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Introduction

The concept of repression has been a heavily debated issue in the scientific community. The debate goes back to 1896 when Freud proposed that repression of child sexual abuse is significantly related to adult psychopathology. He later withdrew his belief about repression and attributed psychopathology to fantasies about sexual contact with parents and other adults. Although Freud’s concept of hysteria is not predominantly accepted, psychotherapists today still believe in repression as a defense mechanism for traumatic events. Based on this belief, recovered memory therapy is often used by therapists to treat psychopathological illnesses considered related to repressed memories of trauma. This paper assesses why therapists would be motivated to use recovered memory therapy, a technique whose effectiveness appears to be unsubstantiated by psychological research. 

Recovered memory therapy has been accused of causing the False Memory Syndrome, a term referred to the belief in events that never happened based on implanted memories. Members of the False Memory Syndrome Foundation have alleged that families have been destroyed because overzealous therapists have implanted false memories of abuse in individuals related to these families. Therapists who use the Recovered Memory Therapy (RMT) technique argue that it is necessary to find out whether a patient has experienced traumatic events as a child, citing the high frequency of child abuse, which may have led to the patient’s malfunction in adulthood. 

What follows is an overview of research done on repression, the relation of childhood abuse to psychopathology, and memory distortions resulting from suggestion and induced mood. Based on studies addressing these areas, a thesis explaining the emphasis placed on RMT among therapists despite its potentially dangerous implications of false memories. 

A study by Linda Meyer Williams (1994) examined whether women who were sexually abused as children remembered the abuse. The study questioned the frequency of forgetting abuse among those sexually abused and how the forgetting was associated with age. Participants in the study were contacted from reports of sexual abuse victims in a north-eastern city hospital documented seventeen years earlier (1970s). Independent raters studied the details of the women’s current descriptions of the abuse suffered in childhood. They then used the information recorded in the 1970s to detect resemblances between both accounts. Even if the current account remotely resembled the index account (the hospital report), the woman was said to have remembered the abuse. The results of this study indicate that 38% of the women did not tell the interviewer about abuse that was documented in hospital records from the 1970s. 

Williams found that the women who experienced severe trauma were not more likely to repress the abuse. It was found that an early age was not necessary for forgetting to occur. This led to the conclusion that the high rate of no recall of sexual abuse for this entire sample is not due to the extremely young age of the girls. However, abuse that occurred at an earlier age was more likely to be forgotten. Those molested by strangers were more likely to recall the abuse than those violated by someone they knew. Women whose perpetrators were closely related to them were found more likely not to recall abuse. Severity of abuse was thus believed to be a factor in forgetting. Williams projected higher rates of forgetting than what she found because of women who never report their abuse to authorities. These women may forget all the more due to their unwillingness to discuss their experiences with anyone.

Part of Williams’ conclusion included her opinion based on her findings that therapists ought to be open about the possibility that their clients have been sexually abused even though they might not reveal any such indications. Therapists should be well aware that a time-period in which trauma was not consciously known to have occurred is no reason to believe nothing traumatic ever happened. 

Clancy, Schacter, McNally, and Pitman (Jan 2000) investigated the occurrence of false-recognition in women who have reported recovered memories of abuse. False-recognition was identified as the mistaken belief that one has previously encountered a novel item. It was examined in women who (a) reported recovered memories of childhood sexual abuse (“recovered-memory” group) (b) believed they were sexually abused as children but could not recall this abuse (“repressed-memory” group) (c) were sexually abused as children and always remembered the abuse (“continuous-memory” group), and (d) had no history of abuse (“control” group). 

Results of this study suggest that the recovered-memory group was most prone to false-recognition. The recovered and repressed groups were more likely to suppress their exhibition of false-recognition. The recovered-memory group appeared to have a lower threshold level for false-recognition. False-recognition was also found to be unrelated to scores obtained on the Beck Depression Inventory (BDI) and on the civilian version of the Mississippi Scale for Combat-Related Posttraumatic Stress Disorder (CMISS). There was however, a significant positive correlation between scores obtained on the Dissociative Experiences Scale (DES) and false-recognition. The DES scale contains items related to depersonalization, memory lapses, and absorption. 

Researchers of this study proposed that distorted memories were produced as a result of the confusion between perceived events and imagined events. They did not dispute the idea that specifics of a memory may well be distorted. The researchers nevertheless suggested that if the overall implication of the memory matches up with life experience, the memory will be enthusiastically believed. Thus, the memories of the recovered-memory group may be true to the extent that they accurately represent some aspect of a person’s life. Illusory details of the memories can be attributed to errors in source monitoring rather than real life experience. 

This study offered two interpretations for why the recovered-memory group was subject to the most false-recognition. One interpretation is that child abuse actually occurred with this group and was forgotten due to its traumatic nature, which induced high dissociation and thus an increased tendency for false-recognition. The other interpretation offered is that individuals susceptible to false-recognition from a high dissociation measure are likely to falsely “remember” child sexual abuse experiences that were merely suggested. Those who claim to have recovered memories obtain them as a result of associating the central message of memories to their overall life experience.  Therapists could be motivated to search for any memories a client may have. Memories, even though they may be illusory, say something about a person’s projected self through some aspect of their life. 

The uncovering of repressed memories is considered by believers of this phenomenon to aid in treating various pathological disorders. One assumption is that childhood sexual abuse is directly influential in the development of serious disorders in adulthood. Kinzl, Traweger, Guenther, and Biebl (Aug 1994) investigated the relationship between early familial experiences and sexual abuse to the development of eating disorders. Their study involved 202 female participants, the average age being 22. They were asked to answer three questionnaires: (1) The Eating Disorder Inventory, a self-report measure measuring eating-disorder relevant attitudes (2) The Biographic Inventory for Diagnosis of Behavioral Disturbances, a self-rating questionnaire using parental relationship and parent-child relationship scales (3) A modified version of the child abuse history questionnaire used previously by Finkelhor D, Hotaling G, Lewis JA, Smith CH (Sexual abuse in a national survey of adult men and women, Child Abuse Negligence, 1990, 14:19-28). 

Results indicate that there were no significant differences in scores on the Eating Disorder Inventory among women with incidences of sexual abuse, except on the ‘perfectionism’ subscale. No significant difference between non-victims and victims of sexual abuse at risk for developing an eating disorder was found. Women reporting dysfunctional family backgrounds exhibited a significant increase in risk for acquiring an eating disorder. The risk for developing an eating disorder was found to be independent of whether women reported histories of sexual abuse. 

Kinzl et al. suggest that therapists may indeed be under the erroneous impression that childhood sexual abuse and the development of eating disorders are significantly correlated. However, similarities between sexually abused women and women with eating disorders provide a base for deducing a link between sexual abuse and developing an eating disorder. Sexually abused women and women with eating disorders display problems with intimacy, trust, have negative feelings about sex, men, and the self. Results from this study also suggest that many women with eating disorders were raised in multi-problem families where sexual abuse was one of many dysfunctions. Yet, eating disorders that are often observed in sexually abused women is more of a result of a dysfunctional family background than due to sexual abuse per se. Then again, dysfunctional families increase the child’s risk of falling victim to repeated familial abuse. The central concluding statement of this study, nonetheless, is that child sexual abuse is neither necessary nor sufficient for the development of an eating disorder, while dysfunctional familial background appears to be an important contributing factor. Therapists could seek repressed memories of child sexual abuse in women with eating disorders, but a better bet would be to look into how the woman’s family functioned.

An interesting twofold study of the effects of induced mood on recall was done by Clark and Teasdale (1985). Researchers predicted that differential effects of induced mood on recall of positive and negative words would be greater in women compared to men. From previous research, it appeared to Clark et al. that a depressed mood leads to an increase in the accessibility of negative thoughts. Sixty-four students with the mean age of 19 years participated in the study. Mood was musically inducted into them. The results of this study have implications for state-dependent memory. Proponents of repression argue that one could have continuous recollection of the incidences of abuse, but may repress the emotions associated with these incidences. 

Study 1 results of Clark et al. reveal that women recalled more pleasant words when they were induced with a happy mood and recalled more unpleasant words when induced with a depressed mood. This effect did not occur in men who recalled nearly an equal amount of pleasant and unpleasant words in both induced moods. Results also confirmed that there was a significant overall effect of mood on recall for women. Women overall recalled more words than men, but the recalled words were mood-congruent specific. Researchers proposed that mood-congruent words once recalled are likely to signal the recall of other mood-congruent words more in women than men. However, women and men did not differ in the predicted mood-clustering mechanism by computing the Dalrymple-Alford’s C index of clustering for each sex. 

Study 1 results were interpreted by suggesting that pleasant words are recalled better in a happy mood because of the representations in memory of the words have been previously activated more often in that mood. Negative words are better recalled in an unhappy mood for the same reason. Study 2 was devised to test whether the pleasant and unpleasant words in Study 1 were better recalled by women as a result of them using them extensively more in their everyday lives. Results in Study 2 showed that as predicted, women had higher usage ratings for words compared with men. Usage ratings were found to determine the effect of mood on recall. Observed sex differences in the effects of mood on accessibility mean that women are more susceptible to entertain depressive thoughts than men. Women dwell on their mental representations of events (and words associated with events) for a longer time than men. This study may motivate therapists to seek the advantage of women who are prone to recall negative events in their life by virtue of inducing negative moods in them, and by conveniently using the words or refer to the events that women refer to most frequently. 

Some recovered-memory therapists genuinely want to help their clients get through their struggles. This is considered to be a reason worthy enough to warrant engaging in “recovering” repressed memories of childhood trauma by its proponents. However, with the unsubstantiated phenomenon of repression therapists may not only be in vain with this technique but also may cause harm to individuals and families by implanting false memories in them. Abusers may also be motivated to implant false memories in their victims. They may be more powerful to do so because of considerable opportunity to influence the children who are with them most of the time. This scenario could lead to therapists being overzealous about recovering memories. 

The motivation of therapists to immediately and excessively use RMT with every person suffering from an eating disorder, or from PTSD does not make sense when research does not conclusively support the relation between sexual abuse in childhood and pathology in adulthood (Bremner, Shobe, Kihlstrom, 2000). Research has to be done on how therapists have been trained and how they might have been “brainwashed” into believing in repressed memories. Popular self-help books and media portrayals of yet to be proven phenomena could be important factors in their seemingly impulsive resolution to use RMT. Therapists like most people may too want to satisfy their confirmation biases by looking for evidence that supports their ‘hunches’ rather than face evidence that disproves them. Why therapists have chosen the careers they have might be helpful in gauging their possible underlying motives to popularly appear in high-profile repressed memory cases. The desire to have as much influence over their clients’ lives as possible should also be explored. 
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