
Passage #2 

Memmy.1 included new text and text from harvey. 3 (an early version of (b)(6); (b)(7)(C) 

and (W(6); 
tkv7vrx , 1994: Amnesia, partial amnesia and delayed recall in adult survivors 

of childhood trauma), as indicated 

(New) Within this literature, a point of view emphasized in the writings of 

some cognitive psychology laboratory researchers is that human memory is 

characteristically inaccurate and unreliable, that adult recall of childhood events (and 

indeed a child's understanding and recollection of contemporary events) is particularly 

subject to doubt and that this doubt is compounded when recall for childhood material 

is not continuous but instead develops in adulthood, in a state of emotional distress 

(Loftus, 1993). 

(from (c)  3) Of particular concern to these investigators is the phenomenon 

of delayed recall of traumatic childhood events following a period of full or partial 

amnesia. \ Generalizing from laboratory research on the fragility of normal memory to 

the non-laboratory condition of family violence, and citing an inconclusive literature 

(b)(6), (b)(7)(C) 
the suggestibility of child witnesses  on 1993). (1993a, (b)(6), 

1  (1111711r.) 

1993b), for example, has speculated that most if indeed not all delayed memories of 

childhood trauma are confabulations —fictitious memories inculcated by the suggestiv 

power of self-help literature and the leading questions of naive or unscrupulous 

sychotherapists.  



(New) A competing point of view argues that human memory, despite its 

propensity for inaccuracy and error, is a surprisingly valid source of information about 

the past and a surprisingly good guide to human behavior (100)(6); 

  

 

1994). Supporting 

this point of view is a body of laboratory research demonstrating that human memory 

is quite accurate for central events and for events marked by strong emotion 

(b)(6), (b)(7)(C) 
992). 

The role of emotion in memory has been the subject of considerable research 

over the past decade (b)(6), 
(b)(7)(C) 1992). . . 



Passage #3 

Memory. 1 included material adapted from 1993 (unpublished): "Priniciples 

of practice with remembering adults", including the following: 

   

 

(b)(6); (b)(7)(C) 
:1990) and colleagues have found, for example, that stress 

  

responsive neurohormones released into the brain at the time an event occurs operate 

in its aftermath to enhance the brain's consolidation and storage of emotionally- laden 

events. For clinicians, this work provides convincing evidence: first, that emotional 

states influence and then conspire with attentional processes to determine what is 

stored, secondly, that felt emotions and their neurological substrates influence what is 

and is not remembered, and, finally, that the emotional aftermath of an event helps to 

determine how well or how poorly it may be remembered. 



Passage #4 

from Menzmy.1: 

The clinical and research literature emerging in response to these 

diverse questions is characterized by polarized debate, premature conclusion and a 

need for preliminary, ecologically valid and hypothesis-generating investigations. 

One way to characterize this emerging literature is in terms of the division it 

emphasizes between laboratory investigators who are knowledgeable about cognition 

and variations in cognitive performance under controllable circumstances (which may 

or may not be apt parallels to clinical encounters with adult patients) and clinical 

investigators who are familiar with the complex presentations of traumatized patients 

and experienced in the treatment of traumatic disorders. Another is to consider its 

social context and the challenge to victim credibility inherent in the so-called "false 

memory" debate. A more productive approach is to examine the contribution to be 

made by investigations which are clinically valid and look to neurophysiological 

investigations of memory and of emotion's role in memory storage, encoding and 

retrieval for fuller understanding of traumatic recall. 
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Introduction 

in the face of increasing recognition of the high prevalence 

and psychological harmfulness of childhood sexual and physical 

abuse, more and more adult survivors of these experiences --

most of them women-- have sought psychiatric and legal 

assistance. With these women have come their stories: stories 

based on both continuous and delayed remembrances of their 

abuse experiences. And with these remembrances have come 

questions: questions concerning the accuracy, authenticity, and 

credibility of adult memories of childhood trauma, questions 

concerning the role of strong emotion in the storage, 

consolidation and retrieval of remembered events and questions 

concerning the nature and defining attributes of traumatic 

remembrance. The clinical and research literature emerging in 

response to these diverse quedtions is characterized by polarized 

debate, premature conclusion and a need for preliminary, 

ecologically valid and hypothesis-generating investigations. 

Within this literature, a point of view emphasized in the 

writings of some cognitive psychology laboratory researchers is 

that human memory is characteristically inaccurate and 

unreliable, that adult recall of childhood events (and indeed a 

child's understanding and recollection of contemporary events) is 

particularly subject to doubt and that this doubt is compounded 

when recall for childhood material is not continuous but instead 

develops in adulthood, in a state of emotional distress (ILoftus  

1993) . Generalizing from laboratory research on the fragility 

of normal memory to the non-laboratory condition of family 



violence and citing an inconclusive literature on the 

.suggestibility of child witnesses (see l b)(6);(b)(7)(C)  1993) 

Loftus (1993a,1993b) speculates that most, if indeed not all, 

delayed memories of childhood trauma are confabulations i.e. 

fictitious memories inculcated by the suggestive power of 

self-help literature and the leading questions of naive or 

unscrupulous psychotherapists. 

A competing point of view argues that human memory, despite 

its propensity for inaccuracy and error, is a surprisingly valid 

source of information about the past and a surprisingly good 

kb)(6), (b)(7)(C) guide to human behavior f 1994). Supporting this point of 

view is a 

memory is 

by strong 

body of laboratory research demonstrating that human 

quite accurate for central events and for events marked 

emotion ( b)(6); (b)(7)(C) , 1992). 

The role of emotion in memory has been the subject of 

(b)(6); 
aomu-.1 considerable research over the past decade  , 1992)./-

 

(b)(6); (b)(7)(C) 
(19 and colleagues have found, for example, that 

) 

c)e;11) 
0 

stress responsive neurohormones released into the brain at the 

time an event occurs operate in its aftermath to enhance the 

brain's consolidation and storage of emotionally- laden events 

For clinicians, this work provides convincing evidence: first, 

that emotional states influence and then conspire with 

attentional processes to determine what is stored, secondly, that 

felt emotions and their neurological substrates influence what is 

and is not remembered, and, finally, that the emotional aftermath 

of an event helps to determine how well or how poorly it may be 

remembered. 

et) 



The study of emotional memory - or more precisely the study 

of emotion's role in the consolidation and retrieval of 

remembered events - offers a starting place for the badly needed 

study of traumatic memory. Consonant with findings that 

emotionally arousing events tend to be well- and accurately 

remembered, recent laboratory studies of the impact of trauma on 

psychophysiology suggest that traumatic events entail extreme 

emotional responses and that traumatic memories may be laid down 

in a psychologically and bio-chemically altered state of 

consciousness b)(6); (b)(7)(C) , 1990, 1992). These studies also 

indicate that individuals suffering from post-traumatic stress 

disorder often respond with excessive arousal to stimuli 

evocative of a traumatic event, even many years after its 

occurrence (b)(6), (b)(7)(C) _1993). Such findings with human 

subjects are consistent with animal studies reporting strong 

resistance to the extinction of conditioned emotional responses. 

(b)(6); (b)(7)(C) 1990), for example, reports that once formed, the 

conditioned fear responses are indelible and that "emotional 

memory may be forever." Other pertinent conclusions drawn from 

animal research are that even a single exposure trauma may result 

in permanent microstructural neuronal modifications, and that 

trauma results in increased sensitivity to future stressors 

(b)(6) (b)(7)(C) 1991). 

Repeated exposure to violence and threats of violence, with 

attendant states of terror, physiological arousal and dread are 

no doubt implicated not only as substrates of amnestic phenomena, 

but also as sources of the sometimes fragmentary and bizarre 



et al.,1994). 
-(b)(6); (b)(7)(C) nature of traumatic recall 

, 1994; adult survivors (b)(6); (b)(7)(C) b)(6); (b)(7)(C) 

1994 , 1992.) A 1994,
(b)(6); (b)(7)(C) (b)(6), (b)(7)(C) 

(1994) revealed, for 

adult women whose example, that among a sample of 

predictive of severe 

traumatic memory 

1994) described three 

seen in their clinic. Among these patients, memories of childhood 

victimization appeared to have resurfaced when lifecycle changes 

introduced new relational demands. Such demands may act as 

retrieval cues for memories of relational events, including 

memories of abuse embedded in a relational context. 

It appears that ecological factors 

traumatic impact are also predictive of 

disturbances. 

Iprototypical presentations ot adu t survivors of childhood trauma 

b)(6); (b)(7)(C) 

Concerning the phenomenon of delayed recall and the 

likelihood of traumatic remembrances emerging after years of full 

or partial amnesia, many clinicians argue that some degree of 

amnesia for traumatic events of childhood is relatively common in 

childhood histories of sexual abuse were documented by medical 

and social service records, approximately === (S) of these women 

failed to recall her abuse history or salient aspects of it. In 

general, severity of amnesia appeared related to circumstances 

obtaining at the time of the abuse. The younger the child, the 

longer the duration, and the more violent the experience, the 

greater the likelihood and severity of the amnesia. Some studies 

have also demonstrated a correlation between amnesia and abuse by 

an intra-familial perpetrator (references). 

(, prospective investigation b11b)(6) (b)(7)(C) 



I

One way to characterize this emerging literature is in terms 

of the division it emphasizes between laboratory investigators 

who are knowledgeable about cognition and variations in cognitive 

performance under controllable circumstances (which may or may 

not be apt parallels to clinical encounters with adult patients) 

and clinical investigators who are familiar with the complex 

presentations of traumatized patients and experienced in the 

treatment of traumatic disorders. Another is to consider its 

social context and the challenge to victim credibility inherent 

in the so-called "false memory" debate. A more productive 

approach is to examine the contribution to be made by 

investigations which are clinically valid and look to 

neurophysiological investigations of memory and of 

emotion's role in memory storage, encoding and retrieval for 

fuller understanding of traumatic recall. However one --------" 

characterizes the emerging literature on adult remembrances of 

childhood trauma, there is clearly a need for additional, 

hypothesis-generating clinical and empirical research. 

This study considers how adult patients reporting (or in 

some cases, suspecting) histories of childhood physical or sexual 

abuse describe their memories for these events, their suspicions 

that such events may have occurred, the factors influencing their 

entry into psychotherapy and precipitants to their recall, their 

suspicions and their search for treatment. Concern in this 

investigation was also directed to determining the number and 

percentage of patients reporting memories of abuse based 

on delayed recall following periods of full or partial amnesia 



The Social Context of "False Memory" Research 

Every research issue has a social context. It is important 

to consider the social context in which the issue of victim 

credibility and the authenticity of survivors' memories are 

emerging. Over the past twenty five years,c an ample literature 

has documented the high prevalence and deleterious psychological 

effects of child abuse and sexual violence in our society (Harvey 

    

and  1992). Media attention has ensured widespread public 

    

awareness of the issue. Victim advocacy has realized important 

improvements in the treatment victims receive from professional 

respondents, and feminist activism has helped to secure 

significant legal reform on behalf of victims who might once have 

feared or been unable to come forward ( r)(6), (b)(7)(C) 1992). 

j 
Taken collectively these changes have made it somewhat less 

daunting for victims to disclose abuse, if not to police and 

prosecuting attornies, then at least to teacher, physician, 

therapist, trusted family member or friend 
(b)(6); (b)(7)(C) 

1989). Today, victims are 

somewhat more likely than they were twenty years ago to take 

their disclosures into the courtroom. Children are being called 

upon in increasing numbers to give testimony about their abuse 

experiences 
(b)(6), (b)(7)(C) 

1993). And, because most child 

victims still cannot and do not disclose sexual abuse while in 

the care and custody of their abuser, some states have extended 

their statutes of limitation to allow victims of childhood trauma 

r)(6), (b)(7)(C) 



to file charges once they have achieved majority age. In 

some instances, adult survivors may come forward with civil 

complaints when they have acquired new memories or new 

understandings of abuse experiences located in the distant 

past. (references) 

It is in the changing forensic context of newly secured 

victim rights that challenges to victim credibility have received 

renewed attention and added currency among researchers, 

clinicians, and the general public. Recently, a few highly 

publicized court cases involving charges based largely on delayed 

recall have been decided in favor of the adult complainants (see 

1993a and 1993b). The successful prosecution of 

these cases, and the possibility of new litigation, has prompted 

defense attorneys and at least some academic investigators to 

challenge not only the credibility of survivors and the accuracy 

and authenticity of their memories but also the intelligence and 

integrity of clinical practitioners who work with these 

individuals. 



CONSCIOUSNESS AND COGNITION 3, 295-306 (1994) 

Amnesia, Partial Amnesia, and Delayed Recall 
among Adult Survivors of Childhood Trauma 

(b)(6); (b)(7)(C) 

The Cambridge Hospital Department of Psychiatry, Harvard Medical School, 
1493 Cambridge Street, Cambridge, Massachusetts 02139 

Clinical experience suggests that adult survivors of childhood trauma arrive at their 
memories in a number of ways, with varying degrees of associated distress and uncer-
tainty and, in some cases, after memory lapses of varying duration and extent. Among 
those patients who enter psychotherapy as a result of early abuse, three general patterns 
of traumatic recall are identified: (1) relatively continuous and complete recall of child-
hood abuse experiences coupled with changing interpretations (delayed understanding) 
of these experiences, (2) partial amnesia for abuse events, accompanied by a mixture 
of delayed recall and delayed understanding, and (3) delayed recall following a period 
of profound and pervasive amnesia. These patterns are represented by three composite 
clinical vignettes. Variations among them suggest that the phenomena underlying trau-
matic recall are continuous not dichotomous. Future research into the nature of trau-
matic memory should be informed by clinical observation. :a 1994 Academic Press. Inc. 

INTRODUCTION 

The past 20 years have witnessed a profound transformation in public and 
professional awareness of violence in the lives of women and children. Today, 
an ample literature documents the high prevalence of sexual assault  in our  society 
and t nsiveness  of childhood physical and  sexual abuse (3)(6):  , 1984, 
1986; jc  198 (b)(6); et al., 1990; (b)(6); et al., 1987; National Victims; 
Cent  'Me a attentiOn has ensured widesread public awareness of these 
issues. Victim advocacy has realized important improvements in the professional 
treatme d feminist activism has helped to secure significant legal 
reform 1991 ;1(b)(6); (b)(7)(C) 1992). Many states, for exam-

 

ple, now low victims of childhood trauma to file charges once  they have 
achieved majority age (see, e.g., 19890)(6); (b)(7)(C) 1989) or have 
acquired new memories  or new uns ers  an sings of abuse experiences located in 

, 1991 rr.VAN• 11-t117  992). 
It is in the changing f newly secured victim rights that aggres-

 

sive challenges to victim credibility have received renewed attention among re-
searchers, clinicians, defense attorneys, and the general public. Recently, in a 
few highly publicized court cases child abusers have been convicted of crimes or 
held liable for damages for abuses committed in the distant past (e.g., California 

This article  is part of a special issue of this journal on the Recovered Memory/False Memory 
Debate, wittl(b)(6), (b)(7)(C) guest Co-Editor. 
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v. Franklin; Commonwealth of Massachusetts v. Porter). The Successful prosecu-
tion of these cases, and the possibility of new litigation, has prompted defense 
attorneys and some academic investigators to question the .accuracy, authen-
ticity, and forensic legitimacy of child abuse claims brought forward by adult 
complainants. (  

Of particular concern to these investigators is the phenomenon of delayed recall  
of traumatic childhood events following a period of full or partial amnesia. Th)(6).  I 
(1993a, 19931)), for example, has speculated that most if indeed not all delayedi 
memories of childhood trauma are confabulations inculcated by the suggestive 
power of self-help literature and the  leading questions of naive or unscrupulous 
psychotherapistst(6), (b)(7)(C) (1993) claim that the phenomenon of re-

 

pressed memory uipLy uv eAt and that delayed recollections of childhood 
trauma are fictions resulting from intense pressures placed on vulnerable patients 
by practitioners whom they label "recovered memory therapists." 

The confabulation hypothesis has several major flaws. First, and most impor-
tantly, it overlooks the evidence from documented cases in which the reports of 
adults who remembered childhood abuse after a period of amnesia have been 
independently confirmed by abundant evidence (Commonwealth of Massachu-
setts v. Porter, 1993). Second, it fails to explain how individuals might be induced 
to reconcile the contradiction between newly acquired but fictitious memories of 
childhood trauma with prior (and presumably more accurate) memories of happy 
family life. Although the power of theraPist suggestion is regularly invoked by 
proponents of the confabulation hypothesis, there is no evidence to suggest that 
psychotherapists have the degree of power and influence that would be required 
to produce this effect. Indeed, there is no empirical evidence to suggest that 
psychotherapy is a factor at all in the majority of cases of delayed recall. 

In the absence of convincing theory or systematic empirical evidence, those 
who advance the • •• • ation hypothesis rest their argument on the appeal of 
anecdotal report I kv-ntr‘ (1993a, 1993b), for example, cites a small number of 
high profile forens.c cases to posit a virtual epidemic of false memories and false 
allegations, which she attributes in turn to widespread psychotherapeutic manipu-
lation and an apparently hypnotic potency of the self-help book Courage to Heal 

10:;;T6),(b)M(6)  1988). Whatever research may ultimately reveal about the accu-

 

racy of traumatic recall and the authenticity of adult memories of childhood 
trauma, these generalizations go far beyond the reach of available data and cast 
a chill on serious scientific dialogue. 

In fact, aberrations in memory are central to the description and diagnosis of 
traumatic disorders. Symptoms diagnostic of post-traumatic stress disorder 
(PTSD) include, for example: intrusive recollections of traumatic events, night-
mares and waking state flashbacks in which salient aspects of the traumatic event 
are reexperienced, reenactment sensations, and both amnesia and hypermnesia. 
Like other PTSD symptoms, these disturbances of memory may be apparent 
immediately following the traumatic event or "after long periods of apparent 
adjustmentl 

ic  
i(b)(6); (b)(7)(C) 19 

Epidemic ogical and clinal studies have aocum8e7n).ted a high prevalence of 
PTSD among sexuall abused children and among adult survivors of childhood 
sexual abus b)(6), (b)(7)(C) 19 , (b)(6); (b)(7)(C) 1,, 1993). In addition, 
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early, prolonged and repeated abuse and abuse by a  primary caretaker have

li
b
9
e
8
e
6
n
;
 

associated with a long-lasting traumatic syndrome[(b)(6); (10)(7)(C) 
1992). Among survivors of severe and protracted child-

 

ood sexual a use, is syndrome has been found to include severe disturbances 
of memory and consciousness and complex dissociative reactions d(b)(6),  0

1
8
8
5
;
, 

199Q; , 198171(b)(6),(b)(7)(C) 98 
99 (b)(6), 1994b)(6): 1984(b)(6), _I 1992.) 

Criticisms i f clinical research associating amnestic phenomena and delayed 
recall with childhood trauma focus on the largely retrospective nature 
studies and on their reliance on largely unverifiable self-reports of childhood 
histories by the patients whose symptoms are being described0b)(6): 

o these

l

f

iand

 

(1987) found, however, that among a group of women incest survivors, 
remembered histories of childhood sexual abuse were, in fact indepen-

 

dently verifiable. In a recent prospective stud (b)(6): (1993) found that 38% 
of 129 women subjects evidenced varying degrees o amnesia for child sexual 
abuse incidents that had been documented 17 years earlier. 

It is our impression that amnesia, partial amnesia, and delayed recall are rela-
tively common factors in the clinical presentations of adult survivors of childhood 
trauma. The majority of these individuals do not enter psychotherapy solely or 
even primarily to acquire memories of an unremembered but suspected abuse 
history, however, but for help in understanding and managing the distress associ-
ated with memories already acquired. Some are hoping to contain a flood of 
newly intrusive and unwelcome remembrances; some are wanting to understand 
better the psychological impact of histories that are at least partially recalled; 
and some are wanting to give context, comprehensibility, and meaning to a bi-
zarre and troubling assortment of relatively new and longer-standing remem-
brances. Virtually all bring with them into psychotherapy a combination of long-
remembered and more recently recalled material. 

The position taken in this paper is twofold: first that traumatic remembrance 
(including delayed recall) is not an all-or-none phenomenon, but a complex and 
continuous one: and, second that clinical observation is a reasonable starting 
point for scientific inquiry into the nature of traumatic memory. One aim of this 
paper is simply to describe the variations in traumatic recall that are frequently 
witnessed in clinical settings by ethical, observant, and reliable psychotherapists. 
Another is to counter an increasingly .adversarial relationship between memory 
researchers who are relatively less familiar with clinical realities than they might 
be and clinicians who feel placed on the defensive by sweeping accusations of 
professional malfeasance. Toward these ends, this paper presents and discusses 
composite clinical vignettes drawn from adult survivors of childhood trauma cur-
rently being treated in our clinic. 

ADULT REMEMBRANCES OF CHILDHOOD TRAUMA: 
THREE CASE VIGNETTES 

Each year the client population served by The Cambridge Hospital Victims of 
Violence (VOV) Program includes a number of adults (62 in 1993) who report at 
least one instance of sexual or physical abuse before age 18. Among these pa-

 

b)(6);(b)(7)(C) 
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dents, three general patterns of traumatic remembrance can be identified: (I) rel-
atively continuous and complete recall of childhood abuse experiences coupled 
with changing interpretations (delayed understanding) of these experiences, 
(2) partial amnesia for abuse events, accompanied by a mixture of delayed recall 
and delayed understanding, and (3) delayed recall following a period of profound 
and pervasive amnesia. These patterns are illustrated by clinical vignettes drawn 
from the intake interviews and clinical records of several patients. 

Vignette Number I: Continuous Recall, Delayed Understanding 

is a 25-year-old single woman. She lives with two roommates in an 
apa men in Cambridge and is enrolled as a graduate student in a nearby 
university. 

Abuse history history includes a relative! 
11 whei tvorced. From that time (b)(6); 

in her. was 13 her (b)(6); (b)(6);(b)(7)(C) 
b)(6): 

beni n childhood until age 
showed little interest 

family and for a short 
time became WI primary adult companion. 
and thought o FrIEg "best friend " 
molesting her a most immediately. "At fi .  

remembers that adored (ion): I 
also recalls that 9Tf uncle bgan 
idn't know what was going on. I 

really liked him. I couldn't believe he would hurt me. By the time I did get it, I 
felt responsible—like it was something I was doing." The abuse occurred as 
often as twice a week and escalated when she was 14 to include a single incident 
of va inal intercourse. It ended shortly thereafter whe oved away. 

has seen (b)(6)  only intermittently since then  n r iosed the abuse, 
and never really thought of it as abuse: "I just felt ashamed and relieved that 
was gone." 

Continuity of recall' precipitants to delayed recall and delayed understanding. 
At age 2.511(b)(6): I reports that she "never forgot" abuse, but tha 
did succeed in not thinking about it for many ye . , a number of e 
have causern to recall and become increasingly preoccupied with the past. A 
few months ago (b)(6): ended a relationship with a ma (b)(6 had hoped to get 
closer to. Since en (b)( has wondered and worried abo eeming inability 
to tolerate sexual intimacy and closeness. Then, last mont learned fro 

103)(6): (b)(7)(C) had returned to the area and was asking abou 
wantrtny to attend a family reunion at whicir(b)(6); 

Of honot (b)(6): eports becoming "undone" by this news, reeling momentarily 
terrified and struggling to keeer distress tiititlf. 

Qualitative features of traumatic recall Sponse to these events is 
shocking go her. She  feels depressed, intense y nxious, is unable to concentrate, 
and has moments of "real rage.' 1r volatile emotional state and her preoccupa-

 

tion with memories of the abusëliave cause 
past. Todayrsir labels the experience abus 

Elie wonders if the rape is implicated inr difficulties 
itypTle  thinks about disclosing the abuse tV1rnv6) (hv7vG).Jbut feels overwhelmed 
when she imagines doing scrSe  does not Viez_warie, nor doee 
want to explaiEpr reactions t (b)(6),(b)(7)(C) 

to review and rethink the 
responsible. 

cy and sexual-
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Therapy goals/memory assessments_ At this point. (b); )(6  is  seeking psycho-
therapy

,.•
 to help her understand and repair the impact of the past on her current 

and future life. El aims are to contain and stabilize her runaway emotions, to 
make new sense of the past, and to think through the issue of disclosure. At this 
point, (!) (6); feels no need to uncover additional memories and no need to confirm 
the memories she has. Ejudgesfl  memories of the past to be - reasonably 
complete" and generally accurate. "I may not be able to tell you the exact day 

and date, but I do know what grade I was in, where we were, and what I was 
wearing the day (0 raped me.-

 

Vignette Number 2: Partial Amnesia, Delayed Recall, and 
Delayed Understanding 

 is a 34-year-old woman currently separated from i(b)(6) (h)(7)(c)I  of 11 
years, a sporadically violent man with  a long history (like herself) of polysub-

 

hire living temporarily with a friend who is about to leave the area (b)(7)(C) 
stance abuse. She is the mother of (b)(6),(b)(7)(C) a (b)(6), 

has been sober for 11 months. 
Abuse history. (117: —Idescribes herself as someone who "always gets involved 

with the wrong guy," She reports a series of abusive relationships beginning in 
junior high, and a history of alcohol abuse beginning in early adolescence. 
remembers growing up in a "sometimes close, sometimes crazy and sometimes 
violent home" in which "all hell could break loose if mom and dad were drink-

ing " kb)(6)- Ii has "always known" that she was sexually abused by 
Recently, however, she has begun to think more about the abuse and 

has recalled "stuff I'd really forgotten about." The abuse began after 
joined the army, on his first visit home. It occurred repeatedly thereafter. 

whenever he wai(b)(6); (b)(7)(C) The abuse ended when (b)(6): was "12 or 13" 
and began menstruating. "There was never any explanation. It just stopped. It 
was like it had never happened." 

Continuity of recalllprecipitants to delayed recall and delayed understanding. 

recollections of childhood are complex. She has relatively detailed recall 
for events up to age 8 or 9 but "real blank spaces after that." She also reports 
relatively complete recall from age 12 to age 15. Her memory after age 15 is 
compromised by her substance abuse but has improved with sobriety. And she 

has long-remembered aspects of her brother's abuse. Recently, however, 
learned that she was "only 9 years old" on PIIN/Al•imi-;vr; 'first visit home. "Some-

 

how, I thought  I was  older." Other details of the abuse had been forgotten, too. 
For example,  (b)(6); remembers, now, that the abuse began on a night wher(F.)(._6.)L. 
(b)(6); (b)(7)(C) [and fighting with one another. She was hiding in her room, 

frightened by the yelling and the violence. "He came into my.  room, held me, 
made me feel safe." On that night and other nightsl(b)(6):(b)(7)(c) lwould first soothe 
and comfort her and then plead with her to "be nice to him, too." "Later, he 
would act like he was mad and it was my fault." 

memories appear to have been triggered by a series of events: First, 
first left her marriage, i(b)(6); (b)(7)(C) stayed briefly with 

(b)(6), 

(b)(6); (b)(7)(C) 

111-11(61' 

TP.L. 

kb)(6). 

when 
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(b)(6); (b)(7)(C) I—reentering the home where the abuse took lace. It was here 
that she learned from her mother how old she was when joined the 
military. Second, 1(b)(6) (b)(7)(C) recently  had Vh)(R).(e)(7)(r 1  and "I sud-

 

denly saw how little 9 is." And, finally, tb)(6); hears in103)(6); (b)(7)(C) bppeals  for 
reconciliation "the same words, the same tone of voice" that 0)(6); 'would 
use to cajole her into complying with his sexual demands. 

Qualitative features of traumatic recall (13)(6); clinical presentation is com-

 

plex. On the one hand, she is able to recall in great detail (but with little in the 
way of affect) much of the violence that characterized her marriage and other 
relationships. She'd thought she had  fairly complete  recall of her childhood, too, 
and believed that she remembered 1(b)(6); (b)(7)(C)  abuse "fairly well." Now, she 
realizes that in fact she had forgotten altogether when and how it began and that 
she "lost" parts of her childhood from age 8 or 9 to age 12. Her newer memories 
are accompanied by considerable distress: intrusive recollections, disrupted 
sleep, feelings of sadness and despair, low self-esteem, and, in her words, 
"shock." "How can you just forget stuff like  this?" 

Therapy goals! memory assessments(b)(6);  h is less concerned with her memo-
ries of past abuse than she is with her  history of involvement  in abusive relation-

 

ships and with the task of  protectindh)(6), (b)(7)(C) and her sobriety in 
the future. As she recalls IMO); (b)(7)(C)  'abuse and reexamines the often violent 
and  alcoholic home  in which the abuse occurred, she wants "to make it different 
folm.0,1(7,(C) I is hoping that psychotherapy will help her maintain her own (b)(6), 
and /1-t\r/WO\  safety and acquire the self-confidence she requires. She believes that 
with sobriety, more memories of her childhood will emerge. Her goal is to be 
"ready to handle whatever comes up." She hr s not sonsTht ito  confirm her memo-
ries but has learned from an older sister that "" (" 7)(C)  ince "got in trouble" 
for molesting a cousin. 

Vignette Number 3: Profound Amnesia and Delayed Recall 

 is a 45-year-old married woman. She and her husband recently relo-

 

cated to the Boston area where she'd grown up.kb)(6), has two siblings and an 
aging paternal aunt in this area. She was referred to psychotherapy by a local 
psychiatric emergency service, where she appeared in a state of confusion and 
despair following a reunion with her sister, whom she had not seen for many 
years. 

Abuse history 1(b)(6)  _I is the youngest of three children raised by their father 
and two paternal aunts following their mother's untimely death wheial was 
4 years old. The aunts were  extraordinarily severe in their approach to punish-
ment and discipline. kb)(6):_  ecalls that she and her siblings were frequently beaten 
with belts and "other objects," locked in closets, blindfolded for long periods of 
time, deprived of food, and subjected to verbal assaults and humiliation. Their 
father did not engage in this abuse, but he also did not protect them. At some 
point in her childhood—"  maybe I was I0 or it, but maybe I was younger than 
that"—(b)(6); (b)(7)(C) began molesting her. Once the abuse began, it escalated 
to include oral, anal, and vaginal penetration and by the time she was 13, it 

(b)(6), 
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assumed violent and sadistic proportions. As far as c!:1.?;, -  know s now, the abuse 
continued until she ran away at age "15 or 16." 

Continuity of recalllprecipitants to delayed recall. When1=Jleft home, she 
cut off all, contact with her family. By the time she met and married her husband, 
she had - completely forgotten" the sexual  abuse. "I never forgot the beatings, 
though." Among the major precipitants to b)(6): remembrance of the sexual 
abuse are her return to the geographic area in which she was raised and her 
renewed contact with an older sister. It was while visiting this sister and hearing 
"one family horror story after another" that c!:'?c6L  began feeling extremely agi-
tated and fearful. That night, she was awakened with - re I • earns and for 
sever. *a afterward was flooded with memories of (b)(6), (b)(7)(C) abuse. Since 
then, (" 6); has spent a great deal of time with her sister and has confirmed many 
of her new memories. She has learned that her sister and brother were also 
sexually abused by (b)(6); 

Qualitative features of traumatic remembrance ,,f1,V7N/fn  remembrance of the 
cruelty which she and her siblings endured at the hands of their paternal aunts  is 
qualitatively different from her memories of sexual abuse by  (b)(6): The 
memories of physical abuse have long formed a part ofl(b)(6); wtobiographical 
narrative. She can recall when it began, how she felt at the time, how the children 
tried to - stick together," and how determined she was "to get away." When 
she discusses this abuse, she does so with sadness, but also with distance. It is 
in the past. Her strongest feelings are for the memories of her mother's illness 
and death—these are events that ushered in the abuse that was to follow. 

memories of sexual abuse are quite different. She feels no distance 
from those memories. She can suddenly feel frightened and overwhelmed. She 
has awakened from dreams  to experience  herself as a child again and her husband 
as the personification of (b)(61: She can recall intricate details of the abuse 
("like how he smelled and how he breathed") and yet cannot recall what led to 
what. She does remember now that as a child she would pretend to be asleep 
when her father entered her room. "I think I got good at it. I think I learned to 
believe it was a dream." 

Therapy goals, memory assessments. (3)(6),  is currently overwhelmed by her 
memories. She is aware now of her extraordinary ability to "put things away," 
"to forget," and of the fact  that these  new memories are leaving her feeling 
"very young, very afraid." ,1(13)(6); goals in therapy are "first of all to calm 
down," and later, "to try and make sense of things." She is unable to assess the 
completeness of her memories, is unsure about their accuracy, and at times 
doubts her own reality. She is unclear, still, about when and how her father's 
abuse began. Indeed, she is fearful that additional memories will simply cause 
her more distress, and she has no desire to seek additional confirmation of her 
memories. In fact, she tries hard, but without success, to avoid thinking about 
the past. 

DISCUSSION 

The clinical materials from which these vignettes were compiled suggest that 
adult survivors of childhood trauma arrive at their remembrances in a number of 

(b)(6), (b)(7)(C) 

(b)(6); 
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ways. They differ from one another on many dimensions, including the age at 
which the remembered events first occurred, the frequency, duration, chronicity, 
and degree of violence and violation which attended these events, the social or 
ecological context in which the abuse occurred and in which protection was or 
was not afforded, and in the recency, clarity, and confidence with which they are 
able to recall the abuse. Most are able to confirm salient aspects of their histories 
even though they are unable to recall other, perhaps equally salient, features of 
those same histories. 

Vignette Number I 

The patients represented by Vignette Number I report largely intact and contin-
uous remembrance of their abuse experiences. Some, hut not all, also report a 
much delayed understanding of their early experiences: a belated awareness of 
the abusive nature of the experience and a lifting not of the amnesia but of the 
veil of denial and minimization that enabled them to preserve secrecy and illusion. 
It appears that many patients who find themselves rethinking and reinterpreting 
a long-remembered past do so as a result of specific developmental or relational 
events. 

Vignette Number 2 

It is our impression that vignette number 2 is most characteristic of the adult 
survivors of childhood trauma who are seen in our clinic. Among these patients. 
the clinical presentation is mixed. It includes both newly recalled and continu-
ously remembered events and a mixture of delayed recall and delayed understand-
ing. The patients whose materials contributed to this composite generally re-
ported partial amnesia for particular time periods, especially for periods 
associated with the onset and escalation of abuse and for abuse experiences 
located in early childhood. Contemporary precipitants to delayed recall also in-
cluded developmental challenges and relational events. The content of newly 
recalled material often led to a review and rethinking of the remembered past 
and then ushered in new interpretations and delayed understanding of art abusive 
past. Often, these patients reported that their revised beliefs caused as much 
distress as their new memories. 

Vignette Number 3 

This vignette describes patients with the type of memory disturbance of con-
cern to Loftus (1993a, 19936). However, these patients do not conform in any 
other way to Loftus' generalizations. None of the patients represented in Vignette 
Number 3 had taken or anticipated taking legal action against an offender. All 
were less interested in uncovering additional memories than in understanding 
and containing the press of recently acquired memories. All reported severe and 
repeated sexual and physical abuse, beginning in early childhood and continuing 
into early adolescence. Many reported amnesia not only for the abuse that oc-
curred, but also for whole eras of development (e.g., early or middle childhood) 
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and whole categories of experience (e.g.. events inside the home or contacts with 
specific family members) as well. Most reported witnessing family violence as 
well, and many reported abuse by more than one perpetrator. 

False versus Genuine Memories of Abuse 

From our vantage point, characterizations of "false" versus "true" memory 
fail to capture the complexity of traumatic remembrance that is regularly wit-
nessed in clinical settings. Neither these vignettes nor the patients whose experi-
ences contributed to them fit such descriptions. Instead, the most apt character-
ization of the adult survivor is a person who arrives at adulthood with some, but 
not all, memories of the abuse intact, and who at some point in time begins to 
confront and rethink the past, blending new memories with earlier ones, new 
assessments with alternative ones, gradually constructing a meaningful and 
largely verifiable personal history: a history that is patently "true" though never 
complete and never wholly accurate in all detail. The process of discovering 
one's history is not an all or none event, but rather unfolds in a relational and 
developmental context accompanied by marked emotional and symptomatic 
changes. The veracity of the history does not hang on the accurate and detailed 
recall of specific events. The development of a complete narrative often includes 
a search for confirmation of facts and verification in the remembrances of others; 
however, the timing and circumstances of this verification process are idiosyn-
cratic and highly variable. 

Precipitants to Delayed Recall and Delayed Understanding 

Clinical observation suggests that memories of childhood victimization—and 
reinterpretations of childhood events not originally understood as abusive—may 
resurface unexpectedly when lifecycle changes introduce new relational de-
mands. The adult survivor may begin to recall a history of childhood trauma upon 
entering or ending an intimate relationship, for example, Memories may start to 
break through in the form of flashbacks or nightmares when the survivor gets 
involved in a sexual relationship, marries, or has a child. Delayed recall may 
occur when another victim of the same perpetrator discloses the abuse or when 
an aging perpetrator falls ill and expects his victim to care for him. It may be, of 
course, that virtually all remembrances are, in fact, instances of delayed recall 
and that delayed recall of traumatic events differs from normal memory not in 
its temporary absence from conscious awareness, but in the painful reexperienc-
ing of the trauma itself and in the often bizarre and fragmentary nature of the 
memory. 

Psychotherapy with Adult Survivors of Childhood Trauma 

The case vignettes presented here are illustrative not only of the type of trau-
matic remembering that is witnessed in clinical settings, but also of the kind of 
issues that typically prevail in clinical work with trauma survivors. Most patients 
who enter psychotherapy for help in dealing with a traumatic past do so because 
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of what they do remember and not because of what they do not. Many enter 
psychotherapy after years of silence and secrecy, not after years of amnesia. 
They are hoping to better understand the impact of a long-remembered past. 
Others. like Carol in vignette 1, may find themselves newly preoccupied with 
long-remembered events and feel stunned by their extreme emotional reactions 
to new understandings of these events. They enter therapy for help in managing 
their distress, for assistance in absorbing and "metabolizing" their new under-
standings, and, sometimes, for help in resolving the issue of family disclosure. 
Still, others, like Sarah in vignette 2 and Emily in vignette 3 have acquired new 
memories that are deeply troubling. While these new memories may indeed be-
come a focus of psychotherapy, psychotherapy is not the source of the memories. 
When clinicians work with trauma survivors who are experiencing distress as a 
result of traumatic remembrances, the work typically involves the containment 
of runaway affect and help with stabilization of functioning, not an archaeological 
search for more in the way of traumatic recall. Contrary to the portrait of clinical 
work with trauma survivors being promulgated by the popular press and the false 
memory literature, the aim of clinical exploration of the traumatic past is neither 
to uncover more and more horror, nor to assign blame and responsibility for adult 
life to others, but rather to help the adult survivor name and assign meaning and 
comprehensibility to the past. to facilitate the integration of traumatic remem-
brance into an ongoing personal narrative, and to help the patient grieve the past 
and be freed of it. 

Future Research 

Clinicians familiar with traumatic disorders emphasize the role of memory re-
trieval in a multidimensional recovery process and  the danger inherent in are-

 

mature or  poorly paced traumatic recall (
tb)(6); 1993). To date, however, neither the phenomenon of delayed recall of 

992; 003)(6), (b)(7)(C) I  & 1)0);  

traumatic memories nor specific approaches to memory work with trauma survi-
vors have been subjected to systematic study. Required catalysts for these inves-
tigations are inquiries into the psychological mechanisms, biochemical mediators, 
and neurological substrata of delayed recall, on the one hand, and, on the other, 
conceptualizations of normal and traumatic memory that can facilitate collabora-
tive inquiry by basic researcher and clinical investigator. 

Three sets of issues raised by the phenomenon of delayed recall should be 
distinguished and considered separately. The first set of issues is forensic in 
nature and has less to do with what is "true" of a remembered past than with 
considerations of due process and the weight that ought be granted evidence 
brought forward as delayed recall. Should these memories be considered in the 
same manner as any other testimony? Ought they be supported by other forms 
of evidence? How should judges and jurors understand and make use of the 
research on confabulation, suggestion, and the fallibility of human memory? 

The second set of issues focuses on the nature of clinical practice with adults 
who are reporting or wondering about an abusive past. What should psychother-
apy with remembering adults look like? Should clinical practice with patients 
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who have long-remembered histories differ substantially from practice with pa-

tients who report newly acquired memories of abuse? How ought the therapist 

respond to patient speculations about the past? What is leading? What is not? 

How often is psychotherapy the sole or even the primary source of delayed recall? 

Flow widespread is therapist manipulation of patient recall? How suggestible are 

trauma patients? Is verification of an abuse history clinically necessary? If so, 

why? If not, why not? 
A final set of questions are central to memory research. These concern the role 

of strong emotion in the encoding, storage, and retrieval of emotionally laden 

material. How does traumatic memory differ from normal memory? Does the 

emotional arousal characteristic of traumatic exposure heighten the probability 

of a deeply engraved memory? Might it instead have a disorganizing effect and 

actually interfere with memory storage? If traumatic memories are indeed in-

delibly stored at the point of exposure, then why and how do they get lost? How 

and under what circumstances are they retrieved? 
Clinical observation is a reasonable and valid starting point for the scientific 

exploration of these issues. An adequate theory of human memory cannot ignore 

or dismiss clinical observations. On the contrary, a science of memory must be 

able to account for the aberrations of memory and consciousness repeatedly 

witnessed by ethical, reliable, and observant clinicians. Similarly, effective treat-

ment of these phenomena can and must be informed by basic research. 
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Principles of Practice with Remembering Adults 
(b)(6); (b)(7)(C) 

[lie Cambridge Hospital 

A colleague of minet recently likened the memories of trauma survivors to scrapbooks: 

scrapbooks containing page after page of snapshots and mementos of events long past. Some of 

these scrapbooks are crammed full with pages of crystal clear images. In others, many images --

even whole series of images -- are missing or are clearly our of order. Almost all contain some 

images that are ripped and torn, constituting only fragments of events once carefully recorded. She 

contrasted these "scrapbook memories" to the "moving pictures' that seem to comprise normal 

memory. The striking thing about scrapbooks, of course, is that whether complete and well-

ordered or disorganized and incomplete, they ultimately contain static images only. Unlike 

"moving pictures", they do not capture what leads to what and what follows from what. They do 

not express causality and they do not reflect the dynamic context which gives comprehensibility 

and meaning to captured moments. They give clues to the past. They offer some documentation of 

it. But they do not tell the story, whatever the story may be. 

In fact, most trauma survivors arrive at our offices with an uneven assortment of both 

scrapbook images and moving pictures. Some eras of their lives are richly and dynamically 

recalled. Others are available as fragments only and still others seem not to be available at all. The 

characterization does emphasize, however, what many of us who work with trauma survivors have 

come to believe is true, namely, that traumatic memory is somehow different from normal memory 

and that knowing something about the difference is important to our work. My remarks today 

focus on the clinical challenge of working with adult survivors of childhood trauma, and 

particularly with those who wish to recall and make meaning of the past. Three sets of questions 

have helped to organize my thoughts and, upon examination, have suggested a few guiding 

principles for memory work with adult survivors. 

The first set of questions asks: what do clinicians need to know about normal memory as 

they begin to deal with traumatic memory? That is, what ought the practicing clinician know about 
(b)(6); (b)(7)(C) 



Principle!, of PlittIce with Remembering Adults 
Page 2 

basic memory research? Can this research inform clinical practice? And, what do clinicians hare to 

contribute to the researcher's understanding of traumatic memory? 

Research Into the nature of human memory has been and remains a dominant field ol 

inquiry in psychology and in the behavioral sciences generally. A thorough review of menio, y 

research is Well beyond the scope or this presentation -- and well beyond the competence of this 

presenter. Among the many topics of interest to memory researchers, however, are some which I 

believe can inform understanding of the kind of remembering that clinicians often encounter ill Old I 

work with trauma survivors. These topics detive front the recognition that human Mentor y, k, I it si 

of all, selective, and secondly, constructive (or more precisely, reconstructive) in nature. 

We do not recall everything that happens to us. Instead, the brain selects from what menus y 

researcheif-htiterivicettrgh (1990) has called "a continuous cascade of sensory events" what it will 

hold for later recall and what it will relinquish. Among the memories selected for remembrance are 

those which will be held for a brief tittle only and others which will find their way into long-Leon 

storage. It is these memories that, when chained together In comprehensible ways, will be available 

to recall later on In lire. It is these memories that enable us to reconstruct our pasts, to create km 

ourselves narrative and meaningful histories. 

What factors determine the selection process? How does the brain choose today (lie 

building blocks or our future constructions? one Important factor is attention. We tend to 

remember what we have willingly or unwillingly attended to. Those events and images that take 

center Stage In our consciousnesses seern to be encoded and recorded differently than those which 

are wholly or partially peripheral to the command performances of central events. Later, the events 

which command our attention today will serve as clues to our remembrances and will enable us to 

recall, embellish and contestualize the tea The process saves us from remembering everything 

and ensures that our brains will generally give favor to the storage of significant over insignificant 

events. 

Put what directs our attention to some things and away from others? What enhances one 

rementbtattce of the significant over the Insignificant? Many factors -- advance planning, the use of 

various mnemonic devices, practice and, of greatest relevance to us here, emotion. Take this 

example: 
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In preparing for this conference most of you in the audience today have selected in advance 

which experiences you will expose yourself to and which not. You have assigned priorities to 

these choices and as you execute them you are directing your attention to some things rather than 

others. Some of you may be taking notes on what I say, ensuring that some ideas will be recorded 

not only in your nervous system as I speak, but on paper as well, so that you can later review and 

mentally "practice" these ideas. Others of you are listening in ways that serve your selective 

remembrance. Fine. Through various acts of will and behavior you are directing your attention and 

willfully choosing future memories. But, what will happen to your attention and thus to your 

remembrance of this moment if someone yells "fire" or if your beeper goes off or if an argument 

with someone you care about intrudes upon your awareness? Then, your attentional plans will go 

awry and both your attention and your remembrances will be influenced by your emotional state. 

A third attribute of memory, then, is that of emotionally assigned significance. As 

events impinge upon our consciousness, the brain assigns significance to some events even as it 

denies significance to others. While attentional factors operative at the moment of experience are 

mighty contributors to the process, they do not tell the whole story. Emotional states persisting 

beyond the moment of experience can, it seems, actually enhance significance. Thus it appears, 

that as human beings we tend to store in our memories that which is emotionally meaningful to us 

and to leave behind (or at least store less Firmly) that which  is not.  /.  
For the past thirty years, memory researcher(b)(6), (b)(7)(C)  (1990) and 

'  
University of California at Irvine have been inquiring into the biochemical and neurological 

processes underlying memory and remembrance. They have found that stress responsive 

neurohormones released into the brain at the time an event occurs operate in its aftermath to 

enhance the brain's consolidation and storage of emotionally-laden events. For clinicians, this 

ork provides convincing evidence: first, that emotional states influence and then conspire with 

ttentional processes to determine what is stored, secondly, that felt emotions and their 

eurological substrates influence what is and is not remembered, and, finally, that the emotional 

ne how w how 1 it may be remembered.rrhe study of 

motional memory -- or more precisely the study of emotion's role in the storage, consolidation 

and retrieval of remembered events -- offers a starting place for the badly needed study of traumatic 

(b)( 
colleagues at the 

termath of an event 
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memory. 

And, what of traumatic memory? How is the horrific stored? How and to what end is it 

recalled.? Why is it that traumatic memories recede from awareness at one point in a person's 

history only to intrude unbidden upon the consciousness at another. And, how is it that these 

intrusions can function as such powerful determinants of behavior and perception even when they 

do not lend themselves to constructive remembering.? If the material is so firmly stored, how and 

why can it get lost? How is it that the brain can accomplish the "knowing and not knowing" of the 

same event? 

The study of traumatic memory is a new and fascinating area of investigation, with much 

more unknown than known and with many unanswered questions awaiting serious study. 

Clinicians have much to learn from the research to date -- and a great deal to contribute to further 

study. It appears to many of us that greater knowledge of the ways in which attentional processes 

interact with emotional states will ultimately provide the keys to a fuller understanding of traumatic 

memory. Many of us in the traumatic stress studies field believe that it is likely that traumatic 

memories are acquired in a psychologically and biochemically altered state of consciousness: a state 

induced by the emotional extremes of terror and dread, characterized by a great narrowing and 

rapid shifting of attentional focus, and further modulated by wild oscillations in post-event 

emotional status. Memories of terrifying events seem not to he encoded, stored or retrieved in the 

same way as ordinary memories. Instead, they take the form of intense, often fragmentary, images 

and sensations, experiences disconnected from a comprehensible narrative context. Traumatic 

memories seem to be extremely accurate and detailed in some respects, but fragmentary and vague 

in others. 

Think for a moment of a rape victim, combat veteran or child about to be victimized by 

physical or sexual violence. In one instant, she or he may recognize great danger and in a state of 

tenor focus narrowly on the eyes of a perpetrator, the location of a doorway or the shifting 

whereabouts of a weapon. For this moment, these images will be the most significant. The next 

instant, however, may entail a complete collapse of coping capabilities, a dreaded recognition of 

inescapable harm and a desperate directing of attention away from the source of harm to anything 

that will distract from the awareness of pain or enable escape through dissociation. In this moment, 
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the intense light of a candle, the steady drip of water from a faucet, a crack in the ceiling or a 

pattern on the wall may command attention and achieve significance. In the aftermath of traumatic 

exposure, the individual's emotions may swing wildly -- from a state of continuing terror to 

feelings of powerlessness and shame, and finally to those of anger and rage. As these shifting 

combinations of attentional foci and emotional state impact upon the brain's selection and encoding 

of events -- and upon its determination of significance -- the result will be a strange and 

disorganized storehouse of vivid but seemingly unrelated details combined with an unpredictable 

presence then absence of contextual surround. These are the kinds of memories that many of our 

patients bring to us. These are the "scrapbooks". 

When memories formed this way disappear and then resurface, they grab hold and don't let 

go. Years after a traumatic event has occurred, intrusive remembrances of that event and disturbing 

associations to it can come to dominate a survivor's daily life. Why? How? Relating their clinical 

studies of Vietnam combat veterans and the experiences of other trauma survivors, to the U.C.I. 

 
 

 

(b)(6); (b)(7)(C) 

 

research by 11(b)(6);  and colleagues, 1992) from the New 

Hampshire V.A. Center suggest that traumatic events stimulate the release of excess amounts of 

stress-responsive neurob.orrnones at the time of their occurrence, creating a biochemical bath that 

'fixes' the images of traumatic events deeply in the brain. These neurohormones act in the 

aftermath of a traumatic event to bring about an over-consolidation of the memory trace, producing 

a deeply engraved memory that later manifests itself as durable intrusive recollections and 

distressing associations. The aim of psychotherapy post-trauma, they suggest, is to help the 

survivor revisit the traumatic past in a way that alters the way the memory is stored -- i.e. adds new 

information to the associative connections already formed or decreasees the hold the memory 

continues to have on contemporary consciousness. 

How and why these deeply engraved memories get buried and then resurrected is puzzling 

to clinician and memory researcher alike. It appears that when terrifying events occur over and over 

again, the brain apparently can and will perfect its dissociative capacities, biochemically holding 

significant aspects of the events even as they are substantively forgotten and are temporarily lost in 

an amnestic fog_ Thus, partial or even complete amnesia is common in the clinical presentation of 

trauma survivors, (including child survivors of sexual and physical abuse), as is delayed recall. In 
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a recent study by14;b)(6), (b)(7)(C) for example, approximately 30% of the adult survivors of 

documented rnses of child sexual and physical abuse had largely forgotten significant aspects of 

the abuse experiences that once brought concerns for their well-being to the attention of court and 

social service agency. 

Except to note that the retrieval process seems to be triggered by rather idiosyncratic 

connections between contemporary events and stimuli and earlier ones, we are a long way from 

understanding the process of delayed recall. However, many of us who work with adult survivors 

of childhood trauma suspect that when the abuse has occurred in a relational context, the retrieval 

cues or "triggers" are relational as well. Among adult survivors, for example, memories of abuse 

by caretakers and family members frequently begin to surface when the survivor is in her/his 

twenties or thirties, in the context of an intimate relationship. Memories may start to break through 

in the form of flashbacks or nightmares when s/he gets involved in a sexual relationship, for 

example, or when s/he gets married, or has a child, or when her child reaches the age at which s/he 

was first abused. Delayed recall may also occur when the victim achieves economic independence

 

. 
from a perpetrator, or when another victim of the same perpetrator discloses the abuse. In 

Massachusetts, the case of Father Porter provides a recent example of this phenomenon. 

In recent years, and largely as a result of feminist action for legal reform on behalf of 

victims, a few adult survivors of childhood trauma have successfully pursued civil and criminal 

actions against perpetrators, offering testimony at least partially based on delayed recall of the 

abuse. With these successes have arisen new questions about the credibility of victims and the 

suggestibility of women. 

Thus, a second set of questions deserving some attention today concerns the so-called false 

memory debate. What is the false memory debate about? Why is it upon us now? What in fact is 

the likelihood that a sigmficant number of adult claims of childhood trauma -- and particularly those 

based on delayed recall -- are largely or entirely false? What is the clinical significance of the so-

called "false memory" debate? 

The debate: For many years, a number of academic researchers have documented the 

fragility of normal memory and the remarkable malleability of eye witness remembrances of events 
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known to have occurred2  . Recently, some of these researchers have begun to generalize from 

laboratory studies concerning the fragility of normal memory to the reliability of traumatic memory. 

Of particular concern to at least some of these researchers is the phenomenon of delayed recall of 

childhood trauma following a period of full or partial amnesia. Concerned, in particular, that such 

recall not be given undue or unfair forensic weight in criminal and civil actions against an accused, 

these researchers have speculated that delayed memories of childhood trauma may arise not in the 

actual life histories of adult survivors but in the heightened susceptibility of distressed and unhappy 

women to hypnotic suggestion and in psycholo ical m pulous  

ychotherapists. rid, among these researchers, are those who, like Elizabeth Loftus (1992, 

1993), have Joined with members of the False Memory Syndrome Foundation to posit a distinction 

between false and genuine memories of childhood trauma The False Memory Syndrome 

Foundation is a private, non-profit lay organization of middle and upper middle class families who 

deny their adult daughters' claims of childhood sexual abuse. 

Two things need to be said, I think. First of all, there is no such thing as a "false memory 

syttdrome". There is psychosis; there is hallucination and delusion, there is confabulation, and 

there is outright lying and malingering. There is also bad clinical practice3. There is, however, no 

"false memory syndrome" and no evidence to support the proposition that such a syndrome --or a 

"genuine memory syndrome" for that matter --ought be placed in our DSM-IV lexicon of 

psychiatric diagnoses. That's point one. 

Secondly, and this point is more important 1 think, dichotomous characterizations of human 

experience are seldom, if ever, accurate and seldom, if ever, helpful. They do not offer useful 

understandings of complex psychological phenomena. The "false" versus "genuine" 

characterization of traumatic recall is no exception. Human beings are far too complex-- as are the 

processes by which they select, store, retrieve and make use of their histories -- to warrant such 

characterization. 

At the Cambridge Hospital Victims of Violence Program, we are currently conducting a 

2  See the May, 1993 issue of the Virnrin9n PsyclinIrvilsi for a review of this work. 
3  Little evidence, though, that non-oredentialled, 'grass-roots' practitioners are the primary culprits of poor 
practice. 
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chart review study to learn something about how our patients talk about their memories for past 

abuse. It appears that adult survivors of childhood trauma arrive at their remembrances in a number 

of ways. Some have always remembered what happened to them and have never forgotten many 

salient details of their experience. Others are shocked and overwhelmed by the surfacing of long-

forgotten events, seemingly blocked from awareness for years. Most fall between these poles. 

They differ from one another on many dimensions, including: the age at which the remembered 

events first occurred, the frequency, duration, chronicity and degree of violence and violation 

which attended these events, the social or ecological context in which the abuse occurred and in 

which protection was or was not afforded, and in the recency, clarity and confidence with which 

they are able to rechil the abuse. Most of the childhood trauma survivors seen in our clinic are able 

to document and confirm salient aspects of their histories even though they are unable to recall 

other, perhaps equally salient, features of those same histories. 

These individuals and their experiences cannot and ought not be grouped into the categories 

implied by a dichotomous characterization of traumatic memory. Needed instead, is a description 

which captures the rich continuum of possibilities and which emphasizes likely realities over much 

rarer possibilities. Needed, as well, are conceptualizations of normal and traumatic memory that are 

freed from the polarizing acrimony of a largely forensic debate. Ultimately, this debate is 

concerned neither with the truth, nor with the falsity of patient remembrances, but with the weight 

that ought be granted memories brought forth as evidence in a court of law and with the degree of 

credibility that ought be extended to survivors and the therapists who work with them. It has little 

to do with either scientific or clinical consideration of truth. From my vantage point, the debate is 

really a red herring: on the scene as a social and forensic issue, not as a useful source of insight 

into either the complex nature of traumatic memory or into the equally complex role of 

psychotherapy with remembering adults. 

Before turning next to a discussion of memory work with adult survivors, let me draw 

from the review thus far a few working principles for clinicians who want their work with trauma 

patients to be informed by memory research. See tables I and II on the following pages. 

Now, to questions about the clinical work. "What does "memory wore with trauma 

survivors entail?" Specifically, what ought we be doing in our fifty minute hours to help patients 
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recover and making meaning of their pasts? How important (and how likely) Ls "total recall"? How 

important is accuracy of recall? When do we encourage patients to actively search for images and 

details of the unremembered past and wizen do we discourage it? What does memory work look 

like over the course of treatment and recovery? And finally, what is our role and what are the limits 

0/ role in the patient's remembering process? 

At The Cambridge Hospital Victims of Violence Program a "stages by dimensions" 
(b)(6), (b)(7)(C) 1993) view of the recovery process guides our clinical work and 

provides a theoretical framework for memory work with adult survivors. Within this framework, a 

multi-dimensional definition of recovery (b)(6);  1994; 
.7b)(6); (b)(7)(C) 

7)(c) 1991) organizes our (b)(  

understanding of treatment outcome goals and a stages of recovery model describes how clinical 

work with trauma survivors progresses through each of three recovery stages  

 

1992). 

  

Among the recovery criteria described by this framework are three which consider the role 

of memory in recovery. The first of these is that the patient acquire New or Renewed 

Authority over the Remembering Process. Traumatic memory is remarkable for the control 

it assumes over daily life, turning that life into a literal minefield of disturbing associations, 

unbidden intrusions and amnestic gaps that render the intrusions incomprehensible. The aim of 

psychotherapy with trauma patients is to change the balance of power between the survivor and her 

memories: to enable her to recall or not recall the events of a distant past, as she chooses, and to 

know that she can reach into a rich storehouse of remembrances and select what to look at now. 

Part of the work is to assure that whatever may have been stored at time one is made available for 

voluntary remembrance at time two. Another part of the work is to place once fragmented and 

incomprehensible images into a narrative and associative context that adds meaning to these 

remembrances even as it deprives them of their post-traumatic hold. 
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PRINCIPLES OF PRACTICE 

WITH REMEMBERING ADULTS 

I. Emotional Memory 
CIOCICIppaCipa0aMela00.ociaaaniociOUP=0“10000000 

Principal One:  

Memory is selective and constructive. 

Memories are therefore never complete, never wholly accurate. Clinical work 
with patients should not have either of these as outcome goals of treatment 

Principle Two:  

Attentional processes direct the acquisition and storage of memories. 

h is likely, then that patients will be able to recall events and images that once 
commanded their attention 

Principle Three:  

Emotional states influence attention and continue to enhance the storage of significant memories. 

It is likely, therefore, that events accompanied by strong emotion will be stored 
and avail able for later tememb ranee. 
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PRINCIPLES OF PRACTICE 
WITH REMEMBERING ADULTS 

II. Traumatic Memory 

Principle Four  

Traumatic events entail extreme attentiorial and emotional demands. 

It is likely that salient aspects of traumatic events will be stored and can be remembered. 

Principle Ewa 

Traumatic events, though stored for remembrance, can elude even as they intrude upon conscious 
awareness. 

Thus, flashbacks, dreams and unbidden intrusions of traumatic memories often 
appear void of context and meaning. The patient's task is to bear the intrusions 
in a way that serves the constructive process of full remembrance. 

Principle Six 

Traumatic histories can be known. 

From these elusive and intrusive fragments can come order and comprehensibility. 
The clinical work is to facilitate the process and create a safe context for it. 

Principle Seven:  

Partial amnesia, delayed recall and association in the face of imminent and/or repeated harm are 
common in the psychological presentations of trauma survivors. 

These phenomena pose challenges to the clinical work, but need not impede it. 

Principle Eight: 

Traumatic recall can be healing and it can retraiernatiz 

When healing, the remembering process will accomplish a transformation of vivid 
but often fragmentary images into the stuff of narrative history. This is the clinical 
challenge. 

Cieee...[IMOOn. 00000000000000000 =0=== 00 
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A second aim of memory work with trauma survivors is the Integration of Memory 

and Affect All of us have seen in our offices, patients who arrive with detailed recollections of 

horrific events, one after another. They can relate the stories of these events in great detail, and yet 

convey nothing in the way of affect about these events. We have also seen those patients who 

cannot make sense of their night terrors and dreams, who can relate terrifying fragments of 

something and yet make no sense of the fragments. The work in therapy is to bring about an 

integration of these often polar experiences: to place traumatic remembrance in an affective as well 

as a narrative context. The recovered survivor will feel her or his history. Some of the feelings will 

mirror those which accompanied the original trauma -- terrifying events will be remembered with 

some remembrance of the fear, violations will be remembered with some of the anger and rage. 

Equally important, however, is that these memories will be associated with feelings in the here and 

now. The survivor who recalls her terror and fear may now feel anger or sadness as well. The 

combat vet who banished his fear from awareness will revisit that Fear and come to feet sorrow and 

regret for what then followed from fear. The point of the work is not a reliving of the past but a . 

contextualizing of it. 

A third sign of recovery in this model is that of Meaning-Making. By this we mean that 

survivors will in their recovery process come to know not only more of what happened, but also 

something more about why, how, when and where it happened. They will find in their review of 

the past the kind of context and flow of events that we believe can transform traumatic memory to 

normal memory. They will be able to acknowledge and grieve what happened and they will be able 

to leave it behind. They will be able to approach the future with some kind of self-affirming. life-

affirming understanding of their history. Making meaning of the past is for each survivor deeply 

personal and psychologically grueling work. The clinician's role in the process is not to shape it or 

impose upon it our own understandings of things, but rather to bear witness to it. 

In our view, clinical work towards these outcomes progresses through a series of 

identifiable stages. Each stage entails a particular kind of work. Early in recovery, the overarching 

aims are those of safety, stabilization and self care. Here, the memory work focuses on 

containment of the traumatic material, establishing distinctions between past and present events and 
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fostering skills for managing the symptoms of traumatic memory. 

The second stage of treatment begins when safety has been reliably established and when 

the patient's investment in daily functioning is secure. The therapeutic work turns decidedly inward 

and often entails an intense exploration of the past. In seeking authority over the remembering 

process, the survivor will begin to fill in the amnesic gaps and draw connections between things 

felt and things remembered. 

The final stage of recovery involves the safe embrace of a relational existence. The active 

pursuit and integration of the past gives way to emphasis on the present. The work may involve a 

deepening of one's capacity for intimate connectedness, a renegotiation of those family 

relationships that can be repaired and/or a final grieving of those that cannot. 

Within this framework, the single most likely or most apt characterization of the adult 

survivor is of someone who arrives at adulthood with some, but not all, of her memories of the 

abuse intact, who at some point in time (often associated with a clear precipitant and typically in a 

state of considerable distress) begins to confront and rethink the past, blending new memories with 

earlier ones, new assessments and explanations with alternative ones, and gradually constructing a 

meaningful and largely verifiable personal history: a history that is patently "true" though never 

complete and never wholly accurate in all detail. The process of discovering one's history is not an 

all or none event, does not hang on the accurate and detailed recall of specific events and is seldom 

accomplished without a search for confirmation of facts and verification in the remembrances of 

others. As clinicians, we need to remember that our work-- and indeed our privilege -- is at once 

deceptively simple and tremendously complex. And that is to listen and to bear witness: first, to 

horror of victimization, then to the agony of survivorship and finally, to a recovery process that 

requires that our patients do what we cannot for them -- i.e. to make sense of the senseless and 

place the past in the past. 
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(b)(6), (b)(7)(C) 



who were single or unemployed or had a drunken-
ness arrest were more likely to attend AA meetings. 
AA was apparently injecting some companionship 
and sense of purpose into lives, that would otherwise 

isolated and aimless — further evidence that a 
-ajor function of self-help groups is to provide an 

antidote to loneliness and a substitute community 

.10 .r.vos ri  
(b)(6); (b)(7)(C) 

Disorders: A Task Force Report of the American Psychiatric Asso-
ciation. Washington, D.C.:American Psychiatric Association, 1989. 

(b)(6); (b)(7)(C) 

INSIGHTS 

The False Memory 
Debate: Social Science 
or Social Backlash? 

(b)(6); (b)(7)(C) 

(b)(6), (b)(7)(C) 
Tn. the last issue presented 

;keptical view of delayed memories of childhood 
.e.xual abuse. A response follows. 

Over the past 20 years public and professional aware-
ness of sexual victimization has dramatically 
increased. As recently as the 1970s, rape was con-
sidered rare and incest was regarded as a universal 
taboo. Popular and professional literature routinely 
questioned the character of victims and disparaged 
the credibility of women who made claims of as-
sault. Today the high prevalence of sexual violence 
has been extensively documented. Attention from 
the mass media has insured widespread public aware-
ness of the issue, and feminist activists have secured 
significant legal reforms on behalf of victims. 

Because most child victims do not disclose sexual 
abuse while they remain under the authority of 
their abusers, some states have extended their statutes 
of limitation to allow adult survivors legal redress. 
Some of these reforms permit action by survivors who 
experience delayed recall of the abuse after a period 
of full or partial amnesia. A few highly publicized 
cases have been decided in favor of adult survivors. 

In the wake of these decisions, and in anticipation 
'future cases, a debate has arisen about the proper 
alance between victims' rights and due process of 

law. Under the high standard of evidence required 
by due process, the credibility oftestimony based on 

delayed recall has been challenged. Academic re-
searchers who study normal memory in volunteer 
subjects have been asked to generalize from labora-
tory findings to the clinical realm of psychological 
trauma. They have questioned the veracity of de-
layed memories of childhood sexual abuse and 
speculated on the possibility that these memories 
might be fictions inculcated by naive or manipula-
tive psychotherapists. 

The notion that therapists can implant scenarios of 
horror in the minds of their patients is easily ac-
cepted because it appeals to common prejudices. It 
resonates with popular fears of manipulation by 
therapists and popular stereotypes of women as 
irrational, suggestible, or vengeful. It appeals to the 
common wish to deny or minimize the reality of 
sexual violence. In actuality, false claims of child-
hood sexual abuse are demonstrably rare, and false 
memories of childhood trauma are no doubt equally 
so. The evidence comes from epidemiological re-
search, investigations of sexual abuse reports, and 
studies on the nature of traumatic memory. 

Several independent large-scale studies have docu-
mented the nature and prevalence of sexual assault 
.in the United States. In these studies trained inter-
viewers have obtained detailed information from 
large community samples of adult women, reveal-
ing that rape, incest, and childhood sexual abuse — 
defined in accordance with prevailing law — are 
common  experiences.  The best study, by the sociol-
ogist  rb)(6): (b)m(c)  1 indicates that one girl in three 
is sexually abused by age 18, one in four before age 
14. Most abusers are known and trusted people in 
a position of authority over the child. Many are 
family members. This abuse is vastly underre-
ported, because offenders usually succeed in 
silencing their victims. Probably less than 10% of 
child 'sexual abuse Cases come to the attention of 
protective agencies or police. 
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The consensus of researchers is that false com-
plaints by children are rare, in the range of 2-8% 
of reported cases. False retractions of true com-
plaints are far more comro.on, especially when the 
victim is insufficiently protected after disclosure 
and therefore succumbs to intimidation by the per-
petrator or other family members who feel that they 
must preserve secrecy. 

Since most child victims are silenced, disclosures of 
sexual abuse usually come from adults who report 
what they remember having undergone earlier. 
Their stories usually resemble those of child vic-
tims who speak out. We know of only one study 
directly addressing the question of whether these 
adult memories can be verified. Working with 53 
female patients in group therapy, most of whom 
reported delayed recall after a period of partial or  
com lete amnesia, 10)(6), (b)(7)(c)  

ound that the majority (39, or 74%) were 
able to obtain independent corroborating evidence 
for the abuse. In some cases their stories were 
confirmed by other fa rni  ly members or other victims 
of the same perpetrator. Some found physical evi-
dence such as pornographic photographs or diaries. 
In several cases the perpetrators unapologetically 
admitted their actions, and a few even tried to 
renew the sexual contact. Five women (9%) found 
evidence that was strongly suggestive but not con-
clusive. Six (11%) did not try to oonfirea their mem.ories. 
Only three (6%) could not find any supporting evi-
dence. Although more research is needed, these 
results suggest that delayed recall of sexual abuse 
is as verifiable as any other form of disclosure. 

Traumatic memory is a new field of investigation. in 
which there are many unanswered questions. Clin-
ical experience shows that these memories are 
formed in an altered state of consciousness induced 
by terror. The focus of attention is greatly nar-
rowed, the surrounding context falls away, and 
certain details of imagery and sensation are deeply 
engraved. Such memories seem to be extremely 
accurate in some respects; for example, an adult 
may give a detailed description of the wallpaper in 
a room in which she was raped, even though she 
has not seen the room since the age of five. In other 
respects, such as time sequence, traumatic memo-
ries may be fragmentary and vague. But these 
flaws should not be taken tly-  b)(6), (b)(7)(C) 
bered events did not occur. b wn 
research has shown, even eyewitness accounts of 
known events often contain many inaccuracies. 

Partial or even complete amnesia for ehildhood 
trauma is well documented. In a follow-up study of 
200 children who had been treated for sexual abuse, 
ph)(61 (h)(7)(01 of the Family Violence Re-

 

search LaDoratory at the University of New 
Hampshire found that one in three did not recall 
the experiences that had been documented in their 

hospital records 20 years before. How much is re-
membered depends on circumstances. In general, 
the younger the child and the more violent the 
experience, the greater the likelihood and the se-
verity of amnesia. 

Delayed recall of traumatic events after a period of 
amnesia is also well documented. The most recent 
exam le is the well-publicized case of Father 

a Catholic priest who by his own a 
molested more than 100  boys and girls in several 
states. Many of P ocl -ictinis, including the first 
to come forward, testified that they had recalled the 
abuse after a period of amnesia. In these cases both 
the fact of the abuse and the phenomenon of de-
layed recall are beyond dispute. 

The causes of delayed recall are poorly understood. 
Often it occurs when the survivor is in her twenties 
or thirties, but we have seen it even later in life. A 
COMMOrl precipitant is a change in an intimate 
relationship. Memories may surface when the sur-
vivor begins a sexual relationship, gets married, or 
has a child, or when this child reaches the age at 
which the survivor was first abused. Delayed recall 
may also occur when another victim  of the same 
man discloses abuse, as in the Portet  case. Some-
times the trauma is recalled only when the aging 
perpetrator dies, or falls ill and expects the victim 
to care for him, 

When traumatic memories break into awareness, 
distress can be overwhelming. Survivors are fright-
ened, ashamed, depressed, and tormented by 
flashbacks or nightmares. They may feel suicidal or 
fear they are going crazy. At such times many 
people seek therapy. In our experience, they are far 
more likely to see a therapist because they are 
troubled by new memories than to unearth new 
memories at the instigation of a therapist. Further-
more, the process of uncovering one's history does 
not depend on a single memory New memories 
must be gradually blended with old ones and alter-
native explanations weighed until a coherent and 
largelyverifiable account is constructed. No patient 
is eager to discover that she was violated by people 
she loved and trusted. In fact, patients tend to cling 
to their doubts long past the point where most 
impartial observers would be convinced. That is 
why many therapists and self-help books encourage 
survivors to have confidence in their suspicions. 

Some therapists do try to play detective, making 
unwarranted inferences about their patients' histo-
ries without waiting for the story to unfold. But 
overzealous, incompetent, or even frankly exploit-
ative therapists do not have enough power or 
influence over their patients to impose an elaborate 
form of mind control. Psychotherapy cannot be com-
pared with coercive interrogation; the power 
imbalance between patient and therapist is not 

(b)(6); 
cPPL, 
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nearly so extreme. Most psychotherapy is collabo-
rative. Therapists often make suggestions, but 
patients will respond only when those suggestions 
resonate with their own feelings and experiences. 

a therapist is on the wrong track, most patients 
imply say so. If the therapist persists in pursuing 

a false hypothesis, therapy is ineffective, and the 
patient will usually look elsewhere for help.. 

Legitimate concerns have been raised about the 
heightened risk of suggestion when hypnotherapy 
is used. In our experience, however, most patients 
recover their memories without using hypnosis at 
all, and even those who do use it rarely rely on it as 
their main source of information. In a review of over 
200 cases seen in our trauma program this year, we 
could find only one in which a patient based her 
belief that she had been abused solely on a trance 
experience. 

Since research on childhood sexual abuse over-
whelmingly supports the authenticity of most 
survivors' claims, defense lawyers have increas-
ingly had to introduce data and expert testimony 
from fields that are only marginally relevant — 
especially laboratory studies of normal memory In 
the most commonly cited of these studies, it is 
shown that college student volunteers are suscep-
tible to acquiring false memories of fictitious events 
described in great detail by trustedfamily members 
who claim that they were present at the time 

so generalize from these findings to the situation of 
adult survivors, it would be necessary to make four 
assumptions: 1) The patient is as suggestible as a 
motivated student volunteer and trusts her thera-
pist as much as that volunteer trusts a brother or 
sister. 2) The therapist, unassisted by the patient's  

family, is capable of planting a wholly inaccurate, 
scripted scenario in the patient's mind. 3) An adult 
patient who has not been abused would find the 
idea of sexual abuse by a trusted caretaker or 
devoted parent as plausible as a moderately upset-
ting event that might occur even in the happiest 
childhood, such as being temporarily lost in a store. 
4) False memories inspired by therapists are not 
just theoretically possible, but probable enough to 
warrant an especially high degree of skepticism. No 
evidence supports any of these assumptions, and 
stringing all four of them together violates the rule 
of parsimony. Such speculations fail to meet mini-
mum standards of serious social research. 

It has taken 20 years for women's organizations to 
bring the enormity of sexual assault to public atten-
tion and establish minimal standards of fairness for 
victims. As more victims try to hold their abusers 
accountable, it is natural to expect a backlash. 
Unfortunately, laboratory research can be exploited 
when it is taken out of its proper context and used 
to support a reaction against hard-won social gins. 
For researchers, a troubling consequence of this 
debate is that serious investigations of traumatic 
memory may be compromised. For therapists, the 
resulting polarization may prevent thoughtful dis-
cussion of the clinical issues attending memory 
work with adult survivors. Victims face the much 
greater threat of renewed social pressure to remain 
silent or recant. 

Judith Lewis Herman, M.D., is Associate Clinical Professor a, 
Psychiatry at Haruard Medical School and the author of Traum 
and Recovery (Basic Books, 2992). Mary R. Haney, Ph.D., 
Lecturer in Psychiatry at Harvard Medical School and the co-au 
thor (with Mary Koss, Ph.D.) of The Rape Victim: Clinical an 
Community Interventions (Saga I991). Drs. Herman and flame 
are directors of the Victims of Violence Program at Cambridg 
Hospital, Cambridge, Massachusetts. 

Hyperactivity and 
Cultural Bias 
Since most children are sometimes disruptive, rest-
less, inattentive, or impulsive, the diagnosis of 
attention deficit hyperactivity disorder (ADHD) can 
be tricky. Much depends on whether the child is too 
old for the behavior, it is excessive, or it is going on 
too long. A recent experiment shows that culture 
strongly influences these judgments. 

nr eight-year-old boys, two from Honolulu and 
/co from Ibkyo, were separately videotaped while 

they played alone and with other children. In each 
city one boy was chosen at random and the other  

from children entering a clinic for behavior prob-
lems Each boy was asked to draw a picture while 
sifting at a table and afterward permitted to play 
with a variety of toys. Then he was asked to build a 
block tower with several other boys and again al-
lowed to play with toys afterward. The videotapes 
were edited to a length of ten minutes and pre-
sented to four panels of mental health professionals, 
one each from China, Indonesia, Japan, and the 
United States. 

The professionals were asked to rate the boys be-
havior using a standard checklist of ADHD 
symptoms, including the following: fidgets, is excit-
able, loses his temper, can't stay seated, talks too 
much, is easily frustrated, swears, cannot wait his 
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PRINCIPLES AND PROCEDURES FOR 
DEALING WITH ALLEGATIONS OF 

ULTY MISCONDUCT 

PRINCIPLES 

The integrity of the reaching, research and clinical programs of 
the Faculty of Medicine requires that the Faculty pay careful 
attention to and resolve in an equitable manner allegations of 
misconduct of faculty appointees and fellows. 

Because of variations in such factors as the kind of misconduct 
alleged, the seriousness of the allegations, the nature of the 
dispute over the facts, and the interests and involvement of 
ocher private or public institutions and agencies, the course of 
action that will enable the Faculty to fulfill this responsibility in 
the best possible manner is Likely to vary from case to case. 
Accordingly, the procedures set forth below permit 13exibility 
and are designed to provide a framework chat should enable 
equitable resolution of allegations of misconduct in a wide 
variety of circumstances. When applying these procedures to a 
specific case persons acting on behalf of the Faculty and others 
involved in the proceedings should keep in mind the following 
CO ncerns: 

• The importance of the Faculty's maintaitung standards 
consistent with the highest Taditions of teaching, patient 
care, and research in medicine and with the lawful obliga-
tions of the Faculty. 

The responsibility of the Faculty to the public and the 
scientific community and to the private and public ineritu-
`ions and agencies with which the Faculty is afffiateci or has 
sontracmal or ocher arrangements. 

The necessity of the Faculty's protecting the rights and 
reputations of all individuals including the person who is 
alleged to have engaged in misconduct and the person who 
has made the allegation. 

• The necessity of the Faculty's resolving allegations with care 
and objectivity, with ample opportunity for all interested 
parries to be heard, and as promptly as the circumstances 
permit. 

PROCErWR-ES 

1. The Office of the Dean shall have principal responsibility for 
assessing a proper response to allegations` of misconduct 
concerning faculty appointees and fellows. To enable the 
Office of the Dean to meet this responsibility, all allegations 
of misconduct, whether initially received by a Department 
Head or other person, shall be promptly brought to the 
attention of the Office of the Dean (and where appropriate, 
the Chief Executive Officer of an affiliated institution) unless 
they are clearly frivolous or otherwise lacking in substance. 

2. Upon receipt of an allegation of misconduct, the Office of 
the Dean and, in chose instances where the faculty member 
has a dual appointment, the Chief Executive Officer of the 
other institution shall determine, after such consultation as 
may seem appropriate, whether primary responsibility for 
resolving the allegation rests with the Faculty or with 

,
j another institution. For example, primary responsibility for 

resolving an allegation of misconduct in connection with 

An allegation Lan ordinarily be made by a written statement describing the 
misconduct in hiffident detail to form the basis of an inquiry. 

care of a patient would ordinarily reside in a hospital. In the 
case of an allegation pertaining to externally funded re-
search, primary responsibility ordinarily rests with the 
institution that has administered the research grant or 
contract. An affiliated institution that has received support 
for research by a Harvard appointee may request, however, 
chat allegations related to research by such appointees be 
dealt with by the Medical School. In any case whe-e the 
interests of two or more institutions are significantly 
implicated, it is expected that such inquiry and any investi-
gation will proceed with the simultaneous participation of 
all concerned institutions, with agreement regarding 
which institution bears primary responsibility. 

3. If primary responsibility rests with the Faculty, the Office of 
the Dean shall determine whether, raking into account the 
nature of the allegation, it is appropriate to attempt to 
resolve the matter through informal processes and discus-
sions. The affected Department Head shall ordinarily have 
the responsibility for such efforts. Final resolution through 
informal means shall require the approval of the Office of 
the Dean. When primary responsibility rests with an 
affiliated institution, notice of resolution should be trans-
mitted to the Office of the Dean. 

4. If the matter is not resolved under paragraph), and if in the 
view of the Office of the Dean further proceedings are 
required, the Office olche Dean shall, in the absence of any 
specific Faculty procedure designed co cover the subject 
matter of the allegation, refer the allegation to the Commit-
tee on Faculty Conduct= with the request that the Com-
mittee make such factual inquiry, investigation. Endings and 
recommendations to the Office or the Dean as seem 
appropriate co the circumstances. If there is a dispute over 
facts or for other good cause, the Office of the Dean, after 
consultation with the Chairperson of the Committee and 
ocher appropriate people, may first create one or more 
panels of inquiry clone or more individuals, who need not 
be members of the Committee, to inquire into the facts and 
submit the result of its inquiry to the Committee. In 
deciding upon the size and composition of the Panel, the 
Office of the Dean, to help insure competence and objec-
civiw, shall take into account such factors as: 

a) the subject matter of the inquiry, including the desirabil-
ity of the panel's possessing competence in a specialized 
area or investigative skills, 

b) the desirability of including on the panel persons 
associated with another affiliated hospital or individuals 
who are not members of the Faculty or nor associated 
with Harvard University, and 

c) the importance of selecting people who have had no 
prior involvement in the subject matter of the inquiry. 

The Committee, with the benefit of a report from the panel of 

inquiry, if one is created, and after such further investigation, 
deliberations and proceedings as it deems appropriate or 
necessary, taking into account any applicable governmental 
regulations, shall submit its report to the Office of the Dean. 
The Committee will submit conclusions and, ordinarily, 
comments on gravity of offense, possible sanctions, and 
prevention of future misconduct. 

2The Committee on Faculty Conduct, appointed by the Dean, shall consist of 
nine faculty members with overlapping three-year terms. 
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3. The Office of the Dean, after receiving comments on the 
report from such ocher people as may seem appropriate, 
shall decide the matter and rake such action or make such 
recommendations as may be required. In cases involving 
another institution, the Dean will confer with the Chief 
Executive Officer of such institution in reaching a final 
resolution and applying appropriate sanctions. Sanctions 
may range, for example, from a letter of censure, to 
probation and monitoring, to termination of appointment. 

6. The Office of the Dean, in carrying out its responsibdities 
under these procedures, shall bear in mind the concerns of 
the Faculty as set forth in the preamble and in particular 

a) the importance of care. fairness and objectivity, and of 
the appearance of these attributes, 

b) the necessity of informing at the appropriate time other 
Faculty and University officers, including the Chairper-
son of the Committee on Faculty Conduct, the Head of 
the Department(s) involved, and the General Counsel to 
the University, of the existence of allegations, and of 
consulting with these and other Faculty and University 
officers as resolution of allegations progresses, 

c) the responsibility of informing and consulting with 
officers of affiliated institutions and of other private and 
public institutions and agencies to the extent necessary to 
meet in good faith the obligations of the Faculty to 
others, and of coordinating the Faculty's proceedings 
with chose of affected institutions and agencies, 

d) the importance of protecting the reputations of individu-
als and to that end ordinarily maintaining confidentiality 
to the extent practicable and to the extent consistent 
with other obligations of the Faculty during the course 
of and at the conclusion of proceedings, 

e) the need to protect the rights of the person alleged to 
have engaged in misconduct, including the right to be 
informed with specificity at the appropriate time of the 
allegations and the evidence in support of the allegations, 

and the need to discuss Nvich that person the procedures 

to be followed, 

.0 the need to protect the rights of individuals who, in 

good faith, make allegations, 

g) the importance of using the staff resources of the Faculty 

and the University to aid in any inquiry and of broaden-

ing the scope of any inquiry, when indicated, to make 

certain that the full obligations of the Faculty are met, 

and 

Ii) the need to make certain that the President of the 
University is informed when allegations may constitute 
grave misconduct under the Third Statute of the 
University and that resolution of the matter proceeds 
with this fact in mind. 

7. The Office of the Dean and the Committee on Faculty 
Conduct shall maintain records of any proceedings in which 
they are involved. 

Adopted by the Faculty Cowin! (Harvard University Faculty of lidedicine) on 

December 14, 1989. 

ADDENDUM 

When an allegation of misconduct by a Faculty appointee or 
fellow pertains to research, research training, applications 
For support of research or research training, or related activities 
for which Public Health Service (PHS) Rinds have been 
provided or requested, the following additional principles and 
procedures shall be observed in accordance with applicable 
governmental requirements: 

1. Where the OtEcti of the Dean determines that there is an 
allegation or other evidence of possible misconduct that 
would he subject to the Final Rule of the PHS entitled 
"Responsibilities olAwardee and Applicant Institutions for 
Dealing with and Reporting Possible Misconduct in 
Science," or any successor document ('P1-is Rule"), 'the 
Office of the Dean. after consultation with the Chair «The 
Committee and ocher appropriate people, shall create one 
or more panels of inquiry as described in the "Principles and 
Procedures for Dealing with Allegations of Faculty Miscon-
duct.-  The panel(s) shall conduct an inquiry in accordance 
with the requirements of the PHS Rule and shall present a 
written report of the findings within sixty calendar days to 
the Committee on Faculty Conduct, 

2 Within thirty days after receiving the report of the panel of 
inquith, the Committee shall determine whether the 
findings of that inquiry provide sufficient basis for conduct-
ing an investigation. If deemed to be necessary, such 
investigation shall be conducted in accordance with the 
requirements of the PHS Rule and with such additional 
assistance from the members of the panel of inquiry as the 

Committee shall deem necessary and appropriate. 

3. In the event the Committee concludes that an investigation 
h warranted, the Office of the Dean shall report this 
decision in writing to the Director, Office of Scientific 
Integrity of the National Institutes of Health (051), on or 
before the date the investigation begins and shall rake any 
ocher actions required by the PHS Rule. 

4. The Committee shall submit a report of its investigation, 
including any recommended sanctions, to the Office of the 
Dean upon its completion. Unless an extension of time has 
been granted by 051 in accordance with the requirements 
of the PHS Rule, such report shall be submitted to the 
Office of the Dean within ninety days of the initiation of 
such investigation. 

3. After receiving the final report and such comments from 
other persons as may seem appropriate, the Office of the 

Dean shall decide the matter and take such action or make 

such recommendations as may be deemed fitting, including 
submission of the final report to the OSI and any other 
actions required by the PHS Rule. In cases involving 
another institution, the Dean will confer With the Chief 
Executive Officer of such institution in reaching a final 
resolution. 

"Misconduct" or "Misconduct in Science" mearu fabrication, faNfication. 

plagiarism, or ocher praaices that seriously deviate from those that are 

commonly accepted within the sdentffie community for proposing, conducting OF 

reporting research. It does not include error or honest differences in inteipreta-

tthns arjudgments of dare'.. 
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RESPONSIBILIT/ES OE_AWAROSO AND APPLICANT /NSTITUTIONS FOR 
DEALING WITH AND REPORTING POSSIBLE MISCONDUCT IN SCIENCE 

P.7. 22, 34, 44; K.W. 1014004, 1014006 

Public Health Service 

SUMMARY,  To implement section 493 of the Public Health Service (PHS) Act (and 
also section 501(f) of the PHS Act as amended by section 2058(a)(2)(C) of the 
Anti-Drug Abuse Act of 1988), this Final Rule adds a new Subpart A to 42 CFR 
Part 50. The new Subpart A sets forth the responsibilities of PHS awardee and 
applicant institutions for dealing with and reporting alleged or suspected 
misconduct in science involving research, research training, applications for 
support of research or research training, or related activities for which PHS 
funds have been provided or requested. 

EFFECTIVE DATE( November 8, 1989 

FOR FURTHER INFORMATION CONTACT' 

Brian Kimes, Ph.D. 
Acting Director 
Office of Scientific Integrity 
Building 31, Room B1C39 
National /nstitutes of Health 
Bethesda, Maryland 20892 
Telephone: (301) 496-2624 (this is not a toll-free number) 

SUPPLEMENTARY INFORMATION( Reported instances of scientific misconduct appear 
to represent only a small fraction of the total number of research and 
research training awards funded by the PHS. Nevertheless, even a small number 
of instances of scientific misconduct is unacceptable and could threaten the 
continued public confidence in the integrity of the scientific process and in 
the stewardship of Federal funds. The PHS has adopted interim policies to 
provide guidance for dealing with allegations and investigations, based on 
experience with a number of cases. These interim policies were published for 
the information of the public in the July 18, 1986, issue of the "PIN GU/DE 
FOR GRANTS AND CONTRACTS" and became part of the PHS Grants Administration 
Manual on September 1, 1988. 

The PHS also recently established two new offices for dealing with scientific 
misconduct (see 54 FR 11080, March 16, 1989). The Office of Scientific 
Integrity Review (OSIR), established in the Office of the Assistant Secretary 
for Health, is responsible for establishing overall PHS policies and 
procedures for dealing with misconduct in science, overseeing the activities 
of PHS research agencies to ensure that these policies and procedures are 
implemented, and reviewing all final reports of investigations to assure that 
any findings and recommendations are sufficiently documented:-  The OSIR also 
makes final recommendations to the Assistant Secretary for Health on whether 
any sanctions should be imposed and, if so, what they should be in any case 
where scientific misconduct has been established. When necessary, OSIR may 
conduct independent investigations. 

In addition, the Office of Scientific Integrity (OS!), established in the 
Office of the Director, National Institutes of Health (N/H), oversees the 
implementation of all PHS policies and procedures related to scientific 
misconduct; monitors the individual investigations into alleged or suspected 
scientific misconduct conducted by institutions that receive PHS funds for 
biomedical or behavioral research projects or programs; and conducts 
investigations as necessary. 

The PHS Grants Administration Manual will be revised to accommodate the 
establishment of these offices. 

The PHS Act directs the Secretary to establish procedures requiring that 
entities receiving funds from the PHS for the conduct of biomedical and 
behavioral research 'submit assurances on an annual basis that: Cl) These 
entities have established (based upon regulations prescribed by the Secretary) 
an administrative process to review reports of scientific misconduct in 
biomedical or behavioral research, and (2) they will report to the Secretary 
any investigation of alleged scientific misconduct that appears substantial. 
The Secretary also has authority to respond to information received with 
respect to possible scientific misconduct involving projects under the PHS Act 
and to take appropriate action in response to such misconduct. 

The provisions of4section 493 of the FRS Act contemplate that there will be a 
close working relationship between the awardee institutions and the Department 
in resolving allegations of scientific misconduct. Section 493 envisions that 

Vol. 18, No. 30, September 1, 1989 - Page 1 



the awardee institutions will have the primary responsibility for preventing, 
detecting, investigating, reporting and resolving allegations of scientific 
misconduct. The Department, however, retains the ultimate responsibility and 
authority for monitoring such investigations and becoming involved in those 
investigations if appropriate or necessary. 

In order to_carry out his formal responsibili

 

ties under section 493, the 
Secretary published a Notice of Proposed Rule making on September 19, 1988 (53 
FR 36347). That document set forth for public comment proposed 
responsibilities of applicant and awardee institutions, including requirements 
that they establish policies and procedures for investigating and reporting 
allegations of scientific misconduct involving research, research training, or 
related activities for which PHS funds have been awarded or requested. 
Proposed Section 50.104 specified an appropriate time and method for notifying 
the PHS of instances of possible misconduct. Proposed section 103 specified 
that, if there is a reasonable indication of a criminal violation, the 
Department's Office of Inspector General would be notified within 24 hours. 

This final rule applies, only  to institutions applying for or receiving 
financial assistance frbm the PHS. A separate proposed rule amending 48 CFR 
part 3 will be published in the Federal Register to cover entities applying 
for contracts. Institutions are urged to develop, as soon as possible, 
policies and procedures for dealing with and reporting possible misconduct in 
science within their institution. After the effective date of this rule, each 
institution must have in place an assurance for dealing with scientific 
misconduct, as outlined by this rule. Updated information with respect to 
assurances will be due each year, on a date to be specified by OSI. 
Assurances should be submitted for approval to the Director, Office of 
Scientific Integrity, at the above-cited address. 

As stated, this final rule implements section 493 requiring the Department to 
issue regulations concerning investigation and reporting of "scientific 
fraud". (See subsequent text in this preamble regarding use of the terms 
"fraud' and "misconduct" in this context.] Consequently, the rule does not 
contain specific measures to foster scientific integrity. Other issues remain 
to be addressed, includings retention of laboratory data, authorship 
practices, the role of grantee institutions and funding agencies in the 
performance of audits or studies to prevent the occurrence of scientific 
misconduct, and the consistency of such policies across federal agencies. MRS 
will continue to monitor institutions' responses and propose policies as may 
be necessary in the future. Such action may be based in part on the advance 
notice of proposed rulemaking published in the'Federal Register on September 
19, 1988 (53 FR 36344). In addition,, consistency of policies in this area 
across Federal agencies will be monitored by the Office of Management and 
Budget in cooperation with the Office of Science and Technology Policy. 

SUMMARY OF COMMENTS 

As noted, the Secretary published a proposed rule in the Federal Register on 
September 19, 1988 (53 FR 36347) for public comment. The comment period was 
open through November 18, 1988. One hundred thirty-nine responses were 
received that addressed a wide spectrum of issues concerning the proposed rule 
and scientific misconduct in general. The respondents included 60 
institutional representatives, 37 individual staff or faculty members, 20 
representatives of professional associations, 16 representatives of research 
institutes or faculty groups, three individuals from Federal offices, two 
private citizens, and one representative of a scientific journal. The 
responses were generally supportive of the PHS's efforts and of the proposed 
rule. Most respondents emphasized that the main responsibility for 
investigating or preventing cases of scientific misconduct should remain with 
the institution. 

The following is a summary of other main points contained in the comments on 
the proposed rule, and the Departmental responses. 

Applicability and Definition of ”lisconduct in Science." The proposed rule. 
defined "misconduct in science" to mean. (1) fabrication, falsification, 
plagiarism, deception or other practices that seriously deviate from those 
that are commonly accepted within the scientific community for proposing, 
conducting, or reporting research; or (2) material failure to comply with 
federal requirements that uniquely relate to the conduct of research. The 
comments and suggestions received were particularly helpful in refining this 
proposed definition. A number of respondents pointed out that, to the extent 
the second clause in the definition was largely intended to deal with 
violations of human and animal experimentation requirements, these areas are 
already covered by existing regulations and policies. Other commenters 
requested that honest error be excluded from the definition. Still others 
urged omission of the word "deception" inasmuch as deception can be an 
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'acceptable component of specific types of research. Some commenters disagreed 
with the section of the definition that addressed "other practices that 
seriously deviate from those that are commonly accepted within the scientific 
community for proposing, conducting, or reporting research" and proposed that 
this portion of the definition be deleted. On the other hand, some commenters 
suggested expanding the definition to include duplicate publication and 
intellectual piracy. Some commenters prefermed the term "fraud" rather than - 
"misconduct." 

Response. The definition has been modified considerably in light of the 
comments. The term "deception" has been deleted. The second clause, 
referring to material failure to comply with federal requirements that 
uniquely relate to the conduct of research, has also been deleted in order to 
avoid duplicative reporting of violations of human and animal experimentation 
requirements. Further, a sentence has been added to make it clear that the 
definition does not include "honest error or honest differences in 
Interpretations or judgments of data." At the same time, the language "other 
practices that seriously deviate" has been retained to assure coverage of any 
serious misconduct that might not technically be considered "fabrication, 
falsification, or plagiarism." With regard to the ,comments preferring "fraud" 
over "misconduct", the word 'misconduct" is coming into increasing use because 
it avoids confusion with common law fraud, which contains certain unique 
characteristics that have no applicability to what has commonly come to be 
known as scientific misconduct. For this reason, the term "misconduct" is 
being retained. 

Assurances. The notice-of proposed rulemaking stated that an institution 
applying for or receiving PHS support must have an assurance satisfactory to 
the Secretary regarding procedures for dealing with misconduct in science. 
Most respondents agreed with the assurance mechanism. This final rule, in 
section 50.103, specifies that the assurance, on a form prescribed by the 
Secretary, must be submitted to the OSI as soon as possible after November 8, 
1989, and no later than January 1, 1990, and be updated thereafter on an 
annual basis. This will enable PHS to ensure that institutions are 
establishing procedures that are consistent with the requirements of 42 CFR 
part 50. The assurance will consist of a series of affirmative statements, to 
be provided on the form prescribed by the Secretary. The OSI will also review 
annually a sample of institutions' policies and procedures. 

Investigations and Reporting. Most of the respondents agreed with the overall 
proposed timing for completion of the Inquiry and investigation phases. 
However, the need for flexibi-lity was stressed in recognition of the complex 
and heterogeneous nature of individual cases. Five respondents said the 
proposed time schedule was too short, and three others suggested following the 
National Science Foundation's timetable. The need to request formally an 
extension was questioned, and there were two suggestions to include 
"Inquiries" in the title of this section. 

Response. After considering all the comments, the PHS believes the proposed 
timetable for conducting inquiries and investigations is reasonable. The PHS 
agrees that a certain degree of flexibility also is appropriate but disagrees 
with the contention that institutions should not be required to request an 
extension if the investigation cannot be completed within the specified time 
period. Therefore, the proposed language for this purpose in section 
50.104(a) is retained. 

PHS expects that as institutions refine and enhance their policies and 
procedures and gain collective experience in conducting investigations, the 
quality and timeliness of such investigations will improve. Where 
institutions fail to carry out their responsibilities as specified in the 
rule, the Department will use whatever remedies may be available under the 
circumstances. If problems persist-, PHS will consider rulemaking to establish 
additional sanctions, such as restrictions on or reductions in indirect-cost 
funding going to an institution, or charges for the costs of investigations 
that have to be performed by the OSI. 

The term -"Inquiries" has been added to the title of this section, since the 
rule includes a specified time period for this activity. This section also 
has been expanded to give more specific guidance regarding the scope of 
inquiries, investigations, and reports.' 

Reporting Requirements. Most of the concerns expressed by respondents with 
respect to the reporting requirements were related to the issue of 
confidentiality and to possible damage to the reputations of innocent 
Individuals. They were concerned about the treatment of both the accused and 
accuser, although eight respondents specifically called for the identification 
of the accuser. Twenty-one respondents were concerned about the due process 
rights of the accused during an institutional inquiry and/or investigation, as 
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well as the responsibilities of the PUS to  protect individuals' privacy and 
the need to maintain information confidential. Many respondents stated that a 
report should be made to the PUS only if substantial evidence is found, and 
some respondents stated that only essential information should be reported. 

Response. After considering the comments received regarding the reporting 
requirements, the PHS has concluded that these requirements should be retained 
as originally proposed, with the addition that the reports be made part of the 
assurance review process. The PUS understands, and agrees with, the need for 
the confidential handling of information relevant to investigations. The PUS 
accepts and pursues anonymous allegations, so long as sufficient information 
is provided to be able to initiate an inquiry. No information, other than 
that which ordinarily is available, for example under the Freedom of 
Information Act, is released by the Department while an investigation is under 
way, except to Department personnel on a need-to-know basis. 

The reporting requirements also have been changed to reflect the establishment 
of the OSI, which now is the focal point for all of the PUS for dealing with 

i 
allegations of sc lent ifi misconduct involving research, research training, or 
related activities suppo ted under the PUS Act. All reports shall be sent to 
the OS/, rather than to PUS as was stated in the Proposed Rule. 

The PUS strongly encourages institutions to adopt procedures that will provide 
due process to the accused. Section 50.104 sets forth basic due process 
procedures to be followed during the investigation, such as assuring that the 
accused is interviewed and has an opportunity to comment on the findings of 
the investigation. 

The PUS believes the reporting requirements are not unduly burdensome and that 
they are necessary in order for the Department to carry out its responsibility 
under the statute for the stewardship of Federal funds. As recipient 
institutions gain experience in the conduct of investigations and the 
preparation of the reports of those investigations, the PUS will continue to 
evaluate its monitoring function. However, at this initial stage of 
implementation, the PUS believes that an active monitoring role is important 
and that the reports required under the regulation are essential to that role. 

Impact Analyses 

Executive Order 12291 requires that a regulatory impact analysis be prepared 
for "major" rules which are defined in the Order as any rule that has an 
annual effect on the national economy of $100 million or more, or certain 
other specified effects. 

The PUS does not believe that this regulation will have an annual economic 
impact of $100 million or more or the other effects listed in the Order, For 
this reason, the PUS has determined that this regulation is not a major rule 
within the meaning of the Order. 

The Regulatory Flexibility Act (5 U.S.C. 605(b)) requires that, for each rule 
with a, "significant economic impact on a substantial number of small 
entities," an analysis be prepared describing the rule's impact on small 
entities and identifying any significant alternatives to the rule that would 
minimize the economic impact on small entities. 

The Secretary certifies that this regulation will not have a significant 
economic impact on a substantial number of small entities. 

Paperwork Reduction Act 

This final rule contains information collections that are subject to review by 
the Office of Management and Budget (OMB) under the Paperwork Reduction Act of 
1980. The title, description, and respondent description of the information 
collection are shown below • with an estimate of the annual reporting and 
record-keeping. burden. Included in the estimate is the time for reviewing 
instructions, searching existing data sources, gathering and maintaining the 
data needed, and completing and reviewing the collection of information. 

TITLE; • Responsibilities of PUS Awardee and Applicant Institutions for Dealing 
with and Reporting Possible Misconduct in Science. 

DESCR/PTIONI As required by the PHS Act, the Secretary shall require that 
applicant and awardee institutions receiving PUS funding investigate and 
report any allegations of misconduct in science. 

DESCRIPTION OF RESPONDENTS' Non-profit institutions, small businesses or 
organizations, for-profit organizations. 
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ESTIMATED ANNUAL REPORTING AND RECORD-KEEP/NG BURDEN: 

Applicable Section No. of Pours per 
of Policy Respondents Response 

REPORTING: 

Total 
hours 

103(b)(1) 2.500 7 17, 50-0 
103(1)(2) (2,500) 3.5 8,750 
103(c)(4)/(d)(4) (20) 0.2 4 
103(d)(5) (21 0.5 1 
103(0)(12) (20) 0.5 10 
103(i)(15) (20) 0.5 10 
104(0)(3) (5) 0.5 2.5 
104(a)(41 (20) 0.2 4 
104(a)(5) (4) 1 4 
104(b) (2) 0.5 1 
TOTAL 

  

17,534 

RECORD-KEEPING, 

103(d)(1) (40) 4 160 
103(d)(6) (40) 0.5 20 
103(d)(7) (20) 40 800 
103(d)(10) (20) 0.2 4 
TOTAL 

  

984 

DISCLOSURE: 

   

103(c)(2) 2,500 1.0 2,500 
103(d)(1) (40) 0.5 20 
103(d)(7) (20) 0.5 10 
TOTAL 

  

2,530 
TOTAL BURDEN 

  

21,048 

As required by section 3504(h) of the Paperwork Reduction Act of 1980, the 
Department will submit for review by the OMB the above-cited information 
collection requirements. As OMB control numbers are assigned, we will publish 
a Notice in the Federal Register announcing them. Organizations and 
individuals desiring to submit comments on the information-collection 
requirements should direct such comments to the above-cited information 
address, and to 

Office of Information and Regulatory Affairs, OMB 
New Executive Office Building, Room 3208 
Washington, D.C. 20503 
ATTN: Richard A. Eisinger 

Catalog of Federal Domestic Assistance 

This rule affects a great many PPS research programs. It would be wasteful 
and cumbersome to include a multi-page listing of them all here. Questions 
about this rule should be directed to the information address above where 
individual programs listed in the Catalog of Federal Domestic Assistance are 
affected. 

List of Subjects in 42 CFR Part 50 

Administration practice and procedure, American Samoa, Drugs, Family Planning, 
Grant programs in health, Guam, Northern Mariana Island, Pacific Islands 
Territory, Virgin Islands. 

Dated: March 22, 1989 

' Ralph R. Reed, 
. Acting Assistant Secretary for Health 

Approved: April 3, 1989 ' 

Louis W. Sullivan, 
Secretary 

For the reasons set out in the preamble. Title 42, Subchapter D, of the Code 
of Federal Regulations is amended to add Subpart A to Part 50, consisting of 
sections 50.101 through 50.105 to read -as set forth below. 

PART 50 - POLICIES OF GENERAL APPLICABILITY 

Subpart A - Responsibility of FRS Awardee and Applicant Institutions for 
Dealing With and Reporting Possible Misconduct in Science 
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Sec. 
50.101 Applicability. 
50.102 Definitions. 
50.103 Assurance - Responsibilities of PHS Awardee and 

Applicant Institutions. 
50.104 Reporting to the OSI. 
50.105 Institutional compliance. 

— Subpart A - Responsibility of PHS Awardee and Applicant Institutions for 
Dealing With and Reporting Possible Misconduct in Science 

Authority Sec. 493, Public Health Service Act, as amended, 99 Stat. 874-875 
(42 U.S.C. 289b); Sec. 501(f), Public Health Service Act, as amended, 102 
Stat. 4213 (42 U.S.C. 290 aa(f)). 

Section 50.101 Applicability. 

This subpart applies to each entity which applies for a research, 
research-training, or research-related grant or cooperative agreement under 
the Public Health Service (PHS) Act. It requires each such entity to establish 
uniform policies and procedures for investigating and reporting instances of 
alleced or apparent misconduct involving research or research training, 
applications for support of research or research-training, or related research 
activities that are supported with funds made available under the PHS Act. 
This Subpart does not supersede and is not intended to set up an alternative 
to established procedures for resolving fiscal improprieties, issues 
concerning the ethical treatment of human or animal subjects, or criminal 
matters. 

Section 50.102 Definitions. 

As used in this Subpart' 

"Act" means the Public Health Service Act, as amended, (42 U.S.C. 201, et 
seq.) 

"Inquiry' means information gathering and initial factfinding to determine 
whether an allegation or apparent instance of misconduct warrants an 
investigation. 

"Institution" means the public or private entity or organization (including 
federal, state, and other agencies) that is applying for financial assistance 
from the PHS, e.g., grant or cooperative agreements, including continuation 
awards, whether competing or noncompeting. The organization assumes legal and 
financial accountability for the awarded funds and for the performance of the 
supported activities. 

"Investigation" means the formal examination and evaluation of all relevant 
facts to determine if misconduct has occurred. 

"Misconduct" or "Misconduct in Science" means fabrication, falsification, 
plagiarism, or other practices that seriously deviate from those that are 
commonly accepted within the scientific community for proposing, conducting, 
or reporting research. It does not include honest error or honest differences 
in interpretations or judgments of data. 

"OSI" means the Office of Scientific Integrity, a component of the Office of 
the Director of the National Institutes for Health (NIH), which overseas the 
implementation of all PHS policies and procedures related to scientific 
misconduct; monitors the individual investigations into alleged or suspected 
scientific misconduct conducted by institutions that'receive PHS funds for 
biomedical 'or behavioral research projects or programs; and conducts 
investigations as necessary. 

"OSIR" means the Office of Scientific Integrity Review, a component of.the 
Office of the Assistant Secretary for Health, which is responsible for 
establishing overall PHS policies and procedures for dealing with misconduct 
in science, 'overseeing the activities of PHS research agencies to ensure that 
these policies and procedures are implemented, and reviewing all' final reports 
of investigations to assure that any findings and recommendations are 
sufficiently documented. The OSIR also makes final recommendations to the 
Assistant Secretary' for Health on whether any sanctions should be imposed and, 
if so, what they should be in any case where scientific misconduct has been 
established, 

"PHS" means the Public Health Service, an operating division of the Department 
of Health and Human Services (HHS). References to PHS include organizational 
units within the PHS that have delegated authority to award financial 
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assistance to support scientific activities, e.g., Bureaus, Institutes, 
Divisions, Centers or Offices. 

"Secretary" means the Secretary of Health and Human Services and any other 
officer or employee of the Department of Health and Human Services to whom the authority involved may be delegated. 

Section 50.103 Assurance - Responsibilities of PHS awardee and applicant 
institutions. 

(a) Assurances. Each institution that applies for or receives assistance 
under the Act for any project or program which involves the conduct of 
biomedical or behavioral research must have an assurance satisfactory to the 
Secretary that the applicant( 

(1)Has established an administrative process, that meets the 
requirements of this Subpart, for reviewing, investigating, and 
reporting allegations of misconduct in science in connection with 
PHS-sponsored biomedical and behavioral research conducted at the 
applicant institution or sponsored by the applicant( and 

(2)Will comply feith its own administrative process and the 
requirements of this Subpart. 

(b) Annual Submission. An applicant or recipient institution shall make an annual submission to the OSI as follows( 

(1)The institution's assurance shall be submitted to the OSI, on a 
form prescribed by the Secretary, as soon as possible after 
November 8, 1989, but no later than January I, 1990. and updated 
annually thereafter on a date specified by OSI. Copies of the form 
may be requested through the Director, OSI. 
(2)An institution shall submit, along with its annual assurance, 
such aggregate information on allegations, inquiries,  and investigations as the Secretary may prescribe. 

(c) General Criteria. In general, an applicant institution will be considered 
to be in compliance with its assurance if it, 

(1)Establishes, keeps current, and upon request provides the OS/R. 
the OSI, and other authorized Departmental officials the policies 
and procedures required by this Subpart. 

(2)Informs its scientific and administrative staff of the policies and procedures and the importance of compliance with those policies and procedures. 

(3)Takes immediate and appropriate action as soon as misconduct on the part of employees or persons within the organization's control is suspected or alleged. 

(4)Informs, in accordance with this Subpart, and cooperates with 
the OSI with regard to each investigation of possible misconduct. 

(d) Inquiries, Investigations, and Reporting - Specific Requirements. Each 
applicant's policies and procedures must provide fort 

(1)Inquiring immediately into an allegation or other evidence of 
possible misconduct. An inquiry must be completed within 60 
calendar days of its initiation unless circumstances clearly 
warrant a longer period. A written report shall be prepared that 
states what evidence was reviewed, summarizes relevant interviews, 
and includes the conclusions of the inquiry. The individual(s) 
against whom the allegation was made shall be given a copy of the 
report of inquiry. If they comment on that report, their comments 
may be made part of the record. If the inquiry takes longer than 
60 days to complete, the record of the inquiry shall include 
documentation of the reasons for exceeding the 60-day period. 

(2)Protecting,.to the maximum extent possible, the privacy of 
those who in good faith report apparent'miscanduct. 

(3)Affording the, affected individual(s) confidential treatment to 
the maximum extent Possible,  a Prompt and thorough investigation, 
and an opportunity to comment on allegations and findings of the 
inquiry and/or the investigation. 
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(4)Notifying the Director, OSI, in accordance with section 
50.104(a) when, on the basis of the initial inquiry, the 
institution determines that an investigation is warranted, or prior 
to the decision to initiate an investigation if the conditions 
listed in section 50.104(b) exist. 

(5)Notifying the OSI within 26 hours of obtaining any reasonable 
indication of possible criminal violations, so that the 05/ may 
then immediately-motify the Department's Office of 'Inspector 
General. 
(6)Maintaining sufficiently detailed documentation of inquiries to 
permit a later assessment of the reasons for determining that an 
investigation was not warranted, if necessary. Such records shall 
be maintained in a secure manner for a period of at least three 
years after the termination of the inquiry, and shall, upon 
request, be provided to authorized HMS personnel. 

(7)Undertaking an investigation within 30 days of the completion 
of the inquiry, if findings from that inquiry provide sufficient 
basis for conductin an investigation. The investigation normally 
will include examin tion of all documentation, including but not 

; necessarily limited to relevant research data and proposals, 
publications, corresponuence, and memoranda of telephone calls. 
Whenever possible, interviews should be conducted of all 
individuals involved either in making the allegation or against 
whom the allegation is made, as well as other individuals who might 
have information regarding key aspects of the allegations; complete 
summaries of these interviews should be prepared, provided to the 
interviewed party for comment or revision, and included as part of 
the investigatory file. 

(8)Securing necessary and appropriate expertise to carry out a 
thorough and authoritative evaluation of the relevant evidence in 
any inquiry or investigation. 

(9)Taking precautions against real or apparent conflicts of 
interest on the part of those involved in the inquiry or 
investigation. 

(10)Preparing and maintaining the documentation to substantiate 
the investigation's findings. This documentation is to be made 
available to the Director, OSI, who will decide whether that Office 
will either proceed with its own investigation or will act on the 
institution's findings. 

(11)Taking interim,  administrative actions, as appropriate, to 
protect Federal funds and insure that the purposes of the Federal 
financial assistance are carried out. 

(12)Keeping the OS/ apprised of any developments during the course 
of the investigation which disclose facts that may affect current 
or potential Department of Health and Human Services funding for 
the individual(s) under investigation or that the PHS needs to know 
to ensure appropriate use of Federal funds and otherwise protect 
the public interest. 

(13) Undertaking diligent efforts, as appropriate, to restore the 
reputations of persons alleged to have engaged in misconduct when 
allegations are not confirmed, and also undertaking diligent - 
efforts to protect the positions and reputations of those persons 
who, in good faith, make allegations. 

(14)Imposing appropriate sanctions on individuals when the 
allegation of misconduct has been substantiated. 

(15). Notifying the OSI of the final outcome of the investigation. 

Section 50.104 Reporting to the OSI. 

(a) Cl) An institution's decision to initiate an investigation must 
be reported in writing to the Director. OSI, on or before the date 
the investigation begins. At a minimum, the notification should 
include the name of the person(s) against whom the allegations have 
been made, the general nature of the allegation, and the PHS 
application or grant number(s) involved. Information provided 
through the notification will he held in confidence to the extent 
permitted by law, will not be disclosed as part of the peer review 
and Advisory Committee review processes, but may be used by the 
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Secretary in making decisions about the award or continuation of 
funding. 

(2)An investigation should ordinarily be completed within 120 days of its initiation. This includes conducting the investigation, preparing the report of findings, making that report available for comment by the subjects of the investigation, and submitting the 
report to the OSI. If they can be identified, the person(s) who raised-the allegation should be providc-d with those portions of the 
report that address their role and opinions in the investigation. 

(3)Institutions are expected to carry their investigations through 
to completion, and to pursue diligently all significant issues. If 
an institution plans to terminate an inquiry or investigation for 
any reason without completing all relevant requirements under 
section 50.103(d), a report of such planned termination, including a description of the reasons for such termination, shall be made to OSI, which will then decide whether further investigation should be 
undertaken. 
(4)The final rst.port submitted to the CSI must describe the 
policies and prcicedures under which the investigation was 
conducted, how and from whom information was obtained relevant to 
the investigation, the findings, and the basis for the findings, 
and include the actual text or an accurate summary of the views of 
any individual(s) found to have engaged in misconduct, as well as a 
description of any sanctions taken by the institution. 

(5)If the institution determines that it will not be able to 
complete the investigation in 120 days, it must submit to the OSI a 
written request for an extension and an explanation for the delay 
that includes an interim report on the progress to date and an 
estimate for the date of completion of the report and other 
necessary steps. Any consideration for an extension must balance 
the need for a thorough and rigorous examination of the facts 
versus the interests of the subject(s) of the investigation and the 
?HS in a timely resolution of the matter. If the request is 
granted, the institution must file- periodic progress reports as 
requested by the OSI. If satisfactory progress is not made in the 
institution's investigation, the OSI may undertake an investigation 
of its own. 

(6) Upon receipt of the final report of investigation and 
supporting materials, the OSI will review the information in order 
to determine whether the investigation has been performed in a 
timely manner and with sufficient objectivity, thoroughness and 
competence. The OSI ma Y then request clarification or additional 
information and, if necessary, perform its own investigation. 
While primary responsibility for the conduct of investigations and 
inquiries lies with the institution, the Department reserves the 
right to perform its own investigation at any time prior to, 
during, or following an institution's investigation. 

(7)In addition to sanctions that the institution may decide to 
impose, the Department also may impose sanctions of its own upon 
investigators or institutions based upon authorities it possesses 
or may possess, if such action seems appropriate. 

(b) The institution is responsible for notifying the OSI if it ascertains at 
any stage of the inquiry or investigation, that any of the following 
conditions exist! 

(1)There is an immediate health hazard involved; 

(2)There is an immediate need to protect Federal funds or 
equipment; 

(3)There • is an immediate need to protect the interests of the 
person(s) making the allegations or of the individual(s) who is the 
subject of the allegations as well as his/her co-investigators and 
associates, if any; 

(4)It is probable that the alleged incident is going to be 
reported publicly. 

(5)There is a reasonable indication of possible criminal 
violation.- In that instance, the institution must inform OSI 
within 24 hours of obtaining that information. .05I will 
immediately notify the Office of the Inspector General. 
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Section 50.105 Institutional compliance. 

Institutions shall foster a research environment that discourages misconduct 
in all research and that deals forthrightly with possible misconduct 
associated with research for which PHS funds have been provided or requested. 
An institution's failure to comply with its assurance and the requirements of 
this subpart may result in enforcement action against the institution, 
including loss of funding, and may lead to the OSI's conducting its own 
investigation. 

NOTE: This Final Rule was published in the Federal Register on August 8, 
7989, Vol. 54, No. 151, pp 32446-32451. 

.u.S.COWCRXICOU PMlictINt Orr ICC11969-741.21519Call 
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Harvard Medical School 25 Shattuck Street 
Boston, Massachusetts 02115 
(617) 432-3191 
FAX: (617) 734-4382 

Office for Research Issues 

I have read the attached transcript of my testimony 
before the Inquiry Panel Subcommittee 

on Tuesday, January 3, 1994, and agree that it is 
an accurate transcription of my testim?ny t ot../ 

1 
Ce414.044441 / 

(b)(6), (b)(7)(C) 

4elitt r 

Date 

Date 

-247.• 

Date 



Do you want me to start? 

Just identify yourself as you start. 

We... 

Could you just give your title? 

.TH: I am 1(b)(6), (b)(7)(C)  

my department is ;I:),,),;61-, there, and I am an  
at Harvard Medical School in thej(b)(6), (b)(7)(C)  

(b)(6); 
(b)(7)(C) 

at Cambridge Hospital, 
(b)(6), (b)(7)(C) 

My first contact with Ms. 

HARVARD MEDICAL SCHOOL 
Transcription of the Meeting with (b)(7)(C) 

Conducted on Tuesday, January 3, 1995, at 2:00 - 500 p.m. 

Investigative Panel Members Present; 
(b)(6), (b)(7)(C) 

 

(b)(6); (b)(7)(C) 

 

  

Staff Members Present: 
(r6); (b)(7)(C) 

Also Present: (b)(6), (b)(7)(C) 

This is is our first meeting of this panel which is here to consider ardi's 
problems, which she has created for herself. What we would like to do is to become veny_... 
familiar with all of the facts as you know them as they developed. We have the 
preliminary letters. We know a little bit about the circumstances, and what happened with 
you people arldl,b)(6), (b)(7)(C) But I think it would be very helpful if you began and 
sort of brought us up to speed as far as your perspective is concerned. May I add that 
part of our job is not only to find the facts but also to be sure that the young lady receives 
due process. 

It might be helpful if you would really go back to the beginning. How she first 
came to work with you, really start back at step one and lead us through? 

(b)(6); 
II-0(71(C. 

(b)(6); 
(b)(7)(C) 

with the PhltR1 /1-11/71/('.1 _

T

A 

position and that would have been for the July 
1993.. 

September. 

Yes, starting in September of 1993. And she came very highly recommended from 
NYU, and had an impressive vita)and we considered her one of our strong applicants. 
However, we had an in-house candidate whose credentials were equal to or stronger than 
hers, and so I advised her that even though she was a strong candidate for the position 
that it was unlikely we would select her. She was also at that point considering a 

Vardi was when she applied for a fellowship position in (b)(6), (b)(7)(C) 

 

(b)(6), (b)(7)(C) 

   

  

hat was a (b)(6); 

 

• 

 

   

(b)(6); 
(b)(7)(C 



fellowship with the Trauma Clinic then at Mass General. So we encouraged her, if she 
wanted to move to Boston and was offered that position,to take it, and we encouraged her 
to find a way to work both at the Trauma Clinic and form some kind of liaison with a 
developing research group that we hoped to get off the ground. 

PC: Who was her advisor at NYU? 
1(b)(6); (b)(7)(C) 

 So she did that; she accepted a position at Mass General in the. 
Trauma clinic fliere, and began to come voluntarily on her own time to meetings of a cadre-------
of people who were interested in developing research at our program. 

When would that be? 

September of 1993. 

She had taken the job at MGH a little earlier than that, and then when she... 

I think she started at MGH in July. We start our trainees in September. They start 
theirs in July. 

So, simultaenously with starting at MGH, she came and would attend meetings 
witn you. 

Righttjn the meantime we had applied for and, in the Fall of 1993, received 
funding from the Milton Fund to carry out this little preliminary study-oft it was a clinical 
chart review,on traumatic memory. And that called for a kind of research assistant 
position which she seemed, both in terms of her area of interest, what the topic of her 
doctoral dissertation was and so forth, ideally suited to take that position. So we hired her 
as of January 1994. 

(b)(6); 
(b)(7)(C) Could you tell us the title of her dissertation? 

Title of her dissertation... 

The topic? 

Her dissertation title, I believe, was Traumatic and Non-Traumatic Remembrance 
t Survivors of Sexual Trauma. In u 

0,VN. 

The subject matter was comparing three groupsone of people with adult trauma 
history,I think they were all women-. one group of-ertiomen who had been rapec4a.A-
and one a4t4t7group of women who had been abused sexually in childhoc9 and a third 
comparisoruroup with no trauma history, looking at not only memory for the traumatic 
events, butiyarious measures of autobiographical memory. And we thought actually those .154 

(b)(6); 
(b)(7)(C) 

2 

(b)(6); 
(b)(7)(C) 

(b)(6), 
(b)(7)( 

(b)(6); 
(b)(71( 

(b)(71( 



(b)(6); 
(b)(7)( 
C) 

(b)(6); 
(b)(7)(C) 

(b)(6), 
(b)(7)(C) 

And public memory. 

Yes, general fund of knowledge kinds of questions identifying famous faces fr-atit" 
We thought actually that it was an ingenious dissertation. It was quite an impressive 

piece of work for a graduate student, if indeed it-was as it appeared to be. 

Who did she work for at MGH at that time? 

(b)(6); (b)(7)(C) 

You didn't see the dissertation, she told you that this was what she was doing, or 
you saw a prospectus? 

(b)(6); 
(b)(7)(C) 

 

(b)(6); 
(b)(7)(C) We saw ... 

We saw the battery actually. 

We saw the battery of measures that she did, and summaries of what her findings 
but we did not get into the actual... 

 

  

  

But the research had been completed? 

Yes, supposedly the research had been completed and she was in the process of 
writing it up and was expecting her doctorate. Actuallyihat became an issue3because by 
the time she came to us we expected that she would have completed her doctorate, and 
then it turned out that she hadn't done the final write up. 

(b)(6); 
(b)(7)( 
C) 

(b)(6); 
(b)(7)(C) She hadn't passed her orals. 

Right, and throughout the year that she worked with us we were constantly having 
to advise her not to take on too many new projects without first completing her 
dissertation, and-l-gttess-sh-rcti Finally ... 

(b)(6); 
(b)(7)( 
C) 

I think she did her orals finally in March, April, or May. I am vague.. but. 

It was October. 

It was October before she did her orals? 

I think so -1-

 

O.K., maybe it was in the spring that she was rushing to get her papers together. 

So it was October 1993? 



This is the Milton fund? 

This is the Milton Fund study. 

That is when she started working for you for pay? 

As a research assistant, yes. 

Yes. 

So up to January 1994, she had been coming to these meetings and sort of / 
participating in the work groups, or sort of showing up on the menu, but you essentially L.: 
hired her in January 1994? 

ve.A.r,2,4; 

That is correct. Maybe it would be simplest just to .et hat study and then talk 
about how she got involved in these two other projects. I think we had already written the 
prospectus for the study, the Milton Fund study, before she came on boarcLattel-ettr--ficst—
fr.There were really four tasks, or five, I guess. One was the development of a rating 
form, you couldn't even really call it an instrument, but a standardized form for doing 
chart reviews. What kind of questions were we going to ask of these charts, and how were 
we going to codify our descriptions basically. And that was completed really before... 

(b)(6); 
(b)(7)(C 

(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) 

That was completed before she came on board. 

Welliwe made some minor modifications when she came on board, and that was 
the first round of work that we did with her. That round involved getting 10 charts, rating 
them, seeing where the sort of soft spots were. 

(b)(6); 

(b)(6); 
(b)(7)(C) 1994. 

So it was February when she was running it off and getting the finals in. 

So we began working with her on the memory study in January of 1994. I can, if 
you want to focus in on that study, I can give you a sort of chronology of how that, how 
our work with her developed. 

(b)(6); 
(b)(7)(C) 

r

)(6); I  
b)(7)(C 

The discrepancies and disagreements. 

Yes, the disagreemelitss,tzet7en numbers and so forth, and then sharpening up our 
form and our guidelines for-r-eaeliTIN, . We did that in the early part of 1994, the first couple 
of months. Then the next task was the identification and location of the charts, and 
completion of the chart reviews. We did that in the first half of 1994, and it looks... There 
were supposed to be 80 altogether that we found, of which I did 3!ML,  did 25, and 
Danya supposedly did 50, with 10 being overlap among the 3 of us. I am not actually sure 

4 



Why do you say that? Do you have any reason to believe,..? 

L4ki-t 
Well, I have now started going over the ones triatz , nn-lianger,Once all the other 

problems came came to light, I no longer had confidence in the chart review. 

(b)(6); 
(b)(7)(C) 

now whether she--25-ne of the things that is not clear to me was how many of those 50 she 
actually did, and how many she did correctly. 

(b)(6); 
(h)(71(C, But at that time, did you have any indication that there was a problem were it 

  

known..? 

No, no, I would say not in the first half of 1994. For one thing, there were these 
10 that we had all done where we compared our ratings, and she seemed to do fine with 
those. 

(b)(6); 
(b)(7)(C) There is also nothing very challenging or demanding in terms of the statistics 

 

required to do a chart review with basically numbers and percents. 
(b)(6), 
(bs)(7)( I understand, I just want to understand the comments that you were unsure about 
what they represent. So there is no indication that there is anything wrong with those? 

I didn't see a problem then, I mean I saw problems in terms of, as I mentioned, 
that she hadn't yet done her oral)that she seemed to be taking on too much. 

vAots \A-k—

 

And I guess in retrospec3with the event of the-efiffle-Yitb, I would say,also)that I 
had already begun to be concerned that she seemed to generate a lot of busy work without 
a lot of reflectiveness or thought about the meaning of what she was doing. She just 
seemed to run and d , tollid do, but since I hadn't mentored a research assistant before, I 
thoughtlwell maybe this is how they are. 

But nothing indicating, sorry to hammer on this but just so I understand exactly 
what you are saying, nothing indicating falsification, or inaccurate...? 

No, no, never crossed my mind. 

O.K. 

Now in retrospecS I have gone over and personally done, I have identified almost 
all of the ones that she did,and I have done them over. What I have not yet done is sat 
down and compared each one, but I have already found discrepancies. 

Discrepancies beyond what one would come upon say in a reactabifity study? 

5 

(b)(6); 
II-Ar71/ 

(b)(6); 
(b)(7)( 

(b)(6); 
(b)(7)(C I see that is an impeaing problem. 

(b)(6); 

(b)(6); 
(b)(7) 
(C) 

(b)(6); 
ih)(71 

(b)(6); 
(b)(7)(C) 



S
e 

Yes, I think,. I mean there are some,for example
)
where, in fact, the evaluation had 

never been completed, and ifet she seemed to act as though it had. Those were charts we 
should have thrown out. That sort of thin&And I have found a few of those. There is also 
a question ofr I will get to this in minute,-of the final 6 chart reviews,which I am just 
wondering if she did at all. 

(b)(6); 
(b)(71( 

I actually think in fairness to her when she was going and doing, wirich4414441.4s___ 
iWlt was hap , she would try toklay assessment, or 

a chart based on whafttwat available ia tjae record i* we mt-be-want her 
4.1-1 1$2.z 

to do 3omothr ittop completed evaluation, arret-t4at.-nugAt..4 the basis for our ratings, I 
don't think that &e brifere-thet.41.vat there was 
anything malevolent in how she behaved at that point, maybe careless, maybe overly 
desirous to please us, and therefore cutting corners that we would not have wanted her to 
cut. But it is when you look back and yEstt see that and tlieft -yeu-eee,  this other stuff, then 
I think you doubt. 

I am asking the same question that I think tom. (b)(7)(o)  I  asking. I do a lot of 
chart reviews, and when you go in as professional nurses, you find errors that disturb you 
that they would not be what you did, and that is part of the process. But you don't have 
any reason to think that she systematically falsified something? 
(b)(6); 
(b)(7)( 
C) 

No, I still... 

It may have been sloppy. It may have been the easier answer or something, but 
there is nothing that you would classify as what we are calling misconduct? 

No. 

Falsification? 

No, that didn't occur to me at all. Then )what we did in the spring also was, as 
chart reviews were completed from time to timeXe asked for sraf+-e,f an initial count. 
There were 14 items on whicK we were scoringsand we did a review on March 18th when 
we had an "n" of 30, and we just went over and filled in the numbers. Then we did 
another one on May 13th when we had an "n" of 74, and at that point our initial goal had 
been to get 100 charts. It looked pretty clear we weren't going to get 100. We said,,Tell 
let's try for 80, and it is that last 6 that I am really the most unsure abouti because we kind 
of broke a bit for the summer, gut when we reconvened in September, my first order of 
business was to sit down and say; "O.K. now let's just go over the same thing we did in 
the spring. Let's look at that "n" of 80. Let's not do anything fancy;  jtc-2t9pee the 
numbers." And week after week, I would say: "Let's do that before we rush on to other 
things", and it never happened. Insteadiwhat started to happen was that Danya had 
punched all these data into the computes and she supposedly knew how to do all these 
fancy things with the computer, and she started to bring in all these correlations; item 3 
with item 14, you know. I kept saying to her: "I don't care if you get a "p" less than .05, 

6 

17E1 

(b)(6); 
(b)(7)(C) 



(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C 

14.11616.161 

it doesn't mean anything because this is not... .you are not testing a hypothesis here. These 
aren't truly independent variables. This is just a way of trying to be a little bit more 
systematic about a description, a classification. We re not ...You are trying to apply 
methods that are way too fancy for what we are doing here." But it was hard to restrain 
her. She brought in folders, and folders of, you know, these IzifiAlf data printouts. I was 
increasingly, I guess, uneasy about that. As we moved into October.... 

(b)(6); 
/1111711 What she did with the chart reviews was to quantify, put numbers, on the items of 
the charts.. 

That is what we had wanted her to do. 

....like a rating scale? 

For example, how many... 

\ 
What women reported suspicions of abuse as opposed to 14163:1-

 

Or even diagnoses, how many had this? How many had that? 

Then what she did was to do certain tests of central tendencies and significance of 
differences between the groups? 

(b)(6) 
lazt

L 
he wanted to correlate diagnosis with completeness of memory. It is a 

/1,1/71  

natural thing to be curious abous but what kept saying was: "This is too soft and squishy 
to get a meaningful correlation. Let's just start by painting a descriptive picture and then 
see if we see anything." 

One could say that was a symptom of eagerness? 

Yes. 

Right, maybe I could step in and say something at this point, because I think you 
have to remember that as Danya was doing the memory study with us, she was also 
completing her dissertation, working withj (b)(6), (b)(7)(C) U , and in utd...tr(42 .,vu 
other studies.Working with (b)(6),  andyin our research group on another study, and in a 
way getting Very heady about it all ....A lot of this work was all coming, moving towards 

. initial write up for publication at about the same time.. retrospect, agaiR 1461+4--

 

think a lot of us were uneasy i4.fferent ways with how fast she was going, but there was 
a kind of switch in which, as r 6)),(  described, we would meet with her one week and go 
over the numbers and ask her to then do something in the way of putting together a 
picture of those numbers. She would come the next week with something else. , c;othat 
there was constant slippage,Inrt-a lot of talk about this finding or that finding or these 
slides will look great. l e wire trying to put reins on her but I don't think we were. 
thinking that there was anything wrong. We thought we were dealing with an overly eager 
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(b)(6); 
(b)(7)( 
C) 

(b)(6); 
(b)(7)(C) 



(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) Did she have to program anything? 

No programming. 

No, programming. 

Oh, she must have somehow, wouldn't you think to run correlations. 

No, that she can use SPSS, or SASS, or there are many programs that run 
correlations, just plug in the numbers. 

What is your sense of her computer skills? 

My sense of her overall skills was she is (missing in section of tape) 

...something else or present an opinion about.... 

No, she just didn't seem to take it ini and in fact we had to kind of hammer away at 
her to get her to take in.... 

(b)(6); 
(b)(7)(C 

have a 

graduate student who had taken on too jnany things and we weds of caught in it, 
because of how much she was doin ow much she was takir1gaTrc was hard tX not 
only-restrain her but to articulate exactly what our concerns were. It was hard to get a 
liâiifle on our own concerns. 

(b)(6); (b)(7)(C) 

 

b)(6); 
b)(7)(C) There was no indication to you of resentment at the restraint at that point? 

No. 

No. 

No, I don't think there is any resentment there. 

She just ignored incl.the-n-ext week came in with something else? 

/1 1-4 

She didn't argue: 
ss ng section of tape) 

(b)(6); 
(b)(7)(C) 

b)(7)(C) ....Other than her skill as a programmer, because many of these things can happen 
in computing. Not this kind of thing. 

But what did start happening is that deaUines started arrivingj and when we would 
line for say something it-would either)kat the very last minute, or something 

A d " 
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b)(6); 
b)(7)(C) You had your own presentation. 

It was a day before a presentation that I was supposed to do. I brought them in 
becauset-het are very pretty, but.... 

(b)(6); 
(b)(7)(C) They don't have any numbers on them. 

" ) 
crw' . 

would come up. So thawhen we her, particularly when it came to doing initial 
presentation of the data; stuff would arrive, if at all, at the very last minute, and that I 
think.... 

That when is when we started to really get concerned. In October, both and b)(7) 

I had several talks....(missing section of tape). 

She was leading up to the presentation that c!D?c9,?,  had  scheduled at the 
International Society for Traumatic Stress Studies in early November, at which we were 
hoping to do a preliminary oral presentation of some of these findings. That required 
having some data slides, so we went over,ggin with Danya w4g  v,krre., f.evat slides were—'.. 

.

ç.

 

important to haveland there was some discussion of how to present the c_i_aja in a 
graphically easy to take sort of way, ' , or bargfapis-

 

  they don't hveny numbers on them. Some of them have the axes labeled 
totally wrong. , this is n an area that is so controversial, f 7r example, one of 
the findin s we wanted to present had to do with how much confidence people expressed 
hmelvn their own memories ) )(ow much doubt or confidence they expressed. And 

another had to do with how much detail they provided in their narrative. And we had a 
number of dimensions such as time, place, person, and events, because we were expecting 
that there were would be differences on those dimensions. Well she labeled the/a-xis as 

NI` percent accuracy..4m14 said to her: 
(b)(7)(C) 

This is a very crucial mistake to 
makelAnd how would you calculate a percentage anyway? 

We only asked that question later, we were so concerned about the labeling, I 

(b)(6); 
(b)(7)( 

.") She seemed to 
have this knowledge of all these wondeiful computer programs that would make beautiful 
pie charts and bar graphs and so on, so we let her,, 5he wanted to do that and so we said by 
all mean5.this is delightful. But.We said can you in fact get them done by such and suda 
time, so they will be ready for presentatiot3, and I guess it was very late October when we 
finally got them, on the eve of a presentation.... 

:b)(6); (b)(7)(C) 

b)(6), (b)(7)(C) 

(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) 

don't think we asked about the percentage figures. 

Right,44at-seenie41-te-b7.Nik said: b)(6), (b)(7)(C)  lind in fact I 
didn't use them. I used some;../ gome sia

.
I to be O.K., althouiVhey hakagain3 

percentages without an "n" on the slide, again is sloppy, but I still didn't think-i-f.  
.1.3tas wrong. 

(3)(6 
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I am not sure I would use the word falsified. I think when we then came.. 

Let me elaborate. When, you say sort of labeling of percents doesn't make any 
sense Well, I have seen that, and it is not what I would call falsification or fabrication. It 
is people not thinking rigorously about what do I really mean by accuracy and not labeling 
it, and not putting the numbers in, I just see it happening all the time, and that is 
qualitatively different than what we are trying to determine whether or not what happened 
is misconduct. So I understand your concerns. I am trying to separate what a bad research 
assistant is and misconduct? 

(b)(6), 
(b)(7)(C) 

Let me give you two ..let me go to the paper. 

Yes, I was about to do that so I don't know if you want to take over at this point. 

Maybe I should do that about the paper. 

Just so you understand. I am very sympathetic. 

No, I am still with you, because at this point I had no suspicions of falsification at.-
411is-p9l thought: "Oh, my goi..bhis-i-s4.24,1-14418W------k, I have to back up a lot more than I 
thought and really do a lot more saptZ.basic teaching than I expected I would have to 
do." But I had no suspicion, and I wouldn't have on the basis of thatoaer,--e-, 

(b)(6); 
(b)(7)(C) 

(b)(6); 

wmct'
00(71(C1 

.. 

I think we have to treat these as apples and oranges. We want to make sure 

Was 
b)(7)(C) when we weikkth'at final step of preparing our first paper for publication. And her job was 

simply to plug in the numbers in theesulftsection. (b)(6) do you want to take it over? 

, 
b)(6), The final where we really began to think (b)(6) (b)(7)(C) 

This is really important, because you are mentioning a lot of ideas, and I am 
athetic with what you have said and it is quite frankly I have seen all this behaviour, 

and I make bad slides sometimes too We really have to determine whether there are 
instances of fabrication or falsification. So do you have any indication that there is any 
thing fabricated or falsified on these slides? 

Yes, let me go into sort of two concerns, because the issue of fabrication and 
falsification is a complicated one. Id has talked about the slides, and her. presentation. I 
was scheduled in November to present the data. Now this is after we haVe-told her that we 
want slides with numbers, and that accuracy is.not an accurate construct So she has, been 
directed to produce the new diagrams, and s committed to doing so. on the night 
before we arelirleave for the International Society for Traumatic Str,ess Studies, the new 
slides ace not done. So lam going to be going to a national meeting w

i
i,,th fliose slides 

withoUt numbers. And on the one that has to do with$ercent accuracy, I took her bar 

(,,,):ku 54.44 ) 
\ 
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graphs and said to her at that point:  (6)(6), (b)(7)(C) 
(b)(7)(C) And she said: "Well I took 

the mean score and ccoo.,arat with the total possible score, and I calculated what  
percent the mean score Zs a total possible score.  So I said to her: [9(b)(6) (b)(7)(C) 

(b)(6), (b)(7)(C) I  So I then took the bar graplynd cl4tgled-t ,L, 
I titled one ofthem tail frovidedy tied the other orq_Confidence'Expressed", did away 
with ercents  and tried to make a transparency that would work As I was doing  that, I 

II-111711M Now 
remember we hadneally seen an wit more thane? 4 niimbers, but we already 
knew that 7 cases,v7T5f the charts 1iat we had seen, people didn't have any memories. 
That is im rtanci,ecalreje sa4 the "n" was 80. I typed it in, and wen Joed. Soke 
had to 4 •  the next morning early. Aritel-I woke out 1:30 and 

b)(6); (b)(7)(C) 

asked her, 

b)(6); 

And she said, 
b)(6), (b)(7)(C) 

r rr(v1/4; 
r v„-

 

tfr L 

ti#1  12,4' 

I She came back 
out and she told me it was 73. I now cri not know that it is accurate. And if it is not 
accurate, then that is a production. ow, whether she was operating simply under time 
pressure and didn't see it as production, I don't know wher that number is accurate, 
and I don't know whetheys ecause she made it up. So th,u4s erte-ryitee-thet to me to be 
making transparencies at 2 o'clock in the morning that should have been accurate and 
should have taken in the information was disturbing. So that I went down the next 
morning early and changed the number to 73, which I hope was right, but again I don't 
really know. 

  

I said. 1(b)(6);  (b)(7)(C) (b)(6); (b)(7)(C) 

 

  

What was she dealing with? Was it computer output and she was recounting by 
hand? Did she recalculate it by computer? 

    

 

b)(6), 
b)(7)(C) 

 

You mean to get the 73? 

    

To get the 73? 

She said she went downstairs to check her printouts to see what the number was 
an t at she had just given it to me in a hurry because we were.cig-tregiTW-FialI am 
saying. I don't know whether that is true or whether that was just something she told me. ----

 

(b)(6); 
(b)(7)(C) But the -printouts were from data that she had entered into her own personal 
computer or was it a database? 

(b)(6); 
(b)(7)( 
C) 

I It would be her personal computer. 

So she entered it herself? 

She entered it herself. 



(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) She was the database manager, the database administrator, the database enterer, 

and consumer? 

Right. 

O.K. 

(b)(6), 
(b)(7)(C) 

So when you ask the question of falsification, I don't know whether the number is 
rig t. That is one thing that concerns me. How she got that number I don't really know. 
I did what I could the night before a conference to make it 0.K, but I don't know 
whether the number was fabricated or not. Over the summer, between the spring and the 
fall, we had been anticipating thescass.-  entations and we had been drafting the first paper. 
The plan for writing that paper waTh.e authorship was to be myself first, n next, 
Danya third, and therefore it was my job to pull together the paper. uudv'sljob  to edit. Our 
job collectiv ly to review the data, and Danya's job to plug in the numbers. And I had 
drafted that ulVeCtion leaving just sort of open text for her to plug in the numbers over 
the summer. tjimbers in a way were so simple next to the kind of stuff she was doing 
WjthIA  an , and  welad met with her and reviewed the actual numbers, holding onto 

- ---Feces of paper, so I guess it never occurred to me that the numbers that shd would finally 
plug in to the paper would be incorrect And the' slides weren't dealing with actual 
numbers they were dealing with aggregate data and slide presentations of percentages, so 
it wasn't really until the first draft ofthis paper for publication was sitting on the screen, in 
a way that we could look at it that the concern, I think, came up about some kind of 
falsification. Let me just describe a little bit of that process. 

We went out to ISTSS. We presented the paper as part of a symposium on memory. 
There is a Journal of Traumatic Stress that has plans to come out with a special issue on 
memory. I hasA,previously talked with the editor ab

t
out

i
 whether or not we could submit a 

paper for that special issue, and at the time she said no because they had enough 
submissioAnd they weren't accepting any more. Danya learned at the convention thatrin 
fact fame of those. papers hadn't come in and that there might be an o ening for us to,  
submit this paper for that-issue. So we had directed Danya to give a call and (b)(6), (b)(7)(C) 

find out if that was true, and Dart a came back and said yes, it is accepted we need to get r • _.- 
1,

.. 
ready, accepted for review. 4,  1.1pADS meetings were early November, and it wart& 
weekend before Thanksgiving/so in those few weeks that we started really getting our 
stuff together to pull together a final written paper. The Tuesday before Thanksgiving I 

I met with Danya till about, I don't know 11 or 12 o'clock, going over the text. I have to 
say at that point in time I wasn't checking the results section. It didn't dawn on me that 
the numbers wouldn't be right. 100)(6) and I met on Friday with the final draft of the paper, 
and we started finding what we thought were calculation errors, and recalculating. ItUiLll is 
a great editor, so she was editing the' paper and we started recalculating the numbers, and 
found what we thought Were errors. But nothing really more than that. 

r(b)(6), 
L(b)(7)(C) Can you describe what you mean by errors? 
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Errors of addition basically. 
(b)(6); 
(b)(7)(C) 

(b)(6); (b)(7)(C) 

(b)(6); (b)(7)(C) 

Some of the numbers didn't add up, so we did them/revised them, we did what we 
thought were right, looked at the original summaries. So that was what was happening on'.  
Friday. The plan Friday night was that we had caught everything. It was on the  computer.  
I would print it Saturday morning and I would send it off to the publisher and 
and I would go off for the weekend. What happened really was that the printer wasn't 
working so I had to fiddle with it; and by the time I was doing that (b)(6); I  had second 
thoughts about one table, 

The numbers didn't add up. 
-4t 

IOustcrafli doesn t there is something wrong with these numbers. I wasn't more 
A 

specific than that. If we are presenting these results over here, how come they don't fit 
with these results over her; ah41-these.5----. 

I am struggling to understand what you mean by numbers. The number of charts? 

Let me give you an example... 

The number of axes? 

The number of depressions? 

(b)(6); 
(b)(7)(C) 

13 

(b)(6); 
(b)(7)(C 

(b)(6); 
(b)(7)(C) 

/". 

(b)(6); 
(b)(7)(C) 

Let me give you an exampile of what happened oril aturday after 030) and I had 
taken out one table, and I thought it is fixed, I can print it. It happened that there was a 
paragraph of the results secttvi up on the computer screen, and Ilsrk at it, and I looked 
and I looked, and 1/11olighttlhat can not be right. It can not be right. The reason it 
couldn't be riglIpirt71s-a Aragraph dealing with ztekind of precipitants to traumatic 
remembrance patients had.identified. And I knew that in the inventory that we had used 
we had 14 separatories of precipitants that patients could have named, and these 
numbers mentioned" 3 dr 4 of them and said nothing about the other 10. So that it was 
more like a summary of what had been presented on the slides rather than a presentation 
of the data. That is part one. Secondly when I say the numbers were wrong, we had 
looked for a total of 80 charts, but of those 80 charts there were a number of people who 
had always remembered w t had happened to them, had never forgotten, so there was no 
"new recall". We coushl ave had 80 people or even 73 people naming precipnew b

_a 

recall. We simplVcouldn't have had that many. It had to be a significantlyiees number 
than that. It hadito be at least 29 less, as it turned out. I don't know why I caught that, 
but I caught that and went and looked for the last data summary that I had, which actually 
had all the categories on the interview with exact numbers down. That is when I found out 
that if we had the right numbers1  Did you bring that piece? , . . 

. —4ilto_. 6140.14244. 64-t_ kid.. tiliap-e-f :kid A-1 104 40/0k, 
No, that was the information she gave us in May

3
and it bore no relation to what C t 

she was now saying the numbers were. 



(b)(6); 
(b)(7)(C) 

It looked to me at one point in time she-had' 
calculated a percent 

.
1..n.,2,

1we ifad asked her to provide numbers as well as percents, ..a2 
had taken t at percentl  it might have been a percent of 30 cases13 .2c1 she no longer knew 
what the as, she only had the percent. So she worked backwards and calculated a 
percent.of the total 80. That is what I think she did. But ,she also left out data. 

She Was obviously using a computer to help her do all of this, is that right? I am 
lead ng up to asking about software and whether or not you have evidence that she is a 
skilled programmer and could some of this have been programming error which pervades 
so much of our existence and you are constantly.. people don't know they are making 
errors when programming errors at a high level....? 

(b)(6); 
(b)(7)(C) I don't think so. 

I can relate to this issue. I do very, very big studies and we spend months trying to 
find out the denominator of the population. We often do these kinds of calculations and 
it is quite conceivable to me that this person did exactly what you said she did. She said: 
"Gee, there are 80 people, I am lazy. I know this is 13% at a rate, so this must be ...12 
people had this, so I am going to add in 12." What I would call a semi-incompetent 
honest sloppy mistake. I don't know what the line between falsification and fabrication is 
although I would put that in the bucket of sloppy bad research assistant. 

  I would too. I think thahhe reason t is a fuzzy line, because we wind up not 
being able to tell what an errotased on.., .1 don't think it is bad software, because 
and I checkeLher numbers with a calculator, so I don't think it is a software error, but it 
could be juvpeedy over energized exhausted kid turning out bad.numbers and then not 
knowing it. 

The proof of the pudding though would be whether the problems arose because of 
a floating denominator here, and you don't know what it is. It is a slippery and quick silver 
denominator, or whether she made up numbers about say the number of people who rate, 
the number of people who recovered mentally, did you feel that the numerator was played 
with? 

Well, that is what I don't know. That is what I feel I have to check, and until I 
ave redone everyfine of those charts and compared what she reported with what I 

actually see in the charts, I can't tell you the answer to that. 

(b)(6), 
(bs)(7)( You have to understand that we are trying to minimize false positives and we are 
willing to accept many false negatives, and this to me sounds like the kind of thing that 
unfortunately I see regularly. That is one of the reasons when we put a paper out we 
review every single number because I and skilled colleagues, especially research assistants, 
have a rule: every paper I send out has an error in it before you check it. So you have to 
look for those errors. 

(b)(6); 
(b)(7)(C) 

(b)(6); 
13)(7)(C 

r)(6); 

(b)(6); 
(b)(7)( 
Cl 
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(b)(6); 
(b)(7)(C think the part that disturbs me more, you can write off those numbers in lots of 
ways The part that disturbed me more, once I started looking at that particular paragraph, 
wthere was stuff that was left out that should not have been left out, and there was stuff 
that was a distortion of the truth. Now..! will give youlexample. One example she 
mentionstzhich is close to the trutOliat only; I think, 2 subjects named hypnotherapy as a 
source of new memories. I think tgat votts7riitiyk3at-h•at was the right number, I am not 
exactly sure, but even if that number is correct, what she left out was almost 10 people 
named some sort of altered state of c7risciousness asp source of new memory. Now I 
don't think that we can have it both ways. That-the ii*prk9therapy was named as one of 
several altered states that we enumerated. r thinkin the aiscussion you can sthrtitp-theauall 

.,al emphasize that only 2 people named hypnotherapy, but all of the cases should have 
been named in the kulssection. So it 443 as much the dropping out o cas s as the poor 
enumeration of the nght_cases. And again, is that deliberateymalevolenam itious 

-7 
---fatsifitatidirordaia, or is that an ambiesp* graduate student trying to please her mentors.. 

I am not sure what, but it is not O.K. 
Lits 

Let me jump in here because time is passing. It seems to me that there is a real 
gray area right here, but we need to get really to the crux of the issue. The thing that 
brought this whole thing to a head, so why don't we cut through this? 

O.K., -,,,e1-11/1  think if there had been this problem with this study alone I-think-§ou 
are right. It would have stayed in thegray area also would have prefdrred to think 
of it as sloppiness, floating denominator. Oryas (b)(6); (b)(7)(C) puts it, if the same person is 
the data entry person and the data output personrand the data manager, and there is no 
other person checking over it, there are going to be mistakes. If this were the only 
problem and-that-was-all-it-waZI think you are right, that it-l4-to label it 
misconduct, deliberate misconduct, would be per-haFoverly..ka.,,,--s.CN • 

r)(6); 

(b)(6 

You wouldn't renew her contract and you would go on from there? 

Right. 

We have to make a discussion whether to report to federal agencies whether 
misconduct occurred at the medical school, or this is bad work, sloppy work, ambiguous 
work, but honestly, I hate to say this, but this falls in the disruption of things that happen 
every day, which we build in mechanisms to protect ourselves. 

(b)(6); 
(b)(7)(C) 

Maybe we should get to. 

Yes, let's get to the real issue. 

Can,Igtreak in for a second and mention something, because it bears on this and I 
think itItc'r'ossed that line, which was that we had the same kinds of problems in another 
project that b)(6);•  and I worked with Danya that we discovered subsequently. Some were 

(b)(6); 
(b)(7)(C) 
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clear sloppiness, like she and I would talk about a data analysis that needed to be done, 
and she would consistently come back with the wrong set of correlations. I was curious 
about this, because she is a very smart graduate student. It seemed peculiar but we just 
thought that she was rushing too fast. When all this broke, perwe decided to go back 
over the data that she had pulled together for another project. It was a project with an >f(  W 
of 120 whi0 was from several different groups. We were comparing different profiles of 
impact4/trauma among several different groups, and Danya had acted pretty much as 
project administrator. These were data collected from clinicians. It was a study where we 
got data from clinicians about their patients using a "q" sort method, where they reaLlesi-,  
patients in various ways. And Danya had been really instrumental in getting to a lot of 

-ther-apies-withVifferent patient populations, adult rape, only, childhood sexual abuse plus 
adult rape, minus adult rape veterans, etc. 

Well, particularly that was veterans. 

Right, parttcularveterans and rape surveyors were the 2 groups,she had a lot of 
contacts with a lot of people(wh-h-a-let  of people,-.3achich  we discoverelasIllings-WEiThel 

/ too-. But so she managed to collect all these things. So when this all happened, when we 
heard from other research projects where there were problems, we went over, this was 
about 3 or 4 weeks ago.... 

(b)(6), (b)(7)(C) and I pulled the paper on Saturday. I met with Danya on Monday night, and 
that Monday morning we had heard from 1(b)(6), (b)(7)(C) iwhat was going on up there. 
Everybody was pulling papers, and thenl(b)(6); _ and I met with Danya by the end of that 
week, I think. 

(b)(6); 
(b)(7)(C) 

e. 

Right, with this paper I had seen all computer printouts. Danya had done_wf data 
analysis on a number of occasions, given me the printouts. I had written up the results in 
the discussion from the printouts I had seen. On a couple of occasions, I had seen things 
that were anomalies, like there was an "n" of about 46 on something that should have been 
an "n" of about 90. I called her and said: "Danya, why does this say 46? What are the 
others?" She said: "Oh. that doesn't matter_ that is not riaht." I said: kb)(6) (b)(7)(C)  

(b)(6); 
(b)(7)(C) 

(b)(6), (b)(7)(C) 
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(b)(6); 
(Malt 

(b)(6); 

(b)(6); 
(b)(7)(C The "n"s looked good. 

The "n"s looked fine, but then I started counting up the "n"s and the "n"s per 
group did not add up to the 120 total. So I called Danya back and said: "Danya, the "n"s 
don't match up, can you check again to see what the "n"s are." Now, reading "n"s off a 
computer printout is not a difficult thing. If she is reading from a printout the "n"s are 
there, and it says total and it says by group. So she gave me a new set of "n"s and this 
second time the "n"s, I didn't realize until we were at the ISTSS meeting presenting the 
data, but again the "n"s didn't match up. But this time they didn't match up in a very 
problematic way, which was for an "n" of 120 with 6 groups, the "n"s per group were in a 
range of about 13 to 15, and we had previously gone through these data many times and 
the "n"s were ranging from 18 to 30 per group. So something was very amiss at this 
point. We discovered that and I talked with her about that at the meetingtand said: 
"We've got to figure out what is going on here, because there is something that is 
problematic." She said: "Oh, I just must have copied down the wrong numbers." 

She told _n2,..e something different, because what she had told me was that the 
computer kickesgy "q" sort profile that didn't have 100% entries. So that we had these 
starting "n"sbut-theu if there was one cell not filled or there an extra cell filled in the 
column the c)omputer would kick that and not count it as a good "q" sort. So what I 
assumed was happening was that the "n", the drop in "n"s, was based on the computer 
kicking out incomplete data, not bad data that had to be separately analyzed. 

(b)(6); 

(b)(6); 
(b)(7)( 
C) What we su-  bsequently found was that the computer didn't kick out anything-that 
she and that statistician she was working with were throwing out cases where they had 
some missing data points. Againiit that'AsCitntific misconduct People choose different 
thresholds at which point they decide there is too much missing data. They chose a really 
conservative threshold, but that is my fault for not paying closer attention to it as I was 
reading the computer printouts. So again we had nothing to be concerned about until we 
met with Danya and we actually had, in December, we actually had the folders from each 
group with each of the "q" sort rating sheets on them. So we go through them and see 
what was in each group. When we went to the veterans group, we opened it up, we had 
reported an "n" of 16 which is the "n" that Danya had given me. 

17. 

wurc-

 

I am sorry, 16 or 17. We  opened it u and there was 6 protocols in there. I said: 
(b)(6), (b)(7)(C) b)(6); (b)(7)(C) I She said: c!3?c9.L. and I" 'must 

have thrown them out because they had missing data." At t is porn I said: P3)(6), (b)(7)(C) 

1111-:\fk‘• thvi cfrn 

She said: "I presume that is how many we had before we started throwing out bad cases." 
This is one that seems to me to cross the line, because she knew when she gave me the 
data that we had only done data analysis on 6 cases. God knows how we got a significant 
number... 
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So when you found only 6 cases and she had said 17, what was your reaction? 

Well, I was surprised. My reactionfi cn ieti-yokewas concern. But I said: 
(b)(6); (b)(7)(C) She said: "The correct 
number of cases really is 6, but we did have 16 initially." That was her response. 

(b)(6), 
(b)(7)(C 

(b)(6), 
(b)(7)(C) 

Excuse me, so in this folder you normally keep the raw data? 

Yes. 

Yes, we had raw data forms for all the "q" sor0 and it was my memory that it was 
actua ly only 4 "q" sorts in that folder, and that the "n" reported was 17, and that the data 
had been analyzed ori 4 cases, not on 17. 

21LI So you have actually no hard copy of any data or the discrepancy between the 6 
and 16? 

No. 

No, we are just now starting to go through the folders, but it looks like there is an 
"n" of about 70 that are clean data, that  were included. The  "ri"s that she gave us that we 
presented atie ISTSS and that 0)(6),  presented at-IMIT-NATere 120)which is almost 

- that. I ca imagine that is not something that she didn't notice, that they threw out 50 out 
(b)(6); 
(h)(71(C,1 of 120 cases. 

(b)(6); 
(b)(7)(C 

Our protocols are that you always, that you keep all data, whether or not it is 
missing so you can always locate it. Do you have such a protocol? 

That is right and we have not seen the data. 

You knew that originally you had those extra 10 records? 

No. 

Well, that is what Danya had told us. She was really the administrator who pulled 
together all the data. 

She gathered the "q" sorts? 

Yes, well we turned them in to her. All the clinicians who did the work turned 
them into her. 

(b)(6); 
(b)(7)(C) For data entry. 

For data entry. 
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(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) 



We don't make decisions now. 

I understand I am just trying to ...You have no data that there ever were 17.. .that 
there were not 17 people at some point? 

(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) 

So you know that say 17 were gotten? 

No, we don't because she collected them. 

The 2 categories we don't know. In other words, we know we have something 
e groups being compared. 

6 groups. 

6 groups, O.K. and we know who produced the data in 4 out of the 6 groups, well 
maybe 4 and a half. But in the veterans group, bee she was up at tb)(6), (b)(7)(C) lat 
the Manchester VA, she said she had accessAlle could get people to AZ-Tfii veteranSN"-T 
So it-is-ep-theve4trtd she would collect that data up there, and the same thing with the 
adult rape group. So those 2 folders are the folders with less data that we thought there 
were. 

(b)(6); 
(b)(7)(C) 

(b)(6); 
(b)(7)(C) 

So she is the only source of information for validating. You have no way, it 
certainly sounds extremely suspicious, this sounds like fabrication. 

(b)(6); 
(b)(7)(C 

(b)(6); 
(b)(7)(C) She told you there were 17, but you never saw 17? 

Right. 

But she entered the data. Her data entry was supervised by 
we haven't talked to him. 

(b)(6); 
(b)(7)(C) Right, I don't know how many the 2 of them decided to throw out together. It is 
perfectly possible that she had 17 and threw out 13 of them or 11 of them. The problem of 
course is that even if that is the case those should be somewhere and we don't know 
where they are. 

(b)(6); 
11-111711C.1 We have asked her to bring us a folder of the data that got tossed, and she has yet 

to do that. 
(b)(6); 
(b)(7)(C) We have to get onto the.. 

We have to get onto the other subject. 
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