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The purpose of this study was to expand the understanding of the role of memory, fiom the 

client's perspective, in the therapy of women who are sumivors of childhood sexual abuse. 

This exploratory and descriptive study was designed to gain some understanding of how 

survivors experience thek memones in therapy and how working with memories in therapy 

impact on their fimctioning. The study incorporates a feminist perspective and qualitative 

methods. Six women who are survivors of childhood sexual abuse and have been out of 

therapy for at least one year were h t e ~ e w e d .  Transcriptions of the interviews were 

andyzed using constant comparative coding procedures. Categories and themes are 

presented in some detail. The findhgs suggest that the women experienced and 

remembered memories of abuse in multiple ways both implicitiy and explicitiy. Findings 

also indicated that aithough the women's therapies did not directly focus on recalling 

mernocies of abuse or re-living feelings associated to the abuse, they experienced both a 

negative and positive impact fiom working with abuse memories. The relationship of 

findings to the previous literature is discussed and the implications of the study for therapy 

and fiiture research. Beginning guidelines for working with survivors' memories of abuse 

and recommendations fiom participants are provided. 
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Introduction 

The pattern of recognizing child semial abuse, then denying it, has a long history 

in Western society (Summit, 1989). In a parallel pattern, the field of therapy has moved 

h m  denying the validity of women's memories of abuse, to viewing even a vague sense 

that "something happened" as c o ~ t i o n  of a history of sexual abuse. Currently, much 

controversy exists among therapists and memory researchers over the reliabiiïty and 

validity of memory. At one extreme are those who believe that ai i  memories are 

completely true with no possibility of error. At the other are those who beIieve that 

memory is totally unreliable and therefore not to be tnisted without the corroboration of 

factual evidence. The recent development of the False Memory Syndrome Foundation 

(FMSF, 1992) has given rise to debate among professionals and the public over both the 

existence of "repressed" versus 'Ydse memories," and over appropriate approaches to 

therapy with suI7rivors. This debate represents the larger context in which my research 

takes place; however, the issue of whether or not survivors' memories are "true" is not 

the focus of this study. 

Purpose and Objectives 

The purpose of this exploratory study is to expand the understanding of the role of 

memory retrievai, fiom the client's perspective, ia the therapy of women who are 

survivors of childhood sexual abuse (CSA). There are numerous publications reporting 

diBering positions of therapists and researchers on the issue of memory and therapy (e.g., 

Herxnan, 1992; Loftus, 1992,1993; Van der Koik, 1987), but there is no pubhhed 

research on how clients themselves experience the process of working with abuse 

memories in therapy. The only available information regarding survivors' experiences of 



their memories is in the form of personal memoirs (e-g., Armstrong, 1987; Fraser, 1988). 

These individual memoirs are valuable; however systematic research with survivors is 

needed to better understand the role of memory in therapy and healing. Other research 

focusing on survivors' memories deals with whether or not the abuse was remembered 

rather than the experiences of working with, or retrieving memories of abuse (e.g., Briere 

& Conte, 1993; Herman & Schatzow, 1987; Wiliiarns, 1994). The curent research 

provides a unique contribution to the Iiterature by reporting clients' own accounts of how 

working with abuse memories in îherapy has been more or less helpfiil to their healing 

process. 

Therapists have traditionaiiy believed that retrieving memories is a vitaI 

component of therapy and necessary for healing to be complete (Bass & Davis, 1988; 

Courtois, 1988). This belief is based on the theory that survivors of CSA often "repress" 

or dissociate their memories of abuse, yet the symptoms of the abuse persist and interfere 

with their functioning (Bass & Davis, 1988; Courtois, 1988). Proponents of "recovered 

memory" believe that retrievhg memories, re-living the feelings associated to the abuse, 

and working through trauma is necessary for healing to occur (Bass & Davis, 1988; 

Slurne, 1989; Courtois, 1988). However, this process of healing is usually lengthy and 

often results in re-traumatization and decreased hctioning during treatment (Dolan, 

1991). The present research addressed this issue by explorhg with participants the 

impact that working with memories in therapy had on their emotional weU-king and 

overall functioning. It is hoped that exploration of this question wiii contribute to 

expanding our ways of thinking about effective approaches to therapy with survivors. 



This research aiiowed for individual ciifferences as  weii as simiIarities among sunrivors to 

be identifîed, and provided data which may guide therapists in their development of 

therapeutic approaches that are respectfiil of survivors' experiences, are non- 

retraumatipng, btdd on resiliency, and maintain and enhance clients' ability to tùnction 

during the therapy process. 

The research was conducted using qualitative methodology (Gilgun, Daly & 

Handel, 1992; Strauss & Corbin, 1990), informed by postmodern femiuist perspectives 

(Myers Avis & Turner, 1996; Reinharz 1992) and anaiyzed using grounded theory and 

the constant comparative method (Strauss & Corbin, 1994). Given that the research was 

descriptive rather than theoretical it was hoped that the information fiom this study would 

provide the development of beginning ideas about work with survivors and the impact of 

sexuai abuse. 

Researcher's S tandpoin t 

1 beiieve that it is important for me to state my theoretical perspective and 

personai position that influences the writing of this paper. TheoreticalZy, 1 write fi-om a 

postmodern feminist position. This position values acknowledging my own bias and 

perspectives and guides my research process. 

My viewpoints and interest in this topic are shaped and generated primariiy from 

two experiences. The Çst was working as a group co-facilitator with women survivors 

of CSA. This experience aiiowed me to see many similarities and ciifferences among 

survivors in the ways they experienced and recaiied memories, and in how dealing with 

memories impacted on their functioning. Second, although not a CSA survivor myself, I 

am a survivor of woman abuse, and have experienced forgetting and then remembering 



disturbing events. 1 believe that these experiences may have dowed me to obtain 

information fiom participants that might not otherwise have surfaced. For example, at 

the end of the interview most of the women asked me if1 was a survivor of CSA. 1 

briefly revealed to them my own experiences with abuse and memory. Participants 

commented that they felt 1 had a "compassionate kuowing and understanding of theu 

experiences." This atmosphere of "compassionate knowing and understanding" seemed 

to create trust and to let participants know that their experiences were understood and 

beiieved, and thus may have assisted me in gaining a deeper understanding of the 

women's lives. On the other hand, 1 recognize how my experiences may have created 

biases that closed space for recognizing other information or pursuing di£Ferent 

questioning . 

My theoretical perspective and choice of methodology iduenced how the study 

was conducted. Through semi-structured questions and Listening intently to participants' 

stories, my thinking was formulated, changed and evolved so that new questions and 

themes emerged ftom the interview and during the analysis. At the end of the interviews, 

1 asked for feedback fiom participants, including whether there was anything we had not 

addressed that they thought was important for me to know. 

The research did not have a priori hypotheses intended to be proved. However, it 

grew out of a concem that memory retrieval therapy rnay be re-traumatizing. As the 

research progressed, 1 began to see central themes as 1 interacted with the data. These 

themes were continually validated and expanded fiom one interview to the next. 



Conceptual Framework 

A Feminist Lens to View the Literature and Research 

1 used a feminist perspective to explore the existing literature on sexual abuse and 

memory retrievai, as well as to develop the research method in this study. This 

perspective views women's lives as important and emphasizes exploring the diversity and 

multiple meanings of their exmences (Myers Avis & Turner, 1996; Reinharz, 1992). 

Feminists recognize and value women's knowledge and place emphasis on hearing 

subjugated voices. To date, we have only heard fiom the professional "experts" in the 

field of memory and therapy and have not heard directly fiom survivors regarding their 

experiences with memory. A goal of this research was to hear about, and be informeci by, 

survivors' experiences. 

Feminists emphasize understanding participants within their historical or social 

context (Gergen, 1988; Riger, 1992). This research took place within the larger social 

context of the 'Wse memory" versus "repressed memory" debate, which may be seen as 

another cycle in society's pattern of recognizing and then denying sexual abuse. At an 

individual level the wornen's conte* varied; however there were similarities in that each 

of the women were experiencing transitions in their lives (e-g., deciding to end al1 contact 

with an offending parent, offender being released fkom jail, retuming to fdl t h e  work). 

Feminist researchers include the researcher as a person in the research and 

contend that objectivity and neutrality are impossible in research because we are al1 

influenced by our own history, culture, politics and personai beliefs (Gergen, 1988; Riger, 

1992; Thompson, 1992). Adhering to these principles, this research has described the 



personai origins of the research questions and presented the research in the researcher's 

own voice (Reinhan; 1992). 

Feminist cesearchers value being open about their research objectives with 

participants, and inviting them to share their ideas and concerns (Reinharz, 1992). In this 

research there was an emphasis on building rapport, demystwg the reseafch, and 

decreasing the power hierarchy between researcher and participants (Reinharz, 1992). A 

goal of the study was to provide an experience that was beneficial to both the researcher 

and participants. 

Feminist cesearchers ofien strive to enable the reader to experience a co~ect ion 

with those studied by including direct quotes in the research report to dlow participants 

to speak in their own voice and to d o w  readers to expenences participants' perspectives 

more directly, rather than through the researcher's interpretations (Reinharz, 1992). 

Excerpts fiom the interviews are included in the written body of this paper. 

Finally, feminist research often has a social action agenda (Reinhan, 1992). For 

this study, it was hoped that the hdings would contribute to developing guidelines for 

more effective, respectful and non-retnunatizing ways of working with survivors of 

se& abuse. It was hoped that these guidelines would initiate change in how therapists 

approach therapy with survivors of sema1 abuse. 

Review of the Literature 

Definitions 

A number of te- used throughout this report are defhed below in te- of their 

meaning in this study: 



1 .  Child Sexual Abuse: refers to any experience of touch that the participant defked as 

inappropriate and or uncomfortable dirring their chiidhood or adolescence. For this study, 

touch ranged fkom fondling to penetration, both vaginal and anal. This touch may have 

been perpetrated by either intra or extra-familial members of either sex and may have 

occurred once or repeatedly over time. The broader dehition of sexual abuse includes 

sexually inappropriate gestures, comments, observation and exposure to exhiitionism. 

However, a narrower dehition was purposely selected in this study to focus on a specific 

group of survivors and gain a more in-depth understanding of their experiences with 

memory and therapy. 

2. Reuression and Revressed Memory: occurs when "a person consciouslv decides to 

avoid thinking about a painful event and comes to forget both the event and having tried 

to forget it" (Kristiansen, 1996). It is a process of pushing down memories into the 

unconscious that have a strong emotional attachment. 

3. Dissociation: an automatic process whereby the person's conscious experience is 

automaticallv removed fkom the traumatic or painful situation (Kristiansen, 19%). It is 

this "'dtered state of consciousness" that explains the loss of memory despite no actual 

loss of consciousness during a traumatic event. 

4. Amnesia: any partial or complete loss of memory. 

5. Conrinuous Memorv: a memory that has never been forgotten, and the knowledge of 

which has always been present. 

6. False Memorv: a concept that a memory can be fabricated through suggestion and 

then be believed to be hue. Believers in false memory view it as a diagnosed mentai 

disorder that has a distinct set of observable signs and symptoms (Sanderson, 1995). 



7. EyZicit Memorv: the memory system that processes conceptual, factual and verbal 

Somat ion  (Sherry & Schacter, 1987 as cited by Knstiansen, 1996). This is the 

memory system that is believed to process n o r d  memory* 

8. Imdicit Merno?: the memory system that processes conditioned emotions such as 

fear, and sensory information including srnelis, visuaI images, and sound, at an 

unconscious Ievel. Tt also processes information about skiiis and habits without 

conscious awafeness (Sherry & Schacter, 1987 as cited by Krïstiansen, f 996) This is the 

memory system that is believed to process t r amt ic  memory, 

Memorv, T ~ ~ ~ P D v  and the Dominant Persneetives 

A number of dominant views regarding memory and therapy with survivors of 

CSA are discussed. These views are represented by chicians, and by both traumatic and 

normal memory researchers. 

There is extensive research fiom multiple disciplines examining the impact of 

sexual abuse on survivor's lives (e-g., Finkelhor, 1984, 1986). Although it is not a goal 

of this study to review tbis research, it is important to acknowledge its existence. in 

general, the hdings fkom these studies indicate that there are long-term negative effects 

Tom CSA that continue to impact on survivor's lives in adulthood. Some of these effects 

include difEcuity with relationships, sexuaI dysfunction, depression, low self-esteem, 

substance dependency and prostitution (e.g., Finkelhor, 1984,1986). The clinicai 

literature has emphasized the impact of CSA on sunivors' abiiity to cope with, and ofkn 

to remember the abuse. A number of variables and their inter-comected relations have 

been identified in this process. They include: the age at which the abuse occurred; the 

length of time it continued; the number of abusers; the degree of violence or severity of 



the abuse (Briere & Conte, 1993; Herrnan & Schatzow, 1987; Feldman-Siimmm & 

Pope, 1994), the amount of support and validation (Courtois, 1992; Summit, 1989); and 

the conspiracy of silence (e-g., d family members denying the abuse, Summit, 1989; 

Williams, 1994). Depending on the number and impact of these factors, the clinicd 

literature suggests that survivors may Vary in terms of the memory they retain. For 

example, some survivors may have relatively continuous memories of the abuse, while 

others may expenence memones that are partial, fiagmented or delayed, while still others 

may remember the abuse and then forget it, only to remember it later (Courtois, 1992). 

Memory Ioss, amnesia and dissociation are common characteristics that clhicians report 

seeing in survivors of trauma (Courtois, 1992; Herman, 1992; Van der Kolk, 1987), and 

are viewed as defenses that are utilized to protect the self. Other defenses and coping 

strategies commonly refereed to are mhimization, denial, disbelief and rationakation 

(Courtois, 1992; Herman, 1992; Van der Kolk, 1987). These defenses are seen as normal 

responses to a traumatic situation and can be viewed as having once been functional and 

understandable in the context of the trauma Many clinical writers believe that the trauma 

is contained until certain life circumstances, or the safe context of therapy, causes the 

defenses to cnimble, triggering memories and other symptoms of the abuse (Courtois, 

1988). 

There is a large body of literature that supports the idea that long-Iasting 

psychological and emotional effects, caused by trauma, can result in the memory 

disturbances discussed above (e.g., Herman, 1992; Putnam, 1989; Van der Kolk, 1987). 

Research also suggests that there is a correlation between symptoms of Posttraurnatic 

Stress Disorder (PTSD) and symptoms expenenced by survivors of CSA (Herman, 1992). 



in addition to the memory disturbances discussed, these cornmonalties include intrusive 

re-experiencing of trauma, sleep and mood disturbances, feelings of numbness, deniai and 

avoidance (Heman, 1992). A number of clinical writers suggest that during trauma, 

victims of sexual abuse numb theu bodies and disco~ect  fiom the experience, thereby 

creating emotional numbness and fhgmentation of the seifthat d o w s  them to dissociate 

fiom the experience (e.g., Courtois, 1992; Herman, 1992). 

Tbe storage of memories. Researchers of normai memory argue that trauma is 

stored and encoded in memory in the same away as any other occurrence and therefore 

memories for trauma are no different then any other type of memory &oftus, 1992, 

1993). They point out that normal memory is not stored like a camera image, nor does it 

preserve an exact record which can be entirely recalled (e.g., Loftus, 1992, 1993). 

Instead, normal mernory is a reconstructive process, whereby memories do not remain in 

their original state and are sensitive to change. Memory is also subjective and has the 

capacity for inaccuracies and distortions, especiaiiy for recoilection of speciflc detaiis. 

Researchers of murnatic memory recognize that memory is reconstructive and 

can be inaccurate, yet argue that traumatic memory is different h m  normal memory in 

how trauma is stored, encoded and recalled (Herman, 1 992; Kristiansen, 1996; Putnam, 

1989; Van der Kolk, 1987). According to these researchers, traumatic memory is stored 

in the implicit system, which is the system that encodes memories through affect and 

bodily sensations and operates outside of consciousness (Herman, 1992; Kristiansen, 

1996; Putnam, 1989; Van der Kolk, 1987). The implicit system is considered different 

fiom the explicit system (normal memory) which processes conceptual, factual and verbal 



information at a conscious Ievel (Herman, 1992; Kristiansen, 1996; Putnam, 1989; Van 

der Kok, 1987). 

A helpful model that clinicians use to understand memory disturbances in 

survivors of trauma is the BASK Model of Dissociation (Braun, 1988). According to this 

model, an individual's Stream of consciousness is made up of four domains: behavior, 

affect, sensation and knowledge. When trauma occurs, information that is encoded in 

these four domains can be separated fiom each other by dissociation so that the 

experience when recalled is hgmented and disorganized (Braun, 1988). It has been 

suggested that survivors "may not have Iost their memory but rather their awareness of 

the howIedge" (Olio, 1989, p.95). 

m e r s  for mernories. According to chical writers, triggers for memory are 

associational, causing what was previously dissociated to be re-associated (e-g., Courtois, 

1992; Dolan, 1991). These triggers are considered to occur in any of the four domains 

described by Braun's (1988) BASK Model. Although it is not clear why a reaction may 

be tnggered at one point in time but not at another, even with the same stimuli, it is 

argued that there are certain conditions that favor or enhance the probability of 

remembering (Courtois, 1988). Courtois (1992, p.22) organizes triggers for recail and 

reaction into five categories: 

1. "normal deveiopmentd events or developmental crises of an incremental type 
(such as the development of an intimate relationship or the birth of a child) or 
decremental type (such as the death of the perpetrator or other signifïcant kin); 

2. exgosure to events which symbolize or resemble the original trauma (such as a 
specific person, body type, sound, smeli, body position or movement, childhood 
picture, media account, phrase or image, anniversary reaction, medical or dental 
procedure, and s e d  activity or sexual event); 



3. crisis associated with recollection, disdosure, confrontation, reporting, and 
criminal justice conceming the client's personal abuse experience or the abuse of 
other family members or acquahtances; 

4. issues within therapy (such as support, trust, and validation, the encouragement to 
associate and disc1ose) and; 

5. Me stages or cumulative M e  events (such as the "empty nest syndrome" or mid- 
Me crisis of the middle aged woman, and "hitting bottom" andlot achieving subriety 
or another form of recovery fiom a substance or process addition/compulsion)." 

Courtois (1992) also suggests that group therapy with other survivors and other 

types of self-help groups are instrumental in creating a chah of associated memories. 

Overd1, triggers or associational cues can Vary fiom those that are very specific to the 

trauma to ones that are more general or subtle (Courtois, 1992). 

Wavs that memories are emerienced. Clinical literature suggests that survivors 

of CSA arrive at their memories in a number of different ways and experïence them in 

one or more of the four domains descrïbed in the BASK mode1 (Braun, 1988). For 

example, memories may be expenenced visually (such as having a flash or seeing an 

image), af5ectively (intense feelings or affect shifts), physiologicaiiy (body sensations, 

smells, pain) and through the knowledge of knowing the abuse happened (Courtois, 1992; 

Harvey & Hennan, 1994). ClinicaI researchers argue that when there is trama, the 

neurophysicd processes in memory fiinctioning may be disnipted to the degree that 

cognitive memory may become severed fiom emotions (Herman, 1992; Kristiansen, 

1996; Pumam, 1989; Van der Kolk, 1987). Researchers suggest that it is this 

phenornenon that accounts for the presence of flashbacks and body memories in the 

absence of conscious recoliection (Herman, 1992; fistiaosen, 1996; Putnam, 1989; Van 

der Kolk, 1987). 



Theraw with SnrMvors: Traditional A~broaches 

During the past decade, the dominant approach to therapy with survivors has been 

to focus on srwivors telling the story of their trauma to re-regain power over it by 

breaking the siIence and secrecy surrounding the abuse (Blume, 1989; Courtois, 1988). 

For survivors who do not have explicit memories of the trauma, therapy has often focused 

on retrieving memories (rernembering the abuse, discloshg it, and re-experiencing the 

emotions associated with it) in order to promote symptom relief and healing (Bass & 

Davis, 1988; Blume, 1989; Courtois, 1988; Putnam, 1989). It has been strongly believed 

that denial must be broken for healing to occur as "one cannot recover h m  what one 

does not achowledge" (p. 106, Blurne, 1989). Proponents of these beliefs stress that re- 

expenencing trauma (e.g., through retrieving memories and working through associated 

affect) is an integral part of trauma resolution, necessary for integrating the dissocicited 

cognitions and affect with the adult self (Courtois, 1988; Blume, 1989). This task is 

accomplished by making unconscious memories conscious, and breaking through the 

survivor's defenses of denid and repression (Courtois, 1988; Blume, 1989). Methods 

fiequently used to aid memory recovery include guided imagery or visualization, 

journalling and hypnosis. These authors consider recovering blocked or "repressed" 

memories to be vital to healing because symptoms of the abuse are betieved to persist 

until this rnernory retrieval is achieved. Some authors M e r  suggest that the more 

completely that buried irama is recovered and worked through, the deeper will be the 

recovery (BIume, 1989; Courtois, 1988; Putnam, 1989). According to these authors, the 

goal of therapy is to assist the client in memory retrieval, therapeutic resolution of the 



trauma, and relief h m  associateci symptorns as efficientiy and comfortably as possible 

(e.g., Bass & Davis, 1988; Blume, 1989; Courtois, 1988). 

The Controversv of "Re~ressed" versus "False Mernories" 

Therapists' efforts to help clients reconstruct memories of childhood sexual abuse 

did not become a hi& level of concern unid the development of the FMSF in 1992 (Enns, 

Corkery & Gilbert, 1995). FMSF is an organization that was established by Pamela 

Freyd in resgonse to her daughter's accusations of sexual abuse by her father. It was aiso 

created to help other families where a member may have been fdsely accused of sexual 

abuse. Charges of therapist pressure and suggestion became the organization's central 

focus in response to their addt  children's accusations of sexual abuse (Enns et al., 1995). 

The FMSF asserts that memories of childhood sexual abuse k v e  reached an epidemic 

proportion that is beyond believability (Sanderson, 1995). Although proponents of "faise 

memory" do acknowledge that some accusations of sexual abuse are true, they imply that 

the majority are false, due to the "Fdse Memory Syndrome." To substantiate these 

claims of "fdse memory", they cite two main factors that contribute to this perceived 

epidemic: inferior science and disreputable therapy (Sanderson, 1995). Both of these 

assertions are used to discredit individuals who betieve they were abused and to 

undermine both the process of psychotherapy and the therapist (Sanderson, 1995). 

The present research has taken place within the context of this heated debate over 

the existence of "repressed" versus "fdse memory." Supporters of "repressed" memory 

argue that traumatic memory is different from normal memory because of the implicit 

and explicit memory systems. They argue that it is the dserence in memory encoding 

and storing in the two systems that accounts for how memories are experienced and 



recailed, and for what information is accessible. Proponents of Ydse memory" 

recognize that there are implicit and explicit systems in memory; however, they do not 

believe they play a role in memory and trauma They believe trauma is dealt with in 

memory in the same way as any other occurrence. As a remit, they argue that memory is 

inaccurate, malleable, subjective and vulnerable to the implantation of pseudomemories 

(Loftus, 1992,1993; Ofshe, 1992). This polarization of views has led to research that 

focuses on "nomai memory" and " traumatic memory." This research will be briefly 

discussed here to indicate the type of research that has been done to date, and to 

summarize what is presently known about memory. 

Research on normal memorv. The research on normal memory is conducted by 

psychologists and memory researchers who examine the inaccuracies and suggestibility 

of memory (e-g., Loftus, 1992). These studies use laboratory settings where specific 

details of events are manipulated and used to show the unreliability of memory. The 

participants in these studies are usually college or university students. 

Studies on normal memory ofien focus on suggestibility and their data cornes 

fiom eye-witness studies that document that when people witness an event, are given 

misleadhg uiformation about details, and are then tested for memory, they wiil ofien 

claim to have seen things that were falsely suggested (Lindsay & Read, 1994; Loftus & 

Davis, 1984; Loftus, 1992). Researchers of normal memory state that these findings 

show that post-event information can be incorporated into a memory and alter a person's 

recoilection of an event (Loftus, 1992, 1993). 

Other studies focus on the malleabiity of memory and argue that memory can be 

radically changed even when traumatic events are personally experienced (Loftus, 1993, 



1992; Loftus & Davis, 1984). Loftus (1993) f.urther argues that not only c m  memories 

for actual traumatic events change over tirne, but entire memories for whole events can be 

implanted in memory. The most wideiy publicized shidy of evidence for suggestibility is 

that of Loftus and Coan (1995), which demonstrates that nonexistent memories of a mild 

traumatic nature can be implanted in participants' mincis. In this study, participants were 

told by a tnisted family member that they were lost in the maii when they were a small 

child and were provided with fdse details. Some participants reported remembering the 

incident and later elaborated on the story with fdse details. According to Loftus and 

Coan (1995), this study demonstrates that an entire rnildly traumatic event caa be created 

and believed, and thus leaves one to question if it is possible to implant a memory of 

abuse. 

Researchers of normal memory aiso cite what is known as the "Ingram Case" to 

demonstrate how false memories of abuse can be implanted (Ofshe & Watters, 1994). In 

this case, Ingram, who was arrested for child abuse, was told by Ofshe that he had 

comniitted other sexual abuse acts, different fcom the accounts &ady reported. Initidy, 

Ingram denied these allegations, but after extensive interrogation, suggestive cornments 

and encouragement to visualize some images he signed a statement agreeing to the 

allegations made by Ofshe (Ofshe & Watters, 1994). The findings in the Ingram case are 

considered critical, as the methods used for recail with Ingram (e.g., visualking, 

authority figures) are seen as the same methods utilized with ccrepressed" memories 

(Loftus, 1993). 

Overall, proponents of false memory would argue that the examples discussed 

support that memory is maileable, that traumatic events can be altered by new 



experiences, and that entire events can be implanted into memory (loftus, 1993). Tbese 

findings on the maiieability of memory raise questions regarding the recommendations, 

suggestions and therapeutic techniques fiequently used by therapists (e.g., self help 

books, impIying that vague syrnptoms indicate abuse, visual exercises, Lofhis, 1993). 

Research on traumatic memorv. The research on traumatic memory is 

investigated by clinical researchers and medical professionais examining the 

neurophysiological aspects of memory. This research is primarily based on clinical 

samples of survivors who have experienced trauma Some of the neurophysioIogical 

research employs animals (e.g., Van der Kok, 1987). Research on traumatic memory is 

directed at the implicit memory systems that function during and f i e r  exposure to 

trauma, rather than ordinary memory processes that involve inaccuracies. 

Researchers of traumatic memory argue that there is a considerable amount of 

empirical evidence on traumatic forgetting and memory disturbance (e.g. Auerhahn, Laub 

& Peskin, 1993; Mazor, Gampel, E ~ g h t  & Orenstein, 1990; Van der Kok, 1987) and 

that these memory disturbances can be seen in both survivors of childhood sexual abuse 

and survivors of other traumas, although there are some clifferences. Herman (1992b) 

argues that the ciifferences between these groups are due to the differential impact of a 

single trauma vernis a repeated prolonged trauma. Terr, for example (1 988, 199 1 ), 

points out that while some individuals have memory loss of traumatic events, others have 

clear, detailed recall. Terr (1991), who has extensively studied the effects of different 

types of childhood trauma proposes that trauma can be divided into two types, Type 1 and 

Type II. Type 1 trama involves a sudden cnsis and Type 11 çonsists of prolonged and 



repeated ordeals. Children d e r i n g  h m  "single blow" Type 1 trauma retrain fdl, 

detailed memories while those whose trauma was of a Type II variety do not (Terr, 199 1). 

Recently, studies have focused on the phenornenon of "repressed" memories, have 

documented their occurrence, and have identifïed possible correlates. Three important 

retrospective studies of adult memories of CSA (Briere & Conte, 1993; Herman & 

Schatzow, 1987; Williams, 1994) show that there is a hi& rate of no recaii for abuse. 

Briere and Conte (1993) found that 59.3% of their sample in treatment for CSA, reported 

having no memory of the abuse during some periods of childhood or adolescence. 

Several variables were associated with a higher likelihood of no memory, they included 

occurrence at an early age, the degree of violence and extended abuse. 

Simiiarly, Herman and Schatzow (1987) found that 64% of their sample in 

treatment for CSA reported some degree of amnesia for their abuse, while 28% had 

severe memory deficits. Severe memory deficits were related to abuse that began at an 

early age and to the degree of violent and sadistic abuse. 

Williams (1994) interviewed 129 women fiom the cornmunity who had 

previously documented histories of sexual victimi;ration in childhood and found that 3 8% 

of the women did not recall the abuse that they had reported 17 years eariier. According 

to Williams (1994), these data indicate that having no recall of CSA is a common 

occurrence for adult women with documented histories of CSA. 

Loftus, Polonsky, and Fullilove (1994) interviewed women survivors of CSA and 

found that 3 1% showed at least partial repression or incomplete memory of the abuse and 

19% reported previous periods of total lack of recd of the abuse but later recalled it. 



Furthemore, Feldman-Summers and Pope (1994) surveyed a national sarnple of 

psychologists asking whether they had been abused as children, and, ifso, whether they 

had ever forgotten some or all of the abuse. They found that approximately 40% of those 

who had experienced abuse reported a time period of forgetting some or all of it. 

Interestingly, periods of forgetting were found for both sexual and non-sexuai abuse and 

were related to the severity of the abuse. 

Supporters of "repressed" memory wouid interpret these studies as indicating that 

there is a substantial number of addts with histories of cbildhood sexual abuse who 

report a t h e  when they do not recail the abuse. In addition, they would argue that the 

likelihood of forgetting abuse is associated with the age that the abuse occurred, the 

degree of violence and whether or not the abuse was ongoing. 

Limitations of unonnaln and Uresressed" memoy research. The most evident 

limitation with normal memory research is the way researchers extrapolate data from one 

phenornenon or subject population and apply it to subjects that are different fiom the ones 

originally studied These studies on normal memory use experimental lab research to 

investigate the inaccuracies and suggestibility of memory and then apply their findings 

and research conclusions to traumatic memory and the experiences of survivors of CSA. 

Another limitation is that studies examining suggestibility (e.g., eyewitness 

testirnonies, details of a car accident), only demonstrate that there are false or distorted 

mernories for penpheral details and do not challenge the existence of the event itseff. 

Studies that focus on pseudomemories and implanting a fictitious memory are limited as 

they have only focused on implanting single generic mernories with which people could 

easily idenW. For example, Loftus and Coan's (1995) findings must be interpreted with 



caution as vague chiIdhood fears about king lost are cornnion and people are likely to 

believe and accept a story told to them by a trusted f d y  member. In addition to this, 

the finding that a part of a memory can be implanteci (Loftus & Coan, 1995) does not 

mean that a whole memory, particularly one including repeated violence, can be 

implanted. Further, these studies do not provide any evidence that it is possible to 

implant a history of CSA in a person who was not abused, and therefore do not provide 

evidence of FMS. 

Another limitation of normal memory research is that it ignores the vast amount 

of clinicai literature on dissociation and does not connect experiences of childhood sexual 

abuse with trauma associated with PTSD. htead, normal memory researchers argue that 

children witnessing crimes, and holocaust survivors, remember the events al1 too clearly. 

These researchers fail to recognize that these traumas are often group experiences or 

expenences where survivors have the opportunity for support and discussion. In the case 

of CSA, there is secrecy, silence and isolation. Terr's Type 1 and Type II classifications 

of trauma are not considered for understanding the differential impact of a single trauma 

versus a prolonged trauma. 

A limitation with the "repressed" memory research is that these studies only ask 

participants about remembering or forgetting the memories of abuse and do not inquire 

about the impact of dealiig with, or retrieving memories. Also, these studies ofien 

include participants who are still in therapy. It is possible that therapists' beliefs about 

memory and repression wili impact on clients' interpretations of their experiences. It 

seems important to hear about clienl' experiences with memory work after they have 

completed therapy and have had some t h e  to reflect upon their experiences. 



Another limitation of traumatic memory research is that questions investigating 

participants' memory of events often to do not thorougbiy probe the reasons for why 

participants may have forgotten the abuse. For example, did they forget because it was 

too unpleasant to rememkr so they choose not to or did they not have the knowledge at 

the time that it was abuse. Briere and Conte's (1993) study investigating "repression" 

clearly illustrates this limitation. In their study, amnesiac participants were identifîed on 

the bais of a singie "yes-no" item (e-g., During the period of time between when the first 

forced semial experience happened and your 18th birthday was there ever a time when 

you could not remember the abuse?) rather than a series of focused, detailed questions, 

As a result, it is not clear how the participants interpreted the question or what meaning 

they attribute to it. The likelihood of multiple meanings is hi@. 

C h a n ~ n ~  Pers~ectives on Thera~v 

In recent years, there has begun to appear a smaIl clinical literature suggesting 

alternative approaches to working with survivors of sexual abuse. These more men t  

approaches have incorporated ideas fiom both solution focused and narrative therapy 

(Dola. 199 1, 1997; O'Hanlon, 1996; Kamsler, 1990; Westcott, DaEorn & Sterne, 1993). 

These writers suggest that survivors may benefit more fiom therapy that has a present and 

future orientation and that emphasizes the non-abused parts of the survivor's identity 

(e.g., Dolan, 1991, 1997; OYHanlon, 1996; Kamsler, 1990; Westcott et al., 1993). 

Solution focused approaches with survivors focus on the present, identify solutions for 

deaIing with the current impact of the abuse and emphasize changes and healing that have 

already occurred. The solution focused approach also directs survivors to explore the 

non-abused parts of their experience and focuses on future goals. Narrative approaches 



emphasize chauging and adding new information to the client's past construction of the 

abuse (e.g., noticing the strength it took to survive) and to developing new views of 

themselves and their iives that do not primarily focus on the "abuse story" or an "abuse 

identity." 

Dolan (1997) emphasizes the importance of working with survivors to help them 

move them beyond a "survivor identity." She argues that survivorship can becorne the 

only significant identity that the suMvor has, and that this can restnct them fkom 

identifjriig with their other Me experiences not reIated to the trauma. Dolan (1997) 

recommends that survivors should be encouraged to identifi with what she terms a 

"Celebrant Role." "This stance allows the person to experience the present and 

contemplate the future in çuch a way that it becomes equally or more compeUing and 

impactfiil than the past," (Dolan, 1997). As a resdt, experiences and events are no longer 

constricted by being viewed solely in terms of how they compare to the past trauma. 

Dolan (1997) suggests tbat this emphasis on a "CeIebrant Role" ailows the person to 

develop a new story about themselves that focuses beyond the abusive experience and 

incorporates both a present and fiiture focus. 

Similady, other clinical writers (Kamsler, 1990; OYHanlon, 1996; Westcott et al., 

1993) have emphasized that focusing on the abusive experience and reliving or 

recounting traumatic events can be disempowering to clients. O'Hanlon (1996) argues 

that it is important to both acknowIedge and validate clients experiences and invite 

change and new possibilities. O'Hanlon (1996) states that "too much emphasis on 

change and possibility can give clients the message that the therapist does not understand 

or care about their suffering or dilemmas, while too much emphasis on the 



acknowledgment side can give the message that the client cannot change or might 

encourage waiiowing in the pain and hopelesmess." These wnters also suggest that 

survivors of trauma often engage in disempowering h e r  didogues that resemble the 

traumat-g conversations that they were subjected to at the time of the abuse (Westcott 

et ai., 1993; Kamsler, 1990). As a result, they often adopt a "victim Life story" and 

participate in interactions that reinforce this description of themselves. Over tirne, these 

stories create an "abuse dominated lens" which oniy ailows the person to notice 

information that reinforces a view of self that is powerless (Westcott et ai., 1993; 

Kamsler, 1990). As a result, the suMvor is blind to aspects of her story that contradict 

this disempowering story and she fails to notice times in her life when she has been 

empowered. According to these k t e r s ,  the focus of therapy with suMvors is to CO- 

create with them a different story that includes a future with many more alternatives than 

were possible in the survivor's traumatic past, and to assist the survivor in accessing her 

resources to challenge the oppressive "abuse story," (Westcott et al., 1993; Kamsler, 

1990). 

These alternative approaches to therapy with suMvors offer suggestions for 

working with survivors in ways that are not ce-traumatizing and do not result in a 

decrease in their functioning during treatment, as some of the more traditional forms of 

therapy may do. These more recent approaches offer ideas for shifting the focus from the 

past memories of the abuse to a present and finire orientation that emphasizes building 

on resiliency and developing alternative life stories while stiU acknowledging and 

validating the pain. 



Method 

Design 

This study incorporates a feminist perspective that is applied to a qualitative 

method that is rooted in grounded theory. 

The Oualitative Method 

Qualitative methods are best suited for gaining understanding of the meanings, 

interpretations and subjective experiences of participants (Strauss & Corbin, 1990). 

These methods allow for a more personal understanding of the phenomena being studied 

than do quantitative methods (Strauss & Corbin, IWO). They ailow the researcher to 

interact with participants and gain knowledge about the phenomena from the participants' 

own voice rather than fkom more structrned or standardized forms of inquiry. (Strauss & 

Corbin, 1990). Also, qualitative paradigms are particularly useful when dealing with 

variables that are not easily statistically rnanipulated. 

Furthemore, qualitative methods ailow for the development of theory and for data 

analyses and interpretation to be organized by theory (Gilgun, 1992). This means that 

instead of using hypothesis-testing approaches that start with a pre-conceived theory, the 

researcher using qualitative methods cm facilitate the development of theory (Gilgun, 

1992). This method of inquiry was used in this study to gain information and rich 

descriptions about participants' experiences with memory work in therapy. It was 

considered paaicularly appropriate because of the lack of earlier research in this area 

needed for theory development (although the goal of this study is descriptive), and for 

identimg categories of experience and guidelines for therapists. 



Grounded tbeorv. "Grounded theory" is a general methodology used in 

qualitative research for developing theory that is grounded in the process of 

systernatically gathering and analyzhg data (Strauss & Corbin, 1994). It is through this 

continuous interplay between data collection and analysis that the researcher's ideas 

evolve and theory is developed (Strauss & Corbin, 1994). A centrai feature of this 

approach is a method called "constant comparative anaiysis," in which the researcher 

continuaily compares participants' experiences and perceptions with each other's, and 

allows for generated data and theories to be continuaiiy compared, elaborated, modified 

and intertwined. As a result, what is relevant in the study emerges fiom the phenomena 

studied and by the researcher deciding what is relevant during the research process, rather 

than Eom the researcher's pre-conceived theory or a priori hypotheses (Strauss & Corbin, 

1990). This discovery-orientated approach was chosen for this research as it aiiows for 

developing a set of ideas about memory work in therapy that is grounded in participants' 

experiences. 

Memoiw. As 1 coliected and analyzed my data, 1 recorded ideas in the form of 

mernos. According to Strauss and Corbin (1 990, p. 198), "memos represent the written 

foms of our abstract thinking about data" and are a vital component of qualitative 

research. Memoing was an integrai part of this research tkom the inception of the project 

to the final writing. 1 kept both theoretical and personai memos throughout the project 

(Rennie, Philiips, & Quartaro, 1988; Strauss & Corbin, 1990). Theoretical memos were 

used to record emerging concepts, categories, patterns and themes. 1 wrote memos to 

myself about ideas 1 had and emerging patterns and themes after each interview and while 

anaiyzing the transcnpts. These memos dowed me to preserve premature ideas that had 



valuable potential. Personal memos regarding my thoughts and reactions were written 

after each interview. This process increased my awareness of my assumptions and 

responses to participants and their experiences. Memoing also aiiowed me to see 

similatities and ciifferences among participants' beliefs and my own. Throughout the 

project these memos grew in complexity, clarity and density which impacted on the 

richness of the findings. 

Seven women who are survivors of CSA and have been out of therapy for at least 

one year participated in this study. Background information regarding culture and race 

was not gathered. 1 assume that the women are fiom a white Nortk American/Euopean 

background. Six of these women's data are included here; one has been omitted because 

the responses were incoherent in relation to the questions asked in this study. The 

women had varying degrees of memory of their abuse and had participated in varying 

types of therapy. An important distinction to make about the women's memories is 

between those who had an expiicit memory of the abuse and those who had an explicit 

memory but did not know it was abuse. Listed below, using pseudonyms, is a brief 

description of each woman. 

Participant #1: Mary is 41 years old and is married with three children. She was abused 
by her father from the ages of four to seventeen. Mary describes herself as  not 
remembering the abuse untii she was 35. Mary, however, describes remembering covert 
abuse and having a strong sense that something had happened approximately one to two 
years before recdling the abuse. Mary defined covert abuse as subtle actions or behavior 
by her father that felt inappropriate and made her feel uncornfortable, but lefl her 
confhed about whether or not they were sexual abuse. She describes her memories as 
becoming more clear f i e r  "becoming clean" fiom her dmg addiction and her fatber's 
death. Mary participated in individual therapy for two years and group therapy for three 
months. She has been out of therapy since 1993. 



Participant #2: Dana is 26 Yeats old and is manied with two children* Dana was abused 
on two separate occasions by two neighborhood men. She describes herself as always 
having remembered the abuse, but that certain details and parts of the pic- were not 
clear. Dana describes her memories as more clear whenever she is feeling emotionaily 
intense. Dana participated in individuai and couple therapy. The individual therapy that 
directly focused on the s e d  abuse lasted for six months. Daua stopped therapy in 
1993. 

Participant #3: Cheryl is 37 years old and is d e d  with three children- She was abused 
by her father until pub*. It is not clear when the abuse began. Cheryl describes herseIf 
as not remembering the abuse until she was 26, but of being aware of covert abuse and 
having a strong sense of knowing through flashbacks and body memories. Cheryl 
describes her memories as becoming clearer after working through a divorce and her 
siblings revealed that they had k e n  abused. Cheryl participated in individual and group 
therapy on and off for 1 I years, ending in 1994. 

Participant #4: Rita is 37 years old and is single. She was abused by her father fiom the 
age of 10 to approximately 2 1. Rita describes herself as remembering the abuse for a 
short time period when she was 10 and then forgetting it until she was 28. Rita said she 
told her mother about the abuse when it was happening but her mother said "she would 
not hear of it." Rita describes herseIf as always feeling there was au "intemal battle." She 
experienced flashbacks, which prompted her to seek therapy. Rita participated in group 
therapy over a five year period and individual therapy on and off for approxhately 10 
years. Rita stopped therapy one year ago. 

Participant #5: EUen is 25 years old and is married with three children. She was abused 
by her stepfather fiom the ages of six to 15. Ellen reports that she was aware of the abuse 
fiom the ages of six to seven, then forgot it fiom eight to nine, and then remembered it 
fiom ten to 15. Ellen reports that her memories became more clear after she moved into 
fostercare and after laying charges against her abuser. Ellen participated in individual 
therapy for six rnonths and group therapy for one year. She stopped therapy in 1994. 

Participant #6: Katie is 46 years old and is married with two children. She was abused by 
a boarder that lived in her grandmother's home fiom the ages of 6 to 12. She reports that 
she always remembered the abuse but denied it was abuse because she thought it was her 
fault. Katie reports that her memories became even more clear after several signincant 
deaths in her family and after she had heard her abuser died. Katie pdcipated in 
individual therapy for a total of five yeats and 1 1 months. Katie has been out of therapy 
for one year. 

The sample size of six was considered adequate as the objective of this 

exploratory study was to provide in-depth meaning and description of participants' 

experiences rather than cornparison of data fiom a large sarnple (McCracken, 1988). 



Further, no new themes related to the primary areas under investigation emerged; under 

these terms saturation was reached. Saturation in regard to unique findings in the data 

and the development of theory was not obtained This wodd require more i n t e ~ e w s  and 

another level of analysis. Finally, there was data that emerged fiom the interviews that 

was not included in the analysis as it was not a part of the objectives and goals ofthis 

study . 

Criteria for the Studv 

To meet the critena for the study, participants had to have experienced some fom 

of CSA, dehed for this study as the experience of unwanted andl or inappropriate 

physicai contact ranging fiom touch or fondling to intercourse. This contact may have 

taken place with either intra or extra-familial members of either sex and may have 

occurred once or repeatedly over time. 

Participants were at least 20 years old and had completed therapy at least one year 

before the study began. The one year post-therapy time aliowed participants to reflect on 

their experiences and report retrospectively on the impact of memory work on their level 

of functioning. A minimum or maximum amount of time in therapy, or specific number 

of therapy sessions, was not a criteria. 

Procedure 

Data Collection 

The data collection began in December, 1996. Participants were recruited fiom 

newspaper ads in the Guelph area (see Appendix A) and made contact with me by cailing 

the Couple and Family Therapy Center at the University of Guelph. When 1 first spoke to 

a woman on the phone, 1 informed her about the objectives of the research and briefly 



about what participation involved before setting up an interview. 1 ais0 screened each 

woman over the phone to see if her experiences fit the criteria of the study before setting 

an initiai meeting. The nrst seven women who met the study's criteria were selected for 

the study; six others were placed on a waiting Est. The seventh interview was 

transcribed and reviewed twice to see if it was focused enriugh to be analyzable. 1 found 

the participant's answers to be incoherent and not connected to the questions. 1 informed 

the participant that her i n t e ~ e w  was not included in the study because it was not audible. 

The initial meetinp. 1 met with participants of the study in their home or at the 

Couple and Famiiy Therapy Center. At that t h e ,  1 provided each woman with M e r  

information about the study and advised her of her rights to refuse to answer any question 

or to withdraw fiorn the study at any time. 

1 informed each participant that they wodd be asked to complete a one page 

questionnaire that asks questions conceming demographics and other background 

information (Appendix B), and to participate in a personai interview that may potentiaiiy 

trigger many emotions and mernories. 1 inf'ormed participants that the interview would 

be approximately one to one and a &aif hours long and would be audio taped and later 

transcribed for analysis. 1 also provided participants with the name of the transcriber to 

see if they knew the person and would prefer someone else to do the transcription. None 

of the participants knew the person transcribing their i n t e ~ e w .  1 also informed them that 

the audio tapes would be identified by a participant code number and that their name in 

the transcripts wodd be replaced with a pseudonym to ensure confidentiality. 1 told aU 

participants that d e r  the interviews were transcribed, 1 would contact them to discuss 

and clari@ what they said, expand on issues, and comment on my interpretations. 



This procedure reflects feminist values of including participants' input in the research and 

working collaboratively ( E t e u  1992; Riger, 1992), as weU as of supporting the 

credibility of the research (Lincoln k Guba, 1985). in addition, 1 iuvited the women to 

reff ect and comment about their experience of king interviewed, 1 informed each 

woman that aii audio tapes would be erased after the study's completion. 

Participants who were willing to participate in the study read and signed an 

Informed Consent form (see Appendix C). Ail participants were given an information 

sheet about the study to keep, and were given contact numbers regarding the study. 1 

informed each woman that when the research is completed they would receive a summary 

of the aggregated research findings. 

Soecial considerations. Due to the personal and potentially highly emotional 

content of the interviews, it was crucial to develop trust, comfort and rapport with each 

woman (IblcCracken, 1988). 1 did so by talcing time to have a fiiendly conversation with 

each woman and being careful to not rush into the interview. I provided participants with 

the opportunity to ask me any questions about myseif or concerns they might have about 

the research. I was conscious of the importance of rapport and made every attempt to 

demystify the research and reduce hierarchy between rnyself and the women (Reinharz, 

1992). From their comments and observations, it appeared that the women experienced 

me as curious and eager to hear their ideas rather than as an "expert" searching to prove 

preset ideas (e.g., one of the women said that she felt 1 was interested in her story and 

valued her ideas). 

Other special considerations included checking with each woman before starting 

the interview to see if she presentiy had a therapist she could contact or another support 



system. 1 aIso t&ed with each participant before the interview about what her needs 

might be during and d e r  the interview. Throughout the entire interview 1 checked with 

each woman to see if she was feeling cornfortable, ifshe needed a break, or ifwe needed 

to make any adjustments. None of the women requestecl any adjustments or needed a 

break. At the end of each interview, 1 checked with each woman to see ifshe found the 

i n t e ~ e w  process upsetting or re-traumatizing in any way. None of the women reported 

feeling upset or re-traumatized. AU participants were offered a list of counseiing services 

and other sources of support (Appendix D). 

The interviews. Two of the interviews took place in the women's homes and 

four at the University of Guelph. The interviews took between 45 and 90 minutes, and 

participants were given additional time at the end to discuss any relevant issues or ideas 

they may have thought 1 missed. The interviews were guided by certain semi-structured 

questions (see Appendix E), however, new questions emerged throughout the 

interviewing process that expanded the number and depth of questions. Interviews were 

scheduled with enough time between each so they codd be transcribed and 1 could 

review each interview for emerging questions and relevant themes before conducting the 

next participant's i n t e ~ e w  

Trustworthiness and the foiiow UD interviews. Given that the purpose of this 

research was to develop a set of ideas about survivors' experiences with therapy and 

memory that was grounded in survivors' perceptions, 1 contacted participants after 

analyzing the interviews to give them the opportunity to comment on my interpretations 

of information in the transcripts. 1 met with three participants in pmon and spoke to 

three participants on the phone to cl- questions and discuss the themes that 1 saw in 



their transcripts. None of the participants reported any discrepancies with the themes, 

however, cl-g comments were made. Monnation that 1 gathered in the foiiow-up 

interview was compared with previous categories to see if they were common or unique. 

The information was then coiiapsed into the appropriate categories. According to 

Lincoln and Guba (1985), "member-checking" is one way that the researcher can support 

the credibility of their research. 1 used member checking both formaiiy and informally 

throughout the interviewhg process and after ail the interviews were transcribed (Lincoln 

& Guba, 1985). 1 also enhanced "dependabiiity" in my research by checking my 

assumptions, themes and conclusions in consultation with my thesis adviser and by 

verifjhg one third of my themes with an independent rater (Lincoln & Guba, 1985). 

This was done by having the rater examine the categories and themes that I identined in 

each of two transcripts and then comparing them with categories and themes that they 

wodd have identined in the data. This procedure aiiowed for a second view of the 

researcher's coding (Lincoln & Guba, 1985). Dserences were not found for content of 

the categories or themes; however, some items were labeled diffecently whiie still having 

the same meaning (e.g., Triggers for Mernories verses Prompts for Mernories). Each of 

the women reported that the folIow-up interviews provided them with an opportunity for 

closure regarding their experience of being interviewed and sharing their story. 



Data Anaiysis: 

Process of Identifjing Themes 

The £ k t  step in my analysis was to Men to a tape without the transcript in fiont 

of me. 1 then re-played the tape twice while reading the transcription. Foiiowing this, 1 

reviewed the transcript and wrote in the margin a few worcis that best described the 

information that was emerging. 1 foiiowed this process with one interview at a time and 

then added others as 1 coiiected the data Within each transcript, 1 compared emerging 

information fiom aii parts of the interview, coiiected simiiar phenornena, and Iabeled it as 

a specific category. Next, 1 compared, coiiapsed and integrated categories which aiiowed 

me to ident% emerging themes and sub-themes. 1 continued this process both within and 

across ai i  transcripts untii saturation was reached, that is, no new categories or aspects 

emerged for the primary themes being investigated (Strauss & Corbin, 1967; 1990). 

Results 

Findings are presented in the foilowing six categories: 

1. Women's Ways of Knowing: How Participants Experienced Their Memory 
2. Triggers for Memories 
3. The Focus of Therapy 
4. Specific Techniques Used to Deal with Memories in Therapy 
5. The Impact of Working with Intrusive Memories 
6. Participants' Perspectives on Therapy with Survivors of CSA 

Within each category are a number of themes and sub-themes. Excerpts are 

chosen h m  the text of each interview to Uustrate each theme or sub-theme. The 

numbers that appear in brackets following each heading represent the number of 

i n t e ~ e w s  in which that theme occurred. The order of the first three themes is significant 

as it shows how the women had some sense of knowing about the abuse and experienced 



triggers for memories before starting therapy. 1 felt that this was important as it 

iliustrates how survivors also experience memories separate fkom participating in therapy. 

The latter three themes were placed in thek order because they followed a logical flow of 

ideas. Further, there are a different number of excerpts foiiowing each of the themes. 1 

chose to include more excerpts when 1 felt there were important differences or diversity 

within the same theme and when 1 felt a theme was particdariy centrai to the research 

question and goals. Excerpts were chosen according to how clearly they captured an 

experience. 

Category One: Women's Ways of Knowing: 

How Participants Experienced Theù Memories 

This category describes the ways that the women said they experienced memories 

of the abuse both before and duhg therapy. 1 consider this category to be representative 

of "wornen's ways of knowing." There were two major ways the participants 

experienced their memories. One was through explicit memories of the abuse that always 

existed and the other was tbrough various types of flashbacks d e r  a period of not 

remembering. 

1. Ex~licit Memories (5)  

Three of the five women who had always hown  about their abuse were able to 

describe a specific memory about the abuse. Two of these three women had a clear 

knowledge that the abuse had happened as well as a specific memory of a specific 

incident they had not forgotten. One of these three women had a specific memory of the 

abuse that she had never forgotten, but she did not know it was abuse until later in Me. 

The other two women described having no memory of the abuse but having specific 



memories of situations where they felt uncornfortable. Zn later years these women labeled 

these experiences as "covert abuse." They detïned "covert abusew as actions, gestures and 

comments that felt uncornfortable, were delivered in a subtie rnanner, and where the 

meaning of the actions were unclear. 

Emlicit memorv with the knowledee that it was abuse. (21 This sub-therne 

includes descriptions of specific explicit mernories of the abuse where the women clearly 

had the knowledge that it was sexual abuse. 

Ellen: I've remernbered most of the abuse. IJve always known that it happened 

Dana: I had a speczjk picture of part of what happened, iike I remember the 
touching but 1 don 't have a picme of the whole &ama. 

Expiicit memorv without the knowledee that it was abuse. (1) This sub- 

theme describes one woman7s experience of always remembering the abuse (e.g., semial 

touching, penetration) but not having the kuowledge that it was sexual abuse und later in 

life. 

Katie: Oh, I t e  always rernernbered But 1 thought 1 was wrong and it was my 
fault, so I took the responsibility until I started to hem at work that it is always 
the adult who is ut fault. 

Ex~iicit - mernories of "covert abuse" witbout anv other mernories of abuse. 12) 

Two women described "covert abuse" (e-g., uncomfortabIe sexuai comments, a kiss on 

the lips that felt too long) that was clearly remembered, although it was not M y  

recognized as abuse at the tirne of occurrence. The women empbasized feeling confused 

at the time the abuse occurred because they were not sure whether or not it was 

appropriate behavior. These two women did not remember any other abuse (e.g., sexual 



touching, oral sex) until later in Me. 1 understood the women's descriptions to mean that 

there were intimations of abuse before knowing abuse had occurred. 

Cheryl: I remember those kisses, that just didn 't feel right. 

Mary: I was pretty sure there wm covert abuse, you know, like oflhand comments 
about the way you dresse4 justj-ont my father, the perpetrator, and being forced 
to hold his hand when we were out on the street when I was much too old to hold 
his hand. Stufflike that, that but you can 't put your finger on it. 

2. Mernories Returnine as Flashbacks (6) 

AI1 of the women described expenencing memories as flashbacks in one fonn or 

another, (i.e., forgotten experiences that retunied through some aspect of the sensory 

system). Five types of flashbacks were idensed: visuai ffashbacks, body memories, 

dreams, affective flashbacks and telepathic flashbacks 

Visual flashbacks. (5) Five women described experiencing visual flashbacks in 

many different ways. Examples include seeing a memory as a movie or videotape 

running; dissociating and seeing herself and /or the perpetrator in the room; and 

experiencing little flashes or pictures about the abuse or the family dynarnics. 

Ellen: It was just like a video tape running, too. I could be just sitting like this 
and al1 of a sudden have a memory and it 'd be okay, I had to check in with myseK 
who am i, where am I, what 's going on. 

Rita: I'd see the dynamics of my family, of beingpushed to be uround my father 
when it didn '&fiel right, like Ishouldn 't be the one there. 

Bodv memories. (6) AU six of the women described body memories that either 

involved a feeling or pain in their body or a feeling that was triggered through their 

senses. 

Katie: It felt like there was a pressure on my chest and abdomen, like there was a 
huge penis there and a firllness in the back of my rhroat. 



Eiien: Ifilt a burning in my genital and anal mea. 

Mary: One really strong bot@ memory was when my husband hadn 't shaved and 
we were hugging and ir was like whoa. this is my father, jjlcst that roughness of the 
beard 

Cheryl: The smell of alcohol and body odor, men 's sweatfiom workirtg would do 
if. 

Dreams. (41 Four women talked about experiencing memories in the form of 

drearns or nightmares. These drearns were either directiy related to the abuse or syrnbolic 

of feelings they were having. 

Ellen: It was like seeing myselfwith the abuser, but I was standing in the corner 
watching. 

Katie: Dreams, yes, and they fomed on abandonment, rejection of myselj) 
because of al1 of the losses I've had 

Affective flashbacks. (6) The entire sample described experiencing afFective 

memories. However, there were two different ways that the participants described 

experiencing these memories. One was in the form of negative feelings about 

themselves, and the other was through intense feelings which they could not understand 

(e.g., rage, terror). Each of the women described experiencing negative feelings about 

themselves and five of the women experienced intense feelings that were unexplainable. 

Katie: It had to do with a feeling of not being whole and notfeeling like I was a 
goodperson 1 felt like I was damaged goods. 

Dana: I felt so much anger, rage, guilt, shame and selfblame and not knowing 
where it was comingfiom. 

Rita: I justfelt like I w m  in an infernal state of turrnoil and wasfighting with 
myseiJ There was no peace. 

Cheryl: Ijust w a k  up in terror and know it S familiar. Or I wake up holding my 
breath, knowing if's fmiliar- 



Tele~athic (2) Two of the women described situations where they experienced 

the presence of their father in the room. For one woman, her fither was the offender. For 

the other woman, her father was not the offender but had recently died, and she was 

experiencing extreme guilt for having sexual relations with her husband. 

Mary: Getting my father out of the beboom, you kmw, how do Imake love to my 
husband and be present. Having to face the door, you know, waiting waifing for 
my father to come in, and really having to work hard to get him out of the room, 
his physical presence was there, 1 couldfeel it. Like I said being present, not 
going up to the top of the room and looking down. 

Katie: Right Mer the time that dad died Isturted gertingflushbacks. They were 
triggered by, well my husband and 1 were making love, and he (du4 was r ighr  
there floating around it was awfu. He wouldn 't leave, he was right ihere on the 
stretcher as I had Iast seen him. There he was, 1 had just lost my dad and yet I 
was doing something pleasurable. Ifelt so guilîy- 

Category Two: Triggers for Mernories 

This category describes specific cues or triggers that played a role in the women 

remembering memories of the abuse. For some women, a trigger resulted in experiencing 

new memories, while for othem, memories just became clearer and more connected to 

affect. Many triggers occurred both before and during therapy. 

1. Trieeers (6) Al1 of the women described triggers external to themselves that elicited 

intense feelings and or memories. Five types of triggers emerged. 

Events symbolizine or resemblinp the orieinril trauma. (Q Each of the 

women described specific events, situations or stimuli that triggered memories of the 

abuse. Five of the six women described anything related to sex as a ûigger for intense 

feelings or for a memory. This included seeing s e 4  pictures, hearing about, or 

engaging in sex, and being dominated by men in both personal and work relationships. 



Two of the six women said that feelings and memories were triggered through hearing an 

expression (e-g., Jesus Christ) and by seeing a movie that was not about abuse but 

reminded her of k ing  restrained. 

Ellen: Anything involving sex was a trigger for me, hearing it, seeing it on TV or 
in a book, or doing if. 

Dana: Certainly, being in relationships with men who were dorninating and self- 
centered sexually, and being in a position as an employee, working under a male 
who was h0eating me as an infeerior- That certainly tnggered stufffor me. 

Mary: I know I was watching a movie in one of my clases at school and in one of 
the scenes in the movie, the little girl was sick or something and the father 
wrapped her up in a blanket, and; I donPt know, I j w t  becume that little girl, and 
it was like I was being restrained by the blunht instead of being cared for. 

Death, loss and se~aration. (4) Four of the women described losses either 

through divorce, separation, leaving home, death of a loved one and/ or death of the 

offender, as triggering intense feelings and memories. The women described the losses 

as either eliciting negative feelings, such as guiit, or a feeling of safety that made it okay 

to remember. 

Mary: My father S being dead, and I think that ended up facilitating the recall. 
You know, it was safi, my father was dead And shortly Mer that I had myfirst 
memory. 

Euen: Thejîrst concrete memory w m  when I was sixfeen, afier I lefi home and 
was in foster care. It was a safe environment. 

Ellen: He broke up with me and it just brought on everything. 1 was back to the 
time of the abuse, and then that 4 where al1 the messages were sort of coming 
Rom. 

Katie: I had a number of losses all at once and so 1 was really down. I had nine 
people I had los?. The flashbach really started when my dad died Well, when I 
heard the news of him (abuser) not really being dead Isure went through hell, 
and that triggered things. 



Gainiun knowledge. (4) Four of the wornen in the study said that gaining 

knowledge was a key factor to their recall or acceptame thaî the abuse was real. The 

types of laiowledge that they referred to included information h m  books about sexual 

abuse, violence, alcoholism and covert abuse; hearing that the adult is aiways responsiile 

for the abuse and realizing they were not alone or crazy. 

Katie: When f began to hem that the adult is always the one who is at f d t .  

EUen: When 1 was told that what 1 was experiencingjust couldn 't be a dream. and 
that people don 't move in out of a fog, and that I wasn 1 nazy. 

Cheryl: Istarted to deal with a whole bmch ofpersonal issues about 
assertiveness and mommy, and b&s of taking care ofyowself; and becoming 
aware of my father's alcoholism and my dad beating up my mom. I read and got 
information on everythingfiom alcoholism to fmi ly  violence. 

Crises that facilitateci recall. (2) Two of the women describeci crisis situations 

that triggered for them memories of the abuse. For one woman, it was her sister's suicide 

attempt and her brother's disclosure about sexual abuse. For the other woman, new 

memories were triggered after she charged her abuser and he was sentenced to jail. 

Cheryl: A lot of the rnemories were sketchy and then my sister attempted suicide 
and began her process, only she started with the semcal abuse. She started where 
I ended And then my brother also started rumblings, so we al1 started coming 
out of the closet as a fmily, but nobody really told my father what was going on 
because we didn 't really know where to go or what to do. 

Wavs of workin~ in thera~v. (6) Ail six of the women discussed specific ways 

of working in therapy that resulted in memories emerging or becoming clearer. This was 

not the intent or primary goai of the therapy but rather a sewndary effect. Each of the 

women said that the most influentid factor for eliciting their memories and aiiowing 

them to open up and feel connections with their experiences was the safe therapeutic 



environment that provided support and validation. The women also discussed how breath 

work was used as a form of reIaxation, centering and connecting to emotions and pain. 

Five of the women described fkeely journalling their feelings. Four wornen described 

visuaikation or guided imagery, which focused on connecting with affect and taking back 

control of their We, and one of these four aiso used visuaikation, once, to recount a scene 

with her father. Three of the women described using creative medium such as painting 

and drawing that elicited feelings and memories. One woman described music, 

movement and positionhg king used to connect with intense feelings. This participant 

describes connecting with feelings of rejection and abandonment. 

Dana: Therapy was a safety outlet to remember and share myfeelings. There was 
trust and I felt believed 

Katie: Just getting in touch and using the breath work as a form o f  reaiization It 
would make them (memories) clear and connected to the pain. And the same with 
the guided imagery or Iguess visualization, being able through that to relive the 
whole thing tu get in touch Mrh the feelings I had Just doing relmcation would 
bring the messages in. Just being able tu understand what happened to me by 
connecting the feelings, pain and emotions to the events. 

EIlen: I ended up triggering a lotjust through my own writing. Iput it may1 put 
it out, read it, and it would h-igger me and then it would bring back yet another 
memory or reconfirm a thought that was going through my head 

Cheryl: Once. Ijust closed my eyes and described a particular scene and then I 
stopped when I got to the part of my father coming into my room This was too 
much. It was like a movie and Ifelt bad for doing it like I had made ir up. mat 
was the only time, and I wouldn 't do it again. I stopped in the m iMe  and said I 
c m  't do it and I can 't go there. 



Category Three: The Focus of Therapy 

This section contains information about the focus of therapy. The women 

describe the overaiI focus in therapy as rnoving away fiom recalling abuse memories and 

instead focusing on specfic issues that wodd assist them in dealing with the impact of 

the abuse. 

1. Overall Focus of T h e m v  (Q 

Each of the six women stressed that they felt their therapy did not push for, or 

focus on, recaiiing traumatic memories or details of the abuse. 

Mary: He never pushed me to tell him what my actual memories were like in 
detail. Basically it was what do you want to do about if, and where do you want 
to go with it. 

Cheryl: Mernories were not dealt with very much. We stayed in the here and now. 
The therapists did not wmt to spnd a whole lot of time with the little details of 
the abusive situation. I would say mernory work wus minimal, not only minimal 
but cut 08 No one wer let me ramble about mernories. It was like that 's the 
put ,  how do youfeel aboutyour father now? So definitely we moved awayjiom 
recounting rnemories as a pmt of therapy. 

Elien: 1 wasn 't forced to remember ifi didn 't want to remember. I couId talk bout 
okay, Iremember something but Iremember how Ifelt, as opposed to he did this 
and then this. M L  goals were to work on anger andJrustration and to deal with if 
was okay to cry and to feel sorry for mysell> and how to talk about it. 

2. C o ~ i n e  with and Containine Intrusive Mernories (Q 

A major focus of therapy related to abuse memories was on coping and 

containing intrusive memories. Each woman discussed different ways that her therapy 

focused on coping with, working through, and containing memories in order to control 

feeIing overwhelmed or having memories interfere with fünctioning. The women 

discussed learning how to deal with the mernories in their own tirne rather than the 

memory controllhg them; choosing what parts of the memory to deal with; accepting the 



memories and understanding the fïashbacks they were experiencing; being able to get out 

of a memory; comecting the memory to pain and emotion; and grounding themselves to 

stay present and not dissociate. 

Mary: It was containing the memories md leaming how to deuZ with them on my 
own time. You know, thnt example Igave you emlier about being in that lecture 
und watching a movie and ull of a sudden it 's me on the screen and I don 't wîmt 
to be this little kid Ni u room of 300people. The other biggie was getting my 
father out of the bedroom and being able to be present with my htlsband during 
love making ... Ya, being present and not going up to the top of the room and 
lookhg d o m  

Rita: Thefist two yems was shictly coping and dealing with memories, 
accepting thaf they me memories. and for me to leam what. and how to read 
mernories. and how to be able tu get myselfout of a memory. So ifI had a 
memory, at firsf it would take over me and I had to l e m  how to get past if and 
get on with things. ... I leamed to deal with what part I could a bit at a t h e .  I 
did this by visualizing a room in the home that had boxes and 1 wouldput the 
memories in boxes and onZy take d o m  a box at a time. 

Katie: I would do this thing, I cal1 it "out of body, " and I would need help 
bringing me ba& they had a technique. 

Ellen: My major focus was yes. I was sexually abused andyes it is okizy to feel 
what Ifeel behind it.. So Iam not crmy because I wm convinced I was a spIit 
personality, when that warn 't it at aZZ. Becouse when I'd get triggered I was like 
a raging animal. So that 's what we worked on, you know. you 're okay, yes this 
happened to you d y o u  me gonna have some effects. 

3. Defeatin~ Nepative Beiiefs About Self (Q 

AH six women discussed feeling that they were crazy and that therapy helped to 

normalize their feelings as normal reactions to abuse, and helped them to accept that their 

abusive experiences were real. Therapy also focused on self-esteem and on dealing with 

negative messages about their seKworth and self-value, as wel1 as on leaming about 

themselves. 



Eilen: A major focus for me in therapy was lening me know that I wam 't 
completely crazy, and I don? have a Split personality, ami thk really did happen, 
and yes, it has afer efects* and these efecfs are perfectZy normal. It is normal to 
be running around and feeling Iike everybody 's staring at you andyou 're nor 
normal, you 're crazy and worthless and have al2 rhese negative messages about 
yourself: 

Rita: I leamed about myseZfand saw positive things about myself instead of 
feeling I am not okay. 

3. Defeatiw Neqative Beliefi About Ses and Sexuai Behavior (5) 

Five of the women said they had negative feelings about sex and negative views 

about sexual expectations for men and women. These negative beIiefs impacted on their 

ability to be sexually intimate and were dedt with in therapy. 

Mary: This expectation thing about sex. I fhought, well this man wants it so I've 
got to provide it, no matter what I w u n ~  The abuse was gffecting my relationship 
with my husband I think ir was something that I Zeamed as a result of the abuse. 
just a way of being with a man. ... I especially felt anger and rage when my 
husband and I would be love making more specificallly when I'd be giving him a 
blow job. 

Dana: 1 thought sex was the only way to get a man 

4. Ex~ressine - Emotions and Dealinp witb Feelines (6 1 

A central part of therapy included learning to accept, express and deal with 

feelings and emotions. Each of the women emphasized dealing with feelings of anger, 

rage, confusion, frustration, guilt, shame and self-blame. Therapy involved talking about 

these feelings, connecîing with them and alIowing themselves to express them. All of the 

women stressed that the focus of the therapy changed with their growth and development. 

EUen: We worked on anger andJi?rstration, and that it was okay to cry, and to 
fiel sad 



Cheryl: Oh, the foc= chmged as Igrew in understanding. A~rfirst the focus was 
to take care of mysecfcause Ispent most of the time denying myfielings and was 
living my li$e totally mmrb mrdfrat. So Ihad to l e m  how ro !ive with my 
emotions. 

Al1 participants emphasized h t  the therapy focused on e m p o w e ~ g  them to take 

control of their lives. The women mentioned such examples as becorning aware of, and 

using, their own personai resources, establishing personal goals, and having a voice 

during sex. 

Cheryl: I was in charge of my own life. l in not on a roiler coaster, 17rn really 
driving this car, and that 's where therapy really came in 

Mary: We really worked on me taking my power back and b i n g  a voice during 
sex. 

Katie: They really supported me in haMng the positivet the powe fil way out of it, 
I had the strength and resources. 

Category Four: Specüïc Techniques Used to Deal with Mernories in Therapy 

This category describes the techniques used by therapists to assist the women in 

coping, containing and dealing with intrusive memories. These techniques were also 

used to assist the women in becoming aware of their feelings and king able to express 

and accept them. AU of the women said that 'Wking" about how they felt was centrai to 

the therapy and was used in conjunction with other techniques or mediums. These 

techniques are listed below. 

1. Talk (6) 

Each of the women describecl 'W as a central part of the therapy that assisted 

them in expressing their feelings and thoughts which enabled hem to deal with the 

impact of intrusive memories. 



Dana: Jwt having someone to listen to it all, especialiy when lm  ranring and 
raving. It helped get it ogmy chest, and I felt better. 

Mary: Itfilt good to tell him what a smggle it was tu go to sleep at night. We 
would talk about ways to get my father out of the room and if filt good tu discuss 
idem. 

The women described joumalling their story as a way to express their feelings 

about the abuse and as a result of writing, mernories were triggered for them. They also 

described other ways of using writing, such as writing letters to themselves and to their 

abuser. 

Mary: I did lots ofjownalling and it came up through my journalling. l wus 
doing it as ifi was little "M" writing. I wrote it without cemoring if m d  I 
rernember writing it and thinking no "I can 't write this. " 

Ellen: I started a lot of writing when Istarted therapy. I ended up h-iggering a lot 
ofthings just through my own writing. I would put it away, put it out, read if, and 
if  would trigger me and then it would bring back yet mother memory or 
reconflirm a thought rhat wus going through my head 

Katie: I did journalling about my feelings and I wrote le #ers und burned them or 
threw them in the river. 

Two of the women used what they termed as "role playing" to express feelings 

(e.g., anger) and to share what they would want to Say to their abuser. 

Ellen: 1 did role playing that was a wonderful expression of anger. You know, 
you get so angry, you let your childjust take a tennis racket and beat it on a 
pi110 W. 

Dana: 1 would say out loud how Ifelt towards the perpeïrator and how Ifelt 
about how myparents handled it when they found out. 



4. Relaxation. Viuaïization or Guided Imagerv (5) 

Five of the women described the therapist using relaxation and visualization to 

assist them in comecting with tiieir emotions, dealing with painful feehgs, and taking 

control of intrusive memories. 

Katie: The breath work would help me relm and get in touch with thefeeliings, 
and connect the feelings with the ment and this would m a k  the memories demer. 

Ellen: We did medifation andguided walks. One Irernember doing was being on 
a train and handing over the basket of shme and guilt to the abuser, rmdgoing 
back on the train and leating the situation. 

Rita: We would relax and imagine a safe place. Then we would take the memory, 
seaZ it in something andpluce if on the shelfso we wouldn 't have to deal with it 
al1 the rime. We would then imagine taking the memory of the  shelfwhen we felt 
ready, andpick what part of it to deal with. 

5. Artiatic Medium a) 

Three of the women described artistic mediuxns as a part of their therapy. These 

included painting and drawing. These women described these medium as extremely 

helpfid for expressing themselves, and particularly when they had difficulty 

Rita: I was having dz%ficulty just being able ro talk so the agreement wus that I 
would jwt paint. 

Cheryl: I was painting the scenes, with big blankr in the scenes. I started to 
realize that mypaintings weren 't abstract, but that they were deep things, dark 
and ghostly. 

6. Music, Movement and Bodv Positioninm 

One wornan described the therapist using music, movement and positionhg with 

breath work as a way to connect with feelings. This participant describes herselfas 

connecting with feelings of rejection fiom others and herself. She attributes the rejection 



to her harelip and how this "defect" made no one want her and set her up to be vulnerable 

to abuse. 

Katie: She used a lot of music and movement andpositioning. I was on my knees 
in the session and Iput my head on the floor. And what ïconnected to was the 
disappointment, the loss of exciternent at the bkrh of this new baby. I think it was 
a starîing over point, because of the rejections and self-ejection which I know 
was reinfurced by sornething. 

Category Five: The Impact of Working with Intrusive Memories 

This category describes how working with intrusive memories, and with the 

feelings that were comected to them, impacted on the women's overall functioning. The 

term "working with memories" refers to both dealing with and containing memories, and 

to gaining clarity about them. Participants reported on both negative and positive impacts 

of this work. 

1. Ne~ative Im~act (6) 

Ail of the women said that working with memories had a negative impact on 

some aspect of their functioning. The women described feeling emotionally exhausted, 

out of control, wondering if they were crazy, and dissociating. Physicdy, they described 

extreme stress, headaches, and eating and sleeping difficulties. The women also stressed 

that working with the memories impacted on their relationships with their partners, 

children and at work. Five of these women described feeling shut down as parents, 

disinterested in their relationships with their partners, needing to take regular sick days at 

work, and in one case, quitting her job. Three of the women also said that they 

experienced anxiety and felt a m  when they pressured themselves to remember the 

abuse and could not. 



Cheryl: m e n  working wirh the deep and troublesorne memories Ifelt c r q ,  out 
of control, and Iike I could curl up in a bal1 and hide in my room and scream. 
This qBPected everything. I couldn 't eut. I had migroines. 1 couldn 't even feed my 
W, and I regularly took days ofwork 

Dana: It was overwhelming and al1 encompassing. It Mected how I interacted 
with men su much that I quit my job. I w m  physically stressed out, and I think I 
had a nervous breakdom 1 was jwtflooded with feelings, ctying, oversleeping 
and I was worn-ed I would r e m  to my addiction 

Mary: It Mected how I related to people. I didn 't Iike old people and I had a 
problem with being sexual with my husband I was also always uncornfortable at 
school and not knowing i fa  memory would take over- It afj%ected my mood 
(depressed) and 1 hadproblems sleeping, I always had to face the door. 

2. Positive Imaact 16) 

A11 of the women stressed that once they had worked through the memories there 

were some positive impacts, They described feeling more in controI, and that the 

memories did not have the same influence and power that they did previousiy. Also, the 

women stressed feeling that they no longer had an inner struggle, and that they were able 

to see their own strengths and get on with their lives. 

Dana: Now that I have gotten through the mernories I can talk about the abuse 
without the intensity and the ernotions that use to immobilize me. The mernories 
have lost their power and life. 

ElIen: Now that I am on the other side, I have given the guilt and the sharne to the 
abuser. I am now able to see my sirengths and face and deal with things. I have 
an outlook on life that has îurned around, and I am no longer depressed and 
suicidai. 

Rita: I don? have that sick feeling and interna1 turmoil anymore. 

Category Six: Participants' Perspectives on Therapy with Survivors of CSA 

This category reports participants' perspectives on therapy based on their own 

experience as clients. They include views about the importance of malhg  memories; 

impressions of their therapists' beliefs about memory; views about what was most 



helpfuvunhelpfiil in therapy; and recommendations for both therapists and survivors 

starting the therapeutic process. 

1. Views on the Necessitv of Recaliiup Memorv itQ 

AU of the women said that it was not important to recaU the traumatic pictures or 

details of the abuse. However, there were three major aspects of the memories that ail six 

women said were important to remember, as listeci below. 

Acce~tine there was trauma. (6) AU of the women stressed that even if they 

dîd not have a clear memory of the abuse, it was important to know and accept that 

something traumatic had happened and tbat they were not crazy. 

Mary: I don 't think you have to retrieve mernories, but I think it S a process where 
you to come to believe that something happened, instead of this crazy making and 
suspicion. 

Cheryl: Even ifmy mernories are faIse) I've got other abuse I remember. I know 
there war the physical abuse and the aZcoholism. 

Eiien: It was important for me to remember t h  there w a  abuse, so I didn 't think 
I was crazy. But not afZ the gory details, in a sense I wish I still didn 't know. 

Dana: I have blanks in my memory, but I know it huppened Those blanks sturt 
jèeding into did it really happen because 1 don 't have the whole picture. But I 
believe I have done a lot of healing without remembering every detail about what 
happened. I had to accept something happened and I couldn 't keep purring myself 
through doubting. 

Rememberine and reclaimiae a childhood historv. (6) Ail of the women 

expressed that it was most important to know civwho" had abused them. Three of the 

women stressed that it was important to them that they could put a sequence to a number 

of events (e.g., how old when this occurred, how old was offender). Two women also felt 



it was important in reclaiming their childhood history to know how they responded to the 

abuse, and what others' responses were once they knew of the abuse. 

Cheryl: For me, my memories stopped in the rniddle, so it was important to curry 
them through so they were more whole. It was important for me to have some 
order of events, a sequence, like how old was I when this happened, and then this. 
What did my mother do when I told her? Where w m  my sister? I needed to build a 
history of my childhood 

Rita: I needed to know how I responded to what dad did to me. 

ElIen: Ineed to know everything, like the time sequence. Not the gory s t u i  but 
with knowing al2 of it, 1 couldput it in a jar and then it could not sneak up on me. 

Understandine the feelines and body emeriences. (6) Al1 of the women said 

that it was important to be in touch with their emotions and connect the feelings with the 

memories. Five of the six wornen said it was important to understand the memories and 

make sense of what they were experiencing. 

Cheryl: You can spend a lot of time hying to recall rnemories, going over and 
over Qing to nail them down, and you just c m  't m i l  them down But I think if's 
important to touch them to be with them, tofeel them, to putfeelings to the 
memories, to join those two things. Because ifyou can 't tell your story with h e m  
and pts ,  you just h e p  telling it without feelings, and like it happened to someone 
else, and rhat 's pointless. 

Katie: Well, it was important for me to understand the bot@ memories, and what 's 
going on with what I was feeling and connecting that feeling to sornething Ifl 
had had some of those really intense body rnemories and had not known where 
they were comingfi.om, it would have been very destructive for me. 

EUen: I had anger firs and was làke a raging animal. Thar anger wasn 't because I 
was angry at the time, it was because of what happened in childhood I needed to 
understand these feelings. 

2. Thera~ists' Beüefs about Mernories (6) 

This theme includes information about participants' impressions of their 

therapists' beliefs about the importance of recalling memories for healing. AU of the 



women stressai that they were given the impression that memory recaii was not of 

primary importance. Two of the women did say that their therapists thought recailing 

memones was important to a degree, but not the main focus. The women said that they 

believed there was more of an emphasis on connecting with how they felt rather than on 

rememking the abuse. 

ElIen: She didn 't believe that you had to remember to get past something, or have 
to remember al1 the details. I wasn 't forced to remember ifldidn 't want to 
remember. I could talk about what I remember fX wanted, but the f o m  was on 
remembering on how I felt, not, okay he did this and then that. 

Cheryl: Bringing up mernories wm not dealt with much. My therapist wanted to 
stay in the here and now. She did not want to spend a whole lof of tinte with the 
details of the abusive situation. Mernory work was cut ofl We moved awayfiom 
recounting memories as a part of therapy. 

Rita: I think she believed it w m  important to recall memories to a point. i think 
she believes there cornes a point where you make a decision about it too, that you 
don 't need to retrieve every solitary thing, that you get on with your life and let 
life teach. 

3. Most Hel~ful  A s ~ e d s  of Thera~v (6) Participants found five aspects of therapy to 

be most helpfül: staying in the present when working with a memory; belief support and 

validation; client centered therapy; knowledge and concreteness; and flexibility. 

Stavine in the ~resent when working: - with a memorv. (Q A11 of the women 

stressed that it was very beneficial that the therapy did not focus on recounting mernocies 

or specific traumatic details. They expressed the importance of staying in the present and 

feeling grounded and safe when working with a memory. 

Mary: I don 'r remember spending a whole lot of rime foming on the aclual 
memory. If was okuy you 've had this memory, you said as muck us y m  want to, 
now how can we deal with it now with how ifs efectingyou 



Cheryl: We stayed in the here and now. The therupisrs did not wanr to vend a 
whole lot of thte with the Iittle details of the abusive sihcotion. Didn 't talk about 
the past, imtead how do you &el about yow father now. So staying in the 
present. 

BeIiet sumort and validation. (6) All participants emphasized the importance 

of feeling thaî îheir therapist believed them about the abuse, and believed in their 

strengths and abilities. Three women stressed how important it was to hear that they were 

not crazy and to know that they were not alone. 

Mary: I know there was no doubt in his mind thai what I was recalling wasn 't 
real, wasn 't tnre, didn 't happen I never questioned his belief in me and it was so 
important to fiel believed ûne of the most hebful things was that never for one 
moment did I think he doubted me. ... A turningpoint was believing in myself, 
and him (therapist) believing in me and my strengths, and seeing myseifgo fiom a 
victim to a suniivor. 

Cheryl: 1 think therapy wus really a validation that Ireally wasn 'r alone. I relied 
on the therapists to tell me that in this world I wasn 't the only person. I needed 
somebody to hold my hand until I could$nd a safe place in mysee I needed to 
hear that I desented to have a safe place. 

Eiien: She (therapist) was not there to tell you ij'your memories were accurate. 
Her attirude was that she was there to listen, help, support, guide and teach us 
how to deaZ with o w  memories sqfely. .. I spent more rime in six months trying to 
comince myseif1 was not crazy. Therapy helped me tu be okqv with my memories 
andfeelings about myself: 

Client centered. (Q The entire sample stressed the importance of being able to 

take the lead and feel that the therapy was at their Pace and not the therapist's. They also 

said it was important to feel that they had choices and control in the sessions and that they 

were never pushed to do anything that did not feel comfortable. 

Mary: He let me tuke the Iead and go where I needed to instead of suying, " okay 
we need to do this. " He recognized when I was uncomfortabk and wouldn 't pmh 
or pursue. He alhwed me to be where I was. 



Dana: You know it was whatever I wanted to talk about was the focus and I could 
talk about just how I felt. 

Cheryl: The focus changed as Igrew in understanding. 

Katie: And neither of them ever made me be anything, or pushed me into doing 
anything I didn 't want fo. And that was really important and they gave me 
respect.., Ifl wanted to dig it up (mentoryl then it was on my terms. 

Knowledne and concreteness. ( 6) AU of the women emphasized the 

importance for their healing of obtaining knowledge, and for that knowledge to be 

delivered a concrete manner. The women mentioned many types of knowledge, but 

generally they fit into the categories of finding where to get help and support, leaming 

new skills, becoming aware of their own inner strengths and resources, and getting 

factuaI information. The women said that the most effective way to provide them with 

information was through concrete means, such as suggesting reading material or writing 

issues they were working with on a board or flip chart. 

Mary: 1 found self-knowledge v e v  helpfirl. I learned about my beliefs around sex 
and where they came@om. We used aflip chart and listed these beliefi and it 
w m  right there in bluck und white, it was so concrete. It was what 1 needed 
Also, at one point he gave me an article about shame, and shortly aJier I read it I 
really began believing that the shame belonged to my father, and I started gïving 
it back to him. 

Katie: Therapy helped me find support and I learned new skills. 

Rita: I learned about myseZfand seeingpositive things about myseljr It was an 
opportunity to get to know myselj to get to know the real me. I even leamed some 
social skiIlsS 

Flexibilitv. ( 6 1 According to al1 of the women, their needs in therapy changed 

over time and this was respected by the therapy evolving with their deveIopment. They 

said that important types of flexibility inchded working in different ways (e.g., writing, 



tallcing, art etc.), having the fieedom to move around the therapy room, having sessions 

out side (wallaig), and sessions that varied in Iength. 

Katie: I would not have achieved whal Idid in therqy if1 had sat in an oBce 
with a desk Isat on thefloor and hudpeedom to move around I had options, 
being outside sometimes, going for w a k  and talking. And doing rituals, like 
writing and bunting it, or throwing it in the river. 

Mmy- He clued in that I wam 't comfo~ruble eqresstng my anger in the therapy 
room and we made a deal right then and there that Idon 't have to express it 
there. 

4. Least HeIpN Aspects of Them~v (Q 

Participants' descriptions of what was le& heipful were based on experiences 

with therapists that they did not continue to work with and, in a few situations, on 

experiences with the primary therapist they had for their survivor work. Al1 of the 

women emphasized that what was most unhelpful was a therapist who was not client 

centered, who did not respect their pace, and who took the lead. The women dso stressed 

the negative effect of a therapist who is not cornfortable with, or unable to connect with, 

their pain. Further, ali of the women emphasized that remembering too much of the 

memories was ovenvheiming and not beneficial to their healing. Two women also said 

that hearing the details of other women's abuse was not useful or healing. 

Ellen: Ijust didn 't want to remember, it was better for me &O not h o w  than to 
know in a seme, becme  those were the most painful ones. The ones, you know, 
where it happened to me a lot. Zike three to four times a week and the real gory 
detail, in a sense I wish I still didn 't know. Dealing with al1 of this was unhehfil 
because 1 had enough to deal with. 1 didn 't want &O remember any more. It just 
seemed like I took a lirrle o fmy  plate and then four times that amount would drop 
onto it. I always felt like I was smglgliing and going nowhere. So I wasn 't just 
leaving it at therapy, 1 was bringing it home. 

Ellen: It wasn 't helpfirl hearing about other peoples ' memories. It was, like, I 
don 't want to go there with you. 



Cheryk I had a gut feeling with this one particul. therapist, thut there wasn 't 
honesty. And because I was good ut reading body language I knew some of her 
responses were not genuine. It sure wasn 't encotaagrgrng for me. 

5. Recommendations to Thera~ists 

There were a number of recommendations that participants thought were most 

important to give to therapists. AU of these recommendations have already been 

mentioned in various areas throughout the analyses; however, the most signincant ones 

will be highiighted here. They include: hearing the client's story and letting her know 

that she is believed; recognipng that the pain and emotion is real; afknhg that the client 

is not crazy; being client-centered by working at the client's pace and not telling her what 

to do; being honest and genuine and connecting with the pain instead of being a d  of it; 

providing information and knowledge, and being concrete. 

Rita: The therapist is the only person who hears the memories in uny amount of 
detail, and any amount of feeling that is attached to the memory. They (therapist) 
play a signifcant part in aflrming. Not ro say to aDrm b l idy ,  but to &rrn the 
feelings and experience because it 's tough when you grow up in an environment 
of denial. 

Mary: To have faith and belief in the survivor is probably one of the best fhings 
you could ever do, because I think rnost survivors have enough doubt in 
fhemselves and their memories, and to even think that the therapist doesn 't 
believe them would be totally devastating. 

Ellen: To recognize how real the pain is and the ernotions behind the pain I think 
the therapisf needr to connect with the pain and emotions. 

Cheryl: Be honest, that 's a big one. 1 could tell when I was t e lhg  something 
that was causing discornfort for my therapist. I needed them to say so. And 
sometirnes I needed them to cry with me. You c m  't be a therapist and not connect 
somehow. you know, and don 't be afiaid of the pain. 



6. Recommendatioiw to Survivors Star t in~  the 'ïhera~eutic Process 

There are a number of recommendations that the women in this study suggested 

for survivors starting a therapeutic process. These recommendations included the 

following: recognize that it is all right to ask for help and to trust yourself to try therapy; 

find a therapist you like and make a commitment to heaiing; healing is an ongoing 

process but therapy does not have to be long-tem; take breaks fiom therapy and pace 

yourself; recognize that a lot of healiug goçs on outside of therapy; develop a strong 

support network before starting therapy. Five women beiieved the gender of the therapist 

is unimportant. Four women believed that individual and group therapy provided a 

balance. 

Rita: I'd recomnrend that they make a commitment to healing and go through the 
hard time. Everyone 's diferent so some people might do if for shorter amounts of 
times than others, but do it. I would also recommend individual therapy and the 
group on the side. 

Mary: The sex of the therapist doesn 't matter, that was my experience. You need 
to be able ta trust them, and that ifyou don 'tfeel cornfortable by the second time 
you see them, jind sornebody else. But if's really important that you deal with it. 

Cheryl: The biggest thing would be to set up your support outside of therapy. lf 
you don 't have people to believe you outside of therapy, ifyou don 't have people 
who love p u ,  to cal1 in the night, ryou don 't huveJi.iends, ifyou huve no 
supports outside of the family, don? do it. Deal with getting supparts_first and 
making connections with people. Without that you might end up in an institution. 



Discussion 

1 begin this discussion with refiections on my standpoint. This is foilowed by a 

discussion of the significant themes that emerged fiom the research and the implications 

for therapists working with survivors of CSA. 1 then discuss suggestions for alternative 

ways to work with survivors and recommendations to therapists based on participants' 

comments. This is followed by recommendations for future directions for therapy and 

research. Limitations of the research are discussed and then the paper concludes with 

final reflections on my process during stages of the research. 

Personal Reflections 

1 approached this research with a concern and growing belief that therapy that 

focuses on the memories of abuse may re-traumatize and may decrease survivors' 

functioning during treatment. This belief as discussed earlier was infiuenced by my 

group work with survivors of CSA and through my own personal experiences. 1 believe 

that 1 was aware of my position and was open to this position being chdenged by the 

research. At tirnes throughout the research, my position was chailenged by information 

that ernerged in the interviews; however, this led me to ask more clarifyhg questions to 

ensure that 1 understood the women's descriptions and the meanings of their experiences. 

The Primary Themes 

In general, the findings in this study afhrm that therapy focusing on abuse 

memories can re-trauma& and can decrease survivors' functioning during treatment. 

The findings also a f f h  that it is important to establish a balance between survivors 

voicing and receiving validation for their experiences, and empowering survivors to make 

positive choices for themselves. Discussed below in M e r  detail are the primary themes 



that are most central to the goals of this study. The themes are discussed separately rather 

than in relation to each other and how they fit together overail. This type of integration of 

the themes was purposely not included as it would require a m e r  level of analysis 

which has not yet been completed for this descriptive study. 

Women's Wavs of Knowine: How Women Experienced thek Mernories 

The process of knowing about abuse mernories was different for each of the 

women in this study. It appears that knowing can be experienced in multiple ways, 

hcluding both explicitiy and implicitly. It is important to underscore these clifferences 

for understanding the multiple meanîngs that clients may attach to "remembering abuse" 

and how their knowing can be addressed in therapy. 

An important distinction among the types of explicit memories that women 

reported is whether or not the woman knew that it was sexual abuse. Clearly, there were 

women in this sample who had always had explicit memories but did not have the 

"knowledgey' that it was abuse and therefore did not label it, or seek therapy, until later in 

life. This is an important finding suggesting that it is important for therapists to ask 

clients questions about their histories and growing up expenences that are not leading, 

but that allow the therapist to provide information about appropriate and inappropriate 

behavior so that clients can recognize and label abuse where it has occurred. This 

distinction between explicit memories with and without knowledge also expands our 

understanding of the complex issues invoived with "remembering" and "not 

remembering" abuse. It suggests that statements fiom survivoa who Say that they do not 

remember the abuse does not necessarily mean that they do not have a visual memory of 



what happened, but rather, may not have the kuowledge to accurately label the 

experience. 

The women in this study reported knowing about the abuse in a number of 

implicit ways (e.g., body memories, affective memories). This finding supports the 

BASK mode1 (Braun, 1988), discussed earlier, of how survivors of trauma store and 

experience memories through the different senses. The individual differences among the 

wornen, and the ways they implicitly experienced memories, is important for 

understanding the complex ways in which trauma effects people, and how they respond to 

and recall it. These differences lead me to wonder if factors related to the trauma, (such 

as degree of violence, time fiame that the abuse began and ended, etc,), aiso influence the 

likelihood of memories k ing  stored and retrieved through either implicit or explicit 

memory (Briere & Conte, 1993; Herman & Schatzow, 1987; Feldman-Summers & Pope, 

1994). Although this question cannot be answered fiom the findings in this study, the 

findings do suggest that there are important differences that need to be M e r  explored 

in order to understand why survivors experience their memories in multiple ways, both 

explicitly and implicitly. 

Tnggers for Mernories 

The participants in this study describeci specific experiences or events that 

triggered memories of the abuse. Key factors appeared to be a safe therapeutic 

atmosphere that offered support and validation; events symbolizing or resembhg the 

original trauma; death, loss and separation; crises associated with the abuse; and gainhg 

knowledge. These triggers described by the women support ideas presented by Courtois 

(1 992) and other clinicd writers, as outlined in the literatuie review (with the exception 



of "gaining knowIedge") F d e r  the women in this study described experiencing these 

triggers both before and during therapy which suggests that there are many factors, events 

and contexts which may influence recall. This is an important finding as  it is contrary to 

the arguments made by supporters of 'TaIse memory" who claim that the majority of 

abuse memories have been fabricated or suggested through therapeutic techniques. Also, 

the fùiding that "gaining knowledge" faciiitated recail is important to highlight as it 

demonstrates again, that information rnay be necessary for some clients to be able to label 

and make meaning of their experiences. 

The Focus of Therany 

The women in this study described their therapy as not deliberately attempting to 

"retrieve" memories of abuse or focusing on the traumatic details of the abuse. 1 

understood their descriptions to mean that their therapists did not believe that memories 

of abuse had to be recalled for healing to occur. Instead, their therapy focused on coping 

with, and managing, the impact of the abuse, including dealing with intrusive memories. 

1 believe îhis distinction is crucial because staternents such as "working with memory" or 

"working through memories" c m  easily be constnied as memory retrieval and can cause 

misinterpretations among dinicians and researchers about the type of therapeutic work 

that is being used with sunivors. 

Another Unportant distinction or clarification regarding the focus of therapy is the 

way that the women in the study described memories as becoming 'klearer." My 

understanding of this description is that "making memories clearer" was also not a direct 

goal of therapy, but rather a secondary effect of the therapeutic work. As participants 



addressed issues related to the abuse, they experienced their memories becorning clearer 

(e.g., remembering more clearly when the abuse had occurred). 

Participants also t&ed about learning how to c'connect with their feelings" as an 

important focus of therapy. Their description of "connecting with feelings" seemed to 

have two meanings: The fÜst was to feel joined with their emotions rather than 

dissociated h m  them. The second was to connect their feeiings with the past abuse for 

the purpose of understanding the origins of their troubling emotions. The women 

described bow this process allowed them to accept that their emotions were real, that they 

did stem fiom a trauma, and that they were not "crazy." "Connecting with feelings" did 

not appear to mean connecting feelings to the abusive experience in order to re-live its 

emotional impact. The women described their experiences with emotions as beneficial to 

their healing as they aliowed them to feel more connected to their emotions and able to 

validate themselves and to recognize that their responses to the abuse were "normal." 

However, the women said that re-Iiving the emotional impact of the abuse would have 

been "too much" to deal with and as one woman said, "it might have been the point of no 

retum." These distinctions are important as they have implications for how therapists 

deal with survivors' emotions. Clearly it is important for survivors to claim their feelings 

and to feel validated that what they are experiencing is real so they are not disempowered 

by a state of self-doubt and "crazy making." What c m  be difficult for therapists, though, 

is the fine line between validating and supporthg clients in their healing, and confirminq 

that sexual abuse occurred. This is a difficult position for therapists, as it is so crucial to 

the survivor to feel believed, particuiarly those who have experienced denial fiom others. 

It is evident fiom the findings that the women felt it was important for their sensory, 



perceptual and cognitive experiences to be m e d ,  however, 1 believe this needs to be 

done without making judgments about exactly what happened. As Herman (1992, p.180) 

states it is important for therapists to not 'Yd prey to the desire for certainty." Herman 

(1 992, p. 179) suggests that as the abuse of the past is unfolding, "both patient and 

therapist m u t  develop tolenince for some degree of uncertainty, even regarding the basic 

facts of the story." 

How Techniaues Were Used in Thera~v 

Some of the techniques that the women in this study described as a part of their 

therapy are the same techniques that are of concern and viewed as suggestive by members 

of the Yalse memory foundation," (e.g., guided imagery, joumalling). However, the 

results of this study indicate that the techniques were not used for the purpose of 

retrieving memones, nor were they used in the suggestive marner that members of 

"FMSF" are concerned about (such as having the client visualize the abuse occurring). 

Instead, the techniques were used for the purpose of helping the women to cope with the 

impact of the abuse, manage intrusive memories, connect with emotions and achieve 

healing. Further, participants mostly described their memories as retuniing 

spontaneously because of specific experiences (e.g., offender dying) or because of a safe 

context (e.g., therapy, or leaving home), rather than because of techniques used in the 

session. 

The following is a description of how two controversial techniques, journalling 

and guided imagery were used in therapy and how they assisted participants in healing. 

Joumalling was used for expressing and sorting out emotions. Journalling aliowed the 

women to write out their feelings, see them, read them aloud, acknowledge them, and 



take control of their intense impact. The women described emotions and memories 

emerging through the pmcess of jounialling and writing letters. 

Most of the women described using guided imagery or vimdization in their 

therapy. The women used these terms interchangeably to mean the same technique. 

The guided imagery was used as a relaxation technique and generally inchded breath 

work (e.g., deep breathing and focusing on the breath) for centering and staying 

grounded. The purpose of tbis technique was to deal with intense emotions and to 

contain intnisive memories (e.g., visualize handing over a basket of shame to the 

offender). It was not used to visualize the abuse, re-live feelings associated with the 

abuse, or elicit new memories. 

These findings indicate an important distinction between how techniques were 

used in the therapy of the women in this study compared with the ways FMS supporters 

see them being used- These distinctions have important implications for both therapists 

and researchers. For therapists, it means that it is possible to use these techniques in a 

non-suggestive manner for the purpose of expressing emotions and coping and containhg 

intrusive feelings and images. However, it also means that it is important for therapists to 

inform clients about how they will be using the techniques, the goal or intent behind 

them, and the different possible outcomes. In doing so, the client is more likely to feel in 

controI, and conifortable with knowing what to expect. 

in regard to research, clear distinctions must be made regarding how techniques 

are used in thetapy before we can compare the impact of different techniques on clients' 

functioning, or comment about the possible suggestiveness of these techniques. 



The Impact of Workin~ with Mernories 

Participants indicated that there were both positive and negative impacts on the 

women's functioning as a resuit of working with their memones of abuse. The positive 

impact was that the memories Iost their "life" and "power," so that over tirne they became 

less incapacitating. interestingiy, there was still a significant negative impact on the 

women's fiuictioning, even though the therapy did not focus on reûieving memories or 

re-living feelings associated with the abuse. This raises a cmcial question of whether it is 

inevitable that sucvivors will experience a decrease in functioning when workuig with 

their memories in therapy, or whether there are more effective ways of doing therapy that 

still allow survivors to give voice to their experiences and receive validation, yet not be 

overwhelrned or experience a deterioration in their functioning. Participants' experiences 

led me to question whether, even when the focus of therapy is not on "memory retneval 

work.," there may still be too much emphasis on the abusive experience. 

Alternative A ~ ~ r o a c h e s  to Workin~ with Survivors of CSA 

Based on this study's finding that dealing with intense feelings and memories 

associated with the abuse negatively impacted on the women's functioning, 1 wonder if 

therapy needs to move beyond a "cathartic" release of emotions and the methods of 

containing and coping with intrusive flashbacks as the single primary focus. The 

participants' descriptions led me to believe that it is vital that therapists assist clients in 

expressing their feelings and validate their experiences; however, 1 wonder if therapy also 

needs to include a more extended focus. One possibility may include extending our 

direction to some of the narrative and newer solution focused approaches mentioned 

earlier in the literature (e.g., Dolan, 1997; OYHanlon, 1996; Westcott et al, 1993; 



Kamsler, 1990). It is possible that these approaches may shift the focus in therapy away 

h m  just connecting with and expressing intense feelings (e-g., guiit, rage), to connecting 

with feelings of strength and resiliency and developing new stories that focus on the 

"non-abused self." For example, Dolan (1 997) describes an exercise where she has a 

client notice "alternative" information about the past abusive experience that allowed her 

to view the situation differently and focus on her agency in surviving. Similarly, 

narrative approaches invite agency by chaiienging disquaiifyiug self stories (Westcott et 

al, 1993; Kamsler, 1990). For survivors, agency evolves as they separate themselves 

fiom the oppressive abuse stories and, instead, take a reflective position with regard to 

themselves and their experiences. Narrative writers argue that this process allows 

survivors to gain access to alternative knowledge that is different fiom the dominant 

"abuse story," and enables them to develop "new stories" about their identity that are not 

focused on the abuse (Westcott et al, 1993; Kamsler, 1990). 

In this study, the women did not describe their therapy as focusing on a new 

identiw beyond survivorship or CO-working on establishing goals and hopes for the 

fùture. 1 wonder if this focus on strengths, choices, and future goals may be a key factor 

to helping survivors to over-corne the incapacitating and overwhelming effects of dealing 

with abuse mernories, and to move on to a new and fieeing identity. Further research is 

needed to be able to address these speculations. 

Recommendations to Theraoists from Particioants' Persoectives 

in this study, the women gave recommendations for therapists and made 

cornments about the most and ieast helpful aspects of therapy. The following 

recommendations are based on theù suggestions: 



1). Take a client-centered approach, which means working at the client's pace, king 

flexible, collaborative and empowering the client to make choices and have a voice in the 

therapy process. 

2). Support, aclmowledge and validate that the feelings the client is experiencing are real. 

Let the client lmow that you believe them and that you believe in their strengths and 

ability to thrive. AfFrm for the client that she is not "crazy." 

3). Be genuine and real and be present with the client's pain. Do not be M d  to let the 

client lmow that it is difncult to sit with pain. 

4). Provide knowledge and information and communicate it in a concrete, usehi marner. 

As 1 read over these recommendations it strikes me that what sounds to be most 

important, and perhaps most effective, for survivors is to experience therapy that balances 

both hearing and validating their experiences, with focusing on their strengths and 

providing information. Incorporating these recommendations through therapy that opens 

space for client's subjugated stories of strength, resiliency and accomplishment as weIi as 

focusing on a " non-abuse identity," may be key factors for developing approaches that 

are not re-traumatizing and do not decrease hctioning during treatment. This fits with 

my own experience that the most influentid factor in my heahg  has been developing a 

"new identity" that focuses on stories about my strengths and ability to re-author my own 

life. 

Future Directions 

This research suggests that it is vital that we continue to develop, and incorporate 

into therapy, approaches that decrease the emphasis fiom working with abuse memones 

while still hearing and validating survivors' pain. One possible way to achieve this 



wouid be to focus on "new self-identities" as described by narrative writers (OYHanlon, 

1996; Westcott et al., 1993; KamsIer, 1990) and to maintain both a present and fiiture 

orientation to therapy. I suspect that this focus would help d v o r s  to move beyond the 

identity of survivorhood that Dolan (1 997) discusses and wouid emphasize clients' 

strengths, resources and goals. 

This research has led both to beginning guidelines to therapy with survivors of 

CSA, and to many m e r  unanswered questions. 1 am excited by both of these outcomes 

and consider the latter to be a rich opportunity for M e r  studies. Future research might 

direct its attention to understanding the multiple ways that survivors describe 

"remembering" past abuse and the number of variables that may infiuence whether 

information is stored and recded through impiicit or explicit memory systems. Research 

could also explore the impact of different types of therapy (e-g., solution focused, 

narrative, psychodynamic) and the different ways of using the same techniques (e-g., 

guided imagery, hypnosis) to measure the differential impacts on survivors' level of 

functioning. AU of these possibilities for studies could lead to important information for 

fürther understanding of the role of memory in therapy with survivors, and for developing 

M e r  guidelines, theory and approaches to working with s u ~ v o r s  of CSA. 

Limitations 

I recognize that there are some Limitations in this study. First, an aU female 

sample did not aUow for hearing the experiences of male survivors of CSA. Aithough 

sexual abuse of male children is a serious problem, an al l  female sample was selected 

because the debate over "false" versus "repressed" mernories focuses almost exclusively 

on female survivors. Further, 1 recognize how my method of obtaining a volunteer 



sample through a local newspapet may have Iimited the d t s .  It is possible that those 

who vohnteered for the shidy had either a more positive or more negative experience in 

therapy than those who did not express an interest in the research. 

Also, the critena sdected for denning CSA are narrow and do not d o w  for 

hearing about the experiences of women who have experienced other foms of sexual 

abuse, such as inappropriate s e x d  gestures, comments, observation and exposure to 

exhibitionism. However, this narrow criteria was appropriate as it allowed me to focus 

on a specific group of survivors and gain an in-depth understanding of their experiences 

with memory and therapy. 

Further, my researcher bias (Le., my experiences and staace) may have influenced 

the questions 1 asked and the information that caught my attention and prompted f i d e r  

questionhg in a direction detennined by me. In a more structurecl interview or 

questionnaire format my biases rnight have been l a s  present. However, the advantage of 

the less stnictured interview is that it allowed me to clari@ questions with participants 

and for participants to inform me ifmy summary of their descriptions were 

rnisinterpreted, Two striking examples of this include the foiiowing. First, 1 experienced 

participants misunderstanding the meaning of "recovering memoriesYy to mean recovering 

or healing fiom memories rather than retrieving memories. Second, it was participants' 

feedback on my summaries that aiiowed me to make distinctions regarding "ways of 

knowing about abuse," the importance of "connecting to emotions" and how specific 

techniques were used in therapy. These distinctions might have been lost had there not 

been the opportunity for a rich interactive conversation. 



Finaiiy, the £îndings in this study cannot be generalized to al1 women survivors' 

of CSA. However, 1 believe that the methodology h t  1 chose and the small sample was 

appropriate as my goal was to obtain an indepth description of the women's experiences 

and to discover cornmonalties and nuances rather than gather a large amount of data for 

statistical cornparison, Further, the findings provide a beginaing for developing questions 

that can guide a larger study to expand our understanding of approaches to therapy witti 

survivors of CSA. 

Researcher's Final Reflections 

This research has lead me to believe that there codd be less controversy arnong 

clinicians and researchers if we were to do more research that "listens" directly to 

survivors' experiences regarding the role of memory in trauma It is clear h m  this study 

that there are multiple meanings of remembering abuse and ofhow the memories of 

abuse are dealt with in therapy. Without information about such important distinctions, 

researchers and clinicians may not be comparing "apples to apples" in their studies. As a 

result, their trridings may create more misunderstanding and inaccurate interpretations 

that inadvertentiy impact negatively on survivors and their healing process. I perceive 

that the controversy over "repressed" versus "false" memories has caused great pain for 

both suwivors and their families. For survivors, it is another painfui experience of not 

being believed and of k i n g  asked to doubt themselves. For the families of survivors the 

controversy has created divisions among family members which do invite communicatioa 

and healing. Instead, this controversy shuts down opportunities and mates a political 

debate that appears to have no meeting ground. 



This study aiiowed me, as a researcher, to experience fbt hand how "consuming" 

the debate can be and how it influenced my initial focus in my study. In the early stages 

of proposing the study, 1 immersed myseif in the repressedfalse memory research and 

literature, which innuenced how I thought about the study and how 1 stnictured basic 

questions. At this stage of the research, 1 felt very uncornfortable with the study and 

sensed that 1 was not proceeding in the direction of my original intentions. However, as I 

began to interview the women, I recognized how the volume of information 1 had read 

had created C'tunnel vision" that was shapîng how 1 was asking questions. Once 1 

allowed myself to open up to more possibilities, 1 discovered rich information and 

experienced comfort and clarity with my research process. This was a valuable 

experience that leads me to wonder if other researchers and clinicians have found 

themselves "taken hostage" and limited by the ''consuming" expenence of the 

fdsehepressed memory debate. 
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Appendix A: Advertigement 

Women ages 20 and older who are survivors of childhood sexual abuse and have 

completed therapy at least one year ago are needed for a research study that is exploring 

individual différences with therapy and healing. The study is king conducted by a 

f e d e  intern therapist who is completing a Masters of Science degree in Marriage and 

Famiiy Therapy. Participants wiii be asked to engage in a 1.5 to 2 hour interview that can 

be conducted in either their home or at the Mamage and Family Thempy Center at the 

University of Guelph. Participants will be asked about their experiences and opinions 

regarding the role of memory in therapy. Participants wiii also be asked to complete a 

one-page questionnaire regarding background information. AU interviews are audio 

taped and kept strictly conîïdential. For further information please caii Kim Ewing at 

(5 19) 824-4120, ext. 6427. 



Appendix B: Background Information 

Participation # 

Mailing Address: 
U n i t # - # & S a  OR W h #  CiW Pmnacc 

Age: Marital status: Number of dependents : 

Age at first entering therapy: 

Number of therapists seen: 

Length of time in therapy with 1. 2. 3. 
each therapist: 

Date when you stopped therapy: 

1 n what type of therapy were you involved? (cg., psychodynamic, cognitive-behaviorai, eciectic, 
humanistic, behaviorai, gstemr;, feminist or othet) 

What did you do in therapy? (cg., taik therapy, body work, guided imagery, art work, hypnosis etc.) 

What was the professional title of the person(s) you saw in therapy? (cg., social worker, 
psychologist, psychiaüisî, couple and family thmapisi, clergy or other) 

Was your therapeutic helper(s) male or female? 

What support systems other than therapy have you used in the past? (tg., groups, tiiends, etc.) 

What are your present support systems? 



Listed below are six questions that you may find to be of a more personal naaire. Please 
feel fiee to omit any questions that you do not feel cornfiortable answering. 

1. Who was the abuser(s)? 

2. At what age did this abuse start? 

3. How many times would you Say this abuse occurred? 

4. At what age did it stop? 

5. At what age did you first recaii this abuse or did you always remernber it? 

6. If you did not always remember it, did anything specifïc seem to trigger your 
recall? If so, what? 



Appendix C: Research Consent Form 

The purpose of an informed consent form is to ensure that you understand the pirrpose of 

the study and the nature of your invoIvement. The informed consent must provide 

sufficient information so that you have the opportunity to determine whether you wish to 

participate in the study. 

Research Personnel: 1, Kim Ewing, am the principaI investigator for this research. 1 

wiii be available to address any questions or concerns regarding this research at (5 19) 

824-4120, ext. 6427 (w), or (519) 893-1956 (h). This research is being undertaken in 

partiai fdfihent of a Master of Science degree in the Department of Family Relations 

and Human Development, and is under the supervision of Dr. Susan Loflis and Dr. Judith 

Myers Avis. Dr. LoIlis can be contacted at (519) 824-4120, ext. 3003. Dr. Myers Avis 

can be reached at (51 9) 824-4120, ext. 3970, beginning January 1997 after her return 

fiom a sabbatid Leave. This research has been reviewed and approved by the Coliege of 

Family and Consumer Studies Human Subjects Review Committee. 

Purriose: The purpose of the present research is to hear duectly fiom women survivors 

of childhood s e 4  abuse about their experiences with therapy and particularly about the 

role of memory in their healing process. 

Partici~ant Involvement: You will be asked to participate in a semi-stnictured 

confidentid audio taped interview and complete a one page questionnaire about 

dernographic information (e.g., age, length of time in therapy). The interview will require 

approximately 1.5 - 2 hours to complete. Before and after the interview you will be given 

the opportunity to ask questions or make comments both on and off tape. You will be 



provided with a copy of the transcribed interview so that you can add to it or correct any 

information that 1 may have interpreted incorrectly. Space wiii also be provided on the 

transcript for you b write reflective comments about the process of being interviewed. 

At the completion of the project (after August, 1997), the nnal results of my research wili 

be available upon request. AU resuits WU be in a format that wiU protect confidentiaiity. 

Additional Consideratioos: There are no right or wrong responses. You have the right 

to r e f k  to answer any questions a d o r  to withdraw fiom participating at any time 

before, during, or afler the interview. 

Confidentiaiity: The data coiiected in this research is sûictly codidential. Audio tapes 

will be transcribed by myseif or a paid research assistant who wiil maintain the strictest 

confïdentiality. Each interview will be identifïed by a participant code number and 

names in the transcript wiU be replaced with pseudonyms, so as to ensure confidentiaiity. 

Any portions of the transcript that 1 use in my thesis, or future presentations or 

publications, will employ pseudonyms, and will be totally anonymous for ali  participants. 

AU tapes wiU be erased by me afler the completion of the study. 



Participation # 

Appendir C: Researcb Consent Form 

1 have been given a detailed copy of the procedures involved in the study entitied me 

Role of Memory in the Therapy of Adult Suwivors of Childhood Semal Abuse: Women 

Survivors Tell Their Stories. 1 have read this information or it has been read to me and 1 

fully understand my participation requirements and agree to participate in this research. 

Participant's Name Participant's Signature 

Kim Ewing, M.A. 
Principal Investigator 
(5 1 9) 824-41 20, ext. 6427 
(519) 893-1956 (h) 



Appendh D: List of Centers that Offer Support 

Guelph Area 

Marriage and Family Therapy Center 
University of Guelph 
(5 19) 824-4120, ext. 6427 

Guelph Wellington Couusehg Center 
400 Woolwich 
(5 1 9) 824-243 1 

Guelph Community Health Center 
89 Wyndham St. North 
(5 19) 824-6638 

Canadian Mental Health Association 
(5 19) 836-6220 

Guelph Distress Line 
(519) 821-3760 
R d  (5 19) 658-6805 

KitchenerIWaterloo Area 

Catholic Family Counseling Center 
70 Weber St. West 
Kitchener 
(5 19) 743-6333 

K-W Counseling 
235 King St. East 
Kitchener 
(5 1 9) 743-639 1 

Community Mental Health 
202-607 King St. West 
Kitchener 
(5 19) 744-7645 
(5 19) 745-1 166 Distress Line 

Community Justice initiatives 
39 Sterling St. North 
Kitchener 
(5 1 9) 744-6549 



Appenàix E: Interview Questions 

Have you always remembered the abuse or did the memories occur at a later tirne? 

When did you have your fïrst memory? 

What experiences stimulateci or faditated your memones of abuse? (Before, during and 
after therapy) 

Was there anything about therapy that facilitated the memories of the abuse? 

How did you experience these memories? (Visudiy, otfactory, body memories, dreams) 

What was the focus of your therapy? Did therapy focus on retneving memories? 
How were memories dealt with in therapy? 

What was the impact of working with memories on your functioning during the lime 
you were in therapy? 

What aspects of your therapy did you fïnd helpfuVunhelpful? 

How important do you feel it is to recall the memories of the abuse in order for 
healing to occur? 

10. What do you think were your therapist's beliefs about the importance of retrieving 
memories? And about the accuracy of memories? 

1 1. Given your experiences what do you feel is most important for therapists to know 
about working with survivors and survivors memories? 

12. What recomrnendations would you give to another survivor starting the therapeutic 
process? 

13.1s there anything 1 have not asked you that you think is important for me to know? 



TEST TARGET (QA-3) 

APPLIED IMAGE. Inc 
1653 East Main Street - -. - Rochester, NY 14609 USA 
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