Therapists’ experiences and beliefs.


Recovered memories, satanic abuse, dissociative identity disorder and false memories in the United Kingdom: A survey of Clinical Psychologists and Hypnotherapists. 

James Ost* ¥, Daniel B. Wright^, Simon Easton*, Lorraine Hope* and Christopher C. French+.

* Department of Psychology, University of Portsmouth, Portsmouth, UK.

^ Department of Psychology, Florida International University, Miami, USA.

+ Department of Psychology, Goldsmiths College, University of London, London, UK.

¥Corresponding author: Department of Psychology, King Henry Building, King Henry I Street, Portsmouth, Hampshire, UK, PO1 2DY (e-mail: james.ost@port.ac.uk).

Acknowledgements: The authors thank all the respondents who completed the questionnaire.  Thanks also to Julie Udell and Hartmut Blank for assistance with the project and to two anonymous reviewers for comments that improved the quality of the manuscript.
Author note: This project was funded by a grant from the Odin Trust.

Recovered memories, satanic abuse, dissociative identity disorder and false memories in the United Kingdom: A survey of Clinical Psychologists and Hypnotherapists. 

Abstract

An online survey was conducted to examine psychological therapists’ experiences of, and beliefs about, cases of recovered memory, satanic / ritualistic abuse, Multiple Personality Disorder / Dissociative Identity Disorder, and false memory.  Chartered Clinical Psychologists (n=183) and Hypnotherapists (n=119) responded.  In terms of their experiences, Chartered Clinical Psychologists reported seeing more cases of satanic / ritualistic abuse compared to Hypnotherapists who, in turn, reported encountering more cases of childhood sexual abuse recovered for the first time in therapy, and more cases of suspected false memory.  Chartered Clinical Psychologists were more likely to rate the essential accuracy of reports of satanic / ritualistic abuse as higher than Hypnotherapists.  Belief in the accuracy of satanic / ritualistic abuse and Multiple Personality Disorder / Dissociative Identity Disorder reports correlated negatively with the belief that false memories were possible.  
The last fifteen years have witnessed one of the most contentious debates in the history of psychology (Brainerd & Reyna, 2005).  This debate, referred to by some as the ‘memory wars’ (Crews, 1995; McHugh, 2008), centred on the validity of claims made by adults that they had recovered memories of childhood sexual abuse that they had previously been unable to recall (Davies & Dalgleish, 2001; Geraerts, Raymaekers & Merckelbach, 2008; McNally, 2003; Read & Lindsay, 1997).  While the majority opinion was that the sexual abuse of children was more prevalent than had previously been thought, psychological opinion concerning the validity of claims based on recovered memories was divided on two key points.  The first was whether individuals cope with traumatic experiences such as sexual abuse by blocking out conscious memory of the abuse (see Brown, Scheflin & Hammond, 1998; see also Erdelyi, 2006, and commentaries; cf. McNally, 2003; Piper, Lillevik & Kritzer, 2008).  The second was whether certain therapeutic techniques might contribute to an individual developing a belief, or apparent memory, about having been sexually abused as a child when no such abuse had occurred (Lynn et al., 2003; Ost, 2010; Poole, Lindsay, Memon & Bull, 1995; Wade & Laney, 2008).  This was far from being a dry academic debate – the legal implications were, and still are, substantial (Alison, Kebbell & Lewis, 2006; Lewis, 2006).
In reaction to the growing controversy, several psychological associations put together working parties to assess the evidence for these claims.  In the US, the American Psychological Association’s working party, consisting of three clinical psychologists and three memory researchers, were unable to agree on a joint statement and consequently published two separate reports (see Alpert, 1996).  Poole, Lindsay, Memon and Bull (1995) published the results of two surveys which, they argued, indicated that a substantial number of therapists were using potentially ‘risky’ practices.  Not surprisingly these findings generated considerable controversy (e.g., Olio, 1996; and the reply by Lindsay & Poole, 1998).  In the United Kingdom, a report written by the working party of the Royal College of Psychiatrists was published as an academic article, rather than as an official statement of the college, due to disagreements among members of the working party (see Brandon et al., 1997).  In fact, the British Psychological Society was the only professional body to produce a report and guidelines that met with the approval of all the members of their working party (Andrews et al., 1995), though not all members of the academic psychological community (Memon, 1995; Weiskrantz, 1995).  
One criticism of the British Psychological Society survey was that it focussed on society accredited therapists (Weiskrantz, 1995) thus “ignoring unqualified therapists” (Memon, 1995, p. 156).  Thus, the first aim of the present survey was to examine the extent to which psychological therapists’ experiences of, and beliefs in, key issues related to the recovered / false memory debate might reflect differences in training and clinical experience.  We investigated this by targeting two samples.  The first sample consisted of Chartered Clinical Psychologists registered with the British Psychological Society.  The second sample consisted of Hypnotherapists who advertised their services in a classified directory, the Yellow Pages™.  While advertising one’s services in the Yellow Pages™ does not mean one is unqualified, it is suggested that the majority of these individuals would have a different background with respect to training and engagement with more formal routes and accreditation processes.  It is also suggested that such therapists may tend to be less familiar with the academic literature and research methods of clinical psychology than the Chartered Clinical Psychologists (although see Baker, McFall & Shoham, 2009).  

In recent years a substantial body of experimental data has accrued that address directly some of the key issues that originally divided the field.  However, no new data have emerged which reflect the extent to which recovered memories are still being encountered.  Furthermore, only limited data exists with respect to the credibility such cases are afforded (see Gore-Felton et al., 2000).  This was the second aim of the present survey.  
Another contentious issue concerned claims of satanic / ritualistic abuse (Bottoms, Shaver & Goodman, 1996).   Extensive investigations in North America (Lanning, 1992) and the United Kingdom (La Fontaine, 1998) found no evidence of widespread satanic abuse.  Despite this, anecdotal accounts continued to appear (e.g., Scott, 2001).  The existing data on the prevalence of satanic ritual abuse claims (e.g., Qin, Goodman, Bottoms & Shaver, 1998) is now more than ten years old and based on North American samples.  Thus, determining a contemporary perspective as to the prevalence of such claims was a third aim of the present survey.

As McHugh (2008) notes, recovered memories of abuse were often tied to another diagnosis – that of Multiple Personality Disorder (now Dissociative Identity Disorder).  The argument was that, rather than blocking out (or repressing) memories of trauma, children learned to cope by dissociating themselves from the abuse as it was happening (e.g., imagining themselves being somewhere else, see Giesbrecht, Lynn, Lilienfeld, & Merckelbach, 2008, for a critical review).  If this dissociation occurred over an extended period of time, some authors argued that it could lead to a permanent splitting of personality (Gleaves, 1996).  Historically this was a very rare diagnosis, yet the number of cases of reported MPD/DID began to increase rapidly after the mid 1970s (Hacking, 1995; Lilienfeld & Lynn, 2003; Piper, 1995; Piper & Merskey, 2004).  Many authors have questioned both the extent to which proposed alter personalities were distinct from each other (e.g., Allen & Movius, 2000; Huntjens et al., 2005, 2006; Kong, Allen & Glisky, 2008), as well as the underlying causes of MPD/DID-like behaviour.  Is it a defensive reaction to trauma (Gleaves, 1996; Mollon, 1998; Morton, 1994), or is it iatrogenic (Aldridge-Morris, 1989; Lilienfeld et al., 1999; Lilienfeld & Lynn, 2003; Mair, 1999; Merckelbach, Devilly & Rassin, 2002; Spanos, 1996; Sarbin, 1997)?   Estimates of the prevalence of such diagnoses are difficult to obtain and vary between 1% and 7% in psychiatric samples (see Foote et al., 2006).  Furthermore, there are limited data on the extent to which psychological therapists in the United Kingdom encounter clients who meet the diagnostic criteria.  The collection of data pertaining to these aspects was the fourth aim of the present survey.
The fifth aim of the present survey was to examine the extent to which therapists encounter what they regard to be cases of false memory.  Data from the British Psychological Society survey (Andrews et al., 1995) showed that while 67% of respondents believed in the possibility of false memories, only 15% had ever seen a case in their own practice.  Given the extensive body of research on memory errors (e.g., Brainerd & Reyna, 2005) that has accrued since the publication of that report we wanted to gather data on the number of cases of suspected false memory seen by psychological therapists, and the extent to which they are thought to be possible.
Method

Sampling procedure 

Chartered Clinical Psychologists (CCP): These were members of the British Psychological Society Division of Clinical Psychology which requires Chartered Clinical Psychologist status
.  Members of the Division were targeted using two methods.  The first was via a full-page advert placed in a monthly publication (Clinical Psychology Forum) which is sent to all members of the Division of Clinical Psychology.  Three adverts were placed in three consecutive issues (December 2007 through February 2008) containing a short statement of the aims of the research, a website for participants to access and complete the online questionnaire, and details of a prize draw.  The exact wording of the advert was as follows:

“We have developed an online survey to obtain data on professional psychologists’ experiences, beliefs and practices regarding working with adult survivors of childhood sexual abuse.”

As of 4th March 2008 a total of 57 responses had been received.  Therefore, further potential respondents were targeted directly via email using contact details available from the Directory of Chartered Psychologists on the British Psychological Society’s website
.  This search resulted in a list of 1339 Chartered Clinical Psychologists who were offering their services to the public using this facility.  Of these, 1170 included an email address in their contact details.  These potential respondents were sent an email that contained the same text as the advert and a hypertext link to the online questionnaire.  Of these, 181 emails were returned as undeliverable leaving a final contactable sample of 989.  One hundred and twenty-six of these potential participants responded, representing a response rate of 12.7%.  The two sets of responses (from the email and the advert) were combined to produce the final sample of respondents (n=183).

Hypnotherapists (HT): These were defined as those individuals who advertised in the ‘Hypnotherapists’ section of the Yellow Pages™ directory.  Details of everyone who advertised their services in this section in all 110 directories for the UK were gathered.  Their details were entered into a spreadsheet and each entry was numbered separately.  To avoid double counting, entries were deleted if it was clear from the advert that the person was a Chartered Clinical Psychologist, or a member of the British Psychological Society.  This resulted in a total sample of 2646.  One thousand entries were then selected randomly from the spreadsheet using an online random number generator (www.randomizer.org).  Every person in this sample was then mailed a postcard advertising the study giving a web address for the online survey and the details of the prize draw (the wording of the advert was identical).  This initial postcard was sent in December 2007, with two reminder postcards sent in January and February 2008.  Forty-three postcards were returned as undeliverable resulting in a potential sample of 957.  One hundred and nineteen online questionnaires were completed, representing a return rate of 12.4%.  
Questionnaire

Two versions of the survey
 were posted using an online survey tool (www.surveymonkey.com).  The Chartered Clinical Psychologist email directed participants to one version, and the Hypnotherapist email to the other.  The first section was entitled ‘You and your practice’ and respondents were asked to record demographic information, including their age, gender, years of post-qualification practice, therapeutic orientation and how clients were referred to them.  The second section was entitled ‘Your clients’ memories of childhood sexual abuse’.  Respondents were asked to give details of the types of abuse reported, the extent to which clients reported prior amnesia for the abuse and how reliable such memories were.  Respondents were then asked whether it was possible that someone could come to believe falsely that they were abused if no such abuse had occurred (and to indicate how many cases they had seen).  Next they were asked to indicate how many cases of satanic / ritual abuse, and dissociative identity disorder they had treated during all their years of practice.  In both cases they were asked to rate the extent to which clients’ reports of such problems could be taken as essentially accurate.  
Characteristics of the respondents

There were 302 respondents.  Of these, 183 were from the Chartered Clinical Psychologist list and 119 were from the Hypnotherapist list.  There were significantly more female respondents who were Chartered Clinical Psychologists (70.3%) than Hypnotherapists (57.7%), χ2(1, N=300)=5.10, p<.05.  Hypnotherapists were significantly older (M=52.28, SD=9.59, SE=0.88) than Chartered Clinical Psychologists (M=45.14, SD=11.35, SE=0.84), t(277.880)=5.85, p<.001, and reported fewer years post-qualification experience (M=11.10, SD=7.84, SE=0.72) than Chartered Clinical Psychologists (M=14.81, SD=9.67, SE=0.71), t(279.381)=3.62, p<.001.
Chartered Clinical Psychologists (CCP): One respondent did not indicate their gender.  Of the remainder there were 54 males (29.7%) and 128 females (70.3%).  One respondent did not indicate their age.  For the remainder, the age of respondents was as follows: ‘under 30 years old’ (7.7%); ‘31-40 years old’ (33.5%); ‘41-50 years old’ (22.5%), ‘51-60 years old’ (27.5%); ‘61-70 years old’ (8.2%); and ‘over 70 years old’ (0.5%).  In terms of post-qualification clinical experience the responses were: ‘0-10 years’ (42.9%); ’11-20 years’ (24.7%); ‘21-30 years’ (19.8%); ‘over 30 years’ (12.6%).  One participant did not provide details of their main therapeutic orientation.  Of the 182 who did, the majority (62.8%) described their orientation as ‘Cognitive-Behavioural’.  The next largest category was ‘Eclectic’ (31.7%), followed by ‘Systems’ (19.1%), ‘Psychodynamic’ (18.0%) and ‘Client-centred / Humanistic’ (11.5%).  These categories sum to more than 100 percent because 70 respondents (38.5%) checked more than one orientation.

Hypnotherapists (HT): One respondent indicated neither their gender nor their age.  Of the remaining 118, 50 (42.4%) were male and 68 (57.6%) were female.  Respondents fell into the following age brackets: ‘under 30’ (1.7%); ‘31-40 years old’ (11%); ’41-50 years old’ (22.9%); ‘51-60 years old’ (47.5%); ‘61-70 years old’ (15.3%); and ‘over 71 years old’ (1.7%).  In terms of post-qualification experience the responses were: ‘0-10 years’ (56.9%); ‘11-20 years’ (28.4%); ‘21-30 years’ (12.1%); and ‘over 30 years’ (2.6%).  Four respondents did not indicate their main therapeutic orientation.  Of the remaining 115, the most endorsed therapeutic orientations were ‘Eclectic’ and ‘Client-centred / humanistic’ (both 43.0%), followed by ‘Cognitive-Behavioural’ (37.0%), ‘Psychodynamic’ (21.0%) and ‘Systems’ (1.7%).  Again, these categories sum to more than 100 percent because 60 respondents (52.2%) checked more than one orientation.

Representativeness of the CCP and HT samples
Given the low response rates we checked whether the two samples obtained were similar to the larger populations from which they were drawn.  In the case of the CCP sample only gender demographics were available for the Division of Clinical Psychology (23.6% male, personal communication, 02/08/2010) and no recent surveys have been published involving members of this Division as respondents.  Thus we also compared the gender of Chartered Clinical Psychologist respondents to the present survey (N=183, 30% male) with those of older surveys of members of the Division of Clinical Psychology (Gabbay, Kiemle & Maguire, 1999, N=321, 28% male; Garrett & Davis, 1998, N=581, 38.3% male).  The demographics of respondents to the Andrews et al. (1995, N=810, 39% male) survey were also inspected, although that survey included members from more than one Division of the British Psychological Society.  The ratio of male to female respondents in the present data is thus reasonably representative compared to these older samples, and to the current membership of the Division of Clinical Psychology.

We then compared the age of respondents to the present survey with the age categories reported by Andrews et al. (1995).  The specific age categories were not identical and thus have been approximated as closely as possible (present data and response categories in parentheses): under 30 yrs old, 9% (7.7% under 30 yrs), 30-45 yrs old, 53% (56% 31 to 50 yrs); over 45 yrs old, 38% (35.7% 51 yrs to 71 and older).  Garrett and Davis (1998) and Gabbay et al. (1999) reported mean ages of 39 and 38 years respectively (45.14yrs in present sample) and ranges of 24-79 yrs and 26-58 yrs.   Thus the age range of our respondents was roughly similar to that in Andrews et al. (1995) and Garrett and Davis (1998), and slightly older than the sample reported in Gabbay et al. (1999).  The mean age of our current sample was slightly older than that reported by Garrett and Davis (1998) and Gabbay et al. (1999).
Finally we compared respondents’ therapeutic approach with the data from Andrews et al. (1995).   The present survey included a category labelled ‘Eclectic’ that was not included in Andrews et al. (1995).  Likewise, Andrews et al. (1995) included a category labelled ‘Feminist’ that was not included in the present survey. The breakdown was as follows (present survey in parentheses): Psychodynamic 41% (19.1%); Cognitive Behavioural 59% (65.5%); Systems 19% (20.2%); Client-centred / humanistic 38% (12.2%); Feminist 16% (--%); Eclectic --% (33.5%).  Aside from the two mutually exclusive categories, the data from the present survey are reasonably representative in that the modal therapeutic orientation was cognitive behavioural.  Fewer respondents in the present survey indicated a client-centred / humanistic orientation, possibly due to our inclusion of the ‘Eclectic’ category.  Also, respondents indicating a psychoanalytic approach were under-represented in the present sample, compared to Andrews et al. (1995).  This is likely to be because the present survey only targeted members of the Division of Clinical Psychology, whereas Andrews et al. (1995) included respondents from the Psychotherapy Section, the Division of Counselling Psychology and the Special Group in Health Psychology, the first two of which might be expected to be over-represented in terms of members adopting a Psychoanalytic orientation.  

In the case of the HT sample, there is simply no way of ascertaining from any published or reliable source what the demographics of the whole population might be.  The only comparison we were able to make was with previous research that has targeted Yellow Pages™ hypnotherapists – in this case a paper published by West, Fellows and Easton (1997).  In that paper (N=39) the gender split was 56% male (44% in the current survey) and the percentage of participants in each age category was as follows (the results of the present survey are in parentheses): none (1.7%) under 29 years old; 18% (11%) between 30 and 39 old; 28% (22.9%) between 40 and 49 years old; 31% (47.5%) between 50 and 59 years old; and 23% (17%) aged 60 or above.  Thus, compared to West et al. (1997), our sample consisted of slightly fewer males, and older respondents were somewhat over-represented compared to younger respondents, but this may be a function of the relatively small sample size in the comparison paper as well as the passage of time between the two surveys.
Comparison of complete vs. incomplete responders
As with every survey, respondents chose to skip some questions.  This is likely due to the fact that some of the questions asked respondents about types of client that they had not encountered (e.g., those meeting the criteria for MPD/DID, or those who the respondent suspected had developed a “false” memory).  An alternative explanation is that our questions were poorly worded or that the response options did not match respondents’ opinions.  However, the majority of the questions and response options were taken directly, or adapted very slightly, from previous surveys (e.g., Andrews et al., 1995; Poole et al., 1995) and none of the respondents mentioned struggling with any of the questions.  One final explanation for the skipped questions is that we chose not to include a ‘don’t know’ option.  Thus respondents may have skipped those questions they would have preferred to answer ‘don’t know’ to.  To check for any systematic biases, additional analyses of responders and incomplete responders were conducted for each of the key questions presented below on the following dimensions: whether the respondent was a Chartered Clinical Psychologist or a Hypnotherapist, gender of respondent, and their years of post-qualification experience.  There were no differences between responders and incomplete responders as a function of gender.  For some questions responders had more years of post-qualification experience than incomplete responders – hence incomplete responders were likely to have skipped the question because they had not yet seen such a case in their professional career.  There were differences between the response rates of Chartered Clinical Psychologists and Hypnotherapists to three questions.  For the sake of clarity, those differences are presented alongside discussion of the relevant question below.

Results

Respondents’ experience and beliefs regarding recovered memory.
Two hundred and thirty-eight respondents (78.8% of total sample) answered a question, which asked them to indicate how many clients they had seen since 2001 who had remembered abuse from a state of prior amnesia (i.e., no prior conscious knowledge of the occurrence of the abuse prior to treatment).  For the purposes of the present analysis these data were recoded into a dichotomous variable where a score of 1 meant ‘none’ and a score of 2 was used to classify all remaining cases (i.e., any respondent reporting a ‘small subset’ of clients or more who had remembered abuse from a state of prior amnesia).  This recoding revealed that sixty-six respondents (27.7%) indicated that at least a small subset of their clients or more had remembered abuse from a state of prior amnesia (CCP n=29; HT n=37).  As shown in Table 1, Hypnotherapists were twice as likely (37/93, 39.8%) to report having seen clients who remembered abuse from a state of prior amnesia compared with Clinical Psychologists (29/145, 20%), χ2(1, N=238)= 11.06, p=.001.

--- Table 1 about here ---

---Table 2 about here---

Respondents were asked to indicate on a 5-point scale (1=Never; 5=Always) the extent to which they thought that reports of childhood sexual abuse made solely on the basis of memories recalled in psychotherapy (after a period of total amnesia) could be taken as essentially accurate.  Two hundred and thirty six respondents (78.1% of total sample) provided a rating.  As shown in Table 2, 22.5% (53 out of 236) indicated that they believed such reports were ‘usually’ or ‘always’ essentially accurate.  Sixty-five (27.5%) respondents stated that they believed such reports were ‘never’ or ‘rarely’ essentially accurate.  There was no difference in the mean endorsement rating as a function of whether the respondent was a Chartered Clinical Psychologist (Mean=2.88, SD=0.78, SE=0.06) or a Hypnotherapist (Mean=2.94, SD=1.01, SE=0.10) (t(234) = .55, p=.58).  The 66 respondents who indicated that they had seen ‘a small subset’ of clients or more who had recovered memories from a state of prior amnesia rated the essential accuracy of those claims as significantly higher (M=3.48, SD=0.76, SE=0.09) than the 162 respondents
 who had seen no such clients (M=2.66, SD=0.82, SE=0.06), t(226)=7.00, p<.001.

Respondents’ experience and beliefs regarding satanic/ ritualistic abuse.

Two hundred and twenty two respondents (73.5% of total sample) answered the question about how many cases of satanic / ritualistic abuse they had ever dealt with.  Of these responders, 32.4% (n=72) reported that they had seen a case of satanic / ritualistic abuse.  In the sample of Chartered Clinical Psychologist responders, 50 (37.9%) reported one or more cases (range=1-20, M=3.00, mode=1).  In the sample of Hypnotherapist responders 22 (24.5%) reported one or more cases (range=1-25, M=2.63, mode=1).  Chartered Clinical Psychologists were more likely to report having seen a case of satanic / ritualistic abuse than Hypnotherapists, χ2(1, N=222) = 4.40, p=.036.  
Respondents were then asked to indicate on a 5-point scale (1=Never; 5=Always) the extent to which they thought that their clients’ reports of having experienced satanic / ritualistic abuse could be taken as essentially accurate.  As shown in Table 2, of the 209 individuals (69.2% of total sample) who responded to this question, 80 (38.2%) indicated that they believed such reports were ‘usually’ or ‘always’ essentially accurate.  Fifty-four (25.8%) respondents stated that they believed such reports were ‘never’ or ‘rarely’ essentially accurate.  Chartered Clinical Psychologists gave significantly higher mean endorsement ratings (M=3.25, SD=0.89, SE=0.07) than Hypnotherapists (M=2.80, SD=1.16, SE=0.13), t (125.66) = 2.93, p=.004.  Respondents who reported seeing a case of satanic / ritualistic abuse gave significantly higher endorsement ratings (n=66, M=3.62, SD=0.81, SE=0.10) than those who did not (n=112, M=2.97, SD=0.92, SE=0.08), t(176)= 4.70, p<.001
.

Respondents’ experience and beliefs regarding dissociative identity disorder.

Respondents were asked to indicate how many cases had ever dealt with that met the criteria for a diagnosis Multiple Personality Disorder (MPD) / Dissociative Identity Disorder (DID).  Of the 237 responders, 39.6% reported that they had seen such a case
.  In the sample of Chartered Clinical Psychologist responders, 80 (56.3%) reported no cases and 62 (43.7%) reported seeing one, or more, cases (range=1-50, M=5.03, mode=1).  In the sample of Hypnotherapist responders, 63 (66.3%) reported seeing no cases and 32 (33.7%) reported seeing one, or more, cases (range=1-30, M=3.96, mode=3)
.  There was no association between having seen a case of MPD/DID and being a Chartered Clinical Psychologist, or a Hypnotherapist, χ2(1, N=237) = 2.36, p=.124.  

Respondents were asked to indicate on a 5-point scale (1=Never; 5=Always) the extent to which they thought that clients’ reports of having multiple personality disorder (or dissociative identity disorder) could be taken as essentially accurate.  Two hundred and twelve individuals (70.2% of total sample) responded to this question.  Chartered Clinical Psychologists (75.4%) were more likely to respond to this question than Hypnotherapists (62.2%), χ2(1, N=302)=6.02, p=.014.  Of these 212 responders 59 (27.8%) indicated that they believed such reports were ‘usually’ or ‘always’ essentially accurate.  Fifty-seven (26.8%) respondents stated that they believed such reports were ‘never’ or ‘rarely’ essentially accurate (see Table 2).  Despite the difference in response rates, the mean endorsement ratings did not differ as a function of whether the respondent was a Chartered Clinical Psychologist (Mean=3.02, SD=0.84, SE=0.07) or an individual who advertised their services as a Hypnotherapist (M=2.91, SD=0.97, SE=0.11), t(210) = 0.80, p=.42.  Respondents who reported seeing a case of MPD/DID gave significantly higher endorsement ratings (n=90, M=3.30, SD=0.79, SE=0.08) than those who did not (n=122, M=2.75, SD=0.88, SE=0.08), t(210)=4.62, p<.001
.
Respondents’ experience and beliefs regarding cases of suspected false memory.

Respondents were asked to indicate how many cases of suspected false memory they had ever dealt with in their practice (see Table 3).  One hundred and fifty three respondents (50.6% of total sample) answered this question.  Hypnotherapists (37.0%) were significantly less likely to respond to this question than Chartered Clinical Psychologists (59.6%), χ2(1, N=302)=14.71, p<.001.  Of the 153 responders, 35.9% (n=55) indicated that they had seen such a case.  Clinical Psychologists were less likely (32 out of 109 responders) to report seeing a case of suspected false memory than Hypnotherapists (23 out of 44 responders), χ2(1, N=153)=4.67, p=.031. 

---Table 3 about here---

Respondents were asked to indicate whether they thought it was possible that “a person could come to falsely believe that they had been repeatedly sexually abused as a child if no abuse had occurred.” Hypnotherapists (42.6%) were significantly less likely to respond to this question compared with Chartered Clinical Psychologists (57.4%), χ2(1, N=302)=4.75, p=.029.  Of the 237 (78.4% of total sample) that responded, the majority (n=205, 86.5%) stated that they believed it was possible.  There was no association between respondents’ answers to this question and whether they were a Clinical Psychologist (‘Yes’ n=117; 86%), or a Hypnotherapist (‘Yes’ n=88; 87%), χ2(1, N=237) = 0.60, p=.807.  
Correlations between measures of respondents’ beliefs.
Ten correlations were conducted to examine possible relationships between respondents’ belief in the essential accuracy of claims of recovered memories, satanic ritual abuse, multiple personality disorder / dissociative identity disorder, the possibility of false memories and how often they felt that a history of childhood abuse played an important role in causing clients’ symptoms.  The correlations between these variables were calculated using Kendall’s tau to provide a coefficient for those associations involving belief in the possibility of false memories (a dichotomous variable) comparable to the others (Meddis, 1984).  Because of the number of comparisons we set alpha at.  The resulting coefficients are shown in Table 4.

---Table 4 about here---
As shown in Table 4, respondents’ ratings of their beliefs in the essential accuracy of reports of childhood sexual abuse following a period of amnesia, their belief in the essential accuracy of reports of satanic / ritualistic abuse, and multiple personality disorder / dissociative identity disorder and their belief that childhood sexual abuse is important in predicting clients’ presenting symptoms were significantly positively correlated (coefficients of between .18 and .52).  Belief in the essential accuracy of reports of satanic / ritualistic abuse and multiple personality disorder / dissociative identity disorder were significantly negatively correlated with respondents’ ratings of whether it was possible for an individual to develop false beliefs about having experienced a history of childhood sexual abuse, if no such abuse had occurred (coefficients -.22 and -.19 respectively).  

Discussion

The specific aims of the present survey were to examine the extent to which claims of recovered memory, satanic / ritualistic abuse, multiple personality disorder / dissociative identity disorder and cases of suspected false memory are encountered by Chartered Clinical Psychologists and Hypnotherapists.  

One in four respondents (66/238, 27.8%) reported that they had seen a case where an individual had ‘recovered’ an abuse memory from a state of prior amnesia (that is, no knowledge of the abuse prior to therapy).  Twice as many Hypnotherapists (37/93, 39.8%) reported having seen such a case compared with Chartered Clinical Psychologists (28/145, 20%).  Respondents who had seen such a case rated their essential accuracy as higher than respondents who had not seen such a case.  Geraerts et al. (2007) could not find any corroborating evidence in the 16 cases they examined where individuals had discontinuous memories of childhood abuse that were initially recalled during therapy.  In contrast, Geraerts et al. (2007) were able to find corroborating evidence in 37% of cases of discontinuous memories of abuse that had initially been recalled outside of therapy and for 45% of cases where the individual had always remembered the abuse.  This does not mean, of course, that the 27.8% of respondents in the present survey were witness to the recovery of a ‘false’ abuse memory.  That is only one, of many, possible interpretations.  A plausible alternative explanation is that the memory was genuine but the reported (or assumed) amnesia was not.  It is clear, for example, that verified abuse survivors do not always disclose the abuse even when directly questioned (Goodman et al., 2003; London, Bruck, Wright & Ceci, 2008).  For some of these cases a failure to disclose may have been interpreted as a failure to remember (i.e., as amnesia).  In other cases, clients may have experienced an ‘illusion of amnesia’ caused by a tendency to underestimate episodes of prior remembering, a phenomenon termed the ‘forgot-it-all-along’ effect (Schooler, Bendiksen & Ambadar, 1997; Raymaekers et al., 2011).  Nevertheless, there is some cause for concern when combined with the finding that just over a fifth of respondents reported that such memories are ‘usually’ or ‘always’ essentially accurate.  On the other hand, however, it should be noted that these rates of endorsement are lower than those reported in other similar surveys (e.g., 44% in Andrews et al., 1995, p. 211).  Just under one third of respondents (72/222, 32.4%) reported that they had seen a case of satanic / ritualistic abuse.  One and a half times as many Chartered Clinical Psychologists (50/132, 37.9%) reported seeing such a case compared with Hypnotherapists (22/90, 24.5%).  Chartered Clinical Psychologists and respondents who reported that they had seen such a case rated the essential accuracy of such claims as significantly higher than Hypnotherapists and respondents who had not seen such a case.  A systematic review of all cases of childhood sexual abuse involving allegations of ritual abuse between 1987 and 1992 found only three cases where the “sexual abuse of children occurred in conjunction with some ritual activities” and in these three cases “the rituals represented a ragbag of elements invented to further the abuse, having no similarity either to occultism or, indeed, to the allegations of satanic abuse” (LaFontaine, 1998, p. 188).  Thus, the finding that just under a third of those who responded to this question in the present survey (n=72) reported seeing such a case is a cause for concern, as is the finding that over a third of respondents reported that such claims were ‘usually’ or ‘always’ essentially accurate. When considered as a percentage of our whole sample (N=302) this equates to a figure of 24%.  That figure is higher than that reported in previous surveys (e.g., 15% in Andrews et al., 1995, p. 211, Table 2) although that could, of course, be due to differences in sample sizes and response rates.  Another possibility is that Chartered Clinical Psychologists may have busier practices and are thus more likely to encounter rare clients
.
Over a third of respondents (94/237, 39.6%) reported that they had seen a case that met the criteria for MPD/DID.  There was no difference in respondents’ experience, or belief in the essential accuracy, of such cases as a function of whether they were a Chartered Clinical Psychologist or a Hypnotherapist, although those who had seen a case rated their essential accuracy as higher than those who had not.  MPD/DID is a very controversial diagnosis (Giesbrecht et al., 2008).  There are disagreements over changes in diagnostic criteria over time (Piper & Merskey, 2004), the exponential rise in the number of cases (Hacking, 1995; Kluft, 1987), the “cause” of MPD/DID behaviour (Lilienfeld et al. 1999;  Gleaves, 1996) and the extent to which there is interidentity transfer of information between alter personalities (Huntjens et al., 2005, 2006).  Given the controversial nature of the diagnosis, and its reported prevalence in non-UK samples (Foote et al., 2006) it is perhaps surprising that over a third of respondents reported seeing such a case.  However, to our knowledge these are the first data to assess the prevalence of MPD/DID cases in a United Kingdom sample.
A third of respondents (53/153, 34.6%) reported that they had seen a case of suspected false memory.  Although Hypnotherapists were more likely than Chartered Clinical Psychologists to report having seen such a case there were no differences between either sample in terms of whether they thought false memories were possible (88% and 86% respectively).  Although the samples are not directly comparable, the present finding is higher than the 67% reported in Andrews et al.’s (1995) survey.  Given the high percentage of respondents who reported that false memories were possible it is perhaps not surprising then that just over a third of responders reported that they had seen such a case.
Respondents’ beliefs in the essential accuracy of reports of childhood sexual abuse made after a period of amnesia, satanic / ritualistic abuse, and Multiple Personality Disorder / Dissociative Identity Disorder, along with the belief that a history of childhood sexual abuse is usually important in causing adult symptoms, were all significantly positively correlated.  With the exception of the latter, all of these beliefs were significantly negatively correlated with a belief that false memories were possible.  This suggests, in this sample at least, a relationship between beliefs that cognitive psychologists would find problematic, namely discounting the possibility of false memories at the expense of an increased belief in satanic abuse and multiple personality disorder.  As with any survey data, some caveats are required.
Response rate and representativeness: Despite taking care to maximise questionnaire completion, the response rates from both samples were relatively low (Chartered Clinical Psychologists 12.7% and Hypnotherapists 12.4%).  These rates are also lower than comparable earlier surveys.  For example, Poole et al. (1995) achieved a response rate of 38% across three samples, Polusny and Follette (1996) achieved a rate of 22% and Andrews et al. (1995) achieved a rate of 24% (from the Division of Clinical Psychology).  This could be due to a number of factors, including the fact that the debate over false / recovered memory is less prominent in the literature compared to fifteen years ago, differences in questionnaire length and design, and the fact that the present survey was conducted online (by invitation).  While our sample size (N=302) compares favourably to the Poole et al. (1995; N=202) and Polusny and Follette (1996; N=223) surveys, it is smaller than the sample upon which Andrews et al.’s (1995) report was based (N=810).  
Our respondents were reasonably representative in terms of gender, age and therapeutic orientation.  Even if all of the incomplete responders did not respond because they had not seen a case of SRA, MPD/DID, the data show that a number of psychological therapists report beliefs that many cognitive psychologists would view as controversial.  For example, recalculating the data with the total sample of 302 as the denominator (so that incomplete responders are treated as if they had answered with anything other than ‘usually’ or ‘always’) shows that 17.5% (n=53) of respondents reported that they believed memories of abuse recovered after a period of total amnesia were ‘usually’ or ‘always’ essentially accurate.  The same calculation shows that the figures are 26.5% (n=80) and 19.5% (n=59) for reports of satanic / ritualistic abuse and Multiple Personality Disorder / Dissociative Identity Disorder respectively.  Using this same denominator the percentage of respondents who reported that false memories of an abusive childhood were not possible was 10.5% (n=32).  All of these four beliefs would be challenged by the majority of cognitive psychologists and, in the case of satanic / ritualistic abuse, law enforcement officials (e.g., Lanning, 1992).
Selection bias: These data should also be treated with some caution given the polarised nature of this issue (Pezdek & Banks, 1996).  The present survey may, for example, have encouraged respondents who had seen such clients, as well as those who are skeptical of such claims, to respond, thus inflating the percentages of such cases in the present data.  So it may be that we caught the ends of the distribution (i.e., those with very strong views one way or the other) and many of those with no strong beliefs either way did not complete the questionnaire.  The correlations between the belief measures would seem to support this (i.e., those that believed false memories were possible did not believe as strongly in satanic / ritualistic abuse or MPD/DID).  Selection may also have occurred within the sample of respondents who completed the questionnaire, particularly those who chose to skip certain questions.  However, the analysis of responders and incomplete responders indicated that the only reasonably systematic difference between them was that incomplete responders tended to have fewer years of post-qualification experience than responders.  Hence, it is equally likely that a lack of having experienced a relevant case accounted for the incomplete responders skipping particular questions.
Self-report: Although we took care to minimise the likelihood of forward telescoping (Prohaska, Brown & Belli, 1998) by wording our questions appropriately (e.g., “how many clients have you seen since 2001”) it is possible that respondents were over-, or under-estimating the relationship between variables (e.g., a history of childhood sexual abuse and perceived as presenting with MPD/DID) in the cases they had dealt with.  We have no way of knowing whether respondents checked back to their notes and records before completing the questionnaire, or whether they reported from memory (although the latter is perhaps more likely).  In any case, what matters most may not be the number of actual cases, but the respondents’ beliefs about those cases.  Hence, the data about respondents’ current beliefs about different kinds of cases are probably reliable, even if their estimate of the number of cases they have dealt with is less so.  
Definitional issues: There are unarguably theoretical and definitional issues with some of the terms used in present survey, including satanic / ritualistic abuse (Lanning, 1991), a period of “total amnesia” (McNally, 2003), Multiple Personality Disorder / Dissociative Identity Disorder (Hacking, 1995), and false memory (Pezdek & Lam, 2007).  This may account for some of the non-completed questions.  However, it is worth pointing out that the no respondents reported any problems in answering questions that made use of these terms.
Conclusion

The only notable differences between the responses provided by  Chartered Clinical Psychologists and the Hypnotherapists were that the Chartered Clinical Psychologists reported encountering more cases of satanic / ritualistic abuse, whereas Hypnotherapists reported that they were more likely to encounter claims of childhood sexual abuse remembered after a period of total amnesia and to encounter cases of suspected false memory.  Of the 236 who responded to the question, just over one in four (27.4%) reported seeing a case where an individual claims to remember abuse from a state of prior amnesia.  Fewer than one in four (22.5%) claimed that such cases were “usually” or “always” essentially accurate.  Of 222 responders, just under one third (32.4%) claimed to have seen a case of satanic / ritualistic abuse and, of the 209 who answered the question, over a third (38.2%) reported that such cases could “usually” or “always” be taken as essentially accurate. Of 237 responders, over a third (39.6%) reported that they had seen a client who had met the criteria for a diagnosis of MPD/DID and, of the 212 who responded to the question, just over a quarter (27%) reported that such cases could “usually” or “always” be taken as essentially accurate.  Of 153 responders, around a third (34.6%)  had seen a case of suspected false memory, and the majority (86%) reported that they believed such cases were possible.  Finally, respondents who reported higher levels of belief in the essential accuracy of satanic / ritualistic abuse, and MPD/DID were less likely to report that false memories of repeated abuse were possible.

In conclusion, the results of this survey indicate that, despite the extensive literature that has developed in the last twenty years, a number of psychological therapists hold beliefs that many memory scientists would view as controversial – in short, beliefs about memory which fail to be supported by scientific data.  The reasons for this are not clear.  It may be that the controversy surrounding these issues has died down in recent years and, as a result, some aspects are no longer as prominent in the psychological literature as they once were.  Whatever the reason, the current results highlight the need for continued efforts to promote and publicise the relevant psychological science as widely as possible.
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Table 1

Percentage of Chartered Clinical Psychologists and Hypnotherapists who reported having seen clients who remembered abuse from a state of prior amnesia (n in parentheses)

	
	None
	A small subset or more
	Missing

	CCP
	63.4 (116)
	15.8 (29)
	20.8 (38)

	HT
	47.0 (56)
	31.1 (37)
	21.9 (26)

	CCP + HT
	57.0 (172)
	21.8 (66)
	21.2 (64)


Notes. N=302 (CCP = Chartered Clinical Psychologists, n=183; HT = Hypnotherapists, n=119).  Percentages refer to the total sample (N=302) and thus differ from those reported in the text (which relate to responders only).

Table 2
Percentage of responses to key questions as a function of sample (n in parentheses)
	Question:
	
	Never
	Rarely
	Sometimes
	Usually
	Always
	Missing

	Are memories recalled after period of total amnesia essentially accurate?
	CCP 
	3.8 (7)
	17.5 (32)
	41.0 (75)
	15.8 (29)
	0.0 (0)
	21.9 (40)

	
	HT 
	7.6 (9)
	14.3 (17)
	36.1 (43)
	15.1 (18)
	5.0 (6)
	21.9 (26)

	
	CCP+HT 
	5.3 (16)
	16.2 (49)
	39.1 (118)
	15.6 (47)
	2.0 (6)
	21.8 (66)

	Are reports of satanic / ritualistic abuse essentially accurate?
	CCP 
	1.6 (3)
	11.5 (21)
	27.3 (50)
	29.5 (54)
	2.7 (5)
	27.3 (50)

	
	HT 
	10.1 (12)
	15.1 (18)
	21.0 (25)
	12.6 (15)
	5.0 (6)
	36.2 (43)

	
	CCP+HT 
	5.0 (15)
	12.9 (39)
	24.8 (75)
	22.8 (69)
	3.6 (11)
	30.8 (93)

	Are reports of Multiple Personality Disorder / Dissociative Identity Disorder essentially accurate?
	CCP 
	2.7 (5)
	15.9 (29)
	35.5 (65)
	19.7 (36)
	1.6 (3)
	24.6 (45)

	
	HT 
	5.0 (6)
	14.3 (17)
	26.0 (31)
	14.3 (17)
	2.5 (3)
	37.9 (45)

	
	CCP+HT 
	3.6 (11)
	15.2 (46)
	31.8 (96)
	17.5 (53)
	2.0 (6)
	29.8 (90)


Notes. N=302 (CCP = Chartered Clinical Psychologists, n=183; HT = Hypnotherapists, n=119).  ‘Missing’ category data were included in responders vs. incomplete responders analyses only.  Percentages refer to the total sample (N=302) and thus differ from those reported in the text (which relate to responders only).  Due to rounding the percentages in some rows sum to 99.9%.

Table 3
Percentage of Chartered Clinical Psychologists and Hypnotherapists who reported having seen a case of suspected false memory in their own practice (n in parentheses)
	
	Yes
	No
	Missing

	CCP
	17.5 (32)
	42.1 (77)
	40.4 (74)

	HT 
	19.3 (23)
	17.6 (21)
	63.0 (75)

	CCP + HT 
	18.2 (55)
	32.4 (98)
	49.3 (149)


Notes.  N=302 (CCP = Chartered Clinical Psychologists, n=183; HT = Hypnotherapists, n=119).  ‘Missing’ category data were included in responders vs. incomplete responders analyses only.  Percentages refer to total sample (N=302) thus differ from percentage of responders quoted in the text (which relate to responders only). Due to rounding, the percentages in the bottom row sum to 99.9%.
Table 4
Kendall’s tau correlations between measures of respondents’ beliefs
	
	CSA reports after amnesia essentially accurate?
	SRA reports essentially accurate?
	MPD/DID reports essentially accurate?
	CSA history important in causing symptoms?
	False belief in CSA possible?

	CSA reports after amnesia essentially accurate?
	--
	.27*
(195)
	.37*
(196)
	.26 *

(236)
	-.16

(226)

	SRA reports essentially accurate?
	
	--

	.52*

(198)
	.18*
(208)
	-.22*

(192)

	MPD/DID reports essentially accurate?
	
	
	--
	.20*

(211)
	-.19*
(193)

	CSA history important in causing symptoms?
	
	
	
	--

	-.12

(235)


Notes. N in parentheses. CSA=childhood sexual abuse, SRA=satanic/ritualistic abuse, MPD=Multiple Personality Disorder, DID=Dissociative Identity Disorder. Responses to the false belief in CSA item were scored as 0=No and 1=Yes. *p<.005 (Two-tailed, Bonferroni corrected).

Footnotes


� Chartered Clinical Psychologists require an accredited Doctorate or Masters degree in Clinical Psychology, which at the time of the survey, conferred permission to practice in the NHS and use the title Clinical Psychologist.  They will have completed the equivalent of three years full time study combined with continuing supervised practice.


� The Directory of Chartered Psychologists can be found at http://www.bps.org.uk/bps/e-services/find-a-psychologist/psychoindex$.cfm [accessed 03/07/08].  The search was filtered by selecting ‘Clinical’ from ‘Psychology Work Area’ and ‘All locations’ from ‘Geographic Location’.


� Copies available from the first author.


� Ten respondents who had not seen such a case did not respond to this question.


� Six respondents who had seen a case of SRA and 38 who had not did not respond to this follow up question.


� One respondent wrote that they had seen “two hundred and forty nine” cases of DID (rather than “249”) thus this figure was not due to a data entry or transcription error.  This respondent indicated that they had between 11 and 20 years of experience and that they were in the 51-60 year old age category. Thus “249 cases” represents a possible score (e.g., one case per month over 20 years of practice, two per month over 10 years and so on).  The next highest number of cases reported was 50.


� The outlier of 249 cases was replaced with the modal value of 3 for this analysis.


� Four respondents who reported seeing a case of MPD/DID and 33 who reported seeing no such cases did not respond to this follow up question.


� We thank an anonymous reviewer for suggesting this interpretation.
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