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A note on suicidal deterioration with recovered memory treatment
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Abstract

Background: Many patients who have been told they have Multiple Personality/Dissociative Identity Disorder (MPD/
DID) seem to have deteriorated clinically after being so diagnosed. We report here the results of a survey of suicide attempts
in patients diagnosed as having MPD and a comparison group hospitalized with a mood disorder. Methods: Twenty
individuals who had been diagnosed as having MPD, had developed false memories, and had relinquished them, were
surveyed with respect to suicide attempts before and after the diagnosis. Twelve of those approached agreed to provide data
and were compared with 12 patients from an in-patient mood disorders unit, matched for age and sex. Results: In the MPD
group more patients attempted suicide after being diagnosed than before and they made more separate attempts at suicide
than before. The reverse was true in the comparison group with patients and suicide attempts before and after hospitalization.
Comparing the numbers of attempts in the groups before diagnosis/hospitalization and afterward Chi* =20.177, DF =1,
P <0.001. Limitations and Conclusions: Both samples were highly selected, and the comparison group does not provide an
exact control. Nevertheless, the results support a trend in the literature that finds the diagnosis of multiple personality
disorder and the use of recovered memory treatment are harmful. © 2000 Elsevier Science BV. All rights reserved.
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Recovered memory therapy (RMT) is a highly
controversial procedure which has given rise to
Position Statements by at least seven professional
bodies of which four have expressed strong reserva-
tions about the validity of recovered memory (RM)
(American Medical Association, 1994; Australian
Psychological Association, 1994; Canadian Psychiat-
ric Association, 1996; Royal College of Psychiatrists,
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1977), while the remainder have been variously
sympathetic (British Psychological Society, 1995),
wary (American Psychiatric Association, 1993) or
bitterly divided (American Psychological Associa-
tion, 1994). McElroy and Keck (1995) described
three patients who were treated first by recovered
memory therapy with poor results, and later by
conventional psychiatric methods with good results.
Lief and Fetkewicz (1995) in a group of 40 in-
dividuals who had retracted false memories noted
that, in the process of developing pseudomemories,
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the patients had felt more worthless, hopeless and
suicidal than before.

One of us (HM), has seen in consultation or
treatment, six such cases with a combination of
troublesome recovered memories and DID/MPD, as
well as two false memory cases without MPD, and
noted substantial deterioration with recovered mem-
ory treatment. Striking accounts of deterioration with
recovered memory treatment have also been given in
a number of books which criticized its use (Golds-
tein and Farmer, 1992; Pendergrast, 1995; Ofshe and
Watters, 1994; Loftus, 1996). Loftus (1996) pre-
sented data on a review of a random sample of 183
approved claims based on repressed memory made to
the Washington State Crime Victims Compensation
program. Of 183 claims selected from 325 approved
claims, 30 were randomly selected for closer exami-
nation. In this group, only three claimants thought
about suicide, or attempted suicide, before recover-
ing their first memory, but 20 did so after recovering
memories. Two had been hospitalized prior to their
first memoery, while 11 were hospitalized after
memories started, One person engaged in self~muti-
lation before memories, and eight did so afterwards.
Twenty-two patients claimed metnories of cannibal-
ism of new-bormn babies and infants conducted under
circumstances of Satantic ritual abuse.

Loftus gives much other information on features
of deterioration, as do other references cited here
(Lief and Fetkewicz, 1995; Goldstein and Farmer,
1992; Pendergrast, 1995; Ofshe and Watters, 1994).
Deterioration appears to occur to a very marked
extent in patients with MPD/DID, combined with
false memories. Its occumrence is expected by those
who seek for recovered memories. For example,
Bass and Davis (1992) who have been most influen-
tial in the spread of false memores through their
book, The Courage to Heal (which within its first
five or six years had sold 750 000 copies and
continues to be widely available), observed that
when ‘clients’ recover their ‘memories’, there is
often a stage of acute difficulty. They call this the
emergency stage and observe that patients find
themselves ‘having flash-backs’ uncontrollably, cry-
ing all day long or unable to go to work, They offer
advice on how to avoid suicidal or self-destructive
actions in these circumstances, as well as other

modes of coping (emphasizing the importance of the
therapist as a life-line). The deterioration appears to
be very marked in patients with MPD/DID com-
bined with false memories. Striking examples are
provided by Pendergrast (1995); Ofshe and Watters
(1994),

We report here the results of a survey in twelve
individuals who had developed MPD plus false
memories which they relinquished with benefit. It
was hoped in this survey to obtain information
specifically about the frequency of suicidal ideation
and swicidal acts in individuals who had experienced
recovered memory treatment, recovered from it and
rejected their prior apparent false beliefs. These
twelve individuals have been compared with another
twelve matched for age and sex who were admitted
to hospital for the treatment of intractable depressive
illness without a diagnosis of multiple personality
disorder.

1. Subjects and method

Twenty individuals who had received the diag-
nosis of MPD and had been hospitalized for it, were
randomly selacted from the FMSF data base. Follow-
ing treatment these individuals had recovered
memories which they retracted later on. Of these 20,
12 agreed to participate in the study. Three were
unable to participate due to litigation; two could not
be reached; two refused and one individual disclosed
that the diagnosis of MPD was not formal. Subjects
were asked about the initial reason for seeking help,
suicidal ideation and suicide attempts. Of those
reporting a history of suicide attempts, detailed
information including a description of circumstances
under which the attempt was made, location, timing
of svicide attempts in relation to the diagnosis of
MPD, method used and seriousness of the attempt
was obtained.

Twelve comparison patients, matched for age and
sex with the index group, were selected randomly
from a group of patients admitted between 1991 and
1996 to a specialized mood disorders unit in a
provincial psychiatric hospital and had received at
least one year of follow-up care.
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2, Results

Twelve MPD subjects (11 females and 1 male)
with 2 mean age of 36.2 years (SD = 9.7, range, 24
to 56 years) participated in the study. All of the
patients had graduated from high school and ten had
post high school education. Nine were cumently
married, two were single and one was divorced. The
comparison group comprised 11 females and one
male (mean age of 36.7, range 24 to 56 years). All of
the control group had graduated from high school
and five were currently married, one was divorced
and six were single.

In the MPD group six respondents listed ‘depres-
sion’ among their reasons for secking help. Four of
these listed depression as the only reason. Additional
answers included relationship problems (parenting
and marital/intimacy issues) (five), physical prob-
lems (one), codependency issues (one), nightmares
from a car accident (one), incest in childhood (one),
and eating disorders as a teen (one). Two patients in
the comparison group received the diagnosis of
major depression, four had bipolar-I disorder and six
patients suffered from bipolar-1I disorder. The course
of the iliness was punctuated with repeated mixed
episodes in five patients in the bipolar group.

The two groups were compared with respect to the
number of individuals making suicidal attempts and
the number of attempts (Table 1). Seven of the 12
index patients had attempted suicide. One had made
nine attempts prior to receiving the diagnosis of
MPD. One made attempts both before and after the
diagnosis and five attempted suicide only after the
diagnosis of MPD. Half of the suicide attempls
before and nearly 80% after the diagnosis of MPD

Table 1

involved drug overdoses including antidepressants.
Two of the five who only attempted suvicide after the
MPD diagnosis indicated that they had never thought
seriously about suicide before this diagnosis, but
three had. In total 27 suicide attempts were made; 11
before the diagnosis of MPD and 16 afterwards. Six
patients who attempted suicide after the diagnosis of
MPD was made, indicated that receiving this diag-
nosis and therapy for recovered memories played a
role in the suicide attempt. In the index group the
premorbid attempts included drug overdoses and in
the patient who made the most attempts, frequent
wrist slashing with suicidal intent. The majority of
the MPD patients described very serious attempts
including several with overdoses requiring resuscita-
tion by respirator and in two instances, the use of gas
(carbon monoxide or domestic gas).

Among the controls two patients made no suicide
attempls and four made one atiempt before hospitali-
zation but none afterward. The remaining six made a
total of ninety-nine attempts before hospitalization
and sixteen attempts afterwards. Comparing the
numbers by group (MPD diagnosis or control) and
phase (before or after the diagnosis of MPD or
hospitalization) Chi® = 20.177, DF = 1, P < 0.001.

The duration of the episodes of illness before and
after the diagnosis of MPD or hospitalization in the
two groups is rather similar. Thus the range of
follow-up for the index group was two to five years,
while for the mood disorder group it was one to four
years. This difference favours the mood disorders
group since it allows a little less time in which
suicide attempts might have occurred.

Within the MPD group the period of treatment
before diagnosis ranged from eighteen months to two

Number of suicide attempts in 12 patients with a diagnosis of multiple personality disorder and 12 others with mood disorders

Number of suicide attempts

MPD Group Mood disorders group
Before diagnosis or hospitalization 12 103(1(n
After diagnosis or hospitalization 16(6) 16{6)
Totals 2N NK10)°

{) = number of individuals,

* One patient made attempts before and afterwards,
® Six patients made attempts before and afterwards,
Chi’ for frequency = 20.177, DF = 1, P < 0.001.
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years for those who made suicide attempts, and from
six months to two years for those who did not make
suicide attempts (based on a total of 11 patients for
whom data on duration was available). Likewise the
range for those followed after discharge was between
27 months to 5 years for those who had made suicide
attempts during the phase of being diagnosed as
having MPD, while it was 28 months to 4 years for
those who did not make suicide attempts.

3. Discussion

At least half of the respondents were depressed
and for one third of the respondents this was the only
reason for seeking help. Many studies have found
that patients with major depression are at a sig-
nificantly higher risk than the general population,
both for suicide and parasuicide (Tanney, 1992). It
can be argued that an apparent increased likelihood
of suicide attempts following the diagnosis of MPD,
was due 1o a failure to identify and treat depression.
This could have played a role but the majority of the
respondents (six out of seven) referred specifically to
the MPD diagnosis, to false memories or to ques-
tionable therapy as having contributed to the suicide
attempts, For example, one respondent cormmented,
“it is awful to be diagnosed MPD” as having
contributed to the suicide attempts. Another said *'T
just couldn’t accept my diagnosis, or the thought that
my family was abusing me”. A third respondent
pointed to the damaging effect of therapy and its
contribution to her feelings of hopelessness and
despair. Some of the respondents had been told that
the suicide attempts were a result of MPD.

Clearly, the subjects interviewed had many more
months of life before the MPD diagnosis was made,
than afterwards. Such figures cannot well be used to
test the view that the diagnosis of MPD/DID may be
harmful since the length of the relevant period of
iliness prior to the MPD diagnosis is uncertain
compared with the period following the point in time
when that diagnosis was accepted by the patents.
Thus, comparing the length of such phases as before
and after could prove enlightening but we lack firm
data on the topic. Nevertheless five significantly
suicidal patients out of 12 after a short period of
treatment (compared with one before} generates an

objection to promoting the concept of recovered
memories with MPD.

Whereas patients diagnosed with MPD appeared
to deteriorate once they had been given their diag-
nosis, patients with mood disorders unquestionably
improved and maintained a significant degree of
improvement with conventional psychiatric treat-
ment, relying heavily upon pharmacology and social
management. This comparison group cannot be
guaranteed as an exact control for the MPD patients
but shows that much benefit can occur in normal
practice with depressed individuals before and after
certain types of treatment, benefits which were much
less apparent in the MPD group once the diagnosis
of MPD had been made. This is particularly so when
compared with the results of conventional treatment
for mood disorders from which many MPD patients
are believed to suffer.

The majority of the MPD respondents believed
their life was at risk when they attempted suicide and
said that they intended to die. Indeed, some of the
suicide attempts were quite serious due to the nature
of the method used (Sakinofsky et al, 1990).
Parasuicide (non-lethal suicidal behaviour) is an
important risk factor for suicide. Long-term follow-
up studies have shown that 10 to 13% of patients
who make suicide attempts, eventually kill them-
selves. Depression is a highly weatable illness,
however, and early detection and appropriate treat-
ment are the key elements. Not only were the MPD
respondents in this study misdiagnosed and misman-
aged but, also, the failure to diagnose and treat
depression contributed to their distress and feelings
of guilt.
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