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A range of memory possibilities:

The challenge of the false memory debate for clinicians and researchers

Abstract
The aim of this article is tpresent a succinct review anca@ation of the main areas of
contention in the false memory debate and, ftbisibasis, to suggest ways in which the
best from both sides can balised. We examine the potentiaitfalls of therapy in terms
of the fallibility and suggestibility of autobiographical memory and therapists and
therapeutic techniques as theharects of false memories. Ween evaluate the case for
false memory formation examining if somesearchers hold misconceived views of
psychotherapy, if experimental studies lacklegcal validity, and tk effect of trauma
on memory. Finally, we explore how the potelnpitfalls of therapy can be avoided in
practice, reflecting on the usefulness oitiBh Psychological Society guidelines, how
clinicians can implement research findingsd how research on the false memory debate
can be improved. We conclude that the icayard is researcher-clinician collaboration

in the development of ecologibavalid research paradigms.



Loftus and Ketcham (1994) cite many cases of adults who have emerged from
psychotherapy with alleged recovered mee®of child sexual abuse (CSA). Loftus
(1993) and others (e.g., Lindsay & Re&#l94; Wakefield & Underwager, 1992) have
become increasingly concerned that manyllections of CSA after a period of amnesia
may be false memories, i.e., recalled episasleich did not transpire but in which the
individual strongy believes (Brandoet al, 1998). Furthermore, they argue that false
memories may be created iatrogefiicthrough techniques employed during
psychotherapy. This has led to concern thatréputation of the #rapy professions is
under threat due to the adverse publicity agdllelaims against therapists (Farrants,
1998).

The question as to whether or not false memories can be created has become the
subject of an often emotiventrenched, and polarised debate between clinical and
research psychologists. Counsgland therapists tend toeds the impact of emotion on
memory and advocate the view that traumatmories can be repressed or dissociated
from consciousness and recovered at a later (@ourtois 1999; van der Kolk & Fisler,
1995). Pivotal to the argumeoit researchers such as Laftand Ketcham (1994), is the
fallibility and suggestibility of memory for psonal events. They question the concept of
repression inherent in many psychotheraipeand counselling appaches, highlighting
the lack of experimental evidence for thedhy and, by implication, challenge the view
that forgotten memories @SA can be recovered.

In this article we present a succinct ewiand evaluation of the main areas of
contention in the false memory debate. &amine the potential pitfalls of therapy,

evaluate the case for false memory formatéord reflect on how the potential pitfalls of



therapy can be avoided in prget Finally, we suggest ways which the best from both
sides of the debate can be utilised arguirg tine time is ripe for researcher-clinician
collaboration in the development of émgically valid research paradigms.
Potential pitfalls of therapy

A view held widely within psychotherapyd counselling is thadulthood distress can
have its genesis in painful childhood experiences, such as CSA, and that successful adult
functioning can be dependent on the vilogkthrough of this trauma (Herman &
Schatzow, 1987). Proposed sequelae incladeself-esteem, anxiety, depression
(Browne & Finkelhor, 1986; Terd,991), inability to form wstful relationships, self-
critical, self-destructive chacteristics (Cole & Putnam, 1992ating disorders (Pope &
Hudson, 1992), phobias, nightmares, fear oftddk, and sexual dysfunction (Bradshaw,
1992). However, although there is some suppgrevidence, it is still not clear if CSA
does have identifiable sequalae for adult victims which the skilled therapist can identify.

The idea of CSA as a potent anteceadémtdult psychological dysfunction is not
new. Freud (1896) was one of the first tiempathological consequences from unwanted
and inappropriate sexual contact in childhood and he believed that painful memories of
CSA could be repressed into the unconscangrecovered later therapy (Fancher,
1996). The seduction theory, as it came t&i@wvn, was, however, later retracted by
Freud who rejected the presumed scAlESA amongst the Viennese middle-class
(Leahey, 1997). The ideas Freud raised remamroversial, particuldy the existence of
defence mechanisms to account for discatus memory. Howeverecent researchers

have offered an account of phenomena aasettiwith defence mechanisms such as



repression and dissociatianthin contemporary cognitive science (e.g., Brewin &
Andrews, 1998).

Although Freud had no evidence for the base rates of CSA, recent surveys have
identified the problem as suhbstial with adult survivors o€SA in the USA estimated at
20% of the female and 5-10% of the mpdgulation (Finkelhor & Dzuiba-Leatherman,
1994). This has raised concern that formeA@Sa problem for many people, especially
for those entering psychotherapy, and egbdrthe profile of the phenomenon. Indeed,
reluctance to discuss the subject has begduncerd due to widespread media exposure; a
move that has been applauded by the women's movement and child advocacy groups.
However, controversy remains over the raligbof recovered mmories of previous
CSA. Psychotherapy often involvexploration of the clientgsast in order to create a
fresh perspective on their experiences (Bré&vpedder, 1991). Disturbingly, it has been
proposed that this process can lead a cliebeteve he or she was the survivor of CSA
through the creation of false memories.

How fallible and suggestible is autobiographical memory?

At odds with the popular metaphor of memasya video recorder, the majority of
research suggests autobiographical mentbat,is, gathered occurrences from an
individual's personal history (Cohen, 1996)highly fallible and suggestible (Lindsay &
Read, 1994) and prone to hindsight biasrn{@ay, 1990). It seems we constantly weave
our new perspectives into the past, enrictang reinterpreting our experience in order to
develop an integrated personal narrative. Foretdal to the false memory thesis is that
persons engaging in therapy are particulprgdisposed to memory reconstruction and,

in order “(t)o render meaningful their amic psychological distress, some people may



come to believe that their problems arise fr@pressed memories of child sexual abuse”
(McNally et al, 2001, p. 151).

Ethical experimental evidence has beenght to test if memory can become
distorted through suggestion.fexample, Loftus and Coan (reported in Loftus, 1993;
Loftus & Ketcham, 1994) demonstrated hovalse story from a significant other (e.g.,
brother or aunt) altered the réaaf past events for five pacipants aged from eight to 42
years. The significant other told the participtat they had become lost as a child in a
shopping centre. Participants accepted theg stepart of theipersonal history and
produced embellished memories of being stanéthe people they saw, and noises they
heard. The mother of one of the prelimyaarticipants, a foteen year old boy, was
able to confirm that a similar event had aotually occurred in his earlier childhood.
Hence, there is evidence that a mildly upsgtevent can be suggedtto and accepted as
authentic personal history by at least some people. The use of a significant other to
describe the planted event may have influergaticipants to believe that their memory
was real because the story came from abédi source and it has been argued that a
therapist would not have the same img&stzdeck, 1994). However, clients can feel
their therapist to be of extreme importame¢hem (Arthern & Mdill, 2002) and it is
conceivable that their influence may impte suggestibility of leents in their care.

A notorious case of falsnfession is used by proponents of false memory as
evidence that suggestion can be partidylaotent for a vulnerable and confused
individual. Ofshe and Watte(4994) describe the caseRéul Ingram who initially
denied the charge of CSA instigatedHhiyy daughters. However, during questioning,

which involved guided imagery, Ingram begarttmfess to more and more bizarre forms



of CSA including satanic ritual abuse. Bleen confessed to a fabricated allegation
planted to test the validity of his confessipimsleed embellishing the story. The extent to
which a police interrogation throws light on the process of therapy is questionable.
However, although it seems unlikely that a treprofessional would knowingly assist in
creating false memories, an exploratorgrtipeutic approach and certain therapy
technigues may be unintentional antecedents.

Are therapists and therapeutic tehues architects of false memories?

Shobe and Schooler (2001) present sevenstadees for which there is evidence of non-
deliberate memory fabrication, within thentext of psychotherapéc treatment, of
having been the victim of sexual abuse. Theeria used for establishing a reasonable
claim for fabrication were; claims of satamitual abuse (for which the FBI has found no
substantiating evidence), menewiof events before theeagf three (which people are
typically unable to remember), and lackpdiysical or medical evidence where this
would have been expected. Analysis of theases led Shobe and Schooler to conclude
that several mechanisms may be implicatedeveloping fabricated memories of sexual
abuse within therapy. Thesecinde suggestion from the therstpwho is respected as a
figure of authority, often to provide a rationdée a diagnosis of geonality disorder, use
of memory recovery techniques suahhypnosis, guided imagery, and dream
interpretation, reinterpretation of past etgwhich had not formerly been considered
abusive, and information supplied in books and by the media.

Similarly, Loftus and Ketcham (1994) argtiiat, after repeated suggestion from
the therapist, fragmentary, initially disialed ‘memories’ could eventually become

more detailed and convincing tioe client. Thus, how therapssassess clients in the early



stages of treatment may be crucial to threation the therapy takes. The therapist has a
range of information on which to make decisiab®ut their client in order to assist them
in meaningful change. For example, a treatment plan may be development through the
clarification of the client'resenting problems and thereyntge extended exploration of
the client’s history (Cole & Putnart992). However, there has been ample
demonstration of a decision-makingbiwithin psychotherapy (Pfeiffet al, 2000).
(a) lllusory correlatiorand confirmatory bias
Chapman and Chapman (1967) demonstrated#ieving a relationship exists between
two variables increases theopability of identifying coroborating examples. A sample
of students and clinicians weasked to link personality traits to performances on the
‘draw a person test’ (a projeat personality test of liited validity open to ambiguous
interpretation). It was found &l if participants expectealrelationship it was, in the
main, perceived whether or not there wagporting evidence. For example, clinicians
who believed the trait of susjen could be detected fromehwvay the figure’'s eyes were
drawn saw a relationship even aftesatinfirming evidence (Myers, 1999). This
phenomenon has ramifications for therapgit® believe that previous CSA can be
identified by a checklist afymptoms. Checklists are didvimgly broad in the symptoms
attributed to previous CSA (Bradshal®92) making the possibility of an illusory
correlation between a given symptom and a suspicion of CSA a reasonable concern.
Closely related to the phenomenorillisory correlation is the problem of
confirmatory bias. For example, Snyder diitbmsen (1988) demonstrated that therapists
could trigger extroverted baviour in their clients ttough asking questions that

facilitated clients to reflect on their extrovegualities and, furthermer that this shaped



the emphasis and direction of therapy. ®igly suggests that therapists may overlook
evidence disconfirming their working assurops while, through suggestion and demand
characteristics (cues from therapist on whaxpected), clients may start to supply
information congruent with the clinicianteeory. Indeed, confirmatory exploration
methods have been found to be more eviltartherapists who aged with a hypothesis
diagnosis (Strohmaesat al.,1990). Moreover, it has been shown that clinicians generally
overestimate their own powens intuition (Maddux, 1993) and that some will suggest to
a client they were abused even if thedadas been strongly rejected by the client
(Fredrickson, 1992).

Some therapeutic techniques used to explioe client’s past are also implicated
by false memory proponents as having thiepial to distort memory. Loftus and
Ketcham (1994) describe many case studiesre women had no recollection prior to
therapy of CSA and had to do considerablerimory work’ to retrieve events allegedly
from the past. Memory work as described by Ceci and Loftus (1994) includes the
techniques of hypnosis and guided imagery.

(b) Hypnosis

Hypnosis is sometimes advocated by cliniciagsn appropriate aid to increase the
amount of information a client can rec@llourtois, 1991; Spiegel, 1989). However, in
many cases, the original aetiology of a memnoduced in hypnosis cannot be identified
and it is of concern that inaccurate merasninay be produced (Lindsay & Read, 1994).
For example, Whitehous al. (1991) found that participésiwho attempted to recall
memories in both the hypnotic and waking statege later unable to differentiate if the

memories were real or hypnosis-induceda review of theiterature, McConkey and
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Sheehan (1995) state that hypsas unreliable in revéiag past memories due the
suggestibility of the techniquend lowering of memory amitoring criteria (what is
accepted as a plausible memory) and thatittmeinant role taken by the therapist in
hypnosis may also increase the gbsity of influencing a vulerable client to the extent
that demand characteristics affect the eahof the information gathered. Moreover,
while hypnotic recall can increaige confidence with which meories are held, this is
not an indicator of their authenticity atite amount of detail and emotional strength
associated with a memory does notrelate with its accuracy.

(c) Guided imagery

Guided imagery is used by some therapistiselp their clients process difficult
memories. It is also used as an aid mékploration of emotional themes and in the
elaboration of thoughts and fews (Gold, 1990). The clientisnagination is facilitated
by the therapist and involves the mentaldurction of realistic or metaphoric events
(Arbuthnottet al,, 2001). It has been sugged that guided imagecould result in the
creation of false memories through the potdrdistortion of historical memory for
clients with vague recollections (Goff & Bdiger, 1998). This was demonstrated in the
Ingram case of false confessions describarlier (Ofshe & Watters, 1994). Indeed,
recent research has shown how guidanaautih a short imagination exercise can
influence the perceived authenticity of ewent (Manning, 2000). Participants (n=276)
were questioned about life events in childhbetbre and after an imagination exercise
which focused on certain key incidents, ebgeaking a window obpeing pulled out of
water by a lifeguard. When questioned two weeaker this exercis¢he confidence with

which the imagined incidents were accejpds autobiographically authentic was
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significantly greater thn for control, non-imaginedérdents. The concern of false
memory proponents is that repetition ofdpd imagery scenarios for suspected CSA
could lead to the acceptance of these events as facts (Loftus, 2001). However, this must
be balanced against the finditigat event implausibility rea protective effect against
the acceptance of plagtenemories as real (Pezdek, Finger & Hodge, 1997).

Evaluation of the case for false memory formation
The experimental and anecdotal evidepiasented above proposes mechanisms by
which false memories of former CSA couldd implanted inadvezhtly by therapists.
Nevertheless, they do not provide concrete@we that therapy is implicated directly in
the creation of false memories as some researchers may hold a misconceived view of
psychotherapy, their studies may lack egadal validity, and they may discount the
effect of trauma on memory.

Do researchers have a miscened view of psychotherapy?

It could be argued that some researsheve a narrow and misconceived view of
psychotherapy as the making of analogiggvben much experimental work and the
processes of therapy can impihat clients are the passive recipients of their therapist’s
manipulations. In contrast, to date, thestrguccessful model of client-therapist
interaction is based on alhice theory, developed within psychoanalytic literature
(Bordin, 1979) but applicable to many commforms of therapy, in which mutuality
between both parties in terms of goals, taaks, bonds is considered paramount (Bergin
& Garfield, 1994). Researchers may also asstimaepsychotherapy usually consists of
lengthy psychoanalysis involving repeatedjgestion (e.g., Loftus & Ketcham, 1994).

However, in accordance with cost-efigeness and accountability, public sector
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psychotherapy is, on the whole, brief and can istmsf as little asix to eight sessions
with no more than 26 sessions on aver@€poss & Shiang, 1994). Moreover, most
therapists describe themselves as eclectcchence utilising range of different
approaches (Lazarus & Fay, 1990). Anotleatdire of contemporary psychotherapy is
that it is often problem-focused with currentrggtoms of distress the target of treatment
rather than traumatic memoriegthselves (Berliner & Briere, 1999).

On the other hand, in a surveyRritish and American doctoral-level
psychotherapists and counsellors (Palal, 1995), 25% of participants considered
recovering memories of CSA to be an impottpart of therapy and 71% reported they
had used memory recovery techniques wiheyy had suspected CSA. However, 90%
thought clients could believe falsely that thed been sexually abused as a child, which
could indicate appropriate caution. Evenawide range of symptoms were believed
indicative of previous CSA, especialigxual dysfunction, relationship problems, low
self-esteem, and depression. Most of trEsecommon complainesnd many argue that
no well-defined post-CSA syndrome has yet been demonstrated (Beitehalgi992).
Hence, with our knowledge of the dangerdllagory correlation, confirmatory bias, and
certain memory recovery techniques, thiésgings could suppothe position that the
creation of false memories inditapy is potentially widespread.

Do experimental studidack ecological validity?

Obviously, conducting a study atteting deliberately to plarat false memory of former
CSA is beyond ethical boundaries. However, experimental studies of false memory can

still be criticised for their lack of etmgical validity in failing to operationalise



13

adequately the clinical condepf repression, particularly in terms of the type of event
examined.

The concept of repression is a highbntroversial area. Many false memory
proponents view the idea that memories carepeessed with a great deal of scepticism.
Indeed, Loftus and Ketcham (1994) equate balieepressed memories to a belief in
God, in the sense that they argue both requireetaphysical leap of faith. They argue
Freud intended repression to be used astapher to describe the darkest corners of the
human mind and that there is scant evidencéhi literal interpretation that memories
can be hidden from oneself. In fact, ineattensive review of the literature, Holmes
(1995) concluded that after §@ars of research he codidd “no controlled laboratory
evidence supporting the contey repression” (p.96).

The psychotherapy domain is brimming with examples that would correspond to
descriptions of repression (e.g., Erdelyi &I@merg, 1979) but clinical reports are rarely
awarded a status above that of the anecddtakever, can experimental investigations
provide evidence that clinical examplesepression are not authentic? Experimental
studies require operationalisation of theomgtthllows the manipulation and control of
variables and statistical analysis of H&swBut such procedures and ‘quantitative
fetishism’ (Segal, 2001) can reduce complex,icéihconcepts to maninglessness due to
the destruction of ecological validity (Diaw Schwartz, 1987). For example, it is
unlikely that experiments exploring differial recall of pleasant and unpleasant
experiences (e.g., Holmes, 1970) or of ctatgl and uncompleted tasks (e.g., Tudor &

Holmes, 1973) operationalise repression in a teaywould satisfy trauma researchers.
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Moreover, generalising from small, non-clinisamples to a sub-set of therapy clients
would seem perilous.

Pezdeclet al. (1997) conducted an experimenttady the false memory creation
of an, arguably, ecologically valid eventkkiLoftus (1993), these researchers studied
the formation of a false memory of beingtiin a shopping mall as a child but developed
the paradigm by comparing this to the formataf a false memory of having had a rectal
enema. For the majority of participants, itsfaund to be relatively difficult to create a
memory of this latter event. It is possible thadtory of having been lost is relatively easy
to incorporate into a personal narrative@use shopping malls are familiar places and
being lost in one may seem plausible as many people will have witnessed, or heard
accounts of, such events (Farrants, 199&8)p&ments of recoverademories argue that,
as with the story of the rectal enema #xperience of CSA would not be part of a
person’s script unless it had occurred Hretefore not easilynduced by a therapist
(Pezdeck, 1994). However, the issue of CSdissussed widely in the media and in
popular books (Farrants, 1998) and this may enable adults to incerpocat events into
their personal narrative.

An alternative way of investigating tleistence of repression is to examine
patterns in clinical data to determine if thang consistent with thideory of repression.

Studies put forward as putative evidence of repression of CSA include Herman
and Schatzow’s (1987) investigationg# women in an incest survivors group.
Participants were divided into three categaresevere amnesia (no memory of CSA prior
to therapy), partial amnesia (additionalmm@ies of CSA emerging during therapy), and

no amnesia (memory of CSA always preseitih no additional memories emerging in
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therapy). Consistent with repression thear correlation waotind between the ‘severe
amnesia’ group and earlier and more brtytpés of abuse. However, Pope and Hudson
(1995) point to the lack aforroboration obtained for CSA claims for over half of the
participants. In addition, thmean age of the alleged abuse in this study was 4.9 years,
indicating that a great propasti of the women remembered abuse from a developmental
period known for its infantile amnesia. Infd@tamnesia is common before the age of

two and most people can recall only fragmentagmories before the age of five or six
(Howe & Courage, 1993).

A project designed to obviate these pewh$ was a prospective longitudinal study
by Williams (1994). Female participants (n=)2&re reported survivors of CSA in the
1970's but, when interviewed 17 years later, over one third (3&/fjpotiremember the
abuse and it was more likely to be forgotibthe perpetrator was a family member. A
criticism of this study is the possibility thahat was described aspression was, rather,
a reluctance to discuss intimate matters (Lodtusl, 1994). However, the women who
discussed abortions, rape, gndstitution were no more likely to recall the previous
incident of CSA than were women who did d@close intimate detail. Even so, Pope
and Hudson’s (1995) review considers Williarstidy to fall short oflemonstrating that
non-reporters exhibited amnesia for the mdpisode of abusersie no clarification
interviews were performed.

Experimental studies are not intendedlaBnitive proofthat memories of
previous CSA recovered through therapy hia@en created iatrogenically. Rather, they
are evidence that autobiographical memory is fallible and that it is possible to create a

false memory of childhood events. These findingust be of interest to therapists who
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are working with vulnerable pple engaged in the exploration of their past. There may
be no definitive evidence thtterapists and their techniquaistort directly the memory

of their clients. Nonetheless, the creatidra false memory through these means remains
a potential threat. Althoughdaived, studies such as thasported above provide some
support for the idea that some traumatiemoges may become inaccessible, although
the mechanism by which this transpires hasbeain demonstrated. The most recent work
on CSA and recovered memory link it to ptsaumatic stress disorder (PTSD) and
postulate the systems responsible.

Is traumatic memory different?

Recovered memory exponents argue thaefenemory researchers have a limited
understanding of human traumatisation anéfitscts and it has been postulated widely
that emotion can play a pivotal role in ttpeality and detail of memories. The Brown and
Kulik (1982) flashbulb memory hypothesis is@my many that argue for a special neural
mechanism enabling incredible detail torbmembered. Flashbulb memories are said to
be formed in people who witness a highly treatic emotional and consequential event. It
is hypothesised that the ideint and circumstances saunding it, such as how one
learned of the event, are remembered indvdetail as an adaptive response to protect
against further danger. Evidence from cognitiegiroscience suggests that the effect of
stress hormones on the amygdala and relatedtstes in the limbic system at encoding
could be responsible for the persigte of traumatic memories (LeDoux, 1996).
However, the flashbulb memory hypothesis baen criticised by Neisser (1982) who

argues that the ability to remember detaéndianced as a funati of an individual’s
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retelling of the story and has shown thalbsequent planted false information can be
incorporated into an individual’s natige and perception of an incident.

Many who experience trauma are fully awaf their ordeal and suffer intrusive
flashbacks. However, an alternative, bssldocumented reaction may be a pattern of
amnesia and dissociation of the traumatierg\(Courtois, 1999). Ese two reactions are
captured in the arousal and numbing phasse@ated with PTSD described by van der
Kolk and Fisler (1995). Arous#ypically involves distressgrecollections, images, and
flashbacks resulting in intense psychologutiatress. The numbing phase, in contrast,
manifests in a desire to avoid reminders eftauma and failure to recall certain facets
of the trauma resulting ingeneral detachment from the events. Full or partial amnesia
has been demonstrated in survivorsagfe (Arrigo & Pezdek, 1997), war (Sargant,
1967), and concentration camps (Yehetlal, 1997) and it is hypothesised that the
overwhelming nature of the trauma mayilitate a dissociative response. The American
Psychological Association (APA: 1996) states that the probability of developing PTSD
multiplies as the extent of, and physical closeness to, the stressor increases. This would
suggest that repeated CSA from a cladative could increase the likelihood of
development of PTSD and its relatedeets on memory (Courtois, 1999). Moreover,
cognitive neuroscience confirms that neuoalmators released during stress can have an
enhancing or abating role on memory for events (Brerinak, 1996). Lindsay and
Read (2001) suggest that “different mechangisnay be involved in different kinds or
senses of forgetting” (p.75) and it may bedé that account for thparadoxical effect of
forgetting repeated abuse when tramhiil cognitive models would predict the

development of strong and readily accessible script memories.
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We do not know the extent of the problefrpotential false memory formation in
therapy. However, although tlagrists may be aware of tpetential pitfalls in the
therapeutic exchange, a careful approackésmmended to circumvent the threat of
false memory creation. Additionally, from thesearch cited, it seems that there is some
evidence for the forgetting of traumatic m&éefrom the past and, summarising their
findings in relation to authenticated retrieved memories of abuse, Shobe and Schooler
(2001) suggest that some the following meddras may be at work; stress, dissociation,
lack of schema, changes in context, amdaled forgetting. A tentative acceptance that
trauma does affect memory in ways that might resemble a repression mechanism poses a
difficult problem for the clinician. At this time there is no reliable means of
distinguishing false from real memorieshaligh Davies (2001) cowlers that a hybrid
pulling on the best of CriteiBased Content Analysis é8kin & Esplin, 1992) and the
Judgements of Memory Characteristicse@ionnaire (Sporef,996) may provide the
basis for making such distinctions. Howeussth systems were developed to identify
deliberate deception, and false memories, by definition, are believed to be true by the
person holding them. Consequently, theragistge the unenviable task of remaining
open to the possibility of recovered mery, while simultaneously avoiding false
memory formation, with little means dffferentiating between the two.

Avoidance of the potential pifis of therapy in practice
Volatile material can rock the foundationatlient's world and necessitates a unique
responsibility for the therapist. As Berlin@nd Briere (1999) state; “Ultimately the
clinician is faced with a témically challenging task: tfacilitate the processing of

traumatic memory while not significantly disting or biasing it irthe process” (p.14).
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Furthermore, issues surrounding CSA cannatHzen from the political arena. CSA is a
highly emotive and controversial topic and its wider implications for society and for
family structure must be considerecd@Rsurvivors of CSA may not be believed,
perpetrators may hide behind the false mgnaebate, and some clients may believe
falsely that they were abused as children. brtslhere is a lot to lose, and professionals
need to maintain the trust of the general pulbiorder to avoid thpotential pitfalls of
therapy in practice organisations such @&BRS have produced guithes in relation to

the false memory debate. However, there may also be more room for evidence-based
practice and for practice-based evidence.

How helpful are the British §shological Society guidelines?

BPS guidelines (1995) stress the need foraghists to tolerata certain amount of
ambiguity during the therapeutic process @se the APA working party report; Alpert
et al.,1998). The guidelines suggest that #pests should be aware of a range of
possibilities; memories may be accurate, metdapalty true, or false. This contrasts to
the previous standpoint that clinicians shouldogrthe side of belief so as not to damage
the therapeutic relationship §Benfeld, 1979). BPS guidelings further and suggest that
it may be necessary for therapists to benadpethe emergence of memories of trauma
which were not immediately available to ttlent's consciousness. This appears an
acceptance of the differentidfects of trauma on memorynd implies the possibility of
a mechanism that can deny access to awareness.

Nevertheless, equilibrium is maintainedhe BPS guidelines and therapists are
encouraged to be aware of the dangésuggestion and diagnoses gained from

symptoms alone. This warning suggest thatapists should be awaof processes that
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could lead to the formation of false memainyd reflects the view that specific memory
technigues are not obligatory in the recovefryrauma-based memories (Briere, 1996).
Another important caveat is that therapests made aware of the need to inform the
client that what they recover may not biewe picture of the = (Berliner & Briere,
1999). Moreover, the draft extension to the glires (BPS, 1999) states that they both
have to accept that the lagtal truth may never be knawand counsels psychologists to
avoid being drawn into a search for meias of abuse. This seems to be an
acknowledgement of the lack of definitive research support for either side of the false
memory debate. The APA working party (Alpettal, 1998) agrees and highlights the
lack of knowledge about the processes that feadtcurate or inaccate recollections of
childhood abuse.

Although balanced betweeretiwo poles, guidelines anetoriously difficult to
implement and are open to interpretation. Th&gy have implicationor a therapist if
legal proceedings were instigated. Indeedftdjuidelines from the BPS (1999) advising
therapists to be aware of the likely impattvork on the client’s family and on wider
social networks is extremelmbiguous. Hence, the therapist may be involved in an
ethical dilemma, possibly unearthing informattbat could devastatares, without clear
guidance on how to manage it.

How can clinicians implement research findings?

It is clear that illusory amelation and confirmation biasbave the potential to affect
assessment and decision making. To obviateffieets, practitioners must question their
own beliefs throughout their developmentaadinician (Popel996). The scientist-

practitioner model (SPM) of clical psychology training (Barlowt al.,1984) may help
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avoid the pitfalls of cognitive heuristics by promoting an openness to disconfirmatory
information through multiple hypothesis tegst. The SPM may seem inaccessible to
clinicians who view the approach as depegising the therapeutic process. However,
although the SPM has been linked to positivithe growing acceptance of discovery-
oriented qualitative research has widettezlappeal of the SPM and allowed the
adoption of a reflective scientific ppach to filter through to the other
psychotherapeutic professions suclt@snselling (Corrie & Callanan, 2001).

From the evidence explored with red&o hypnosis as an aid to memory
recovery, a prudent approach would sesemsible. Indeed, the APA working party on
investigation of memories @hildhood abuse endorses a cawsi approach to the use of
hypnosis as a memory recovery techniquetduge serious risk of creating pseudo-
memories (Alperet al.,1998; Lindsay & Read, 1994). Guidelines from the BPS (1995)
agree and caution againsethse of hypnosis as the caoi@ince with which memories
recovered in this way are held does not correlate with their reliability.

It seems clear that therapists must ribeerisks of memordistortion, but there
are safeguards that could enable the contirma@itious use of guided imagery in therapy.
Arbuthnottet al (2001) recommend the use of ndtarical imagery to avoid client
confusion with real people and suggest thatapists should taksare to distinguish
between the terms ‘image’ and ‘memory’ whdiscussing the content of guided imagery
in order to help clients distinguish betweble two. However, it is also argued that the
technique be used only as an adjunditteer therapeutic teaigues and, if CSA is
suspected, “it seems prudent to avoichgsiuided imagery as a memory-retrieval

technique” (Arbuthnotét al, 2001, p.130).
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Exploring the kind of individual differeces involved in suggestibility, Hyman
and Billings (1998) found that the tendencyéport false memories for childhood events
was correlated positively with scores or tireative imagination scale (CIS: Wilson &
Barber, 1978) and the dissative experiences scale (DEZernstein & Putnam, 1986).
These findings suggest it may be pertinerdgsess clients on the CIS or DES in order to
have a baseline on which to judge a cliestigability for seemingly high-risk memory
recovery techniques.

How can research on the false memory debate be improved?

The APA working party argues that “(w)e dast becoming a collection of psychologies,
each uninformed by the data and eprsitogies of the others” (Alpeet al.,, 1998,

p.939). Clinical case studies are accused of producing biased findings that are not
generalisable while experimental paradigms are accused of over-simplifying clinical
concepts and of producing findings of limited legacal validity. It islikely that the way
forward in understanding will come from allaborative approach between experimental
psychologists and trauma-oriented practitiorai®ving rigorous yet relevant projects to
be developed (Bekerian & Goodrich, 1999).

Indeed, the common ground may beselr than was once thought. Perhaps
surprisingly, there are similarities between Freud’s conceptualisation of unconscious
memory processes and contemporary moolietsemory. Power and Brewin (1991)
argue that Freud’s associaimodel of autobiographicalemory, where a ‘pathogenic
nucleus’ is formed from trauma experiea@d memory assodans and connections
between nuclei developedr@ier & Freud 1895/1974), is similar to present-day

cognitive connectionist models. This is esp#y true of Rummelhart and McClelland’s
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(1986) model which describes elementary nanesected together form associations
within a wider distribution (Eysenck &éane, 1995). Hence, there is a possible
foundation for an appreciation of diffetebut not opposing, approaches to the
unconscious and memory.

Recently there have been moves towanitaboration with both researchers and
clinicians willing to look athe positives from each othesale (Berliner, 1997; Lindsay
& Briere, 1997). Clearly the aims for suclsearch enterprises should be to reduce the
incidence of iatrogenesis whilst still suppogitrauma survivors. Lindsay and Briere
(1997) suggest that further researchdsded to determine which psychotherapeutic
approaches pose the least risk of suggestibrare the most helpful for survivors of
CSA. This is an area ripe for fruitful collaboration between cognitive and clinical
psychologists. Although researcbllaboration is in the earlstages, there are further
guestions that could be adgsed in this way. For example, studies of false memory
formation outweigh studies on falseegen rejection (Ghetti & Goodman, 2001).
Discovering which factors determine the rejectod false events would be invaluable in
order to develop a clinical model that redsithe effects of suggkhility. The debate
also creates a demand for researchers to dppigselves to experiments that have more
ecological validity. This can be aided by fr$hg a productive dialogue with clinicians
who can identify which clinicghphenomena require further study.

A recent research example has examthedconditions underlying the repression
of memories (McNallet al, 2001). The hypothesis that amidant coping style would
be associated with repression was expléhedugh a directed forgetting or remembering

trauma cue (word retrieval) paradigm. Wdugh this research cée criticised for
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utilising laboratory based trauma, e.g., wordshsas ‘incest’ or ‘molested’, which cannot
be comparable directly to real trauma, theipaldr value of this research was the use of
participants who had repodeecovered memories of BSAlthough the hypothesis was
not supported, an attempt to explore the dgsnimechanisms of repression with real
trauma survivors must be applauded. IHatmration, researcheland clinicians can
catalyse further development of our knowledfighe false memory debate and practice
guidelines can be revised to accommodate new research findings.

Conclusion
Clearly there is a range of mery possibilities. The clinicraneeds to view each case as
idiosyncratic and maintain an open, flexibieflective, but circumspect approach. For the
researcher, an opportunity awaits to be iagdlin ecologically vied, applied research
projects. Psychology is a dynamigide-ranging, and evolvindiscipline and it is likely
that the polarisation of views in the falmmemory debate has restricted knowledge
exchange and impeded progress and theisimpe for a productive dialogue between

experimental and clinical psychologists.
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