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February 8, 1954
Dear Friends,

Science or belief systems? That is the fundamental
issue underlying the problems of FMS. What are those
statements about the recovery of repressed memories of
abuse that come from scientific thought and what come
from belief systems?

Professionals and professional organizations have
begun to make statements that relate to the difference be-
tween belief systems and science. On December 12, 1993,
the American Psychiatric Association issued a Statement on
Memories of Sexual Abuse. Some people have written to tll
us that “The statement doesn’t say anything,” while others
have said, “You have no idea how far this conservative or-
ganization has come.” The APA statement appears in this
newsletter so readers can form their own opinions.
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The APA statement is a first step in calming the hyster-
ical climate and bringing reason into this vitally important
arca, but far more is needed. “The American Psychiamric
Assoctation has been concerned that the passionate debates
about these issues have obscured the recognition of a body
of scientific evidence that underlies widespread agreement
among psychiatrists regarding psychiatric treatment in this
alea_“

We have written to thank the APA for this statement
and also to request further information. Specifically, we
have requested the body of scientific evidence that supports
the evidence for and the treatment for repressed memories.
We have requested the specific evidence that “Many indi-
viduals who recover memories of abuse have been able to
find corroborating information about their memories.” What
is “many” and who has independently checked the evi-
dence? We have requested the scientific outcome studies
that determine whether clients are better served by search-

The statement does make clear
one very important facet of the FMS
issue: the role of the therapist. “Psychi-
atrists should maintain an empathic,
non-judgmental, neutral stance towards
reported memories of sexual abuse. As
in the treatment of all patients, care

On the other hand, seeing that trau-
matic memories might be absent in
other cases of neurosis (which would
then have to be explained and treated
in a different way), great care must
be taken to avoid discovering trau-
matic memories when they do not re-

ing for memories of trauma or by deal-
ing with the here, the now and the fu-
fure.

Survivor check lists: On January
27, Dorothy Cantor, a2 Board Member
of the American Psychological Associ-

must be taken to avoid pr%tz%%ing the ! A ation, appeared on the ABC pro-
cause of the patient’s difficulties, or | ally exist. Pierre Janet | gram,”Good Moming America.” She
the veracity of the patient’s reports.” A Psychological Healing , 1925 | commented about “sets of sympioms”

basis for this recommendation is scien-
tific research evidence that shows that ““While aspects of the
alleged abuse situation, as well as the context in which the
memories emerge, can contribute to the assessment, there is
no completely accurate way of determining the validity of
reports in the absence of corroborating information.”

The APA statement of neutrality is in direct contrast to
recovered memory therapists who see their role as valida-
tors of memories of abuse, i.e., “If you think you were
abused and your life shows the symptoms, then you were,”
(Bass and Davis p 22 ) or “The existence of profound disbe-
lief is an indication that memories are real.” (Fredrickson, p
167). The role of therapist as validator arises from a “belief
system” rather than from a scientific base.

The APA statement includes the advice that “Psychia-
trists should refrain from making public statements about
the veracity or other features of individual reports of sexual
abuse.” We are pleased to see this statement. We hope that
this means that there will be no more TV documentaries
featuring doctors with patients with multiple personalities
which we are told arose because the patients had been
abused, especially when the alleged abusers are not given
an opportunity to respond. We hope that this means that
hospitals such as the Institute for Pennsylvania Hospital
will cease making statements in their advertising brochures
validating the claims of abuse of movie stars. We hope that
this means that psychiatrists such as Dr. Judith Herman will
cease making judgments about the percentage of true or
false reports received by the False Memory Syndrome
Foundation—at least until they either read the reponts or in-
terview the families.

of abuse noting that “There are many,
many symptoms that can be caused by a variety of different
reasons and one must wait and see how the material emerg-
es.” We desperately need to have statements from profes-
sional organizations addressing “survivor check lists” be-
cause they influence so many people. The incest survivor
literature is filled with check lists that supposedly indicate if
a person has been abused. Thousands of parents have re-
ported to us that their chiidren told them they had “all the
signs of being abused.” What is the basis for these check
lists? Are they based in science or in belief systems? Fol-
lowing is an example that took place when a caller phoned
the television program A.M. Philadelphia on December 9:

Host: Caller on line five, you say that in the last
year you've discovered through suppressed memory
coming forward that you were sexually abused. Why
do you beliave it? Why, why do you believe that our
guasts, in essence, this morning are wrong.

Callar: Ons of the reasons is that at an education
seminar | attended, a check list was passed out. Be-
cause af the type of work that 1 do, | am in contact
with pecple who may have a catharsis type of situa-
tion. I'm a massage therapist and we're taught how
to deal with it because it can be very emotionally
cathartic when you have body work done. And on this
check list which was maybe fifty different red tlags
that we should look for when we're working on peo-
ple. | had about seventy-five percent of them my-
salf. And | actually became physlcally ill at the sem-
inar which was a pretty good indication.

We include a checklist from one of the best known incest
survivor books in the box on page 2.
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SYMPTOM CHECKLIST from
Repressed Memories: A Journey 10 Recovery from Sexual Abuse
Renee Fredrickson, PhD., Simon and Schuster, 1992,p 47-51

“Check each item that applies to you, even if in a different
way than the question indicates... People who have not been sexu-
ally abused have ni overeat, and sometimes hate their
bodies, but if you check several times in each category, or nesrly
all the items in a single category, you will want to consider the
possibility that you have repressed memories.

Sexuality 1.1 began masturbating at & very ezxly age. 2.As a
child, I used to insert objects into my bottom, and I do not know
where I lezrned to do this. 3.1 seem to know some things about
sex even before they were explained to me, 4.I showed no interest
in sex wntil I wes in my twenties. 5.1 can't stand to be touched in
certain sexual ways or on areas of my body. 6.My experiences
with sex are degrading or short-lived. 71 freeze up or can't say no
when someone wants to be sexual with me. 8.1 have a sexual dys-
function, such as premature ejaculation, inability to have mn or-
gasm, or pain during intercourse. 9.1 am preoccupied with
thoughis about sex, 1{.I feel as if there is something wrong or bad
about me sexually. 11.There is only one way I can have an or-
gasm or one position that tums me on. 121 have fantasies of sexu-
g.labmﬁerdmingsex. 131 have had & period of sexual promiscuity
in my life

Sleep: 1d often have nightmares. 2.1 have difficulty falling
or staying asleep. 3.1 sometimes wake up feeling as if I am chok-
ing, gagging, or being suffocated, 4. Sometimes I fear or sense that
somecne is in my bedroom. 5.1 had or have recurring dreams. 6.1
remember vividly one or more nightmares from my childhood. 7.1
have awakened from sleep trying to attack my partner. 8.1 often
wake up frightened at the same time every night.

ions 1.I am frightened of one or more com-
mon household objects. 2.1 would never go into a closet or any
derk, confined space, 3.Basements temify me. 4.There are certain
things I seem o have a stamge affection or attrection for, 5.1 am
scared to be alone or to leave my house, 6.1 hate going to the den-
list more than most people. 7.My mouth seems repulsive to me. 9.
I hate to have someone touch my hair. 100 am always alert to the
possibility of sexual assault. 11.1 have often taken foolish risks
with my safety.

j i 1.1 have had periods in my life when I
couldn't eat, or I had 1o force myself to eat. 2.Sometimes I binge
on huge amounts of food. 3.Certain foods or tastes frighten me or
nauseate me. 4.1 am seriously underweight or overweight. 5.1 gag
or choke easily, 6.1 make myself dwow up, take laxatives, or exer-
cise exhaustively to control my weight.

1.1 do not take good care of my body. 21 hate
my body. 3. I have odd sensations in my genitals or rectum, 4. 1
avoid going to a gynecclogist, or I dread it terribly. 5. Whenever I
think of a certuin person from my childhood, I get a sensation in
my genitals,

Compulsive Behaviors 1.1 sometimes hurt myself in a way
that marks or scars my body. 2.1 have an addiction to drugs or al-
cohol. 3.My drug or sloohol use staried before I was thirteen,, 4.1
do some things to excess and I just don't know when to quit. 5.1
pick at my body too much. 6.1 can't seem to control myself when
it comes lo spending money or gambling.

Emctional Sigpals 1.There have been times when I was very
suicidal. 2.1 feel a sense of doom, as though my life will end in
tragedy or disaster. 3.1 have unexplained bouts of depression. 4.1
have a s sense that something terrible has happened to me,
5] identify with sbuse victims in the media, and often stores of
abuse make me want to cry. 6.The pain in my life seems to big
compared to what I know has happenied to me. 7.Nothing seems
very real sometimes. 8. am not in touch with my feeling: I am
usually numb. 9.5ometimes really violent or strange pictures flesh
through my mind. 10.1 startle easily. 11.I can't remember much of
my childhood. 12.0ther people seem to have childhood memories
at an earlier age than I do. 13.There is a blank period in my chiid-
hood when I can remember nothing. 14.I space out or daydream.
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Media Circus: Dr. Cantor said that she believed that
the problems of repressed memories of abuse should not be
played out in public but rather in “professional and academ-
ic circles.” We wrote to Dr. Cantor to say that more than
10,000 families agreed with her. We noted that if profes-
sional organizations and monitoring boards would consider
complaints by people accused of criminal behavior that
arise in the course of therapy, this might be a start. If pro-
fessional organizations would establish guidelines for thera-
pists when such memories arise, this might be helpful. If
professional organizations such as the Michigan Psycholog-
ical Association would stop inviting the press when they
sponsor personal vilification talks, it might be a start.

Therapy guidelines: The January issue of National As-
sociation of Social Workers News included an article that
featured therapy guidelines for readers’ information,
“Walking the Fine Line of Abuse Recall.” The guidelines
are not formally issued by NASW. One of these guidelines
by Peter T. Dimock, Minneapolis therapist seems to us to
be exceptionally important: “Consider a variety of possible
explanations for the symptoms a client exhibits.” Were we
naive in assuming this was an essential feature of a good di-
agnosis? According to the article, “NASW’s Council on the
Practice of Clinical Social Work began preparing a state-
ment last fall” on issues of repressed memory of abuse.

Syndrome. For a while our critics attacked the word
“foundation” in our name. That attack didn’t work and now
they've moved on to the word “syndrome.” Their favorite
claim is that the false memory syndrome isn’t “a scientific
syndrome.” We are encouraged that they might begin to be-
lieve that science is relevant when the subject is memory
and we hesitate to discourage that belief. But we must point
out that the process that ends with a general acceptance of a

me i$ rightly a slow one. It’s one thing to say that
FMS isn’t yet listed in the DSM (Diagnostic and Statistical
Manual of the American Psychiatric Association) and quite
another thing to say that it doesn’t exist, Just as we were
preparing this newsletter we were reminded of how long it
can take for a syndrome to reach the DSM by a letter that
appeared on February 5 in the New York Times from Robert
Kress, Professor of Psychiatry, University of British Co-
lumbia, Dr Kress reviewed the history of Post-Traumatic
Stress Disorder. It first appeared under the name “survivor
syndrome” in 1952, The term was used to describe people
who had been imprisoned in German concentration camps.
“These previously normal people were so affected by beat-
ings and famine that they suffered symptoms like difficulty
in concentration, irmritability, emotional instability, impaired
memory and sleep disturbances, including nightmares of
captivity...This has been called concentration camp syn-
drome, survivor syndrome and, in the 1980 DSM, post-trau-
matic stress disorder (chronic).”

British False Memory Society: The BFMS has held its
first Advisory Board Meeting and set out some directions
for research. The Advisory Board members are: Dr, R, Al-
dridge-Morris, Principal Psychology Lecturer, University
of Middlesex; Professor R. J. Audley, Vice Provost, Uni-
versity College, University of London; Professor A. D,
Baddeley, F.R.S., Professor of Cognitive Psychology, Uni-
versity of Cambridge; Professor P.P.G. Bateson, F.R.S,,
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Provost, King's College, University of Cambridge; Dr.
T.H. Bewley, C.B.E., Past President, Royal College of Psy-
chiatrists; Professor P.Fonagy, Freud Professor of Psycho-
analysis, University College, University of London; Dr. G.
Gudjonnson, Reader in Forensic Psychology, University of
London; Dr. J.A.C. MacKeith, Consultant Forensic Psy-
chiatrist, The Maudsley Hospital; Professor Elizabeth
Newson, Professor of Developmental Psychology, Univer-
sity of Nottingham; Professor J. Sandler, Past President,
International Psychoanalytical Association; Dr. W. Th-
ompson, Lecturer in Forensic Psychology, University of
Reading; Dr. B, Tully, Chartered Clinical & Forensic Psy-
chologist; Dr. Elizabeth Tylden, Honorary Consultant Psy-
chiatrist, UCH & Middlesex Hospital Medical School; Pro-
fessor L., Weiskrantz, F.R.S., Professor of Psychology,
University of Oxford.

Retractors: We have received several letters in the past
few weeks from retractors and from families describing re-
tractions. Some of these have happened in difficuit circum-
stances. Imagine waking up one moming to find your yard
filled with digging equipment and the police informing you
that you are being investigated for sexual torture and mur-
der reported by your daughter who had recovered memo-
ries. Imagine the legal fees. Imagine the siation when
friends of the family have their yards dug up too. Imagine
these accusations dragging on for years in spite of the fact
that there was no evidence. With the support of a therapist
who understands the FMS problem, the daughter in a family
to whom this happened has retracted, and the family has
welcomed her back.

Families that thought they could never get back togeth-
er are discovering that when their child begins to act like
the “before memories” person they knew, they respond to
that person. We know that not all families will be able to re-
unite but we are leaming that even after lawsuits and police
investigations, it is possible to pick up the pieces help oth-
ers through this tragedy.

Thanks: The FMS Foundation has now been in exist-
ence for almost two years. We've weathered the growing
pains, and begun to establish a more stable organization.
Next year the position of Executive Director will become
salaried, for example. Thank you.

How long will the FMS Foundation exist? How long
will it take the mental health community to solve the prob-
lem? There are now over 10,000 families who have com-
plained that someone they love has received radical therapy
for a condition that did not exist. If any other medical prod-
uct or procedure had so many complaints, it would be taken
off the market and examined. No one seems to know how to
do that when the product is therapy. No professional organi-
zation, RO mMonitoring organization, no govermnment organi-
zation is in charge.

Child abuse is a tragedy, an unconscionable crime, De-
stroying families and lives is also a tragedy and a crime.
Until people leam to listen respectfully to each other, nei-
ther problem will be solved. We need to place the research
evidence in the public forum and examine what is offered.
What is science and what is a belief system? Both have
places in society, but they should not be confused.

Pamela
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COMMENTS ON L. MEYER WILLIAMS RESEARCH
ABOUT MEMORIES OF CHILDHOOD TRAUMA

Although the work of Linda Meyer Williams Is still in
press, it has been cited frequently on the radio and on tele-
vision by people arguing for the validity of repressed mem-
ories.(e.g., Kathy Pezdek, Ph.D., Dec. 6, 1993; Connie
Kristiansen, Ph.D. SWAP, 20(2))

ERRATUM
To FMSF Newsletter Editor:

When 1 sent you the original draft of my lefter com-
menting on the Linda Meyer Williams study, I did indeed
state: “I consider the study to be an excellent one and I con-
sider the results to be valid.” After I sent you the letter, and
thought more about the article, I realized that there was a
major flaw in it that 1 did not originally appreciate. Because
this flaw was beyond the purposes of my letter, I called
your office and asked you to deleie the second half of this
sentence regarding my considering the resulls 0 be valid
and to publish only: “I consider the study to be an excellent
one.” Unfortunately, this was not done, and the original
sentence appeared in print. I would appreciate your bringing
this error 1o the attention of your readers. Thank you.

Richard A. Gardner, M.D.
Our sincere apologies. The correction had indeed been
rmade but somehow in the process of a final progfreading
was reinserted

Response to Williams Study
Terence W. Campbell, Ph.D.

For some period of time, mental health professionals
identifying themselves as specialists in “repressed memo-
ries” have enthusiastically cited the study of Williams re-
garding the alleged incidence of repression related to child-
hood experiences of sexual abuse. This study, which has yet
10 appear in a peer-reviewed scientific journal, identified a
sample of 129 women who had been sexually abused as
children. Specifically, the sexual abus¢ of these women
which occurred between April 1, 1973 and June 30, 1975
was documented by hospital records. In 1990 and 1991,
Williams interviewed these women and reported that 38%
did not remember their documented history of sexual abuse.
Unlike other studies, none of these women had ever been in
therapy; and as a result, their recall—or apparent inability 10
recall—couid not have been influenced by a therapist. More
recently, a paper corresponding to Williams’ presentation of
this study at the Annual Meeting of the American Society
of Criminology in October 1993 has been available for re-
view. A careful examination of this paper reveals glaring
errors in her methodology necessitating a wholesale reinter-
pretation of her findings.

Williams reported that, “The interviewers were not
blind to the purpose of this study, but they were unaware of
any of the circumstances of the child sexual abuse reported
in the 1970’s.” This statement raises the question of exactly
what did the interviewers know about this study if they
were “not blind” 1o its purpose. Depending upon what the
interviewers knew about the purpose of this study, the like-
lihood of experimenter bias effects increases enormously.

For example, related research has demonstrated that
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when interviewers are asked to determine whether inter-
viewees are extroverts, they tend to ask leading and sugges-
tive questions allowing them to conclude that the inter-
viewees were extroverted. Conversely, when other inter-
viewers were asked to determine whether the same inter-
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that Williams forgot to consider the documented effects of
proactive and retroactive inhibition on her data.

The Cost of Violence?

viewees were introverted, they slanted
their questions accordingly and con-
cluded that the interviewees were in-
troverted. In other words, the archives
of behavioral research are littered with
examples of interviewers finding what
they expect to find. Therefore, Wil-
liams is obligated to clarify exactly
what her interviewers knew about the
purpose of this study.

Williams also explained, “Be-
cause many of the women reported
different or multiple incidents of child
sexual abuse, two raters later assessed
whether the women had or had not re-
called the ‘index event’.” By ‘index
event,’” Williams is referring to wheth-
er or not any particular subject in the

“What is extraordinary is that the
professions do so little by self-regu-
lation to protect their reputations.
The result is rot by litigation. Profes-
sionals are unable to admit fault.
Negligence insurance invites huge
suits, and huge fees. The trust that
used to underpin dealings berween
professicnal and client, including the
acknowledgement of error, is de-
stroyed.
“1 suppose what has really gone, and
I doubt if this is recoverable, is the
idea that life can be cruel without
there being anybody to blame.”
Simon Jenkins, December 15, 1993
Opinicn Page, The Australian

In February 1992, we reported the
findings of the cost of repressed memo-
ries to the Victims Compensation Fund
in the state of Washington. (Repressed
memory claims are costing more than
other types of claims allowed (non-fam-
ily sexual assanlt: $1,552; family sexu-
al assauls: $1997; repressed memory:
$9,127; all other types: $1,794). In fol-
lowing months we reported that new
policies in the state had drastically re-
duced the payments for repressed mem-
ories.

In the Palm Beach Post on January
9, 1994, another set of statistics caught
our attention. An article by Andrew
Mollison suggests that the cost of vio-

study recalled the specific episode of

lent crimes is one of the reasons why
“Americans spend more on health care

sexual abuse documented by hospital
records. Williams reports that 38% of the women in the
study (49 in number) could not recall the ‘index event.’
Nevertheless, of the 49 women who did not recall the index
event, 33 of these women reporied experiencing one or
more other incidents of sexual abuse as children.

In interpreting her data, Williams neglected to consider
the effects of what is known as proactive and retroactive in-
hibition. Proactive inhibition refers to circumstances where
events occurring at an earlier point in time interfere with
memory for a similar event occurring at a later point in
time. Applied to Williams’ study, considerations of proac-
tive inhibition account for why a subject may have reported
an incident of sexuval abuse after the index event, and not
have recalled the index itself that occurred at an earlier
point in time. In other words, the later abuse can also inter-
fere with recall of earlier abuse. Rather than acknowledge
that the well-established effects of proactive and retroactive
inhibition account for the apparent memory deficits of her
subjects, Williams tacitly encourages those who are so in-
clined to leap to unwarranted conclusions regarding repres-
sion as they interpret her data.

A closer examination of Williams® data reveals that
while 49 of her subjects apparently did not recall the “index
event,” 33 of those subjects did report a history of child-
hood sexual abuse other than the index event. Only 12% of
the total sample (16 in number) reported no memory for any
episode of sexual abuse occurring in their childhoods. In
other words, the widely publicized 38% figure related to
this study—supposedly indicating a substantial number of
women who have no memory for their documented sexual
abuse as children-—just became 12 t 38%.

In summary, then, careful evaluation of Williams’
methodology clearly indicated that this study cannot sup-
pont the conclusions about repression;that oo many ill-in-
formed mental health professionals want to draw from it.
More than anything else, this study merely demonstrates

than virtually any other country in the
world.” Results of a new study were cited.

‘The Cost of Violence, 1991-92

Medi fi i 14 Billi i
« Drunken driving: $6.9 billion
« Murder, rape, robbery, assault, arson: $3.6 billion
+ Suicides and hospitalized suicide attempts: $3 billion
» Non-hospitalized suicide atiempts, other: $0.5 billion
M H iol : Billion
+ Caunsed by recent violent crimes: $3.5 billion

-« Adulis physically or sexually abused as children: $4 billion
« Unmet mental health care needs related to violence: $5.5
billion

The authors of the study are Ted Miller, National Pub-
lic Services Research Institute, Landover, MD and Mark
Cohen of Vanderbilt University. Funding for the study
came from the National Institute of Justice in a grant to de-
termine the cost of crimes to victims. The results were pre-
sented in testimony before the Senate Finance Committee in
October 1993. The data for the cost of medical care are
from a variety of published sources. The data for the cost of
mental health care were collected through an exploratory
telephone survey of mental health care professionals (ran-
dom sample of psychiatrists, psychologists, social workers,
counselors, pastoral counselors, etc, There were 10 to 30
people in each group. N = 168) The questions that they
were asked were, “How many of your clients were served in
1991 primarily because of the afiereffects of: recent child
sexual abuse, recent child physical abuse - not sexual; child
sexual abuse years earlier; child physical abuse - not sexual
- years earlier; other attempted or completed rape, etc.” This
study has nothing to say about repressed memoties or the
truth or falsity of any accusations.
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“My therapy cost over one-million dollars,” a retractor
told us. “When my daughter is hospitalized for MPD, it
costs more than 340,000 a momh,” said a father. “My
daughter is in her 30" s and had a good job, but now she is
living on social security disability,” said a mother. “She got
social security because of post traumatic stress. She said
she had recovered memories of being sexually abused by
me, but no one checked. Her therapy is paid for by the gov-
ernment. The lawsuit she brought against us was dismissed
with prejudice. She is still on disability.”

Psychiatry’s Time Bomb was the headline of an
“Opinion” column by Adam Blamer, M.D. in The Psychiat-
ric Times way back in November 1987, It arrived in our
mail on the same day that we received the statistics about
the cost of violence. Blatner made some startlingly accurate
predictions.

“In the early 1970s, concem about the influence of ex-
cessive numbers of unused beds in hospitals on health care
costs led to regulatory programs. ‘Cer-
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STATEMENT ON MEMORIES OF
SEXUAL ABUSE
This statement was approved by the Board of Trustees of
:Ihgeg ;merican Psychiatric Association on December 12,

This Statement is in response to the growing concern re-
garding memeries of sexual abuse, The rise in repornts of
documented cases of child sexual abuse has been accompa-
nied by a rise in reports of sexual abuse that cannot be doc-
umented. Members of the public, as well as members of
mental health and other professions, have debated the valid-
ity of some memories of sexual abuse, as well as some of
the therapeutic techniques which have been used. The
American Psychiatric Association has be¢n concemed that
the passionate debates about these issues have obscured the
recognition of a body of scientific evidence that underlies
widespread agreement among psychiatrists regarding psy-
chiatric treatment in this area. We are especially concemed
that the public confusion and dismay over this issue and the
possibility of false accusations not dis-

tificates of Need’ were required before
more hospitals (or units) could be con-
structed. However, in the deregulating
ammosphere of the Reagan Administra-
tion, these programs have been al-
lowed to lapse. It served as an invita-
tion for the health care industry to vig-
orously compete, and as a result, cor-
porations have exerted vigorous con-
struction and marketing efforts. Hun-
dreds of hospitals and thousands of
beds have been and continue to be
opened...

“The problem of having all these
psychiatric inpatient units opening up
is that it's unclear where the patients

looking out
welfare.”

“It is not difficult to understand why
the judge and many of the attorneys
would prefer to keep the arguments
and deliberations secret; they say it is
to protect the confidentiality of the
children, but the real protection is
being offered to the various legal and
govemmental parties who appear to
have made such grievous errors in
for the children's

Bob Greene, Janvary 9, 1994
Parkersburg News, “llinois Governor
Wants Answers About Children”

credit the reports of patients who have
indeed been traumatized by actual pre-
vious abuse. While much more needs
to be known, this Statement summariz-
es information about this topic that is
important for psychiatrists in their
work with patients for whom sexual
abuse is an issue,

Sexual abuse of children and ado-
lescents leads to severe negative con-
sequences. Child sexuval abuse is a risk
factor for many classes of psychiatric
disorders, including anxiety disorders,
affective disorders, dissociative disor-
ders and personality disorders.

will come from. Over the previous 15
years, patients who have needed impatient care have not
been deprived of such services because the beds were un-
available. Few existing hospitals were running at full cen-
“We are in the midst of a self-destructive trend. Our
failure to recognize and police our own tendencies to over-
utilization of expensive resources will lead to not only an
economic backlash, but also a besmirchment of our profes-
sional integrity...

“More dangerous than the economic sanctions that will
be forthcoming is the threat to the intellecmal and moral in-
tegrity of the psychiatric profession. This is not simply a
matter of public relations, but rather an issue of whether we
in the profession are willing to recognize and criticize our
own failings and those of our colleagues.”

As we read “Psychiatry’s Time Bomb,” we thought
about the ongoing federal investigations into private mental
hospitals and about the high costs of medical care that have
finally pushed the current restructuring of health care deliv-
ery. We also thought about the fortuitousness that the epi-
demic of MPD (which requires extensive hospitalization)
came just at the time that hospitals were adding beds and
dissociative units.

Children and adolescents may be
abused by family members, including parents and siblings,
and by individuals outside of their families, including adults
in trusted positions (e.g., teachers, clergy, camp counse-
lors.). Abusers come from all walks of life. There, is no uni-
form "profile” or other method to accurately distinguish
those who have sexually abused children from those who
have not,

Children and adolescents who have been abused cope
with the trauma by using a variety of psychological mecha-
nisms. In some instances, these coping mechanisms result
in a lack of conscious awareness of the abuse for varying
periods of time. Conscious thoughts and feelings stemming
from the abuse may emerge at a later date.

It is not known how to distinguish, with complete accu-
racy, memories based on true events from those derived
from other sources. The following observations have been
made:

» Human memory is a complex process about which
there is a substantial base of scientific knowledge. Memory
can be divided into four stages: input (encoding), storage,
retrieval, and recounting. All of these processes can be in-
fluenced by a variety of factors, including developmental
stage, expectations and knowledge base prior to an event;
stress and bodily sensations experienced during an event;
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post-event questioning; and the experience and context of
the recounting of the event. In addition, the retrieval and re-
counting of a memory can modify the form of the memory,
which may influence the content and the conviction about
the veracity of the memory in the future. Scientific knowl-
edge is not yet precise enough to predict how a certain ex-
perience or factor will influence a memory in a given per-
son.

» Implicit and explicit memory are two different forms
of memory that have been identified. Explicit memory (also
termed declarative memory) refers to the ability to con-
sciously recall facts or events. Implicit memory (also
termed procedural memory) refers to behavioral knowledge
of an experience without conscicus recall, A child who
demonstrates knowledge of a skill (e.g., bicycle riding with-
out recalling how he/she leamed it, or an adult who has an
affective reaction to an event without understanding the

. basis for that reaction (e.g., a combat veteran who panics
when he hears the sound of a helicopter, but cannot remem-
ber that he was in a helicopter crash which killed his best
friend) are demonstrating implicit memories in the absence
of explicit recall. This distinction between explicit and im-
plicit memory is fundamental because they have been
shown 10 be supported by different brain systems, and be-
cause their differentiation and identification may have im-
portant clinical implications.

» Some individuals who have experienced documented
traumatic events may nevertheless include some false or in-
consistent elements in their reports. In addition, hesitancy in
making a report, and recanting following the report can
occur in victims of documented abuse. Therefore, these
seemingly contradictory findings do not exclude the possi-
bility that the report is based on a true event.

» Memories ¢an be significantly influenced by ques-
tioning, especially in young children, Memories also can be
significantly influenced by a trusted person (e.g., therapist,
parent involved in a custody dispute) who suggests abuse
as an explanation for symptoms/problems, despite initial

-lack of memory of such abuse. It has also been shown that
repeated questioning may lead individuals to report “memo-
ries" of events that never occurred.

It is not known what proportion of adults who report
memories of sexual abuse were actually abused. Many indi-
viduals who recover memories of abuse have been able to
find corroborating information about their memories, How-
ever, no such information can be found, or is possible to ob-
tain, in some situations. While aspects of the alleged abuse
situation, as well as the context in which the memories
emerge, can contribute to the assessment, there is no com-
pletely accurate way of detemmining the validity of reports
in the absence of corroborating information.

Psychiatrists are often consulied in situations in which
memories of sexual abuse are critical issues. Psychiatrists
may be involved in a variety of capacities, including as the
treating clinician for the alleged victim, for the alleged
abuser, or for other family member(s) as a school consult-
ant; or in a forensic capacity.

Basic clinical and ethical principles should guide the
psychiatrist's work in this difficult area. These include the
need for role clarity. It is essential that the psychiatrist and
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the other involved parties understand and agree on the psy-
chiatrist's role. -

Psychiatrists should maintain an empathic, non-judg-
mental, neutral stance towards reported memories of sexual
abuse. As in the treatment of all patients, care must be taken
to avoid prejudging the cause of the patient's difficulties, or
the veracity of the patient's reports. A strong prior belief by
the psychiatrist that sexual abuse, or other factors, are or are
not the cause of the patient's problems is likely to interfere
with appropriate assessment and treatment. Many individu-
als who have, experienced sexual abuse have a history of
not being believed by their parents, or others in whom they
have put their trust. Expression of disbelief is likely to
cause the patient further pain and decrease his/her willing-
ness 1o seek needed psychiatric treatment. Similarly, clini-
cians should not exert pressure on patients to believe it
events that may not have occurmred, or to prematurely dis-
rupt important relationships or make other important deci-
sions based on these speculations. Clinicians who have not
had the training necessary to evaluate and treat patients with
a broad range of psychiatric disorders are at risk of causing
harm by providing inadequate care for the patient's psychi-
atric problems and by increasing the patient's resistance o
obtaining and responding to appropriate treatment in the fu-
ture. In addition, special knowledge and experience are nec-
essary to properly evaluate and/or treat patients who report
the emergence of memories during the use of specialized in-
terview techniques (¢.g., the use of hypnosis or amytal), or
during the course of litigation.

The treatment plan should be based on a complete psy- -
chiatric assessment, and should address the full range of the
patient’s clinical needs. In addition to specific treaiments for
any primary psychiatric condition, the patient may need
help recognizing and integrating data that informs and de-
fines the issues related to the memories of abuse. As in the
treatment of patients with any psychiatric disorder, it may
be important 1o caution the patient against making major
life decisions during the acute phase of treatment. During
the acute and later phases of treatment, the issues of break-
ing off relationships with important attachment figures, of
pursuing legal actions, and of making public disclosures
may need to be addressed. The psychiatrist should help the
patient assess the likely impact (including emotional) of
such decisions, given the patient's overall clinical and social
situation. Some patients will be left with unclear memories
of abuse and no corroborating information. Psychiatric
treatment may help these patients adapt to the uncertainty
regarding such emotionally important issues.

The intensity of public interest and debate about these
topics should not infivence psychiatrists to abandon their
commitment to basic principles of ethical practice, delineat-
ed in The Principles of Medical Ethics with Annotations Es-
pecially Applicable to Psychiatry.

The following concems are of particular relevance:

Psychiatrists should refrain from making public state-
ments about the veracity or other feamres of individual re-
ports of sexual abuse.

Psychiatrists should vigilantly assess the impact of their
conduct on the boundaries of the doctor/patient relationship.
This is especially critical when treating patients, who are
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seeking care for conditions that are associated with bound-
ary violations in their past.

The APA will continue to monitor developments in this
area in an effort to help psychiatrists provide the best possi-
ble care for their patients.

To obtain the full News Release of the APA statement,
contact Greg Phillips, 202-682-6142.

If you hayve comments about the statement:
John S. MclIntyre, M.D.
American Psychiatric Association
1400 K St NW
Washington, DC 20005

——

VAGARIES OF MEMORY

In past newsletters we have mentioned the need to
create a climate in which people can change their theories
and change their minds. As people gain new information,
they should be encouraged to revise their opinions.
Unformunately, sometimes when people change their minds,
they completely forget what they thought or said at an
earlier time, This month we had an example that points to
how unreliable memory can be. :

The example was provided by a woman named
Vanessa. On the Jane Whitney program in December, 1993,
Vanessa said that “I went into therapy because I had those
[memories] spontaneously. I wasn't in therapy when I had
them. I've never been led by a therapist. I've never been
hypnotized or taken through visualizations ever.” She also
stated that, “No, I never claimed to have satanic ritual abuse
memories.”

Another participant on the program, Laura, asked
Vanessa about statements she had made in other television
programs that did not seem to agree with this statement that
she had never had hypnosis. This led us to review what
Vanessa had said and done on Prime Time Live in January
1993.

Vanessa: It was premeditated, systematic, methodical,
fragmenting of our personalities and then using other
children and sacrifices to terrorize us.

Namator; Children were murdered?

Y, um-hm,

N; What happened?

Y; One time there was a baby there and they stabbed the
baby and killed it and we all had to drink blood.

Vanessa claimed in December 1993 that her comments
in January 1993 had been taken out of context. We asked a
group of people to view the Prime Time (January 93)
segment. No one questioned that Vanessa was clearly under
hypnosis and being encouraged by her doctor to name the
thirteenth person in the satanic cult.

People misremember all the time. It is the norm. Even
people who are certain they have been abused can
misremember. Some people can even forget that they had
hypnosis or that they ever thought they had memories of
murdering babies or drinking blood
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MEMORY AND EMOTION

What do we know about the relation between emotion
and memory? Dani¢l Reisberg, Ph.D. , Associate Professor
of Psychology at Reed College, wrote a short article on the
topic for the Reed Alumni magazine in June 1993,

People have a common-sense notion that memories that
are highly emotional are more likely to be remembered.
Reisberg notes that, “there is an element of truth in the
‘more emotion — more memory’ claim, Emotion does
promote the recording of events into memory, allowing
fuller and more accurate recollection later on, In fact, the
mechanisms for this are relatively well understood: emotion
is typically accompanied by a pattem of physiological
arousal, which includes (among other things) an increase in
epinephrine levels in the bloodstream, This in turn leads to
increases in blood glucose levels, and this seems quite
directly to promote the process of ‘memory consolidation.’

“But we need to say considerably more to capture the
complex interaction between emotion and memory. For
example, emotion also influences how we pay attention 1o
an event or scene. In essence, emotion ‘narrows’ our
attention, so that we end wp focusing on a few central
aspects of the scene, to the exclusion of all else. Thus, as
emotion increases, we focus our attention more sharply,
taking in less and less of an event, but, thanks to the
consolidation mechanisms just discussed, we are then more
likely to remember what we have attended.

“In addition, in our culture we regularly converse about
the emotional events in our lives: you tell me your story,
and 1 tell you mine. In this exchange of memories, we
regularly ‘edit’ out recollection—often without realizing we
are doing so—to create a better tale, to allow a better
conversation. Similarly, we may unconsciously fill gaps in
our recollection with plausible inferences to make sure our
story is a coherent one. Much evidence indicates that we are
then likely to lose track of which elements in our
remembered-tale were supplied by memory, and which
were created in the retelling, so that the retelling literally
changes how the event is remembered. This can easily lead
0 memory emors—remembering things that did not occur,
remembering distorted versions of actual events. Evidence
indicates that these memory errors are then largely
undetectable :’false memories’ are recalled with just as
much confidence and just as much detail, as are bong fide
memories.”

There is a solid body of scientific research on the
relationship between memory and emotion. The claim has
been made over and over in the survivor literature that for
children who experience sexual abuse another process
operates. Is this scientific or is this a belief system? This
question has captured the interest of the professions and the
media.

Further reading: Gold, P (1993). Modulation of emotional
and non-emotional memories. Same pharmacological
systems, different neuwroanatomical systems. In J. L.
McGaugh (Ed.), The Neurobiology of Leaming and
Memory—Proceedings of the Fifth Annual UCI
Conference. New York: Oxford University Press.
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Who is doing therapy in America? Questions and Answers
Social workers are now the largest group of mental With the February 1994 issue, we introduce a new column.
health providers. August Piper, Jr., MDD, looks forward to receiving your questions.

A recent article, “The Changing Face of Social Work,” by
Beth Baker, Common Boundary, Jan/Feb, 1994, documents
the changes that have taken place over the past two decades
to explain how social workers now outnumber
psychologists and psychiatrists as mental-health providers,

The following data are provided:

Profession #Practicing #Graduates #Programs Fee
Psychiatrists 40,000 1,300 199° $101
Ph.D. Psychologists 45, 1,300° 174 90
Social Workers 80,000 11,500 106 75
Marriage & Family 40,000 N/A 3 80
Prof Counselors 42,000 9,400 230 75
Psychiatric Nurses 10,500 643 96 N/A
Pasioral Counselors 2,100 N/A 104 N/A

Mental health is by far the most popular speciality of
social workers, “according to a recent study “Who We Are,’
published by the 146,000 member NASW.” 32,7 percent of
NASW members list it as their primary practice area and
27.7 percent place it second.

Social workers “say their approach is non-authoritarian
and non-threatening. And while they cannot prescribe
medication as psychiatrists do or perform psychological
tests as psychologists do, their training in psychotherapy is
on a par with that of other professions. Before a social
worker may be licensed at a clinical level, he or she must
complete a two-year master's program that included 900
hours of field instruction. In addition, two years of
supervised clinical social-work experience arc required.
Like other psychotherapists, the social worker also takes
part in a wide variety of workshops and other training."”

In the January newsletter, we reported the results of a
survey of social work schools in which Allen Feld
documented the minuscuie amount of course work in
memory and repression currently required in schools of
social work. If it is indeed the case that the training of
social workers “in psychotherapy is on a par with that of
other professions,” an examination of all professional
training programs whose graduates are allowed to do
psychotherapy is immediately called for, Lack of training
about scientific information on memory by professional
schools could explain why Michael Yapko found a
significant percentage of therapists to hold misconceptions
about memory and hypnosis. Yapko's data is reported in
the January 1994 issue of American Journal of Clinical
Hypnosis.

In 1890, in Philadelphia, Sir William Qsler referred to
the education of physicians as an example of “criminal
laxity” in education. It seems that a “criminal laxity” now
confronts us in the education of psychotherapists. Osler was
instrumental in upgrading the miserable status of education
of medical practitioners at that time. It is time that all
professional organizations Iook at his focus on education
and apply it to psychotherapy.

FALSE MEMORIES AND MULTIPLEPERSONALITY
DISORDER: WHERE WILL IT ALL END?

The pleasant voice coming from the telephone receiver
belonged to Pamela Freyd, who was requesting a column on
multiple personality disorder for the False Memory Syn-
drome Foundation newsletter.

I told Dr. Freyd that for her even to consider asking me
to write such an article was a real honor. However, I had
some questions for her. Should the FMS Foundation be-
come involved in the multiple personality disorder contro-
versy? Would members of the Foundation be at all interest-
ed in the topic?

“The Foundation is already involved, because the con-
troversy has come to our doorstep,” she said, ‘and yes, [ do
think out readers would like to know more about MPD.

What did she think should be in the column?

“Why not discuss the relationship between false memo-
ries and MPD? And maybe talk about the history of MPD.”
She added.

And so this column was borm.

& & &

A thimbleful of history to start. Before 1970, MPD was
extremely rear—so rare, in fact, that psychiatric joumals al-
most never printed papers on the subject; less than one arti-
cle each year appeared in the literature. In 1980, the entire
world literature contained only about two hundred cases,
with only eight having been reported between 1960 and
1970.

However, between 1980 and 1990, the number of pro-
fessional papers on MPD increased sixty times. The number
of reported cases also skyrocketed, so that by now, the
MPD phenomenon has become an epidemic. Over 6,000
cases are supposed to have been diagnosed in North Ameri-
ca by 1986; that year, one of the e¢xperts in the MPD field
commented that more cases of the condition had been re-
poried within the previous five years than in the preceding
two centuries. One advocate of this condition predicts that
ten percent of all adults in North America may have disor-
ders similar to MPD; he believes that more than one hun-
dred million people worldwide may have one of these disor-
ders. Soon, the proponents say, any clinician who has not
recently seen a patient with MPD may expect to be ques-
tionted about his or her diagnostic ability or lack of familiar-
ity with recent literature.

Not only have the number of cases increased dramati-
cally, but the usual number of personalities per case has
also soared. In the last century, reported cases usually had
two personalities, but now, cases average between six and
sixteen personalities; in one recent series almost half the pa-
tients had more than ten alters. There have been reports of
three hundred, four hundred, and one thousand alter person-
alities.

What is going on here? Those who champion the cause
of MPD offer several explanations for this unprecedented
proliferation. None of them, however, makes as much sense
as the obvious: some clinicians are simply grossly overdiag-
nosing the disorder.
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Where will it all end?

False memories and MPD affect each other in two
ways. First, because a major criterion for the diagnosis of
MPD is a history of sexual abuse, a therapist obtaining such
a history may be influenced to diagnose MPD, Some of
these reports are false; an erronecus history of childhood
victimization may well lead to a misdiagnosis of MPD,
based partly on that inaccurate report.

The second of this relationship is somewhat
more subile, but ultimately may be more damaging to the
patient. Imagine: a therapist has diagnosed a patient, Ms. S,
as having MPD, She has no memory of being physically or
sexually abused as a child. The therapist, however, reasons
as follows: “The MPD experts say that over ninety-five per-
cent of people who have MPD have been abused as chil-
dren. since Ms. S has MPD, she almost certainly was
abused. The fact that she doesn’t recall the abuse simply
means she is repressing the memory of it. In order for her to
recover from her MPD, she must deal with her abuse histo-
ry. Therefore, my task as her therapist
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Ms. B. This was a schoolteacher who had been reasonably
functional before her admission; she had gone to work
every day, for example. She was thought by the admitting
psychiatrist to have been satanically abused as a child by
her parents; he also thought she now had MPD. Ms. B
stayed in the hospital for 72 days—about six times longer
than the institution’s average at that time,

During the hospitalization, the psychiatrist endlessly
explored the sexual abuse and the satanic rituals to which
Ms. B had allegedly been subjected. She progressively dete-
riorated, so that she had to be committed to a state hospital
at the end of the 72 days. It is noteworthy that the patient
initially disputed both the diagnosis as well as the doctor’s
belief that she had been ritalistically abused. However, by
the time she left the hospital, the chart notes no longer men-
tioned any disa; ent. The family always disputed the
history—but the physician did not interview them,

In the words of another Board member: *“The value and
good sense of psycluatry become suspect as wonders multi-

is clear -- I have to break through the
repression barrier and unearth these
hidden, repressed memories.” In other
words, the patient must be convinced
of the comrecmess of the therapist’s
view.

The patient in these sitwations not
infrequently makes an effort to be a
“good patient,” searching hard for the
material the therapist says must be
there. The current professional litera-
ture contains several reports of patients
going so far as to make up stories to
please their therapists. On the other
hand, members of the Foundation
know that some patients are now be-
ginning to appreciate and become out-
raged at the damage done to their lives,
and to the lives of those around them,
by what another FMSF Board member

shreds.

Unfortunately, anybody can say
anything about anyone, and the
accused is then in the position of
defending himself. All too often, if
the maligned individual is a high-
profile personality,
frenzy begins, the headlines are a
foot high and the TV coverage is
relentdess. By the time the facts are
made public, the victim is thoroughly
discredited and his reputation in

Too often the culprits are the
therapists who “help” their patients
recall incidents they are led to
believe have been repressed for
dozens of years. Add to that mix,
lawyers who see an opportunity o
make a killing by nailing a well-

ply.
Where, indeed, will it all end?

Dr. Piper will answer questions from
families on a regular basis. Please
send your questions to Dr. Piper, clo
the feeding FMSF Newsletter.

LEGAL ACTIONS AGAINST PARENTS

The update of the ongoing FMSF
legal survey is nearing completion. In
November, 1993, 800 questionnaires
were mailed to families that had indi-
cated they were involved in legal ac-
tions based on repressed memories. As
of January 31, 200 questionnaires had
been returned. Consistent with the data
reported in April, 1993 the following is
the case: One out of seven families that
contact the Foundation report that they

sl » known (or well-heeled) person. believe they have been threatened with
cansuu&l,% mﬁ;g;:?ser\f:ﬁ@sgl etimes Ann Landers, December 12, 1993 | legal action, while one of sixteen fami-
g0 to extremes to discredit beliefs, The Philadelphia Inquirer | lics actually repons that legal action

has been brought against them. Three

memories, and experiences that are
that are incompatible with the diagnosis, and replace them
with those that are. Does the patient deny having been
abused as a child? The proponent can say that MPD patients
often attempt 10 hide their abuse histories. Does the patient
fail to show evidence of other personalities? The proponent
c¢an say that a patient has “secret MPD,” in which the other
personalities do not emerge unless the host is alone. Does
the patient deny having MPD? No problem—people can
have MPD and not even be aware of it themselves, Does the
patient fail to show any sign whatsoever of MPD? Not a
problem either, because the essential core of the disorder is
the presence of a mental structure—an “entity"—which, cu-
riously, remains obstinately invisible to all but those thera-
pists who have the special ability to discem it.

Sometimes this discrediting involves an attack on the
memories of the patient him- or herself, or on those of the
family. A hospital once asked me to review the casc of a

quarters of the legal actions are civil
suits and one quarter are criminal, Of the civil actions, we
have learned that 50% are dismissed with prejudice mean-
ing that no further action can be taken on those specific
charges. We are currently making a summary of the reasons
cited for the dismissals and will report on these soon.

Lawsuits are considered part of the healing process.
A number of Florida professionals sent us copies of an
identical letter that they had received. The letter from a
member of a Tallahassee, Florida law fimn informed them
that the Florida Statute of Limitations had recently changed
to allow suits by “survivors of physical, sexual, or menta}
abuse occurring in childhood, elder abuse, and incest”
against perpetraiors. The letter noted that “victims of post
traumatic stress syndrome from this type of victimization
ofien do not discover their injury and its causal connection
until their adult years.” The lawyers noted that “As a pro-
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fessional who may come into contact with persons recover-
ing from various forms of childhood abuse, elder abuse and
incest, you are in a position to raise the legal awareness of
those survivors whose rights might potentially be affected.”
The writer of the letter states that, “for those for whom con-
frontation and restitution would provide empowemment and
closure, it could be an important final step in the healing
process. If someone you know, currently treat or have treat-
ed in the past is an abuse or incest survivor, please make
them aware of Chapter 92-102,”

FROM OUR READERS

“Our daughter confronted her father in November
1991, the day after Thanksgiving. 1 think it literally broke
his heart. He was di with liver cancer in early De-
cember, 1992 and died less than a year later. Just one week
before he died, she wrote to him saying that her stories may
be metaphors for her anger and that she loved him. She is a
part of the family circle again, but has never really recanted.
It remains a deep sorrow for me to know of the suffering
that she and her therapist brought to our famity.”

A Mom

-

“Let us never forget our human, parental imperfections
are unrelated to the incubation and cultivation of the hate
disease spread by toxic therapists and now ravaging and
laying waste to the love that once bound our families.”

A Mom

“Of course, the foundation is not going to remodel the
whole psychological community but we have opened the
door to its abuses. We are credible and we’ve got an army
behind us of people who will never let us down once they
know they can trust us. We have gained great power in a
very short time.”

A Mom

“We’ve regained our self respect and started o live
again. We won’t give up hope that our daughter will retum
one day because we gave the same amount of love to her as
we gave to the boys and they are retuming it already.”

Parents from Germany.

This notice is to inform the parents, retractors and pro-
fessionals involved in the False Memory Syndrome Foun-
dation that my daughter, Jennifer, and I have successfully
settled a lawsuit against two therapists, in part, for creating
false memories. The suit was filed on December 19, 1991
(lbstgfgte the FMSF was founded) and was sertled July 29,

In conjunction with the terms of the settlement, I will
not name the defendants, the location of my “treatment,” or
the amount of settlement.

I am writing this due to many people having not re-
ceived the information and to help reaffirm the fact that this
problem must be stopped. For me, the lawsuit was success-
ful and enabled me and my daughter 10 be compensated,
somewhat for damages, but more importantly gain my mind
and power back from those who took it from me. I can
never get the years my daughter and I lost and for this I
grieve, There is no way to put a price tag on the loss of
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years out of a relationship. However, I can have a fresh start
and work towards emotional health from this moment on.
Laura Pasley

I attended four Incest and Rape Support Group
meetings in my state. I wanted to obtain first-hand
information about what goes on at these meetings.
Attending the meetings were a hypnotherapist, a retired
psychologist, two women who said they were sexual abuse
victims and myself. I also said I was a victim of childhood
sexual abuse.

The hypnotherapist said that she programs and
reprograms the subconscious so that the conscious can deal
with the problem and completely heal. She offered to give
me a hypnosis treatment free, in order to search my
subconscious to see if I had any inner feelings about a need
for healing. (I had previously told her that I didn’t feel that I
needed healing.)

The psychologist walked into my first session and
placed the book Courage to Heal on the table and said that
this is a book written by women for women. He
recommended that they should read it.

At one session, the hypnotherapist introduced a Reiki
master teacher who relieves stress and tension through deep
relaxation. She then showed us a video tape on
reincamation.

‘At the next session, after being asked how I enjoyed
the last session, I replied that I was very uncomfortable and
disturbed by all those pepople believing in reincamation.
The hypnotherapist admitted that she too had problems with
reincamation in the beginning,

At the fourth and my last session, 1 was told that there
are never any records kept at therapy sessions in the event
of a lawsuit. Bamum and Bailey were sure right: “There’s
a sucker bom every minute.”

A Father (72 years old)

The past two years, although agonizing and
devastating, have enabled me to learn a great deal about
what happened to my daughter. She has been telling stories
now for more than four years in which she portrays herself
as a victim. This has enabled her to get support and
attention from a variety of individuals and groups.

This started when she was a minor. From the beginning
the Department of Social Services supported her delusion
even though they had no concrete evidence. But now that
she has retracted the problem is not over.

The Department of Social Services refuses to change
their records. The records curmrently say “unsubstantiated”
and they refuse to change them to “ruled out.”” They say
they don’t care whether or not abuse occurred. They will
not admit they have made a mistake.

To this day, the social workers who support my
daughter will not talk to us. My daughter says she wanis to
reunite, but I feel she is still defaming us. She identifies
herself as a ‘victim.” A retraction does not mean that the
problems of FMS are over.

Please help us update our records.

We have included an “information update” on the

last page. Please take the time to fill it in and return it.
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My Mother Abused Me, Didn’t She?
by Elizabeth Godley
Reprinted with permission
Modern Woman January 1994

I was 38 and living alone, picking up the picces after a
failed relationship. Even though 1 had friends and a good
job, my life felt empty. I felt guilty, unlovable and alone in
the world. It was my second visit to a new therapist when,
in the middle of a conversation about my troubles, she
shatiered my composure with an unexpected question.
“Elizabeth, do you think you might have been sexually
abused by your mother?” My reaction was immediate and
devastating. 1 was flooded with nausea. I felt lightheaded
and breathless. Was this the reason I'd been in and out of
therapists’ offices for the past 20 years, secking comfort for
the debilitating depressions that plagued me?

My new therapist, a former nurse with a Ph.D. in
psychology, was beginning to forge a reputation for treating
incest survivors, an emerging issue at the time. She was
strack by the way I responded to her question about my
mother. Convinced we were on 1o something, she urged me
1o remember as much as I could of this traumatic event. In
my apartment that evening, 1 dutifully began to
“remember”; I was four years old...my mother and I were in
the woods near our house, where we often walked, picking
huckleberries (my mom taught me the names of all the trees
and plants in the lush coastal forest)...we sat down under a
tree and my mother forced me to do certain things._..

I reported this scene to my therapist. Then, 1 acted on
her suggestion that I write letters to both my parents to vent
the rage and pain I felt about my discovery, and to say I
didn’t want to see either of them in the foreseeable future --
perhaps ever,

My mother’s response was unwise, but understandable.
She was shocked and frightened by my accusations, She
sent me a brief, angry note, letting me know that I should
not blame my problems on her. My therapist interpreted her
defensiveness as further proof that my mother had abused
me.

For the next four years, I had no comtact with my
mother, and almost none with my father. I believed that my
parents were toxic, and my memories of sexual abuse gave
me good reason to cut them out of my life. After three years
of weekly and twice-weekly therapy sessions, I was
beginning to think there was no cure for my depressions. I
lf;a}tl was wasting time there, and wanted to get on with my

e

The truth dawned slowly, gradually, in a process that
intensified after I stopped seeing the therapist. My sense
that I had made up my memories of abuse became stronger.
I had recently married, but within six months my husband
and I began having difficulties. We consulted a counselor,
who was concemed about my estrangement from my
parents, and who told me 1 could not resolve problems in
my marriage until I came 10 terms with my family. That
made a deep impression on me, and I became more and
more certain that my mother had never abused me. But why
had 1 accepted the therapist’s theory so easily?

Certainly, I was desperate for answers--a drowning
woman grasping at anything 10 keep afloat. On the surface,
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I appeared to0 have everything -- a promising career,
intelligence, attractive looks -- but 1 was miserable. My
temper was explosive, my relationships with men stormy; I
was extremely vulnerable to criticism; my self-esteem was
non-existent. At work, I couldn’t get along with my
supervisors or my colleagues. So when I was offered an
explanation for my depression and problems, I lunged at it.
It was easier to blame my mother than 1o accept
responsibility for my unhappiness. Guided by my therapist
-- and 1 believe she meant well -- I began to enjoy my status
as a victim; she rewarded me with outpourings of sympathy
and commiserations, as well as an entree into a select group

- of her patients, all incest survivors. I now had an answer to

all my questions about myself. I no longer had to think or
struggle. Problems at work? With friends? With men? Well,
what could I expect? I had been sexually abused. It was
almost like joining a cult, with my therapist as guru and me
a faithful disciple, the pitiful casualty of a horrendous
crime.

The role of victim can be very appealing, as
psychologist Carol Tavris points out in The Mismeasure of
Women (Simon & Schuster, 1992). Tavris stresses she is not
speaking of real incest survivors, and acknowledges as I do)
the many thousands of women who have suffered real abuse
as children and adults. But she believes sexual abuse
“crystallizes many of society’s anxieties, in these insecure
times, about the vulnerability of children, the changing
roles of women, and the norms of sexuality.” Those who
feel vulnerable and victimized, and who wish to share in
society’s sympathy, are drawn to identify with incest
survivors, Tavris suggests. “For some women, the sexual-
victim identity is..a lighming rod for the feelings of
victimization they have as a result of their status in society
at Jarge.” When incest was first in the news a decade or so
ago, “public horror and outrage focused on the perpetrator”
-- usually a man, Tavris writes. Today, though, much of the
fury is directed at mothers, who are blamed for failing to
protect their daughters, for “enabling” the abuser.

I can relate. By falsely accusing my mother of sexual
abuse, I tapped into a dark pit of rage against her; rage that
had been repressed for more than 30 years. An only child, I
grew up under the thumb of authoritarian parents who
pushed me to be the perfect daughter. Negative emotions
were squelched, painful issues never discussed. Heading the
list of taboo subjects was the stillbinth of a baby that
happened when I was about four years old. Fifteen years
later, that childhood event retumed to haunt me, I got
pregnant with my first serious boyfriend, and went through
a hellish abortion. Even though I was living at home and
going to university, I managed to keep the abortion secret
from my parents. I tried to ignore my anguish, in vain, just
as my parents had tried to ignore the stillbirth long ago. But
my guilt, anger and misery festered. By the time I was 38, [
;vuz;se a walking time bomb. My therapist unwittingly lit the

It wasn’t easy making up with my parents. For help, 1
wimed to a new psychiatrist, a women recommended by my
general practitioner. I was on her waiting list for a year. But
finally, with her support, I was able to put to rest my
haunting “memories.” She asked me if | recalied any
molestation as a child, and I recalled two incidents. One
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occurred in a movie theater; 1 was about seven, and a man
sitting next to me put his hand on my knee. The other
occurred when I was 12 or so, at the beach near my aunt’s
summer cottage; a man insisted I touch his penis. both
times, having been brought up to do what 1 was told, I
complied. But I never told a soul, thinking I'd done
something shameful. My psychiatrist suggested that since
these two incidents were clear in my mind, it was unlikely [
had repressed other memories of abuse by my mother.

That weight lifted. I did some belated maturing, and
learned to recognize my feelings, communicate my needs
and clarify my expectations. I began 1o understand that my
depressions were likely caused by guilt and unex
anger at my mother, not sexual abuse. Deep down, 1 felt I'd
failed her. Just as important, I felt she'd failed me -- first,
because of my sibling’s death (I hated being an only child)
and second, because I hadn’t been able to confide in her
about the abortion.

Over the past few years, I've opened up to my mother,
telling her the secret I'd kept all those years, and the change
in our relationship has been dramatic. No longer mystified
by my moods -~ and no longer worried that I blame her --
my mother feels more relaxed when we’re together.
Unencumbered by guilt, I now trust that she loves me, even
knowing the “worst,” the parts I kept hidden. We've
recaptured some of the closeness we enjoyed when I was a
small child.

it’s been a relief to find out I wasn't the only troubled
woman to seize upon sexual abuse as an explanation for
everything that was wrong with my life. Hearing about
other women with stories like mine, and ing with
mothers, fathers and siblings who have been falsely
accused, has helped me understand a very difficult period in
my life.

NOTICE - Ohio Families

Families in Ohio continue to be very active in
informing all professionals who have any role in mental
health about the devastation of FMS. They are finding that
health insurance companies are interested in the problem.
The Director of the Financial Investigations Department of
Blue Cross and Blue Shield of Ohio, for example, expressed
concemed about how the issue of FMS may be affecting
policyholders and whether there might be another issue in
the effectiveness of state oversight of mental health
counseling, He noted that Blue Cross and Blue Shield has a
Financial Investigations Department that investigates
healthcare fraud and other abuses. Anyone with information
regarding questionable claims submitted to Blue Cross and
Blue Shield of Ohio should call the BCBSO fraud hotline at
1-800-553-1000.

Grandchildren
We have had our first report of a grandchild (16 years
old) asking to live with the accused grand . This
raises two questions many grandparents have asked: (1)
What model is presented to children when they see their
parents cut off contact as a way to deal with issues? (2)
What will happen in families when children reach an age to
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make their own decisions? “What goes around, comes
around,” said one grandmother,

Canadian Grandparents Rights Association
Westminster Highway #10-8291
Richmond, BC V6X 1A7

Canada

Grandparents Rights - National Office
Ethel Dunn, Executive Director

137 Larkin Street

Madison, WI 53705

Bernardin Case

The accusations against Cardinal Bernardin have been
news around the world and have helped focus interest on
basic issues: (1) the nature of memory and repression and
(2) the standard of practice in psychotherapy.

We thought that the following information reported by
Andrew Greeley in the St Louis Post-Dispatch, January 26,
1994 was relevant,

“Larry Yellin, a reporter for Channel 32 News in
Chicago, decided to investigate the background of Michelle
Moul, the therapist who worked with Cook before he
leveled his accusations.

“In two copyrighted reports Yellin presented the
following facts:

“Moule received a degree in industrial planning from
Syracuse University in 1980 with a minor in psychology.
For much of the decade following her graduation, she
seems to have operated a print shop and a delicatessen.

“Moul acquired a master's degree in applied
psychology from Santa Monica University, a weckend
institution (not accredited by the Middle States accrediti
organization) in Philadelphia that conducts classes in ho
rooms. The president of Santa Monica told Yellin there was
absolutely nothing about hypnotism in any of the school’s
programs. Moul is not licensed to practice psychology by
the State of Pennsylvania,

“Yellin could find no record of supervised clinical
experience.”

Retractor Group Forming
Sacramento Area
“Is Therapy Costing You Your Sanity?”

Have you been told that your “core issue” is repressed
abuse? Did the recovered memories damage you or your
family. Join The Retractors.

Call 702-747-6253

For more information about Retractors subscribe to
The Retractor, P.O. Box 5012, Reno, Nevada

4 issues a year, $12.00
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FMSF MEETINGS
FAMILIES & PROFESSIONALS
WORKING TOGETHER

FUTURE MEETINGS

NATIONAL FMSF PROGRAM
Memory and Reality
June 3-5, 1994
Kansas Clty

Speakers will include members of the
FMSF Advisory Board. Sessions will
be held Friday through Sunday noon
fo be followed with a public lecture
Sunday afternoon.

MIDWEST REGIONAL MEETING
May 21-22, 1994
Michigan State Unlversity
LANSING, M

APA
American Psychiatric Association
ANNUAL MEETING
Doubletree Hotel
PHILADELPHIA, PA
Wednesday, May 25, 1994
2-5:00 pm Seminar Speakers:
Drs. Green, Lief,
McHugh, Singer

UNITED STATES

Call the contact person listed for time
and location of meeting.

key: {MO) = monthly

ARKANSAS
LITTLE ROCK
Al & Lela (501) 363-4368
Spring Meeting - Saturday, March
26
CALIFORNIA
CENTRAL COAST
Carole (805) 967-8058

NORTH COUNTY ESCONDIDO
Joe & Mariene (619)745-5518

RANCHO CUCAMONGA GROUP
Manilyn (909) 985-7890
1st Monday, (MO) - 7:30 pm

SAN JOSE-SAN FRANCISCO BAY AREA
Jack & Pat {408) 425-1430
Last Saturday, Bi-Monthly,

VALENCIA
Jane & Mark (805) 947-4376
4th Saturday (MO}10:00 am

FMg Foundation Newsletter

COLORADO
DENVER
Roy (303) 221-4816
4th Saturday, (MO)1:00 pm

FLORIDA
SOouTH FLORIDA
Esther (407) 364-8230
Every Thursday, 1:30 pm at SIRS

FLORIDA STATE MEETING
being planned for April 23-24, 1994
Call Esther/Bernie (407) 364-8290

INDIANA

INDIANAPOLIS AREA {150 miile radius)
Gene (317) 861-4720 or 861-5832
Nickie (317) 471-0922 (phone & fax)
Bernice (219} 753-2779

IOWA

DES MOINES
Saturday, April 16, 9am -3pm
Call for reservations:
Betty/Gayle (515) 270-6976

KANSAS
KANSAS CITY
Pat (313) 238-2447 or
Jan (816) 276-8964
2nd Sunday (MQ)
KENTUCKY
LEXINGTON
Dixie (606) 356-9309
MAINE
FREEPORT
Wally (207) 865-4044
MARYLAND
ANNAPOLIS AREA
Carol (410) 647-6339
1st Sunday, bi-monthly
MICHIGAN
GRAND RAPIDS AREA - JENISON
Catharine (606) 363-1354
2nd Monday (MO)

Michigan Information Newsletter
P O Box 15044, Arm Arbor, M1 43106
(313) 461-6213
Meeting notices & state topics
MINNESOTA
Terry & Coliette (507) 642-3630
CHIO
CINCINNATI AREA
Bob (502) 957-2378
MISSOURI - See KANSAS

NEW ENGLAND
CHELMSFORD, MASSACHUSETTS
Jean (508) 250-1055
2nd Sunday {MO} 1:00 pm

NEW JERSEY (SouTH) - See PEmSYLYAMA
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OHIO
CINCINNATI

Bob {513) 541-5272 for meeting info
&

2-day workshop featuring FMS Debate

PENNSYLVANIA
WAYNE, PA
Jim & Joanne {215) 783-0396

TEXAS
CENTRAL
Nancy & Jim (512) 478-8395

HousToN
Jo or Beverly (713) 464-8970
Saturday, March 19, 1-5pm
VERMONT & UPSTATE NEW YORK
BURLINGTON, VT
Elaine {518) 399-5748
Tuesday, March 8, 1994 - 7 pm
WISCONSIN
Katie & Leo (414) 476-0285

To participate in a phone tree.

CANADA
BRITISH COLUMBIA
VANCOUVER & MAINLAND
Ruth (604) 925-1539
Last Saturday (MO) 1:00-4:00 pm

VICTORIA & VANCOUVER ISLAND
John (604) 721-3219
3rd Tuesday (MO) 7:30 pm

MANITOBA

WINNIPEG
Joan (204) 257-9444
1st Sunday (MQ)

ONTARIO
TORONTO
Pat (416} 445-1995

AUSTRALIA
Ken Goodwin 08-296-6695

NEW ZEALAND
Dr. Goodyear-Smith
tel 0-9-415-8095
fax 0-9-415-8471

UNITED KINGDOM
Affiliated Group
Aduft Children Accusing Parents
Roger Scotlord (0) 225-868682

To list a meeting: Mail or fax information o
Nancy two (2) months in advance of meeting
date, i.e., tor April newsletter, send by Feb
28th. Standing meetings will continue to be listec
unless notified otherwisa by contact.
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PROFESSIONAL ARTICLES:

__513 Dawes, R.M. (1993) “Prediction of the future versus an under-
standing of the past: A basic asymmetry.” American Journal of Psychol-
ogy, Vol 106, No. 1, pp. 1-24. [$4.00]
__562 Loftus, EF. & Rosenwald, L.A. (1993) “Buried Memories Shat-
tezed Lives,"ABA Journal, November 1993, pp. 70-73. [$1.00]
—_574 Passentino, R. & Passantino, . (1992) “Hard Facts About Satanic
Ritual Abuse,” Christian Research Journal, Winter 1992, [$2.00]
592 Wakefield, H. & Underwager, R. (1993} “A Paradigm Shift far
Expert Wimesses,” Issues in Child Abuse Accusations, Summer 1993, 3:
156-167 {$3.00)

MAGAZINE & NEWSPAPER ARTICLES:
__ 080 “Victims, AlI? Recovery, co-dependency, and the art of blaming
somebody else,” David Rieff. Harper's Magazine, October 1991

[$3.00)
095 “Oedipal Wrecks,"” E. Fuller Torrey. The Washington Monthly,
Jawary/Februery 1992, ($3.00]

173 “False memory group looks intc abuse that never happened,”
John Lyons. Wirmipeg Free Press, December 7, 1992, [$1.001
245 “Total Recall Versus Tricks of the Mind," by Gayle Henson,
Insight, May 24, 1993. {$2.00]
__2385 “Falsely Accused,” by Anne Bayin. Homemaker's Magazine,

September 1993 {31.00]
287 “Haunted Dreams: tea) or implanted?” by Mark Smith.
Houston Chronicle, September 12, 1993, [$1.00]

288 “Why does nobody run herd on therapists?,” by Pierre Berton. The
Toronto Star, September 18, 1993, [$1.00)
291 "1 Forgot to Remember to Forget,” by Wes Eichenwald. The Bas-
ton Phoenix, October 15, 1993. [$2.00)
__292 "Multiple Personalities: the Experts are Split,” by Chi Chi Sileo.
Insight, October 25, 1993, [$2.00]
__293 “The Unknown Freud,” by Frederick Crews. The New York
Review of Books, November 18, 1993, [$3.00]
__294“Defining Deviancy Up,” by Charles Kreuthammer. The New
Republic, November 22, 1993, [$1.00]
295 “Memories of Abuse,” by Glenn Kessler. Newsday, November
28, 1993. [$2.00]
__296 “Trial by Accusation,” Review & Outlook commentary. The Wall
Street Journal, December 1, 1993, [$1.00)
__297 “Child Abuse, Suppressed Memory, and Coercion,” by Dr. X.
Whole Earth Review, Winter 1993. [$2.00]
298 “Family gets blamed for everything,” commentary by Kathleen
Parker. Oriando Sentinel, December 31, 1993, [$1.00)

Criminal Lawyers’ Association Conference
The Abuse and Misuge of Sclence:
Recovered Memorles
Novembar 5-7, 1993 Toronto
Contact Alan D. Gold, Barrister, 20 Adelald Strost East, Suite 210,
Toronto, On M5C 2T6, 416-368-1726,fax:416-368-6811

The FMSF Newsletter is published 10 times a year by the False
Memory Syndrome Foundation. A subscription is included in
membership fees. Others may subscribe by sending a check or
money onder, payable o FMS Foundation, (0 the address below.
1994 subscription rates: USA: 1 year $20, Student $10; Canada: 1
year $25; (in U.S. dollars); Foreign: 1 year $35, Single issue
price: $3
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3401 Market Street, Suite 130
Philadelphia, PA 19104-3315
Phone 215-387-1865
ISSN # 1069-0454

Pamela Freyd, Ph.D., Executive Director

FMSF Scientific and Professional Advisory Board
February 8, 1994

Terence W. Campbell, Ph.D,, Clinical and Forensic Psychology,
Sterling Heights, MI; Rosalind Cartwright, Rush Presbyterian
St. Lukes Medical Center, Chicsgo, IL; Jean Chapman, Ph.D,,
University of Wisconsin, Madison, WI; Loren Chapman, Ph.D.,
University of Wisconsin, Madison, WI; Robyn M, Dawes, Ph.D.,
Camegie Mellon University, Pittsburgh, PA; David F. Dinges,
Ph.D,, University of Pennsylvania, The Institute of Pennsylvania
Hospital, Philadelphia, PA; Fred Frankel, M.B.Ch.B., D.P.M.,
Beth Ismael Hospital, Harvard Medical School, Bosion, MA;
George K. Ganaway, M.D., Emory University of Medicine, At-
lanta, GA; Martin Gardner, Author, Hendersonville, NC; Roch-
el Gelman, Ph.D,, University of Califoria, Los Angeles, CA;
Henry Gleitman, Ph.D., University of Pennsylvania, Philadel-
phia, PA; Lila Gleitman, Ph.D., University of Pennsyl vania, Phil -
adelphia, PA; Richard Green, M.D,, J.D., UCLA School of Med-
icine, Los Angeles, CA; David A. Halperin, M.D., Mount Sinai
School of Medicine, New York, NY; Ernest Hilgard, PhD,
Stanford University, Palo Alw, CA; John Hochmanr, M.D,,
UCLA Medical School, Los Angeles, CA; David §. Holmtes,
Ph.D., University of Kansas, Lawrence, KS; Philip S. Holzmanp,
Ph.D., Harvard University, Cambridge, MA; John Kihlstrom,
Ph.D., University of Arizona, Tucson, AZ; Harold Lief, M.D,,
University of Pennsylvania, Philadelphia, PA; Elizabeth Loftus,
Ph.D., University of Washington, Seattle, WA; Paul McHugh,
M.D., Johns Hopkins University, Baltimecre, MD; Harold Mers-
key, DM., University of Western Ontario, London, Canada; Ulric
Neisser, Ph.D., Emory University, Atlanta, GA; Richard Ofshe,
Ph.D., University of Califomia, Berkeley, CA; Martin Orne,
M.D.,, Ph.D.,, Univessity of Pennsylvania, The Institue of Penn-
sylvania Hospital, Philadelphia, PA; Loren Pankratz, Ph.D., Or-
egon Health Sciences University, Portland, OR; Campbell Perry,
Ph.D., Concordia University, Montreal, Canada; Michael A.
Persinger, Ph.D., Laurentian University, Ontario, Canada;
August T, Piper, Jr., M.D,, Seattle, WA; Harrison Pope, Jr.,
M.D., Harvard Medical School, Cambridge, MA; James Randi,
Author and Magician, Plantation, FL; Carelyn Saari, Ph.D,,
Loyola University, Chicago, IL; Theodore Sarbin, Ph.DD., Uni-
versity of Califomnia, Santa Cruz, CA; Thomas A, Sebeok, Ph.D,,
indiana Univeristy, Bloomington, IN; Louise Shoemaker, Ph.D.,
University of Pennsylvania, Philadelphia, PA; Margaret Singer,
Ph.D,, University of California, Berkeley, CA; Ralph Slovenko,
J.D., Ph.D., Wayne State University Law School, Detroit, MI;
Donald Spence, Ph.D,, Robert Wood Johnson Medical Center,
Princeton, NJ; Jeffrey Victor, Ph.D., Jamestown Community
College, Jamestown, NY; Hollida Wakefiel, MA,, Institute of
Psychological Therapies, Northfield, MN; Louis Jolyon West,
M.D,, UCLA School of Medicine, Los Angeles, CA,



False Memory Syndrome Foundation
3401 Market Street, Suite 130, Philadelphia, PA 19104-3315

Information Update
February 1994

The Foundation is making every effort to keep records up to date and to plan future research. To help us do
so, please complete the short questionnaire below and return it at your earliest convenience.

Name:
Address:

City State Zip (9 digits, if possible)
O Check this box if the above is a new address.

Note: The following personal information will be kept confidential, Your name of your answers to the
questions below will not be released without your written permission below. The Fourdation may report
statistical data based on information provided but will not compromise confidentiality,

Your relationship to the accuser;
Q Mother [ Father O Sibling () Grandparents 0 Other

specify
Who is accused ?
QOMother [ Father Q Sibling () Grandparents Q Other
Did the accusations include Satanic Riwal Abuse (SRA) ?
Q Yes O No O Don't Know
Has the accuser been diagnosed as having:
Muitiple Personality Disorder (MPD) Qa Yes O No O Don't know
Schizophrenia O Yes Q No Q Don't know
Epilepsy or other disease of the central nervous system O Yes O No 0 Don't know
Depression Q Yes Q No O Don't know
Eating disorder 3 Yes O No O Don't know
Post Traumatic Stress Disorder (PFTSD) (1 Yes Q No O Don't know
Bipotar Disorder Q Yes Q No @ Don't know

Other, please specify

Arxe you currently in contact with the accuser ?
O Yes Q No

Has the accuser made any attempt to re-enter the family ?
QYes QNo

Has the accuser retracted the accusations ?
O Yes 0 No

Has any kind of legal action been initiated against the accused on the basis of repressed memories ?
0 Yes Q Ne Q Don't know

_—_——— e e e
Do we have your permission to give your first name and telephone number only 1o a person in your state
who may call you to let you know what is happening in the state, invite you to area meetings and bring up
Foundation related issues? Please check the option and sign.

[ Yes, you have my permission to give my first name and telephone number to a contact person in my
state.

signature

(3} No, you do not bave my permission to give my first name and telephone number to a contact person
in my state.

signature

Thank You
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