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FOREWORD

Peter Fonagy

This is a much-needed book—experienced clinicians writing intelligently about one of the most fraught and complex clinical problems facing psychotherapy today.

Researchers writing on this topic often assert the boundaries around the credibility of recovered memory. Cognitive science is well positioned to answer questions about the likely accuracy of memory, the causes of the psychogenic loss of memory, the way that memories are recovered in normal retrieval as well as in assisted retrieval such as psychotherapy, the way that memories are organized in autobiographical memory and how this relates to consciousness, volition, and the self, and the possible psychological effects of memories that are not in consciousness. The boundaries defined by cognitive science are, however, broad. Clinicians have to find their place within it with each of their clients. Knowing probabilities is informative, but such data offer us little about the specific case—only the experience of skilled clinicians can fill this gap. This well-structured and coherent collection of contributions contains a rich reservoir of views on the clinical management of recovered memory.

The title of this volume is, of course, an apt one. While all reasonable professionals will accept the possibilities both of losing access to a childhood experience of maltreatment and of innocent individuals being targeted by illusory “recovered” memories of “victims”, the balance between these two possibilities is hard to maintain. There is something akin to a religious war raging between those who wish to protect victims of childhood abuse and those whose declared allegiance is to individuals claiming to be falsely accused. Surely both groups deserve our full sympathy. Surely our concern for the one must not obstruct (or obliterate) our concern for the other. There must be a sensible and thoughtful middle road between extremes, and surely it is unacceptable for anyone who wants to occupy such a position to be accused of betraying one or other of these deserving groups. Yet I fear that this is very much what has happened so far in the 1990s. The objectivity of even the most thoughtful of commentators is clouded by the emotional fervour generated by the issue of recovered memory of childhood sexual abuse and the excitement that is inevitably activated when the gratification of unconscious infantile incestuous sexual fantasies is contemplated. For example, Sutherland, in a review in the Times Higher Education Supplement of Pendergrast’s 1994 book Victims of Memory, cited an unnamed North American authority claiming that childhood experience had only a marginal influence on adult adjustment.

Others state that the recovery of memory in therapy is inconceivable, as there is no evidence for the repression hypothesis. Kenneth Pope, in a thoughtful review of the field published in the American Psychologist (1996), shows how those in favour of the false memory position frequently argue that there is an absence of science on the part of those claiming therapeutic benefits from the recovery of memory, while making unsubstantiated assertions of their own in a manner that can hardly be considered scientific. But there is much that can be legitimately criticized in the publications of those writing with the aim of protecting the adult with childhood experiences of maltreatment. We know too little about the long-term effects of maltreatment in childhood, its critical pathogenic components, and the process of pathogenesis to make clear recommendations about appropriate treatment strategies.

In the meantime, however, we have patients who are suffering—suffering because of memories of experiences with which they cannot cope, with which nobody should have to cope. This book is aimed at the clinicians working with such individuals. For the most part, it does not attempt to resolve the dispute or to provide an illusion of certainty in a context where none can exist. It is a challenge to all of us to preserve precious doubt in a situation where we are under pressure from our clients, from their relatives, and from the general public to adopt a clear position; however, when clarity can only be achieved through extremism, the price is too high—the sacrifice of individual lives is intolerable.

This book contains some excellent chapters, and the editor is to be congratulated on her selection of themes. It is clearly not the final word in the field of recovered memory. It is, nevertheless, an enormously valuable contribution to psychotherapists working within a psychoanalytic framework with an additional impossible dilemma in an already impossible profession.
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Introduction


Valerie Sinason


In the past few years in the United Kingdom and America, the concepts of “false memory” and “false memory syndrome” have taken hold of the media and the professional and lay public in a way that requires clinical understanding. There has been an enormous amount of social hurt and heat generated that needs special consideration, as the basic facts are few and are shared.

At the most basic level, everybody’s memory is open to question and nearly all of us will have both historically accurate memories and memories that are mixed with fantasy components. So where and what is the problem?

Firstly, these new, untried terms are popularly used only in relation to adults who allegedly recover memories of previously consciously unknown childhood sexual abuse against them. They are not applied in the case of offenders who have committed abuse but have genuinely lost the memory of their corroborated abusing behaviour [Bentovim]. The specific application of the terms makes for complex social and political problems [Orr, Orbach].

Additionally, these adults claiming abuse are mainly women in their 20s, and it is largely their fathers who say that they have a “false memory”. There are cases where women who have left difficult homes with no intention of suing or seeking publicity have been pursued by fathers who have not accepted their right to leave. The problem is compounded when such parents, approaching relevant local services using the term “false memory syndrome” as an entry code, have met with an unprofessional response. Instead of being listened to with courtesy and sympathy (in that any family break-up, for whatever reason, contains hurt), supposedly professional organizations have lost their own memory as to who their primary client was.

The social hurt, heat, need to blame, and consequent lack of professionalism that has been evoked by this topic therefore needs to be taken as a lesson. Given the relatively small number of cases that are involved, the interest generated would suggest [Moore, Orbach] enormous conscious and unconscious societal terror, such as comes with a paradigm shift. The gender bias adds to the problems. Freud’s early struggle to assess the traumatic aetiology of his female patients’ hysteria returns a hundred years later.

These women are also said to be primarily but not exclusively in some form of therapy that uses hypnosis, guided imagery, or other such techniques. This bias can also lead to problems in that some mainstream workers can sacrifice their “fringe” colleagues to the media as creators of a new syndrome rather than sharing the difficulties. Working together is essential, as cases labelled “false memory syndrome”, whether proven or not, provide tragic accounts of individual, professional, and familial pain [Ironside]. Workers and parents are undoubtedly wrongly accused [Ironside], and to be wrongly accused is to be abused. Why, then, is there uncertainty and ambivalence about the concept?

To understand the conflict in this debate, we need to see how the terms were first created. “False memory syndrome” is a term coined in America by Ralph Underwager and Hollida Wakefield [Orr] and another American couple, Pamela and Peter Freyd. Together, they had formed the False Memory Syndrome Foundation (FMSF). The Freyds had (publicly) alleged that their adult daughter had wrongly (privately) accused her father of abuse. The daughter, Professor Jennifer Freyd, a cognitive psychology expert, then felt obliged to speak on the matter publicly, although she did not divulge her alleged core memories. Her uncle, William Freyd, wrote an open letter to a television station in 1995, saying that he, his mother (Jennifer Freyd’s grandmother), and his daughters had known that there was severe abuse in the home.

This, of course, does not mean that his words are necessarily correct. However, it does point to the level of familial conflict and dysfunction in the Freyd family and highlights concerns about the social meaning of and response to this topic.

What is the situation like in the United Kingdom? Following a personal invitation, I went to visit Roger Scotford, Chair of the British False Memory Society (BFMS).

I found that we had important areas of agreement. We agreed that memories could become distorted, and that the further back the memory the bigger the problem. We agreed that the problem of child abuse is numerically larger than the problem of being wrongly accused; that to be wrongly accused of abuse is an abusive experience, which can be traumatic and an abuse of justice. We agreed that there is a difference between memory that is recovered and memory that has always been there, that the status of “recovered” memories is very complex, and that the use of hypnosis to recover memories is open to question as it can make a false as well as a true memory appear more confidently.

However, my meeting with Scotford brought to light some difficult ethical issues. Where an allegation involves no witnesses other than the participants, proof is very difficult to obtain. Outside the courts and the consulting-room, there is a further painful no-man’s land where the predicament of the alleged victim and alleged abuser is stored. Scotford, like Freyd, reports that he has been accused of abuse by two of his adult daughters. The American FMSF material was the only ray of light he could find to help him understand how these, for him, false allegations could have originated. He founded the British society to help other such parents, and he offers access to BFMS files to bona fide researchers (this is with the permission of the respective parents). In my meeting with him, he offered his own case as an example. This is part of the problem. If Scotford is right and his daughters have made a tragic error, he should be rewarded for his courage in facing up to the issue as well as for his wish to try to maintain or resurrect the relationships. (His relationship with his third daughter has never been problematic.) However, if his two daughters are right and he has abused, his hospitality in providing information could also be seen as exposing their hurt without consent.

However, although Roger Scotford agrees that the main concern is over young women who recover memory of abuse for the first time in therapy, of the 97 British FMS records with adequate information, as seen by the British Psychological Society (BPS) research, only under half revealed memory recovery from total amnesia. It is of great concern that elements in the media have therefore generalized the unproven term “false memory syndrome” [Adshead], referring to alleged memories that were previously unavailable, to extend to all memories of abuse. This takes us from an area where there is at least some consensus (most memories of abuse do remain conscious) to a generalization that ends up being clinically dangerous.

Of course, recovery of verifiable authenticated memory from total amnesia does happen [Adshead, Kahr, Mollon, Moore]. Anne Kelly, for example (The Big Issue, 1 April 1996), only remembered that she had borne her father’s child at 16 after the birth of her loved daughter in her mid-20s. On searching through medical records, she found proof that she had given birth to a baby boy, who had been adopted. On Tuesday, 26 March 1996, the Toronto Star reported that despite the evidence of an expert witness, Dr Harold Merskey, that the complainant suffered from “false memory syndrome”, her doctor/abuser was found guilty.

Many such instances are reported. However, great care needs to be taken. The BPS Report (Morton, Andrews, Brewin, Davies, & Mollon, 1995) was particularly concerned about such memories that came from hypnosis, echoed by the Royal College of Psychiatry. Whilst hypnosis can worryingly be used to increase confidence in inaccurate memories in some cases, it can also enhance accurate recall in others. In other words, nothing about the truth or falsehood of hypnotically recovered memory can be assumed without corroborative evidence [Conway].

Individuals with severe dissociative disorders are particularly hypnotizable, suggestible, and fantasy-prone, and they can enter autohypnotic trance states by themselves. This means that memories retrieved through hypnosis or directive methods will contain a confusing mixture of reality and fantasy which requires external corroboration to untangle. Tragically, then, it is precisely those individuals who have been traumatized most who are the most likely to include distortions in their narrative.

Freud used hypnosis at the beginning of his career. However, he was extremely cautious about what could be truly recalled. In the case of Frau Emmy von N (Freud, 1895d), Freud was able to show that even under hypnosis the subject did not have access to the whole extent of her knowledge (p. 98). He pointed out that “It was usually … the distaste inspired by the topic which closed her mouth in somnambulism no less than in ordinary life”. Freud was also aware that although she was suggestible, nevertheless “I did not make more impression on her in that state than I might have expected to do if I were making an investigation of this kind into the psychical mechanisms of someone in full possession of his faculties” (p. 99). Indeed, promises based on compliance to her therapist “never met with any success”. Freud was aware—as is Dr Sandy Bloom, Director of the Sanctuary for Patients with Dissociative Disorders, in the United States (personal communication)—that if patients were so suggestible to their therapists they would get well!

This is not to deny that it is possible to implant a pseudomemory in someone. Brainwashing is a known and feared phenomenon. However, it would be highly difficult to acquire evidence that a false belief of abuse was implanted, as it is not possible to know for certain that someone has not been sexually abused and it would be unethical to conduct research on this subject [Conway]. Equally, one could then consider whether it was possible to implant a pseudo-memory of non-abuse.

Attachment research has shown that those with good-enough family backgrounds are able to remember positive and negative incidents in childhood, whilst those with more problematic experiences cannot bear to think of any negative experience. “I/they had a wonderful childhood” is the surprisingly common statement of depressed patients and of abusing or depressed parents concerning their children. Could it be [Orr] that a happy childhood is the most common false memory?

Retrieval of memory can be dependent on the cue of smell: “It was the smell of fish and chips and vinegar when I walked past the cafe”, said Joan, aged 24. “Suddenly, I was right there back on that stony Sussex beach with my Dad, sitting on a large beach towel, unwrapping my fish and chips. It was a really cold winter afternoon so the chips warmed me up. I was only 4.”

For Joan, remembering at the age of 24 a childhood outing with her father, triggered by the smell of fish and chips, there is no problem. One of the ways we know ourselves and our personal histories is through our memories. Indeed, as the BPS report on recovered memories (Morton, Andrews, Brewin, Davies, & Mollon, 1995) made clear, the source of our memories is generally perceived accurately. There may, at times, be partial distortions or inaccuracies. Joan may have correctly remembered that it was cold, but then erroneously thought it was winter because it was cold. However, had that seaside outing been the context of a crime—for example, an act of rape committed by her father—the status and nature of her memory would have to be questioned and such inaccuracies could be legally damaging, regardless of the validity of the core memory.

The moment that a crime is committed and evidence is required and statements have to be taken, the veracity of objective memory becomes of great significance. This is to avoid the further damage of an innocent person being wrongly charged or imprisoned.

Whilst it can be hard enough to date or describe non-traumatic events accurately, the details of time, place, colour, clothes can be even more difficult to recall in the event of trauma. Detailed recall of the traumatic incident alone without such legally important contextual clues may not be evidentially strong. Clinical symptoms as communications are very different to what is required for legal proof. Without an outside witness or adequate forensic evidence, the central core of memory would be in doubt. Language, too, would have to change [Scott]. From possessing a memory, however faulty, Joan would now be legally seen to be in possession of memories of “alleged” facts.

Such a linguistic change can be psychologically difficult. Freud (1933a), for example, writing on the occult, asks the reader: “Permit me now, for the purpose of what I have to tell you, to omit the cautious little word ‘alleged’ and to proceed as though I believed in the objective reality of the phenomenon.” One mother, supporting her child’s allegations of abuse against a neighbour, said to me with great shock: “I have been told I could be sued if I speak about ‘the’ abuse. I have to speak about ‘the alleged’ abuse. When my house is broken into I can speak about the burglary, but when my daughter is broken into we can’t.”

Biological change could also occur. At the May 1995 annual meeting of the American Psychiatric Association in Miami, Dr Murray Stein of the University of California, San Diego, and J. Douglas Bremner of Yale University School of Medicine found, independently, through brain-imaging studies, that severe repeated abuse in childhood leads to significant reductions in the size of the hippocampus, which is part of the brain structure that is concerned with memory, especially short-term memory. Women with the smallest hippocampal volume were those suffering most from post-traumatic stress disorder symptoms. Indeed, proven distortion and disturbances in some areas of memory do not rule out the possibility that a specific allegation was true. As organizations like Voice, MIND, and Respond have shown, learning-disabled and mentally ill adults are too often having their testimonies ignored because they are not seen as viable witnesses. Memories of abuse can, in a small number of cases, be delusional. However, this can lead to a dangerous social and professional delusion that psychosis and authentic abuse never co-exist, or indeed to failing to observe that traumatic events can tip a vulnerable individual into a psychotic state. Perhaps the new research of Cicchetti and Tucker (1994) on how early trauma affects neurobiological development will help here.

Had Joan been 9 years old, recounting such a holiday memory, perhaps in the context of a school seaside visit and mentioning abuse, her teacher would have had to follow child-protection procedures. A multi-disciplinary team would then have had the task of evaluating her safety. Children are no longer seen as liars [Bentovim], and research shows that they can have accurate memories of traumatic events. Properly trained clinicians are also more capable of recognizing this and of differentiating between clear and distorted testimony. Research of videotaped sessions with children thought to be abused (Wiseman, Vizard, Bentovim, & Leventhal, 1992) has shown that specialist professionals are far more accurate than others in evaluating the likelihood of abuse and children’s statements.

However, the memory of abusers is far less accurate [Adshead, Bentovim, Orbach]. Of one series of 98 children diagnosed sexually abused, 75% of their abusers denied that the abuse had occurred (Hyde, Bentovim, & Monck, 1997), and Trepper and Barrett (1989) refer to a true absence of conscious memory of abusing in some.

Memory of abuse in adults is currently more conflictual than such memories in children. Supposing Joan, at 24, was remembering, or thinking that she was remembering, abuse that took place when she was 9? The English 1980 Limitation Act means that an alleged victim can take to court someone who abused them up to six years previously from the last attack or six years since the victim’s 18th birthday. This means that Joan, at 24, would just fall within the legal requirements for taking her father to court, if she wanted to. However, in some American states legal processes are allowed within the six-year period of having a memory of such an event. The repressed is therefore legally allowed to return.

It is fear of the interface of the clinical, legal, and financial (especially in America) that has posed such complex societal, clinical, and ethical problems. Using litigation as an “answer” to tragic family dysfunction rarely works. However, very few of the adult daughters of the members of the BFMS have taken their parents to court [Orr]. Publicly stating that you have been abused is a painful shaming task [Mollon], dealing with secrets [Orbach], and not one that is sought for.

Kay Beaumont, Team Manager for the Maudsley Hospital, London, is concerned (personal communication, June 1995) that, regardless of whether memories are or are not retrieved and whether therapists are good or bad, there has been little attention paid to the way in which some parents assume the right to exert control over their adult daughters by influencing the therapy that they receive and demanding parental contact despite their daughters’ wishes. “Such parents appear unable to accept that their daughters can speak for themselves, and the idea of a therapist who is as controlling as they are begins to make sense for them. If they have lost control of their daughters, then someone else must be exerting influence over them. The possibility that a daughter is assuming control for her own life cannot be contemplated.”

Hence, in Newcastle upon Tyne, there was a need to create DATA (Daughters and Their Allies: see Appendix), a campaign to protect such women. In fact, it was founded, in July 1994, to support the first woman in Britain whose father’s defence team had mobilized false memory syndrome against her evidence that he had raped her throughout her childhood. She had never forgotten her abuse.

There is historic truth [Rose], which actually happened, and narrative truth, a person’s account of a remembered experience; or, where adult patients are concerned [Adshead, Casement, Johns], there is the major difference between objective fact, which is provable and is a concern of the courtroom, and psychological truth, which is the concern of the consulting-room.

Freud tried to make a bridge between these two worlds. In June 1906, at the request of Professor Löffler, Professor of Jurisprudence, he gave a lecture at the University of Vienna on psychoanalysis and the ascertaining of truth in courts of law. He began, expressing the surprisingly topical concern, “There is a growing recognition of the untrustworthiness of statements made by witnesses, on which, nevertheless, so many convictions are made” (Freud, 1906c). He drew an analogy between the work of the therapist and the work of the court: both were concerned with a secret, and both were having to uncover hidden psychic material. However, they used different detective devices.

Importantly, he pointed out that forensic word-association tests could be problematic outside experimental or clinical situations, because someone innocent could act as if he or she were guilty. Current research [Bentovim] shows that the reverse is true—that guilty people can act as if they were innocent. In a very cautious way Freud recommended, therefore, that such testing should be undertaken for a fixed number of years without the results being allowed to influence the court. Then a proper research evaluation of the findings could be undertaken. However, he was very aware that tests needed to be made on real subjects, as experiments would be “dummy exercises” (p. 114) that could not offer actual practical application—something that many of the false memory experimenters would do well to learn.

Indeed, experiments done with volunteer subjects cannot help us to understand traumatic memory [Mollon, Moore]. If an individual is asked to recount a specific event in different moods or places, recall will vary because the context in which memories are retrieved is part of the memory itself [Moore, Mollon, Rose]. I have a painful clinical example. When working with a traumatized patient who, in a trance-like state, was recalling being covered with paraffin and threatened with a lighted match, I was shocked to see her change colour and start choking. I said: “And I am next to you and I am throwing water over that fire to put it out.” Slowly, her colour returned, she stopped choking, and, to my great relief, she came out of her trance. A few weeks later, when she was in a similar state reliving the incident, her colour suddenly returned to normal and she announced that someone there was rescuing her, pouring water over the fire. She was quite right. She had an accurate memory of what I had said to her. However, due to her mental state, my words had taken on physical properties.

Patients in these mental states, who have been traumatized, are more vulnerable to having both true and distorted memories coinciding. This means that an area of intellectual doubt is required as well as an empathie response.

Freud took care always to keep an area of intellectual doubt in his mind. When dealing with a patient (the Wolf Man) whose disturbance seemed to have possible links with witnessing a primal scene, Freud (1918b [1914]) commented: “I intend on this occasion to close the discussion of the reality of the primal scene with a non liquet” (“It is not clear”—a verdict where the evidence in a trial is inconclusive). It is crucial for therapists and psychoanalysts to keep this area of doubt. With a certain number of adults there will always be uncertainty as to the validity of memories, and the task of the therapist [Casement, Johns] is to manage that uncertainty. Not knowing can be painful. Where the evidence for validity builds up [Adshead, Johns, Mollon, Orbach], knowing is painful.

In chapter 9, Steven Rose points to the need for careful training and registration to deal with this. Cesare Sacerdoti, publisher of Karnac Books and the original impetus behind this book, worries about intrusive therapy: “There is not enough clarification as to who is supposed to be allowed to be a therapist, and that is one of the weaknesses in the profession. A doctor is a doctor, and even there you get problems. But if you have a surgical team, people can intervene if the surgeon is wrong; but if a therapist is wrong, no-one can. When two people in therapy are present at the same happening, what causes the overlapping or difference between the two circles in terms of memory? When you come to a fine-tuning of the memory, you can understand why the other has remembered or experienced something different. I am concerned that where this does not occur there has been faulty or intrusive therapy” (personal communication).

Indeed, R. D. Hinshelwood subtly points out in chapter 12 that a “false” memory of the past can be a representation (distorted) of a true perception of the present (with an intrusive therapist) or a true memory of some event that was falsified in the past.

Psychotherapy in the United Kingdom is only just becoming accountable, with the British Confederation of Psychotherapists (BCP) representing most of rigorous psychoanalytic psychotherapy trainings and the United Kingdom Council for Psychotherapy (UKCP) as the largest umbrella organization for almost all trainings. Poor practice in any profession needs attention. However, isolating one form of treatment for scapegoating, rather than as part of a general genuine wish to improve mental health training, is also dangerous, as is the damage to health from some mainstream clinicians who may have a bias towards not recognizing abuse.

As I have stated elsewhere (Sinason, 1997), within the trained non-directive psychoanalytic community the greatest problem concerning abuse, as both Alice Miller (1985) and Jeffrey Masson (1984) have pointed out, has historically been the inability of the therapist to hear it rather than the direct implantation of alien ideas. Indeed, within the United Kingdom up to ten years ago only a very small number of psychoanalysts within the Health Service—such as Drs Arnon Bentovim, Mervin Glasser, Brendan McCarthy, Judith Trowell, Eileen Vizard, and other colleagues—had dealt with issues of abuse and abusing.

Additionally, those who have a vested interest in discrediting the testimony of genuine abuse survivors are not stopping at the fringe door. Those who use carefully learned hypnotherapy skills for the benefit of deeply disturbed patients (including medically approved abreactions) are in danger of being confused with true or imaginary (caricatured) stage magicians, tunnel-visioned abuse zealots, and simplistic, directive, but well-intentioned therapists with no knowledge of different kinds of memory.

Psychoanalysis [Hinshelwood, Kahr] was founded on theories of memory. These theories can be extremely painful to consider. For example, one other important kind of remembering that Freud elucidated is the memory that comes through unconscious repetition and re-enactment. The nature of a difficult birth, pre-verbal trauma, and childhood trauma [Johns, Mollon] can find a way of being bodily re-enacted in drug addicts (as Dr Earl Hopper, 1995, has shown) and experienced in the transference and counter-transference [Hinshelwood, Johns, Mollon, Orbach]. Whilst Mary Sue Moore (chapter 13) can show the way that early experiences are re-enacted without cognitive representation, our lack of conscious remembrance of these days involves us having to trust in our parents at a most vulnerable time in our lives.

Children’s playground games often include blindfolding. There is an evaluation of how much the individual has reason to trust the group. What can happen to someone who is not able to see what is happening? Walking up the stairs at night without a light on is also a frightening experience to many children (and adults). The fear can be of haunting oneself with internal ghosts, or it can be a remembering of being “in the dark” about a variety of events. Often at the basis of our concern at infantile amnesia is our adult anger that we are not in control of our minds—our unconscious or, indeed, our first few years.

With the therapeutic relationship, a patient transfers to the therapist a verbal and non-verbal re-enactment of such early scripts. These take time and training to understand. In the Lancet (16 October 1965, pp. 785–786), psychoanalyst Dr Anne Hayman brilliantly explains why she could not break confidentiality to speak in court. The point was made that it could take years to understand what was said in the consulting-room and that there were enormous professional dangers in treating anything said as if it were part of “normal social interchange”. She concluded that if something the patient said was to be treated as objective evidence, it would be necessary to prove it by explaining all the known underlying meanings: “Justice, as well as our ethic, is best served by silence.”

In most cases, this is undoubtedly true. Psychoanalysts and psychoanalytic psychotherapists are primarily (or even totally) concerned with a patient’s emotional truth, regardless of whether or not it is corroborated by external reality. However, some of us (Hale & Sinason, 1994) consider that where an actual serious legal offence is being discussed [Ironside], the real event needs to be objectively examined and validated (or ruled out), where possible by someone who is not involved in the therapeutic relationship—preferably a police officer. Indeed, we have just completed a Department of Health-funded research project at the Portman Clinic to see what external corroboration is available for allegations of ritual abuse, in terms of both checking the validity of other facts in the patients’ lives to see whether there is any underlying delusional system and making police links. This work is continuing at my Clinic for Dissociative Disorders.

Within the field of adult learning disability (Hollins & Sinason, 1993,1994) and child protection—with the work of psychoanalysts Arnon Bentovim (1992), Judith Trowell (1986), and Eileen Vizard (1988), and organizations like Respond, Napsac, and Voice—the making of a bridge between treatment and the courts has aided social justice and internal improvement. Within the field of individual adult treatment, we are (as Mollon points out in chapter 10) damned if we listen and damned if we do not. We need to keep our minds open and try to hear and treat the social hurt.

There are some adult patients [Casement] who have a vague sense of unease as to the possibility of abuse and who may have come from emotionally unboundaried families, and I have worked with some of these—even showing that abuse did not occur (Sinason, 1997). Such families require treatment to deal with the consequences of the allegation and to work on the family dysfunctions that have often led to it. A detailed analysis of the nature of such dysfunctions [Casement] would be useful in the future. However, support in both the United Kingdom and the United States for such small numbers is enormous compared to the disconfirming and discrediting of the tragically large number of abuse survivors. Those who bear the physical and mental pain and the corroborative medical evidence that abuse has occurred may receive little justice (Sinason, 1994), for the law has to be concerned with who can be proven to have done what to whom—not to confirm whether or not something has happened. All too often we confuse these two issues.

Memory—for evolutionary purposes—is largely accurate [Moore]. So is memory of trauma. Whilst the consulting-room deals with myriad layers of memory and fantasy, we should not forget the larger canvas. In protecting the complexity of internal reality, we can be doing a disservice to some of our patients if we fail to recognize the external.

Formally trained psychotherapists are very aware that the meaning of truth is a complex one. Psychoanalytic psychotherapists are also aware of the different status of direct and repressed memories and the vulnerability of those in traumatized states. However, that can make some of us far too uninvolved in checking the damaging growth of the “false memory syndrome” concept. It is very difficult for genuinely innocent parents whose children have accused them of abuse to realize that their understandable grief and anger has, in some cases, endangered the treatment and lives of the tragically many more families where abuse really has gone on. The consulting-room is not a courtroom, but by avoiding the meaning of external legal aspects we risk patients’ health and professional freedom.

Accusing a therapist of implanting a false memory of abuse is a new form of something we understand very well: it is another version of asking how a child abuse case was “handled”, instead of asking how the children are.

OEBPS/toc.xhtml


Memory in Dispute





Table of Contents





		

Cover





		

Half Title





		

Title Page





		

Copyright Page





		

Table of Contents





		

About the Contributors





		

Foreword





		

Introduction





		

Chapter One Flying by twilight: when adults recover memories of abuse in childhood





		

Chapter Two “Children are liars aren’t they?”—an exploration of denial processes in child abuse





		

Chapter Three Trauma, skin: memory, speech





		

Chapter Four The psychoanalytic concept of repression: historical and empirical perspectives





		

Chapter Five False memory syndrome





		

Chapter Six “What if I should die?”





		

Chapter Seven False memory syndrome movements: the origins and the promoters





		

Chapter Eight Serving two masters: a patient, a therapist, and an allegation of sexual abuse





		

Chapter Nine Syndromitis, false or repressed memories?





		

Chapter Ten Terror in the consulting-room—memory, trauma, and dissociation





		

Chapter Eleven Recovered memories: shooting the messenger





		

Chapter Twelve False memory syndrome—false therapy syndrome





		

Chapter Thirteen How can we remember but be unable to recall? The complex functions of multi-modular memory





		

Chapter Fourteen Objective fact and psychological truth: some thoughts on “recovered memory”





		

Appendix: Useful Addresses



		

Daughters and Their Allies





		

Accuracy about Abuse





		

British False Memory Society





		

The False Memory Syndrome Foundation













		

References and Bibliography





		

Index













Pagelist





		

i





		

iii





		

iv





		

v





		

vi





		

vii





		

ix





		

x





		

xi





		

xii





		

xiii





		

xiv





		

xv





		

xvii





		

1





		

2





		

3





		

4





		

5





		

6





		

7





		

8





		

9





		

10





		

11





		

12





		

13





		

14

























































































































































































































































































































































































































OEBPS/images/coverpage.jpg
VALERIE SINASON
(Editor)

MEMORY IN DISPUTE

Foreword by
PETER FONAGY





OEBPS/images/logo.gif
% Routledge

Taylor &Francis Group
LONDON AND NEW YORK





