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Abstract

Background: Indonesia has committed to achieving Universal Health Coverage (UHC) and introduced national
health insurance (JKN) to meet that commitment. Despite the increasing availability of healthcare services under
the JKN scheme, traditional medicine (TM) continues to be a significant part of healthcare for Indonesians. In the
context of the UHC system, this study aims to examine the predictors of TM use among urban and rural
communities in Indonesia.

Methods: A cross-sectional survey was conducted using a semi-structured questionnaire targeting urban and rural
communities. A total of 926 households were randomly selected to participate in the survey. Multivariate logistic
regression analysis was used to identify the significant predictors of TM use.

Results: Multivariate analysis revealed the following variables to be predictive of TM use, namely, rural residence,
being more educated, experiencing some health problem, demonstrating ethnomedical knowledge, having a
favourable opinion about the safety and efficacy of TM and holistic orientation to health. On the other hand,
working in the formal sector was associated with lower odds of using TM compared to those who were employed
in the informal sector.

Conclusion: People’s experience, personal attributes, and attitude towards TM, rather than dissatisfaction with
healthcare service, predicted the likelihood of using TM in the UHC system in Indonesia. This finding also implies
the underutilisation of JKN services by the insured TM users living in rural areas. Considering the community’s
strong preferences for TM, this paper argues that its inclusion in the JKN system may increase the utilisation of the
JKN service.
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1. Introduction

The use of traditional medicine (TM) in primary health care has been endorsed to compensate for the insufficient
penetration of biomedicine, especially in remote or marginalized areas in developing countries (WHO, 1978). On
the other hand, global economic growth and international initiatives have greatly promoted advances in medicine
and increased the availability of biomedicine. Particularly in the last two decades, commitment to universal health
coverage (UHC) has generated intense global action to provide biomedicine-based healthcare services (WHO,
2013). Indonesia has launched a national insurance scheme within the UHC framework called the Jaminan
Kesehatan Nasional (JKN, National Health Insurance). Currently, nearly 223 million Indonesians are members of
the JKN, which accounts for 82.4% of the total population (Kasumaningrum, 2019). Healthcare service utilization,
with an average of 400,000 visitations in a year, has increased by 77.8% in two years since it was launched, (BPJS
Health, 2019).

Indonesia has a history of reliance on various forms of TM (Chaerani & Amar, 2010; Elfahmi et al., 2014; Jennifer
& Saptutyningsih, 2015; Pengpid & Peltzer, 2018; Supardi et al., 2011), including diverse health practices,
approaches, knowledge, and beliefs. These incorporate plants, animal, and/or mineral-based medicines, spiritual
therapies, manual techniques and exercises applied singly or in combination to maintain well-being, as well as to
prevent, diagnose or treat illness (WHO, 2000). Despite the increasing provision of healthcare services under the
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UHC, TM continues to be a significant aspect of healthcare for Indonesians. A recent national survey reported that
44.3% of households in Indonesia utilized TM of these, 79.8% used herbal remedies and 69.3% used forms of
manual treatment, including spiritual healing (MoH of Indonesia, 2018). While self-made and self-applied healing
techniques are common, TM products and services are also commercially available. In 2018, 31.4% of Indonesian
households used the paid services of TM, 44.3% of households utilized TM, and 48% bought
commercial/ready-made herbal medicines (MoH of Indonesia, 2020).

When faced with the pervasive use of TM and the fact that people seem willing to pay for these products and
services even though they were covered by health insurance, one asks, what are the factors underlying a person’s
decision to use TM? Various explanations and motivations have been proposed to explain the use of TM.
According to the behavioural model, the use of healthcare is a function of population characteristics categorized
into three types of factors; predisposing, enabling, and need (Aday & Andersen, 2005). In the context of TM use,
predisposing factors may include demographic factors (female gender, old age (Bishop & Lewith, 2010; Hughes et
al., 2013; Pengpid & Peltzer, 2018), ethnicity (Aziz & Tey, 2009; Kuo et al., 2004; Trotter, 1981), psychosocial
factors (cultural attitudes, belief system (Astin, 1998; R. M. Gyasi et al., 2016; Hollenberg et al., 2013; Sato &
Costa-i-Font, 2012), perceived efficacy, side effects and quality of TM (Clement et al., 2007; R. M. Gyasi et al.,
2011)). Examples of enabling factors include socio-economic factors, such as education, income, the nature of
occupation, urban or rural residence and insurance status (Allabi et al., 2011; R. Gyasi et al., 2018; Peltzer et al.,
2016; Pengpid & Peltzer, 2018; Picking et al., 2011). Need factors may include, health-related factors (chronic
disease, poor physical and mental health (Astin, 1998; James et al., 2019; Kelner & Wellman, 1997; Liebert, 1998;
Wiles & Rosenberg, 2001)), inadequate health care access (Wilson et al., 2012) and issues of satisfaction with
conventional treatment (Furnham & Kirkcaldy, 1996; Mcgregor & Peay, 1996; Vincent & Furnham, 1996).

At present, in the context of the UHC system in Indonesia, there is a lack of comprehensive analysis on the
correlations among the factors relevant to the use of TM. Accordingly, considering the predisposing, enabling, and
need factors, this study aims to examine factors predicting the likelihood of using TM, which might account for the
pervasive use of TM among the rural and urban communities in the UHC system in Indonesia.

2. Methods
2.1 Study Location and Data Collection

We conducted a cross-sectional household survey covering both rural and urban areas in the province of West Java
on Java Island, where the central government is located. Economically, it is the most developed area in Indonesia.
Consequently, the healthcare services and facilities are more widespread than on other islands of Indonesia. The
ratio of JKN subscribers in West Java reached 84% of the total population in 2019, which placed it among the
regions with the largest number of subscribers (Kasumaningrum, 2019). At the same time, West Java is also one of
the top four provinces with the most TM users (MoH of Indonesia, 2010). West Java was selected deliberately
because the region seems to provide ambivalent conditions for choosing health care methods. While there is
sufficient provision of healthcare services and a high number of JKN subscribers, there is also a high prevalence of
TM users. Thus, it provides an ideal environment in which to identify the determinants for the use of TM when
access to healthcare service within the UHC system is more easily available than elsewhere.

Several rural and urban areas in the region were selected to represent various geographical, demographic, and
socioeconomic situations in the region. The data were collected during eight months spread over 2018 and 2019. A
total of 926 households, 473 in the rural areas and 453 in the urban areas, were selected to be included in the
household survey with the necessary permission from the local authority. The households were chosen randomly
by drawing a number assigned to each hamlet in the district or village. One adult member (over 15 years old) from
each household was selected at random and interviewed using a semi-structured questionnaire to gather
information on socio-demographic characteristics, health problems, healthcare service access, and satisfaction
level with healthcare service. The participants were asked about their knowledge of medicinal plants, perceived
efficacy and safety of TM compared to conventional medicine, and their belief in, or philosophical view of health.
In-depth interviews were subsequently conducted with survey participants who agreed to be further interviewed to
elaborate on their answers to the questionnaire. A total of sixteen Indonesian interviewers were recruited and
trained by the first author on the data collection process to undertake the exercise. Before starting the interview, the
nature, and the purpose of the research were explained and then verbal consent from each respondent was obtained.
Interviews were conducted in Sundanese and Indonesian languages and transcribed into English by the first author,
an Indonesian and a native Sundanese.

In this study context, the term ‘traditional medicine’ (TM) was used interchangeably with traditional healthcare
and included any form of unconventional medicines/treatment commonly practiced in Indonesia. TM used by the
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study population included product and service, both self-prepared/self-treated and commercially available.
Following (MoH of Indonesia, 2013), TM used in this study was categorized based on the method applied: 1)
herbal-based medicines (jamu) made by individual or industry (ready-made/instant), and 2)
manual-technique-based treatment including practices involving the use of some tools (e.g., acupuncture, bekam
(cupping), acupressure), without tools (e.g., massage, bone setting) and spiritual healing (e.g., rukiyah,
dukun/shaman/faith healer). The term conventional medicine (CM) was used interchangeably for conventional
treatment and included biomedicine/ drug, healthcare service based on biomedicine.

2.2 Variables and Statistical Analysis

The dependent variable, TM use, was operationalised as use of TM in the past 12 months. The variable was a
dichotomous measure coded as 0 (no use) and 1 (use). In the behavioural model of healthcare utilization (Aday &
Andersen, 2005), it is assumed that people’s use of healthcare is a function of their predisposition to use
(predisposing variables), factors that enable or impede use (enabling variables), and their need for care (need
variables). Accordingly, independent variables of possible predictors of TM use in the context of this study were
selected and categorized as follows:

1. Predisposing factors: age and sex (as demographic variables); ethnomedical knowledge, health belief,
perceived efficacy, and safety of TM (as psychosocial variables)

2. Enabling factors: level of education, residential status, nature of occupation, household income level, and
JKN status (as socio-economic variables)

3. Need factors: health problem, a perceived problem in accessing healthcare service, and satisfaction level
with healthcare service.

Independent variables were operationalized and coded as indicated in Table 1 below.

Table 1. Operationalisation and coding of independent variables

Independent Variable Operational definition Coding

Predisposing Factors

Gender Being male or female 0 =Male; 1= Female
Age Number years of life "0 = <20; 1=21-39; 2=>40

TM efficacy and safety are equal or better than

Perception of TM quality "0 = No; 1= Yes

conventional treatment

Perceived that health of body, mind, and spirit are

"0 =No; 1= Y
related (holistic orientation) o e

Belief system

Demonstrated traditional knowledge of medicinal
plants (the most widely used for TM in the study),
which assessed through questions regarding the most
Ethnomedical knowledge  frequently used medicinal plants and use purpose. The 0 =No; 1= Yes
participants considered demonstrating ethnomedical
knowledge if they cited at least one type of plant and
its medicinal purpose.

Enabling Factors
Residence Being rural or urban resident *0 = Rural; 1= Urban
0 = Elementary or lower; I=
Education level Highest level of education completed Secondary; 2 = High school; 3 =
College or more
. . . . *0 = Informal; 1= Formal; 2= Student;
Occupation Economic activity that generates income
3= Other
. 0 = IDR 2000K or less; 1 = IDR
Household income Income of household per month 2100K-5000K: 2 More than IDR 5K
National Health Insurance  Being insured by the JKN 0 =No; 1= Yes
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Need Factors
Health problem Experienced health problem during the previous 12 . 0= No: 1= Yes
months.
Problem of healthcare Perceived access to healthcare to be a problem in their
0 =No; 1=Yes

service access community.
0 = Dissatisfied;

1= Somewhat dissatisfied;

Satisfaction level with . .. . . L
. Defined as perceived by participants. 2= Neither satisfied nor dissatisfied;
healthcare service

3= Somewhat satisfied;

4= Satisfied

* . . . .
Reference group in multivariate analysis.

Data analysis was conducted using SPSS version 11.0 statistical software. The analysis was conducted using
descriptive statistics, frequency distributions, Chi-square analysis, and binary logistic regression analysis. Only
factors found to be significant in Chi-square analysis were included in the logistic regression analysis table. The
conventional p < 0.05 level was used to determine statistical significance.

3. Results
3.1 Socio-Demographic Characteristics

A total of 926 people participated in the study: 473 (51.1 %) from rural communities and 453 (48.9 %) from urban
communities. The majority of participants were female (58.7 %), aged 40 years or over (55.8 %), and had an
education of primary school level or lower (47.5%). Two-thirds of the total study population (636 participants)
were covered by JKN. Most participants were engaged in the informal sector (82.5 %). Low-income participants
(monthly incomes less than IDR 2000K (US$140)) constituted 50.6 % of the sample. The majority of participants
(85.3 %) had experienced health problems during the preceding 12 months. The most frequently reported illnesses
were fever, hypertension, gastritis, and rheumatic diseases. Most participants (79.5%) did not perceive that any
problem existed with access to healthcare services. In response to the question regarding the degree of satisfaction
with healthcare services, most participants (71.2 %) said they were ‘neither satisfied nor dissatisfied’, followed by
‘somewhat satisfied’ (17.8 %) and ‘somewhat dissatisfied’ (9.3 %).

3.2 Knowledge, Perception, and Attitude Related to TM Practice

Participants, who used some form of TM in the previous year, comprised 69.8 % (646) of the total number of
respondents. Overall, the majority of individuals had a positive perception of the efficacy and safety of TM. TM
safety and efficacy were perceived equal or better compared to CM by 73.3 % (679) of participants. Most
participants (72.7 %) held a holistic view of health (“the health of my body, mind, and spirit are related”).

The most used four TM categories were homemade herbal medicines — which included single-ingredient and
mixture concoctions/jamu (55.7 %), massage (14.8 %), industrial (instant) herbal medicines — including jamu and
supplements (12.3 %); and the bone-setters (7.5 %). The majority of participants (82.1 %) demonstrated
knowledge of traditional herbal medicine (i.e., knowing at least one medicinal plant and its medicinal purpose),
with the most frequently cited being Curcuma longa (koneng), Zingiber officinale (jahe), Momordica charantia
(paria), Erythrina subumbrans (dadap) and Psidium guajava (jambu batu), and decoction prepared by the most
commonly used method. Of 39 cited health problems treated with TM, the most frequently cited were digestion
related problems (13.5 %), headaches and common cold (both 12.7 %), cough (8.9 %), muscle-related problems
(7.7 %), fever and toothache (5.4 %), and hypertension (4.6 %).
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3.3 Associates and Predictors of TM Use in Bivariate and Multivariate Analyses

Table 2. Characteristic of participants by traditional medicines use status (n = 926).

Sample size (%)
Category
Non-User TM User TM Total p value

Predisposing Factors
Demographic factors
Gender

Male 116 (30.4) 266 (69.9) 382 (41.3) 0.943

Female 164 (30.1) 380 (69.9) 544 (58.7) > .05
Age group (years)
<20 32 (40.5) 47 (59.5) 79 8.5)
21-39 122 (37.0) 208 (63.0) 330 (35.6) <.001"
>40 126 (24.0) 391 (75.6) 517 (55.8)
Psychosocial factors
Believe TM efficacy and safety
No 148 (59.9) 99 (40.1) 247 (26.7) < 001"
Yes 132 (19.4) 547 (80.6) 679 (73.3)
Holistic orientation of health
No 199 (78.7) 54 (21.3) 253 (27.3) < 001"
Yes 81 (12.0) 592 (88.0) 673 (72.7)
Ethnomedical knowledge
No 135 (81.3) 31 (18.7) 166 17.9) < 001"
Yes 145 (19.1) 615 (80.9) 760 (82.1)
Enabling Factors
Socioeconomic factors
Residence
Rural 88 (18.6) 385 (81.4) 473 (51.1)
Urban 192 (42.4) 261 (57.6) 453 (48.9) <.001"
Education
Elementary or lower 103 (23.4) 337 (76.6) 440 (47.5)
Secondary 86  (39.1) 134 (60.9) 220 (23.8) <.001"
High school 80 (38.6) 127 (61.4) 207 (22.4)
College or more 11 (18.6) 48 (81.4) 59 (6.4)
Occupation
Informal sector 215 (28.1) 549 (71.9) 764 (82.5)
Formal sector 24 (36.9) 41 (63.1) 65 (7.0) .

0.001 <.05

Student 22 (56.4) 17 (43.6) 39 4.2)
Other 19 (32.8) 39 (67.2) 58 (6.3)
Household income
IDR 2000K or less 150 (32.0) 319 (68.0) 469 (50.6)
IDR 2100K-5000K 104 (27.7) 272 (72.3) 376 (40.6) 0.369 > .05
More than IDR 5K 26 (32.1) 55 (67.9) 81 8.7)
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National Health Insurance (JKN)
No 112 (38.6) 178 (61.4) 290 (31.3)

Yes 168 (26.4) 468 (73.6) 636 (68.7) =001
Need Factors

Health problem

No 63 (46.3) 73 (53.7) 136 (14.7) < 001"
Yes 217 (27.5) 573 (72.5) 790 (85.3)

Problem to access healthcare service

No 166 (22.6) 570 (77.4) 736 (79.5) < 001"
Yes 114 (60.0) 76 (40.0) 190 (20.5)

Satisfaction with healthcare service

Dissatisfied 2 (25.0) 6 (75.0) 8 (0.9)

Somewhat dissatisfied 29 (33.7) 57 (66.3) 86 (9.3) 0.832>.05
Neither satisfied nor dissatisfied 193 (29.3) 466 (70.7) 659 (71.2)

Somewhat satisfied 54 (32.7) 111 (67.3) 165 (17.8)

Satisfied 2 (25.0) 6 (75.0) 8 0.9)

"Statistical significance, p< .05.

Table 2 shows the results of bivariate and chi-square analyses of TM use and each of the predisposing, enabling,
and need factors. A statistically significant response was found for most variables. TM use was associated with age
(40 years and older), favourable perception of TM safety and efficacy, holistic orientation to health, having
ethnomedical knowledge, area of residence (rural), education (low), occupation (informal), health insurance status
(enrolled), having experienced health problem during the preceding one year, and access to healthcare service not
perceived as a problem. Gender (p= 0.943), household income (p= 0.369), and satisfaction level (p= 0.832) with
healthcare service were not statistically significant indicators of TM use, thus were not included in the subsequent
multivariate analysis.

Table 3. Significant predictors of TM use in the binary logistic regression (n = 926).

Variable Coefficient p value Odds Ratio”
Residence -1.844 <.001 0.158 (0.10-0.26)
Occupation (formal) -1.26 0.001 0.284 (0.13-0.61)
Education (college or more) 2.436 <.001 11.42 (3.62-36.06)
Believe in TM safety and efficacy 0.839 0.001 2.313 (1.42-3.77)
Health problem 0.758 0.007 2.135 (1.231-3.70)
Holistic orientation to health 2.474 <.001 11.87 (7.2-19.56)
Ethnomedical knowledge 1.87 <.001 6.485 (3.35-12.54)

*95% Confidence Interval.

Table 3 shows multivariate analysis results using binary logistic regression of ten significant variables in the
bivariate analysis. The test of the full model against a constant only model was statistically significant, indicating
that the predictors, as a set, reliably distinguished between TM users and the non-users (chi-square = 510.439, p
<.001 with df = 11). The model has a Cox and Snell R =0.424 and Nagelkerke R*= 0.600, which means that it can
explain 42%—60 % the variability in the odds of using TM.

The following variables made significant contributions to the prediction model: area of residence, occupation,

education, belief in the safety and efficacy of TM, health problem, holistic view of health, and ethnomedical

knowledge. While participants residing in a rural location (p < .001) and being more educated (p < .001) were

likely to use TM, those working in the formal sector were less likely to use TM (p = 0.001). Participants who
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perceived TM safety and efficacy to be equal or better than CM were associated with using TM (p = 0.001). Those
who reported having experienced health problems in the past year were almost two times more likely to use TM (p
= 0.007). Participants holding holistic orientation to health (p < .001) and possessing traditional knowledge of
herbal medicine (p < .001) had higher odds of using TM. Although age, perception about access to healthcare
service, and JKN enrolment were statistically significant in bivariate, chi-square analysis; those aged 40 and more
opined that access to healthcare service was not a problem and even though they had been insured, they were more
likely to use TM, these three variables were not highly significant in predicting TM use in the multivariate model.

4. Discussion
4.1 Prevalence of TM Use

The present study examined predictors of TM use and was the first study to be carried out in the context of the
Indonesian UHC system. In this study, we targeted the general population in rural and urban communities. The
results revealed that TM use is common among the studied population because more than half of them (69.8%)
used it in the previous year. The prevalence of TM use in this study is higher than that reported in the recent
national survey. In it, 44.2% of households in Indonesia were found to have used TM (MoH of Indonesia, 2018).
However, the pattern of the most frequently used type of TM is similar to that found in this study, that is the type
used by the majority of users was herbal medicine-based. West Java was reported as one of the top four provinces
with the most herbal medicine/jamu users (Rahayu et al., 2020), which probably contributes to the high prevalence
of TM use in this study.

4.2 The Significant Predictors of TM Use

A clearer picture of TM users is generally revealed by the multivariate analysis. Factors found to predict TM use
include the area of residence, occupation, education, health status, health belief, perception, and knowledge related
to TM. Our bivariate analysis results agree with those of other studies (Bishop & Lewith, 2010; Peltzer et al., 2016)
in terms of the identified associations of socio-demographic characteristics with TM use. However, our
multivariate analysis highlighted some differences, too. For example, age was found to be significantly associated
with TM use in the bivariate analysis, however, no significant effect of age in the multivariate analysis. Previous
studies have shown consistently that rural people were more likely to be users of TM than their urban counterparts
(Bishop & Lewith, 2010; Delgoda et al., 2004; Jennifer & Saptutyningsih, 2015; Pengpid & Peltzer, 2018), and our
result is consistent with that finding. However, the common notion that widespread use of TM is attributable to
poor access to health care services, especially in rural areas (Weckmiiller et al., 2019) is not fully supported by this
study. Primary health care (e.g., community health centres (puskesmas), midwives, and private clinics) are
available and can be reached within an average of 15 minutes by motorcycle. This fact may affect perceived access
to care as the majority of participants did not perceive a problem with access to healthcare service in their
community. In this regard, residents of rural areas, from their individual points of view, may perceive access to
local primary healthcare services as sufficient to satisfy them (Wilson et al., 2012). On the other hand, it was
common for the rural community in this study to use their home garden or allotment land as the medium for the
cultivation of medicinal plants. Thus, in this study, the easier access to TM in a rural area may explain the
likelihood of rural participants to use TM (Sato & Costa-i-Font, 2012).

The nature of occupation was a significant predictor of TM use. While the bivariate analysis showed that informal
workers were more likely to use TM than those in other occupations, the multivariate analysis does not indicate
that. However, working in the formal sector was associated with fewer odds in favour of using TM as compared
with those working in the informal sector. The high prevalence of TM use among the workers in the informal
sector in this study may be associated with being uninsured. The JKN rollout has brought out the “missing middle”
problem in which the non-poor informal sectors have remained uncovered from the insurance due to the necessity
of self-enrolment (Dartanto et al., 2015). Being uninsured may have prompted informal workers to resort to TM as
a safety net for healthcare.

The utilization of TM in developing countries is generally associated with a lack of education (Agyemang-Duah et
al., 2020; Bishop & Lewith, 2010; R. M. Gyasi et al., 2015; Peltzer et al., 2016; Quinlan & Quinlan, 2007). Thus,
our finding that TM users tend to be better educated may be counterintuitive. The preference of educated people
for more natural treatments with fewer side effects (Aziz & Tey, 2009) may explain this. Along with the “back to
nature” trend in lifestyle among people living in the city, there is also a growing trend of artisan ready-to-drink
herbal (jamu) in Indonesia (Lim & Pranata, 2020; Putro et al., 2020). Such high-end jamu product is seemingly
popular among urban consumers who tend to have better education. Furthermore, education may increase the
likelihood to use TM because educated people will be exposed to various traditional forms of health care through
their reading on the subject (Astin, 1998). The majority of participants in this study demonstrated ethnomedical

30



gjhs.ccsenet.org Global Journal of Health Science Vol. 13, No. 6; 2021

knowledge, and thus it is also possible that more educated people obtained such knowledge through their reading.

The multivariate analysis showed health status to be a predictor of TM use. The odds of being a TM user are about
two times higher among those who experienced some health problem in the previous year. Since those in poor
health may have had less success in treating their health problems with CM, their continued suffering may have
prompted them to seek traditional healthcare alternatives (Astin, 1998). Similarly, those with chronic illness and
those who classify their sickness as ‘serious’ appear to have tried TM more than those with non-chronic illnesses
and individuals who perceive their illnesses to be less serious (Sato & Costa-i-Font, 2012).

Various studies have shown that psychosocial factors, such as cultural attitudes and beliefs, influence traditional
healthcare use (R. M. Gyasi et al., 2015, 2016; Hollenberg et al., 2013; Lee et al., 2004; Sato & Costa-i-Font, 2012).
In this study, almost all the psychosocial factors related to TM practice were predictive of its use. The odds of
someone using TM increase two-folds if the person considered safety and efficacy of TM favourably. Other studies
(Astin, 1998; Caniago & Siebert, 1998; Clement et al., 2007) have reported similar findings. The results of
in-depth interviews confirmed that many participants considered the experienced of relief from symptoms as the
determinant of the use of TM.

Our finding further showed that belief in a holistic philosophy of health strongly predicted the use of TM. Notably,
many participants perceived TM to be more in line with their own beliefs and holistic view of health (i.e., belief in
the relatedness of physical, spiritual, and mental health). They often described that TM is not only effective as
preventive care but also for curative and rehabilitative reasons. It was also commonly believed that spiritual
healing cured physical illness and brought about spiritual and mental well-being. TM users also tended to believe
in the equal importance of body, mind, and spirit (Astin, 1998; R. M. Gyasi et al., 2016; Sato & Costa-i-Font,
2012)It is not surprising that ethnomedical knowledge should facilitate TM practice in everyday healthcare
(Weckmiiller et al., 2019). In this study, such knowledge is also a significant predictor of TM use. The odds of
those who demonstrated ethnomedical knowledge being users were about six times higher than those who lacked
that knowledge. Compared to other forms, herbal medicine was the most frequently used TM in this study. The
majority of participants showed knowledge of the traditional use of plants, including the plants’ type, medicinal
effect, and how to prepare home remedies from the plants. Having greater knowledge and extensive family history
of such knowledge about medicinal plants were strongly predictive of practicing TM when the respondents were
influenced by environmental factors and the access to modern health care was limited (Patwardhan et al., 2005).

4.3 Influence of Healthcare Service within the UHC System on TM Use

Variables related to the conventional healthcare in this study were not significant predictors of TM use. Although
there was a trend in the direction of being more likely to use TM among those who were insured and did not
perceive a problem with accessing health services, this variable was not a significant predictor of TM use as
previously reported (Caniago & Siebert, 1998; Toda et al., 2017; Vandebroek & Balick, 2012). This finding
supports our previous finding that there was no clear relationship between health insurance status and herbal
medicines use among the rural population in West Java (Rahayu et al., 2020). Contrary to many previous findings
(Avina & Schneiderman, 1978; Lee et al., 2004; Mcgregor & Peay, 1996; Schifer et al., 2002), our finding also
showed that a negative attitude toward healthcare service was not predictive of TM use. Among those who
reported being satisfied with healthcare service (165), 67.3% used TM, while 66.3% of those who reported
dissatisfaction (86) were TM users, indicating that TM users were no more dissatisfied with the service than
nonusers were. Most of the insured TM users whose responses converged toward a neutral tone (neither
dissatisfied nor satisfied), mainly comprised of rural residents, suggesting the possibility of underutilisation of
JKN by this segment. This indicates that the health insurance has not effectively increased healthcare service
utilization as intended, particularly by the most vulnerable segment, which mainly resided in rural area. Notably,
the procedure to use JKN at the referral health facility was widely perceived as complicated, particularly by those
of rural participants. Complaints regarding the three-tier referral system have also been repeatedly reported,
mainly due to its rigid mechanism that decreases health-care facility choice flexibility and reduces employee
productivity while increasing costs and health risks (Handayani et al., 2018). These are also among the reasons
why informal workers hesitate to self-enroll in the JKN (Dartanto et al., 2016; Kartika, 2015) and might contribute
to the high prevalence of traditional medicine use among informal workers in this study. Even though insurance
may ease the financial burden and primary care facilities maybe conveniently located, these factors might be
inadequate to overcome the other barriers to access associated with the JKN procedure at healthcare facilities, such
as long waiting time, short working hours, and complicated referral system (Ekawati et al., 2017; Penchansky &
Thomas, 1981).

The findings from this study revealed that people’s experience and personal attributes related to TM were the
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underlying factors of a person’s decision to use TM, even though they were covered by health insurance. Results of
this study make several contributions to our understanding of TM use. Considering the constant effort of
policymakers to improve the JKN system, it crucial that we understand why a significant portion of the population
remains outside the conventional healthcare system and may identify the areas where the current health care
system may be failing to adequately meet people’s health care needs. The results would provide deeper insight into
the multitude of forces at play in the interaction between traditional and conventional medicines and help forge
better integration at the institution level.

5. Limitations of This Study

The findings of this study should be interpreted in the context of the following three limitations. First, the
cross-sectional nature prevents drawing a definitive conclusion regarding the causal relationship between the
associated variables and TM use. Second, the reliance on self-report may weaken the internal validity due to the
possibility of a recall bias. Third, the classification of users and non-users of TM may also pose a problem.
Participants classified as TM users probably included infrequent or irregular users because the information about
frequency and duration of use was not assessed. Therefore, future studies examining predictors of traditional
health care use need to consider the frequency of use in a certain period so that infrequent/irregular users are
distinguished from those frequent/regular users. Factors affecting the utilization of JKN by insured TM users are
another significant area of interest for future studies.

6. Conclusion

A significant portion of rural and urban communities in Indonesia continues to rely on TM even when healthcare
services have become more easily available under the universal healthcare insurance system — JKN. Being a rural
resident, more educated, experiencing health problems, holding a holistic view of health, having knowledge and
favourable perception of TM serve as significant predictors of TM use. This study highlights that people’s
experience and personal attributes related to TM, such as beliefs about health, knowledge, perception, or attitude
toward TM, rather than dissatisfaction with conventional care, were largely responsible for the pervasive use of
TM. The finding that TM users are no more dissatisfied with healthcare services than nonusers also implies the
underutilisation of JKN services by the insured TM users living in rural areas. Given the prevalent use and
favourable perception of TM, providing scientific evidence on the safety and efficacy of TM should become a
major focus of the national public health agenda. Furthermore, as the policymakers and health care practitioners
debate on integrating TM in the JKN system, considering the community’s strong preferences for TM, this paper
argues that its inclusion in the JKN system may increase the utilisation of the JKN service. That would be the best
way people can better afford necessary and desired healthcare services — a fundamental element of the UHC.
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