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Abstract
Background Many people with mental illnesses remain isolated, chained, and inside cages, called Pasung in 
Indonesia. Despite numerous policies introduced to eradicate Pasung, Indonesia has made slow progress in 
decreasing this practice. This policy analysis examined existing policies, plans and initiatives in Indonesia targeted at 
eradicating Pasung. Policy gaps and contextual constraints are identified in order to propose stronger policy solutions.

Methods Eighteen policy documents were examined, including government news releases and organisational 
archives. A content analysis was undertaken of national-level policies that address Pasung within the context of the 
health system, social system and human rights since the establishment of Indonesia. This was followed by a case 
study analysis of policy and program responses particularly in West Java Province.

Findings While policy to address Pasung exists at a national level, implementation at national and local levels 
is complicated. Pasung policy has generated a sense of awareness but the different directions and ambiguous 
messaging across all stakeholders, including policy actors, has created a lack of clarity about institutions’ roles and 
responsibilities in the implementation process, as well as accountability for outcomes. This situation is exacerbated 
by an incomplete decentralisation of healthcare policymaking and service delivery, particularly at the primary level. 
It is possible that policymakers have overlooked international obligations and lessons learned from successful 
policymaking in comparable regional countries, resulting in disparities in target-setting, implementation mechanisms, 
and evaluation.

Conclusion While the public has become more informed of the need to eradicate Pasung, ongoing communication 
with the various clusters of policy actors on the aforementioned issues will be critical. Addressing the various 
segments of the policy actors and their challenges in response to policy will be critical as part of building the 
evidence base to establish a feasible and effective policy to combat Pasung in Indonesia.
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Introduction
Human rights violations against people with mental ill-
nesses are widespread in both community settings and 
mental health facilities in many countries [1]. One exam-
ple of violations is the use of seclusion and restraint (SR). 
Human Right Watch reported that at least 60 countries 
have SR practices [2] in their mental health institutions 
and communities. Inpatient mental health facilities use 
SR as a method of management for the safety of psychi-
atric patients and others [3], yet they are not therapeu-
tic measures and should only be used as a last resort [4]. 
Although SR is clinically effective in terms of maintaining 
safety and administering essential medication, it is typi-
cally regarded as a high-risk procedure [5, 6]. They are 
also typically counterproductive, with harmful repercus-
sions for both patients and mental health professionals 
because they damage trust and engagement with services 
and promote coercive care over therapeutic care [5–7]. 
Seclusion and restraint are also widespread in commu-
nity settings in Indonesia where it is known as Pasung, 
and it is frequently used, prompting significant human 
rights concerns [8–10].

Pasung is a ‘long-standing custom’ in West Java and 
Indonesia, more broadly. Pasung has traditionally 
involved a person who is agitated or considered at high 
risk of doing harm, either to themself or others, being 
shackled using a wooden log [8, 10, 11]. Frequently, this 
shackle is anchored to the concrete floor or wall [8, 12]. 
Currently, Pasung has grown to include purpose-built 
cages and similar structures within the home or commu-
nity designed for containment.

In Indonesia, the policy to ban Pasung was issued in 
1977 with the release of a Home Affairs Ministry regu-
lation [13]. Despite this regulation being in existence for 
more than four decades, Pasung still exists in the Indone-
sian community and has been somewhat overlooked. In 
2010, the Indonesian government through the Ministry 
of Health launched the Indonesia Free Pasung Program, 
which aimed to eliminate the usage of community SR for 
people with serious mental illness [14]. It was followed by 
the ratification of the Mental Health Act.18, which had 
been in effect since 2014 and reaffirmed that those who 
deprive others of their rights would be imprisoned or 
fined [15].

There have been no epidemiological surveys that have 
accurately expressed the percentage of people in the pop-
ulation subjected to Pasung until recently [10]. In Indo-
nesia, the majority of people with mental health issues 
are hidden by their families and not exposed to public 
view. This is because mental illness is highly stigmatised 
and viewed as a shameful affliction in Indonesian culture 
and society [8, 16].

The Indonesian government claims that the Free 
Pasung Program has successfully reduced Pasung based 

on rates estimated by Human Rights Watch from 18,880 
cases in 2010 to 12,220 cases in 2018 [17]. The Indone-
sian government’s repeated revisions of the Free Pasung 
Program (2010–2017 and 2019) have sparked doubt 
among the community about the true number of people 
still in Pasung and the success of the Free Pasung Pro-
gram as claimed by the government. The number of 
individuals in Pasung could be significantly higher than 
estimated. Furthermore, according to data given by the 
Indonesian Centre for Health Research, the number of 
people with serious mental illness who were subjected to 
Pasung decreased somewhat from 14.3 to 14%, but this 
does not match the fall in rates stated by the Ministry of 
Health. It also doesn’t appear to reflect Indonesia’s pop-
ulation growth from 2010 to 2018, when the country’s 
population increased by about 30  million (from 237 to 
265 billion) [18]. According to data from the Ministry of 
Health website, 10% of those in Pasung were released and 
treated in hospitals over a six-year period between 2009 
and 2014. However, there is no evidence on how many 
of those people with serious mental illness were success-
fully rehabilitated or returned to their communities and 
returned to Pasung (see Additional file 1).

Since the introduction of the Pasung policy, there has 
been limited research into how the policy has been posi-
tioned to bring about changes and what the policy actors 
perceive to be the challenges [9, 19–21]. Among this 
research, some are focused on the content [20, 21] and 
other on actors and decision-making [16]. The political, 
economic, and social contexts in promoting or inhibiting 
Pasung policy at the national and subnational levels are 
largely unexplored.

Using Health Policy Analysis (HPA) [22], otherwise 
known as the Policy Triangle Framework (PTF) [22, 23], 
this policy analysis intends to contribute to addressing 
this knowledge gap. This framework has been widely used 
in many countries, particularly low- and middle-income 
countries, to address a variety of health policy issues, 
including health sector transformations and population 
health [24–26]. It focuses on four key aspects: the policy’s 
content; the people involved in policy change; the proce-
dures involved in producing and implementing change; 
and the context in which the policy is created. The frame-
work is premised on the idea that policy derives from and 
is shaped by political and social processes [22, 26, 27].

The HPA is a simplified portrayal of a complicated 
set of interrelationships in which actors (as individuals 
or members of groups or organizations) are influenced 
by the context in which they live and work; context is 
influenced by many factors such as political instability 
or ideology, history, and culture; and the policy-making 
process – how issues get onto policy agendas and how 
they fare once there – is influenced by actors and their 
position in power structures [25].The context variables 
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that have shaped Pasung policy, the actors involved, the 
content of the policy and institutional provisions and the 
approaches and policy processes are examined in this 
study. The findings of this study will be used to inform 
the challenges and accomplishments to the change 
agents, such as relevant government agencies, and will 
contribute to the body of knowledge on Pasung, hence 
strengthening the links between research and policy.

Methods
Sampling frame of included literature
All policies that aimed to address Pasung, whether in 
English or Indonesian, with full text available and have 
been issued by the government of Indonesia from 1945 
onwards, including the Indonesian Constitution, laws 
related to the right to health in Indonesia, human rights, 
and social welfare for people with mental illness sub-
jected to Pasung were included. For the availability of 
targeted Pasung policy documents and publications, we 
mostly relied on online resources, searching the web-
sites of the Ministry of Health, Ministry of Social Affairs, 
Ministry of Home Affairs, Ministry of Law and Human 
Rights, Human Rights commission report, and the West 
Java Provincial Government.

Search Strategy
Web-based searches of national and provincial websites, 
including the Ministries of Health, Ministries Social 
Affairs, Ministry of Law and Human Rights, and Ministry 
of Home Affairs, the Human Rights Commission report, 
and the West Java Government website, were conducted 
to identify all public policy documents relevant to 
Pasung. Searches were conducted in in September 2021. 
All potentially relevant information was downloaded for 
analysis. Search terms included “Pasung”, “mental illness”, 
“mental health”, “policy development”, “policy implemen-
tation”, “policy evaluation”, “disability”, “Pasung policy”, 
and “health policy”. We included 17 national policy docu-
ments and one provincial level policy document in our 
analysis.

Data extraction and analysis
We began by identifying, describing, and categorising 
current and previous policies aimed at overseeing Pasung 
practice. We compiled and reviewed the content of all 
national policies dating back to 1945, looking for particu-
lar policy content pertinent to Pasung and then went on 
to analyse and explain the reasons for their impact (or 
lack thereof ) on Pasung. We tracked the evolution of pol-
icy content over time, as well as the extent to which the 
above-mentioned shifting policy framework influenced 
implementation.

The analysis then moved to the provincial level where 
the study was located which is West Java Province’s 

health policy and strategy papers. Understanding how 
decentralisation reforms impacted policy creation and 
execution, a review of provincial Pasung prevention plans 
and implementation policies was considered relevant. 
West Java was chosen because it is one of the provinces 
with the highest prevalence of mental health problems 
according to National Health Research in 2013 [28]. 
Despite a minor drop in 2018 (using a different instru-
ment compared to the previous one in 2013), West Java 
is also regarded as having among the highest number of 
people in Pasung in Indonesia, given the fact that it is the 
most populated province in the country [18, 29].

The context, content, mechanisms, and actors that 
shaped these policies were examined using the HPA. The 
term “context” refers to national, regional, or even world-
wide political, economic, social, and cultural elements 
that may influence health policy. The reviewed policy’s 
content refers to what areas of healthcare it covers and 
what is not covered. The mechanisms through which 
these policies were formed, implemented, or reviewed 
is referred to as the policy process. Individuals, com-
munities, groups, institutions, and the government are 
examples of actors who have an impact on health policy. 
Lastly, the data was read for familiarisation, then itera-
tively read again to discover any new trends. Context, 
actors, content, and processes were among the key cat-
egories of codes examined and classified based on Walt 
and Gilson’s established codes and themes [22, 25].

Results
Policy documents identified
Eighteen policy-related documents were identified. In 
this section, each document is described in relation to its 
relevance to Pasung. We divided the context of Pasung 
policy into three periods of time considering that Indo-
nesia has had three Eras since its independence in 1945. 
The first Era is called the ‘Old Era’, starting from 1945 to 
1965; the Second Era, called the ‘New Order Era’, began 
in 1966 after the rebellion of the Communist parties in 
which thousands of civilians and army personnel died, up 
until 1998; and, the Third Era is called the ‘Reformation 
Era’, starting from 1999 to the present [30–33]. Table  1 
shows the chronology of the policies and plans evaluated 
for relevance to Pasung.

The first era after the Proclamation/Old era (1945–1965)
Context After the proclamation of its independence in 
1945, the newly independent Indonesia inherited a health 
system that had been destroyed by years of combat, 
including Japanese occupation and revolutionary battle 
against the Dutch [34, 35]. There was a severe scarcity of 
clinicians in the country, who were largely concentrated 
in the country’s major cities, where only a small percent-
age of the people lived. The Indonesian Ministry of Health 
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also had to manage the recurrence of epidemic diseases as 
well as endemic diseases [34].

Indonesia adopted a mental health system similar to that 
of the United States, focused on a clinical biomedical 
paradigm. American psychiatry dominated mental health 
treatment from then on, setting the groundwork for mod-
ern, open-style institutions and outpatient care. Most 
Indonesian psychiatrists undertook training at Western 
universities after independence and applied their exper-
tise of the topic in their own country [36]. Since the mid-
1960s, the biomedical paradigm has been the foundation 
of psychiatric thinking. The medicalization of mental 
health issues tends to background the patient’s subjec-
tive experience of the condition in favour of delivering 
accessible mental health care within a complicated health 
system. The Directorate of Mental Health in Indonesia is 
in charge of this. However, due to the government’s inad-
equate health infrastructure, people in rural and remote 
locations have limited access to treatment [36, 37].

Content There were two policies issued during the Old 
Era which were the 1945 Constitution of the Republic of 
Indonesia and The Penal Code of 1946. The details are 
below:

1. The Constitution of the Republic of Indonesia
 The 1945 Constitution of the Republic of Indonesia 

[38], also known as Undang Undang Dasar 1945, is 
the foundation of all law in Indonesia. It was written 
before Indonesian independence in August 1945 
and was named shortly after that independence was 
proclaimed, following Dutch colonial rule and then 
Japanese occupation during World War Two. The 
constitution was a brief document consisted of 37 
articles, six of which dealt specifically with human 
rights (Articles 26–31) as shown in Table 1. However, 
only one Article (Article 27 verse two, in bold text) 
was directly related to Pasung, that:

 Every citizen is entitled to work and a living that is 
commensurate with their status as human beings.

 It is worth noting that the Constitution’s obligations 
to human rights predate the 1948 United Nations 
Universal Declaration of Human Rights. The above 
rights were to be established by law, and they 
might also be restricted by law. For example, every 
citizen has a right to a living that is consistent 
with their status as human beings, but if they are 
declared mentally ill, they may be forced to live in 
a mental hospital as other laws may allow family or 
community members to transfer someone to the 
hospital without their consent.

2. The Penal Code 1946
 In the Penal Code 1946 [39], three Articles dealt with 

mental illness and, to a lesser extent, seclusion 
and restraint. Despite the fact that the penal code 
prohibits a person from being deprived of liberty, 
someone who allows a mentally ill person to be 
abandoned alone might be imprisoned and punished.
 a. Indonesian Penal Code Article 333 verses 1.

Any person who deprives a person of liberty pur-
posely and unlawfully, or proceeds to deprive a per-
son of liberty, faces a maximum sentence of eight 
years in jail.

b. Article 10.

For the sake of peace and public order, or to heal 
the mentally ill person himself, close relatives of a 
mentally ill person may petition the chairman of the 
district court to have the person treated in a mental 
health facility

Table 1 The Timeline of Major Policies of Relevance to Pasung
No The Policy Year Era
1 The Constitution of the Republic of 

Indonesia
1945 First Era

2 The Indonesian Penal Codes (enacted by 
Law No 1 of 1946)

1946

3 Mental Health Act 1966 Second Era

4 Ministry of Home Affairs decree of 1977 1977

5 Law on Health No 23 of 1992 1992

6 Human Rights Act Number No. 39 1999 Third Era
Part 1 - 
Before the 
Enactment 
of Mental 
Health Act 
No. 18 of 
2014
Part 2 - 
Global 
Policy 
shift from 
Millennium 
Develop-
ment Goals 
(MDGs) 
(2000–2015) 
to Sustain-
able De-
velopment 
Goals (SDGs) 
(2015–2030)

7 The amended 1945 Constitution 2000

8 Law on Indonesia Social Security Scheme 
No. 40

2004

9 Law on Health No.36 2009

10 Towards Indonesia Free of ‘Pasung’ Minis-
try of Health

2010

11 Law on Social Security Agency No. 24 2011

12 Mental Health Act No. 18 2014

13 Law concerning the Rights of Persons with 
Disabilities No.8

2016

14 Ministry of Health Ministerial Decree on 
Health Indonesia through Family Ap-
proach (PIS-PK) No. 39

2016

15 Stop Pasung movement (Gerakan Stop 
Pemasungan/GSP)

2017

16 Ministry of Health Ministerial Decree on 
Stop Pasung No 54

2017

17 Ministry of Health Ministerial Decree on 
Minimum Services Standard on Health 
No 4

2019

18 West Java Regional Regulation of mental 
health

2018 Local policy
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c. Article 491.

Anyone who is obligated to care for a mentally ill 
person who is hazardous to himself, or others faces a 
maximum fine of 750 rupiahs if they let that person 
roam around unaccompanied

 This means that a family’s options for caring for 
someone with mental illness are limited. On the 
one hand, they are prohibited from depriving a 
person of their liberty, but on the other hand, 
they cannot allow the person to roam since they 
will encounter severe consequences. When the 
family cannot send this individual for treatment 
because it is either inaccessible or the hospital is 
overcrowded, they might choose to hide the sick 
family member, and Pasung might be one of the 
few options available to the family.

Actors The Ministry of Health, through the Directorate 
of Mental Health, oversaw the majority of the policies and 
the psychiatric institution served as a frontline at the local 
and state level. In this Era, the community (i.e., the family) 
was partially engaged with the responsibility of guarding 
persons with mental ill-health while the person themself 
lost their autonomy to make decisions about their medi-
cal treatment. Yet the Ministry of Law and Human Rights 
established rules outside of the health system, such as 
penal codes, that constrained how a family should care 
for an ill member of their family. So, with the dominance 
of the biomedical system on the one hand and the penal 
code on the other, lack of access to mental health support 
and lack of community support continued to leave fami-
lies with limited care options.

Process During the First Era, Indonesia was a legally 
established country. As previously stated, much of the 
policy was passed down from the Dutch, including the 
Indonesian penal codes, which were taken from the Wet-
boek van Strafrecht (WvS) and was enacted by the Penal 
Codes Legislation No.1 of 1946 [39]. It was reasonable that 
much of the policy-making process was top-down during 
this time period. This circumstance was exacerbated by 
war, turmoil, and the economic crisis [40–42].
In terms of health policy, the Minister of Health develops 
legislation and policies at the national level in conjunc-
tion with a variety of stakeholders. The responsibility for 
producing implementation plans with specified targets, 
indicators, funds, and timetables rests to the provin-
cial departments of health. Provincial agencies are also 
in charge of monitoring and evaluating national policy 
and legislation that has been implemented. Provincial 
districts (divisions of provinces) are in charge of imple-
menting interventions on a local level in accordance with 

national and provincial priorities [38]. The context, con-
tent, actors and process elements within the First Era are 
summarised in Fig. 1.

The second Era/New Order era (1966–1998)
Context The three approaches of prevention, treatment, 
and rehabilitation were proclaimed by the Directorate of 
Mental Health in 1966 as the foundation of a comprehen-
sive mental health care system. At this time, the Indone-
sian government chose a paradigm similar to that of the 
previous Era, in which the major players were the psychi-
atric institutions. It was demonstrated by the establish-
ment of an even greater number of psychiatric institutions 
in Indonesia, in addition to the four psychiatric hospitals 
(Bogor, Grogol, Lawang and Magelang) inherited from 
the Dutch, as part of their colonial rule in Indonesia. The 
number of patients across these hospitals was doubled in 
1970, and a range of therapeutic approaches were intro-
duced [31, 36, 43].

Content Three primary articulations ruled mental health 
and specific policy to prohibit isolation and restriction 
throughout the Second Era. Contrary to popular belief 
during this period, which viewed mental illness as hazard-
ous and requiring constant monitoring, the government 
supplied a more comprehensive approach during this 
time, although only inside the confines of the institutions.
Three policies relating to this Era are detailed below:

1. Mental Health Act No.3 of 1966
 The first Mental Health Act for Indonesia was issued in 

1966 [44] at the beginning of what is known as the 
New Order Era. This first Mental Health Act was a 
brief regulation and consisted of only seven Chapters 
and 14 Articles. The government began to see mental 
health as a problem for national development, 
particularly health development. The Act influenced 
the policy agenda at the time to view mental health 
through a predominantly biomedical lens, as 
mentioned in the first Article where the definition 
of mental health was linked with the definition of 
mental health in medical science:

 “Mental health according to the current understand-
ing of medical science is a condition that allows a 
person acquire an optimal physical, intellectual and 
emotional development and that development goes 
in harmony with the situation of other people”.

 Furthermore, in Article 1 subparagraph (b), mental 
illness as defined in subparagraph (a), is a 
disturbance in mental function that leads to mental 
health issues. The regulation mentioned neither 
Pasung nor restraint and seclusion. However, it 
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regulated the circumstances of a person who can be 
admitted to a hospital. In Article 6, the regulation 
mentioned that admission to a hospital without the 
patient’s consent is against the law:

 If a patient is required to be treated in hospital, 
then from a legal point of view the right to freedom 
of movement of the patient is limited. As such that 
action can be categorized as criminal conduct unless 
the restriction on freedom of movement is based on 
a law

 Despite the legislation urging persons to respect the 
human rights of a person in terms of freedom of 
movement (Article 6), other Articles within the Act 
seem not to do so. For example, Article 5 mentioned 
that coercion is in place where the doctor who treats 
the person has the authority to send the person to 
hospital without their agreement. To make it a legal 
action, consent could be obtained from one of the 
following: the patient if she/he is deemed to have 
enough capacity to give consent; or, where this is 

not the case, the parent, spouse, or the guardian of 
the patient. In the case of emergency or disturbing 
the peace and public security, the police or the judge 
as specified in Article 5 can refer a patient to the 
hospital. The word “disturbing public security” is not 
defined clearly in Article 5; therefore, this Article 
might be used to commit someone to a mental 
health facility without their consent. For the sake of 
safety, a family or community may consign someone 
who is regarded as mentally ill to a mental institution 
and prohibit them from returning to the community.

 The first Mental Health Act for Indonesia was issued in 
1966 [44] at the beginning of what is known as the 
New Order Era. This first Mental Health Act was a 
brief regulation and consisted of only seven Chapters 
and 14 Articles. The government began to see mental 
health as a problem for national development, 
particularly health development. The Act influenced 
the policy agenda at the time to view mental health 
through a predominantly biomedical lens, as 
mentioned in the first Article where the definition 

Fig. 1 Health Policy Analysis on Pasung in the First Era of Indonesia 1945–1965
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of mental health was linked with the definition of 
mental health in medical science:

 “Mental health according to the current understand-
ing of medical science is a condition that allows a 
person acquire an optimal physical, intellectual and 
emotional development and that development goes 
in harmony with the situation of other people”.

 Furthermore, in Article 1 subparagraph (b), mental 
illness as defined in subparagraph (a), is a 
disturbance in mental function that leads to mental 
health issues. The regulation mentioned neither 
Pasung nor restraint and seclusion. However, it 
regulated the circumstances of a person who can be 
admitted to a hospital. In Article 6, the regulation 
mentioned that admission to a hospital without the 
patient’s consent is against the law:

 If a patient is required to be treated in hospital, 
then from a legal point of view the right to freedom 
of movement of the patient is limited. As such that 
action can be categorized as criminal conduct unless 
the restriction on freedom of movement is based on 
a law

 Despite the legislation urging persons to respect the 
human rights of a person in terms of freedom of 
movement (Article 6), other Articles within the Act 
seem not to do so. For example, Article 5 mentioned 
that coercion is in place where the doctor who treats 
the person has the authority to send the person to 
hospital without their agreement. To make it a legal 
action, consent could be obtained from one of the 
following: the patient if she/he is deemed to have 
enough capacity to give consent; or, where this is 
not the case, the parent, spouse, or the guardian of 
the patient. In the case of emergency or disturbing 
the peace and public security, the police or the judge 
as specified in Article 5 can refer a patient to the 
hospital. The word “disturbing public security” is not 
defined clearly in Article 5; therefore, this Article 
might be used to commit someone to a mental 
health facility without their consent. For the sake of 
safety, a family or community may consign someone 
who is regarded as mentally ill to a mental institution 
and prohibit them from returning to the community.

2. Home Affairs Ministerial Decree PEM.29/6/15 on 
11 November 1977

 This Home Affairs ministerial directive [13], written 
to the Governors in all provincial levels throughout 
Indonesia, asks the public not to shackle persons 
with mental illnesses and to create public awareness 

about the importance of providing care for patients 
in psychiatric hospitals. The letter also includes 
directions for sub-district and village chiefs to 
take proactive measures to deal with patients in 
their communities. Despite the fact that the policy 
was only at the ministerial level, the government, 
which was governed by authoritarians, had a great 
desire to implement it. At the time, the majority of 
governors were army major generals. This is why the 
Ministry of Home Affairs took the lead in the Pasung 
movement rather than other ministries [45].

3. Law on Health No 23 of 1992
 In the Law on Health policy issued in 1992 [46], there 

are no specific Articles or verses that mention 
Pasung. Four Articles covered the issue of mental 
health and what the government responsibility for 
each community should do to prevent, promote 
and treat mental illness. In this policy, governments 
are beginning to change the ethos of mental health 
by emphasizing the importance of community 
to support the overall health of its members. In 
addition, the definition of mental health which 
covered the social and productivity aspects showed 
the commitment to tackle the links between poverty, 
being without a job and mental health (see Table 2, 
Article 1).

 Moreover, in this policy, the government tried to 
implement mental health services in an integrative 
way, as seen in Articles 10, 24 and 25. Despite 
the boundaries and definition of prevention and 
promotion in this policy being vague in relation to 
cure and treatment of mental illness, policy makers 
attempted to pave the way for identification of the 
need for mental health services to be implemented 
comprehensively (see Article 24 verse 2).

Despite many improvements in mental health policy in 
general, this policy remained unchanged in nature, simi-
lar to the Penal Code [39] and Mental Health Act of 1966 
[44], where coercion is used in situations where a doctor 
or authority determines that someone needs to be hos-
pitalised (see Table 2 Article 26 verses 1 and 2). Psychia-
trists (doctors) were given significant power by mental 
health legislation, which gave them the right and respon-
sibility to hold patients and force them to take medica-
tion or undergo other therapy.

Actors Similar to earlier Eras, the Ministry of Health 
controlled the bulk of policies through the Director-
ate of Mental Health (previously Department of Men-
tal Health) despite the leading organization to combat 
Pasung being the Ministry of Home Affairs. Outpatient 
psychiatry clinics integrated in referral general hospitals 
were more common than psychiatric institutions during 
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this Era. A number of treatments approaches, includ-
ing prevention, treatment, and rehabilitation, were also 
implemented as the cornerstone of a comprehensive 
mental health care system [31]. To overcome Pasung, the 
government attempted to enlist the help of other stake-
holders, such as the Ministry of Home Affairs. However, 
there has been only partial implementation of the policy, 
with the family, and local schools, workplaces and com-
munities largely taking up this burden with the help of 

mental health professionals and other organisations. For 
example, unlike physical health, mental health was not 
taught in schools. While the family’s obligation to protect 
mentally ill individuals continued, the patient’s autonomy 
to make decisions about their medical treatment without 
being affected by both their health care provider and carer 
was minimal.

Process Indonesia’s internal and international policies, 
including health and mental health, remained domi-
nated by economic nationalism throughout the Suharto 
administration. The nationalist agenda had many forms 
and manifestations, but the essence remained the same 
as the previous Era [42]. Since the New Order’s inception 
in 1966, military ideology has emphasised the pursuit of 
economic development as a means of rescuing the coun-
try from the politico-economic disasters that occurred 
under the Old Era. From spoiler to essential supporter, the 
military adjusted its role. The military’s main role as a key 
supporter was to provide advice and policy recommenda-
tions to the president, as well as to criticise government 
[45, 47]. Most institutions, it should be noted, adopt top-
down team management. This is how any ministerial and 
provincial level with an executive ladder is set up. It dis-
misses the involvement of civilians [34, 45]. The context, 
content, actors and process elements within the Second 
Era are summarised in Fig. 2.

The third Era/Reformation era (1999-present)
Context In the early Reformation Era, the resistance 
and students’ movement arose from the so-called urban 
middle class, resulting in a new civil movement. This had 
never been seen before; the government had previously 
faced few substantial challenges from either the military 
or civil society [30, 45, 48].
The health sector is one of the most important govern-
ment initiatives in this Era. The government has enacted 
health-related legislation, including Health Law Num-
ber 36 of 2009. Then it was followed by the enactment 
of Law No.18 of 2014, which dealt with mental health. 
With the passage of the Law on Indonesia Social Security 
Scheme No 40 and the Law on Social Security Agency 
No 24, the transition from voluntary to mandatory social 
schemes began to support funding for health and men-
tal health. Internationally, there was a global policy that 
shifted MDGs (2000–2015) to SDGs (2015–2030). In the 
MDGs, mental health was not specifically mentioned, 
but in SDGs, there are some articles (goals) that specifi-
cally mention mental health. Furthermore, during this 
Era, the care offered by dukuns, or indigenous healers, 
has also been given special consideration. Traditional 
medicine, according to Article 1 number 16 of the Health 
Law, is the therapy and/or treatment with techniques and 
substances that relate to empirically inherited experience 

Table 2 Chapters and Articles Relevant to Mental Health in Law 
on Health No.23 of 1992
Chapter Article
1: General 
Terms

Article 1
(1). Health is a state of complete physical, mental, and 
social well-being that enable a person to be socially 
and economically productive

VI: Health 
service

Article 10
To achieve an optimum health status for the com-
munity, health services are carried out with promotive, 
preventive, curative and rehabilitative which are carried 
out in a comprehensive, integrated, and sustainable 
manner.
Article 11
(1 F). Health services as mentioned in verses 10 includ-
ing mental health

Chapter VII 
Mental Health

Article 24
(1) Mental health is implemented to obtain an opti-
mum of both intellectually and emotionally.
(2) Mental health includes the promotion and preven-
tion of mental health, prevention and treatment of 
psychosocial problems and mental illness, curative and 
recovery of people with mental illness.
(3) Mental health is implemented at all levels by indi-
viduals, the family, school, work, community, supported 
by mental health service facilities and other facilities.

Article 25
(1) The government shall provide treatment and care, 
recovery, and to people with mental disorder after 
the hospital treatment and or treatment into the 
community.
(2) The government initiates, assists, and fosters com-
munity activities in the prevention and management 
of psychosocial problems and mental illness, treatment 
and care, recovery and shelter of former people with 
mental illness into the community.

Article 26
(1) Person with mental illness who possibly disturbed 
the public order and security must be treated and 
cared for in mental health service facilities or other 
health service facilities.
(2) Treatment and care for people with mental illness 
can be carried out at the request of the husband or 
wife or guardian or family members of the patient or at 
the initiative of the official responsible for security and 
order in the local area or a court judge if in a case there 
is a suspicion that the person concerned is a person 
with a mental disorder.
(2) The government is responsible for establishing and 
operating a national education system that is governed 
by law.
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and abilities that can be accounted for and implemented 
in line with societal standards. Moreover, pharmaceuti-
cal preparations in the form of traditional medicines and 
cosmetics, as well as medical equipment, must comply 
with the norms and/or requirements set out in Article 
105 of the Health Law.

1. Content: In comparison to the previous Era, the 
government issued four times as many policies 
during this Era in terms of health and disability, 
which have included a broader definition that 
includes mental illness, mental health, and particular 

policy to prevent isolation and confinement 
throughout the third period. The following are the 
policies that were put in place during the time.

 The Amended 1945 Constitution (Amendments)
 The 1945 Constitution of the Republic of Indonesia 

[38] has been amended four times during the 
Reformation Era, most notably in 1998 [49] with 
the insertion of the Human Rights Article. It now 
contains a dedicated chapter solely for human rights 
in Chapter XA. Three verses (i.e., Articles 28B, 28G 
and 28I) underline the protection against violence 

Fig. 2 Health Policy Analysis on Pasung in the Second Era of Indonesia 1966–1998
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and torture or other treatment that degrades human 
dignity. As example, Article 28G states:

Every person has the right to be free of torture and 
other degrading treatment that degrades human 
dignity.

2. Human Rights Act Number 39 of 1999
 The fulfilment of the right to health for persons with a 

mental disorder links with Indonesia’s human rights 
obligations. The Human Rights Act of 1999 [50] was 
issued long before Indonesia ratified the Convention 
on the Rights of Persons with Disabilities (CRPD) 
[51] in 2011 (see the law on CRPD No.19 2011). In 
Chapter II of this Act, the basic principle of Article 
4 verse 1 mentions that every person has the right 
to life, the right not to be tortured, the right to 
personal freedom, thoughts and conscience, the right 
to religion, the right not to be enslaved, the right 
to be recognized as a person and equal before the 
law, and the right not to be prosecuted on the basis 
of retroactive law are human rights that cannot be 
reduced under any circumstances and by anyone.

 Furthermore, Article 9 states that: (1) Everyone has 
the right to live, maintain life and improve their 
standard of living; (2) Everyone has the right to live 
in peace, security, happiness, physical and spiritual 
prosperity; and (3) Everyone has the right to a great 
and healthy living environment. By issuing this 
legislation, the government wished to emphasize 
that torture, including seclusion and restraint of 
people suspected of having mental illness, is an 
act that is contrary to human rights. The use of 
seclusion or physical restriction as a technique for 
a hospital’s administrative convenience or inpatient 
ward management is regarded as a violation of 
human rights. The Article stressed that staff can only 
administer seclusion for brief periods of time as a 
method of crisis management or when it is the only 
way to prevent urgent or impending harm to the 
patient or others.

 During this time, there were no regulations in place that 
expressly addressed people with disabilities. Existing 
regulations are dispersed and cover areas such as 
education, health, accessibility, and employment 
that affect people with disabilities. It was also at this 
time that new phrases were coined, and first applied 
to people with impairments. ‘People’s disability’ 
and ‘handicap’ are two examples of these phrases, 
and they apply to a variety of disabilities (blind, 
quadriplegic, and impaired speech). At the end of the 
Era, the term “persons with disabilities” has emerged 
in the regulations.

3. Law on Indonesia Social Security Scheme No. 40
 The Law on Indonesia Social Security Scheme No. 40 

[52] is a game-changing step towards meeting the 
Indonesian government’s goal of Universal Health 
Coverage (UHC). Articles 3 of this regulation stated 
that “Social security is a form of social protection 
to ensure that all people can meet their basic needs 
for a decent life”. The Indonesian social security 
programme is currently undergoing a fundamental 
overhaul in order to improve the existing system’s 
performance for beneficiaries and to expand social 
security coverage to more people, including those 
with psychosocial disabilities. The Indonesian 
government paid the insurance premiums for those 
in need and those with psychosocial disabilities, 
as stated in articles 20 - “Participants in health 
insurance are anyone who has paid contributions 
or has had contributions paid for them by the 
government.” Furthermore, Article 21 (3) of this 
Law states, “Participants who have permanent total 
disability and are unable to pay their contributions 
are reimbursed by the government.”

 By the enactment of this Law, as stated in Article 22, the 
participant could get services that include promotive, 
preventive, curative and rehabilitative services, 
including medicines and consumable medical 
materials. This regulation, as stated in Article 23, also 
strives for people to seek treatment at the nearest 
health facilities as all community centres and hospital 
cooperate to this system.

4. Law on Health No 36 of 2009
 The Law on Health policy issued in 2009 [53] has 

similar issues of concern with the previous Law 
on Health policy issued in 1992 in term of Pasung 
regulation, where we found no information directly 
regarding Pasung. The content regarding mental 
health in chapter IX consisted of 9 Articles (see 
Table 3). The difference between the previous and 
the 2009 Law in Health policy is described in several 
Articles below.

 In Article 144 (3) and Article 147 verse 1, the 
responsibility is stated not only of the government 
but also local government and community to hold 
shared responsibility for implementing the mental 
health service. This version was issued after the 
Reformation Era and the Decentralization Era where 
all of the Indonesian provinces and districts have 
their own autonomy in terms of managing funding 
and local resources and the central government 
manages the overarching policy and some of the 
resources. Moreover, community involvement was 
introduced to increase the coverage of mental health 
services. The government moved its thinking to be 
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more widely open to the community being involved 
in the mental health service such as mental health at 
work and mental health at school initiatives.

 Article 146 described how education and information 
regarding mental health is a must to protect the 
human rights of people with mental illness. Due to 
stigma, discrimination, and a lack of legal protection, 
individuals are exposed to human rights breaches in 
the community and in a range of services. Improved 
media reporting and public education were deemed 
as useful strategies to reduce human rights concerns.

 Article146 (2) is another example of where human 
rights issue has been included in this policy 
document, as exemplified in verse (1) which aimed at 
avoiding violations of the human rights of a person 
who is considered to have a mental health disorder. 
Article 148 verse 1 further stated that people with 
mental illness have equal rights to other citizens.

 The minimum standard requirement for mental health 
facilities started to be regulated in this law, which 
mentioned in Article 147 (3) that specific health 
service facilities demonstrate standard requirements 
that are in accordance with those mentioned as 
needed in the regulation to effectively treat and 
care for people with mental health illness. During 
this Third Era of reform, policies focusing on 
disadvantage and social exclusion have emerged from 
the new determination to address the links between 
poverty, unemployment, and mental illness. This was 
covered in Article 149 (1).

 Despite many improvements in this policy, psychiatry 
continues to separate mental illness from the 
person’s broader social and environmental context 
and surroundings. Mental health issues and 
psychosocial problems are both defined as abnormal 
personal experiences. Social and cultural variables 
are secondary at best and may or may not be 
considered (see Article 1 definition of health). This is 
partly due to the fact that the majority of psychiatric 
contacts take place in hospitals and clinics where 
the treatment focus is only on the person‘s clinical 
symptoms, whether through medications or 
psychotherapy (see Article 147 (2–3), Article 149 
(1,2,3) and Article 150 (1)). (See Table 3).

5. ‘Towards Indonesia Free of Pasung’ 2010
 With the increasing number of people in Pasung, 

the Ministry of Health launched the campaign of 
‘Toward Indonesia Free from Pasung’ or Indonesia 
Bebas Pasung in October 2010 [14]. Apart from the 
increasing incidence of Pasung, this campaign is 
based on increasing advocacy and encouragement 
from many organizations including human rights 
organizations, mental health organizations, and 

extensive media information. The regulations used as 
the basis of the campaign are the Mental Health Act 
of 1966 [44], the 1992 Health Law [46] and the Letter 
of the Ministry of Home Affairs 1977 [13], which 
ordered the public not to implement shackles for 
people with mental health issues and to raise public 
awareness to hand over care for these individuals 
to mental hospitals or other mental health facilities. 
The letter also contains instructions for all governors, 
mayors, district and village leaders to actively take 
initiatives and steps in dealing with people in Pasung 
in their area.

 The Ministry of Health added that to meet the needs of 
people with mental health issues who are confined 
and neglected, comprehensive efforts are needed 
from all aspects: health, economic, and social. 
This effort regulates the role of government, local 
government and the community. The Ministry of 
Health further stressed that the central government 
and local (provincial and district) governments are 
responsible for the equitable distribution of mental 
health service facilities by involving the participation 
of the community, including the financing of 
treatment and care for people with mental health 
issues for the poor. The government and local 
governments not only find cases of Pasung and 
then release them, but also provide education to the 
public to discourage them from using Pasung.

 Community health centers are empowered so that they 
can become the first place for contact and delivery 
of mental health services and that they must also 
provide the necessary treatment. General Hospitals 
must provide beds so that they can treat people 
with mental health issues that require treatment. 
Psychiatric hospitals, apart from being a referral 
center, must also be able to become a center for 
mental health development for health services in 
their area. Community participation is expected 
to enable identification of individuals with mental 
health issues in the community, avoid shackles and 
encourage community members to seek treatment 
and carry out control. The program also targets the 
decision-makers, non-governmental organizations, 
professional organizations, community leaders, 
health leaders, special groups, related sectors at 
the central and regional levels and individuals who 
experience chronic diseases as well as people with 
mental health issues [50].

6. Law on Social Security Agency No. 24 of 2011
 To achieve the goals outlined in Law No. 40 of 2004, the 

government established an administrative body in 
the form of a legal entity based on the principles of 
mutual cooperation, non-profit, openness, prudence, 
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accountability, portability, mandatory participation, 
trust funds, and the results of managing social 
security funds entirely for programme development 
and the best interests of participants. In Article 2 
Law No. 24 of 2011 [54], this social security agency 
was divided into two parts: the health agency and the 
workers agency. The formation of this social agency 
body actually was slightly longer than expected as 
mandated in Article 52 of Law No.40 of 2004 which 

stated, “All provisions governing the Social Security 
Administering Body as referred to in paragraph (1) 
are adjusted to this Law no later than 5 (five) years 
after this Law is promulgated.” It took seven years to 
establish the administering body.

 In relation with Pasung, none of the Articles mentioned 
directly either Pasung or mental illness; but, in the 
Article 19 of this law, the government emphasized 
that the insurance premium for those who are in 

Table 3 Chapters and Articles Relevant to Mental Health in Law on Health no 36 2009
Chapter Article
1: General 
Terms

Article 1
(1). Health is a state of complete physical, mental, and social well-being that enable a person to be socially and economically 
productive

IX: Mental 
Health

Article 144
(1) Mental health service is aimed to ensure every people have a healthy life, free from fear, stress, and other symptom related with 
mental disorder.
(2) Mental health services as referred in verses (1) consists of preventive, promotive, curative, rehabilitation of patients with mental 
illness and psychosocial problems.
(3) Mental health services as referred to in verses (1) is the joint responsibility of the Government, local government, and the 
community.
(4) Government, local government, and community responsible for creating mental health service at the highest possible level and 
ensure the availability, accessibility, quality and equity of mental health services as referred to in verses (2).
(5) The government and local governments are obliged to develop community based mental health service as part of integrated 
mental health service, including accessibility to a community for mental health services.

Article 145
The government, local government and community ensure mental health service in all levels including preventive, promotive, cura-
tive and rehabilitative, also in the workplace as referred to in Article 144 verses (3).

Article 146
(1) The public has the right to obtain faultless information and education regarding mental health.
(2) The rights as referred to in verses (1) are aimed at avoiding violations of the human rights of a person who is considered to have a 
mental health disorder.
(3) The government and local governments are obliged to provide information and education services on mental health.

Article 147
1) The endeavour to cure people with mental illness are the responsibility of the Government, local governments and the community.
(2) The healing process as referred to in verses (1) are carried out by authorized health personnel and in the proper place to respect 
the patient’s human rights.
(3) A specific health service facilities with standard requirements and are in accordance as mentioned in the regulation is needed to 
treat care people with mental health illness

Article 148
(1) People with mental illness have the equal rights as other citizens.
(2) The rights as referred to in verses (1) include equal treatment in every aspect of life, unless the laws and regulations state otherwise.

Article 149
(1) People with mental illness who are neglected, homeless, threaten the safety of himself and/or others, and/or disturb order and/or 
security the general public are required to receive treatment and care in health care facilities.
(2) The central government, local government, and the community are obliged to give treatment and care at the mental health facili-
ties for people with mental illness who are abandoned, homeless, threatening safety himself and/or others, and/or interfere public 
order and/or security.
(3) The central government and local governments are responsible
on equal distribution of mental health facilities by involving public actively.
(4) The Government and local governments responsibility as referred to in verse (2) includes financing of the poor.

Article 150
1) Mental health examination for the benefit of law enforcement (visum et repertum Psychiatricum) can only be done by psychiatrist 
at mental health facilities.
(2) Determination of the legal competence status of a person who are
suspected of having a mental disorder conducted by a doctor who have the expertise and competence in accordance with profes-
sional standards.

Article 151
Further provisions regarding mental health service will be regulated
with Government Regulation.
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need will be paid by the government. Indonesians 
whose income falls below the poverty line will be 
considered low-income earners and will thus be 
eligible for government assistance. The law itself 
does not regulate how the insurance premium will 
be paid and does not mention what categories for 
psychosocial disabilities are covered by the law. 
The government’s plan to subsidise coverage for 
people on low-incomes with psychosocial problems 
is questionable given the fact that the majority 
of persons in Pasung are on low incomes and 
uninsured [55].

7. Mental Health Act No 18 of 2014
 The Mental Health Act No. 18 of 2014 [15] has several 

progressive scopes of norms, such as focusing 
on ‘People with Mental Health Problems’ (Orang 

Dengan Masalah Kejiwaan), who are individuals who 
are at risk of developing mental illness, and ‘People 
with Mental illness’ (Orang Dengan Gangguan Jiwa), 
who are individuals who have been diagnosed with 
a mental illness (see Article 2b, Table 4), as well as 
treatment and care approaches. Despite the existence 
of the regulation for individuals with mental 
health issues, the policy is still not regarded by the 
community as the best option for them due to the 
persistence of Pasung and mental health problems.

 We have highlighted detail within Article 86 (see 
Table 4) that explicitly states that perpetrators of 
Pasung may be subject to sanctions or punishments. 
Despite vague messages from this policy regarding 
what kind of criminal punishment will be 
implemented, the policy strongly suggests that 
perpetrators of Pasung are to be treated similarly to 
those who commit other criminal acts, though most 
of them are the person’s families and the closest 
neighbour.

8.  Law No.19 of 2016 concerning the rights of 
persons with disabilities

 The CRPD was ratified by Indonesia and incorporated 
into Law No.19 of 2011 [51] concerning the Rights of 
Persons with Disabilities, which was then followed by 
Law No.8 of 2016 [56] which replaced the previous 
law. Persons who are referred to as ‘Persons with 
Disabilities’ in this new law context as mentioned 
in Article 1 and Article 4 include those who have 
long-term physical, mental, intellectual, or sensory 
disabilities that can hamper their full and effective 
involvement in a society based on equality when 
confronted with numerous difficulties.

 The 2016 Act explains the rights of persons with 
disabilities as specified in Article 5 verse 1: “Every 
person with disabilities must be free from torture 
or cruel, inhuman, degrading treatment of human 
dignity, free from exploitation, violence and arbitrary 
treatment, and has the right to respect for mental 
integrity and physically based on similarities with 
other people.”

 Another important point is stigma, as cited in Article 
7, is that persons with disabilities have the right to 
be stigma-free, which encompasses freedom from 
harassment, humiliation, and negative labelling 
related to their disability condition. The enactment of 
the law demonstrates the Government of Indonesia’s 
commitment and seriousness in respecting, 
protecting, and fulfilling the rights of persons with 
disabilities, which are intended to promote their 
well-being, including the right to protection and 
social services in the context of independence, as 
well as in an emergency.

Table 4 Chapters and Articles Relevant to Mental Health in Law 
on Health no.14 2018
CHAPTER CONTENT
Chapter 1: General 
Terms

Article 2b
Mental health treatment principle should be 
based on humanity.
“Humanity principle” mean that the implementa-
tion of Mental Health treatment for People with 
mental problems and mental illness is carried out 
humanely in accordance with human dignity. For 
example, no restraints and so forth.

Chapter V Article 70 part 1
(1) People with mental illness (ODGJ) reserve the 
right to:
a. Access mental health services
b. Get mental health services in accordance with 
the predetermined standard.
c. Get a guarantee for the availability of psycho-
pharmaceutical drugs according to their needs.
d. Have the right to give consent for the medical 
action taken against him.
e. Obtain honest and complete information about 
their (people with mental health problems) men-
tal health data including actions and treatments 
they have or will receive from health workers with 
competence in the field of Mental Health.
f. Get protection from every form of neglect, 
violence, exploitation, and discrimination.
g. get social needs according to the level of 
mental illness; and
h. Manage their own assets and/or those handed 
over to them.

Chapter IX: Criminal 
Provisions

Article 86
Anyone who intentionally detains, neglects, 
abuses and/or induces other people to carry 
out shackles, neglect, and/or violence against 
People with Mental Problems (ODMK) and 
People with mental illness (ODGJ) or other ac-
tions that violate the human rights of People 
with Mental Problems (ODMK) and People 
with mental illness (ODGJ), shall be punished 
in accordance with statutory provisions.
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9.  Ministerial Decree No. 36 of 2016 Healthy 
Indonesia Program through Family Approach 
(Program Indonesia Sehat dengan Pendekatan 
Keluarga – PIS-four PK)

 The Healthy Indonesia Program through Family 
Approach (Program Indonesia Sehat dengan 
Pendekatan Keluarga) is a strategy implemented 
by the Community Health Centre using a 
family approach (Puskesmas) [57]. PIS-four 
PK’s priority areas, as mentioned in Article 2, 
are reducing maternal and infant mortality, 
controlling the prevalence of stunting in children, 
controlling infectious diseases, and controlling 
noncommunicable diseases, particularly 
hypertension, diabetes mellitus, and mental 
disorders. Primary Health Centres should visit 
families in their coverage area as part of this 
programme to assess 12 health indicators in each 
family as mentioned in Article 3, one of which is how 
family members with mental illnesses are treated. 
People suffering from mental illnesses (including 
Pasung cases) would then be identified and treated.

10.  Stop Pasung Movement (Gerakan Stop 
Pemasungan/GSP)

 The Free Pasung Program is presently led by the 
Ministry of Social Welfare, which launched 
“Gerakan Stop Pemasungan” in 2017, in 
collaboration with the Ministry of Health at the 
national level [58]. Different target dates are set and 
revised as both Ministries battle with the immensity 
of achieving a Pasung-free Indonesia. The Ministry 
of Social Welfare recently stated that Indonesia 
would be Pasung-free by the end of 2019, then the 
Ministry of Health suggested that this would not be 
achieved until 2023 [58].

 The transfer of the Free Pasung Program from the 
Ministry of Health to the Ministry of Social Affairs 
by the central government in 2017 changed the way 
the program was implemented. While the Ministry 
of Health developed a Free Pasung Program on a 
more institutional basis to care for those who have 
experienced Pasung, the Ministry of Social Affairs is 
establishing community-based pilot initiatives with a 
focus on social rehabilitation. The Ministry of Social 
Affairs is implementing recovery-oriented practices 
in accordance with their 2013 Social Rehabilitation 
Program Development Plan, which aims to enable 
people with mental illnesses who have been in 
Pasung or experienced homelessness to return to 
their families as participating and productive citizens 
while also providing accessible support services for 
people in their communities [58].

11.  Ministerial Decree on Stop Pasung no 54 2017
 Over the past decade, there has been a profound effort 

in Indonesian mental health policy to shift mental 
health services to the community [53, 58]. Despite 
implementation being far from successful, the spirit 
to deinstitutionalize the system is a key talking point 
among mental health service workers. Despite the 
changing role in the Ministry which led the Free 
Pasung movement, the Ministry of Health enacted 
the new policy regarding Pasung via its ministerial 
Decree No.54, 2017 [59]. This decree reinforced 
and elaborated on the blueprint, emphasising the 
link between the establishment of a comprehensive 
mental health system and the eradication of Pasung 
in Indonesia.

 This regulation depicts the Indonesian mental health 
service system, referencing other regulations such 
as Jaminan Kesehatan Nasional (Law No.40 of 2004 
Concerning the Indonesia Social Security Scheme) 
[52] and Badan Penyelengara Jaminan Sosial (Law 
No.24 of 2011 concerning Social Security Agency) 
[54]. Primary care facilities, such as Puskesmas 
(community health services), Sub Health Centres, 
Polyclinics, Indonesian Armed Forces, and family 
doctors using outpatients with funds granted by the 
legal provisions, are the primary providers of care 
under this system. Severe cases should be sent to 
a district hospital, a private hospital, or a mental 
institution. Other treatment options include going 
straight from the public to the public or a psychiatric 
facility. Following treatment, the psychiatric patient 
must return to the community via a return referral 
to a primary health clinic where they will continue 
outpatient treatment. Even though it appears to be a 
faultless system, many services such as housing and 
rehabilitation services to reintegrate patients into 
society, as well as outreach programs such as home 
visits by Puskesmas employees and cadres, are not 
fully covered by these insurance systems.

 As part of the decentralization process, the legislation 
also encourages local governments to give funds 
for treatment as mentioned in Article 3. Although 
decentralization has positive intentions in terms 
of equal distribution of mental health care, it has 
detrimental consequences that have resulted in 
service fragmentation, which has been matched by 
rising fragmentation of management and funding. 
The burgeoning mental health system lacked a focal 
point of planning and responsibility to exert the 
type of stewardship historically done by state mental 
health authorities. In Indonesia, health and disability 
insurance schemes for mental health treatments 
in the community have yet to commence. Another 
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major concern is how they would be compensated 
under this plan.

12.  Ministry of Health Ministerial Decree on 
Minimum Services Standard on Health No 4

 As stated in Article 1 of this Ministerial Decree, the 
district government is responsible for providing 
appropriate care to all people suffering from mental 
illnesses. Furthermore, the district and province 

are required to implement the 12 standards of 
the Healthy Indonesia Program through Family 
Approach, as stated in Article 2 point 3, of which 
mental health is one of the 12 indicators. Article 2 
point 1 also allows districts and provinces to include 
another indicator relevant to the needs of their 
district. Besides that, as stated in Article 2 point 3, 
the promotion of mental health has been a priority 
and is situated within the larger field of health 
promotion, alongside mental illness prevention and 
treatment and rehabilitation for people with mental 
illnesses and disabilities. Community involvement 
has also been regarded as an important part in 
this law where Article 2 point 6 stated that trained 
health cadres are to perform certain types of basic 
services outside of facility health services under the 
supervision of health personnel. The inclusion of the 
community is important in the continuation of the 
Free Pasung Program because community members 
are usually the first persons who discover cases of 
Pasung in the community [60].

13.  West Java Provincial Regulation on Mental 
Health Service No.5 2018

 While six provinces have gubernatorial regulations 
(Pergub) for mental health services (which is Aceh, 
East Java, Yogyakarta, West Nusa Tenggara, Bangka 
Belitung, and Central Java) [19], West Java Province 
claimed to be the first in Indonesia to issue the 
Regional Regulation for Mental Health (Perda) in 
2018 at the provincial level to govern mental health 
services throughout the province. There are 13 
chapters and 88 Articles in this Act [61] (see Table 5). 
The regional regulation is a derivative of the Mental 
Health Act No.18 of 2014 [15], which was enacted in 
response to specific conditions in the province. Many 
provisions in this regulation, such as the definition 
and management of Pasung, fully follow the Mental 
Health Act.

The Current data on the number of Pasung instances or 
regions declared free from Pasung, is speculative. Every 
analysis must begin with a locally grounded case study 
because there is no reliable centralised data monitoring 
method for tracking Free Pasung Program development. 
Hence, in this policy analysis, we also integrated the West 
Java local context to measure the implementation of the 
policy at grass root level.

Although West Java has many of the building blocks 
outlined in the 2017 national rule, such as some primary, 
secondary, tertiary, and outreach care, there are many 
gaps in the delivery of essential services. Civil society and 
other unconnected government activities cover some 
of these gaps. The presence of community health advo-
cates, for example, despite the fact that some of them 

Table 5 Chapters and Articles Relevant to Pasung in West Java 
Provincial Regulation on Mental Health Service No.5 2018
CHAPTER CONTENT
Chapter 1: General 
Terms

Article 1 verses 13
Pasung, as described in this local legislation, 
might include different forms of mechanical 
or non-mechanical confinement that isolates 
individuals from the community, as well as 
other types of coercion, which including mak-
ing it difficult for them to obtain health care.

Chapter 2
Mental Health 
service

Article 4
Preventive, promotive, curative, and rehabilitative 
mental health services are provided in a compre-
hensive, integrated, and long-term manner.

Article 5
This provision serves as a model for all districts 
and cities in developing policies and implement-
ing mental health services.

Article 10
Mental health program is carried out by 
reducing stigma, myths, discrimination, viola-
tions of human rights for People with Mental 
Problems (ODMK), who are individuals who 
are at risk of developing mental illness, and 
People with Mental illness (ODGJ), and treat-
ing them as part of the family and community.

Chapter V Article 20.3
People with mental illnesses who endanger their 
own or others’ safety, or who violate public order 
and security, are obligated to seek treatment and 
care in a health care facility. Security person-
nel might be ordered by health workers, and 
emergency treatment could be administered if 
needed.
Article 20.2
Consent for the in-hospitalization of an aggressive 
patient might be acquired from the patient’s 
spouse, parent, children, or other relative above 
the age of 17, or an authorised authority as 
defined by this legislation.

Chapter VI 
Organisation

Article 72
The provincial government and district/
city governments manage street psychotics 
or psychotic homeless people and shackle 
victims through a rapid response team that 
includes at least elements of the regional ap-
paratus that manage and control affairs in the 
fields of health, social, population, and civil 
records, manpower, and maintenance of pub-
lic and community peace, non-governmental 
organisations, and other related elements.
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had not gotten the required mental health training and 
were only dealing with neonates, mothers, and the elderly 
in minor situations. The West Java health district stated 
that primary care mental health programs were opera-
tional but in fact the ministry of health stated contradic-
tory which only 20% of this primary health care provide 
mental health service. The most accessible primary care 
clinics, on the other hand, lacked mental health exper-
tise; Puskesmas mental health nurses performed the best 
they could with limited resources and training, including 
limited medications and referral routes that were plagued 
by access concerns. Because of their remoteness, limited 
hours of operation, and absence of emergency services, 
psychiatric and psychological clinics were inaccessible. 
A tertiary hospital was dispatched to the bulk of serious 
and emergency patients.

Despite West Java being the first province to pass pro-
vincial mental health legislation, some of the provisions 
of the regulation cannot be applied immediately since 
they require the gubernatorial (regulation at the provin-
cial level) regulation indicated in Articles 86 and 87. For 
example, it is still unclear how stakeholder cooperation 
or district-provincial cooperation works.

Actors During this time, the Ministry of Health did not 
act alone; many other stakeholders were involved, includ-
ing the Ministry of Law and Human Rights, which was 
in charge of regulating and enforcing human rights, the 
Ministry of Social Affairs, which was responsible for 
administering and enforcing Disability Rights, and the 
Ministry of Finance, which was in charge of funding the 
mental health service sector. The National Commission 
on Human Rights, on the other hand, has an independent 
task of investigating complaints about discrimination and 
human rights violations against people with mental ill-
nesses, as well as launching an advocacy campaign to pro-
tect the rights of people with mental illnesses. Psychiatric 
hospitals, particularly those owned by the government, do 
not serve as a baseline for mental health care; rather, pub-
lic hospitals are mandated to provide mental health care. 
Community health centres are also responsible with deliv-
ering primary care services, including early detection and 
treatment of acute conditions. The public is encouraged 
to get involved, whether through mental health groups, 
volunteering, or serving as drug compliance supervisors. 
With the support of mental health services and other 
institutions, the family, school, workplace, and commu-
nity take on this burden. While the family’s responsibil-
ity to safeguard people with mental health issues remains, 
the person’s autonomy to make medical decisions without 
being influenced by both their health care professional 
and their caregiver is fading.

Process There have undoubtedly been some improve-
ments in particular areas and with respect to specific 
challenges related to Pasung during this Third Era. In 
comparison to the previous period, mental health prob-
lems have received more government attention in terms 
of policy. Despite the fact that the budget is shrinking, 
consumer organisations have emerged that now cover 
practically all mental health issues [31, 37, 62]. The Indo-
nesian Schizophrenia Support Community (Komunitas 
Peduli Skizofrenia Indonesia/KPSI) and Bipolar Care 
Indonesia (BCI) are two such organisations that address 
specific illnesses like schizophrenia and bipolar disorder. 
These organisations play a critical role in raising public 
awareness about mental health issues. They also advocate 
for better mental health legislation and improvements in 
the mental health treatment system [62].

The Indonesian government is now paying greater atten-
tion to mental health issues than it was previously; many 
ministries are involved. Indonesia Bebas Pasung is a pri-
ority for the Ministry of Social Welfare. A special report 
on mental health issues was produced by the Ministry of 
Law and Human Rights, which urged that the govern-
ment to take the lead in reforming the mental health care 
system. Mental health issues in the workplace are receiv-
ing attention from the Ministry of Manpower and, as 
stated above, the National Commission on Human Rights 
has launched an advocacy campaign to protect the rights 
of people with mental illnesses. All of these events aided 
in the passage of several policies on Pasung, such as the 
Free Pasung Program and the Mental Health Act of 2014. 
The context, content, actors and process elements within 
the Third Era are summarised in Fig. 3.

Discussion
The objective of this policy analysis is to examine Pasung 
policy in Indonesia. It focuses on four essential aspects: 
the policy’s content, the people involved in policy change, 
the methods for designing and implementing change, 
and the policy’s context. In Indonesia’s First Era, neither 
Pasung nor mental health policies were implemented 
in the nation’s mental health system. This was due to a 
combination of causes, including war [34, 35], the scar-
city of human resources, and the revival of both endemic 
and epidemic disease [34]. Furthermore, the Penal Code 
[39] enacted a year following the proclamation of Indo-
nesia in 1946 requiring the family to keep the person 
with mental illness at home or accompany them at all 
times, introduced another layer of difficulty, since the 
family is obliged to take on these responsibilities. As a 
result, many people experiencing mental illnesses were 
neglected and denied medical treatment and imprisoned 
in their own community [31].

The Ministry of Health reformed mental health treat-
ment from American standards during the Second Era, 
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resulting in the construction of numerous transit homes, 
agricultural settlements, and a separate psychiatric insti-
tution, notably in Java [31]. However, the medicalization 
of mental health issues tends to ignore the person’s sub-
jective experience of the condition in favour of delivering 
accessible mental health care within a complicated health 
system and biomedical paradigm (see Mental Health Act 
1966 Article 1). Due to the country’s inadequate health 
services, people in remote locations still have limited 
access to care [36, 37].

Pasung policy was first introduced in 1977 [13] in the 
legislation in the form of a Ministerial Letter from the 
Department of Home Affairs sent to all governors, urging 
them to stop using Pasung and instead deliver their men-
tally ill to a psychiatric hospital. This letter was in accor-
dance with Article 6 Mental Health Act 3 of 1966 [44] 
which legislated that people with mental illnesses should 
be treated and medicated in a treatment facility. The 
increase in the number of people attending psychiatric 
institutions represented local society’s greater participa-
tion in this method of treatment. However, this resulted 
in hospitals becoming overcrowded, prompting many 

families to keep their family at home. Significant human 
rights violations have occurred as a result of this situa-
tion, with people with serious mental illness and people 
with psychosocial disabilities subject to Pasung, arbitrary 
and prolonged hospital detention, and involuntary treat-
ment both in the community and in hospitals [36, 37, 64]. 
Despite the introduction of law in this period making it 
illegal to shackle a mentally ill individual, the practise 
persisted.

In the Third Era, the Indonesian government has 
become increasingly aware of the need to address men-
tal health issues. The Indonesian government has enacted 
health-related legislation, such as Health Law Number 
36 of 2009, the Free Pasung Program initiatives of 2010, 
and the Mental Health Act No.18 of 2014 which each 
purport to deal with mental health. Policies concentrat-
ing on disadvantage and social exclusion have come from 
a renewed resolve to address the links between poverty, 
unemployment, and mental illness during this period. For 
these issues, the government passed the Law on Indone-
sia Social Security Scheme No.40 of 2004 and the Law on 
Social Security Agency No.24 of 2011 which started the 

Fig. 3 Health Policy Analysis on Pasung in the Third Era of Indonesia 1999-present
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transition from voluntary to mandatory social schemes 
to support funding for health and mental health. This 
new insurance enabled people with mental illness to get 
treatment at mental hospitals or other health services. 
This new policy would directly affect the eradication of 
Pasung since financial problems are one of the great-
est barriers to seeking and receiving mental health ser-
vices. Internationally, there was also a global policy that 
shifted MDGs (2000–2015) to SDGs (2015–2030) which 
included mention of mental health [65].

People with mental health problems who are neglected, 
homeless, and considered at high risk for harming self or 
others are obligated to get treatment and care in health 
care institutions during this Era. In 2010, the Ministry of 
Health became the leader of the Free Pasung Program, 
which had previously been overseen by the Ministry of 
Home Affairs, three decades after the prohibition on 
Pasung was enacted. It was then followed by the enact-
ment of The National Mental Health Act of 2014 [15] 
which reaffirms that any aggression against a person with 
a mental health condition, including Pasung, was deemed 
criminal. This Act also served as a foundation for the cre-
ation of a comprehensive mental health system centred 
mostly in institutions.

Despite this progress, mental health difficulties are 
inextricably tied to Indonesia’s difficulty in implement-
ing health programs. Comprehensive mental health care, 
which includes prevention, curation, promotion, early 
intervention and rehabilitation, cannot be implemented 
unless a government regulation is adopted under this leg-
islation. In addition, the Mental Health Act of 2014 [15] 
requires at least five government regulations, one presi-
dential regulation, and three ministerial regulations to be 
properly implemented. These elements constitute a sig-
nificant hurdle since developing the regulation is a time-
consuming procedure that involves dealing with various 
parties’ interests.

The Ministry of Health then issued two new policies to 
implement comprehensive mental health service. First, 
in 2016, the “Healthy Indonesia Program through Family 
Approach” (Program Indonesia Sehat dengan Pendekatan 
Keluarga), then Regulation No.4 of 2019 on Minimum 
Services on Health. are seen as important tools to combat 
pasung, even though their success is not yet evaluated.

Furthermore, the Free Pasung Program was conducted 
without any detailed instructions until the Health Min-
isterial Decree on Stop Pasung No. 54 of 2017 [59], 
which was issued over seven years after the program 
started. In my experience, the lack of detailed guidance 
causes health workers at the grassroots to be perplexed 
about how to implement the Free Pasung Program. Due 
to the large number of stakeholders involved, each actor 
has a different interpretation of how to manage pasung 
depending on their organization’s interests. For example, 

a person in Pasung who has a physical disease that should 
be treated in a general hospital before being admitted to 
a psychiatric institution frequently goes untreated and 
is left in Pasung because no stakeholder can holistically 
manage these comorbid conditions.

Collaboration in healthcare is a multifaceted process 
that brings together two or more people, sometimes from 
different professional disciplines, to work towards com-
mon goals and objectives [66, 67]. Healthcare providers 
and patients alike benefit from interdisciplinary team-
work. The level of collaboration among providers can 
have a direct impact on patient outcomes [67, 68]. There 
are a number of reasons why this collaboration appears 
to be failing to eliminate Pasung. First and foremost are 
the job descriptions of all stakeholders. Another major 
element is that, since the introduction of the Free Pasung 
Program implementation in 2010, there has been no 
technical policy or instruction that formalises the role of 
each stakeholder.

This situation is exacerbated by an incomplete decen-
tralisation of healthcare policymaking and service deliv-
ery, particularly at the primary level. Ideally, as mandated 
by Ministerial Decree No.4 of 2019, provinces and 
municipal governments develop their own plans and pro-
grammes to respond to specific local issues in accordance 
with national policy objectives, strategies, and priorities 
[69, 70]. In practise, as in many developing countries, 
local governments struggle with an unclear direction of 
change, as well as a dual dilemma of dealing with both 
pre-existing chronic problems that necessitate more 
resources [70, 71], and financing problems [70]. It has 
been identified that ongoing lack of awareness, low pri-
oritisation, and lack of commitment by stakeholders are 
major impediments to the development of mental health 
services [21, 69–72].

It is also possible that policymakers have overlooked 
international obligations and lessons learned from suc-
cessful policymaking in comparable regional countries, 
resulting in disparities in target-setting, implementation 
mechanisms, and evaluation. One successful example is 
China, which implemented the 686 programme to scale 
up nationwide basic mental health services with the goal 
of improving access to evidence-based care and promot-
ing human rights for people with severe mental disor-
ders. The program “unlocked” and provided continuous 
mental health care to people with severe mental disor-
ders who were found in restraints and largely untreated 
in their family homes [73]. To date, that programme has 
developed an increasingly clear model of services that 
moves mental health care out of the institution-based 
mental hospital and into community settings, connect-
ing provincial and district hospitals to primary level 
health clinics that provide community outreach ser-
vices. Rather than relying on older models for providing 
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mental health services in primary care settings, which 
rely on training primary care doctors and nurses to rec-
ognise and respond to a subset of people suffering from 
mental illnesses who appear in their clinics, as has been 
implemented in Indonesia, the programme building mul-
tifunctional teams and sending them into the community 
represents a greater commitment of resources. The pro-
gram also shifts its paradigm from medication only into 
more comprehensive rehabilitative and preventive care at 
its core [73, 74].

Despite the Indonesian government claims that the 
Free Pasung Program had successfully reduced the 
number of Pasung cases from 18,880 to 2017 to 12,220 
in 2018 [2, 17, 75], its repeated revisions of the program 
(2010–2017 and 2019) have cast doubt on the actual 
number of people still in Pasung. In addition, in 2013, 
the Indonesian National Health Surveys revealing that, of 
households identified as containing a person with men-
tal ill-health, approximately 14.3% lived in Pasung [28]. In 
a comparable survey conducted in 2018, the percentage 
of households with persons who are predicted to have a 
mental illness increased from 1,7 per mile in 2013 to 7 
per mile in 2018 and 14% household has Pasung [29] with 
the program’s amendment revealing that less than 9000 
people in Pasung were being treated [75].

The persistence of Pasung has prompted the Central 
Government to change the direction of the Free Pasung 
Program which, at the national level, is now led jointly 
by the Ministry of Social Welfare and the Ministry of 
Health. As both Ministries grapple with the enormity of 
achieving a Pasung-free Indonesia, they continue to set 
different deadlines. Coordination issues between both 
ministries revealed a lack of leadership in the govern-
ment institution on the Pasung issue.  According to the 
Ministry of Social Affairs, Indonesia will be Pasung-free 
by the end of 2019; however, according to the Ministry 
of Health this will not be achieved until 2023. Aside from 
these differing deadlines, the Ministry of Health imple-
ments a Free Pasung Program on a more institutional 
basis to care for persons who have experienced Pasung, 
while the Ministry of Social Affairs establishes commu-
nity-based pilot programs with an emphasis on social 
rehabilitation. The Ministry of Social Affairs is imple-
menting recovery-oriented practices in accordance with 
their 2013 Social Rehabilitation Program Development 
Plan, which aims to enable people with mental illnesses 
who have been incarcerated or experienced homeless-
ness to return to their families as participating and pro-
ductive citizens while also providing accessible support 
services for people in their communities [58, 76]. The 
issue is that the infrastructure to undertake rehabilitation 
following community treatment is insufficient. In West 
Java, for example, there is only one such centre, which is 

4–5 hours by road away from the West Java Psychiatric 
Hospital.

Despite this discrepancy in targets, the Ministry of 
Health has stated that periodic provincial and commu-
nity reporting on Pasung has begun, with mobile phone 
and social media technologies being used. At both the 
national and regional levels, cross-sectoral mental health 
teams meet on a regular basis to implement the Free 
Pasung Program. Hundreds of Kader Jiwa (community 
mental health volunteers) and more than 700 general 
practitioners and primary health nurses have undergone 
mental health training and are currently working in the 
community. Also, 355 general practitioner and nurses 
from secondary level health care have been trained. There 
has also been a rise in the number of provinces (10 prov-
inces) which allocated their local fund for mental health 
and 20 provinces which have Free Pasung Programs at 
provincial level. Statistical totals derived from national 
surveys and projections, as well as data monitoring sys-
tems, might be inconsistent. Furthermore, because of the 
inclination for formally freed patients to be returned to 
Pasung once back in the community, Pasung incidents 
continue to be documented in Pasung-free areas [59].

A further issue is that, while the overall success in 
terms of human resource improvement is encouraging, 
policies and their operationalisation lack family involve-
ment, even though almost every policy made includes the 
need for community engagement. Article 85 of the Men-
tal Health Act No.18 of 2014 [15], for example, allows 
communities to participate in mental health treatment 
by reporting any violence against persons with men-
tal illness or if the person needs assistance. Apart from 
this commitment, what should a family do if an ill fam-
ily member exhibits aggressive behaviour and the fam-
ily’s resources for treatment are limited? The family’s 
perception of risk and safety from violence is crucial, as 
earlier research had shown that aggressive behaviour and 
the family’s incapacity to de-escalate it led to the use of 
Pasung [10, 77–79]. As a result of caring for the person 
in Pasung, the family members face stress and felt pow-
erless, believing they have to shoulder the burden alone 
[55, 80, 81]. Pasung is frequently attributed to the fam-
ily’s failure to give adequate treatment as a result of the 
complex policy issues, with the expectation that the fam-
ily understands how to manage the people with mental 
illness and avoid Pasung [20, 82]. Furthermore, adequate 
policy implementation, including consumer and care-
giver involvement in ongoing primary care support, has 
yet to take place, with little or no explanation as to how 
to operationalize this cooperation in the longer term. In 
addition to consumer and caregiver involvement, it has 
been determined that implementation should be aligned 
with improved coordination among all stakeholders, 
including health professionals, non-health professionals 
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such as those in social affairs, non-government organisa-
tions, and the public at large [62, 83]. Overall, based on 
policies identified, none of these policies give clear mod-
els for the Free Pasung Program teams, and also guidance 
for safety intervention for the family who is in jeopardy 
when the person has relapse episodes (see Mental Health 
Act 1966 [44], Mental Health Act 2014 [15], West Java 
Regional Legislation 2018 [61]). This policy analysis sug-
gests that Pasung is increasingly being seen as a social 
problem by the Indonesian government, but that change 
in practice is slow. There are many complexities involv-
ing culture and social context they must be better under-
stood, if policy aiming to address Pasung is to achieve its 
goals, as concluded by a recent systematic review that 
sought to understand the use of Pasung [9].

This study has a number of limitations. Results cannot 
be extrapolated to other parts of Indonesia since West 
Java is a particularly well-resourced province in an area 
noted for its progressive mental health policy. Also, we 
did not include policies at a more provincial level as these 
are many and varied across the provinces and should be 
the subject of more focused research. A further limita-
tion relates to the secondary nature of some of our data 
as we did not expressly ask government officials for 
further details of existing policies and planned policy 
reforms. Our conclusions are therefore provisional, and 
more study is needed to corroborate our findings.

Conclusion
The effectiveness of polices targeted at releasing mentally 
ill people from Pasung was assessed in this research. The 
Mental Health Act of 2014 [15], as well as other health 
regulations and the overall enhancement of mental health 
services, have helped to elevate mental health, particu-
larly Pasung, to being a priority on the national health 
agenda. Unfortunately, more and better policies will not 
be enough to deliver mental health services to the entire 
population, especially at the community level where 
Pasung has tended to persist. Despite implementation 
efforts such as specific regulations and more operational 
programs implemented by a few provincial governments 
in Indonesia, they are not evenly distributed and are 
more focused on curative and rehabilitative efforts with 
very minimal focus on prevention. To summarise, Indo-
nesian Pasung health policies and strategies, particularly 
those in West Java province, lack the clarity and direc-
tion needed to implement existing evidence-based treat-
ments ‘in-place’ in the communities where they need to 
work directly with families to prevent a chronically high 
burden of Pasung. Failure to obtain continuing treatment 
and support, in particular, tends to contribute to despair 
among the actors involved in the Free Pasung Program. 
This, along with a perception of persons with mental 

illness as a threat to safety and economic stability for the 
community, obstructs attempts to eradicate Pasung.

List of Abbreviations
CRPD  Convention on the Rights of People with Disabilities
GSP  Gerakan Stop Pemasungan, The Indonesian Ministry of Social 

Welfare program to stop Pasung
MDGs  Millennium Development Goals
ODGJ  Indonesian term for people with mental illness
ODMK  Indonesian term for people with mental problems
PIS-PK  Healthy Indonesia Program through Family Approach (Program 

Indonesia Sehat dengan Pendekatan Keluarga)
SDGs  Sustainable Development Goals
SR  Seclusion and Restraint
WHO  World Health Organization

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13033-023-00579-6.

Additional file 1: The Achievements of the Indonesia Free Pasung 
Program

Acknowledgements
The research was undertaken for MTH’s PhD. They would like to acknowledge 
the support and guidance from their supervisors. We also acknowledge the 
support from the West Java Psychiatric Hospital for enabling MTH to take leave 
from their usual employment to undertake this important research.

Author Contribution
M.T.H. conceived the research and conducted the database search. S.L. led 
the management of the review process as primary PhD supervisor. M.T.H. 
undertook the analysis, with input from S.L., C.O. and E.M. M.T.H. drafted the 
manuscript with input from S.L., C.O. and E.M. who reviewed and approved 
the final manuscript.

Funding
This research was supported by an Australia Award Scholarship funded by the 
Australian Government Department of Foreign Affairs.

Data Availability
All data generated or analysed during this study are included in the published 
article [and its supplementary files].

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.
The authors declare no competing interests.

Received: 14 February 2022 / Accepted: 3 April 2023

References
1. Drew N, Funk M, Tang S, Lamichhane J, Chávez E, Katontoka S, Pathare 

S, Lewis O, Gostin L, Saraceno B. Human rights violations of people with 
mental and psychosocial disabilities: an unresolved global crisis. Lancet. 
2011;378(9803):1664–75.

http://dx.doi.org/10.1186/s13033-023-00579-6
http://dx.doi.org/10.1186/s13033-023-00579-6


Page 21 of 22Hidayat et al. International Journal of Mental Health Systems           (2023) 17:12 

2. Human Rights Watch. Living in Chains Shackling of People with Psychoso-
cial Disabilities Worldwide. Swiss Human Right Watch; 2020 OCtober 2020. 
Report No.: 978-1-62313-8653.

3. Masters KJ. Physical restraint: a historical review and current practice’. Psychi-
atric Annals. 2017;47(1):52–5.

4. Huckshorn KA. Re-designing state mental health policy to prevent the use 
of seclusion and restraint. Admin Pol Mental Health Mental Health Serv Res. 
2006;33(4):482–91.

5. Scanlan JN. Interventions to reduce the use of seclusion and restraint in 
inpatient psychiatric settings: what we know so far a review of the literature. 
Int J Soc Psychiatr. 2010;56(4):412–23.

6. Van Doeselaar M, Sleegers P, Hutschemaekers G. Professionals’ attitudes 
toward reducing restraint: the case of seclusion in the Netherlands. Psychiatri 
Quart. 2008;79(2):97–109.

7. Muir-Cochrane EC, Bair J, McCann TV. Nurses’ experiences of restraint and 
seclusion use in short‐stay acute old age psychiatry inpatient units: a quali-
tative study. J Psychiatri Mental Health Nurs. 2015;22(2):109–15.

8. Broch HB. The villagers’reactions towards craziness: an indonesian example. 
Transcult Psychiatry. 2001;38(3):275–305.

9. Hidayat MT, Lawn S, Muir-Cochrane E, Oster C. The use of pasung for people 
with mental illness: a systematic review and narrative synthesis. Int J Mental 
Health Systems. 2020;14(1):90. https://doi.org/10.1186/s13033-020-00424-0.

10. Minas H, Diatri H, Pasung. Physical restraint and confinement of the mentally 
ill in the community. Int J Mental Health Systems. 2008;2(1):8. https://doi.
org/10.1186/1752-4458-2-8.

11. Anto S, Colucci E. Free from pasung: a story of chaining and freedom in 
Indonesia told through painting, poetry and narration. World Cult Psychiatr 
Res Rev. 2015;10(34):149–67.

12. Minas H, Cohen A. Why focus on mental health systems? Int J Mental Health 
Systems. 2007;1:1. https://doi.org/10.1186/1752-4458-1-1.

13. Kementerian Dalam Negri (Ministry of Home Affairs). Surat Menteri Dalam 
Negeri Nomor PEM.29/6/15, tertanggal 11 Nopember 1977 tentang Laran-
gan Pemasungan bagi Penderita.

14. Republik Indonesia Kemenkes (Ministry of Health). Menuju Indonesia Bebas 
Pasung., 2010. https://www.kemkes.go.id/article/view/1242/menuju-indone-
sia-bebas-pasung--.html

15. Republik Indonesia Kemenkes (Ministry of Health). Undang-Undang Nomor 
18 Tahun 2014 tentang Kesehatan Jiwa., 2014. https://peraturan.bpk.go.id/
Home/Details/38646/uu-no-18-tahun-2014

16. Nurjannah I, Mills J, Park T, Usher K. Human rights of the mentally ill in 
Indonesia: human rights, mentally ill and connecting care. Int Nurs Rev. 
2015;62(2):153–61.

17. Human Rights Watch. Indonesia Shackling reduced but persist, 2115752815. 
Bangkok: Human Right Watch; 2018.

18. Badan Pusat Statistik, Statistik. Indonesia 2019. https://www.bps.go.id/pub-
lication/2019/07/04/daac1ba18cae1e90706ee58a/statistik-indonesia-2019.
html.

19. Hunt AJ, Guth REY, Setiyawati D. Evaluating the Indonesia Free Pasung Move-
ment: understanding continuing use of restraint of the mentally ill in rural 
Java. Transcult Psychiatr. 2021. https://doi.org/10.1177/13634615211009626. 
Online ahead of print. May 9;13634615211009626.

20. Irmansyah I, Prasetyo YA, Minas H. Human rights of persons with mental 
illness in Indonesia: more than legislation is needed. Int J Mental Health 
Systems. 2009;3:14. https://doi.org/10.1186/1752-4458-3-14.

21. Maramis A, Van Tuan N, Minas H. Mental health in southeast Asia. Lancet. 
2011;377(9767):700–2.

22. Walt G, Shiffman J, Schneider H, Murray SF, Brugha R, Gilson L. Doing’ health 
policy analysis: methodological and conceptual reflections and challenges. 
Health Policy Plan. 2008;23(5):308–17.

23. O’Brien GL, Sinnott S-J, Walshe V, Mulcahy M, Byrne S. Health policy triangle 
framework: narrative review of the recent literature.Health Pol OPEN, 
2020:100016. https://doi.org/10.1016/j.hpopen.2020.100016

24. Gilson L, Raphaely N. The terrain of health policy analysis in low and middle 
income countries: a review of published literature 1994–2007. Health Pol 
Plan. 2008;23(5):294–307.

25. Walt G, Gilson L. Reforming the health sector in developing countries: the 
central role of policy analysis. Health Policy Plan. 1994;9(4):353–70.

26. World Health Oorganization, Gilson L, Orgill M, Shroff ZC. A health policy 
analysis reader: the politics of policy change in low- and middle-income 
countries. Geneva: World Health Organization; 2018.

27. Buse K. Making health policy. 2nd ed. Berkshire, England: Open University 
Press; 2012.

28. Republik Indonesia Kemenkes (Ministry of Health). Hasil utama RISKESDAS 
2013. https://pusdatin.kemkes.go.id/resources/download/general/Hasil%20
Riskesdas%202013.pdf

29. Republik Indonesia Kemenkes (Ministry of Health). Hasil utama RISKESDAS., 
2018. http://www.depkes.go.id/resources/download/info-terkini/materi_
rakorpop_2018/Hasil% 20Riskesdas, vol. 202018.

30. Hosen N. Reform of Indonesian law in the post-Soeharto era (1998–1999). 
PhD thesis, Faculty of Law, University of Wollongong, 2004. http://ro.uow.edu.
au/theses/245

31. Pols H. The development of psychiatry in Indonesia: from colonial to modern 
times. Int Rev Psychiatr. 2006;18(4):363–70.

32. Sutarto E. Pengantar menuju reformasi pembangunan kesehatan di kabu-
paten dan kota. Sajogyo Institute; 2008.

33. Warren C. 2005, ‘Mapping common futures: customary communities, 
NGOs and the state in Indonesia’s reform era’, Development Change, 
2005;36(1):49–73.

34. Neelakantan V. Health and Medicine in Soekarno Era Indonesia: Social 
Medicine, Public Health and Medicine Education 1949 to 1967. PhD Thesis, 
University of Sydney, 2013. http://hdl.handle.net/2123/9916

35. Pauker GJ, Indonesia. 1979: The Record of Three Decades. Asian Survey, 
1980;20(2)123 – 34.

36. Porath N. The naturalization of psychiatry in Indonesia and its interaction 
with indigenous therapeutics., bijdragen tot de taal-. land-en volkenkunde/J 
Humanities Soc Sci Southeast Asia. 2008;164(4):500–28.

37. Pols H, Wibisono S. Psychiatry and mental health care in Indonesia from 
colonial to modern times. In H. Minas & M. Lewis, editors, Mental health 
in Asia and the Pacific: Historical and cultural perspectives (pp. 205–
221). Springer Science + Business Media, 2017, 205 – 21. https://doi.
org/10.1007/978-1-4899-7999-5_14

38. Republik Indonesia. Undan-Undang Dasar Negar Republik Indonesia tahun 
1945. https://www.dpr.go.id/jdih/uu1945

39. Kementrian Hukum dan Ham. (Ministry of Law and Human Rights) 
Kitab Undang-undang Hukum Pidana, Kemenkumham, 1946. https://
jdih.mahkamahagung.go.id/index.php/hukum-acara/4.-Hukum-Acara/
Kitab-Undang-Undang-Hukum/

40. Dick H. Formation of the nation-state, 1930s–1966. The Emergence of 
a National Economy: An Economic History of Indonesia, 1800–2000. 
Indonesia:Brill, 2002. pp.153 – 93.

41. Green K. Decentralization and good governance: the case of Indonesia. SSRN; 
2005. https://doi.org/10.2139/ssrn.1493345.

42. Wicaksana IGW, Airlangga Conference on International Relations (ACIR. The 
Evolution of Indonesia’s Economic Nationalism. 2021. In Proceedings of 2018) 
- Politics, Economy, and Security in Changing Indo-Pacific Region, pages 
276–283. DOI: https://doi.org/10.5220/0010275902760283https://www.
scitepress.org/Papers/2018/102759/102759.pdf

43. Salan R, Maretzki T. Mental health services and traditional healing in Indone-
sia: are the roles compatible? Cult Med Psychiatr. 1983;7(4):377–412.

44. Kementrian Hukum dan Ham. (Ministry of Law and Human Rights) Undang-
Undang Kesehatan Jiwa Nomor 3 Tahun 1966, Kemenkumham,1966. https://
www.dpr.go.id/dokjdih/document/uu/UU_1966_3.pdf

45. Rinakit S. The indonesian military after the new order. Singapore:NIAS Press; 
2005.

46. Republik Indonesia Kemenkes (Ministry of Health). Undang-Undang No.23 
Tahun 1992 Tengan Kesehatan., 1992. https://peraturan.bpk.go.id/Home/
Details/46620/uu-no-23-tahun-1992.

47. Honna J. Military ideology in response to democratic pressure during the late 
Suharto era: political and institutional contexts. In: Anderson BRO’G, editor. 
Violence and the state in Suharto’s Indonesia. Indonesia: Cornell University 
Press; 2018. pp. 54–89.

48. Aspinall E. Health care and democratization in Indonesia. Democratization. 
2014;21(5):803–23.

49. Republik Indonesia. Amandemen Undang-Undang Dasar Negara Republik 
Indonesia tahun 1945. https://jdih.mkri.id/mg58ufsc89hrsg/UUD_1945_
Perubahan.pdf

50. Kementrian Hukum dan Ham (Ministry of Law and Human Rights). Undang-
Undang No.39 1999 tentang Hak Asasi Manusia, 1999. https://peraturan.bpk.
go.id/Home/Details/45361/uu-no-39-tahun-1999

51. Kementrian Hukum dan Ham. (Ministry of Law and Human Rights) Undang-
Undang No.19 Tahun 2011 tentang Pengesahan Convention On The Rights of 
Persons With Disabilities (Konvensi Mengenai Hak-hak Penyandang Disabili-
tas), 2011. https://peraturan.bpk.go.id/Home/Details/39255#:~:text=UU%20
No.%2019%20Tahun%202011,Disabilitas)%20%5BJDIH%20BPK%20RI%5D

http://dx.doi.org/10.1186/s13033-020-00424-0
http://dx.doi.org/10.1186/1752-4458-2-8
http://dx.doi.org/10.1186/1752-4458-2-8
http://dx.doi.org/10.1186/1752-4458-1-1
https://www.kemkes.go.id/article/view/1242/menuju-indonesia-bebas-pasung--.html
https://www.kemkes.go.id/article/view/1242/menuju-indonesia-bebas-pasung--.html
https://peraturan.bpk.go.id/Home/Details/38646/uu-no-18-tahun-2014
https://peraturan.bpk.go.id/Home/Details/38646/uu-no-18-tahun-2014
https://www.bps.go.id/publication/2019/07/04/daac1ba18cae1e90706ee58a/statistik-indonesia-2019.html
https://www.bps.go.id/publication/2019/07/04/daac1ba18cae1e90706ee58a/statistik-indonesia-2019.html
https://www.bps.go.id/publication/2019/07/04/daac1ba18cae1e90706ee58a/statistik-indonesia-2019.html
http://dx.doi.org/10.1177/13634615211009626
http://dx.doi.org/10.1186/1752-4458-3-14
http://dx.doi.org/10.1016/j.hpopen.2020.100016
https://pusdatin.kemkes.go.id/resources/download/general/Hasil%20Riskesdas%202013.pdf
https://pusdatin.kemkes.go.id/resources/download/general/Hasil%20Riskesdas%202013.pdf
http://www.depkes.go.id/resources/download/info-terkini/materi_rakorpop_2018/Hasil
http://www.depkes.go.id/resources/download/info-terkini/materi_rakorpop_2018/Hasil
http://ro.uow.edu.au/theses/245
http://ro.uow.edu.au/theses/245
http://hdl.handle.net/2123/9916
http://dx.doi.org/10.1007/978-1-4899-7999-5_14
http://dx.doi.org/10.1007/978-1-4899-7999-5_14
https://www.dpr.go.id/jdih/uu
https://jdih.mahkamahagung.go.id/index.php/hukum-acara/4.-Hukum-Acara/Kitab-Undang-Undang-Hukum/
https://jdih.mahkamahagung.go.id/index.php/hukum-acara/4.-Hukum-Acara/Kitab-Undang-Undang-Hukum/
https://jdih.mahkamahagung.go.id/index.php/hukum-acara/4.-Hukum-Acara/Kitab-Undang-Undang-Hukum/
http://dx.doi.org/10.2139/ssrn.1493345
http://dx.doi.org/10.5220/0010275902760283
https://www.scitepress.org/Papers/2018/102759/102759.pdf
https://www.scitepress.org/Papers/2018/102759/102759.pdf
https://www.dpr.go.id/dokjdih/document/uu/UU_1966_3.pdf
https://www.dpr.go.id/dokjdih/document/uu/UU_1966_3.pdf
https://peraturan.bpk.go.id/Home/Details/46620/uu-no-23-tahun-1992
https://peraturan.bpk.go.id/Home/Details/46620/uu-no-23-tahun-1992
https://jdih.mkri.id/mg58ufsc89hrsg/UUD_1945_Perubahan.pdf
https://jdih.mkri.id/mg58ufsc89hrsg/UUD_1945_Perubahan.pdf
https://peraturan.bpk.go.id/Home/Details/45361/uu-no-39-tahun-1999
https://peraturan.bpk.go.id/Home/Details/45361/uu-no-39-tahun-1999
https://peraturan.bpk.go.id/Home/Details/39255#:~:text=UU%20


Page 22 of 22Hidayat et al. International Journal of Mental Health Systems           (2023) 17:12 

52. Republik Indonesia. Undang-Undang No.40 Tahun 2004 tentang Sistem Jami-
nan Sosial Nasional., 2004. https://peraturan.bpk.go.id/Home/Details/40787.

53. Republik Indonesia Kemenkes (Ministry of Health). Peraturan Kementerian 
Kesehatan No.406 Tahun 200 tentang Pedoman Pelayanan Kesehatan Jiwa 
Komunitas., 2009. http://hukor.kemkes.go.id/uploads/produk_hukum/
KMK_No._406-Menkes-SK-VI-2009_ttg_Kesehatan_Jiwa_Komunitas_.pdf

54. Republik Indonesia. Undang-Undang No.24 Tahun 2011 tentang 
Badan Penyelengara Jaminan Sosial, 2011. https://peraturan.bpk.
go.id/Home/Details/39268#:~:text=bahwa%20sistem%20jaminan%20
sosial%20nasional,badan%20hukum%20berdasarkan%20prinsip%20
kegotongroyongan%2 C.

55. Dewi AR, Daulima NHC, Wardani IY. Managing family burden through com-
bined family psychoeducation and care decision without pasung therapies. 
Enfermeria clinica. 2019.

56. Republik Indonesia. Undang-Undang No.8 tentang Penyandang Disabilitas., 
2016. https://pug-pupr.pu.go.id/_uploads/PP/UU.%20No.%208%20Th.%20
2016.pdf.

57. Kementrian Kesehatan (Ministry of Health). Peraturan Menteri Kesehatan ten-
tang Pedoman Penyelenggaraan Program Indonesia Sehat Dengan Pendeka-
tan Keluarga, 2016. https://peraturan.bpk.go.id/Home/Details/113087/
permenkes-no-39-tahun-2016.

58. Kementrian Social (Ministry of Social Affairs). Menuju Indonesia Bebas 
Pasung, Kemensos Gencarkan Bebas Pasung., 2017. https://kemensos.go.id/
menuju-indonesia-bebas-pasung-kemensos-gencarkan-bebas-pasung.

59. Kementrian Kesehatan (Ministry of Health). Permenkes No. 54 Tahun 2017 
Penanggulangan Pemasungan pada Orang dengan Gangguan Jiwa. In: 
Kementrian Kesehatan (Ministry of Health), editor. Jakarta2017.

60. Kementrian Kesehatan (Ministry of Health). Peraturan Menteri Kesehatan 
Nomor 4 Tahun 2019 tentang Standar Teknis Pemenuhan Mutu Pelayanan 
Dasar Pada Standar Pelayanan Minimal Bidang Kesehatan, 2019. https://
peraturan.bpk.go.id/Home/Details/111713/permenkes-no-4-tahun-
2019#:~:text=Permenkes%20No.%204%20Tahun%202019,Bidang%20
Kesehatan%20%5BJDIH%20BPK%20RI%5D.

61. Pemerintah Provinsi Jawa Barat (West Java Provincial Gov-
ernment). Peraturan Daerah No.5 Tahun 2018 tentang Kes-
ehatan Jiwa Bandung Pemerintah Provinsi Jawa Barat (West 
Java Provincial Government),2017. https://kemensos.go.id/
menuju-indonesia-bebas-pasung-kemensos-gencarkan-bebas-pasung.

62. Irmansyah I, Susanti H, James K, Lovell K, Idaiani S, Imah S, Hargiana G, Keliat 
B-A, Utomo B, Colucci E. Civic engagement and mental health system 
strengthening in Indonesia: a qualitative examination of the views of health 
professionals and national key stakeholders. BMC psychiatr. 2020;20(1):1–15.

63. Republik Indoensia. Kitab Undang-undang Hukum Pidana., 1946. https://
www.dpr.go.id/dokjdih/document/uu/814.pdf.

64. Setyonegoro K. Mental Health Care Development in Indonesia. Probl Pos-
sibilities Jiwa. 1978;11(3):65–76.

65. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, et al. The Lancet 
Commission on global mental health and sustainable development. The 
Lancet. 2018;392(10157):1553–98.

66. Fewster-Thuente L, Velsor-Friedrich B. Interdisciplinary collaboration for 
healthcare professionals. Nurs Admin Quart. 2008;32(1):40–8.

67. Reeves S, Pelone F, Harrison R, Goldman J, Zwarenstein M. Interprofessional 
collaboration to improve professional practice and healthcare outcomes.
Cochrane Database of Systematic Reviews. 2017(6).

68. Godolphin W. Shared decision-making. Healthc Q. 2009;12:e186–e90. (12 
Spec No Patient).

69. Ayuningtyas D, Rayhani M, Misnaniarti M, Maulidya AN. Implementation of 
Mental Health Policies toward Indonesia Free Restraint. Policy & Governance 
Review. 2018;2(2):161–73.

70. Rakmawati T, Hinchcliff R, Pardosi JF. District-level impacts of health system 
decentralization in Indonesia: a systematic review. Int J Health Plann Manag. 
2019;34(2):e1026–e53.

71. Patmisari E. Indonesian mental health reform: a case study of West Java. 
Indonesia: Flinders University, School of Health Sciences.; 2014.

72. Aspinall E. Popular agency and interests in Indonesia’s democratic transition 
and consolidation. Beyond Oligarchy: Cornell University Press; 2014. pp. 
117–38.

73. Guan L, Liu J, Wu XM, Chen D, Wang X, Ma N et al. Unlocking Patients with 
Mental Disorders Who Were in Restraints at Home: A National Follow-Up 
Study of China’s New Public Mental Health Initiatives.PLoS One. 2015;10(4).

74. Good BJ, Good M-JD. Significance of the 686 program for China and for 
global mental health. Shanghai archives of psychiatry. 2012;24(3):175.

75. Kementrian Kesehatan. Indonesia Bebas Pasung; Pencapaian Program., 2020. 
http://sehat-jiwa.kemkes.go.id/direktorat/artikel/7

76. Stratford A, Kusuma N, Goding M, Paroissien D, Brophy L, Damayanti YR, 
et al. Introducing recovery-oriented practice in Indonesia: the Sukabumi 
project - an innovative mental health programme. Asia Pac J Social Work Dev. 
2014;24(1–2):71–81.

77. Buanasari A, Daulima NHC, Wardani IY. The experience of adolescents having 
mentally ill parents with pasung. Enfermeria Clin. 2018;28(Suppl 1):83–7.

78. Daulima NHC. Preventing Pasung by mentally ill patients’ families. Enfermeria 
Clin. 2018;28(Suppl 1):256–9.

79. Read UM, Adiibokah E, Nyame S. Local suffering and the global discourse 
of mental health and human rights: an ethnographic study of responses to 
mental illness in rural Ghana. Globalization and health. 2009;5(1):13.

80. Katuuk HM, Daulima NHC, Wardani IY. Families’ experience caring for mentally 
ill patients with re-pasung. Enfermeria Clin. 2019. https://doi.org/10.1016/j.
enfcli.2019.04.032.

81. Reknoningsih W, Daulima N, Putri Y, Studi Fenomenologi Pengalaman 
Keluarga dalam Merawat Pasien Paska Pasung. Medica Hospitalia: J Clin 
Med, Wulandari IAP, Daulima NHC, Wardani IY. The fight against stigma in 
the recovery process of post-pasung mentally ill patients. Enfermeria Clinica, 
2019. DOI: 10.1016/j.enfcli.2019.04.037.

82. Wulandari IAP, Daulima NHC, Wardani IY. The fight against stigma in the 
recovery process of post-pasung mentally ill patients. Enfermeria Clinica, 
2019. DOI: 10.1016/j.enfcli.2019.04.037.

83. Ito H, Setoya Y, Suzuki Y. Lessons learned in developing community mental 
health care in East and South East Asia. World Psychiatry. 2012;11(3):186.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://peraturan.bpk.go.id/Home/Details/40787
http://hukor.kemkes.go.id/uploads/produk_hukum/KMK_No._406-Menkes-SK-VI-2009_ttg_Kesehatan_Jiwa_Komunitas_.pdf
http://hukor.kemkes.go.id/uploads/produk_hukum/KMK_No._406-Menkes-SK-VI-2009_ttg_Kesehatan_Jiwa_Komunitas_.pdf
https://peraturan.bpk.go.id/Home/Details/39268#:~:text=bahwa%20
https://peraturan.bpk.go.id/Home/Details/39268#:~:text=bahwa%20
https://pug-pupr.pu.go.id/_uploads/PP/UU.%20No.%208%20Th.%202016.pdf
https://pug-pupr.pu.go.id/_uploads/PP/UU.%20No.%208%20Th.%202016.pdf
https://peraturan.bpk.go.id/Home/Details/113087/permenkes-no-39-tahun-2016
https://peraturan.bpk.go.id/Home/Details/113087/permenkes-no-39-tahun-2016
https://kemensos.go.id/menuju-indonesia-bebas-pasung-kemensos-gencarkan-bebas-pasung
https://kemensos.go.id/menuju-indonesia-bebas-pasung-kemensos-gencarkan-bebas-pasung
https://peraturan.bpk.go.id/Home/Details/111713/permenkes-no-4-tahun-2019#:~:text=Permenkes%20
https://peraturan.bpk.go.id/Home/Details/111713/permenkes-no-4-tahun-2019#:~:text=Permenkes%20
https://peraturan.bpk.go.id/Home/Details/111713/permenkes-no-4-tahun-2019#:~:text=Permenkes%20
https://kemensos.go.id/menuju-indonesia-bebas-pasung-kemensos-gencarkan-bebas-pasung
https://kemensos.go.id/menuju-indonesia-bebas-pasung-kemensos-gencarkan-bebas-pasung
https://www.dpr.go.id/dokjdih/document/uu/814.pdf
https://www.dpr.go.id/dokjdih/document/uu/814.pdf
http://sehat-jiwa.kemkes.go.id/direktorat/artikel/7
http://dx.doi.org/10.1016/j.enfcli.2019.04.032
http://dx.doi.org/10.1016/j.enfcli.2019.04.032

	Indonesia free from pasung: a policy analysis
	Abstract
	Introduction
	Methods
	Sampling frame of included literature
	Search Strategy
	Data extraction and analysis

	Results
	Policy documents identified
	The first era after the Proclamation/Old era (1945–1965)
	The second Era/New Order era (1966–1998)
	The third Era/Reformation era (1999-present)

	Discussion
	Conclusion
	References


