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Abstract

This paper examines the process of depoliticization of mental health in the occupied Palestinian territories 

(oPt) and links it to a critical analysis of post-traumatic stress disorder and the role of international 

humanitarian aid. It is based on a human rights framework that focuses on the right to health and that 

is instrumental in connecting human rights violations to demands of social justice. Efforts to weaken 

justice and reparations are analyzed by looking at the role of mental health professionals and assumptions 

of psychotherapy as a neutral and nonpolitical sphere. By drawing on models of decoloniality and 

liberation psychology, we advocate for a shift from a decontextualized and individualistic approach to 

mental health to acknowledging the structural, social, and political oppression that are the underlying 

factors for suffering in the oPt. In order to alleviate the social suffering of Palestinians and to prevent 

their victimization, interventions that acknowledge the political nature of mental health ill-being and 

promote a human rights approach are needed.
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Introduction

This paper is based on the belief that in order to 
make sense of trauma, it is necessary to focus on 
its correlation with human rights violations. As 
mental health professionals, we are aware that 
political conflict, economic hardships, and social 
tension affect mental health. Yet there is a tendency 
to overlook the social-political reality of the people 
we are working with by adhering to the concept 
of neutrality. In order to truly understand social 
suffering in the occupied Palestinian territories 
(oPt), such suffering needs to be connected to the 
prevalence of human rights violations. This can 
be achieved by differentiating between a trauma 
framework and a human rights framework. The 
former aims at providing a vocabulary for human 
suffering while the latter can be regarded as a moral 
order meant to prevent suffering and restore social 
justice. An integrative model would allow for a 
perspective that focuses on the contextualization 
of traumatic events by including historical and 
sociopolitical dimensions and an intersectional 
approach to trauma.1 

This paper argues that the structures of op-
pression and racial discrimination that determine 
the life of Palestinians can best be understood 
when referring to the framework of settler colo-
nialism. Settler colonialism is organized around 
the acquisition of land, with the aim of eliminating 
and replacing the native population.2 Understand-
ing Israel as a settler-colonial project, first and 
foremost, calls into question its portrayal as a lib-
eral democracy.3 It contests the claim of Israel that 
it encountered “a land without people for a people 
without land” and challenges Israel’s assertion of 
(1) normality, as a normal democracy and Western 
society, and (2) exceptionalism, which allows Is-
rael to uphold a brutal system of occupation and 
to exempt itself from norms and obligations of 
human rights and international law.4 We contend 
that the Palestinian population is facing physical 
and symbolic elimination that requires a praxis 
of decolonization and liberation as an answer. The 
framework of settler-colonialism allows an align-
ment with other Indigenous and native struggles 
and, most importantly, dismantles Israel’s claim of 

exceptionalism by bringing it into comparison with 
other settler-colonial formations.5

In this paper, we begin by providing an 
overview of the right to health as expressed by the 
United Nations Special Rapporteur on the right to 
health and linking it to specific challenges in the 
oPt. Next, we assess the process of depoliticization 
of mental health in the oPt, with a particular fo-
cus on the role of international humanitarian aid. 
We then contest the topic of neutrality in mental 
health, pointing to the need to follow an approach 
of ethic “non-neutrality” by arguing that the focus 
on social and structural discrimination should 
be considered an ethical responsibility of health 
professionals trying to alleviate the suffering of 
their patients. Adopting a liberation psychology 
framework can strengthen this approach and help 
make sense of suffering and put it in relation to the 
conditions that create it. We conclude the paper by 
highlighting the need for mental health profession-
als to adopt a human rights perspective in order to 
raise awareness of social injustices that lead to the 
development of trauma. 

The right to health

The right of everyone to the enjoyment of the 
highest attainable standard of physical and mental 
health, inclusive of all persons with disabilities, as 
articulated by United Nations Special Rapporteur 
Dainius Pūras, has not only been an important step 
forward in making states aware of their responsi-
bilities to provide quality health care services but 
has also led to two United Nations resolutions 
pronouncing mental health as a human right. The 
right to health approach has been instrumental in 
highlighting the indivisibility and interconnect-
edness of all human rights. It engages critically 
with the dominance of the biomedical model in 
mental health care and the overemphasis on spe-
cialized health care that is prone to reinforcing 
power imbalances.6 Through the over-reliance on 
biomedical interventions aimed at the individual 
over community-based health initiatives, attention 
is shifted away from psychosocial and sociopolitical 
determinants of health and from structural causes 
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of poor mental health.7 A mental health approach 
that is not based on the fulfillment of all human 
rights, inclusive of the principles of empowerment 
and participation, and that does not frame mental 
health as a consideration of social justice is likely to 
reproduce inequalities and structural barriers.8 We 
will show in the course of this paper that Palestin-
ian colleagues have been advocating for a greater 
understanding and acknowledgment of the impact 
of social and political factors, such as structural 
oppression and systematic violence, on mental 
health in the oPt, the lack of which is undermining 
a rights-based approach to health. The protection 
of all forms of violence is expressed by the Special 
Rapporteur as a key element in the realization of 
the right to health:

Violence needs to be addressed in a comprehensive 
and proactive way, not only as a cause of serious 
violations of human rights, but also as a consequence 
of a lack of political will to effectively invest in 
human rights, including the right to health.9

The community-wide social suffering of Pales-
tinians related to the political violence of the 
occupation and the settler-colonial regime needs to 
be recognized as one of the most significant under-
lying reasons for mental ill-health in the oPt.10

The right to health in the oPt is further severe-
ly undermined due to restrictions on movements, 
particularly in the Gaza Strip, which affect not only 
the general population but also ambulance drivers 
and medical staff. Access to Jerusalem for medical 
reasons is dependent on permits, and even emer-
gency cases are frequently delayed at checkpoints. 
The de-development of health infrastructure on ac-
count of the Israeli-imposed blockade in the Gaza 
Strip has led to shortages of medicine, equipment, 
and medical supplies.11 

The right to health relates not only to those in 
need of services but also to health care workers.12 
There has been a worrying tendency to criminalize 
humanitarian aid and human rights work around 
the world, which has become observable in the oPt 
as well.13 During the Great March of Return, con-
sisting of large-scale demonstrations in the Gaza 
Strip in 2018, Israel specifically targeted health care 

workers, killing three medical workers and injur-
ing at least 115 paramedics and medical workers 
through live ammunition and tear gas inhalation.14 
The case of 21-year-old Palestinian medic Razan 
Al-Najjar, who was killed while wearing a white 
coat and attending to injured demonstrators, has 
received vast public attention and outcry.15 The 
recent labeling of seven Palestinian human rights 
and civil society organizations dedicated to de-
fending human rights, children’s rights, political 
prisoners’ rights, and gender justice as “terrorist 
organizations” has caused widespread concern.16 
These measures by Israel can be regarded as a tool 
of the oppressor to silence those seeking to hold it 
accountable for human rights violations and as a 
direct attack on the right to health through the tar-
geting of organizations that promote international 
humanitarian law and provide peaceful activities 
for civil society. 

While the right to health stipulates access to 
quality health care, attention needs to be put on 
what kind of health care is being propagated by 
international funding. We examine in this paper 
how organizations in the oPt are dependent on 
utilizing Western biomedical treatments in order 
to receive donor funding. The historical divide be-
tween mental and physical health and the resulting 
underfunding of mental health services—with a 
simultaneous focus primarily on segregated psychi-
atric institutions—is another barrier to qualitative 
health in the oPt, one that has only been exacerbat-
ed by the COVID-19 pandemic.17 

The Special Rapporteur has also addressed the 
issue of stigma and discrimination in relation to the 
right to health and has called for measures to ensure 
that professional health services do not perpetuate 
stigmatization.18 The prevalence of judgmental and 
biased attitudes of service providers in the oPt 
toward survivors of violence and people suffering 
from mental health disorders does not foster trust 
in the system. There is a tendency in society to 
regard people in need of more specialized mental 
health services as lazy or as lacking faith or will. 
Negative perceptions are heightened when it comes 
to survivors of gender-based violence. Communi-
ties often perceive women who seek out shelters or 
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outside help as scandalizing private family matters 
or breaking families apart. The situation is partic-
ularly harsh for women living in East Jerusalem 
who are governed by Israeli law. Involving Israeli 
authorities creates an extra barrier in seeking help 
and makes them more vulnerable to bias and nega-
tive perceptions from their community. 

The depoliticization of mental health in the 
occupied Palestinian territories

Until the 1980s, the international community did 
not particularly focus on the mental health of Pales-
tinians. In the context of the first Intifada, the first 
uprising against the Israeli occupation, and the as-
sociated reporting on Israel’s military violence, not 
only was the term “trauma” used more and more 
frequently, but it also became a cause of concern for 
the humanitarian community.19 This development 
coincided with a growing tendency to medicalize 
and pathologize human experiences, which was 
exemplified by the emergence of the post-traumatic 
stress disorder (PTSD).

Derek Summerfield (1999) emphasizes that 
PTSD can be regarded as the invention rather than 
the discovery of a psychiatric diagnosis.20 PTSD is a 
psychiatric disorder that occurs after experiencing 
or witnessing a traumatic event, such as a natural 
disaster, a terrorist act, war, or rape, as well as after 
being threatened with death, sexual violence, or 
serious injury.21 The diagnosis first became official 
in 1980, in the wake of the aftermath of the Viet-
nam War, when antiwar activists used it to demand 
specialized help for veterans. The PTSD diagnosis 
opened up a legitimate victim status for the vet-
erans in addition to a disability pension.22 Since 
then, the diagnosis has had a lasting influence on 
how experiences of violence are understood and 
communicated. It is therefore inevitable to see 
that the “discovery” of the diagnosis of PTSD has 
sociocultural roots.23 These roots lie in Western 
psychological models that claim that PTSD is a 
problem that can be quantified, measured, and 
treated by experts. Concepts such as PTSD and 
the resulting psychological and psychotherapeutic 

treatment methods reinforce the hegemony and le-
gitimacy of Western expertise in humanitarian aid: 

There is too often a one-way transfer, generally 
north-south, and the question is who has the power 
to define the problem and make these definitions 
stick? There has been little independent evaluation 
of the benefit of trauma programmes but their 
attractiveness for donors may be because they 
offer a fashionable, time limited and apparently 
politically neutral form of intervention that avoids 
the controversial questions wars throw up.24

Summerfield points out another issue associated 
with the PTSD diagnosis: the problem of decontex-
tualization. The uncritical adaptation of the concept 
and the language of trauma harbors the danger of 
depoliticizing and decontextualizing social injus-
tice and the political and sociopolitical conditions 
of trauma. By reducing trauma to an individual 
psychological suffering, the history of colonization 
and the still-existing hegemonic power imbalance 
are obscured.25 This is particularly worrying in the 
context of humanitarian aid, where the necessary 
reflection on power and ideology and related colo-
nialist tendencies is often lacking.26 

The clinical and medical trauma discourse is 
therefore viewed critically, especially against the 
background of the disregard toward the socio-
political context of traumatization.27 Palestinian 
colleagues have been very vocal about pointing 
out the problems of reinforcing the diagnosis of 
PTSD in the oPt, as is the strategy and custom by 
many international organizations. One problem 
is that PTSD is characterized by the fact that the 
traumatic event is in the past (“post”). This term is 
therefore hardly applicable in a situation of ongoing 
violations, as in the oPt.28 Second, the prevailing 
conflict and the associated systematic discrimina-
tion and human rights abuses is what should be 
pathologized, not people’s reaction to it. The un-
critical adoption of the trauma context moves the 
narrative away from the social and political context 
and underlying reasons for trauma and reduces it 
to individual psychological suffering, thus stigma-
tizing people.29 The sociocultural conditioning of 
pain and traumatization requires an approach that 
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is dedicated to the collective meaning of suffering 
and that strengthens the meaning of social cohesion 
and solidarity.30 Otherwise, social suffering will be 
mistakenly diagnosed as a clinical pathology. 

Consequently, an individualistic approach 
does not suffice when trauma is caused by colonial 
practices on the collective level.31 This became 
especially apparent during the second Intifada in 
2000, where, in contrast to the local civil society 
organizations during the first Intifada, national 
and international nongovernmental organizations 
(NGOs) failed to provide mental health services 
in direct relation to the military violence of the 
occupation: 

Constrained by the availability of funding and 
the political agenda of the funders, one can safely 
conclude that the work of these organizations is 
anything but praxis towards liberation and social 
justice for the communities they purport to serve.32 

It seems therefore necessary and urgent to look at 
the effects of political and systematic violence on 
Palestinian mental health in order to strengthen the 
resilience of communities, instead of individualiz-
ing their suffering. This can be achieved by moving 
away from a mental health framework that regards 
them as individual victims affected by political 
violence and toward a human rights framework 
that sees them as rights holders and survivors of 
a collective experience of violence within a social 
and political context.33 It is also necessary to em-
phasize contextual differences and culture-specific 
characteristics instead of pretending that reactions 
to trauma are universal.34

International aid especially has been complicit 
in undermining the resilience of communities by 
regarding them as “medicalised objects of suffer-
ing” rather than as active agents of resilience and 
resistance.35 Focusing solely on biomedical factors 
means that demands for justice and reparation 
are neglected or put in the background. These 
tendencies correlate with neoliberal policies and 
worldviews that put individual responsibility above 
social accountability. This approach fosters the be-
lief that a “successful life” is linked not to political 
situations or social conditions but rather to the 

individual’s ability or inability to shape his or her 
life.36 Focus is therefore shifted from those commit-
ting crimes (and who should be held accountable) 
to the individual who is suffering. Further, neolib-
eral policies regard health services as an economic 
commodity, thus moving health services from the 
responsibility of the state to the private sector.37 

In order to receive financing from interna-
tional NGOs, many local organizations adopt the 
trauma discourse and a biomedical approach in 
their programs. Cindy Sousa and David J. Mar-
shall analyze the phrasing that local Palestinian 
organizations use in their project proposals when 
applying for funding from international donors.38 
They conclude that the underlying source of men-
tal health-ill being—the Israeli occupation—is left 
vague or not mentioned at all. Instead, the potential 
violence of Palestinian youth or their “educational, 
social and behavioural problems” are identified as 
in need of intervention.39 Similarly, the proposed 
interventions do not focus on personal empower-
ment or political advocacy to change the system 
of political violence, instead individualizing and 
depoliticizing human rights violations. Many pro-
posals strategically adopt and reproduce a Western 
neoliberal framework of trauma in order to be eli-
gible for funding.40 These observations are in line 
with our own experiences working in local and 
international organizations in the oPt. On account 
of international funding, psychological aid pro-
grams are offered, but political fears and concerns 
lead to their political decontextualizing. As a result, 
the majority of programs take place in a political 
vacuum.41 International humanitarian organiza-
tions are not only dependent on Israel for issuing 
visas but also affected by delegitimization, as well 
as access and administrative restrictions.42 Instead 
of challenging the system of structural violence 
and oppression, many organizations are complicit 
in ignoring these factors. They are, however, also 
integral to the depoliticization of collective con-
cerns from the sociopolitical context through the 
process of “NGO-ization.” NGO-ization highlights 
the institutionalization, professionalization, depo-
liticization, and demobilization of movements for 
social change.43 Depoliticization processes have 



m. helbich and s. jabr / Settler colonialism, structural racism, and the Palestinian right 
to health, 305-318

310
D E C E M B E R  2 0 2 2    V O L U M E  2 4    N U M B E R  2   Health and Human Rights Journal

played a huge part in weakening efforts for social 
change in Palestine, not only in regard to mental 
health but also, for instance, in undermining na-
tional sovereignty and the women’s movement.44 
Ibrahim Makkawi presents an intriguing overview 
of the historical development of civil societies that 
were instrumental in sustaining the struggle for 
liberation and providing psychological support 
for victims of violence.45 After the Oslo agreement 
in 1993, Palestine was flooded by mostly West-
ern-funded NGOs, resulting in a disappearance 
of grassroots civil organizations. While these 
NGOs are still working with Palestinian commu-
nities, they apply individualistic, depoliticized, 
and decontextualized interventions of counseling 
and psychotherapy. In order to challenge these 
approaches of individualization, mental health pro-
fessionals have emphasized the collective exposure 
of Palestinians to the political violence of the set-
tler-colonial regime, such as shelling, tear gassings, 
and the destruction of homes, as well as seeing 
others being humiliated, injured, arrested, and 
killed. The focus on collective experiences stands in 
stark contrast to the tendency of the international 
community to focus on biomedical methods and 
individual pathologies.46 

Despite the fact that the majority of main-
stream humanitarian responses display neutrality 
regarding the political context in Palestine, research 
shows that responsibility and justice are at the heart 
of recovery.47 Palestinian resistance, however, is 
criminalized by conditions on aid that are put for-
ward by the European Union or the United States 
Agency for International Development through 
their “counter-terror measures,” which require 
civil society organizations to vet their beneficiaries, 
partners, and subcontractors to prove they are not 
cooperating with anyone designated as “terrorist.”48 
These measures need to be put into perspective in 
terms of the ongoing settler-colonial regime and its 
effort to control the Palestinian population. 

The role of mental health professionals 

Mental health counseling and psychotherapy are 
often perceived as power-free and neutral spaces. 

However, they have always been, and are still today, 
deeply political.49 The pretext to act neutrally and 
objectively can obfuscate dependence on power 
relations. Further, by taking a neutral role as a 
mental health professional and by remaining silent 
on issues of violence or human rights violations, a 
position can unconsciously be taken and signaled 
to the patient. If the goal of psychotherapy is the 
liberation from social constraints and the ability to 
live in freedom and security, it is necessary to move 
from a position of passive observation to a growing 
awareness of political factors that lead to human 
suffering:

Ignoring such factors [economics, class, violence, 
leadership, ethnicity, etc.] in therapy constitutes 
a form of malpractice. Ignoring them outside the 
clinic constitutes a very dangerous political position, 
one that cannot be reconciled with fundamental 
psychological ethical codes. While aspiring to 
change and well being, therapists cannot just stand 
aloof and passively (and most unwittingly) take 
part in the continuation of hardship and distress. 
Remaining silent, ignorant or passive would 
make us accomplices to the production of human 
suffering, and would constitute a betrayal of our 
basic values as therapists.50

We do not suggest that every psychotherapist or 
mental health professional should necessarily be-
come a political activist. A political stance can be 
taken precisely by practicing psychotherapy and by 
being aware of the various sociopolitical factors and 
the way they shape lives. However, if this perspec-
tive is lacking, there is a risk of neglecting or veiling 
politically relevant conditions and misinterpreting 
them as intrapsychic states of suffering.

Liberation psychology
When thinking about mental health practice in 
Palestine, it is relevant to put it into perspective 
with the liberation psychology approach devel-
oped by Ignacio Martón-Baró and with theories of 
decolonization by Frantz Fanon. Fanon is known 
for his involvement in struggles against racism, 
colonialism, and oppression and has contributed 
extensively to studies of the psychopathology of 
colonization. He has been instrumental in connect-
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ing psychological theory and praxis with political 
violence and forms of oppression in colonial sys-
tems. He stresses the belief that the psychological 
problems of individuals cannot be separated from 
their cultural, social, and historical background. 
By referring to a collective framework, Fanon 
directly objects to European narcissistic and indi-
vidualistic psychological thinking.51 He has further 
contributed to an understanding of the impacts of 
subjugation on the psychological mindset of the 
oppressed by drawing on the phenomenon of the 
internalization of inferiority, the “epidermalization 
of inferiority.”52 For Fanon, the solution to breaking 
the cycle of internalization is to be found in resis-
tance and in directing feelings outward, to those 
who oppress, instead of inward.53 

Martín-Baró, in following Paolo Friere’s 
thinking on “critical consciousness,” considers 
that liberation can be achieved through critical 
self-examination or “conscientization.” This pro-
cess requires understanding the “mechanisms of 
oppression and dehumanization” by focusing on 
the conditions that create trauma.54 The role of the 
psychologist would be “to examine these dehuman-
izing relations and to play a role in the collective 
political project of changing them.”55 

Although psychotherapy is traditionally 
considered a highly individualistic process, re-
cent publications have pointed to the inherent 
political dimension of psychoanalytic practice. 
The compelling publication Psychoanalysis under 
Occupation by Lara and Stephen Sheehi highlights 
how Palestinian clinicians regard the practice 
of psychotherapy as a form of resistance and a 
counter-measure to attempts to erase the national 
identity. The lived reality of settler-colonial prac-
tices and the violence of the occupation regime are 
being confronted as a means of conscientization.56 
Psychotherapy thus possesses the potential for so-
cial and political mobilization and for attending to 
those target groups that are especially marginalized 
and vulnerable due to the occupation practices. 
One of these groups are female ex-prisoners, whose 
standing in Palestinian society is complex and who, 
contrary to male ex-prisoners, are not glorified be-
cause of their involvement in the national struggle. 

One of the authors, in cooperation with the human 
rights organization Addameer, provides mental 
health services to a group of female ex-prisoners. 
Instead of pathologizing their involvement in the 
liberation struggle, we regard their wish for free-
dom and for national sovereignty as a liberation 
from an imposed state of helplessness. Providing 
services to ex-prisoners is particularly important 
because of their marginalization due to the afore-
mentioned constrictions imposed on aid in regard 
to terrorism. When Addameer was recently raided 
and forcibly closed by Israeli occupation forces as 
one of the seven human rights organizations that 
were labeled as terrorist organizations, the therapy 
sessions were held via Zoom in order to guarantee 
the continuation of the services.57 Our experience 
in Palestine has shown that offering mental health 
services requires us to learn from the experiences 
and adapt to the needs of each group, even in un-
precedented situations. 

Working on mental health in Palestine ob-
ligates practitioners to constantly confront the 
settler-colonial system of power and violence. 
Relying solely on diagnosis and individual therapy 
methods does not reflect the reality of working as 
a mental health provider. One of the authors has 
been involved in the case of Ahmad Manasra, a 
20-year-old Palestinian who has been detained in 
Israeli prisons since he was 14 years old, despite 
suffering from serious mental health conditions.58 
Being part of an international campaign, advocat-
ing for the rights of mental health patients, raising 
awareness, supporting the parents of Ahmad, and 
writing reports for Israeli courts are as much part 
of the work of a mental health practitioner in Pales-
tine as classical psychotherapeutic practice. These 
experiences of working under a settler-colonial 
regime stand in stark contrast to claims of ethical 
neutrality, as is discussed below.

Towards an ethic non-neutrality
The claim that the practice of psychotherapy is car-
ried out independently of the cultural and political 
context deprives mental health professionals of the 
ability to work in environments in which the po-
litical affects the personal and individual sphere.59 
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This is especially relevant in the oPt, where the oc-
cupation impacts every aspect of life. Here, we will 
explore in more depth why the claim of neutrality 
in the mental health sector is ethically problematic 
and why remaining “neutral” or “objective” is a 
luxury reserved for those who do not belong to the 
marginalized group. 

There appears to be a significant distortion in 
the field of mental health about what professional 
neutrality entails. Neutrality is defined as maintain-
ing “an observing stance, while avoiding siding with 
any of the forces involved in the patient’s conflict” 
or as refraining from “expressing judgments.”60 
Hollander highlights how psychoanalytical or-
ganizations did not speak out about gross human 
rights violations during the military dictatorship in 
Argentina, instead distancing themselves from the 
political and social context by claiming profession-
al neutrality or “abstinence.”61 Only a small number 
of psychoanalysts chose to practice psychotherapy 
by highlighting the dialectical relationship between 
the subjectivity of patients and their social reality. 
These mental health professionals believed that in 
order to be conscientious psychotherapists, they 
needed to take an oppositional position to the op-
pressor and inflictor of pain and violence:

Under such conditions, assuming a position of 
neutrality would contravene the possibility of 
securing the trust and alliance of one’s patients. 
These psychoanalysts thus embraced a therapeutic 
perspective they termed “ethic nonneutrality.” In 
the context of working with victims of state terror, 
there was no room to be a bystander, even within 
the psychoanalytic frame.62 

Disregarding the social and political sphere as an 
integral part of our own and our patients’ lives 
would block off discussion and reflection of intra-
psychic processes. Both individual intrapsychic 
suffering and sociopolitical processes need to be 
acknowledged. Treating trauma as a purely intra-
psychic process would deny the social dimension 
of suffering. However, if the focus is placed only on 
the political and collective aspects of trauma, the 
real individual wounds are neglected.63 This chal-

lenging dichotomy needs to be constantly reflected. 
Regarding neutrality as a therapeutic ideal 

discourages professional engagement with relevant 
political topics, moral concerns, and social chal-
lenges of our time. The strategy of depoliticization 
very easily becomes a cover-up for unequal power 
dynamics.64 For decades, political factors such as 
gender, ethnicity, class, religion, and politics have 
been regarded as irrelevant to psychotherapeutic 
practices. Since then, professionals have become 
aware of the fact that by not speaking up about 
social and structural injustices, they become com-
plicit in a system that oppresses others. Mental 
health professionals work with patients to ensure 
that they live physically and mentally protected, re-
flecting with them on how they can better care for 
themselves or others. Ignoring how political factors 
lead to human suffering would constitute a gross 
malpractice, which cannot be reconciled with our 
ethical codes as therapists.65 Taking a stand against 
structural injustice is the condition for empower-
ment and for alleviating suffering: by being aware 
of the causes of social suffering of our patients, 
we can help reduce self-blame, victimhood, and 
helplessness.

A call for professional solidarity and social 
justice

Mental health professionals, among other profes-
sionals in the social and health sector, play a unique 
role in advocating for professional solidarity and 
social justice in the face of human rights violations. 
Since social suffering tends to remain hidden and 
invisible, it is among the responsibilities of pro-
fessionals to fight against this social invisibility by 
becoming a spokesperson and by advocating for 
social policies.66 There is a political significance to 
social suffering: “Social suffering is hence part of 
a social critique that is also a social diagnosis and 
an attempt to find political solutions.”67 So far, as 
already outlined in this paper, mental health dis-
courses have concentrated to a much greater extent 
on the inner psychic conditions of suffering. Private 
suffering needs to be translated into public suffer-
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ing with the help of a mental health professional 
who denies neither the outside conditions nor the 
intrapsychic suffering.68 

To victims of human rights violations, apart 
from the treatment of their individual wounds, 
social justice is the most effective and reparative 
method of alleviating suffering. Otherwise, as Chris 
Beyrer rightly asks, if human rights violations re-
ceive impunity, what hope do survivors of injustice 
have?69 This question is particularly relevant in the 
oPt, where settler violence is part of the everyday 
life of Palestinians. Reports from national and in-
ternational organizations demonstrate that Israeli 
security forces not only allow settlers to use force 
against Palestinians and their property but also es-
cort them to or participate in the acts of violence.70 
The majority of perpetrators of violence are exempt 
from punishment and are not held accountable for 
the consequences of their actions: a study by the 
human rights organization Yesh Din revealed that 
between 2005 and 2019, 91% of investigations into 
settler violence were closed without charge.71 

The right to health cannot be exercised if oth-
er human rights are undermined, making it critical 
to ensure that the trauma debate is included within 
a wider human rights framework.72 Mental health 
professionals working with victims of human rights 
violations committed in Chile in the 1980s and 90s 
have spoken out about the inadequacy of the term 
“disorder.”73 They argue that by diagnosing victims 
as suffering from a disorder, acts of cruelty are 
justified. Individual and specialized care should 
by no means be denied to individuals. However, “it 
makes an enormous difference that we regard them 
less as individually disturbed and more as persons 
suffering the consequences of a disturbed society.”74 
When sociopolitical acts of injustice—for instance, 
torture—are not declared as such and are instead 
deemed individual experiences, we play into the 
hands of the victimizer and repeat their denial, 
thus victimizing the survivor all over again.75 

We believe that this commitment to social jus-
tice and solidarity is particularly called for in the 
oPt, where mental health professionals have long 
been advocating for a human rights discourse. This 
shift in perspective allows for a focus on the effects 

of colonial practices and systematic violence on the 
mental well-being of Palestinians and highlights 
the fact that these are the most relevant and pro-
found causes of community problems in the oPt. It 
is also a powerful tool for taking a stance against the 
so-called professional neutrality of mental health 
professionals by putting the sociocultural environ-
ment and conditions of oppression, discrimination, 
and injustice into focus and using this knowledge 
for health considerations of individuals and com-
munities.76 Yet we also agree that within the health 
sector “there is a visible decline in the willingness 
to take on these issues once considered acceptable 
or even crucial. One can only posit this is because 
they are now considered too controversial or even 
radical.”77 Supporting publications that ensure 
the health and human rights of all people is one 
measure suggested by Sofia Gruskin to counteract 
this tendency.78 This has direct bearings on the oPt, 
where we see a general shortage of Palestinian-gen-
erated research in comparison to other countries. 
Participating in conferences requires paying a reg-
istration fee, which puts a great financial burden on 
Palestinian health professionals, frequently consti-
tuting half a month’s salary. Even if conference fees 
are covered, travel restrictions pose another barrier 
in attending professional events in other countries. 
Likewise, many publications in scientific journals 
are contingent on submission fees.

New Israeli rules on entry to the West Bank, 
called “Procedure for Entry and Residence for For-
eigners in Judea and Samaria Area,” which came 
into effect on October 20, 2022, have stirred outrage 
among Palestinian legal experts and academics.79 
The set of rules regulates who is allowed to enter the 
West Bank, teach in Palestinian universities, or vis-
it universities as a foreign student; it also regulates 
what types of organizations are allowed to host 
volunteers. These rules are regarded as a new move 
to restrict academic and professional exchange and 
to further silence and isolate Palestinian scholars.80

It is also worth mentioning that criticism of 
Israel’s policies and the occupation is all too quickly 
labeled as “anti-Semitic,” particularly when adher-
ing to the definition of antisemitism adopted by the 
International Holocaust Remembrance Alliance 
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in 2016, which more often than not is used to stifle 
any criticism of Israel.81 It is a very powerful and 
effective strategy to silence people and keep them 
from making statements about Israel’s oppressive 
political system. Above all, it is an attempt to dele-
gitimize pro-Palestinian movements. This strategy 
has, unfortunately, also resulted in instilling fear 
among mental health professionals in terms of 
speaking out about Israel’s human rights violations, 
and frequently results in avoidance of these topics 
for fear of personal and professional backlash. All 
these obstacles have a significant impact on coun-
teracting mainstream ideas of mental health in the 
oPt and on allowing Palestinian professionals to 
make their voices heard. 

Conclusion

Solidarity starts by acknowledging human rights 
violations and by putting the blame on the victim-
izer, not the victims who react to these experiences. 
Who better than mental health professionals are 
able to understand how constant fear, pain, and 
terror influence individuals? As psychotherapists 
or mental health workers, we are confronted with 
the question of how we regard our ethical role and 
how we intend to act on it: 

Do we see ourselves as an active part of society, or 
do we consider the therapeutic space a “nonpart” 
of society? Work with trauma victims confronts 
us with questions of social involvement that are 
inescapable, even if we are not always aware of 
them.82 

However, trauma theory has reached an impasse 
worldwide: it has developed into a medical, symp-
tom-oriented approach that produces methods of 
therapy that stubbornly disregard sociopolitical 
discourses and that disguise social and political 
problems as pathological disorders.83 

In general, there is little effort to address the ef-
fects of trauma on an international policy level. Yet 
in order to respond to trauma in the oPt, a political 
solution is required not only to reduce physical and 
psychological threats but also to establish histori-
cal, political, and moral justice.84 Impunity can be 

understood not just as the absence of court sentenc-
es against human rights offenders but in a broader 
sociocultural sense as the societal negation of the 
suffering of victims.85 There is no doubt that legal, 
social, and moral justice have a reparative function, 
both for the individual and for society as a whole. 
Consequently, when solidarity and calls for justice 
are silenced by the powerful party, when Israel is 
not held accountable for its violation of internation-
al laws, and when victims of violations are framed 
as terrorists, the lack of international solidarity and 
efforts of redemption will affect the mental well-be-
ing of Palestinians.86 If the prevention of trauma 
is a serious aim of the international community, 
focus has to be put on the root causes of trauma 
and on demands of social justice. This would enable 
a paradigm shift from the question “What’s wrong 
with you?” to “What’s happened to you?”87 This ap-
proach would challenge the “absence of a collective 
moral outrage and a deafening silence on massive 
violations of health and human rights,” which has 
become observable in today’s world and poses one 
of the biggest challenges nowadays.88

A stronger understanding of the political and 
social implications of trauma and a more active role 
in relation to social injustices and human rights 
violations are essential against the background of 
the ethical standards of our profession. As mental 
health professionals, our commitment to advanc-
ing human rights can be shown by highlighting the 
pathogenic context in which trauma develops and 
by demanding social justice on a political level.
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