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OVERVIEW

This chapter examines understandings of social and emotional wellbeing (SEWB) with the aim
of clarifying the relationship between SEWB, mental health and mental health disorders from

an Aboriginal and Torres Strait Islanders’ perspective. The chapter begins with a brief historical
overview of how the term ‘social and emotional wellbeing’ emerged as a signifier of Aboriginal
and Torres Strait Islander concepts of health, We define SEWB as a multidimensional concept of
health that includes mental health, but which also encompasses domains of health and wellbeing
such as connection to land or ‘country, culture, spirituality, ancestry, family, and community.' The
domains and guiding principles that typically characterise SEWB are outlined and situated within
a framework that places Aboriginal and Torres Strait Islander world views and culture as central.
The importance of recognising social, cultural, historical and political determinants in shaping
Aboriginal and Torres Strait Islander SEWB is also discussed. We suggest that working within a
SEWB framework involves developing an understanding of how these principles, domains and
determinants manifest and operate at a local level, and explore how to apply these in a practical
setting.

INTRODUCTION

Health and wellbeing are complex concepts and there is no clear consensus across or within
cultures as to how these constructs should be defined.>? Policy makers, researchers and
practitioners working to improve the SEWB and mental health of Aboriginal and Torres Strait
Islander peoples in Australia have to grapple with the task of defining these health concepts in
terms that are relevant and consistent with Aboriginal and Torres Strait Islander understandings
and experiences. The linguistic and cultural diversity that exists within Aboriginal and Torres
Strait Islander cultures needs to be acknowledged from the outset, as there are significant
differences in the way SEWB, mental health and mental health disorders are understood within
different Aboriginal and Torres Strait Islander communities across Australia. Similarly, the
variation in other Australian understandings of what constitutes mental health and mental
health disorder also needs to be recognised.

SEWB WITHIN ABORIGINAL AND TORRES STRAIT ISLANDER CONTEXTS

The World Health Organisation’s (WHO’s) Alma Ata Declaration on Primary Health Care
(1978)* signalled a shift in thinking about health that mobilised a movement to tackle
‘politically, socially and economically unacceptable’ health inequalities through the delivery
of comprehensive primary health care.* At the time, these global shifts in approach to health
care were seen to be consistent with the views of Aboriginal people and the establishment of
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Aboriginal Community Controlled Health Organisations (ACCHOs) that began in the 1970s.
The uptake of the term ‘SEWB’ to reflect holistic Aboriginal and Torres Strait Islander concepts
of health can be traced to the early efforts of these organisations to define health from an
Aboriginal perspective. In 1979, the National Aboriginal and Islander Health Organisation (now
the National Aboriginal Community Controlled Health Organisation) adopted the following
definition of health:

Aboriginal health does not mean the physical wellbeing of an individual, but refers to
the social, emotional, and cultural wellbeing of the whole community. For Aboriginal
people this is seen in terms of the whole-life-view. Health care services should strive to
achieve the state where every individual is able to achieve their full potential as human
beings, and must bring about the total wellbeing of their communities.

This definition was used in the first National Aboriginal Health Strategy (NAHS).? In the
section devoted to mental health, the NAHS Working Party held a strong line, arguing that
‘mental health services are designed and controlled by the dominant society for the dominant
society’ and that the health system had failed ‘to recognise or adapt programs to Aboriginal
beliefs or law, causing a huge gap between service provider and user’® One of the strategy’s

key recommendations was for a health framework to be developed by Aboriginal and Torres
Strait Islander peoples that recognised the importance of culture and history, and which
defined health and illness from an Aboriginal and Torres Strait Islander perspective. The
Royal Commission Into Aboriginal Deaths In Custody (RCIADIC)® closely followed the
release of the NAHS (1989),° and implementation of the strategy was one of the commission’s
recommendations, as was the need for a national consultancy on Aboriginal and Torres

Strait Islander mental health. The latter culminated in the landmark Ways Forward National
Consultancy Report on Aboriginal and Torres Strait Islander Mental Health.” As detailed by
Zubrick and colleagues in Chapter 5, the subsequent national efforts for policy reform led

to the development of successive national action plans and frameworks, including the most
recent National Strategic Framework for Aboriginal and Torres Straits Islander People’s Mental
Health and Social and Emotional Well Being 2004-09 (hereafter referred to as the 2004 SEWB
framework).' Though now defunct, and with current efforts underway to renew this framework,
it remains the guiding national document for defining Aboriginal and Torres Straits Islander-
specific understandings of SEWB. Despite the limited implementation of past action plans and
frameworks, the development of the SEWB concept at a nationwide level has been important to
the process of reclaiming and renewing Aboriginal and Torres Strait Islander understandings of
health and wellbeing, and legitimising and disseminating these understandings within the current
health policy landscape.®?

DEFINING SEWB AND MENTAL HEALTH

56

The synergies with Aboriginal and Torres Strait Islander mental health reform and the
development and advocacy of SEWB as a guiding health concept have not necessarily translated
into a clear and concise conceptualisation of the differences in understandings of SEWB and
mental health, nor widespread agreement about how these concepts ought to coexist or intersect
at the level of theory and practice.'®"

Most of the Aboriginal and Torres Strait Islander SEWB and mental health literature draws upon
the NAHS (1989)° or the Ways Forward report (1995)” to adopt a broad, holistic definition of
health and wellbeing.'* " Beyond that, as supported in the literature there is some divergence in
understanding of the terms ‘social and emotional wellbeing’ and ‘mental health’ and what they
mean. In some of the literature the terms have been used interchangeably, either as an attempt

to subvert the stigma associated with mental illness or to try and move away from biomedical
perspectives of mental health and mental illness.' * Kelly and colleagues'® suggest that the term
SEWB signifies an Aboriginal and Torres Strait Islander concept of wellbeing that differs in
important ways to Western concepts of mental health. We suggest that, within the Aboriginal and
Torres Strait Islander SEWB and mental health landscape, SEWB signifies a relatively distinct set
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of wellbeing domains and principles, and an increasingly documented set of culturally informed
practices that differ in important ways with how the term is understood and used within Western
health discourse, discussed in Chapter 6 (Zubrick and colleagues) and Westerman."”

Guiding Principles of Social and Emotional Wellbeing

The 2004 SEWB framework’ sets out nine guiding principles that were developed during the Ways
Forward national consultancy’. These guiding principles shape the SEWB concept and describe a
number of core Aboriginal and Torres Strait Islander cultural values that are detailed on page xxiv.

Cultural Domains of Social and Emotional Wellbeing

Members of the Australian Indigenous Psychologists Association (AIPA) have endeavoured to link
some of these areas of SEWB in a way that has utility for mental health practitioners (AIPA cultural
competence SEWB workshop module).'® "® Figure 4.1 shows some of the domains of wellbeing that
typically characterise Aboriginal and Torres Strait Islander definitions of SEWB." 14161921

Figure 4.1: Social and Emotional Wellbeing from an Aboriginal and Torres Strait Islanders’ Perspective

*This conception of self is grounded within a collectivist perspective that views the self as
inseparable from, and embedded within, family and community.

© Gee, Dudgeon, Schultz, Hart and Kelly, 2013
Artist: Tristan Schultz, RelativeCreative.
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We note the somewhat artificial separation of these areas of SEWB, and recognise that the
cultural diversity that exists amongst Aboriginal and Torres Strait Islander peoples means that no
single grouping is necessarily applicable or relevant for every individual, family or community.
Whilst cognisant of the dangers in essentialising Aboriginal and Torres Strait Islander SEWB, it is
evident that there is considerable uncertainty amongst many practitioners about how to approach
working in this area. Consequently, it is useful to make clear some of the guiding principles' and
broad areas of wellbeing that need to be considered when working in this field.

The diagram shows that the SEWB of individuals, families and communities are shaped by
connections to body, mind and emotions, family and kinship, community, culture, land and
spirituality (the important role of broader level determinants is also addressed below). The term
‘connection’ refers to the diverse ways in which people experience and express these various
domains of SEWB throughout their lives. People may experience healthy connections and a
sense of resilience in some domains, while experiencing difficulty and/or the need for healing in
others. In addition, the nature of these connections will vary across the lifespan according to the
different needs of childhood, youth, adulthood and old age.

If these connections are disrupted, and for many Aboriginal and Torres Strait Islander peoples
and families some of these connections have been significantly disrupted in multiple ways

as a result of past government policies associated with colonisation, then they are likely to
experience poorer SEWB. Conversely, restoring or strengthening connections to these domains
will be associated with increased SEWB. We briefly describe each of these domains below and
discuss how to apply some of the guiding SEWB principles in a practical setting,

Encouragingly, the arrangement of domains in Figure 4.1 has been presented and collectively
discussed with, and supported by, over 300 SEWB members during National and State SEWB
conferences held in 2012 and 2013.7>? An early version of the diagram was also used in the
national consultation phase of the development of the renewed Framework for Aboriginal and
Torres Strait Islander Social and Emotional Wellbeing (Social Policy Research Centre, 2013).
The current diagrammatic representation incorporates feedback from the extensive community
consultations that were held in 2013.

Connection to Body, Mind and Emotions

The wellbeing domains we have termed connection to body, and mind and emotions, refer to those
aspects of health and wellbeing that are rooted in bodily, individual or intrapersonal experience.”

Connection to Body

Connection to body is about physical wellbeing and includes all of the normal biological
markers and indices that reflect the physical health of a person (i.e. age, weight, nutrition, illness
and disability, mortality).

Connection to Mind and Emotions

Connection to mind and emotions refers not only to an individual’s experience of mental
wellbeing (or mental ill-health) but also the whole spectrum of basic cognitive, emotional and
psychological human experience, including fundamental human needs such as: the experience of
safety and security, a sense of belonging, control or mastery, self-esteem, meaning making, values
and motivation, and the need for secure relationships. The 2008 National Aboriginal and Torres
Strait Islander Social Survey® found that the majority of adults reported feeling happy, calm and
peaceful, and full of life, all or most of the time. However, nearly one-third of adults reported
experiencing high to very high levels of psychological distress (more than twice the rate for other
Australians) and Aboriginal and Torres Strait Islander women are 31 times—and men 25 times—
more likely than other Australians to be admitted to hospital as a result of family violence-related
assaults.”® Given these alarming statistics, we stress the primacy of personal safety and freedom
from abuse as a most fundamental human right and determinant of SEWB. For further discussion
see Chapter 17 (Atkinson and colleagues), Chapter 23 (Cripps and Adams) and McGlade.”
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In relation to working with mental health and SEWB, general recommendations in the literature
include the need to:

Recognising Cultural Differences in Mental Health Diagnoses

From a practitioner perspective, it is important not to rely solely on Western psychiatric
classification systems when trying to identify, understand, and work with symptom patterns
of distress in Aboriginal and Torres Strait Islander populations. Westerman'” has written
about some of the implications of cultural differences within an Aboriginal and Torres Strait
Islander mental health context, identifying the need to recognise culture-bound disorders (for
example, longing for country) that ‘often mimic mental health disorders, however, the triggers
and maintaining factors lie with the cultural beliefs of the client, and therefore resolution often
needs to occur at the cultural level:’’® Browns*® work on depression and Aboriginal men in
central Australia documents the unique determinants and ways in which the expression of
depression differs from mainstream populations (for example, the presence of weakened spirit,
anger and worry). Atkinson’s* research into post-traumatic stress identifies a wider range of
associated cultural and interpersonal trauma symptoms that require assessment and attention,
including fragmented identity construction, community disconnection and difficulties in
maintaining close relationships.

The common denominator amongst their findings is that, while there are specific symptom
patterns congruent with Western mental health diagnoses that can be detected in Aboriginal
and Torres Strait Islander clients (making it all too easy for practitioners to simply tick the
box), there are additional symptom patterns of distress that need to be recognised. The
meanings, determinants and causal theories attributed to these distress patterns can often
differ dramatically. Therefore, practitioners also need to consider the pathways of healing
and recovery that are most congruent with the client’s needs and world views. For example,
traditional healing methods may be a preferred option for a client, or they may wish to use
such practices in conjunction with the services offered by the practitioner. It is important not
to assume that self-disclosure or emotional expression is necessarily valued by the client as a
healing mechanism, as is often the case in Western therapies.

Connection to Family, Kinships and Community

The SEWB domains of connection to family and kinship, and community, refer to aspects of
wellbeing that are rooted in interpersonal interaction.

Family and Kinship

Family and kinship systems have always been central to the functioning of traditional and
contemporary Aboriginal and Torres Strait Islander societies. These systems are complex
and diverse, and serve to maintain interconnectedness through cultural ties and reciprocal
relationships.’** Milroy states:

These systems locate individuals in the community and neighbouring clans within
relationships of caring, sharing, obligation and reciprocity. Essentially, the kinship
system provided a very secure attachment system that established caring relationships,
so that everyone grew up with multiple carers and attachment figures and, in turn,
provided care for others.12126:127)
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She also notes that in contemporary society, kinship and cultural obligations can place
significant burdens on members of the family. Grandmothers, for example, may not have the
adequate levels of support and resources necessary to care for large numbers of family. It is
important that practitioners develop an understanding of the different language and family
groups of the communities they work in.'” In traditional regions, this usually includes moiety or -
skin group systems that can entail complex avoidance relationships that determine the nature
and extent of interaction between different family and kin members.

Community

The concept of community has been described as fundamental to identity and concepts of self
within Aboriginal cultures (see Dudgeon and colleagues, Chapter 1), a collective space where
building a sense of identity and participating in family and kinship networks occurs, and
where personal connections and sociocultural norms are maintained.** The establishment
of ACCHO:s has been found to play an important role in strengthening cultural identity and
fostering a sense of ownership, cultural pride and belonging for some communities.***

Connection to Spirituality, Land and Culture

Spirituality

Many Aboriginal and Torres Strait Islander peoples’ cultural worldviews include beliefs and
experiences that are grounded in a connection to spirituality.*® Within traditional contexts,
the essence of spirituality has been most popularly translated and depicted as “The Dreaming’
or “The Dreamtime’, which has become an iconic referent for Aboriginal metaphysical

world views, though in reality Aboriginal and Torres Strait Islander nations and language
groups have different terms, practices and epistemologies that reflect these world views.
These understandings of spirituality broadly refer to a cultural group’ traditional systems of
knowledge left by the ancestral beings that typically include all of the stories, rituals, ceremonies
and cultural praxis that connect person, land and place. In ceremony, the critical transitions
from childhood to adulthood, and other life stages, are marked through specific rights of
passage. It is through ceremony and everyday cultural praxis that children, women and men
of the community learn about their culture’s systems of moral and ethical practices that
guide behaviour, and determine their personal, familial and cultural rights, obligations, and
responsibilities.?" *

Perhaps here, in the connection to spirit and spiritualty, the consequences of colonisation for
many Aboriginal and Torres Strait Islander peoples are most keenly felt, because for many this
has involved a permanent severance of the links to their traditional customs, leaving a cultural
void and an unfulfilled longing and need for recreating and redefining the spiritual. It is not
surprising then, that Poroch and colleagues® in their review of spirituality and Aboriginal
SEWB have found that spirituality is an evolving expression of Indigeneity that in contemporary
Aboriginal cultures is experienced in a multitude of ways. They note that spirituality for many
Aboriginal and Torres Strait Islander peoples today has been transformed by engagement with
other cultures, and is now experienced in multiple contexts, including in combination with and
alongside other religions; in contemporary Aboriginal healing practice settings; and as an ethos
related to a holistic philosophy of care that underpins community-controlled health centres and
other types of Aboriginal organisations.”

Land or ‘Country’

For many Aboriginal and Torres Strait Islander peoples, spirituality is closely tied to their
connection to land or ‘country’ Country or land has been described as an area to which

people have a traditional or spiritual association,* and the sense of connection as a deep
experience, belief or feeling of belonging to country—see Chapter 1 (Dudgeon and colleagues).
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Connection to country and land extends beyond traditional cultural contexts, however, and the
SEWB literature documents the importance of country across the whole spectrum of diverse
Aboriginal and Torres Strait Islander cultural groups around Australia.***!

Culture

Connection to culture, as we use the term here, refers to Aboriginal and Torres Strait Islander
peoples’ capacity and opportunity to sustain and (re) create a healthy, strong relationship to
their Aboriginal or Torres Strait Islander heritage. This includes all of the associated systems

of knowledge, law and practices that comprise this heritage. Culture is, of course, a complex
concept to try and define or articulate. We ascribe to Hovane and colleagues (2013) articulation
of Aboriginal culture as constituting a body of collectively shared values, principals, practices
and customs and traditions—Chapter 30 (Hovane, Dalton and Smith). Within this context,
maintaining or restoring SEWB is about supporting Aboriginal and Torres Strait Islander
peoples to maintain a secure sense of cultural identity and cultural values, and to participate in
cultural practices that allow them to exercise their cultural rights and responsibilities.

This can be deeply rooted in areas of wellbeing such as connection to spirituality and land, but
also might not be due to the large variation and increasing complexity of Aboriginal identity.*
We suggest that important roles for practitioners include, for example, supporting people

to develop and strengthen a sense of continuity and security in their Indigenous identity,
supporting people to re-affirm and strengthen their cultural values, and assisting them to
develop effective strategies to respond to racial discrimination, which has been shown to be
associated with depression, anxiety and other mental health difficulties.*®

The wellbeing domains of spirituality, land and culture can be sensitive and complex areas

to work with. For some Aboriginal and Torres Strait Islander families and communities, the
extent of cultural loss associated with colonisation has been profound. Many members of the
Stolen Generations and their descendants continue to experience a deep grief and a longing to
reconnect with their cultural heritage and ancestry. With appropriate cultural supervision, and
in the right circumstances, it is important for practitioners to be able to provide clients with an
opportunity to discuss whether issues such as cultural loss, identity and belonging are in any
way linked to their current difficulties, and whether personal work in this area is important

for their healing process. Practitioners need to make sure they have a sound knowledge of

the appropriate cultural services available in the community—for example, the availability of
traditional healers, the nearest Link Up and Bringing Them Home services, and the availability
of any local healing programs. Across the country, community-driven healing programs

that have a focus on cultural healing and cultural renewal have gained greater prominence.*
The Aboriginal and Torres Strait Islander Healing Foundation, for example, with a focus

on the Stolen Generations and the intergenerational trauma impacting many families and
communities, now funds over 97 community designed programs across Australia. These include
healing programs, education and training programs centred on healing and trauma recovery;,
and research and evaluation programs that include measures of cultural wellbeing developed by
communities themselves.
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SOCIAL, CULTURAL, POLITICAL AND HISTORICAL DETERMINANTS
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It is also important to consider SEWB connections within broader social, cultural,

political and historical contexts. Zubrick and colleagues in Chapter 6 show that the social
determinants of mental health and SEWB for Aboriginal and Torres Islander people include
such things as socioeconomic status and the impact of poverty, unemployment, housing,
educational attainment, racial discrimination, exposure to violence, trauma and stressful life
events, and accgss to community resources. Importantly, they note these social determinants
do not occur in isolation, but rather impact SEWB concurrently and cumulatively. For
practitioners, this often translates into complex client and family presentations that involve
multiple stressors and issues. Solutions to these types of issues often lie outside the health
sector, and require accessing services related to housing and community infrastructure,
education, employment, welfare services, family and children’s services, and building
community capacity. Swan and Raphael” and the Social Health Reference Group (SHRG)!
highlight the need to incorporate two additional dimensions in relationship to Aboriginal and
Torres Strait Islander SEWB. The first is the historical context of colonisation and its legacy,
which we have termed ‘historical determinants’ in the diagram. Historical determinants
refers to the impact of past government policies and the extent of historical oppression and
cultural displacement experienced by individuals, families and communities or, conversely,
the extent to which communities have managed to accommodate cultural displacement (i.e.
communities consisting of many language groups), and build capacity for self-governance
that helps to maintain or renew cultural continuity and control. The second, which we term
‘political determinants’ refers to:

the unresolved issues of land, control of resources, cultural security, and the rights of self-
determination and sovereignty, which are recognised as contributing to health and wellbeing
and reducing health inequities for Aboriginal and Torres Strait Islander peoples.'®) %5 4

These individual and collective rights of Indigenous people are provided under the United
Nations Declaration on the Rights of Indigenous People.

Historical and political determinants are an important part of the broader level of cultural
determinants that help shape the environment and circumstances in which Aboriginal and
Torres Strait Islander peoples are born into. These critical factors—such as a community’s local
history of colonisation and the extent to which a cultural group is able to resist assimilation,
maintain cultural continuity, and retain the right of self-determination and sovereignty—will
all significantly influence a community’s capacity to retain their cultural values, principals,
practices, and traditions. This, in turn, will differentially empower or impinge upon individual
and family SEWB.

To develop awareness and engage practically with historical, political and cultural
determinants involves practitioners developing a basic knowledge of the history of the
traditional owner groups in the community they work in, and thinking about the ways in
which colonisation has impacted the community. This includes being able to identify who the
traditional owner families and clans are, as well as other Aboriginal and Torres Strait Islander
families who are an integral part of the community but who may not have traditional links.
Practitioners also need to be able to develop an awareness of the extent of self-governance
and community control of resources that exists in this community (or lack of), and this often
includes locating and making links with community-controlled organisations and other key
stakeholders in the community.
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Figure 4.2: Social, Cultural, Political and Historical Contexts

© Gee, Dudgeon, Schultz, Hart and Kelly, 2013
Artist: Tristan Schultz, RelativeCreative.

THE RELATIONSHIP BETWEEN SEWB AND MENTAL HEALTH

Our interpretation and description of the principles and domains of SEWB outlined in this
chapter suggests that, within an Aboriginal and Torres Strait Islander health context, SEWB is
a complex, multidimensional concept of health that includes but extends beyond conventional
understandings of mental health and mental disorder. Mental health and wellbeing is an
important component of SEWB, but needs to be viewed as only one component of health that
is inextricably linked to the social, emotional, physical, cultural and spiritual dimensions of
wellbeing. The 2004 SEWB framework® describes an interactive relationship between SEWB
and mental health, where the two may influence each other and where a person can experience
relatively good SEWB and yet still experience mental health problems, or vice-versa. SEWB
problems include a wide range of issues, such as: ‘grief, loss, trauma, abuse, violence, substance
misuse, physical health problems, child development problems, gender identity issues, child
removals, incarceration, cultural dislocation, racism and social disadvantage ... while mental
health problems may include crisis reactions, anxiety, states, depression, post-traumatic stress,
self-harm, and psychosis.'®” Many of the issues identified as SEWB problems, such as abuse,
violence, racism and social disadvantage are also well-established risk factors for various mental
health disorders. For further discussion, see Chapter 2 (Parker and Milroy), suggesting that in
some cases mental health disorders are likely to be symptomatic of greater SEWB disturbance.
The framework also emphasises that cultural and spiritual factors can have a significant impact
on the wdys mental health problems develop, by influencing the presentation of symptoms

and psychological distress, the meaning attributed to this distress, and the appropriateness of
different therapeutic approaches and expected outcomes.’

Other Considerations

We see a number of advantages to viewing mental health and mental health disorders as being
positioned within a larger SEWB framework, rather than equated with SEWB. The first is that
placing mental health within a broader SEWB framework helps to make explicit that, for many
Aboriginal and Torres Strait Islander peoples and communities, mental health issues are still
entwined with the past injustices associated with colonisation. The guiding principles and
domains that define a SEWB framework as outlined in this chapter highlight the need to be
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attendant to both mental health and social justice issues when working to improve the SEWB of
Aboriginal and Torres Strait Islander individuals, families and communities.

Practitioners working in Aboriginal and Torres Strait Islander communities are often
confronted with extremely complicated client presentations. It is not unusual to work with
help seeking community members who simultaneously experience mental health issues,
historical loss and cultural disconnection issues, multiple stressors in the form of poverty,
child removal, or housing and other issues, as well as social and emotional difficulties such
as trauma, abuse and loss. This level of complexity requires new approaches, different models
of engagement,.and new ways of thinking about working with Aboriginal and Torres Strait
Islander mental health and SEWB. In circumstances where clients experience multiple
SEWB and mental health issues and the negative impact of social determinants, it is often
appropriate to begin with case management and problem solving approaches to address
these issues, and support clients to establish safety, security and stability before focusing on
other healing processes. It is also important to incorporate a trauma-informed approach

to therapeutic practice, as often families and communities may have experienced multiple
types of trauma (e.g. historical and intergenerational trauma associated with cultural
dislocation and loss of identity and practices, direct interpersonal trauma such as physical
or sexual assault/abuse, and within-community lateral violence). Strategies for addressing
the associated trauma, grief and loss associated with the legacy of colonisation are discussed
in several chapters of this book—see Chapter 17 (Atkinson and colleagues); Chapter 28
(Wanganeen); and Chapter 29 (Peeters and colleagues).

KEY ISSUES AROUND EFFECTIVE CLINICAL PRACTICE

64

There is a small but important literature base that documents some of the key issues around
effective clinical practice, including knowledge related to: cultural disparities and gender
differences between client and practitioner;'” the use of cultural mentors and supervisors*’;
issues in mental health and psychiatric assessment—see Chapter 16 (Adams and colleagues);
culturally appropriate counselling techniques;" culture-bound syndromes;*' and the
importance of dccessing traditional and contemporary Indigenous healing models, programs
and trainings developed by Aboriginal and Torres Strait Islander peoples themselves (refer to
Part 6 of this book).

Finally, despite contemporary definitions of ‘mental health’ incorporating the notion of
being ‘not simply the absence of mental illness’ and existing along a spectrum that includes
‘positive mental health’* currently the discipline is still predominantly focussed on
psychopathology and mental health disorders, with the notion of positive mental wellbeing
yet to be really well defined.

We believe that situating mental health within an Aboriginal and Torres Strait Islander SEWB
framework is more consistent with the view that Aboriginal and Torres Strait Islander concepts
of health and wellbeing prioritise and emphasise wellness, harmony and balance rather than
illness and symptom reduction.” This does not obviate the importance of addressing mental
illness in our communities as a critical component of SEWB. However, the reduction of
symptoms associated with mental health disorders should not be equated with experiencing

a sense of wholeness or connectedness to the totality of SEWB as described in this chapter. In
both research and at the therapeutic level, more priority needs to be given to understanding and
promoting the kinds of strengths and resources that have assisted Aboriginal and Torres Strait
Islander peopless, families and communities to maintain resilience and survive multiple and
widespread adverse life events over several generations.

-
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In the 1994 Wentworth lecture, Professor Mick Dodson, did well to remind us all that:

‘Our people have left us deep roots, which empowered us to endure the violence of
oppression. They are the roots of survival, but not of constriction. They are the roots
of which all growth is possible. They are the roots that protected our end from the
beginning’.*¢11)

CONCLUSION

The aim of this chapter has been to define SEWB from an Aboriginal and Torres Strait Islander
perspective. We have provided an overview of the guiding principles and broad domains of
health and wellbeing that typically characterise SEWB, and highlighted the importance of social,
cultural, historical and political determinants in shaping SEWB and mental health outcomes.
The chapter has provided only the broadest of brush strokes in terms of identifying principles
and domains of SEWB that may be relevant to Aboriginal and Torres Strait Islander peoples

and communities. This is as it should be, because the concept of SEWB as we have defined it,

is a cultural construct that describes general level features or characteristics of SEWB that are
proposed to be ‘similar enough’ across different Aboriginal and Torres Strait Islander peoples
and communities as to hold conceptual value and meaning.

We recognise and accept this limitation, as it underscores the important point that for health
professionals to gain an in-depth, genuine understanding of mental health and SEWB as it
relates to their local Aboriginal or Torres Strait Islander community, they must engage with
that community in a meaningful way. This involves developing relationships with Elders,
families and leaders of the community over time. There are no alternatives or short cuts

to bypassing this need. A broad and coherent understanding of the SEWB concept and its
relation to mental health should help to orientate health professionals and practitioners in
their work. If practitioners can use this general knowledge within the context of developing
meaningful relationships at a local level, then they will be able to work more effectively with
Aboriginal and Torres Strait Islander peoples, families and communities in the areas of SEWB
and mental health.

REFLECTIVE EXERCISES

1. Thinking about the concept of social and emotional wellbeing outlined in this chapter,
and the holistic definition of health and wellbeing offered by NAHS, how might these
understandings change the way someone works within the discipline of mental health?

2. Ifan Aboriginal and/or Torres Strait Islander client came to you presenting with mental
health, social justice, and social disadvantage issues, what do you think would be some of
most difficult challenges and tensions involved in trying to balance their needs? How would
you try to address these challenges and tensions?

3. Connection to spirituality, land, culture and identity/belonging, can all be sensitive,
complex areas of social and emotional wellbeing to work with due to the historical
impact of colonisation and the cultural disparity that can exist between the client and the
practitioner. What are some strategies you could use and things you could do (both face
to face and when not directly engaged with the client) in order to feel more confident that
your work is of value to the client (and culturally safe)?
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Mental lliness in Aboriginal and Torres Strait
Islander Peoples

Robert Parker and Helen Milroy

OVERVIEW

This chapter specifically deals with mental illness, a concept associated with a ‘clinically significant
behavioural or psychological syndrome or pattern that occurs in an individual and is associated
with significant distress and disability’'®*? The common types of mental disorders that affect
people are anxiety disorders, mood disorders, psychosis and personality disorders and these are
discussed in this chapter in terms of what Aboriginal and Torres Strait Islander peoples may have
experienced in both traditional and current contexts.

It is important to view the information in this chapter in the context of other material in this
book, particularly the chapters on psychology, social determinants, and harmful substance
use (see Chapter 3, Dudgeon and colleagues; Chapter 6, Zubrick and colleagues; and Chapter
8, Wilkes and colleagues). We also caution that any diagnosis of mental illness affecting an
Aboriginal and Torres Strait Islander person should be conducted by expert clinicians, such as
psychiatrists and psychologists within a culturally safe context, wherever possible. This allows
for a more accurate assessment of the person being reviewed, with recognition of culturally
relevant issues, in addition to the recognised availability of adjunctive therapeutic supports,
such as social and emotional wellbeing counsellors, to assist the person, if appropriate. The
chapter does not recommend any specific treatments for the conditions discussed per se, but
mentions a number of standard resources that may be used by the Aboriginal and Torres Strait
Islander person suffering from mental illness and their family membersto discuss available
treatments with their clinician.

WHAT IS MENTAL ILLNESS?

An appropriate introduction to this chapter should focus on the question of “What is mental
illness?’ in respect of Aboriginal and Torres Strait Islander peoples in Australia. Since it was first
published in the early fifties the DSM has been recognised as a key diagnostic manual. It has
been updated on a regular basis to reflect new understandings about mental illness. The newly
released DSM-5 (replacing the DSM-IV) is the standard text for classification of psychiatric
disorders and mental illness in a Western cultural context. It emphasises the need for explicit
definitions as a way of promoting reliable clinical diagnoses.'*% However, there has been

an increasing recognition of other factors that may affect the validity of such diagnoses in
cultural groups, such as the Aboriginal and Torres Strait Islander population. These include,
the standards of what constitutes scientific evidence, the meaning and uses of ethnic and racial
categories, interpretations of differences of prevalence for mental disorders, and the tension
between universal and group-specific approaches to mental health research and policy.?
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An inherent concept in the reliability of the definition of such data is an atmosphere of, and
commitment to, cultural safety as an essential component of any mental health intervention
with Aboriginal and Torres Strait Islander peoples. See Chapter 12 (Walker and colleagues) for a
detailed discussion of cultural safety.

Unsafe cultural practice is defined as:

any action which diminishes, demeans or disempowers the cultural identity and
wellbeing of an individual, whereas culturally safe practice is simply defined as
effective clinical practice for a person from another culture’.®?

The emphasis on culturally safe practice with Aboriginal and Torres Strait Islander peoples is
particularly important in the context of perceived deficiencies in medical practice in Aboriginal
communities in remote Australia, where ‘serious and unrecognised miscommunication is
pervasive in non-Aboriginal doctor/Aboriginal patient interactions’*?2*® This can also be true in
the cities, as miscommunication can occur on a variety of levels and there can also be significant
misinterpretation of symptoms and behaviour within the mental health context.”> Chapter 15
(Dudgeon and Ugle) further explores the issues and strategies for communicating and engaging
effectively with Aboriginal and Torres Strait Islander peoples in diverse contexts.

English may not be the first language of remote community-based Aboriginal people and might
be the fifth or sixth language. Other compounding influences in the remote setting include
differing belief systems regarding illness, a potential perceived inefficiency of health systems
and the disempowerment of Aboriginal patients, compliance issues and an overwhelming high
burden of disease."®* In addition, mental illness issues are often compounded by issues of
stigma where the term:

mentally ill ... causes a variety of reactions when used with Aboriginal people,
depending on their level of education, knowledge and the way that they use language
... [Pleople gave warnings about how the term could be reinterpreted in ways that
would reflect other meanings than [w]hat was intended. These meanings cluster
around both what people have heard about their relatives’ experiences with mental
health services and what they would have heard or seen of peoples’ behaviour when
experiencing a mental illness,5?%)

Hunter also comments on the increasing complexity of defining mental illness in Aboriginal
and Torres Strait Islander peoples.” He notes an increasing coincidence of mental disorders
associated with harmful substance use and the problem that this leads to in diagnostic systems
where the two entities are often separate. In addition, Hunter notes that:

Indigenous societies have undergone rapid social change and it should be no surprise
that there have been changing patterns of mental health problems including mental
health disorders.”®'*)

He adds that:

a constant across most of the above considerations ... is a change, both in the patterns
of disorders for social and emotional wellbeing and in the social context in which
these disorders arise. 7?30

A number of factors therefore contribute to the accuracy of diagnosis or definition of any
mental illness in Aboriginal and Torres Strait Islander peoples. Sheldon notes the particular
importance of an appropriate review of contextual data and the familiarity of an interview
setting in engaging Aboriginal and Torres Strait Islander peoples in any therapeutic process
for mental health issues.® The involvement of family, along with Aboriginal and Torres Strait
Islander Mental Health Workers (AMHWSs) in assessments of Aboriginal and Torres Strait
Islander clients, is also an important component of culturally safe practice and the reliability
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of information thus obtained.” Additional factors involve the use of translation services where
appropriate, along with Social and Emotional Wellbeing (SEWB) workers, where the affected
person may have specific needs in respect of grief or loss and the Stolen Generations. See
Chapter 17 (Atkinson and colleagues) for further discussion of these factors.

Given the above cautionary factors, the remainder of this chapter attempts to review the past
and current burden of mental illness as it affects the Aboriginal and Torres Strait Islander
population.

Depression

Mood disorders are currently defined by the ICD-10 classification system with a graded transition
from mild mood disturbance (commonly described as adjustment disorders) to the more severe
types of depression such as major depression with melancholia, and major depression with psychosis.
The category also covers bipolar disorder (previously known as manic depression). The new DSM-5
has removed the ‘mood disorder’ category and made changes to the major depression (also known
as clinical depression) and depressive disorders area. There is a new condition known as ‘persistent
depressive disorder’ which includes both chronic major depressive disorder (MDD) and the previous
dysthymic disorder.

Major depression, as defined by DSM-5,' usually involves the affected person developing a low
mood along with feelings of worthlessness and loss of interest in normal activities, which is

out of character with their normal persona. The person may experience suicidal ideation. They
often have altered vegetative features such as poor sleep, reduced appetite with weight loss and
impaired concentration. The person may also have developed emotional restriction and anxiety
in the context of the mood disturbance. The DSM-5 made no changes to any of the core criteria
symptoms of major depression.

There is also a new condition introduced in the DSM-5 called ‘Distruptive Mood Dysregulation’
disorder. This new disorder can be diagnosed in children up to age 18 years who exhibit
persistent irritability and frequent episodes of extreme, out of control behaviour.

Pink and Allbon, using the ICD-10 criteria, note that the admission to hospital of Aboriginal
and Torres Strait Islander men with severe mood and neurotic disorders is 1.2 times the rate of
the non-Aboriginal population, with the rate for Aboriginal and Torres Strait Islander women
being the same as the non-Aboriginal population." However, individual Aboriginal community
surveys have found differing rates of mood disorder, with these being variously reported at

2.5 per cent for Mornington Island, 6 per cent at Bourke, but 1 per cent for a community in

the Kimberley.” McKendrick conducted a survey of Aboriginal people attending a community-
controlled health service in Victoria, reporting that 54 per cent of the people tested with
standard psychiatric rating scales were suffering from psychiatric illness and that depression was
the most common among this group.'? Jorm reports that recent community surveys have shown
similar high levels of psychological distress (anxiety and depression) amongst Aboriginal and
Torres Strait Islander peoples, with a rate of 50 per cent of respondents to the survey being three
times higher (overall rates 20.2%-26.6%) compared with other Australians."®

In terms of atypical features of mood disturbance that may be present in the Aboriginal and
Torres Strait Islander population, Jones and de la Horne, in a survey of a Central Australian
Aboriginal group, noted that people affected by mood disturbance in the group suffered
vegetative disturbance and restriction of emotional response." They also noted that the affected
population often projected feelings of unworthiness and guilt onto others, were more aggressive
and had more physical or somatic symptoms. Cawte also describes a number of features of
atypical depression experienced by Aboriginal people.”® He notes a ‘suicide fit’ in the context

of alcohol withdrawal, where a person develops a significant degree of anxiety following an
intense encounter with a relative. The affected person will often run away to seek a private
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place and may then attempt to harm themselves. Cawte describes depression precipitated by
a person being shamed or being fearful that they were subject to sorcery or payback.'” Morice
has reported that the Pintubi have a range of words to express a range of feelings of sadness
and depression from mild to severe.'® Brown, in a survey of Aboriginal men from Central
Australia, found that symptom profiles for depression were comparable to other Australians.
However, what the Aboriginal men understood and related to depression was as a weakness
or injury of the spirit. In addition, the Aboriginal participants felt that depression related to
a loss of connection to social and cultural features of Aboriginal life, camulative stress and
marginalisation’'® The participants identified a reluctance to talk about their emotional issues
and described anger and impulsivity as prominent features of depression, particularly in the
context of trying to suppress the anger they felt in respect to what had occurred in their lives.'s
The importance of strong spirit and strong mind is explored in Chapter 26 (Casey).

17

Ketchell, following a description of normal funeral rituals required by members of the Torres
Strait Islander population, notes that people may become emotionally distressed if they are
unable to fulfil these duties for some reason related to their present circumstances.'®

Given the high rates of social disadvantage affecting Aboriginal and Torres Strait Islander
mothers, along with additional factors such as being a member of the Stolen Generation and
having much higher numbers of children in out-of-home care," it would be considered that
the potential for postpartum depression in Aboriginal and Torres Strait Islander women would
be greater. A recent survey of 25,455 women in South Western Sydney did not reveal a greater
prevalence of postpartum depression in the very small component number (481) of Aboriginal
and Torres Strait Islander women sampled.” However, the survey did point to some significant
health and social issues leading to an increased prevalence of postnatal depression (PND) that
also commonly affect Aboriginal and Torres Strait Islander peoples. These included placement
in public housing, difficult financial situation, single status, poor rating of own health and poor
rating of their child’s health.” A study of 210 Aboriginal and Torres Strait Islander mothers in
Queensland using an adapted, more culturally appropriate form of the Edinburgh Postnatal
Depression Rating Scale (EPDS) found higher rates of participants with ‘at risk’ issues (27.7 per
cent) on the culturally adapted scale compared with 16.7 per cent identified with the normal
scale. This disparity suggests that miscommunication and cultural safety issues may be leading
to a poor recognition of postpartum depression within the Aboriginal and Torres Strait Islander
population.? The issues and strategies around perinatal maternal and infant mental health are
discussed in detail in Chapter 19 (Marriott and Ferguson-Hill).

Anxiety

Anxiety disorders encompass a range of mental illness conditions, where there is elevated
psychological arousal accompanied by physical sensations of fear.' The psychological and
physical features, along with avoidance behaviour to reduce these issues, are core features of
anxiety disorders. There are seven categories of disorders listed in the ‘anxiety disorder’ section
of the new DSM-5 criteria. Some of these disorders may be a fear of a particular object or
situation (phobia); fear in response to certain social or performance situations (social anxiety
disorder); chronic persistent fear with physical overactivity (generalised anxiety disorder);
sudden unexpected episodes of fear (panic attack) and the fear of experiencing anxiety or
having a panic attack (agoraphobia). The symptoms of anxiety disorders may sometimes be the
consequence of medical conditions such as thyroid disease, and are frequently associated with
substance misuse, both intoxication and withdrawal. It is therefore important to have these
matters examined before a diagnosis of anxiety disorder can be definitively made.

Listed under a new heading in the DSM-5 called ‘obsessive-compulsive and related disorders,
is the intrusive thoughts and associated ritualistic avoidant behaviour known as obsessive
compulsive disorder. Acute Stress Disorder (ASD) which is emotional numbing and recurrent
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traumatic memories and dreams following exposure to a severe traumatic incident and post
traumatic stress disorder (PTSD) are now listed under the new DSM-5 heading known as
‘trauma and stressor-related disorders.

Anxiety conditions rarely reach the severity required for admission to hospital. However,
community surveys of mental illness point to varying prevalence rates of anxiety, from 1.5 per
cent of community members in Mornington Island and 1.4 per cent of community members

in the Kimberley, to 5 per cent of community members in Bourke.” More focused surveys,

such as the Western Australian Aboriginal Child Health Survey, showed that up to one-quarter
of surveyed children aged 4-17 years may have been at risk of developing emotional and
behavioural disorders that may be associated with anxiety conditions.” This finding is not
surprising against a background where Aboriginal and Torres Strait Islander peoples are exposed
to high levels of multiple life stressors. Forty-four per cent of Aboriginal and Torres Strait
Islander respondents surveyed by the Australian Bureau of Statistics reported at least three life
stressors in the previous 12 months, and 12 per cent of respondents reported experiencing at
least seven life stressors that included the death of a family member or close friend, serious illness
or disability, inability to get work, overcrowding at home, and alcohol and drug-related problems.
Multiple stresses were more prevalent for Aboriginal and Torres Strait Islander peoples living in
remote and rural locations.? Walker and colleagues discuss the issues associated with anxiety,
depression and behavioural issues for young Aboriginal and Torres Strait people in Chapter 22.

The high level of exposure to stress can be contrasted with Aboriginal and Torres Strait Islander
cultural factors that appeared to reduce stress and anxiety in traditional cultures. Hunter and
Eastwell have commented on the ability of Aboriginal and Torres Strait Islander peoples to
express strong feelings within a defined cultural context such as a funeral **? Eastwell also
comments that the Yolgnu tribe of Eastern Arnhem Land relieved stress by ascribing significant
adverse personal events, such as the unexpected death of an individual, to sorcery, which was
satisfying to individuals and the community and carried great local conviction.*® However,
there are also occasional reports of significant anxiety disorder in the traditional Aboriginal
and Torres Strait Islander context. During his time with the Walpiri in the 1960s, Meggitt
described what is most likely a case of dissociative fugue, secondary to intense anxiety resulting
from a woman accidentally viewing sacred items.?® Morice reports that Pintubi language
describes extreme fear, in addition to other grades of anxiety, that could also account for such a
phenomenon.'s

Psychosis

Psychotic disorder usually refers to a complex of symptoms of mental illness. These include
hallucinations (abnormal sensory perceptions), delusions (false beliefs), disorganised speech
and behaviour, and cognitive issues such as emotional blunting, limited intellectual function
and ability to motivate oneself.! The experience of psychosis is often very frightening for the
individual concerned and is related to a range of conditions, such as schizophrenia (a long-
term condition where the affected person has disability related to persistent psychosis), mania
(elevated mood related to bipolar disorder or manic depression), severe depression and
substance misuse. Occasionally, psychosis may be precipitated by a severe emotional stress.

The experience of psychosis in traditional Aboriginal and Torres Strait Islander culture

was likely to have been rare. As an example, Kidson and Jones estimated that the rate of
schizophrenia among tribal Aboriginal people in Central Australia was about 0.46 per cent.”
This estimate stands in significant contrast to the high rate of psychosis currently affecting the
Aboriginal and Torres Strait Islander population. Pink and Allbon report that Aboriginal and
Torres Strait Islander men were admitted to hospital with mental disorders due to psychoactive
substance misuse, at 4.5 times the expected rate for their proportion of the Australian
population, and the same population had hospital admission for schizophrenia and related
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disorders at 2.7 times the expected rate. Aboriginal and Torres Strait Islander women have 3.3
times the expected rate of mental disorders due to psychoactive substance misuse and 2.5 times
the expected rate of hospital admission for schizophrenia and related disorders."

It appears, therefore, that the experience of psychosis, particularly in the context of substance
misuse, is a significant issue for the Aboriginal and Torres Strait Islander population at present.
A recent study by McKetin and a review by Paparelli point to the contribution of substances
such as cannabis and amphetamines in the current epidemic of psychosis, and how it is often
difficult to differentiate psychosis related to substance misuse from psychosis associated with a
more pervasive cause such as schizophrenia.?**

The recognition of cultural factors and use of AMHW: is an important component of care and
diagnosis for any Aboriginal and Torres Strait Islander person presenting with psychosis. As

an example, it is common for Aboriginal people to experience the voices of their relatives, and
this may be misinterpreted as a hallucination by clinicians who do not have an appropriate
understanding of relevant cultural issues.**Notwithstanding the above cultural factors, psychotic
disorders have been reported in a number of cases of the traditional Aboriginal and Torres
Strait Islander context. Aboriginal people apparently suffering from positive symptoms
(hallucinations) and negative symptoms (emotional and cognitive blunting) of schizophrenia
were observed by Jones and de la Horne in Central Australia in the 1970s."**' Morice notes that
the Pintubi words to describe someone suffering from schizophrenia are having closed ears or
living in a world of their own.'® Meggitt described the case of a woman suffering from psychosis,
most likely related to emotional stress, as well as a person suffering from mania in the Walpiri.*
Eastwell commented on transient delusional states in certain Yolgnu family groups in East
Arnhem Land.?>® Ketchell also reports on delusions that affect Torres Strait Islanders where
they become abnormally jealous of their partner, incorrectly believing that they are having an
affair, or believe that sorcery is being performed against them.'

Personality Disorder

Personality disorders are a class of social disorders characterised by enduring maladaptive
patterns of behaviour, cognition and inner experience, exhibited across many contexts and
deviating markédly from those accepted by the individual’s culture. The DSM-5' now lists
personality disorder in exactly the same way as other mental disorders, rather than on a separate
‘axis’ as previously. Personality, defined psychologically, is the set of enduring behavioural

and mental traits that distinguish human traits. Hence, personality disorders are defined by
experiences and behaviours that differ from societal norms and expectations.

Pink and Allbon note that Aboriginal and Torres Strait Islander men have a rate of admission

to hospital for personality issues that is 1.8 times the rate expected for their proportion of the
population.'! The rate of admissions for Aboriginal and Torres Strait Islander women with
similar issues is 0.8 times the rate. Community prevalence surveys have reported rates of
personality disorder of 4 per cent in Mornington Island, 16 per cent in Bourke and 8.2 per cent
in a Kimberley community.” However, one has to be careful diagnosing personality disorder in
situations where an atmosphere of cultural security was not maintained or supported during
the assessment, as outlined at the beginning of the chapter. Morice notes a number of qualifying
issues in the diagnosis of personality disorder when the assessor is from a different culture to
the person being assessed. He cautions that:

there are many people who exhibit atypical (for themselves) behavioural responses to
certain environmental stimuli. These behavioural reactions occur in direct response
to the stimuli and usually disappear when the stimuli are removed ... A diagnostic
dilemma occurs when adverse environmental stimuli are prolonged and behavioural
responses may appear to be relatively fixed 7?9
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Given this caution, there is still a range of information about the vulnerability of Aboriginal
and Torres Strait Islander peoples to personality issues. A number of authors®? have
commented on tribal sanctions that were applied to continually disruptive individuals (usually
young men) that may be indicative of antisocial personality, as currently defined by

DSM-5." The significant amount of stressors affecting young Aboriginal and Torres Strait
Islander peoples currently, seen against the historical background of the negative impacts on
their health, culture and society generally, may be considered vulnerability factors for further
continuing personality dysfunction.? This may be an issue in the case of members of the Stolen
Generations in Western Australia, where surveys have shown that people are more likely to
live in households where there is problematic gambling and drinking, more likely to have been
in contact with mental health services, and almost twice as likely to have been charged by
police.?”? The findings may also indicate that, although personality disorders are problematic
categories of illness due to historical, cultural and political factors, they cannot be ignored

due to the cumulative impact of trauma, grief and loss on a person’s development and hence
require strategies for management.

ISSUES FOR FAMILIES

The 2008 submission of the Royal Australian and New Zealand College of Psychiatrists
(RANZCP) to the Australian Government House of Representatives Standing Committee on
Family, Community, Housing and Youth Inquiry into Better Support for Carers, outlines a
number of issues which affect the carers of people suffering from mental illness that are also
quite applicable in the Aboriginal and Torres Strait Islander context. The College submission
points out that those general attitudes to mental illness add to the existing social exclusion
and pressures faced by carers. In addition, most people are largely uneducated in the effects of
mental illness on the individual, let alone carers. The College submission adds:

The reality is that mental illness is difficult to understand and often generates fear
and considerable stigmatisation for the consumer and their family. It is often seen
as being in the ‘too hard basket’ by many in the service system and the greater
community. Consequently, social support structures such as housing, rehabilitation,
justice systems, income support arrangements, employment assistance etc., all face
particular difficulties and are often less effective in providing well tailored services and
outcomes to people with mental illness. For carers, these difficulties and complexities
are at least as great, but the pressures they face in trying to deal with all of the issues
and interactions can be extreme and unrelenting. As a result, carers’ own health
needs can suffer adversely and/or be overlooked %

These issues are further complicated for the families of Aboriginal and Torres Strait Islander
peoples with mental illness in remote Australia. According to Dillon and Westbury, there may
be a performance gap in terms of the provision of services, a legitimacy gap in that standards
of governance are deficient, and a security gap in that levels of violence are high.” A similar
situation may also face families of Aboriginal and Torres Strait Islander peoples with mental
illness who reside in cities where they tend to be poorer and more marginalised than their non-
Aboriginal counterparts, thus reducing their access to quality support services.”

Thus, an appropriate clinical response to the large majority of Aboriginal and Torres Strait
Islander peoples suffering from mental illness would involve a comprehensive appreciation
of the community that they live in.** Further, the essential interaction between the family

of individuals suffering from mental illness and AMHWs within a primary health setting is
considered an important component of the management of that individual * The authors

go on to suggest a range of ways that mental health clinicians, including AMHWS, can work
with families. These include clarifying mutual goals; not forcing families to fit specific models
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to encompass the diversity of Aboriginal and Torres Strait Islander culture and social issues;
acknowledging your own limitations as a therapist when working with Aboriginal and Torres
Strait Islander families; working with the families as a team; pointing out family strengths;
learning to respond to the family’s intense feelings; encouraging family enrichment to fulfil
their own needs in the context of care for the affected individual; providing information about
the illness and therapies (including medications) required; providing practical advice (including
information on community resources); encouraging family involvement in support and advocacy
groups; acknowledging a diversity of beliefs; and making a personal commitment to the issues at
hand.*

Forensic Issues

Aboriginal and Torres Strait Islander peoples continue to make up a disproportionate amount of
prison populations in Australia. In 2004, they were 11 times more likely to be imprisoned than non-
Aboriginal Australians.” It is estimated that approximately 19 per cent of men and 30 per cent of
women in full-time custody in Australia are Aboriginal and Torres Strait Islander. Butler* suggests
that the high rates of mental illness recorded for Aboriginal and Torres Strait Islander women
indicate that they are one of the most psychologically vulnerable groups in the community.*
Forensic mental health issues are particularly pertinent for Aboriginal and Torres Strait
adolescents. Over one-third of young people under juvenile justice supervision during 2005-06
were identified as being Aboriginal and Torres Strait Islander*’ (44.9 per 1,000 population
compared with 2.9 per 1,000 population for non-Aboriginal young people Australia-wide).*

Another review notes that prison data give a more severe picture of mental illness and
impairment for Aboriginal and Torres Strait Islander prisoners than general population data.*
A local prisoner health study found that one-in-seven Aboriginal and Torres Strait Islander
men and one-in-five Aboriginal and Torres Strait Islander women prisoners reported having
been hospitalised at least once in the past for psychiatric reasons. Particularly high rates of
substance misuse, post-traumatic stress disorder, acquired brain injury and comorbidity were
evident or inferred for Aboriginal and Torres Strait Islander prisoners. A strong link between
substance misuse and offending was evident, especially crimes involving assault. Contradictory
findings for depression, upon closer analysis, revealed a pattern of under-diagnosis, wherein
the symptoms needed to be more extreme before services were accessed or made available to
Aboriginal and Torres Strait Islander prisoners. It was also considered likely that Aboriginal
and Torres Strait Islander prisoners experienced higher rates of subjective distress, not
adequately picked up by current systems of assessment and diagnosis, relating to loss of identity,
acculturation stress and/or ‘spiritual sickness’*

Overall, the findings in the report by Jones and Day pointed to the need for more culturally
attuned mental health assessments and responses for Aboriginal and Torres Strait Islander
peoples involved in the criminal justice system, and a much higher standard of culturally
appropriate data collection in the mental health field* (refer to Chapter 10, Heffernan and
colleagues; and Chapter 30, Hovane and colleagues).

There has been a range of innovative programs devised for Aboriginal and Torres Strait
Islander adolescents within the juvenile justice system that, may provide models generally

for the improved care of Aboriginal and Torres Strait Islander peoples within prisons, who
may be vulnerable to mental illness. Stathis and colleagues describe a program conducted in

a prison for Aboriginal and Torres Strait Islander adolescents that was coordinated across a
number of departments.* Education Queensland provided substance use information to all
adolescents attending the prison school. The Queensland Department of Communities offered
psycho-educational programs as part of regular life skills programs, and clinical treatment was
offered to young people identified as suffering from significant substance misuse disorders. The
recruitment of an AMHW to the team was a further incentive for Aboriginal and Torres Strait
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Islander adolescents to engage in the program.** In addition, the AMHW was able to assist the
other clinicians with the definition of cultural issues affecting the adolescents, allowing them
more accurately to define issues of mental illness and personality dysfunction. The AMHW also
engaged the adolescents in concepts of emotional and spiritual wellbeing. Other strategies such
as the use of a ‘buddy system’ have also been suggested to assist adolescents adjust to custody.”

Treatment

It is not within the scope of this chapter to critically review therapies currently available for the
treatment of mental illness. Australian practice guidelines developed by the RANZCP are a

good initial reference point for this issue, and clinicians should be able to discuss their proposed
treatment with affected individuals and their families in the context of these guidelines.*® People
affected by severe mental illness such as psychosis, severe depression and mania, may be at risk of
death or serious injury to themselves by accidents or suicide. They may also be a danger to others,
through fear or aggression. Urgent medical attention should generally be sought to help the
person affected by these disorders. It is not inevitable that the person who is affected by mental
illness will be admitted to hospital—they may be able to be treated in their community with the
help of family, AMHWSs and Mental Health Services. People affected by mental illness and their
families may be aware of National Standards in Mental Health, which emphasise treatment in

the least restrictive environment for people affected by mental illness.* Other publications such
as the CARPA manual also have protocols for treating Aboriginal people with mental illness in
their community.® However, if the mental illness is severe and the person suffering from it may
be a danger to themselves or others as a result of their illness, the person may need to be treated
involuntarily under the Mental Health Act 1996 for a period before returning to their community
and family.

There have also been a number of innovative strategies to improve the outcome for people
affected by mental illness. The Northern Territory AIMhi project has developed a Story Telling
Project to improve compliance and reduce recurrence of mental illness for people living in
remote communities, as well as attempting to reduce the stigma in the community for people
affected by mental illness.” The developed stories are produced in collaboration with a range

of clinicians, service providers and the communities concerned. These programs work on a
concept of improving mental health through strength in spiritual, physical, family, work, social,
mental and emotional components of the life of the person affected. The stories emphasise the
importance of culture and of the Aboriginal and non-Aboriginal way of working together to
improve the outcome for the person. The stories developed were then used to preface a further
intervention strategy of motivational interviewing, problem-solving therapy and chronic disease
self-management, to improve outcomes for a group of people suffering from severe mental
illness.’2 Other resources include the DVD collection of personal stories of Aboriginal and
Torres Strait Islander peoples, in addition to a guide for the care of Aboriginal and Torres Strait
Islander peoples experiencing severe mental illness produced by ORYGEN.*** The use of these
resources to inspire and educate Aboriginal and Torres Strait Islander peoples, their families and
service providers is a welcome trend.

CONCLUSION

This chapter demonstrates that mental illness was present in Aboriginal and Torres Strait
Islander culture prior to European colonisation of Australia but was, most likely, a fairly rare
occurrence. The much greater prevalence of mental illness in the Aboriginal and Torres Strait
Islander population currently is a reflection of the significant disruption to Aboriginal and
Torres Strait Islander society and has a strong context of social and emotional deprivation.
Management of the issues of mental illness requires a strong emphasis on cultural safety, along
with the recognition of family, culture and community in any healing process.
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REFLECTIVE EXERCISES

1. Discuss how the significant changes to Aboriginal and Torres Strait Islander culture and
society since European colonisation have led to changes in patterns of mental illness.

2. Discuss how you may go about the assessment of an Aboriginal and Torres Strait Islander
person who is referred to you by another clinician for assessment of ‘depression.

3. Discuss how the experience of an Aboriginal and Torres Strait Islander person suffering
from mental illness may affect that person’s family, and ways that you as a clinician may
assist the family.
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Harmful Substance Use and Mental Health

e o

Edward Wilkes, Dennis Gray, Wendy Casey, Anna Stearne and Lawrence Dadd

OVERVIEW

In this chapter, we briefly examine harmful substance use and mental health among Aboriginal
Australians. We explore a range of issues including current substance use and related harms,
social and emotional wellbeing and comorbidity, and the social determinants of mental health
and harmful substance use. We examine the range of services that have been developed to
address these issues, through the National Drug Strategy’s demand, supply and harm reduction
framework. We argue that a multi-systemic strategy is required that addresses issues of cultural
security, evidence-based practice to enhance treatment outcomes, better service coordination,
and attention to the development of the Aboriginal substance use and mental health workforce.
Some evidence-based treatments to help with mental illness and harmful substance use are
adaptable to work with or along-side local, culturally appropriate, interventions. However, we
reiterate that until the social and structural determinants of good mental health are addressed,
the comorbidity of harmful substance use and mental health among Aboriginal Australians will
linger.

This chapter will explore these issues in more detail and focus specifically on four important
areas of concern. What are the problems? What are the underlying issues? What is, and can be
done, to address harmful substance use among Aboriginal people? What else needs to be done?

THE BACKGROUND

For over 200 years, colonisation, racism and domination have left a legacy of marginalisation
and mental anguish that is still with us today. Few Aboriginal Australians have been spared that
anguish or the self-destructive behaviour associated with the harmful use of alcohol and other
psychoactive substances. While harmful use of alcohol and other substances is represented as
the problem of Aboriginal Australia, the source of all or most of its ills, especially poor physical
and mental health, is influenced by many factors—including as an escape mechanism and a
focus of socialising—and the causes and effects of alcohol and other drug use need to be better
understood. Otherwise, there is a great risk that policy interventions will be simplistic and
ineffective and the current opportunity for change will be lost.

The search for effective answers to today’s problems with the harmful use of alcohol and

other substances must start with the facts—each Aboriginal person has a lived experience

and story that should be told by them. The experience of assimilating into Western ways or
retaining-Aboriginal ways creates anxieties that reverberate through the families that make up
the Aboriginal Australian world. While Australia now has racial vilification laws, Aboriginal
Australians are still made to feel uncomfortable or denied access to public places where others
are welcomed.
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Addressing Individual and Community
Transgenerational Trauma

e g o

Judy Atkinson, Jeff Nelson, Robert Brooks, Caroline Atkinson and Kelleigh Ryan

OVERVIEW

This chapter provides a focus on trauma as cause and effect which, when untreated, can
compound within and across generations. The result is physical, mental, emotional, spiritual,
and social distress for individuals and broader social groups. While the experiences and
transfer of trauma are not limited to members of specific racial or cultural groups, religions,
or socio-economic levels, there is substantial evidence that trauma-related behaviours and
attitudes are most prevalent in Australia’s disadvantaged and disengaged communities. The
chapter acknowledges that the combined effects of colonisation (and the actions it legitimised),
and more recent government policies and practices (e.g. child removal), have contributed
substantially to the dire circumstances of many Aboriginal and Torres Strait Islanders’ lives
today. We argue that the provision of adequately resourced and credentialed trauma-specific
services is vital if the current levels of mental health and social and emotional wellbeing are to
be sustainably improved.

INTRODUCTION D

The first section discusses conceptions of trauma; theories of its transgenerational transfer;
its impact on the lives of Aboriginal families and communities, particularly the links between
unresolved childhood trauma and participation in violence, sexually inappropriate behaviour,
harmful substance use, and incarceration, as adolescents and adults. The second section
explores the challenges associated with working in Aboriginal communities and highlights
some community programs that are achieving positive results. These programs provide
education and empowerment, and embed trauma-recovery in all facets of their curriculum
and engagement.

IDENTIFYING TRAUMA

Identifying trauma in a given population must start with behavioural observations. Through
observation we can begin to consider the likelihood of trauma in an individual, family,
community, or other grouping. Our capacity to listen to, and witness the human story without
judgment is vital, linking what we hear and see to empirical evidence.! However, we must act
in a manner that does not re-traumatise those with whom we are working. The following case
study highlights the need for further investigation, but not to label without understanding the
full story.
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Case Study

Clearly, the observable behaviour of this young man would be regarded as offensive to many
and would likely attract a period of incarceration or community supervision. His behaviour
also suggests the likelihood that he has experienced prior distress and that the affect is trauma-
related affliction. In this instance, court action without consideration of the trauma-specific
services he needs is not appropriate and arguably a contravention of his human rights.

The increasing incarceration of Aboriginal juveniles, while a reflection on the capacity and
appropriateness of the justice system, is a product of young people, described in part in the
above case study, transitioning from childhood trauma experiences as victims, to perpetrators
of behaviours labelled as ‘bad’ or ‘mad’ This behaviour usually results in engagement with the
juvenile justice and/or the mental health system.

This case study highlights the need for practitioners working in the mental health sector and in
the justice system (a place where many young people with inappropriate or offensive behaviours
inevitably end up) to be able to identify when someone may have significant unresolvedand
undiagnosed behavioural issues.

Symptom as History

Richard Mollica, author of Healing Invisible Wounds: Paths to Hope and Recovery in a Violent World
suggests that our response in such situations is far more likely to be authentic and appropriate if

we are able to understand ‘symptom as history’ (personal communication: Richard Mollica, 17th
January, 2013).!

The incarceration rate of Aboriginal women continues to rise.* An Aboriginal prison worker writes:
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The above passage illustrates ‘symptom as history’ and lists the co-contributing factors as:

» being removed as children;

+ having their own children removed;

« experiencing violence on themselves and within their family and community surrounds;
« having alcohol and other drug issues;

« being homeless;

» having diagnoses of depression and other mental ill-health;

« All of the women have trauma histories.

For further discussion of these issues surrounding men, women and young people in
incarceration, see Chapter 10 (Heffernan and colleagues), and for rehabilitation and preventative
programs see Chapter 27 (Powell and colleagues) and Chapter 30 (Hovane and colleagues).

DEFINING TRAUMA: EVENT, ENVIRONMENT OR REACTION?

It remains contentious among mental health professionals as to whether ‘trauma’ relates to a
single event or series of events, an environment, to the process of experiencing the event or
environment, or to the psychological, emotional, and somatic effects of that experience. Briere
and Scott! argued that trauma only refers to ‘major events that are psychologically overwhelming
for an individual*?® and refer readers to the DSM-IV-TR definition of ‘extreme traumatic
stressor’ ***» for clarification. A stressor, in this definition, must be assessed as extreme to qualify
an individual for a diagnosis of Post-Traumatic Stress Disorder (PTSD) or Acute Stress Disorder
(ASD), but can be of lesser severity for a diagnosis of Adjustment Disorder (AD). The DSM-
IV-TRS reliance on the extreme/not-extreme dichotomy assumes homogeneity in how people
process events and the perceived severity of the experience across individuals. The criteria do
not take into account individual differences, the effects of previous histories, or current living
conditions.

The DSM-5

‘The recently released DSM-5 does place a far higher importance on trauma and its effects.

As well as providing a more clearly defined diagnostic procedure, it lists pre-traumatic, peri-
traumatic and post-traumatic factors (temperamental, environmental and genetic/physiological)
that must be taken into account when considering a diagnosis. It also clarifies what constitutes
trauma, what qualifies as a trauma-related effect, the minimum duration of effect and the breadth
of its effects.p265-2%0)

Figley” breaks his definition of trauma into two clear but related areas— psychological and
behavioural. He defines psychological trauma as ‘an emotional state of discomfort and stress
resulting from memories of an extraordinary catastrophic experience which shattered the
survivor’s sense of invulnerability to harm.”® He also defines behavioural trauma as ‘a set of
conscious and unconscious actions and behaviours associated with dealing with the stresses
of catastrophe and the period immediately afterwards””®® Figley’s requirement that events be
necessarily catastrophic, extraordinary and memorable to trigger a traumatic stress reaction is
consistent with the DSM- IV-TR references to substantial severity.

Scaer® and Van der Kolk® concur with Figley by arguing that the inability to cope with highly
traumatic events results in psychological and physiological effects that limit the ability to act
or respond appropriately at the time of the event. It is more important to understand that
overcoming the effects of trauma-related distress requires addressing not only the suffering (of
the individual) but also the prevalence of events (within the community) that lead to
re-experiencing and poor mental health.
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DIAGNOSING TRAUMA IN ABORIGINAL CONTEXTS

A sociological and historical perspective is needed to understand trauma within colonised
populations, which requires new policies and programs that move from individual treatment
to whole-of-community healing. Distressing experiences result from a complex interaction
between biological, social and psychological factors.

Several writers have argued that mental illness diagnoses such as PTSD do not conceptually
capture the levels of chronic, ongoing stress that Aboriginal peoples experience in their
everyday lives.!®!! The sources of this stress are multiple, repeated and of great severity. The
levels of this stress are argued to be unacceptably high and compounded by:

« the inability to identify and overcome a single source of stress;
+ the presence of cumulative stressors; and

+ the realisation that many of these stressors are inflicted by people in authority over, or well
known to the victims.

Atkinson'® developed the Australian Aboriginal Version of the Harvard Trauma Questionnaire
(AAVHTQ) as a more culturally competent measure of specific traumatic stressors and trauma
symptoms (DSM-III-R criteria for PTSD). This questionnaire included specific cultural idioms
of distress reactions that are relevant to Aboriginal people.

As well as the problem of inadequacy at diagnosis, there are more substantial problems
regarding treatment and control. Trauma-related illnesses, such as PTSD, ASD and AD, are
conventionally managed by psychiatrists and psychologists, usually through medication,
individual or group therapy and behaviour modification techniques.

IMPACTS OF TRANSGENERATIONAL TRAUMA

Atkinson’s research'® has identified a substantial lack of services that could effectively support
victims of abuse and interrupt its intergenerational progression.

Her research also demonstrated a link between government policies and interventions,
including the removal of Aboriginal children and behaviours associated with trauma
experiences in Aboriginal people. These policies and interventions did so much damage,
although they were often presented as bureaucratic generosity to people who were frequently
living in clear distress. Atkinson’s work exposes the role of intentional racism in the lives of
Aboriginal Australians, including traumatic interventions which compounded the trauma
of already distressed lives.”? These findings highlight the need to invest in a skilled, culturally
competent workforce who can respond in a healing way to the needs of children and their
families.

Individual and Community Costs of Unresolved Childhood Trauma

292

Van der Kolk argues that childhood trauma is probably today’s single most important public
health challenge which could be overcome by appropriate prevention and intervention.® His
work with trauma in childhood shows links with ongoing physical health problems, with intra
and intergenerational transference of negative attitudes and troubled behaviour, and with

the transmission of historical trauma across family and communal systems. He argues that
childhood trauma violates a child’s sense of safety and trust in the world in which they live,
reducing their sense of worth. It establishes and/or increases their levels of emotional distress,
shame and grief, and increases the proportion of destructive behaviours in the child’s normal
repertoire.

‘Destructive’ behaviours include unchecked ‘aggression, adolescent suicide, alcohol and other
substance misuse, sexual promiscuity, physical inactivity, smoking and obesity*??5227)
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Survivors of childhood trauma are more likely to have difficulty developing and maintaining
relationships with caregivers, peers and marital partners. Adults with a childhood history of
unresolvéd trauma are more likely to develop lifestyle diseases (heart disease, cancer, stroke,
diabetes, skeletal fractures and liver disease) and be likely to enter and remain in the criminal
justice system. Van der Kolk’s findings highlight the need for the early identification of children
who are being offended against, to support these children and to help heal the behaviours that
are compounding their already distressed conduct.”

Atkinson' recently investigated the link between being a victim of childhood trauma (direct
or indirect) and being a perpetrator of higher-level violence in adulthood. Her study showed
that a statistically significant proportion of Aboriginal men incarcerated for violent offending
reported frequently experiencing traumatic and violent events in their childhood and youth.
There was also a strong link between trauma and transgenerational transfer, the number

of traumatic stressors or cumulative degree of traumatic exposure, and the likelihood of
displaying PTSD symptomology.

The normalisation of family violence and the high prevalence of grief, loss and substance misuse
were as much symptoms as causes of traumatic stress. One of the most alarming aspects of

this study was this abuse, which often began in early childhood (victim) and continued until
maturity, triggered the later acting out (perpetrator) on members of extended family and

others. Atkinson concluded that the link between childhood suffering and adult offending was
mediated by the presence of unresolved trauma and undiagnosed PTSD.

Such research findings have implications in our understanding of the serious situation of
Aboriginal children who display distressed behaviour. In the case study above, Mitch, the 13
year-old, was unable to get assessment until he threatened suicide. Once a report was made

by the school, Child and Adolescent Mental Health (CAMH) had him assessed. It would be
hard to distinguish between his mental health diagnosis and co-contributing factors related

to his childhood trauma. Developmental trauma® has now metamorphosed into complex
trauma."> The more pressing issue is, however, the lack of trauma-informed therapeutic services
delivered by a skilled workforce to meet the needs of our most vulnerable and disadvantaged
children. This would go a long way toward interrupting the passage from childhood trauma
into incarceration (juvenile detention and adult prison), involuntary detention in mental health
wards, or serious self-harm and/or suicide. The potentially harmful impacts across the life
course related to child mental health and social and emotional wellbeing (SEWB) are further
illustrated in Chapter 21 (Milroy)and Chapter 22 (Walker and colleagues).

Child Sexual Abuse

While between 40 per cent to 73 per cent of all psychiatric inpatients have histories of sexual
abuse in childhood,'*' there are generally other stressors and trauma present. As many as
one-third of child victims of physical (including sexual) and psychological abuse grow up to
demonstrate parental difficulties or become abusive of their own children; one-third of previously
abused parents do not have this experience; but the remaining one-third remain vulnerable and,
under stress, have an increased likelihood of becoming abusive.'® According to Green: '

There is considerable evidence that the abused child is at risk for re-enacting the
original violent interaction with his parents in subsequent relationships with peers
and offspring, supporting a theory of intergenerational transmission of violence. 7?52

The NSW Aboriginal Child Sexual Assault Taskforce'® argued that the normalisation of violence
that comes with generations of abuse was a determining factor in current rates of physical and
sexual violence. One participant in the inquiry stated:

The trauma of child sexual assault makes it very difficult for people to develop
healthy relationships...because you've got, you know, children being raised like three
generations in a row where sexual and family violence has been part of their life.1*?51
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According to Atkinson and Atkinson," the endemic nature of family violence over a number of
generations has resulted in a situation where:

violent behaviours become the norm in families where there have been cumulative
intergenerational impacts of trauma on trauma on trauma, expressing themselves in
present generations as violence on self and others."*®”)

The full implications of family violence and strategies that address these issues are discussed in
Chapter 23 (Cripps and Adams).

The Intergenerational Transmission of Trauma

Atkinson'? has mapped a progression of the transmission of trauma in a 6th-generation
traumagram which links the historical events of colonisation to increases in family violence,
child sexual abuse, and family breakdown in Aboriginal Australian societies. Tracing one family
line across six generations, Atkinson listed the known memories of being victims of physical
and/or sexual violence, being perpetrators of violence, suffering from mental health illness,
attempting suicide and having substance misuse problems. The study provides evidence that
unacknowledged or unresolved trauma in previous generations was linked to dysfunction
within an extended family in later generations.

Historical Trauma and the Breakdown of Family and Community

Historical trauma is defined as the subjective experiencing and remembering of events in the
mind of an individual or the life of a community, passed from adults to children in cyclic processes
as ‘collective emotional and psychological injury ... over the life span and across generations.?*#*
Helen Milroy in Zubrick et al.,* gave a comprehensive explanation of how trauma is transmitted
across generations and the role of community networks in this transmission:

The trans-generational effects of trauma occur via a variety of mechanisms including
the impact on the attachment relationship with caregivers; the impact on parenting
and family functioning; the association with parental physical and mental illness;
disconnection and alienation from extended family, culture and society. These effects
are exacerbated by exposure to continuing high levels of stress and trauma including
multiple bereavements and other losses, the process of vicarious traumatisation
where children witness the on-going effect of the original trauma, which a parent or
other family member has experienced. Even where children are protected from the
traumatic stories of their ancestors, the effects of past traumas still impact on children
in the form of ill health, family dysfunction, community violence, psychological
morbidity and early mortality2!®=9

A study by the Aboriginal and Torres Strait Islander Healing Foundation,” analysing the
stories of 90 people who had contributed to the Stolen Generation Australian National Library
Oral History Project, identifies the long term impacts on the SEWB of children removed from
family, listing the risk and resilience factors.” Figure 17.1 reports on the analysis of 89 Stolen
Generations oral histories. It shows that 53 per cent, 28 per cent and 29 per cent of people
screened positive for loss and grief, PTSD and depression respectively, while 35 per cent of
people did not experience any of the outcomes. It is considered that these are likely to be
underestimates as the oral histories were not aimed at identifying mental health outcomes. The
four PTSD items are from a standard screening tool, where the criteria is the avoidance item or
two of the others; the nine items for depression scale were validated in Alice Springs, the criteria
used was suicidal ideation or two of the other eight items. For loss and grief, the criteria was
experiencing two of five items from a scale of traumatic grief adapted to the cultural context.

.
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Figure 17.1: Factors that Contribute to Mental Health or Lack of Social and Emotional Wellbeing.22%3
Percentage of Respondents with Identified Factors.

Source: Aboriginal and Torres Strait Islander Healing Foundation®

It is clear that these rates of depression, PTSD and loss and grief are substantially higher than
the Australian population, where PTSD and depression are a few per cent. Thus the Stolen
Generations members are likely to be experiencing significant disability associated with mental
health issues resulting from their traumatic histories.

The risk and resilience factors are described in Table 17.1.

Table 17.1: Risk and Resilience Factors
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Links Between Trauma and Suicide Ideation

Suicide is a traumatic and highly distressing event in the lives of family, friends and
communities. It is also an indicator of problems occurring within communities and families.
There is evidence to suggest that the more suicide experienced, the greater the levels of distress
and dysfunction. In Chapter 9, Silburn and colleagues examine the individual and community
level factors that contribute to a sense of cultural identity for Aboriginal young people.

Ralph et al.,” investigating proposed links between depression and the high youth suicide rates
of the Kimberley region of Western Australia, concluded:

Aboriginal youth in the Kimberley region may experience several layers of trauma,
through their own direct and secondary exposure as set against a backdrop of
historical unresolved trauma and grief. These layers of trauma are thought to be
cumulative in the manner in which they inform the adolescents’ experience, and
continue_to adversely reinforce the basic assumptions that are violated by chronic
trauma exposure; that the world is meaningful and safe, that the self is worthy, and
that others can be trusted. It was thought that the current rate of suicide amongst
Aboriginal adolescents in the Kimberley region may be the youths’ contemporary
expression of distress in response to chronic trauma exposure, as underpinned by the
legacy of historical unresolved trauma and grief.>®123)

Importantly, Ralph et al.*® demonstrated a clear link between being exposed to trauma and
developing PTSD symptoms with suicidal ideation, particularly in Aboriginal children, both
girls and boys, who identified as being victims of childhood abuse. Understanding this link
between chronic and unresolved trauma throughout childhood and suicide ideation, and
developing strategies early to provide young people with pathways to healing and recovery, is a
critical step in suicide prevention.

The next section explores the challenges of working in communities to support positive change
using community resources to their greatest potential, supported by a trauma-informed policy
and educational service delivery.

COMMUNITY AND INDIVIDUAL HEALING MODELS

Healing from the social, emotional and psychological outcomes of traumatic experiences that
has impacted whole communities requires interventions at both individual and the community
levels. This sectfon outlines recent examples of interventions for communities recovering

from conflict, disaster and colonisation. They are the Adaption After Persecution and Trauma
(ADAPT) model;* the Five Essential Elements of immediate and mid-term mass trauma
intervention as outlined by Hobfall;** and evidence from the research work of Chandler and
Lalonde supporting Cultural Continuity as a Moderator of Suicide Risk with First Nations from
British Columbia.?

Silove* and Hobfoll* emphasise the link between community and individual healing. Silove
stresses that healing the community contributes substantially to healing the individual,
consequently requiring less ‘clinicians’ to heal individuals. The Chandler and Lalonde? study
results show that communities with a strong sense of cultural continuity have significantly lower
rates of youth suicide. Their work reinforces the connection between community wellbeing and
individual wellbeing, with stronger communities having stronger individuals.

Silove** argues that there are five pillars of both the society and the individual which trauma and
mass violence undermines:

« Safety and Felt Security—when threatened results in traumatic stress and depression

= Attachment and Bonds—when threatened results in loss and grief and damaged relationships
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« Justice—when threatened results in anger and violence, often turned in on family and
community

« Identity and Roles—when threatened results in isolation

« Meaning and Coherence—when threatened results in alienation.

Table 17.2 highlights the threats to each of the five pillars, the adaptive responses to each of the
threats, and the consequence of not adapting.

Table 17.2: The ADAPT Model and the Impact of Threats to each Pillar

s
I

Adapted from Silove?

A recent report examining the protective capacity of resilience in children shows clearly that
once there is substantial trauma, resilience is not protective? and that substantial sustained
threats will damage individuals and communities as their capacity to adapt is diminished.
The establishment of security, maintenance and repair of family and social bonds, creation
of effective systems of justice, re-establishment of social roles and identities and the building
of institutions that create communal coherence and meaning (religious, spiritual, existential,
political or cultural) may be necessary components of healing a community and consequently
the individuals and families within it. ‘Repairing these damaged systems and the institutions
that support them forms the basis for building a framework of recovery for both individual
survivors and their collectives?

The ADAPT model developed from clinical practice with torture and trauma survivors,
and the Essential Elements model developed through a systematic literature review of post-
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conflict and post-disaster communities shows that community level interventions may be

an essential precursor to the provision of individual care, and at least reduce the size of the
population requiring individual care following significant traumatic experience.?** The
cultural continuity work with First Nations people of British Columbia provides evidence
that strong communities are very protective in the wellbeing of their members.?* In fact this
model supports community control of community services. Thus, the importance of the work
by Chandler and others is less about the specific factors and more that strong communities,
however they are defined, are protective of the wellbeing of their members. Thus, there is a
need to identify Aboriginal and Torres Strait Islander specific factors. The work of Silburn et
al.,’" Strengthening the Capacity of Aboriginal Children, Families and Communities offers some
important insights in this regard.

PROGRAMS TO SUPPORT COMMUNITY RECOVERY IN ACTION

Achieving sustained positive in-community change requires a substantial investment

of resources, personnel and time which is beyond the reach of many organisations. It is partly
because of this demand that successful programs such as the Family Wellbeing Program;**
the Yarning up on Trauma of the Bouverie Centre, Latrobe University;* and the We Al-li
Program®*! use the ‘train the trainer’ model to achieve and support community change over
the longer term. The Yarning up on Trauma training had three layers in terms of understanding
trauma and its impact, namely: within the community; with the work with children and

families; and with the impact on self. 37D

These programs focus as much on the development of worker and community strength,
confidence and skills as they do on overcoming the behaviours and attitudes that lead to
dysfunctional communities. By establishing and equipping a core group of community members
with the skills necessary to direct vulnerable individuals away from disruptive and damaging
behaviour, substance and alcohol misuse and family violence and neglect, these programs are
contributing to the development of safe, structured and stable Aboriginal communities.

The ‘theory to practice’ approaches outlined by Silove* and Hobfall*® supports the work of
Atkinson’s whole of community model of education as healing (educaring), developed in the
mid-1990s, and outlined as a response to the Northern Territory intervention, designed to
provide trauma-informed health, mental health, and community therapeutic worker training.

We Al-li Program (Educaring Model)

The Ways Forward report names the We Al-li Program as a model for healing from trauma.®
Developed at an Aboriginal community level over the period 1993 to 1997 by Aboriginal
people, this program was documented in an applied research project into violence, relational
trauma and healing in Aboriginal families and communities in Central Queensland.'

In the beginning, people wanted personal healing. In later years they wanted to enhance
professional skills. In 1997 the principles and practice of We Al-li as a trauma-informed
educational healing program was accredited at the tertiary level, with a balance of both personal
and professional development. The teaching-learning approach was called an Indigenous critical
pedagogy™ at the university level, and educaring for all other purposes.

In Indigenous education, the process of identifying ‘who am I' and ‘how I relate to the
world’ is of paramount importance and is considered the starting point for learning.
The emphasis in the first instance is on what is happening for me ‘in here’ rather than
an objective analysis of what is happening in the world ‘out there’. """

Educaring is a trauma-specific blend of Aboriginal traditional healing activities and western
therapeutic processes. It uses experiential learning to enable participants to explore their
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understanding of the long-term consequences of trauma across generations and cultural
tools for healing. It promotes and ensures relationships of mutual respect within the learning
environment. Learning is through dialogue. Trauma-informed practice works to build
cultural safety and spiritual integrity through individuals working together in the group.

This requires the worker-educator to be culturally competent. It focuses on enhancing deep
listening 8kills, self and other awareness, self and group reflective discussion and practice.
Educaring is designed to heal the person while building on professional skills by focusing on
transformational learning and social justice as fundamental to healing practice. It enhances
levels of empowerment and self-confidence to support leadership potential.’?

Educaring provides skills for working with individuals and groups using the healing power of
story, cultural and personal narratives, emotional release and emotional regulation, in family
history reconstruction, story maps, loss history graphs, trauma healing grams, using art, music,
dance, theatre, in ceremonial processes, with children, young people, adults and Elders.

It is place-based. The stories of place can be both stories of trauma and stories of strength and
resilience-healing. Place-based learning is community focused as it works to build sustainability
while it skills local people to deliver local services. Aboriginal approaches to education place

a strong emphasis on enhancing self and community learning. It is the process of becoming
aware of self and others which underpins purposeful personal development and healing as a
cornerstone to education, training and skill enhancement and professional practice:

At the basis of Indigenous philosophies and educational strategies are the underlying
principles of relationships and balance...the individual is required to develop to the
full those personal attributes that can enhance the life of the group. Learning is very
much a process of experiencing, of watching patiently and quietly, and of absorbing.
Learning is a life-long process, which takes place formally and informally. As people
become increasingly knowledgeable, and assert their knowledge, they also become
increasingly responsible for teaching the new generation who will take over from
them. In an Indigenous educational environment this ‘sharing of knowing’ is made
possible through the literature of Orality, Iconography and Ritual: of narrative, song,
symbol, dance and drama.*®%

A community of practice evolved, comprising a group of people who have completed the
educaring model of personal and professional development, share a concern and passion for
what they do, and how they do it at the community level. Graduates applied their theory and
practice in diverse locations and situations across Australia and supported each other in the
context of essential worker support for possible vicarious trauma—burnout.

The Educaring model is aimed at healing personal trauma while building a professional
Aboriginal workforce skilled to address trauma issues in communities. The ADAPT model
indicates the need for community-based interventions to reduce the amount of work required at
the individual level and maximise the effectiveness of individual work.

Trauma-informed and trauma-specific programs and treatments are ones in which attention

to traumatic experience is a key therapeutic strategy.** This is in contrast to therapeutic models
which concentrate on psychosocial functioning and focus on a range of psychosocial stressors
or issues (e.g. alcohol use). Hence, an educational approach that is trauma-informed encourages
community conversations and has greater possibility of sustainable change and healing.

.

Ethical Community Engagement

The coverage of Aboriginal issues in the Australian print and digital media, in government
reports and discussion papers, and in academic institutions is high. The number of other
Australians who are now ‘informed’ and ‘understand’ Aboriginal issues has increased. There are
positive and negative aspects of this.
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Life in Aboriginal communities is fluid and has the same fluctuations as many other regions.
People experience the full spectrum of emotions, children play in the streets and parks, but
generally, life is restricted because of inadequate employment opportunities and widespread
poverty. With inadequate employment and poverty come disengagement and resentment,
increasing the probability of trauma-affected people not receiving the services they critically
need. Being marginalised within an already marginalised population is a compound jeopardy.

In spite of history, there is considerable functionality, creativity and productivity in Aboriginal
lives. There is, however, a small but significant group of people and families who, for many
reasons, have fallen through the gap, and who have been made increasingly marginalised

and disadvantaged within their own communities, as well as within broader service delivery
functions. Often they have been misdiagnosed and, in many cases, maltreated by a system
which is not trauma-informed and sometimes is trauma-inducing.

Being effective in these environments is stressful and requires specific trauma-recovery skills,
skills that this chapter argues need to be more fully developed. Service providers need to
acknowledge their ethical responsibility, to conduct trauma assessments as part of their service
delivery before making assumptions about mental health/trauma problems. We therefore
endorse a trauma-informed approach, which promotes ethical community engagement at

all levels of policy development and service delivery. Table 17.3 has been adapted from the
Australian Institute of Health and Welfare (ATHW) Resource Sheet: Trauma-informed services
and trauma-specific care for Indigenous Australian children.*

Table 17.3: The Core Values for Trauma-informed Services
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Table 17.3: The Core Values for Trauma-informed Services (continued)

Source: Australian Institute of Health and Welfare (AIHW)*¢

Addressing individual and community transgenerational trauma | Chapter 17 301



CONCLUSION

This chapter has discussed definitions of trauma and how the different forms of trauma,
particularly transgenerational trauma, impact on Aboriginal peoples. The consequences

of colonisation expressed in trauma have been examined along with the links between
unresolved childhood trauma and participation in violence, inappropriate sexual behaviours
and incarceration. Importantly, the challenges of engaging with Aboriginal communities

are discussed and examples of successful programs for community empowerment are
outlined. While this chapter focused on a perspective of life in Aboriginal communities that
is disadvantaged and fraught with dysfunction, it is mitigated by the fact that empowering
solutions are available.

However, these solutions require full and long-term commitment by communities themselves,
government agencies and service providers, whether community controlled or the non-
government service sector. The impacts of trauma on individuals and communities can be
changed if appropriate preventions and interventions are identified and implemented in
culturally appropriate and safe ways. We promote trauma-informed policy development and
service practice in response to particular and pressing mental health and SEWB needs for
individuals, famdilies and social groups.

REFLECTIVE EXERCISES

1. There are many factors that contribute to the traumatisation of individuals and
communities. List what these factors are, how they are associated and how you would
develop a service plan.

2. Itis common to hear service providers arguing that improving the education and quality
of life of children is the only way of overcoming chaos and dysfunction in Aboriginal
communities. Discuss this statement focusing on the child—family and child-community
relationships.

3. If the evidence that links being exposed to violence in childhood to perpetrating violence
in adulthood is accepted, and we acknowledge the prevalence of violence, how do we
intervene to break the cycle?

4. Discuss the trans-generational nature of trauma and outline a trauma informed service
delivery to a community in crisis of multiple symptom factors.
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