanese cultural practices were similar to the religious beliefs in Islam about husband-

wife sexual relationships. The stories of the majority of Muslim women and several men in

Yogyakarta showed that religious beliefs played an important role in their sexual practices.

These religious beliefs were not identified by the Christian participants in Belu. The Islamic

religious beliefs such as ‘sexually serving a husband in marriage is a worship of a wife and

refusing to do so is a sin and makes the angels angry’, seemed to shape their concepts about

sex, their spousal sexual relations and practices in marriage, and contribute to HIV transmis-

sion among them:

“My experience was that if my husband wanted (to have sex) then I served him. . . .. Even
though I was not in the mood to have sex, . . .. I feared being a sinner because the (religious)
thought says so and I obey it. It would be a big sin if I refused. Besides, it (serving husband sex-
ually) is a worship of a wife” (FP11, Muslim woman, widowed, Yogyakarta).

“In Islam, a wife must obey and treat her husband well. She must obey everything her husband
said. Whatever a wife wants to do she must firstly get the permission from her husband. She
must ask her husband as the head of the family, if her husband does not allow and she insists
on doing it, then it is a mistake, a sin for her because she does not obey her husband, she is
against her husband. It is also the same in sex matter, as a husband if I want to have sex then
my wife must serve me, otherwise it is a sin for her. . . ..” (MP3, Muslim man, married,
Yogyakarta).

However, several Muslim women explained that whilst they mostly followed their religious

beliefs on husband-wife sexual relations, they adjusted such beliefs to their physical and emo-

tional needs. Similarly, several Muslim men in the setting, who were also aware of these
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cultural practices and religious beliefs reported that they adapted such practices and beliefs to

their wife’s condition and did not force their wife to completely adhere to these practices and

beliefs. Good spousal communication and understanding were reported to help them adjust

these practices and beliefs to their situation and lead to positive collaborative decision making

in their spousal relationships:

“In Islam, the one who can bring a wife to heaven is the husband. So, a wife who serves every-
thing requested by a husband will be going to heaven. That is the way for a wife to heaven.
. . .. If my husband asks to have sex but I am tired, then I will tell him kindly to do it tomor-
row, do not refuse. So, there is communication” (FP12, Muslim woman, married,
Yogyakarta).

“The Javanese culture is very similar to the religious thoughts in Islam, a wife must listen,
obey and submit to her husband. I do not do that in my family or my relationship with my
wife because we understand each other. My wife and I complement each other. She does not
have to do everything I want. We always talk to each other. For example, if I want something
from her but she cannot do it because she is tired or not feeling well, she will tell me” (MP1,
married, Yogyakarta).

Religious beliefs about sex and condom use. Islamic religious beliefs about sex were also

reported to influence condom use behaviours of some unmarried Muslim female and male

participants in Yogyakarta, which were not identified in the Christian interviewees in Belu.

For example, Islamic religious beliefs that disallow pre-marital or non-marital sex, led their

perceptions and fear on the possibility negative judgement and labelling from other people

towards their engagement premarital sex practices, if known. Such perceptions and fear pre-

vented them from buying and using condoms, which was a supporting their engagement in

unprotected sex through which they acquired HIV. Narrative from an unmarried woman who

was diagnosed with HIV several years ago illustrated such perceptions and fear:

“It is also the same in religion (Islam) that people have to get married first and they can have
sex after they are officially husband and wife. . . .. That is the reason I feel ashamed to buy
condoms because if my neighbours see me buying condoms then I will be labelled negatively.
They could label me as a sinner. . . .. There was not condom use at all in sex with my (ex and
current) boyfriends, that is why I get this (HIV). (Her current boyfriend does not know about
her HIV status)” (FP23, Muslim woman, single, Yogyakarta).

A conservative interpretation of Islamic religion regarding prohibition of condom use in

marriage was reported by a number of Yogyakarta participants, who said it influenced their

sexual behaviours, a factor which was not identified in the Christian participants in Belu. For

example, several married Muslim women in this setting described that the lack of condom use

in sexual relations with their husband was partly due to such reason, a factor that contributed

to HIV transmission among them. The following quote from a 29-years-old Muslim woman

who contracted HIV from her ex-husband several years ago illustrated such interpretation:

“We (the woman and her ex-husband) did not use condoms because it is not allowed in reli-
gion (Islam). I got HIV from him because I know he previously married a female sex worker
who is HIV positive (Her current husband is also HIV-positive)” (FP10, Muslim woman,
remarried, Yogyakarta).
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However, some Muslim male participants, whose wives were not infected with HIV,

reported that religious beliefs in Islam that prohibit the use of condoms in husband-wife sexual

relations did not influence their spousal sexual behaviours. They started using condoms con-

sistently in their sexual relations with their wives following the HIV diagnosis even though

they were aware that condom use is prohibited in Islam. Condom use practice was employed

to prevent husband-to-wife HIV transmission:

“I use condoms after being diagnosed with HIV because I am afraid of transmitting it to my
wife. . . .. We (the man and his wife) know that condom use is not allowed in Islam, but this is
for our benefit and health, my wife can get it (HIV) if I do not use condoms” (MP7, married,
Yogyakarta).

“In Islam, condoms and other contraception methods are not allowed, my wife and I are
aware of that but after the diagnosis I always use condoms in sexual relation with my current
wife because I am afraid of transmitting it to her” (MP19, remarried, Yogyakarta).

Discussions

Despite a global reduction of HIV infections, new diagnoses in Indonesia have increased sig-

nificantly over the last decade. This paper describes the influence of cultural practices and reli-

gious beliefs on sexual relationships, behaviours and practices of women and men living with

HIV in Belu and Yogyakarta, as contributing factors for HIV transmission, which have been

understudied, both in Indonesia and globally [27–30].

The current study findings suggest that women are vulnerable to HIV transmission due to

cultural practices and norms, and strict religious beliefs that lead to power imbalance, includ-

ing sexually. Cultural practices of bride wealth, and sanctions for spousal disputes in Belu, the

expectations of an ‘ideal wife’ and sexual practices within husband-wife relationships in Java-

nese culture, all play a part in women being unable to be in control of their own bodies and

health. Such norms and practices oblige women to obey, submit and serve their husbands, put

men or husbands in a position of power over women, and shape men’s perceptions of their

entitlement to be served by their wives, including sexually. As a consequence, women are dis-

empowered and unable to negotiate and consent to their husbands having access to their bod-

ies. These cultural practices also put married women in a vulnerable position to HIV infection,

for example when they had to oblige to sexual demand of and unsafe sex with husbands, even

when they suspected them to being engaging in extra-marital sexual behaviours with other

women, such as female sex workers. Our findings show overall male dominance in both Belu

and Yogyakarta, with occurrence of predominantly male-led sexual decision making in spou-

sal sexual relations. These observations are in conformity with the findings of previous studies

[23–25], that have associated male dominance in sexual matters and decision making with the

lack of or low condom use by men or husbands, a supporting factor for HIV transmission

among spouses or women. These are also in line with the constructs of the logical model for

behavioural and environmental factors diagnosis, which suggests that socioenvironmental fac-

tors (e.g., in the case of this study, the influence of men, which is underpinned by cultural

norms and practices, towards women’s sexual decision making and behaviour) determine or

contribute to health problem or HIV transmission among women [37]. Similarly, the current

findings indicate that these norms and practices imposed the fidelity of women or wives

towards husbands as culturally expected, regardless of their knowledge or consent of the hus-

bands’ risky sexual encounters with other women, such as female sex workers, another risk fac-

tor for HIV transmission among the women and their spouses. This is in line with previous

findings of studies in Cambodia and Uganda and the constructs of the logical model [23, 24],
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suggesting that in some cultures males are accepted and expected to have multiple sex partners

or more than one wife, while women are expected to remain faithful to their husbands.

The current findings show that the purpose of marriage which is to have children and con-

dom use as an uncommon practice within marriage in culture in Belu, and Islamic religious

beliefs that prohibit condom use in husband-wife sexual relations [53, 54], were supporting

factors for unprotected sex among married participants across the study settings. It is therefore

reasonable to allude that these factors contribute to HIV transmission within marriages, espe-

cially under circumstances that husbands engage in risky sexual behaviours with HIV high-

risk women, such as female sex workers. We also suggest that it is not only the participants’

Islamic beliefs of premarital or non-marital sex which is forbidden [55, 56] that impacted their

condom use behaviour. Participants also reported fear of stigma and social consequences of

engaging in premarital sex as a driving force behind not using condoms. The findings support

previous studies conducted elsewhere [57, 58], suggesting that a failure to adhere to religious

beliefs leads to unprotected sex or risky sexual behaviours and HIV transmission. On the con-

trary, other studies [59, 60] have reported that following religious beliefs that emphasise pre-

marital virginity or abstinence leads to lower levels of sexual risk among unmarried or young

people through the decision to avoid high-risk sexual behaviours. However, the current find-

ings also suggest that some participants adjusted these cultural practices and religious beliefs

(e.g., on husband-wife sexual relations and condom use) to their own conditions due to the

understanding of the importance of condom use for HIV prevention and for the sake of their

health. These findings are consistent with previous suggestions that having a good knowledge

of HIV transmission and prevention was a supporting factors for condom use [48, 61]. In addi-

tion, it should be acknowledged that Christian beliefs also forbid the use of contraception

including condoms in marriage and premarital or extramarital sex [62]. However, the current

study indicates that the Belu participants lacked knowledge about specific Christian beliefs

around sex and condom use. This seemed to be the underlying reason for them not addressing

in their comments the possibility of the influence of such religious thoughts on their sexual

relations, practices and possibly HIV transmission among them.

The findings of the current study indicate that conservative Islamic religious beliefs about

husband-wife sexual relations also influenced spousal sexual relations of married Muslim par-

ticipants in Yogyakarta and seemed to contribute to husband-to-wife HIV transmission

among them. The Islamic religious beliefs that sexually serving a husband in marriage is a wor-

ship of a wife and refusing to do so is a sin [63, 64], influenced the perceptions of some married

women and men about sex, and their sexual relations and practices in marriage. Such an influ-

ence was reflected in women’s inability to refuse husbands’ sexual demands regardless of their

desire, women’s willingness to oblige to husbands’ sexual demands due to the fear of commit-

ting a sin, and men’s perceptions that they are entitled to sexual services by their wives. Such

religious beliefs also seemed to be the supporting factors for male dominance over women

with regards to spousal sexual decision making. The current findings provide strong evidence

that cultural and religious factors did influence the likelihood of the female participants being

infected with HIV, especially those who reported acquiring the infection from their current,

former or late husbands. It is also plausible to suggest that these factors also increase the likeli-

hood of exposure to co-infection and other STI’s, by the male participants and indeed, males

in general in these study settings, from their HIV-positive spouses or partners.

Limitations and strengths of the study

The findings should be interpreted with some caution due to several limitations. In general,

the study involved a small number of participants in each study setting, thus the study results,
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including cultural and religious aspects presented in this paper reflected specific situations,

views and experiences of the participants. The use of snowball sampling technique may have

also led to the recruitment of participants from the same networks, could have under sampled

PLHIV who were outside of the social networks of the current participants and led to incom-

plete overview of the experiences and perceptions of PLHIV about the topics being investi-

gated. Besides, the involvement of widows, single and divorced participants have led to them

not being able to provide information on their current experiences of spousal sexual relations

due their non-marital status, hence this is also a limitation which should be considered once

interpreting the findings of this study. Finally, single coder might also be a limitation in this

study since it limited the triangulation during the coding process, although team-based analy-

sis and discussion was conducted. However, to the best of our knowledge, this is first qualita-

tive inquiry that explores cultural and religious factors associated with the transmission of

HIV infection in the context of Indonesia. Thus, these findings are useful for the development

of HIV programs or interventions that take into consideration cultural and religious aspects to

improve knowledge, understanding and health promoting behaviours of PLHIV and general

community members in the study settings and other settings in Indonesia and globally.

Conclusions

Our findings suggest that cultural practices on bride wealth, sanctions towards spousal dispute,

purpose of marriage, condom use and cultural expectation of an ‘ideal wife’ are contributors to

HIV transmission among both women and men living with HIV in Belu and Yogyakarta. Sim-

ilarly, religious beliefs about spousal sexual relationships or women’s obligation to serve hus-

bands, forbidden premarital sex and participants’ individual of interpretation of their religious

beliefs about condom use in husband-wife sexual relations, do contribute to HIV transmission

among them. There is an urgent need for HIV education and policy change, that address and

challenges cultural practices and religious thoughts on sex, condom use and spousal sexual

relationships. This change should be tailored for specific population groups, especially women,

but also religious groups, and communities, to dispel myths about HIV, enhance understand-

ing about condom use and their protective function, and encourage condom use practices.

Most importantly, a change is needed in the form of female empowerment, and challenging

the patriarchal system that these women live in, if HIV transmission is truly going to be

impacted. The findings also indicate the need for involvement of religious leaders in HIV edu-

cation programs to bring insight to people and help them interpret religious beliefs or thoughts

in health promoting ways. Further, large scale studies are needed that deeply explore aspects of

culture and religion and how these are contributing to an HIV epidemic among both women

and men in Indonesia and elsewhere.

Supporting information

S1 Checklist. COREQ checklist.

(DOCX)

S1 File. Interview guide.

(DOCX)

Author Contributions

Conceptualization: Nelsensius Klau Fauk, Paul Russell Ward, Karen Hawke, Lillian Mwanri.

Formal analysis: Nelsensius Klau Fauk.

PLOS ONE Cultural and religious determinants of HIV transmission

PLOS ONE | https://doi.org/10.1371/journal.pone.0257906 November 15, 2021 14 / 18

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0257906.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0257906.s002
https://doi.org/10.1371/journal.pone.0257906


Investigation: Nelsensius Klau Fauk.

Methodology: Nelsensius Klau Fauk, Paul Russell Ward, Karen Hawke, Lillian Mwanri.

Project administration: Nelsensius Klau Fauk.

Software: Nelsensius Klau Fauk.

Supervision: Paul Russell Ward, Karen Hawke, Lillian Mwanri.

Writing – original draft: Nelsensius Klau Fauk.

Writing – review & editing: Nelsensius Klau Fauk, Paul Russell Ward, Karen Hawke, Lillian

Mwanri.

References
1. UNAIDS. UNAIDS data Geneva, Switzerland: Joint United Nations Programme on HIV/AIDS. Available

at: https://www.unaids.org/sites/default/files/media_asset/2020_aids-data-book_en.pdf; 2020.

2. UNAIDS. UNAIDS Data. Geneva, Switzerland: Joint United Nations Programme on HIV/AIDS. Avail-

able at: https://www.unaids.org/sites/default/files/media_asset/2019-UNAIDS-data_en.pdf; 2019.

3. Kementerian Kesehatan RI. Laporan Situasi Perkembangan HIV/AIDS dan PIMS di Indonesia, Triwu-

lan IV Tahun 2020. Jakarta, Indonesia: Kementerina Kesehatan Republik Indonesia. Available at:

https://siha.kemkes.go.id/portal/files_upload/Laporan_TW_IV_2020.pdf; 2021.

4. Couture MC, Soto JC, Akom E, Labbe AC, Joseph G, Zunzunegui MV. Clients of Female Sex Workers

in Gonaives and St-Marc, Haiti Characteristics, Sexually Transmitted Infection Prevalence and Risk

Factors. Sex Transm Dis. 2008; 35(10):849–55. https://doi.org/10.1097/OLQ.0b013e318177ec5c

PMID: 18580821

5. Shaw SY, Bhattacharjee P, Isac S, Deering KN, Ramesh BM, Washington R, et al. A Cross-Sectional

Study of Sexually Transmitted Pathogen Prevalence and Condom Use With Commercial and Noncom-

mercial Sex Partners Among Clients of Female Sex Workers in Southern India. Sex Transm Dis. 2013;

40(6):482–9. https://doi.org/10.1097/OLQ.0b013e3182904a9a PMID: 23677022

6. Suryawanshi D, Bhatnagar T, Deshpande S, Zhou W, Singh P, Collumbien M. Diversity among Clients

of Female Sex Workers in India: Comparing Risk Profiles and Intervention Impact by Site of Solicitation.

Implications for the Vulnerability of Less Visible Female Sex Workers. PLoS ONE. 2013; 8(9):e73470.

https://doi.org/10.1371/journal.pone.0073470 PMID: 24023877

7. Volkmann T, Wagner KD, Strathdee SA, Semple SJ, Ompad DC, Chavarin CV, et al. Correlates of Self-

efficacy for Condom Use among Male Clients of Female Sex Workers in Tijuana, Mexico. Arch Sex

Behav. 2014; 43.(4):719–27. https://doi.org/10.1007/s10508-013-0149-2 PMID: 23842786

8. Fauk NK, Mwanri L. Inequalities in addressing the HIV epidemic: the story of the Indonesian Ojek com-

munity. International Journal of Human Rights in Healthcare. 2015; 8(3):144–59.

9. Thanh DC, Hien NT, Tuan NA, Thang BD, Long NT, Fylkesnes K. HIV Risk Behaviours and Determi-

nants Among People Living with HIV/AIDS in Vietnam. AIDS Behav. 2009; 13:1151–9. https://doi.org/

10.1007/s10461-008-9451-8 PMID: 18787940

10. Manopaiboon C, Shaffer N, Clark L, Bhadrakom C, Siriwasin W, Chearskul S, et al. Impact of HIV on

families of HIV-infected women who have recently given birth, Bangkok, Thailand. Journal of Acquired

Immune Deficiency Syndromes and Human Retrovirology. 1998; 18(1):54–63. https://doi.org/10.1097/

00042560-199805010-00009 PMID: 9593459

11. Xu JJ, Wang N, Lu L, Pu Y, Zhang GL, Wong M, et al. HIV and STIs in Clients and Female Sex Workers

in Mining Regions of Gejiu City, China. Sex Transm Dis. 2008; 35(6):558–65. https://doi.org/10.1097/

OLQ.0b013e318165926b PMID: 18354344

12. Nguyen NT, Nguyen HT, Trinh HQ, Mills SJ, Detels R. Clients of Female Sex Workers as a Bridging

Population in Vietnam. AIDS Behav. 2009; 13(5):881–91. https://doi.org/10.1007/s10461-008-9463-4

PMID: 18830814

13. Fauk NK, Kustanti CY, Wulandari R, Damayani AD, Mwanri L. Societal determinants of HIV vulnerability

among clients of female commercial sex workers in Indonesia. PLoS ONE. 2018; 13(11):e0207647.

https://doi.org/10.1371/journal.pone.0207647 PMID: 30462714

14. Mwanri L, Fauk NK, Kustanti CY, Ambarwati A, Merry MS. HIV susceptibility among clients of female

sex workers in Indonesia: a qualitative inquiry. Sexual Health. 2018; 15:246–53. https://doi.org/10.

1071/SH17137 PMID: 29444747

PLOS ONE Cultural and religious determinants of HIV transmission

PLOS ONE | https://doi.org/10.1371/journal.pone.0257906 November 15, 2021 15 / 18

https://www.unaids.org/sites/default/files/media_asset/2020_aids-data-book_en.pdf
https://www.unaids.org/sites/default/files/media_asset/2019-UNAIDS-data_en.pdf
https://siha.kemkes.go.id/portal/files_upload/Laporan_TW_IV_2020.pdf
https://doi.org/10.1097/OLQ.0b013e318177ec5c
http://www.ncbi.nlm.nih.gov/pubmed/18580821
https://doi.org/10.1097/OLQ.0b013e3182904a9a
http://www.ncbi.nlm.nih.gov/pubmed/23677022
https://doi.org/10.1371/journal.pone.0073470
http://www.ncbi.nlm.nih.gov/pubmed/24023877
https://doi.org/10.1007/s10508-013-0149-2
http://www.ncbi.nlm.nih.gov/pubmed/23842786
https://doi.org/10.1007/s10461-008-9451-8
https://doi.org/10.1007/s10461-008-9451-8
http://www.ncbi.nlm.nih.gov/pubmed/18787940
https://doi.org/10.1097/00042560-199805010-00009
https://doi.org/10.1097/00042560-199805010-00009
http://www.ncbi.nlm.nih.gov/pubmed/9593459
https://doi.org/10.1097/OLQ.0b013e318165926b
https://doi.org/10.1097/OLQ.0b013e318165926b
http://www.ncbi.nlm.nih.gov/pubmed/18354344
https://doi.org/10.1007/s10461-008-9463-4
http://www.ncbi.nlm.nih.gov/pubmed/18830814
https://doi.org/10.1371/journal.pone.0207647
http://www.ncbi.nlm.nih.gov/pubmed/30462714
https://doi.org/10.1071/SH17137
https://doi.org/10.1071/SH17137
http://www.ncbi.nlm.nih.gov/pubmed/29444747
https://doi.org/10.1371/journal.pone.0257906


15. Emusu D, Ivankova N, Jolly P, Kirby R, Foushee H, Wabwire-Mangen F, et al. Experience of sexual vio-

lence among women in HIV discordant unions after voluntary HIV counselling and testing: a qualitative

critical incident study in Uganda. AIDS Care. 2009; 21(11):1363–70. https://doi.org/10.1080/

09540120902883077 PMID: 20024712

16. Thapa S, Bista N, Hannes K, Buve A, Vermandere M, Mathei C. Vulnerability of wives of Nepalese

labor migrants to HIV infection: Integrating quantitative and qualitative evidence. Women & Health.

2016; 56(7):745–66. https://doi.org/10.1080/03630242.2015.1118726 PMID: 26630366

17. MacLachlan E, Neema S, Luyirika E, Ssali F, Juncker M, Rwabukwali C, et al. Women, economic hard-

ship and the path of survival: HIV/AIDS risk behavior among women receiving HIV/AIDS treatment in

Uganda. AIDS Care. 2009; 21(3):355–67. https://doi.org/10.1080/09540120802184121 PMID:

19280411

18. Fauk NK, Merry MS, Sigilipoe MA, Putra S, Mwanri L. Culture, social networks and HIV vulnerability

among men who have sex with men in Indonesia. PLoS ONE. 2017; 12(6):1–14.

19. Bingenheimer JB, Asante E, Ahiadeke C. Peer Influences on Sexual Activity among Adolescents in

Ghana. Studies in Family Planning. 2015; 46(1):1–19. https://doi.org/10.1111/j.1728-4465.2015.00012.

x PMID: 25753056

20. Hong Y, Li X. Behavioral Studies of Female Sex Workers in China: A Literature Review and Recom-

mendation for Future Research. AIDS and Behavior. 2008; 12:623–36. https://doi.org/10.1007/s10461-

007-9287-7 PMID: 17694431

21. Urada L, Morisky D, Pimentel-Simbulan N, Silverman J, Strathdee S. Condom negotiations among

female sex workers in the Philippines: environmental influences. PLOS One. 2012; 7(3):1–9. https://doi.

org/10.1371/journal.pone.0033282 PMID: 22448241

22. Yang X, Xia G, Li X, Latkin C, Celentano D. Social influence and individual risk factors of HIV unsafe

sex among female entertaiment workers in China. AIDS Education and Prevention. 2020; 22(1):69–86.

23. Yang Y, Lewis FM, Wojnar D. Culturally Embedded Risk Factors for Cambodian Husband–Wife HIV

Transmission: From Women’s Point of View. Journal of Nursing Scholarship. 2016; 48(2):154–62.

https://doi.org/10.1111/jnu.12193 PMID: 26841093

24. McGrath JW, Ankrah EM, Schumann DA, Nkumbi S, Lubega M. AIDS and the urban family: Its impact

in Kampala, Uganda. AIDS Care. 1993; 5(1):55–70. https://doi.org/10.1080/09540129308258584

PMID: 8461362

25. Patel SN, Wingood GM, Kosambiya JK, McCarty F, Windle M, Yount K, et al. Individual and interper-

sonal characteristics that influence male-dominated sexual decision-making and inconsistent condom

use among married HIV serodiscordant couples in Gujarat, India: results from the positive Jeevan

Saathi study. AIDS Behav. 2014; 18(10):1970–80. https://doi.org/10.1007/s10461-014-0792-1 PMID:

24893852

26. Mugweni E, Pearson S, Omar M. Traditional gender roles, forced sex and HIV in Zimbabwean mar-

riages. Culture, Health & Sexuality. 2012; 14(5):577–90. https://doi.org/10.1080/13691058.2012.

671962 PMID: 22472019

27. Dambach P, Mahenge B, Mashasi I, Muya A, Barnhart DA, Bärnighausen TW, et al. Socio-demographic

characteristics and risk factors for HIV transmission in female bar workers in sub-Saharan Africa: a sys-

tematic literature review. BMC Public Health. 2020; 20(697):1–9. https://doi.org/10.1186/s12889-020-

08838-8 PMID: 32414352

28. Ssewanyana D, Mwangala PN, van Baar A, Newton CR, Abubakar A. Health Risk Behaviour among

Adolescents Living with HIV in Sub-Saharan Africa: A Systematic Review and Meta-Analysis. BioMed

Research International. 2018; 2018:1–18. https://doi.org/10.1155/2018/7375831 PMID: 29789804

29. Chen Q, Zeng D, She Y, Lyu Y, Gong X, Feinstein MJ, et al. Different transmission routes and the risk

of advanced HIV disease: A systematic review and network meta-analysis of observational studies.

EClinical Medicine 2019; 16:121–8. https://doi.org/10.1016/j.eclinm.2019.10.003 PMID: 31832626

30. Saffier IP, Kawa H, Harling G. A scoping review of prevalence, incidence and risk factors for HIV infec-

tion amongst young people in Brazil. BMC Infectious Diseases. 2017; 17(675):1–8. https://doi.org/10.

1186/s12879-017-2795-9 PMID: 29020929

31. Januraga PP, Mooney-Somers J, Ward PR. Newcomers in a hazardous environment: A qualitative

inquiry into sex worker vulnerability to HIV in Bali, Indonesia. BMC Public Health. 2014; 14:1–12. https://

doi.org/10.1186/1471-2458-14-1 PMID: 24383435

32. Rahmalia A, Wisaksana R, Meijerink H, Indrati AR, Alisjahbana B, Roeleveld N, et al. Women with HIV

in Indonesia: are they bridging a concentrated epidemic to the wider community? BMC Research

Notes. 2015; 8(757):1–8. https://doi.org/10.1186/s13104-015-1748-x PMID: 26645634

33. Efendi F, Pratama ER, Hadisuyatmana S, Indarwati R, Lindayani L, Bushy A. HIV-related knowledge

level among Indonesian women between 15 years and 49 years of age. African journal of health sci-

ences. 2020; 20(1):83–90. https://doi.org/10.4314/ahs.v20i1.13 PMID: 33402896

PLOS ONE Cultural and religious determinants of HIV transmission

PLOS ONE | https://doi.org/10.1371/journal.pone.0257906 November 15, 2021 16 / 18

https://doi.org/10.1080/09540120902883077
https://doi.org/10.1080/09540120902883077
http://www.ncbi.nlm.nih.gov/pubmed/20024712
https://doi.org/10.1080/03630242.2015.1118726
http://www.ncbi.nlm.nih.gov/pubmed/26630366
https://doi.org/10.1080/09540120802184121
http://www.ncbi.nlm.nih.gov/pubmed/19280411
https://doi.org/10.1111/j.1728-4465.2015.00012.x
https://doi.org/10.1111/j.1728-4465.2015.00012.x
http://www.ncbi.nlm.nih.gov/pubmed/25753056
https://doi.org/10.1007/s10461-007-9287-7
https://doi.org/10.1007/s10461-007-9287-7
http://www.ncbi.nlm.nih.gov/pubmed/17694431
https://doi.org/10.1371/journal.pone.0033282
https://doi.org/10.1371/journal.pone.0033282
http://www.ncbi.nlm.nih.gov/pubmed/22448241
https://doi.org/10.1111/jnu.12193
http://www.ncbi.nlm.nih.gov/pubmed/26841093
https://doi.org/10.1080/09540129308258584
http://www.ncbi.nlm.nih.gov/pubmed/8461362
https://doi.org/10.1007/s10461-014-0792-1
http://www.ncbi.nlm.nih.gov/pubmed/24893852
https://doi.org/10.1080/13691058.2012.671962
https://doi.org/10.1080/13691058.2012.671962
http://www.ncbi.nlm.nih.gov/pubmed/22472019
https://doi.org/10.1186/s12889-020-08838-8
https://doi.org/10.1186/s12889-020-08838-8
http://www.ncbi.nlm.nih.gov/pubmed/32414352
https://doi.org/10.1155/2018/7375831
http://www.ncbi.nlm.nih.gov/pubmed/29789804
https://doi.org/10.1016/j.eclinm.2019.10.003
http://www.ncbi.nlm.nih.gov/pubmed/31832626
https://doi.org/10.1186/s12879-017-2795-9
https://doi.org/10.1186/s12879-017-2795-9
http://www.ncbi.nlm.nih.gov/pubmed/29020929
https://doi.org/10.1186/1471-2458-14-1
https://doi.org/10.1186/1471-2458-14-1
http://www.ncbi.nlm.nih.gov/pubmed/24383435
https://doi.org/10.1186/s13104-015-1748-x
http://www.ncbi.nlm.nih.gov/pubmed/26645634
https://doi.org/10.4314/ahs.v20i1.13
http://www.ncbi.nlm.nih.gov/pubmed/33402896
https://doi.org/10.1371/journal.pone.0257906


34. Indonesia BPS. Penduduk Menurut Wilayah dan Agama yang Dianut. Indonesia: Badan Pusat Sta-

tiskt; 2021.

35. Geertz H. Indonesian Cultures and Communities. In: McVey RT, editor. Indonesian. USA: HRAF

Press; 1963. p. 78–84.

36. Van Der Kroef JM. Collectivism in Indonesian Society. Social Research. 1953; 20(2):193–209.

37. Bartholomew LK, Parcel GS, Kok G, Gottlieb NH, Fernandez ME. Planning Health Promotion Pro-

grams: An Intervention Mapping Approach. USA: Jossey-Bass; 2011.

38. Gielen AC, McDonnell KA, Wu AW, O’Campo P, Faden R. Quality of life among women living with HIV:

the importance violence, social support, and self care behaviors. Social Science and Medicine. 2001;

52:315–22. https://doi.org/10.1016/s0277-9536(00)00135-0 PMID: 11144787

39. Ajzen I. Attitudes, personality, and behavior. US: Milton Keynes, Open University; 1988.

40. Tong A, Sainbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-

item checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007; 19

(6):349–57. https://doi.org/10.1093/intqhc/mzm042 PMID: 17872937

41. BPS Kabupaten Belu. Kabupaten Belu Dalam Angka (Belu Regency in Figures). Atambua, Indonesia:

Badan Pusat Statistik Kabupaten Belu; 2021.

42. BPS Kota Yogyakarta. Sosial dan Kependudukan. Yogyakarta: Badan Pusat Statistik Kota Yogya-

karta; 2015.

43. Kementerian Pendidikan dan Kebudayaan RI. Bahasa dan Peta Bahasa. Indonesia: Kementerian

Pendidikan dan Kebudayaan Republik Indonesia; 2019.

44. BPS Propinsi DIY. Social Kependudukan. Yogyakarta, Indonesia: Badan Pusat Statistik Propinsi

Daerah Istimewah Yogyakarta; 2020.

45. Dinkes Propinsi DIY. Laporan Tahunan Dinas Kesehatan Propinsi Daerah Istimewa Yogyakarta. Yog-

yakarta, Indonesia: Dinas Kesehatan Propinsi D. I. Yogyakarta; 2018.

46. Belu Dinkes. Laporan Perkembangan Kasus HIV/AIDS di Belu. Atambua: Dinas Kesehatan Kabupa-

ten Belu; 2020.

47. Dinkes Propinsi D. I. Yogyakarta. Data Kasus HIV/AIDS D.I. Yogyakarta, Periode 1993–2020. Yogya-

karta: Pemerintah Daerah Propinsi DIY; 2020.

48. Fauk NK, Crutzen R, Merry MS, Putra S, Sigilipoe MA, Mwanri L. Exploring determinants of unprotected

sexual behaviours favouring HIV transmission among men who have sex with men in Yogyakarta, Indo-

nesia. Global Journal of Health Science. 2017; 9(8):47–56.

49. Allsop J. Competing paradigms and health research: design and process. In: Saks M, Allsop J, editors.

Researching Health, Qualitative, Quantitative and Mixed Methods. London: Sage; 2013.

50. Srivastava A, Thomson SB. Framework analysis: a qualitative methodology for applied policy research.

JOAAG. 2009; 4:72–9.

51. Regmi K, Naidoo J, Pilkington P. Understanding the Processes of Translation and Transliteration in

Qualitative Research. International Journal of Qualitative Methods. 2010; 9(1):15–26.

52. Ritchie J, Spencer L. Qualitative Data Analysis for Applied Policy Research. In: Bryman A, Burgess RG,

editors. London: Routledge; 1994. p. 173–94.

53. Hinanti RE. Pandangan hukum Islam tentang penggunaan alat kontrasesi oleh pasangan suami-istri

dalam rangka mengikuti program keluarga berencana. E—Journal Fatwa Hukum. 2020; 3((3):1–10.

54. Halimang St. Islam, Kontrasepsi dan Keluarga Sejahtera. Journal Pemikiran Islam. 2017; 3(1):130–48.

55. Sexuality Dialmy A. and Islam. European Journal of Contraception & Reproductive Health. 2010; 15

(3):160–8.

56. Semerdjian E. "Zinah". In John L. Esposito (ed.). The Oxford Encyclopaedia of the Islamic World.

Oxford: Oxford University Press; 2009.

57. Koniak-Griffin D, Lesser J, Uman G, Nyamathi A. Teen pregnancy, motherhood, and unprotected sex-

ual activity. Res Nurs Health. 2003; 26(1):4–19. https://doi.org/10.1002/nur.10062 PMID: 12532363

58. Isiugo-Abanihe UC. Extramarital relations and perceptions of HIV/AIDS in Nigeria. Health Transit Rev.

1994; 4(2):111–25. PMID: 10150513

59. Gilbert SS. The influence of Islam on AIDS prevention among Senegalese university students. AIDS

Educ Prev. 2008; 20(5):399–407. https://doi.org/10.1521/aeap.2008.20.5.399 PMID: 18956981

60. Koffi AK, Kawahara K. Sexual abstinence behavior among never-married youths in a generalized HIV

epidemic country: evidence from the 2005 Coˆte d’Ivoire AIDS indicator survey. BMC Public Health.

2008; 8(1):1–10.

PLOS ONE Cultural and religious determinants of HIV transmission

PLOS ONE | https://doi.org/10.1371/journal.pone.0257906 November 15, 2021 17 / 18

https://doi.org/10.1016/s0277-9536%2800%2900135-0
http://www.ncbi.nlm.nih.gov/pubmed/11144787
https://doi.org/10.1093/intqhc/mzm042
http://www.ncbi.nlm.nih.gov/pubmed/17872937
https://doi.org/10.1002/nur.10062
http://www.ncbi.nlm.nih.gov/pubmed/12532363
http://www.ncbi.nlm.nih.gov/pubmed/10150513
https://doi.org/10.1521/aeap.2008.20.5.399
http://www.ncbi.nlm.nih.gov/pubmed/18956981
https://doi.org/10.1371/journal.pone.0257906


61. Fauk NK, Sukmawati AS, Wardojo SI, Teli M, Bere YK, Mwanri L. The intention of men who have sex

with men to participate in voluntary counseling and HIV testing and access free condoms in Indonesia.

Am J Mens Health. 2018;Special Section:1–10. https://doi.org/10.1177/1557988318779737 PMID:

29855216

62. Vatican The. Catechism of the Catholic Church. London, UK: Burns & Oates; 2012.

63. Hassan R. Women in Islam: Qur’anic ideals versus Muslim realities. Planned parenthood challenges.

1995; 2:5–9. PMID: 12346481

64. Munir LZ. "He Is Your Garment and You Are His. . .": Religious Precepts, Interpretations, and Power

Relations in Marital Sexuality among Javanese Muslim Women. Journal of Social Issues in Southeast

Asia. 2002; 17(2):191–220.

PLOS ONE Cultural and religious determinants of HIV transmission

PLOS ONE | https://doi.org/10.1371/journal.pone.0257906 November 15, 2021 18 / 18

https://doi.org/10.1177/1557988318779737
http://www.ncbi.nlm.nih.gov/pubmed/29855216
http://www.ncbi.nlm.nih.gov/pubmed/12346481
https://doi.org/10.1371/journal.pone.0257906

