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Abdract

Thereis currently some confusion regarding the provision of thergpeutic options as part of a
restorative trestment gpproach to crimind victimisation. This article amsto darify the issues
surrounding psychologica debriefing, early intervention, post traumeatic stress disorder and
recovered memory therapy as raised by Fattah (1999; 2000). In essence, the evidence to date
suggests that whilst debriefing and repressed memory thergpy may in fact be detrimentd to the well-
being of the victim, early intervention with Cognitive Behavioura Thergpy for those with identifiable
disorders who request hdp is very effective in rdieving the suffering following victimisation. It isdso
suggested that while ‘ supportive counsdlling’ for those with transient persona problems may be of
use, this has not yet been demondtrated and is definitely not of use when treating menta disorders.
There is no objective evidence to suggest that * supportive counsdling’, active listening by quasi-

professonds or ‘teaand sympathy with Aunt Adi€ are effective.
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The purpose of this article is to clarify the current state of knowledge rdating to the
provison of thergpy to victims of crime. Fattah (1999; 2000), in arguing againgt the provision of
thergpeutic services, rightly raised some areas of concern regarding the effectiveness of providing
thergpeutic encounters for victims of crime while caling for more empiricd research. However, the
generdigtic nature of those comments mean that a clarification of the current sate of our knowledge
within the dinicd fidd is asolutdy necessary should these concerns be placed within their proper
context. Thisarticle will restrict itself to the issues and diagnoses that are raised by Fattah, but it is
important to keep in mind that thereis arange of possible psychologicd and non-psychologica
reactions following crimind victimization which are not addressed in this paper. However, before
defining our terms and discussing the thrugt of this article it would seem wise to firstly summarise
Fattah’ s concerns.

In essence Fattah (1999) raised the possibility of thergpy acting as anoxious rather than
restorative process for victims. Whilst referring to “nocebo” (or harmful) effects of intervention,
Fattah initidly dludes to the process of iatrogenesis by priming and maintaining symptomsin child
sexud abuse / assault cases. He refersto the process of therapy aslikdly to inflate the meaning of
the sexua abuse within an impressionable young mind and that it is the “ parents, the child welfare
workers, the thergpigts, and the criminal justice personnel (police prosecutors, etc.) who, through
their questions, attitudes and behaviour, communicate to the child that something redly awful has
been done to them” (p.197) and degantly warns of the dangers of well-intentioned care. He then
progresses to discuss the pitfals of repressed-memory thergpy whereby some clinicians assume a
traumatic history (usudly of childhood sexud abuse) in dientswhich initidly report no such memory.

Through the influences of suggestion he proposes that these clients then tart to believe they were
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abused, adopt the role of victim and start to pursue groundless accusations againgt the innocent - in
effect cregting yet more victims. From this Fattah raises concern for the delivery of psychologica
debriefing following traumétic incidents which is made available in the hope that it will mitigate long
term distress and, more specificaly, post traumeatic stress disorder (PTSD). He points to some
research dong these lines which suggests that debriefing may be inert or even possbly noxious and
a0 questions the use of terms such as PTSD, claming that this pathologises normd reections.

These are concerns worthy of note but by 2000 Fattah' s fears agppeared to have grown to
the point where he clamsthat “ despite the vested interest and enormous financid and professond
benefits that a huge army of therapists currently regps from “treating” victims, | can safely predict
the demise of victim therapy in the not too distant future’ (p. 41). He aso dates later that “dternative
hedling practices, which are currently competing with traditiond medicine for treating physicd and
psychologica alments, will prove better, more effective, less harmful and much less costly than
professond therapy” (p. 42). Thislast point is aso worthy of dispute, but lies outside the redlm of
thisarticle.

However, while Fattah’s comments (1999) are related to specific instances, certain client
groups and certain types of intervention, the warnings and fears have been generdised across dll
thergpeutic interventions for victims of crime. But, as will be seen, the evidence does point towards
aneed for an underganding of how “the consequences of the victimizing event will be extremey
different from one victim group to another, and from oneindividud victim to the other” (p. 193).

The utility of early intervention for victims of crime and civilian trauma survivorsis now
becoming generdly clearer and we now have a greater understanding of possible reactionsto crime

and treatment efficacy than may have been assumed. Research to date paints a more complexly
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structured and integrated picture than Fattah sees and in order to examine the veracity of Fattah's
fears, and the implications for victim services, it is dso hecessary to offer some definitions for those
readers who are not clinicians by trade. More specificdly it isimportant to note differences between
early intervention for those who reguest it and the panogptic provison of debriefing following trauma.

Déhriefing and Early Intervention.

Psychologica Detriefing. Psychologica debriefing is best described as the wholesde

provison of professona services, usudly by private debriefing companies/ psychologists, which
dlow for emotiona ventilation immediady following a trauma (usudly within 72 hours). Debriefing
is not provided only when requested by the individud, but as a matter of course following a
traumatic event (e.g. earthquakes, shootings, robberies, etc.). The most commonly referred to
method of debriefing is the proprietary based “Critical Incident Stress Debriefing” (CISD) which
initidly used predominantly group based interventions (Mitchell, 1983) and has evolved to include,
amongs other Strategies, individual debriefing sessons and is now sometimes referred to as “ Critica
Incident Stress Management” (Everly and Mitchdll, 1997).

An inspection of the available data does gppear to support Fattah’s comments. A meta
analysis by Wessdly, Rose and Bisson (1997), as part of the Cochrane Collaboration, found that
poorer outcomes were sometimes associated with those who received debriefing. Since this review
other studies have randomly allocated people to ether receive or not receive debriefing and have
likewise generdly found that those who received the debriefing were more likely to develop PTSD
than those who did not receive it (e.g. Mayou, Ehlers and Hobbs, 2000). This has lead to a recent
editorid in the British Medical Journd gating that debriefing may be doing more harm than good

and that there is no evidence that one type of debriefing is any more effective than any other type
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(Kenardy, 2000). Thislast point is aso important to our field. While some argue that different
modds of debriefing have differentid success rates (e.g. Everly, Hannery and Mitchdl, 2000) this
has not been demondtrated through controlled study. Thisis true whether the model isthe CISD of
Mitchdl (Mitchell, 1983), the Nationa Organization for Victims Assstance Criss Response of
Young (NOVA, 1996), or part of the Green Cross Organization of Figley (Green Cross, 2000). In
fact, dl the controlled studies to date show that individua debriefing does not mitigate traumeatic
reactionsto victimisation and is, therefore, a probable misuse of resources and even harmful. For a
more in-depth and reasoned look at the gpproaches available in response to disasters and the
insgdious growth and effects of ‘ Trauma Tourism’ the reader is directed to an excellent edited book
by Gigt and Lubin (1999).

It isimportant to note, however, that in nearly dl sudies dient satisfaction ratings showed
people to be highly satisfied with debriefing and these satifaction ratings have been bandied by
advocates of various interventions as evidence for their continued use. However, thisis an hysteron
proteron pogition. Satisfaction ratings are quite often a‘ popularity contest” where the client ends-up
rating the pleasantry of the therapist / intervention and not the effectiveness of it. A good therapeutic
intervention ams, if a al possble, to have both high satisfaction ratings and evidence of high
efficacy and, hopefully, effectiveness. However, whilst high satisfaction ratings are no replacement
for effectiveness, the corollary is not necessarily true - an effective treetment may be advisable even
with low satisfaction.

To make sense of these points one only has to consider the use of the teratogen thalidomide
during the 1960's with expectant mothers who were very “satisfied” with the resultant lack of

morning nausea. Using the logic advocated by those who see satisfaction as the important variable
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we should have continued the use of this drug - irrespective of the long-term effects, the effect of
this drug on embryonic development. Looking at the corollary, one has only to consder
chemotherapy for cancer which tends to be seen in anegative light, yet can lead to a very effective
outcome. Thisisan important point, and one worth repeeting: satisfaction, whilst desirable, does not
equate to intervention potency.

Early Intervention. Early intervention to victims of crime, on the other hand, is the provison

of what could be called ‘retorative trestment’ to individuals who request psychologicd help

fallowing crime/ trauma and have adinicaly Sgnificant presentation. Of course, what counts as a

clinicaly sgnificant presentation is open to debate, yet within Audrdia, Israd, and the USA thishas
generdly meant meeting the criteria of adisorder as outlined in the Diagnogtic and Statisticad Manud
of Mentd Disorders- Verson IV (DSM-1V, 1994). An important aspect to the DSM-IV isthe
dipulation on most disorders that “the disturbance causes dlinicdly sgnificant distress or impairment
in socid, occupationd, or other important areas of functioning” and in the case of Acute Stress
Disorder “or impairs the individud’ s ability to pursue some necessary task, such as obtaining
necessary assstance or mobilizing persond resources by telling family members about the traumetic
experience’ (p. 472). Thiswas an important change from the old diagnostic manua syslems where
this subjective aspect was noticeable only by it's omission.

Recent research studies have tended to address participants who meet the criteriafor Acute
Stress Disorder (ASD) by then providing avariety of treatment interventions. ASD was
incorporated into the DSM-1V as adiagnosis to help predict those that were likely to go on to
develop long term problems as aresult of a traumatic experience, such as PTSD. We now know

that untreated, and two years following the trauma, about 75% of those who have ASD progress to
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PTSD. Unfortunately, it appears that the diagnogtic criteriafor this presentation are not yet specific
enough as 70% of those with symptoms that would be classified as sub-clinica and 13% who did
not meet either category aso go on to develop PTSD (Bryant and Harvey, 2000). However, of
importance to the current debate, and Fattah' s fear of pathologising what good socid support
would rectify, is the issue of trestment efficacy. Istreating ASD agood thing to do? Isit any more
effective than “ supportive counsdling” or no trestment at dl? In fact, are we doing more harm than
good? These questions are well worth asking, but we do now have better answers, ones supported
by empiricd research.

Cognitive Behaviour Therapy (CBT) isthe most widely practised (by clinical psychologists)
and most vaidated method for al psychologicd interventions. Controlled research into the trestment
of Acute Stress Disorder has shown that those who receive CBT (atheoretical perspective which
acknowledges the importance of socid modelling and reinforcement principles and tendsto use a
plethora of researched techniques aimed at modifying beliefs and behaviour) are about 10 times less
likely to have PTSD at post trestment than supportive counsdling and 5.7 times less likely to
develop PTSD by 6 months follow-up than if not treated a dl (Byant et d., 1998; 1999). This has
been demongtrated with victims of motor vehicle accidents, industria accidents and non-sexud
assault (Bryant et d., 1998; 1999), and sexual and non-sexual assault (Foa et d., 1995).

All controlled studies to date which have investigated the utility of early supportive
counsdlling (education, non-directive support, and generd problem solving) to those with Acute
Stress Disorder have found it to be completely ineffective. Aswith CBT above, this has been
demongtrated with victims of motor vehicle accidents, industrial accidents and non-sexud assault

(Bryant et al., 1998; 1999).
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Turning to the psychodynamic therapies, there are no controlled studies, and hence no
evidence, that this method of intervention is effective with ASD. It could be assumed that
psychodynamic trestments (which tend to concentrate more on issues relaed to family of origin and
developmenta higtory than current reinforcers for behaviour, and theoreticaly works by bringing the
UNCONSCIOUS INto conscious awareness, binging about insght into the reasons for current problems
and resolving psychic conflict) are supportive in nature during the early stages and hence have the
same efficacy as supportive counsdling for clinica conditions.

Therefore, on the basis of currently available research findings, one can see that early
intervention for people who desire help and have a congtdlation of symptoms which meet the
criteria of ASD appear to be sgnificantly benefited by the provison of therapy. However, this has
been demongrated only with techniques which come under the umbrella of Cognitive Behaviourd
Thergpy, and in particular, exposure therapy. Supportive counsdling and psychodynamic therapies
have not been found to be effective and leaving people who meet the criteriafor ASD untreated
shows that 80% of them will go on to develop PTSD.

Post Traumatic Stress Disorder.

Nature and Epidemiology. Trestments for PTSD have now been eval uated even more than

treatments for ASD. In arguing for solid empirica evidence and scientific facts, Fattah (1999) notes
that many interventions fail this hurdle and comments that practices such as recovered-memory
thergpy “ stem from the popular tendency to pathologise naturd symptoms and perfectly norma
reactions and to fit them under new illness categories, such as posttraumatic stress disorder, that
quickly find their way to the diagnostic manuas’ (p. 201). However, recovered memory therapy is

independent of Cognitive Behaviour Thergpy and amovement very much independent of the
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diagnostic category of PTSD.

PTSD isacongdlation of symptoms, experienced as disturbing, which impede an
individuas behaviour, thoughts and physiology to the point where these disturbances “cause
clinicdly sgnificant distress or impairment in socid, occupationd, or other important areas of
functioning” (DSM-I1V, 1994; p.468). It is a psychologica response to the experience of intense
traumatic events, particularly those which threaten life, and can affect people of any age, culture or
gender. Signs of this condition have been documented at least Snce the times of the ancient Greeks
in 400 BC (Herodotus, 1972) and been described in detail by Shakespear in Henry 1V (Lady
Percy’s speech in part 1, scene 3). However, one could be excused lack of familiarity with the term
as it has been referred to by different monikers through the ages. In the American Civil War it was
referred to as “soldier’ s heart”, in World War 1 it was cdled “shell shock”, while by World Wer 11
it was known as“war neurods’. However, it should be noted that during the wars many soldiers
were labdled as having “ combat fatigue’ when experiencing symptoms associated with what would
now be called ASD during operations, and throughout the Vietham War this became known as a
“combat stress reaction”. Some of these people continued on to develop what became known in the
Diagnogtic and Statistical Manua of Mentd Disorders- Verson |11 (DSM-I11, 1980) as
Posttraumatic Stress Disorder. Those presenting with what is now known as PTSD were more than
likely to be classified in 1952 (DSM) under the term gross stress reaction and in 1968 (DSM-I1)
under temporary situationa disorder (see Gersons and Carlier, 1992 for a discussion of the modern
higtorica and political evolution of PTSD). At each stage different criteria have been applied and
hence different definitions proposed. So this phenomenais not a new one and came into effect more

due to the reactions of war veterans, not victims of crime.
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PTSD is currently best characterised as a pathologica stress response syndrome that can
occur following exposure to a traumatic event, during which the individuad “ experienced, witnessed,
or was confronted with an event or events that involved actua or threatened death or seriousinjury,
or athresat to the physicd integrity of sdf or others ... [and] ... the person's response involved
intense fear, helplessness, or horror” (DSM-1V, 1994). Just what constitutes a traumatic event has
long been the subject of debate, particularly within the courtroom setting (e.g. Bryant, 1996;
Dobson and Marshdl, 1998). It would seem that the individud’ s subjective perception of the event
rather than the event per seis of critica importance to the later development of the behaviourd and
emoationd symptoms associated with the diagnosis of PTSD. Because of this difficulty in objective
validation the predominant method has been to look at epidemiologica data with respect to specific
events.

One of the best controlled investigations into the epidemiology of PTSD was that conducted
as part of the American National Comorbidity Survey (Kesder, Sonnega, Bromet, Hughes and
Neson, 1995). Overdl, these authors found the lifetime prevaence of experiencing any traumato
be 60.7% of men and 51.2% of women, although this does not mean that these people then went
on to develop PTSD. In fact Kesder and his colleagues found that the estimated lifetime prevalence
of PTSD (using DSM-I1I-R criteria) was 7.8%, yet dso noted that this rate was higher amongst
women (10.4%) than amongst men (5.0%) and was aso higher amongst the previoudy married.
The traumamost likely to be found associated with PTSD, once the person presented complaining
of problems following the event, was found to be rape with 65% of men and 45.9% of women.
However, it should also be noted that in Kesder’s sudy the women were more than seventeen

times more likely than men to present with PTSD and with rape being the traumatic event.
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With the exception of rape, the highest rates of PTSD following a specific trauma, and
conditional upon being salected for the assessment of PTSD, for women were physica abuse
(48.5%), threat with a wegpon (32.6%), molestation (26.5%) and physicd attack (21.3%). For
males, the conditiona probability of being exposed to combat and presenting with PTSD (38.8%)
was the highest incidence. It should be noted, however, that thisis a conditiond probability and
does not reflect the likelihood of developing PTSD from being in acombat zone which has been
estimated at being 14.7% (lifetime prevaence) and 33% for areported incidence of one or more
symptoms of PTSD a some time since the combat (Centres for Disease Control: Vietnam
Experience Study, 1988). However, as with the women in Kesder et d.’s study, being avictim of
crime aso generated high rates of PTSD, with the highest being neglect (23.9%), physical abuse
(22.3%), and molestation (12.2%).

In this same study, Kesder et d. (1995) found that the median time to remisson of the
disorder was 36 months for those “who ever sought professond treatment” (p. 1056) compared to
64 months for those who did not. However, of even more significance to the current debate was the
finding that a sub-sample of more than 33% of people with PTSD failed to remit, even after many
years, whether they recelved treatment or not. This raises the question as to whether treatment is
advisable or effective.

Treatment Efficacy. CBT treatments of post traumatic stress disorder have again been

shown to be the most effective treatments for traumatised individuas. This has been demonstrated
with cases of sexud abuse and family victims of homicide (Devilly, 2001), accidents and disasters
(Devilly and Spence, 1999), sexua and non-sexud assault (Foa et al., 1991, 1999), aswell as

generd victims of crime which meet the criteriafor PTSD (e.g. Marks et a., 1998; Tarrier et d.,
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1999). Current exposure based treatment protocol s show that between 60 to 90% of those treated
no longer mest the criteriafor PTSD by the end of treatment (Devilly and Spence, 1999), an
outcome that has now been established through replication in different countries (eg. Foaet d.,
1991, 1999; Marks et al., 1998).

Aswith ASD, supportive counsdling has dso been shown to be an ineffective treatment in
the amelioration of PTSD in cases of rape, sexua assault and molestation (Foa et d., 1991; Foa et
a., 1999), and generd victims of crime (Markset d., 1998). Supportive counsdling is, however,
usualy wdl tolerated. It is suggested that supportive counsdling techniques may be more of benefit
to those without pathological conditions following trauma yet with persond problems who require
short-term support. However, in agreement with Fattah, and asimplied by Gist and Lubin (1999), a
chat with “Grandma’ may serve the same function as supportive techniques provided by quesi-
professonds, without the symptom priming inherent in what these authors see as “ socidly
congtructed nosologies’ (p. 15). To date there is no research that has looked at ether the efficacy
or effectiveness of supportive counselling for victims of crime who do not meet criteriafor aDSM-
IV diagnodis and are sub-clinicaly distressed.

‘No treatment’ conditionsin outcome studies of PTSD have shown time again thet thereis
very little improvement (if any a dl) overdl, to the point where some researchers are beginning to
question the ethics of not providing trestment as part of aclinicaly controlled study (e.g. Devilly and
Spence, 1999).

Dismantling sudies comparing the relative efficacy of the various dements of CBT have
begun only recently and aclear picture of the conclusonsis yet to be painted. Comparisons

between exposure and cognitive thergpy paradigms have thus far found little difference between the
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approaches (Marks et d., 1998; Tarrier et d., 1999). However, the methodological rigour of
gudies which investigated the relative efficacy of exposure trestments and cognitive components
have been variable, as has been the practica gpplications of the various techniques (Devilly and
Foa, 2001). Therefore, it would be unwise a this stage to make any definitive satements with
regard to the rdative efficacy of one of these trestments over the other. However, one can comment
that exposure based treatments currently have more support through the number of studies which
have found them to be effective with different traumatised populations and due to the fact that there
is no evidence regarding the effectiveness of cognitive therapy in amdiorating PTSD without any
form of behaviourd activation included within the trestment. Jacobson et d. (1996) found thet there
gppeared to be no additiona benefit in treating depression with afull cognitive therapy package,
over and above the use of the one treatment eement of behavioura activation (a process of
gradudly increasing desired, hedlthy activities). Indeed, Golan (2001) found that depressed
participants who were treated in one study were more likely to relgpse if they were engaged in low
levels of behavioura activation at the termination of thergpy.

However, the mgority of both cognitive and behaviourd practitioners currently view the
changein persond meaning of events as the main vehicle with which to drive gainsin treestment. This
theoretica underpinning of trestment effectivenessis an important facet to sarvice ddivery, yet is
outsde the ream of this article to address in any depth and readers are referred to the key articles
which discuss thisissue and the rdated issue of physiologicad engagement during exposure (Davey,
1993; Foa and Kozak, 1986; Rachman, 1980).

S0 in response to the question of whether these reactions are norma one has to conclude

that such reactions and the long term maintenance of these symptomsis not a normaly expected
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(i.e. average) outcome to nearly dl traumatic events. With regard to the question of whether they
remit with time and support, again the answer has to be very dowly, if a al; And, most importantly,
are we pathologising when we ‘treat’ people distressed by such symptoms and possibly making
them worse, as Fattah suggests? The answer to this gppears to be a resounding no, backed by solid
empirica research.

However, Fattah is aso concerned about the influences of suggestion in cases such as
recovered memories of childhood sexud abuse. Indeed this very field of research istopicd with
those investigating what is now known as Dissociative |dentity Disorder (formerly Multiple
Personality Disorder).

Recovered Memories, Suggestion and |atrogenesis.

latrogenesis is the process whereby a clinician unwittingly evokes reactions and symptoms,
and possbly even disorders, in a patient. If during or following the course of therapy a patient
demongtrates enduring symptoms that were not present previous to the therapy, the symptoms can
be said to be iatrogenic in nature. For example, excessve medicd testing is said to be one of the
most common sources of over-diagnosis (Ziskin and Faust, 1988). It is argued that the process of
iatrogenesisisfacilitated in thergpeutic Stuations by having dients who are more open to suggestion
(Merkelbach, Devilly, and Rassin, in press). Suggestion refers to a specific influentid message being
passed on to and accepted by a client. For example, a debriefer informing an emergency worker
which symptoms he may (or even worse ‘islikely to’) experience following hisinvolvement ina
traumatic Stuation. Suggestion is not limited to dinicd Stuations, but might be linked to any
behaviour, cognitions or emotions that we have as human beings (Schumaker, 1991). Suggedtibility,

then, refers to how prone an individud is to respond to messages in the way that is expected of him
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or her.

These cases of recovered memories of childhood sexua abuse which Fettah raisesisindeed
aconcern but is avery complex area of research relaing to iatrogenes's, suggestion and
psychopathology. To thoroughly investigate this agpect would produce a book in its own right and
readers are directed to Merckelbach, Devilly and Rassin (in press) for afuller overview of some of
the issues surrounding this topic. However, in precis - there is a split of opinion regarding this topic.
Some advocates argue that traumatic memories can become dissociated from consciousness, yet
explain a persons current life difficulties. These advocates contend that such memories need to be
recovered in order to treat the person (e.g. Brown, Scheflin, and Hammond, 1998) and in some
quarters, there has been a tendency to assume these memories are highly accurate (e.g. Elin, 1995).

However, dissenters of this view have doubts regarding the veracity of many recovered
memories (e.g. Loftus, 1993) and base these concerns on solid empirical research. For example,
Garven, Wood, Md pass and Shaw (1998) investigated iatrogenesis and suggestion in school
children in relation to the highly publicised “daycare ritua abuse cases’. These authors found theat
the interviewing techniques used during the cases at the McMartin School contained at least Sx
serious leading and reinforcing strategies and that when the investigators used these strategies 58%
of aclassroom made fase accusations regarding a classroom visitor compared to only 17% of a
group who were questioned with Smply ‘suggestive’ questions.

In essence, Six interviewing techniques which were identified through viewing the tapes of
the origind McMartin interviews and should be avoided during assessment of suggestible
populations include: Providing negative consequences for ‘denid of probleny’, such as criticisng an

answer; Repstitive questioning dthough a‘non preferred” answer has dready been given; Inviting
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gpeculation on what “might” have occurred if it happened; suggestive questions introducing new
materid into the interview, e.g. “When your dad put you to bed at night, ......”; Conformity pressure
by claming that “others’ or co-witnesses have dready told you smilar stories and hence normaising
an ‘expected or desired’ answer; And providing positive consequences such as praisng a
‘preferred answer’ or providing ‘specid’ treatment for this ‘ pecid’ population..

The above study was followed by Garven, Wood and Malpass (2000) who found that even
when only two dements of the ‘McMartin’ interviewing techniques were utilised (reinforcement and
co-witness information) more children made fase alegations about a classroom vistor compared to
children who were asked questions that were only suggestive in nature. However, the largest
difference between the two groups was on highly implausible and fantastic false accusations (such as
the vigtor taking the child flying in a helicopter - which never happened) where 52% of those with
the McMartin interview agreed compared to only 5% agreement made by the controls. Of even
more importance here, though, is that even once the interviewing techniques of reinforcement and
co-witness testimony had been discontinued the children repeated the alegations and, when
challenged, the children indsted that their reports were based on their persond observations.
Garven et d. (2000) dso found that reinforcement had a greater effect than providing co-witness
enticements to agree with accusations. These authors (p.45) noted that positive reinforcement in eye
witness testimony cases can dter “ confidence of adult eyewitnessesin fdse identifications and
change their retrogpective reports in forenscaly important ways’.

We aso know that women who claim to have recovered memories of sexua abuse tend to
have higher rates of fantasy-proneness, be more amenable to suggestibility, are more likely to

display false memory effectsin the laboratory and are the most distressed group on measures of
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persondity and symptom endorsement compared to women who aways remembered their abuse
and women without histories of abuse (Clancy, Schacter, McNaly, and Pitman, 2000; McNaly,
Clancy and Schacter, in press, McNaly, Clancy, Schacter, and Pitman, in press). In fact, thisline of
argument suggests that these people (women in most cases) make an “effort after meaning” to
explain their problems, a process that may aso be engaged in by poorly trained or unaware
therapidts.

So, whilst Fattah isindeed right to be cautious regarding recovered memories one can see
from the above explanation that, whilst tangentialy related, thisis quite a different debate to the
utility of trestment for victims of crime with adiagnoses of ASD or PTSD.

Summary

So where does thisleave us? It is concluded that Fattah was quite right to be cautious
regarding the utility of psychologica debriefing and recovered memory thergpy. Individua
debriefing, as currently practised, appearsto be at best inert and at worst noxious. Recovered
memory therapy, likewise, gppears to run iatrogenic risks with a very vulnerable population. It is
as0 concluded that policy should be based upon sound empirica evidence and that one should have
an undergtanding of how “the consequences of the victimizing event will be extremdly different from
one victim group to another, and from one individuad victim to the other” (Fattah, 1999; p. 193). It
would also gppear that good trestment may frequently encompass “reinforcing the naturd heding
powers of the human psyche, strengthening the family and socid networks of potentiad and actud
victims’ (Fattah, 2000; p. 42). However, it is not agreed that noting when a problem becomes
socidly or vocationdly dysfunctiond that the provison of trestment is a process of pathologising

normd reactions. In fact, treatment is imperative when reactions to crime are pathologicd, and
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specific treatments should be aimed at distinct clinical disorders (Bisson and Shepherd, 1995). Itis
suggested that emergency service workers and those who frequently come into contact with people
directly after adistressng event may be best armed with information, particularly of referrdsto
appropriate people when these are requested, rather than psychologica debriefing skills. However,
in the very early stages following trauma, particularly one which affects a whole community, the
provison of practicd information and reinforcing community structures which people usudly utilise
during times of grief appear, as suggested by Fattah, the best interventions.

As supportive counsdling has been demongrated time and again to be ineffective with a
dinica presentation, it is suggested that in order to accomplish a satisfactory outcome specidists
with dinica assessment skills need to be utilised in the provision of these services. Fallure to heed
this proposition could lead to the worsening of symptoms in some individuas (see Tarrier et d.,
1999; and Devilly and Foa, 2001, for adiscusson related this topic).

Supportive counselling for those who do not develop aclinical condition, but rather present
with non-pathologica persond problems following victimisation and request assstance, obtains high
ratings of dlient satifaction yet has till to be demongtrated to be of benefit in relation to ether
interpersond or occupationa functioning. However, research into this area has recently begun and it
is hoped that we will have some answers to this by the year 2003. Further research is aso needed
to evauate the effectiveness of self-help groups and victim ass stance organisations who provide
quasi-professond services by volunteers. This may be just another form of ‘teaand sympathy with
Aunt Adi€, yet it may have iatrogenic dements Smilar to psychologica debriefing - promoting and

maintaining ‘victimhood' identification and datus.
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