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Objective: This study investigated the relationship between self-reported childhood
abuse and dissociative symptoms and amnesia. The presence or absence of corroboration
of recovered memories of childhood abuse was also studied. Method: Participants were 90
female patients admitted to a unit specializing in the treatment of trauma-related disorders.
Participants completed instruments that measured dissociative symptoms and elicited de-
tails concerning childhood physical abuse, sexual abuse, and witnessing abuse. Partici-
pants also underwent a structured interview that asked about amnesia for traumatic expe-
riences, the circumstances of recovered memory, the role of suggestion in recovered
memories, and independent corroboration of the memories. Results: Participants report-
ing any type of childhood abuse demonstrated elevated levels of dissociative symptoms
that were significantly higher than those in subjects not reporting abuse. Higher dissocia-
tive symptoms were correlated with early age at onset of physical and sexual abuse and
more frequent sexual abuse. A substantial proportion of participants with all types of abuse
reported partial or complete amnesia for abuse memories. For physical and sexual abuse,
early age at onset was correlated with greater levels of amnesia. Participants who reported
recovering memories of abuse generally recalled these experiences while at home, alone,
or with family or friends. Although some participants were in treatment at the time, very few
were in therapy sessions during their first memory recovery. Suggestion was generally de-
nied as a factor in memory recovery. A majority of participants were able to find strong cor-
roboration of their recovered memories. Conclusions: Childhood abuse, particularly
chronic abuse beginning at early ages, is related to the development of high levels of dis-
sociative symptoms including amnesia for abuse memories. This study strongly suggests
that psychotherapy usually is not associated with memory recovery and that independent
corroboration of recovered memories of abuse is often present. 

(Am J Psychiatry 1999; 156:749–755)

In recent years, the explosion of reports of childhood
abuse has raised questions about the nature of memory
for traumatic events, the occurrence of amnesia for
childhood abuse, and the validity and accuracy of re-
covered memories. Many clinicians accept recovered
memories of childhood abuse as essentially valid re-
ports of early experiences, and clinical work with re-
covered memories has proved to be useful in some pa-
tients. Recently, however, a number of investigators
have questioned the validity of recovered memory of

childhood abuse, arguing that many clinicians may be
colluding in the creation of pseudomemories. A heated
debate has emerged regarding therapists’ role in the re-
trieval of previously unremembered memories of child-
hood abuse.

Recent studies in cognitive psychology have shown
that memories can be inaccurate. For example, investi-
gators studying the impact of stressful experiences on
memory have tested college students under demanding
conditions (1–3) or exposed study participants to
shocking photographic material (4, 5). Study partici-
pants are often remarkably inaccurate in recounting
details of their experience (4–7). The role of suggestion
in the malleability of memory also has been well estab-
lished in laboratory studies (8–11). In some protocols,
participants are shown pictures, slides, or videotapes
of an event and then are asked to recall the event.
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When given cues or suggestions, they often make er-
rors concerning peripheral details of the events. How-
ever, despite evidence that memory content can be in-
fluenced by suggestion, emotional arousal, and
personal meaning, the bulk of memory research actu-
ally supports the accuracy of memory for the central
components of significant events (12).

There also is evidence of memory for events that did
not occur. One well-known personal pseudomemory
was described by Piaget, the well-known Swiss theorist
of childhood cognitive development (13). For many
years during his childhood, Piaget had a clear visual
memory of someone trying to kidnap him from his
pram when he was 2 years old. The memory also in-
volved his nanny chasing away the potential kidnap-
per and then going home and telling the family about
the incident. Years later, when Piaget was 15, the
nanny returned to the Piaget family and confessed that
the incident had never occurred. Her motive had been
to enhance her position in the household, but she sub-
sequently suffered guilt about the fabrication and
about the watch she had received as a reward.

Piaget’s experience suggests that persons may create
pseudomemories of events that never actually oc-
curred, especially after being told of such “events” by
trusted individuals. The memories may seem valid, and
persons may not recall the true source of the informa-
tion (so-called source amnesia). In experimental proto-
cols with college students, researchers have given cues
about both real events (from information supplied by
parents) and false childhood events and have asked
participants to describe these events (14). Over three
interviews, approximately 6% of participants devel-
oped vivid pseudomemories of false events. In a similar
protocol, up to 25% of participants developed vivid
pseudomemories if they were asked to imagine the
false events in detail (15). These studies support the
contention that pseudomemories can be induced, par-
ticularly with repeated suggestion, rehearsal, and the
use of imagery. It should be noted, however, that only
a minority of participants responded to the cues to re-
member false events, suggesting that certain individu-
als may have more vulnerability than others to creating
pseudomemories. Or, from the reverse perspective,
75% to 94% of participants appeared to be resistant
to the development of pseudomemories.

In contrast to the malleability of memory demon-
strated in experimental protocols, some investigators
have hypothesized that memory of actual traumatic
events is different from memory of ordinary or labora-
tory experiences. For example, investigators (16–19)
have suggested that traumatic memories are segregated
and stored apart from ordinary narrative memory and
thereby are less subject to ongoing modification in re-
sponse to new experiences. In contrast to narrative
memories that are integrative, malleable, and fitted
into the individual’s personal cognitive schemas, trau-
matic memories are said to be inflexible, nonnarrative,
automatic, triggered, and disconnected from ordinary
experience. This nonintegration is considered the basis

for remembering through behavioral reenactment, so-
matic sensation, or intrusive images that are discon-
nected from conscious verbal memory. Because the
memories are unassimilated, they retain their original
force—“unremembered and therefore unforgettable”
(19). While ordinary narrative memory is dynamic and
both changes and degrades over time, traumatic mem-
ory has been described as “indelible” (20).

Clinical research generally has supported the con-
cepts of dissociative amnesia and recovered memory in
relation to traumatic events. Clinical investigators
have found relatively high rates of self-reported amne-
sia for childhood sexual abuse (19%–62%) in clinical
populations being treated for trauma-related condi-
tions (21–24). Moreover, these studies suggest that the
incidence of amnesia is highly correlated with early on-
set of abuse, chronicity of abuse, and severity of abuse
(e.g., violence, multiple perpetrators, physical injury,
fear of death). Terr’s investigations with traumatized
children also have demonstrated that there are differ-
ential effects depending on the chronicity of abuse (25–
27). Children who have experienced limited, circum-
scribed trauma have hypermnesia—“clear, detailed ac-
counts of their experiences [that] makes one conclude
that these memories stay alive in a very special way”
(27, p. 14). In contrast, chronically traumatized chil-
dren demonstrate extensive amnesia. Terr notes that
this kind of chronic traumatization results in a variety
of symptoms—“massive denial, repression, dissocia-
tion, self-anesthesia, self-hypnosis, identification with
the aggressor, and aggression turned against the self”
(27, p. 15)—that may significantly alter subsequent re-
call. Thus, chronically traumatized patients are most
likely to suffer amnesia, but, given their levels of denial
and dissociative defenses, these patients may also be
most vulnerable to distortions and errors in recall.

The present study investigated both the nature and
the validity of traumatic memory of childhood abuse.
Self-reported physical abuse, sexual abuse, and wit-
nessing violence and the parameters of abuse experi-
ences were examined in relation to dissociative symp-
toms and amnesia. We sought to replicate the findings
that childhood physical and sexual abuse would be re-
lated to high levels of dissociative symptoms (28–30)
and hypothesized that early age at onset and higher
frequency of abuse would be correlated with higher
levels of dissociative symptoms, including amnesia. We
examined recovered memory following amnesia for
abuse, particularly in relation to the circumstances of
memory recovery, the role of suggestion in recall, and
the existence of physical evidence or verbal confirma-
tion to validate the accuracy of the memories.

METHOD

The participants for this study were recruited from female inpa-
tients, 18–60 years old, in a psychiatric teaching hospital. All pa-
tients consecutively admitted to a unit specializing in the treatment
of posttraumatic and dissociative disorders were considered for par-
ticipation. Reasons for admission were varied; although some pa-
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tients were admitted with high levels of posttraumatic or dissociative
symptoms, others had nonspecific difficulties such as suicidal im-
pulses or inability to function. Patients with the diagnosis of a psy-
chotic illness (e.g., schizophrenia or mood disorder with psychotic
features) or an organic brain syndrome were excluded from this
study. Of 179 patients meeting inclusion criteria, 31 were discharged
before being approached for the study. Of the remaining 148, 109
(74%) agreed to participate, 21 (14%) refused, and 18 (12%) were
felt by their treating clinicians to have symptoms that would have
made it clinically inappropriate for them to participate. Patients who
refused to participate typically indicated that they would find the
subject matter of the study upsetting. The clinicians treating those
deemed inappropriate generally cited unstable symptoms, such as se-
vere posttraumatic or dissociative symptoms, or tenuous control of
impulses. After a complete description of the study procedures to
prospective participants, written informed consent was obtained. Of
the 109 potential participants, 13 were unable to complete the re-
search protocol and six had very incomplete data and were dropped
from the study, leaving 90 participants. Not all participants re-
sponded to every research question. Where this was the case, per-
centages are reported relative to the number of participants who re-
sponded to that particular question.

The participants’ mean age was 34.9 years (SD=8.8). Seventy-nine
(88%) were Caucasian. Forty-five (50%) had never married, 19
(21%) were married or living with a partner, and 26 (29%) were
separated, divorced, or widowed. Most (73%; 51 of 70 responses)
had annual household incomes under $20,000. Sixty-six (73%) re-
ported some form of education beyond high school, and nearly all
(94%; 84 of 89 responses) listed their usual occupation as work,
work in the past, or student. However, a majority (64%) reported
that they were currently disabled or unemployed.

Participants completed two self-report instruments: the Dissocia-
tive Experiences Scale (31–33), a 28-item questionnaire with estab-
lished validity and reliability that measures the current prevalence of
dissociative symptoms, and a revision of the Life Experiences Ques-
tionnaire (28, 29, 34) that gathers detailed information about trau-
matic experiences in childhood. Responses to the Life Experiences
Questionnaire were considered indicative of childhood abuse if par-
ticipants reported that before age 16 years they had been “hit really
hard, kicked, punched, stabbed, or thrown down” (physical abuse);
had been “pressured against your will into forced contact with the
sexual parts of your body or his/her body” (sexual abuse); or had
seen “anyone hurt in a physical conflict or forced sexual activity”
(witnessing abuse).

Each participant underwent a structured interview that asked if
she experienced amnesia for currently recalled traumatic experiences
that occurred in childhood. The interviewer (B.L.G. or L.M.F.) was
not involved in the study patients’ clinical care. Participants were
considered to have had complete amnesia if there was a period dur-
ing which they “did not remember that this [traumatic] experience
happened” and were considered to have had partial amnesia if there
was a period during which they “did not remember significant parts
of this [traumatic] experience.” Participants who reported a period
of complete amnesia were asked about the circumstances of first re-
covered memory, including where (e.g., home, work, therapy), with
whom (e.g., alone or with others), in what state of consciousness
(e.g., awake, dreaming, hypnotized), and whether they were in psy-
chotherapy or counseling during that period of their lives. Partici-
pants were asked whether the possibility of abuse had been sug-
gested to them before the first recovered memory (“Prior to recalling
being hurt/seeing others hurt, did anyone suggest to you that this
may have occurred?”). Participants also were asked whether they

had sought or obtained verbal information (“Have you had anyone
confirm these events?”) or had physical evidence (e.g., scars from in-
juries, medical records, or other documentation such as photos, dia-
ries, letters) that validated the occurrence of abuse that was previ-
ously “forgotten” and subsequently recalled.

Participants’ self-report responses to the Life Experiences Ques-
tionnaire were analyzed for the rates of each type of abuse, the age
at onset, and frequency of abuse. For most analyses of data, non-
parametric statistics were used, given the type of data and the non-
normal distribution of Dissociative Experiences Scale scores.
Kruskal-Wallis analyses were used to compare Dissociative Experi-
ences Scale scores across levels of amnesia for each type of abuse.
Further, the Mann-Whitney U Wilcoxon rank sum W test was used
to test differences in Dissociative Experiences Scale scores (across
types of abuse) between levels of frequency of abuse and levels of
amnesia. Spearman correlation coefficients (two-tailed) were used to
evaluate whether age at onset of abuse was correlated with the de-
gree of amnesia and to examine the relationship between onset of
abuse and Dissociative Experiences Scale scores.

RESULTS

Self-Reported Childhood Abuse in Relation to Dissociative
Symptoms and Amnesia

Because this participant group (N=90) was drawn
from a posttraumatic stress and dissociative disorders
treatment unit, the majority of participants reported a
high level of childhood abuse experiences. Seventy-five
(83%) reported physical abuse, 74 (82%) reported sex-
ual abuse, and 64 (71%) reported witnessing violence.
Participants reporting any kind of abuse also reported a
substantial rate of both partial and complete amnesia
and elevated Dissociative Experiences Scale scores in a
range consistent with PTSD (median scores above 31.3
found for PTSD patients by Bernstein and Putnam [31])
(table 1). Among participants reporting physical abuse,
analysis showed significant differences in Dissociative
Experiences Scale scores across levels of amnesia for the
traumatic events (χ2=11.50, df=2, p=0.003). Significant
differences were also obtained for the groups reporting
sexual abuse (χ2=9.18, df=2, p=0.01) and witnessing
abuse (χ2=19.15, df=2, p=0.0001).

The mean age at onset of physical abuse, sexual
abuse, and witnessing violence was generally early in
childhood, before adolescence (table 2). Earlier age at
onset was correlated with a higher degree of amnesia
for physical abuse (Spearman r=–0.39, N=73, p=
0.001) and sexual abuse (Spearman r=–0.55, N=73, p<
0.001) but showed only a trend for witnessing abuse
(Spearman r=–0.08, N=62, p=0.55, n.s.). Early age at
onset was also correlated with higher Dissociative Ex-
periences Scale scores for physical abuse (Spearman r=

TABLE 1. Amnesia for Childhood Abuse in Relation to Dissociative Experiences Scale Scores for 90 Women Treated in an Inpa-
tient Unit for Posttraumatic and Dissociative Disorders

Type of Childhood 
Abuse

No Amnesia Partial Amnesia Complete Amnesia Total Group

Score Score Score Score

N Mean SD N Mean SD N Mean SD N Mean SD

Physical abuse 31 30.2 17.7 24 42.0 22.3 20 50.9 19.8 75 39.6 21.3
Sexual abuse 30 29.5 17.6 19 48.8 18.8 25 42.1 23.1 74 38.9 21.5
Witness to abuse 34 29.6 17.3 17 43.1 22.8 13 61.9 16.4 64 40.6 22.5
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–0.27, N=68, p=0.03) and sexual abuse (Spearman r=
–0.48, N=67, p<0.001) but was only weakly associ-
ated with witnessing abuse (Spearman r=–0.09, N=56,
p=0.53, n.s.).

Analysis of mean Dissociative Experiences Scale
scores in relation to frequency of childhood abuse
showed a clear trend of higher scores with more fre-
quent episodes of abuse (table 3), although not all differ-
ences were statistically significant. Only participants
with very frequent sexual abuse (more than 100 epi-
sodes) had significantly higher levels of dissociation than
participants with infrequent or no abuse (fewer than 10
episodes) (Mann-Whitney z=–2.13, N=42, p=0.03).

Circumstances Concerning Recovered Memory,
Suggestion, and Corroboration of Childhood Abuse

Most of the participants reporting complete amnesia
for physical abuse and sexual abuse had their first rec-
ollection of the abuse while at home and alone (table
4). Few participants (only one or two for each type of
abuse) reported being in a therapy session when they
first remembered the abuse. Nearly all were awake,
and hypnosis was a factor for only one participant.
Many of the participants (at least 45% for sexual
abuse, 48% for physical abuse, and 15% for witness-
ing abuse) were not involved in any kind of psycholog-
ical treatment or counseling when they first recovered
memories of traumatic experiences.

Participants who reported a period of complete am-
nesia for episodes of childhood abuse were asked
about the role of suggestion in memory recovery. As
shown in table 5, the vast majority of participants with
all types of abuse did not recall any overt suggestion
before the first recovered memory.

A majority of participants who reported a period of
complete amnesia for episodes of childhood abuse
made some attempt to corroborate their recovered
memories. As shown in table 6, of those who attempted
corroboration, more than half found physical evidence
of the abuse (e.g., scars from physical injury, medical
records). The rates of verbal confirmation for the group
of participants with complete amnesia who attempted
corroboration were strikingly high for physical abuse
(93%) and for sexual abuse (89%). Half of the partici-
pants with complete amnesia who sought confirmation
of witnessing abuse were able to find corroboration.

DISCUSSION AND CONCLUSIONS

The high rates of physical and sexual abuse in this
study are similar to other reports of clinical popula-
tions with posttraumatic and dissociative disorders

TABLE 2. Amnesia for Childhood Abuse in Relation to Age at Onset of Abuse for 90 Women Treated in an Inpatient Unit for Post-
traumatic and Dissociative Disorders

Type of Childhood Abuse

No Amnesia Partial Amnesia Complete Amnesia

Age (years) Age (years) Age (years)

N Mean SD N Mean SD N Mean SD

Physical abuse 31 6.6 4.1 24 4.7 2.9 20 3.8 2.8
Sexual abuse 30 9.1 3.6 19 4.9 3.2 25 4.3 3.1
Witness to abuse 34 6.5 3.8 17 4.8 2.7 13 6.2 3.1

TABLE 3. Dissociative Experiences Scale Scores in Relation to Frequency of Childhood Abuse for 90 Women Treated in an Inpa-
tient Unit for Posttraumatic and Dissociative Disorders

Type of Childhood 
Abuse

No Episodes 1–9 Episodes 10–100 Episodes
More Than

100 Episodes

Score Score Score Score

N Mean SD N Mean SD N Mean SD N Mean SD

Physical abuse 11 30.3 27.9 12 34.0 16.6 25 36.5 17.2 34 42.8 25.1
Sexual abuse 11 26.7 30.2 11 32.3 18.0 28 34.5 17.3 31 47.8 21.7
Witness to abuse 18 28.3 19.6 12 39.5 21.3 25 41.5 20.9 26 39.7 25.1

TABLE 4. Circumstances Surrounding First Recollection of
Childhood Abuse for 38 Women Who Reported Complete
Amnesia

Recollection Characteristic

Physical 
Abuse 
(N=20)

Sexual 
Abuse 
(N=25)

Witness 
to Abuse 
(N=13)

Where recollection occurred
Home 11 12 3
Work 1 1 0
Therapy 1 2 2
Do not know 1 1 3
Other 6 9 5

With whom recollection
occurred
Alone 11 13 3
Family member or friend 6 2 0
Therapist 1 1 1
Do not know 1 2 1
Other 1 7 8

State of consciousness
Awake 18 22 11
Dreaming 0 1 0
Hypnosis 1 1 0
Do not know 1 1 2
Other 0 0 0

Whether recollection
occurred in treatment
Yes 8 7 6
No 9 12 2
Do not know 3 6 5
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(21, 22, 29). Childhood abuse experiences were related
to higher levels of dissociation. Early age at onset was
correlated with higher dissociative symptoms and
greater levels of amnesia for physical and sexual abuse.
More frequent sexual abuse was correlated with higher
levels of dissociation. These findings have considerable
face validity as dissociative capacity is thought to be
greater in younger children (35, 36), and chronic abuse
may result in the persistent utilization of dissociative
defenses—including amnesia—into adulthood. Many
of the findings from this study are consistent with
other studies concerning dissociation related to physi-
cal and sexual abuse (28, 30), dissociation related to
parameters of sexual abuse (29), and amnesia in per-
sons with childhood sexual abuse (21, 22).

There appears to be a particular subset of severely
and chronically abused patients with high rates of am-
nesia. Of note are the anecdotal descriptions of amnes-
tic experiences reported by many of our participants.
For the most part, these participants lost memory for
whole periods of their lives—recollecting neither trau-
matic events nor neutral or positive experiences. These
descriptions are strikingly similar to Terr’s observation
that chronically traumatized children “may forget
whole segments of childhood—from birth to age 9, for
instance” (27, p. 17). These reports also suggest that
the underlying mechanism for this kind of amnesia
may not be repression of overwhelming experiences or
selective inattention to noxious events. The massive
failure to integrate entire periods of childhood is con-
sistent with the hypothesis that intense and chronic
traumatic experiences may lead to pervasive changes in
the mechanisms for processing and storing informa-
tion. Thus, traumatic memory may be different from
ordinary memory. This model is also consistent with
the concept of dissociation in which various mental
contents exist in different states held separately from
each other.

There were a number of participants who reported
childhood abuse—including multiple kinds of abuse,
frequent abuse, and abuse with early age at onset—yet
had relatively low levels of dissociative experiences
and little amnesia. It is possible that this group of par-
ticipants actually had amnesia but had yet to recover
memories of more abuse. However, a recent analysis
by Putnam et al. (37) suggests that in traumatized clin-
ical populations there are subsets of high dissociators
and low dissociators. Thus, the subset of participants
with significant abuse, relatively little dissociative
symptoms, and no amnesia may represent a group with
low dissociative capacity. The differential susceptibility

toward the development of dissociative symptoms may
also explain the large standard deviations on the Disso-
ciative Experiences Scale that we found in many catego-
ries. Further research is needed to help determine fac-
tors associated with dissociative capacity, such as
innate characteristics or environmental circumstances.

Our findings concerning the recollection of abuse ex-
periences suggest that memory recovery usually is not
directly related to participation in psychotherapy. A
substantial number of our participants were in some
kind of treatment during the period that they began re-
calling their abuse—as would be expected by their high
levels of symptoms. If the therapy was a primary
causal factor in production of these memories, it
would be expected that many would have actually
been in therapy sessions during their first recollections.
However, most participants reported that they first be-
gan to remember at home when alone or with family
or friends, and not in therapy sessions. Most partici-
pants also denied that abuse had been suggested, al-
though subtle suggestion (e.g., emphasis on certain
subjects, tone of voice, nods, etc.) might not have been
perceived as such.

Many of the participants who had complete amnesia
had made attempts to corroborate their recovered
memories. Nearly all participants who reported physi-
cal and sexual abuse and who attempted corrobora-
tion were able to find some kind of verification. Our
corroboration rate (89%) of participants with com-
plete amnesia for sexual abuse and who attempted to
confirm the abuse is similar to that reported by Her-
man and Schatzhow (83%) (22) in a clinical popula-
tion of patients being treated for abuse-related diffi-
culties. It should be noted, however, that although
participants in this study were asked about corrobora-
tion of recovered memory, some may have reported
about their attempts to validate experiences that they
had always remembered. Nonetheless, this level of
corroboration is strikingly high given that much abuse
leaves no physical scars and that child abuse almost
always occurs in great secrecy. At a minimum, our
data support the validity of some reports of recovered
memory for childhood abuse. In particular, our crite-
ria for confirmation were relatively stringent, asking
for actual independent confirmation rather than just
that someone else believed that the abuse might have
happened.

TABLE 5. Role of Suggestion in Recovered Memory of Child-
hood Abuse for 38 Women Who Reported Complete Amnesia

Type of Childhood 
Abuse

Suggestion Had a Role

N Yes No Do Not Know

Physical abuse 20 2 17 1
Sexual abuse 25 4 21 0
Witness to abuse 13 0 11 2

TABLE 6. Corroboration of Childhood Abuse Memories for 38
Women Who Reported Complete Amnesia

Attempted to Corroborate Memories

Yes

Type of Childhood 
Abuse

Physical 
Evidence

Verbal 
Validation

No Total Yes No Yes No

Physical abuse 6 14 5 9 13 1
Sexual abuse 6 19 5 14 17 2
Witness to abuse 7 6 3 3 3 3
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The findings of this study argue against the notion
that many or most reports of childhood abuse are
pseudomemories. Moreover, abuse memories that are
recovered in therapy are not necessarily suspect. In
Kluft’s study of 34 dissociative identity disorder pa-
tients (38), 68% of the 19 patients who were able to
confirm abuse memories first recalled these experi-
ences in therapy. Moreover, many of these patients re-
covered memories in therapy using hypnotic tech-
niques. Three patients were also able to disconfirm
memories, and two patients had both validated memo-
ries of abuse and pseudomemories. These findings sug-
gest that neither psychotherapy nor hypnosis, per se,
are treatments that encourage pseudomemories and
that all memories should be viewed critically in the
therapeutic setting and subject to clinical evaluation as
to their validity. However, our findings do not rule out
the possibility of wholesale creation of pseudomemo-
ries resulting from grossly improper therapeutic prac-
tices. Of interest are a very small number of partici-
pants in our study who recalled abuse while in therapy
sessions, who had used hypnosis, who had been recip-
ients of suggestion, and/or who could not find any cor-
roboration of their memories of abuse. Some of the
participants in this group might be patients who devel-
oped pseudomemories of their trauma. Unfortunately,
in this study, this group was too small to analyze.
However, similar populations should be further inves-
tigated as to whether they differ in any other ways
from those with apparently valid recovered memories
of abuse.

There are limitations to this study worth noting. The
major methodological limitation is the use of retro-
spective self-report for memories of childhood abuse,
episodes of amnesia, and the circumstances of recov-
ered memory. These self-reports were potentially sub-
ject to distortion and inaccuracies (e.g., difficulties in
distinguishing between different levels of amnesia, in-
ability to accurately recall the number of episodes of
abuse, errors in recalling when and how memories
were recovered). The results are also limited by the
participant pool of primarily Caucasian women. In ad-
dition, the use of a participant pool of predominantly
disabled patients being treated for trauma-related dif-
ficulties limits the applicability of our findings to other
less traumatized and more functional clinical and gen-
eral population groups. In our analyses, the multiple
types of abuse reported by many participants makes it
difficult to draw conclusions concerning the effects of
any particular type of abuse in comparison to another.
Similarly, this study did not examine the role of severe
neglect—which is known to be ubiquitous among mal-
treated children (39)—in the development of dissocia-
tive symptoms.

The results of this study should be interpreted some-
what narrowly, as it investigates only the relationship
between early trauma and subsequent dissociative
symptoms and amnesia. In the clinical arena, patients
with childhood abuse may present with other primary
difficulties—some may have abuse-related difficulties

such as poor ego functioning or substance abuse, and
others may have difficulties that are entirely indepen-
dent of childhood experiences. In addition, this study
recruited participation from psychiatric inpatients and
hence does not elucidate the mechanisms whereby per-
sons who have been traumatized in childhood have
been able to overcome or compensate for those experi-
ences and have fewer or no dissociative or posttrau-
matic difficulties. Given the limitations of this study,
the conclusions cannot be considered definitive. None-
theless, in the context of continuing controversy con-
cerning amnesia and recovered memory, this study
does provide further evidence supporting the occur-
rence of amnesia for childhood traumatic experiences
and the subsequent recovery of memory.

The participants in this study reported high levels of
amnesia, and many of their subsequently recovered
memories could be independently corroborated. None-
theless, our results do not obviate the possible role of
psychotherapy and suggestion in the creation of
pseudomemory in some patients. Although there is lit-
tle evidence that direct questioning about abuse, per se,
results in false memories, clinicians must be careful not
to inquire about possible abuse in a way that is sugges-
tive of any particular responses. Especially when mem-
ories are fragmentary, clinicians must support the psy-
chological validity of the memories but avoid coming
to premature conclusions about the occurrence of
trauma without sufficient evidence. When recovered
memory begins to replace amnesia, clinicians must be
open to the possibility of real abuse but must allow pa-
tients to reconstruct—without suggestion—a credible
personal history that is consistent with past and cur-
rent symptoms.
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