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Abstract 

Background:  Task-shifting, the distribution of tasks among health workers to address health workforce shortage, has 
been widely used to tackle mental health treatment gaps. However, its implementation in Indonesia has still been 
rarely explored. This study aimed to explore stakeholders’ perspectives on the implementation of mental health task-
shifting to nurses in Indonesia’s primary health care.

Methods:  An exploratory descriptive approach using in-depth interviews and focused group discussions (FGDs) was 
used. The study involved 19 stakeholders from the government’s ministry directorates, professional organisations, and 
mental health practitioners. Thematic analysis was used to analyse the data.

Results:  Three themes emerged namely, task-shifting feasibility and acceptability, shared task implementation, and 
nurse role enhancement issues, with 14 sub-themes.

Conclusions:  Task-shifting on mental health issues in the eye of Indonesian stakeholders is viewed as a matter of 
sharing and collaboration. Implementation of task-shifting in Indonesia may require policies in place and political will 
across stakeholders. Further scrutiny on task-shifting implementation is needed by considering the local context and 
national environment.
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Background
Mental disorders are one of the main factors contribut-
ing to global burden of disease [1]. People with mental 
disorders have increased risk of all cause mortality, as 
well as substantial reduction in life expectancy between 
10 and 20 years [2]. Moreover, the COVID-19 pandemic 
has exacerbated mental health problems among the gen-
eral population [3], yet many mental health problems are 
not adequately addressed [4]. This situation leads to a 
situation referred to as the ’treatment gap’, which is the 

difference between the number of people suffering from a 
disease and those receiving treatments [5, 6].

The treatment gap shows disparity in mental health 
services between developed and developing countries [7], 
mainly related to scarcity, limited access, and inefficiency 
in the use of resources in mental health services [8, 9]. 
The WHO World Mental Health Survey (WHO-WHMS) 
revealed that more than half of people with mood, anxi-
ety, and substance abuse disorders from 25 countries did 
not get the treatments they needed [10]. Overall, the gap 
in high-income countries reached 63.2% and even wider 
gaps were found in the upper- and lower-middle-income 
categories with 78% and 86.3%, respectively [10].

Numbers of people with mental disorders in Indonesia 
are predicted to rise from around 2.58 million in 2017 to 
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around 2.99 and 3.24 million in 2020 and 2024 respec-
tively [11]. During the pandemic, rates of anxiety, depres-
sion, and trauma among the Indonesian population were 
reportedly around 70% across 34 provinces [12]. The 
provision of mental health services in Indonesia’s com-
munity health centres (widely known as puskesmas) can 
be dated back to the late-1960s, through deployment of 
psychiatrists [13], which was then shifted to trained gen-
eral practitioners and nurses since the 1990s [14] and 
for some regions, clinical psychologists since the mid-
2000s [15]. However, the country only has 0.31 psychia-
trists, 0.17 clinical psychologists, and 2.52 trained mental 
health nurses per 100,000 people [16]. These numbers are 
considered insufficient to serve the population of around 
270 million people, especially when the majority of those 
specialists are still concentrated in Java Island [15].

One strategy that has emerged to address treatment 
gaps is task-shifting, involving non-specialist health 
workers providing mental health services [17–19]. 
Since producing specialists takes time and is a long-
term investment, training available health workers can 
improve a health system in the short to medium term and 
save costs [20]. Nurses are often involved in task-shifting 
because they constitute the largest group of health pro-
fessionals, have good capabilities and are available in 
almost every health care facility [21].

In Indonesia, task-shifting to nurses had been tested 
around two decades ago but its implementation was not 
as successful as expected. In early 2000, the Indonesian 
Medical Association (IMA) and Indonesian National 
Nurses Association (INNA) agreed to implement a 
task-shifting program to enhance health care service 
provision, however, the agreement between the two 
professional organisations was cancelled due to inter-
professional conflicts in some regions [22]. Recently, 
task-shifting has been considered in addressing some 
health issues in the country, including child health [23], 
HIV/AIDS [24], mental health [25, 26], and COVID-19 
[27]. The IMA considered task-shifting as a temporary 
solution while waiting for the required number of medi-
cal personnel to be fulfilled [28]. In addition, since 2014, 
task-shifting has been regulated with Health Worker 
and Nursing Laws [29, 30], which permit nurses or other 
health workers to perform limited medical actions in the 
absence or shortage of medical personnel.

Research on mental health task-shifting has been 
conducted in developed and developing countries with 
promising results [31–41]. Nevertheless, studies focused 
on mental health task-shifting in Indonesia are very 
limited. Among others, a randomised controlled trial 
conducted in some puskesmas in Yogyakarta concluded 
task-shifting involving trained general practitioners and 
nurses could effectively manage mild to moderate mental 

health cases [25]. However, a cross-sectional study found 
task-shifting was not effective because, compared to psy-
chiatrists and psychologists, non-specialist practitioners 
did not have capacities to withstand stigmatised views 
of patients with mental health problems and implement 
evidence-based mental health practices [26]. These find-
ings reflect the existing opposing views on task-shifting 
implementation in Indonesia, which to date have barely 
been explored. Therefore, this study aimed to explore 
stakeholders’ perspectives on the implementation of 
mental health task-shifting to non-specialist health work-
ers, especially nurses, in Indonesia’s primary health care 
setting.

Methods
This qualitative study used an exploratory descriptive 
approach [42], using in-depth interviews and focused 
group discussions (FGDs). A question that guided this 
study was: “What do stakeholders think about shifting 
mental health interventions normally provided by mental 
health specialists to non-specialist providers, especially 
nurses, in primary health care settings?”

Regarding the specific tasks included in task-shifting, 
this study referred to the World Health Organisation 
(WHO) mental health Gap Action Programme (mhGAP) 
– version 2.0 [43]. The list of tasks included in mhGAP 
was quite broad, including procedures that can only be 
undertaken by medical personnel in normal circum-
stances such as diagnosis and pharmacological interven-
tions. However, as an exploratory study, this study did 
not specify these procedures from the beginning and 
was more focused on the participants’ views regarding 
what they perceived about task-shifting phenomenon in 
Indonesia.

This study used data source triangulation to ensure 
broad perspectives and voices were obtained by involving 
participants from different organisations and professions 
[44, 45]. The investigators invited key stakeholders to take 
part, including the Ministry of Health’s directorates, pro-
fessional organisations and mental health practitioners. 
The choice of the invitees was made by consensus among 
investigators considering their proximity to task-shifting 
and mental health issues, institutional representations, as 
well as availability during data collection.

The interviews and FGDs were led by two team mem-
bers with nursing backgrounds and conducted in Bahasa 
Indonesia. As the investigators were all nurses, uncon-
scious bias could occur in the form of directed questions 
and interpretations that may favour the involvement of 
nurses in the provision of mental health care.

Data collection was conducted from May to Novem-
ber 2021 in Jakarta (3 FGDs and 1 individual interview) 
and online Zoom meeting (7 interviews), due to the 
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increasing COVID-19 cases in Indonesia Table  1. The 
data collection activities were postponed from July to 
September following the implementation of Community 
Activities Restrictions Enforcement.

The investigators developed semi-structured questions 
focused on five topics: 1) stakeholders’ perspectives on 
mental health treatment gaps and the situation of men-
tal health services in Indonesia’s primary health care; 2) 
strategies implemented to reduce disparities in mental 
health services; 3) stakeholders’ perspectives on task-
shifting and its implementation; 4) prerequisites that 
must be met to implement task-shifting; and 5) other 
issues related to mental health services in Indonesia. The 
contents of interviews and FGDs were audio-recorded, 
transcribed verbatim, and translated by the team mem-
bers into English before the analysis commenced.

Thematic analysis was used to analyse the data. This 
analysis is appropriate to identify, analyse, and find pat-
terns on qualitative data that require low interpretation 
levels [46]. The investigators imported the data to NVivo 
to identify codes through iterative reading and re-reading 
of the transcripts. Codes were grouped to sub-themes 
and themes based on the similarity of topics addressed. 
The team held a series of discussions to generate themes 
until a consensus was reached. The findings were 
checked by the participants’ representatives to ensure 
trustworthiness.

Results
Nineteen key stakeholders were interviewed represent-
ing three Ministry of Health organisations and directo-
rates, two professional nursing organisations, and five 
community mental health nursing practitioners Table 1. 
Representatives from IMA and Indonesian Psychiatric 
Association (PDSKJI) were invited by email but did not 
respond.

Three themes emerged, namely task-shifting feasibility 
and acceptability, shared task implementation, and nurse 
role enhancement issues, with 14 sub-themes Table 2.

Task‑shifting feasibility and acceptability
Before being implemented, participants identified task-
shifting required some aspects to be met, such as the 
legal framework, appropriate contexts, in-service training 
provision, and acceptability from related stakeholders.

Legal framework
Some participants mentioned Nursing Laws (No. 38th of 
2014) as the legal basis for the implementation of task-
shifting to nurses.

"Regarding task-shifting, the main regulation is 
Nursing Laws in article 35, which regulates how 
to deal with emergencies, how nurses must pro-
vide services. This is detailed in the 26th Minis-
ter of Health Regulation [of 2019] on the imple-

Table 1  List of participants for task-shifting research

Participant Gender Institution Level Data Collection

P1 Female Center for Planning and Management of Human Resources for Health, BPPSDMK, 
Ministry of Health (MoH-CPMHRH)

National FGD (in person)

P2 Female

P3 Female

P4 Female

P5 Female

P6 Female Directorate of Mental Health and Drugs Prevention and Control, Ministry of Health 
(MoH-Mental Health)

National Individual interview (in person)

P7 Female Directorate of Primary Health Service, Ministry of Health (MoH-Primary Health 
Service)

National FGD (in person)

P8 Male

P9 Female

P10 Female Indonesian National Nurses Association (INNA) National FGD (in person)

P11 Male

P12 Male

P13 Female Indonesian Mental Health Nurses Association (IPKJI) National Individual interview (online)

P14 Male Provincial

P15 Female Mental health nurses at community health centres (puskesmas) in Bali Province Clinical

P16 Female

P17 Female

P18 Female

P19 Female
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mentation of these Nursing Laws. It is written 
that facilities that do not have doctors or medical 
personnel, [nurses] are granted the authority, or 
so-called ’mandate’." (P7, MoH-Primary Health 
Service)

"There are some being delegated to nurses and 
indeed it has been regulated by laws. In the Nurs-
ing Laws, there’s so called authority delegation." 
(P12, INNA)

Contextual dependability
Task-shifting implementation was seen to be lim-
ited by contexts, such as issues, place, and time. If the 
context is no longer relevant, the authority granted to 
nurses can be revoked.

"The [task-shifting] form would be an assignment 
from the head of regional health office, which 
would be adjusted to the needs of each region. 
Even the time is also adjusted. For example, if 
later there is a doctor, the decree will be revoked. 
If it is no longer needed, there is no more delega-
tion." (P7, MoH-Primary Health Service)

"Task-shifting is a delegation caused by a big 
issue, such as high maternal and infant mortal-
ity rate. So it must be triggered by a big issue. For 
other issues, not yet. Well, for areas like villages 
where people are far away from doctors, simple 
[medical] treatment can be delivered [by nurses]." 
(P5, MoH-CPMHRH)

In‑service training
In-service training was identified as a prerequisite for 
task-shifting. Despite the shortage of medical person-
nel, task-shifting could only be conducted if nurses were 
capable to perform certain medical actions.

"Ideally, they should have been given special train-
ing. If there are special needs [for mental health], 
ideally, it would be good if there is special briefing 
and training with a standardised curriculum." (P8, 
MoH-Primary Health Service)

"Counselling, according to the theory, is a special-
ist competence. But in Indonesia, it’s permitted if 
the [non-specialist] counsellor has been trained. 
Abroad, only senior or specialist nurses can provide 
it. [If it needs to be delegated], in principal, they 
should be trained first." (P11, INNA)

Various views on task‑shifting
In Indonesia, task-shifting has yet to become mainstream 
strategy to tackle treatment gap because the policymak-
ers did not see it as a promising option. Furthermore, 
task-shifting was still considered new and stakehold-
ers held different opinions about its definition and 
implementation.

"The concept [of task-shifting] is not yet determined. 
We’re still looking for the [policy/program] format, so 
it’s still uncertain. It is because the leaders’ policy for 
task-shifting isn’t there yet." (P1, MoH-CPMHRH)

"In Indonesia, the model is not task-shifting but 
collaboration among mental health professions 

Table 2  Summary of themes and sub-themes generated

Themes Sub-themes

Theme 1: Task-Shifting Feasibility and Acceptability Legal framework

Contextual dependability

In-service training

Various views on task-shifting

Theme 2: Shared Task Implementation Collaborative and coordinated care

Staged and referral services

Communications technology innovation

Intertwined and complementary roles

Theme 3: Nurse Role Enhancement Issues Overwhelming administrative and other tasks

Lack of delegation standards

Interprofessional bargain

Nurse competence boundaries

Unequal training distribution

Inadequate national-level supports
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in accordance with their respective duties and 
authorities. As for task-shifting, according to my 
understanding, the task that should be done by a 
psychiatrist is delegated to a general practitioner, 
then to a nurse, right? This is delegation. For me, 
building a system for mental health is not using 
task-shifting." (P6, MoH-Mental Health)

"The context that will be explored is whether task 
shifting is more specialised or basic for a nurse 
to recognise social psychiatry. We really hope, for 
remote areas or in provinces that do not have men-
tal hospitals, nurses or their teams with doctors 
have been equipped with how to do initial therapy 
for patients suspected or having symptoms. [...] 
Don’t let this not be handled just because there has 
never been any training, no mental hospitals, or no 
psychiatrists in that district." (P7, MoH-Primary 
Health Service)

Shared Task Implementation
Although the concept of task-shifting was relatively 
new for some stakeholders, health personnel arrange-
ments in primary health care have long existed in prac-
tice. However, in mental health contexts, they were 
implemented more of a "shared" manner than the 
"shifted" ones.

Collaborative and coordinated care
Collaboration and coordination were described as often 
being used to strategise mental health specialist short-
ages, for which the tasks were shared among stakeholders 
considering their roles and competences, instead of being 
shifted to only one or two parties.

"In reality, there is a lot of work that has been done 
by our colleagues in puskesmas, especially related to 
mental health and human resources. So, there are a 
lot of collaborative activities." (P10, INNA)

"I think civic engagement and task-shifting are inter-
related concepts. Despite positive or good ideas, 
shifting the work and duties of health workers did 
not always run smoothly. Therefore, we should rec-
ognise the service users, from people with mental 
health disorders, their families or caregivers. Then 
we also know there are communities around them 
that are also stakeholders. Then, there are health 
workers, government, whether it’s local at the vil-
lage level, community level, or neighbourhood level." 
(P13, IPKJI)

Staged and referral services
Some stakeholders believed that mental health services 
should be carried out in stages, not only between inter-
disciplinary teams but also across service levels.

"The services should be levelled up to the end, to 
primary services, but still based on their authority 
in primary care. For instance, because the chronic 
condition is stable, by using a back referral system 
from mental health and psychosocial support, the 
patients can be treated there. If then they experience 
an exacerbation [...], the patients are referred [to the 
higher service level]." (P6, MoH-Mental Health)

"For mild common mental health disorders, the 
programs during home visits are educating fami-
lies about mental health and how to find solutions 
if their complaints continue. If it’s not successful, we 
will suggest to the family or patient themselves to 
visit the puskesmas. If in around one week the com-
plaints still persist, then a referral will be given." 
(P17, Primary Care Nurse)

Communications technology innovation
Communication technology was identified as enabling 
the implementation of task-shifting and task-sharing, so 
the specialist did not have to present in person to manage 
mental health cases and nurses could obtain direct and 
real-time supervision to perform the delegated tasks.

"When they feel stuck or unable to do [the interven-
tion], usually they will try to refer or ask other health 
workers from a remote location where the doctor is 
available. This is the reason for telemedicine, which 
allowed them to consult with other health workers 
who might understand more." (P7, MoH-Primary 
Health Service)

"There were some times when the patient experi-
enced a condition that I couldn’t solve on my own. 
So I asked the doctor to come immediately. Or 
sometimes via video call, I consulted with the doc-
tor, either general practitioner or psychiatrist." (P15, 
Primary Care Nurse)

Intertwined and complementary roles
Some stakeholders believed that mental disorders 
were complex problems and thus required interdisci-
plinary approaches. Nurses were seen to have unique 
roles and competences, as did doctors and other health 
professionals.
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"In primary care, the treatment was carried out by 
the team of doctors and nurses. The initial interview 
is conducted by a nurse, then the diagnosis is by a 
doctor. [After the doctor] gave therapy, medication 
and education, they are returned to the nurse again 
to be given nursing care. In my opinion, that is the 
ideal one. There are competencies that nurses do not 
have but general practitioners do. But there are also 
competencies that general practitioners do not have 
but nurses do." (P6, MoH-Mental Health)

"I could say medicine is indeed the [doctor’s] domain, 
but it doesn’t mean if we don’t have medicine, we 
don’t provide services. We still provide [nursing] 
care. [...] I always say that drugs can’t make a person 
able to control hallucinations or to communicate or 
to socialise if we don’t train them with care. I always 
emphasise that. Medicine is very important, but if 
there is no medicine, don’t make the service unavail-
able." (P14, IPKJI)

Nurse Role Enhancement Issues
Nurses are identified as available from the top-level 
to community-based services. Therefore, nurses’ role 
enhancement was considered pivotal to strengthen the 
health system, especially in light of shortages of medi-
cal personnel. However, such enhancement was found to 
pose numerous challenges.

Overwhelming administrative and other tasks
Primary care nurses were often seen to be assigned to 
many programs and overwhelmed with administrative 
tasks.

"The mental health program holder is only one per-
son in every puskesmas, but they manage not only 
one program. So many programs need to be man-
aged which makes them not focus on that one [men-
tal health] program." (P14, IPKJI)

"We have to carry out several programs. I myself 
can handle three, apart from the main services at 
puskesmas. All of my colleagues are also like that. 
One person can handle two or three." (P18, Primary 
Care Nurse)

Lack of delegation standards
Participants identified that nurses had raised concerned 
about the lack of delegation standards when they had 
to carry out medical interventions. To avoid legal prob-
lems, a written and documented delegation procedure 

is required to ensure the nurses’ safety while performing 
actions beyond their usual level of authority.

"There is a delegation of authority. So far, it hasn’t 
been written yet, only a letter of assignment given 
to us which was brought by the psychiatrist. They 
immediately gave us orders to treat the mental 
health clients, so we just have to be ready. As there 
was already permission from the psychiatrist, [we 
felt] that also gave us the authority to act." (P15, Pri-
mary Care Nurse)

"I think the key word is: it should be in black and 
white, clearly from the top. And that’s what we need. 
There is legalisation that nursing is indeed allowed 
to have the authority to do certain things." (P13, 
IPKJI)

Interprofessional bargain
It was raised that task-shifting could not be carried out 
without involving and obtaining approval from the medi-
cal profession. However, to some extent, it was still seen 
to be difficult to get such approval as there was still a 
sense of competition among mental health professionals.

"We can’t say that we encourage it, because to issue 
a task-shifting policy is not easy. Because there are 
bargainings between professions, and determining 
boundaries on how far the competencies can be del-
egated is also complicated." (P5, MoH-CPMHRH)

"There’s a kind of sense of competition among men-
tal health professionals, which ideally should be sit 
together.” (P13, IPKJI)

Nurse competence boundaries
Participants recounted that recognition was something 
that nurses still fought for. Some stakeholders questioned 
whether nurses were capable of delivering the shifted 
tasks and what kind of interventions nurses could offer to 
treat people with mental health issues.

“It’s different when the task shifting was related to, 
for example, nurses carrying out environmental 
health or nutrition services. Maybe the friction or 
problems that will arise [are minimum]. If it’s about 
medical treatment and so on, there are risks given 
the limited knowledge [of nurses] about medications 
or diagnosing a disease, causing them to be at risk 
of giving the wrong prescription.” (P8, MoH-Primary 
Health Service)

“In more developed countries, we know there are 
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shared competences that can be done together. For 
example, a specialist therapy, cognitive behaviour 
therapy [CBT]. How about Indonesia? Therapies 
such as CBT should be carried out and recognised 
by all professional health workers, mental health 
workers, and also the community, as a competence 
that is mutually shared, including for nurses. I 
think that’s our task [to achieve that].” (P13, IPKJI)

Unequal training distribution
Despite being pivotal, standardised mental health train-
ing was seen to not be widely available for nurses, espe-
cially in remote areas.

“[In our some districts], all [mental health] nurses 
have been trained about CMHN [community men-
tal health nursing], but in other districts there are 
none. So, it affects their ability to provide care." 
(P14, IPKJI)

“There is CMHN in some provinces, including East 
Java, but in other provinces it is not evenly distrib-
uted depending on the provincial government. So 
yes, we are already there [providing training], but 
how can it be leveled up until evenly distributed 
[to all regions]?” (P13, IPKJI)

Inadequate national‑level supports
The implementation of task-shifting and task-sharing 
was seen to require a myriad of supports both from 
government and professional organisations. However, 
the current supports were deemed to be insufficient to 
drive the implementation of task-shifting.

“If you want the ideal, [the support] should be from 
the top, from the national level will be very strong. 
And in the process it certainly involves multi-pro-
fessions. If the top said A, the bottom will be A, 
right? However, if from the top is not clear, it would 
not be A but given the authority to each provincial 
or regional government. They will make their own 
policies.” (P13, IPKJI)

“The ones who know best about regulations and 
the impact of unregulated interventions are pro-
fessional organisations. It’s mandatory for profes-
sional organisations to advocate and lobby pri-
mary care units to encourage official and regulated 
delegation.” (P14, IPKJI)

Discussion
This study explored the perspectives of stakeholders on 
the implementation of mental health task-shifting in 
Indonesia with three key themes emerging: task-shifting 
feasibility and acceptability, shared task implementation, 
and nurses’ role enhancement issues.

Theme 1: Task‑shifting feasibility and acceptability
It was recognised that a number of aspects should be 
considered when implementing task-shifting. The first 
of these is a legal framework. The WHO has emphasised 
that task-shifting should be supported by appropriate 
health legislation and administrative regulation that ena-
bles checks and balances and ensures the safety of both 
patients and health workers involved [47]. Otherwise, 
task-shifting implementation can induce jurisdictional 
debates on nurses’ scope of practice [48]. In Indonesia, at 
least two laws have covered task-shifting topics: Health 
Workers and Nursing Laws. These laws grant permis-
sion to nurses and health workers to provide medical 
services in certain limited contexts in the absence of 
medical personnel. The implementation should consider 
the providers’ competence and authorisation from the 
regional government [29, 30]. Indonesia’s laws have gen-
erally regulated the task-shifting standards, including the 
requirements that must be fulfilled upon implementa-
tion. Technical guidelines, however, are still needed to 
make sure the task-shifting is implemented smoothly and 
sustainably.

The requirements set by the laws are also in line with 
the other aspects covered in this theme, namely appro-
priate contexts in which task-shifting is urgently needed, 
in-service training to enhance the providers’ competence, 
and acceptability from stakeholders. These aspects cor-
respond with task-shifting implementation criteria rec-
ommended by a systematic review and an international 
Delphi study involving participants from the United 
States, South Africa, United Kingdom, Nigeria, India, 
and Australia, among others, trained health providers, 
existing health human resources shortage or inacces-
sibility, important health issues, and socially acceptable 
interventions [33, 49]. These requirements are needed 
to maintain quality and ensure effective and efficient 
implementation.

Regarding acceptability, stakeholders in this study 
had different attitudes on task-shifting. One stake-
holder opposed task-shifting, given that they believed 
mental health services should be conducted collabora-
tively in accordance with each profession’s competence. 
Meanwhile, others supported the implementation citing 
that task-shifting is needed to make sure no one is left 
behind. This finding corresponds with some evidence 
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from some countries in Africa and South Asia finding 
that stakeholders generally have various attitudes on 
task-shifting, either positive, negative, neutral, or even 
skeptical [33, 50]. Opposing views can be barriers to task-
shifting implementation, particularly if they come from 
policymakers.

Theme 2: Shared Task Implementation
Despite different views on task-shifting, participants in 
this study had similar perceptions about the collabora-
tive nature of mental health services. This supports the 
use of so-called ‘task-sharing’, a term that is closely linked 
with task-shifting. Although both terms similarly involve 
redistribution of duties among health workers, task-shift-
ing gives more emphasis on task delegation or transfer, 
while task-sharing focuses on the involvement of pro-
viders with different qualifications to complete the tasks 
[49]. An Indonesian-based grounded theory coined the 
term ‘connecting care’ to describe collaborative mental 
health service models that involve multiple stakeholders 
[51]. Therefore, we consider that task-sharing is generally 
more acceptable for most stakeholders in Indonesia com-
pared to task-shifting.

Task-sharing is implemented based on the intertwined 
and complementary roles of mental health workers 
through some approaches, e.g., collaborative and coor-
dinated care; staged and referral services; and com-
munication technology utilisation. These approaches 
are supported by a literature review as evidence-based 
components that facilitate task-sharing [52]. Usually 
implemented within a system involving various care 
components, from specialist services to self-care, these 
approaches also correspond with the WHO pyramid 
framework designed to provide optimal mental health 
services [53, 54]. Furthermore, communication technol-
ogy, such as phone calls or Whatsapp, plays a pivotal role 
in mediating collaboration and care delivery. A system-
atic review identified technology as a strategy to leverage 
the scope of mental health services [31]. Another study 
focusing on developing medical devices for task-shifting 
for health professionals in Ethiopia, Ghana, and Uganda 
revealed devices should be easy to use, safe, and effec-
tive, especially for target users, i.e., less specialised health 
workers [55]. Technology utilisation can improve agility 
and responsiveness of mental health services and allows 
task-shifting to be demanded.

Themes 3: Nurses’ role enhancement issues
Task-shifting (and task-sharing) require nurses’ roles 
to be enhanced. However, this study found that the 
enhancement process faced numerous barriers. First, 
nurses had administrative and other task responsibilities, 
such as finance, medical record maintenance, nutrition, 

health promotion, and environmental health. Primary 
care nurses may not be able to provide optimum services 
if they are burdened with too many administrative tasks 
[56]. Second, nurse delegation procedures were unstand-
ardised. Delegations that do not follow any protocol or 
standard can raise accountability problems and be detri-
mental to nurses [57]. In Indonesia’s context, nurses car-
rying out medical actions without written delegation can 
be considered a criminal case [58]. Therefore, nurses’ role 
enhancement should be supported by policies to reduce 
unnecessary burdens and develop standardised delega-
tion protocols.

Third, participants raised serious concerns about 
nurses’ abilities in undertaking medical tasks and which 
tasks could be performed independently by nurses. These 
concerns were associated with the duration of training 
and scope of practice, particularly on diagnostics and 
therapeutics, which are considered insufficient to take 
on medical roles [59, 60]. Fourth, there is potential resist-
ance from the medical profession regarding task-shifting 
implementation. Doctors were concerned that nurses 
would take their authority and threaten their jobs [61]. 
Therefore, doctors preferred nurses to carry out only 
non-medical tasks [60].

Fifth, nurses’ role enhancements were found to be hin-
dered by unequal training distribution. In-service train-
ing determines task-shifting feasibility [31, 62, 63] and 
can improve the knowledge, skills, and confidence of 
non-specialist health workers to deliver mental health 
interventions [64]. However, training and supervision 
for mental health task-shifting were generally seen to be 
lacking in terms of duration and frequency [34]. Policy-
makers should provide regular training and supervision 
for nurses to improve their abilities in delivering mental 
health services.

Sixth, supports from national-level stakeholders was 
perceived by participants to be lacking. In general, the 
participation of nurses in the policy-making process is 
also still very limited [65]. Therefore, nurses need to be 
encouraged to be more involved in the policy-making 
process, both at clinical, local, and national levels. Com-
pared to the medical profession, nurses were particu-
larly seen to be lacking representation in policymaking 
institutions.

Strength and limitations
This is the first qualitative study to explore task-shifting 
and task-sharing in Indonesia involving stakeholders 
from national to clinical levels and could be a refer-
ence for the development of the emerging approaches in 
Indonesia and other settings, especially low-and-middle 
income countries where mental health services are not 
widely available in primary care.
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Besides those strengths, this study has several limita-
tions. Multi-leveled participants involved made it dif-
ficult to find commonalities in their answers, especially 
among national-level participants. This situation was 
inevitable as these participants had different back-
grounds, positions, and organisations with their respec-
tive roles and proximity to task-shifting and task-sharing 
issues. Data from primary care nurses was saturated after 
the third participant and interviews were stopped at the 
fifth. For other participants, the investigators did not wait 
until the data was saturated and stopped data collection 
after all invitees were interviewed, unless they were una-
vailable or not responding.

Although some stakeholders have medical back-
grounds, official representatives from medical profes-
sional organisations could not be recruited in the given 
research period, particularly from the Indonesian Psy-
chiatric Association, so this study could not capture 
their opinions. Besides, invitations were addressed to 
the organisation and position instead of the person. The 
organisation appointed their representatives, which made 
the investigators could not control the personal represen-
tations such as gender and professional background.

The investigators planned to involve clinicians from 
some regions to capture different perspectives. How-
ever, due to implementation of COVID-19 restrictions, 
only primary care nurses from Bali Province could be 
interviewed. Therefore, this study cannot capture clini-
cal situations in broader contexts to enrich the data as 
mental health services in each region are likely to be dif-
ferent. The findings are limited to the Indonesian context 
that has specific circumstances regarding the availability 
of mental health services and the supporting systems. 
Implementation in other countries requires careful 
examination.

The three-month gap became an obstacle as it sig-
nificantly changed the research plan set by the investi-
gators. It also delayed the data collection, analysis and 
manuscript writing. As the funder had a strict report-
ing deadline to adhere, the investigators cannot sent the 
transcript and research findings to all participants to get 
appropriate member checking.

Conclusions
Despite facing numerous challenges, task-shifting in 
mental health service delivery has been practised in 
Indonesia for many years, especially in collaborative 
and coordinated formats (i.e., task-sharing). Interpro-
fessional collaboration across stakeholders is inevitable 
to ensure the best quality services of mental health care 
in community, particularly in rural and remote areas. 
This becomes more important when task-sharing has 

a more practical basis in Indonesia’s mental health ser-
vices compared to task-shifting.

For future practice, the implementation of task-
shifting or task-sharing of mental health interventions 
requires the involvement of highly skilled primary care 
nurses. Nurses have to improve their knowledge and 
skills in managing mental health patients through con-
tinuous training and education. Supporting laws and 
policies are pivotal for the sustainability of task-shifting 
and task-sharing. Nurses also need to consider legal 
aspects before accepting any delegated medical tasks, 
which are beyond their scope of practice, to avoid ethi-
cal or legal issues.

Further studies should assess the need to implement 
task-shifting or task-sharing from local leaders in very 
remote areas where mental health specialists are not 
available. The capacity of primary care nurses to under-
take advanced mental health tasks also needs to be 
explored. This study can be initial guidance for nurses 
who have to undertake extended roles in mental health 
services in rural and remote settings.
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