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Abstract

The historical background regarding proposed psychotherapeutic treatment of adults’ child
sexual abuse memory is bristling with obscurities. More recent relevant history involved the
recovered-false memory debate, which also addressed but failed to answer certain questions
regarding the handling of child sexual abuse memories. The present thesis attempts to explore
literature gaps and controversial situations met by professionals working with adults who
experience child sexual abuse memories. For this purpose 31 Athenian psychoanalytic
therapists were interviewed, and the emerging data were analysed qualitatively using Content
Analysis. Most of the key findings, regarding child sexual abuse memories in psychoanalysis,
contradicted past research findings, emphasised difficulties and revealed that psychoanalytic
therapy can be effective. The present study produced new ideas about unexplored areas in the
psychoanalytic work with CSAM (e.g. the conditions under which the fantasy-realily
distinction is the therapists’ responsibility) and provided guidelines for various issues (such
as how to facilitate the distinction between fantasy and reality in cases involving CSAM).
Implications for clinical work with adults who suffer from child sexual abuse memories are

examined and suggestions for future research are given.
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Thesis Introduction

Memories of Child Sexual Abuse (CSA) may allude to real or fantasised material. They may
be remembered, misremembered, or disremembered, due to their painful nature, or because of
child amnesia. Adult sufferers of such memories are likely to see a therapist, typically
requesting to cope with related symptoms. In therapy, these analysands are occasionally
unaware, sometimes aware and expressive, and frequently aware but inarticulate about their

actual or uncertain memories.

The subject of the current thesis concerns the approaches contemporary psychoanalytic
therapists adopt when working with adults with memories of CSA. The aim is to develop
sensitivity and awareness in psychoanalytic work involving Child Sexual Abuse Memory
(CSAM). Before a more detailed introduction of the thesis is provided, the meaning of a few

central terms will be explained.

The sense of trauma, as it is explored in the present text, involves an overwhelming
experience most commonly resulting in intense and long-term emotional reactions. The term
‘CSA’, as employed in this thesis, alludes to any sexual interaction between an underage
child and a much older person and it includes rape (violently coercion of a child to participate
in a sexual act), non-contact activities (for instance, masturbating in front of a child) and
seduction (persuasion of the child to get involved in a sexual act). The degree of the child’s
provocation of, and participation to, the sexual act can neither render this act as appropriate in
any way, nor can any blame be attributed to the child for this act.

The term ‘CSAM’, as it is used in this text, aims to encompass all kinds of memory,
including actual and fantasised, uncertain and certain, vividly and vaguely remembered,
recovered while the person is in therapy or not, and so on. The term ‘uncertain memory’ is
employed to express memory that has not been verified as authentic. The term ‘false
memory’ is used to represent a memory remembered as genuine, While it is not. The terms
‘dissociated’, ‘repressed’ or ‘recovered’ memories involve forgotten traumatic memories which
may be actual or unintentionally fabricated. The concept of the ‘unconscious’ is understood as a
part of our personality to which we do not have access and to which dissociated and repressed

memories are stored until they are subsequently recalled.



The aforementioned terms are closely connected to the subject of the current thesis, which
involves therapeutic approaches to adults’ actual memories and fantasies of CSA. In the
forthcoming chapters, a qualitative study on how contemporary Greek psychoanalytic
therapists approach difficult and complex issues regarding CSAM will be presented. The
background of the thesis will be provided in the current section, elucidating the nature and

importance of the relevant issues and the basis for selecting particular ways to explore them.

A reflective account will be provided below, explaining the nature of my own motivations to
explore the topic of CSAM. | found out during my training that my choice to become a
psychotherapist was a way of coping with my own early traumas. Due to personal reasons
involving child traumas and memory issues | was also attracted to study this topic. These
traumas helped me connect with other traumatised individuals. | started reading about early
sexual trauma and memory issues as an undergraduate student. Today, almost twenty years later,
I continue reading any relevant text | come across. | noticed my tendency to choose topics
related to CSA whenever the coursework topics were optional. For instance, my MA dissertation
focused on the effect of father-daughter incest on the mother-daughter bond. I understood that
CSA may be the cause for many adult problems and | realised that by learning how to help
people deal with these, often traumatic, experiences, their problems might be avoided or
lessened.

My enthusiasm to read and work on related material grew even stronger while | was working at
a helpline for abuse trauma. A regular caller, who was an adult female, said that she had
experienced CSA by a personal school tutor. At some point she said that she could not really
recall these experiences, yet, at other times, she thought about reporting the alleged abuser.
She was struggling with her own truths, and asked me to help her clear things out, while 1
also felt confused about what was happening. After a few months she was still in despair, and
she stopped calling. | felt deeply overwhelmed by my emotions elicited from this experience.
My intellectual focus was thereafter dedicated to CSAM and fantasy, as | started my research
for this PhD thesis.

The ensuing literature review was based on readings of key texts which were found through
internet and manual searches. The ways these searches were conducted will be thoroughly

explained below. Afterwards the most significant texts to CSAM and psychoanalysis were
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tracked down. These texts led to an interest in other relevant texts too. After much searching

and reading, | feel confident that most relevant texts on the subject are included.

The quest started from keyword searches and reading of resulting abstracts from the
Psychinfo database, which grants access to numerous abstracts and index records of
behavioural and social sciences texts. PsychInfo searches included keywords in terms relating
to CSAM and psychoanalysis, such as ‘childhood’, ‘seduction’ and ‘psychoanalyst’. More
specifically, some of the searches made were the following:

e CSAM psychoanalysis

e CSAM psychoanalyst

e CSA false memory psychoanalyst

e Child seduction memory psychoanalyst
e Child seduction memory psychotherapist
e CSA uncertain memory

e CSAM harmful therapy

e CSAM real false

The most commonly searched keywords were closely related to real, false and uncertain
CSAM, and psychoanalytic psychotherapy with adults. I subsequently made a more focused
search regarding most of the important themes/topics of my thesis. For instance, while | was
researching the nature of traumatic CSAM, the relevant neurological evidence, and the issue
of dissociation, the specific keyword searches in the above-mentioned databases were as

follows:

e Nature of traumatic childhood memory
e Childhood traumatic memories dissociation
e Childhood traumatic memories neuroscience or neurological

e Childhood sexual abuse memories neuroscience or neurological

The most relevant and interesting abstracts were identified, and this phase was succeeded by
reading the corresponding full texts. In my critical appraisal of the literature, the choice of

texts to be presented was based on how rigorous | found the text to be. If it was research-
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based, | examined whether the research was convincing. If it was not research-based but
theoretical, then I examined how scholarly is it. In other words, | assessed to what degree
psychotherapists should base their thinking and practice on these texts. Certain texts have
been included as relevant although they appeared to be biased, and my evaluation of them has
been given earlier (see section 1.2.2.1) so as to caution the readers about the reliability of

their conclusions.

Subsequent internet searches were conducted through google scholar, and the PEP-Web
Archive (a website containing many psychoanalytic articles from 1918 to date). | also carried
out relevant keyword web-searches in various relevant electronic publishing sources, like e-
journal databases, on-line indexes, bibliographic databases, and the internet (such as
Psychinfo, Psycharticles, PEP, Psychology and Behavioral Science Collection, Sage
publications and google scholar). Furthermore, several U.K. libraries (e.g. British library,
Senate house library and Goldsmiths, University of London library) were visited to obtain the
most relevant texts to the current research subject, meaning psychoanalysis and CSAM. An
important share of the following literature material additionally came up from references

included in key texts.

The literature on CSAM involved many contradicting views, and as a practitioner, a
researcher, and a reader, 1 felt frustrated and eager to keep looking for ‘solutions’. The main
contradictions were centring on examining whether a client’s initial history assessment
should include questions about CSA (Herman, 1992; Palm and Gibson, 1998; Madill and
Holch, 2004; Loftus and Davis, 2006), on the reliability of traumatic memories (Freud,
1896a; 1918; Loftus and Pickrell, 1995; Brewin, Andrews and Gotlib, 1993), and on the
therapists’ responsibility and ability to distinguish whether a client’s memory was true or
false (Davies and Frawley, 1994; Loftus and Yapko, 1995). These debates, which may
function as double-bind situations or headlocks for the therapist working with adult sufferers

of CSAM, became my focus as a researcher and practitioner.

In my clinical practice, CSAM was not infrequent as a subject. The more | read about
disagreements on how the therapist should or should not intervene, the less certain and
prepared | felt regarding how to respond to the especially demanding work usually required
in such cases (Olio and Cornell, 1993; Colton, 1996). At first, | believed that these demands

referred to my clients’ issues, such as their psychic vulnerability, their unconscious urge to
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see me as a victim and/or as an abuser, their need to avoid or to recall what had happened to

them and other pertinent matters.

As the subject of CSAM came up more often in my practice and clinical supervision both in
individual and group settings, | realised that the high level of demand | witnessed in such
cases arose out of my internal motives. More precisely, they referred to my own need to
know how to handle myself during my interactions as a therapist with these clients, so as to
minimise the perils and maximise the benefits of therapy. Knowledge and experience
improved my resilience as a therapist, but several instances in the treatment of adults with
CSAM repeatedly reminded me that a variety of issues, which were not settled through
research, kept on amplifying my anxiety that my intervention (or lack of it) could prove

harmful.

Whilst discussing this subject, I came upon many mental health trainees and professionals
who were unaware of these important issues surrounding CSAM. As discussed in the
forthcoming chapters, the therapists’ lack of awareness may have been endangering
themselves and others. Many others have shared my worries and would be very interested in
understanding more about the subject. This enhanced my desire to reveal alternative ways of
working through practical therapeutic responses to circumstances involving CSAM on which
psychologists and psychotherapists still debate. Thus, | strongly believe that we ought to
search for ways to inform practitioners working with child sexual traumatic memories of the
related practical perils in the therapeutic encounters. There is an increased demand to better
fill the gaps of the various puzzles in the domain of psychotherapeutic work with
retrospective CSAM (Masson, 1984; Mollon, 2000; Rubin and Berntsen, 2009).

The origins of these puzzles probably lie in the complex theoretical history of thinking about
childhood memories involving sexual trauma. The starting point of this history was Freud’s
(1896b) uncovering of CSA and its devastating and long-lasting effects. The second step was
Freud’s (1897b; 1897¢) alleged denunciation of this ground-breaking idea as he (1905b)

realised that CSAM may be based on fantasies.

This history regarding CSAM continued to ‘overflow’ with either absolute denial or
unconditional acceptance of CSAM and/or fantasy. It allegedly involved, on the one hand,

general tendencies to handle child sexual trauma as fantasised (Simon, 1992; Pope, 1996),
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and, on the other, the need to view CSAM as a proof rather than an indication of actual abuse
(Freud, 1896a; Forward and Buck, 1981). These origins will be briefly introduced below and
then more thoroughly discussed in the following chapters of this thesis.

During the last few decades, child protection laws attempted to reduce child sexual
maltreatment, and modern psychotherapy focused on alleviating the impact of actual early
sexually traumatic memory and on distinguishing such memories from fantasies. For
example, the contributing burdening role for therapists in such cases has also been articulated
(Walker, 2012) and therapists have been more informed about the possibility of false

memories of child sexual trauma (Alpert, Brown and Courtois, 1998).

Psychotherapists’ increased awareness regarding both CSA and uncertain CSAM, shifted
attention to more specific predicaments which may leave the therapist feeling insecure about
how to respond in relevant cases. Therapeutic interventions included commonly in clinical
practice could be considered as mistakes that may create serious problems in cases of CSAM
(Yapko, 1994a). For example, therapists may be generally inclined or expected to observe the
indications and point to possible aetiologies and solutions. When therapists notice that a
client has serious problems in forming relationships, they may discuss early attachment bonds
as an aetiology. Contrastingly, in cases of CSA indications, pointing to aetiologies and
solutions, such as the existence of early trauma could be suspected as creating false memories
through suggestion (Poole, Lindsay, Memon, and Bull, 1995; Mollon, 2000; Loftus and
Davis, 2006). Interestingly, simultaneously therapists are strongly advised to ask about CSA
as a potential risk factor in the clients’ history (Pruitt and Krappius, 1992; Alpert, Brown and
Courtois, 1998). The present thesis will attempt to elucidate how contemporary

psychoanalytic therapists handle CSA indications in practice.

As a whole, this thesis relates to how uncertainties, such as the one described above,
influence psychotherapeutic work today. Relevant general tendencies, literature

contradictions, and psychotherapeutic predicaments will also be taken into account.

There are many psychotherapeutic schools of thought, some of which have contributed to the
subject of CSAM. Although | am an integrative psychotherapist, psychoanalysis was selected
as the subject area of investigation for various reasons, some of which are identified next.

Firstly, Freud, the father of psychoanalysis, played a pioneering role in the revelation of
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issues surrounding adults’ memories of child sexual trauma in 1896 and 1897. Secondly,
psychoanalytic concepts and points of focus, such as unconscious material, recovered
memories, transference and countertransference, were at the centre of the more recent debate
over false memories (Herman, 1992; Bowers and Farvolden, 1996; Geraerts, Schooler,
Merckelbach, Jelicic, Hauer, and Ambadar, 2007). Thirdly, psychoanalysis is argued to be the
most popular psychotherapeutic approach in modern times (Zerbetto and Tantam, 2001).
Thus, | decided to focus on how psychoanalytic practice with adults who suffer from CSAM
is currently being influenced by the aforementioned uncertainties on CSAM.

Psychoanalysis has also been claimed to be the most widespread psychotherapeutic treatment
(Zerbetto and Tantam, 2001), indicating that this study could have been conducted in many
countries. For reasons of convenience, and due to my place of residence, Greece was among
the principal nominees for the country of study. Discovering how my colleagues and fellow-
citizens dealt with my previously mentioned worries on the subject appeared exciting.
Additionally, Greece is a country that lacks research data on this topic (Klontza, 2012).
Greece, and more particularly its capital, Athens, was therefore chosen as the place to

conduct this study.

There were many more decisions that had to be made so as for this thesis to be completed and
they will be meticulously accounted for in the forthcoming chapters. Based on the decisions
such as the ones mentioned above, (that is, subject, therapeutic approach and country of

study) the following main research question was formed:

‘How do current Athenian psychoanalytic therapists approach their adult clients” CSAM?’

The main research sub-questions refer to how recent psychoanalytic practice may be influenced
by past debates on the topic of CSAM and how current psychoanalytic psychotherapists deal
with relevant debatable situations in therapy.

The other questions and conundrums that arose from my journey into the various theoretical and
practical approaches to CSAM, were all related to the research question, and shaped the main
research instrument of this study: the list of interview questions (see appendix 4). The scope of
the interviews was to see (a) how contemporary therapists feel when they are working with cases

involving CSAM, (b) whether they are aware of the various pitfalls and (c) the ways they
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approach certain ambiguous issues. Most of the questions of this interview instrument referred
to issues regarding which the therapeutic response has been ambiguous, such as ‘Do you
believe that the fantasy-reality distinction (FRD) could be achieved?’. This question was
formed to prompt each participant to comment on the importance or triviality of both the

FRD and their personal therapeutic approach on the subject.

The list of interview questions was administered to analysts, psychoanalytic therapists and
trainees in psychoanalysis in Athens, the capital of Greece. I will refer to my study’s
participants as ‘psychoanalytic therapists’, since this title can describe them in a shorter way.
The method of interviewing was selected as the means to understand the participants’ beliefs
and experiences about CSAM cases. Interviewing was expected to facilitate the production of
additional and unexpected data on the subject, through the interaction between the

interviewer and the interviewee (Polkinghorne, 1983).

A Content Analysis (CA) of the findings facilitated my thorough comprehension of various
aspects of the data. The analysis of qualitative data collected from a representative sample of
Athenian psychoanalytic therapists, allowed for a deep-reaching exploration of various

factors influencing the effectiveness of the therapists’ work with CSAM sufferers.

The findings of this analysis were then compared and contrasted with past contributions, so
as to discern the commonalities and differences, the continuity and progress, and the
certainties and gaps between them. These findings would in turn both elucidate methods of
handling CSAM cases and offer an opportunity of expression to the psychoanalytic group
which has been judged and simultaneously under-researched (McGregor, Thomas, and Read,
2006).

A brief overview of this thesis would allow easy access to pieces of information recorded in
each chapter as well as a sense of this work as a whole. The introduction of this thesis
provided the background for this research, thus explaining why I chose this subject and how |

decided to examine it.

In chapter 1 of this thesis, titled ‘Literature Review’, the historical background of CSAM will
be explored. Freud’s change of focus from his Seduction Theory to infantile fantasy will be

examined, alongside pertinent criticisms. The recovered-false memory controversy will also
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be accounted for and the resulting questions will be laid out. Other important contributions on
the subject of CSAM will also be noted. The key issues to be examined in the present thesis
as they emerged from the literature review on CSAM in therapy will be identified and
explored.

In chapter 2, titled ‘Methodology’, there will be a presentation of the means and method with
which the research question was investigated. The sampling and the interviewing procedure
and material will be introduced. There will also be an analysis of the list of interview
questions that was devised to explore the psychoanalytic practitioners’ approach when
encountering CSAM through their own responses (see appendix 4). The three parts of this
chapter refer to data collection, preparation, and analysis, thus covering all the necessary
steps required for a comprehensible and clear handling of the interview data.

In chapter 3, titled ‘Analysis’, an outline of the findings arising from CA of the interview data
will be offered. The data has been arranged according to the participants’ responses to
interview questions. The interview questions concern the changes occurring in
psychotherapists’ practice in relation to CSAM, the introduction to CSA by the therapist, the
symptom-CSA connection, the ways to examine the reliability of CSAM and the feasibility of
the FRD.

In chapter 4, titled ‘Discussion’, the findings of the CA will be presented and examined in
relation to the ideas examined in the literature review chapter. Emphasis will also be given to
material that has not been addressed in past literature. Attention will be drawn to appropriate
ways of responding to CSAM sufferers. The limitations of the current study will be
accounted for, alongside the implications for therapists and the suggestions for future

research.

In the conclusion of the thesis, the main findings of this study will be listed and the messages

they convey will be accounted for.
This thesis as a whole is indented to shed light on contemporary psychoanalytic practice

concerning adults’ CSAM. Practical issues need to be identified and psychoanalytic therapists

should be enabled to have a say in pertinent accusations.
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These accusations and their alleged origins will be explored in the forthcoming chapter. More
particularly, a review of psychoanalytic and other responses to CSAM will be presented so as
to provide a clear outlook of the broader social and historical background of the more
contemporary debates which led to the formation of the current study.
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“I admit that this [the question of retrospective fantasizing] is the most delicate question
in the whole domain of psycho-analysis... what analysis puts forward as being forgotten
experiences of childhood (and of an improbably early childhood) may on the contrary be
based upon phantasies created on occasions occurring late in life... no doubt has troubled
me more; no other uncertainty has been more decisive inholding me back from
publishing my conclusions. | was the first — a point to which none of my opponents
have referred — to recognise both the part played by phantasies in symptom-formation
and also the ‘retrospective phantasysing’ of late impressions into childhood and
their sexualization after the event” [mine].

(Freud, 1918, p. 103)

Chapter 1: Literature Review

Introduction to Literature Chapter

Child sexual abuse (CSA) trauma has been ignored for far too long. The memories
concerning it have been repetitively denied, forgotten, believed, supported, doubted, and
disavowed throughout the last 120 years. The history of early sexual trauma has been
interlinked with psychoanalysis in many different ways (Demause, 1974) starting from its
initial uncovering as an extremely harmful experience. Understanding the effects of trauma,
the nature of memory, and the appropriate role of the analyst are focal tasks of
psychoanalysis since its birth (Target, 1998). There are practical issues perplexing today’s
therapeutic work with adults who suffer from CSAM. It is important to understand where
these issues come from, how they may influence current therapeutic work and what

contemporary psychoanalytic psychotherapists do to overcome them.

Kenneth Pope, an American Clinical Psychologist, and the Former Chair of the American
Psychological Association Ethics Committee, has commented on the necessity to explore and
understand issues perplexing current therapeutic work. Pope (1996) supported that complex
factors, such as historical contexts, may sculpt the process by which published discoveries
and conclusions either come across or escape scrutiny, and how these publications can have a

bearing on the extent to which individuals are disposed, willing, and free to query on certain
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claims. He added that such factors themselves ought to be a rightful and imperative focus of

scientific questioning (Pope, 1996).

This chapter as a whole aims to explore how the controversies on Freudian and more recent
works, regarding CSAM, occurred and how they appeared to have been dealt with so far.
This will provide the contextual reference point for the research conducted for this thesis
which aims to reveal how current Athenian psychoanalytic psychotherapists practice
psychoanalytic psychotherapy when encountering issues involved in enduring controversies
on CSAM.

1.1.0 Historical Background

The present chapter will initially focus on two phases of this history involving therapeutic
approaches to CSAM. The first phase is associated with Freud’s work in the late 19th century
and the second phase relates to contributions near the end of the 20th century. Then,
knowledge on specific issues that must be taken into consideration will be contemplated. The
following discussion about the therapeutic approach to CSAM will form the context for the

questions explored in the current study.

1.1.1 Freudian Theorising

The initial revelation of CSA, and uncertain CSAM will be presented here. Firstly, Freud’s
theory on actual abuse and its effects will be considered in the following section. Secondly,
its alleged rejection and the reasons behind it will be discussed. Thirdly, Freud’s later

viewpoints will be presented.

1.1.1.1 Seduction Hypothesis

Adult-child sexual contacts used to be veiled in secrecy and/or allowed until recent times
(Miller, 1985). Incest, meaning interfamilial sexual interaction, was connected to its harmful
effects approximately 120 years ago in Europe, by Charcot, followed by his two students,
Janet and Freud. Freud collaborated with Breuer (1895) in the start of his discoveries and he
reached similar conclusions with Janet, in terms of neurosis being the outcome of child

sexual molestation (Alpert, Brown, and Courtois, 1998). After 1895, Freud continued his
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developments alone. Janet’s views were recognised as significant in recent times (Brown and
van der Hart, 1998), however Freud’s later theorising prevailed and his influence was
remarkable, so it was decided to focus on his contribution, in order to understand current
distorting tendencies in therapeutic work with CSAM.

Sigmund Freud (1896b) was an exceptional psychiatrist who linked child sexual seductions to
severe adult psychopathology (more specifically, neurosis and hysteria, a rampant mental
illness during Freud’s era) in a piece of work that came to be known as the ‘Seduction
Theory’ (ST) (Garcia, 1987). Freud (1896b) stated that he managed to carry out the work of

analysis in 18 cases of hysterical patients and that all of them had experienced sexual trauma:

“...The contents of the infantile scenes turn out to be indispensable supplements to the

associative and logical framework of the neurosis ... (p.205)”.

Freud claimed that his patients had forgotten their painful experiences, and also that they
managed to recall them through therapy. Thus, another amazing discovery linked to the ST
was that of unconscious repression and later recall. Freud (1986¢) additionally stressed
seduction’s horrific effects and characterised the child not only as vulnerable, but also as

innocent.

According to Freud (1896a; 1897a), the abusers were frequently nursemaids and domestic
servants, cousins, and most commonly the victim’s very close relatives, fathers or underage
brothers. While discussing cases of family members, Freud (1896a) noted that the circle of
abuse begun from a nursemaid who seduced children, who in turn then seduced other family
members, such as siblings. This observation of the circle of abuse highlights Freud’s finding
concerning the link between having been abused and becoming an abuser. This theory also
led him (1920) to understand the compulsiveness of some seduced persons who repeat the
repressed trauma by becoming victimisers. Later conclusions within (Ferenczi and Rank,
1924) and outside (e.g., Chu, 1991) psychoanalytic circles have also adhered to the

prevalence of repetition compulsion in cases of CSA.

Jeffrey Masson (1984; 1990), an American author, trained as a Freudian analyst, and best
known for his critique of Freud and psychoanalysis, eloquently argued that Freud’s work was

also influenced by writings of Brouardel’s and Tardieu’s books on physical and CSA.
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Masson (1984) also supported that Freud based on his early patient, Emma, his ST and the
concept of ‘deferred action’, meaning the phenomenon wherein an early sexually abusive
experience is remembered sometime after puberty, thereby instigating a reaction that had not
occurred during the original event. As the English psychoanalyst, and author of the book
‘Freud and the False Memory Syndrome’, Phil Mollon (2000) asserted, ‘deferred action’
refers to a familiar clinical observation for mental health professionals who treat CSA

sufferers.

In Freud’s early position (1896a), patients’ denial to accept their unexpressed paternal CSA
was viewed as their resistance and evidenced the actuality of the trauma. According to him,
when this hypothesis was correct, the patient’s symptoms would decrease or vanish.
Therefore, Freud linked CSA to defense mechanisms that concealed the awful truth from the

patient’s consciousness.

Freud’s ST encountered an icy reception, disbelief and total disregard from his contemporary
colleagues (Freud, 1896d). The overall responses to the ST, back in Freud’s era, involved
avoidance, repulsion, rejection, reconsideration and mistrust. His professional status was

nearly destroyed (Masson, 1984).

In more recent writings (Macmillan, 1977b), the seduction hypothesis has been criticised in
relation to the reliability of its methodology. Other Freudian critics, like Allen Esterson and
Frederick Crews, also maintained that Freud had fabricated the evidence for his ST, by
forcefully constructing CSAM (Shamdasani, 2003). Freud, hence, supposedly pressured his
patients to accept his hypothesis, triggering false CSAM as a result. Thus, Freud was
probably the first therapist to be accused of producing false memories of infantile seductions

during therapeutic procedures.

1.1.1.2 The ‘Abandonment’ of the Seduction Theory
Freud (1897b; 1897¢) ‘denounced’ his ST five months after its introduction, because he
realised that traumatic CSA memories could be false. In their famous correspondence, Freud

(1897c) revealed his reservations to his German Jewish doctor and dear friend, Fliess, in a

letter which became known as the ‘Equinox’ letter:
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“I no longer believe in my neurotica...” (p.264).

He added:

“The expectation of eternal fame was so beautiful, as was that of certain wealth,
complete independence, travels, and lifting the children above the severe worries that
robbed me of my youth. Everything depended upon whether or not hysteria would
come out right. Now | can once again remain quiet and modest, go on worrying and

saving” (p.266).

Freud, thus, explicitly stated that he was not certain that all of his patients’ disclosures of
father-daughter sexual experiences were true. He also stressed the difficulty in identifying
reality in unconscious material. Freud (1897b) stated that his review was based on the
inconclusiveness of his patients’ therapy, on the father’s blame for perversion, on the
discovery that in the unconscious, one cannot distinguish between the truth and fantasy that is
cathected with affect, and on the conclusion that the secret of the childhood experiences is not

betrayed even in the most confused delirium.

The issue concerning the inconclusiveness of the therapeutic outcome of Freud’s patients,
was that he seemed to expect therapeutic results very quickly. In this respect, Stephen

Mitchell (1997), an American clinical psychologist and psychoanalyst, writes:

“Recall that Freud’s early analyses lasted only several months. It seemed reasonable
to assume that for curative insight to occur, the analyst needed merely to arrive at the
correct interpretive understanding and convince the patient of its correctness. Freud
and subsequent analysts discovered that useful interpretations were not a one-shot
deal. They take time, lots of time. One makes the same or closely related

interpretations over and over again” (pp.42-43).

So, while Freud initially anticipated fast therapeutic conclusions to support his growing
theories, more contemporary professionals understand that this is an exhaustively time-
consuming process. To be more specific, his unsuccessful therapeutic results were based on
short-term therapeutic interventions, while successful results have been viewed as more

possible in long-term (rather than short-term) therapeutic work (Tyson and Goodman, 1996;
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Valerio and Lepper, 2009). This means that Freud may have been faithful to his original

theory if he had more time to assess the successfulness of his approach.

The rest of the reasons Freud provided in his famous 1897 letter concerning his ‘rejection’ of
the seduction hypothesis, may also be viewed differently when combined with contemporary
awareness on CSAM. His confusion about both the frequency of occurrence and the causal
significance of incestuous child seductions is understandable in light of the continuous
overlooking of CSA in the past and the responses to his ST presentation (Masson, 1984). His
inability to comprehend the real and fantasised memories of sexual trauma, and their
connection to resistances and psychotic states, is also explicable, if we realise that not much

progress has been made since his time in this domain (see section 1.2.1.3).

Psychoanalysts’ reactions to Freud’s review of the seduction hypothesis have been
emotionally charged and polarised. Freud’s ‘abandonment’ has been perceived through
various lenses: the first being testing Freud’s integrity (Jones, 1972), the second being the
correct decision since the ST was proven wrong (Sulloway in Robinson, 1993), and the third,
as a mistake by which Freud betrayed his patients (Masson, 1984).

| believe that the ST was abandoned by the whole scientific community. Freud was forced to
conform with the opposing majority opinion so as to survive. He was sincere enough to

continue thinking about it as we shall see next.

1.1.1.3 Freud’s Later Views

Subsequently, Freud (1905b) turned his focus to infantile sexuality as the basis of both
personality and psychopathology. According to this theory, children go through certain
psychosexual stages of development. During the phallic or Oedipal stage, the child, usually
aged three to seven years old, desires the opposite-sex parent and is jealous of the same-sex
parent, with whom the child eventually identifies, as those urges become repressed from
consciousness. When recalled much later, the child’s repressed fantasies may be mistaken for

real memories.

The ‘less known’ part of the story is that Freud kept juggling between reality and fantasy in

his thoughts concerning trauma, and the matter that constantly troubled him was the FRD
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(Grubrich-Simitis, 1988; Masson, 1990). More than a century later, disagreements still swirl
around whether or not Freud’s patients had indeed suffered CSA (Gardner, 2003).

According to my opinion, both Freudian theories contained original ideas and were
influenced by the socio-cultural climate of the era. ST offered an explanation for a mental
disorder (hysteria) which was common at that time, through the uncovering of CSA which
was also common — albeit taboo — at that time. The infantile sexuality theory was taking into
account the effect of our internal world and our drives and provided us with an introduction

to child sexuality and the power of unconscious fantasy.

After Freud’s initial theorisation and review, CSA was again ignored for more than 80 years
(Olafson, 2002), with a few noteworthy exceptions (such as Ferenczi, 1949). Freud’s work
had an astonishing and long-lasting impact, and has been associated with more recent
controversies on CSAM, as well as with distorting tendencies in therapeutic work involving

early sexual trauma (Simon, 1992).

1.1.2 Recovered Memory and False Memory of Child Sexual Abuse

The history of the more recent controversy on CSAM will be considered in the following
sections. Various kinds of memory will be discussed, such as recovered, false, therapy-
induced, and uncertain memory. The complications involving the influence of

psychotherapists on the client’s memory will be emphasised.

1.1.2.1 Recovered Memory of Child Sexual Abuse

Following the re-revelation of CSA through media and professional interventions in the
1980’s, many individuals, including famous people, mainly in the USA, reported recalling a
CSA experience. Before long, publicly declaring oneself as a sexual abuse victim, which used
to represent a secretive embarrassment, developed into something acceptable or even
venerable (Yapko, 1994a).

The mental health community was besieged by the surprising number of people, mainly
women, who recounted their experiences of CSA (Yapko, 1994a). Freud’s ideas about

repressed material and the psychoanalytic emphasis on the unconscious (Lear, 1995) offered
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an explanation of what was going on. To cope with extremely devastating experiences, CSA
sufferers may disconnect from the memory of the existence, bearing and/or meaning of their

traumatic histories (Olio and Cornell, 1993).

Jennifer Freyd, who is a respected American psychologist, Psychology Professor and
memory researcher, focused on the impact of trauma which involves betrayal on memory in
her 1996 book ‘The Logic of Forgetting Childhood Abuse’. Freyd (1996) drew attention to
both clinical and experimental memory research and claimed convincingly that sufferers need

to forget their early sexual trauma due to betrayal by trusted caregivers. In her words:

“Betrayal trauma theory posits that under certain conditions, betrayals necessitate a
“betrayal blindness” in which the betrayed person does not have conscious awareness,
or memory, of the betrayal. A theory of psychological response to trauma, betrayal
trauma builds from the belief that the degree to which a trauma involves betrayal by
another person significantly influences the traumatized individuals’ cognitive
encoding of the experience of trauma, the accessibility of the event to awareness, and

the psychological as well as the behavioral responses” (p.9-10).

Freyd (1996) believed that traumas which involve betrayal as a primary element leave serious
wounds in the victims and are more likely to be partially or totally dissociated from conscious
awareness. Forgetting the abusive events may be an adaptive survival defence mechanism
employed to deal with extraordinarily painful circumstances and can be viewed as a chronic
‘Stockholm syndrome’, where victims identify with their kidnappers, or as a ‘double-bind’
situation, where critical contradicting injunctions to the child (e.g. the injunctions ‘you must
be perfect’ and ‘you are useless’) are disallowed from discussion (Spiegel, 1998). The
victims who are amnesic about their abuse continue to endure its effects and may remember it

again since its crucial information is altered but has not disappeared (Freyd, 1996).

Additionally, Mollon (1998) explained that an individual may be able to evade thinking about
CSAM for some time periods and that this phenomenon has been called ‘cognitive
avoidance’ by cognitive therapists. Moreover, when this phenomenon is associated with the
defence mechanisms of denial, memories may become unavailable to conscious awareness
(Mollon, 1998). Others (such as Olio and Cornell, 1993) maintained that CSAM retrieval is

necessary in order for survivors to heal.
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Authors additionally emphasised the assumption that CSA is hugely underreported. For
instance, Almeida, Cohen, Subramanian, and Molnar (2008) argued that CSA cases are
perceived by researchers to be widely underrated, due to the stigma, shame, and fear of
formal accusations against abusers who are frequently family relatives. Prentky (1999)
claimed that proof for this assumption can be found via offenders themselves, as they report
that they have victimised far more individuals than they have been imprisoned for. Miller
(1985) argued that the underestimation of the prevalence of CSA is due to memory

repression.

The ‘Recovered Memory Movement’ was formed, and it consisted of lay people, and writers,
but mainly therapists, who strongly believed in repression and its overcoming due to triggers
or psychotherapy. Some of the writers cited in this thesis are clearly supporting the existence
and authenticity of recovered CSAM (for instance, Miller, 1985; Olio and Cornell, 1993).
The psychotherapeutic tendency of that era resembled Freud's initial insistence on the reality
of childhood seductions nearly a century earlier. Up until this point, practitioners appreciated
that, unless there was compelling proof of the reverse, every CSA allegation should be
regarded as valid (Forward and Buck, 1981).

1.1.2.2 False Memory of Child Sexual Abuse and the Memory Wars

Psychology’s examination of human memory has generally brought disappointing results
regarding its accountability (Kiefer, 1996; Geraerts, Raymaekers, and Merckelbach, 2008).
Memory has been found to have limited trustworthiness, and to be dependably connected to
both the quantity of emotion at the phase when the memory occurred and to the power of
emotion when the memory was recollected (Siedlecki, 2015). Remembering involves
reconstruction, that is to say, it resembles a story’s narration more than an event’s subjective

retrieval process (Dobo, 2000).

Rationally, our perception influences both our long-term and short-term memory as it
determines our sensory input. This indicates that, in false memory (or pseudo-memory) cases,
the person is neither lying nor misremembering; the perception’s input is distorted from the
very beginning. Hence, false memories of childhood are possible and they could

simultaneously be structurally true yet literally untrue (Mollon, 1998). Such a memory may
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seem just as meticulous, vivid and credible as actual memory, and a memory may include
literal reality, thematic reality, or no reality (Mollon, 1996). Furthermore, a ‘memory’ may be
a fantasy fitting with a deep mental schema, rather than a genuine memory even when it
coincides with a constellation of symptoms and signs (Mollon, 1998). The topic of false

CSAM attracted much attention in the 1990s, and is still considered as controversial.

In more detail, subsequent to the emergence of the Recovered Memory Movement, described
in the previous part, the issue on CSAM began climaxing once again but in the opposite
direction (Forward and Buck, 1981): a new mental disorder, the False Memory Syndrome
(FMS) was observed, reported and analysed. According to its supporters (such as Yapko,
1994a; Loftus and Yapko, 1995; Bernstein and Loftus, 2002; Gardner, 2003; 2004; Loftus
and Davis, 2006), a remarkable number of false positives, that is false allegations, have been

purportedly detected.

In spite of the widespread coverage of this matter in both scientific journals and the general
media, it is hard to find a clinical definition of the FMS. Nor is it featured in any psychiatry
textbook, or any official medical listing (Mollon, 2000). As a consequence, there is no
formally trustworthy published material regarding this syndrome’s avoidance, symptoms for
identification or treatment. A few notable definitions, aetiological hypotheses and effects are
listed below. Gardner (2004) discusses the phenomenon as follows:

“False memory syndrome (FMS) is a psychiatric disorder that develops primarily in
young and middle-aged adults, most often female. The primary manifestation is the
persistent belief that one has been sexually abused in childhood, a belief that has no
basis in objective reality. When bona fide sexual abuse has been reasonably validated,

especially by external corroboration, the diagnosis is not justified” (p.83).
The FMS Foundation, which actually invented the term ‘FMS’, describes the syndrome in
more emotionally charged words and includes effects on the social environment of the

sufferer:

“A condition in which the person's personality and interpersonal  relationships are

oriented around a memory that is objectively false but strongly believed in to the
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detriment of the welfare of the person and others involved in the memory”.

(Goldstein, 1992, p.iv).

The ‘False Memory Syndrome Foundation’ is one of the groups which were formed in the
‘90s to support the accused parents as well as individuals who retracted their accusations
(Yapko, 1994a; Mollon, 2000). One of the main purposes of these groups was to spread ideas
about memory unreliability, especially regarding memories usually recovered during
psychotherapy (False Memory Syndrome Foundation, 2013). Interestingly, the ‘False
Memory Syndrome Foundation’ was founded by Pamela and Peter Freyd, who were
motivated to establish this foundation because their adult daughter, Jennifer Freyd who is
discussed above (see section 1.1.2.1), privately accused Peter in 1990 of sexually abusing her
as a child (Dallam, 2002).

Along the same lines, the FMS epidemic has also been intensely questioned, along with its
frequency of occurrence (Brewin, Andrews and Gotlib, 1993; Pope, 1996; Palm and Gibson,
1998). Palm and Gibson (1998) found that very few cases of so-called false memory were
recorded by the participating clinicians. A closer look into their findings revealed that these
clinicians reported an average of less than five false memory cases in the past five years, and

merely 6 of the 60 (10%) respondents doubted the validity of recovered memory.

There has been some attention devoted to the social and legal effects of false memory
(Yapko, 1994a; Gardner, 2003; Lief, 2003). False memory cases may encompass false
accusations. The detrimental and enduring impact of false allegations of CSA has been
documented by many writers, and listed by Wakefield and Underwager (1996). For the
psychoanalysts, the devastation to families has also been identified as one of the central

issues concerning recovered and false memory (Lief, 2003).

As discussed later (see next section 1.1.2.3), the legal effects of false memory may involve
the therapist. Legal actions for false memory creation by the client to the therapist are
probably non-existent in certain countries, such as Greece, where the legal system is

particularly slow (Papaioannou, 2011).

The existence of repressed memories and false memories, as a whole, has been doubted, on

the basis of the unfeasibility of their scientific validation. However, Bowers and Farvolden
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(1996) noted that one cannot deny other persons’ experience or condition because of lack of
supporting empirical evidence. In other words, a person may wholeheartedly believe in a

false memory, although it is not recognised as a mental disorder.

As we saw above, there has been a huge controversy between the two camps — one, of
recovered memory therapists and, two, of supporters of the FMS - and this led in 1990’s to an
unofficial war between them. Regarding these ‘Memory Wars’ between recovered memory

therapist and false memory supporters, Fonagy (1998) wrote:

“There is something akin to a religious war raging between those who wish to protect
victims of childhood abuse and those whose declared allegiance to individuals
claiming to be falsely accused... There must be a sensible and thoughtful middle road
between extremes, and surely it is unacceptable for anyone who wants to occupy such
a position to be accused of betraying one or other of these deserving groups. Yet | fear
that this is very much what has happened so far in the 1990s. The objectivity of even
the most of commentators is clouded by the emotional fervour generated by the issue
of recovered memory of CSA and the excitement that is inevitably activated when the
gratification of unconscious infantile incestuous sexual fantasies is contemplated” (p.

Xiv).

These memory wars apparently created a number of misinterpretations, many of which are
still with us today. For instance, it has been argued that false memory can be implanted in the
clients’ mind by psychotherapists, an idea which is further analysed below (see section

1.1.2.3).

1.1.2.3 False Memory of Child Sexual Abuse and Psychotherapy

Adult CSAM were allegedly iatrogenically produced, instead of recovered, by therapists who
searched for the childhood basis of their clients’ future psychopathology, often through
controversial therapeutic techniques, such as hypnosis (Powell and Boer, 1994; Bowers and
Farvolden, 1996; Mollon, 2000; Gardner, 2004). This part will draw attention to the abrupt
emergence of professional writings on the subject of false CSAM during treatment.
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The publications of well-known authors writing about the FMS during the 1990s were
sizeable (Herman, 1992; Davies and Frawley, 1994; Loftus and Yapko, 1995; Pope, 1996;
Bowers and Farvolden, 1996; Phelps, Friedlander and Enns, 1997), and its assumed
frequency of occurrence was perplexingly high. In a relevant study with clinicians, Pope and
Tabachnick (1995) found that nearly 21% of the participants had worked with one or more

clients who, according to them, had a fictitious memory.

Pope (1996) casted doubt on both the motives and methods involved to advocate the
arguments supported by the ‘False Memory Syndrome Foundation’. To be more precise,
regarding the motives, the theorists and practitioners, such as Goldstein (1992) quoted earlier
(see section 1.1.2.2), who put these claims forward, were officially employed by the
Foundation. Pope (1996) pointed out that:

“Expert witnesses, therapists, policy makers, reporters, the courts, graduate courses,
and continuing education programs could thus cite a growing literature accepting and
helping institutionalise the notion that false memory syndrome was not only a
scientifically validated disorder caused by psychotherapy, but that the number of

documented cases was exceptionally large” (p.961).

According to Pope (1996), the foundation’s representatives, and the studies they rely upon,
have not provided sufficient evidence for their conclusions that a large share of therapists,
alongside their techniques, are dangerous, and that therapists have to follow their professional
guidelines so as to work ethically on the subject. They merely asserted that actual intense
trauma cannot be repressed - or forgotten in any other way other than brain damage - and thus
all recovered memories of abuse are false (Pope, 1996). The notion of false memory creation
in therapy was itself perceived as another effort to conceal the prevalence of CSA (Bowers
and Farvolden, 1996).

Although past research showed that therapists held that most CSAM recalled during
psychotherapy are reliable, especially concerning memories of one’s own clients (Poole, et
al., 1995), more contemporary studies reveal that clinicians are sceptic about the validity of
memories recollected in therapeutic treatment. To be more precise, Patihis, Ho, Tingen,
Lilienfeld, and Loftus (2014) supported that clinical psychologists appeared to become

increasingly and overly suspicious concerning repressed memory. In addition, while
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researching recovered CSAM, Ost, Wright, Easton, Hope, and French (2013) observed,
among other things, both that more than 80% of the participating clinical psychologists hold
that a person may have false memory of repeated CSA that never occurred, and that less than
25% of the participants stated that CSA allegations based entirely on memories retrieved
while the person was in psychotherapy, subsequent to complete amnesia, could be considered

as essentially accurate.

In his key article regarding the clinical complexities of the memory debate, Mollon (1996)
emphasised that, in contrast to others, he does not pretend to know what is happening

regarding CSAM, and drew attention to the delusion and the debates in the USA:

“I... plea for a tolerance of uncertainty. Cognitive psychologists - and therapists with
simpler models of mental life, derived from but different from psychoanalysis - may
believe they know what is going on in these debates about memory. | claim the right
and the mental space not to have to pretend to know (to pretend to myself or to
others). | really do not know what to make of recovered memories as they arise in
clinical practice, nor how best to respond to these therapeutically. Although this
uncertainty is not comfortable, false certainty can only lead to delusion and turmoil
and the most appalling professional in-fighting, such as we find currently in the USA”
(pp.199-200).

According to Powell and Boer (1994), some authors fell into the same trap that Freud did:
they fail to take into account alternative explanations for the evidence they present when they
claim that recovered CSAM are authentic.

As the overruling intention of psychotherapy is to do no harm, the pressing question is
whether suggestions in therapy may cause false memories which may inadvertently harm
both clients and the accused person, who may be part of their family environment (Poole et
al., 1997; Rubin and Berntsen, 2009). As seen earlier (see section 1.1.2), on one side there are
those who have trust in the authenticity of recovered memories, and on the other side there
are those who hold both that recovered memories are false and embedded by malpractising
psychotherapists (Mollon, 1996). Moreover, recent debates on CSAM epitomise an extensive
chasm among scientists and practitioners (A.P.A. Working Group, 1998; Phelps, Friedlander
and Enns, 1997).
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Research has supported that suggestion may lead to false memory creation (Poole et al.,
1995; Loftus and Davis, 2006). A Dutch clinical psychologist, Joost Hutsebaut (2001) also
maintains that due to several factors, such as the avoidance of responsibility, CSAM is
effortlessly modifiable, resulting in the phenomenon of false memory, which manifests “the

internalization of an interpretation in which the patient and the therapist collude defensively”

(p.77).

Mollon (2000) writes about therapy’s possible influence in these distortions:

“It is indeed a plausible possibility that certain kinds of ‘therapy’ or styles of
interview that involve suggestion, exhortations to remember, group pressure or
abandonment of a critical and thoughtful perspective by both patient and therapist
could play on the deceptive plasticity of memory and lead to fallacious narratives of a
person’s childhood. However, these processes are complex, and there is considerable
ongoing debate about what is involved in the forgetting and remembering of
childhood trauma, and also about the nature and extent of harmful therapeutic

practices” (p.6).

It could also be useful to know that the commonly used word “implanted” (Yapko, 1994a), in
relation to false memory creation in therapy, has also been challenged. For instance,
Hutsebaut (2001) advocated that a considerable misconception of the psychoanalytic
literature is that these pseudo-memories are induced or implanted by therapists, as if they
would insert an entirely pre-fabricated memory into the client’s memory. The author
proposed that the truth is that the client develops the false memory so as to fulfill a particular
function. In that sense, the term “trigger” would be more appropriate, as it corresponds more

to something that is internally developed, rather than implanted from an external source.

Actions cause reactions, and movements generate counter-movements (Yapko, 1994a).
Silence brought about both real and false accounts and these, in turn, triggered an urge to
identify the ‘scapegoat’. Apparently, rather than Freud, therapists were the ones to be
“examined under the microscope” this time, especially in cases involving recovered

memories.
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1.1.2.4 Approaching and Elucidating Uncertain Memories in Therapy

Regarding ways to approach a disclosed or suspected CSAM in therapy, professionals seem
to rely on their personal theories based on their clinical experience when approaching
uncertain memories. For example, in Palm and Gibson’s (1998) survey, some participating
clinicians declared that if they believed that their client’s CSAM is false, they would suppose
that s/he had endured another harmful experience. Olio and Cornell (1993) argued that
therapists must adjust their interventions according to each client’s idiosyncratic needs and

internalisations of early traumatic experiences.

Relevant literature material focused on the techniques employed by therapists while working
with possible sufferers of delayed CSAM (Polusny and Follette, 1996; Poole et al., 1995).
Moreover, Phelps, Friedlander and Enns (1997) supported that there is a lack of consensus
about the suitability of techniques that have been considered as suggestive, indicating that

this issue is far from clear-cut.

In relation to the FMS Foundation’s directions for therapists to work ethically on potential
CSAM cases, problems may occur during the application of their advice. For instance, | hold
that the Foundation’s guideline about therapists being required to seek the external validation
of the client’s family before applying recovered memory therapy (Pope, 1996) is in conflict

with matters of therapeutic confidentiality, and may impair therapeutic trust.

On the topic of distinguishing between authentic and fantasised trauma, psychotherapists are
seldom able to appreciate the actual reality of a client’s early sexual trauma devoid of
independent evidence (Mollon, 1996). Moreover, relevant literature material send mixed
signals to therapists working with uncertain CSAM, as discussed below. In brief, on the one
hand, irrespective of whether CSAM may be imprecise and confused, it may still be
corresponding to trauma based on reality (Olio and Cornell, 1993; Davies and Frawley,
1994), and, on the other, therapists should abstain from supporting uncertain CSAM as there
is a danger of inducing false CSAM (Loftus and Yapko, 1995).

To be more specific, according to Davies and Frawley (1994), in comparison to Freud, many
modern-day clinicians would not require verifiable memories to be uncovered in order to

trust the essential truths comprised in the analysands’ CSAM reports. They added that an
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analysand may, for instance, report a traumatic experience which includes pieces of
victimising episodes clearly permeated with fantasy elaborations of the original trauma, so
that the memory is inaccurate but the abuse is a fact. Others have additionally supported that
a client’s CSAM may include conceptions and fragments anchored in later insight and
experience, and that the victim’s imprecision and bewilderment regarding the specifics of the

events should by no means lessen the actuality of the abuse per se (Olio and Cornell, 1993).

Loftus and Yapko (1995) expressed an opposing view, by stressing the limitations of our
current knowledge on making this distinction, and proposed that therapists who work with
CSAM should avoid both accepting unconfirmed recollections and employing controversial

techniques:

“As a first step, it is worth recognising that we do not yet have the tools for reliably
distinguishing the signal of true repressed memories from the noise of the false ones.
Until we gain these tools, it seems prudent to exercise caution when some presumed
amnesic barrier is probed. Psychotherapists would be wise to be circumspect
regarding uncorroborated repressed memories that return. Techniques that are less
potentially dangerous would involve clarification, compassion, empathy, and gentle

confrontation as patients sort out their personal truths” (p.184).

A related perspective indicates that patients may express their own truth but not necessarily
the ‘Truth’, and therapists should trust the process of therapy, accept but not necessarily

‘believe’ their patients’ memories. In relation to this, Mollon (1996) wrote:

“It is crucially important to be open to a variety of possible understandings of the
patient’s history and development - and to help the patient to be open to these too. For
the therapist to presume to know is to assume a quite unwarranted authority to define
reality - a position that must be avoided, even though at times the patient may wish
the therapist to relieve their uncertainty in this way. The only appropriate stance for
the therapist is one of humility and modesty in the face of the vast unknown of the
human psyche” (p.195-96).
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The above-noted view states that it is harmful for therapists to presume to know while they
cannot easily know what really occurred in the past. So what needs to be done for the

therapist to be able to help the client clarify uncertain CSAM in a more informed way?

The required critical task, actually emphasised by both contrasting positions mentioned above
(Yapko, 1994a; Pope, 1996), is to attain more accurate means of establishing what is true,
and to impede the reliance on ambivalent theories or personal bias (like discomfort with the
theme of CSA and professional status). Research is required to examine the degree to which
recovered memories can be clearly substantiated and to set rules for differentiating between
actual and fantasised CSAM (Powell and Boer, 1994).

Bearing in mind the reviewing of the psychotherapists’ role in cases of CSAM, and given that
there is lack of both consistent professional guidelines, and trustworthy scientific inquiry on
the actual practices performed by therapists, it has been challenging for therapists to proceed
with confidence and certainty in their work with clients who disclose a CSA experience
(Phelps, Friedlander and Enns, 1997).

1.1.3 Other Key Issues and Contributions

The context regarding therapy on adults’ CSAM would be incomplete, if we failed to
thoroughly examine the complex relationship between fantasy and reality-based trauma, the
influence of both on the the psychoanalytic therapist’s beliefs, as well as the relevant

neurological evidence.

1.1.3.1 Fantasy and Real Trauma
The quandary between fantasy and reality will now be posed, appraising their individual
significance and effects. Starting from the definitions of each term, there seems to be an issue
with the usage of the word trauma. Keiser (1967) pointed out that in psychoanalytic literature
the concept of trauma appears to refer to anything harmful to the psyche and that, in this

sense, it is very broad.

The term ‘psychical reality’ has often been used by Freud:
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“To designate whatever in the subject’s psyche presents a consistency and resistance
comparable to those displayed by material reality; fundamentally, what is involved
here is unconscious desire and its associated phantasies” (Laplanche and Pontalis,

1973, p.363).

In accordance with The Language of Psychoanalysis, phantasy' (or fantasy) could be
described as an imaginary scene with the subject as a protagonist, representing the
(unconscious) wish fulfillment, transformed - by defensive processes - in an enigmatic way
(Laplanche and Pontalis, 1973). There are various types of phantasy, e.g. conscious and
unconscious. Laplanche and Pontalis (1973) also note that Freudian, and generally

psychoanalytic goals, focus on:

“An explanation of the stability, efficacy and relatively coherent nature of the

subject’s phantasy life” (p.315).

These patterns in unconscious wishes may lead to traumas that distort the subject’s

perceptions, and thus prove valuable therapeutically. The writers add that Freud:

“Refuses to be restricted to a choice between one approach, which treats phantasy as a
distorted derivative of the memory of actual fortuitous events, and another one which
deprives phantasy of any specific reality and looks upon it merely as an imaginary
expression designed to conceal the reality of the instinctual dynamic” (Laplanche and
Pontalis, 1973, p.315).

The above-noted quote expresses Freud’s tendency to combine fantasy with reality in a
balanced way. In other words, fantasies neither entirely originate nor are completely

dissociated from reality.

i The term ‘phantasy’ with ‘ph’ is used mainly by Freudian and Kleinian analysts so as to designate the specific quality of
unconscious wishes and desires so as not to be confused with conscious fantasies and day-dreaming. However, for the
purposes of this section the terms ‘phantasy’ and ‘fantasy’ will be used interchangeably as, although Freud never used the
term ‘phantasy’ as such, his descriptions and explanations of ‘fantasy’ seem to correspond to the unconscious significations
of ‘phantasy’.
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The time has come to highlight the basic predicament regarding fantasised and actual trauma
and their interaction in relation to CSA. In discussing paternal seduction memories, Freud

(1917) noted in his Introductory Lectures on Psycho-Analysis:

“Up to the present we have not succeeded in pointing to any difference in the conse-
quences, whether phantasy or reality has had the greater share in  these events of
childhood” (p.369).

Freud’s argument may denote that the importance should not be laid on whether seduction

really occurred or was merely imagined.

Roudinesco (2001) proposed that reliance on Freud’s ST, may lead to the assumption that a
trauma per se is accountable for a certain devastation of the person who has suffered it. In this
case, individuals who have experienced abuse in extreme conditions would be determined to
become abusive themselves or complain unendingly about an incurable wound. Freud may
have opposed this obstinate unfairness when he supposedly ‘abandoned’ his hypothesis. In
this line of reasoning, this misfortune is not physically predisposed and it should not define
one’s fate. Everyone has a unique history that makes them respond in a somewhat different
way from others under exactly the same circumstances. Thus, an actual trauma is not on its

own more harmful than acute psychical distress (Roudinesco, 2001).

Grubrich-Simitis (1988) illustrated Freud’s battle with the quandary of developing a
causative formula that could include fantasy together with external trauma, and experimented
with several different solutions. His latest attempt was the concept of the ‘complemental
series’, where the fantasy factor intermingles with reality - less fantasy, more trauma, is
required to generate a neurosis, and the opposite (Freud, 1938). His phylogenetic assumptions
reflect another endeavour of this kind. Grubrich-Simitis (1988) additionally reasoned that,
after 1897, the mere ambiguity became a lifelong indistinctness regarding the role of real
trauma. He repetitively claimed that there must be a combination of ‘trauma and drive’,

although he also vacillated between ‘trauma or drive’ (Simon, 1992).

Memory and fantasy enhance and simultaneously threaten each other in such an oblique and
indefinite way that no sole source can ever be irrefutably concluded among an instinctive

wish and an empirical event (Bernheimer, 1990). Hence, Freud (1899), in his paper on screen
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memories (pp.301-322), reported of having had to preserve the authenticity of an early
memory his patient intended to decipher as a suppressed fantasy (Bernheimer, 1990). Freud
(1899) objected:

“This cannot occur, unless there is a memory-trace the content of which  offers the

phantasy a point of contact—comes, as it were, half way to meet it” (p.318).

Warner (1986) proposed that this midpoint, where the trace of what is external to the psyche
comes across the internal projections, symbolises the central point of language, the avenue of

psychoanalysis.

On the other side, Ferenczi (1949) drew attention back to external reality and argued that
individuals become ill because of their actual experiences, rather than their fantasies. His
notion of confusion of tongues between adults and children, emphasises that the adults’
sexualised responses to children’s sensualised callings, gravely affect their future
development. Ferenczi’s views have found support in more recent clinical observations; for
instance the A.P.A. Working Group (1998) discussed how CSA can disrupt the nature and
meaning of relationships, by rendering the victim’s experience of being touched as dubious or
bewildering due to sexualisation. Ferenczi (1949) explored the defence mechanisms that
individuals employ to deflect the awareness of their child trauma. For instance, Ferenczi and
Rank (1924) stressed the significance of the repetition of the analysand’s child conflicts in the

psychoanalytic interaction.

Regardless of Freud’s initial intentions, the consideration of his two theories as
complementary will be far more beneficial. Ulman and Brothers (1988) defined trauma as an
actual occurrence, whose unconscious meaning destroys main organising fantasies and
mechanisms of self-restitution, thus leading to dissociative disorder or PTSD. This definition
shows the point where fantasy and reality interact in CSAM cases. If reality was the sole
factor, every CSA victim would inescapably face the vast impact, which is unsupported by
recent writings on the subject, further examining some persons’ remarkable resilience (e.g.
Whitelock, Lamb and Rentfrow, 2013; Rowan, 2006) or attributing the effects on family
dysfunction (Bhandari, Winter, Messer, and Metcalfe, 2011; Nash, et al., 1993).
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If only fantasy played a role, with regard to the alleged universality of the theory of sexuality,
all human beings would become hysterics, which is disproved by common sense. Therefore,
neither of them can stand alone, while their combination may both improve our awareness

towards incest and assist the victim’s potential for best possible recovery.

As Roudinesco (2001) proposed, the sole tendency corresponding to psychoanalytic thinking
entails the recognition that fantasy and trauma co-exist in all cases of sexual abuse.
Clinically, therefore, a psychoanalyst should accept both states of reality (psychic reality and
the real event) and to understand that both may cause psychological anguish (Shengold,
1989). Disowning fantasy as a whole may trigger in a subject an affliction as potentially

traumogenic as the repudiation of actual abuse (Roudinesco, 2001).

Following this review of psychoanalysis’ history pertaining to CSAM, the reader should
understand the origins of the debates and dilemmas around Freud’s contribution on CSA and
memory, regarding minimising fantasy, thus causing false memories, or conversely, ignoring
reality. The matter that can now be presented is whether these matters remain unresolved and

influence psychoanalytic therapists today.

Thus, the fantasy-reality predicament will be dealt with in more depth in the next parts of this
thesis, as it is included in several of the interview questions, which psychoanalytic therapists
were asked to respond to for this study. For instance, the interview questions about how
interviewees would handle symptoms of CSA before the actual memory came up during the
therapeutic process, and about how they would question the reliability of a CSAM, may
demonstrate their overall approach to the issue concerning reality and fantasy in current
psychoanalytic treatment. The questions aim to show whether these contemporary
psychoanalytic therapists believe that false memories exist, whether they are inclined to
accept each memory as true or not and, and whether they regard CSAM reliability as

important.

1.1.3.2 The Nature of Traumatic Memory: Neuropsycological and Other
Evidence

Being a CSA victim is one of the most (if not the most) traumatic experiences that a child can

endure. From both research and clinical evidence, there is plentiful data to back the existence
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of various conscious and non-conscious memory processes for traumatic experiences. This
section will focus on evidence, firstly, about important differences between traumatic and
non-traumatic memory, and, secondly, about the remembering and forgetting of trauma. The

connection between psychotherapy and this evidence will also be considered.

There is sizeable evidence that traumatic memory differs from ordinary memory on the basis
of psychobiologic and cognitive characteristics (Chu, Matthews, Frey, and Ganzel, 1996). An
Indian Psychiatrist working in the field of suicide behaviour, Amresh Shrivastava, and his
associates claimed that CSA is responsible for various memory abnormalities based on

neurological evidence:

“Child sexual abuse (CSA) is an important public health problem with long-standing
neurobiological, developmental, and psychiatric abnormalities...  Serotonin
abnormalities have been reported in various studies among participants exposed to
CSA. Structures such as the prefrontal cortex, superior temporal gyrus, corpus
callosum, parietal lobes, hippocampus, and cerebellum all demonstrate volumetric and
structural changes in response to the trauma of CSA. Neurocognitive studies
demonstrate memory and spatial awareness as well as decrements in general cognitive
performance and memory when compared to normal individuals. The hypothalamic—
pituitary—adrenal axis has also been implicated in CSA, and there is an alteration in
corticotropin-releasing hormone response due to the continuous cumulative trauma of
CSA” (Shrivastava, Karia, Sonavane and De Sousa, 2017, p. 4).

In a similar fashion, a Brazilian neuroscientist and psychologist called Julio Peres, alongside

his associates, connected traumatic memory storage and retrieval to neuroscientific evidence:

“Neuroscience findings have shown that the brain does not actually store memories,
but stores traces of information that are later used to create memories, which do not
always factually represent what was experienced in the past. To perform this process,
different parts of the brain act as important nodes of the neural network that encode,
store, and retrieve the information that will be used to create memories. Hence,
whenever a traumatic or emotional event is retrieved, it may undergo a cognitive and

emotional change” (Peres, Mercante, and Nasello, 2005, p.433).
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The results of a study conducted by Porter and Birt (2001), who are Canadian psychologists,
indicated that traumatic memories and non-traumatic memories varied both phenomenology-
cally, such as in their vantage point, and qualitatively, such as in the number of their details.
Nevertheless, traumatic and non-traumatic memories also shared essential similarities; for
instance, they were both very vivid. Moreover, Berliner, Hyman, Thomas, and Fitzgerald
(2003) found that the kind of trauma seemed to make a difference in memory features; most
particularly, there was less vividness and coherence in memories of sexual trauma when
compared to memory of non-sexual trauma. The results of the study of Berliner et
al. (2003) demonstrated that when compared to memories for positive experience, traumatic
memories involved less sensory detail and coherence, but included more meaning and
effect. As indicated by the authors, the reported differences probably mirror either poorer
encoding of traumatic experiences in the first place or less processing and rehearsal following
the experiences. However, according to a different perspective, memory is more likely to be
improved than damaged by high intensity of emotion and stress, therefore traumatic

memories are distinctive, enduring, and effortlessly retrieved (Shobe and Kihlstrom, 1997).

As argued by an Israeli psychiatrist, brain researcher and psychoanalyst, called Yoram Yovell
(2000), each individual has two separate memory systems which typically function
effortlessly and in parallel: the explicit memory system, and the implicit one that mediates
emotional memories involving fear and anxiety. These two memory systems are different
both anatomically and developmentally: Explicit memory is mediated to a great deal by the
hippocampus, and implicit memory is mediated, at least partially, by the amygdala
(Yovell, 2000). The neuropeptides and neurotransmitters released when a person experiences
high level of stress can influence memory operation, working along the lines of various brain
regions implicated in memory including the hippocampus and amygdala (Yovell, 2000). Such
release may hinder the assimilation of memory traces for episodes of early abuse (Bremner,
Krystal, Charney, and Southwick, 1996).

Yovell (2000) explained that an excessive level of traumatic stress may provoke a fractional
or total failure of the hippocampus, alongside a shutdown of explicit memory development.
Consequently, very traumatic experiences may be recalled in an inconsistent, fragmented,
partial way, or not at all. Nonetheless, the amygdala is not malfunctioning due to traumatic
stress; quite the reverse, its activity is increased. This can give rise to circumstances wherein

an actual recollection of a traumatic incidence is vague or absent, while its emotional
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memory, which includes the anxiety and horror connected to it, may always be there or
resurface at any time. Thus, neurobiology clarifies the defence mechanism of dissociation as

an involuntary and pathological detachment of facts from its related emotions (Yovell, 2000).

In a dissociative state, imperative mechanisms are obscured. This results in disconnected
fragments that are hard to recall, rather than naturally leading to effortlessly remembered
memory entailing the experienced emotions (Schacter, Koutstaal, and Norman, 1996).
Furthermore, when a traumatic memory is blurred and deficient, it might be recovered as an
explicit memory merely under intensely emotional conditions, such as in the process
of psychotherapy (Yovell, 2000). Therefore, neurobiology illuminates the clinical
phenomenon of recovered memory in psychotherapy as a comeback of a previously

misremembered trauma due to the intensified experience of a personal analysis.

As maintained by Zola (1998), experimental evidence indicates that traumatic memories may
be modified by new experiences. Research has supported that whole incidents that never
occurred may become integrated into memory, and that a person may mistake a false memory
for a genuine one. Even lucid and subjectively persuasive memories can be inaccurate or
completely fabricated. Human memory is flawed, and it commonly encompasses errors,
distortions and dissociation. Additionally, memory shortcomings are more likely to be grave
as the time period between a real event and its recall is expanded, and people are prone to

memory distortion throughout their lives starting from their preschool years (Zola, 1998).

Peres, McFarlane, Nasello, and Moores (2008) clarified that memories would be clearer if

PTSD symptoms are initially relieved:

“Emotionally charged memories are subjective representations of an event, often
distorted and distant from the original episode, but salient in their significance to the
individual. Although there is a marked degree of inter-individual variability in the
processing of memory of life events and basic emotions, the authors postulate that the
re-interpretation and reconstruction of traumatic memories will be efficacious in
relieving PTSD symptomatology. This process will influence the neural networks
subserving these experiences, leading to the formation of new memories that are less
fragmented and available for narrative expression, an idea that is consistent with

neuroimaging and clinical observations” (p. 485).
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Van der Kolk, Hopper, and Osterman (2001) claimed that all kinds of memory — rather than

solely the traumatic ones — are usually distorted:

“Like all stories that people construct, our autobiographies contain elements of truth,
of things that we wish did happen but did not, and elements that are meant to please
the audience. The stories that people tell about their traumas are as vulnerable to
distortion as people's stories about anything else. However, the question whether the
brain is able to take pictures, and whether some smells, images, sounds or physical
sensations may be etched onto the mind, and remain unaltered by subsequent

experience and by passage of time, still remains to be answered” (p.29).

To sum up, neurological and psychological evidence elucidate how both fantasy and reality
can play a role in CSAM. More explicitly, they support not only that traumatic memory can
be forgotten and re-remembered, but also that there can be false CSAM. On the whole,
memory distortion is stressed by the evidence even in the constructions of memory that are
not recovered. This is the reason why | chose to focus generally on all types CSAM, rather

than recovered memories only.

1.1.3.3 The Analyst’s Influence

Another interesting inter-psychoanalytic controversy involves the analyst’s influence on the
analysand. Freud realised that some analysands could not benefit from hypnosis and that the
influence of the analyst on the analysand was immense. For this reason, he fought to avoid
the hypnosis technique, and to minimise the analyst’s influence and countertransferential
reactions (Freud 1910; 1912). In Freud’s (1905¢) gripping metaphor, hypnosis and suggestion
function as painting, like colouring the canvas by modifying the personality, whilst
psychoanalysis functions as if creating a sculpture, subtracting marble to unearth pre-existing
personality forms (Etchegoyen, 1999). However, in this way, the influence of the analyst was

present but not examined, which may have led to creation of false memories in therapy.

In this regard, Scotford, R. (1999) emphasised Freud’s forceful application of the pressure

technique:
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“With the aid of his quasi-hypnotic 'pressure technique' he tried hard to force his
patient's to ‘reproduce’ the supposedly forgotten memories. Freud's own inaccurate
reports of these episodes many years later led readers to believe that most of his
female patients had told him spontaneously that they had been sexually abused by
their fathers. But in the 1896 seduction theory papers Freud explicitly states that it
required a forceful application of his clinical technique to induce the recovery of the

early 'memories' he believed his patients had repressed” (p.47).

Ferenczi was not so frightened by the analyst’s influence: in his attempt to accelerate the
psychoanalytic process, he and Otto Rank (1924) encouraged a more active role for the
psychoanalyst. This tenacity on the analyst’s active role influenced their later discharge from

the psychoanalytic community (Mitchell, 1997; Davies and Frawley, 1994; Hoffer, 2002).

More recently, other authors have contested Freud’s adherence to the analyst’s detached, non-
involvement and the consequential negligence of countertransferential benefits in therapy.
For instance, Olio and Cornell (1993) argued that the distant therapeutic approach proposed
by Freud is inappropriate or even wounding for adult sufferers of CSA because it reproduces

the denial, overlooking and obscured patterns of relating of the dysfunctional family.

Furthermore, short-term dynamic psychotherapy supporters argued that by remaining passive,
psychoanalysts have pointlessly prolonged the duration of their intervention (Nichols and
Efran, 1985). It is interesting to note that Freud (1913) used to have three to six sessions per
week with his patients and the whole process usually lasted from six months to a few years.
Nowadays, psychodynamic psychotherapy characteristically includes one or two sessions per
week, and the average analysis usually takes approximately five to six and a half years
(Doidge, et. al., 2002). Some analyses may even carry on for decades (Bernstein, 1995).
Other psychotherapeutic disciplines typically involve weekly sessions for three to four years
and do not encourage more frequent meetings (Bernstein, 1995).

Mitchell (1997), broadly acknowledged as a leader and promoter of the relational
psychoanalytic approach, persuasively asserted that analysts unavoidably influence
analysands. ‘Relational-perspectivism’ is a mixed, postmodern psychoanalytic approach,
which has been influenced by interpersonal psychoanalysis, British object relations theory,

self psychology, and interactionally oriented Freudian views (Stolorow, 1997). According to
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a relational appraisal, the concepts of analytic objectivity or neutrality are imaginary and
unacceptable in psychoanalytic psychotherapy, considering the unconscious analyst-

analysand dynamic (Gillman, 2006). As Greenberg puts it (1986):

“Many clinicians feel that as a term neutrality is too cold and aloof, that it doesn’t
convey the kind of affirmation that patients not only need but typically get in a well-

conducted treatment” (p.138).

Freud struggled to keep the analyst outside the field of study in his effort to make
psychoanalysis accepted as a science. In contradiction to this, the relational paradigm mainly
focuses on the analysand’s internal object world and the analyst-analysand interaction
(Gillman, 2006). According to Mitchell (1997), the interactive experience also changes the
analyst and the whole therapeutic interaction is the cornerstone of a successful therapeutic

relationship:

“Attention paid to interaction in the analytic relationship does not diminish or distract

from the exploration of the patient’s unconscious; it potentiates and vitalises it”

(p.19).

Mitchell (1997) also holds that this newly welcomed influence of the analyst does not oppose
the analysand’s autonomy; on the contrary, the autonomy is an emergent property of
interaction. From this perspective, both interaction and countertransference are required for
the formation of autonomy and should be encouraged rather than avoided. In the therapeutic
context, the analysand is given the opportunity to progressively develop an especially
psychoanalytic type of autonomy, which transpires as the patient assimilates and is gradually
more capable of dwelling on and restructuring the internalised image of his analyst and of
their analytic bond. Hence, he supported that we must be mindful of this influence and use it
in a way that would be valuable for the analysis:

“Interpretations are central to the therapeutic action, but it iS not the content of the
interpretations alone that is crucial. It is the voice in which they are spoken, the
countertranferential context that makes it possible for the patient’s characteristic
patterns integrating relationships with others to be stretched and enriched. To find the

right voice the analyst has to recognise which conflictual features of her own internal
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world have been activated in the interaction with the patient, to struggle through her
own internal conflicts to arrive at a position in which she may be able to interest the
patient in recognising and struggling with her own (the patient’s) conflictual
participation, this makes the work, inevitably, deeply personal and deeply
interpersonal” (Mitchell, 1997, p.6).

On the ‘same page’, Aron (1996) accounted for the therapeutic pair’s co-construction of

‘meaning’ in analytic therapy:

“Meaning, in the analytic situation, is not generated by the analyst’s rational
(secondary processing) of the analysand’s associations; rather, meaning is seen as
relative, multiple and indeterminate, with each interpretation subject to continual and
unending interpretation by both analyst and analysand. Meaning is generated
relationally and dialogically, which is to say that meaning is negotiated and co-

299

constructed. Meaning is arrived at through ‘a meeting of minds’” (p.xii).

In opposition to Freud’s stance and more in line with a relational way of thinking, more
contemporary minds both realise and take into account the influence of the scientist/observer.
Psychoanalysts tend to acknowledge that the analyst’s influence on the analysand cannot be
avoided. Although there have been critiques of Mitchell’s work (Stolorow, 1997), even the
most conventional writers consider psychoanalysts as bearing a certain effect on the
therapeutic process (Mitchell, 1997). Current psychoanalysts are encouraged to employ
countertransference as a therapeutic tool in order to both understand the analysand’s
experience of the trauma, and to help the analysands realise the influence of the analyst in the
therapeutic process (Courtois, 1997; Walker, 2004).

In addition, as this past tendency to secrecy and disowning of CSA has decreased in modern
times, it has allowed the analysts’ voices to start describing how demanding and agonising
the analytic process can be for them (Mitchell, 1997). The current study attempts to
communicate the anguish experienced by psychoanalytic therapists as well as analysands (as
seen through the participants’ views). It will also elucidate whether current psychoanalytic
therapists embrace a more classical or a more relational psychoanalytic approach in their

everyday practice.
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All of the above give rise to many uncertainties about the analyst’s role in CSA cases. This
idea additionally furnishes the rationale of the present thesis, which targets a deeper
understanding of CSAM sufferers and their therapeutic relationships. In a more all-
encompassing and practice-oriented stance, accounts from varied sides could be explored.
The thoughts of contemporary psychoanalytic therapists on the above-noted subjects may

provide ideas about current in treatment handling and its apparent dangers.

1.1.3.4 The Analysts’ Belief or Disbelief in Child Sexual Abuse Memory and Its

Influence on the Analysand

Literature from the last 25 years brings into light an important subject: the impact of the
therapists’ belief or disbelief in the client’s allegations (Olio and Cornell, 1993; Brenneis,
1994; Yapko, 1994a; Bowers and Farvolden, 1996; Spanos, 1996; Goldberg, 1997; Lindsay,
1997; Palm and Gibson, 1998; Gore-Felton, Koopman, Thoresen, Arnow, Bridges, and
Spiegel, 2000). This important subject focuses on whether therapists are inclined to take sides
or to remain neutral, and to whether their beliefs about the veracity of CSAM may affect
therapeutic effectiveness. The subject under examination can also be connected to the
analysts’ undermining of authentic early sexual trauma and overestimation of fantasised

wounds (see section 1.1.4.1), as well as to the therapists’ influence (see section 1.1.3.3).

According to a viewpoint, the therapeutic approach may be adapted to the clients’ situation as
assessed by the therapist. Gore-Felton et al. (2000) argued that therapists’ evaluation of the
reliability of CSAM is usually based on a probability decision and described how this may
greatly influence the course of therapy. For instance, if the therapist believes in the
authenticity of the client’s CSAM, therapy may aim in working through the trauma, whereas
if the therapist holds that the reported CSAM is fantasised, therapy may focus on the meaning
of this false perception.

It is interesting to take into consideration that the analysts’ beliefs or doubts do not need to be
explicit to have an impact on the analysand (Brenneis, 1994). They may be completely
unconscious and still affect the client and the shared therapeutic experience. In this regard,
the impact of the therapists’ personal beliefs on their clinical judgments must be taken into

account as they may affect the client.
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However, therapists may err. The risk of underestimating or overestimating memory veracity
has been discussed (Polusny and Follette, 1996; Phelps, Friedlander and Enns, 1997). The
most obvious involved risks are those of retraumatising a client due to repeating the circle of
denial, and of inducing false memory.

Whichever way therapists decide to intervene or to avoid inervening, they appear to be
destined to risk causing harm to their client as seen next. When they accept the clients’
CSAM as authentic, they offer the foundation that clients may need to wholly acknowledge
these false memories as actual. For instance, FMS advocates highlight that the therapist’s
trust on the authenticity of a CSAM, may trigger false memories, and even erroneous

accusations and guilty legal pleas (Brenneis, 1994; Yapko, 1994a).

When therapists question their client’s CSAM or do not show that they believe in him/her,
they may retraumatise the client who needs to be believed. Gardner (1993) argued that with
certain analysands, there has to be a particular phase wherein both analyst and analysand
explicitly acknowledge the reality of the latter’s CSA. In fact, in an often-cited conference
report on research findings from 358 clinicians, it was discovered that 22% of them thought it
was vital to recognise clients’ CSAM as valid, even when there was no corroborating
evidence (Bottoms, et al, 1995, as cited in both Lindsay, 1997; and Palm and Gibson, 1998).
It should be noted that, unfortunately, I could not find the original paper (i.e. Bottoms, et al,
1995) so as to report what the findings for the majority of participants were in order to avoid

a biased reporting of results.

In addition to this, the client may be retraumatised not only because of the therapist’s
disbelief, but also due to their neutrality or unwillingness to listen (Olio and Cornell, 1993;
see section 1.1.3.3), or mentioning of false memory existence (Palm and Gibson, 1998; see
section 1.2.1.2).

Nevertheless, others urge therapists to remain neutral. For instance, Bowers and Farvolden
(1996) emphasised that a therapist may be empathic and close to clients without accepting
their versions of the truth as self-validating. Moreover, Gore-Felton et al. (2000) cautioned
clinicians to avoid being either unreasonably trusting or excessively doubtful, and suggested
that an open-minded and exploratory approach without leaning on either side would be more

beneficial.
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Considering the above dilemmas, analysts can be accused for leaning in the direction of
fantasy or reality even when they follow precisely professional guidelines written in the
literature. As Brenneis (1994) cleverly puts it:

“If one does not believe, no memory can be tolerated; and if one does believe,
whatever memory appears is suspect. There is no obvious way to differentiate these
paradigms on the basis of predictions, for they predict the same outcome, assigned

inverse valence: belief (suggestion) leads to memory (false)” (p.1049).

All sides seem persuasive as it is important for analysts to recognise the analysand’s pain, to
avoid traumatising the analysand through disbelief and it is at the same time sensible for them
to remain relatively neutral, as they would in any other case. Therapists are called to face the
dilemma between a more neutral and a more intervening approach, while there is still so
much controversy on the subject, and it would be important to find out how they would

approach an analysand’s CSAM.
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1.1.4 Alleged Psychoanalytic Tendencies as After-Effects of the ‘Abandonment’ of
Seduction Theory

From the time that Freud ‘abandoned’ his ST and presented his infantile sexuality theory up
to the present moment, much progress alongside several mistakes have been made in the
domain of CSA, within and outside psychoanalytic circles. Psychoanalysts have been accused
for the following alleged tendencies, which have been associated in one way or the other with
Freud’s change of perspective. This part aims to investigate these accusations and their links
to Freud’s ‘abandonment’ and, where possible, to the post-Freudians’ role and to this study’s

investigation.

1.1.4.1 Psychoanalysts Overlooking Actual Child Sexual Trauma and Over-

Emphasising Fantasies

One of the main accusations towards psychoanalytic theory and practice involves the
undervaluing of real CSA cases, combined with an overestimation of fantasy.

In the progression of his theories, Freud turned his emphasis from mere actual event to a
combination of reality with fantasy. He never said that CSA is non-existent or even rare, nor
did he doubt the implicated grave effects as we shall see next. On the contrary, he had read,
seen and heard actual CSA cases. Before his first psychoanalytic publication with Breuer
(Mitchell, 1997), Freud studied with Charcot, a prominent neurologist interested in trauma as
a determining factor of hysteria. Freud also witnessed a forensic psychiatrist’s — called
Brouardel — exhibition of the body of a girl who had been paternally raped and murdered
(Masson, 1990). Furthermore, Freud had copies of the books Brouardel and his predecessor,
Tardieu, had written about physical and CSA (Masson, 1984). As Levine (2012) wrote:

“As for Freud himself, although his theory and practice of analytic technique
underwent many productive changes as he vigorously pursued the implications of
psychic reality and fantasy formation, he never lost sight of the fact that some patient

had, indeed, experienced childhood sexual trauma (p.8)”.

Freud also claimed that not all relevant reports are fantasies; he considered that a still

unspecified proportion of them was actual and that actual memories are frequent (Abraham,
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1927, as cited in Simon, 1992). Moreover, as seen from the following quote, Freud (1931) did

not doubt the adverse effects of actual seduction:

“Where seduction intervenes it invariably disturbs the natural course of the
developmental processes, and it often leaves behind extensive and lasting

consequences (p.232)”.

Until his death, Freud repeatedly affirmed the existence, pervasiveness and pathogenic nature
of seduction scenes truly suffered by children (Freud, 1905b; 1938). Rooting for this view,
Warner (1986) stated that Freud:

“Never accepts the idea that fantasy carries forward so much fictive revision that all

contact with an ‘actual event’ disappears (p.51)”.

What Freud probably did doubt was whether CSA was by itself the sole cause of hysteria.

Simon (1992) argued that the majority of the reports from Freud’s patients dated from ages
where he regarded one’s memory as reliable, explicitly from late childhood and puberty.
Simon added that what Freud probably considered as unlikely were the ‘two traumas’ theory,
meaning his own reconstructions of parts of the patient's memories to show that an
unregistered seduction had taken place earlier. The earlier seduction supposedly implemented
its ‘retrospective attribution’ by deferred action during the phase of the second seduction,
which was reliably remembered (Modell, 1990). Simon’s hypothesis implies that, both before
and after his change of focus, Freud accepted his patients’ later seductions, and thus the
consequences of actual CSA in future psychopathology. What did change in Freud’s beliefs
was that while he held that another actual seduction had occurred, he later thought that this

very early experience could be fantasised.

Jones (1955) emphasised that most investigators would have no faith in the patients’ accounts
to begin with, based both on their unlikelihood, especially in the reported frequency of
occurrence, and on the hysterics’ unreliability. Freud believed in their trauma, initially as a

literal reality and afterwards as potential fantasies which were also significant.
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Conversely, the notion that Freud generated a critical and unwavering conviction on the topic
of seduction, specifically that CSAM were, as a rule, imaginary, the hysterics’ illusion, has
become established within psychoanalytic circles (Masson, 1984). Even Princess Marie
Bonaparte, who was a pioneer in recording this view when she purchased Freud's
correspondence to Fliess, made an important mistake. Masson tracked down her
misinterpretation of Freud’s notes, which she made while encapsulating the content of the
letters. Referring to the letter of the 21st of September, 1897, Bonaparte commented that
Freud exposed the hysterics’ ‘lie’, whereas actually Freud did not characterise this as a lie
(Masson, 1984).

The misinterpretation may indicate an inclination to understand false memories as the
patient’s lie to the analyst, although there are cases where the person wholeheartedly believes
in the reality of the false CSAM. The ensuing generations of psychoanalysts may have
internalised it in this way, meaning, that they may perceive false memories as lies fabricated

by mental health patients.

Michael D. Yapko (1994) a clinical psychologist and author from the USA has claimed that
Freud’s later focus on fantasy led to ‘confirmation biases’, because psychoanalysts observed
merely what they anticipated to observe. The same author advocated that Freud had informed
practitioners that while children’s sexual fantasies about their opposite-sex parent were rather
normal, solely a psychologically unsophisticated or seriously pathological individual could

misapprehend them for reality.

On the same subject, Roudinesco (2001) noted that some classically trained psychoanalysts
are largely not concerned with actual seductions and focus mainly on fantasy. Rachman
(1989) argued that from the time Freud allegedly ‘deserted’ his ST and presented the Oedipus
complex as an alternate justification for the CSA reports, psychoanalysis transferred its
emphasis from the interpersonal to the intrapsychic matters of sexuality. According to the
author, this change of emphasis led psychoanalysis to overlook the tangible occurrence of

sexual experiences among children and adults.

It has additionally been claimed that when psychoanalysts encountered allegations of CSA
which they could not overlook, they tended to ascribe them to fantasies. To illustrate, in

Glaser and Frosh’s (1993) words:
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“This was in many respects a crucial reinterpretation of material, marking the real
beginning of psychoanalysis as a discipline devoted to the mapping and explanation
of subjective experience. But, the critique runs, it also merged with cultural
prescriptions to support the tendency among therapists to discount CSA accounts,
perhaps in part because of their own personal or professional anxieties. Instead of
being recognised as referring to real events, in many cases resulting in trauma and
long-term negative consequences, reports of sexual abuse were often read by

psychoanalysts as wishes, incestuous desires mistaken for reality” (pp.36-37).

Forward and Buck (1981) argued that there are three reasons for the propensity of some
therapists to totally neglect incest for personal reasons, namely:

“Personal discomfort with the subject, little training in incest treatment, and a
psychoanalytic tradition that for many years regarded incest reports as fantasies rather
than actualities” (p.153).

There have also been reports regarding therapists, not least analysts, forgetting that the client
has disclosed a CSA history (Fine, 1985; Barande, 1985; Clement, 1993; Gast, 1993;
Sabourin, 1988; Cheniaux, Zusman, de Freitas, de Carvalho, and Landeira-Fernande, 2011).
For example, Barande (1985) discussed case studies regarding the therapist’s unconscious
tendency to forget the analysand’s revelations. Fine (1985) stressed the effect of
countertransferencial dynamics, the therapist’s personal psychoanalysis and Freudian theories
on the psychoanalysts’ memory. Furthermore, Clement (1993) argued that
psychoanalysts favour working with latent sexuality, thus leaving overt sexuality

unexamined.

A qualitative study by an American psychologist, Lisa Gail Colton (1996), indicated that the
participating psychoanalytically oriented professionals expressed disappointment due to their
continuation of both the client’s and his/her family’s pattern of denial of the incestuous
secret. In her research the accusations about therapists to overlook actual CSA were
underlined, but no evidence was found that the participating psychoanalytic therapists were

inclined to ignore or misinterpret the actuality of clients’ incestuous memories. According to
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her study, all participants explicitly recognised the actuality of incest and denied having

reservations about clients’ allegations of incestuous CSA (Colton, 1996).

In view of the above, it is important to understand whether and why contemporary
psychoanalytic therapists may feel reluctant or obliged to either address suspected CSA

before the client’s disclosure or to attempt to distinguish between authentic and false CSAM.

1.1.4.2 Psychoanalysts Blaming the Child Sufferer

Another supposed indirect consequence of Freud’s endorsement of his infantile sexuality
theory is the child-blame in CSA cases (Levine, 2012). Freud argued that sexual fantasies
concerning the parent of the opposite-sex were developmentally natural so he has been
repetitively accused (Yapko, 1994a) to have encouraged not only the disbelief of CSA reports
but also the picture of the child seductress (Simon, 1992).

There are ample examples of such referrals in the literature. For instance, Briere (1996)

discussed victim-blaming in relation to child sexuality:

“It is a common practice in our society to blame the victim, including in those
instances when the victim is a child. Therapists are no more immune to this bias than
other groups, although they may be in a position to do more harm as a result of it.
This tendency to assign responsibility for abuse to the victim frequently manifest in
psychotherapy as questions, such as: “What was your part in all this?”... These
questions or statements often reflect the traditional Oedipal notion that children wish
for sexual contact from adults and thus to some extent are responsible for any sexual

interactions that subsequently transpire” (pp. 77-78).

La Fontaine (1990) argued that the popular idea that children’s CSA claims cannot be
accepted because they fantasise, should be ascribed to Freud’s grand impact on general
thinking. She added that another gratuitous inference based on Freud’s line of reasoning
(about children’s sexuality and powerful possessive feelings towards their cross-sex parent) is
the view that children are at fault for their own sexual abuse, that they are seductive and

invite sexual approaches.
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In addition to this, Simon (1992) identifies various relevant problems in the psychoanalytic

literature:

“In contrast to the paucity of articles, let alone books (none!) by analysts about actual
incest between the early 1900’s and the 1950’s... When analysts do write about cases
of incest and seduction, the main thrust of the discussion is to emphasise the
seductiveness of the child. Case material is sometimes cited to demonstrate the
validity of Freud’s hypotheses about psychosexual development and the sexuality of
children! The focus of discussion is almost exclusively within the framework of the

Oedipus complex” (p.964).

The above-quoted critique is rather stern and one-sided, yet Davies and Frawley (1994) also
suggested that, with a few exceptions, such as Ferenczi, psychoanalysis has remained silent

on the topic of CSA for many years.

Gast’s (1993) foreign text, which discusses CSA reports in relation to internal vs external
determinants and emphasises the irrelevance of children’s sexuality to their sexual abuser’s
criminal responsibility. The writer also mentions that Freud’s misinterpreted and qualified
‘rejection’ of his ST is still partially accused for the increasing investigation of CSA reports
(Gast, 1993).

As maintained above, | believe it is unjustifiable to link Freud to the aforementioned
tendencies for two reasons which largely depend on current common knowledge. Firstly,
Freud’s discovery that children fantasise does not rule out the possibility of actual CSA, and
he never abandoned the actuality of CSA per se, as discussed earlier (see section 1.1.4.1).
Children may have a vivid fantasy life alongside their actual reality regardless of the fact that

a substantial number of these children have experienced actual sexual encounters with adults.

Secondly, the children’s possible seductive qualities do not justify any appalling actions on
the part of the adult (Glaser and Frosh, 1993). To demonstrate further, many children who
have endured sexual assaults, tend to be seductive (Kendall-Tackett, Williams, and Finkelhor,
1993). However, adults are not excused for sexually abusing a seductive child, as they

supposedly have self-control and personal judgement.
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Freud’s finding that children have sexual feelings could have been employed for their benefit,
instead of using it to blame them. The concept of infantile sexuality decisively contests an
unrealistic picture of childhood purity which in fact increases the children’s defencelessness

by disallowing them admittance to sexual awareness (Glaser and Frosh, 1993).

Acknowledging that children are actually born as sexual beings would affirm their right to
become aware of sexual matters very early, which would in turn help them to avoid sexual
harassments. In relation to this, Tobin (2001) pointed out that a fall of psychoanalysis as a
foundation of knowledge and guidance, led to deteriorations and exaggerations in American

preschools, concerning a ‘moral panic’ about CSA and physical contact.

Furthermore, recognising that children have sexual phantasies, could help the wrongly
accused in retaining ‘the benefit of a doubt’. All of the above depends on the way one wishes

to interpret them.

In addition to this, Colton (1996) found that the five psychoanalytically-oriented therapists
participating in her study, identified as responsible for the paternal CSA the

fathers/perpetrators and not the clients/victims.

Thus, it seems more likely that insults to both seductive children and self-respected adults can
be detected in more contemporary literature, rather than in Freudian writings per se. It would
be useful to find out the role psychoanalysts tend to attribute to the victim of child seduction.
In the current study, the psychoanalytic therapists who participated may reveal whether they
blame CSA sufferers, through their responses to questions relevant to CSAM, shedding light,

for instance, to the professional development of each therapist on this matter.

1.1.4.3 Psychoanalysts Underestimating the Impact of Child Sexual Abuse
An additional pattern in the literature is stating that psychoanalysis both undermines the
effects and exaggerates the child’s resiliency in CSA discussions (Simon, 1992; Levine,

2012).

Simon (1992) wrote about the undermining of CSA effects:
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“Another trend in the writing is to emphasise that the outcome is not all that

bad! The use of evidence in these works tends to be extremely sloppy” (p.964).

The tendency to undervalue the consequences of CSA can be found in Furst’s (1967)

contribution on this subject.

Colton (1996) also found that the overwhelming majority (80%) of psychoanalytically-
oriented therapists have undermined the effects of incest in their work with victims. More
specifically, following their clients’ initial disclosure, the subject was never brought up again.
This may show the therapists’ resistance to explore the clients’ traumatic experience during

treatment.

Nowadays, we know that CSA is likely to cause long-lasting suffering and mental disorders
(Molnar, Buka, & Kessler, 2001). However, there is a debate on whether CSA always has
harmful consequences for the victim. One side of the debate emphasises that the impact is
almost never neutral and that the clients’ denial and dissociation may obstruct therapists from
witnessing the suffering (Olio and Cornell, 1993). For instance, the A.P.A. Working Group
(1998) argued that, among other factors, the developmental stage of the child at the time of

the sexual abuse is critical to how such events will influence the victim’s future.

The other side stresses that there are not always serious consequences for the survivors
(Fonagy and Target, 1997; Gardner, 2003). In fact, Gardner (2003) noted that unbiased
studies showing conclusively that some women who have experienced early sexual trauma
never endure any immense suffering are overlooked, considered biased, or rationalised as

being invalid.

Freud’s opinion is also important in understanding the basis for the accusations regarding
psychoanalysts’ undermining of these effects. He expressed his thoughts about the immense
impact of CSA twice. As seen in the first parts of the current chapter, he initially supported in
his ST (1896b) that CSA was the sole source of a dreadful psychological disorder.
Afterwards, he (1905a) asserted that even phantasising about incest, which occurs
unconsciously during the Oedipal stage of development, positions the child in his/her most

vulnerable and decisive phase.
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In view of Freud’s perception of the significance and struggle of incestuous phantasies in
early childhood, he and most analytic therapists have habitually been particularly eloquent
regarding the detriment of adult-child sexual contacts, especially for parents implicated in
these affiliations with their children (Glaser and Frosh, 1993). Thus, Freud (1905a) inferred -
though indirectly the second time - that actual incest would complicate the child’s feelings so
much that, in all probability, the effects would be grave, since this would intervene with the

victim’s ‘normal’ development.

Exploring whether contemporary psychoanalytic practice is inclined to underestimate the
consequences of CSA for the victim appears important, considering that such an
underestimation may result in the analysand’s retraumatisation during the therapeutic
procedure (Perlman, 1993). The present research will attempt to elucidate whether
psychoanalytic therapists tend to undermine the effects of CSA on the victim’s future life, by

inquiring about their approach to their client’s possible CSA symptoms.

1.1.4.4 Psychoanalysts Avoiding the Subject of Actual Early Seduction

Several claims stress psychoanalytic deficiencies in terms of failing to address matters about

actual CSA in both theoretical contributions and training programmes.

For instance, Simon (1992) emphasised the lack of detailed analysis of sexually traumatised

patients:

“Psychoanalysts, including Freud and Anna Freud, generally focused on the sexual
sequel of incest and seduction. With a few exceptions, until recent decades
psychoanalysis did not get close enough to the treatment of victims of incest to build
up a detailed clinical picture of the consequences. For example, it is not until the work
of Ferenczi in the early thirties, that there is a description of the shaky reality testing
and shaky trust of these patients. Only in retrospect is it possible to realise that Freud's
early patients, many of whom were unquestionably victims of incest, struggled, as
have such patients since, with problems in reality testing as a consequence of the
incest. Difficulties in differentiating fact from fantasy may be part of the clinical
picture of the incest victim. In turn, the patient's difficulty is augmented by the

analyst's uncertainty about what is fact and what is fantasy in the patient's account.
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The focus on sexuality, and on hysteria, inhibited a broader inquiry into the effects of

sexual abuse” (p.965).

The claim about Freud failing to stress the CSA victims’ difficulty of differentiating fact from
fantasy seems unsound, as Freud was perhaps a pioneer in introducing these patients’ shaky

trust and confusion of reality. In his own words:

“Having realised that there are no indications of reality in the unconscious, so that one
cannot distinguish between the truth and fiction that is cathected with affect...”
(Freud, 1897h, p.260).

A page later in the same article Simon himself referred to Freud’s writings, which show his

awareness of this symptom:

“Proportion of the sexual traumas reported by patients are or may be phantasies:
disentangling them from the so frequent genuine ones is not easy” (Abraham, 1927, as

cited in Simon, 1992, p.967).

Ferenczi (1949) indeed examined this issue in much more depth but it would not be fair to

ascribe to him the original revolutionary observation.

To return to the accusations, Freud went through ambivalent phases while he was searching
for the truth in this subject, therefore he is held accountable for both the scarceness and the

poor quality of relevant texts after his ‘retraction’ occurred. For example, Yapko noted that:

“As a result [of Freud’s views], for roughly the first seven decades of this century, the
sexual abuse of children was rarely discussed even among practicing professionals,
nor was it addressed in clinical training” (Yapko, 19944, pp.114-5). [mine]

Indeed, in scrutinising psychoanalytic writings, the directory of the main psychoanalytic
journals in English reveals that from 1920 until 1986 only nineteen titles of articles included
either of the terms ‘seduction’ or ‘incest’ (Mosher, 1991). This may indicate that Freud

inspired some of his followers to write on the subject, but the concern faded away as time
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went on. This, in turn, may show the reluctance of post-Freudians in examining the most

complicated matters regarding CSA.

Psychoanalytic studies about CSA have been scarce and this lack of contributions has been
underlined recently (Colarusso, 2009; Parker and Turner, 2014). Parker and Turner (2014)
searched in electronic bibliographic databases and web searches about the effectiveness of
psychoanalytic/psychodynamic psychotherapy for sexually abused children and adolescents
and found no eligible studies for their list of criteria. They concluded that this important gap
stresses the need for further research into the effectiveness of psychoanalytic/psychodynamic

psychotherapy in this population.

Colarusso (2009) shared treatment recommendations for four sisters around 60 years old,
who recently disclosed experiencing CSA. The author stated that medication should be
considered alongside intensive therapeutic intervention by an experienced therapist and that
the selection of an optimal therapeutic intervention is difficult as there is absence of
systematic treatment outcome research for such convoluted cases. Colarusso’s (2009)
recommendations included that there should be understanding of the enveloping nature of the
psychopathology, and of the women’s vulnerability, and sensitive and slow approach without
premature undermining of critical defence mechanisms. Emphasis was drawn to the initial
treatment phases, to transference and to an empathetic, real therapeutic relationship, rather
than to analytic reticence, relative silence, and lack of face-to-face contact, as this could be

depriving and amplify their stress and feelings relating to criticism and rejection.

There have been notable articles on clinical cases about adults who have endured CSA in the
90s (Josephs, 1992; Alpert, 1994). Josephs (1992) highlighted the usefulness of self
psychology principles and the dual focus on such cases, taking into consideration, not only
the idealisation of the abusive father, but also the failure of mirroring by the mother, from
whom she felt abandoned. In this case, the provision of crucial mirroring functions was a key
factor in aiding the analysand to reclaim a sense of self as worthy of constant

acknowledgement and attunement.

Alpert (1994) presented the case of a 25-yr-old woman who had endured CSA and
suffered from severe amnesia for the abuse, thus accentuating some of the lasting effects of

untreated early trauma. In this case, a narrative was formed through recovered memory
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fragments, dissociative behaviour, dream analysis, repetition tendencies, transference and
other such material and following several months of treatment, the woman’s symptoms were

considerably lessened.

Others shared their knowledge concerning psychoanalysis and CSAM (Levine, 1993;
Hegeman, 1997; Lief, 2003). Levine's (1993) brief discussion on actuality and illusion in the
transference stressed that we cannot know the truth and that we must count on what we feel.
Hegeman’s (1997) book on psychoanalysis in recent controversy about incest and trauma was
another valuable addition to the limited literature. More recently, Lief (2003) explored
fundamental issues regarding both recovered and false memory for the psychoanalyst, such as
damage to families, nature of memory, the impact of trauma, unconscious processes,
repetition tendencies, therapeutic interventions, and reality definition. The author concluded
that by assuming a skeptical approach, avoiding intense memory recovery techniques, and
being aware of the influences between analyst and analysand, the integrity of analysis should
be ascertained (Lief, 2003).

To sum up, Freud’s preoccupation with the incidence of actual CSA caused only a few
writers to be concerned about the topic. Gradually, things returned to how they were before
Freud’s theorising; CSA was again almost entirely ignored and hidden. There was a
rejuvenation of published clinical explorations in the 1990s. The aetiology for these
backward steps probably involves the same historical and cultural reasons that kept CSA
concealed before Freud’s discoveries. It took decades for someone to focus on the subject
again and it happened in an era wherein people were becoming increasingly more open-
minded and thoughtful towards children’s rights, and CSA was gradually criminalised, nearly

a century later.

1.1.4.5 Psychoanalysts Triggering False Memories in Treatment

An inclination identified in literature material is to presume that Freud’s method induced
false CSAM. In this respect, it has been argued that a closer investigation of Freud’s work
demonstrates that in his effort to reveal child seduction memories, he frequently employed
techniques, which would nowadays be considered as suggestive (Powell and Boer, 1994;

Bowers and Farvolden, 1996). Tabin (1993) also said that Freud’s clinical evidence was
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elicited by his pressing of his seduction hypothesis on his patients, rather than by unprompted
CSA disclosure.

Mollon (2000) contemplated upon this accusation:

“Some recent commentators... argue that Freud first coerced his patients into
producing false scenes of childhood sexual abuse, which were really his own
inventions, and then, realising his error, he subsequently claimed that his patients had
spontaneously told him of their sexual scenes, and in this way had given him the idea

of childhood sexuality and the Oedipus complex” (pp.45-46).

As mentioned above, Freud was a pioneer in acknowledging both the existence of false
memories and the influence of the analyst on the analysand. It appears that Freud has become
the scapegoat for a number of interpreters in this field. The purpose of all the above is neither
to falsely conclude that there is no harm done, nor to reallocate the blame from Freud to his
successors. However, apparently for a long time, there was an undeniable tendency to deny
and doubt CSA. In this sense, some subsequent psychoanalysts may have appeared unable to
withstand the tension between reality and fantasy, thus over time relying on either reality or
fantasy. Regrettably, psychoanalysts, being ‘lost in translation’” about Freud’s
reconsiderations, were understandably confused regarding the way they should treat victims

of abuse or deal with their fantasies.

Issues about false memory triggered in treatment are featured in the relevant literature as
evolving around whether and how memory can be developed owing to the therapist’s
communication, and whether this happens often in therapy (Brenneis, 1994; Powell and Boer,
1994; Enns, McNeilly, Corkery, and Gilbert, 1995; Poole et al., 1995; Ware, 1995; Bowers
and Farvolden, 1996; Polusny and Follette, 1996; A.P.A. Working Group, 1998; Palm and
Gibson, 1998; Hutsebaut, 2001; Loftus and Davis, 2006). The topic under examination may
be related to various issues discussed elsewhere, such as countertransference responses, false

memory, and fact-fantasy approach (see sections 1.1.2, 1.1.3.1, and 1.1.3.3).

First of all, suggestion could be linked to the technique of ‘construction’ in psychoanalysis.
Analytic constructions are basically the therapist’s assumptions on the analysands’

incomplete input with the goal of temporary life history coherence (Rubovits-Seitz, 1992).
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Freud (1937) proposed that analysts should construct the forgotten material based on its
traces and he (1939) supported that analysands may end up believing the analyst’s
imaginative and impressive construction as actual. In more recent years, akin to Freud, more
recent contributions advocate that constructions may later be substituted by actual recovered
memories (Moller, 1991; Gardner, 1993). The likelihood of the analytic process being
affected by suggestion has also been articulated and defined especially in association with
analytic reconstructions (Brenneis, 1994). Analysts have been cautioned about constructions
necessitating examination and openness to modifications, contrasts, and validation, as they

are rooted in vague interpretations (Rubovits-Seitz, 1992).

On a different note, there have been contradictory findings about therapists’ views on
whether false memory about early sexual trauma can be triggered in treatment, at least with
regard to the purported ease with which false memories can be created. For example, Poole et
al., (1995) found that the majority of therapists hold that false CSAM is a reality, but that
only a minority think that its emergence is strongly connected to therapy or their own
suggestions. Contrastingly, other studies (Polusny and Follette, 1996; Palm and Gibson,
1998) pointed to therapists who believe that therapy is a possible trigger for false and
recovered memory. More specifically, two American clinical psychologists, Melissa A.
Polusny and Victoria M. Follette (1996) found that 61% of the participating practitioners held
that it was possible, or very possible, that adult clients may be falsely convinced by a

therapist that they experienced sexual trauma.

If one accepts the idea that false CSAM can be triggered in therapy, the next question must
involve the conditions in which this can occur. Writers have attempted to explain false
memory production in treatment using analytic concepts (Ware, 1995) or through the
analysts’ belief in repressed memory (Brenneis, 1994). A considerable fragment of the
literature material has focused on the idea that certain therapeutic techniques may trigger
false memories (Olio and Cornell, 1993; Powell and Boer, 1994; Polusny and Follette, 1996),
while other research has focused on the power of suggestion (Poole et al., 1995; Hutsebaut,
2001; Loftus and Davis, 2006).

Hutsebaut (2001) noted that suggestion plays a role in psychotherapy, because of the
asymmetrical nature of the analytic relationship, defined by the analyst’s experience and

knowledge, as well as the analysand’s appeal for help. The same author also claimed that
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“uncontrolled suggestive influence occurs when those influences remain active as veiled and
thus as not analysed” (Hutsebaut, 2001, p.70). This indicates that the elaboration of the
analyst’s influences may diminish potential for false memory creation in therapy. Although it
IS important for therapists to be informed about memory and suggestion (Enns, et al., 1995;
Enns, et al., 1998), suggested effects may still take place unintentionally (Bowers and
Farvolden, 1996).

Concerning the incidence of occurrence of false CSA, the publicity surrounding the CSAM
debate indicates that false memory is not a scarcely-met phenomenon. Nevertheless, as pre-
noted, Palm and Gibson (1998) remarked that merely a few cases of false memory were
reported by their participants. However, Barber (2012) found that clients tend to both avoid
discussing the interventions that were unhelpful for them and argue that they want to stop
therapy because they feel better. Thus, there may be a gap between what therapists are left to
think about the progress of a therapeutic process and what has truly occurred. This may also

leave room for error in the estimation of the prevalence rate of therapy-induced false CSAM.

The members of the A.P.A. Working Group (1998) also acknowledged the possibility of false
memory, since they stressed that a main implication of their findings for clinical practice with
CSAM is that:

“Care, caution, and consistency should be utilised in working with any client,
particularly one who experiences what is believed (by either the client or the
therapist) to be a recovered memory of trauma. Moreover, clients in all circumstances
must be given information about possible treatment strategies and should in turn

provide informed consent for treatment” (p.935).

Similarly, Courtois (1997) argued that therapists have also been advised to battle suggestion
through accurate recording of the material and to discern memory authenticity through
collecting detailed history and observing possible memory issues. Sanderson (2006) also
proposed that professionals ought to resist contamination by presenting leading and
premature interpretations. The same author declared that the clinicians’ work on memory
issues must be paced kindly with the intention that clients have the opportunity to familiarise
themselves with various early memories, which may subsequently be incorporated in their

regained life history (Sanderson, 2006).
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Winnicott (1971) had also declared that the analyst should abstain from intervening by
containing the analysand’s feelings, thus permitting analysands to gradually discover their
own truth. Bion (1970) was a pioneer in drawing attention to the importance of containment
in therapy and not offering rushed interpretations. The analysts’ influence has preoccupied
more recent writers, such as Goldberg (1997) who explored the role of the psychoanalyst

when working with recovered memories of sexual abuse.

The above-noted points indicate that the subject is still a controversial one in psychoanalysis.
When this is the case, misapprehensions may occur. Acknowledging more about these
possible misconstructions would speed up the process of correcting them. Bearing in mind
the still undetermined ways of false CSAM induced in analysis, analysts must become aware
and careful about potentially risky methods and means of communication. Inquiring about
whether psychoanalytic therapists may discuss with their clients their hypotheses about a

CSA history may be useful in clarifying this issue further through the present thesis.

1.1.4.6 Psychoanalysts’ Returns to Seduction Theory

As seen earlier (section 1.1.1.3) Freud did not forget the seduction hypothesis, even after it
was allegedly abandoned. More recent explorations also encouraged a reconsideration of the
ST so as to elucidate pathological behaviour and to determine treatment (Kohut, 1984). The
current section will present the revisiting of the seduction hypothesis from various
perspectives, such as the views of some exceptional writers, Multiple Personality Disorder
investigations, recovered memory therapists, and emotive approaches.

For different reasons, several theorists seem to have returned to Freud’s ST after the 1980s,
that is 85 years after its introduction. Masson’s (1984) attack towards Freud’s ‘abandonment’
of the ST, brought the ‘substituted’ hypothesis again in the forefront of scientific discussions.
Miller (1985) also highlighted the merits of understanding the tremendous effects of child
seductions. Moreover, feminists drew attention to the theory. For example, in Herman’s
(1992) revision of the history of hysteria, the opening point was when hysteria surfaced in

Charcot’s discussions (Roudinesco, 2001).
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The phenomenon of Multiple Personality Disorder has also ‘resuscitated' the ST and its
supporters (Rosehan and Seligman, 1995), and led to a new and exceedingly observable
awareness of CSA, as CSA is by and large asserted to trigger this mental illness (Ganaway,
1989). The disorder is in all probability the most acknowledged illustration of the long-term
effects of CSA (Rosehan and Seligman, 1995). It is caused when additional personalities are
created as a defence against a repressed early trauma (Loewenstein, and Ross, 1992). Current

treatment includes cathartic absorption of the other personalities in the original one.

Multiple Personality Disorder (MPD) was renamed as Dissociative Identity Disorder (DID)
in the 4th edition of the Diagnostic and Statistical Manual of Mental Disorders, (DSM-1V) in
1994 (Bowers and Farvolden, 1996). In brief, according to the DSM-V, the diagnostic criteria
of DID are:

(a) Disruption of identity characterised by two or more different personality states,

(b) Non-ordinary recurrent gaps in memory recall,

(c) The symptoms provoke clinically major impairment in central areas of
functioning,

(d) The disturbance is not an expected part of a largely acknowledged practice,

(e) The symptoms are not caused by the physiological effects of a substance or
condition (American Psychiatric Association, 2013).

Dissociation is often-met in CSA victims and it encompasses difficulties concerning memory
and reality. More particularly, with the employment of dissociation, at least one of our major
sources used to understand ourselves and interact with the world - that is, affect, awareness,
behavior, cognition, and identity - is separated from consciousness, producing a

fragmentation of self and/or experience (Olio and Cornell, 1993).

During the past decades, psychoanalytic research has also exposed the connection between
CSA and various adult diagnostic states, such as Borderline Personality Disorder (Herman,
Perry and Van Der Kolk, 1989) and Post-Traumatic-Stress Disorder (Olio and Cornell, 1993).
This also came to resurrect the seduction hypothesis, and to oppose Freud’s turn toward

fantasised trauma.

67


http://did-research.org/did/basics/dsm-5/dsm.html

At another end, inspired by Freud’s ST, trauma or recovered memory psychotherapists began
viewing several other adult problems, like anxiety, depression, eating disorders, and sexual
dysfunction, as ensuing from CSA (Bradshaw, 1990). Advocates of this thesis argued that
adults will be able to recuperate mental health, only if they deal with this primitive and
regularly unrecognised abuse. Another reconsideration of the ST in more recent times derived
from emotive approaches. According to Nichols and Efran (1985), Breuer and Freud’s
‘cathartic technique’, and Freud’s initial theorising, is the beginning of not only

psychoanalysis but also of current emotive psychotherapy:

“Ironically, many of the emotive therapies that were developed as a reaction against
psychoanalysis rest on variations of Freud's early idea that neurosis results from
repressed traumatic events and can be cured by remembering and expressing the
associated affect” (p.49).

Apparently, the seduction hypothesis is compelling enough to be multiply reviewed both by
its founder and by recent theorists and practitioners. The link between past experiences and
current difficulties is undeniably included perhaps in most mental health professional minds
for over a century now. It is unknown whether contemporary psychoanalytic therapists have
also gone back to the ST, by ignoring clients’ fantasy and its influence on memory and by
focusing mostly on the causal effects of CSA. The present research will endeavour to
illuminate this issue by examining whether contemporary psychoanalytic therapists would
question the authenticity of clients’ CSAM reports, thus showing an acceptance of false

CSAM and the influence of fantasy on trauma.

1.2.0 The Current Research

The present thesis will attempt to work towards a deeper understanding of current Athenian
psychoanalytic practice with adults who have CSAM. Earlier in the current chapter, |
examined the alleged connection between Freud’s turn from reality to fantasy and the recent

debates in CSAM. Herewith, | will introduce the focus points of this thesis.

The rest of the current chapter will explain how the controversial issues on the subject of
CSAM that are addressed in current literature provided the focus points for this study.

Throughout the present literature review, the uncertainties which may confuse psychoanalysts
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at present, will be pointed out, thus leading to the formation of the main research apparatus,

that is, the interview questions employed in this thesis.

1.2.1 Key lIssues to be Researched

Following my review of the literature as explained earlier (see thesis introduction), my first
observation is that the connection between psychoanalysis and early sexual trauma has been a
subject that was recently approached. This is apparent as psychinfo encompasses abstracts

dating back to the 1800s, while the oldest year result in my searches was 1969.

My second observation is that psychinfo searches had noticeably few results, specifically 1 to
31, which points out that the subject of psychoanalytic approach of CSAM is underexplored.
We have also discussed earlier (see section 1.1.4.4), a shortage of writings on CSAM in the
post-Freudian era until the 1990s. This noteworthy fact may indicate the professionals’

uneasiness to encounter the subject of CSAM as a whole.

My third observation is that psychoanalysts have been strongly connected to the topic of false
memory, as indicated by the search of keywords ‘CSA, false memory, psychoanalyst’, which
had the most results (that is, 24).

My fourth observation is that a remarkable amount of the texts were written in foreign
languages which allowed readings only of the abstracts, rather that the whole text (e.g.
Barande, 1985; Fine, 1985; Baranes, 1988; Sabourin, 1988; Clement, 1993; Gast, 1993;
Harrus-Reévidi, 1993; Galtier, 1994; Boller, 1995).

My fifth observation is that the Psychinfo searches indicate that, in literature presented within
the last 50 years, various texts alluded to the great importance of Freud’s influence on current
practice (Lear, 1995; Spanos, 1996; Arlow, 2006), and other texts proposed the re-
examination of the ST (Clement, 1993; Good, 2007; Rendon, 2008), sometimes as an initial
understanding of memory flaws (Arlow, 2006; Sprengnether, 2012). There have also been
several texts on Ferenczi’s input (Fortune, 1994; Galtier, 1994; Emery, 1995), as well as on
the theoretical and practical differences between Freud and Ferenczi (Ludmer, 1988; Aron
and Frankel, 1994; Boller, 1995).
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My sixth observation is that clinical cases have been the basis for various psychoanalytic
presentations of hypotheses and theories regarding CSAM (Gardner, 1993; Ware, 1995;
Goldberg, 1997; Arlow, 2006). While clinicians recorded case studies which prove or
disprove the existence of either recovered or false CSAM, separately as if in a parallel
universe, researchers attempted to explain memory processes. Sprengnether (2012) stated that
classical analysts search for vulnerability in analysands’ narratives and provide evidence in
the shape of case histories. The same author emphasised Freud’s groundbreaking
understanding of the essentially malfunctioning and unpredictable nature of human memory,
and both the peril and the inescapability of objective manipulation of client’s memory. There
is, however, a shortage of empirical research focusing on the effects of the CSAM

controversy in contemporary psychoanalytic practice.

My seventh observation is that both sides of the recovered and false memory controversy
have been rather extreme and blind-sighted in their support of their own views and their
contempt of the opposite side’s views. For instance, recovered memory supporters (i.e. Olio
and Cornell, 1993; Poole et al., 1995), have been over-emphasising the clients’ need for the
therapist’s acceptance of the recollection which was presumed as authentic. On the other
hand, false memory advocates (Crews, 1995; Yapko, 1994a), over-stress the devastating
effects of false memory. For example, Yapko (1994a) discussed how false accusations can
ruin not only the balance of the family system, but also the accused person’s professional

reputation and personal life.

After | got an overall view of the most important contributions on psychoanalytic work with
child seduction memories, | summarised the results of my searches, and then clustered all
selected material in relation to their similarities and controversial points. The ensuing
analysis was arranged according to modern-day hotbeds around early sexual trauma,
especially in relation to past and recent psychoanalytic debates. As shown below, most of the
key issues/themes emerging from the literature, take the form of professional dilemmas.

1.2.1.1 Introducing Traumatic Memory

Several writers have addressed problems in the initial discussion of CSAM (Herman, 1992;
Pruitt and Kappius, 1992; Olio and Cornell, 1993; Poole et al., 1995; Bowers and Farvolden,
1996; Palm and Gibson, 1998; Sullins, 1998; Mollon, 2000; Loftus and Davis, 2006; Follette
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and Davis, 2009; Barber, 2012). Follette and Davis (2009) argue that the therapist may be led
to the hypothesis that a patient has endured abuse in the past while attempting to comprehend
his/her symptoms. The central question at that point is what therapists are supposed to do
with this possible hypothesis: Should they express it or not?

Bowers and Farvolden (1996) proposed that therapists should choose between intervening

and waiting on the basis of which stance would be less dangerous:

“Conducting therapy... provides an important opportunity, challenge, and choice:
Realising how difficult or impossible it will be to distinguish between true and false
memories of abuse, the therapist should balance in each case the potential for harm
that would result from not recovering true memories of abuse against the potential
problems that would result from recovering false memories of abuse. Then the

therapist should proceed in a fashion that is least likely to produce harm” (p.375).

Literature guidelines for therapists’ handling of the initial discussion of CSAM are often
contradicting. On the one hand, as seen below, writers encourage therapists to express this
hypothesis so as to both avoid ignoring CSA and to help the client overcome the trauma.
Trauma or recovered memory advocates (such as Herman, 1992; Olio and Cornell, 1993)
declare allegiance to revealing the historical truth regarding a client’s abuse, since they have
concluded that, in CSA cases, directly addressing early traumatic memories and the
associated affect is central to the resolution of the client’s detrimental experience. Along the
lines of this idea, CSA victims unrelentingly employ the coping strategies of denial, and
therefore endure lasting self-doubt, and are inclined to underestimate, renounce and detach
from their traumatic experiences, making it all the more important for the therapist to believe

in them as a source of external validation (Olio and Cornell, 1993).

Relevant research supported that therapists may be reluctant to suspect or address CSA: Palm
and Gibson (1998) identified a possible failure by therapists to address actual CSA and noted
that when a client reveals a pattern of symptoms indicative of trauma, the therapist must
regard an abuse history as a potential hypothesis. According to Barber’s (2012) study,
therapists may feel reluctant to ask clients about early sexual trauma for various reasons, such
as confusing scientific debates, alongside guidelines alerting them towards unreported

memory and leading questions, fear of losing one’s professional licence, and wish to avoid

71



both session recordings and legal troubles. In her thesis, with few exceptions, both clients and
mental health professionals held that it would be helpful if professionals asked about a CSA
history through a hypothesis, meaning that therapists should suggest to clients that their
symptoms might be the outcome of CSA. This hypothesis could reflect the clinician’s ideas
regarding the underlying actiology for the clients’ presented distress, and it could also
simultaneously normalise the client’s possible experience. Notably, clients said that they
were likely to drop relevant hints before CSAM would be disclosed and professionals said
that they de-emphasised psychiatric labels (Barber, 2012).

The idea about addressing CSA and believing the victims appears to be especially critical for
psychoanalysts who have been accused of ignoring the reality of CSA in treatment (Forward
and Buck, 1981; Rachman, 1989; Glaser and Frosh, 1993; Yapko, 1994a). Furthermore, as
indicated from my previous review (see section 1.1.4.1), emphasis has been placed on the
analysts’ tendency not only to ignore but also to forget CSA (for instance, Fine, 1985;
Barande, 1985; Clement, 1993; Cheniaux et al., 2011). Writers have also focused on the need
to recognise CSA in certain cases (Gardner, 1993). Moreover, as pre-noted (see section
1.2.2.1), in a qualitative study with psychoanalytically oriented professionals, participants
expressed disappointment due to their continuation of both the client’s and his/her family’s

pattern of denial of the incestuous secret (Colton, 1996).

While discussing repetition compulsion, psychoanalytic writers mentioned implicit child
memories which were reactivated by the resemblance bared among the roles assumed by both
parents and analysts as caregivers, authority figures, and so on (Cheniaux et al., 2011). This
may indicate that analysts are drawn by analysands to ignore and forget the abuse, so as to
replicate past experiences with grown-ups who seemed to overlook related symptoms. The
above additionally furnish the argument for addressing the trauma of CSA as soon as

possible.

On the other hand, as analysed in the current section, it has been argued that CSA indications
are too broad, and that if a therapist addresses CSA before the patient does, there is a danger
of both retraumatising the client and creating false memory. Madill and Holch (2004)
discussed how the phenomenon of self-fulfilling prophesies has implications for therapists
who hold that past CSA can be recognised through a checklist of symptoms. Clinicians may

make false correlations between the apparently wide-ranging symptoms of CSA and their
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suspicion of CSA even after disconfirming evidence (Myers, 1999). Lindsay and Read (1994)
concluded through their reading of the clinical literature on memory and early sexual trauma
that it would be irresponsible if therapists diagnosed repressed CSAM only on account of
presenting symptoms. Spanos (1996) argued that there is no precise psychologi-
cal symptom or constellations of symptoms that can be used to unfailingly infer an abuse

history.

The other two points, namely the considerable possibility that the client will be retraumatised

and the rare but consequential possibility that the therapist’s inquiry will contribute to the

development of false CSAM, have both been addressed by Mollon (1996):

“Patients abused in childhood are often extremely vulnerable and fragile, perhaps
relying on dissociative defences to maintain their functioning. For these patients, the
recovery of memories of abuse, even if true, may be highly traumatic and
destabilizing. Searching directly for memories of trauma is inadvisable because: (a)
the patient may generate false memories; and (b) the patient may be overwhelmed and

retraumatized” (p.201).

As far as the possibility of the client’s retraumatisation is concerned, Richardson (1993) had
discussed the importance of timing and of the client’s state of psychic functioning. According
to her writings, traumatic memories emerging before the restoration of the client’s damaged
psychic functioning via the therapeutic action of analytic psychotherapy pose a possible
danger for retraumatisation. Nonetheless, memories will emerge optimally in an analytic
therapy with minimised danger of retraumatisation merely following an adequate restoration

of the client’s psychic capacity.

Barber (2012) also says that disclosing CSA may be stressful for the survivor. She added that:

“The mental health professional may appear uncomfortable, assume a ‘blank’
therapeutic stance, or terminate therapy upon hearing the disclosure. Experiencing
such negative reactions from the mental health professional has considerable
detrimental effects on the survivor, including secondary victimisation” (Barber, 2012,

p.46).
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Thus, the therapist’s response to the revelation appears critical for the well-being of the client
and the evolution of the therapeutic relationship. Ideally, therapists should be well-prepared
and should also know the client’s coping mechanisms to help him/her through the recounting

of such a painful experience.

The danger about therapy-induced false CSAM may also be involved especially when
therapists address CSA first (Poole et al., 1995; Loftus and Davis, 2006). According to
Mollon (1996), traumatised clients can be considerably susceptible and submissive in some
ways. These characteristics bring the traumatised individual in a position which is more prone
to create material that tally the therapist’s hypotheses, biases, expectations, and so on. This
indicates that, ironically, troubled and abused clients are more predisposed than others to
fabricate false CSAM (Mollon, 1996; 2000).

On the same topic, Yapko (1994a), advised therapists to allow for the material to come from
the patient, so as to avoid instigating false memories. Research has supported that therapists
are careful about their potential influence on the client’s material: Sullins (1998) found that in
cases of clients with possible repressed CSAM, therapists seemed cautious, attentive and

avoided suggestion and pre-supposing.

Bowers and Farvolden (1996) compared the therapists’ tendency to dig in the past with

Freud’s persistence on the unearthing of traumatic childhood memories:

“By proceeding in this fashion, modern trauma therapists recapitulate a century-old
Freudian slip— from dismissal of suggestion as a powerful determinant of memory
and experience, to misappropriating implicitly suggested abuse memories as
independent evidence for the trauma theory that anticipates, seeks, and generates
them” (p.369).

A way out of the therapist’s dilemma about addressing possible CSA in connection to the
client’s symptoms, would be to follow other researchers (Pruitt and Krappius, 1992; Olio and
Cornell, 1993; Palm and Gibson, 1998; Alpert, Brown and Courtois, 1998; Barber, 2012),
who prompt therapists to bring the subject up while recording the patient’s history during the

initial clinical assessment, in order to show the therapists’ openness in this discussion. In this
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respect, three American psychologists, namely Phelps, Friedlander and Enns (1997), who

investigated the issue of the retrieval of memories of CSA from a client's perspective, wrote:

“In order to avoid underestimating or overestimating the likelihood that a client has
been abused, therapists are encouraged to include questions about trauma and child
sexual abuse within a comprehensive, holistic assessment that explores a wide range

of experiences that may be related to a client's presenting problems...” (p.322).

A second suggestion about handling this dilemma includes the therapist’s exploration of
material that has already been presented. More specifically, when there are indications
connected to CSA while the client has not disclosed such trauma, the therapist could work on
the roots of the presenting symptoms rather than mentioning explicitly the symptoms’

possible connection to past trauma (Enns, et al, 1998).

A third suggestion described next supports that a less-intervening therapeutic approach may
also result in therapeutic effectiveness in relation to the client’s symptoms. For instance,
minority of practitioners in Barber’s study (2012) did not believe in the advantages of CSA
disclosure, were confident that the sufferer’s distress symptoms may lessen without
disclosing CSA, and stressed that it is unfit and condescending for therapists to articulate a
judgment on when this discussion should or should not take place.

Thus, the literature on introducing CSA is controversial, so therapists, like Freud was, are left
with no ‘right’ choice in the dilemma about asking, or refrain from asking, about CSA. They
could be blamed for not inquiring about CSA, as this would be a sign of them continuing to
ignore the reality of early seductions, thus potentially retraumatising the actual CSA victim.
However, if they do ask about it, the client could be retraumatised and the therapist’s inquiry
could be considered as suggestion, possibly leading to false memory triggering. Interesting
suggestions that could offer therapists ways out of this dilemma have not been explored

through research yet.

1.2.1.2 Questioning the Reliability of a Client’s Child Sexual Abuse Memory

An important issue surfacing from the literature, concerns the therapists’ handling of

uncertain CSAM, and, more specifically, the questioning or doubting of such a report
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(Sabourin, 1988; Olio and Cornell, 1993; Bowers and Farvolden, 1996; Phelps, Friedlander
and Enns, 1997; Palm and Gibson, 1998; Gore-Felton, et al., 2000). It relates to the point
where a therapist feels the need to explore whether the early traumatic memory is authentic.
The complication of this situation is shown by the opposing sides of the debate described

below.

On one side, the therapist may avoid questioning so as to not retraumatise the potential CSA
survivor who will probably feel rejected if doubted. While identifying and changing
distortions in thinking may be advisable in other therapeutic work (Draucker and Martsolf,
2006), in adults’ CSAM cases such interventions could be considered harmful for the client.
Writers have stressed how important it is for the client to feel believed by the therapist
(Phelps, Friedlander and Enns, 1997) so as to avoid adverse effects such as retraumatisation
(Denov, 2003). Even a skilful and considerate questioning of clients’ personal experience
may be perceived as challenging the clients’ own truth, integrity and identity (Bowers and
Farvolden, 1996). As aforementioned, survivors of early sexual trauma are described as
notably sensitive to the therapists’ disbelief, or avoidance, due to previous relevant
experiences (Sabourin, 1988) and to their own tendency to use the defense mechanisms of
denial and dissociation (Olio and Cornell, 1993). Moreover, therapists are not meant to play
the role of the detective (Bowers and Farvolden, 1996), as expanded on later (see section
1.2.1.4).

The side in favour of the need to avoid questioning a client’s CSAM, has been supported by
various authors as argued next. Barber (2012) found that if the therapist does not validate,
the client may feel betrayed and stop engaging in therapy. Follette, La Bash, and Sewell
(2010) claimed that the treatment goal in CSA cases is to allow for disclosure and to
acknowledge the pain. Droga (1997) emphasised that after the therapist’s validation of the
client’s sense of there having been an immense injury of some kind, the client’s actual
memories emerged. However, this approach would be suspect for false memory development.
As we can see from the above, these authors argue that therapists should not only avoid

questioning a client’s CSAM, but also that they should validate it.

As Bowers and Farvolden (1996) remark, especially in recovered memory cases, the
inviolability of confided subjective experience is weighted against the comparatively distant

qualities of research findings regarding both the power of suggestion and the unreliability of
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memory. The writers add that research-based conclusions are not flawless, yet they are meant
to protect us from the dangers of subjectivity. In support of this view, Poole et al.’s (1995)
findings indicate that therapists tend to perceive recovered CSAM generally as valid, not least

when they consider their own clients’ memories.

Others believe that it is imperative for therapists to understand whether the client’s CSAM
are genuine. For example, Gore-Felton, et al. (2000) discussed how the treatment per se is

influenced:

“Therapists’ assessment of the credibility of sexual abuse memories may profoundly
affect the course of treatment. For example, if the patient is troubled by traumatic
experiences that the therapist believes happened, the aim of therapy may be to
facilitate working through and accepting less responsibility for the trauma. However,
if the therapist believes the patient is falsely presenting a history of trauma, then the
function and meaning of that presentation may become the focus of treatment.” (p.

373)

Writers also urge clinicians to request a great deal of corroborating proof for the CSA
(through court papers and medical reports), because clinical judgment is commonly
influenced by personal beliefs when there is negligible evidence to support it (Gore-Felton, et
al., 2000). Courtois (1997) also noted that the therapist’s record of the information shared
when incest is disclosed should be detailed, factual and objective in order to provide not only
a baseline in the client’s own words, but also a counter to the suspicion regarding suggestion

by the therapist. According to the same author:

“A description should be obtained in as much detail as is feasible without overly
stressing the individual, including... whether there have been memory gaps or lack of

memory accessibility” (Courtois, 1997, p.477).

This may indicate that when clients disclose a CSAM to the therapist, the latter should search
for clues regarding memory reliability, unreliability and memory problems, in order to see
whether there is reason to question this memory. Thus, an early traumatic memory would be
explored as any other, or even more deeply in case other people’s well-being (such as if there

are possibly falsely accused parties involved) is also on the line.
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Palm and Gibson (1998) found that when clinicians believe that their client has falsely
recovered a CSAM, the majority of their study’s participants, that is, 40% of the respondents
would explore the memory as part of treatment, while 17% would address their thoughts to
the clients via, for instance, confrontation and discussion on the fallibility of memory. The
writers concluded that when the client reports a CSAM, which their participants consider as
false, they tend to assume that s/he has suffered a negative incident in his/her live, and to
focus either on different matters arising in therapy or on the client’s allegations. The authors
encouraged therapists to avoid informing the patient about false memory findings, and to find
more respectful ways to demonstrate that memory is fallible in ways we do not completely
understand (Palm and Gibson, 1998).

There is also the view that therapists should suspend the wish to know and doubt and that
oftentimes they should help clients tolerate not knowing what happened. In this respect,
Mollon (1996) supported that:

“In relation to the literal truth of apparent memories, the therapist must be prepared to
tolerate great uncertainty and to suspend the wish to know - and to help the patient
tolerate this as well. There must be a willingness to explore a variety of hypotheses
about the patient's development. In many cases it may be necessary to be prepared to
face the possibility, and help the patient face the possibility, of never knowing what

actually went on in the patient's childhood” (p.202).

Similarly Enns et al. (1998) wrote that the practitioner should:
“Explore issues in an open-ended and nonsuggestive manner but, at the same time,
demonstrate support for the client's search for answers and recognize and
communicate that absolute answers or "truth™ about what happened in the past may

not be found” (p.248).

Berliner and Briere (1999) also support this opinion:
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“Therapists may need to inform patients that memory is subject to distortion and that
in some cases it will not be possible to achieve certainty about exactly what happened

or even whether a trauma occurred” (p.14).

In light of the material in the current section, psychoanalytic therapists may feel both
reluctant and obliged to question the reliability of a CSAM. In both instances therapy could
become harmful. Views stretch from waiting and preparing for never finding out, to

investigating in details and asking for proof.

1.2.1.3 The Psychoanalytic Therapists’ Ability to Distinguish Between Real and
False Memory

The topic of distinguishing between actual and false memory has been researched to a great
extent, but it still appears as a challenging, or even unfeasible, mission for therapists working
with CSAM cases (Brenneis, 1994; Powell and Boer, 1994; Gast’s, 1993; Person and Klar,
1994; Yapko, 1994a; Ware, 1995; Gore-Felton, et al., 2000; Bernstein and Loftus, 2002;
Gardner, 2003; 2004), as seen earlier in the current chapter (see sections 1.1.2, and 1.1.3.1).
The impossibility of a definite FRD in patients’ reports of CSAM had been pointed out by
Freud (1918). His conclusion has also been largely supported by more contemporary writers
(Loftus and Yapko, 1995; Pope, 1996; Bernstein and Loftus, 2002).

Gast’s (1993) foreign article explored both internal and external determinants of CSA reports
and focused on the part played by memory, reality, suggestion, sexuality and influence
of early fantasies on children’s retrospective accounts of sexual encounters. The retrospective
account of decades-old abuse by adults in treatment poses additional obstacles in the
differentiation between fact and fantasy. Additionally, both memory reliability and feasibility
of FRD appear to decrease when the CSAM has been repressed and recovered in therapy
(Person and Klar, 1994). Therapists’ difficulty with differentiating between false and actual
CSAM has been compared to Ulysses navigating between the two monstrous mythical rocks
of Scylla and Charybdis (Ware, 1995). The therapist is thus perceived as being caught
between a rock and a hard place, that is to say, s/he finds him/herself in the dilemma between

challenging the truthfulness of a CSAM and accepting it wholesale.
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In the domain of distinguishing between false and true early sex-abuse memory in adult
analysands, Gardner’s (2003; 2004) recent contributions stand out in terms of their specificity
and abundance in professional guidelines. Richard Alan Gardner was an
American psychiatrist and a professor of clinical psychiatry, and worked on the subject of
children falsely accusing parents for incestuous abuse. Through his extensive experience in
forensic cases, Gardner connected evidence into coherent advice for therapists working in
this field and he repeatedly stressed possible exceptions to his claims, alongside an emphasis

on the fact that his guidelines are not conclusive.

Gardner (2003; 2004) listed criteria proposing that false accusations usually include:

e Improbable elements, such as method of abuse that would not remain unnoticed and
recollections occurring at a very early age, like before 2 years old, where memory is
both inaccessible and unreliable

e Absolute rejection of the accused person, and refusal to confront him/her

e Absence of guilt regarding the grief caused to the accused person and the social
environment

e Legal action towards the alleged perpetrator, which supposedly aims to support the
healing process, and also to cover the cost of psychotherapy

e Recruitment of supporters of the CSAM’s validity, including group members and
relatives, who may also purport being survivors or may just support the accusations

e Non-supporters are also rejected by the person

e Over-sharing of the experience with the purpose to help other victims to realise what
happened to them

e Employment of CSA as an explanation for every life problem, a tendency to
pathologise normal manifestations or mild abnormalities, and an inclination to adjust

known medical phenomena so as to accommaodate their belief in their CSAM.

In his 2003 contribution, he also noted the following criteria:

e Strong resistance to consider logical evidence which challenges the CSAM’s validity

or pertinent unrealistic elaborations
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e Variations in the story about the abuse from rendition to rendition. These variations
often seem to accommodate previously identified contradictions

e The postulation that any CSA inevitably has injurious effects, which is not supported
by scientific evidence and survivors claims

e Manifestation of hysterical symptoms, such as overreaction, and impairment of
judgment, and/or paranoid tendencies, such as projection, and oversimplification. It is
important to note that both hysteria and paranoia are likely to spread

e Diagnosis of the Multiple Personality Disorder (MPD), which was considered rare
until recently, and has been associated with CSA, and with financial aid for its
victims.

e Diagnosis of post-traumatic stress disorder (PTSD). This diagnosis is provided by
overzealous evaluators and therapists, who may not adhere to DSM criteria, such as
the requirement that there be a known trauma and certain symptoms.

e Lack of residua from the CSA in later sexual activities. (Such residua are often-met in
genuine victims, who tend to be aroused with certain details enclosed in the early

traumatic experiences.)

Gardner’s later (2004) work additionally stresses the client’s need to gain the attention of the
overzealous therapist, who is now considered infallible. The author added that a person may
be gullible to false memory creation, regardless of their educational level or age. In fact, he
argued that after the 30-year-old milestone, many women strive to find scapegoats for their
failures - an argument which sounds quite sexist. The final addition of this 2004 paper was
the connection between false memory and the gratification of the Electra complex, that is, the

girl’s unconscious attraction towards her father.

Lavietes (2003) discussed the basis for the controversiality surrounding Gardner’s work.
Gardner was called as an expert witness in more than 400 child custody cases and held that
children suffering from ‘parental alienation syndrome’ had been instructed by a revengeful
parent to malign the other parent without reason. His theory provoked considerable
opposition in terms of (a) lack of scientific basis and recognition, (b) biases against women
since fathers are most commonly accused for abuse, and (c) its usage by lawyers striving to

weaken the mothers’ integrity in court. He committed suicide and his son said that his father
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had been tormented due the escalating symptoms of a dreadful neurological condition
(Lavietes, 2003).

Adopting a critical perspective on Gardner’s aforementioned work, there are three points that
drew my attention. Firstly, several references are missing from Gardner’s (2003) paper,
whereas his own texts are referenced thoroughly in many sections of the literature review at
hand. Secondly, there are a few contradictions or exaggerations in Gardner’s (2003)
statements. For instance, he pointed out that in false allegations, there is belief that the mother
or others facilitated the act by ignoring it, as part of a conspiracy to conceal it. However, the
anger towards the mother who fails to notice what is going on has been identified by writers
in cases of actual victims (Chodorow and Contratto, 1980; Haller and Alter-Reid, 1986; Olio
and Cornell, 1993).

Thirdly, Gardner (2003; 2004) seems to disavow total repression of a CSAM until later in
adulthood, although this issue is not actually addressed. For example, the author listed texts
on false memories but not on recovered memories. He also argued that, in cases of false
accusations, one can identify loyalty to the idea of memory gaps, where there is total amnesia
about the CSA experience. Additionally, Gardner (2003; 2004) highlighted that in such cases,
recall is initially stimulated by reading misleading books, or through “Repressed Memory
Therapy”, and questionable techniques, such as hypnotherapy. He added that in
hypnotherapy-induced memory recall is less likely to be reliable than waking state memory

recall, and individuals are more gullible when in a hypnotic state than in the waking state.

In support of the argument about the unreliability of totally repressed memory, Brenneis, who

devoted his 1994 paper to the search for relevant responses, wrote:

“We are in the difficult position of knowing that some, but in all likelihood not all,
recovered memories may be valid. No blanket generalization is adequate or sufficient.
Some patients, never having forgotten, recall further memories in analysis. Some
patients, never having known as adults, recall details of entirely repressed abuse. The
most comprehensive investigations of the recovered memory phenomenon... place a
crucial dividing line between these two instances. No one seriously doubts the basic

authenticity of the recollections of the former group who have retained some memory
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of abuse. Such a distinction, however, is seldom made either in clinical or research
work” (pp.1027-1028).

In truth, we do not know enough about totally repressed memories. Herman and Schatzow’s
(1987) study, based in the USA, included a completely amnesic subgroup. The authors had
sessions for three months with groups including 53 incest survivors. In this short period,
previously repressed traumatic memories came up and 75% of the clients were able to
corroborate their memories by submitting external evidence. The members of the amnesic
subgroup were portrayed as fixated with reservations regarding the authenticity of their
recalled incest incidences, while a number of them attempted to elucidate these uncertainties
employing debatable techniques, such as hypnosis. Herman and Schatzow (1987) also
observed that as a reply to the powerful incentive of listening to other individual’s narrations,

the completely amnesic members provided details of newly recollected memories.

Other writers emphasise more the existence of substantiating proof in the FRD (Brewin and
Andrews, 1997; Gore-Felton, et al., 2000). Brewin and Andrews (1997) argued that the
therapists’ belief in their clients’ memory reliability may depend on the narration’s
consistency, the availability of substantiating evidence, and the relevant experience of the
therapist, and the supervisor(s). Gore-Felton, et al. (2000) recommend that therapists should
approach the complex task of discriminating between actual and fantasised CSAM through,
for example, careful clinical assessments, including interviews, history details, and
psychological tests, prior to determining the treatment plan, which should in turn involve
frequency of therapeutic sessions, short-term and long-term therapy goals, and justification
for treatment strategy.

Mollon (1996), who provided guidelines for the work of psychoanalytically-oriented
therapists on CSAM, argued that an analytic construction may not entail actual truth even
when it matches the therapeutic material, the transferential dynamic and the presenting
symptoms. He bases his argument on the understanding that true and false CSAM differ in
neither form nor quality. In his view, CSA narratives or images may appear as authentic
memories while they are pseudo-memories reflecting a sexualised experience which felt as
abusive whilst it did not truly involve sexual acts. Thus, there is no easy way of

differentiating between genuine CSAM and fantasy and in many cases the objective reality of
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an early traumatic experience cannot be reached as memory structures are essentially

distorted. In his words:

“We can never penetrate beyond the schematization and general structuring of
‘memory’ into which the ‘raw’ experience is incorporated. Structures of the mind give
clues to early experience but our memories of early experience are distorted by these
structures” (Mollon, 1996, p.200).

In view of the above, Mollon (1996) proposes that therapists ought to be prepared to endure
immense uncertainty and to adjourn the desire to find out what actually happened in the past -
and to aid the client in enduring this, too. Therapists need to be willing to explore various
assumptions regarding the client’s traumatogenic experiences and development. In certain
cases, it may be crucial for the therapist to be ready to cope with the possibility, and facilitate
the client’s dealing with the possibility, of never discovering what truly occurred in the

client’s early years (Mollon, 1996).

In addition, Levine (1993) stressed the subjectivity of the experience and the objectivity of

the therapeutic outcome:

“For analyst as well as patient, the experience of the analysis is inexorably subjective.
From a pragmatic point of view, then, the question of whether something is actual or
illusory may be moot. Analyst and patient alike can only know and use what they
feel. Subjectivity of experience is all that either party may possess. And while we may
be discomfitted by this realization that we will never fully know the truth of our
patients' lives, there is solace in recognizing that through our attempts to understand
and articulate the experiences that arise from the radical subjectivity of

the psychoanalytic process, objective change can occur” (p.389).
Studies indicating whether contemporary psychoanalytic therapists are aware of the above

criteria and guidelines about the FRD, and about whether they tend to use these in treatment,

would be valuable.
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1.2.1.4 The Psychoanalytic Therapists’ Responsibility in Distinguishing between

Real and False Memory

The therapists’ role in the discrimination between authentic and fabricated CSAM has been a
debatable subject (Olio and Cornell, 1993; Bowers and Farvolden, 1996; Palm and Gibson,
1998; Hutsebaut, 2001; Follette and Davis, 2009). As seen below, assumptions range from
the argument that this cannot be included in the therapists’ duties, to guidelines assuming this

IS a therapeutic obligation.

At one end, Bowers and Farvolden (1996) indicated that there is no way to distinguish real
from fabricated memories inside the consulting office, without assuming detective tasks,
which are not involved in the therapists’ training and the result of which remains uncertain.
According to this viewpoint, discovering definite ways of determining the reliability of a
memory when required by experts may be more reasonable than suggesting that the

therapists’ job description should include detective duties.

On the other end, Olio and Cornell (1993) emphasise that therapists ought to assist survivors
to recognise their dissociative tendencies and to provide adequate emotional grounding so as
to smooth the progress of integration. Since there are no ways, as yet, to ascertain the
reliability of a given memory, the authors seem to imply that the therapist should make

suggestions that may contribute to false memory creation.

On the issue of the therapists’ responsibility on the distinction, Gardner (2003) argued that:

“‘Rolling” with the patient into fantasyland cannot but be antitherapeutic” (p.298).

Moreover, as claimed by Palm and Gibson (1998), clinicians may be forced to contend with
both accuracy and technique issues in case of legal proceedings, wherein their involvement in

false memory creation may also be investigated.

More recently, it has been supported that clients may also be responsible for reliable
distinctions between their internal and external truths (Hutsebaut, 2001; Follette and Dauvis,
2009). In this different perspective, the responsibility of the distinction is largely transferred

to the client, whose memories are under examination.
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If we accept as true the idea that distinguishing between real and false memory is the
therapist’s responsibility, the next question would be how a therapist could approach this
issue when a client wishes to work on this in therapy. The FRD as a possible therapeutic goal
has been dubiously introduced in past and more recent literature (Freud 1896a; 1897b; 1918;
Olio and Cornell, 1993; Bowers and Farvolden, 1996; Polusny and Follette, 1996; Brewin
and Andrews, 1997; Fonagy and Target, 1997; Phelps, Friedlander and Enns, 1997; Palm and
Gibson, 1998; Prout and Dobson, 1998; A.P.A. Working Group, 1998; Gardner, 2003).

Freud’s (1896a; 1918) great effort to comprehend the distinction of actual from invented
memory, demonstrated that he thought this matter as core, even though he (1917; 1918; 1925)
also declared that this distinction is not of crucial importance because psychical reality is
traumatogenic. He also anticipated that when the source of the problem was correctly
identified, it would be followed by a successful therapeutic conclusion (Freud, 1897b;
1897c¢).

The connection of distinguishing between authentic and fantasised memory to the purpose of
psychotherapy in possible CSA cases has also been stressed by writers (Olio and Cornell,
1993; Brewin and Andrews, 1997; Fonagy and Target, 1997; Palm and Gibson, 1998;
Gardner, 2003). Fonagy and Target (1997) highlighted that it is therapeutically significant to
discriminate between fact and fantasy, as each has different implications and that this
distinction would help the therapist to understand the client in more depth. For instance, a
trace of an experience of abuse devoid of a relevant disclosure, should guide clinicians to
examine both the client’s ability to understand their internal state and his/her tendency to
repress traumatic experiences. Olio and Cornell (1993) claimed that the victim’s need for
relief often results in enduring emotional disconnection, and that the “primary goal of the
treatment process, therefore, must be to facilitate an integration of the trauma experiences”
(p.515). Two British psychologists and psychology professors, Chris Brewin and Bernice
Andrews proposed that the professional’s critical task is to develop assumptions based on
experience, reason, evidence and the client’s remarks (Brewin & Andrews 1997).
Furthermore, Palm and Gibson’s (1998) findings indicated that most therapists argued for the
importance of their clients’ acceptance or recall of their traumatic experiences for therapy to

be fruitful.
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Gardner’s (2003) position on the subject of distinguishing fact and fantasy as essential in
treatment raises an important question: Would therapists regard this distinction as

unimportant if the blame was to be placed on them? In the author’s words:

“...Analysts who take the position “It's not important what's true or false; what is
important is the patient's perception” are doing their patients a terrible disservice. It is
important to make reasonable attempts to determine whether or not a patient's
perception is true or false. The analyst would certainly not take this position if a
paranoid patient's delusional system focused on the analyst himself (herself). Under
such circumstances, the analyst would certainly try to correct the distortion in order to
be protected from the possible consequences of the delusion focused on the analyst. In
the sex-abuse accusation the focus of the delusion might be a loving parent or other
relative” (pp. 309-310).

According to Gardner (2003), both neurotic and psychotic analysands somewhat distort
reality. Analysts must help them rectify these distortions so as to both identify the residual

symptoms and to avoid an anti-therapeutic trip into a delusional world (Gardner, 2003).

Opposing views object to the significance of the FRD to therapy from various perspectives as
we shall see next. Writers have highlighted that working on the client’s subjective narrations,
truth and meaning is enough for dealing with most issues in psychotherapeutic treatment, so
there is no need to focus on a search for the historical facts (Olio and Cornell, 1993;
Sanderson, 2006). Others have challenged whether determining the literal truth should be the
analysts’ main concern (Gardner, 1996; Perlman, 1996), or so imperative altogether, since
psychically-based trauma has equivalent effects to reality-based trauma (Prout and Dobson,
1998). Researchers stressed that improvement of functioning, rather than remembering and
integrating should be the main focus of therapy (Bowers and Farvolden, 1996; Polusny and
Follette, 1996; Phelps, Friedlander and Enns, 1997; A.P.A. Working Group, 1998). Thus, the
therapists’ role may be to focus on avoiding causing harm, rather than on determining the

truth.

As explained above, there seems to be an unanswered question regarding the responsibility of
this distinction. If therapists are accountable for elucidating truth and falsity in their patients’

accounts, training programmes must focus on this. In this case, research should also focus on
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ways to accomplish this, since determining the validity of a CSAM is still not a conquered

battle for psychology and psychoanalysis (see above section 1.2.1.3).

1.2.1.5 Therapy Being Harmful

For cases involving CSAM, psychotherapy can be harmful towards clients (Freud, 1920;
Ferenczi 1932; May 1971; Anzieu, 1987; Van der Kolk, 1989; Chu, 1991; Green, 1993;
Gabbard and Lester, 1995; Dupont, 1998; Stocks, 1998; Tucker, 1998; Hopper, 2001; Cohen,
2003; Salter, McMillan, Richards, Talbot, Hodges, Bentovim, Hastings, Stevenson, and
Skuse, 2003; Cheniaux, et al., 2011; West, 2013). As the first psychotherapy rule is to avoid
causing harm, attention should be given to the possible retraumatisation of the client within
treatment in CSAM cases.

Abraham in 1907 stressed upon actual CSA and traumatophilia, or else repetition
compulsion, and faced Freud’s criticisms (Good, 1995). Ferenczi (1932) asserted long ago
that trauma is an inescapable feature of the therapeutic process, since regardless of the
analyst’s efforts to be a caring figure, there will be phases of emotional disconnection. Stocks
(1998) argued that there is no empirical evidence to indicate that recovered
memory therapy brings about improvements for participating clients and that this kind of
therapy may be harmful to clients. The issue of the therapist’s role in the client’s
retraumatisation is also addressed in more recent writings (Cohen, 2003; Aron and Harris,
2010).

The possibility of the client’s retraumatisation has been discussed in the literature, and has

been linked to various sources, such as:

e the disclosure of the CSA experience and the resulting reaction (Barber, 2012),

e the clients’ repetition compulsion (Ferenczi, 1949; Anzieu, 1987; Van der Kolk, 1989;
Chu, 1991; Green, 1993; Dupont, 1998; Tucker, 1998; Hopper, 2001; Salter, et al.,
2003; Cheniaux, et al., 2011),

e the therapists’ eagerness either to support or to determine memory authenticity
(Polusny and Follette, 1996; Phelps, Friedlander and Enns, 1997; Gore-Felton, et al.,
2000),
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e as well as, both the therapists’ inability to deal with such cases and the referral to
another professional (Olio and Cornell, 1993; Barber, 2012).

The issues relating to the client’s disclosure and the therapists’ inability have also been
discussed earlier (see section 1.2.1.6). Notably, Denov’s (2003) findings emphasised the
crucial importance of the therapists’ response to the client’s revelation of CSA. When
professionals appeared supportive by validating the sufferer’s CSA, the negative impact of
the abuse was lessened. When professionals were unsupportive by minimising or doubting
the actuality of the sufferer’s allegations, the negative impact of sexual abuse was intensified,
resulting on the client’s retraumatisation. The reported consequences of the unsupportive
therapeutic stance on the clients included an increase on both their distrust of professionals
and on their anger, as well as a triggering of their own denial and questioning of the reality of
their sexual abuse (Denov, 2003).

As mentioned above, intreatment retraumatisation has been more related to the defense
mechanism of repetition compulsion, which includes unconscious re-enactments of traumatic
situations. Freud (1920) developed the concept linking it to child trauma and attempts to self-
heal, while research findings indicated that it usually causes further pain (Van der Kolk,
1989).

Adults with a history of early sexual trauma have increased possibilities to relive such
experiences (Van der Kolk, 1989; Olio and Cornell, 1993), by either adopting the victim’s or
the aggressor’s role in the behavioural re-enactment (Ferenczi, 1949; Van der Kolk, 1989;
Green, 1993; Dupont, 1998; Salter, et al., 2003). Longitudinal studies on sexual abuse victims
suggest that approximately 12% of CSA victims became perpetrators later in life (Salter, et
al., 2003). Akin to their abusers, victims of CSA may decrease their anxiety levels by
identifying with their aggressor, therefore providing themselves a way to actively dominate
an unbearable trauma that they have suffered passively (Ferenczi, 1949; Green, 1993;
Dupont, 1998).

The literature includes an emphasis on the central role of repetition compulsion in CSA cases

and its interpretative value in therapy (Chu, 1991; Tucker, 1998; Hopper, 2001), as well as on
the possibility of memory reactivation through the reliving of such experiences (Cheniaux et
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al., 2011). According to Cheniaux et al. (2011) repetition compulsion and transference trigger

implicit memory recall:

“In an analytic setting, there is a regression to primitive phases of mental development
that permits the reproduction of the dyadic relationship with the mother (Winnicott,
1965). Because of repetition compulsion, transference occurs during an analytic
session. According to Freud (1914), transference represents a repetition of the
patient's original relationship with parental figures that is experienced with the
analyst. The patient is not conscious of this repetition and shows transference not
through recollection, but rather through behaviours (i.e., acting-out). These
behaviours, feelings, or thoughts express a stereotyped, automatic, and typical pattern
of interpersonal relationships. Such characteristics clearly indicate that they were
stored as implicit memories (Brakel & Snodgrass, 1998; Clyman, 1991; Gabbard,
2000; Lewis, 1995; Olds & Cooper, 1997) and were reactivated by the similarities
between the roles played by the parents and the analyst as authority figures,
caregivers, and so on (Levine, 1997; Westen & Gabbard, 2002)” (p. 421).

To re-enact the traumatic material in therapy, the client may provoke the analyst to play a
complementary role, such as authority figure, caregiver (Che