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ABSTRACT 

In the last decade there has been a flood of reports of adult recovered memories of 

childhood sexual abuse. The public controversy over 'false' versus 'true' memories of 

childhood sexual trauma has had a tremendous impact on mental health professionals and 

victims of abuse. Memory researchers, clinicians, lawyers, journalists are only some of the 

professionals who have engaged in the controversy contesting various notions of abuse, 

memory and therapy. As more women spoke openly about their abuse from childhood, 

more books, articles, and special media reports mushroomed, polarizing the public into 

roughly two opposing camps: those defending the victims and their memories, and those 

objecting to the memories, thus directly or indirectly defending the accused. Various, often 

contradictory claims and accounts have been produced to advocate for either group 

This research project was developed to examine how women who have been abused in 

childhood, and clinicians who work with victims of abuse, make sense of the different 

available accounts of abuse, memory and therapy, and how their claims are played out in 

their everyday life. There are two studies in this project both using discourse analysis to 

examine the constructions, functions and implications of these claims. Study One consists of 

interviews with clinicians, and Study Two consists of interviews with women victims of 

abuse. 1 identified several distinct claims or discursive moves in the interviews with 

clinicians: a science move, a symptoms move, an individual client move, and a professional 

window dressing move. In the interviews with the victims of abuse 1 identified several 

dilemmas in which the women participants variously located themselves in unique ways: the 

public/private dilemma, the true/false memories dilemma, and the past/present dilemma. 

Both the clinicians and the victims of abuse were able to resolve the controversy for 

themselves in the "right" words that made sense for them, accomplishing remarkable 

discursive work, and producing accounts that worked for them. This research speculates 

how the participants do that, and what the implications of these discursive actions are for 

them and for the larger public. 
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I 

CHAPTER ONE: THE DEBATE 

I. Introduction: The social and political context 

Child abuse has recently acquired a highly public, politicized, and contested nature. 

Brown and Burman (1997) remind us that the concern coined as sexual abuse of children 

began with the re-emergence of different feminist movements of the 1960s and 1970s. 

Feminists' increased focus on children's rights, father-daughter rapes and domestic violence 

has provided an impetus for many adults (initially mostly women) who had experienced 

abuse in their childhood to speak out publicly. There came an increased awareness of 

sexual victimization of girls and women in our culture. New books and articles appeared on 

the shelves of local bookstores emphasizing the necessity to "break the silence of incest" 

and put an end to sexual exploitation of women (e.g. Allen, 1980, Gil , 1990; Herman & 

Hirschman, 1981; Ward, 1984). Enns, McNeilly, Corkery and Gilbert (1995) suggest that 

the social agitation around sexual violence against girls and women within family and 

subsequent self-disclosures of the abused have had an enormous impact on the nature of 

then existing psychotherapy. During the 1980s and 1990s numerous sexual abuse recovery 

programs and incest survivor support groups were formed in North America. In the circles 

of popular psychology there have appeared self-help books for sexual abuse survivors, the 

most influential being The courage to heal: A guide for women survivors of child sexual  

abuse (Bass & Davis, 1988); Secret survivors: Uncovering incest and its aftereffects in  

women (Blume, 1990); and Repressed memories: A journey to recovery from sexual abuse 

(Fredrickson, 1992). The issue of re-visiting, recovering or remembering past abuse or 

forgotten trauma has become a pivotal piece of many therapies. The recovered memories of 

childhood abuse have come to be used as evidence in courts of law to substantiate charges 

against abusive perpetrators who were mostly fathers, stepfathers, grandfathers or uncles. 

In 1990 George Franklin of California was charged and tried for a first degree 

murder based on evidence from his daughter's recovery of a repressed memory. His 

became the first legal case where the prosecution used recovered memory as evidence of 

guilt. The memory of a murder of a childhood friend recovered by Franklin's daughter 

twenty years later was on trial: was it "authentic" or was it false? The prosecution was 
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arguing that the recovered memory of the murder was so vivid, detailed and in accordance 

with the events reported in the media at the time of the murder, that it had to be authentic 

(for more details of the murder and the legal proceedings, see Lenore Terr's book 

Unchained memories: True stories of traumatic memories, lost and found). The defense 

was arguing that a recovered memory cannot be true or reliable, because the basic processes 

of memory acquisition, formation and retrieval show that our memory is flexible and 

vulnerable to errors, contamination and distortions. That is, memory is never a perfect 

picture from the past of "what really happened". The defense hired one of the most 

prestigious memory researchers, and psychologist, Elizabeth Loftus, who took the stand in 

the trial as an expert witness. Her scientific studies on the workings of memory and her 

findings were dismissed as irrelevant in the trial, as the prosecution argued that repressed 

and recovered memories operate by different rules from ordinary memories. George 

Franklin was then convicted of the murder charges and sentenced to prison. In 1996 

George Franklin's conviction was overturned, and he was freed from prison. In another 

highly publicized case, in 1991 a California man Gary Ramona successfully sued his 

daughter's therapists for "implanting" her recovered memory of childhood sexual abuse. 

As the memory controversy grew, and became highly publicized and politicized, new 

legal cases entered the courts of law. But obviously, it is not the mere status of memory 

that is contested here. The meanings of 'childhood abuse', 'trauma victim', and 

psychotherapy for victims of abuse, are all put on trial and contested by psychologists, 

journalists, juries and the public at large. As more women speak out about their recovered 

memories of childhood abuse, there are more voices that object to the notion of repressed 

memories and their recovery, and more voices defending the allegedly accused abusers (see 

for example Confabulations: False memories-destroying families, 1992; Diagnosis for  

disaster. 1995; Sex abuse hysteria: Salem witch trials revisited, 1991; True and false  

accusations of child sex abuse. 1992; True stories of false memories. 1993). At the same 

time, there are more people (men and women) who speak out about childhood abuse which 

has never been forgotten. In this context, the therapeutic methods for people who 

experienced abuse have become highly scrutinized and suspect. 
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In the public arena there have formed roughly two polarized discourses supported 

by two opposing groups. On the one hand, there are those who support the movement of 

recovered memories of childhood abuse, and defend the abused. Those were largely named 

the believers. On the other hand, there are those who question the veridicality of childhood 

memories and defend the accused. Those were largely named the skeptics. In 1992, 

parents of Jennifer J. Freyd, a cognitive psychologist at the University of Oregon, formed 

the False Memory Syndrome Foundation (FMSF), following their daughter's accusation of 

childhood sexual abuse. The Foundation is an advocacy group for the skeptics, and for 

people accused of abusing. It is largely represented by families like the Freyds, and 

advisers (psychologists, psychiatrists and writers) from numerous prestigious universities, 

for example: Frederick Crews, Ph.D., University of California at Berkeley, George 

Ganaway, MD. , Emory University, Ernest Higard, Ph.D., Stanford University, John 

Kihlstrom, Ph.D., University of Arizona, Elizabeth Loftus, Ph.D., University of 

Washington, Paul McHugh, MD. , Johns Hopkins University, Harold Merskey, D M . 

University of Western Ontario, Ulric Neisser, Ph.D. Emory University, Richard Ofshe, 

Ph.D., University of California at Berkeley, Campbell Perry, Ph.D., Concordia University, 

and Theodore Sarbin, Ph.D. University of California, Santa Cruz. 

In 1993 one of the board members, Richard Ofshe commented on the recovered 

memory movement that it "is a dangerous experiment in conformity and influence 

masquerading as psychotherapy", and that "it's rapidly evolving into one of the most 

intriguing quackeries of this century" (Ofshe and Waters, 1993, p. 17). 

Recently, the FMSF has been approved by the American Psychological 

Association (APA) as a provider organization able to offer continuing education for 

psychologists. This move allows FMSF to implement educational programs for 

psychologists at the post-doctoral level. This newly acquired status has angered the other 

side of the controversy, the believers, mainly many practicing clinicians, therapists, and 

feminist writers who argue that FMSF poses a serious threat to the mental health 

professions, and that it is is largely represented by people who support patriarchy and have 

political vested interests in ignoring abuse of girls and women (Schuman & Galvez, 1996). 



4 

Among the believers, there are those who point to the lack of clinical or empirical evidence 

for the existence of "false memory", and hence "false memory syndrome", arguing that 

traumatic memories may be recovered from years of dissociation or repression, processes 

that greatly differ from "ordinary" memory workings. Some believers defend claims of 

childhood sexual abuse in order to politically support movements towards breaking the 

"conspiracy of silence" around sexual abuse in our culture (Bell, 1993). For example, 

Gloria Steinem in 1993 spoke against the FMSF suggesting that the Foundation is 

financially supported by a right-wing movement and that it was part of the political backlash 

against women's rights. Steinem expressed her support for all victims of abuse and thus 

aligned herself with the believers' side. There has also been growing polemics on the 

consequences of the debate itself. Concerns have been expressed in the psychological 

community that the debate has badly hurt the therapeutic enterprise, the professional status 

of clinical practice, and that it has undermined years of clinical research and practice in the 

public eye (Martin, 1995). 

The private and public battles over the different issues in this debate has prompted 

the American Psychological Association to take a public stand on the controversy. In 1996 

the A P A published Final Conclusions of the A P A Working Group on Investigation of 

Memories of Childhood Abuse. The members of the group were named by the Board for 

the Advancement of Psychology in the Public Interest. The volume is a compilation of 

articles written by six leading voices from both sides of the public controversy. The authors 

who represent the believers are largely clinical practitioners: Alpert, Brown and Curtois. 

The authors who represent the skeptics are largely academic psychologists: Ornstein, Ceci, 

and Loftus. Loftus's research on memory constitutes the FMS Foundation's core 

arguments against the claim of the recovery of childhood abuse forgotten memories. She 

has been called as an expert witness for the defense of the abused in several major trials, 

similar to the one of George Franklin. In December 1995 two women whose childhood 

abuse memories were uncovered in separate trials, filed ethics complaints with the American 

Psychological Association against Elizabeth Loftus. The two women who brought 

successful civil suits against their parents, were alleging that Loftus mischaracterized the 
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facts of their legal cases in her subsequent published articles. Loftus resigned from the APA 

shortly after the ethics complaints were filed. In her letter of resignation, Loftus wrote that 

she had been an APA member since 1973 serving as president of two divisions, 

Experimental Psychology and Psychology and Law, and that she is resigning because the 

A P A "moved away from scientific and scholarly thinking" (http://fmsf.com, 1999). The 

APA's stand on the controversy over the veridicality of childhood abuse memories 

acknowledges among its members the "fundamentally differing views" (APA, Final Report, 

1996, p. 1) concerning the nature of memory, the accuracy of remembering past trauma, the 

mechanisms underlying delayed remembering, the relevance of the basic memory workings 

for understanding trauma memories, and the methods by which "real" memories can be 

distinguished from "pseudomemories" (APA, Final Report, 1996). 

Although the first and major battles over the veridicality of recovered memories 

happened in the United States, the controversy spread over to other countries, mainly 

Australia, Great Britain and Canada. For example, there are currently several recognized 

recovered memory groups who actively support and promote the notion of recovered 

memories of abuse through research and conferences. Among them, the most known are: 

The Association for Accuracy About Abuse in Australia, Accuracy About Abuse in Great 

Britain, The Truth Tellers in Toronto, and The Recovered Memory Task Group in Ottawa. 

Although the current media coverage, the scientific literature, and the number of 

self-help books focusing on the issue of recovered memories of abuse have abated, the 

controversy still remains, and polarizes therapeutic, social and scientific circles alike. The 

different versions of memory, trauma, remembering and forgetting inform our lives and 

shape our perception of who we were in the past, what we have carried with us throughout 

our personal history, and who we have become as persons. The scientific disputes over the 

workings of memory are at the same time political and social disputes over what constitutes 

women's experience of abuse, remembering the abuse, the suffering, the recovery, and the 

healing. The discourses of memory, trauma and therapy that are produced and 

disseminated, are the outcomes of finely negotiated social practices and power moves. The 

http://fmsf.com


6 

battles, controversies, debates are not only over which accounts are "true" ones, but also 

about who gets to use them and to what purpose. 

In what follows, 1 will first discuss a discursive approach to remembering one's past 

which is concerned with remembering as an accomplishment in conversations as a social 

action, rather than cognitively constituted. This alternative approach to remembering one's 

past attempts to bypass the division created by the false/true memory controversy. Second, 

1 will examine the competing discourses that circulate in the controversy over the recovered 

memories of childhood abuse. I will examine what gets produced in the form of research, 

theory and clinical accounts in the area of remembering trauma. I will show here varied and 

contested versions of how memory for traumatic events works, and how scientists, 

researchers and clinicians account for the varied discourses on memory and trauma. The 

two sides of the controversy which I delineated earlier, the skeptics and the believers, are 

the most apparent public face of the debate. Although more nuanced positions have been 

voiced by those involved, the majority of arguments throughout the literature, however, 

remain clearly on one or the other side of the controversy. It is as if the issue of recovered 

memories of childhood abuse became fixed and limited to the discovery of either the 

tmthfulness or falsehood of these memories. Thus writers and the public at large identify 

themselves clearly with the camp they support and the consequences of that support. They 

advocate for the people victimized in childhood which seems automatically to carry the 

belief of the truthfulness of recovered memories, or they advocate for those who were 

accused which seems automatically to preclude the belief in any stories of recovered abuse 

Lastly, I will examine self-help and therapeutic culture and what gets disseminated 

to the public on the topic of therapy and recovery for people victimized in childhood. These 

discourses on therapeutic interventions have made an enormous impact on how the public 

constructs the workings of memory, the nature of childhood abuse, and indeed, the meaning 

of being an abuse victim/survivor itself. In addition, the therapeutic discourses for victims 

of abuse have spun a web of ethical controversies in professional circles, and have put the 

practice of therapy under a public microscope. 
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II. Discursive approach to remembering 

This research is guided by the assumption that the act of remembering is a socially 

constructed resource through which people shape and maintain coherence in their ordinary 

lives. The act of remembering is understood as being informed and constructed through 

cultural and social discourses in our society. 

The perspective of memory as social focuses on the collective, cultural and public 

activity of remembering, rather than viewing memory as an individual, biological or 

cognitive process (within one's mind). Thelen (1989), who studies memory as a historical 

construct, suggests for example, that studying how people remember their past is of great 

importance, because it provides us with understanding of the nature and process of 

constructing narratives in our culture. In other words, the memories that people construct 

and narrate, the memories that people "remember", reflect how our culture is and has been 

shaped at a broader societal level. Thelen puts forward, what he calls, two major discoveries 

about memory. Both are fundamental to this research project, and to the broader context of 

the theory of social constructionism within the discipline of Psychology. First, memory is as 

much private and individual as public and collective. Second, memory is constructed within 

the context of community: in conversations, within social practices, politics and culture, and 

is not "reproduced" by our brain in isolation. Thelen, who represents historians, describes 

the pursuits of history as having been traditionally concerned with accuracy of people's 

memories. Currently, the historical studies of memory focus on the collective and socially 

constructed remembering of events, which reflect people's historical, social and cultural 

contexts in which they live. 

The idea of the social and constructive nature of memory and remembering was first 

introduced by Frederick C. Barlett (1923, 1932), who came to understand memory as being 

continually shaped and reshaped over time through interactions with others. In his early 

work, Barlett (1923) described the idea that is so very relevant to this research project. He 

pointed to social and everyday life as the primary organizer of human memory. In other 

words, any "individual recall" of past memories had to fit a broader social framework or 

community in which we live. Thus, to elaborate, our memories are inherently social and 
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collective. We make meaning of what happened to us in the past in accordance with what is 

accessible to us through our social institutions and culture. Moreover, what is 

remembered, is then continuously negotiated and updated through talking. 

The idea that remembering is somehow "shared" by all members of a specific culture 

or social community is taken further by Shorter (1994). He suggests, following the 

reflections of Wittgenstein (1953, no. 580) that our seemingly inner process of remembering 

something from the past always requires some outside verification. That is, anything that 

we might remember from the past needs to be judged ethically against our social everyday 

life. The justifications or judgments that we make about what happened to us in the past 

are not matters for biology or neurology, but rather, they are social decisions, whose ethics 

are prescribed by our culture (social institutions and social practices). Thus the basis for 

our memory is a shared social context, and what we construct as memorably painful or 

pleasurable is informed by our social and historical customs, and by our understanding of 

human life. As memory becomes embedded in social context, just like language, its nature 

is both constructive and rhetorical (Billig, 1994, Shorter, 1994). The constructive nature of 

memory implies its malleability through talk with others (what Barlett called "shaping and 

reshaping"). We give shape to what we remember so that it is socially intelligible in a 

broader context in which we live and share our experiences. The rhetorical aspect of our 

memory refers to the 'two-sided" dialectical nature of our memories. That is, the authors 

argue, that what we do in fact remember, depends on that which we forget. What is not 

remembered then is that which is socially unintelligible or uninterpretable within our social 

order. 

It is as if we developed some sort of shared understanding (through social 

negotiations of meaning) of what may or may not constitute us (ordinary people) as we 

search through our memories. We give interpretations to our memories from the past, we 

shape them and refashion them as we engage in any social activity with others. The way we 

are in the present, informs us what memories from the past we will bring, and how we will 

account for them. In fact, many historians (see for example Frisch, 1986, Gutman, 1977, 

Terkel, 1970) observe that, as people recollect their memories, they change them in form, 
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they move backwards and forward from past to present in an attempt to make sense of who 

they are now in the context of these memories. 

Remembering, then, can be examined as a discursive, social and ethical practice: a 

practice that requires a social and moral community, as well as language forms in order to 

remember anything and to make it meaningful. Yet, remembering is described and 

experienced in our culture as a private act. The language of memory treats it as an 

individual inner problem. The discipline of psychology has also treated memory that way, 

particularly in its research. Thus disputed discourses formed around the debate on memory 

and remembering childhood abuse reflect the self-contained and intra-individual 

understanding of human memory and remembering. I will now delineate the two sides of 

the controversy over the recovered memories of childhood abuse, fleshing out different 

versions on memory and remembering abuse that researchers and practitioners produce to 

back up their claims. 

III. What gets produced in the area of remembering trauma? 

1. The skeptics' view 

John Proctor: There might also be a dragon with five legs in my house, but no one 

has ever seen it 

Reverend Parris: We are here, your Honor, precisely to discover what no one has 

ever seen (Arthur Miller, The Crucible). 

The above opening was cited by Elizabeth Loftus and Katherine Ketcham in The myth of  

repressed memory. (1994). Loftus and Ketcham's way of introducing the topic of 

repressed memory of sexual abuse in childhood is telling. They are constructing a version 

of memory of childhood abuse that is unprovable, a fantasy: a creature with five legs, a 

laughing matter. Any repressed memory of abuse is in this instance made ridiculous or at 

least highly suspect. In the same vein, the title of their book calls repressed memory a myth, 

an imaginary story that does not exist in reality. The dedication page of the book bears the 

following inscription: "Dedicated to the principles of science, which demand that any claim 

to truth be accompanied by proof. Loftus and Ketcham argue in their book that there is no 

scientific proof for any memory to be repressed and then recovered years later. Thus, the 
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reader is left to conclude that any claim of repressed memory is untrue, at least according to 

science. 

At the center of the recovered memory controversy are the scientific research and 

statistical data on memory formation and functioning conducted by Elizabeth Loftus, a 

professor of psychology at the University of Washington Although Loftus has claimed in 

her research that there is evidence for the existence of amnesia and delayed recall for 

childhood sexual abuse (e.g. Loftus, Polonsky & Fullilove, 1994), she called herself a 

skeptic. This is how she described herself and the nature of memory: 

1 am considered an authority on the malleability of memory. I've testified 
in hundreds of court cases where a person's fate depended on whether the 
jury believed the eyewitness's sworn testimony and pointing finger of 
blame: 'He's the one.' T saw him.' 'He did it.' I take the witness stand and 
speak my academic truths, cautioning the court that our memories are 
flexible and superimposable, a panoramic blackboard with an endless supply 
of chalk and erasers. 1 try to impress the jury with the mind's vulnerability, 
its inherent permeability. I think up metaphors, hoping to better convey my 
point: 'Think of your mind as a bowl filled with clear water. Now imagine 
each memory as a teaspoon of milk stirred into the water. Every adult mind 
holds thousands of these murky memories... Who among us would dare to 
disentangle the water from the milk? (Loftus and Ketcham, 1994, p. 3). 

Loftus's version of ordinary memory is that it is wide open to endless implantation 

of anything, a creative blending of facts and fiction. Her research studies on memory 

conducted over the last twenty years, produce supporting data and conclusions, and are the 

bases for the False Memory Syndrome Foundation's arguments against the existence of 

true memories that have been said to be repressed and then recovered. 

The Nature of Traumatic Memories 

One of the major points of contention between the two camps of the controversy is 

the nature of the traumatic memories. The skeptics argue that despite the scientific 

evidence for physical and psychological markers of trauma there is no "compelling 

biological or social evidence" to support the view that traumatic memories differ in their 

nature from ordinary memories (Ornstein, Ceci and Loftus, 1996). This single argument 

allows the skeptics to explain the workings of traumatic memories through ordinary 
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memory research studies that focus on non-traumatic memories. According to this line of 

argument, then, memories for traumatic events, just like memories for ordinary events, are 

subject to scientifically accepted mechanisms of memory such as: an imperfect record of the 

actual perception, forgetting, loss of details and gradual decay over time, revisions and 

alterations, suggestibility, distortions and reconstruction, improved recall following 

repetition, and decreased recall following stress (e.g. Christianson, 1992; Lindsay and 

Read, 1994, Loftus and Davies, 1984, Loftus and Hoffman, 1989, Loftus and Ketcham, 

1994, Loftus and Loftus, 1980; Ornstein, Ceci and Loftus, 1996; Ornstein, Larus and 

Clubb, 1991; Pezdek and Roe, 1994; Postman and Underwood, 1973). Schacter (1996), 

however, who is considered one of the most distinguished memory researchers, contends 

that it is possible for highly traumatic personal events to be remembered in an unusually 

accurate way. He likens the process of remembering a traumatic event to leaving a "burned-

in" mark on one's nervous system, that may manifest as flashbacks - fragments of 

involuntary recollections of the event. Despite his claims, Schacter argues that flashbacks 

are a combination of real, feared and imagined experiences, and in the end, tkthere is no 

scientific data" to suggest that people who suffer abuse can encode it, then repress it, and 

subsequently recover it in an intact fashion He asserts that if there are any differences in 

processes between traumatic and non-traumatic memories, science has not yet demonstrated 

that any traumatic recovered memories are any more accurate than ordinary memories. In 

his recent book Searching for memory, Schacter concludes: 

The idea of an unchanging imprint of exactly what happened at the time of 
a trauma brings us perilously close to the dubious notion that memory (or 
at least traumatic memory) is like a camcorder, preserving all aspects of an 
episode. We have seen that this idea is fundamentally misguided when 
applied to ordinary experiences, and 1 pointed out.. that it does not work 
well for traumatic memories that people always remember. It would be 
surprising, even extraordinary, if it were to apply to traumatic experiences 
that are buried and then recovered years later. There is currently no 
scientific credible evidence to support the idea (Schacter, 1996, p. 266). 

1 will refer to his views on specific mechanisms of remembering trauma later in this 

section to support the skeptics' arguments. His claims about the general nature of 
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traumatic memories, reported here, are well recognized and repeated by many memory 

researchers and the media. 

Following the outbreak of the recovered memory controversy in the early 1990s, 

there have been several studies done that specifically address the dilemma of the veridicality 

of past traumatic memories. Given the sensitive and ethical nature of the matter, it has 

obviously been difficult to research people's memories for trauma. These studies focus 

primarily on recollections of traumatic events from the past, adult (re)-interpretations of 

earlier stressful memories, workings of memory for traumatic events watched in a 

laboratory context (so called eye-witness studies), suggestibility and distortions of memory 

for traumatic events, and the influence of misleading information of post-traumatic events 

on memory. In the following section I will review the different versions of memory 

workings in psychological and medical studies, and the conclusions which support the 

skeptics' truth. Whenever necessary, 1 will refer to earlier research on ordinary memory to 

compliment the writers' assumptions or conclusions. 

According to the skeptics' view, as mentioned earlier, the remembering of trauma 

undergoes similar processes as the remembering of ordinary events, involving the encoding 

of a traumatic event into a storage, the storage itself over time (improvement and decay), 

subsequent retrieval processes, and one's specific abilities to recall the actual event in 

question. 

Understanding and/or encoding 

One of the fundamental assumptions of skeptics when they examine memory at the 

encoding level is the notion that one cannot have a "memory" unless it was successfully 

encoded in the first place. Studies on ordinary memory claim that a number of factors 

influence successful encoding. In the present context of remembering trauma, one of those 

factors, namely, prior knowledge, plays an important role. Thus, what an individual already 

knows prior to the event, that is, her or his expectations, and her or his understanding of the 

event are said to significantly influence the memory of the event and any interpretations of 

the event by the individual (e.g. Chi and Ceci, 1987, Ornstein and Naus, 1985). 
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Following the data on the encoding mechanisms, Loftus and her colleagues argue 

that from a developmental standpoint, a child's limited prior comprehension of to-be-

remembered sexual events, has important implications for what that child can later 

remember or recover as an adult. This is how their argument on this issue is constructed: 

For example when the targets of abuse are young enough children to have 
almost no knowledge of sexuality, they will be unable to interpret what has 
happened, and their memory may not be very accurate. Although children 
as young as 2- and 3-years-of-age will clearly understand that "something is 
wrong" if they experience physical pain associated with anal or vaginal 
penetration, when they experience "milder" forms of abuse (e.g. frequent 
"accidental" touching of private parts) they may not even be aware that 
they are being abused. For such a child, the distinction between genital 
fondling and normal hygiene is blurred (Ornstein, Ceci and Loftus, 1996, 
pp. 161-162). 

Thus the authors argue, following the studies on encoding of ordinary material to 

memory, that, if the original message at the encoding level is not clear or not understood 

(e.g. is not clearly labeled as "sexual abuse", "molestation", "bad touching"), the encoding 

of the event may not even take place, and consequently will not be accurately remembered 

or recovered later. 

There is strong disagreement over this point in the controversy, and as recent 

neurophysiological studies purport to show there exists sensory-motor memory (eg Cohen 

and Eichenbaum, 1993; Morris, 1990), that is, "remembering" at the bodily 

(neurophysiological) level without involving a more complex set of interpretive or semantic 

memories. These biochemical reactions and subsequent habituated changes at the cellular 

level have been reported as evidence of cellular learning (Rose, 1992). It is important to 

address this specific issue here, as many childhood abuse survivors refer to "body 

memories" and claim that these are signs indicative of their past sexual trauma. The body 

memories that have been reported by survivors include skin rashes, sudden physical 

reactions such as shaking, paralysis, numbness or tingling, pain, nausea and a variety of 

other bodily sensations associated with particular touch, smells, tastes or colors (Levine, 

1997). Based on the assumptions of bodily learning or physical memory, there is a growing 
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clinical literature which claims the existence of physical symptoms (e.g. chronic pain, panic 

attacks) as a possible part of the sequelae of childhood sexual abuse These physical effects 

of past abuse are said to detrimentally affect immune system, central nervous system, 

endocrine, digestive and other systems later in the abused person's life. (Bowman, 1993; 

Lowenstein, 1990; Spring and Friedrich, 1992; Walker, Katon, Roy-Byrne, Jemelka and 

Russo, 1993). I will discuss these clinical studies later in the chapter, as they form part of 

the believers' argument supporting the repressed memory phenomenon. In this section, 

however, it is significant to mention claims for the existence of sensory-motor memories, as 

Elizabeth Loftus and her colleagues address this issue in their skeptic's view casting a 

serious doubt on any claims that childhood sensory-motor memories recovered in adulthood 

mean anything at all. The core of their argument stipulates that young children lack the 

adult-like interpretive (semantic) memories to be able to make out the meaning of sexual 

acts performed on them by perpetrators. Therefore, the authors argue, any sensory-motor 

memories encoded in children and retrieved later in adulthood as sexual abuse are highly 

suspect as the memories "are laden with current adult meaning" (Ornstein, Ceci and Loftus, 

1996, p. 164). In addition, following Schacter (1996), memory researchers argue, that any 

somatic sensations or visual images possibly "burned-in" by highly emotional events are a 

mixture of reality and fantasy influenced by our current expectations, beliefs and fears, thus, 

again, are highly unreliable (e.g. Lipinski and Pope, 1994). 

In the same vein Ornstein et al. (1996) contend that the vast developmental changes 

occurring as the child matures, and the accompanying cognitive re-organization make it 

impossible to place any validity on any memories of events that are retrieved from 

childhood. The task of remembering in adulthood, the authors claim, utilizes different 

(mature) cognitive mechanisms which were not present when the events to be remembered 

were originally experienced. 

The general lack of well formed childhood memories due to the above mentioned 

immature developmental and cognitive factors is often labeled infantile amnesia, that is, 

inability for an adult to have recollections from the first years of life. Most studies agree 

that the earliest adult recollections of their childhood would start somewhere at about three 
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or four years of age (e.g. Pillemar and White, 1989). Some scientists argue that the absence 

of a sense of self, and not the absence of a mature cognitive system, precludes 

autobiographical memories to be remembered and later recovered. The beginning of a 

sense of self is usually documented at about two years of age (e.g. Lewis and Brooks-Gunn, 

1979). Nonetheless, skeptics remind us of infantile and childhood amnesia (somewhere 

between birth and two to four years of age) as a claim against the existence of any 

recovered memories from early childhood. 

Storage: Decay and malleability 

Skeptics argue that traumatic memories must undergo malleability and decay over 

time, not unlike ordinary memories. Suppose, then, that an adult who had experienced 

abuse in childhood claims that she has recovered the memory of the abusive event. 

Assuming that the event was actually understood and encoded as abusive, the skeptics 

would now argue that such an event from childhood cannot be recovered as it originally 

happened. Loftus and her colleagues provide scientific data claiming that such long ago 

memories undergo profound decay and change, while in "storage", and therefore their 

veridicality is highly suspect. What had been initially stored (bits and fragments of original 

experience) is constantly decaying, and the memory "representations" that have been 

encoded do not remain static. Details of events are lost, and information is modified or 

confabulated over time, these authors claim. 

For example Neisser and Harsch (1992) provide data that they claim are supportive 

of what they called "wildly inaccurate" recollections of the 1986 Challenger explosion. The 

authors examined the memories of 44 students on the morning of the Challenger disaster 

and then two and a half years later. The subjects described their memories as "vivid" on 

both occasions, providing details of what they did and whom they spoke to when they heard 

the news. Yet, when the researchers compared the memories from the day of the disaster 

with the memories of the same people two and a half years later, there were "dramatic 

modifications", "omissions" and "extensive confabulations". Neisser and Harsch concluded 

that "the original memories are just gone" (1992). Pynoos and Nader (1989) conducted a 

similar research where they gathered information on how children remembered a sniper 
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attack at their school. The authors concluded that most of the children's recollections were 

inaccurate, including false memories of what the sniper did and where he was located, and 

complete confabulations (yet reported as "vivid") from children who were not even present 

at school on that day Similar studies examining people's recollections of JFK and Martin 

Luther King assassinations (Brown and Kulick, 1977), and Olof Palme assassination 

(Christianson,1989) claimed that the accuracy of memories declines after about a year, that 

people "insert" scenes that did not happen, and that there is little relationship between the 

accuracy of the memories and a person's subjective confidence about the veridicality of 

these memories. Interestingly, however, these studies also claimed that people's 

recollections are more accurate when the specific event to be remembered has serious 

consequences on people's lives. For example black people's recollections of Martin Luther 

King's assassination were reportedly far more accurate than white people's. Nonetheless, 

these studies all claim that even highly emotional memories are prone to normal decay, 

deterioration and malleability over time. 

Other studies (e.g. Cash and Moss, 1972, Loftus, 1982) focused specifically on 

adults' recall of motor vehicle accidents in which the people were seriously injured. The 

general conclusion from these studies was that with the passage of time people forget not 

only the details and time of the accident, but they fail to report the accident itself. 

One area, however, that consistently claims an exception to the rule that memories 

become gradually less accurate and less accessible over time is the research on recollections 

of Holocaust survivors. Langer (1991) contends that people's emotionally traumatic 

memories from the time of Holocaust prove to be persistent and often impressively 

accurate. Wagenaar and Groeneveg (1988) for example examined recollections of 

survivors of Camp Erika, a Dutch prison converted to a German concentration camp during 

the Second World War. The survivors were interviewed shortly after the camp was 

disbanded, and then again between 1984 and 1988. The researchers found that the general 

recollections of the camp structure and its people in charge (kapos), the maltreatment and 

torture in the camp that the prisoners had to endure, were accurate, vivid and never 

forgotten. The authors, however, reported that the survivors often forgot specific episodes 
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in which they were brutalized or had witnessed other people being brutalized. The 

memories, although intrusive, vivid and never forgotten, lacked details and particulars of 

many of the specific events that occurred in the camp. Many survivors also made errors in 

recalling dates of their arrival to the camp, the season, and the period of time they stayed at 

the camp. This research is frequently cited by the skeptics as evidence that even highly 

emotional memories of extended trauma undergo deterioration and distortion. The skeptics 

also point to these painful recollections of Holocaust as evidence that real trauma is always 

remembered, and never repressed and then recovered. Lastly, the skeptic researchers point 

to the mistaken identity incidents to prove fallibility of memory. The two most known cases 

are these of Frank Walus and John Demjanjuk. Both men were wrongly identified as Nazi 

criminals, and subsequently were convicted. In both cases the US District Court and the 

Israeli Supreme Court overturned the convictions after it was proven that the witnesses 

were wrong with their identification. 

Storage: Scanning the brain 

Loftus and her colleagues frequently refer to studies in ordinary memory and 

learning, claiming that scientists generally agree that rehearsal or repetition of information 

or tasks enhance remembering (Ornstein, Ceci and Loftus, 1996). Based on these claims the 

authors write: "With solid empirical and theoretical work, supporting the view that 

repetition facilitates remembering, why should a reputable scientific organization continue 

to advance the opposing claim?" (p. 113). The "opposing claim" that the authors refer to is 

the believers' argument that repeated trauma, rather than strengthening memory, functions 

in the opposite manner: goes underground and can be forgotten. The vast existing literature 

on memory performance impacted by rehearsal, elaboration, motivation and organization, is 

not reviewed by Loftus and her colleagues. Interestingly, some of the studies on children's 

memory performance suggest that rehearsal or repetition of a given task without attention, 

understanding, elaboration or mental organization, does not facilitate remembering (e. g. 

Brown, 1978; Hagen and Hale, 1973; Hagen and Wilson, 1982). These studies, however, 

test children's memory performance for ordinary tasks. For obvious ethical reasons there 
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are no studies that can demonstrate the impact of rehearsal or repetition of trauma on the 

performance of memory in children 

Instead, skeptics often refer to recent neurobiological studies that claim that 

neuronal connections that are hypothesized to form "memory" in the brain can literally fade 

away over time if not stimulated, or can be strengthened with the repetition of stimuli. 

Specifically, studies on animals argue that at a biological level there occurs significant 

deterioration in the strength of neuronal connections if the connections are not stimulated as 

time passes. Thus the longer the delay, the more deterioration occurs of the synaptic 

connection. In the same vein, there occur specific morphological changes in the neurons 

and their synaptic connections due to the repetition of the stimuli (for neurobiological 

studies and models of memory such as protein synthesis, consolidation and/or disappearance 

of neuronal connections in Aplysia and other animals, please see for example Bailey and 

Chen 1989; Kandel, 1983; Kandel, Schwartz and Jessell, 1995; and Rose, 1992). Although 

as Schacter (1996) concludes, nobody has yet demonstrated that the same deterioration of 

connections and morphological changes with repeated stimulation occur in humans, these 

findings are said to support the notion that memory is a set of encoded neural connections 

that get stronger when stimulated and fade away when not stimulated. Researchers of 

neurobiological memory (e.g. Damasio, 1990; Damasio, 1994; and Schacter, 1996) argue 

that memories for past events typically include many different kinds of stimulation to the 

brain (visual, auditory, spatial, verbal and so on) that are encoded in engrains as bits and 

fragments of information comprised of all the sights, sounds and thoughts related to a 

specific past episode and the formation of its memory as the time passes. The implication of 

this model is that there is no single picture in the human mind that corresponds to the 

specific memory from the past. Thinking, visualizing, talking about the specific experience 

help consolidate the "memory" of the event that can be assembled like pieces of puzzles 

triggered by a variety of clues. To this argument, McClelland (1995) contributes his own 

claims, suggesting that there occurs, what he calls "corruption" of the original past memory, 

as the time passes. McClelland developed a computer stimulation of neural network that 

apparently forms as the memory forms. He concluded that fragments of information stored 
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as the memory forms, can be involved in several engrams, that is, the engrams for different 

memories are superimposed. The implication here is that any new memories formed as 

engrams can be superimposed on old engrams, thus there occurs "distortion" of any original 

event. 

Moreover, Schacter (1996) claims that the more traumatic an experience, the more 

likely a person is to form strong neuronal connections. He examined the influence of novel 

visual stimuli (which he suggests frequently accompany trauma) on the neurons, and 

discovered that the connections become stronger and stay intact longer in the hippocampus 

and left inferior prefrontal cavity, both said to be responsible for learning and long-term 

memory. 

Thus these claims argue that based on neurobiological research it appears that a 

memory for a specific event is formed as a combination of fragments of information that 

bind together through neural connections. The connections, it is hypothesized, can be 

strengthened or can fade away, and there are possible morphological changes to the 

structure of the connections, if they are strengthened. According to these claims, memory 

consolidates faster with repetition, is stronger for traumatic experiences than non-traumatic 

ones, and deteriorates, if left dormant. Moreover, our brain is said to superimpose 

information over time, thus rendering it impossible to tease out what happened during the 

original event and what happened later, as the new information was encoded, forming, so to 

speak a "new" memory of the original event. 

Following these assumptions, the skeptics question the veridicality of any salient 

recovered memory, arguing that our brain does not preserve memories in an intact fashion 

'as it happened' from years ago. Moreover, they argue that it is very unlike our brain to 

have a traumatic event encoded, then erased, and subsequently recovered in its intact form. 

This is how Loftus and her colleagues cast doubt on such memory processes in the 1996 

A P A Final Report on Investigation of Memories of Childhood Abuse: 

What types of mechanism could account for such retroactive erasure? 
How can traumatic experiences be accessible for a long time and then 
suddenly become inaccessible as a function of additional similar 
experiences? Doesn't such a conceptualization fly in the face of research 
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showing that memory improves with repetition? Are these special 
memories that do not behave according to the principles discovered by 
researchers over the course of more than 100 years of the study of 
memory? Such forms of repression, if they could be supported by 
scientific data, would allow for the view that, when repressed, memories 
are preserved in their pristine state when they go '"'underground" and 
presumably not be subject to the usual processes of decay, alteration, 
and interference that influence ordinary (i.e. non-repressed) memories. 
We might also ask what kind of neurocognitive mechanism might 
explain such a "time capsule" effect? (Ornstein, Ceci and Loftus, 1996, 
p. 108). 

This excerpt poses a rhetorical doubt on any presupposed neurocognitive 

mechanisms that would preserve traumatic memories in their pristine state. Such 

mechanisms are rendered here unscientific, that is, not aligned with the proper science of 

memory that goes back, as the authors remark, 100 years. Repressed memories as such, are 

denied a status of legitimate knowledge. 

Retrieval: Incorporation and distortion 

Along with the previous arguments pointing to the vast decay and malleability of 

people's memories, skeptics use the well known eye-witness studies conducted in a 

controlled laboratory environment, to claim that our memory system incorporates new post-

event information and molds it into the original event. Elizabeth Loftus's studies occupy a 

central place in this argument. Her studies claim that our "recollections" of the original 

event can be extensively modified by suggestions and misleading information, that the 

retrieval of the original event can be blocked, and, importantly for the skeptics, that we 

strongly believe that our recollections are as original and truthful as the initial events 

themselves. In fact, memory researchers are in agreement that there is no significant 

correlation between the subjective feeling of certainty a person has about a particular 

memory, and the memory being accurate with the original event (e.g. Loftus, 1980; Loftus 

andKetcham, 1991). 

In now classic experiments on eyewitness memory by Elizabeth Loftus and her 

colleagues, people viewed slides of crimes or car accidents, and were subsequently 

questioned about the scenes they had seen. For example, when participants viewed car 
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accidents, subsequently half of them were asked correct information about the viewed 

scenes (e.g. the car stopped at a stop sign), and half of them were asked misleading 

information (the car stopped at a yield sign). Those participants who were asked misleading 

questions (e.g. "What happened to the car after it stopped at the yield sign?", although the 

original scene depicted a stop sign), tended to remember having seen the yield sign on the 

recognition tests (Loftus, Miller and Burns, 1978; Loftus, 1979). The authors suggested 

that the new information (yield sign) got incorporated into the original scene, and the 

original information (stop sign) was lost. 

In their later experiments, Loftus and her colleagues (e.g. Loftus, 1982; Loftus and 

Hoffman, 1989, and Loftus, Feldman and Dashiell, 1995), argued that the original 

information could be recovered by appropriate cues, but the participants could not 

remember the accurate source of the recovered information (i.e., they could not remember 

which sign they actually saw and which they were told about later). Loftus and her 

colleagues also argued that participants consistently recalled nonexistent items, suggested 

after the event, such as broken glass, tape recorders, hammers or even buildings when none 

existed in the original scenes. 

The skeptics also point to studies done by Ceci and his colleagues (e.g. Ceci, Ross 

and Toglia, 1987; Ceci and Brack, 1993), which argued that children, and particularly 

preschoolers, are more susceptible to suggestive information delivered after an original 

event, than older children. For example, the study by Brack, Ceci, Francoeur and Barr 

(1995) examined five-year-olds' recollections of visits to a doctor. After several interviews 

with misleading information (e.g. the doctor was a woman and not a man, the shot did not 

hurt at all, although the child cried, and so on), 32% of the children "remembered" the 

original event incorporating erroneous information that was given to them after the event 

(the doctor was a woman, the shot did not hurt, and so on). 

Although some studies argue that positive past events are more prone to distortion 

and false incorporation by children than negative events (e.g. Ceci, Loftus, Leichtman and 

Brack, 1994), the authors claim that young children consistently demonstrate incorporation 

and distortion of negative events within a context of a specific past experience. In one such 
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study (Baker-Ward, Gordon, Ornstein, Larus and Clubb, 1993) children participants were 

told that they got a shot at a doctor's office, and subsequently when questioned, they 

recalled the inoculation, although it had never happened. 

From these studies the skeptics construct an argument that it is not uncommon, first, 

for people to incorporate new information (either negative or positive) to an original event, 

and subsequently consider the new version as an original event, and secondly, for people to 

confuse what actually happened with what they were told later about the original event (so 

called source memory distortion). The eye-witness studies and the way adult participants 

confused the original scenes with the misleading suggestions after they watched the 

originals are used frequently by skeptics as an unbeatable argument against any claims that 

traumatic memories can remain "intact", as they happened years ago. 

Retrieval: Pseudomemories 

There is also a growing literature which the skeptics refer to, arguing that it is 

possible to inject a complete memory for something that never happened The earlier 

versions of such studies used hypnotic suggestions to convince people about truthfulness of 

events that never happened in their lives. For example, Spanos, Menary, Gabora, Dubreuil 

and Dewhirst (1991) gave hypnotic suggestions to some of their participants that childhood 

abuse in their past life identities were common occurrences. Subsequently, the participants 

apparently reported that in their past lives they had been abused as children. The authors 

concluded that their findings "are consistent with anecdotal reports indicating that clients in 

psychotherapy sometimes confabulate complex and extensive pseudomemories that are 

consistent with the expectations held by their therapists" (Spanos et al., p. 318). Weekes, 

Lynn, Green and Brentar (1992) also used hypnotic suggestions to convince the research 

participants that they heard loud noises in the middle of the night. The findings of the study 

reported that almost 50% of the participants "remembered" the noises. The researchers 

also reported that many participants insisted that they had indeed heard the noises even after 

they were informed about the hypnotic suggestions. Hypnosis is used as a therapeutic 

intervention by clinicians and psychiatrists in various ways, but currently testimony made 
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while under hypnosis is not admitted as evidence in a court of law in neither Canada or the 

US 

Complete 'pseudomemories' are said to be easily injected in people's minds outside 

of the hypnotic suggestions. Loftus and Pickrell (1995), for example, devised an 

experiment in which they asked adult participants about their memories of different events 

from childhood, one of them being a fictional event ( being lost in a shopping mall). After 

several interviews and written stories about the events, the authors reported that 25% of the 

participants developed a pseudomemory for the fictional event, describing it in full detail 

and with a fair degree of confidence. In another similar study, Hyman, Husband and 

Billings (1995) asked their research participants about actual and false events (as reported 

by the participants' parents) from their past, such as: an overnight hospitalization, a birthday 

party with a clown, evacuating a grocery store when sprinklers went off, and causing an 

accident by releasing a parking brake when left alone in a car The findings from the studies 

report that up to 30% of the research participants "remembered" false events, and the false 

recollections increased after several interviews by the researchers. The false recollections 

became more and more elaborate as the time passed. The authors then claimed that with 

repeated talking and thinking about a specific event, the participants' confidence about the 

veridicality of the questioned events increased. 

Skeptics refer to these studies as an "existence proof for the phenomenon of false 

memory formation, suggesting that even though the false event is only a suggestion, it 

confounds any existing "true" memories (for example memories of malls in general, 

hospitals or parking lots), and both true and imagined events are quickly integrated into our 

memory. "Once these [false] memories are manufactured, they become indistinguishable 

from factual memories", asserts Elizabeth Loftus (Loftus, 1993, p. 524). 

To demonstrate the devastating effects of such false memory formation, skeptics 

point to the well known case of Paul Ingram, a former Sheriffs Deputy in Olympia, 

Washington. In 1988 Ingram was charged with sexual abuse of his daughters. He initially 

denied allegations, but after several hours of questioning, suggestions and visualization, he 

recovered most of the alleged crimes as his authentic memories (Wright, 1994). 



24 

Subsequently, Ingram recovered more and more bizarre memories of satanic abuse and 

murders. Richard Ofshe, a Sociology professor at Berkeley, was called by the prosecution 

to help with the case. Ofshe is known for his expertise on cults and mind control. Ofshe 

dismissed most of Ingram's recovered memories as false. Due to extreme circumstances of 

the case, Ofshe was allowed to conduct a field experiment where he suggested to Ingram a 

memory of a sexual abuse incident which had never actually occurred. Ingram initially 

denied the accusation, but later produced a written statement describing vividly with detail 

the event that never happened (for more details see Loftus, 1993; Ofshe and Watters, 1994; 

and Wright, 1994). Paul Ingram was sentenced to twenty years in jail, and although he is 

appealing the conviction, he is currently still imprisoned. 

Reality and fantasy 

Ceci, Loftus, Leichtman, and Bruck (1994) argue that young children have difficulty 

distinguishing between reality and fantasy. In their study, the authors repeatedly asked 

preschoolers to visualize events that never happened, and they found that after 12 weeks up 

to 40% of the children participants believed that they actually experienced the visualized 

events (e.g., their hands were caught in a mousetrap and had to be removed in a hospital, 

they have fallen off a bicycle and had to have stitches, and so on). Similar studies were also 

done with adults, who, after being asked to visualize fictitious events (for example, having 

tea with someone), came to believe that the events actually happened (e.g. Suengas and 

Johnson, 1988). 

Contemporary memory researchers are in agreement that although adults and older 

children have a good grasp on what is fantasy and what is reality, younger children's 

boundaries between reality and fantasy do blend easily. Older children and adults are found 

to get confused, after repeated questioning or repeated requests to visualize false events 

(see for reviews Johnson, 1991; Lindsay, Johnson and Kwon, 1991). 

Thus, along with the assumption that we incorporate into our memory events that 

did not happen but were suggested to us, memory researchers also argue that we can 

incorporate events that were initially imagined or visualized. This assumption has an 

important implication for the true/false memories controversy, as many therapeutic 
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interventions for victims of abuse do include so called guided imagery and visualization to 

aid the therapeutic process. 

Repression does not happen 

Along with the arguments pointing to the "normal" mechanisms of remembering 

trauma (e.g. limitations in understanding and encoding, decay, distortion and 

confabulation), the skeptics also claim that the forgetting of a traumatic event from one's 

past is a normal occurrence, and does not by any means support the existence of repression. 

There are a number of recent clinical studies claiming evidence for repression of 

memories and /or dissociation of traumatic memories. 1 will review these studies in the next 

section, as they advocate for the believers' view. In this section, however, it is important 

to note that the skeptics directly criticize the studies by undermining the scientific 

methodology used, or credibility of the researchers. I will present here a few such critical 

comments, so as to create the context for later sections of this thesis 

The three most commonly cited studies constructed as scientific evidence for 

repression are those of Briere and Conte (1993), Herman and Schatzow (1987), and 

Williams (1994). For example, Briere and Conte conducted interviews with 450 women and 

men who were in treatment for sexual abuse. The authors reported that 59% of their 

sample of participants who were abused in childhood failed to remember the sexual abuse at 

some point during the period between the index abuse event and their 18th birthday. 

Herman and Schatzow gathered data from 53 women's sexual abuse history. The authors 

found that over 25% of their sample of women abused in childhood had severe memory 

deficits, demonstrating, what the authors called "massive repression", and 64% of their 

sample were reported to not remember some of the aspects of abuse. Williams's study is 

the one criticized most frequently. Williams conducted interviews with 129 women who 

seventeen years prior to the interviews (1970s) had been evaluated and/or admitted in a 

hospital emergency for sexual abuse (the index abuse event). At the time of their hospital 

examination the women's age ranged form infancy to 12 years of age. Williams reported 

that 38% of the women interviewed did not remember the index abuse, or chose not to 

disclose it. However, given that almost 40% of these women reported other incidents of 
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sexual abuse in their lives, Williams argued that "nonreports" were likely due to memory 

failure, thus showing evidence for repression. In addition, 16% of the women who did 

remember the index abuse during the interview, also disclosed that they had no recollection 

of the index abuse at some point in time during the 17 years period. 

Loftus and other skeptics vehemently object to the methodology of these and similar 

studies, arguing that the evidence for repression is unwarranted (see for example Ornstein, 

Ceci and Loftus, 1996, Loftus, Garry and Feldman, 1994, and Pope and Hudson, 1995). 

First, the wording of questions asked of participants is criticized as inadequate and 

misleading [e.g. '"was there ever a time when you could not remember the forced sexual 

experience?" (from Briere and Conte, 1993)]. Secondly, it is argued that most of the 

women interviewed for these studies have entered therapy for sexual abuse recovery, thus 

having apparently "vested interest" in recovering memories of abuse. Thirdly, it is argued 

that what these studies may have found is simple amnesia for experiences in childhood that 

occurred before the age of three. Lastly, it is argued that participants in these studies simply 

fail to disclose, or do not remember the particular details of the index event due to having 

been abused repeatedly after the index event (Herman and Schatzow's study). Another 

general criticism pointed to all clinical studies (Williams' study excluded) on recovered 

memories is their retrospective nature. The reported amnesia or loss of memory in one's 

past for some specific memories of abuse only suggests, according to skeptics, that one 

believes abuse had occurred and was then repressed, and does not mean that the abuse 

actually happened. 

In general, then, the skeptics argue that any study claiming the evidence for 

repression merely shows that there occurs normal forgetting and deterioration for traumatic 

events, and shows nothing to suggest that there occurs repression, or any loss of memory. 

In addition, they argue, it is likely that such study suffers from a number of methodological 

errors, thus rendering the findings false. 
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Psychogenic or dissociative amnesia 

There have been clinical cases in which researchers claim that traumatic or 

psychogenic amnesia ( currently named dissociative amnesia) occurs following traumas that 

are especially emotional and overwhelming, such as rape, murder or robbery. The fourth 

edition of the Diagnostic and Statistical Manual (DSM IV), used by physicians, 

psychiatrists, clinical psychologists and psychotherapists, defines such amnesia as a failure 

to "recall important personal information, usually of a traumatic or stressful nature, that is 

too extensive to be explained by ordinary forgetfulness" (p.478). Cases of either 

dissociative (psychogenic) amnesia or dissociative fugue are usually written up in clinical 

literature and are considered by skeptics to be extremely rare. A typical case of traumatic 

amnesia, skeptics argue, would describe a wandering adult person who does not remember 

her or his name or address, in addition to a specific recent emotionally traumatic event. The 

skeptics address these clinical cases to claim that such psychogenic amnesias are valid, and 

are very different from repression of abuse. Dissociative amnesia is said to clear in a few 

days and the person inflicted with it is aware that there is something missing from memory. 

Repression of past abuse, skeptics insist, involves lack of awareness that something is 

missing from memory, and simply does not adhere to any known memory processes, and 

does not constitute traumatic amnesia. 

Misinformed professionals 

The skeptics argue that there is a widespread belief in the repression mechanism 

among clients, therapists and the public at large. Loftus (1995), for example, claims that the 

general vast misconception of how memory works leads people to false beliefs about 

memory as being able to record experiences in an intact fashion, or able to go underground 

and be recovered. The author also suggests that misinformed therapists may unknowingly 

create false memories of abuse. Garry, Loftus, Brown and Dubreuil (1996) found, for 

example, that 64% of their participants believed that experiences are permanently and 

accurately stored in the brain. Sixty seven percent of their participants also believed that 

forgetting means not being able to locate the already stored experiences. The authors argue 

that these findings demonstrate gross misconceptions of memory processes and create an 
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easy ground for other gross misconceptions such as repression and recovery of memories in 

their undisturbed fashion. The authors also caution the public against the widespread public 

belief that poor memory for childhood events is diagnostic of childhood abuse. These false 

beliefs, the skeptics say, skew the media and the public into accepting notions about one's 

memory that are unscientific and harmful. 

Conclusion 

This section addressed part of the arguments that matter in the controversy over 

recovered memories of childhood abuse. The versions of memory and its workings that I 

have presented so far represent one side of the debate, the skeptics' accounts. The skeptics 

argue that recovered memories of childhood abuse are not scientifically valid, therefore 

unacceptable, for several reasons. First, children's understanding of what is wrong sexually 

is limited, thus rendering their encoding processes at an early age unreliable. Secondly, 

according to scientific research, infants' and young children's memory cannot be trusted due 

to common childhood amnesia up to the age of three. Thirdly, skeptics argue that traumatic 

memories of childhood abuse are processed in the same way as non-traumatic memories, 

thus rendering the memories susceptible to ordinary mechanisms of decay over time, 

distortions, malleability, post-event suggestions, incorporation of new material, and simple 

forgetting. Lastly, the skeptics point to the various methodological errors in clinical studies 

on repression, thus rendering them scientifically invalid. In closing, skeptics also express 

their disdain about professionals' and public misconceptions about memory processes which 

in turn fuel false widespread beliefs in repression and memory recovery. Based on their 

claims, the skeptics argue against repression or any memory processes that would encode a 

traumatic event from childhood, keep it pristine and hidden out of consciousness, and 

subsequently recovered "as it happened". Loftus and her colleagues comment: "We cannot 

allow misuse of science to rule the day" (Ornstein, Ceci and Loftus, 1996), thus making 

sure that science serves as a bulwark against questions or concerns that might normally 

warrant attention. 
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2. The Believers' view 

"Al l truth passes through three stages. First, it is ridiculed. Second, it is violently opposed. 

Third, it is accepted as being self-evident." 

Arthur Schopenhauer 

(Cited by Scheflin and Brown, 1996, p. 183) 

This is how Scheflin and Brown, the guest editors of the special 1996 issue of The  

Journal of Psychiatry and Law, interpret the future for the repressed memory controversy. 

Their truth, they claim, ridiculed by the memory researchers (recall the dragon with five legs 

that Elizabeth Loftus referred to), and violently opposed, will prevail, and become the 

accepted norm. This is a powerful statement casting doubt on the current standards of 

science which do not accept the phenomenon of repressed memories of childhood abuse. In 

this instant the repressed memory phenomenon resembles current (self-evident) scientific 

truths, which years ago may well have been considered to be a heresy. 

The scope of the problem 

At the outset, the believers, who are mostly practicing women clinicians or feminist 

researchers, remind the public that "the memory controversy" is over a relatively small 

number of sexual abuse incidents. That is, the believers claim, the great debate and 

skepticism has to do with the total loss of memory for childhood sexual abuse and a 

subsequent recovery of that memory. The believers point to the majority of traumatized 

individuals who never forgot their childhood abuse, whether they chose to disclose it or not. 

Thus, there is a concern among the believers that the controversy takes away the valuable 

public attention from the problem of sexual victimization in general, and casts doubt on any 

reports of sexual abuse. Nonetheless, the believers have their own arguments which 

account for their truths in the midst of the controversy. I will present the believers' claims 

below. 

Memory for severe trauma 

Trauma researchers, in a direct contradiction to the memory researchers, claim that 

memory for traumatic events are encoded and "remembered" differently than memory for 

non -traumatic events. Science, the believers claim, is not sophisticated enough to explain 
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all the processes involved in our brain's functioning. If, they say, there are clinical cases of 

traumatic amnesia, which scientists, physicians and brain experts alike have no way of 

explaining, why is not possible, they ask, that our brain "loses time" or forgets certain 

emotionally charged events in response to stress and trauma (e.g. Christianson, 1992, van 

der Kolk, 1987, 1988, Pitman and Or, 1990). To this argument, trauma researchers point 

to the recent neurological discoveries which claim that people under severe and habitual 

stress produce chemicals in their brain called glucocorticoids. These chemicals, although 

said to be essential to prevent a physiological and psychological crisis in our body, also pose 

a danger. Sapolsky (1992) reports that excessive exposure to glucocorticoids can severely 

damage neurons in the hippocampus, said to be largely involved in emotional regulation and 

long-term memory. Sapolsky was involved in a number of primate studies which 

demonstrate that animals under habitual stress experience a significant loss of neurons in the 

hippocampal region. There are scientific claims from human studies suggesting that 

traumatized individuals have reduced hippocampal volume, or greatly damaged 

hippocampus, thus contributing to memory abnormalities. For example a medical study by 

De Bellis, Chrousos, Dorn, Burke, Helmers, Kling, Trickett and Putnam (1994) reported 

that women who suffered severe sexual abuse in childhood show a significantly reduced 

hippocampus, and significant disregulation of glucocorticoids. Similarly, Bremner, Randall, 

Scott, Bronen, Seibyl, Southwick, Delaney, McCarthy, Charney, and lnnis (1995) reported 

reduced hippocampal volume in traumatized war veterans with Post Traumatic Stress 

Disorder (PTSD), a diagnosis given to people who suffer severe symptoms of trauma. 

Keenan, Jacobson, Soleymani and Newcomer (1995) in their study also reported impaired 

functioning of what the authors call explicit memory (recalling and recognizing specific 

experiences) as opposed to implicit memory, which means that a person shows signs of 

being influenced by past experiences through thoughts and actions, but the person is not 

aware of having gone through these specific experiences. Flashbacks which are said to be 

experienced by many of the sexual abuse survivors can be conceptualized as a 

demonstration of implicit memory in the absence of explicit recall of the event (Frankel, 

1994). 
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Yet, although trauma researchers claim, following these medical studies, that it is 

possible to experience severe memory deficits or impairments after trauma, memory 

researchers (e.g. Schacter, 1996) argue that there is so far no direct link between sexual 

abuse in childhood and memory loss (and subsequent memory retrieval) for these events. 

Nonetheless, the believers argue that trauma memories are fundamentally different and 

behave differently from ordinary memories. 

Some researchers also suggest that it is possible that the processing of traumatic 

events operates independently of known cognitive structures in the brain, and may be 

encoded and experienced in sensorimotor and somatosensory ways (e.g. Saporta and van 

der Kolk, 1992; van der Kolk and van der Hart, 1991; Zajonc, 1984). A study by Fisler, 

Vardi and van der Kolk (1994) examined autobiographical memories of three groups of 

people: adult rape survivors, incest survivors, and a control group who did not experience 

any trauma. The results claim that there are significant memory impairments in the incest 

survivors group, where the participants had difficulty recalling specific traumatic and 

nontraumatic events from their lives. The nature of their traumatic memories were 

characterized by the authors as "non-narrative", "fragmentary", "sensory" (visual, tactile 

and auditory sensations) and "kinesthetic". Another study (Tromp, Koss, Figueredo, and 

Tharan, 1995) examined different memory characteristics in both traumatic and non

traumatic memory, and reported that the most significant discriminators between non

traumatic and traumatic memory (rape) was the clarity, vividness and order of events. In 

general the rape memories were less remembered, thought and talked about. Wigren (1994) 

and Spiegel (1993) both argue for severe "pathologies" of memory for trauma based on 

case studies and reports from victims of abuse, rape, wars, torture and natural disasters. 

The authors write that traumatic memory lacks the usual coherence and context, leaving the 

memory incomplete and sensory. 

The believers, based on these kind of studies, claim that memory for traumatic 

events, retained fully or not, is experienced in a qualitatively different manner. Levine 

(1997) in his book on trauma explains that when our bodies are in a state of terror, there are 

profound alterations of the nervous system, which may lay down the abnormal features of 
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traumatic memories. Some of the changes reported include severely narrowed attention 

which focuses exclusively on a central detail in the immediate present, "freezing" of 

muscles, heightened sensations, profound perceptual distortions, insensitivity to pain, time 

slowing, and so on. It is hypothesized that what "remains" in the memory is highly 

sensory, somatic or physiological without the usual contextual verbal narrative or time 

sequencing information. Courtois, one of the leading clinical trauma psychologists, believes 

that these traumatic memories may "return" physiologically only through different 

sensations or somatically through pain, illness, paralysis and so on (Courtois, 1991). As 

noted earlier, there are some medical studies which report a high incidence of symptoms of 

chronic pain, immunological diseases, respiratory and endocrine pathologies, and 

neurodevelopmental abnormalities in trauma survivors (e.g. Courtois, 1988, 1995; Jacobs, 

1992; Perry, 1993; Reviere, 1997; and Walker, Katon, Roy-Byrne, Jemelka and Russo, 

1993). Van der Kolk and Saporta (1991) suggest that it is conceivable that memories of 

trauma stored or frozen in our nervous system may remain "frozen" (intact) in their original 

form, timeless and unmodified until they re-emerge. The authors also remind the readers 

that Posttraumatic Stress Disorder (PTSD), commonly diagnosed by physicians when a 

person experienced severe trauma and has enduring symptoms of stress, by definition can be 

accompanied by both memory disturbances; hypermnesia (inability to forget) or amnesia 

(inability to remember). These accounts help the believers construct their arguments why 

the recovered memories of abuse appear so detailed and accurate. 

For these reasons, the trauma therapists have also argued that extensive repression 

occurs only for severe and repeated traumatic events, which was called Type II traumas, as 

opposed to single traumatic experiences, called Type i traumas, which may be processed in 

a more similar manner to ordinary memories (Terr, 1994). Lenore Terr, who has conducted 

most extensive studies with traumatized children, contends that Type 11 traumas because of 

their long lasting and repeated nature, trigger a protective mechanism from the body. She 

reports that the defenses and coping mechanisms may include massive denial, repression, 

dissociation from emotions, self-anesthesia, and profound character changes among others. 

The Type 11 trauma model remains a highly controversial and continually disputed account 
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among researchers and clinicians. Nonetheless, it remains one of the believers' most 

frequently cited claim for the possibility that a highly traumatic memory is of a distinctly 

different kind from the rest of our memories. 

Thus, Yates and Nesby (1993) claim that, given the yet unexplained physiological 

and biological processes of our bodies and brain, we may want to consider an alternative 

hypothesis that some memories for childhood trauma may be well "stored away" with no 

direct access, and only later in life re-emerge in response to triggers or cues. Albert, Brown 

and Courtois (1996) caution: " Fairness and good science require that in the absence of a 

definitive finding, we must remain open to and investigate all alternative hypotheses 

regarding this extensively reported phenomenon [repressed memories], whose provenance 

in the clinical case literature predates the current memory debate by almost one hundred 

years" (p. 144). 

Dissociation 

Having been accused by memory researchers that repression of memories is hardly a 

scientific construct, some of the believers now claim that it is not repression but 

dissociation that operates in experiencing severe trauma and may be responsible for 

extensive memory loss. As van der Kolk and Fisler (1994) argue, dissociation is a valid, 

scientifically researched phenomenon that involves a dissociating of context and content of 

trauma from the person's emotions. That is, the experience of trauma, it is claimed, is 

essentially fragmented (not a cohesive story), which involves depersonalization (feeling of 

being not real), and derealization (feeling that the world is unreal). That kind of failure to 

integrate all the aspects of an experience, the authors say, may result in a loss of memory, or 

at least difficulty in remembering a specific incident. Clinicians who treat traumatized 

children agree that children use a variety of strategies to dissociate their overwhelming and 

intolerable emotions from trauma that is happening to them. It is argued that they may use 

fantasy pretending that they do not feel the pain or that they are not there, they may try to 

numb their emotions and learn how to block them from consciousness, or they may use 

food, drugs or self-mutilation to manage the overwhelming and intolerable negative 

emotions. That kind of coping, although useful at the time of the trauma, is said to cause a 
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variety of pathological symptoms later in life (Alpert, Brown, Courtois, 1996; Finkelhor and 

Browne, 1985). That is, it is conceivable, believers say, that there are specific conditions in 

repetitive, severe sexual abuse, which interfere with, or impair integrative encoding, storage 

and retrieval of the abuse incident, and cause it to be stored in a dissociative, fragmented 

and/or non-verbal ways. The believers also point in their defense, not unlike the skeptics, to 

The Diagnostic and Statistical Manual of Mental Disorders in its fourth edition (DSM IV), 

which, they say, provides guidelines for current diagnoses that are grounded in empirical 

research and well established. Dissociative Disorders are listed in the manual as valid and 

their essential feature is described as a disruption of integrated functions of memory and 

perception among others, which can lead to a sudden, gradual or chronic disturbance (DSM 

IV, 1994). Dissociative amnesia, which constitutes one of the disorders listed, the believers 

argue, following the manual, does not have to be "extremely rare" by definition. The 

memory gaps are said to occur in response to traumatic events such as episodes of abuse, 

self-mutilation or suicide attempts, which, the believers argue, occur frequently in our 

society and should be examined with more detail and greater sensitivity. There is clinical 

research, the believers argue, that supports the claim of dissociation being common and 

relating directly to exposure to trauma. For example, studies conducted by Chu and Dill 

(1990) and Ross, Anderson, Fleisher and Norton (1991) indicate that scores on Dissociative 

Experiences Scale (DES) are significantly higher for people with a reported history of 

severe sexual and physical abuse in childhood. The believers also cite the excerpt from the 

DSM IV which was written in early 1993 about the controversial and understudied nature 

of dissociative or psychogenic amnesia: 

In recent years in the United States, there has been an increase in reported 
cases of Dissociative Amnesia that involves previously forgotten early 
childhood traumas. This increase has been subject to very different 
interpretations. Some believe that the greater awareness of the diagnosis 
among mental health professionals has resulted in the identification of cases 
that were previously undiagnosed. In contrast, others believe that the 
syndrome has been overdiagnosed in individuals who are highly suggestible 
(DSM IV, 1994, p. 479). 
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Thus, the believers argue that their interpretation of dissociative amnesia as frequent 

and resulting from severe and repetitive abuse in childhood has scientific merits. Ross, 

Joshi and Currie (1990) indicate that about 5% of the general population exhibit high 

dissociative symptoms (as measured by the Dissociative Experiences Scale - DES), and that 

there is a negative correlation between age and dissociative tendencies, with young children 

having the highest dissociative abilities. This finding is underscored by the believers, as it 

claims the possibility of dissociation being widely used as a defense mechanism by children 

who experience chronic severe sexual abuse. 

The social context of our culture 

The believers explain that the presence of delayed memories of childhood abuse are 

partly due to a grossly insensitive and inadequate social system in our culture prior to the 

1980s. That is, the numbing, dissociative and other coping strategies that abused children 

had to employ to survive, may gradually have led to dysfunctional patterns of cognition, 

emotional life and behaviors later in their adult lives. The memories, the believers say, are 

returning only now, as a result of an increased recognition of sexual abuse of children in 

recent years. These memories of sexual abuse had no place prior to the 1980s, due to 

"societal failure" to recognize and intervene in child sexual exploitation (e.g. Courtois, 

1988). The believers then argue that abused children had no choice but to learn how to 

dissociate, bury or repress haunting memories of their trauma. The delay makes sense as 

twenty years ago few people spoke of childhood abuse. The numbing strategies worked 

"well" (kept the person dissociated from the experiences), as they were not challenged. It 

is only now, in the current social environment, that the buried memories are challenged by 

frequent triggers (books, articles, media, public awareness, therapy and so on). Thus some 

clinicians believe that frequent and habitual numbing of negative emotions over the years 

may lead to a gradual loss of connection between negative events and associated emotions. 

The supposed recognition of any connections after a long delay may be triggered by sudden 

overwhelming strong cues even though the delay may have lasted for several years (Alpert, 

Brown, Courtois, 1996; Reviere, 1996, van der Kolk and Filsner, 1995). 
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Current memory research also agrees with the assumption that rehearsing an 

experience facilitates its recall. Thus not rehearsing a painful experience (such as sexual 

abuse), or being told to "not remember" a specific event, would facilitate forgetting. In 

their study of rape victims, Tromp, Koss, Figueredo, and Tharan (1995) confirm this claim 

that the less the victims talked and thought about their trauma over the period of years, the 

more blurry and fragmented they were. Freyd (1998) argues, in line with other believers, 

that not talking about sexual abuse in our culture "facilitated" forgetting that became 

pathological. She also reminds us that creating a space for talking about the past is critical 

to access people's shared, yet denied, memories. 

Not everything makes scientific sense 

Given the arguments presented in the section above, the believers speculate that there is 

little that is known about the dynamics between trauma and its recall over a period of 

several years. Numbing and dissociative defense mechanisms evidenced in clinical research 

on trauma may well provide an explanation for some losses in memory, for delays and for 

subsequent returns of memory in ways that is not easily explained by ordinary memory 

research. Signs of body memory, claims of flashbacks, reports of exceedingly accurate and 

vivid recollections of confirmed traumatic events are only a few examples that help believers 

construct their arguments that there is more to human memory than we know so far from 

the scholarly research. Judith Herman (1997) likens childhood trauma survivors to political 

crimes and torture victims. The credibility of the victims' stories is undermined, not only on 

an individual level, but also on a broader social level. The accountability for long hidden 

crimes, Herman claims, is absent, and victims or survivors carry their pain in silence. There 

are debates over historical truths of atrocities that have been reported. Some traumatic 

experiences are forgotten, never to be recovered, and some are always well remembered, so 

well that the remembering was dubbed "indelibly imprinted". Herman suggests that 

memory of trauma presents a paradox for science, indeed a paradox of human life, which 

we may never be able to fully comprehend with the tools we currently use As Scheflin and 

Brown (1996) comment, repressed memory "transcends human experience" (p. 183), or, as 

the believers would put, repressed memory transcends current scientific truths. 
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There is, believers argue, ample evidence for "true" paradoxes in the science of 

memory, for which there is no agreed upon explanation. For example, Fitzgerald (1988) 

conducted studies on what researchers call the reminiscence bump, that is, the period of a 

person's life, when there occurs an unexplained enhanced memory for life experiences. 

Fitzgerald's studies reveal that in elderly people there is a significant reminiscence bump for 

their late adolescent and early adulthood years. It is a "blip" in ordinary forgetting, and is a 

significant exception to the rule in the science of memory which claims that memories 

gradually decay over time and become less accessible. 

In the same vein, the believers say, the nature of psychogenic amnesia or loss of 

memory for a traumatic event, is still puzzling and largely unexplained to the scientific 

world of memory. For example, Jacobs and Nadel (1985), neuroscientists renowned for 

their controversial and provocative work, speculate that it is neurologically possible for 

children to encode childhood fears or traumas outside the hippocampal structure due to the 

immaturity of the hippocampus in children. The memories reportedly can be encoded and 

stored away as implicit memories. As explained earlier, implicit memory is defined as 

demonstrating itself through reactions, actions and thoughts which implicate that the person 

has undergone a specific experience, although the person is not aware of experiencing the 

specific event per se Later in adulthood, it is hypothesized, as the hippocampus becomes 

suppressed with some severe stress, it is possible for the nonhippocampal structures to be 

activated. As a result some of the stored away implicit memories may emerge. 

Frederickson (1992), one of the strong believers and a well known psychotherapist writes: 

"During sexual abuse, your mind focuses on the events and circumstances surrounding the 

abuse. You may bury the memory, but you store the reactions to the objects and situations 

that remind you of the abuse" (p. 41). She suggests then, not unlike Jacobs and Nadel, that 

it is possible to encode and store implicit memories (reactions) to the abuse and yet bury the 

memory of the event itself. 

Thus some of the scientific data on memory, according to the believers, show 

paradoxes and yet unexplained phenomena, which serves as a reminder to remain open to 

new scientific possibilities. 
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Clinical studies on repression and recovery 

There are several studies which are considered by clinical researchers to be well 

documented and comprehensive, claiming the existence of "evidence" for amnesia and 

delayed recall for experiences of childhood sexual abuse (e.g. Briere and Conte, 1993; 

Elliot, 1997; Elliot and Briere, 1995, Herman and Schatzow, 1987; and Williams, 1994). Al l 

of these studies, except for one (conducted by Williams, 1994) are retrospective, thus their 

reliability remains highly suspect for the skeptics. Elliot's study (1997) is considered one 

of the most rigorous methodologically. The author based her findings of delayed recall of 

traumatic memories on a large random sample of the general US population. This factor is 

important for the believers, as skeptics commonly undermine studies that deal with 'clinical' 

(rather than general) population, that is, people who have already been acquainted with 

some kind of psychotherapy. The skeptics argue that because of the close encounter with 

psychotherapy, the beliefs (data reported) of clinical population on the matters of memory, 

trauma and recovery are skewed, unduly influenced by therapists, and essentially unreliable. 

There are two major findings in Elliot's study. One claims that 32% of participants 

reported some delayed recall of past trauma. A history of complete memory loss was 

reported for trauma involving childhood sexual abuse, domestic violence in childhood, adult 

rape, and combat injury. In the context of this finding, Elliot reported that among those 

participants with delayed recall, their memory loss lasted longer for those who experienced 

more types of trauma, more distress and who were significantly younger at the time of the 

trauma than other participants with delayed recall. The second finding claims that the most 

common trigger for recovering a traumatic memory was a media presentation (either show, 

movie, or article, comprising 54% of participants). The least common triggers for recovery 

of memory was a sexual experience (17%) and psychotherapy (16%). The last factor, 

again, is significant for the believers, as skeptics are said to blame therapists for unduly 

influencing traumatic memories during the period of therapy. Elliot also addressed the issue 

of clarity of questions in her study indicating that 96% of her participants clearly understood 

the question of memory loss as referring to a "period of time in which the individual was 



39 

unable to access part or all of the memory of the traumatic event, as opposed to simply not 

thinking about the trauma" (p. 818) 

Elliot and Briere's study (1995) reports that 42% of its participants (total of 505) 

claimed a delayed recall for sexual abuse in childhood. Memory loss for the trauma was 

claimed to be significantly associated with the use of threats at the time of the abuse, and 

high levels of posttraumatic symptoms. 

Herman and Schatzow's study (1987) is significant here as it was published before 

the False Memory Syndrome Foundation came into existence thus predating most of the 

controversy surrounding recovered memories. The authors claim in their study that 64% of 

their participants reported some degree of memory loss for their trauma, or severe memory 

deficits around the traumatic events in their lives, such as recovery of previous inaccessible 

memories in the form of flashbacks or eruption of high negative emotions. Herman and 

Schatzow also report that 74% of those who recovered their memories of abuse were able 

to obtain corroborating evidence from family members or physical evidence (diaries and 

photographs). 

Briere and Conte (1993) in their study also examined the degree of amnesia for 

abuse in adults who were molested as children. The authors claim that almost 60% of their 

clinical sample (450 in total) identified some period in their lives before the age of 18 when 

they had no memory for the abuse. 

The last study mentioned above, widely publicized by the believers and criticized by 

the skeptics, is the only prospective study conducted by Williams (1994, 1995). As 

described in the skeptics' section, Williams interviewed 129 women who 17 years before, 

had a documented history of sexual abuse. The believers insist that it is the most extensive 

and important research to date with solid evidence for loss of memory of abuse, and its 

subsequent recovery (16% of those who recalled the abuse reported that at one point in 

their lives they had forgotten about it). The believers argue that this is one study that 

demonstrates the existence of recovered memories, because the abuse was documented in 

hospital records. Williams also argues that her study did not show any evidence that the 

recovery of memories was fostered by psychotherapy. 
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The above cited studies are claimed to be the cornerstone of the controversy for the 

believers' side. The believers' claims emphasize that traumatic amnesia or memory loss due 

to trauma is common, reliable due to existing evidence, and seems to be a complex 

phenomenon involving biological, cognitive and psychological aspects of memory that 

behave differently from "ordinary" forgetting. Dr. Ross Cheit, a professor in the 

Department of Political Science, Brown University, established, what he called, an archive 

of childhood abuse where victims reported that their memories were lost and subsequently 

the events were recovered and corroborated by clear and convincing evidence. Cheit argues 

that there are now 45 corroborated cases in the archives 

(http://www.rosscheit.com/recovered memory project). 

False memory syndrome a fake 

The believers oppose the phrase "false memory syndrome" which was coined by the 

False Memory Syndrome Foundation in 1992. According to the believers, the 'syndrome', 

which is not a classified psychological illness (as per the Diagnostic and Statistical Manual 

of Mental Disorders, fourth edition-DSM-IV), masquerades as one, confusing the public 

and the media. The definition of false memory syndrome was offered by John Kihlstrom, 

Professor of Psychology at the University of Arizona, one of the board members of FMSF. 

The opposition argues that Kihlstrom adapted the professional jargon from clinical scholars 

to make it sound as if it was a legitimate mental illness: 

When the memory is distorted, or confabulated, the result can be, what has 
been called the False Memory Syndrome: a condition in which a person's 
identity and interpersonal relationships are centered around a memory of 
traumatic experience which is objectively false but in which the person 
strongly believes. Note that the syndrome is not characterized by false 
memories as such. We all have memories that are inaccurate. Rather, the 
syndrome may be diagnosed when the memory is so deeply ingrained that it 
orients the individual's entire personality and lifestyle, in turn disrupting all 
sorts of other adaptive behaviors. The analogy to personality disorder is 
intentional. False memory syndrome is especially destructive because the 
person assiduously avoids confrontation with any evidence that might 
challenge the memory. Thus it takes on a life of its own, encapsulated and 
resistant to correction. The person may become so focused on the memory 
that he or she may be effectively distracted from coping with the real 
problems in his or her life (FMSF newsletter, 1993, p. 3). 

http://www.rosscheit.com/recovered
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Schuman and Galvez (1996), who do not side with either camp of the controversy, 

but rather, identify themselves as feminists, and attempt to give a 'discursive' reading of the 

"alleged syndrome", argue that Kihlstrom's use of clinical jargon (eg. "a condition", 

"syndrome", "may be diagnosed") "has been strategically formulated to meet A P A / D S M 

criteria for mental illness" (p. 10). Despite the authors' noncommittal stance for either side 

of the controversy, their argument supports the believers' claim, that the FMSF is using 

deceitful techniques to sway the public and the media into believing that false memories are 

so common that there is a clinical syndrome describing that kind of condition. Alpert, 

Brown and Courtois (1996) charge that the skeptics offer "major misconceptions" about 

human memory and human traumatization, and in the process this "gaslights" (p.217) sexual 

abuse survivors and their reality 

Research on memory and trauma 

The believers account for scarce data in the area of remembering trauma, pointing 

to the obvious methodological difficulties due to the sensitive nature of research. It is 

hardly viable, they say, to extrapolate from experimental laboratory designs on memory to 

real life trauma experienced by children and later remembered in adulthood. Both 

retrospective and prospective (e.g. Williams, 1994) studies have numerous methodological 

problems which cannot be easily remedied without jeopardizing scientific validity. Many 

clinicians (e.g. Alpert, Brown and Courtois, 1996; Reviere, 1996) call for memory skeptics 

to reach out and learn from clinicians about trauma and its consequences, as well as take 

seriously naturalistic studies and case studies of trauma and post-traumatic stress. At the 

same time, the believers argue that the scarcity of data in the area of memory and trauma 

should not be used by skeptics as a tool to dismiss the reality of sexual abuse in our culture: 

All victims have much to lose by acknowledging child sexual abuse. It is 
important that abused children be taken seriously and that adults who 
remember child sexual abuse, even in delayed fashion, not be discredited. 
While keeping in mind that false reports are possible, we need to remember 
that child sexual abuse is substantiated as a pervasive problem in this 
country. We should not therefore create an expectation that adults could 
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not have been abused, especially if their memories are absent, fragmentary 
or delayed (Alpert, Brown and Courtois, 1996, p. 217). 

Conclusion 

The arguments which 1 have presented above comprise the believers' side of the 

debate. The believers' cornerstone argument is that memory for severe trauma is 

qualitatively different from ordinary memory. Thus research conducted on ordinary 

memory processes, the believers claim, has little to contribute to the area of trauma and 

memory. The believers argue that there are different physiological, cognitive and emotional 

factors that shape the way the traumatic events from childhood are stored, remembered, lost 

and rediscovered. In addition, the believers present several other arguments in order to 

debunk the skeptical view of recovered memories of abuse. First, the believers suggest that 

dissociation, and not repression, is involved in the mechanisms of storing, losing and 

recovering trauma. In this instance the believers distance themselves from accusations that 

repression is an overstated, poorly defined and unreliable construct. Secondly, the believers 

point to the broader social and cultural context of our culture that "forced" the abuse 

memories into hiding, into being lost or delayed, because of the societal denial and silencing 

of children abuse in general. Thirdly, the believers remind us that the current scientific 

status of memory research is full of unexplained paradoxes, and that our knowledge of the 

brain is fragmentary and rudimentary. At the same time they produce studies which report 

the existence of memory loss, amnesia and delays for childhood abuse. Lastly, the believers 

account for the scarcity of research arguing that methodologically it is extremely difficult or 

impossible to design or conduct a study which would demonstrate that one can repress and 

then recover a memory of abuse from childhood. The believers also object to the skeptics' 

language used by the False Memory Syndrome Foundation, which, they say, is deceitful to 

the public and discredits the victims' reality. 

IV. Self-help and the dash of therapeutic cultures 

Following the eruption of reports of recovered memories of childhood sexual 

trauma and the intense public controversy over the recovered memory phenomenon, mental 

health professionals across Canada, Great Britain and the United States became increasingly 
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the target of criticism from other professionals, the public and the media. Specifically, 

clinical psychologists and therapists alike have been accused of conducting suggestive 

psychotherapy, encouraging clients to read unprofessional and unsound self-help books, 

both of which, it has been said, probe for memories of abuse that have never taken place in 

people's lives. The A P A president Ron Fox in 1994 remarked that there are some 

disreputable psychologists who "spew forth a nonsensical psychobabble that confuses issues 

and encourages thinking that may be toxic" (Martin, 1995). The therapeutic profession as a 

whole was said to be undermined by a handful of misaligned practitioners in the public eye 

because of their alleged unethical therapeutic practices that involve: encouraging clients to 

believe that their difficulties in life are caused by childhood abuse, using leading questions, 

collaborating in creating false memories, and using risky techniques such as hypnosis, 

imagery work, visualization, body work, and reconstruction, to bring about false memories. 

In this highly volatile and accusatory context, there have been several surveys 

conducted among practitioners to evaluate the appropriateness of their clinical practice and 

their beliefs. These studies are cited by the skeptics as evidence for poorly trained and 

uninformed therapists engaging in problematic practices (Ornstein, Ceci and Loftus, 1996). 

For example, in a large-scale study, Poole, Lindsay, Memon and Bull (1995) asked US and 

British clinicians about their practices and interventions with sexual abuse survivors, as well 

as the clinicians' own beliefs about memory processes. The authors reported that almost 

25% of the therapists surveyed believed that there is a strong association between a certain 

presentation of clients (a set of symptoms) and a history of sexual abuse, and that some 

suggestive techniques to explore abuse themes can be used in therapy. Yapko (1994, 1995) 

surveyed 860 therapists asking them questions about their beliefs about memory 

mechanisms, hypnosis and other techniques. The results that Yapko presented shocked the 

professional circles and fueled the widespread criticism of misinformed therapists. For 

example, 31% of Yapko's respondents agreed with the claims that if a person has a 

traumatic memory during hypnosis it suggests that the event must have happened, and that 

hypnosis can be used to recover memories of past lives. Twenty percent of the sample also 

believed that it is not possible to create false memories. One third of the respondents 
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believed that the mind is like a computer accurately recording and storing events as they 

occur. 

The skeptics also point to the widespread self-help literature for the abuse survivors 

(e.g. The courage to heal Secret survivors) which encourages the readers to associate their 

many symptoms in adulthood ( such as anxiety, panic attacks, relationship difficulties, eating 

disorders and so on) with long-term reactions to childhood abuse. The skeptics cite 

scientific evidence that shows no direct connection between these symptoms and abuse in 

childhood (e.g. Pope and Hudson, 1992, Pope, Mangweth, Negrao, Hudson and Cordas, 

1994). Yet, the most cited and criticized part of the self-help books are statements which 

convey to the readers that repression for abuse is common (e.g. "If you don't remember 

your abuse, you're not alone. Many women don't have memories, and some never get 

memories. This doesn't mean they weren't abused", cited in Bass and Davis's book The  

courage to heal: A guide for women survivors of child sexual abuse. 1988), and that the 

past abuse can be diagnosed by simple symptom checklists (e.g. low self-esteem, feeling of 

rage, inability to trust, compulsive eating, sexual promiscuity, nightmares, and so on, as 

exemplified in Bass and Davis's book The courage to heal: A guide for women survivors of  

child sexual abuse. 1988, and Fredrickson's book Repressed memories: A journey to  

recovery from sexual abuse. 1992). 

Based on such claims, Ornstein, Ceci and Loftus (1996) charge the therapeutic 

community with being uncritical and lacking social awareness: 

Operating on these beliefs, these therapists dig systematically for the 
presumed memories in clients who have no previous recollections of 
abuse. Using a variety of questionable techniques such as direct 
suggestion, guided visualization, hypnotic age regression, sexualized 
dream interpretation, and body memory analysis, a hunt for the buried 
memories is initiated, and any mental products that are recovered are 
uncritically assumed to be accurate. Clients are even sometimes told 
that they can only get well if they find more hidden memories, confront 
their assumed abusers, and file lawsuits. The potential risks of these 
activities prompt us as scientists to speak out forcefully, with the hope of 
raising the consciousness of the therapeutic community (Ornstein, Ceci 
and Loftus, 1996, p. 106). 
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Below I will give examples of the techniques that are considered questionable, 

suggestive or unethical, and are said to have tarnished the practice of clinical psychology 

and psychotherapy. These have been labeled by the media as the "hunt orientation for the 

missing memory". One of the most controversial therapeutic techniques that is still utilized 

in therapy (mostly in the US) to help the client recover or tell the story of abuse is hypnosis. 

Hypnosis, as Fredrickson (1992) states, is said to tap into the unconscious mind to retrieve 

memories of past abuse. The person under hypnosis is encouraged to describe scenes and 

emotions associated with the traumatic events from the past. Skeptical memory researchers 

believe that hypnosis helps the client visualize things that may not have happened, thus 

encouraging the mind to "create" false events. As described in the previous section of the 

skeptics' view, visualization is said to create a source memory confusion, wherein the 

person apparently remembers something but is not sure whether the source was real or 

imagined. The Council of Scientific Affairs of the Medical Association published a report as 

early as 1985 warning about the use of hypnosis as a tool for searching for lost memories of 

the past, stating that hypnotic suggestions can increase a person's confidence of the 

accuracy of past events which in fact may not have happened (Council of Scientific 

Affairs, 1985). Yapko (1994), who is a clinical psychologist and a hypnosis practitioner, 

cautions the readers against the use of hypnosis with sexual abuse survivors, stating that 

hypnosis stands out as a common denominator among those who recover lost memories and 

then retract them. Nelson and Simpson (1994) have surveyed women who retracted their 

memories of abuse from childhood, and they also found that the majority of retractors 

(85%) recovered their memories during hypnosis. 

Guided visualization or imagery work are other heavily criticized techniques which 

are believed to be used by some practitioners to retrieve lost memories from childhood. As 

Fredrickson (1992) explains, after having a flashback or an unexplained, disturbing image in 

one's mind, the person is encouraged to imagine the abusive incident, as it could have 

happened, or what seems true at this moment in time. With guided visualization, the person 

is helped along with various images. The skeptics argue that based on visualization and 

memory research, the story that emerges from imagery work, if further elaborated and 
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explored, can create a subjective feeling that the memory is genuine (Loftus and Ketcham, 

1994). Foa, Rothbaum, Riggs and Murdock (1991) report that imagery work with victims 

of confirmed rape cases is one of the most useful therapeutic techniques to significantly 

reduce post-traumatic symptoms. Skeptics argue that it is quite a different matter to use 

imagery to reduce symptoms from using imagery to "create" memories that may have never 

happened. 

The last example of a technique for recovering lost memories that has been widely 

popularized among abuse survivors, and that earned ample criticism from the skeptics, is so 

called "body work". Blume (1990) in her renowned book Secret survivors: Uncovering  

incest and its aftereffects in women, explains that our bodies "store" memories as blocked 

energy, and body (massage) therapy can release that energy and the forgotten memories. 

Fredrickson (1992) argues that trauma, if too severe, can be shut down from our mind, but 

the body will always "remember" the feeling of being abused. As Schacter writes (1996), 

in support of the skeptics, although there is some documented research on the connection 

between somatic symptoms (rashes, medically unexplained pain, paralysis), and earlier 

trauma, there is no evidence that the memories which emerge from body therapy are any 

concrete episodic memories 

The self-help books popularized among sexual abuse survivors recommend several 

other techniques (e.g. art therapy, feeling therapy, dream therapy and so on), but the ones 

delineated above are those most commonly used and most vehemently objected to and 

criticized by the skeptics. Yapko (1990) comments that therapists do not have to resort to 

hypnosis or other special memory recovery techniques in order to change the quality of 

memory. He contends that since memory is a reconstructive process that can be influenced 

by suggestion, a therapist will inadvertently facilitate that process in a therapy session. He 

states in one of his debates with Calof, the editor of the journal Treating Abuse Today: "1 

think that that's what happens in the context of therapy, that we can help people rewrite 

their entire histories and view things in ways that are really quite selective and involve a 

perceptual filter" (Calof and Yapko, 1993, audiotape). He also criticizes badly trained 

clinicians for being gullible, insensitive to clients' vulnerability and suggestibility in therapy, 
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and for contributing to clients' fabrication of stories and perpetuating them without being 

properly critical and cautious. 

As the criticisms rage, the other side of the controversy, the believers, have their 

own story to tell about therapy, various techniques and self-help books for survivors of 

childhood abuse. Briere, a clinical psychologist and one of the believers, in an interview 

with Loftus, responds to the skeptics' charges in this manner: 

I find myself saddened and angered by the fact that people who 
otherwise show reasonable scientific probity have in this case become 
invested in trying to prove somehow-without persuasive data-that the 
memories of hundreds of thousands of survivors are not true. We are 
ultimately talking about human beings in pain, and human beings in pain 
are not always going to be 100% accurate. We don't do the same kind 
of grilling of someone who has a car accident or some other kind of 
experience. It seems to be especially in the sexual abuse area that we 
have the greatest difficulty accepting what is told to us (cited in Loftus 
and Ketcham, 1994, p. 147). 

Many therapists who work with sexual abuse survivors argue that the increasing 

number of cases of recovered memories of childhood abuse has nothing to do with the kind 

of psychotherapy that is conducted and its various techniques, but rather, with the larger 

scale silencing of the survivors' voice in our culture (Briere and Elliot, 1994, Herman, 1997, 

Terr, 1994). Herman (1997) writes that our society's powerful desire to deny atrocities 

(such as childhood abuse) backfires with the powerful outbursts of denied truth: highly 

emotional, fragmented and contradictory stories of atrocities. The believers have a strong 

message for the skeptics. Their concern is to make sure that the victims of childhood abuse 

speak out and that their stories are heard and believed. For example, Herman advises in her 

book: "From the outset, the therapist should place great emphasis on the importance of 

truth-telling and full disclosure, since the patient is likely to have many secrets, including 

secrets from herself (...) Make the truth known. Don't participate in the cover up" (1997, 

p. 148). The silencing of the victims and the "cover-up of truth" at a larger societal level is 

frequently likened to the kind of silencing of abuse within the abusive family (Herman, 

1997). In this unwelcome and hostile environment, the believers argue that self-help books 
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and therapy can become the sole resource necessary for recovery of memories and recovery 

from abuse. Blume (1990) writes in her book for survivors that therapy for them can be a 

life-long process, and that lost memories may not be released until the survivor enters 

therapy or other supportive environment. Bass and Davis (1988) also align with Blume 

(1990) in encouraging survivors to sue their perpetrators as a step in individual healing, 

gaining personal power and a sense of victory. Blume also states that litigation can "offer 

an opportunity for some validation from the system that abandoned them [survivors]" 

(1990, p. 284). Both books cover the ways to recover or "unblock" the troubled memories, 

yet the main emphasis is on "empowerment" of the survivors and gaining control over their 

lives. 

Some clinicians utilize these self-help books in their practice, and argue that the 

discussion of traumatic material recovered or always remembered may be necessary for the 

resolution of symptoms, after some stabilization is achieved (e.g. Briere, 1991, and Bryer, 

Nelson, Miller, and Krol, 1987). Once the discussion of traumatic memories becomes a goal 

for therapy, these therapists are confronted with the dilemmas that will be addressed by 

some of the clinicians I have interviewed for this research, e.g., whether to believe the client 

or not, what questions will be considered "leading" and "not leading", whether to 

encourage the client to proceed with legal actions against the perpetrator, and how to help 

the client with telling her stories of abuse, understanding them and/or integrating them into 

her life. Alpert, Brown and Courtois (1996) spoke on behalf of clinical practitioners and 

their therapeutic interventions in this manner: 

Current hypotheses propounded by some writers (Lindsay and Read, 1994; 
Yapko, 1994) about which therapeutic interventions heighten suggestibility 
are, with the exception of hypnosis, sodium amytal and direct suggestion, 
largely speculative. There is essentially no empirical data regarding the 
potential of either general psychotherapeutic treatment or of written 
materials such as self-help books to create complete pseudomemory for 
child sexual abuse along with associated post-traumatic symptomatology. 
Consequently, any assertions about the possible dangers of psychotherapy 
or bibliotherapy with adult survivors are similarly fraught with problems 
(Alpert, Brown and Courtois, 1996, p. 77). 
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Yet, many clinicians who consider themselves believers and who routinely work 

with abuse victims, oppose the self-help literature, and consider it uninformed, unduly 

enticing people to dig out long forgotten memories. These critics argue that ill trained 

therapists dig for truth unnecessarily, and should abandon attempts to re-create history. For 

example Chew (personal communication, 1998) urges psychologists to follow Donald 

Spence (1984) with his idea of therapy as finding a good fit between the narrative truth and 

the actual event (historical truth), so that the client's beliefs about her past reflect more her 

narrative truth: how she remembers what happened given what kind of person she has 

become. Chew follows feminist clinicians (e.g. Crowder, 1995, Courtois, 1988, 1992) who 

propagate the growth of self as the goal for therapy with abuse victims. With that in mind, 

they focus on factors such as safety, self-care, re-connection, self-trust, self-acceptance, and 

so on. The issue of "telling the truth" is not the marker of therapy, although these 

clinicians do allow time for telling the stories of abuse in individual therapy, and sharing the 

stories in group therapy. 

Some practitioners believe that only well established standard interventions which 

are considered respectable and reliable in the scientific arena can be utilized with people 

who experienced childhood abuse or who think they were abused. As Sgroi and Bunk 

(1988) explain, only such "objective" interventions (clinical assessment to evaluate the 

client's functioning, evaluation of symptoms, symptom management, containment, stability 

and basic coping) safeguard the victims from being harmed, re-victimized, and their case 

from being mishandled. As Agosta and Loring ( 1988) comment, putting together the 

memories of abuse may not be necessary at all, and therapy may evolve around the client's 

attached meanings to the events of the abuse, and the symptoms produced by these 

meanings. They remind the reader that the role of the therapist is not a fact-finder, and 

therapy is not a criminal investigation, and any "chasing of memories" (p. 124) can backfire. 

Nash (1992) in his paper presented at the American Psychological Association states: "In 

the end, we (as clinicians) cannot tell the difference between believed-in fantasy about the 

past and viable memory of the past. Indeed there may be no structural difference between 

the two". 
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Thus, believers among themselves disagree over what should be the focus of 

psychotherapy for the abuse survivors and how important it is to recover, discuss or 

otherwise re-work the abuse memories. Alpert, Brown and Courtois (1996) comment that 

professionals of clinical practice, notwithstanding their support for the believers, tend to 

distance themselves from the self-help literature and from the "poorly informed" (p. 135) 

therapists who espouse recovered memory therapy of any kind. The authors write: 

We suggest that this position [believing in, and conducting retrieval of abuse 
memories] is due to the misapplication and overgeneralization of material 
from the lay literature for abuse survivors to all psychotherapists, whatever 
their level of training and technique. We know of no professional program 
in Psychology that specifically trains graduate students in such a therapeutic 
strategy nor any mainstream approach to treatment to have this approach as 
a focus (Alpert, Brown and Courtois, 1996, p. 204). 

Having accounted for their professional alliance, the authors, however, espouse "the 

telling of the trauma story" (p. 134) as a helpful and effective tool in working with abuse 

survivors, especially in reducing severe symptoms of trauma, and in "individual healing" (p. 

134). 

Conclusion 

The therapeutic circles are deeply divided by the recovered memory controversy. 

Therapists are criticized by the skeptics and critics alike for conducting unethical, 

unprofessional and uninformed (by science) therapy, which is said to have tarnished the 

name of psychotherapy and psychology. The main targets of the criticism are techniques 

such as hypnosis, body work, imagery and guided visualization, which are used to recover 

lost or fragmentary memories of childhood abuse. Self-help literature for abuse survivors 

encourages readers to participate in such techniques in order to speak out the truth and stop 

the cover-up of silencing in our culture. The believers argue that self-help literature and 

psychotherapy may be the only resource for abuse victims to heal from the abuse. 

Other practitioners, however, distance themselves from the recovered memory 

therapy and the self-help literature, espousing only "objective and standard" therapeutic 

interventions. Some propagate the belief that telling the trauma story is not the same as 
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telling the truth, insisting that the historical truth cannot be known, and in fact does not 

matter for the recovery, as other factors such as safety, self-acceptance and re-connection 

are paramount in recovery. It is also emphasized in clinical circles that therapy is not a 

detective investigation and the trauma story, however it is told, is the working material for a 

therapist. The different therapeutic interventions and goals for therapy reflect professionals' 

different approaches to what counts as memory and healing, and in turn mark the deep 

differences among survivors themselves in ways they themselves seek help and achieve 

healing 
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CHAPTER TWO: THEORETICAL BACKGROUND FOR THE RESEARCH, AND 

METHODOLOGICAL FRAMEWORK FOR STUDY ONE AND STUDY TWO 

I. Positioning of the researcher 

In the early 1990s I was writing my master's thesis which looked at the construction 

and negotiation of identity in people's everyday talk. My goal was not to re-define the 

concept of identity, but rather, to explore how identity rhetoric is constructed through talk, 

re-constructed and negotiated among us in ordinary conversations in which we all engage. 

Towards the end of my writing, 1 became aware of the social, cultural and political 

positioning marked with power/gender moves that continuously go on in our everyday life 

to maintain, reproduce, resist, silence, and open up both old and new possibilities for a 

person's identity. 1 concluded that our "identities" (that is, how we make sense of who we 

are) are not as "private" and unique as we often would like to claim, but rather, are public 

and accessible, accomplished in conversations, informed by cultural, social, historical and 

current circumstances. This striking realization that our being a person is not an unfolding 

natural process marked by biology, neurology and cognitive functions, but an inherently 

social, interactive and jointly produced construction, is both enabling and constraining. It is 

enabling because through language and everyday social practices we are able to negotiate 

for ourselves new positioning, by challenging existing identity demarcations sanctioned in 

our culture. It is constraining because language and social practices have been constructed 

by struggles over power and meaning, and the construction of new selves will be confronted 

with formidable resistance by the existing social order. 

Just in the midst of my identity theorizing, I began clinical practica as a student 

clinician in various city hospitals and government agencies. The controversy over the 

recovered memories of childhood abuse hit the media, clinical circles, and the public at 

large. 1 was literally faced with female clients (patients), who were wondering whether or 

not they might have been abused in childhood given their "symptoms", or who, more often, 

knew that they were abused and sought help in how to make sense of their own private 

experience of abuse and of their lives, given what was going on in the public arena. In one 

of my clinical settings 1 was given "The courage to heal" to read and use in therapy with my 
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female clients. Six months later in another clinical setting, the so called self-help books 

were openly ridiculed and criticized, and virtually "banned", and instead, I was to assess the 

female patients, diagnose them, and restore their functioning. 

I was confused and overwhelmed by the stories of abuse that I was hearing, by the 

chaos that surrounded the controversy, by my own alleged role as a clinical helper, and by 

the various attempts of women clients themselves to "make sense" of their own stories of 

abuse and of their lives. My clients with the history of childhood abuse drew on the public 

discourses about what constitutes memory, trauma, recovery of memories, pain, loss of 

memories, and so on. They re-counted what they remembered in a way that made sense to 

them, given the social context around them, and the intelligibility of social discourses 

available in our culture. 

As the controversy went on, marked by extensive media coverage, newly published 

self-help books and newly won or lost court battles, my clients' own memories became 

suspect, became undermined or legitimized, their own "selves" were on trial, their past and 

therefore their lives were rewritten, re-constructed and given new meanings. 1 listened in 

awe at how they formed new understandings of themselves, how they re-shaped their lives 

in light of what happened to them in their childhood. 1 wondered: "how do they do that, 

given the trauma they experienced, and the questioning of their trauma in the public 

sphere?" 

This is my account of why I became interested in the controversy over the recovered 

memories of childhood abuse, and in the implications it has for people who were abused in 

childhood. It was interesting from a political and theoretical standpoint. It was interesting 

from a clinical perspective. Lastly, as I was wondering what else attracted me to this topic, 

I realized that it was interesting to me from a personal perspective. I, myself, had to re

write my past and consequently my life, and construct a different self, make sense of my 

newly constructed self, because of my foreign, immigrant and unintelligible past (to people 

in this culture). 1 had to translate or reconstruct myself after immigrating to Canada, just 

like the women clients I was listening to. Granted, my "trauma" of immigrating to another 

country, making sense of myself, and translating myself into a new language and new social 
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practices, does not match the pain and trauma of abuse victims, and what they had to 

endure. Nonetheless, I have a sense of their need to re-make themselves, and have a 

connection with their fragmented feelings, and their struggle to make some meaning out of 

the unintelligible past. 

1 could position myself in their discourse, 1 believed the abuse stories and the impact 

the abuse had on these women. At the same time, however, I was a student clinician, and 

therefore 1 had another discourse to draw on. 1 was aware of the political battles in the 

therapeutic culture, and the blame assigned to "uninformed therapists" who conduct 

unethical therapy with abuse victims. The clinical discourse available to me at that time was 

the professional, well-trained and scientific (research based) one (largely the skeptics' 

discourse). The self-help books propagated by "non-professionals" and the questionable 

therapeutic interventions were out of bounds. I was also an academic, trained in conducting 

sound scientific research, which claimed that recovered memories of abuse may not be 

veridical. 

At the same time, 1 was also a feminist, and very much aware of the 

conceptualization of sexual abuse that was understood within the context of a familial order 

of patriarchy as the exercise of power over women and children in a sexualized way (largely 

the believers' discourse). 

In short, 1 was positioned in multiple discourses, and being able to draw upon them 

in different circumstances: my professional, clinical training, my academic scientific training, 

my feminist understanding of patriarchy and subjugation of women and children, or my own 

personal story of an immigrant struggling to recount my past in socially intelligible ways. 

As 1 embarked on my doctoral dissertation, my goal was to make sense of the discourses 

available to me, and to look at how the victims of childhood abuse locate themselves in the 

context of a political controversy that questions the veracity of their experience. To this 

effect, 1 chose to frame my research within the concepts of a Social Constructionist 

approach in Psychology, and Discursive Psychology, each of which 1 explain below. 
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II. Positioning of the research project 

1. Social Constructionist approach in Psychology 

This research is embedded in the context of a social constructionist understanding 

of psychological phenomena. Social constructionist thinking in the discipline of Psychology 

has followed similar movements in other disciplines, notably in sociology, anthropology, 

literary theory, history and philosophy. Although social constructionism within Psychology 

and outside the discipline encompasses a relatively broad spectrum of interests and 

assumptions, there are a few common threads, which weave through various social 

constructionist accounts, and which are important for the production of this research. Most 

importantly for this research, social constructionism draws upon theoretical positions of 

power, knowledge and discourse expressed in the works of Foucault (1979, 1980, 1984, 

1988a, 1988b), feminist critiques of gender and power expressed in the works of Hollway 

(1989), Kashak (1992), Morawski (1994), and Weedon (1987), critiques of subjectivity and 

reflexivity expressed in the works of Davies (1990), Davies and Harre (1990), and Shotter 

(1993a, 1993b, 1994), critiques of language and discourse expressed in works of Edwards 

(1997), Edwards and Potter (1992), Gergen (1999), and critiques of psychology in the 

works of Stam (1994,1998). 

Social Constructionism as a critique 

Danziger (1997) comments that one common thread of various social 

constructionist approaches in Psychology is their critique of the existing empiricist 

epistemology and foundational practices within the discipline For example, feminists with a 

social constructionist approach to Psychology reject the discipline's models and scientific 

methods of researching gender and human development, rendering them particular 

descriptions among many, or discursive regimes that maintain the existing social, moral and 

political status quo (for feminist critiques of mainstream psychological practices see for 

example Kitzinger, 1990; Morawski, 1994). 

Thus social constructionist approaches in Psychology reject preconceived notions 

such as gender, identity, subjectivity, scientific inquiry, reality, and unmasks them (Gergen, 
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1999) or unpacks them, allowing for a critical evaluation of how these notions have been 

produced, what political and social interests they serve, how they have positioned people 

(for example how women have been positioned vis-a-vis men in our culture), and what 

consequences stem from these various notions. 

Social Constructionism as constructing versions 

As Edwards (1997) succinctly puts it: " Social constructionism is all about (...) how 

descriptions map onto, carve up, bring into being, or categorize and explain the things they 

describe" (p. 51). Thus Edwards has captured here the most significant feature of social 

constructionist thinking, namely the idea that any kind of reality or knowledge (any kind of 

notion) claimed by people are versions or descriptions that have been produced in specific 

social, political and discursive contexts. The task of a social constructionist is not so much 

to point out to yet another version of things that has been produced, but rather, as 

mentioned earlier, to look how a particular version has been "brought into being", by 

whom, in what circumstances both local and broader (e.g., who benefits from this particular 

version and who does not), and with what consequences. The upshot of that task for a 

social constructionist can also be to construct an alternative version of things, and to 

evaluate its feasibility and implications for people and their lives. 

Social Constructionism and language 

The language we use to manufacture a particular version of things becomes 

privileged as primary and constructive, rather than secondary and descriptive. Language 

then ceases to represent reality "out there", and becomes the vehicle through which 

meanings are constructed and negotiated, people are positioned, and our norms, values and 

the ways of being are regulated (Walkerdine, 1986). As Edwards writes, there is "no non-

descriptive description of reality" (1997, p. 52), that is, any version of things, any claim that 

we make, has to be produced through language, and language is an inherently social, 

historical and interpersonal production. This performative and constitutive function of 

language reflects a social constructionist, antifoundational and critical stance towards the 

traditional (representative) use of language in positivist and empirical sciences, such as 

Psychology. 
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The different ways we use language can be loosely categorized into different 

discourses, some of which remain dominant in our culture, and some of which are 

subjugated or marginalized. 1 use the term 'discourse' here as defined originally by 

Foucault (1972), as a system of multiple statements that intersect one another and construct 

objects of which we speak, as in 'medical discourse'. 1 also utilize what Davies and Harre 

(1990) have termed 'discursive practices', which encompass all ways in which people 

engage to produce social and psychological entities. 

Social Constructionism and knowledge 

Social constructionist thinking is also marked by its rejection of the realist notion 

that we are independent self-contained subjects existing vis-a-vis the outside world of 

objects (Danzinger, 1997; Gergen, 1999; Weedon, 1987). This division between subject and 

object, that is, between the one who objectively observes and that which is observed is not 

justified according to a social constructionist view. As Gergen argues, our current 

understanding of the world and ourselves is not determined or demanded by "what there is" 

outside of us. It could be otherwise, it could be another version of being, depending on our 

ways of speaking and thinking (Gergen, 1999). 

With the rejection of a static and unitary individual, social constructionism views a 

person as multiply positioned, shaped and re-shaped, often contradictory or inconsistent, 

whose being is played out in discursive practices and conversational demands. Our subject 

positions are thus dynamic and continuously changing (Davies and Harre, 1990), and 

negotiated through language 

Once this dualistic division between self and other is dissolved, there are several 

consequences of such a dissolution. Notably, we cannot claim anymore that the scientific 

knowledge we produce is based on objective, expert observations of the "facts of nature". 

Instead, a social constructionist would argue that all knowledge is constructed in specific 

social, cultural and historical contexts (Gergen, 1985; Hollway, 1989; Weedon, 1987). Thus 

for example a feminist with a social constructionist approach to Psychology would reject an 

empirically derived notion of gender not because it is an inaccurate one to be replaced with 

a more accurate notion, but rather she or he would view it as a specific construction of 
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gender and may reject it because of the underlying assumptions or of the damaging 

consequences of that construction for women and men in our culture. 

The social constructionist claim that all knowledge is constructed does not imply 

that there are no distinctions. Notably, the distinction between scientific knowledge and 

everyday knowledge is marked by the pragmatic value of scientific knowledge and the 

power currency that scientific knowledge carries with it. The pragmatics of knowledge 

allow us to literally "do things" with the knowledge held and approved, such as to design 

cities, build buildings or repair broken bones. Thus, there are 'real' material consequences 

of knowledge. The other issue, that of power, occupies the prime role in the construction of 

knowledge, its value, and its dissemination. 

Social Constructionism and power 

The issue of power relations, that is, how people are positioned as subjects in a 

society and how they are constrained or enabled by their positions, is of interest to me and 

became one of the factors why I undertook this project. I refer to power in the Foucaultian 

sense of power, not as something that can be possessed, but rather as a complex web of 

social relations in a given society which regulate us as subjects: 

(...) [relations of power] permeate, characterize and constitute the social 
body and these relations of power cannot themselves be established, 
consolidated nor implemented without the production, accumulation, 
circulation and functioning of discourse. There can be no possible exercise 
of power without a certain economy of discourse of truth which operates 
through and on the basis of this association. We are subjected to the 
production of truth through power and we cannot exercise power except 
through the production of truth (Foucault, 1980, p. 93). 

Thus for Foucault, there is no separation between knowledge production and power 

effects Any discourses which produce knowledge, also produce power effects. The 

circulating effects of power define and regulate our reality and our ways of being. The 

countless discursive practices, conventions, norms and regulations which we live by, speak 

of, and reproduce are seen by a social constructionist as inherently political, that is, are 

supported by social institutions, and are able to distribute the effects of power. These 

effects "provide" us with our understanding of the world around us. That is, the way we 
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are able to position ourselves in discourse, and be positioned by others, are issues of 

political struggles, and have real consequences on how we live our lives, how we think of 

our selves, what actions we take, in short, what kind of knowledge we live by. Power 

relations embedded in discursive practices provide us with the means by which we are able 

to account for ourselves, position ourselves in legitimate ways of knowing or marginalized 

ways of knowing. The different forms of knowledge produced through these practices and 

conventions can be considered as different regimes of truth (Foucault, 1980). The questions 

to ask for a social constructionist are: Who benefits from specific regimes of truths to be 

upheld as such?, How has the specific knowledge been constructed and disseminated as 

truth?, or in other words: What are the resources that people use which enable them to 

maintain, change or resist their subject positions? 

In summary then, the critical voice of social constructionism in Psychology 

encompasses all aspects of our psychological life and social order: scientific knowledge 

including cognition and memory, our understanding of gender and self, moral requirements, 

education, economy and so on. There is no neutral objectively standing truth to be 

discovered by an expert eye, and what is known is constructed in human interactions 

through discourse, or within social relationships. 

Social constructionist thinkers in their own ways (e.g. Gergen, 1999, Harre, 1992, 

Shorter, 1994) stress the interactional nature of human affairs. Gergen puts it this way: 

(...) language and all other forms of representation gain their meaning from 
the ways in which they are used within relationships What we take to be 
true about the world or self, is not thus a product of the individual mind. 
The individual mind (thought, experience) does not thus originate meaning, 
create language, or discover the nature of the world. Meanings are born of 
coordinations among persons- agreements, negotiations, affirmations. 
From this standpoint, relationships stand prior to all that is intelligible 
(Gergen, 1999, p. 48) 

Thus what is privileged in social constructionist thinking is conversations, 

relationships, or discursive practices, and only then do we "experience" our forms of life as 

intelligible Shorter (1993b) emphasizes that our 'conversational realities' are inherently 
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contestable, and involve a practical-moral issue of "who should live in whose reality" (p. 

125). 

Such an antifoundational and critical stance has profound implications for the 

discipline of Psychology and its research projects. Our "fundamental human reality is 

persons in conversations" (Harre, 1984, p. 59). A researcher with a social constructionist 

approach becomes a co-constructor of a given version or production, of a particular 

discourse happening between the researcher and those who are being researched 

(Danzinger, 1997, Gergen, 1999). Discursive psychology and Discourse Analysis, to which 

1 will now turn, provide an example of a social constructionist approach at work, that is, 

doing research that reflects the antifoundational views on language, science, knowledge and 

power. 

2. Discursive Psychology and Discourse Analysis 

Edwards and Potter (1992) have produced a psychology which focuses on everyday 

talk as the primary source of action. Importantly, this approach breaks away from 

mainstream psychology which views an individual as the primary unit of any psychological 

analysis, an individual whose self-contained cognition and experience are borne out within 

the individual's apparent independent mind. Instead, discursive psychology, following the 

assumptions of social constructionism, privileges talk or discourse, that is, the interpersonal 

space between people. Potter and Wetherell (1987) refer to 'discourse' in its broad sense 

encompassing not only spoken interactions, but also monologues (which always assume 

some kind of audience), and written texts (which again, are borne out of a need to 

communicate and assume an audience as well). 

One of the primary facets of Discursive Psychology, following the social 

constructionist approach, is the constitutive and constructive nature of language, which 

focuses on examining discourse on its own merit as a social activity, as a site of situated 

claims and versions of events. Edwards and Potter (1992) contend that any textual or 

verbal description is an active rhetorical process dependent on local circumstances and 

broader social constraints, and cannot be considered as neutral and "transparent" (including 

this thesis). This particular reflexive feature has been a significant departure from the 
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traditional descriptive or representative role of language. The reflexivity of our talk or 

language, the practicalities of doing through talk, thus became the essential assumption of 

social constructionists and researchers in discursive psychology. As Heritage (1984) 

explained the reflexivity of language, our talk shapes and is shaped by social context, and 

the social interaction at hand "designs", so to speak, what the speakers can and cannot say. 

With its focus on how things are achieved through talk, discursive psychology is not 

concerned with the accuracy of people's claims, but rather with the ways of making these 

claims, and what is accomplished through these claims. The analysis of discourse, which I 

describe below, becomes then a way of doing discourse-oriented research. 

The analysis of discourse is an analysis of the ways people accomplish their life 

through talk. Potter and Wetherell (1987) view this task as central for discursive analysis. 

Everything that is deployed in talk is available for analysis. This is why Edwards and Potter 

(1992) consider talk as action, and discourse analysis concerns itself with the active nature 

of talk, its constructions, functions, variations and consequences. The content of talk is 

considered "an occasioned phenomenon" (Edwards, 1997, p. 86), created at the situation at 

hand, given the limitations of the broader context such as social, historical, cultural and 

political circumstances. Discursive analysis looks at the doing of talking and the 

accomplishments of that talk. In this way talk becomes a resource through which people 

manage their relationships and themselves, account for who they are, what they have done 

and what they will do, how they position themselves vis-a-vis the other, and what actions 

they will take in the context of the other. In short, their talk constructs their life and their 

relationships with the other. 

There are several discursive features that are commonly looked at in the analysis of 

a given discourse (Potter and Wetherell, 1987). These features will be fleshed out in the 

two studies conducted for this research. First, these authors stress the discursive 

construction of talk. The primary question the authors ask is: How is talk constructed in 

the conversational situation at hand? Often, the turn-by-turn organization of talk is analyzed 

with the focus being on the ways the talk is organized and produced by participants 
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(different discursive strategies used), and on what "reality" emerges out of that occasioned 

talk. 

Secondly, Potter and Wetherell (1987) point to the discursive function of talk 

Because discourse is action-oriented, it is constructed in ways that facilitate certain 

functions, such as disclaiming responsibility, claiming authority, blaming, refusing, and so 

on. As the authors suggest, people do different things in their talk, and the primary 

question here is to ask: What is the talk doing for the speaker in the immediate situation at 

hand, and in terms of a wider social context? If the language is inherently constructive and 

performative, it is always "doing" something for the speaker and for the immediate listener. 

Any account, claim, description or explanation is never "neutral", but rather, it 

accomplishes a certain task in the conversation, and subsequently has consequences for the 

construction of self and other. The content of the talk is important insofar as it serves a 

specific function in the interaction. That is, people's accounts with the same content will 

vary according to the accounts' function. 

Thirdly, as Potter and Wetherell (1987) point out, an analyst needs to look at the 

discursive variations of talk. Because the construction of different versions of reality 

depends on the specific functions of the talk, the talk will vary. It will be contradictory or 

inconsistent within the same discourse carried by the same person. The same "experience" 

can be accounted for in different ways depending on the purpose of the talk. At the same 

time, if there is consistency across two accounts, they may serve the same discursive 

purpose. The analytic question to ask here is: Why does the discourse vary or why not? 

The issue of "accuracy" of accounts is not of concern for a discourse analyst. Accuracy of 

claims becomes important if there is an objectively standing or transparent truth and 

everything else is a more or less accurate version of it. According to a discursive analyst, 

however, all versions are viewed as fact constructions accomplished through talk, none are 

"transparent", and all can be analyzed in terms of the ways they were produced and the 

implications of their production. 

Moreover, as there is variability in discourse, there are also variable discourses in 

our culture. Accessibility to specific discourses is afforded through social positioning 
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including gender positioning and economic class. Thus which discourse is available to us, 

which is not, which is marginalized by us or others, which is silenced, which is made 

legitimate or not, are questions of positioning and power. We draw upon the available 

discourses to construct our and other's life, and enter into negotiations of what makes 

sense, given our social and political context. Discourses are both enabling and constraining 

(Edwards and Potter, 1992), depending on the conversational situation at hand, power 

positioning, the discursive strategies utilized by the speaker, and the broader social context 

in which the discourse is located. As Potter and Wetherell (1987) remark, our discursive 

practices maintain certain traditions with specific power relations and patterns of 

domination or subordination. With our discourses we maintain a certain social order, thus 

depending on our social position, we may be enabled or constrained by the discourse we 

draw upon. 

There is another feature of talk that 1 wish to emphasize, as it will play an important 

role in the discursive analyses in this research. In addition to construction, functions and 

variations of a single discourse and across different discourses, 1 will frequently point to the 

rhetoric and argumentative features of discourse (Billig, Condor, Edwards, Gane, 

Middelton and Radley, 1988; and Billig, 1991). Billig and his colleagues argue that a 

pervasive feature of our everyday discourse is its rhetorical and argumentative organization. 

Thus, when a version of events is produced in conversation, there is always an alternative, 

or counter-version to consider. The rhetorical work that the speakers do in talk provides 

them with strategic tools to either support or refute a given version of events. Edwards 

(1997) calls this rhetorical feature of discourse a "could-have-been-otherwise" quality 

(Edwards, 1997, p. 111) of discourse The analytical question to ask here is: What is being 

silenced or denied by this discourse?, or What other version of events is marginalized here? 

Thus, as Edwards and Potter (1992) emphasize, by doing psychology in a discursive 

way, they wish to acknowledge a radical theoretical shift in both their conceptualization of 

psychological constructs such as memory, attribution, self, or identity, and in their 

researching these constructs. Thus, discursive psychology is more than methodology or a 

technique. Discursive psychology is distinct from methods that are commonly called 
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"qualitative methods" of data analysis such as grounded theory approach, phenomenological 

approach or content analysis; it is a radically different perspective on what constitutes 

psychological life, it reworks the traditional notions of consistency or consensus across 

data, and looks at any descriptions as discursive claims performed as social actions and 

produced through linguistic resources. 1 closely follow the University of Loughborough 

school on language and discourse, associated with Jonathan Potter, Margaret Wetherell and 

Derek Edwards. Theirs, is a very specific way of analyzing 'discourse', and can be 

distinguished from other ways of discursive analyses. For example, conversational analysis 

(e.g., Pomerantz, 1984, Sacks, 1974) addresses minute details of discourse with its 

speakers' every turn, its organizational structure, sequences and content, thus reducing 

arguments to formal logic of immediate talk construction in a given conversation. On the 

other hand, there is van Dijk's macro-analysis of discourse wherein the author focuses on 

the analysis of society or culture and people's accounts of racism or poverty (e.g., van Dijk, 

1984, 1992). In comparison, the Loughborough school of discursive analysis claims that 

conversations are already and always argumentative in nature, two-sided (Billig, 1991), and 

the distinction between content of arguments and their structure may not be attainable. 

Edwards and Potter (1992) suggest that in order for participants of discourse to persuade 

with arguments in a given conversation they need to understand and already participate in a 

broader cultural milieu. In the discourse analysis of Loughborough school the participants' 

positions in discourse become privileged, and the construction of their arguments point to 

both, the construction of themselves as people in conversation and the construction of the 

world (culture, society) around them. 

In summary, the discursive analyses conducted in this research will look at 

constructions of different versions of reality, functions of those specific versions, the 

organizational and rhetorical quality of the discourse, variations within and across different 

discourses, and finally implications of the talk in a broader social and political context. All 

talk, including monologues and descriptions, is assumed to be performative and thus 

"doing" something. It is an active construction of social reality. Al l speakers, including me 
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as a researcher, participate in the construction of a specific account or description, and their 

talk is available for analysis. 

III. Introducing the research studies 

This research project involves two studies: Study One consists of interviews with 

clinicians whose work involves therapy with women abused in childhood, and Study Two 

consists of interviews with women themselves who have experienced childhood abuse. In 

Chapter One, my efforts were to examine what public accounts get produced in the 

professional and popular literature on the issues of memories of childhood trauma. The two 

studies that I have conducted were to examine how these public accounts are reflected or 

taken up by professionals themselves (clinicians), and how these accounts are lived through 

by victims of childhood abuse themselves (women participants). 

1. Study One 

The intention of Study One was to examine how practicing clinicians, whose clinical 

practice involves working with women who have been sexually abused in childhood, 

position themselves in the debate. In particular, I inquired into the following issues during 

the interviews with clinicians: 

1) What kind of therapy they do in order to help victims of abuse, 

2) what their understanding is of the nature of memory, and in particular, of childhood 

traumatic memory, and 

3) what they think about the controversy on false/true recovered memories of abuse, and 

how the controversy affects their clinical practice. 

Given the multiple professional and public discourses available in our culture on the 

nature of memory, trauma and remembering, as outlined in Chapter One, practicing 

clinicians find themselves in the midst of meaning-making for themselves and for their 

clients. They draw on these cultural discourses, and try to negotiate for themselves what a 

basis for their practice is, and how to conduct themselves as human beings vis-a-vis the 

public and the professional institution of clinical psychology. 
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The interviews with clinicians have been discursively analyzed focusing on the key 

factors of Discourse Analysis described earlier in this chapter. The objectives of the analyses 

were threefold: 

1) 1 looked for different constructions of memory, trauma and remembering of past abuse, 

that were produced and negotiated by the clinicians, 

2) I looked for the functions of their different produced versions, in terms of their 

immediate conversation with me, and in terms of the broader social and political context 

of the debate, and 

3) 1 looked for variations in the therapists' accounts and the ways the therapists were able 

to negotiate these for themselves (what I called "discursive moves"). 

A more general objective of the discursive approach to Study One was to explore 

the possible consequences of their talk. That is, given the performative and constructive 

nature of language, 1 explored what their talk does, what kind of world or reality it 

constructs, what kind of people it shapes, what kind of values it legitimizes or forecloses, 

and what possible implications it affords that emerge from their talk. 

The participants in Study One 

In all, fourteen practicing clinicians in the city of Calgary were approached, and 

asked to participate in the research. Twelve (four women and eight men) were interviewed. 

The two remaining clinicians who were contacted declined to participate. One woman 

clinician attributed her busy work schedule as the reason for not being able to participate, 

and one woman clinician declined citing her lack of updated knowledge in the specific area 

under investigation Table One contains the demographic information about the 

participating clinicians. All clinicians were chartered psychologists in the province of 

Alberta. One woman and one man had their Master's degrees, the remaining ten clinicians 

had their Ph.D. degrees in clinical psychology or counseling psychology. The psychologists' 

ages ranged from 31 to 56 years Four clinicians were employed exclusively in city 

hospitals, two in youth agencies, three had their own clinical practice, one worked for a 

private firm, and two worked in both a hospital and private practice Their years of 

experience varied significantly, from three years to twenty-nine years as clinical 
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practitioners. Before the clinicians were interviewed, all were asked whether their clinical 

work included women who had been sexually abused in childhood. Their work did not have 

to be exclusively dedicated to sexual abuse issues. 

The interviews in Study One 

Appendix A contains a sample of the consent form which was given to all clinicians. 

Each participating clinician had to sign the form before the interview could begin. An 

average interview with a clinician took about 70 minutes. The time varied (from 35 to 110 

minutes), depending on whether the clinician was interviewed in her/his private practice, in 

a hospital or in other circumstances (cafeteria, University of Calgary office, their home). 

The interviews with private practitioners in their practice were the shortest, the interviews 

with clinicians in their own home were the longest. 1 followed the guidelines for interviews 

with therapists that I had prepared prior to conducting the research (see Appendix B). Each 

interview was tape-recorded 

The researcher vis-a-vis the participants 

The reader should bear in mind that the following accounts produced by clinicians 

were accomplished in conversations in specific conversational contexts. That is, I asked my 

interviewees questions regarding the debate over the veridicality of memories of childhood 

abuse, thus putting them on the spot, and positioning them in a specific discursive space 

(controversial, political, delicate, often risky to explore) My interviewees had a number of 

formulations to draw upon (given the publicity and variability of the traumatic memory 

discourse that is available in our culture). At the same time, however, the choices of their 

repertoire may have been limited by the specific circumstances of the conversation at hand, 

and by the unequal power status between the interviewer (graduate student) and the 

interviewee (clinician). I knew seven of the twelve clinicians whom I interviewed. They 

were my former clinical supervisors or colleagues. The power differential in the 

conversational turns is very clear. 

Frequently, before switching on the tape recorder 1 would elaborate on my research 

and produce (inadvertently) an atmosphere wherein the clinicians' stand was defensive, or 

implicitly fended off possible accusations (not conducting themselves ethically or not being 
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knowledgeable about the controversy). Often my presence itself was a cause for eliciting 

their professional stance, credentialing, conversational snags and careful rhetorical 

maneuvering around the topic of memory for childhood abuse and therapeutic techniques. 

The clinicians did not simply talk to me in conversation, but rather, they had an implied 

audience to which they were addressing their answers: those who would read this thesis, the 

general public, including the accusers, the abused, the abusers, the skeptics, the believers 

and so on. 

The transcriptions 

Each tape with an interview was transcribed either by me or by an independent 

transcriber not acquainted with any of the participants. The tapes which were handed to the 

transcriber did not have any identifiable information on them about the interviewed clinician. 

In some instances I had to transcribe the first five minutes of the interview myself, where the 

clinicians were asked about their credentials and their work place, erase that segment of the 

tape, and only then hand the tape to the transcriber. After the transcriptions were 

completed and numbered, all the tapes with the interviews were deleted. The specific 

transcription conventions which were used in this research are explained in Appendix C. 

2. Study Two 

The intention of Study Two was to examine how women who experienced 

childhood abuse make sense of those experiences, and how they negotiate those experiences 

in the context of their lives and the current debate in the public arena that surrounds the 

nature of memories of childhood abuse. There were two requirements for participation in 

Study Two: an experience of childhood abuse, and the participation in previous counseling 

or therapy wherein the abuse had been discussed. I chose to talk to women only because of 

my feminist interests and my clinical experience with women clients 

The goal of the study was to focus on the discursive practices in which the women 

engage during the interviews with me. The analyses of the discursive practices looked into 

ways that the women go about constructing, narrating and interpreting their memories of 

abuse from childhood, and negotiate their talk with me in the context of the public debate. 

What was analyzed then, is the talk itself: what the participants do in their talk to account 
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for their lives, which public discourses are present in their talk with me, and which are 

missing, and how these discourses enable them to make sense of their lives. 

The discourses that women participants drew upon were varied and multiple, given the 

public controversy over the issue of recovered memories of abuse. To break down the 

important issues here, I examined the following questions: 

1) How has therapy worked for the participants? In other words, what is the connection 

between the therapeutic discourses for treating abuse victims, professed by clinicians, 

and the victims' reality of their everyday life? How do they inform each other? 

2) What is the participants' understanding of the nature of memory, and how do they 

construct and account for their own memories of abuse? 

3) How do the participants manage to gain meaning and coherence from the available 

discourses, how do they manage to claim their own views of the world, given the 

considerable discursive variations in truth claiming by professional and popular literature, 

which was discussed in Chapter One. 

The interviews with women have been discursively analyzed (Chapter Four), and 

similar to those in Study One, the analyses focused on different constructions or accounts 

produced and lived by the women, different functions or purposes those accounts serve, and 

different variations in the women's accounts. 1 have explored possible implications of the 

women's accounts in Chapter Four. 

The participants in Study Two 

Participation in Study Two was sought through advertisements in city hospitals, the 

University of Calgary, and private clinical settings (see Appendix D for a sample of the 

advertisement). In all, ten women who wanted to share stories of their childhood abuse 

were interviewed and their interviews were analyzed. An additional seven women who 

initially contacted me with a view to participate in the research were not included in the 

project. Two women declined to be interviewed after learning that I had not experienced 

childhood abuse myself. This matter will be discussed later in this chapter. One woman 

declined after two initial phone calls, saying that she had changed her mind about sharing 

her stories of abuse. Two women were not eligible to participate because they had never 
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disclosed their childhood abuse. These women were given referrals to appropriate 

counselors and therapists. One woman, after having gone through the interview process, 

changed her mind and asked me not to use the interview in my research. One woman could 

not be reached after the date and the time of the interview were set. Table Two contains 

the demographic information about the participating women. Al l women have previous 

experience with being in counseling or therapy and had discussed their childhood abuse with 

other people. The extent of their therapy experience was not considered. The important 

issue here was the fact that I, as a researcher, was not the first person to whom the 

participant disclosed her abuse. The women's ages ranged from 27 to 58 years. Their 

occupational background varied significantly, from never being employed, being 

unemployed temporarily or being a student, to working full time as professionals. 

The interviews in Study Two 

Appendix E contains a sample of the consent form which was given to all women 

participants. Each participant had to sign the form before the interview could begin. An 

average interview with a woman participant took about 95 minutes. The interview time 

varied from one hour to three hours. Three interviews were conducted in an office at the 

University of Calgary, the remaining seven were conducted in women's homes. 1 followed 

the guidelines for interviews with women participants, which I had prepared prior to 

conducting the research (see Appendix F). Each interview was tape recorded. 

The researcher vis-a-vis the participants 

Similarly to Study One participants, the accounts that the women in Study Two 

produced were accomplished in conversations with me. To this effect, these stories are 

occasioned and unique to the specific contexts of the interviews. 1 asked my interviewees 

questions regarding their personal memories of abuse and how they make sense of these 

memories in the context of their current lives and the on-going debate in the public arena. I 

also asked them questions about their experiences in therapy, and other ways that they may 

have found helpful in healing, re-writing their past, or understanding their past. The 

women, not unlike the clinicians, had a number of discourses that they drew upon while 

sharing their stories with me. The discourses they drew upon were made available to them 
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through the media, books, therapy experiences and so on. At the same time, however, the 

available discourses that the women utilized were limited by the discursive space that was 

afforded them in the specific conversational circumstances at hand with me 

One of the important issues that surfaced repeatedly in conversations with the 

women was the personal lack of childhood abuse experience in my life. As mentioned 

earlier two women, who were initially interested in participating in the research, declined 

upon learning that 1 did not share similar childhood circumstances. As one of the women 

put it I was "not one of them". Some of the women who did go through the interview 

process, inquired about my own personal experiences of abuse and 1 found myself having to 

account for doing research on childhood abuse, given that I had not experienced abuse 

myself. That apparent lack of shared experience had a clear impact on how the participants 

talked to me and what they shared with me. 

Initially, my goal was to interview women for Study Two in groups of three or four 

wherein the participants could talk about their experiences with me and one another. This 

goal, however, had to be re-evaluated, as none of the women who were willing to share 

their stories with me agreed to participate in a group conversation. I also contacted two 

groups for sexual abuse survivors in the city, but my participation (as a researcher only) was 

met with apprehension from some of the group members, which made me change my initial 

plans. One of my objectives for Study Two was to hear the women's stories in the 

circumstances that they wished to tell. Thus changing to individual interviews was a 

decision that was done out of respect for the women's wishes. 

Given my multiple positioning (as a researcher and as a clinician, among others), the 

task of listening to women's stories during the interviews was marked with my own 

difficulties. On many occasions, I drew upon a clearly "therapeutic discourse" during the 

interview, rather than a "researcher discourse". On some occasions, 1 became a friend and a 

confidant, where a participant shared her experiences and emotions. On other occasions, 

there was a clear power differential during the interview, where a participant took a more 

defensive stand, and regarded me as a representative of "the establishment". In all, the 

women participants who spoke with me had their own implied audience to whom they 
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addressed their responses. In some situations I clearly inhibited their responses, and in 

some, my presence aided them. 

The transcriptions 

Ten interviews were transcribed either by me (eight interviews) or by an 

independent transcriber (two interviews). None of the tapes handed to the transcriber had 

any identifiable information on them. After the transcriptions were completed and 

numbered, all the tapes with the interviews were deleted. Transcription conventions were 

the same as in Study One, and are explained in Appendix C. The one interview which was 

not used in the study as per the request from the participant was sent to her as a paper copy. 
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C H A P T E R T H R E E : R E S U L T S O F D I S C O U R S E A N A L Y S I S - S T U D Y O N E : 

I N T E R V I E W S W I T H C L I N I C I A N S 

I. Introduction 

Clinicians during the interviews were consistently drawing on the multiple 

discourses (multiple versions) available in our culture around childhood abuse or trauma, 

memory, remembering of traumatic memory, and therapeutic strategies for abuse victims. 

Some of the discourses were more mainstream than others, reflecting more dominant claims 

about memory, trauma and so on. Clinicians drew upon these discourses and negotiated the 

nuances with me in conversations. Some of the dominant discourses were resisted and 

argued against by strategic ways of talking, or through claims that were less intelligible or 

less dominant. Some discourses were drawn upon singularly, and the interview in that 

instance resembled more of an excerpt from a professional clinical literature which would 

argue for a specific singular version of memory or trauma. More often, however, the 

discourses drawn upon by clinicians were mixed and matched, crisscrossing one another. 

Frequently, the same clinician at different points of her or his interview would draw upon 

contradictory and varied discourses. On the other hand, the seemingly consistent discourses 

were played out in different contradictory ways, depending on conversational moves at 

hand. Thus, there was a fair degree of flexibility of constructions such as memory, trauma 

or therapy. This variability, however, was negotiated by the clinicians in a way that makes 

sense to them, that works for them at the level of the interview, and at the broader level of 

their clinical practice within the context of the debate itself. 

I have identified four different ways in which the interviewed clinicians seemed to 

maneuver themselves throughout the interviews. 1 have named these four different ways of 

talking as strategic discursive moves which clinicians deployed in order to position 

themselves vis-a-vis the debate. The four discursive moves are as follows: the science move, 

the symptoms move, the individual client (empathic) move, and the professional window 

dressing move. Each strategic move may draw on different versions of therapy or nature of 

memory, among others. What brings these versions together in the following analyses are 

the social functions that they seem to perform. Thus each discursive move has been 
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categorized as such, according to the broader discursive function. For example, in the 

science move there can be different versions of memory used, such as: memory as a 

biological entity, memory as neurological pathways, memory as re-constructive, or memory 

as a bodily phenomenon. Again, in the same science move, there can be different versions 

of therapy deployed, such as: cognitive-behavioral, supportive, educational, interpersonal, 

and so on. Thus different versions were used interchangeably depending on the 

conversational functions of talk. The science move (or science talk) was categorized as 

such, because of the broader (social) function it performed: the talk emphasized, in one way 

or another, that memory and therapy are scientific entities, research based, thus validated, 

reliable and proven. This particular science move resolves (in one way) the controversy over 

the false/true memories of abuse, arguing that science ultimately dictates and shapes the 

practitioners' clinical work with abuse victims. 

Other clinicians deployed, what 1 called, the symptoms move. This particular 

discursive move, I argue, also resolves (in another way) the controversy over the false/true 

memories of abuse, arguing that the symptoms with which their clients present during 

therapy, ultimately dictate and shape the nature of their clinical work (regardless of what the 

scientific research says). The individual client move and the professional window dressing 

move, in the same vein, are also shown to resolve the controversy. The individual client 

move constructs the client's story to be the most reliable truth, and the professional window 

dressing move constructs the professional integrity and status of clinicians to be the bottom 

line for their conduct Each discursive move more or less refutes or undermines the other 

move, making its truth (science, symptoms, individual client or professional integrity) the 

most valuable or valid. 

In the discursive analyses that follows, I do not intend to argue which discursive 

move is more sound, better or worse. In fact they all make sense in one way or another. 

The purpose of my analyses is to show how the moves are marshaled in conversations, how 

they are negotiated, how they successfully work for the speakers, and in the end, what 

implications the moves might have for the speakers themselves, for me as their interviewer, 

for their clients, and for the general public. 
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There was clearly more going on in the interviews with clinicians than 1 have 

identified as the four strategic moves. Clinicians accomplished several other discursive 

moves that can be of interest in this project. 1 will address some of the less dominant ways 

of talking or other claims marshaled by my interviewees in the last section of this chapter. 

II. Discursive Analyses 

1. The science move 

Given the political and social climate surrounding the controversy over the true/false 

memories of childhood abuse, wherein (psycho) therapy, and the image of clinical 

psychology has been seriously undermined, ridiculed, and in general made suspect as a 

scientific practice, often the clinicians' talk constructed their therapeutic practice as 

virtuous, scientific (well researched), respectable and successful (solution-driven). The 

science move depends heavily on a scientific proof (what really happened), and sound 

clinical judgment (research-based). At the same time, the therapists who do not follow this 

prescriptive notion of clinical practice are constructed as fraudulent, outside of the 

therapeutic and scientific realm, and indeed those who have given the bad name to therapy. 

The following excerpt explicates how the scientific move is being accomplished by a man 

clinician, Tom. Tom responds here to my inquiry about his conduct in therapy: 

Tom: I like my conduct with someone, with someone who thinks 
something happened to her in the past, to be, to be, well, it has to be much 
more rigid and to be maintained to make sure that she can recover 
something that even I can feel it's true. 
Kasia: How can you tell it's true? 
Tom: I must be able to absolutely verify what the client told me. If I am 
going to present myself as a forensic psychologist with expertise in this 
area, of course I better practice appropriate behavior in a session. If you 
don't, well if you don't, you further have victimized the victim. And in this 
case it's a shame on you. 
Kasia: But how can you verify? 
Tom: That's part and parcel of applying any good knowledge and 
assessment skills. You know what I'm talking about, ha, ha. If I'm 
working with anyone who, for example, came into a session and tells 
multiple versions, then, as 1 told you previously, certainly then, 1 get 
suspicious. (Int. 8, p. 6-7). 
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Tom accomplishes a number of tasks here. First, he defines his conduct in therapy 

as "rigid" which can allow him to "know" whether or not what his client says is true. This 

particular construction evokes scientific rigidity in conducting research which allows the 

researcher to be confident about the results. I challenge Tom's supposed sense of knowing 

what is true. Rather than responding to my challenge directly and answering my question 

(i.e. "How can you tell it's true?"), Tom accounts for his notion of therapy wherein the 

"truth" must be known, and he himself "must be able to verify" what his client says. Note 

that this is a highly circumscribed version of therapy. In fact, as I will show in later 

excerpts, the majority of clinicians who have been interviewed, argued for a version of 

therapy wherein "the truth" (i.e., what really happened to the client) does not matter. 

Tom's account, however, makes it essential for the therapist to "know the truth". 

Once this particular account is produced as a standard and objective definition of 

therapy, Tom's version deploys some rhetorical devices that warrant and promote the 

factuality of his claim. His account constructs him as an expert in the area (forensic 

psychologist), who, due to his expertise, is privileged to know whether or not the client is 

telling the truth in a session. The next two sentences are particularly critical in Tom's 

constructions of himself as an expert, and the discipline he represents as a reputable 

practice. Note that his particular version of therapy is constructed here as non-negotiable. 

Tom presents his argument as a logical sequence. He asserts that if he is a forensic 

psychologist, then "of course [he] better practice appropriate behavior in a session". This 

kind of formulation constructs a clear reality "out there" for forensic psychologists. Given 

their status and expertise it is obvious ("of course") that they conduct themselves 

accordingly. This version is immediately contrasted with a kind of disreputable therapist 

(note the switch from the pronoun T to 'you'), who might not practice the assumed 

appropriate behavior and further victimize the client. The appropriate behavior is not 

defined here. Presumingly, Tom refers to the "expert's" way of knowing whether or not the 

client is telling him the truth, and acting on the basis of his knowing. Through the 

construction of himself as all-knowing and appropriately behaved, a specific version of 

Tom's kind of clinical practice has been established: one that is reputable, verifiable, and 
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based on expertise. The proper behavior of the therapist simply follows (is assumed) from 

that kind of construction. As an opposing scenario, Tom invokes an image of a bad 

therapist (vague " y ° u ' ) w h ° is constructed as immoral and evil: victimizing the victim, and 

who should be ashamed. 

When Tom is challenged further by me about his ability to verify the truth of what 

happened in the client's past ("But how can you verify?"), he resorts to the ubiquitous 

"good knowledge and assessment skills" as his validation of proof, and I, the researcher, do 

not challenge him any further. If I did, I would have risked my status as a well informed 

clinical psychology graduate student. The potential risk is emphasized in Tom's statement 

"you know what I'm talking about". With the clear status differential between us, I am 

expected to "know". This particular sentence invokes consensus (from me and from any 

potential listeners) as a warrant for truth. 

Next, Tom produces an extreme scenario where a client tells multiple versions of the 

past, and the expert, such as himself, is able to sense the lack of veridicality. Thus Tom 

successfully accomplished a version of himself as an expert clinician who is capable of 

finding the truth, a skill developed via good professional training and sound clinical 

judgment. In turn, what is not said, but assumed, is that the reason for the controversy in 

the media is the psychologist's lack of research-based knowledge and appropriate skills. 

Tom elaborates further on this issue later in the interview: 

Tom: (...) cause, it's very important that when someone comes to me, that 
they are able to walk away from the session and be confident that, that what 
they recounted is truly recovered and not something that quite frankly is 
more of an issue of the therapist. 
Kasia: what do you mean? 
Tom: Therapist's inability to, to practice responsibly, to practice within a 
scientist-practitioner model. Because 1 do see quite frankly that the primary 
reason for that, for part of that controversy over recovered, repressed, or as 
1 put it, reconstructed memory, if it's not accurate, ha, ha, ha, is the 
therapist. The blame largely lies, partly on the shoulder of the therapist, 
who quite frankly perpetrated the problem (Int. 8, p.7). 

In this particular excerpt, Tom adds to his version of respectable clinical conduct 

claiming that the client herself will feel confident of the veridicality of her stories if the 
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therapy is good therapy. On the other hand, if her stories are made up and she believes they 

are true, her therapist is to blame ("more of an issue of the therapist"). My question "what 

do you mean?" is raised as a challenge to Tom, putting him on the spot. 

My questions hammer home the same issue, that is, how one "knows" what is a true 

or false story from the past. Tom's account never answers directly this dilemma. Yet he 

resolves the issue for himself through skilled conversational moves and constructions. His 

story essentially suggests that clinical practice is based on proven research and sound 

judgment (scientist-practitioner model), good assessment skills, and well trained experts, 

like himself, who "know" the truth when they see it. Those who don't are not true 

clinicians. Tom's frequent use of the phrase "quite frankly" in his account, constructs his 

version as outwardly clear and honest. Tom's scientized version of therapy explains away 

the controversy and its consequences: if it wasn't for irresponsible, badly trained clinicians, 

the problem would have been resolved. He ends his commentary distancing himself from 

bad clinicians (they are those who don't practice responsibly), and again, blaming them, this 

time more directly, for igniting the controversy over true/false memories. 

The following excerpt is another account that carefully redraws what counts for 

clinical practice or clinical conduct, and what is outside of it. The following excerpt comes 

from an interview with Ian, a young psychologist in private practice: 

Kasia: Could you tell me as a professional, you obviously are aware of the 
controversy, and different sides of the debate, could you tell me where you 
stand, as a professional? 
Ian: Certainly, The uh (pause), well, the demonstration of malingering or 
false memories is not independent of the existence of (inaudible) recovered 
memories, but the fact that somebody falsified a story, uh does not mean 
that uh (pause) 
Kasia: I'm sorry, can you say it again? 
Ian: Certainly, the psychology of malingering, there's scientific research on 
malingering, and there's scientific research on true memories, recovered or 
not recovered. They are, are, are independent of each other. Our clinical 
practice, how we practice, uh uh is, is based on research, scientific research. 
We are scientist practitioners (inaudible) (pause), have years of experience 
in both research and practice. The services uh uh we deliver here are based 
on ethical practice, ethical research, uh, (pause), which 1 cannot say about 
some of those, of those involved in the debate. 
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Kasia: So if someone malingers? 
Ian: If someone malingers, you'd suspect they malinger, you consult 
literature and your colleagues, look for personality traits, look at the past 
history, familial history, do some tests if necessary, uh uh, there are ways of 
making decisions, ethical decisions uh, here (pause) 
Kasia: Can you. Ah, give me an example of your work, how you work? 
(Int. 12, p. 1). 

Ian is clearly having a lot of trouble making his claim understood. His goal is to 

produce a fairly unproblematic account of therapeutic practice as scientifically driven, 

reliable and respectable. He constructs his role as simply following the prescribed measures 

in his profession: follow the scientific results, read the appropriate literature, do tests, use 

the clinical information (history), consult, and the therapeutic decisions will prove 

successful, lan's account dismisses the debate altogether as involving people different from 

him and his colleagues. It is an attributional version of therapy: those who practice ethically 

(scientist-practitioners) do not get in trouble. Interestingly, this was my last interview and 

the only one where at the very outset (page one of the transcript) I ask the clinician to 

position himself clearly vis-a-vis the debate, rather than easing the question in, as the 

interview progresses. lan's answer, although full of stammering and non-sequiturs, is 

notable for its apparent clean scientific stance, fending off right from the start any potential 

criticism or questioning. His very clear scientific move delivered right at the outset of the 

interview created a context difficult for a challenge. In fact, in my next turn, 1 switched to a 

different question letting him know that I had accepted his scientific stance as is. 

Interestingly, lan's claim produced above, puts the act of malingering together with 

false memories and with recovered memories (e.g. "the demonstration of malingering or 

false memories is not independent of the existence of (inaudible) recovered memories"). 

This kind of construction obscures the notion of memory of childhood abuse, and renders it 

potentially "malingering". The act of malingering has achieved a status of clinical illness, 

and is frequently used in the context of diagnosing medical disorder According to the 

Diagnostic Statistical Manual (DSM IV), "the essential feature of malingering is the 

intentional production of false or grossly exaggerated physical or psychological symptoms 
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between recovered memories and malingering, however, has nowhere been used in the 

professional literature. In his second turn, lan attempts to recover his unsupported claim, 

arguing now that "the psychology of malingering" is independent of the "scientific research 

on true memories". What remains left out of this description is the construction of potential 

connection between memories which are considered "false" and malingering. Thus lan's 

version essentially tells us that "false" memories are the act of malingering, and any 

"ethical" practitioner would be able to discern the two through scientific laws. 

That kind of scientific move was utilized by a number of other clinicians, although 

usually in a more complicated way. In the following excerpt, the male psychologist, 

Stephen produces yet another proof of the unshaken scientific status of clinical psychology 

when it comes to dealing with recovered memories of childhood abuse in therapy. He 

responds directly to my question about how he goes about making sure that his client's 

stories are real: 

Stephen: Because, because of lack of time, there isn't time to go through 
the whole protocol, the guidelines, that I use when going through and 
assessing that, shall we say, the recovered memory. It's a checklist, shall we 
say, an assessment tool that helps the clinician make, make accurate 
decisions. People's well being sometimes sometimes depends on that 
(pause). Anyway, the problem of accurate memory lies in, first of all, one 
has to understand the biochemical level in what is memory. What is 
memory? Memory is biochemical pathways, (cough) excuse me. Shapiro 
would not have had such oh, overwhelming success, if, if that wasn't true 
I'm talking about the aah, eye movement desensitization 
Kasia: Yes, I recognize, I'm aware 
Stephen: An overwhelming number of studies point to to memory as 
biochemical But, but, it's not so much, aah, well, people who have been 
abused don't lie about it, have they been provided with contrary 
information. Can someone highly influential can, can, cloud the 
reconstructive part of memory? Well, of course. 
Kasia: You believe then that there's the reconstruct... 
Stephen: Oh, God, yes (cough) excuse me, yes, of course. That's why 1 
use the term (pause) reconstructed. It's positively crucial as a therapist that 
you must do everything to assist the client in recovering accurate memory 
(pause) you must do nothing that could be questioned as providing a 
catalyst for reconstructive memory, nothing. 
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Kasia: But, OK, but, so, how do you...? 
Stephen: Aah, (cough) excuse me. Like I said, you want to make sure that 
you're assisting a client in recovering memories that are accurate. 
Kasia: But, but, how do you make that decision, 1 mean, how do you make 
that decision for yourself, within yourself? 
Stephen: Well, maybe I'm not making myself clear, to talk about 
guidelines, you're becoming a clinician yourself, you know about guidelines 
Kasia: Uhmm, OK (pause), you said, you said earlier that these women 
come to you and want to work through certain difficulties, do you think it's 
essential that they recount their stories? (Int. 3, p. 8-9). 

Stephen accomplishes several tasks in the first two turns of this excerpt. First, by 

describing the workings of memory as biochemistry, he legitimizes memory as "real", "in 

there", or mapped out in our brain. Secondly, Stephen uses credentials of other people as 

warrants for truth. Two clinicians Shapiro and Forrest (1997) whose eye-movement 

techniques reportedly help people get rid of their trauma locked for years in their nervous 

system, play such a credentialing role in Stephen's account. The use of Shapiro's name, as 

well as Stephen's reference to "an overwhelming number of studies" invoke a wide range of 

consensus in the scientific circles that memory is biochemical. Thirdly, by bringing up "the 

protocol" and "the guidelines" by which Stephen can supposedly assess the veridicality of 

the client's memories, Stephen constructs his profession as highly skilled and reliable 

(scientific), able to utilize specific tktools", not unlike medicine. The mention of the 

existence of "the protocol and the guidelines" makes the science of clinical psychology so 

more real. Such factual construction is difficult to undermine. Stephen simply adheres to 

rules "out there". The fact that "people's well being depends on that" makes clinical 

practice all the more authoritative and powerful. And lastly, he constructs an opposing 

model to the proper science of memory, that of a clouded memory model, when others 

temper with the accurate information, and only then the memory becomes reconstructive. 

Note that Stephen contradicts himself in his definition of "memory". First, his 

version of memory is biochemical and real, but by the end of the second turn, "the 

reconstructive part of memory" is brought up. When I attempt to challenge him about the 

reconstructive part of memory, Stephen interrupts me, and re-defines the reconstructive 
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(part of) memory as memory that is not accurate. There is some tension and visible 

discomfort in his response indicated by pauses and coughs. 

1 attempt to challenge him further about the process by which he can distinguish the 

false from true, but Stephen interrupts me again, and does not answer my question. Now he 

makes clear that he assists with recovering accurate memories and not reconstructive 

memories. I insist with challenging him again, and Stephen, not unlike the previous 

interviewee, Tom, invokes his status and expertise as his bottom line. The mention of status 

differential (i.e. "you're becoming a clinician yourself, you know about guidelines"), turns 

the tables on me (1 should know about guidelines given that 1 am aspiring to be like him). 

This attributional move essentially puts me in my place, and just as in the previous example 

with Tom, 1 stop the challenge. My next turn provides an acknowledgment ("Uhmm, OK") 

of Stephen's bottom line, and I simply return to the proper rules of conversation, and ask 

the next question. 

This particular conversation with Stephen demonstrates clearly the science move as 

the discursive "bottom line" for the speaker. Again, similarly to Tom, Stephen resolves the 

controversy for himself. If the controversy is about finding the truth, Stephen's truth comes 

from his expertise and personal status, as well as the scientific status of his profession. 

Similarly, here is one more example of how another clinician's science-talk fends off 

any potential ambiguity that may enter into therapy with a client whose childhood memory 

is at stake. This is another male psychologist, Walter, who practices therapy and teaches 

workshops on memory: 

Walter. What I teach here is very much related to the controversy that is 
done on recovered memory. The point is, is memory truly pliable to 
suggestion? Absolutely, which is exactly why I'm making the point. The 
psychologist cannot lead the client. Make sure that what's true is 
recovered, that is, what is recovered is true. Anybody who claims to be a 
psychologist ought to know better. 
Kasia: And if you're not sure? 
Walter: A psychologist, it's inherent in becoming a psychologist to learn 
how memory works. So now I'll go to my workshop on memory and recall 
(Int. 2, p. 4). 
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Again, the object of memory is constructed here as real and stable, that is, could be 

recovered as it happened years ago At the same time, if it is tampered with, it can be 

changed to something that is not true anymore (when a psychologist is leading). Walter 

attributes the responsibility of making sure that memory stays truly intact to "anybody who 

claims to be a psychologist". 1 challenge his position asking the inevitable question ("And if 

you're not sure?"). Again, as with Tom and Stephen, Walter positions me in the 

conversation as someone of less status (someone who is becoming a psychologist), and tells 

me that I should know better. His last comment has an important function in terms of the 

power differential in our interaction. He suggests that he can review his memory workshop 

for me. The comment positions me as less knowledgeable, making it difficult to continue the 

challenge. Note, that the science of memory (its workings) is presented here as 

unproblematic, and if one could only "learn how memory works" and follow that in therapy, 

there would be no controversy. 

Later in the interview, Walter talks more about what he means by "leading the 

client": 

Kasia: They come to you to tell you their stories. You sit there and listen. 1 
wonder how, how do you deal with those stories, people often question the 
veridicality of the stories of abuse, how do you deal with that? 
Walter: 1 say, it's easy and comfortable, because, aah, having learned to be 
quite cautious, it becomes, it's built into my system, my own personal way 
of dealing with that. To make sure I'm not providing cues, I'm not 
providing things that pollute the investigative process, possible investigative 
process, and pollute the therapeutic process, too. My conduct may secure 
the case, if it ever went to court (...) I think that I have some pride in that 
that when women come to see me, we don't have to worry about that kind 
of controversy. It's nothing to do with questioning the veracity of my 
client, it has to do with how 1 conduct myself, that, that outside the 
therapeutic relationship would add credibility to what she said to me. But, 
but 1 do that as much as a part of the therapeutic issue as a legal issue. 
Because as a psychologist, if I'm leading my client into believing in certain 
things that didn't happen, 1 add, 1 would add damage to her. 
Kasia: Yes, uhm, 1 guess, I guess, I'm still not clear about your own 
feelings, how, uhmm, how, have you ever felt uncomfortable feeling you 
don't know? 
Walter: Well, we are recording this so shaking my head won't do any good 
(laugh). I think it would rarely be good to feel uncomfortable, to feel any 
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kind of tension. Certainly I have has some situations when somebody has 
told me ..(..). (Int. 2, p. 6). 

Walter's construction of therapy, like the science of memory, is unproblematic here: 

it is pure and deals with truth. He creates a distinction between the client telling him a story 

versus him leading the client. Ultimately, his "conduct" is Walter's bottom line and 

guarantees the truth in therapy. Any deviation from his conduct would "pollute" the truth. 

My challenge to him does not make him change his position, he asserts again that his way of 

dealing with his clients assures the "credibility" of the case, both legally and therapeutically. 

Note how he removes himself from the midst of the controversy using a role discourse: the 

way he is as a psychologist gives him pride, protects him from "worrying" about the 

controversy. His last comment about "adding damage" to his client if he in fact were to 

lead her is an interesting construction. It could be considered as gender-biased, invoking an 

image of an abused woman as "damaged goods". Thus his proper conduct would protect 

her from being "more damaged." 

In the next turn, I push Walter further to talk about his feelings suggesting that he 

sometimes may not know whether the story he hears is true. Walter, however, fends off the 

suggestion. His response is produced as an expert formulation with no hesitation, clear and 

concise. He does not experience any tension. He then launches into a long description of a 

case when he did feel some tension of not knowing, but his interviewing and further 

examination of the case revealed clearly that the client was not telling the truth. Thus 

Walter produced a self-presentation account whose purpose was to confirm his expertise 

and ethical conduct. 

I will now present two examples of discourse wherein my speakers refute the 

mainstream science move through discreditation of the opponents' views and counter-

argumentation to the opponents' scientific claims. At the same time, however, the two 

excerpts presented below are not unlike the discursive science moves which they are 

attempting to discredit. The excerpts argue for a science of a special status, or alternative 

science. Thus, in the end, 1 present the two excerpts as examples of the discursive science 

move, although they differ in the kind of science they argue for. The first excerpt was 
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constructed by a woman clinician, Mary, in response to my question about how she 

understands the nature of traumatic memory: 

Mary: The roots of trauma are locked in our physiology, locked in our 
nervous system, throughout our bodies. It's not as simple as some make us 
believe. It's not as simple as memory formation, storage and retrieval. 
Aaah, the memory of trauma is of different quality, different intensity, than, 
than ordinary memory, aah (pause). 
Kasia: So, so how do you, in your opinion get to that trauma, get to the 
event in question? 
Mary: Our body gets traumatized in many, many different ways. (...) The 
fear continues to overwhelm us, immobilize us long after the actual 
danger's gone. It affects our breathing, our perception, our movements 
Not just our thinking or feeling. Aaah, our nervous system is able, able to, 
to pick up every detail of what happens to us. It's our instinctual 
physiology that has been altered by trauma, aah 
Kasia: It's so complex, how do we 
Mary: It can be difficult to recognize, we can become completely 
debilitated, and not know clearly, clearly, that our functioning has been 
disrupted, interrupted by aah past trauma (...) we need an experiential 
sense of how it feels (Int. 5, p. 11). 

Mary's version of traumatic memory is a bodily experience, locked in the nervous 

system, coded in our physical ways of being, which she prioritizes over and above our more 

accessible psychological functioning (thinking and feeling). Her description of trauma as 

being picked up in detail by the nervous system and coded in our movements and breathing 

makes the remembering untouched by the person's potential vested interests or biases. It 

makes the memory pure and independent of social controversies and political moves. It is 

not unlike our DNA, which exists regardless of what we think or feel. In this instance 

memory is made more real than anything, it is as real as our physical bodies. Hacking 

(1995) in his discussion on the politics of memory astutely remarks about this curious 

tendency of science to keep a hold on, or to regulate people's affairs through their bodies: 

It is certainly true that a great many studies connected with the mind are in 
fact directed at the body. Behaviorism, neurology, localized brain function, 
neurophilosophy, mood-altering drugs, or biochemical theories of mental 
maladies could all be regarded as sciences of the body (Hacking, 1995, p. 
217). 
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Hacking argues that sciences whose goal is to alter in some way or another our 

"disorderly minds", do so, through deploying our physical bodies. Mary's claim is an 

example of that kind of body discourse, which, as Hacking argues, in the end gets at our 

minds, or regulates them. Mary's claim that past trauma is evidenced in a body's 

physiology, constructs a persuasive argument for physicalness of memory. Memory 

becomes a measurable, contained scientific entity, an object of applied studies. Her 

response is directed to a bigger audience, it is her response to an implied criticism, one that 

suggests that memory is elusive and re-constructive, and essentially cannot be "found stored 

and intact". Her local response to me has a bigger context of politics of memory, and 

therefore has consequences for how we understand our selves with our remembered 

traumas. At the same time, Mary's version of traumatic memory is a mystery ("difficult to 

recognize"), something that may disrupt our functioning and of which we may not be even 

fully aware. 

Mary's characterization of memory accomplishes several things. First, it makes it 

credible by the virtue of being physical, detailed, untarnished. Second, it makes the memory 

insidious: it can alter breathing or movements or perception, it can essentially "be" 

everywhere. Third, its insidious character makes it impossible to contain and recognize as 

such. Fourth, its unique, complex and mysterious process makes it very different from 

anything that we know from ordinary research on ordinary memory ("not as simple"). 

Thus Mary's account raises the status of traumatic memory, and sets it apart from 

ordinary memory processes (storage, retrieval, etc.). This last move opens up a rhetorical 

space for a new kind of knowledge: that of traumatic memory which can be accessed 

through our "experiential sense". The vagueness of this statement, however, contributes to 

its rhetorical purpose: the accessibility of traumatic memory remains a mystery, and the 

formation of a specialized knowledge of this not fully knowable entity can be advanced. 

Mary's discursive move by which she accounts for her own position on the nature of 

memory is constructing the specialized science of traumatic memory, apart from ordinary 

science. Her discourse is a science move, just like previous speakers', but in her science 
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move, she refutes the scientific claims of other psychologists whose claims are scientific as 

well. 

The other excerpt also alludes to the special status of traumatic memory as unique 

to their profession. The following is an example of how a male psychologist, Ron, 

establishes a version of traumatic memory as specialized knowledge therefore requiring 

specialized (clinical) training: 

Ron: We recover memories all the time. And uhm Elizabeth Loftus makes 
the ah makes the argument that that salient memories are more memorable, 
ah, experienced in multiple sensory channels and so such ah an experience 
should be made more salient and then therefore more more memorable and 
less amenable to forgetting and so the uhm, the decay, the memory decay 
should be slower than for a less salient information 
Kasia: Abuse is salient 
Ron: Certainly abuse is salient, and so she, she questions recovered 
memories of of aah, of such apparently salient information in view of the 
ability, victim's ability to remember more accurately less salient ah details. 
Well, it ain't that easy. What, what Elizabeth Loftus has failed to take 
account of are intervening processes uhm, such as defense mechanisms, 
uhm, ah, there is aah, there's a different way 
Kasia: Defense mechanisms 
Ron: Well, they don't, don't teach this in experimental research, yeah, but 
the point, my point is that, that decay isn't what's what's happening in the 
case of abuse, aah if they were truly decaying in the in the, in the, in the 
sense of aah of experimental memory research, then they wouldn't be 
recovered, that's my point. 
Kasia: So that's not decay 
Ron: No, no, she doesn't address the intervening processes that aah would 
surely account for for aah, recovering memories, and their their accuracy 
Kasia: Yes, uhmm, yeah, that's right (pause) 
Ron: And that's the problem. (Int. 4, p. 12). 

Let us look closely at Ron's constructions of trauma and memory First, he 

constructs consensus by stating that we recover memories "all the time". This observation 

establishes facticity of recovered memories in question (traumatic memories). If we recover 

memories all the time, traumatic memories can be recovered as well. The recovering of 

memories becomes commonplace. Next, Ron directly blames Elizabeth Loftus (the 

proponent of the FMS Foundation) for not utilizing defense mechanisms in her research on 
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recovered memories Ron constructs this error as a serious oversight in the area. In the 

next line he ridicules the apparent narrow-mindedness of experimental memory research, 

thus reflexively establishing the need for specialized knowledge in the area, that which 

would take into account defense mechanisms. This serves as a discreditation of 

experimental research in the area of traumatic memories. There are simply wrong people on 

the job. In all, it is a claim of dismissal on the grounds of lack of specialized knowledge to 

deal effectively with recovered memories of abuse. 

In this instance Ron, like Mary, dismisses the existing science of memory, and 

wants to replace it with a different science or knowledge. Discursively this kind of move is 

also a science move. Interestingly, Ron is quoted later in the second section of this chapter 

as utilizing a symptoms move. Thus, although he argues earlier in the interview that his 

"truth" is based on symptoms of his clients, here, approaching the end of the interview, his 

position focuses more on finding the truth through specialized training and knowledge, one 

that would take into account defense mechanisms. His alternative to the existing science of 

memory is rather vague, yet, he successfully positioned himself in opposition to mainstream 

science, despite deploying scientific terminology in his own account. 

What has been shown in the above section is a distinctive discursive move that many 

of the clinician interviewees deployed during their conversations with me. This particular 

discursive action, which I called the science move, involves talk whose function is to 

legitimize, scientize, objectify, and to some extent, medicalize, both the science of memory 

and therapeutic practice. In the context of the science talk, 1 have shown how clinicians 

utilized many discursive devices, and drew upon many different versions of memory and 

therapy to the effect of negotiating for themselves their own position on memory and 

therapy. Their bottom line can be summarized as follows: memory is a measurable category, 

a scientific entity, which can be recovered accurately, perceived by a skilled scientist or 

clinician, evaluated for its veridicality, or mapped up in the human brain or body 

As long as clinical practice follows strictly scientific research on memory, we can be 

assured that what is recovered in therapy is true and reliable. The scientific move that 

clinicians utilized in their conversations with me is similar to the scientists' accounting 
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described in the work of Mulkay and Gilbert (1983) They argued that scientists warrant 

their beliefs in talk utilizing such rhetorical devices as scientific evidence, experimental 

results, authority, power, correct application of proper skills and knowledge. In the context 

of the memory controversy, some of the clinicians I interviewed drew upon these 

techniques. In addition, given that they are clinical practitioners, they accounted for their 

conduct in therapy in a similar manner Their actions as clinicians had scientific foundations; 

based on research, expertise, guidelines and clinical judgment, existing "out there", known 

only to those who are properly trained, and have access to the realm of science, or the realm 

of alternative science, which in the end, plays the role of the source of truth. 

2. The symptoms move 

In contrast to the rhetoric of science, some of the interviewed clinicians chose to 

negotiate their professional position within the memory controversy through the use of, 

what they called, clinical symptoms or clinical intuition, often disregarding directly or 

indirectly the results of scientific research, and avoiding rigid conduct in therapy. The 

following excerpt, from a man clinician, Gregory, exemplifies the symptoms move, focusing 

on what happens in session with the client, as the only truth known. Gregory here is asked 

to talk about the way he deals with stories of past abuse that he hears from his women 

clients in therapy: 

Gregory: Well, one thing, I have to say, I've only got my experience to go 
on (pause). You can say something, and aaah, I can either have a skeptical 
notion about it or I can believe what you say. But, in a final analysis, aaah, 
it makes more sense for you and 1 to talk about what's going on here, than 
it does to talk about what's going on there, what was going on there 
(pause) So, so what 1 have learned to do is to really, is to really aaah, 
concentrate on the atmosphere in the room. So, I'm not saying let's not 
talk about the past, but for example, and it's just, this is an easy example, 1 
can't help but notice, as you talk about the past, I couldn't help but notice 
that you're becoming teary about it. So, the issue is not really about what 
happened, I really don't care that much, but, the fact that you're crying. 
Let's talk about that. So I've learned that I can only rely on what goes on 
here. Everything else is possible. 
Kasia: OK 
Gregory: (laugh), because we don't know, and will never know, but 1 
know what's going on here (Int. 7, p. 10). 
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In this example, Gregory, not unlike the other male clinicians cited earlier, draws 

upon the evidence and "truth". Interestingly, however, his discourse on truth is not about 

"what really happened", that is, it is not about the veridicality of past memories, but about 

the "truthfulness" of his client's crying, his client's emotions in therapy. Thus, Gregory is 

also an expert, and relies on truth, but his expertise does not extend to making decisions 

about the truth of the past events, but rather, extends to the truth of emotions in the 

present. Gregory's comment "Let's talk about it" [crying], suggests that he can evaluate 

and discuss the emotions. The veridicality of the past events not only do not interest him 

("I don't care that much"), but can hardly be reliable ("Can only rely on what goes on here. 

Everything else is possible"). Gregory's account undermines the science move and its 

credibility ("we don't know and will never know"), and promotes his own realm of truth, 

one of clinical expertise regarding the symptoms presented in therapy (e.g. "1 know what's 

going on here") 

Gregory talks more about his specific clinical 'expertise' in terms of his client's 

symptoms, later in the interview, when I asked him to give me a specific example of his 

therapeutic work with his client's emotions: 

Gregory: 1 have a client (pause), let's sort of disguise this a bit (pause), she 
is, she says that she's been sexually molested by her father, aah, on 
numerous occasions, and aah, and the part that bothers her about it is that 
she says she was responsive, her body was responsive. And she is unable to 
have an intimate life with her current partner and so on. (Pause). Now, 1 
don't care what happened then. But, is there any manifestation, anything I 
can work with here? (Pause). So, she might be particularly on her guard, 
either downplay any seductiveness and flirtatiousness or something like 
that. Or, is she overly, in an overt way, which would be somewhat 
dissociating herself from those experiences, maybe unnecessarily 
provocative These are the kinds of things that might be brought to therapy 
to be worked on, to be brought to the person's awareness. Is it self-
destructive, what is the real intention, and are they aware of it, and so on 
(Pause). And people in many ways are quite relieved to be able to use 
therapy in this way, to benefit. It's a real opportunity to explore, to 
evaluate with me, things that they might not have talked about, don't talk 
about. 
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Kasia: OK, so the idea is that you bring out to the open, what they might 
not be aware of? 
Gregory: Yes, the idea is that people will come to understand what they 
are doing (Int. 7, p. 12). 

This is a good example of how Gregory's account establishes his expertise as a 

clinician and his unique knowledge in a way that is different from the science move. 

Gregory works with the real client in session, and he can work on several manifestations, as 

he calls them, depending what is presented to him. His expertise is not a scientific one, but 

a clinical one, in the session working with the client's emotions. His statements that 

"people are quite relieved to be able to use therapy in this way" to talk about "things that 

they might not talk about" emphasize Gregory's expert and unique contribution Gregory's 

last turn in the above excerpt constructs him even more as an authoritative figure, one who 

helps people "to understand what they are doing". Thus, rather than legitimizing memory 

workings and therapy conduct through science and guidelines, Gregory removes himself 

from the controversy through the clinical symptoms talk. That is what counts, and that is 

where his expertise matters. The truth of what happened in the past not only does not 

matter, but cannot be reliable. What is reliable is the "manifestations" (symptoms) in 

session. 

Similarly, a woman psychologist, Theresa explains her clinical expertise when 

dealing with her clients' memories of childhood abuse in this way: 

Theresa: There is the scientific research end of it, and there is human 
suffering. The emotional end of it. I work with that. Inventing, fabricating, 
creating a story, 1 haven't seen it, and not that 1 need to 
Kasia: So, you're saying, you don't need to? Because? 
Theresa: Because I know, I can tell when they have this emotional 
response, I can tell that they have suffered, or (inaudible) they are suffering. 
(...) 1 tend to believe that these women when they tell their stories they 
have gone through something, and the fact is well. I look for emotions. I 
work with that. (Int. 1, p. 5). 

Theresa produces a somewhat anti-scientific version of therapy: human suffering. 

In fact she constructs two opposing sides of the controversy: one of research, and the other 
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one, of emotions. She establishes herself as the expert on emotional responses produced in 

therapy ("I know, I can tell"). Thus she removes herself from the heated debate by focusing 

on her client and her emotions, and denying the need to make decisions over the veridicality 

of abuse memories in therapy 

The following excerpt from an interview with a man psychologist, Ron, is another 

example of symptoms construction as a way of maneuvering oneself out of the controversy: 

Ron. Um, and too, because some people are dangerous as practitioners, 
um. We all suffer, because of, because some practitioners just don't have ah 
good sense (pause). So you know, I don't want to sound presumptuous, 
but I've never had a sense that a client was ah was ah lying about their 
experience. I've never had an experience where the client was fabricating ah 
a story ah. 
Kasia: What makes you say that? 
Ron: I've had a vast number of stories retold, what 1 frequently get ah, is 
an, is an approach to those stories, before the story is told, before I get to 
the story, um, a great deal of affect is triggered, and as um, as a clinician, 
ah, after so many years, um, I just don't think, that somebody who's 
making up a story or ah, experiencing a false memory would ah would 
know to fabricate the ah, ah appropriate affect (pause), so 
Kasia: I'm not sure, so you mean that 
Ron: I mean, I've heard it enough times, the affect is there, I know um, 
Kasia: But how would you know that someone is, is what did you say? 
Experiencing? Experiencing false memory? 
Ron: It would not, simply would not trigger the appropriate affect 
Kasia: Um-hum, right (Int. 4, p. 4). 

Ron's first turn is a typical attributional account of blaming some ("dangerous") 

clinicians for giving the clinical practice a bad name. I will discuss this kind of self-other 

presentation and the way clinicians protect their profession later in this chapter. 

In the next line, Ron prefaces his statement with a disclaimer ("I don't want to be 

presumptuous, but.."). Billig et al. (1988) call this kind of rhetorical strategy as "two-

handedness". In this particular example, Ron, on the one hand, tells me that he does not 

want to assume things, yet, on the other hand, he produces an account that precisely 

assumes things ("but I've never had a sense that a client was ah was ah lying..."). The 

disclaimer allows Ron to assume that he knows better (has a "good sense"), without being 
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criticized for his arrogance. In response to my challenge ("What makes you say that?"), 

Ron deploys consensus strategies ("I've had a vast number of stories retold" and "I 

frequently get an approach to those stories"), through which he invokes the impression that 

he is very experienced, has good clinical sense, and has developed some special techniques 

to evaluate his client's affect. 

Thus, Ron's account establishes a version of truth based on the affect of his client 

produced in session. Note that Ron does not deny the importance of knowing what is a 

true and what is a false memory of past abuse. Thus, Ron does not specifically undermine a 

science discourse. In fact, from his account, the reader can gather that the veridicality of 

the story is important to Ron. He, however, does not proclaim that he knows the truth 

based on a scientific regimen, research, guidelines or protocol His construction of truth is 

the 'symptoms truth', in which he positions himself as an expert ["as a clinician, ah, after so 

many years, um, I just don't think, that somebody who's making up a story (...) would 

know to fabricate the ah ah appropriate affect"]. Ron attributes his knowing and expertise 

to his role as a clinician and his years of experience. Note that 1, as a researcher, do not 

challenge his statement of "the appropriate affect" that is supposedly a proof of 

experiencing past abuse. I am positioned here as someone who should know (one of those 

who have good sense), and I simply agree with "the expert" ("Um-hum, right"). This kind 

of role discourse (Edwards & Potter, 1992) is especially effective in making statements 

factual, because it presents reality as independently existing "out there" (i.e., there is the 

appropriate affect to be triggered, and it can be known to an experienced clinician). Note 

that there are many assumptions made in this account: about the nature of abuse memory, 

its presentation in therapy, dangerous clinicians who don't have good sense, and about 

Ron's own way of knowing because of his special approach. 

In the following example, another male clinician, James, works out his version of 

truth based on his client's symptoms James responds to my inquiry about how he would 

determine the truth of a traumatic memory of past abuse. This exchange follows a lengthy 

description of two cases of disclosed past abuse that James dealt with in his practice. I 

jump in after the description of the second case with the following question: 
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Kasia: So how do you know that what they told you really happened? 
James: Ah, that is, that's a big challenge, uhm I uhm, they will frequently, 
ah, they don't want to talk about trauma. Ah, they will often, often let me 
know that something has happened, but they, uhm, they don't want to 
elaborate (pause) 
Kasia: So... 
James: Uhm, ah, sometimes they'll say, give an indication of something 
happened and, and, and then indicate, indicate that they don't want to, want 
to talk about it further. It's very, very painful (.) But they, they (pause) 
uhm, produce, they, they are symptomatic. 
Kasia: Symptomatic 
James: Yes, they have symptoms of past trauma: fear, anxiety, exaggerated 
affect, intrusive kind of symptoms: flashbacks, images, dreams, uhm 
exaggerated startled responses, this kind of, uhm and uhm, those kinds of 
symptoms, hyper hyper-alertness, ah hyper-vigilance, nightmares. All 
indicative of trauma. 
Kasia: Uhm, uhm, so how do you know that there, that, they experienced, 
uhm, what they remember really happened? 
James: It's not so much important to for me hear a person's story um and 
get a painful um and voyeuristic satisfying account of all, all the sordid and, 
and sick ah details. What is important here is that, that the client is 
symptomatic, and, and, so that, I think, that needs to be addressed (.) ah, I 
think it's important to be sensitive with that inquiry, 1 would look for 
openings to gently inquire in a therapeutic kind of way, there's no need to 
go so fast to make a diagnosis (...), it's often, often very very obvious what 
might have happened 
Kasia: So... 

James: I'm not a lawyer, I'm, I'm in an officially care-giving role (Int. 11, 
p. 8). 

James deploys an interesting trauma discourse. As discussed earlier in Chapter One, 

trauma has been constructed in a variety of ways. In the same vein, the remembering of 

trauma has been defined differently. All clinicians, given the nature of their clinical practice 

and the context of the interview, attempted to produce some version of what constitutes a 

traumatic memory of abuse. Sometimes the versions would compete with one another. For 

the purpose of constructing this or that version of traumatic memory, the interviewees' use 

of rhetorical and discursive strategies varied quite considerably from speaker to speaker. In 

contrast to a traditional cognitive data analysis, which would consider such varied responses 
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on the same subject matter as unreliable, inconsistent and unanalysable, the approach of 

discursive analyses utilized here, focuses precisely on how the different versions of a given 

phenomenon are performed in talk, and what is brought along with these seemingly 

"objective descriptions". 

In the above conversation with James, 1 attempt several times to obtain James's 

criteria for the veridicality of a traumatic memory, either by asking (e.g. "how do you 

know") or by reminding him that 1 am still waiting for an answer (e.g. "So..."). James, 

however, refuses to cooperate in the way that I want him to. He strategically removes 

himself from a controversy over a true/false status of a specific traumatic memory, by 

emphasizing that therapy is not about the determination of truth or falsity of what happened, 

but rather, about working with symptoms of past (assumed) trauma. Let us look at the 

turns of this conversation closer to explicate the different strategies employed in this 

exchange and their discursive functions. 

In the first turn, James attempts to tackle my question about how he determines the 

veridicality of his client's memory, by emphasizing that the task of determining the truth is a 

challenge because the clients often do not want to talk about the trauma. Thus, right away, 

James does not answer directly how he goes about the task in question, but rather, he talks 

about the difficulty of the task itself. Edwards and Potter (1992) call this kind of rhetorical 

move an argumentative level changing. That is, the speaker does not respond directly to the 

question but addresses the question from a different angle, thus changing the level of the 

conversation subtly, without changing the topic altogether. 

James's frequent use of'uhms', 'ahs' and pauses in that first turn demonstrates 

some discomfort in the conversation. 1 attempt what seems to be a subtle challenge by 

saying "so...", which typically in a discursive exchange indicates that the discussion 

warrants further explanation. James pauses again and delivers a line which potentially is 

open to further challenges from me (he argues that the clients indicate that something 

traumatic happened in the past). This line of argument may have opened the conversation 

to further questioning of James's way of knowing the truth from false, In the same 

sentence, however, James asserts again that his clients do not want to talk about their 
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trauma. This move somewhat forecloses any further challenge by providing a subtle excuse 

for James for not telling me about how he determines true from false (if his clients don't 

want to talk about their trauma, James cannot be questioned on the process of truth 

determination of what they might have said). The statement "it's very, very painful" 

establishes the credibility to traumatic memories. It is painful for clients to bring them up. 

This feature precisely makes them traumatic. The statement also provides a further 

explanation for James why it is a challenge for him to determine the facticity of traumatic 

memories. The next utterance starts with "but", which constructs a smooth opening to 

James's area of expertise. Thus, James's self-presentation establishes clearly that although 

he is not an expert in determining the veridicality of the memory itself, he is an expert in 

clinical symptoms. 

As the conversation moves to the different level of argumentation (clinical 

symptoms of trauma), James's response appears more swift with fewer interruptions. Here, 

James constructs the main point of his argument in this particular exchange. He constructs 

his version of truth, which is good enough for him as a therapist. He may not be able to 

establish facticity of memories per se, but, the symptoms are good evidence of trauma. He 

asserts that clients provide symptoms which indicate past trauma. 

Here, James successfully reworks my question: rather than answering how he 

determines the truth of past trauma, he moves to his professional domain of clinical 

symptoms of past trauma that are produced by clients. I attempt one more time to direct 

him back to my original concern with another question ( e.g. "Uhm, uhm, so how do you 

know that there, that, they experienced, uhm, what they remember really happened?"). 

Note that my utterance is in turn filled with "uhms" and incomplete thoughts which may be 

a sign of my own discomfort in asking the same question over and over again. James's 

response this time constructs a quick, vivid comparison between what he is not after 

(voyeuristic account of sick details) and what he does do in therapy (sensitive therapeutic 

inquiry). He uses here an extreme case formulation (Pomerantz, 1986) to set apart two 

different ways of conduct: one, supposedly that of lawyers, and one, that of people in care-

giving roles. This line of argument is difficult to refute. James has redefined his role with 
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clients as therapeutic and not interested in truth rinding. There is an implicit blame of 

lawyers ("I'm not a lawyer") and of me as an interviewer, whose personal motivation is to 

satisfy voyeuristic hunger for sick details (of traumatic events). There is also an implicit 

self construction of himself as a compassionate, gentle therapist whose clinical intuition 

about the client's past trauma is unbeatable ("it's often, often very very obvious what might 

have happened"). 

Thus, in this exchange, James successfully performs the symptoms move. He 

constructs his version of what constitutes truth for him as a therapist: it is not the process of 

finding out the true or false memory of trauma, but rather, the symptoms produced by 

clients, which indicate the trauma. Finding what really happened is not a domain of therapy, 

although given the sensitivity of therapists like James, one can guess (assume) what might 

have happened. Thus James has also constructed a successful version of a gentle and 

sensitive care-giving psychologist versus a voyeuristic insensitive lawyer. 

What has been demonstrated in the section above is the distinctive discursive move, 

the symptoms move, deployed by many psychologists whom 1 interviewed. The symptoms 

move is characterized by the following features. First, clinicians who deployed the 

symptoms move negotiated their position within the memory controversy by disregarding 

scientific claims in memory research. They did not directly refute any of the scientific 

findings, but rather, they, in some way dismissed the importance of science of memory in 

the controversy. Various rhetorical moves were utilized to achieve this effect. Some 

clinicians simply stated that the veridicality of stories does not matter at all, some dismissed 

science of memory in a global way as irrelevant in therapy, some admitted that they do not 

know and do not care. Al l in all, their discursive "bottom line" was that therapeutically 

speaking what matters to them are symptoms. Thus, the second feature in their discursive 

move is a construction of a different, alternative version of truth, one of clinical 

presentation of their clients in therapy. The clinical symptoms, constructed variably as 

"appropriate affect", "exaggerated affect", "human suffering", "clinical manifestation" 

became the only reliable evidence for trauma. They were played out in our conversations as 

the battle ground for assessing the truth. Thirdly, the clinicians who deployed the 
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symptoms move, in one way or another, constructed themselves as "experts" in recognizing 

and treating symptoms, vis-a-vis the experts on the science of memory Thus, the 

symptoms move became a more or less successful resolution to the memory controversy. 

3. The individual client move 

Discursively, the individual client move can be considered an anti-expert move, 

wherein clinicians argue essentially that their position therapeutically depends entirely on 

their clients. In their talk, they refute the scientific discourse as much as the symptoms talk. 

Their talk is an empathic one, client-oriented. The source of their discursive truth is the 

individual client herself and the idiosyncratic details of the individual case. Again, the 

clinicians construct their truth in different ways, deploying a variety of rhetorical and 

linguistic devices, but in the end, their discursive "bottom line" is that each case or each 

client is handled on individual basis as they all differ in terms of remembering, trauma, 

symptoms and personal history. At the outset, 1 present in this section an excerpt from 

Gregory's interview, who was previously cited in the symptoms move section. This time, he 

constructs his version of truth as "anti-expert", and he explains how difficult it was for him 

to switch from an expert mode to an opposite "believe-your-client" mode. This is one of 

the first exchanges in the interview between Gregory and me, after 1 briefly introduced my 

project to him: 

Kasia: So now, can you tell me a few words about your work with 
women? 
Gregory: (Pause) I'd say, in my current caseload (long pause) seven out of 
ten clients are women, women who came to see me because they'd been 
sexually abused or tampered with as children (Pause).(...) And, in some 
ways I eventually got used to it, you know, the sheer volume of it. (Long 
pause) But, there was a time in my own work when aah, this became such 
a, aaah pronounced problem, you know, seven years ago or so, and there 
seem be to so much, you know aah, women who had been abused in the 
past, you know, telling their stories from the past, that aah, 1 really took a 
hard look at the work that 1 was doing and, and aah, had actually 
considered even stopping doing this kind of work at all, so it was aah, a 
crisis of sort 
Kasia: Tell me why 
Gregory: Yeah, aah, it's because when 1 began my studies and working 
here, the idea was that therapy was aah, aah male derived, and that the 
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psychiatrists knew what was going on, and so aah the idea was that they 
knew what was going on and the patient didn't, (laugh), so 1 actually, grew 
up in that kind of... aah 
Kasia: Uhmm 
Gregory: And then, you know, women started bringing these problems, 
they were very real problems that that the interpretation of which was not 
very helpful, by us. Because they were real problems, the events, they 
actually occurred and the women know the best what was, what was going 
on, they know. And aah, 1 was disappointed to find that that mental health 
issues were not aah, aah some kind of esoteric, from the book, and that aah 
1 had to shut up and listen, and aah, listen to their stories, and aah that was 
all that mattered. 
Kasia: Yeah (Int. 7, pp. 1-2). 

The context of this excerpt is very significant. Gregory listens to my brief 

introduction of the project, and then is asked to account for his work with women. My 

presence and my assumed feminist standpoint put him on the defense. In his account, 

Gregory maneuvers himself in such a way as to not be seen as anti-feminist, sexist or male-

focused. He is competing with an assumed general opinion that male therapists do not 

understand their women clients. His account as a whole is a strong endorsement of, what 

can be called, women's voices, or women's ways of knowing. Let us look at this account 

more carefully and examine some of the rhetorical devices of Gregory's successful account. 

At the very outset, Gregory tells me that seventy percent of his practice consists of 

abused women. His mention of numbers here is used for credentialing purposes. This 

statement fends off any potential criticism from me, a women researcher, that he might not 

be the best suited for the job to work with abused women. With his statement, Gregory 

tells me two important things: one, that he is an expert in working with abused women, as 

abused women are the majority of his clientele, and two, that the women came to see him 

(voluntarily), so that his work must be of value. Note Gregory's prejudicial description of 

some of his women clients who had experienced abuse ('tampered with as children"). This 

kind of "metaphor" invokes an image of a piece of equipment improperly handled, and was 

nowhere else ever used by any other clinicians 1 have interviewed. 
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Next, Gregory emphasizes the "sheer volume" of abused women coming to his 

office one more time. The fact that he "got used to it" speaks of Gregory's expertise in this 

area. Gregory's next turn is a self-presentation. He constructs himself as a sensitive, 

thoughtful and feminist-oriented therapist who was shocked by the "pronounced problem" 

of abuse to such an extent that he was considering quitting. This invokes the heaviness and 

the tremendous impact that the cases of abuse had had on Gregory at that time. My request 

'tell me why" comes as no surprise to him (e.g. "Yeah, aah"). 

Gregory's response is the main theme of his self-presentation. Gregory confesses 

that he used to be one of the male-focused psychologists with "male-derived" ideas about 

mental health (women) issues, but his attitudes had sharply changed following a personal 

crisis, and he now understands that his women clients "know what is going on", that they, in 

fact, are the experts. Gregory constructs here a version of truth that is one of women's 

"lived experience" with "real" problems. He juxtaposed the reality of abuse with "esoteric" 

interpretations of male psychiatrists. In the end, Gregory's account is designed to give all 

the power to his women clients ("they know"), and he simply "has to shut up and listen". 

Gregory's is a powerful defense of his gender, his conduct in therapy and his 

position on the issue of the memory controversy. He presented himself as one of the male 

chauvinist culprits who, because of a personal crisis and reflections, changed his views and 

became understanding of abused women's real pain. Gregory's anecdotal confession 

provides both distance from how he used to be, and a solid unbeatable evidence of his 

current anti-expert empathic self-construction. 

Similarly, the following is an excerpt from an interview with a woman psychologist, 

Sarah whose self-construction invokes sympathy for suffering women, understanding, 

unconditional acceptance, empathy and a non-expert stance. Sarah explains how she 

approaches the issue of memory of childhood abuse retold by her women clients: 

Kasia: Can you tell me then, where do you stand, what's your approach 
how do you deal with memories of childhood abuse in your practice? 
Sarah: I can't really think of aah (pause) specific approach that I use, it all 
depends (pause). It's very contextualized, very 
Kasia: When you say contextualized, can you say more? 



101 

Sarah: Well, I would say working with a woman who has been or thinks 
that she has been abused, is, initially is developing a good sense of that 
individual. 1 let them talk, let them explore. The particular story is less 
important. Rather, I'm trying to draw a person out to tell me their story 
not of what happened but rather, rather, of how they understand what 
happened, how they make sense of it, and what they think is going on in 
their life now as a result. Therapy with these clients is (pause), it's a very 
individual kind of process, because every story of abuse is fundamentally 
different. Aaah, every response to abuse is different. So therapy is really 
the process by which the client leads, aaah, perhaps some examples would 
be useful here... (Int. 6, p. 2). 

Sarah's version of truth is a "client-centered" one. She refrains from making any 

definite claims about veridicality of memories from her clients' past. Her refusal to clarify 

her position on the issue of truthfulness of childhood memories, is her way of resolving the 

controversy for herself. "It all depends" on the specific circumstances of her clients' lives, 

her clients' understanding, and their "sense making" of all the factors in their lives, including 

the incident of abuse. Sarah shifts the decision making of finding the truth to her client 

(e.g., "therapy is really the process by which the client leads"). She tells us that it is her 

clients who come up with the truth. She only facilitates the process (i.e., "I'm trying to 

draw a person out to tell me their story not of what happened but rather, rather, of how 

they understand what happened"). Sarah's construction of therapy is a feminist approach 

which claims among other things that women need empowerment to develop their own 

voices and claim their own stories. Sarah's comment that "the particular story (of what 

happened) is less important" is an explicit counter argument to the science discourse or 

science talk wherein clinicians believe that the story of abuse needs to be verified. 

After her account, Sarah goes on to present two cases of sexual abuse from her 

recent workload. At the end of her story she states: 

Sarah: So, really, really, you know, there could be a multitude of 
resolutions, and multitude of stories around the same event. In therapy, aah, 
at that point, we are in a very, a very kind of delicate, evolving dialogue 
whereby, we try to understand what factors including the abuse, but also 
other factors, could have led to the way she is feeling (...) Yes, 1 have 
doubt about the veracity of the memory, but I have no doubt about the 
importance to that person of believing that that happened to them. 
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Kasia: Which one is more important or do you make a distinction? 
Sarah: Not in therapy. Therapy is about let's look at what you believe 
happened and why you believe or see things that way, what made you see 
things this way. I'm not here for some social cause. That's not my role. 
I'm here to help her cope on the day to day basis. There are many theories 
how memory works I personally have no idea, no idea how actually 
memory works. No idea. And when I hear a person's story, it often matters 
very little. (Int. 6, p. 4-5). 

Sarah's account here is an unbeatable defense against any potential criticism of her 

conduct in therapy. The stories which she shared with me "confirmed" Sarah's truth, that 

is, each case needs to be evaluated on individual basis, each resolution is different, and even 

the same abusive event can be interpreted differently by a client, depending how the 

individual client sees things. Sarah has no interest in the workings of memory. All she has 

is an individual client and her job is to work with that client and her client's beliefs, the 

latter, always valid. 

Thus Sarah removes herself from the debate by constructing therapy as a highly 

individualized process, and by denying that the issue of sexual abuse memories is 

social/political (i.e. "I'm not here for some social cause"). All that matters is the person and 

her story This is Sarah's truth, about which, as she put it, she "has no doubt". Note how 

she de-emphasizes the scientific discourse on memory: "there are many theories how 

memory works. I personally have no idea, no idea how actually memory works. No idea. 

And when 1 hear a person's story, it often matters very little." Hers is a bold counter

argument about the significance of this or that theory on memory. There are many theories. 

This claim makes the scientific discourse a flexible set of memory constructions. There are 

no hard truths in science of memory. Next, Sarah explains her stand on memory processes: 

she has "no idea how memory works". That kind of extreme formulation has a powerful 

effect on the listener. Surely a psychologist has some idea of how memory may work. 

Sarah's claim, however, that the science of memory is inconsequential, is greatly supported 

by Sarah's personal disclosure of having no idea about memory workings. If it is so 

irrelevant why would she bother to have any idea about memory processes Sarah's last 

statement summarizes her main discursive stand: the individual client is all that matters. 
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Here, is another example of the individual client move, coming from a woman 

psychologist, Helen: 

Kasia: You said that you approach each story of what happened in an, aah. 
individually? 
Helen: Well, aah, I'm not looking to the past for truth. 1 mean historical 
truth, do you aah, are you familiar? 
Kasia: uhm, yeah 
Helen: I follow Spence aah, what he said, we're not making contact with 
an actual happening, we have no idea, we're just looking for a good fit 
with, with what perhaps had happened, the traumatic event. 
Kasia: how, uuh, what makes it a good fit? 
Helen: Uuhm, memory, memory is a reconstructive process, as we develop, 
grow, we add to the original memory, changing the quality of the trauma, 
traumatic memory. It really depends on the individual, very much depends 
on things like the age when the trauma occurred, the family constellation, 
aah, who was around to support or not support the woman when the 
trauma occurred, what kind of developmental experiences has that person 
had, aah, uuhm, whether they are strong educationally or not, whether they 
were in a very chaotic environment or stable unit, aah, what resources they, 
uhm, they had to draw on either during or afterwards in terms of their 
history, how they, how they have grown essentially as people... 1 work with 
the whole person, my work is not about some squabble. It's it's 
about.. aah, I would say, it's getting, a ahh, a good sense of that woman, 
that individual, and then understanding from their point of view what role 
the trauma played in their life, and how it may be affecting their life 
concurrently. So that's how I kind of approach it. (Int 10, pp. 2-3). 

In her account, Helen constructs a flexible version of what constitutes traumatic 

memory: memory is malleable, it grows as we grow, and our experiences of life add to the 

quality of a particular traumatic event. Note that unlike Sarah, Helen constructs her 

version about memory workings. In her version, the workings of memory depend on the 

individual person and the person's history. Helen also makes a distinction between 

historical truth ("actual happening") and narrative truth (what we remember happened) 

(Spence, 1984). Her version of a particular memory of trauma from childhood comes under 

the narrative truth. It is a highly individualized reconstructive response to a particular 

traumatic historical event, that nobody at the present time can in fact verify ("we have no 

idea"). Helen suggests that remembering a traumatic event is like finding a good fit 
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between the historical event and the person's predisposition, and both produce a particular 

response: the narrative truth, which she believes may be different for each individual Helen 

lets me know that she is not interested in abuse itself, but rather she works with "the whole 

person". 

Her account invokes a certain professional distance from the memory controversy. 

It is accomplished by Helen's single comment "I work with the whole person, my work is 

not about some squabble". A squabble invokes an undignified wrangling about things that 

do not really matter. By this single turn in our conversation, Helen successfully removes 

herself from the debate over true or false stories of abuse. She puts her work above the 

irrelevant arguments ("my work is not about some squabble"), and craftily redefines her 

therapeutic work: it is about the whole person. 

The following excerpt is also a swift discursive move that focuses on the individual 

client and thus re-works the question of truth into an individual matter. Theresa, a woman 

psychologist in private practice, is asked by me to explain the impact of the controversy on 

her own work. Interestingly, to this point of the interview, Theresa has not alluded to the 

debate directly, other than describing her therapeutic work with abused women, and 

commenting that she "has not seen" any invented or fabricated stories Theresa has been 

quoted previously in the symptoms move section where she constructed herself as an expert 

on emotions which her clients display. 

Kasia: You've talked about your work with women, and how it is for you, 
but, aah, can you tell me how, how the debate, the raging debate over the 
recovered memories of abuse, how does it affect you, your practice? 
Theresa: My practice? 
Kasia: Uhmm, or you 
Theresa: (Long pause) My practice has not been affected in any way. 
(Pause) Perhaps, perhaps there are more women who are willing to disclose 
now, who are willing to talk, but.. .you know, uhmm, perhaps I'm not the 
best person to talk to, I, I rarely have a woman who doesn't remember her 
abuse. 1 can't even recall when 1 had one (pause), in any case, the women 1 
see, they don't have any trouble remembering. (Pause) I simply don't do 
any, any recovery therapy, or whatever you call it. 1 work with what my 
clients bring. As I said, I see mostly women, and most of the women have 
experienced some abuse in their lives. It's a fact of life, and they don't have 
any trouble remembering. That's what we work on (Int. 1, p. 9). 
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I construct my question to Theresa as a challenge. I cue her by saying that there is 

"a raging debate" out there, implying that if it is raging, it surely must have impacted her in 

some way. Previously, in the earlier segments of the interview, Theresa maneuvered the 

conversation in such a way as to construct herself as an expert on emotions as the basis for 

her therapeutic work with clients, thus leaving the controversy unexplored. This time, she 

removes herself from the controversy by minimizing not only the impact of the recovered 

memories debate, but also the occurrence of that happening in her therapeutic practice. She 

rarely has a woman who does not remember her abuse. Theresa essentially takes an 

empathic move stressing the fact that most clients always remember their abuse, and the 

debate over the recovered memory becomes inconsequential. Theresa constructs her 

version of reality as "out there" for everybody to see, by pointing out that abuse "is a fact of 

life" (common occurrence) for women, and women who see her "don't have any trouble 

remembering" (recovering is not even an issue with her clients). Theresa brings me back to 

what remains important in her practice: her clients and their abuse that has never been 

forgotten. 

At the end of the interview, as 1 question Theresa again about the debate over the 

recovered memories, she again re-works her truth through an individual client move: 

Kasia: So what is your stand, is there any value in that literature? 
[literature on false versus true recovered memories] 
Theresa: 1 don't know, and I don't need to know, but... I'll tell you this 
much (pause), I certainly learned more from my clients than from anybody 
else, that's for sure. I've learned to admire the courage that it takes to 
survive, at least from what they describe, (inaudible) horrific circumstances. 
(Pause) 1 do find myself asking: how they've done it, and... you know 1 do 
want to know, I truly do (Int. 1, p. 12). 

Theresa's move is client-oriented, she learns from her clients, she admires them, she 

"truly" wants to know how they have survived. Everything else is inconsequential. My 

question about "the literature" does not have any effect on her ("I don't know and 1 don't 

need to know"), and she simply repeats her version of truth, an empathic, therapeutic kind 

of truth: her clients and their courage to survive. 
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In the following excerpt, Henry, a male psychologist positions himself as a non

expert, and his therapy as a "client-derived" enterprise: 

Kasia: And so, then, when they tell you their story of abuse, how do you 
make a decision whether to believe their story? 
Henry: Well, 1 don't think, that uhm (pause), it's an issue?, really, 1 don't 
see it as an issue of ah (inaudible). In the therapeutic relationship I can't but 
believe the story, see what I'm saying? Their story is all they have, that's 
who they are. I can't can't, absolutely can't undermine that, undermine 
that (pause) do you understand what I'm saying? 
Kasia: Umh, yeah, yeah 
Henry: If I don't believe their story, who will?, i f 1 question their story 
who will believe them? They come to me to share their deeply, deep 
secrets... They are, most likely, they are horrified, fearful, doubting, 
anxious, depressed, suicidal, aah..., why, why would I question whether 
whether their story is true? (Pause) 1 have it right here, that's their story, 
the nightmares, anxiety, depression, the tears, their inability to cope, ah 
(inaudible) (.) of a person right in from of me, d'you see what I'm saying? 
Kasia: They must have experienced something 
Henry: But you know, it doesn't really matter, what they've experienced, 
their story in some sense is more real, d' you know what I'm saying? Uhm, 
it's how they've felt, feel, now. If, if uhm (pause) ha (.) If 1 don't believe 
that, I don't know who they are, this is who they are, right? 
Kasia: Right, you take it as, at at face value 
Henry: Aah, no, no, (pause), ah, I try, I try to understand their 
presentation, ah, in connection to their past, as they see it, as they 
understand it themselves, their understanding of the way they function, of 
who they are, d'you know what I'm saying? (Pause). They have plenty of 
people not believing them, there are plenty of vultures out there (inaudible) 
Kasia: Uhm you are, yeah 
Henry: But I've done it for years (Int. 9, p. 5-6). 

Henry brings to the fore "the identity issue" that was hardly touched to the same 

extent by any other clinician whom I have interviewed. His main concern is his clients' 

general sense of self (identity), which, Henry believes, is affected by whether people's 

stories of past abuse are believed or not. 

At the beginning of the exchange, Henry sets the stage for his therapeutic conduct 

which calls for always believing the client. Checking out the veridicality of his clients' 

stories is constructed as a non-issue. Thus, Henry, not unlike other psychologists I have 
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interviewed, removes himself strategically from the controversy over the false/true memory 

of abuse. He essentially tells me that in his kind of therapeutic practice the "what really 

happened" does not matter because his client's story is the client's self (""who they are"), 

and not believing it would undermine the client's identity. That kind of identity talk makes 

it difficult to refute Henry's argumentation, because essentially there is no other evidence 

for his client's identity in therapy. His truth is his client's self, presented as is, in therapy. 

Note Henry's comment about a therapeutic relationship (i.e., "1 can't but believe the 

story"). Henry positions himself here as having "no choice" but believing, as if that were 

the only viable option for a psychologist. This kind of a "role following" discourse 

(Edwards and Potter, 1992) is also difficult to refute, as the motives of the role follower are 

located outside the speaker's control. 

Next, Henry switches from this client-centered discourse to a more clinical 

symptoms discourse, and talks about his clients' symptoms as the reason for believing. 

Thus Henry utilizes both discursive moves to negotiate his position in the midst of the 

controversy. Henry's symptoms move, is not however fully formulated, as he does not 

construct himself as an expert on symptoms, or the therapeutic "fixer" of emotional 

evidence. His is more of an empathic move which constructs the client or the client's story 

as the ultimate truth, and Henry's role is to believe and listen. 

Henry raises his own status as a therapist (i.e., " i f 1 don't believe them, who will?") 

and establishes his role with clients (e.g., he is the one whom they can trust and to whom 

they can disclose). 1 attempt slightly to bring him back to the original question of the 

veridicality of the past abuse ("something must have happened"), and with this turn, Henry 

is even more explicit in telling me directly that he is not interested in tkwhat really 

happened". In fact, Henry believes that his client's story is far "more real" than anything 

that has "really" happened. He then, again, refers back to the identity discourse which 

underlines the importance of believing people with whatever they present, as their identity is 

at stake ("If 1 don't believe that, 1 don't know who they are, this is who they are, right?"). 

This statement suggests that I can see (understand), what he can see, and what everybody 

can see right in front of us ("this is who they are"). This specific construction of Henry's 
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clients makes the pain of their lives "out there" for everybody to see, an indisputable 

evidence of their (hidden) trauma and pain ("how they've felt, feel"). With this statement, 

Henry also attempts to establish a common ground with me (by ending with "right?"). He 

in fact is asking me for confirmation of his reality. My response, however (e.g., "right, you 

take it as, at at face value"), does not seem to satisfy him, and there is a little tension in the 

next exchange. He disagrees with my suggestion that he takes "it" (supposedly memory of 

trauma) at face value, and responds to me with some impatience [e.g. "aah, no, no, (pause), 

ah., I try, I try to understand their presentation (...) their understanding of the way they 

function, of who they are..."]. Henry's use of the identity discourse ("understanding of who 

they are", "their presentation") contradicts my description that all he does is taking his 

clients' stories "at face value". Taking something at face value appears much less complex 

than "understanding who they are". 

Looked at discursively, this exchange accomplished a series of tasks. First, Henry 

presented a compelling reason for why a clinician should believe her or his client. It is 

because not believing would undermine the client's identity or self understanding. The self 

understanding, that is, the story presented to Henry in therapy is more real and more 

important than anything that happened in the past. This is an individual client discourse at 

work. Secondly, Henry also accomplished another construction of truth, that is, his own 

identity. He is the trustworthy therapist who believes and understands his clients, in fact 

understands their identity ("who they are"). The kind of therapy he does, provides 

understanding, and is not simply "taking stories at face value". 

At the end of this exchange, Henry provides one more warrant for his own 

professional identity (e.g., "there are plenty of vultures out there" [people not believing his 

clients]). By stating what is going on outside of his office ('vulturing', not believing, being 

ruthless), Henry reflexively establishes the opposite: what he does do in therapy, and who 

he is as a therapist (believing, being trustworthy, not 'vulturing'). 

In the above section I have demonstrated how the individual client move 

discursively resolves the dilemma of truth finding for some of my interviewees. The 

individual client move accomplishes the following tasks. First, by focusing on the individual 
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client, her story, her identity or her "narrative truth", the clinicians redefine the truth as 

client-derived or client-based In different ways, their "bottom line" has been marshaled as 

believing the client, accepting the client, developing her voice, and learning from her lived 

experiences. The individual client move is most clearly a non-expert stance, wherein the 

clinicians position their clients as experts on their own lives, as those who "lead" the therapy 

sessions, as those who "know". 

Secondly, the dilemma of veridicality of abuse memories in some way or another 

becomes inconsequential. Some of my interviewees who deployed the individual client 

move, directly refute the importance of the science of memory by minimizing its impact, by 

undermining its validity (e.g. "there are many theories on memory"), or simply by 

disregarding it (e.g. "I have no idea", "1 don't see it as an issue"). 

Thirdly, some of the clinicians responded to the controversy by bringing "real abuse" 

to the fore, that is, abuse that has never been forgotten, abuse that "is a fact of life" for 

women, thus making the controversy esoteric and theoretical, removed from the realm of 

therapeutic practice. 

4. The professional window dressing move 

This last discursive move, which I called the professional window dressing move, 

appeared in almost all interviews with the clinicians. That is, in addition to the science talk, 

symptoms talk or the individual client talk, the interviewees deployed an explicit talk which 

functioned to protect the integrity of their profession or to debunk any criticism against 

their ethical standards and clinical conduct. The window dressing move was labeled this 

way because it was an explicit way of "dressing up" the clinicians' credentials, professional 

responsibility and status. The following is an example of how a woman psychologist, 

Helen, produces her version of what the controversy is about, thus "dressing up" her 

professional position within it: 

Helen: Sometimes clients come to see me and ask me if 1 can do hypnosis 
to retrieve the memories, believing they had been abused. This places me in 
a very awkward situation ethically. 
Kasia: Why? 
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Helen: I think because of the controversy around hypnosis and around 
retrieving of memories period (laugh), and this is more of an alternative 
approach to assisting clients, when compared to the mainstream. So, I do 
have concerns, what it tells people. Uhmm, how can 1 work ethically with 
individuals who cannot recall very much, how can I assist them and be 
ethical at the same time. 
Kasia: You're struggling ethically 
Helen: I'm struggling because where do I draw the line? When do I say: 
look this is too bizarre to be true, this can't, simply can't be true, when do 1 
say that without uhmm, can 1 say that and still remain ethical to the client 
(laugh), or (pause) or do I have them hypnotized so they can retrieve 
whatever they think has happened to them, and still remain ethical as a 
professional psychologist? I don't have an answer to that (laugh). 
Kasia: So, how do you decide? 
Helen: (Laugh) (Long pause) I don't think I have, it scares the hell out of 
me. (Pause), well, I want the client to know that she can trust me, it's 
essential that I believe her story, it's her livelihood in a sense. Yet, I want to 
remain trustworthy as a professional, as well. 1 am not going uhmm, not 
going to aah adapt certain practices that are simply not ethical, or.. can 
appear unethical. 
Kasia: It's, it's quite a decision 
Helen: It is (pause), luckily, you don't have to make it every day (laugh). 
(Int. 10, p. 14) 

Recall that Helen in the previous section (the individual client discourse) argued for 

a narrative truth, that is, the story that her client presents during therapy, as opposed to the 

historical truth, the "actual happening", about which, she argued "we have no idea". Her 

version of truth, positioned her as a client-focused therapist who dismisses the controversy 

on the basis of therapeutic alliance with her clients. This time, however, at the end of the 

interview, Helen positions herself in an ethical conflict: first, can she question the 

veridicality of her client's stories without damaging her client's trust, and second, can she 

use alternative practices in her therapy (per her client's wishes) without damaging her own 

reputation as a psychologist? Thus, despite her previous contention that she is not looking 

to the past for truth, now Helen admits that the question of the veridicality of her client's 

past remains problematic, and poses an ethical dilemma for her as a professional (i.e., "I 

don't have an answer to that... I don't think I have [decided]... it scares the hell out of 

me.. .don't have to make it [decision] every day"). 
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Despite Helen's numerous assertions throughout her account that she has not yet 

decided how to resolve the problem of the veridicality of abuse memories, she in fact 

worked out the problem for herself in her conversation with me. She juxtaposed two 

competing discourses in her account: on the one hand it is essential for Helen to believe her 

client (the individual client discourse), but on the other hand, Helen wants to remain 

trustworthy as a professional (the professional window dressing discourse). Helen is caught 

in a rhetorical dilemma. She contends that believing her client's story of past abuse is 

essential for a therapist, as that story, the way it is remembered, is her client's "livelihood", 

that is, her client's way being. Reflexively then, Helen tells me that, not believing her 

client's story, would potentially undermine the woman's livelihood, her means of being. 

She then very quickly produces a semi-justification for her choice of the professional 

integrity and reputation ("I'm not going uhmm, not going to adapt certain practices that are 

simply not ethical, or.. can appear unethical"). Note that the "practice" in question to which 

Helen alluded is hypnosis, a practice which many clinicians would consider standard and 

ethical. Helen's description of such practices as unethical or "appearing" unethical provides 

a rational, logical justification for her choice. Helen's logical formulation of her account 

makes her choice validated and, what Billig (1991) describes as required by external 

circumstances, rather than personally desired by the speaker. Helen then successfully 

rendered her decision to abandon the individual client discourse as ethically appropriate. 

Discursively, her bottom line became her professional integrity as she engages in the 

professional window dressing move. 

In the next excerpt, Ian, a psychologist in a private firm, takes up a similar dilemma 

of professional responsibility and works it out for himself in the conversation with me. In 

the first exchange provided here, Ian talks about the vast impact of abuse on people. In the 

second exchange, about half hour after the first one, lan works hard to fit that proclaimed 

vast impact of abuse into the strict mandate of his firm which provides six sessions to each 

of their clients: 

lan: It's not just the act itself and its aftermath. It [abuse] goes into so 
many different directions, aah, It's a lot to do with their current attachment 
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as adults, what I call attachment disorders. When someone's been abused, 
this is fundamental to their sense of trust. This is inherent for anybody who 
has been damaged, and it's quite possible that this is what attachment 
disorders are all about. How can they even begin to find a trusting 
relationship when basically their trust is demolished. (...) Folks that have 
been abused, well, they certainly are, they certainly have lots to learn (Int. 
12, p. 5-6). 

And then half hour later when talking about the firm's policies: 

Ian: (...) So, that's the average, the average, 1 say [six sessions] 
Kasia: Can you help within that format? 
Ian: Oh, yes, certainly, yes, there aah, numerous difficulties can be easily 
resolved within that that time frame, we all do it 
Kasia: I mean women who have been abused 
Ian: Right, yes, uhmm, you can, certainly you can.. bring in some light, 
provide resources, open up a few doors (pause) uhmm, ultimately, 
ultimately they have to take the aah, responsibility of getting better, it's 
their decision, not mine, 
Kasia: What if they need more time? 
Ian: Well, certainly, aah, if they are not ready, if they are not ready, it takes 
time, uhmm, my hands are tied, I've done what a psychologist responsibly 
can do, can do (Int. 12, p. 12). 

In the first exchange, lan speaks of what sounds like his "pet theory", the 

attachment disorders. He goes on for a few minutes without any disruptions (note that the 

excerpt provided above has been edited). His stance appears to be the one of empathy and 

understanding of long-term psychological suffering caused by abuse. 

His later exchange with me, however, takes a different turn, lan discloses the 

average number of sessions that his clients receive. I question him whether he "can help" 

within such a time constraint (six sessions). My question provides a challenge to lan's 

professional integrity. If he can't help, he should not be providing services. Ian responds 

very quickly and very convincingly ("Oh, yes, certainly, yes"). The latter part of his 

statement is also rhetorically structured to convince me of the good value of his services. 

There are numerous difficulties that are resolved, and they are resolved easily. In addition 
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to these extreme formulations, lan deploys a consensus category ("we all do it") to defend 

the quality of his services. 

1 then ask him, specifically, whether he can help women who have been abused 

within that limited time frame. lan's response invokes some discomfort (note pauses, 

'uhmms', and repetitions), lan was caught, not unlike Helen, in an ethical dilemma. 

Previously he spoke of abuse victims as needing "to learn a lot", being profoundly impacted 

by attachment difficulties. Yet now, lan has to maneuver himself so that despite the 

profound impact that abuse may have had on his clients, his services, albeit limited, must be 

sufficient and ethical. 

His description of what he can provide during the limited number of sessions is 

rather vague and global (e.g., "bring in some light, open up a few doors"). Edwards and 

Potter (1992) suggest that such global and formulaic utterances are difficult to refute. 

Next, lan switches to a different level of argument. He talks about his clients' responsibility 

to "get better", suggesting that he can provide help, but ultimately it is up to his clients to 

help themselves. It is a neat and successful re-formulation of lan's dilemma. He is not 

responsible for the provided help to be successful. It is his clients' responsibility. I re-direct 

lan back to the fact that his clients may "need more time" alluding to the firm's mandate of 

providing six sessions per client. Interestingly, Ian interprets "needing more time", as "not 

being ready [for therapy]", in which case "his hands are tied". This statement invokes lan's 

desire to help, and his utter inability to do so, as some outside force tied his hands. Ian also 

adds that "it" takes time, and therefore there is nothing else that he can do as a professional. 

The ambiguous "it" may refer to recovery from abuse, therapy, or time for his clients to 

decide. The use of "it" creates an impression of things happening outside of lan's control. 

It takes time, and therefore lan's hands are tied (presumingly he has nothing else to offer, 

unless his client is "ready"), lan also deploys a category membership to defend the quality 

of his therapy (i.e., "I've done what a psychologist responsibly can do, can do"). He 

constructs himself as a responsible psychologist, and in this particular category, he knows 

what to do, and when to stop. lan's talk demonstrates negotiation of contradictory 

discourses available to psychologists, one that draws on the client's readiness for therapy or 



114 

client's responsibility for recovery, and the other one that draws on the therapist's 

responsibility to provide psychological services Ian's professional integrity is caught up 

here, and he works it out for himself as he defends his stance in conversation with me. 

He has constructed a version of truth for himself that works, the one of professional 

integrity in spite of his client's potential lack of progress in therapy. This is an explicit 

professional window dressing discursive move that works well for Ian's clinical reputation. 

In the next excerpt, Mary locates herself as a psychologist (the one who heals) vis-a

vis her client's lawyer (the one who damaged her client). This is an example wherein the 

domain of clinical practice is situated in legal discourse, and Mary produces an account of 

professional responsibility of protecting her client from the effects of abuse: 

Mary: And if they are going to court there is no one single option for every 
woman. Aaah, the timing is crucial. Many women don't realize how 
perhaps, how disruptive it can be to their current life. I have a case right 
now, a woman who has been, has been so profoundly, violently abused. 
This is a serious case (...) [description of the case], a dreadful, dreadful 
situation. She decided she wanted to go to court. This is a very legitimate 
case. (.) She sought a legal advice and there is no question that she 
deserves a compensation for what happened to her. 
Kasia: Uhmm 
Mary: 1 expressed some anxiety around the way the lawyer handled the 
case, around her own naivete with which she was pursuing, that she 
believed there was to be some comfort. And I knew that she will not be 
able to cope on the day-to-day basis. (...) The lawyer drafted a letter to her 
father. And the letter drafting, during that phase she had a complete relapse, 
even though she could function prior to that, prior to that (Int. 5, p. 3-4). 

Mary's professional integrity is legitimized here. Her version of truth is the one of 

professional responsibility for the well-being of her client. The seriousness of the case 

documented by Mary warranted the usefulness of therapy and undermined the usefulness of 

the legal process. Therapy can make the client function, whereas the legal proceedings can 

make the client deteriorate psychologically. The legal process that Mary described here 

created a disaster for her client, despite the legitimacy of the case. This is a direct criticism 

of the legal process in abuse cases. Even in legitimate cases, Mary argues, the client 
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suffers, and in the end, Mary's professional integrity stance is the only thing that matters 

and protects her client. 

In the following two excerpts the speakers also deploy professional window 

dressing talk which becomes a warranting device for their conduct in therapy. First is an 

excerpt from the interview with Stephen, who previously was cited as defending his stance 

with science talk. At the end of my conversation with Stephen, I ask him about his view on 

hypnosis as a therapeutic intervention. Stephen talks about particular research on hypnosis 

and then adds: 

Stephen: (...) shall we say, it [hypnosis] has proven helpful in many many 
situations, in making important decisions (cough). Excuse me, 1 used to 
work for (name of department), aaand, I'll tell you, it was very helpful. 
Mind you we're talking years ago, but then, yes, it was the thing to do 
(inaudible) (cough) worked, bringing up things that people couldn't 
couldn't remember, shall we say, mostly details of a particular crime, I 
remember one case that was in (...) 
Kasia: How comfortably can we then use hypnosis, with women who have 
been abused in childhood? 
Stephen: Well (cough), (pause) well, it's an ethical issue, isn't it? (cough), 
excuse me, I can't seem to get rid of this. Aah, yes, you want to make sure 
that you're conducting yourself accordingly, and aah, if you're not sure, 
well (cough) (pause), well, as I said, it's an ethical decision for a clinician, 
is it according to my standards?, is it going to be questioned?, am 1 troubled 
by that kind of method?, and (cough), well (cough), and, you must 
deliberate, just like with any other, other decisions, shall we say (Int. 3, pp. 
14-15). 

First, Stephen responded to my question on hypnosis by deploying his well versed 

scientific discourse (edited from the excerpt). He ends his scientific talk with a general 

statement that hypnosis proved "helpful" with several cases that he was involved in (quoted 

above). To warrant the facticity of his claim, Stephen presents one particular case where 

hypnosis was successfully utilized Note that Stephen up to this point talked about hypnosis 

as being useful in recalling particular details of crimes. At that point I steered the 

conversation back to utilizing hypnosis with the victims of abuse. Stephen's response this 

time is more tentative, marked with frequent coughs, a tag question, pauses, and 

personalized comments. The particular tag question ("It's an ethical issue, isn't it?") is 
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significant in that it signals expected agreement from me, the interviewer. 1 am supposed to 

have the knowledge that using hypnosis with abuse victims is an ethical dilemma. Thus 

Stephen, in this particular segment, defends his position utilizing a professional dressing-up 

discourse. His professional integrity as a clinician becomes his discursive bottom line in the 

conversation with me. 

Here is the second excerpt where a male psychologist, Ron, warrants his conduct in 

therapy utilizing the professional window dressing discursive move: 

Kasia: What is your opinion about um the importance of sort of 
uncovering the whole story of trauma? 
Ron: I think that you're alluding to the uhm controversy again. Uhm, the 
symptoms of psychic numbing, aah, serve a function to prevent and protect 
the client from re-experiencing those painful memories for fear that it might 
happen again, for fear that they're going to lose their mind. It's my 
responsibility to ensure my client's safety while in therapy. So uhm, I can, 
in a way, prevent that from happening, uhmm, so strictly speaking telling 
the story isn't essential, isn't essential, we're not in court here. It's just not 
good for a person to continue to feel like they deserve to be a victim (Int. 4, 
p. 13). 

Ron constructs his version of what is important in therapy, and what should be 

avoided at all costs. His version has a moral edge to it. Out of his professional 

responsibility, Ron will "protect" the client and "prevent" her from re-experiencing pain. 

Although Ron utilizes an expert discourse (i.e. "I can prevent that [painjfrom happening"), 

his version of truth in the end is his professional integrity (responsibility) as he engages in 

the professional window dressing discourse. The uncovering of the story, the telling in 

court, are not essential, and the only issue that is at stake for Ron's client is her "safety" in 

therapy which is Ron's responsibility. There is some attributional work established in this 

excerpt. Ron blames the legal system for damaging the clients (victimizing them in court). 

Reflexively, Ron positions himself vis-a-vis the court, as the one who will ensure safety. 

The "psychic numbing" referred to by Ron is constructed here as a protective 

mechanism from psychological deterioration of his clients. Interestingly, in the clinical 

literature the psychic numbing refers to lack of emotions around the abuse. This version of 

trauma is in direct contradiction to the previous version produced by Ron (see clinical 



117 

symptoms section) where he talked about "appropriate affect", and James's version of 

trauma (see clinical symptoms section) defined as an "exaggerated affect". The trauma can 

be then simultaneously seen as both: lack of emotions and too many emotions. These two 

competing constructions of trauma make the construct difficult for refutation. 

In the above section 1 have demonstrated the fourth discursive move that was 

extensively deployed by the clinicians I had interviewed. The professional window dressing 

move involves warranting the truth claims by using one's professional integrity, reputation 

or ethical responsibility. That is, when questioned about their stance on the controversy 

over the true or false memories, or about their conduct in therapy in the light of the 

controversy, the clinicians positioned themselves in ethical conflicts. For example, some 

articulated the dilemma as a choice between believing the client and remaining credible to 

the profession. Some located the conflict at the crossroads between protecting the client 

from pain and disclosing painful past. Their discursive move, however, remained the same: 

their talk in some way resolved the controversy by fleshing out ethical issues in therapy and 

juxtaposing the ethics and professional reputation vis-a-vis science discourse, symptoms 

talk or individual client talk. 

5. Other discursive moves 

Some of the clinician interviewees constructed a distinct identity talk when exploring 

their clients' self-understanding after experiencing abuse in childhood. Of interest to me is 

the fact, that in addition to naming of the person's identity directly referring to the 

experienced abuse (e.g. is she a victim or a survivor of the past abuse?), some of my 

clinician interviewees drew specifically on the political controversy itself to account for their 

clients' identity. That is, they directly blamed the controversy for their clients' "identity 

disruptions". At the same time, as the clinicians were constructing their versions of their 

clients' identities, their own professional identities were being constructed as well. 

The following is an example of how a woman psychologist, Theresa, utilizes the 

identity discourse to warrant her client's well being in therapy, and to account for her own 

therapeutic interventions as a clinician: 
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Theresa: I tend to believe my clients (long pause). They come, I ask them 
how it was like, and., they tell me. They don't tell me how it was like, they 
tell me how it was like for them. (Laugh). 
Kasia: So it's their way of seeing? 
Theresa: Uhmm, yes and no (pause), seeing themselves, I would say, their 
way of understanding of, their life, uhhm, understanding themselves. As 
unique as it can be. It's their uhhm, their (pause) 
Kasia: And, how do you work with that? 
Theresa: Uhmm, this is what you think happened to you, OK, let's take it 
from there, don't shatter them, don't interrogate, take their story, hold it, 
cherish it, that's their, their piece (Int. 1, p. 7). 

Theresa fleshes out her clients' self-presentation as the most important aspect of 

therapy. Their clients' identity needs to be cherished, held and by no means shattered 

Whatever they tell her stands, and she "takes it form there". It is an individual client move, 

yet at the same time it is identity talk, wherein both identities (hers and her client's) are 

being built up. She constructs her clients as owning their story, part of their identity ("their 

piece"), and constructs herself as a clinician who takes the story up ("holds it"), and moves 

it along ("takes it form there"). 

Henry also took up the identity talk in his interview, and similarly to Theresa, 

constructed his clients' stories of abuse (their memories) as the most fundamental part of 

their identity. Recall his assertion, cited previously in the individual client move section of 

this chapter: 

Henry: But you know, it doesn't really matter, what they've experienced, 
their story in some sense is more real, d'you know what I'm saying? Uhm, 
it's how they've felt, feel, now. If, if uhm (pause) ha (.), If I don't believe 
that, 1 don't know who they are, this is who they are right? (Int. 9, p. 6). 

Similarly, Gregory also utilizes identity talk in his interview: 

Gregory: If you listened to her [Gregory's client], you'd kind of 
understand her world, it kind of makes sense from her perspective. And 
you kind of wish it happened just the way she tells you, because that makes 
perfect sense given the kind of person she is (...) I remember getting in 
fights on the playground in elementary school and always being astounded 
at how my veridical retelling of the precise details of what happened didn't 
match with the other kid And 1 always thought I'm telling the truth and 
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the other kid's lying (laugh). But, in retrospect if you told me, look, you're 
lying, my world would collapse, 'cause I ain't lying. 
(Both laugh) (Pause) 
Gregory: You've got to believe them, 'cause you want to believe your own 
memories, just the way you think they happened. That's how I got to be 
me? 
Kasia: Yeah, that's true (Int. 7, p. 6). 

In this example, Gregory likens one's memories to building blocks of one's personal 

identity, one's self-knowledge. The way people remember things make sense, given who 

they are. If one's memories of how things happened are taken away, one's "world may 

collapse". Gregory shares his own story from childhood and tries to understand how his 

clients may feel if their stories are not believed. His identity would be threatened. In the 

same vain, he argues, his clients' identities are undermined. 

These clinicians are all responding here to a bigger audience, beyond their immediate 

interviewer. They are speaking to all the "skeptics" who question the facticity of memories 

from the past, brought to the surface years later They all suggest that the controversy 

over the false/true memories from childhood has bigger implications, and in some profound 

way affects people's self-knowledge, their identity. 

Other clinicians referred frequently to the labels that name one's experience of abuse 

or one's concept of oneself after having been abused. Most frequently, various arguments 

to the discussion over the victim/survivor dichotomy were offered. These identity 

constructions were also part of what 1 have called "the identity discourse". 

In the following excerpt, a woman psychologist, Sarah, constructs her version of 

"victim identity" and how the label "helps" in therapy: 

Kasia: You said at the beginning: victims of abuse, is that, is that, how you 
want, call the women, clients, victims? 
Sarah: Well, I am aware of the controversial use of labels. I find the word 
"victim" useful because it implies the innocence of the woman involved, and 
the existence of a perpetrator. These women, girls have been victimized and 
so because this is acknowledged, they deserve help, public help, legal 
compensation, and so on. The perpetrators are those who victimized, and 
so they deserve punishment. You see the roles are clearly established here 
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when you're a victim, it wasn't your fault. That's helpful for a lot of women 
I see (Int. 6, p. 12). 

On the other hand, however, some clinicians oppose the use of victim language. 

Here is an example of how another woman psychologist, Helen, establishes her argument 

against the victim identity: 

Helen: You don't want to be stuck in the victim mentality. Victims don't 
enjoy life. Victims are passive, powerless, taken advantage of. 1 always 
stress that to my clients, never, never see yourself as a victim... 
Kasia: So what do you prefer to call your clients? 
Helen: I see my clients as survivors, it's behind them, they've successfully 
survived, but., anything is better than a victim. Take responsibility, 
initiative., to get healthy. Don't ever remain a victim (Int. 10, p. 9). 

And here is one more example, this time from Henry again who is more concerned 

about "living fully" and "celebrating life", than specific labels for one's own experience of 

abuse: 

Henry: I'm not concerned about labels. They limit their experience, as if 
nothing else mattered in their life. 1 want them to celebrate their lives, live 
fully, find joy in who they are as people (Int. 9, p. 11). 

When looked at discursively, all three excerpts have the same agenda, to persuade 

the listener about the most useful language in which to describe one's experience of abuse. 

The linguistic resources are competing and opposing one another, and yet, all are 

successfully defended as helpful in therapy. They were all in one way or another 

successfully established as useful categories to name women's reality of their experienced 

abuse. The therapists themselves are constrained by what is available in the literature in 

terms of the linguistic labels for women's experience. Yet, they were able to discursively 

position themselves during interviews, and to construct different versions of their clients' 

and their own identity, often using contradictory linguistic categories, re-defining them, to 

fit the functional context of the discussion at hand. 
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HI. Summary 

The discourse analyses provided in this chapter were the first part of this research 

project, and were to illuminate the distinctively different discursive moves deployed by 

clinicians in their interviews with me. 

I began with the science move, whose distinct feature was warranting the particular 

truth through the talk of science. Thus clinicians, in variable ways, resolved the controversy 

over the veridicality of abuse stories, by legitimizing the science of memory, objectifying 

memory or trauma as a scientific entity to be mapped out, measured or tested and quantified 

in some way. The speakers' bottom line essentially was expressed as a strict clinical 

conduct, rigid research practices and correct application of assumed knowledge. With the 

scientific talk, the clinicians were able to work out for themselves their role as therapists 

vis-a-vis the controversy, their clients and the public. With that move, the speakers were 

able to defend, blame, attribute and justify their and others' arguments to the effect of 

negotiating for themselves a discursive space, their truth by which they could stand 

The second discursive move which I have identified, the symptoms move, was 

characterized by resorting to clinical presentation of clients as the final truth for the 

clinicians' deliberation. Thus the speakers in variable ways resolved their truth through 

emphasizing clients' exaggerated affect, lack of affect, appropriate affect, flashbacks, and so 

on, as an ultimate evidence of their versions of trauma, memory or abuse. In this discursive 

move, the speakers reflexively would de-emphasize or dismiss the science talk as 

inconsequential. The symptoms and their presentation was the bottom line for their truth. 

Interestingly, however, while deploying the symptoms move, clinicians would locate 

themselves as experts (on symptoms), not unlike their science talk colleagues, who 

positioned themselves as experts on the science of memory. Some (recall Theresa's excerpt 

in the symptoms move section) would produce an anti-scientific account to defend their 

expertise on human suffering (emotions). 

The third distinct discursive move which 1 have identified in the interviews was the 

individual client move, which by far was the most anti-expert move. The clinicians who 

utilized that move would reject the science of memory and the science of clinical practice 
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and focus on the client, as their source of ultimate truth Thus, clinicians in variable ways 

talked about believing the client's story, assuring that the client becomes an expert, that she 

leads and makes sense of her story for herself. The truths of memory, trauma, clinical 

symptoms in one way or another were made inconsequential to the individual client and her 

own narrative in therapy. In the same vein, the clinicians in this section also articulated 

their position as far removed from the controversy because their work is with real abuse 

which has never been forgotten. 

The fourth and last discursive move identified in this section was the professional 

window dressing move. The interesting characteristic of that move was that it was 

deployed almost by all clinicians in various parts of their interviews, despite their previous 

science talk or symptoms talk. The professional window dressing move resolved the 

controversy for the clinicians by its focus on ethics and professional responsibilities for 

psychologists. Thus, speakers resort to this professional dressing up talk to work out their 

ambivalence about their conduct in therapy, the controversy over the false memories or the 

recovery from pain. In one way or another, the speakers fleshed out an ethical or 

professional conflict which was played out in the conversation as their version of truth. 

The professional ethics, responsibilities and reputation became the ultimate answer to my 

questions. 

In all discursive moves, there were a variety of rhetorical devices employed and 

contradictory arguments utilized for the purpose of their discursive functions. Ultimately 

the clinicians' conversations with me were about finding truth for themselves and 

negotiating their truth at the level of speaking, caught up in defending, blaming, justifying, 

protecting, and so on. 

The clinicians in their interviews with me clearly accomplished more than producing 

the distinct discursive moves. They reproduced certain ways of talking (i.e., science talk), 

by which the science of memory was rendered accepted, normative and reliable. They also 

resisted certain ways of talking (i.e., legal truth finding), thus locating clinical psychology 

vis-a-vis legal discourse and rendering psychology therapeutic (healing), and protective of 

clients. They also produced new ways of talking, which was especially evident in their 
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explicit window dressing of their profession. That is, given the recent context of the public 

controversy and its impact on the reputation of clinical psychology and therapy in general, I 

found the professional window dressing move a novel construction that grew and 

legitimized itself out of the "right" political and social circumstances. The clinicians also 

constructed theirs and their clients' identity, building up their professional self-presentation, 

and positioning their clients as vulnerable victims, proud survivors and so on. 

No matter what discursive move was utilized by the clinicians, however, all 

interviewees frequently resorted to rhetoric which would ultimately protect the image of 

their profession, although often this rhetoric was less explicit and woven into another 

discursive move. For example, most of the clinicians who drew upon the science move, 

also deployed credentials of good therapy, and blamed "bad therapy and therapists" for the 

tarnished name of clinical practice, thus, in the end, discursively protecting Psychology from 

further public scrutiny and potential damage. Recall Tom's interview and his way of 

positioning himself as a good therapist vis-a-vis his construction of an evil therapist who 

would practice irresponsibly and "victimize the victim": 

Tom: (...) cause, it's very important that when someone comes to me, that 
they are able to walk away from the session and be confident that, that what 
they recounted is truly recovered and not something that quite frankly is 
more of an issue of the therapist. 
Kasia: What do you mean? 
Tom: Therapist's inability to, to practice responsibly, to practice within a 
scientist-practitioner model. Because I do see quite frankly that the primary 
reason for that, for part of that controversy over recovered, repressed, or as 
1 put it, reconstructed memory, if it's not accurate, ha, ha, ha, is the 
therapist. The blame largely lies, partly on the shoulder of the therapist, 
who quite frankly perpetrated the problem (Int. 8, p.7). 

In the same vein, recall the account of lan's whose claim of untarnished good 

therapy was produced in order to remove his clinical practice from the controversy: 

Ian: (...) Our clinical practice, how we practice, uh uh is, is based on 
research, scientific research. We are scientist practitioners (inaudible) 
(pause), have years of experience in both research and practice. The 
services uh uh we deliver here are based on ethical practice, ethical research 
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(pause), which 1 cannot say about some of those, of those involved in the 
debate (Int. 12, p. 1) 

Ron's version of a good clinician and a bad ("dangerous") clinician is also a 

construction whose purpose is to protect the injured enterprise of psychology and to blame 

the bad practitioners for the injuries: 

Ron: Um, and too, because some people are dangerous as practitioners, 
urn. We all suffer, because of, because some practitioners just don't have ah 
good sense (pause). So you know, I don't want to sound presumptuous, 
but I've never had a sense that a client was ah was ah lying about their 
experience. I've never had an experience where the client was fabricating ah 
a story ah (Int. 4, p.4) 

These excerpts explicate how versions of good therapists and bad therapist were 

constructed through blaming others, assuming, categorizing and defending one's own 

conduct. The constructions of good therapy and therapists and bad therapy and therapists 

have further implications over and above my conversations with clinicians. They spoke to 

me, yet, they were addressing a bigger audience, the public, who, in the current social 

context is suspicious, accusatory or angry at therapists in general. The clinicians' 

accountability discourse, wherein they protected themselves, raised the status of their 

profession, and blamed irresponsible and bad therapists for the controversy, is becoming a 

strong voice in the public arena. Accounting for one's ethical conduct and one's own 

profession thus becomes a distinctive discursive move in the context of the controversy over 

the veridicality of abuse stories from the past. 
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C H A P T E R F O U R : R E S U L T S O F D I S C O U R S E A N A L Y S I S - S T U D Y T W O : 

I N T E R V I E W S W I T H W O M E N W H O E X P E R I E N C E D A B U S E IN C H I L D H O O D 

I. Introduction 

In their interviews with me, the women participants in Study Two repeatedly raised 

a number of specific dilemmas/issues. I have identified several issues around which the 

women organized their stories. 1 looked at each dilemma/issue in terms of its construction 

by women, function(s) it served for the women, its variations, and rhetorical organization. 

My main goal throughout the discursive analyses of the interviews was to see how the 

construction that the women accomplished in their talk with me enabled them or 

constrained them in their expressions of their versions or stories. In what follows, I present 

the manner in which the women locate themselves in the controversy over childhood 

memories, and what potential implications there might be for them, given their stories. 

There are three dilemmas/issues identified below: the public/private dilemma, the true/false 

memories dilemma, and the past/present dilemma. Within each dilemma I identified two 

distinct discourses, ways of talking that the women constructed to make sense of their 

abuse. 

II. Discursive Analyses 

1. The public/private dilemma 

All women interviewed by me, in one way or another, raised the issue of 

experiencing their abuse and/or their recovery in either private or public ways, or both. 

Their public/private discourse varied considerably and accomplished different things in the 

conversations with me, depending how the women positioned themselves in their talk. The 

most notable version of recovery from abuse, for example, was the construction of an 

individual healing process, or what one woman called "her personal healing path". 

"Personal healing" discourse 

The personal healing talk was pervasive in our conversations, and the women 

participants constructed different accounts of their personal recovery. The following excerpt 

is the most typical version of a personal healing process from a woman participant, Rachel. 

Rachel describes a four-year process of unsuccessful therapies. The excerpt below ends her 
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monologue where she talks about how she came to understand that her recovery was her 

"personal issue": 

Rachel: (.. ) So the relationship questions led to speaking about family 
stories, and I spoke of, of what happened to me, in my family. There was, 
(.) I was very, very angry, and I even wrote a letter to Mom (...) There 
was never a question for me about sexual abuse, maybe 1 didn't remember 
the details but I knew, I just knew that there was, but I always took it upon 
myself that that was my problem, that I had to overcome this as my 
personal issue (.) 
Kasia: I'm sorry I'm interrupting you, but do you mean, that you wouldn't 
take any legal actions? 
Rachel: Facing your abuser, going to court, fighting over what's lost, I'm 
not interested in that stuff. My healing is about recovery, recovering for my 
own, own person and feel healthy, feel good about myself, it's my own 
personal journey (Int. 9, p. 8-9). 

Rachel gives an argument that although she never questioned her sexual abuse (she 

"knew that there was [abuse]"), she is not interested in taking legal actions, as the recovery 

from the abuse was her "personal issue", "her problem". Rachel defines healing to be a 

process of "recovering for [her] own person". Rachel is drawing upon the personal healing 

discourse which has been disseminated by feminist work focusing on women 

victims/survivors regaining their personal sense of self, personal strength, boundaries, 

control, and cultivating self-pride, spirituality and "self-renewal" (Chew, 1998). Thus the 

focus is on re-building the victimized woman's self-identity, and celebrating her life beyond 

the survival of abuse This discourse enables women to exercise power by implying a larger 

network of 'knowing' which is constructed specifically for and by women. The proliferating 

survivor groups for abuse victims draw upon the personal healing discourse suggesting that 

by sharing their personal abuse stories with others, the women break the secrecy of abuse, 

their silence and isolation, and the individual woman "acknowledges the presence of inner 

strength and the ability to cope" (Chew, 1998). Although the sharing of the personal stories 

may provide a public space for the women's experience, at the same time, however, this 

discourse excludes the role of the abuser(s) within the family and within the broader societal 
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order. In addition for some women whom 1 interviewed, the group context (the sharing) 

was constructed as constraining for their personal healing. 

The following excerpt describes one participant's decision to pursue her "personal 

healing path" outside of the group context, where sharing turned out to be painful and "shut 

her down": 

Pam: (...) in the group [group for sexual abuse survivors], the counselor, 
over the course of a few sessions she said to me "I believe there's more" (.) 
What 1 heard was that what you're saying is aah not enough for us to be 
concerned about this (.) with other women, sooo. And so that was, the 
experience that I initially had with a counselor. She led the group so, and 
(.) I, it was very painful, like it shut me down. I felt, I feel a lot of pain 
over that, because I could have had ten more years of younger life, happier 
life, if that counselor had led me to a true recovery process, and aah. Ten 
years later 1 had to start that again. 1 decided that it's me, it's me who has 
to decide how to heal. 
Kasia: Tell me about how, the process now, what are you doing? 
Pam: (Laugh) My mom, my mom thinks I'm wasting my life, spi:ri:tu:al 
healing, but, hmrnrn, this is what works for me, uuh, (.) 1 do belong to a 
group, support group, it's just, they just (.) listen, there's no judgment, no 
questions, uuh, aaah, it's a support group, you listen to others, what they 
have to say, and they too, so you look after yourself, it's focused on you, 
it's you, in the end you need to heal within yourself, sooo 
Kasia: How do you do that, 1 mean, what? 
Pam: It's my personal healing path, it's for me to sort it out, nobody else's, 
sooo. That's about it, kiddo (laugh) (Int. 4, p. 11). 

Pam constructs her recovery process to be her "personal healing path", emphasizing 

repeatedly throughout her story that it is her individual process to deal with, on her own, 

focusing on herself, without questions or judgments from others. The process of recovery 

from her childhood abuse needs to be done "within yourself. Reflexively, she claims that 

any work done "outside of herself, in public, would not be beneficial. Let us look closer 

how she constructs her version of recovery. First, in her story of previous experience in a 

group therapy (ten years before), she attributes her failing to have a "happier life" to the 

counselor who pressed for more information about Pam's abuse. The counselor's remark 

(e.g. "I believe there's more") in fact is made to become the turning point in Pam's life for 

the following ten years. It "was very painful", and made her "shut down". In fact Pam 
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contrasts this initial experience with tswhat could-have-been" (Gergen, 1999), that is, "a true 

recovery process". Her remark that she is the one to "decide how to heal" attributes the 

responsibility for healing to herself (and, in turn, to all women who suffered abuse), rather 

than other helpers. As Pam continues in her next turn, "the true recovery" came only when 

she decided to "heal within herself. Note that 1 ask her twice what that process is about 

(e.g. "Tell me about how, the process now, what are you doing?", and again after her 

second turn: "How do you do that, 1 mean, what?"). Pam's version of her personal healing 

process is vague and ambiguous, defined mostly by what it is not (no judgment, no 

questions). Her laughs create a sense of distance and deflect my insistent questions In her 

third turn, Pam's deflection ("it's for me to sort it out, nobody else's") positions me on the 

outside as someone who either does not understand or who would not sort it out. Pam 

again re-fences her expertise here in her own healing, by ending the conversation with 

"That's about it, kiddo". Her remark puts me in place in two significant ways. First, she 

herself signals the end of talking on this specific issue, and provides a closure suggesting 

that 1 should drop the topic. Secondly, she produces a patronizing remark ("kiddo") which 

positions me as someone less knowledgeable. 

In this excerpt, Pam's recovery is constructed as an intra-individual activity, shifting 

the responsibility to herself for taking actions and for "sorting it out". Her vague 

description of what the process is about makes it distant and intangible. This kind of talk 

renders her recovery a private domain and a secretive one, keeping others away from 

interfering. The non-interference from others (including me as a researcher) warrants her 

true recovery. Thus despite her being a member of a support group, which she finds 

"working for her", she constructs her recovery as a lone path, outside of the public domain. 

Pam's vagueness about her personal healing provides her with "a barrier" against being 

undermined. Edwards and Potter (1992) point to the rhetorical function of such non-

descriptive formulations arguing that they are difficult to challenge, as opposed to detailed 

narratives that provide easy leverage for a rebuttal. Pam's personal healing path thus stays 

intact and protected, which also enables her to have her personal "expert knowledge" into 

her recovery, and therefore to view herself as competent in that process. 
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On the other hand, however, Pam's personal healing discourse constrains her in 

other ways. When her recovery from childhood abuse becomes privatized and is considered 

to be the sole responsibility of the woman to heal herself, the broader social responsibility 

for what happens to women is unacknowledged. That is, reflexively, by perpetuating a 

personal healing discourse, women maintain the social order and its status quo in terms of 

blame and responsibility for abuse against women and girls in our culture. As some writers 

claim (e.g. Bell, 1993, Hacking, 1995), abuse with its aftermath ceases to be a social/public 

problem, once it becomes "psychologized" or is seen as an individual/psychological 

problem. Pam's management of self-accountability for the recovery from her abuse does 

not allow an exploration of counter-discourses, such as the association of abuse of girls and 

women with systematic and pervasive violence against women and domination of 

masculinity in our culture, or the association of childhood abuse with unequal power 

relations within a family. 

In contrast to Pam's lone healing, the following two excerpts are from an interview 

with a woman, Anna, who claims that her abuse left her feeling isolated, and that her 

personal healing came through the group work in which she was involved: 

Anna: (...) and so after she said that [mother expressing anger at her 
daughter after learning about her daughter's abuse by a hired worker in the 
house], I remember feeling so, so (.) I don't know, different, and lonely, 
like 1 couldn't talk to my friends, and it's sort of like, she didn't say that, 
but it's sort of like she was asking how could you, like it was my fault 
right? (.) 'cause he stayed with us uhmm, through the summer? She never 
told dad, and it was like nothing happened? (.) but I remember one time I 
wanted to tell my friends (...) (Int. 6, p. 3). 

Anna goes on to describe the lonely experience with her friends and not being able 

to talk about her abuse with them. Later in the interview, Anna constructs a version of 

personal healing for herself: 

Anna: 1 have energy now, because of my recovery and the group that 1 go 
to. 
Kasia : Tell me how they helped, help 
A n n a : It was important to me that someone could hear what I was saying, 
1 hear you, 1 hear you. Yeah (.) It was important to hear that you hear me. 
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They are able to hear me, hear my pain? It's so, so important to me not just 
to talk but to hear that they hear me, hear my pain, 'cause I feel hurt and I 
hear that they feel that hurt, and that, it's easier to heal. But, 1 still have to, 
like I still have to heal. 
Kasia: Do you expect anything else from that group? 
Anna: Uhmm, no, not really, they're just there for support? But aah, it's 
sort of, aah, it's not like they're he:lping, but they are? Like when I was 
growing up I felt so lonely, like it was inside me and I couldn't even talk 
about it, but now, it's like 1 can talk about it, it's sort of like it's out in the 
open, it's like it doesn't belong to me anymore, sort of 
Kasia: You feel it's more shared maybe? 
A n n a : Yeah, maybe, although, it's still mine (pause), I don't know, it's sort 
of different now? (Int. 6, p. 12). 

Anna positions herself in a very difficult dilemma here. Discursively, she is 

intersecting both domains, public and private. She describes her loneliness as she was 

growing up because she "couldn't even talk about it [abuse]", or she could not express her 

(private) pain. Her support group, not unlike Pam's group, provided a safe forum for her 

story because she felt heard by the members, and the experience gave her energy and made 

it "easier to heal". By the end of the second turn, however, Anna contrasts the process of 

sharing her story in the group with the task of healing on her own ("1 still have to heal"). 

This version of healing suggests that sharing one's story may be helpful to healing, but the 

healing proper still needs to be accomplished on one's own (privately). The contrast 

between the public (in group) and the private way of healing is emphasized by Anna's use of 

the "but" conjunction which separates the two contrary domains. 

Anna's next turn, in response to my inquiry whether she "expects anything else from 

the group", is remarkable in that she makes a series of discursive moves back and forth 

between the two domains, constructing her healing process. Note that my question "Do 

you expect anything else from the group?" after she has just finished describing how helpful 

the group has been for her, does some rhetorical damage to Anna's description of the 

group. The "could-have-been otherwise" alternatives may include my attention to her being 

heard in the group, or my acknowledgment of their support, or my inquiry about her 

"having to heal" despite "being healed" within the group. My turn, however, does not 

provide any of that, and instead, raises a subtle disapproval of the limited value of the 
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group, and creates an expectation of the group to offer "more". Anna's response goes along 

with my version of the group value, that is, "They're just there for support", and "it's not 

like they're he:lping" after all. It is an occasioned description of the support group, that fits 

with the other speaker's (my) attributions of the group. Anna's next line recovers the value 

of the group, and this is where she struggles with the public/private domain of her story and 

pain. She claims that when the story was "inside her" there were no words to express it 

("couldn't talk about it"), but once the story was expressed to others, it stopped being just 

her own (e.g. "doesn't belong to me anymore"), and became public (e.g. "out in the open"). 

Anna hedges a lot in her response which is punctuated with frequent "sort o f , pause, and "I 

don't know" expressions. I attempt to "help her out" and provide the word "shared" for her 

experience. Her last turn remains dilemmatic as she constructs her story and pain as 

private ("still mine"), yet public ("maybe" [shared]). In the end, "it's different" once it 

enters into a conversation with others. 

Anna brings the private/public dilemma to the fore. Her seemingly very personal and 

lonely experience is nonetheless only understood in language, which is very public and 

shared. There is always a public background (social practices, understanding, norms, 

culture, etc.) for individual experiences or memories, and Anna grapples with how to retain 

what is hers, very private and personal, while it is expressed and talked about in public. The 

two domains are blurred and the distinction dissipates. In the same vein, "the personal 

healing" ceases to be personal and always involves others. Both women struggle here with 

constructing their recovery in ways that can be seen as private, yet done with others 

through talk. 

"Hiding from the public" discourse 

A number of women with whom I talked constructed their abuse experiences from 

childhood as deeply personal or individual, especially when compared to the current 

heightened attention to abuse issues received from the public That is, the more childhood 

abuse issues get attention from the media, the more my interviewees go "into hiding" with 

their own experiences. This is how one woman, Heather, describes the process for herself: 
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Heather: (Long pause) I was, I was sexually abused by my dad and I do 
find it difficult to use the word incest, but aah, certainly from reading the 
papers in the last few days, reading about incest, and watching the news 
and what have you, aah, it affects me, it's more difficult. 
Kasia: In what way? 
Heather: 1 don't know, uhmm, it's so much more, it becomes so much real 
when people talk about it and write about it, and it strikes me just a little 
more deeper, more personal, so it's more difficult personally, aahh (pause). 
It's been in the paper for the last few days, an incest situation, so that's, (.) 
that makes my situation more real, more painful. 
Kasia: Because it reminds you of your abuse 
Heather: Because it's talked about, and aah, 1 feel more exposed, they're 
all talking about me (laugh), a:nd, ha, before all that talk, it was, it was (.) 
more of a secret, 1 don't know, it was (.), just that way 
Kasia: What way? 
Heather: (long pause) Uhmm, (.) 1 don't know 
Kasia: Don't know? Uhmm, (pause) Don't know (.) what is it that you 
don't... 
Heather: I don't know, I don't like what's happening right now, I (.) 
worked hard to, to, you know, aah, have a secret, keep it together for so 
many years, and now now it's a, aah (.) it's all disturbed and, because to go 
there again, it forces me to feel more touching, to feel that disgust, the 
scary feeling, yeah (pause). I'd rather have a secret, so, (.) I go into myself, 
1 don't talk about it 
Kasia: You don't talk about it 
Heather: No, that's my thing (Int. 1, p. 3-4). 

Heather constructs her memories of abuse as "her thing", her personal secret, that 

becomes "disturbed" by all the media attention. She does not like "all that talk" about 

abuse. She has worked on preserving "her secret" for many years, and she prefers it this 

way ("I'd rather have a secret [... ] I go into myself). Heather's secret, or her "own thing" 

becomes "exposed" once abuse gets talked about in public, and she feels that everybody is 

"talking about [her]". 

Thus Heather, not unlike Pam and Anna, struggles with the blurry boundaries 

between the public and private access to her abuse. Heather maintains distance from me by 

fending off any questions with "1 don't know" expressions. Her abuse thus remains 

"private" and not "exposed" in the above conversation, just as she wished it to remain. 
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Nonetheless, she had volunteered to talk to me and participate in the study, and in the latter 

part of the interview she shared a few details of her childhood abuse. Thus, contrary to her 

claim of wanting to preserve her secret, she has shared her abuse story. Her reluctance to 

draw upon any of the available discourses about abuse (from media or newspapers), 

however, does reflect her desired distance from the public. She refuses the public discourse 

that would capture her own experiences from childhood. They remain "hidden" from the 

public view, although in some way, they are not personal anymore. Her discourse of being 

hidden and maintaining a secret enables her to "keep it together" and not be disturbed. Her 

pain, as she describes, is protected, or not as "real" by the hidden discourse. This is also the 

talk that Heather is familiar with, she has been drawing upon this discourse "for so many 

years", and it became her identity talk (private). As the issues of sexual abuse of girls in 

their childhood became publicized and public, so did Heather's identity talk. It is now 

public and accessible to anyone and she does not like it (e.g. "they're all talking about 

me"). Heather's discourse of her abuse ("her thing") is being challenged (by me and by the 

public), and she is struggling to position herself in the midst of this dilemma. Heather's 

reluctance to talk about her abuse is of paramount importance. She tries to position herself 

vis-a-vis me, a researcher, who makes her painful secret public. Her understanding of self 

(including her abusive past) is at stake here, and her conversation here with me is part of 

active construction of her identity. 

In a different, but remarkable way, my next participant, Fiona remains "hidden" from 

the public view, in dealing with her childhood abuse. In the following excerpt, Fiona is 

ending a story describing how her childhood abuse affected her relationships with men, 

followed by her reflections on how the abuse impacted her being a woman in general: 

Fiona: (...) Feeling different about myself. Aaah, that continues to be an 
issue in my life, how I dress for business meetings for example. I simply do 
not dress feminine. 1 frequently am referred to, in restaurants or airports, as 
"sir", and I know that a waitress or a stewardess does it very innocently, 
uhmm (.). It's just who 1 am, or who 1 was told 1 am from the very 
beginning, or who I wanted to hide, so he wouldn't look at me and touch 
me. 1 think, 1 think that 1 hated that feminine, femininity in me, maybe if it 
wasn't for that he wouldn't touch me. I don't remember thinking that then, 
but 1 remember hiding inside, that's a good evidence in court, eh? Effects of 
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my abuse. (Pause) (Cough) Somehow 1 was always called a torn boy, 1 
hated that girl, that girl stuff, and I've never been able to move forward. I 
always, always remember feeling like I want to hide, want to be not noticed 
is still with me (pause). I never wear high heels or dresses, or make up, I 
wear suits, oversized suits and large sweaters and the whole package of me, 
the way I am right now, the way I hide my body, it's, you can't see 
anything, it's just a huge blob of a body (pause). 
Kasia: Do you want to stop hiding? (Pause) 
Fiona: You don't understand (laugh) 
Kasia: Help me understand then 
Fiona: You don't understand (pause). I'm not what you call a mainstream 
woman, but, I don't really know any other way, and and, this is what I 
know, and it's OK 
Kasia: 1 guess 1 don't understand... 
Fiona: Nobody understands, aah, people poke around but nobody 
understands. I don't need any advice how to live, or how to stop my 
thoughts and feelings, 1 don't want necessarily to change. My suits work 
for me, let's leave it at that. 
Kasia: Uhmm (Long pause) (Int. 8, p. 8). 

Fiona constructs her life during and after the abuse as perpetual hiding in a very 

practical sense by hiding her body behind oversized clothing. She tells me that initially her 

hiding was to protect herself from the abuser ("he wouldn't look at me"), Her present 

hiding, however, seems to be for protection from "people poking around". Fiona positions 

me as one of those who poke around and who do not understand. Note that initially Fiona 

gives a relatively long version of her hiding from the public (and the abuser) and what 

meaning it carries for her (e.g. hating the "girl stuff', not being able to move forward, and 

wanting not to be noticed). With my single question ("Do you want to stop hiding?"), I 

shift the conversation to "fixing" her hiding, just like others who advise her "how to live", 

or "how to stop her thoughts and feelings" She then discursively excludes me from her 

story, and her next few turns are now short and warranting blame. She repeats several 

times that I do not understand her and that nobody understands. The latter is an extreme 

case formulation (Pomerantz, 1986) that evaluates "everybody" (the public) to an extreme 

dimension in order to make a convincing point or justifiable criticism. 
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Fiona's argument, thus, is that she hides because nobody understands her, and as 

soon as she opens up (as with her story to me), people want her to change, or to stop her 

thoughts and feelings, so then she hides again. The hiding is the only way (of talking) that 

she knows. At the end of her last turn, Fiona states that her hiding "works for her" ("My 

suits work for me, let's leave it at that"), and rhetorically asks me to "leave it alone". The 

hiding discourse makes sense to Fiona, is the one that is readily available to her, and is the 

one that has positioned her self vis-a-vis others. The hiding discourse justifies her actions 

(wearing oversized clothes), and maintains power relation with me, and potentially with 

others. She is resisting me in this instance, excluding me from her world ("nobody 

understands"). 

At the same time, however, Fiona's hiding discourse constructs a particular kind of 

person who is constrained by hiding and whose story cannot be shared with others. There is 

an indication in Fiona's talk with me that she is not satisfied with her hiding, which is 

contradictory to her assertion that her hiding "works for her". When Fiona talks about her 

hiding in her first turn with me, she produces a sarcastic remark about using her feeling of 

hiding as evidence in court for abuse (e.g. "a good evidence in court, eh? Effects of my 

abuse"). With her remark, Fiona pathologizes herself, pointing out that there is something 

wrong with her (hence the hiding), yet not enough to "prove anything". Note that with my 

response to her ("Do you want to stop hiding?"), 1 take up her pathology story. Moreover, 

Fiona pokes fun at the justice system that needs hard evidence to convict a perpetrator of 

childhood abuse. Thus Fiona positions herself as a victim of abuse who does not have 

"hard" evidence for her abuse, and the public does not understand her. 

At the same time, she refuses the victim of abuse discourse, and locates herself 

within a particular talk where things are OK for her ("It's OK"), and that she does not 

necessarily want to change. Later in the interview the "I'm O K " talk is emphasized by her 

talking about her accomplishments: 

Fiona: I have a nice condo, and I've lived in this place for, just under two 
years. I have a job, Monday to Friday, full time job. I've been in my 
current job for almost eight years now. Previous to that I had another full 
time job for five years, both are management positions. Previous to that 1 
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did a trip, for ten months. 1 bought one of those tickets to travel all over 
the world and go to all those cities and see places, live in youth hostels and 
blow all my savings, so I've done a few things, 1 have a university degree, 
I'm a scientist by trade, and yeah, I'm doing fine (Int 8, p. 11). 

Fiona produces some credentialing here building up the "it's OK" discourse for 

herself, despite her childhood victimization. Fiona's interview is an example where a 

speaker can locate herself in seemingly contradictory talks, and multiple discourses emerge 

from her autobiographical narrative. 

2. The true/false memories dilemma 

In the context of the controversy over the veridicality of abuse memories from 

childhood, the women interviewees frequently located themselves at different points of the 

controversy. Some participants told me that they never forgot their childhood abuse, some 

"knew" the abuse happened yet they lost specific memories or the images of specific events. 

Two women whom 1 interviewed claimed that they recovered some of their memories 

during the last few years when the media focused its attention on childhood abuse. One 

woman told me that she did not know whether her memories were true or not, and that she 

was not going to look for answers because in the end "it does not matter". Although nine 

women out of the ten knew that their memories were true, or remember them as true, over 

50% of the respondents at one time of the interviews remarked that in the midst of the 

controversy, they do not care whether people believe them or not. In the following section 

I present the "it does not matter" talk and its different versions that were accomplished 

during the interviews. 1 also analyzed the talk in terms of its enabling and constraining 

effects for the women themselves and the broader social context. 

"It does not matter" discourse 

The following excerpt comes from an interview with a woman, Alana, who 

"knew" that the abuse happened, but did not remember any specific events. 1 start 

the excerpt towards the end of Alana's description of her current circumstances in 

life: 

Alana: (...) don't know what else to tell you, aah, it's pretty much normal, 
you know, carry on with my life (pause). 
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Kasia: So, you're saying that in the context of all that's going on in the 
media about childhood abuse right now, it doesn't affect you? 
Alana: I'm not saying it doesn't affect me, but my only experience is that 
people read those articles and have no idea, none, they haven't been there, 
the craziness of being there, of feeling how 1 felt. People don't know what 
happens to the person who was abused, they don't know what happens to 
me when 1 try to figure things out, the loss of trust, and the confusion, they 
have no idea.(.) I don't care when people are trying to get to the bottom of 
what really happened and this happened and that didn't happen, she is 
making this part up, this is false and this is true, I don't care, I don't care, it 
doesn't matter to me at all. 1 know that 1 was hurting and that 1 was 
confused and I felt bad, I know I felt bad. And if they don't believe it, then 
so what. But 1 know 1 have to believe, I believe, no, that's what happened, 
I know that's what happened (Int. 5, p. 11). 

Alana's response to my question is flowing and uninterrupted by pauses or "aahs". 

Her words are forceful, and she repeats some of the phrases several times for emphasis. 

She presents a particular self-construction that is non-negotiable in terms of her own 

experience of abuse, and a particular other-construction, the other who may potentially 

question the veridicality of her claims. She sees the other as not understanding, not 

supportive, and therefore on the outside of her lived experience. Let us look at Alana's 

discursive strategies which she employed to produce this particular account. 

The context of her account provided above is Alana's early description of her life as 

"very much together" (Int. 5, p. 10), or "pretty much normal" (cited above, Int. 5, p. 11), 

despite the publicity of abuse stories and public debates over the veracity of childhood 

abuse memories. In essence, her early description of herself is that "she is OK", not unlike 

Fiona's credentialing and building up her "OK" status despite her childhood victimization. 

My question posed to Alana is a challenge to her self-presentation as being "OK". Note 

that 1 equated her self-presentation of "pretty much normal" with being not affected by the 

recent media focus on abuse issues (e.g. "So you're saying (...) it doesn't affect you?"). 

That kind of statement carries an attribution that if Alana's life were to be "not normal", 

then it follows that she would be affected by the controversy. This is a highly circumscribed 

description of what qualifies for "normal life" for someone who has been abused in 

childhood. Alana's response is very swift in that she refuses to take up my version of 
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events. She produces a disclaimer ("I'm not saying it doesn't affect me, but"), which 

discursively fends off my assumption (or what one can view as a subtle criticism of her) that 

the controversy does not affect her life (given that she has been abused herself). Alana then 

proceeds to give her version of how the debate affects her life, or what she calls her "only 

experience". The reference to her "only experience" further fends off any potential 

criticism, as it becomes a claim based on personal reactions, and thus difficult to be refuted. 

Her knowledge is that people cannot relate to the experience of being abused ("they have 

no idea", "they don't know what happens"), and therefore they cannot speak for her own 

experience of abuse and her feelings ("craziness" and "confusion"). Alana makes a series of 

attributions about "people" who read newspapers articles, assuming a number of things: 1) 

that these people have not been abused themselves (e.g., "they haven't been there"), 2) that 

they are not compassionate or understanding ("have no idea" and do not know how she 

felt), and 3) that they make decisions about what happened to her and others in childhood 

(e.g., "trying to get to the bottom of what really happened", "this is false and this is true"). 

Alana's attributions are based on her "only" experience, and she does not present other 

"evidence" to support her claims. Yet, her account is very much as a matter of fact 

statement, as if she described something that is evident for everybody to see "out there". 

Rhetorically, her claim is also strengthened by the use of extreme case formulations 

(Pomerantz, 1986) such as. "no idea", "none", "only", and "doesn't matter to me at all", 

which help bolster her claims against any potential doubt. Further, Alana uses repeatedly 

self-knowledge phrases to strengthen her claims, a strategy that is often utilized in 

persuasive discourse (e.g. T know", "1 believe", "I felt"). This kind of self-knowledge 

account is difficult to refute as well. Note also that Alana's memory "proper" is her feelings 

("how she felt"), which determines her regime of truth, rather than what exact events took 

place, which is the dominant memory "proper" sought in the courts of law, for example. 

Thus Alana's account here is produced to counter a potential attribution from 

"people" that her abuse experience may not have been true. At the same time she is 

countering my attribution that she is not affected by the media, which may potentially mean 

the same thing: that her abuse experience may not have happened or may not have been that 
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damaging. Her constructed version of her feelings ("not caring at all") enables her to 

successfully refute both attributions. Her discourse is designed not only for me, but also for 

a bigger audience, the people out there who don't believe. She is also enabled to present 

her self-knowledge as the most important factor in making decisions about her experience 

of abuse ("1 have to believe", "1 know"). In essence, her "abuse memories" are memories of 

how she felt ("I was hurting"), rather than memories of what happened for example The 

similar "feeling talk" is used to account for her not caring about what people say about her 

abuse ("I don't care, I don't care, it doesn't matter to me at all"). 

At the same time, however, Alana's discourse constrains her in some ways. As she 

distances herself from "all the people who don't have any idea" about (her) suffering, her 

suffering remains largely unexplored (out there in public), and her convictions ("I know 

what happened") are open to be undermined by the dominant scientific discourse on 

memory that requires her to validate her convictions with scientific evidence for her abuse. 

Alana's "it does not matter" discourse resists the scientific expert regimen, and reproduces 

the more marginalized way of talking, found within the therapeutic community, which 

emphasizes the client's own feelings, or their self-knowledge as the basis for truth finding. 

For some women interviewees the "doesn't matter" talk has, however, different 

implications. For instance, Margie, in the excerpt below, provides a convincing 

construction of memory as something that one does or chooses to do, thus rendering 

memory a voluntary entity. Thus for Margie, "it doesn't matter" whether what happened to 

her in childhood is necessarily true or false. Her "doesn't matter" discourse is a springboard 

to construct or "do" new memories: 

Kasia: That must have been scary for you [experiencing flashbacks]. 
Margie: (long pause), uuh, it was. (Pause), Doctor [name of doctor] said, 
"Margerie, it doesn't mean it really happened" 
Kasia: How do you know? 
Margie: 1 don't know, it felt real but 1 don't know (.) but in the end, it 
really doesn't matter what was 
Kasia: What was? 
Margie: Real, how can anyone know? (Long pause) Doesn't matter who 
says what, what happened. What's the point? 1 have a system now, it's like 
having a hard drive computer that drives the system off, and then I have a 
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bunch of floppy disks that can be popped into the A drive. Pop the floppy 
disk i n . I c a n go i n , r e a c h a place, access w h a t e v e r I want, go in look and 
come out. 
Kasia: Uuhm 
Margie: That's what's important now, my memories are on floppy disks, 
and I can pop them in and pop them out, and that's what I have to do, they 
don't just happen (Int. 2, p. 9). 

In contrast to Alana's truth by "knowing", Margie admits to me that she does not 

know whether her flashbacks were true or not. At the same time, however, Margie draws 

upon the same discourse of "it doesn't matter" what people say about what happened 

("doesn't matter who says what, what happened. What's the point'?"). Margie resists the 

dominant discourse within which it does matter who says what, and what real is. Then she 

proceeds to construct a different version of events which seems to allow her to devise a new 

strategy that works for her ("1 have a system now"), that is, to understand her memories as 

"floppy disks" which she can pop in or remove from the computer. 

Note that Margie admitted that previously it may have mattered to her what was real 

and who said what, as the flashbacks she suffered were scary and felt real. Yet her new 

system allows her to believe that the reality of what happened does not matter. She has 

control over her memories, she can pop them in and out, "they don't just happen", she can 

essentially make them happen or not. 

There are benefits for Margie in talking this way. First, similarly to Alana's talk, the 

discourse itself (it doesn't matter what people say) creates a discursive space for Margie's 

own self-knowledge, which she says, works for her. Secondly, the metaphor of memories 

as something she does when she wants, and removes when she does not want, allows her to 

control her fear of unwanted memories, and thus pulls her out of the victim discourse. 

Later in the same interview, Margie maneuvers herself successfully to account for the times 

when her flashbacks do happen to her: 

Margie: Fridays are slow days at work, the pressure is off, and then on 
weekends I can work on my memories and go back to work on Monday. 
Kasia: So weekends are hard for you? 
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Margie: It's Friday nights that are hard, usually they come out on Friday 
nights, little bits will come out, out out of the blue... 
Kasia: You mean flashbacks or memories out of control? 
Margie: Out of the blue, sometimes, but I know it always happens on 
Friday nights, maybe it's something to do with slowing down, at work I 
mean 
Kasia: How do you manage then? 
Margie: Oh, 1 always, 1 know they might be coming, 1 get myself ready for 
the material, consciously 
Kasia: What do you mean consciously? 
Margie: Just consciously, I sit somewhere comfortable and stare at 
something, like a wall or something, and out they come (.) 
Kasia: And what do you do? 
Margie: 1 just watch them, that's what 1 have to do (Int. 2, p. 11). 

Margie does remarkable discursive work here to account for what could be 

considered, out of control memories, which, as she previously claimed, do not happen any 

more since she devised her new system. In her second turn, Margie claims that her 

memories come out of the blue on Friday nights. I jump in before she is finished and ask 

her whether she means, in fact, flashbacks or memories that are out of control. In her next 

turn Margie simply repeats that the memories are out of the blue, rather than taking up my 

description of them as out of control. This strategy subtly confirms her own description of 

the memories, rather than mine. Then Margie proceeds to construct her version of 

memories which appear sometimes (rather than always) out of the blue, yet in a controlled 

environment. The control that she can exercise is built up by the phrases such as: "I know 

they might be coming", "1 get myself ready", and "consciously". Her last turn precisely 

produces the image of Margie sitting down and "getting ready" for her work on her 

memories, not unlike by a switch of her computer, the memories come out, perhaps out of 

the blue, but not out of control. Note that I, as an active participant in this conversation, 

position Margie subtly in a therapeutic discourse of "empowerment" with my question 

"How do you manage then?", as it is an implicit claim that despite her terrific past she must 

be all right, or that she has resources to function, therefore she is not a victim. 
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With her talk about controlling her memories, Margie herself refuses the victim 

discourse (having no control); as well she refuses to focus on the question of the veridicality 

of her memories, thus refusing the dominant scientific discourse that is supposed to discern 

true from false. Throughout the interview with Margie, she nowhere deliberates whether the 

memories she brings to look over are true. The best description of how she views them is 

Margie's last turn in the above excerpt where she says that she "just watches them", without 

accounting for them or substantiating them, nonetheless, making an attribution that they are 

true. 

At the same time, however, Margie's talk, as an alternative account of one's 

memories, is largely marginalized in the broader context of the controversy. Margie's 

system of dealing with her memories would be viewed by the skeptics as an example of 

imagery work or visualization, which is considered one of the "questionable techniques" 

that attempt to "dig systematically for the presumed memories" and reflect uncritical 

thinking on the part of both the victim and the victim's therapist (Ornstein, Ceci, Loftus, 

1996, p. 106). 

In contrast to the women interviewees who claimed that the issue around the 

veridicality of their abuse memories does not matter to them, there were a number of 

women participants who made the opposite claim. For these women the issue of the 

veracity of their abuse memories and what other people think was of utmost importance. 

"It's all true" discourse 

Given the controversial nature of memory and the sensitive circumstances of the 

women interviewees who reminisced their past, memory became the most negotiable and 

varied construct in our conversations. The varied accounts of memory were most likely to 

be deployed around a specific discourse which I called "It's all true" discourse. Here, I will 

examine how the participants talk about their memories and how that talk works for them to 

the extent that the purpose of their talk is to explicate the veridicality of their memories of 

abuse from childhood. The previous example of Margie's version of memory as a voluntary 

entity is an unique claim that did not directly address the truthfulness of her memories. In 

the following examples 1 examine other versions of memory that function to flesh out their 
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truthfulness. Here, the women participants explicitly claimed that their memories were true 

(recovered or always remembered), and they utilized different convincing metaphors to 

back up their arguments. The explicitness of their accounts is an issue here. It is as if the 

women defend themselves in advance against the charge that their everyday accounts of 

abuse may be false. The following excerpt is from an interview with Allison who describes 

her way of dealing with memories of abuse: 

Allison: (Long pause) Accepting the memories, it's what 1 do in group, if 
you don't accept them you're always fighting, always (long pause) 
Kasia: You mean you're wondering if they're true? 
Allison: Oh boy (pause), noo, no. I'm not wondering, 1 know they're true. 
How can I explain this, aah (pause). I know, I, but, you have to, you have 
to accept them and stop fighting... 
Kasia: I'm sorry, 1 didn't understand, so how do you go about accepting 
them? 
Allison: Just accept them, uuh, just, they're part of me (pause) because it's 
one thing to go through all this stuff, and (pause) hold it there, hold it there, 
but then it wants to get out of my body, so I have to go through this again, 
again, again and again. That's why 1 decided if that's what's gonna happen 
to me all over again, I have to act on it. I can't hold it anymore, it has to 
get out, and (pause) so I have to accept it and get rid of it, I have to accept 
it before I can get rid of it all. (Long pause). Do you know what I'm 
saying? 1 can get well (Int. 3, p. 13). 

In this excerpt Allison draws upon a common therapeutic discourse to describe her 

experience of re-living her childhood abuse ("I have to go through this again, again, again 

and again"), and of successfully overcoming her experience ("1 have to act on it", "1 have to 

accept it and get rid of it"). The latter part is the standard account of therapeutic success. 

What is interesting in her account is how she negotiates a version of truth with me, and 

what rhetorical devices she uses to accomplish her version of truth. First, Allison talks 

about accepting her abuse memories, which positions her in an abuse discourse (she accepts 

the memories of being abused). An alternative to accepting is 'fighting". Her version of 

"fighting", however, is a situation where a woman believes that she has been abused but 

not accepting the reality of being abused. Allison refuses my account of "fighting" which I 

interpreted as deliberating ("wondering") over the veridicality of her abuse memories. Her 
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response to my interpretation of fighting is a subtle criticism of my apparent lack of 

understanding of her reality ( e.g. "Oh boy (pause), noo, no. I'm not wondering, I know 

they're true"). She positions me in this turn as someone who lacks knowledge ("How can I 

explain this"), and in fact in the next turn I readily take up her account and apologize for my 

lack of understanding. In this instance, I confirmed Allison's version of truth. 

Allison's next account of how she views her memories and how she can accept them 

in order to "get well" is a metaphor of purging her of her memories, not unlike getting rid of 

a virus or bacteria inside her body. She argues that she needs to accept having the bacteria 

and then cleaning it out, otherwise the memories will harm her in a compulsive way again 

and again. This is a powerful account of the nature of abusive memories and the way of 

dealing with them. Her memories are as real as toxic microbes that make us physically sick. 

Once they are out of her body, she can get well. There is no doubt of the veracity of 

Allison's abuse. 

Similarly, Rachel, quoted earlier as describing her abuse as her personal issue, likens 

her memories of abuse to a physical sickness, and views that as proof of the veridicality of 

her memories: 

Rachel: (...) I remember I was in my early thirties and once again I chose 
another abusive man, and aah, and was getting ill, and... 
Kasia: What do you mean getting ill? 
Rachel: Getting physically ill around my parents. That started in my early 
thirties, too. I would visit and I would immediately get sick. I couldn't 
even talk to them, 1 couldn't stand being around them. I had this sickening 
feeling in my stomach. I always knew there was abuse, but I didn't realize 
how deeply, how deep it got to me. Sometimes I had to stay home I was so 
ill. 
Kasia: uhm, so you mean your body gets sick 
Rachel: Yeah, it knows, my body reacts. I had such weird sensations 
around my parents, body sensations (.) 
Kasia: And so you still get that, these uuh, that way, get that way? 
Rachel: 1 don't visit them any more (pause), sometimes when 1 think of 
things back then I get very ill and I know it's still in me (Int. 9, p. 5). 

Later in the interview, which has been partially quoted before on page 125, Rachel 

talks about her mother's reaction to being accused by Rachel of abuse: 
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Rachel: (...) There was, (.) I was very, very angry, and I even wrote a 
letter to Mom, 1 told her what 1 remembered, and 1 only wanted her to fill 
in the blanks and tell me what, tell me aah, her side, but, it's not the case of 
me not knowing what happened of course, 1 just needed her to 
acknowledge, to take my side or whatever. (Pause) Instead, I received a 
very cruel letter where she just berated me that 1 overreacted to no, normal 
family stuff, she didn't see, basically didn't acknowledge my concerns, she 
doesn't understand. In fact she told me in the letter how much shame 1 
caused to the family. But it wasn't normal, if you're ill, that's not normal. 
And because of that 1 had to go back and look at my family again with open 
eyes and understand the control I grew up with, that enmeshment, and let it 
go, recover from that, become whole again (Int. 9, p. 8). 

Thus Rachel, similarly to Allison, views her memories of abuse as physical illness, 

tangible sickening feeling every time she thinks of or is around her abuser(s). The feeling of 

physical sickness accounts as evidence for Rachel that abuse was real and that it "got to 

her". Rachel provides physical symptoms, signs of her abuse that would be difficult to 

refute, for example: "1 would visit and 1 would immediately get sick. 1 couldn't even talk to 

them", or: "Sometimes I had to stay home I was so i l l" , and: "sometimes when I think of 

things back then I get very ill and 1 know it's still in me". Rachel lists the evidence using 

extreme case formulations (immediately, even, very), that quickly amount to an 

overwhelming case of her abuse being real and having deep impact on her. Rachel also 

utilizes a powerful convincing strategy in her second turn when I asked her whether her 

body gets sick. Her response admits that her body "knows" and that her "body reacts" 

providing an argument that seems beyond her control, occurring without her knowing. The 

body "knows" that it has been abused. In this instance she confirmed the evidence of abuse 

by "other objective" sources, her body, that speaks for itself. She ends with a conclusion 

later in the next turn: " i f you're ill, that's not normal", convincingly producing her argument 

about the real physical evidence for her abuse. She manages her "it's all true" talk by 

providing reasonable proof for the abuse, and by objectifying the proof. Rachel is engaging 

here in a semi-scientific discourse of abuse that requires both remembering the incidents 

(which Rachel says that she does, but without confirmation from the perpetrator(s)), and 
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proving the evidence (which Rachel also does in the way of showing how physically sick she 

was). 

Next, Rachel's account of her mother's response to Rachel's accusations of abuse is 

remarkable in many ways in producing a non-negotiable reality of her childhood abuse. 

First, Rachel negotiates the veridicality of her abuse by using extreme case formulations 

stating how angry she became at her mother ("very, very angry"), to the point of writing her 

a letter. Note that in Rachel's description of the content of her letter Rachel produces 

further warranting for her "it's all true" discourse. The truth of Rachel's abuse is not 

negotiable in her talk. She states her case firmly that she "only wanted [her mother] to fill in 

the blanks", and to tell "her side" of the story, and to "acknowledge" Rachel's abuse What 

is assumed in Rachel's talk is her own side, that is, that the abuse happened (" it's not the 

case of me not knowing what happened of course"). The "of course" phrase confirms the 

veridicality of Rachel's abuse, making it real and recognizable beyond doubt. 

After the pause, Rachel produces the opposite (false) reality of her mother who, 

instead, refused to acknowledge Rachel's concerns. The juxtaposition of both worlds 

(Rachel's and her mother's) points out the disparity in truth: this is what happened, and 

instead this is what the mother said. In addition, Rachel points out the disparity in another 

way: she was ill, and "that's not normal". In the last sentence of her account, Rachel 

positions herself in direct opposition to supposed "normal" family discourse, questioning the 

ideology of "safe and secure home life" in the evidence of her abuse. In opposition to 

"normal", Rachel constructs her home as controlling and "enmeshment", from which she 

has to recover and "become whole". Her "becoming whole" is not unlike Allison's getting 

well after ridding herself of her memories. 

Rachel's account is a powerful response directed not only to me, but also to her 

mother and other parents like her mother who refuse to acknowledge their children's stories 

of childhood abuse. Her non-negotiable stance works for her, as it does not leave any 

opening for challenges. Her getting ill serves as a marker of how much she has recovered 

from abuse or "become whole". In addition, note that Rachel's description of her mother 

(e.g. "doesn't understand", "didn't see", "just berated me") positions her mother as "not 
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normal", which became the springboard for Rachel to challenge her family in fundamental 

ways (e.g. "look at my family again with open eyes"). Reflexively, that last phrase 

constructs Rachel's childhood as full of lies or her not seeing the truth (having her eyes 

closed). Thus, discursively, her talk provides her with decision making power in terms of 

defining herself as different from her parents, opening up to truth, knowing herself and her 

body, and finally, taking control over her destiny. 

At the same time, however, Rachel's kind of talk about her abuse ("1 know it's true 

because my body tells me" and "I know what happened of course"), although evidence of 

sort, does not represent a dominant, "proper scientific" discourse that prevails in the midst 

of the controversy. Her memories and her evidence are largely unsupported scientifically. 

Her "body talk" only recently gained some recognition in the clinical establishment through 

the research on "body memories" (see for example Courtois, 1992; Reviere, 1996), which 

suggests that it is possible for abuse memories to re-emerge as somatic illness in trauma 

survivors. 

Heather, who was cited earlier in this chapter as wanting to preserve her abuse as 

her secret, shares with me some of her memories using visual language as her accounting 

strategy in her version of truth: 

Kasia: Do you remember what happened to you? 
Heather: The memories that 1 have are of, of a six year old, sort of, it's just 
blurs of images without much connection to, to. (.) Well, but I see myself 
somewhere aah at the age of six or seven, my dad did something to me, to 
my, to my, and I, I remember my face, I can see my face, I look aah 
disgusted toward my own body, or toward myself. (.) 1 can see myself, 1 
can see my dad, I can see what happened there, and aah, if I told you 
everything that happened, you'd say "you've g Q t to be making this up, 
'cause your dad was a mayor", but it's like watching myself and him, and 1 
can tell you it's right there 1 can see it. (Pause) But 1 can't bear at this point 
of my life to tell my story. 
Kasia: That's OK, you don't have to tell me 
(Long pause) (Inaudible) 
Kasia: Sorry? 

Heather: He had the perfect family, you know, so (.) he has to repress 
what really happened (Pause) 
Kasia: He doesn't believe you? 
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Heather: No:oo (Pause) (Int. 1, p. 10-11) 

Heather's memories as she starts out her turn in the above excerpt are "blurs of 

images". Yet, as she gives an account of what happened, the images are constructed as 

clear photographs or a movie where she can watch what happened (e.g. "I can see my face", 

"1 can see myself, I can see my dad", or "it's like watching myself and him (...) right there 1 

can see it"). Her account powerfully capitalizes on the visual evidence which she claims she 

can see in her mind as she is speaking to me. That kind of construction shows a great 

concern for truth or accuracy of what happened in her childhood, perhaps triggered by my 

initial direct question "Do you remember what happened to you?", which can be viewed as 

a challenge to the accuracy of her abuse. Given the controversy over the veridicality of 

childhood abuse, there is a lot at stake for abused people, and Heather's account reflects 

these concerns. She wants to be believed, yet she does not want to share "her secret", as 

previously discussed earlier in the chapter. Thus, Heather's story is particularly interesting 

in that she makes a considerable discursive effort to convince me of her abuse without 

sharing much of the abuse experiences. She constructs herself as having direct perceptual 

access to the events from her childhood, which makes her claims all the more real. Her 

frequent use of the "I can see" phrase brings about the realistic nature of her description. 

Her narrative about the event itself is devoid of details, and the listener in the end does not 

know what happened. 

However, Heather offers useful visual cues that help the listener picture the abuse. 

For example, Heather claims that she can see the disgusted look on her face when she was 

six years old after her dad did something to her. That kind of factual vivid description of a 

scene that happened thirty some years ago is a powerful discursive tool in constructing an 

account less contestable. Rhetorically, it also assigns blame to Heather's father for "doing 

something" to her that brought disgust to her face. At the end of her first turn, Heather also 

deploys another powerful feature of talk by providing me with a counter argument to her 

own claims (e.g. " i f 1 told you everything that happened, you'd say you've got to be making 

this up, 'cause your dad was a mayor"). By doing so, she is already accounting for my 
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disbelieving her story. Her response is a disclaimer-like statement which on the one hand 

acknowledges my (or others') lack of acceptance of her truth, but on the other hand, allows 

Heather to claim her truth even more persuasively (e.g. "but it's like watching myself and 

him, and I can tell you it's right there I can see it"). This 'Iwo-handedness" strategy (Billig, 

Condor, Edwards, Gane, Middleton, and Radley, 1988) has a useful rhetorical function in 

fending off in advance any potential suspicions of her not telling the truth. Heather's last 

sentence in that turn makes her truth even more poignant: the story of her abuse is so 

horrendous that she "can't bear" to tell it. In my next turn I discursively position her as the 

one who is telling the truth, and myself as fully believing her, by saying "That's OK, you 

don't have to tell me", thus accepting her story as true and difficult to share. 

In her last turn of the above excerpt, Heather accomplishes further remarkable 

rhetorical work in warranting her own truth. She turns the discourse of false memories 

onto her father, attributing his refusal to acknowledge her abuse memories to his own 

repression of "what really happened" in their family. She also provides a reasonable and 

powerful cause for his supposed "repression", that is, the abuse memories would shatter her 

father's image of having a "perfect family". Thus, in this instance Heather manages a 

number of things: first, she undermines her father's version of having a perfect family, next, 

she attributes blame to him for not wanting to accept her truth, and then, she shows his 

vested interest in hiding the truth. 

This next excerpt is an example of a narrative of tragedy that produces a particular 

kind of truth of the woman's abuse, and evokes from me (the listener) an empathic 

endorsement of her truth. Tara responds here in a lengthy way to my inquiries about how 

her childhood abuse has affected her life. This excerpt is only the latter part of her 

response: 

Tara: (...) A:nd I had a very painful name at the university, everybody 
called me a "piss tank", and after a while it was PT, and 1 see people now in 
my life from that time and they don't even know my real name. They just 
call me PT because 1 was such a drunk. So here 1 was: such a drunk, 1 was, 
(pause) such a f-ing drunk. 
(Long pause) 
Kasia: I'm sorry 
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Tara: A:nd people would ask me "what's wrong with you", "now what's 
wrong with you?", what's wrong with me? Why is it that 1 enter those kind 
of relationships, that I get smacked around, that I use, or used alcohol in 
order to be able to deal with people, or that 1 just go into panic attacks, or 
that I feel about myself like I'm no good, that I want to kill myself, thinking 
really what's wrong with me, why can't 1 get another job, or go to things 
like normal people, really, just look at me. I'm, this is who I am, and I am 
this way, this is why I'm this way. 
Kasia: My question doesn't even, 1 don't, don't even im (.) imagine 
Tara: No, nobody can, (.) and 1 want everybody to know, 'cause nobody 
has any idea and it makes it even worse 
Kasia: Yes, uhm, I can see how much you're hurting (Int. 10, p. 7) 

Tara's account sounds very different from other women's cited earlier where the 

participants claimed that it did not matter whether people believe them and/or whether their 

memories of abuse were true. Tara's story, however, is organized in a form of tragic 

events in her life, thus bringing forth a number of claims: 1) that her childhood abuse caused 

subsequent tragedies in her life, 2) that her truth is proven by all the listed and "shown" 

evidence, 3) that nobody knows how much her abuse damaged her, and 4) that because 

others do not know about her suffering, her suffering is worse. Thus Tara's claims provide 

evidence that there is a lot at stake for her if people accept her version of truth. That is, her 

understanding of herself, and her suffering can change, if her claims are acknowledged. 

Let us look at each of these claims in detail. Tara's attribution of blame is mainly 

produced in her second turn, where she lists all the evidence of her abuse, and culminates 

with the statement: "really, just look at me. I'm, this is who 1 am, and 1 am this way, this is 

why I'm this way", thus providing a direct link between her childhood abuse and how she is 

now. Throughout her second turn she also rhetorically asks herself why she experiences all 

the difficulties, and at the end, she answers herself (and the bigger audience) that 

"this[abuse] is why [she is] this way". Her first turn, however, does contribute significantly 

to her narrative of tragedy and account of blame. Tara repeatedly gives evidence for her life 

being damaged starting each description with "a:nd", listing the tragedies as consequences 

of her abuse as if in a script: the abuse occurred, a: nd this happened, a:nd that happened, 

a:nd so on. This kind of rhetorical structuring heightens the magnitude of damages allegedly 
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caused by the abuse. In Tara's last line of her first turn where she describes herself as a 

drunk, Tara utilizes another strategy to point to the abuse as the culprit for her difficulties 

later in life: "So here 1 was: such a drunk, 1 was, (pause) such a f-ing drunk". The "so-here-

I-am" or "here-it-is" statements in a narrative form construct the cause-and-effect link 

between events. In this instance Tara constructs her drinking as a direct effect of her 

childhood abuse. Also, the "here-I-am" line is similar rhetorically to Tara's later statement 

"just look at me", both constructing the evidence of her abuse as out there ready to be seen 

clearly by others. 

My responses to Tara's story are empathic and confirmatory of her truth, that is, 1 

openly give support to her narrative of tragedies, her attribution of blame and her pain 

caused by the abuse (e.g. "I'm sorry", "1 can see how much you're hurting"). These 

statements wedged in between Tara's story, contribute to the nature of her story. For 

example, after Tara's second turn where she presents her difficulties in life formulated as 

facts following the abuse, I stumble in my response demonstrating discomfort but also my 

acceptance of how Tara accounts for her problems in life: "My question doesn't even, 1 

don't, don't even im (.) imagine". In this instance I communicate that my knowledge is 

limited in comprehending the vastness of her injuries due to her abuse, which rhetorically 

allows Tara to go on with her story. She in fact takes up my talk of lacking knowledge or 

understanding and launches into further attributional work stating that "nobody" 

understands or "has any idea", and that she wants "everybody to know" about her damages. 

She is using extreme case formulations (Pomerantz, 1986) to provide a more effective and 

persuasive argument against any potential doubt, as well as to construct a consensus (for 

everybody out there) in terms of their understanding of her damages due to abuse. Tara also 

positions me here as one of those who do not understand, something that occurred 

frequently with the women participants. Tara'a claim that because people have no idea 

about her difficulties, "it makes it even worse", constitutes more attributional inference on 

Tara's part. She subtly blames others for ignorance about, or not understanding her hurt 

and difficulties stemming from the abuse. What can be inferred is that, if it were otherwise 

(people were understanding), her difficulties would be less of a problem (supposedly "it 
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would be better"). The rhetorical value of such a claim is that it does not speak directly 

about Tara's desires and needs (e.g. if Tara were to say: "if people have some idea about 

my suffering, 1 would feel better, or it would help my struggles"), but rather, the inference 

of blame is packaged in a description of seemingly external events ("cause nobody has any 

idea, and it makes it even worse"). 

Tara's "it's all true" discourse is similar to the symptom talk utilized by some of the 

clinicians, and described in detail in Chapter Three. The extreme version of that discursive 

move would be to focus entirely on "clinical symptoms" of the alleged abuse, that "speak 

for themselves", and to regard memories or lack thereof as inconsequential. Thus Tara's 

symptoms are the truth of her abuse, and for her it makes a difference whether people know 

and believe her truth or not. 

3. The past/present dilemma 

The third and final prominent dilemma in my conversations with women was the 

issue of their making sense of their past abuse in the context of their present lives. This issue 

was fleshed out in women's stories of how they are managing their identities or who they 

are, given their abusive past, and the broader pressures from the public or the media to 

"leave the past behind", to forget or forgive their abuser(s), or to "get on with their lives". 

"Getting on with one's life" discourse 

The talk of "getting on with one's life" is a powerful rhetorical strategy mostly used 

by the public and often referred to during therapeutic counseling. Although the common 

interpretation of "getting on with one's life" refers to living in the present, looking into the 

future and not dwelling in the past, some women participants redefined the meaning of the 

phrase in order to retain their past as part of who they are now. Wendy's explanation below 

is the most illuminating description of that self-redefinition: 

Wendy: (Pause) I never used to have higher powers, or call it that way. 
But now I'm totally amazed. I go to mass every week-end, I'm doing it and 
it's good. I feel healed there, because I can never be healed by using drugs 
or medication. 
K a s i a : Why not? 
Wendy: it's just blotting the pain out, it doesn't work, eeeh, no. (Pause) 
Have to open up to the pain, do you know what I'm saying? 



153 

Kasia: yeah, yes, so is that how you make sense of the pain, and (.) so you 
can go on with your life? 
Wendy: Oooh, here's that phrase, "get on with your life" (Pause) 
Kasia: What is it that made you react? 
Wendy: I've heard people say it to me in various ways, as if "oh, just get 
on with your life Wendy, leave behind all this stuff', or: "get on with your 
life and do something productive", "[working] all this stuff, this is not 
living". But, getting on with my life is (pause) continuing to learn more and 
more what happened to me, being open, opening, opening to my past, every 
day of the rest of my life (Int. 7, p. 11-12). 

Wendy's making sense of herself, who she is, having experienced childhood abuse, 

necessarily involves going into her past and understanding or learning, as she put it, about 

what happened to her. The concepts of past and present are not separate for her, but rather 

mixed together involving a constant back and forth movement to attain some resolution of 

who she is now. Wendy indicates to me that she has been positioned in the "get on with 

your life" rhetoric previously by other people, and she immediately refuses that discourse 

with me. She re-defines it for herself in a way that works for her: her past is inextricably 

present in every day of her life, and that is what "works" for her healing. Earlier in the 

exchange, Wendy also indicates that drugs or medication do not work for her because they 

"blot the pain out", which demonstrates her refusal to take up a medical discourse as well. 

Similarly, Anna, who was cited earlier as espousing a personal healing discourse, 

accomplishes a rhetorical fuse between her past and her present, not unlike her earlier 

attempt to fuse the public and private facet of her abuse: 

Kasia: So it's, it's (abuse) really affecting your entire life, affecting you as 
a person, you're saying? 
Anna: That's right, yeah, oh yes. When 1 express that to people they say 
"that was the past, this is now, and it isn't the same thing", right? I'm 
getting better at responding that it's me, the same me, and it's like the past 
is here, inside me, it's taking me years, my past is all over me, kind of 
[unfolding], you know? 
Kasia: unfolding, you mean? 
Anna: Yeah, it's like you can't help but let it unfold, it's got to unfold 
Kasia: But some people say that if you leave it alone, it won't affect you 
any more, so that you can go on... 
Anna: Maybe you can, I don't know (.) I can't, not now (Int. 6, p. 14). 
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Similar to Wendy, Anna refuses the rhetoric of getting on with her life, and turns it 

around for herself, producing an account of her past as being always inside her or "all over 

her", thus needed to be attended to at the present time. Anna accomplishes another 

interesting rhetorical move about her past. Her past is constructed as "unfolding" by itself 

at the present time, and she "can't help but let it unfold". Anna's past in this instance 

becomes an independent entity over which Anna has no control. Thus her initial 

construction of her past being "all over her", or fused with her present, is now aided 

significantly with the description of her past as "unfolding" with its own force. I attempt to 

counter her claim with a statement: "But some people say that if you leave it alone, it won't 

affect you any more, so that you can go on...", suggesting to her subtly that there is another 

alternative to dealing with her abusive past, that is, leaving it alone. Note that I bring in 

"some people" into the claim, constructing it as a general consensus agreed upon among 

"some people". Anna, however, refuses that consensus discourse on how to deal with her 

past, reworking it for herself as an individual case (e.g. "Maybe you can, 1 don't know (.) 1 

can't, not now"). Thus she positioned herself as different from some people who can "go 

on and leave their past alone". Her refusal is softened by "maybe" and "1 don't know", 

phrases which gently may embrace my view or some people's view. In the end, however, 

she rejects that particular view for herself, building up her "unfolding past" as more 

powerful than herself. Thus ultimately she "can't" leave it alone and then go on with her 

life. Her inability to leave her past alone is the basis for her dispositional account as 

different from those who, I suggested, can go on with their lives and leave the past behind. 

Anna's account is significant in that it counteracts a powerful therapeutic rhetoric 

which claims that abuse victims can in fact "go on" and not dwell on the past, focusing on 

the so called "here and now". Below 1 demonstrate typical therapeutic talk on the issue of 

past and present, taken from one of my interviews with clinicians. This particular excerpt is 

taken from an interview with Tom, a psychologist who has years of experience in working 

with victims of abuse: 
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Tom: Well, if I had a lot of money, I would certainly put more effort into 
more of a, aah, more solution focused therapy, that's what they [abuse 
victims] need more. But they need a whole lot more than six sessions to a, 
get going, that's what they get now. 
Kasia: They need more because? (Pause) Is it because they need to go 
back to the past? 
Tom: No, no, not at all. Frankly, you don't need to rehash things. When 
one was abused, it goes into so many different directions, there are so many 
problems in their current life that they have to focus on to get well. 
Kasia: Solutions, on solutions in their current life? 
Tom: That's right, on the here and now, as they say (Int. 8, p. 13). 

Thus, Tom constructs a very different view from Anna's and Wendy's on how to 

deal with the abusive past. Given the economic limitations of what is available to people 

seeking therapy that is not paid for privately, Tom's construction of their past has to be 

necessarily contained as separate, so the therapeutic focus is on current solutions ("here and 

now") with the goal of some tangible therapeutic outcomes. The "here and now" talk 

demonstrates a liberal humanist discourse which constructs a victim of abuse as being able 

to close or discard the past, and to build a new life ("get well"), despite their existing 

memories of past abuse. Note Tom's condescending re-construction of my version of 

"going back to the past", which becomes "rehashing things", or going over the same old 

thing, without adding any new valuable information. Tom's argument for the "here and 

now" focus in therapy is descriptively grounded in his clients' apparent inability to solve 

their "many" problems in their current lives. 1 specifically juxtapose Tom's account with 

ones of Wendy and Anna, as Tom's is a powerful discourse which positions potential clients 

as unable or problematic, if they do not follow the "here and now" therapeutic model. Anna 

and Wendy resist that kind of talk with me. Note that Wendy is more successful in 

constructing her version of healing as based on her past. In contrast, Anna resists the "leave 

it alone" talk, but does not provide a convincing argument for her construction. Her last 

turn "1 don't know (.) 1 can't [leave it alone], not now" is an example of a discursive gap 

where both speakers are disagreeing on versions of events and the end result is not clearly 

negotiated. 
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The following is another example of a swift and witty refusal of the "here and now" 

powerful discourse, accomplished in a conversation with me by one of my women 

participants: 

Margie: Well, in therapy they say, we will be dealing with here and now, 
and 1 say "fine, do you want to hear about the memory that I worked on 
last night?". It's here and now, isn't it? (laugh). But they think it's not 
worth dealing with that. "Pu:t- i:t- be:hi:nd-you:", "Le:t-go:-o:ff-it", they 
blabber. It aggravates me. The more 1 learned what horrible things must 
have happened to me, the more 1 come together. The more 1 feel my body, 
the more 1 feel my feelings, now 1 can feel, physically, I'm alive. 1 have to 
live my past so I can live now. It sounds strange but I need to go through 
this. Yes 1 experience feelings, 1 feel rage, they are extreme, but at least 1 
feel something (Int. 2, p. 12). 

Margie's rejection of the therapeutic discourse of "letting go" or "putting the past 

behind" is accomplished in a skillful way. As she becomes positioned by her therapist(s) to 

focus on the here and now, she re-defines the boundaries of the "here and now", or what is 

current, and includes her current evenings when she "works on her memories". Her past is 

current. Margie's talk also displays some sarcasm towards the therapeutic regime, 

demonstrated by the tone of her voice, as she mimics their "blabber": "Put- i:t- be:hi:nd-

you:", "Le:t-go:-off-it", with elongated syllables, packaged together in one phrase. The 

word "blabber" itself constructs therapists' talk as an idle chatter which has little to offer to 

Margie. She then goes on to construct her reality of dealing with her abusive past, which, 

again, similarly to other women, works for her. Focusing on her past makes her "alive" , 

and brings out her feelings. Note that the one feeling she admits to is rage, which could be 

viewed as potentially destructive. Margie, however, negotiates that nicely in her narrative, 

arguing that rage is better than not feeling anything (e.g. "I feel rage, they are extreme, but 

at least I feel something"). Margie accomplishes a remarkable task here by preferring rage 

to not feeling at all. She constructs her abuse ("horrible things that must have happened to 

her") as worse than rage. She is essentially communicating that she is satisfied with feeling 

rage ("at least feeling something"), rather than being not able to feel at all (potentially 

occurring in the case of putting her past behind). She feels better when she feels things, 
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even if what she feels is rage. Margie's choice of the emotion that she is communicating to 

the listener is significant. Rage can be experienced when memories are extremely 

traumatizing and devastating for one's being. By choosing rage, Margie is communicating 

the intensity of her pain caused by her abuse. 

Margie's interview is significant in that she draws upon a large versatility of 

seemingly contradictory discourses, often intersecting back and forth. For example, in the 

earlier section, Margie constructed an account of herself as not caring about the truth status 

of her memories of abuse. Here, however, Margie shows a definite preference for the truth 

about her memories and about her abuse. The memories cause rage, and she chooses to 

"live [her] past" in order to "live now". This kind of talk seems to be in opposition to her 

earlier "it doesn't matter" talk. In fact, here, "it matters" a great deal what happened to 

Margie in the past, as she claims that her present life ("now") depends on how she lives 

through her past. At the same time, however, Margie's contradictory discourses can be 

viewed as not necessarily inconsistent, nor signs of actual inconsistent facts or knowledge 

on her part, but rather occasioned ways of talking, consistent with the conversational 

demands, and produced as versions of her particular reality at the time of talking with me. 

The particular notion of living or re-living one's past for the benefits of the present, 

taken up specifically by Margie, and to some extent by Anna and Wendy, is an important 

and contested issue in the public at large and among psychologists, clinicians and theoretical 

authors. Apart from the more common problems that the "re-living of the past" may 

produce ethical and professional concerns among others, Miltenburg and Singer (1997) 

argue that the re-living of the abusive past can become a "destruction of [victims'] way of 

life" (p. 621). That is, the authors contend that general recovering of the past or returning 

to the client's past in therapy frequently translates into more suffering and/or the therapist's 

condemnation of the client's survival skills. Instead, Miltenburg and Singer propose that in 

order to help the victims of childhood abuse, the therapeutic focus needs to be on concrete 

goals in the client's current life difficulties. 

The sample of women participants whom I interviewed for this project either refused 

this discourse directly by insisting on the importance of looking into their past (as in the 
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case of Anna, Margie or Wendy), or re-worked for themselves the meaning of their past in a 

way where the discourse of the "current difficulties" does not fit the conversation. The 

following is an example of how one woman maneuvers herself in a different direction and 

out of the discourse of the here and now, in which I am trying to position her: 

Kasia: You've said you've done a lot of, you've read lots of books (.) to 
help you with your uhmm your life? 
Fam: Yeap, 1 have. Not my life, my abuse. It's almost like you get a rattle 
in your brain, you read something and it just tells you to speak the words, 
just speak the words and it somehow connects the thinking and the reading 
part with the feelings that you have inside, the feelings that were tangled 
up, and you are allowed to get them out and kind of process them. 
Kasia: And in that way you can build your life again? Go on with you life? 
Pam: (Pause) 1 can heal from my abuse, it's about healing 
Kasia: Healing, OK, so you process the feelings? 
Pam: Yeap, feelings, memories, anything that you have inside (...) 
Kasia: Do you have to do that? Why do you have to go back? 
Pam: (Laugh) To integrate it, otherwise it's like there's this part of you 
that you're scared of (...) (Int. 4, p. 5). 

At this point Pam goes on to explain how the "integration" of what inside her is 

important to feel "whole" and "healed". For the purpose of this analysis, however, 1 wanted 

to point out Pam's discursive work here to re-direct my discourse of "going on with her 

life" to the healing discourse, which involves "processing" and "integrating" the feelings 

from her past. The processing and integration of emotions involved in past trauma can be 

seen as a standard counter-therapeutic discourse to the "here and now" focus in therapy. 

For example, van der Kolk, McFarlane and Weisaeth (1996) argue that one of the essential 

steps in healing people who experienced abuse in childhood is, what they call, synthesis, 

realization and integration of traumatic memories into the person's personal history 

Pam draws upon that kind of therapeutic talk and specifically does not take up my 

discourse of the here and now focus. Note how she corrects me on two occasions when I 

attempt to position her in the "current life" talk. First she changes the discourse by stating 

that the books she is reading are helping her with her abuse, and not her life (e.g. "Yeap, I 

have. Not my life, my abuse"). Secondly, as 1 pursue the "going on with her life" theme, 
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Pam corrects me again (e.g. "I can heal from my abuse, it's about healing"), letting me 

know that she is not interested in talking about the current difficulties in her life. Note that 

1 take up her discourse and agree to talk about healing, which to Pam means processing and 

integrating the feelings around abuse, that is, dealing with her past, and not her present. 

Which ways of "healing" work for the victims of abuse becomes, in the end, their 

own accomplishment. Refusing the "here and now" discourse helps the women "break the 

silence" of their abuse, and removes them from the so-called "everyday pathology" (any 

current life difficulties), placing the childhood abuse and its memories in a special and 

separate status. 

A related issue of dealing with the abusive past by forgiving the abuser(s) was also 

frequently raised by some of my women participants. 1 will now explore this issue. 

"Forgiving your abuser(s)" discourse 

Forgiveness is often discussed in self-help books as a critical step in completing the 

recovery process for the victims of childhood abuse. Bass and Davis (1992) argue that the 

abuse survivors need to forgive themselves first, and that eventually the resolution of their 

own blame and shame may lead to forgiving the perpetrator(s). None of my participants 

talked about forgiving themselves, but some took up the theme of forgiveness for their 

abuser(s). The predominant talk, however, was about forgiving the perpetrator and at the 

same time not forgiving the "accomplice", that is, the other parent who "let it happen". The 

following is an example of how one woman negotiates the attribution of blame and 

forgiveness: 

Tara: (...) My mother can't speak her father's name without crying, she 
doesn't talk about her own childhood, doesn't know where her family 
members are buried, aah, there's just, that part of her life is a void, and she 
just never, she never did anything about that. 
Kasia: Do you talk to her at all? 
Tara: No, 1 don't talk to her now, she is really really angry at me, she sees 
that what I'm doing right now does not honor my father, she is so angry. 
She doesn't hear me, it's like she has never heard me. She never heard me 
when 1 was a kid, when 1 need her support, or just when 1 needed her, she 
just wasn't there, she pretended she didn't see, she didn't do anything, and 
when I was drinking when 1 was going to the university she didn't help me, 
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she just wasn't there for me, and now she isn't there for me, all what's 
important is to honor my father. 
Kasia: You're angry 
Tara: I'm not angry, I'm not angry at him, he wouldn't understand, aah 
(Pause), he's just that kind of a man 
Kasia: Are you angry at your mother? 
Tara: Not angry, but 1 just can't imagine how, 1 just can't forgive her for 
all that (...) (Int. 10, p. 10) 

Tara constructs her father (the abuser) as someone who does not understand (what 

he did), thus absolving him of responsibility. Note how Tara skillfully removes her father 

from the story by labeling him as "just that kind of a man" who wouldn't understand, thus 

placing specific personality characteristics onto him, as outside forces which make him 

unable to understand (and held responsible). At the same time, however, Tara constructs 

her mother as the one who was responsible for the abuse, because she did not protect Tara, 

and was not there for her. There is also an implied blame of her mother for not being able 

to deal with her own childhood abuse (e.g. "there's just, that part of her life is a void, and 

she just never, she never did anything about that"). At the end of her last turn, Tara 

explicitly states that she cannot forgive her mother, leaving her father out of the 

conversation. Tara's attribution of blame for the abuse is grounded here in extreme case 

formulations (Pomerantz, 1986), for example: "really really angry", "she never heard me", 

or "she just wasn't there", making the personal account of her mother as non-negotiable and 

difficult to refute. 

Fiona's account is also a similar example of attributing the blame for the abuse to 

her mother, even though the perpetrator was the father: 

Kasia: Can you share with me what happened to you in the past? 
Fiona: (Long pause) Well, 1 experienced two kinds of abuse that 
intermingled to the point that the effects of one or the other are 
indistinguishable, confusing. 1 was, 1 was abused by my dad, and I was also 
abused by my my mom (cough). 
Kasia: You were sexually abused by both parents 
Fiona: Well, no. The other abuse, I don't have a clear understanding, I 
consider it more of a, an isolation from everybody, and 1 think, 1 think, 
that's (Pause) I grew up on a on a small cattle ranch and aaah (cough), a 
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small family, isolated on a farm, the family stayed very much to itself, and 1 
recognize now the effects of not seeing my mother interacting with other 
women. That led to a great deal of confusion in my life. I understand now 
why, why, why I don't have friendships with other women. It's hard it's 
hard for me to understand and let it go (...), so the sexual abuse that I had 
experienced was so much a part of isolation, small family, closed (Int. 8, p. 
1-2). 

Recall, Fiona's talk earlier in the chapter about her hiding in "oversized clothes", 

and being isolated. The above excerpt is taken from the very beginning of the interview 

with Fiona. It is interesting in that the theme of hiding and being isolated is present in 

Fiona's account right from the start. Although Fiona talks more later about her father 

abusing her sexually, here she makes the abuse from her mother (being isolated) as the 

primary abuse, from which the sexual abuse by her father had originated (e.g. "so the sexual 

abuse that 1 had experienced was so much a part of isolation, small family, closed") Fiona 

also indicates in her account that she cannot "let it go" or understand her mother's actions, 

thus not being able to forgive her mother. 

Fiona's and Tara's are examples of blaming the "colluding mother" for the abuse 

that happened at the hands of their fathers. The fathers are excused dispositionally, or the 

abuse by the fathers is relegated to something less damaging (as in the case of Fiona), 

whereas the mothers are the ones who cannot be forgiven. 

III. Summary 

The discourse analyses provided in this chapter were the second part of the research 

project, and were to illuminate different dilemmas or issues faced by the women victims of 

abuse who participated in this research. 1 examined discursively three different issues with 

which the women struggled during their interviews with me. Under the umbrella of each 

dilemma 1 analyzed several different discourses that the participants deployed, paying 

attention to the ways in which the particular talk enabled the participants or constrained 

them in the expressions of their accounts. The women's discourses varied in their 

construction and functions, were often inconsistent and contradictory. Yet, they all 
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accomplished specific useful actions in our conversations, and consequently had 

implications for the women's understanding of themselves and their memories of abuse. 

1 began with the public/private dilemma wherein the participants constructed their 

abuse and the recovery from it as a struggle to locate their suffering as either private or 

public or both. I identified two distinct discourses, a personal healing discourse and a 

hiding from the public discourse. Both ways of talking resolved in some manner the 

women's struggle to make sense of their abuse and their identity. The personal healing 

discourse, the most prevalent in women's talk, emphasized their abuse and their recovery as 

a private intimate journey, often described as "becoming whole" or "healed". The hiding 

from the public discourse emphasized the women's "hidden" and secretive nature of their 

abuse and pain, often constructed as isolation, pathology and loneliness. Both discourses, 

however, fleshed out the women's sense making of their identity as victims of abuse, in that 

they oscillated between the private nature of their experiences and, at the same time, the 

public, exposed character of their experiences and pain. 

The second dilemma which 1 have identified in my analyses focused explicitly on the 

contested issue of the truthfulness and falsehood of the women's memories of abuse. 

Within this particular dilemma I identified two distinct ways of talking that equally resolved 

the women's struggles. The first one, which I called the "it doesn't matter" discourse 

creates a discursive space for the women wherein they manage to assert their "normality" 

despite their abuse in childhood. These women drew upon the "it doesn't matter discourse" 

to emphasize their distance from the controversy, and their apparent lack of caring about 

what people around them say with regard to childhood abuse and memories. The second 

way of talking that 1 identified within this dilemma was the opposite assertion, which 1 

called "It' all true" wherein the women emphasized explicitly the truthfulness of their 

memories of abuse, citing most likely clinical or physical evidence for their abuse to back up 

their stories. Despite the fact that these two discourses are opposing one another and are 

contradictory, the women participants managed to resolve their suffering and their identity 

by drawing upon the two ways of talking, and in this way did away with the controversy 

that touches so personally their lives. 
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Lastly, the third dilemma which 1 identified in the interviews with the women 

participants was the past/present dilemma wherein I examined two distinct discourses, 

"getting on with one's life" and "forgiving your abuser(s)". In this dilemma women made 

sense of their abusive past in the context of their present life focusing particularly on how to 

either integrate into or separate from the abusive events and perpetrators in their current life 

circumstances. The "getting on with one's life" discourse is particularly prevalent in the 

therapeutic culture, and the women whom I interviewed strongly rejected the common 

meaning of that talk (e.g. putting the past behind), re-defining for themselves the concept of 

past and present so that their past remained an intrinsic part of their current identity. The 

"forgiving your abuser(s)" discourse was constructed by women who expressed 

understanding or forgiveness toward their fathers abusers, at the same time blaming their 

mothers for "letting the abuse happen". Again, no matter which discourse or way of talking 

the participants drew upon, they used it as a linguistic resource to explain their pain as part 

of their identity. 
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C H A P T E R F I V E : C O N C L U S I O N S A N D R E F L E C T I O N S 

In the last ten years memories of childhood abuse have frequently become a nucleus 

of public controversies, legal proceedings in the courts, media coverage, popular 

publications and professional debates. The issue of memories of childhood abuse did not 

just come into the public limelight coincidentally. Feminist writers (e.g. Brown and 

Burman, 1997; Enns, McNeilly, Corkery and Gilbert, 1995; Ward, 1984) suggest that as 

women's and children's rights became a focus in the midst of societal changes (in which 

feminist movements surely played a distinct role), the publicity of sexual victimization of 

girls and women stirred the foundations of our social order. The uncovered stories of abuse 

or incest told by victims directly disturbed our familial order of patriarchy, our social 

assumptions of a safe family home, and our traditional understanding of moral values. Incest 

or sexual abuse by a family member cannot be analyzed or resolved devoid of a social 

context. If sexual abuse happens as frequently as reported in the past decade, as confirmed 

by its victims, it reflects our social principles and ethical practices. Thus, the stories of 

childhood abuse memories threatened our normative social understanding of who we are as 

persons and as a community. 

Despite such profound implications that the memories of childhood abuse may have 

on our social and moral understanding of who we are as people, the debate curiously took a 

different turn. It came to the public eye as a scientific conundrum. By raising scientific 

issues of memory, the debate masked social and moral aspects of childhood abuse. The 

scientific quarrels over the veridicality of childhood abuse memories set ground for 

ideological debate. How can we be sure that the abuse that a woman recalls really 

happened in her past? How could she experience the abuse and not remember? How could 

she remember what happened thirty years ago? How could she forget? If our mind cannot 

remember, can a body remember?, and so on and on. Interrogation of memory and its 

workings became the primary goal. 

Consequently, our existing scientific and popular knowledges of memory and its 

workings, of abuse and its consequences, and clinical truths of psychotherapy and healing 

went on trial. Accordingly, scientists, clinicians, victims of abuse, and the public at large 
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responded, and attempted to variously defend, reject or re-shape the existing regimes of our 

scientific and psychological truths. As the controversy grew, and the scientific truths 

became heated and contested, numerous personal, social and political interests were at 

stake: from women's personal history and their own understanding of self, through 

social/moral principles upheld by people in regard to abuse and what constitutes it, to 

broader political interests of feminists, researchers and clinicians whose work related to 

gender issues, abuse, memory and therapy. This thesis was precisely an attempt to examine 

how people whose interests were disturbed by the controversy attempt to construct new 

versions or defend, reject or re-shape the existing versions of what counts for truth around 

the controversy. 

From a social constructionist standpoint, this debate is viewed as a political and 

social confrontation that involves struggles over meaning, knowledge, and ultimately over a 

specific regime of truth on childhood abuse, its memories, healing and therapy. The 

examination of this debate through a social constructionist perspective provides us with a 

reminder that such profound and seemingly personal concepts as victimization, pain, 

memory and remembering are shifting co-constructions situated in, and mitigated by, 

specific social, cultural and political demands. The scientific face of the debate is a 

particular version of understanding the controversy, a political strategy that is useful to 

some, and detrimental to others. The particular face of the debate conceals broader social 

and ethical problems in our culture which remain unresolved, and fleshes out scientific and 

therapeutic discourses. Any claim of childhood abuse memory has to be taken in a context 

of how that person lives and understands these events, given that there is always a larger 

public background for any one individual memory. That is, anything that is remembered as 

intelligible has to be remembered not in any words, but in the "right" words, in the right 

way, so that it makes sense and consequently gets negotiated in moral terms in speaking 

with others. 

The reality of sexual victimization of girls and women in our culture, both in the past 

and present, is not questioned here. I bracket this issue as non-negotiable, and instead 

examine the ways in which both clinicians and victims of abuse make claims or construct 
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their understanding of their experience of abuse (as victims of abuse, as professionals who 

treat abuse victims) in practicalities of everyday talk with me, and look at both the larger 

background where the talk is located, and the potential consequences that their talk might 

have. 

1 conducted two studies, one consisting of interviews with clinicians whose work 

involves helping victims of sexual abuse, and one consisting of interviews with women 

victims of childhood abuse. The general objective of both studies was to examine how 

participants position themselves in the context of the controversy on the childhood 

memories of abuse. Both groups have vested interests in this debate. Both groups were 

hurt by the controversy, and their lives (professional and personal) were deeply impacted by 

the shifting truths around the controversy. There are issues of identity or ways of being for 

these people that the controversy touches but publicly refuses to acknowledge. Moreover, 

both groups, by the nature of their involvement in the controversy, have had an impact on 

the construction of the discourses on trauma and memory, and on their dissemination to the 

public. Through conducting both studies, 1 looked for different versions of trauma and 

memory, different versions of healing from trauma, different ways of accounting for what is 

remembered, different functions of these versions and their variations among the 

participants who were interviewed. 

My choice of the theoretical and methodological framework was significant for this 

research. A social constructionist understanding allowed me to look at the claims made by 

my interviewees as different versions of reality among many that were constructed in a 

specific political, social, historical and cultural context. Following Gergen's suggestion 

(1999) 1 was able to examine how these specific claims about memory, abuse, pain or 

healing were "brought into being", given the social and political circumstances of the 

controversy. I was able to speak of the broader social and political demands that 

constrained or enabled our conversations that took place during the interviews. Moreover, 

given my view of the constructed and constructive nature of language, 1 was able to 

examine the claims of my interviewees as occasioned phenomena accomplished in talk with 

me. Thus our specific conversations were the immediate context at hand that helped 
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ultimately design or structure these claims. A discursive approach to psychological research 

allowed me to examine the co-constructive and rhetorical/responsive (Shotter, 1993a) 

context of each conversation, or the circumstances of our everyday talk, as we talked about 

abuse, memory and healing. These constructions are ultimately not theoretical notions 

handed to us by experts, but rather practical claims that are negotiated and played out in 

talk as we try to make sense of our everyday life. Public language becomes a resource for 

us to construct ways of being, and maneuver ourselves in our social and cultural world. 

Thus a discursive approach allowed me to examine the subject positions in which my 

interviewees and 1 were located, and how these positions constrained us or enabled us to 

produce the claims identified in this research. Looking at how people whose interests are at 

stake position themselves in the debate, and what the consequences of those positions are, 

allowed me to examine the intricacies of the circulating effects of power in our culture. 

These effects of power have direct impact on how both clinicians and victims of abuse 

determine their possibilities in life, or what Shotter (1993b) called "knowing [their] way 

about" (p. 83). 

1 will recapture then what gets played out in the practicalities of talk with clinicians 

and women victims of abuse as they position themselves in the midst of the controversy. 

One of the main arguments of this project is that 'memories of childhood abuse' is not a 

unitary construct. There is no one unitary, stable discourse on how memory works, and how 

abuse is remembered There are no pre-given or transparent ways of understanding 

memory or trauma. Instead, there are several different discourses on memories of 

childhood abuse which intersect and deploy the concepts of "abuse" and "memory" in 

different ways. These discourses are the objects of inquiry. 

In Chapter Three I identified four distinct discursive moves in which my clinician 

interviewees positioned themselves vis-a-vis the controversy. Each of these discursive 

moves or ways of talking resolves in some way the controversy for the speaker involved. 

The science move scientizes and medicalizes the objects of memory and abuse. Memory or 

abuse caught in a discursive space of the science move become knowable and scientifically 

derived entities that are objectified, verified, categorized and measured. The clinicians who 
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drew upon the science move in their conversations made clear that there is a right and 

legitimized way of knowing (of memory, abuse and therapy), and a right and correct way of 

obtaining knowledge Anything outside of these boundaries of scientifically derived entities, 

is, as one of the interviewees remarked, "fraudulent", or simply "bad" therapy or science. 

Even though the science move constructed memory as a known scientific entity, the 

constructions varied from purely biological to re-constructive in nature. In the same vein, 

'abuse' was deployed in various ways For example, it was constructed as the client's story 

without "leading" or "polluting", as the client's re-constructed version of what "really 

happened", and so on. What is important here is the way these claims were marshaled in 

talk and "brought into being" as the claims to be had. 

If we consider the broader context in which the controversy of childhood trauma 

memories arose (that is, unequal gender relations within and outside of the family, women 

speaking publicly of their childhood abuse, and the disruption of the social order that these 

stories have produced), the recent emergence of the science of personal memory comes as 

no surprise. The science move, or what 1 consider, the rush to scientize memory, serves a 

useful political purpose as a discursive force to debunk women's claims of being abused in 

childhood. Hacking (1995) astutely contends that sexual abuse and violence against 

children and women in our culture could be seen as a moral issue, which does not 

necessarily require a particular kind of understanding of memory. Yet, rather than reflecting 

on moral values and social norms, the debate became a production of scientific data on the 

workings of memory Victimization and pain became mitigated through particular scientific 

conceptions of memory. The issue of morality of memory, that is, whose memory counts 

and whose doesn't, and who gets to chose, is not addressed. This research points exactly to 

the issue of different constructions or different versions of memory, and how these 

constructions are played out in people's everyday talk. 

The science move which I have identified in the interviews with clinicians is just one 

way of legitimizing certain ways of remembering, and regulating what counts for trauma, 

pain and so on. Science became the ideal knowledge for understanding human suffering. 

The clinicians who utilized this particular discursive move in their interviews, drew upon a 
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larger scientific discourse on memory and trauma which had been formed in the early '90s, 

and which surrounds the debate in a dominant, yet not homogenous way. The clinicians 

with whom 1 talked, redistributed that discourse in their own ways, and engaged in socially 

situated negotiations with me. I often challenged their apparent access to their espoused 

"true" nature of memory, and to their "right" way of knowing. The process of constructing 

their scientific claims was dialogical in nature. That is, following Shotter who formulates in 

his work (Shotter, 1993b, p. 135) a "dialogical account of speech", the clinicians' claims 

entered into an interactive, "living" space, and were responded to, or "linked" to by me. 

The end product of these interactive moments depended on the specific conversational 

circumstances, and, as Shotter comments, there can be many "gaps" or opportunities to 

construct a uniquely crafted scientific claim. 

For example, recall one of the clinician interviewees, Tom, who talked about a rigid 

conduct that he maintains during therapy if the client's abuse memories are to be, in his 

words, "truly recovered". As a forensic psychologist, Tom claimed that he can verify his 

client's truthfulness by applying his expert "good knowledge and assessment skills" Tom's 

science move was challenged by me on several occasions, and out of our situated 

negotiations Tom constructed a scientific claim that the primary reason for the controversy 

is the "bad" therapist who does not know the proper scientific conduct. This is a uniquely 

crafted claim that was spun off the science discourse and was borne out of continuous back 

and forth interactions between Tom and me. In that instance Science remained the ultimate 

and privileged regime of truth, and those who cannot discern true memories from the false 

ones were morally judged as bad therapists. Tom's particular way of playing out the 

scientific discourse in the conversation with me positions me (one who does not know how 

to discern the truth in therapy) as an incompetent and "bad" professional. In this 

conversation, we are both, what Foucault calls, vehicles of power production (Foucault, 

1984). Tom's science discourse prescribes certain conduct in therapy as normative and 

desirable, and legitimizes certain assumptions about the nature of traumatic memories and 

clinical knowledge used with therapy clients. Within the conversational demands of our 

exchange, my ways of being as a person and as a professional were being regulated. As a 
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social constructionist 1 can examine Tom's claim about memory or therapy, and view it as 

one of many, I can take up his discourse, reproduce it, re-shape it or resist it. Any of these 

responses will produce further effects of power, and will position me accordingly vis-a-vis 

other people involved in the debate. 

The second discursive move which I have identified was labeled the symptoms 

move. In this move, the clinicians drew upon a clinical discourse which privileges clinical 

symptoms as the ultimate knowledge. Thus clinicians who utilized that kind of clinical 

discourse of symptomatology resolved the controversy for themselves by pathologizing 

their clients or their memories and feelings, and rejecting the scientific discourse on truth 

finding of the abuse event itself. For example, one of the psychologists, James, who used 

the symptoms move extensively in his interview, referred to his expertise as a "caregiving 

role", and emphasized that he is not a lawyer (one responsible for truth finding), but a 

therapist (one responsible for alleviating the symptoms). 

This kind of pathologizing discourse, although in opposition to the dominant science 

discourse, transmits power effects just the same. It claims the clinical expertise on emotions 

and "healing" as the ultimate knowledge. In its process, women victims of abuse are 

subjected to the rules of the discourse in terms of what counts for "appropriate affect" (sic), 

proper disclosure, and proper healing. Victimization and pain became mitigated through 

symptoms (or women's pathology), and the clinicians can take charge of their healing. 

The third discursive move identified in my interviews with clinicians was the 

individual client move, which by its function individualizes each client (abuse victim) as 

unique and special. The empathy for each individual client is given a privileged position, 

and the client's self-knowledge is afforded a special status. Thus appealing to Science, 

characteristic of the science move, was replaced here by appealing to empathy for each 

individual experience of pain and suffering. Recall one of the clinicians, Sarah, whose 

individual client move was succinctly explained as hearing the clients' story of "how they 

understand what happened, how they make sense of it", rather than simply the story of 

"what happened". Sarah commented in her interview that she views therapy as an 

individual process whereby each client "leads" the therapy session, and is in charge of her 
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own healing. The individual client discourse, notwithstanding being the most "anti-science" 

move among the four identified by me, produces power effects just the same. In this 

particular move, the clinical expertise is overtly handed over to the client, yet in order for 

the client to "lead" the process and to become an expert herself, she nonetheless has to 

engage in the therapy process with the therapist. Her actions are nonetheless dictated by 

the therapist's discourse which precisely claims that therapy is client-centered, client-

inspired, and so on. It is only through that discourse that the client can claim "her" story, 

and believe "her" authority in leading the therapy process. It is her belief in her uniqueness 

and the ability to lead the session that is an effect of the power networks. Her pain and 

victimization became mitigated by her belief that her unique experience of abuse, or her self-

knowledge is essential and that it is all that matters. The effects of power become 

expressed in this move at a very individual level. The private experience of abuse of each 

woman victim which is expressed in her everyday life is legitimized and regulated through 

this discourse. 

The final discursive move identified in the interviews with clinicians was labeled as 

"professional window dressing". Its function was to resolve the debate for the clinicians by 

assuming an explicit ethical stance which helps them avoid particularities of the controversy, 

and distances them from its apparent public conflicts. If the individual client move was to 

individualize each woman's pain and suffering, this final move works in the opposite 

direction. It de-personalizes women's pain and suffering, makes their stories invisible, and 

brings forth the issue of professional ethics and professional responsibility over and above 

the client's needs. Recall for example a woman psychologist, Helen, who was caught in an 

ethical dilemma while being interviewed. On the one hand she claimed that it is essential for 

her "to believe [her client's] story", as it inherently constitutes her client's "livelihood". 

This is clearly an individual client move. On the other hand, however, Helen expressed a 

concern about her own "trustworthiness" as a professional, and withdraws her 

unconditional advocacy for her client in favor of protecting her professional reputation. 

Thus the professional window dressing move explicitly touches on, and builds on, the 

proper appearances for the profession to remain in high esteem. Any claims that are put 
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forward within this particular discursive move are warranted through appealing to global 

virtues of professional conduct, ethical responsibility or clinical etiquette. Once again, 

women's victimization and pain are mitigated by yet another discourse, a set of policies and 

standards that were seemingly formed to define the profession of clinical psychology, but 

are used to regulate and objectify human suffering. 

Al l discursive moves identified in the interviews with clinicians function as 

regulatory and prescriptive. That is, they legitimize some ways of remembering, healing, 

and therapy, but pathologize other ways. In the same vein, sexual abuse takes on a different 

meaning within each of these discourses. In the name of a scientific discourse, sexual abuse 

was reconstituted as a problem of individual memory. In the name of clinical discourse, 

sexual abuse was re-defined as a problem of clinical symptoms and pathology. The client-

centered discourse appropriated childhood abuse as an issue of empathy and of believing 

each victim's story as told. The professional window dressing discourse redirected the issue 

of childhood abuse to professional ethics and responsibilities. 

All of the discursive moves in more or less forceful ways deny the sexual abuse its 

political nature, proclaiming their apolitical objectivity. They all in fact can be viewed as 

protecting the integrity of clinical practice, with the last one (the professional window 

dressing) as the most explicit on this count Whether the discourse appeals to science, 

symptoms, client's individuality or professional ethics, each justifies the existence and 

authority of clinical professions or practices, provides warrants for actions taken by 

clinicians, and defends them from any potential criticisms that were raised during the 

controversy over the true/false recovered memories of abuse. Each of these discursive 

moves serves in a general way as an accounting strategy for the profession of clinical 

practice, which found itself in crisis due to the controversy. 

Moreover, each of these discourses manages to diffuse what could be a social or 

moral issue. Instead, each of these discourses focuses on "problems" that are supposedly 

resolvable within the science of memory (the most dominant and forceful science 

discourse), or through interventions for inner pathology (the symptoms discourse), or 
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through dispensing an apparent "individual right" to trust one's own emotions, one's own 

story of abuse and one's own knowledge of healing (the individual client discourse) 

These four discursive moves are, of course, part of broader cultural discursive 

formations that have been shaped around the issues of gender, abuse, memory, and therapy. 

These four discursive moves reflect part of the discursive battles that are played out over 

who has access to true knowledge on memories of abuse. The fact that abuse victims are 

mostly women is rarely a matter of consequence. Yet, none of the presented discourses 

provides a serious challenge to the institution of family, patriarchy or fatherhood, and their 

existing power relations. These discourses maintain the status quo, and limit the damage 

that can be inflicted upon the existing social order. 

Thus, what is important in the end is that these discourses, apparently claiming 

varied and often contradictory knowledge, all have material, real effects which bring about 

common regularities to abused women's lives. They are professional accounts marshaled 

and delivered in varied ways in therapy. They constitute the clinicians' livelihood or their 

ways of being, and they are disseminated to the general population (through the public 

media, publications and local conversations). All of these discursive moves generate certain 

knowledge which is taken up by clients in therapy or general public. These discursive moves 

are accounts among many, nonetheless they govern women's lives by defining their past and 

memories, dictating their current emotions and ways of healing, and providing them with 

resources for their moral deliberations over their pain. These discourses with their 

systematic knowledges and consequent practices have practical consequences as they 

become institutionalized and inform our everyday life. 

Thus, what is not addressed by these discourses, and consequently not resolved by 

the controversy itself, are explicit moral issues for the women clients, issues of their identity 

as they negotiate their ways of being in the midst of the debate. In essence, these discourses 

(among many others) act as "overseers" of women's health and well being. They are moral 

discourses. By taking them up and utilizing them as descriptions of personal experiences of 

abuse, the women victims become, so to speak, their "own overseers", appropriated by, and 

subjected to the rules of these discourses in their everyday life. That kind of process of 
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one's conduct (practice) that is inherently linked and prescribed by a discourse (which 

generates certain knowledge, or a set o f "truths"), Foucault called a practice of the self 

(1988). It is in this way of practicing one's self through subjecting oneself to a set of 

discourses which categorize us and regulate us, that I define as "moral issues" of women, or 

their identity issues. Foucault writes: 

One cannot care for self without knowledge. The care for self is of course 
knowledge of self... but it is also the knowledge of a certain number of rules 
of conduct or of principles which are at the same time truths and 
regulations. To care for self is to fit one's self out with these truths. That 
is where ethics is linked to the game of truth (1988, p. 5) 

The loudest "truths" in this debate are the scientific knowledge of abuse memories, 

and clinical knowledge of women's symptomatology. The individual client discourse with 

its generating knowledge of believing in the self and self-healing seems to stand in 

opposition to the other two, and turned out to be the discourse of choice for women victims 

of abuse who participated in this research. I will now recapture the discourses taken up by 

the women participants, and the ways of being which were played out in their 

conversations with me. 

The discourses which 1 have identified as predominant in the interviews with 

women, similarly to the ones identified in the interviews with clinicians, are linguistic 

resources for the women to construct their selves, or to make sense of their selves vis-a-vis 

the debate The controversy opened up a discursive space for victims of abuse to "find 

themselves", or to use Foucault's words (1988), to "fit [their selves] out with these 

[discursive] truths". What I essentially accomplished in Chapter Four was to examine these 

ways of being in their speaking, as women negotiated their selves with me. The discourses 

that were taken up by the women interviewees helped them resolve their issues of selves as 

victims of abuse. Although during the interviews with me, the women drew variously on 

different professional claims about their abuse memories, therapy and healing, they were 

able to re-constitute the professional claims and make them their own, adapting what was 

useful and discarding what did not fit into their own understanding of their lives. It is as if 

the women, while actively involved in the discursive space of professional talk around the 
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debate, responded in their unique ways to construct their own meaning of what happened to 

them in their childhood, and consequently who they have become out of that experience. 

In Chapter Four 1 have identified several dilemmas which stood out for the women 

participants, and in which the women variously positioned themselves while telling their 

stories. One of the most interesting issues raised by the interviewees was their struggle to 

locate their experience of abuse and their recovery between two shifting alternatives, on the 

one hand the private and personal nature of their pain, and on the other hand, the public and 

accessible nature of their suffering. Thus the issue of privacy or secrecy around their abuse, 

given the public exposition and interrogation of women's sexual abuse in general, became 

the paramount task for the women to resolve. In their interviews with me, the participants 

tended to opt out for an individual resolution to their recovery. That is, despite what the 

scientific discourse of memory has to say, women interviewees drew upon 'personal healing 

talk', or alternatively, 'hiding from the public talk', expressing a general distrust of the role 

of science, clinical practice or the medical establishment in their recovery. Both options, the 

'personal healing' and the 'hiding from the public' discourses, seemed to resolve the 

women's struggle in that they both capitalize on the women's personal expert knowledge on 

how to go about their recovery or healing. They both, in their own unique ways, utilize the 

individual client discourse that has been generated by the clinicians, re-constitute it and put 

it in use so it becomes a useful tool for the women participants in resolution of the 

privacy/publicity dilemma. Note that the clinical symptoms discourse which has been 

utilized by clinicians is present in the women's talk as well. Recall for example one of the 

women interviewees, Fiona, who claimed that "nobody understands her experience" of her 

childhood abuse which made her hide her body and hate her femininity in her adult life. 

Fiona clearly pathologized herself in her interview pointing out her victim's status and her 

inability to lead a normal life. Thus in this instance, in order to resolve the private/public 

dilemma of her abuse, Fiona drew upon the symptoms talk to capitalize on her victimhood, 

and on the individual client talk, to justify her decision to heal and hide her body out of the 

public view. 
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In the same vein, the other two dilemmas that were raised by the women 

interviewees were similarly resolved. The dilemma of truthfulness versus falsehood of the 

abuse stories took two forms in the women's interviews. Most women tended to repair 

their identity by claiming that regardless of the science discourse, they "knew" that their 

abuse stories were true. That is, they explicitly emphasized the veridicality of their 

memories based on their feelings, bodily sensations and so on. This kind of resolution of 

the true/false memories issue draws, again, on both professional discourses, the individual 

client discourse (e.g. believing in one's story), and the symptoms discourse (capitalizing on 

one's symptoms as the evidence of abuse). The other way of resolving this dilemma was 

taken up by some of my interviewees in the form of the talk, which I called "It doesn't 

matter discourse". In this instance, the women explicitly refused the science talk and the 

symptoms talk, and capitalized on their "right" to lead a normal life, or to create their own 

system of "knowing", claiming that they do not care about what people, media and books 

say about sexual abuse Out of all the interviews with women, I found the "It doesn't 

matter" discourse the most intriguing and creative way of making sense of the women's 

abuse experience. Recall for example one of the women interviewees, Margie, and her 

ingenious system of'Viewing her abuse memories" as if they were encoded on the computer 

hard drive. Margie utilized the "It doesn't matter" discourse (e.g., she claimed that it did 

not matter who says what about sexual abuse and her experience in particular) to protect 

her identity and repair her self by creating self-knowledge and claiming control over her 

abuse memories. Women who claimed the "it doesn't matter" discourse in their interviews 

were most likely to be in opposition to professional talk (either the science or clinical talk), 

refusing to participate in any of the identified professional discourses, thus claiming their 

own discursive space and their own unique identity in it. 

Lastly, I examined the dilemma of past versus present life as competing factors in 

making sense of the women's abuse memories. In the context of this dilemma, the women 

interviewees again re-constituted the professional individual client discourse into their own 

manner of viewing their past abuse and present life as inextricably woven together. In this 

way they refused the dominant clinical or therapeutic talk which clearly separates the two, 
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and encourages the victims of abuse to focus on the "here and now" and to put the past 

behind (e.g., "get on with one's life"). By refusing the clinical discourse, the women were 

able to claim their right to mend their suffering in their own unique way, using the individual 

client discourse as a mending tool. Recall for example one of the interviewees, Wendy, 

who objected to the therapeutic talk of "getting on with your life", and re-constituted the 

phrase to "being open to [her] past" and "learn more and more what happened to [her]". In 

the same vein, Pam, another interviewee, found her own way of "getting on with her life" by 

talking about integrating her past and present into a coherent life story, rather than 

separating the two. 

Some women participants chose to resolve the past/present dilemma by drawing 

upon the therapeutic discourse of forgiveness. Interestingly, in order to make sense of their 

identity, the women tended to forgive their abusers (mostly fathers), and attributed the 

blame for abuse to their mothers (those who "let it happen"). Recall, for example, Fiona 

who equated her (sexual) abuse at the hands of her father with the isolation from other 

women that she experienced because of her mother. 

In all, the women's linguistic resources and devices (e.g., explaining, blaming, 

attributing, defining and so on) pushed the boundaries of what was professionally defined in 

the midst of the debate, and managed to construct their own meaning, and consequently 

their provisional identities or self-knowledge out of the new meanings. The women's claims 

that I have identified in this research, are claims which, while accomplished through 

language, become their practical ways of living and making sense of themselves. These 

discourses are variable, inconsistent, ambiguous and contradictory, yet they are the forces 

which construct new possibilities for living. Most women participants were able to refuse 

the powerful discourse of memory as the basis for their self-knowledge or their identity, and 

were able to authorize their abuse experience through a different discourse on which they 

could build their lives. The discourses that I identified in my interviews with women are 

just a handful of possibilities which the victims of abuse utilize as building blocks for their 

identities. 
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Thus, the controversy over the true/false memories of childhood abuse has 

interrupted in an obvious way how women victims of abuse understand themselves As 

their personal experience of abuse became a national hot topic in the media, the spoken 

words fashioned throughout the controversy (whether it was the science of memory 

discourse, the clinical discourse of symptoms or individual client discourse), obtained, what 

Shorter (1993b) called, "ethical currency" for these women, defining them and outlining 

their ways of living. The women had to (and continue to) work out their identities out of 

these discourses at the local level of practical talk in their everyday life. Their personal 

"experience" of abuse and pain was interpreted for them, and they managed in their own 

ways to shape that interpretation and put it in practice. This process of responding to a 

given discursive space framed by a specific social, political and cultural context is the 

essence of joint action (Shotter, 1993b). The women I interviewed did not act their 

identities with me out of an inner plan, but rather, acted into a context that was not entirely 

of their own making. The social interactions with me became situations at hand wherein the 

participants could respond to my inquiries and work out new opportunities for themselves 

formulating appropriate utterances as the given conversation afforded them a space to do 

so. 

The practical everyday talk in which we all engage (what we do, what we say, and 

how we position ourselves as people) is always part of a broader system of our collective 

thinking. Thus the women's personal experience of abuse is also part of our culture (e.g., 

the broader discourses of science and medicine), and our history (e.g., the broader discourse 

of gender roles). The women's narratives and sense of their identity as victims of abuse are 

lodged in a broader formation of discourses and, although to some extent flexible and fluid, 

do depend on, what Foucault (1988) called, rules of conduct, of principles and truths. It is 

in that network of intersecting discourses that the women participants were able to resist 

certain subject positions afforded to them by science or clinical practice, and to push the 

discursive boundaries to construct other possibilities for themselves. 

As a researcher, I was positioned by both groups, the clinicians and the women 

participants, in various ways, and was able to construct myself according to what was 
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afforded to me in conversations at hand. As 1 reflect on the interviews that 1 conducted, 1 

can see that I was more involved with the women victims of abuse than with the clinicians. 

1 could identify with the women's struggles, saw them as more vulnerable and as risking 

more by speaking to me about their abuse. Yet, at the same time, I found myself frequently 

positioned as an outsider, not one of them, having not experienced what they had 

experienced. I drew upon my own resources, as a woman, as a therapist, as a researcher 

and an academic. 1 paid attention to discursive gaps in the women's talk trying to rescue 

them, help them, insert my own meanings and construct their identities in the way that made 

sense to me given who I am. What was constructed in the end was a social accomplishment 

produced out of joint action, and framed by the broader culture. 

In the same vein, during the interviews with the clinicians, 1 positioned myself, and 

was positioned in various ways, foremost as a graduate student, and then as a researcher, 

sometimes as a fellow clinician, a woman (vis-a-vis a male clinician, or supporting another 

woman clinician), frequently as a feminist taking a critical stance against the clinical 

establishment. As a researcher with a social constructionist perspective 1 recognized the 

clinical or scientific claims marshaled in conversations with me as a contestable political 

activity, yet having "ethical currency" just as well, and constructing clinicians' professional 

selves. Despite my social constructionist understanding, I was subjected to the same rules 

and principles of discourse, and was involved in struggles over meaning just as well, being 

constrained, silenced, enabled, and so on. What is significant, however, is that my social 

constructionist approach allows me to see that my own claims and those of others (eg., my 

interviewees') are inextricably bound up in social and political relations, and are inherently 

and always moral claims as well. 

In conclusion, I would like to emphasize the contribution of discursive research in 

the area of memories of childhood abuse. The controversy over the false/true memories of 

childhood abuse set a fertile discursive ground. This became a great opportunity to watch 

such constructions as 'abuse', 'memory', 'therapy' and so on, being contested, shaped and 

re-shaped right before our eyes. The discursive approach is able to problematize such 

constructions; first, show them in process of being constructed and re-constructed, and 
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being contested, and second, show their many forms, various functions, and their 

consequences for people involved, both clinicians and victims of abuse. Thus the discursive 

approach to memories of childhood abuse enters into a discursive space as one approach 

among many, making the concepts problematic, and fluid, dependent on historical, social 

and cultural contexts of our lives. The circulating discourses of memory, abuse and therapy 

define and re-define our social practices and with these, define our identities as victims of 

abuse, clinicians, critical writers or feminists. The discourses will change as new ones enter 

the discursive space, and so they will change our identities as well. 
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POSTSCRIPT 

In the last four years (1997-2001) the public controversy over 'false' versus 'true' 

memories of childhood sexual trauma has lost its force in the media and academic circles 

alike. Although there has been a wealth of discussion concerning the issue of recovered 

memories of childhood trauma, psychotherapy for trauma victims, and the social/political 

consequences of the controversy itself, most recent publications in this area still evaluate the 

evidence put forward by both sides of the controversy in the manner that was presented in 

Chapter One of this work. The articles comprising the 1996 A P A manuscript discussed 

extensively in Chapter One (Final Conclusions of the A P A Working Group on Investigation 

of Memories of Childhood Abuse, 1996), have been re-published in recent years by its 

authors with only minor revisions (e.g., Alpert, Brown and Courtois, 1998; Courtois, 1999, 

Ornstein, Ceci, and Loftus, 1998). Thus, as it stands, both researchers and clinicians seek 

better understanding of memory functioning for traumatic events and of the effects of 

trauma on the victims. Both researchers and clinicians have disparate views on memory 

functioning following childhood trauma, and provide evidence for their beliefs. The recently 

updated A P A online newsletter (June 2001) addresses the issue of recovered traumatic 

memories in this way: 

Concerning the issue of a recovered versus a pseudomemory, like 

many questions in science, the final answer is yet to be known. But 

most leaders in the field agree that although it is a rare occurrence, a 

memory of early childhood abuse that has been forgotten can be 

remembered later. However, these leaders also agree that it is 

possible to construct convincing pseudomemories for events that never 

occurred. The mechanism(s) by which both of these phenomena 

happen are not well understood and, at this point it is impossible, 

without other corroborative evidence, to distinguish a true memory 

from a false one (http://www.apa.otg/pubinfo//mem.htm). 

This statement clearly reflects the equivocal and controversial nature of the memory 

debate, that is far from being settled 

http://www.apa.otg/pubinfo//mem.htm
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The polarized perspectives on traumatic memories, their recovery and accuracy, as 

discussed in Chapter One, are still pervasive in the literature (e.g., Sandler and Fonagy, 

2001), although in a subtle and less controversial manner. The recently published book, 

Recovered memories of Abuse: True or false? (Sandler and Fonagy, 2001) records various 

psychological and clinical perspectives on how best to understand the nature of memories of 

childhood sexual abuse. What is different in this volume is the authors' persuasive appeal to 

develop common grounds between clinical practitioners and cognitive memory researchers, 

so that the previously hostile and critical context of the debate become one of cooperation 

and understanding. Similarly, Arbuthnott, Arbuthnott and Rossiter (2001), Courtois (2001) 

and Enns (2001) call for more communication between previously disparate academic and 

clinical positions. For example, Enns (2001) explores the issue of bridging current 

laboratory memory research with the practice of psychotherapy. Although she praises more 

consistent interactions between clinical and experimental researchers, her conclusion is that 

one needs to be very careful about extrapolating "benign" (p. 137) experimental results of 

laboratory research on memory to the context of psychotherapy for victims of childhood 

abuse. Other authors address the issue of utilizing therapeutic techniques which, due to the 

controversy have been considered "dangerous" and "risky" in therapy for victims of 

childhood abuse, such as guided imagery and hypnosis. Similarly, although the tone is less 

adversarial or confrontational, Arbuthnott, Arbuthnott and Rossiter (2001) caution 

clinicians against the "ill-informed use" of imagery therapy with abuse victims, suggesting 

that therapists need to be more informed about possible memory distortions associated with 

specific therapeutic interventions. Courtois (2001), however, argues that these authors are 

overly cautious in their recommendations, and that they place unwarranted restrictions on 

clinical practice. Finally, some clinicians attempt to establish new guidelines for clinical 

practice with the victims of abuse. For example, Enns (2001) proposes several such 

recommendations. She insists that clinicians follow comprehensive assessment with clients 

who reveal a history of trauma, and be informed of latest research literature on memory 

functioning, memory inflation and distortion. Enns also cautions clinicians about "the 

power of expectancies" (p. 137) in a therapeutic context suggesting that therapists must 
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discuss with their clients the controversial nature of memory for trauma, the uses and 

potential or expected outcomes of all therapeutic techniques, so that the client is informed 

about the context of her therapy. Next, Enns recommends implementing a variety of 

therapeutic tools including an open-ended exploration, rather than focusing on interventions 

that are controversial. She also recommends that therapists attempt to be objective and 

unbiased when listening to their clients' spontaneously generated memories from childhood, 

so that they neither endorse or deny the validity of these memories. As her last note, she 

argues that none of therapeutic interventions are risk-free, and scapegoating specific tools 

such as guided imagery or hypnosis as "dangerous" will not lead to more understanding and 

cooperation between the clinical practitioners and memory researchers. 

Thus, discourse on memories of childhood abuse continues, new language and new 

resources are being used to construct different claims and versions on memory, trauma and 

therapy. I want to emphasize that the purpose of this dissertation was not to resolve the 

debate, but instead to illuminate how the controversy is produced, reproduced, and how the 

different discourses are disseminated to the public shaping and informing both clinicians' 

professional lives and women victims' personal lives. 
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APPENDIX A 

CONSENT F O R M G I V E N TO CLINICIANS 

University of Calgary 
Programme in Clinical Psychology 
Research project title: Adult memories of childhood abuse: An ethical perspective 
Investigator: Kasia H. Galperyn, M . S c , CPsych. 
Supervisor: Dr. H. Stam 

This consent form, a copy of which has been given to you, is only part of the process of 
informed consent. It should give you the basic idea of what the research is about and what 
your participation will involve. If you would like more detail about something mentioned 
here, or information not included here, please ask. Please take the time to read this form 
carefully and to understand any accompanying information. 

This research has been inspired by my interests in promoting women's health, including 
their psychological well-being. Specifically, through this research, I want to understand 
women's ways of making sense of painful and difficult past of sexual abuse, as well as the 
way they use available resources in and out of therapy. A part of this research entails 
interviewing clinicians or therapists whose work directly involves women victims of past 
abuse. 

I am interested in what it is like to work with victims of past abuse and the ways clinicians 
and therapists may be helpful in the victims' sense making of memories of past abuse. Thus 
the purpose of interviews with clinicians and therapists is to get some indication of 1) the 
clinicians' own understanding of sexual abuse of women in light of the current public 
debate, 2) their everyday clinical experience in working with women who have been abused, 
3) how the current controversy affects the clinical practice and therapy that the practitioners 
do, and 4) what resources the clinicians draw upon in working with women victims of past 
abuse. 

Thus consenting to participating in this research means that you will be interviewed by the 
researcher for about an hour. The interview will be fairly unstructured as I am primarily 
interested in your opinions, experiences and thoughts related to working with abused 
women. You will be under no obligation to talk about anything that you might find 
uncomfortable. 

The interviews will be tape recorded and transcribed by me or an independent transcriber. 
The information that you will share with me will remain confidential between me and you 
and the transcriber. Your name will not be revealed anywhere and your voice and the tape 
will be simply labeled as interviewee one, two, three and so on. After the transcriptions of 
taped material, the tapes will be erased. Any information that may be published after the 
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study is completed, will not reveal any personal information that may identify an individual 
person. 

I hope this study will be helpful in promoting psychological health for women who have 
experienced past abuse, and will facilitate more comprehensive understanding of the clinical 
and social issues related to abuse of women in childhood. 

Your signature on this form indicates that you have understood to your satisfaction the 
information regarding participation in the research project and agree to participate. In no 
way does this waive your legal rights nor release the investigators, sponsors, or involved 
institutions from their legal and professional responsibilities. You are free to withdraw from 
the study at any time. Your continued participation should be as informed as your initial 
consent, so you should feel free to ask for clarification or new information throughout your 
participation. If you have further questions concerning matters related to this research, 
please contact: 

Kasia Galperyn, M . S c , Clinical Programme @ 220-5213, or 
Hank Stam, Ph. D , Clinical Programme @ 220-5683. 

Participant Date 

Investigator Date 

A copy of this consent form has been given to you to keep for your records and reference. 
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APPENDIX B 

GUIDELINES FOR INTERVIEWS WITH CLINICIANS 

I. Professional information: employment, years of practice, experience with therapy for 
women who have been sexually abused in childhood 

II. Making sense of therapy 
1. Please describe the kind of therapy you do 
2. Tell me what it is like to do therapy with women who have been abused in childhood 
3. What do you find interesting in working with these women? 
III. Making sense of memory 
1. What is your understanding of the nature of memory? 
2. How do you make sense of the current controversy over the false/true memories from 

childhood? 
IV. Making sense of politics 
1. How does the current debate over the recovered memories phenomenon affect your 

practice, affect you personally? 
2. What effects do you think the debate has on other therapists? 
3. What are other issues that the debate brings about for you? 
4. What would you like to say to women who have been abused in childhood and seek 

therapy? 
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APPENDIX C 

TANSCRIPTION CONVENTIONS 

The discursive analyses in Chapters Three and Four focused on constructions, 
functions and variations of discourse presented in interviews. To that effect, I utilized 
specific transcription conventions in the transcribed interviews to aid with the moment-to-
moment discursive analyses. I followed the transcription notations that were outlined in 
Potter and Wetherell (1987), and Edwards and Potter (1992). 1 did not use the full set of 
conventions used by the authors. The following example illustrates the transcription 
conventions utilized in this research project: 

Kasia: So, now can you descr, uuhm, tell me, tell me how you work, how is it like 
for you when you work with victims of abuse? 
Victor: (Pause), well, aah (.) 1 work at [name of hospital], and, 1 have to te:ll you 
that it became such a pronounced problem to work with the abused (Long pause) 
Kasia: Tell me why? 
Victor: (cough), 'cuse me, can't get rid of this cold, I went to (...), but anyhow, I 
was say:ing, it's very tough to work here, very.. (laugh). 
Kasia: Uh-hum 
Victor: Well (inaudible) such as, er, this, this job... 
Kasia: But why is it so tough? 

(Partly fictional) 

The talk is transcribed as it was said with repetitions, particles, incomplete words, 
grammatical errors or neologisms, and half finished words, e.g. 'cuse me, aah, uh-hum, 
descr, er. Pauses and long pauses are marked in parentheses, e.g. (pause), (Long pause), so 
are other features such as laughs or coughs, and any inaudible sounds, e.g. (laugh) (cough) 
(inaudible). Short but distinguishable pauses are marked by a dot in parentheses, e.g. (.), 
omitted material is marked by three dots, e.g. (...). Any clarification from the researcher or 
explanatory material is marked in square brackets, e.g. [name of hospital], and words 
spoken with particular emphasis are underlined, e.g. very. Three dots at the end of a 
person's discourse mark the unfinished quality of the talk. 
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APPENDIX D 

S A M P L E OF THE ADVERTISEMENT FOR STUDY TWO 

University of Calgary, Programme in Clinical Psychology 
Research project title: Adult memories of childhood abuse: An ethical perspective 
Researcher: Kasia Galperyn, M . S c , Clinical Psychology 
Supervisor: Dr. H. Stam 

The purpose of this study is to understand how women who have been abused in childhood, 
make sense of their childhood sexual trauma in the present and integrate it into their 
understanding of self in everyday talk. The women's memories from childhood of their 
suffering are not questioned in this study. The events of the childhood trauma, however, 
have to be told or recounted in socially and personally useful ways. The sense making of 
what happened in the past and how it can be integrated in the present has to be fought out 
in the actual, practical talk. In the light of the current public controversy over recovered 
memories of childhood sexual abuse, many women who feel they have been abused are 
faced with ethical questions about their own abuse and their sense of self as women. These 
questions are very personal and private, yet at the same time very public. 

There are two requirements for participation in this study: 1) the experience of sexual abuse 
in childhood, and 2) the involvement (past or current) in some kind of mental health 
treatment during which the abuse has been discussed. 

You will be invited for an interview with me, the investigator. The interview will last about 
one hour, during which you will be asked to share your personal accounts of your childhood 
trauma, your understanding of it, the way you integrate it into your current life, and its 
impact on your life and your sense of self as a woman. You will be under no obligation to 
reveal or talk about anything that you do not feel comfortable with. 

1 hope this study will be helpful in promoting psychological health for women who have 
experienced past abuse, and will facilitate better understanding of the clinical and social 
issues relate to abuse of women in childhood. 1 also hope this study will prove a useful 
experience for the women participants in terms of self-reflection and self-understanding. If 
you feel you would like to participate in the study or if you would like more information, 
please contact Kasia Galperyn directly at 220-5213. 
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APPENDIX E 

CONSENT FORM G I V E N TO W O M E N 

University of Calgary 
Programme in Clinical Psychology 
Research project title: Adult memories of childhood abuse: An ethical perspective 
Investigator: Kasia H Galperyn, M . S c , CPsych 
Supervisor: Dr. H. Stam 

This consent form, a copy of which has been given to you, is only part of the process of 
informed consent. It should give you the basic idea of what the research is about and what 
your participation will involve. If you would like more detail about something mentioned 
here, or information not included here, please ask. Please take the time to read this form 
carefully and to understand any accompanying information. 

This research has been inspired by my interests in promoting women's health, including 
their psychological well-being. Specifically, through this research, I want to understand 
women's ways of making sense of painful and difficult past of sexual abuse, as well as the 
way they use available resources in and out of therapy. A part of this research entails 
interviewing women who experienced abuse in their past. 

The purpose of this research is to understand how women who have been abused in 
childhood, make sense of their childhood sexual trauma in the present and integrate it into 
their understanding of self in everyday talk. The women's memories from childhood or 
their suffering are not questioned in this study. The events of the childhood trauma, 
however, have to be told or recounted in socially and personally useful ways. The sense 
making of what happened in the past and how it can be integrated in the present has to be 
fought out in the actual, practical talk. In the light of the current public controversy over 
recovered memories of childhood sexual abuse, many women who feel they have been 
abused are faced with ethical questions about their own abuse and their sense of self as 
women. These questions are very personal and private, yet at the same time very public. 

There are two requirements for participation in this study: 1) the experience of sexual abuse 
in childhood, and 2) the involvement (past or current) in some kind of mental health 
treatment during which the abuse has been discussed. 

Consenting to participate in this study means that you will be invited for an interview with 
me, the investigator. The interview will last about one hour, during which you will be asked 
to share your personal accounts of your childhood trauma, your understanding of it, the 
way you integrate it into your current life, and its impact on your life and your sense of self 
as a woman. You will be under no obligation to reveal or talk about anything that you do 
not feel comfortable with. 
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The interview will be tape recorded and transcribed by me or an independent transcriber. 
The stories that you will share with me will remain confidential between me and you and the 
transcriber. Your name will not be revealed anywhere and your voice and the tape will be 
simply labeled as participant one, two, three and so on. After the transcriptions of taped 
material, the tapes will be erased. Any information that may be published after the study is 
completed, will not reveal any personal information that may identify an individual person. 

1 hope this study will be helpful in promoting psychological health for women who have 
experienced past abuse, and will facilitate better understanding of the clinical and social 
issues related to abuse of women in childhood. 1 also hope this study will prove a useful 
experience for the women participants in terms of self-reflection or self-understanding. 
There is no possibility of harm involved in this study beyond the emotional engagement in 
talk about your past and current life. This is why the interviews are with women who have 
already experienced discussing their lives with other professionals. You will be free not to 
answer any questions if you wish so. Nonetheless, should you become distressed and 
require assistance or counseling, 1 will contact the University Counseling Services and 
arrange for a staff member to assist you with your concerns. 

Your signature on this form indicates that you have understood to your satisfaction the 
information regarding participation in the research project and agree to participate. In no 
way does this waive your legal rights nor release the investigators, sponsors, or involved 
institutions from their legal and professional responsibilities. You are free to withdraw from 
the study at any time Your continued participation should be as informed as your initial 
consent, so you should feel free to ask for clarification or new information throughout your 
participation. If you have further questions concerning matters related to this research, 
please contact: 

Kasia Galperyn, M . S c , Clinical Programme @ 220-5213, or 
Hank Stam, Ph. D , Clinical Programme @ 220-5683. 

Participant Date 

Investigator Date 

A copy of this consent form has been given to you to keep for your records and reference. 
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APPENDIX F 

GUIDELINES FOR INTERVIEWS WITH W O M E N 

I. Autobiographical information: age, employment, marriages, children, previous therapy 
experiences 

II. Making sense of childhood memories 
1. Tell me what you remember from your childhood, what stands out for you and why 
2. What do you remember about the abuse? 
3. What is it like to carry these memories with you? 
4. How do you integrate these memories into your present life, your story about yourself? 
5. Have you shared your memories with other people? If so, was it helpful to talk about 

the abuse with other people? 
6. Do you think your memories are similar to other women's memories who have 

experienced childhood abuse? 
7. How do you make sense of these memories in the context of your current situation? 
8. Tell me what you have heard about memory? 
9. Tell me what you have heard about the debate over recovered memories from 

childhood? Does it help you make sense of your past? 
III. Making sense of therapy 
1. How helpful has been your therapy/treatment experiences? 
2. Why did you decide to engage in therapy? 
3. What have you learned about yourself throughout the therapy process? 
4. What would you have done differently if you had a chance to enter therapy again? 
5. Have you tried other ways of treatment or healing, how helpful was it? 
6. Have you gone to other/alternative ways of treatment/healing and how helpful was it? 
7. Have you read any books about women who have experienced childhood sexual abuse? 
IV. Conclusion 
1. Is there anything you would like to add about your memories of abuse, about your 

childhood or current life? 
2. What is it like to talk about your experiences right now? 
3. Is there anything you would like to say to other women like you? 



Table 1 

Demographic Information About the Clinicians Participating in Study One 

Women Men 

Number of participants 4 8 

Age 31-40 2 1 
41-50 1 4 
51-60 1 3 

Clinical Setting hospital 1 3 
private practice 1 2 
private firm 0 1 
agency (youth) 1 1 
private practice/hospital 1 1 

Clinical Experience 3-5 0 1 
(in years) 6-10 2 2 

11-20 1 3 
21-29 1 2 
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Table 2 

Demographic Information About the Women Participating in Study Two 

Women 

Number of participants 10 

Age 27-36 3 
37-46 4 
47-58 3 

Occupational Background student 2 
unemployed 3 
temporary employed 2 
professional work 3 




