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Young children must find it very tiresome tobe
interviewed by adults. Adults often can’t understand
that children say, or don’t understand what children
mean — and when adults finally understand, they
don’t necessarily believe children’s stories.

In the early-1980’s, my colleagues and I drew
together an interdisciplinary research team with ex-
pertise in child development, pediatrics, eatly child-
hood education, child clinical psychology, and law
All of us had worked in some capacity with sexually
abused young children, and we were profoundly
disturbed by the uneven, and often uninformed han-
dling of children by law enforcement and the courts.
It seemed to us that the coutts knew little about
young children’s thoughts, words, actions, curiosity,
ordependency on adults Courts too often view what
children say through the lens of research on adult
eyewitness behavior. Reliance on suchresearchraises
two important issues. First, much eyewitness re-
search focuses on sitvations in which adults observe
events but do not participate. Is research focused on
non-patticipants relevant when the task is under-
standing the report of a child who participates di-
rectly in an event? Second, children may perceive,
remember, and report experiences differently from
adults,

There ate critical differences in the kind and
quality of information that a bystander and a victim
experience. These differences are driven by judg-

ments of importance, mobilization of attention, and
differences in the processing of

sensory, kinesthetic, propriocep-
tive and sometimes nociceptive
(painful} stimuli. Our team had
| repeatedly observed that chil-
il dreninmedical settingstemem-
ber with great detail and accu-
racy medical procedures that
involve the touch and handling
of their bodies. When children experienced painful
medical or surgical procedures, childten’s memory
was often better than that of the staff or parents.
Anyone who believes in the easy malleability of
young children’s memory has never tried to take a
child back to the doctor who gave the child a shot on
the previous visit.

How do children’s memories differ from
aduylts*? Piflemer and White (1989) proposed a dual
memoty theory that helps frame our understanding
of children’s memory. The first memory system is
present at birth and predominates in early childhood.
Memories in the first system are organized and
evoked by persons, locations, and emotions. Memo-
ries in the first system are not easily “transpottable”
outside the original experience. To access these
memories, one must use images of face and place,
actions, or feelings. It is as though one has to return
to the child’s original experience in order to access
these memeoties. The second memory system is ver-

bally mediated, begins to develop in early childhood,
and stores experiences in narrative form. Memories
can be cued by words, and stories can be reviewed by
the self and shared with others.

With the dual memory system, two- to six-yeat-
oldsmight store different facets of a single experience
in each of the two systems, depending on their level of
cognitive development, their language skill, and the
intensity of their emotional response to the experi-
ence. To get the “whole story,” an interviewer would
need to tap into both memory systems. Pillemer and
White believe the first memory system is available
throughout life. When an expetience issoemotionally
powetful that a person is left speechless, that event
may be stored in the first rather than the second
memory system regardless of how old or verbally
articulate the person is.

Asmy colleaguesandIstudied the complexity of
memory, and young children’s difficulty using lan-
guage to report what they remembered, we came to
believe that the most impoztant issue with regard to
young children’s memory is not suggestibility or er-
rors of commission, but rather under-reporting of
information children remember. Our concern was that
because children did not report all they knew, they
were not being believed or protected. We set about to
design and test interview protocols that included cues
and props to enhance children’s ability to reach into
both memeory systems toreport their past expetiences.

‘Our research team (Steward, 1989, 1992; Stew-
ard, Steward, Farquahar, Reinhart, Joye, Myers &
Welker, 1992) has completed a study of three- to six-
year-old children’s reports of the experience of a visit
toone of seven outpatient clinics at our medical center.
The childrenin our study were touched by ourmedical
staff “fromhead totoe.” The typical child wastouched
on a dozen different places. About half the children
experienced genital touch, and some experienced a
wide range of potentially stressful medical proce-
dures: Shortly following the medical procedure, the -

| children were interviewed. Children rated their own

distress about body touches on a face scale originally
designed by Australian school children (Bieri, Reeve,
Camption, Addicot, & Ziegler, 1990) The medical
professional who administered the procedure rated the
child’s distress on 4 6 point Likert scale. We video-
taped both the pediatric visits and subsequent inter-
views so that we could study three different measures
of memory: (1) accuracy of children’s memory for the
procedure, (2) completeness of children’s reports, and
(3) consistency of children’s reports over time. Of the
original 130 children, 128 were available for follow-
up interviews one month later. Seventy-four children
were interviewed 6 months later.

‘We designed four experimental interview strat-
egies: a core verbal interview, and three interviews
enhanced with anatomically detailed drawings, ana-
tomically detailed dolis and equipment, or computer
graphics The interview questions focused on children’s
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experience of body touch and handhing, their ability
to describe persons present with them during the
clinic visit, and the place where the visit occurred.
Parents, children, and medical staff cooperated to
allow us to collect a rich set of demographic, behav-
ioral, and experimenta] information about each child.
We examined the predictive power of twelve
covariates, assessed in four blocks, organized ac-
cording to the easefexpense of acquiring the informa-
tion: (1) child’s age, gender, and ethnicity, (2)
parentalreport of child’shealth history, family stress,
parental education, and income, (3) child’s experi-
ences duting the pediatric visit, including the number
of invasive medical procedures, medical staff rating
of child’s health status, the child’s pain judgments,
and (4) the number of outpatient and inpatient visits
which occurred between the original clinic visit and
follow-up interviews at one and six months.

During the initial interview, children’s sponta-
neous reports of body touch were highly accuiate
(94%), but very sparse. Childienreported an average
of only 25% of what occurted during the examina-
tion. The accuracy of children’s descriptions of the
persons who touched them (86%), what they were
touched with (72%), and the place (86%) were also
high.

During the initial interviews, the enhanced in-
terviews did not elicit greater detail than the unaided
interview. At the one-month follow up interview,
however, the cues offered by the anatomically de-
tailed body outlines and dolls allowed children to
report more complete data about body touch without
any compromise in accaracy.

During two of the enhanced interviews, chil-

dren were shown twosets of photographs—we called
them “Rogues Galleries.” One galiery contained

.photos of similar looking medical professionals,

including the professional who touched the child.
The other gallery contained pictures of clinic set-
tings. The photos of professionals and places elicted
data that were accurate and much more helpful than
children’s brief verbal descriptions in identifying
medical staff and clinic setting. In shatp contrast, the
toys and medical equipment cued increasingly erro-
neous reports at one and six month follow up inter-
views of what children were touched with. Children
using medical equipment appeard to engage in “rou-
tine medical play” with the equipment, rathet than
demonstrate their own unique experiences from the
previous clinic visit,

Children’s ratings of distress significantly pre-
dicted the completeness, but not the accuracy, of
their spontaneons recall of body touch during the
initial and one-month follow-up interviews. Distress
bécame a significant predictor of both completeness
and accuracy at the 6 month interview.

Across the 6 months, children’s reports were
consistently more accurate than erroneous. If a child

reported the same intormation on all three inter.
views, the information was 25 times more likely v
be right than wrong. Older children gave mors cop.
sistently accurate reports, but no variable was corte..
lated with those few children who repeated inaccy..
rate information. Children continued to report new,
accurate information about body touch, including
genital touch, at one and six months.

The six covariates that entered significantly
into the predictions of accuracy, completeness, and
consistency include age, distress, maternal educa-
tion, income, medica] experience and the number of
medical procedures a child experienced. The
covariates that never came into play included gen-
der, ethnicity, family stress, health status, and num-
ber of intervening outpatient or inpatient visits. Chil-
dren and medical staff did not agree on how distress-
ing touch and handling was. Moreover, medical staff
ratings of the child’s distress were not significantly
related to any of the three measures of children’s
Memory.

The reports of two groups of children were
especially interesting: (1) children who repoited at
least one of the body touches as highly distressing,
and (2) children who experienced painful invasive
medical procedures but later denied not only the
distress, but even the body touch! Children in the
first group did not differ from the rest of the children
on scores of medical expetience, language skills, o
family stress, but the high stress children did disclose
more information on all three interviews. Addition-
aily, the accuracy of their reports about body touch
remained high throughout the study .

Children whounderwent painful touch but later
denied the pain were more accurate in their descrip-
tions of both the persons present and the clinic room
than a paralle] group of children whounderwent only
benign, non-painful touch and handling. It was as
though children who received painful touch were
saying, “I don’t want to be with that person in that
place again!” We do not believe the children forgot

- the painful experience. We are reviewing the video-

tapes of the clinic experiences to examine adult-
child interaction. We are also coding the non-verbal
expressions of shame by children when they were
interviewed about body touch, hoping that clues
from adult or child behavior will help us understand
why these children withheld their report of painful
body touch. We hope the review will help us
understand the under-reporting of children whohave
been abused.

Mandler (1990) has made two critical points
about recall of past events: (1) all recall is cued, and
{2) recall is a reconstruction of information to our-
selves Webegan ow researchfocused on the former,
that is, design, development, and testing of four
parallel interview protocols that differed in the cues
children were offered. We end the project fascinated
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stronger than memory for peripheral details

Interestingly, in some cases, younger children
can provide more accurate information than adults
(Lindberg, 1991). For example, if an event is par-
ticularly salient {as sometimes happens in cases of
trauma), recall may be exceptionally good (Brainerd
& Ornstein, 1991; Lindberg, 1991). In a study of
children who witnessed a sniper attack at an elemen-
tary school, Pynoos and Nader (1989) found that
“the sight of injury or blood had a uniquely profound
impact on the children’s memory” (p. 240). Other
researchers have demonstrated that children’s memo-
ries for meaningful events — including a visit to the
dentist (Peters, 1987); a physical examination
(Otnstein, Gordon, & Braddy, in press); an inccula-
tion (Goodman, Aman, & Hirschman, 1987); and
class trip (Fivush, Hudson, & Nelson, 1984) — can
be very good over extended periods of time.

If the material to be recalled is part of a young
child’s pattern of daily life {i e., a script memory),
recall may be outstanding. For example, when three~
and four-year olds were studied in their own homes,
they showed an amazing amount of recall about their
dailyexperiences. Children demonstrated good spon-
taneous recall as well as good recall in response to

"questions. Sequences of actions, however, were

pootly recalled (Todd & Perlmutter, 1980).

In general, school-age children demonstrate
better recall infamiliar situations (Johnson & Foley,
1984). This phenomenon was demonstrated in two
studies of children who had experienced group
trauma. Children who witnessed a sniper attack at
their own school (a familiar seiting) tended not to etz
in sequencing or estimating the duration of the event
(Pyncos & Nader, 1989). In contrast, children kid-
napped and buried in a school bus (an unfamiliar
setting) produced significant memory errors in se-
quencing andestimating event duration (Tetr, 1979).

Strategies for and Deficiencies in
Remembering

Children have limited ability to use memory
strategies. Forthisreason, children often know more
than they can freely recall. When children begin
using memory strategies efficiently, their ability to
communicate material through the memory system

improves dramatically.

The use of rekearsal as a memoty strategy is
almost antomatic for adults. We userehearsal when
we 1epeat information to ourselves in order to re-
member a telephone number or the items on a gro-
cery Hist. Ten-year-olds also commonly use re-
hearsal to aid memory. Young children, however,
have not mastered rehearsal (Harris & Licbert,
1991).

Anocther memory strategy is imagery, which
involves (1) mentally picturing a person, place, or
object, or (2) visually associating two ormore things
that are to be remembered. Children develop imag-
ery much laterthan other memory strategies. Indeed,
some people never learn this memory strategy
(Flavell, 1977). Like other techniques, imagery can
be used by some young children if they are instructed
in its use and given reminders to continue using the
technique (as in context reinstatement).

One of the most effective memory strategiesis
organization, which is the grouping of items around
some common element or theme. Preschoolers do
not organize material as well as older children be-
cause preschoolers are not adept at categorical rep-
resentation, Although children as young as five can
sort items into categories, young children donot use
the categoriesto helpthem remember (Moely, 1977).
For example, when five-year-olds are presented with
alist of random words and asked to “put together the
words that go together,” most of the children can
categorize animal-words, food-words, color-words,
etc. After completing this task, however, most
young children fail to use the organizational infor-
mation as cues to help remember the words on the
list. Similarly, when items are presented to young
children in small blocks, one category at a time,
children can remember the categories (e.g., fruits,
toys, colors). However, when the individual items

_ are presented randomly, most six-year-olds do not

organize the material well, even when there are only
a few items in each category (Furth & Milgram,
1973).

Another technique that can aid recall isthe use
of external cues, such as the proverbial string tied

around the finger. Elementary school children typi-
continued on next page
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with the discrepancy between remembering and re-
porting. Many childien do not tell us what they
know. The challenge is finding ways to help children
tell.
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