List of Harms: DRAFT DOCUMENT
Framing note: Many of the phenomena proposed and described below can be bidirectional, and mutually reinforcing and/or overlap. 
1. Historical Foundations of Harm
· Psychology's role in justifying racial hierarchy and white supremacy as "science" (e.g., intelligence testing, scientific racism)
· Psychiatry's role in pathologizing enslaved people who sought freedom (drapetomania) and Black people who reported discrimination (dysaesthesia aethiopica)
· The eugenics movement and its deep entanglement with psychology, social work, and public health - including forced sterilization programs targeting Indigenous, racialized, disabled, and poor people in Canada and the US
· Lobotomy, insulin coma therapy, and other "treatments" developed and applied disproportionately to marginalized populations
· The Indian hospital system in Canada as a site of medical experimentation and harm
· Residential schools - psychology and psychiatry provided the ideological and practical scaffolding for cultural destruction framed as treatment and civilization
· Pathologizing of homosexuality in the DSM until 1973; pathologizing of trans identities for decades beyond that
· Psychiatry as a tool of political repression (use of psychiatric diagnosis to silence dissidents and activists)
2. Research and Knowledge Production
· Research conducted on predominantly white samples. The U.S. population is roughly 54% non-Hispanic White (U.S. Census, 2024), yet this group disproportionately outnumbers their representation in research samples - 69–79% of samples in relationship science between 1996 and 2020 were White, Anglo, or Caucasian (Williamson et al., 2022)
· Research dominated by objectivity-driven methods premised on the elimination of bias - yet samples comprise people with infinitely unique experiences, making complete objectivity and control likely unobtainable
· The research methodology hierarchy ranks highly controlled, statistically heavy designs (e.g., meta-analyses of randomized controlled trials) at the top, and relational, subject-centered approaches (e.g., qualitative research) at the bottom (Blunt, 2022; Rubin & Bellamy, 2012) 
· The concept of "evidence-based practice" as a gatekeeping mechanism that delegitimizes community wisdom, lived experience, and non-Western healing paradigms
· The systematic exclusion of Indigenous, non-Western, and community-based knowledge systems from the evidence base
· Publication bias toward positive, pharmacologically-friendly findings or scale-able interventions
· Pharmaceutical industry influence on research design, publication, and guideline development
· DSM construction as a social and political process - who was in the room, whose distress was centered
· Ethnocultural differences in cognitions, characteristics, and behaviors were actively discredited within this framework
· Measurement and assessment standards were developed without diverse racial or ethnocultural understandings (Wiley, 2005), producing poor outcome validity
· Whose questions get funded; whose lives get studied
3. Diagnosis and Classification
· Lack of culturally sensitive assessment tools; continued use of inadequate tools with disclaimers that offer insufficient practical guidance
· Pathologizing of normal human responses to abnormal and oppressive conditions: 
· Schizophrenia significantly overdiagnosed in Black men; racialized patterns of diagnosis and forced hospitalization
· Addiction and alcoholism in Indigenous communities diagnosed without context - severing cause from consequence
· Eating disorders as culturally influenced by Western body norms
· Oppositional Defiant Disorder as the pathologizing of resistance, disproportionately applied to racialized children
· Borderline Personality Disorder and its gendered application - historically used to dismiss and delegitimize women's distress and experiences of trauma
· "Hysteria" and the long history of gendering psychological suffering
· Framing attention and activity styles incompatible with industrial schooling as neurological deficits
· The treatment of anxiety and depression as individual disorders rather than rational responses to structurally produced conditions - "It is no measure of health to be well adjusted to a profoundly sick society" (Krishnamurti)
4. Treatment and Intervention
· Intervention techniques designed to manage, calm, and suppress rather than transform
· The over-focus on the individual as the unit of treatment, obscuring family, community, and collective dimensions of suffering and healing
· Over-emphasis on early childhood and parental (especially maternal) origins of dysfunction - locating pathology in families rather than in historical trauma and systems of oppression
· Mother-blame embedded in attachment theory and its clinical applications; perpetuation of maternal responsibility outside sufficient acknowledgment of the conditions mothers parent within
· The systematic devaluing of Indigenous healing technologies - land, ceremony, community, spirituality, language, story - as legitimate therapeutic forces
· Devaluing of love, belonging, and collective care as clinical concepts
· Chemical restraint and the overmedication of racialized, elderly, and institutionalized populations
· Conversion therapy - the active use of clinical frameworks to harm LGBTQ+ people
· The child welfare system as an extension of colonial removal - the Sixties Scoop and its ongoing iterations; the overrepresentation of Indigenous and racialized children in care
· Mandatory reporting and its double-edged relationship with trust and surveillance, particularly in communities with historical reasons to fear state institutions
· Centering Western, biomedical frameworks of healing while treating community, spirituality, and relational practices as supplementary or unproven
5. Professional Structure and Gatekeeping
· Scope of practice restrictions that prevent allied health professionals from engaging meaningfully with emotional and relational dimensions of care 
· Certification processes that systematically advantage the privileged: cost, time, language, geography, cultural fit
· The concentration of supervisory and training authority in a small, often demographically homogeneous group - restricting creativity, diversity of approach, and cultural relevance
· Accreditation standards that embed Western, individualist, and biomedical assumptions as the unmarked default
· The demographics of the profession: who becomes a psychologist, psychiatrist, social worker - and whose worldviews shape what gets taught
· Practice guidelines influenced by economic interests, insurance structures, and research conducted on unrepresentative samples
· Supervision hierarchies that reproduce power imbalances and limit whose clinical knowledge is valued

