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Abstract
In this article, we discuss the current state of psychological research with Indigenous peoples, with a specific focus on 
research including Aboriginal and Torres Strait Islander peoples of Australia and the Māori people of Aotearoa (New 
Zealand). We identify how the mental health of Indigenous people is often significantly poorer than non-Indigenous 
people and could be contributing to the increased prevalence of comorbidity between mental health and substance 
abuse. However, we also show that there are concerns about the reliability of these data and that comparing Indigenous 
to non-Indigenous data is contested and often unreliable. The gap between Indigenous and non-Indigenous people is 
discussed within the context of competencies required for psychologists within Australia and Aotearoa (New Zealand), 
concerning their relevant National Psychology Boards accreditation standards, and core competencies for clinicians. 
Finally, we show that there is a paucity of research measuring the effectiveness of Western developed psychotherapies 
with Indigenous people, question their relevance and note the conspicuous silence around Indigenous psychological 
knowledge. In conclusion, we show that Aboriginal and Torres Strait Islander Peoples are lagging in most health statistics 
compared to Maori people and other Indigenous peoples which may reflect different experiences of colonisation in each 
country. However, these statistics also show that progress is possible to help Indigenous people, globally, to achieve 
their mental health goals.

1 � Background

Indigenous protocol matters. For Indigenous Australians, all things come from Country. Country is sentient, has and 
gives agency, knowledge, and perspectives [1, 2]. We ask you to pause, take in the lands and waters that surround you 
and join us in acknowledging the Traditional Custodians of Country where you are reading our paper. Along with us, 
acknowledge the continuing connections to Country that Indigenous people have and pay your respects to Elder’s past, 
present, and emerging.

We recognise that collective nouns to describe the First Peoples of a country are contested, politically-loaded, 
and typically imposed denying the right to self-define. In this article, we have attempted to carefully select collec-
tive nouns and do not intend any disrespect by our choices. When we use the term “Indigenous” we are referring to 
Indigenous people within a global context, in accordance with the United Nations Permanent Forum on Indigenous 
Issues [3]. However, we use the specific terms “Aboriginal and Torres Strait Islander Peoples” when referring to the 
Indigenous People of Australia; and Māori when referring to the First People of Aotearoa (New Zealand). Within this 
perspective article, we will first identify prevalence data on the mental health of Indigenous people with a specific 
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focus on Aboriginal and Torres Strait Islander People and Māori people. We will then discuss the treatment of mental 
health (as defined by Western psychology) in Indigenous people and how cultural competency is integral to moving 
forward as a discipline.

The goal of the paper is to uplift the mental health of Indigenous peoples globally by showing that it is possible to 
improve mental health outcomes. Achieving this goal is not quick, easy, or straightforward and we wrangled with a 
range of complexities (e.g., experiences of colonisation) and moral tensions related to comparing Indigenous peoples 
to others in writing this article. While it would have been easier to shy away from the issues of data politics and the 
ethics of comparison, we felt that the benefits for Indigenous people globally were more compelling. We undertook 
this scholarship in good faith. Equally, we trust that you read it in good faith.

Understanding the psychological health of Indigenous peoples is an ethical and moral responsibility of psychol-
ogy as a discipline. In 2017, the Australian Psychology Society [4] released a statement apologising to Aboriginal 
and Torres Strait Islander peoples and identified the current inequalities in psychological wellbeing when compared 
to non-Indigenous Australians. For example, data from the Australian Institute of Health and Welfare [5] indicated 
that approximately 31% of Aboriginal and Torres Strait Islander peoples experience high levels of psychological 
distress compared to only 10% of non-Indigenous Australians. These levels of psychological distress may stem from 
persistent day-to-day racism, denigration of culture, ongoing dispossession, material poverty, absence and omission 
from everyday Australian life, and the deep impact of intergenerational trauma associated with colonisation [2, 6, 
7]. Similar discrepancies are also found in other Indigenous peoples around the world demonstrating the profound 
and ongoing impact of colonisation. Indeed, it is critical that colonisation is understood to be both historical and 
contemporary—it is still unfolding and will continue to. Differences in the colonisation experiences in settler-colonies 
such as Australia, Aotearoa (New Zealand), Canada, and the United States must be foregrounded within considering 
the impact that colonisation has on health outcomes.

Colonisation is a root cause of psychological health inequalities and as Paradies rightly calls out “there has been scant 
attention paid to precisely how colonial processes contribute to contemporary disparities in health between indigenous and 
non-indigenous peoples in these nation states” ([8], p. 83). Given the role that colonisation plays in health inequalities, we 
must question if it is manifestly unfair to expect Indigenous psychological health to be equal to non-Indigenous psy-
chological heath? As Indigenous academic Maggie Walter’s points out, numbers are not neutral entities but are imbued 
with meaning and that the comparison of Indigenous to non-Indigenous peoples should be challenged [9]. This issue 
of data politics is bigger than the remit of this paper and requires further discussion among the psychology academy. 
Until then, unfortunately, the available data that does (unfairly) compare Indigenous to non-Indigenous peoples is all 
that is available and is used in this paper.

By way of illustration, the prevalence of psychological distress among Māori people of Aotearoa (New Zealand) 
was ~ 50% higher compared to non-Māori [10, 11]. First Nation and Inuit people of Canada also reported similar trajec-
tories in mental health status and psychological distress, with approximately 50% reporting high to very high levels of 
distress and rates of suicide up to 30 times higher than non-Indigenous Canadians [12, 13]. Native Americans also have 
levels of psychological distress that are significantly higher than any other race/ethnicity group in the USA (e.g., non-
Hispanic White, African American, Asian, Pacific Islander, Mexican, Puerto Rican, Cuban; [14]). These findings highlight 
the current globally inequalities in the mental health status of Indigenous peoples, especially for those in settler-colonies 
for whom the unceasing colonisation process continues to stretch out into the infinite future.

These findings also highlight another important issue. The power of statistics to present population data in a form 
that is considered important by the nation-state (which are Anglo-European in settler-colonies). However, using these 
statistics is inherently devoid of Indigenous self-determination, cultural frameworks, or lenses and lead to the deficit-
framing of Indigenous peoples [9]. This deficit-framing is not to be underestimated as it shapes how non-Indigenous 
people view Indigenous people and how Indigenous people view themselves. It can do more harm to people already 
experiencing vulnerability, may promote a ‘white saviour’ complex among health professionals and, thus, is a source of 
the continued colonisation experienced by Indigenous peoples. These statistics also reflect nation-state defined deficits 
that ignore or silence Indigenous defined health aspirations. Indigenous peoples have their own health aspirations and, 
as per Article 23 of the United Nations Declaration on the Rights of Indigenous Peoples, “have the right to determine and 
develop priorities and strategies for exercising their right to development. In particular, indigenous peoples have the right to 
be actively involved in developing and determining [their] health [priorities and strategies]” [15].
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2 � Mental health status of Indigenous people

The mental health status of Indigenous people is often reported as being worse (i.e., deficit) compared to non-Indig-
enous people and are often at a greater risk of experiencing depression, anxiety, substance use, and suicide (AIHW, 
2017; Thomas et al., 2010; Vicary & Westerman, 2004; Ypinazar et al., 2007). For example, an Australian survey found 
that 29% of Aboriginal and Torres Strait Islander peoples reported having a mental health condition (e.g., depression, 
anxiety, and behavioural problems); [16] compared to 16.9% of the non-Indigenous population [16]. Similarly, Māori 
adults are 1.5 times more likely to meet the criteria for anxiety and depression compared to non-Māori adults. These 
statistics are concerning, not only because of the psychological wellbeing of Indigenous people but because of the 
known high comorbidity between poor mental health status and higher incidence of suicide and risk of participating 
in adverse health behaviours (e.g., smoking, alcohol, and substance abuse; [17, 18]). Consequently, this can lead to 
higher rates of chronic diseases which are often comorbid with mental health conditions. However, it is important 
to note that a 2018 review of the harmful use of alcohol among Aboriginal and Torres Strait Islander people found 
that “There are no comparable data for Aboriginal and Torres Strait Islander people”([19]; p. 17).

Government data often report that the rates of alcohol and drug abuse are higher among Indigenous people com-
pared to non-Indigenous people [20–23]. For example, according to the Australian Institute of Health and Welfare, 
Aboriginal and Torres Strait Islander Peoples smoke, drink, and use illicit drugs significantly more than non-Indigenous 
Australians. According to the Australian Institute of Criminology, the use of illicit drugs in the previous 12 months 
was 27%, which was higher in the rest of the population (15%). The abuse of methamphetamine (i.e., Ice) addiction 
among Aboriginal and Torres Strait Islander Peoples and is twice as much as in non-Indigenous Australians [20, 21]. 
As for Aotearoa (New Zealand), according to the BPAC report [22], while there is no significant difference for the 
number of people who drink alcohol between Māori and non-Māori, binge drinking is more common among Māori 
than non-Māori people. According to the HPA report [23], there are fewer Māori than non-Māori drinkers. Meth-
amphetamine use is more common among Māori than non-Māori individuals use in Māori than non-Māori people 
(Ministry of Health, 2015). Although, it is not clear if there are differences in methamphetamine addiction among 
Māori and non-Māori individuals [24].

Much of the data highlighting the high comorbidity between substance use and mental health are based on West-
ern non-Indigenous samples. This poses problems for the reliability and validity of these statistics. For instance, the 
statistics reported (1) do not consider the causes of the disparity, (2) do not consider the cultural context in which 
mental health status and diagnoses are made, and (3) do not utilise culturally appropriate and self-determined defi-
nitions of mental health within the context of Indigenous peoples.

The Australian National report for monitoring mental health and suicide prevention [25] reform raised concerns 
about reliability and access to national mental health data. For example, in general, these data are outdated and dif-
ficult to access; and these issues are exacerbated when trying to access up to date data on the mental health status of 
Indigenous people. As such, it is imperative for psychological research to identify the current mental health status of 
Indigenous people globally, to look beyond government reported data, and to ensure data is open access and available. 
Improving access to, and the quality of, data relating to the mental health of Indigenous people will aid in improving 
mental health outcomes, improve the use of appropriate psychological treatment, and provide more accurate data on 
the psychological and physical health status of Indigenous communities. Further, much of the data currently assessing 
the mental health status of Indigenous people are based on Western derived assumptions, definitions, and measures 
of mental health. For example, the data reported by governmental agencies are based on indicators obtained through 
evaluations that do not always consider the historical socio-cultural aspects of Indigenous people. For example, some of 
these statistics are based on a methodology that calculates the burden of disease (e.g., alcohol consumption and illicit 
drug use) as the difference between a population’s actual health and its ideal health [21]. Using these metrics to deter-
mine the burden of disease and rates of drug and alcohol abuse is problematic because it presents the statistics using a 
Western derived framework of health and disease. Doing so, only reaffirms a deficit-framing of Indigenous people’s drug 
and alcohol usage and does not consider Indigenous peoples self-determined definition of health, wellbeing, spirituality, 
and culture. It is important for future research investigating drug and alcohol prevalence, abuse, and the relative burden 
of these behaviours within the context of Indigenous culture, rather than a Western derived view of health and disease. 
Based on these limitations, current assessments of mental health status do not always consider how mental health is 
defined within non-Western and Indigenous cultures. As such, direct comparisons between the mental health status of 
Indigenous and non-indigenous people might not be reliable.
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Nonetheless, based on the statistics presented, we can speculate that the mental health outcomes between Māori 
people and non-Māori people seem to be smaller than the gap that exists between Aboriginal and Torres Strait Islander 
people and non-Indigenous Australians. This is a likely reflection of the significantly different experience of colonisation 
in Australia as compared to Aotearoa—Australia’s 1835 Proclamation of Terra Nullius led to the dispossession of land 
while the 1840 Treaty of Waitangi recognised Māori ownership of their lands. As Country is central to Aboriginal peo-
ples’ wellbeing, Terra Nullius had a profound impact. We highlight this issue, not to show that Māori people might have 
relatively better mental health outcomes compared to Aboriginal and Torres Strait Islander people but to emphasise 
that it is possible to improve the mental health outcomes of Indigenous people compared to non-Indigenous people. 
In the sections below, we identify some of the policies the New Zealand Government and the New Zealand Psychologi-
cal Board have implemented to help reduce inequalities and improve the mental health outcomes of Māori people. We 
also show the progress Australian psychological organisations are making to reduce inequalities for Indigenous people.

3 � Treatment of mental health in Indigenous people

In psychology, research has largely utilised Western samples to understand complex psychological phenomenon. Indeed, 
the statistics reported above are largely derived from scales developed in Western samples, although, some measures 
such as the Kessler Psychological Distress scale have been validated with Indigenous samples [26]. Nonetheless, West-
ern psychology is often individualistic, liberal, and non-religious [13]. The use of Western samples raises concerns about 
the generalisability, efficacy, and validity of applying Western developed theories of mental health within non-Western 
cultures. The implications of such practices extend beyond research but also impact how clinicians treat and care for 
the psychological health of Indigenous people. For example, Cognitive Behavioural Therapy is perhaps the most widely 
used evidence-based psychotherapy in Western culture and is endorsed by the Australian Health Practitioner Regulation 
Agency, the UK’s National Institute for Health and Care Excellence (NICE), and the American Psychiatric Association (APA).

Research has shown that CBT is heavily influenced by Western culture, where the focus is often on the individual; 
whereby strategies are used to change the individual’s thoughts, behaviours, and beliefs [27–29]. As such, utilising an 
individualistic approach for treating people from non-Western cultures may not be appropriate to help Indigenous 
people achieve their mental health goals or produce the best outcomes for patients. Despite these limitations, CBT is 
often adapted to treat individuals from different cultures [29, 30]. While there is evidence that CBT can result in the suc-
cessful treatment of individuals from various cultures [29–33], the biggest concern with CBT is that it does not success-
fully consider (or incorporate) the role of a person’s family, social networks, or religious values into the treatment plan. 
For example, in Western cultures, it might be considered maladaptive to consistently rely on others for help or to put 
aside your own psychosocial and physical needs to satisfy the family or broader community. However, these behaviours 
are often adaptive within non-Western collectivist cultures [19, 21, 22]. We would like to indicate that we are focussing 
on CBT here as it is widely used. However, these same concerns are likely to present in other psychotherapies such as 
acceptance and commitment therapy [34], dialectical behaviour therapy [35], and interpersonal psychotherapy [36, 37].

4 � Cultural competencies of clinicians

In clinical practice, there also needs to be a greater emphasis on the cultural competency of clinicians. For example, in 
Australia, there are core competencies that a psychologist must meet before they can be registered as a psychologist. 
These competencies are often achieved through their undergraduate and post-graduate degrees and through demon-
strating competency under clinical supervision. However, it was only recently that the Australian Psychology Accreditation 
Council became a partner of the Australian Indigenous Psychology Education Project which aims to “provide for better 
education in cultural awareness and responsiveness in the higher education and training of the psychology workforce, and to 
increase the number of Aboriginal and Torres Strait Islander people in the psychology workforce.” [38].

In the Australian accreditation standards for psychology programs [38], there are only two references to competencies 
related to Aboriginal and Torres Strait Islander cultures— (1) “Cultural responsiveness, including with Aboriginal and Torres 
Strait Islander cultures, is appropriately integrated within the program and clearly articulated as a required learning outcome”; 
(2) A statement about APAC’s frameworks with the Australian Indigenous Psychology Education Project which aims to 
“increase the number of Aboriginal and Torres Strait Islander people in the psychology workforce”.
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Further, in the Psychology Board of Australia’s general registration guide [39], there is no specific reference to compe-
tencies related to working with Aboriginal and Torres Strait Islander peoples. Indeed, the terms “Indigenous”, “Aboriginal” 
or “Torres Strait Islander” do not appear in the document and clinicians are only required to have a minimum of six hours 
of supervision focussed on Australian ethical, legal, professional, and cultural matters. However, the Australian Psychologi-
cal Society does have a single reference to competencies when working in a cross-cultural context within Counselling 
Psychology “Uses evidence-based practice or best-practice standards in working with Indigenous clients” [40]. We would like 
to state that we are only commenting on the guidelines and competencies for registration. However, we acknowledge 
that many clinicians work closely with Indigenous communities to help achieve their mental health outcomes and have 
undergone speciality training. For example, the Australian Psychological Society indicated that 600 psychologists in 
Australia had undergone Cultural Competence Training. However, this only represents ~ 2.22% of their members, as the 
Australian Psychological Association represents ~ 27,000 psychologists.

As a discipline, there needs to be greater recognition of the unique experience of Aboriginal and Torres Strait Islander 
peoples and how family, spirituality, and colonisation might impact mental health outcomes and approaches to treat-
ment. The Australian Psychological Association is currently working with higher education providers to better integrate 
cultural competency within undergraduate and postgraduate psychology degrees [41]. Further, Indigenous peoples 
should be given the right to define their own health aspirations and mental health status within the context of their 
culture, rather than their health status being dictated by Western ideals of mental health. However, to achieve this, more 
research needs to be conducted with Indigenous communities to identify how family, spirituality, and colonisation might 
define mental health outcomes and approaches.

In contrast, the New Zealand Psychologist Board has a stronger emphasis on the importance of cultural competen-
cies of Psychologists when working with Māori clients [42]. These include recognition and knowledge of the “Treaty of 
Waitangi/te Tiriti o Waitangi for health care in New Zealand”, the importance of correct pronunciation of Māori language, 
and the importance of ‘Te Whare Tapa Whā’, which integrates the four dimensions of Māori health; Taha tinana (physi-
cal health), Taha wairua (spiritual health), Taha whānau (family health), Taha hinengaro (mental health) [42, 43]. Taken 
together, there are stark differences in the cultural competencies required for psychologists working in Australia and 
Aotearoa (New Zealand). While Aotearoa (New Zealand) still has challenges and health inequalities between Māori and 
non- Māori people, there is a clear emphasis on understanding the importance of incorporating family and spirituality 
within psychological therapy with Māori people.

5 � Treatment outcomes for indigenous peoples

Ponturo and Kilcullen [33] conducted a qualitative systematic review to identify the efficacy of evidence-based psycho-
logical interventions with Aboriginal and Torres Strait Islander People. In total, the systematic review identified 12 articles, 
of these, six articles examined CBT (i.e., [32, 44–47]), two included Acceptance Commitment Therapy, three investigated 
Narrative Therapy, and one evaluated Multisystemic Therapy. From the systematic review, the authors concluded that 
there was qualitative support for the efficacy of psychological therapy with Aboriginal and Torres Strait Islander people. 
However, of the included studies only a few included outcome data. As such, it is difficult to draw a conclusion about 
the efficacy of psychotherapy with Aboriginal and Torres Strait Islander people.

Similarly, Toombs et al. [48] conducted a systematic review of electronic mental health interventions for Indigenous 
youth. Only ten studies were identified to meet the criteria, half of the studies were qualitative, three were quantitative, 
and two were research proposals with no data. These studies also included studies of various Indigenous peoples (e.g., 
Native American, Aboriginal and Torres Strait Islander peoples, Indigenous Canadian, and Māori). The review identified 
that there was some evidence among the ten articles that eHealth services are effective treatments for Indigenous youth. 
These systematic reviews show that evaluations of psychological therapies of Indigenous people largely consists of 
qualitative research, with few studies providing measurable quantitative outcomes. Poignantly, these recent systematic 
reviews highlight the lack of evidence-based research evaluating the effectiveness of psychotherapy for Indigenous 
peoples.

There is some quantitative evidence supporting the use of culturally adapted psychotherapies for treating Māori 
people (e.g., [21, 40–42, 49, 50]). For example, Bennett et al. [31] integrated elements of engagement, spirituality, family 
involvement, and metaphor into CBT with 16 Māori clients. Their results showed a significant reduction in depressive 
symptoms. However, while this was one of the first studies to identify the effectiveness of culturally adapted CBT, the 
study did not include a control group. The results of their study need to be further supported by randomised control 
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trials to demonstrate the effectiveness of culturally adapted CBT for Māori clients. As of writing this article, there does 
not appear to be a follow-up study using a randomised control trial to assess culturally adapted CBT for Māori clients. 
However, these recent studies show promising findings for utilising culturally developed psychotherapy for Indigenous 
peoples.

6 � Conclusion

Globally, there is much more work that should be done to reduce psychological inequalities between Indigenous and 
non-Indigenous people. By looking at the differences between Māori and Aboriginal and Torres Strait Islander people, 
we can see that there are still discrepancies in mental health status compared to non-Indigenous New Zealanders and 
Australians, respectively. However, it appears that the inequalities are relatively smaller between Māori and non-Māori 
compared to Aboriginal and Torres Strait Islander people and non-Indigenous Australians. We could not identify a study 
that directly compared the mental health status of multiple Indigenous groups (e.g., Aboriginal and Torres Strait Islander 
People and Māori). However, Doyle [51] reported that the World Health Organisations statistical information system 
showed that Aboriginal and Torres Strait Islander People are lagging in most health statistics (i.e., life expectancy, physical 
health, and mental health) compared to Māori people and Indigenous Canadian peoples. The statistics reported have 
identified that Australia needs to do more. However, by looking at similar countries where Indigenous people have been 
impacted by the effects of colonisation, we can see that there is progress to be made. As such, it is the responsibility 
of Psychology at all levels of the discipline to integrate Indigenous psychology into undergraduate and postgraduate 
courses, encouraging research to be conducted with Indigenous communities, and integrating self-determined defini-
tions of Indigenous mental health, providing open-access data, and improving the cultural competencies of clinicians.

Discover Psychology hopes to fill this void by encouraging submissions from Indigenous authors and research focussed 
on understanding the unique experiences of Indigenous people from around the world. In particular, future research 
investigating the mental-health status, treatment efficacy, and health outcomes of Indigenous people should recognise 
the importance of self-determination, the impact of colonisation as the root cause of health differences and should incor-
porate greater discussion about the appropriateness of comparing Indigenous and non-Indigenous data. Furthermore, 
there is an opportunity for Psychology to actively interrogate data politics when collecting and reporting Indigenous 
peoples’ health data. Publications investigating Indigenous research should provide statements that position or situate 
the authors with Indigenous-focused publications. This is an important Indigenous protocol linked to relationality. Such 
transparency is important and models best practice for readers but more importantly demonstrates that one’s cultural 
lens matters [52, 53]. Future research about Indigenous psychological knowledge is strongly encouraged.
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