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Abstract:  
 
Aim: Historically, Indigenous (Aboriginal or First) peoples have suffered 
much more incarceration, inappropriate diagnoses and treatments, and 
more control than care in the hands of mental health professionals, 
facilities and institutions.  Starting by making the case for all Australian 
mental health professions, institutions and services to apologise to all 
Aboriginal and Torres Strait Islander peoples, it became clear that an 
apology from mental health professionals was relevant to all indigenous 
(First Nations, Aboriginal) peoples. New Zealand Maori and North 
American indigenous people have also conveyed their interest in and 
encouragement to pursue this approach. 
 
Method:  This proposal began as a recommendation to an organisation 
representing the joint interests of all mental health professional bodies in 
Australia to make a specific apology to Australian Aboriginal peoples who 
had been historically cared for and/or controlled by Australian mental 
health professions and institutions. It then was taken to the World 
Psychiatric Association, after being adapted to be a proposal for such an 
apology to all indigenous peoples from the mental health professions. The 
proposal was then taken back to all Australian mental health professional 
organisations individually for reconsideration.  International experience 
demonstrates that such an apology is only worth doing if it is:  a) 
perceived by indigenous peoples as sincere, b) understood that it cannot 
be accepted while the conditions being apologised for substantially 
continue to persist, c) negotiated through extensive prior consultation with 
and assistance in framing by the intended group or culture of likely 
recipients, d) deemed by the indigenous peoples concerned to be 
culturally appropriate, and e) expected to have reasonable prospects of 
being acknowledged and accepted. Forgiveness is not necessarily 
expected: apology is independent of forgiveness. 
 
Conclusion: It is likely that such an apology may contribute to a) the 
breaking of the cycle of fear and distrust which leads Aboriginal people to 
often do anything to avoid mental health services, until they have 
extremely florid conditions,, which finally cause emergency services to 
intercept them with high levels of subduing technologies, and b) the 
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renewed belief that a culturally informed mental health workforce might be 
part of the solution, rather than a large part of the problem.  
 
The decision to air this proposal for wider deliberation is the initiative of 
the WPA Section on Public Policy in Psychiatry, WPA Congress, Vienna, 
2013 and Madrid, 2014, and of WPA Section on Conflict Management 
and Resolution, Buenos Aires, 2011, and Madrid, 2014. It was the subject 
of a presidential debate at WPA Berlin, 2017. It is hoped that discussion 
of this proposal may lead to endorsement of it by the WPA, hopefully to 
recommend this course of action to its member organisations, following 
further debate, amendment and possible rewordings. 
 
 
Introduction:   
 
Proposed apology from the Mental Health Professions and Services 
to all Aboriginal, Indigenous or First Peoples 
 
This proposal, is presented for your consideration on behalf of the WPA 
Section of Public Policy in Psychiatry with the support of executive 
members of the Section of Conflict Management and Resolution. If 
adopted by the WPA, representing the profession of psychiatry, it could 
begin the process of all mental health professions developing their own 
apologies to all Indigenous peoples. 
 
Purposes and Goals of such an Apology 
 
As part of a proposed model or template statement of apology: 
 
We could recognise and apologise for the harm caused by many past 
actions of our professional forebears, and for both the intended and 
unintentional consequences of their legacy. 
 

    We could apologise for:  
 

a) our professions’ past involvement in any ideologies (eg eugenics) and 
their essentially racist applications in federal and state laws, policies and 
practices of successive governments (eg Bostock & Nye, 1934). 
Arguably, these contributed to removal of children and incarceration of 
indigenous peoples in large numbers and for long periods in mental 
health facilities/psychiatric institutions, far beyond the proportion of the 
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general population, alienating and dislocating them further from their 
families, communities, country and culture (Bhugra D & Bhui K, 1999, 
Hoberman J, 2013). 

 
b)  those past mental health practices which sometimes conveyed 
pessimistic or hopeless clinical outlooks to indigenous patients and their 
families, contributing to demoralization, dislocation from their 
communities, spirit-breaking and suicide (Swan P & Raphael B, 1995; 
Rosen A, 1996).  
 
c) any of our mental health  practices  which may have misdiagnosed 
and mistreated grief as depression, spiritual experience as psychosis or 
schizophrenia, and political resistance as intransigent or psychopathic 
behaviours, mistaking the asserting of cultural identity and defiance for 
the disturbing behaviours of difficult patients. 
 

      d) not seeing the value earlier of traditional healing factors inherent in 
intact or sustained Indigenous cultures. Only more recently have we 
begun to see and acknowledge that working with these factors can be  
crucial for the recovery of  indigenous  peoples with impairments of 
social and emotional wellbeing, as well as for our wider society (Rosen 
A, 2006).  

 
We would take responsibility for our actions and learnings now and in the 
future,  and resolve to work towards making changes that will contribute 
to improving Indigenous social and emotional health and well-being.  
 
In the process of developing an apology and subsequently, our 
professions are urged to consult and work together actively with all 
Indigenous communities towards building culturally appropriate emotional 
health and well-being services for all Indigenous peoples, and in learning 
by their example of working in “two ways” together, to improve such 
services for all our communities (Durie M, 2003, Rosen A, 2006). 
 
International experience demonstrates that such an apology is only worth 
doing under the following conditions:  
 
a) it must be perceived as sincerely meant,  
b) it is most unlikely to be accepted while the conditions being apologised 
for substantially continue to persist, without systematic moves towards 
resolution,   
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c) it requires extensive prior consultation with and assistance in framing 
by the intended group or culture of likely recipients, if it is to be deemed 
culturally appropriate, and if it is to have any prospect of being 
acknowledged and accepted (eg Weisz G M, ,2013),  
d) the parties need not be those originally concerned, or even the 
individuals directly perpetrating or harmed (except as a social or political 
body) (Griswold C L, 2007), and,  
e)  forgiveness is not necessarily expected: it is a freely given gift if the 
recipients are moved to give it. So apology may be independent of 
forgiveness: both involve vulnerability, and are voluntary (Griswold C L,  
2007). Prescribing forgiveness is futile and impossible ( Benziman Y, 
2009, Gale F & Dudley M, 2012).  
 
It is likely that such an apology may contribute to:   
a) the breaking of the cycle of fear and distrust which leads Indigenous or 
First Peoples to often do anything to avoid mental health services, until 
they have extremely florid conditions, which finally cause emergency 
services to intercept them with high levels of subduing technologies;  
b) a renewal of trust and a restored faith that if culturally informed, the  
mental health workforce might be part of the solution, rather than a part of 
the problem, and…  
c) the “fast tracking” of culturally congenial, social and emotional health 
and wellbeing services, including indigenous mental health professionals 
and peer workers trained in both current clinical mental health care and 
traditional healing practices, and Indigenous community controlled service 
delivery systems (eg. Wharerātā Declaration, 2013, Sones R et al, 2010, 
Gayaa Dhuwi Declaration, 2015).  
 
In recent years internationally, we have witnessed a season of 
governmental and organisational public apologies (Tavuchis N, 1993, 
Lazare A, 2004, Nobles M, 2008 ) including those to indigenous peoples, 
but no specific apologies that we know of from mental health 
professionals for severe harms perpetrated upon indigenous peoples, 
although sometimes unwittingly or thoughtlessly, in which historically our 
professions either participated or colluded.   
 
The risk or the opportunity, depending how we see it, is that this may 
spawn further calls for apologies in time from either or both colleagues 
and service–users, leading to further work on reconciliation between our 
professions and those individuals and families who have felt damaged 
more than helped at times by contact with our professions. 
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The decision to air this proposal for consideration through publication as a 
detailed letter in World Psychiatry with a link to a detailed proposal on the 
WPA website was the initiative of the WPA Section on Public Policy in 
Psychiatry, WPA Congress, Vienna, October 2013 and September 2014, 
and  Professor Michaela Amering, its Chair until end of 2014, with the 
strong support of its subsequent and present Chair, Professor Jonathan 
Burns, Professor Eliot Sorel, then Chair, WPA Section on Conflict 
Management and Resolution, Madrid September, 2014, as well as 
subsequently other members of this Section’s executive, and Professor 
Helen Herrman, now President of the WPA.  This plan was amended by 
Professor Dinesh Bhugra, then President of the WPA, in consultation with 
the WPA executive, to sponsoring a presidential debate at WPA Main 
Congress  in Berlin, 2017 to be followed by the preparation of a WPA 
discussion paper. 
 
It is hoped that discussion of it may lead to endorsement by the WPA, 
possibly following some amendment.  
 
The Power of Public Apologies 
 
The first recorded full public apology was for the evils of American 
Slavery by Abraham Lincoln in his 2nd inaugural address in March 1865, 
as the Civil War was nearly won.  He rejected triumphalism and favoured 
an inclusive reconstruction of the nation. He apologized as a 
representative of an entire nation, including himself ,that must now show 
remorse and take responsibility for the “national offense “ of slavery 
(Lazare, 2004).  In 1993 Time magazine published an article entitled: 
"Who’s Sorry Now? Last month everybody apologised for past horrors”.  
Though rare before mid-20th Century, official public apologies have been 
accelerating over the last part of the 20th Century, particularly from the 
1990’s  and continue to be voiced with no sign of abating into the 21st 
Century (Lazare A, 2004, Nobles M,  2008). Likewise the academic 
literature on formal public apologies and implications for reconciliation 
was sparse until the early 90’s (Tavuchis N, 1992) and has since 
expanded remarkably  (Nobles M 2008, Lazare A, 2004).  Lazare 
concludes: "Clearly something is changing in our culture”. 
 
The power of apologies, and what distinguishes them from other 
symbolic gestures e.g. monuments, is that they not only acknowledge 
wrong-doing and ratify the victims’ interpretations of history, they also 
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morally judge, assign and take responsibility for the acts causing offence, 
loss, hurt, and distress (Lazare A, 2004,Nobles M, 2008). Moreover they 
introduce and raise expectations about changes in behaviour in and of 
the more powerful, dominant social or political elites, especially heads of 
government,  that such acknowledgement requires. This changes the 
terms and meaning of full membership of the community or nation with 
the promise of working towards full inclusion at last in the life of that 
community. Thus though apologies focus our attention on the past, they 
also have distinct implications for the future (Lazare A, 2004, Nobles M, 
2008).  
 
What of Apologies to Indigenous Communities?  
 
Queen Elizabeth II apologized to Tainui Tribal People (Iwi)  of the 
Waikato New Zealand in 1995, acknowledging the injustices suffered by 
a Maori tribe whose lands were confiscated following a treaty (Waitangti 
1840)  signed by her predecessors. This is the first time that the British 
Crown has ever apologized to an Indigenous people. Only 21 years later 
in 2016, was this followed up by the formal return of ownership of some 
of their land and a component of  financial compensation. 
 
In September 2000, Kevin Gover, Assistant Secretary of Indian Affairs, 
US Department of Interior, officially acknowledged the many offences of 
the Bureau of Indian Affairs, including “setting out to destroy all things 
Indian”, deliberate creation of tribal dependency, brutalizing their children 
emotionally, psychologically, physically, and spiritually, manifesting in 
alcoholism, drug abuse and domestic violence “that plague Indian 
country” (Lazare, 2004). He squarely described  the offending 
behaviours and recognized their destructive impact in human terms, 
confirmed it as a violation of “how ‘competing ways of life’ should be 
handled” and identified the responsible agency both on his own watch 
and previously. Lazare, 2004, judged that this thorough 
acknowledgement could pave the way for a successful public apology.   
 
The Prime Minister of Australia apologized to all Australian Indigenous 
peoples on behalf of the Australian Government in 2009 (see next 
section).  
 
We are now riding a wave of such apologies to indigenous peoples 
around the world, from provincial and national governments. E.g. 
Premier Danny Williams, on behalf of the Government of Newfoundland 
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and Labrador, delivered a statement of apology to the Inuit of the former 
communities of Nutak and Hebron: “On 7 June 2012, The Government of 
Newfoundland and Labrador, on behalf of the citizens of the province, 
recognizes that, in the past, it made mistakes in its treatment of the Inuit 
of Labrador. It is willing to learn from the past and to find ways to heal 
the negative impact that historical decisions and actions continue to have 
for certain Labrador Inuit today” (DeGagne M, pers.comm, 2012).  
 
This followed an earlier apology in 1997 by then Danish Prime Minister 
Poul Nyrup Rasmussen to the Inuit peoples of Greenland for the forced 
deportation and relocation in 1953 of a whole small Inuit community 150 
kms further north of an expanding top-secret Air Force base in Thule, 
Greenland shared then as now with US Forces. This displacement 
caused immediate deaths and long-term hardship as their traditional 
livelihood by hunting could no longer sustain the community due to 
sparse access to prey that far further north and the community became 
welfare dependent and dispirited (Marrus M, 2006, George J, 1997).   
The Danish authorities maintained the myth for half a century that it was 
a voluntary migration of a nomadic people. Rassmussen was however 
reluctant to issue this apology in the name of the Danish people 
(Truthout Archives, 2003).   
  
 
 A Case Study: The Australian Story 
 
This  proposal was initiated as a case for a draft apology submitted for 
consideration by the Board of the Mental Health Professionals 
Association of Australia (MHPAA), 31 Dec 2009 and  9 May 2011. 
MHPAA combines the separate autonomous professional organisations 
representing psychiatrists, mental health nurses, psychologists, social 
workers and occupational therapists in Australia.  It was also the basis 
for the text of a Public Address at  the Centre for Remote Health, Central 
Australia, in Alice Springs 2 August 2011, and an invited address for 
Conflict Resolution & Management Section, 19th World Congress of 
Psychiatry, Buenos Aires,19 September 2011 and the “Closing the Gap”  
Day address for Australian Indigenous peoples at the Telethon Institute 
of Child Health Research, Perth, West Australia, March 2012,  entitled “ 
A call for an International Apology from Psychiatric Professions and 
Services to all Indigenous Peoples”. Parts of this text and interviews on 
the basis of it were quoted and published in the Australian media in 
2011-2012. This draft statement was not intended to preclude or inhibit 
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the development of a similar but more specific apology to Maori people, 
First Nations of the Americas, European, African, Asian or any other 
specific indigenous peoples by the mental health professions of their own 
countries.  
 
 
Aboriginal and Torres Strait Peoples of Australia  
   
The history of Australian mental health professions and services is 
entwined with the impact of European (British) invasion and settlement, 
initially in 1788, to form penal colonies to alleviate the overcrowding of 
English jails, which generated a masculine-dominated individualistic 
culture.  As European settlement in Australia expanded, the colonisers 
tried to come to terms with this remote, vast landscape, and fought over 
land and resources with the original Aboriginal inhabitants (Rosen, 
2006).  Aboriginal inhabitation of the Australian continent goes back at 
least 40,000 and possibly up to 67,000 years according to the analysis of 
human remains. “Since the European invasion of Australia in 1788, the 
Aboriginal people have been oppressed into a world unnatural to their 
existence for thousands of years.” First came the influx of the strangers 
who carried with them diseases and guns, which decimated the 
immediate population of the Sydney tribes. It is estimated that over 
750,000 Aboriginal people inhabited the island continent in 1788. The 
colonists were led to believe that the land was terra nullius (‘no one’s 
land’), which Lt James Cook declared Australia to be in 1770 during his 
voyage around the coast of Australia.  The continent was owned by over 
400 different Aboriginal & Torres Strait Island nations and 330 to 700 
language groups at the time of this claim by Cook. 
(http://www.aboriginalheritage.org/history/history/ ) 
(http://australianmuseum.net.au/Indigenous-Australia ) 

Aboriginal peoples have been subjected to dispossession and "spirit-
breaking": largely undocumented emotional traumas through massacres, 
forced removal from their parents ("the Stolen Generations" *), loss of 
traditional lands, culture and language, all contributing to a gradual 
linguicide and partial genocide (Rosen, 1994).  This has amounted to 
severe, prolonged, and often transgenerational individual and collective 
grief. The collectivist, rather than individualistic nature of Aboriginal 
communities, determines that the whole community sorely experiences 
the grief and pain of any one member (Newton L, pers comm., 2016). 
This resulted in excessive drug and alcohol disorders, violence and 
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sexual abuse, high rates of incarceration in corrective and psychiatric 
institutions and other mental health facilities, and of deaths in custody.  
 
In the census of  2006, there were 517,000 Indigenous Australians or 
individuals who identified as Aboriginal and/or who claimed Aboriginal 
descent (2.3% of the Australian population) of whom 90% were 
Aboriginal, 6% Torres Strait Islander and 4% both. The final estimated 
resident Aboriginal and Torres Strait Islander population of Australia as 
at 30 June 2011 was 669,900 people, or 3% of the total Australian 
population, a considerable increase which cannot be attributed entirely to 
demographics and is probably also due to increased propensity to 
identify as Aboriginal (Australian Bureau of Statistics, 2012). Only 13 of 
several hundred Aboriginal languages are still spoken by children as well 
as elders, with an increasing number of empowering language revival 
programmes being put in place to assist in awakening of dormant 
languages, though they are as yet inadequately supported by 
government  (Zuckermann G et al, 2014).  
 
According to Rob Riley (1997, now deceased), mental illness in 
Aboriginal communities has been exacerbated by the denial of social 
justice and human rights, and the institutional  ‘welfare-ism’ that has 
maintained the co-dependency between these Aboriginal communities 
and the bureaucracy.  Riley referred to this as ‘administrative genocide’.  
He argued that since colonization, Aboriginal people have not been 
empowered to make decisions about their own lives, nor the lives and 
futures of their children, nor their own communities. Improving Aboriginal 
mental health, Riley argued, relied in part on mental health professionals 
who understand that these factors must be corrected, as well as 
restoring self-determination and wholistic approaches, and by addressing 
stigma, racism, adversity and social disadvantage in Aboriginal 
communities.   Mental health professionals should also recognize that 
Aboriginal people can draw on great strengths including creativity, 
endurance, humour, compassion and spirituality, which have enabled 
their survival through the worst of times (Dudgeon P et al, 2014,Riley R, 
1997). 
 
 
A Season of Apologies in Australia 
 
 On behalf of the Australian government and the Australian people, then 
Prime Minister Kevin Rudd apologised to all Australian Aboriginal and 
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Torres Strait Islander people on 13 February 2008. It was a long overdue 
recognition of loss and suffering caused by colonisation and its 
aftermath. While appreciated by the majority in the Aboriginal and 
general communities, it was only a start. It did not immediately begin to 
solve Aboriginal personal and communal deprivations, health inequities 
or excess incarcerations, disproportionately high morbidity and mortality 
rates, or decreased life expectancies. On the other hand, in the last 8+ 
years since this apology, the Australian government has been neither 
sued nor comprimised. Nor did this apology expose the Australian 
Government to a tsunami wave of claims for compensation, as feared by 
a former government of a different political complexion. It did clear the 
air, providing government and the nation, in close consultation with 
Australian Aboriginal peoples, a national catharsis and hopefully a more 
constructive basis for working together in the future.  
 
In Australia, we have had a long season of public apologies. On 16 
November  2009, a formal apology was made by both Kevin Rudd,  then  
Prime Minister of Australia, and Gordon Brown, then Prime Minister of 
Britain, to the 7000 former “child migrants” from the UK who were spirited 
away to Australia without child or parental knowledge or understanding, 
on the pretext that they would be able to grow up healthily in the 
sunshine of Australia, and with the promise of an education, practical  
training and preparation for full adult citizenship, and societal integration.  
Many were told that their parents were dead, untraceable, or had 
abandoned them, while many of their parents were distressed at not 
being able to locate them, and had given up trying in despair. Many of 
these children felt rejected by their families, demoralized, and were 
sometimes exploited and abused for years by predatory staff in the 
receiving institutions.  
 
On February 29th 2012, the Australian Senate Community Affairs 
Committee presented the findings of its 18-month inquiry into forced 
adoptions, in which vulnerable young unmarried Australian women were 
lied to and coerced into giving up their babies at birth. Their 
recommendations include that the agencies and people involved in these 
practices should apologise directly and unreservedly, and some already 
have. So why shouldn’t we as mental health professions and agencies 
do likewise? 
 
Lack of Specificity of Apology by Mental Health Professionals to 
Indigenous Peoples 
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In recent years internationally, we mental health professionals have also  
witnessed and often joined this season of political and public apologies, 
including those to indigenous peoples, but we mental health professionals  
have not made any  specific apologies to indigenous peoples for severe 
harms that our professions, colleagues and institutional organisations 
have historically perpetrated upon indigenous peoples,  or in which we 
have either participated or colluded, however sometimes unwittingly or 
thoughtlessly. 
 
What do we mental health professionals and institutions have to 
apologise for?  Eg the harm historically done by Mental Health 
Professions and Services to Australian Aboriginal Peoples 
 
Historically, mental health professionals have dominated the lives of 
people with mental illnesses. We have been responsible for their forced 
separation and disconnection from their families; incarceration in remote 
regions; their being humiliated, stigmatised and sequestered as moral 
lepers; the loss of their identities as people, denying them their human 
rights, their dignity and entitlement to full membership as citizens. Mental 
health professionals often became their officially anointed custodians –– 
"for their own good".  
 
We have inadvertently broken their spirits, disempowered them, 
alienated them from their kin, and in many instances de-skilled them and 
depleted community knowledge of how to look after their own. If you 
were indigenous and diagnosed with a mental illness, you were often 
doubly colonised (a “double-whammy”), once by European culture, and 
again by mental health professionals and our institutions, who took over 
vocational ownership of indigenous lives on the assumption that “we 
know what is best for you” (Rosen A, 1994). 
 
Many mental health professionals and some of their care was well 
meaning, but even considering the context of the times, much of it was 
patronising, oppressive and authoritarian, and the consequences were 
sometimes cruel.  Aboriginal people experienced cultural insensitivities 
by our professions, including the misunderstanding of the self as solely a 
singular identity rather than as the “we-ness” of collectivist identities, as 
well as underestimating the contribution to emotional wellbeing of 
relational, environmental and spiritual dimensions (Bush A et al, 2005),  
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of kinship obligations and restrictions, and of the depth of attachment to 
the land.  
 
The case for regret and apology for the past suffering of Aboriginal 
Australians with a mental illness is compelling and pressing. 
 
This is not conceived nor intended as solely an apology by psychiatrists 
and/or psychiatric nurses.  Historically, some members of all of our 
professions and workers in mental health facilities have been complicit, 
though not all,  at different times and to different extents (Carey T, pers 
comm., 2015).  Some members of all our mental health professions and 
professional bodies, though not all, have worked and/or continue to work 
in mental health or psychiatric organisations, facilities and institutions. 
Mental health professions and professionals are defined therefore, for 
the purposes of this proposal, as  “those professions and/or 
professionals who have participated in the clinical, organisational and 
institutional aspects of mental health or psychiatric practices and facilities 
during any stages of their development and implementation.  They 
include mental health service clinicians, therapists, custodians and 
administrators.”  
 
What is the legacy in terms of increasing stress affecting, 
vulnerability of and/or damage to Aboriginal mental health of 
historic harm done or colluded with by mental health and health 
professions? 
 
There were two main attitudinal bridges to the harmful actions  
perpetrated by or colluded with by our professions. We can try to 
understand how these attitudes and actions grew in the historical context 
of the prevailing zeitgeist, but it does not excuse them. Most of us now 
recognise them as abhorrent, and we remain concerned especially as 
some of these attitudes and associated actions are still held today by a 
minority in our professions. 
 
The two bridges are:  
1.Our professions’ past involvement in propagating and acting upon 
essentially racist attitudes (arguably provoked by Eysenk H,J, 1971 and 
critiqued by Bhugra & Bhui,1999,) and ideologies (eg eugenics, for 
instance Bostock & Nye in Australia, 1934) often from very prominent 
positions in our professions. Their applications were enshrined in federal 
and state laws, regulations, policies and practices of successive 
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governments (Manne, 2001). Arguably, these contributed to systematic 
removal of children, contributing to mental disorders in and incarceration 
of indigenous peoples in large numbers and for long periods in mental 
health facilities/psychiatric institutions, far beyond the proportion of the 
general population, alienating and dislocating them further from their 
families, communities, country and culture (Hoberman 2013). 
 
2.Much bitter contention and backlash persists regarding the naming of 
Australian colonial treatment of Aboriginal people as “genocidal”, 
similarly to successive Turkish governments’ denial of the well-
documented Armenian Genocide circa 1915. Australian society and 
political discourse remains polarised on this issue, with the political far 
right arguing for repudiation of any notion of genocide in Australian 
history, cynically caricaturing it as the so-called ‘black armband view’ of 
Australian history. Australian Holocaust scholar Colin Tatz (1999, 2001, 
2017) mounts a strong case that there are many parallels between the 
Holocaust and the plight of Aboriginal Australia after the arrival of 
Europeans, including attempts at ethnic cleansing and a form of racism 
manifest in an attempt at eliminative genocide (including massacres, 
targeted contagions, displacement and dispossession of land, systematic  
child removals and sub-human stereotyping) together with genocide 
denial. (Tatz C, 2017, Robertson M et al, 2017). 
 
On the Aboriginal experience in relation to common themes in history’s 
genocides, Kieran B, (2002) recounts that of an estimated population in 
1788 of over half a million, fewer than 50,000 Australian Aborigines 
survived by 1900.  He argues that the state’s efforts at exterminating or 
‘breeding out’ the Indigenous population arose from the colonial 
obsession with acquiring agricultural land (Robertson M, et al 2017). .  
Michael Robertson et al (2017) conclude that ‘while Australian psychiatry 
has made great progress in Indigenous mental health, it should be 
mindful of these aspects of history in its engagement with Aboriginal 
Australia.“ 
 
There are several adverse outcomes in Australian Aboriginal populations 
which are, at least in part, likely to be expressions of this legacy:  
 
a) Excessive Incarceration: The number of Australian Aboriginals in 
mental health facilities is still twice the rate for the wider community.  The  
custodial sentence and prison incarceration rate is  9 to 14 times the 
average Australian rates  (27% of the population in penal institutions 
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being Aboriginal whereas only 2% of the general population are 
Aboriginal)(Pearson N, 2016), which is 13X the rate for non-indigenous 
people. Aboriginal and Torres Strait Islander women are 2% of the 
Australian female population but 34% of the prison population (Australian 
Bureau of Statistics, 2012).  Indigenous Deaths in Custody is 12X the 
non-Indigenous rate (Australian Institute of Criminology, 2012 a+b).  This 
in turn probably relates to 10x the mental health service hospitalization or 
involuntary psychiatric incarceration rate of indigenous people compared 
with the general community. Garvey, 2008, and RANZCP, 2011, suggest 
that there is evidence that “the resulting trauma and psychological abuse 
from dispossession, abuse and loss suffered by Aboriginal people in 
Australia is reflected in Indigenous people having higher rates of mental 
illness”.  This association, however apt, could then be held to explain the 
excessive mental health / psychiatric hospitalization rates, but equally 
some of these hospitalizations could have been due to culturally 
inappropriate diagnosing and culturally insensitive management by 
mental health  professionals and facilities of behavioural manifestations 
of such transgenerational distress.  
 
b) vulnerability to inappropriate pathologising and misdiagnosing of grief 
(due to loss of land, children and identity)  as depression, and of anger, 
alienation, defiance and protest (due to dispossession and oppression) 
as psychosis.   
 
c) an at least partial contribution to an excess suicide rate (still 2-5x 
worse than the general population with a growing discrepancy.  
However, there is documentary evidence to suggest that “suicide was 
not an Aboriginal thing” until the late 1960’s or the early 1970’s (Tatz C, 
1999, 2001, Newton L, 1993). This is on the basis of official records is in 
Tatz’s "Aboriginal Suicide is Different" and this change may have 
occurred with a change in federal government policy leading to  release 
or emancipation from highly regimented life in the patriarchal missions, 
government run communities or institutions under the control of white 
authorities. The emergence of suicide among Aboriginal and Torres 
Strait Islander communities was not significant until 1980 (Hunter E, 
1993 ) and occurred amid a backdrop of major sociopolitical changes, 
including deinstitutionalization, the introduction of  alcohol canteens, and 
the forcible removal of children (Ridani R et al, 2014).Though challenged 
by a few academics, (eg Reser J, 1989) there is no reason to doubt that 
even with inaccuracies these figures represent the  situation fairly 
accurately. Historically, many indigenous people held the view that there 
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is no such phenomenon as suicide in their traditional culture. The remark 
challenged in Reser's article was from a Queensland Aboriginal activist, 
'.... we had plenty of reasons to commit suicide, but it's not an Aboriginal 
thing, and I think that's what's gotta get through to the public.' (Newton L, 
1993). Nevertheless, even as a “release” or  “rebound”  phenomenon  
from deinstitutionalization, decisions by our professions may still be 
partially responsible, and the currently sustained high indigenous rates of 
suicide appear to be strongly related to incarceration and involuntary 
psychiatric admission or dislocation of self or family members.   
  
d) In the year 2004/5 Australian Aboriginal people suffered considerably 
higher exposure than the general population to death of a close family 
member (42% vs 23%), to a drug or alcohol problem (25% vs 8.6%), 
having a close family member sent to jail or prison (19% vs 1.3%), not 
being able to get a job (17%vs 13%) or having been a witness to 
violence (14% vs 3.9%). (NATSIHS 2004/05). 
 
e) Australian Aboriginal children represent 26% of kids in care by the 
authorities (outside the parental home) which is 13X their proportion in 
the population (NSW Justice Health Report )  and 51% of children 
involved with the child welfare system (Walquist, 2016). Aboriginal and 
Torres Strait Islander juveniles are 24X more likely to be in corrections 
detention than non-indigenous juveniles (Australian Institute of Health 
and Welfare, 2014b). 
 
f)  There is still a persisting gap in average life expectancy (range 8.5 to 
15.1 years, depending on Australian state) (Australian Institute of Health 
And Welfare: AIHW 2014a, with indigenous males living to 65 years on 
average in Western Australia while non-indigenous males live on 
average to 80.1 years). Although this gap is slowly narrowing, largely 
due to improvements in infant mortality, the Australia-wide gap between 
non-indigenous and indigenous life expectancy at birth in males has 
decreased only from 11.4  to 10.6 years and from 9.6 to 9.5 years in 
females between 2005-7 and 2010-12 (AIHW 2014a).  The most 
common broad cause of death reported among Indigenous people during 
the period 2008–2012 was circulatory diseases (26% of total deaths), 
followed by cancer (20%), external causes (including transport accidents, 
suicide and assault) (15%), endocrine, metabolic and nutritional 
disorders (including diabetes) (9%), respiratory and digestive diseases 
(6%). These 6 groups of diseases accounted for 83% of deaths of 
Indigenous Australians (AIHW 2014a). This life expectancy gap is likely 
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to be compounded by a further gap if the person also develops a mental 
illness (Armitage C, 2016). 
  
g) an as yet poorly defined but undoubtedly significant additional 
proportion of the  prevalence of the physical, sexual and emotional 
abuse suffered by some Australian Aboriginal and Torres Strait peoples 
while they were involuntarily incarcerated in our mental health inpatient 
facilities or psychiatric institutions, both historically and more recently ( 
Collins I, 2013). In 2012-13, Aboriginal and Torres Strait Islander female 
hospitalisations for non-fatal family violent assaults were 34X the rate for 
non-indigenous females (Australian Productivity Commission, 2014). 
 
h) Intergenerational transmission of trauma – due to historical 
dispossession, forcible removal of children from family and country, loss 
of identity, loss and grief due to involuntary separations, early death of 
family members and violence, hurt due to wider societal racism and 
associated denial of removals or their impact on the “Stolen  
Generations”* and their families, and persisting clinician and police 
racism (Mitchell, 2016, Parker, 2014). 
 
i)   Loss of Identity, Alienation and Marginalisation as a result of the 
transgenerational effects of colonialism, including the removal of children 
and endemic unemployment and poverty. Most indigenous experiences 
of colonization have had similar results. Both in Canada and Australia, 
there is a vast and persisting over-representation of indigenous people 
compared to general population in institutional systems  (see Table 1) 
associated largely with their similar legacies of settler colonialism, 
according to Jonathan Rudin, Director of Aboriginal Legal Services of 
Canada (Wahlquist, 2016).  
 
Table 1: Comparison of disadvantage of Indigenous peoples,  
As % of indigenous people in each population 
Wahlquist L, February 2016 
 
NATION CANADA AUSTRALIA 
Total Population 36  million 24 million 
% of total population 4 2 
Children removed for  
Residential Schools or 
Stolen Generations 
1800’s-1900’s. 

“Estimated 150,000” 
(Rudin J, 2016). 

“Up to 50,000” (Rudd, 
K, 2008). 
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% of prison population 25 27 
% female prison popn. 33 33 
% children in 
corrections detention 

40 59 

% children in child 
welfare system  

50- 51+ 

 
j). Effects on Parenting:  High levels of psychological distress were 
identified in a large study of Australian Aboriginal parents and other 
primary carers of indigenous children, especially if the carers had with 
previous psychiatric hospitalisations or other treatment for social and 
emotional wellbeing, functional disabilities and/or low involvement with 
the community (Williamson A et al, 2016 ).  Further research was 
anticipated to examine the proportion of Indigenous Australian carers 
who experienced forced removal during childhood, and the impact of the 
“Stolen Generations”*, and to investigate their psychological effects on a 
person’s ability to parent ( Mah B, & Rae K, 2016).  However, Silburn S 
et al (2006) have previously demonstrated that both forced separation 
and forced relocation not only have had devastating consequences on 
Indigenous families in terms of social and cultural dislocation, but have 
also impacted adversely on the health, mental health, well-being and 
possibly parenting abilities of subsequent generations. Therefore there 
may be causal relationships between forced childhood removal, past 
psychiatric hospitalisations, and trans-generational parental distress and 
difficulties, requiring further study.  
 
The possible form of such an apology 
 
   The draft apology in Table 2 was developed as a suggested template         
or possible model for an apology in close consultation with Aboriginal 
Mental Health Professionals, and was subsequently adapted for the 
purposes of an apology from all or any mental health professions to 
all indigenous peoples. We are indebted to several expert Aboriginal, 
and non-Aboriginal professional colleagues for assistance with the 
rationale and the wording of the “template” or possible “model” apology. 
This proposal has also been influenced by several Maori and other 
New Zealand mental health experts. (see : Acknowledgements). 
It draws in principle on the Apology by Australian Prime Minister Kevin 
Rudd in April  2008, but is much more specific about apologising for 
damage which may have been done by mental health professions and 
institutions. Further, each mental health profession, in 
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their own countries and/or internationally, could make its own decision to 
sign on to this approach in principle, or could consider making its own 
specific apology to indigenous peoples. 
 
It may be too difficult to try to have one apology to cover all mental health 
professions. However, all of our mental health professions historically 
have a case to answer, and finally need to decide for themselves 
whether they need to make a specific apology of this kind, and 
whether in combination with other mental health professions or 
separately. There is a dilemma here to consider: To be received as 
sincere (or “from the heart”) and likely to be accompanied by palpable 
evidence of commitment to practical reparative action, it may be 
preferable to hear an apology in the words and voices of the professional 
group apologizing,  but there are some indications that higher level 
apologies ( by each mental health professionat the highest organizational 
level, or by all mental health professions nationally, internationally or 
acting together) are more likely to carry clout, to be trusted and accepted 
(Kirmeyer L, pers comm. Oct 2017, Milroy H, pers. comm., Feb 2018).  
 
 
A Possible Draft Template Apology from the members  of  
Australian Mental Health Professional disciplines to all Aboriginal & 
Torres Strait Islands Peoples).  
 
Table 2: The Australian Possible Draft Template Apology: 
 
• We apologise to the Aboriginal and Torres Strait Islander peoples, 

cultures so much older than ours in human history. 
 

• While some mental health practices with Aboriginal people in the 
recent past were well-meaning and sometimes helpful and effective, 
others were thoughtlessly insensitive to Aboriginal losses, and 
Aboriginal suffering and deprivations inflicted by colonisation. Yet 
others were indifferent, uncaring, intentionally or unintentionally 
exploitive and/or oppressive, contributing to alienation from identity, 
family, country and culture. 

 
• We apologise for our involvement in any applications of state mental 

health act laws, policies and practices of successive governments, 
which incarcerated Aboriginal people for long periods in our mental 
institutions, far beyond their proportion of the general population, 
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alienating and dislocating them further from their families, 
communities, country and culture. 

 
• We apologise for any of our mental health practices which may have 

misdiagnosed and mistreated grief as depression, spiritual experience 
as psychosis or schizophrenia, and political resistance as intransigent 
or psychopathic behaviours, mistaking cultural defiance for the 
disturbing behaviours of difficult patients. 

 
• We apologise for those past mental health practices which sometimes 

conveyed pessimistic or hopeless clinical outlooks to Aboriginal 
patients and their families, contributing to demoralization, spirit-
breaking and suicide. Instead, we should have instilled hope and 
invoked therapeutic optimism; we should have offered Aboriginal 
people more consistent expectation and glimpses of their potential for 
recovery, and encouragement and support to take control of their lives. 

 
• We apologise for not recognising fully that separating Aboriginal 

children from parents, family, community and culture was often at the 
core of mental health problems. Our professions may well have 
contributed further to the life-long grief, distress, pain, loss of hope and 
direction of the stolen generations, their parents and their children. We 
acknowledge that our professions could have made a greater effort to 
help them to redress these indignities and injustices, and to help 
Aboriginal people reconnect the threads of identity and belonging. 

 
• We apologise for not seeing the value earlier of traditional healing 

factors inherent in intact or sustained indigenous cultures. Only lately 
have we begun to see and acknowledge that working with these 
factors can be  crucial for the recovery of Aboriginal people.  
 

• And for any of our attitudes which may have conveyed disrespect or 
caused distress or demoralisation to Aboriginal peoples, we express 
remorse and regret.  
 

• And for any of our practices which may have contributed further to the 
indignities and injustices suffered by Aboriginal peoples due to the 
policies of Australian governments, we are truly sorry. 
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• We recognise and apologise for the harm caused by many past 
actions of our professional forebears, and for both the intended and 
unintentional consequences of their legacy. 

 
• We take responsibility for our actions now and in the future, and 

resolve to work towards making changes that will contribute to 
improving Aboriginal and Islander emotional health and well-being. 
These include:  
  
a) acknowledging and actively supporting the emergence of the 
important roles of Indigenous mental health workers;  
 
b) ensuring that Aboriginal communities are consulted fully in 
developing services and policies; 

 
c) encouraging empowerment and social inclusion of Aboriginal mental 
health consumers and carers in the wider community, ensuring that 
their voices are heard, privileged and heeded.  
 

• As mental health professionals we take responsibility for:  
 
a) our own learning about the importance of cultural safety and 
security in service delivery, and of working with the strengths of 
Indigenous families and culture, including the strengths of Aboriginal 
spiritual healing, story-telling, kinship and social relations, and  
 
b) learning to understand the impact on emotional health of 
dispossession, dislocations, forced assimilation and the stolen 
generations, and the sensitivities required to work therapeutically with 
a population with such losses and traumatic memories.  
 

• We offer this apology and appreciation in the spirit of our desire to 
reach out to Aboriginal and Torres Strait Islander Australians, to hope 
that they can accept the sincerity of our apology, so we can move on 
together in partnership. We urge our professions to actively consult 
and work together with Australian Aboriginal communities towards 
building culturally appropriate emotional health and well-being services 
for all Aboriginal peoples, and in learning by their example of working 
“two ways” together, to improve such services for all Australians. 
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This possible draft model apology is transposed into a more 
appropriate international form for all Indigenous peoples in Table 2, for 
discussion and consideration.  
  

     
TABLE 3: Possible Draft Template International Apology to All 
Indigenous/First Nations/Aboriginal  Peoples from All Mental Health 
Professionals; presented for discussion and hopeful endorsement of 
WPA. 

 
• We apologise to all Indigenous (First Nations, Aboriginal )  peoples, 

cultures so much older than ours in human history. 
 

• While some mental health practices with  Indigenous (First Nations,   
Aboriginal) people in the recent past were well-meaning and 
sometimes helpful and effective, others were experienced as punitive, 
thoughtlessly insensitive to Indigenous losses, and Indigenous  
suffering and deprivations inflicted by colonisation. Yet others were 
indifferent, uncaring, intentionally or unintentionally exploitive and/or 
oppressive, contributing to alienation from identity, family, country and 
culture. 

 
• We apologise for our involvement in any applications of state mental 

health act laws, policies and practices of successive governments, 
which incarcerated Indigenous people for long periods in our mental 
institutions, far beyond their proportion of the general population, 
alienating and dislocating them further from their families, 
communities, country and culture. 

 
• We apologise for any of our mental health practices which may have 

misdiagnosed and mistreated grief as depression, spiritual experience 
as psychosis or schizophrenia, and political resistance as intransigent 
or psychopathic behaviours, mistaking cultural defiance for the 
disturbing behaviours of difficult patients. 

 
• We apologise for those past mental health practices which sometimes 

conveyed pessimistic or hopeless clinical outlooks to Indigenous  
mental health service-users and their families, contributing to 
demoralization, spirit-breaking and suicide. Instead, we should have 
instilled hope and invoked therapeutic optimism; we should have 
offered Indigenous people continuing connection with their 
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communities and spiritual world, more consistent expectation and 
glimpses of their potential for recovery, and encouragement and 
support to take control of their lives. 

 
• We apologise for not recognising fully that separating Indigenous  

children from parents, family, community and culture was often at the 
core of psychiatric problems. Our professions may well have 
contributed further to the life-long grief, distress, pain, loss of hope 
and direction of the stolen generations, their parents and their 
children. We acknowledge that our professions could have made a 
greater effort to help them to redress these indignities and injustices, 
and to help Indigenous  people reconnect the threads of identity and 
belonging. 

 
• We apologise for not seeing the value earlier of traditional healing 

factors inherent in intact or sustained Indigenous  cultures. Only lately 
have we begun to see and acknowledge that working with these 
factors can be  crucial for the recovery of  Indigenous  peoples living 
with impairments of social and emotional wellbeing.  
 

• And for any of our attitudes which may have conveyed disrespect or 
caused distress or demoralisation to Indigenous peoples, we express 
remorse and regret.  
 

• And for any of our practices which may have contributed further to the 
indignities and injustices suffered by Indigenous peoples that our 
predecessor or fellow mental health professionals  might have 
performed in relation to  the policies of our governments health and 
mental health administrations, we are truly sorry. 
 

• We recognise and apologise for the harm caused by many past 
actions of our professional forebears, and for both the intended and 
unintentional consequences of their legacy. 

 
• We take responsibility for our actions now and in the future, and 

resolve to work towards making changes that will contribute to 
improving Indigenous mental health or social and   emotional health 
and well-being. These include:  
  
a) acknowledging and actively supporting the emergence of the 
important roles of First Nations/Indigenous mental health workers;  
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b) ensuring that Indigenous communities are consulted fully in 
developing services and policies; 

 
c) encouraging empowerment and social inclusion of Indigenous   
mental health consumers and carers in the wider community, 
ensuring that their voices are heard, privileged and heeded.  
 

• As mental health professionals we take responsibility for:  
 
a) our own learning about the importance of cultural safety and 
security in service delivery, and of working with the strengths of 
Indigenous families and culture, including the strengths of  Indigenous 
spiritual healing, story-telling, kinship and social relations, and  
 
b) learning to understand the impact on emotional health of 
dispossession, dislocations, forced assimilation, forced removals 
and/or involuntary residential schooling of children, and the 
sensitivities required to work therapeutically with a population with 
such losses and traumatic memories.  
 

• We offer this apology and appreciation in the spirit of our desire to 
reach out to all Indigenous peoples, to hope that they can accept the 
sincerity of our apology, so we can move on together in partnership. 
We urge our professions to actively consult and work together with all 
Indigenous (First Nations, Aboriginal) communities towards building 
culturally appropriate emotional health and well-being services for all 
Indigenous peoples, and in learning by their example of working “two 
ways” together, to improve such services for all citizens in our 
communities . 

 
 
So what has been the response so far of our Australian 
Government, Mental Health Service Administrations, Professions 
and Institutions?  
 
Until recent years, the mental health professions have done little to 
protest or resist Aboriginal dispossession of their lands and their children 
of presumed mixed heritage, who were removed forcibly from their 
families (the “Stolen Generations”*). More recently, some of the 
Australian mental health professional bodies have made statements of 
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regret, but only for general collusion with the wider community and 
administrations in these processes, not for the specific actions of the 
mental health professions.   
 
Following the publication of the Bringing Them Home* report, the Royal 
Australian and New Zealand College of Psychiatry (RANZCP) developed 
a public position statement (1999, revised 2005), which reads in part:  
 
“The Royal Australian and New Zealand College of Psychiatrists wishes 
to state that past practices of state sanctioned abduction of children from 
parents and from their culture are cruel and wrong. The psychological 
trauma involved has life-long mental health consequences and 
significant inter-generational effects. As a result of this practice, many 
indigenous Australians suffer severe emotional distress including 
continuing disruption of family relationships and secondary social, 
psychological and psychiatric problems have arisen from the disruption 
of culture and community.  
 
It is probable that the medical profession was, to an extent, involved in 
the planning and implementation of these policies. Psychiatrists, along 
with many others in mainstream Australia, generally failed to see and 
understand the destruction and suffering caused by the taking of 
indigenous children.  
 
The Royal Australian and New Zealand College of Psychiatrists wishes 
to apologise to the Aboriginal and Torres Strait Islander peoples for its 
failure as a group of doctors and psychiatrists to act early and effectively 
to try and prevent and reverse these disastrous practices.  
 
The College recognises that Australia, as a nation, needs to take the 
steps to put right what can be put right and to provide appropriate 
restitution or compensation to the communities and individuals who have 
been injured by these policies.”  
 
In a further revision in March 2011, the paragraph preceding this apology 
was strengthened to read:  
 
“ The RANZCP acknowledges that psychiatrists generally failed to see 
and understand the destruction and suffering caused by the removal of 
indigenous children from their families. In many cases, the medical 
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profession was involved in the planning and implementation of these 
policies.” 
 
A further revision of RANZCP Position Statement 42 in August 2015 
states that the RANZCP recommends that psychiatrists, trainees and 
mental health services similarly incorporate… into their operations and 
practice: “Apologis[ing] to Aboriginal and Torres Strait Islander peoples 
for the failure of the medical profession to intervene in these disastrous 
practices, and instead for having involvement in their implementation”. 
 
This statement’s revisions have been getting ever closer to the public  
apology proposed, but is still fairly narrowly focussed around  “the Stolen 
Generations”*, not wider psychiatric practises affecting many other 
Australian Aboriginal people as well. It is also framed as needing to be 
an apology  about ”the failure of the medical profession” and not yet 
specifically about the actions of psychiatrists among other health and 
mental health professionals. 
 
The RANZCP has updated its strong advocacy for Aboriginal and Torres 
Strait Islander  recognition in the Australian constitution (RANZCP, 2015) 
and has continued its substantial efforts to improve its relations with 
indigenous peoples.  In 2014, the RANZCP released its Reconciliation 
Action Plan (Australia) 2014-2024 “to increase meaningful engagement 
with …and to help work towards improving the health and wellbeing of 
Aboriginal & Torres Strait Islander peoples”.    
 
However, no specific public apology has been made yet for past actions 
of our forbears and colleagues as psychiatrists regarding our past 
dealings with Aboriginal peoples, which would be entirely complementary 
to and synergistic with it,  and could accompany this laudable schedule 
of proposed actions.     
 
On 13 February 2008, the Australian College of Mental Health Nurses 
sent a formal letter to the Congress of Aboriginal & Torres Strait Islander 
Nurses. It expressed “relief at the delivery today, by the Commonwealth 
(Federal Government) and Opposition, of a long awaited apology and 
recognition of the Stolen Generations. ... We are saddened that this 
process has taken so long and that the health and wellbeing of 
Indigenous Australians has suffered as a result.” 
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So at least two of our mental health professions have either endorsed 
the former Australian Prime Minister’s general apology, or have 
apologised only for any collusion or complicity in past practices 
associated with the stolen generations. However, none of our mental 
health professional bodies so far have squarely acknowledged and made 
a specific apology for the roles of the past members of our mental health 
professions, whether active or inadvertent, in mistreatment, abuse  or 
neglect of the most pressing needs of Aboriginal people in our 
institutions and services.  MHPAA, acting on behalf of all mental health 
professional organisations in Australia, declined to adopt or adapt such 
an apology when approached to consider doing so in 2009 and 2011, on 
the basis that its member organisations had already endorsed the 
general apology by the Australian federal government to our Aboriginal 
peoples.   
 
As far as we can ascertain, if MHPAA’s member Australian mental health 
professional organisations should jointly or individually do so, this 
specific apology from the mental health professions would create both an 
important national and international precedent.  
 
We need to frame this apology as coming not just impersonally from our 
professional bodies, but also personally from us as individuals 
representing our current heartfelt reflection on the practices of our 
professional forebears  (eg not as stated in the Royal Australian & New 
Zealand College of Psychiatrists (RANZCP) apology for collusion in “the 
Stolen Generations”*, that is, not just as “its failure as a group of doctors 
and psychiatrists…” but as “our failure as a professional group of doctors 
and psychiatrists…”).    
 
Therefore, as a community of mental health professionals and their 
organisations, we should consider making this type of statement of 
regret, apology, penitence and commitment to practical refor.   : 
 
So Where To from Here?  
 
Further representations are being made to individual professional 
organisations in Australia and New Zealand.  So far, most of these 
organisations believe that they’ve already both acknowledged and 
apologised for their roles in the hurt done to indigenous peoples by 
joining apologies by our national government on behalf of all Australians 
as a whole.  But they haven’t done so for the specific roles and historic 



 
 
 
TAMHSS 
 

 28 

deeds and misdeeds of our professions and institutions which added 
considerable hurt and harm to at least some if not many of the 
indigenous peoples in our care. They have only apologised in the most 
generic sense of supporting general national apologies to indigenous 
peoples and for any possible non-specific collusion with “the Stolen 
Generations”*.  
 
Most Australian mental health professional bodies are currently re-
considering their position in regard to this proposal individually. 
 
On 15 June 2016  the Royal Australian And New Zealand College of 
Psychiatrists (RANZCP) President, Dr Malcolm Hopwood formally 
advised that both of its indigenous partnership committees, its New 
Zealand Maori (Te Kaunihera) and Australian Aboriginal & Torres Strait 
Islander Indigenous Committees, are now actively considering the 
implications of such an apology.  “Te Kaunihera has indicated that it 
intends to continue discussing the concept of an international apology 
with Māori community members and mental health workers. The 
Aboriginal and Torres Strait Islander Mental Health Committee will 
discuss it further, in the context of the RANZCP Reconcilation Action 
Plan and other work they have already instigated. The current College 
executive view is that by continuing this important work, as guided by the 
Aboriginal and Torres Strait Islander Mental Health Committee and Te 
Kaunihera, resolution of the conditions being apologised for will 
eventually be achieved, at which time [the option of joining] an 
international apology could be re-visited.” Following further consultation, 
an abbreviated, revised and more specific proposal to the RANZCP was 
sent to its current president and executive in early May 2018.  
 
Initially, the Australian Association of Social Workers [AASW] advised 
that it would not see such an apology as a priority in relation to its current 
workload. We understand that the AASW had a difficult and divisive 
experience over the apology for forced adoptions of the babies of unwed 
mothers between the 1950’s and early 1970’s. Many of the senior 
members did not believe that they personally were, or at least that the 
profession was, actually responsible, on the grounds that many social 
workers of that time were not professionally trained or qualified. 
(However, this lack of formal specialist credentials applied to the majority 
of clinical professions at that time, yet most of our disciplines were 
implicated in perpetuating these practices).  A current AASW 
spokesperson has advised in relation to [this proposal]  that "the AASW 
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does not currently have an official position on the issue” , and  that "the 
issue may be reviewed by the [AASW] Board in the future, but there are 
no immediate plans." 
 
Australian Mental Health Nurses’ and Occupational Therapists’ 
organizations have been asked to consider the proposal but have not 
advised of their progress as yet. 
 
 A World First? 
 
The Indigenous Psychologists’ Advisory Group (IPAG) of the Australian 
Pycholological Society (APS) recently considered recommendations that 
they may make to the APS, which represents 22,000 psychologists,  
regarding whether to adopt this proposal at their 20 August 2016 
meeting.  IPAG were strongly supportive of the concept of such an 
apology and were keen to proceed with recommending it to APS. 
However, IPAG and the APS  Board understandably wanted a apology 
specifically from psychologists rather than just  joining an apology from 
general mental health professionals generally.  
 
So, the outcome of the meeting was that IPAG would draft an apology 
from psychologists and recommend it to the APS with an appropriate 
reference and acknowledgement of the initial concept. This approach 
was encouraged by and is fully compatible with the original proposal, as 
it would generate a specific Australian psychology apology in the 
profession's own terms and words. It is more likely to be in heartfelt 
words from the  viewpoints of psychologists and to be “owned” by the 
profession.  The template apology was only meant to provide 
suggestions for wording of such an apology. 
 
Consequently, the APS Board resolved to adopt this Psychologist-
specific apology, and commended it to their annual national conference 
on the 15 September 2016, at which the APS resolved to adopt the 
following apology (Sweet M, 2016, Rosen A, 2016, Carey T et al, 2017) : 
 
Apology to Aboriginal and Torres Strait Islander People from the Australian Psychological Society  
Disparities between Aboriginal and Torres Strait Islander Australians and other Australians on a range 
of different factors are well documented. Aboriginal and Torres Strait Islander people experience 
much higher rates of psychological distress, chronic disease, and incarceration than other 
Australians. They manage many more stressors on a daily basis and, although suicide did not exist in 
their cultures prior to colonisation it is now a tragically inflated statistic. The fact that these 
disparities exist and are long standing in a first world nation is deplorable and unacceptable.  
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As we understand these challenging issues in relation to wellbeing and health, it is very important 
that we tell the stories of the strengths and resilience of Aboriginal and Torres Strait Islander peoples 
and communities. Aboriginal and Torres Strait Islander people are the proud custodians of the 
longest surviving cultures on our planet. With this in mind, Aboriginal and Torres Strait Islander 
peoples’ resilience and resourcefulness could make a significant and positive impact on Australian 
society should they have the opportunity to contribute routinely in their areas of expertise.  
We, as psychologists, have not always listened carefully enough to Aboriginal and Torres Strait 
Islander people. We have not always respected their skills, expertise, world views, and unique 
wisdom developed over thousands of years. Building on a concept initiated by Professor Alan Rosen, 
we sincerely and formally apologise to Aboriginal and Torres Strait Islander Australians for:  
• _Our use of diagnostic systems that do not honour cultural belief systems and world views;  
• _The inappropriate use of assessment techniques and procedures that have conveyed misleading 
and inaccurate messages about the abilities and capacities of Aboriginal and Torres Strait Islander 
people;  
• _Conducting research that has benefitted the careers of researchers rather than improved the lives 
of the Aboriginal and Torres Strait Islander participants;  
• _Developing and applying treatments that have ignored Aboriginal and Torres Strait Islander 
approaches to healing and that have, both implicitly and explicitly, dismissed the importance of 
culture in understanding and promoting social and emotional wellbeing; and,  
• _Our silence and lack of advocacy on important policy matters such as the policy of forced removal 
which resulted in the Stolen Generations.  
 
To demonstrate our genuine commitment to this apology, we intend to pursue a different way of 
working with Aboriginal and Torres Strait Islander people that will be characterised by diligently:  
• _Listening more and talking less;  
• _Following more and steering less;  
• _Advocating more and complying less;  
• _Including more and ignoring less; and,  
• _Collaborating more and commanding less.  
 
Through our efforts, in concert and consultation with Aboriginal and Torres Strait Islander people, we 
envisage a different future. This will be a future where Aboriginal and Torres Strait Islander people 
control what is important to them rather than having this controlled by others. It will be a future in 
which there are greater numbers of Aboriginal and Torres Strait Islander psychologists and more 
positions of decision making and responsibility held by Aboriginal and Torres Strait Islander people. 
Ultimately, through our combined efforts, this will be a future where Aboriginal and Torres Strait 
Islander people enjoy the same social and emotional wellbeing as other Australians 
 
The reading out of this apology at a plenary session of the conference 
was met with a standing ovation, with unambiguous approval and a very 
positive emotional response by both non-Aboriginal and Aboriginal 
people present, including psychologists and Melbourne Convention 
Centre staff (Carey T, pers comm., 2016, Carey T et al 2017).   
 
Professor Pat Dudgeon, editorialised in a special issue of the 
Australasian Psychologist journal: “In this respect, the Australian 
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Psychological Society has made history by being the first to formally 
apologise to Indigenous peoples for past oppressive practices and to 
vow to make systemic changes. It was made at the Australian 
Psychological Society Congress 2016 in Melbourne. This has become a 
significant event that gained considerable worldwide media attention and 
has impact not only in Australia but internationally, with the American 
Psychological Association now developing a similar apology to their 
Indigenous people” (Dudgeon P, 2017).  
 
As far as we know, APS is the first mental health professional 
representative body in the world to endorse and adopt such a specific 
apology to indigenous peoples for what was done to them by the 
profession as part of, or in the name of mental health/psychological  
assessment, treatment and care. APS also wholly adopted the advice to 
adopt the recommended wording of its Indigenous Psychologists’ 
Advisory Group (IPAG) who crafted this apology.   This sets a fine 
precedent. As some other professional bodies are still cautiously 
considering this proposal, it is to be hoped that APS will set a new trend 
and a robust example of how to do it well, and in a way that it is more 
likely to be accepted.  
 
Subsequently, building on published accounts of the APS apology and 
this international proposal  (Sweet M 2016, Rosen A, 2016) the CEO of 
the Congress of Aboriginal and Torres Strait Island Nurses of Australia 
(CATSINaM) has called for a similar apology from the Nursing profession 
(Mohammed J, 2016). She states: “This is a step CATSINaM believes is 
necessary if the profession is to play an active role in realising the words 
in current government policy on the development of culturally safe 
services and practices. This will be real when it is experienced in the 
everyday reality of Aboriginal and Torres Strait Islander people – as 
health professionals, patients and community members”. 
 
The World Psychiatric Association (WPA) Section on Public Policy in 
Psychiatry with support from members of the WPA section of Conflict 
Management and Resolution, invited  a formal submission to this 
proposal  and has actively sought to air this matter for consideration on 
the Section’s website and in its journal, World Psychiatry, demonstrating 
concern for possible historical wrongs which may have been perpetrated 
knowingly or unwittingly on indigenous peoples by mental health 
professionals, institutions and administrations, and the enduring mental 
health effects of colonialism on post-colonial indigenous peoples. 
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Professor Helen Herrman, then President-elect of WPA, proposed a 
special symposium or presidential debate on this issue at the WPA 
Congress in Berlin in 2017, which was sponsored by Professor Dinesh 
Bhugra, then WPA President, to be followed by a WPA discussion paper, 
now in preparation.  
 
Implications for all involved  
 
I: Implications for Mental Health Professionals, Administrations 
Institutions  &  Services:  
 
Such actions can be an important first step towards harmonising 
personal & public relationships between Aboriginal people, mental health 
professionals and mental health services.  
 
Such actions can formalise a solemn promise and a commitment that it 
will not happen again, building reassurances and evidence of welcomed  
change,  where there was previously only mistrust. 
 
 II: Implications for Indigenous peoples, their Families and 
Communities: 
 
Such an action has a capacity to begin the healing process. It can begin 
to clear the air of trans-generational anger, frustration and despair.  
It can overcome affected indigenous persons being psychically numbed, 
worn down, silenced and speechless by helping to open the door on 
grappling with painful  & traumatic memories. 
 
It can encourage indigenous people, so that they can and will be more 
likely to approach mental health services at an earlier phase,  with 
renewed confidence and growing trust, when they need them, on a 
voluntary basis, rather than avoiding appropriate mental health services 
or not accessing  them until it is too late. 
 
 
The Nature of Political Apologies 
 
Political apology, like forgiveness : 

• is costly: you have to be prepared to give up something hard to 
give  up:  eg. racial hatred, a sense of privilege and entitlement, a 
sense of superiority over the other 
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• is voluntary, and must be given freely, to be trustworthy,  
• entails vulnerability: allowing your vulnerability to show, risking 

being rebuffed.  
• involves skilled bargaining, compromise and deal-making (Long 

and Brecke 2003). 
 
 

However, while acceptance of the apology may be sought, forgiveness is 
not necessarily expected. 
 

The apologising and recipient parties need not be those originally 
concerned, or even the individuals directly perpetrating or harmed (except 
as a social or political body) (Griswold 2007). However, only victims and 
their descendants or related groups can consider accepting  the apology 
and possibly consider forgiveness. 
 
As public performance, symbolism and a vivid experience leading to an 
indelible memory, and as ceremony, it signifies a renewed willingness to 
cooperate and collaborate (Griswold 2007). 

 
Limitations of Public Apologies And Inviting Forgiveness: 
 
If colonisers still benefit from dispossession, or by continuing habitual or 
recurrent abuses, with no remedial action envisaged or offered, such 
apologies may have a hollow ring ( eg if they continue to exclude 
indigenous people from access to perform their custodial duties on their 
traditional lands, or if they continue to blatantly exploit indigenous 
resources). Eg. Dr Gary Foley (2008), prominent  Australian Aboriginal 
activist  concluded in the following terms about an apology to Aboriginal 
peoples by the University of Melbourne: “Look at the way the university is 
slashing and cutting Indigenous subjects, and has lost most of its best 
indigenous lecturers. It makes a mockery of their apology. It is ridiculous 
to think that they support Indigenous people and Indigenous education, 
when they are doing things like that. It's simply further evidence of their 
duplicity, deceit and propaganda.” 
 
While not all the descendants of the victims may be convinced  of the 
authenticity or sincerity of the apology, unless it is accompanied by 
immediate compensation or palpable corrective action  (eg Foley 2008), 
others will accept that this statement of apology and intent as a good 
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start, and will await corrective action with more patience, but will still 
expect future actions to be consistent with this statement.   
 
All the professional, custodial and administrative community can offer an 
apology, but only victims and descendants can forgive, and depending 
on the severity and duration of loss, humiliation, dispossession and 
displacement suffered, and the context and spirit in which the apology is 
offered, it may be too early to forgive or not conducive yet to forgiveness. 
 
Some mental health professionals have expressed concerns that such 
apologies will be experienced as re-traumatising.  It is generally 
uncommon for rekindled trauma to outweigh the healing benefits. 
Though possible to have traumatic memories and thoughts rekindled 
mildly by such statements, if sensitively prepared and delivered, most 
indigenous peoples appear to experience them as relieving of stored or 
pent-up trans-generational and developmental distress and anger, and 
as starting a new and valued healing process (Gale F & Dudley M, 2011, 
Rosen A et al 2011).  
 
The Nature of Forgiveness 
 
The moral philosopher Yotam Benziman (2009) states that it is not really 
possible to prospectively forgive a substantial wrong by just “washing it 
away” as if it never occurred, that is  “to place the wrongful act in moral 
brackets”. The problem with this is that any attempt to change history is 
going to fail. Forgiveness and repentance address a person’s previous 
actions, and it is impossible to completely separate a person from his 
deeds. They did happen; he is the person who did them.  
  
Rather, he invokes Jacques Derrida on Forgiveness: We can only forgive 
the sinner as the sinner, not as an already penitent person or a partner in 
dialogue.  Once the sinner is penitent and in dialogue with you, there is 
nothing left to forgive. The sinner as the sinner, however, cannot be 
forgiven, because he is the incarnation of the unforgivable. Hence the 
following paradox: “There is only forgiveness, if there is any, where there 
is the unforgivable -that is to say that forgiveness must announce itself 
as impossibility itself. It can only be possible in doing the impossible.” To 
forgive by “forgetting” is a cop-out, because erasing a wrongdoer’s guilt 
means that he is no longer deemed guilty of ever having committed the 
wrong. Forgiveness, therefore, cannot be mere forgetting. It demands a 
conscious effort. Benziman (2009) concludes that forgiveness in fact 
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depends upon preserving the wrong as an existing event that must be 
engaged with, confronted, accepted, and then explained. Real 
repentance enables life to go on while continuing to remember the wrong 
we have done—and to deal with it.  
 
Transgenerational Apologies and Repentance  
 
 About 20 years ago, Jimmy Little, an Australian Aboriginal celebrity 

songwriter and performer was re-dedicating a local park (Rosen, 1994): 

 

 He said that his young adult daughter, who'd been brought up locally, 

had something to say: "I can't understand how white Australians can say, 

'We're not responsible for what atrocities past generations did to the 

Aboriginal people - what they did has nothing to do with us.'  I don't mind 

taking responsibility for my ancestors, for everything they did. How can 

you live without feeling connected to past generations of your own 

people?" 

 

My eldest son, just turned 17, who went to the same local school, [then] 

commented on her statement: "We can't dissociate ourselves from the 

actions of our ancestors, that's true, but we can't be held individually 

responsible for their actions either. You shouldn't accept personal blame 

for what they did, because you weren't there and they did it, not you. But 

if you have any compassion, you'll want to make up for it as a 

community, as a generation, rather than feeling forced to do it by your 

conscience out of individual guilt, with your mind telling you what  

to  do."   

 

As Aboriginal woman and authority on Aboriginal mental health, Ms. Pat 

Swan argued in 1993,  "You say that you're not responsible for 
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something that happened so long ago? You say why can't you Aboriginal 

people just forgive and forget, and the hurt will go away in time?  But this 

is what society and families still tell victims of child sexual abuse and 

neglect. Your response to our stories of abuse and neglect is important 

to how we think of ourselves and to how we think about you." 

-Rosen A, 1994.  

Some of our professions considering this proposal will readily 
understand, while others may take more time to appreciate, why we in 
this generation would be asking our current members to apologise 
largely for the actions of our predecessors. After all, some of these 
insensitive, ineffective and traumatising practices go back historically to 
before our disciplines had fully professionalised, even before there were 
specific professional trainings and qualifications in most of our mental 
health fields.  Even since our full professionalization, some of the 
members of our disciplines have continued to participate or collude in 
culturally inappropriate diagnostic attributions, institutional treatments 
and excessive incidence and length of custodial care of Indigenous 
peoples. However, they are still all our professional forbears and 
colleagues, and we should collectively take responsibility for their actions 
and our professions’ histories, so that we can reassure descendants of 
those Indigenous psychiatric patients that our professional bodies have 
declared that these practices are culturally and clinically inappropriate, 
no longer considered valid and will never be allowed to recur.  
 

How do we face our possible concerns regarding where this 
initiative might lead? 
 
The risk or the opportunity, depending how we see it, in making such an 
apology is that it may spawn further calls for apologies in time from either 
or both colleagues and service–users, leading to further work on 
reconciliation between our professions and those individuals and families 
who have felt marginalised, stigmatised and damaged more than helped 
at times by contact with our professions and facilities. This may also be a 
trans-generational quest, prompted by past mental health/ psychiatric 
inpatients among and families and descendants of non-indigenous people 
who were diagnosed and caught up in possibly ineffective or traumatic 
mental health treatments and/or prolonged inpatient incarceration (eg 
Slattery, 1990).  Some mental health professionals may fear that this 
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could open a “Pandora’s Box” of perceived hurts with damaging adverse 
publicity and exposure to calls for compensation.   However, this 
potentially healing discourse has already begun and is in progress, and 
requires more explicit effort towards reconciliation to be trusted by 
stakeholders. This will enable us to clear the air, to both de-stigmatise 
and inspire new confidence in contemporary mental health treatments 
and care. Moreover, most of the previous apologies listed above have not 
led to widespread or sustained demands for substantial monetary 
compensation that were once feared.  Government and religious 
institutional apologies for child sexual abuse, following official inquiries 
may yet be the only salient exception to this. Media publicity is often 
helpful to demonstrate that a formerly under-responsive, closed-shop or 
opaque professional guild or organisation is becoming transparently 
accountable to its customers and stakeholders, if this is what we mean 
and are taking bold action to do. 
 
Discussion: 
 
It would be a good start towards reconciliation if all mental health 
professions and mental health services, both in Australasia and 
internationally, could give an unambiguous and unconditional formal 
apology to indigenous peoples, for our historical misunderstandings and 
mistreatment of them, and for dislocating and alienating them from their 
families and communities. 
 
Only Non-Indigenous people can initiate such an apology, but only 
indigenous people know in what terms it would be well received and 
considered to be helpful  and  healing, so the latter must be consulted 
extensively about the form and content of such an apology, the manner 
and setting of its proposing, and its envisaged audience. This is a 
delicate dance. Its positive reception depends on its perceived sincerity 
and authenticity, and its congruity with the concurrent actions and 
practical intentions of its organisational proponents and its 
spokespeople, and the governments auspicing them.  
 
An apology is only the start, and its success will depend on how the 
future actions by the protagonists are perceived by its intended 
beneficiaries. However, it can lead to a growing and more trustworthy 
partnership between mental health and welfare indigenous service 
providers, consumers and families, and mental health professionals, 
agencies, facilities and institutions, to pursue more timely, readily 
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accessible and culturally appropriate services for indigenous peoples.  
This should include “un-diagnosing” where pathologising and clinical 
diagnoses are inappropriate (Patfield M, 2011), “undoing” of 
inappropriate labels, clinical interventions and hospitalisations (Rosen A, 
1999).  They should also encompass involving and integrating traditional 
healing practices and practitioners, and indigenous mental health 
workers, where there is evidence and experience that these could help. 
 
International Implications:  What else should be done? 
 
1. We mental health professionals should routinely undertake 
cultural awareness/ competence/ safety learning to more fully 
understand that all indigenous peoples, like Indigenous Australians, 
generally take a holistic view of mental health via their framework of 
Social and Emotional Well-being (SEWB) (Kelly K et al, 2009, Dudgeon 
P et al, 2014, Gee G et al, 2014).  This incorporates: a) Physical,  b) 
Social, c)  Emotional,  d) Cultural, e) Spiritual…wellbeing of individuals 
and their communities.  We should try to work together with indigenous 
individuals, families and communities on mental health issues in a way 
that respects and is compatible with this wider framework (Craze L, 
2011). Moeover, we should work together in a way that recognises that 
evidence-based methods  from Western developed cultures are often 
compatible and synergized by also operationalizing indigenous/traditional 
healing factors or their proxies (Rosen A, 2006).  

 
 

2. We should operationalize Social & Emotional Well-Being (SEWB) 
(Craze L, 2011), including many more Indigenous service providers. 
We need to reactivate, update and this time actually  implement the 
SEWB Framework. 
 
“This holistic concept does not just refer to the whole body but is in fact 
steeped in harmonised inter-relations which constitute cultural 
wellbeing…. Spiritual, environmental, political, social, economic, mental 
and physical. Crucially, it must be understood that when the harmony of 
these inter-relations is disrupted, Aboriginal ill health will persist.” (Swan 
& Raphael, 1995) 
 
—The challenges of this definition of SEWB are that we must go broader 
than the Western construct of health. It demands a response focused on 
4 levels: societies, communities and clan or family as well as individuals: 
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that is, not just focussed on the individual but on the collective, the 
extended kinship network (Hunter 2007, 2004, 1993). 
  
—SEWB challenges distinctions and demarcations between physical 
health, mental health, substance abuse, family violence and the service 
responses for each. 
 
Many responses which may be needed lie outside the mental health & 
wider health system. Tom Calma, (in Dudgeon et al, 2014) our former 
Australian Aboriginal Human Rights Commissioner has argued for 
drawing on and integrating  the unique determinants of indigenous  
mental health: “the resilience that social and emotional wellbeing  (based 
on) the healthy functioning of our communities, our families, and our 
cultures provides us in relation to both our mental and physical health; 
and, on the other hand, (dealing with) the devastating impact of 
colonisation, assimilation, racism, trauma, poverty and social exclusion.”  
He states that we need to break down the ‘health silos’ that separate 
mental health, family violence and substance abuse services and that 
these must be integrated within comprehensive primary health care 
services.  
 
We also need more professional training places, tertiary scholarships 
and apprenticeship schemes for Indigenous individuals, to ensure that 
Indigenous people can be employed in and increasingly take over 
management of their own communal facilities.  Chandler and Lalonde 
(1998) found few to no suicides within Canadian indigenous communities 
that had a measure of control over six core markers of cultural continuity: 
self-government, land claims, education, health, police/fire services, and 
cultural facilities (Ridani R et al, 2014).  In terms of mental health 
services, this entails dual Western clinical and traditional healing training 
and employing of more Aboriginal Mental Health Workers and healers, 
and of more Aboriginal people in the traditional clinical and specific 
mental health professions, whether working in public, NGO or private 
fee-for-service health sectors, and further development of mental health 
teams within Aboriginal Community Controlled primary health 
organizations (Rosen A, 2005). We also need more Indigenous service 
providers in complementary roles in the vocational, educational, welfare 
and housing sectors. 
 
Table 4. SEWB Levels of Response ( Craze L, 2011 after Hunter E 
2007,1993) 



 
 
 
TAMHSS 
 

 40 

 
LEVEL ACTION REQUIRED 
Individual -Indigenous therapies & mental 

health services 
-Adapted/appropriated assessment 
tools, therapies/treatment & mental 
health services 
-Culturally appropriate conventional 
therapies and mental health 
services eg Trauma Informed 
Counselling and Narrative methods 
-Indigenous mental health 
workforce 
-Cross-culturally trained health and 
mental health workforce 
-Wrap around and holistic eg work 
and accommodation 
-Accessible services 
-Remote service delivery models 
and responses 
 

Family & Clan -Family wellbeing,  
-maternal health and childhood 
development (0-25 years) (Milroy 
H),  
-parenting & relationships,  
-family inclusive services 
 

Community -Community recovery and healing, -
--communitydevelopment, - ----------
----community empowerment: eg 
community controlled health & legal 
services & healing centres,  
-mental health literacy 
-A significant investment in 
Indigenous SEWB including health 
reforms plus significant commitment 
to housing, employment, education 
& family support 
 

Society -Social justice and reconciliation,  
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-self determination and human 
rights,  
-addressing the social determinants 
of health and mental health -
employment, income, housing etc 
-Implement national programmes to 
ensure Closing the Gap of 
decreased life expectancy in 
indigenous communities  
 
 

 
3.Strategies to recognise, challenge and tackle lingering 
Institutionalized Racism and Structural Discrimination in our 
communities and nations. 

 
Individuals considered to have a mental illness are often falsely 
perceived as dangerous, non-human, unapproachable, unemployable, 
and unmarriageable. They therefore become shunned or marginalized by 
the community. If you are both indigenous and diagnosed with a mental 
illness, you are often liable to suffer a “double whammy” of these 
perceptions (Rosen, 1994), just as you have become doubly colonized, 
by the invading culture and the mental health system. The organizational 
equivalent is ‘structural stigma and discrimination’, which is the direct or 
indirect, intentional  or unintentional act of stigmatizing and discriminating 
against a group of people through institutional procedures, legislation, 
and barriers (Schomeros et al. 2007; Corrigan et al. 2004). This may 
entail a denial of full citizenship, sometimes including denial of 
associative, voting and marriage rights.  
 
Racism (Bhugra & Bhui, 1999) is “an ideology or belief… that one race is 
superior to other races in significant ways and that the superior race is 
seen as being entitled, by virtue of its [assumed] superiority, to dominate 
other races and to enjoy a [greater] share of society’s wealth and status”. 
These advantages are related to health care, education, employment, 
wealth and power, and so racism is a way of preserving the status quo of 
inequities.  
Racism in society plays a role in allowing the [dominant group] to identify 
`the other’ who can thus be pitied, looked down upon, hated or 
marginalized.  
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‘The other’ group can also be feared collectively for its potential to ‘take 
over’ economically, socially or in terms of its religious values and legal 
system (eg Sharia law), or otherwise its alleged potential do damage or 
violence to the dominant group. Racism is thus associated with  
Xenophobia (fear of strangers including foreigners) and the fear and/or 
moral exile of all marginalised people, including homeless, mentally ill 
and Aboriginal people. 
 
Racism’s subtypes include dominative (racial bigoted or tyrannical), 
aversive (avoidant), regressive, and paternalistic (like vocational 
ownership for psychiatric patients, which means “we know what’s best 
for you”). Bhugra et al 1999 conclude that “Psychiatry is reflecting 
dominant social values; discriminating these values in the pervasive form 
of so-called scientific statements and providing an asocial human image 
of the human being which portrays the individual as essentially 
independent from his socio-historical context.”  Racism as applied to 
indigenous, former slave transcultural and asylum-seeking populations, 
in association with being designated as a ‘heavy-duty’ psychiatric  
patient, results in greater use of medications, ECT, hospitalizations, 
under- and over-  diagnosis and treatment and less use of 
psychotherapies (Bhugra et al, 1999).   
 
“Blaming the victim” is rife in these groups. Hoberman 2012, and his  
book reviewers,  Primm et al 2012, cite how African-Americans (as no 
doubt they could also state for “first nations” or indigenous peoples)( 
Primm A B, pers comm., 2013)   have been stereotyped over the years 
by medical authorities, as an infectious reservoir of disease, lacking in 
self-discipline and intelligence, biologically degenerate, submissive, 
primitive, savage, lazy, child-like, and sexually promiscuous.  
 
As for the causal factors for health disparities, some can be attributed to 
social determinants like poverty, their greater trauma histories and single 
parent status. Some can be due to consumer factors like ignorance in 
poor and remote communities, and perhaps due in part to them, 
particularly their menfolk, not effectively help-seeking.  
 
However, some most significant practitioner factors may well contribute 
to these disparities, such as doctors’ own fears, biases, and 
psychological defenses; and stereotypes which have become oral  
traditions about black or indigenous patients’ negative traits and medical 
characteristics,  doctors’ ignorance of the history of medical racism; and 
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their denial, even when they know these  histories (Hoberman, 2012, 
Primm et al, 2012). Also they describe histories of unfair obstacles to 
getting first peoples and former slave communities into professional 
training programmes, and to doing and publishing research co-produced 
with their communities.  
 
4.Learning from International Precedents for Medical Practitioner 
professional organisation apologies 
  
Hoberman (2012)  provides a detailed account of the  American Medical 
Association’s (AMA’s) systematic bias against African American 
physicians and how the AMA kept them out of the organization for many 
years. 
 
In the USA  in recent years, the AMA has issued an official apology to 
black physicians and has joined with the National Medical Association to 
form the Commission to End Healthcare Disparities. However, according 
to Primm et al 2012, the greatest pity is that most psychiatrists,  (and 
even many young psychiatrists who we might expect to be more aware 
of its importance), have little knowledge of the AMA’s journey of apology 
and reconciliation, nor the history of the  different Psychiatric 
Associations’ ( including the APA’s) participation in or denial of this 
narrative of medical racism. 
 
In 2009 Professor Frank Schneider was elected president of The 
German Society for Psychiatry, Psychotherapy,  Psychosomatics and 
Neurology, or  DGPPN (Deutsche Gesellschaft für Psychiatrie und 
Psychotherapie, Psychosomatik und Nervenheilkunde)_He was 
determined to persuade the members to face the collusive and 
murderous past of the profession throughout the Nazi period, which had 
been largely covered over.  Several of his predecessors had been 
actively or passively complicit in Aktion T4, the program of extermination 
of mentally and physically disabled individuals and/or other Nazi acts of 
mass killing and inhumane experimentation. Against considerable 
resistance he and his allies were able to alter the constitution of the 
DGPPN to acknowledge this history and issue an Apology in 2010 In the 
following terms:  “In the name of the German Association for Psychiatry 
and Psychotherapy, I ask you, the victims and relatives of the 
victims, for forgiveness for the pain and injustice you suffered in 
the name of German psychiatry and at the hands of German 
psychiatrists under National Socialism, and for the silence, 
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trivialisation and denial that for far too long characterised psychiatry in 
post-war Germany.” 
 
On 23 May 2012, the German Medical Association (Bundesärztekammer 
[BAK]) issued a declaration-- significantly, in Nuremberg-- acknowledging  
and asking for forgiveness for the crimes perpetrated by their 
predecessors during World War II by actively participating in, colluding 
with or passively acquiescing to mass extermination of individuals initially 
on the basis of their disabilities and then on the basis of racial or sexual 
stereotypes (Weisz,2012). The BAK apology, apart from being an 
acceptance of guilt, was also a request for forgiveness. It declares that 
Nazi doctors were “guilty, contrary to their mission to heal, of scores of 
human rights violations and we ask for forgiveness of their victims, 
living or deceased and of their descendants”. 
 
This declaration should alert physicians in all other countries. Following 
the Doctors’ Trial in 1947 of Brandt and others, the Counsel for War 
Crimes adopted the Nuremberg Code of ethics on the need for consent 
for treatment and experimentation. The essential points in the 
Nuremberg Code concern the seeking of consent, doing no harm and the 
right of each person to cease the process at any time. This excellent first 
step was later improved upon in Helsinki and then in Tokyo, but in 
general, all are valid with individual local variants. Unfortunately, the 
German Medical Association were taken to task for failing to consult 
widely or systematically, if at all, with the associations of victims who 
were alive still and the progeny of victims of such extermination and 
experimentation, so they put the apology in terms which were too 
general and non-specific, and too insensitive to what the recipients 
needed to hear (Weisz, 2012).  This demonstrates the need to consult 
with the likely recipients of any apology in advance regarding what forms 
of apology might resonate for them and be acceptable to them. 
 
We have also learned better since these 2 important apologies that the 
group apologising should not ask or press for forgiveness. Forgiveness 
should be freely given, and only if and when the party receiving the 
apology is ready to do so. They may never be. The wrong done may 
have been too extreme, or the memory of the wrong done may be still 
too raw.  The apologising group can legitimately ask for 
acknowledgement of the apology and even acceptance of it,  if it is put in 
acceptable terms, (its wording and  terms having been checked in 
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advance by groups receiving the apology)  and considered to be 
trustworthy, with credible assurances that it will not happen again.  
 
5. A Public Apology alone is never enough: It should contain a 
public commitment to what must follow: seriously stop specified 
harms and seriously start and sustain remedies and transformative 
reforms.  
 
These  include  restoration of respect, of equal human rights, equity in 
services and in “closing the gap” in social and cultural determinants of 
illness, and indigenous sovereignty over indigenous lives and 
communities.   
 
A Public Apology should specify firm parallel commitments to what your 
organisation will stop doing or tolerating, and to what constructive actions 
your organisation will take to verifiably improve the lives of the recipients 
of the apology. 
 
There are both positive and negative factors, arising and flowing from 
such a public apology, that usefully could be invoked as explicit 
commitments by the apologising organisation. These should reasonably 
lead to firm expectations on the part of recipients that they will be able to 
trust promises by the apologising organisation to stop harmful actions 
and set in place and/or implement constructive actions to significantly 
improve their lives, beyond mere compensation.That is, mental health 
professional organisations could make parallel commitments on behalf of 
its members to do or advocate actively for a lot more of some things, and 
to decrease, stop doing or tolerating actually and/or potentially practices. 
 
For an apology to be considered sincere, credible and trustworthy by 
those being apologised to, the apologisers cannot continue to conduct or 
tolerate those practices being apologised for, which in this instance may 
be considered to be culturally or clinically harmful by those receiving the 
apology. The apologising organisation should make clear that it is no 
longer acceptable for either the organisation or itsmembers to continue 
or to go along with certain habitual (actually and potentially adverse or 
culturally harmful) practices and trends in care. 
 
Other Positive things that have been or could be suggested by 
indigenous advisors to our professional organisations  arising from such 
an apology could include: 
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- A commitment to fostering indigenous mental health (and wider 
interdisciplinary team ) workforce development. Whilst much has been 
done there is still much to do, particularly in the support of young 
indigenous trainees to be not only competent mental health 
professionals, but  also ones who have retained a sense of what it is to 
be a competent indigenous social and emotional health professional. 
-A commitment to developing and maintaining cultural competence 
amongst the trainees and graduates of all mental health professions 
(including acknowledging and testing competencies, developing 
resources to train and educate such competencies both as under- and 
post-graduates); 
-A substantial commitment to supporting indigenous mental health 
research (including advocating for the directed funding of it by funding 
entities) and co-research, to better understand why indigenous peoples 
continue to have such different experiences of mental health services 
and to explore different models of care for indigenous peoples; and a 
commitment to advocating strongly for training indigenous researchers. 
-Being more vocal about inequities of social and cultural determinants of 
mental illness and of health care and what the mental health  professions 
might do to advocate for interventions that reverse them (both in the 
mental health sector as well as within wider society). 
-Ensuring that no involuntary order should be made without an 
assessment by an indigenous cultural healer or indigenous mental health 
professional, to ascertain whether there is an alternative and more 
culturally acceptable way to handle this situation without such an order, 
as now enshrined in the Western Australian Mental Health Act. 
-Going beyond just remediation and restoration, to getting on the front 
foot: Working  towards such a Public Apology becoming a 
transformational catalyst, so that mental health professionals 
(as influential guild groups) could publically acknowledge and actively 
advocate for learning, perceiving and thinking how to get our 
professional work done with a "two ways" approach ( after Professor Sir 
Mason Durie), combining dual identities and viewpoints, from 
Western technical evidence and from traditional cultural knowledge and 
wisdom. This could result not only in much better and more effective 
healing practices, but much more than that, it could also result in better 
creative thinking, inventions and attitudes towards both appropriate 
technologies and enhanced wellbeing in wider societies, more relational 
living and greater caring for land, ecology and communities. Examples of 
such visionary thinking linked to traditional knowledge and practical 
technical solutions include the genius and achievements of David 



 
 
 
TAMHSS 
 

 47 

Uniapon, prominent Aboriginal agricultural machinery inventor, whose 
image was on Australian banknotes for many years, plus  remarkable 
indigenous political thinkers, creative artists, legendary sportsmen and 
women, and notable healers. 
 
Table 5: Pro’s & Con’s of  A Public Apology to Indigenous Peoples from Mental 
Health Professionals’ Organisations. 
  
PRO’s (Possible Advantages & Opportunities) 
  
1. They have a capacity to initiate or accelerate healing.  
 
2.They can begin to clear the air of trans-generational anger, frustration and despair.  
 
3.They may help to harmonise personal & public relationships. 
 
4. They can overcome being speechless, by grappling with pain and traumatic 
memories. 
 
5.They not only acknowledge wrong-doing and ratify the victims’ interpretations of 
history, they also morally judge, assign and take responsibility for the acts causing 
offence, loss, hurt, and distress (Lazare A, 2004,Nobles M, 2008).  
 
6.They may include a commitment & reassurance that such wrongs or injustices will 
not happen again. In acknowledging wrong-doing, they raise expectations about 
changes in behaviour of the more powerful, dominant clinical, social or political elites, 
especially heads of government  (Lazare A, 2004) or services. 
  
7.They may encourage indigenous people that they can now approach Mental Health 
Services voluntarily and at a much earlier phase, and with renewed trust and 
confidence, when they need them. Understandably this may occur tentatively, and 
with some trepidation, at first.  
 
8.They are better than the alternative: denial and silence, with continuing injustices 
being “swept under the carpet”. These leave the field open (a) to deniers’ 
triumphalism and arrogance as they cling to their accustomed power, and (b) also “to 
the victims less palatable options of vengeance or the sullen cultivation of old 
wounds”(Marrus, 2006), which may breed and fester violence to self or others.   
 
9. They provide validation of the receiving groups’ long suffering and struggle to 
survive and thrive despite these acknowledged injustices  (Larkin S, pers comm, 
2018).    
 
 
 
CON’s (Possible Disadvantages and Risks) 
 
1.If colonisers still benefit from dispossession, apologies may have a hollow ring. 
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2.All of a community, dominant society or nation can offer an apology, but only 
victims and their descendants or related groups can consider accepting  it, and 
possibly consider forgiving, though forgiveness should not be expected as a 
consequence.  
 
3. Forgiveness should not be sought. It may not be possible yet or ever. Forgiveness 
should be freely given, not under pressure.  
4. It may be experienced as re-traumatising to the victims and their descendants, 
though this is usually uncommon or mild enough to be outweighed by the benefits  
(eg. healing potential ) 
 
5. If the unjust and/or hurtful practices still continue, the public apology may well be 
considered to be worthless, or at least regarded with some scepticism and continuing 
mistrust. 
 
6. “With respect, aren’t they just words? We need action” (L Matthews, pers comm. , 
2018). We should ask ourselves: Are they only empty words, with no action? Is the 
apology just superficial or sincere? Indeed, how many of RANZCP’s and other 
Mental Health Professional Organisation’s fine words in our position statements and 
Reconciliation Action Plans’s can be seen as  “just words” too?  What practical 
actions are the proponents and apologisers taking to correct the wrongs done, and to 
ensure that they don’t happen again?  What real commitment to actual constructive 
change and practical reconciliation are they demonstrating?   
 
7.Ultimately, we must recognise that public apologies are not a magical solution. 
They can never fully rectify a historic wrong. They can only be a new beginning, a  
fresh “restart”, or a potentially helpful stage or turning point on the way to 
reconciliation. 
 
8. We should carefully reflect on whether proposers and signatories to such an 
apology are pursuing this primarily for the benefit of Indigenous Peoples or primarily 
to make us feel better about ourselves.  
To enhance our own senses of social justice and altruism through genuine empathy 
and remorse, could be a laudable secondary goal.  However, such advocacy possibly 
could be misused in some quarters primarily to bolster a tendency towards self-
righteousness or self-aggrandisement (“ aren’t I wonderful for doing this?” ) or to 
distance ourselves from responsibility for any misdeeds of our professions in a form 
of pseudo-ritual cleansing, distancing and denial.  
  
9. The risk or the opportunity, depending how we see it, in making such an apology is 
that it may spawn further calls for apologies in time initiated by either or both 
colleagues and service–users, leading to further work on reconciliation between our 
professions and those individuals and families who have felt marginalised, 
stigmatised and damaged more than helped at times by contact with our professions 
and facilities. Arguably, this may well enable us to clear the air, to both de-stigmatise, 
and inspire new confidence in, contemporary mental health treatments and care.  
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- (Lazare A 2004, Marrus M 2006, Gale F & Dudley M 2011, Rosen A et al 2011, 
Larkin S & Amering M, pers. comm’s. 2016, 2018) 
 
Conclusion: We and our mental health professional colleagues should heed 
these powerful precedents  
 
Such precedents should alert all of us psychiatrists and our fellow  mental health 
professionals that other national bodies of clinicians are ahead of us, and that we all 
need to attend to apologising for past glaring inequities of care, gaping disparities of 
treatment, frank mistreatment and clinical neglect of particular cultural groups. In this 
instance, we could fruitfully start with a systematic worldwide effort to apologise to all 
indigenous peoples who experienced them, for their possible past sufferings of anti-
therapeutic management, excessive mental health service hospitalisation, 
incarceration and indignities in the hands of members of our mental health 
professions and our institutions. Unless we make this apology explicit, and also take 
it to heart, they will never be confident that they can trust us to work with their current 
crises and illnesses in the context of  their trans-generational traumas. We should 
then work at reconciling their worldview and frameworks of healing with ours,  not by 
subsuming theirs, but rather by respecting and learning from theirs, and ensuring that 
ours are re-cast to be culturally compatible.   
 
Following on the success of the WPA  leadership of the essentially interdisciplinary 
International “Open the Doors” challenging stigma in Schizophrenia  programme, the 
WPA could adopt the leadership of this reconciliation programme between 
Indigenous  peoples and mental health professionals.  
 
A parallel effort has now been taken up by an international network of Mental Health 
Commissions (Rosen 2012) including Canada, New Zealand, Australia, Scotland, 
and Ireland , and this potential exists also for reconciliation and cooperative relations 
between mental health professionals and all indigenous peoples eventually. To this 
end the  International meeting of Mental Health Commissions in March 2013 
released the Sydney Communique which endorsed and  committed  to adopt the 
Wharerātā Declaration (2013) with its vision of Healthy Indigenous individuals, 
families and communities.   
 
It states, among other things, that these national and state reform oriented 
Commissions: 
 
a) will advocate for cultural competence across all mental health professions as well 
as higher education curricula as a key quality improvement approach.  In the 
development of cultural competence standards and future learning opportunities it is 
crucial to ensure Indigenous peoples play significant leadership roles.  
 
b) recognise the vital role of Indigenous leaders to advocate for holistic, cultural and 
community-based approaches in mental health.   
 
c) support the on-going development of indigenous leaders and a greater indigenous 
component of the workforce in mental health, so that they are able to influence 
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change in systems which will benefit both indigenous and wider communities (see 
also Rosen 2003, 2006). 
 
The Gayaaa Dhuwi (Proud Spirit) Declaration (2015) is a companion declaration to 
the Wharerātā Declaration for use by Aboriginal and Torres Strait Islander peoples of 
Australia. It emphasizes that Aboriginal and Torres Strait Islander concepts of social 
and emotional wellbeing, mental health and healing combined with clinical 
perspectives will make the greatest contribution to the achievement of the highest 
attainable standard of mental health and suicide prevention outcomes for Aboriginal 
and Torres Strait Islander peoples.  
 
In advocating for Maori mental health services in New Zealand, Professor Sir Mason 
Durie (2003) states that “conventional health services and indigenous services need 
to work together within a collaborative framework. Clinical acumen will be sharpened 
by cultural knowledge, and community endeavours will be strengthened by access to 
professional expertise.” He points to the need for dual strategies in both government 
health policy and practice, of both “increasing the responsiveness of conventional 
services and establishing dedicated indigenous mental health programmes.” He 
considers that “indigenous participation in the professional health workforce should 
match community demographic profiles and may challenge health educators to 
review admission criteria and the content of curriculums”. 
 
As a WPA initiative, such an apology could also cascade and cause new ripples to 
flow into the sometimes stagnant backwaters but mostly deep-running reflective 
pools of relations between all mental health  professions and transcultural 
communities, former slave communities, asylum seekers, homeless mentally ill 
people, remote communities, groups representing co-occurring disorders, family 
networks and various special needs populations. These may include socio-cultural 
minorities, social margin dwellers., and more specifically people with lived experience 
of mental illnesses, some of whom may still feel abused, neglected, powerlessly 
constrained  and/or abandoned by mental health services.  Ultimately, we should be 
building templates for action uniquely with each of them, but there are some recurring 
and strongly resonant themes in this  endeavour which may apply and bring hope to 
all of them.   
 
This proposal for an apology to all indigenous peoples from all mental health 
professions draws in part on the Australian Goivernment Apology to Aboriginal & 
Torres Strait Islander Peoples by then Prime Minister Kevin Rudd in April 2008. 
However,it goes further and is much more specific about apologising for damage 
which may have been done by mental health professions and institutions, whether 
knowingly or unwittingly. Further, each mental health profession, in their own 
countries and/or internationally, could make its own decision to sign on to this 
approach in principle, or could consider making its own specific apology to 
indigenous peoples.      
 
It may be too difficult to try to have one apology to cover all mental health 
professions. However, all of our mental health professions historically have a case to 
answer, and finally need to decide for themselves whether they need to make a 
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specific apology of this kind, and whether in combination with other mental health 
professions or separately.  There is a dilemma here to consider: To be received as 
sincere (or “from the heart”) and likely to be accompanied by palpable evidence of 
commitment to practical reparative action, it may well be preferable to hear an 
apology in the words and voices of the professional group apologizing, but there are 
some indications that higher level apologies (by each mental health profession at the 
highest organizational level, or by all mental health professions nationally, 
internationally or acting together) are more likely to carry clout, to be trusted and 
accepted (Kirmeyer L, pers comm. Oct 2017, Milroy H, pers. comm., Feb 2018, see 
WPA Presidential Debate Discussion Paper, to be appended later).  
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