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1. Qualifications: I have been a Professor of Clinical Psychology at the University of East 

London, England, since April 2016. I previously held the same position at the University of 

Liverpool, England; Auckland University, New Zealand; and Swinburne University of 

Technology, Melbourne, Australia.  At the Universities of Liverpool and Auckland I was also 

Director of the Postgraduate Training Programmes in Clinical Psychology.  

 

2. I graduated from the University of Wales with an honours degree in Psychology, before 

attaining my M.A and Ph.D in Clinical Psychology at the University of Cincinnati. 

 

3. Prior to returning to work in academia I worked for thirteen years as a Clinical Psychologist 

and manager of mental health services, in the United States, England, and New Zealand, 

predominantly with patients at the extreme end of the spectrum of psychiatric disturbance, 

e.g., those experiencing psychosis or severe depression and suicidality.  

 

4. I have over 200 research publications (Google Scholar 4.12.2021), which have been cited 

over 17,000 times. I have published over 50 book chapters and have edited or authored five 

books. I have given over 60 invited plenary/keynote addresses at psychiatric conferences in 

17 countries. A list of my publications authored in the previous 10 years is attached hereto as 

Appendix A.  

 

5. Since 2009 I have been the Editor of the international, peer-reviewed, scientific journal 

‘Psychosis: Psychological, Social and Integrative Approaches’. I am also currently the 

Chairperson of the International Institute for Psychiatric Drug Withdrawal. 

 

6. In 2010 I received the New Zealand Psychological Society’s Hunter Award (awarded only 

every three years) for ‘excellence in scholarship, research and professional achievement.’  

 

7. Since 2010, I have published four reviews of the research literature on the efficacy and 

safety1-3 and mechanisms of action,4 of electroconvulsive therapy [ECT] (sometimes referred 

to as ‘electroshock therapy’ or ‘shock therapy’) in peer-reviewed journals. The most recent of 

these was a 40-page review in 2019,3 with Professor Irving Kirsch, Associate Director of 

Placebo Studies at Harvard Medical School. 

 

8. I am also the lead researcher on two independent audits of the administration and monitoring 

of ECT in England’s National Health Service.5,6 

 

9. In 2021 I wrote, by invitation, a summary of the ECT research literature for Psychiatric 

Times, a medical trade publication distributed monthly to approximately 50,000 psychiatrists, 

primarily in the United States.7 I have also published several summaries of the ECT research 

for the popular media, including Psychology Today and Aeon.  

 

10. In the early 1970s I repeatedly witnessed ECT first-hand as a psychiatric nursing aide at a 

Bronx psychiatric hospital. I was assigned the role of sitting with people as they recovered 
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consciousness and orientation during the postictal state, which can last from a few minutes to 

several hours following a seizure. 

 

11. I have not previously testified as an expert witness. I am being compensated $600 per hour 

for study and testimony in this case. 

 

12. Description and History of Electroconvulsive Therapy: ECT is primarily, but not 

exclusively, used on depressed patients. It involves passing sufficient electricity through the 

human brain to intentionally cause a seizure. This usually requires between 70 and 120 volts, 

resulting in about 800 milliamperes of direct current passing through the brain, either across 

both temporal lobes (bilateral ECT) or, so as to minimise memory loss, across just one 

temporal lobe (unilateral ECT). 

 

13. The typical course of treatment is between eight and twelve electroshocks, administered at a 

rate of two or three per week. The amount of electricity required to cause the seizure tends to 

increase during this process, because each electroshock can increase the seizure threshold of 

the patient, as the brain seeks to protect itself from additional seizures.   

 

14. Sometimes more than one shock is given before the seizure is elicited. Unless a seizure 

occurs the treatment is deemed not to have been successfully administered. 

 

15. The procedure now takes place under general anesthesia, with muscle relaxants, to avoid the 

spinal and other fractures that resulted from the original ‘unmodified’ form of ECT in the 

1940s and 1950s. 

 

16. The intentional causation of seizures was originally based on the belief, in the 1930s, that 

people with epilepsy do not have schizophrenia (the original target diagnosis for ECT) and 

vice versa. Therefore, it was thought, the cure for schizophrenia is to cause epileptic seizures. 

Various approaches to accomplishing this, including insulin overdose, were experimented 

with before Italian psychiatrist Dr Ugo Cerletti noticed hogs at a slaughterhouse being 

electrocuted via metallic tongs, to stun them before being killed. After the first administration 

of ECT, in 1938, the patient begged ’Not another one, it’s deadly.’8 
 

17. Memory Loss and Brain Damage: In the 1940s and 1950s autopsies consistently provided 

evidence of brain damage, including necrosis (cell death). A review in the esteemed British 

medical journal, the Lancet, concluded that ‘all parts of the brain are vulnerable.’9  A 

subsequent review, of the first 20 years of autopsies, concluded: ‘damage to the brain, 

sometimes reversible but often irreversible, occurred in the course of electric shock 

treatments.’10 

 

18. It was originally argued that ECT worked because it causes brain damage. In 1941, Dr Walter 

Freeman, who introduced ECT to the United States, wrote, in a paper entitled Brain 

Damaging Therapeutics: ‘The greater the damage, the more likely the remission of psychotic 

symptoms. . . . Maybe it will be shown that a mentally ill patient can think more clearly and 

more constructively with less brain in actual operation.’11  Another US psychiatrist explained: 

‘There have to be organic changes or organic disturbances in the physiology of the brain for 

the cure to take place. I think the disturbance in memory is probably an integral part of the 
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recovery process. I think that it may be true that these people have for the time being at any 

rate more intelligence than they can handle and that the reduction in intelligence is an 

important factor in the curative process. . . . Some of the very best cures that one gets are in 

those individuals whom one reduces almost to amentia.’12 

 

19. In 1974, Professor Karl Pribram, head of Stanford University’s Neuropsychology Institute, 

wrote: ‘I’d rather have a small lobotomy than a series of electroconvulsive shock. . . . I just 

know what the brain looks like after a series of shock – and it’s not very pleasant to look 

at.’13 

 

20. Today, it is accepted by all concerned, that some degree of memory loss occurs for almost all 

patients, and that some patients recover that memory loss within a few weeks. 

 

21. A 2004 New Zealand Government report concluded that ‘ECT may permanently affect 

memory’ and bemoaned the ‘slowness in acceptance by some professional groups that such 

outcomes are real and significant in people’s lives.’14 A U.S. psychiatry textbook states that 

‘All patients should be informed that permanent memory loss may occur.’15  The American 

Psychiatric Association has acknowledged that ‘evidence has shown that ECT can result in 

persistent or permanent memory loss.’16   Somatics, a manufacturer of  ECT machines 

includes ‘permanent memory loss’ in its list of adverse effects.17 

 

22. There is not a consensus, however, on how many patients recover the memory loss over time 

and how many go on to suffer persistent or permanent memory loss. 

 

23. A 2003 review of studies of self-reported memory loss, at least six months post-ECT, found a 

range of patients reporting memory loss from 51% to 79%, with an average of 70%.18 The 

same review found that the range for ‘persistent or permanent memory loss’ was 29–55%; 

with an average of 38%. 

 

24. The memory loss caused by ECT can be categorised into two broad types.  Anterograde 

amnesia is difficulty retaining new information. Retrograde amnesia is the loss of memories 

of past events, known as ‘autobiographical memories.’  There is a consensus that ECT can 

damage both types of memory loss to some extent. There is less agreement about the severity 

and duration of the two types of cognitive damage. 

 

25. Anterograde amnesia: Almost everyone receiving ECT suffers anterograde amnesia, the 

inability to retain new information. An American Psychiatric Association report notes that as 

a result ‘returning to work, making important financial or personal decisions, or driving may 

need to be restricted.’16 

 

26. For many the ability to retain new information returns over a period of a few weeks. For an 

undetermined number of patients this anterograde amnesia has been identified several years 

after ECT.19,20  

 

27. A 2019 review reported that ‘Recent meta-analyses suggest the most prominent deficits are 

on measures of attentional/executive control (i.e., tests measuring cognitive flexibility, 

inhibitory control, and processing speed) and auditory verbal learning/recall (i.e., 
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unstructured list learning), a memory task that is also strongly correlated with executive 

functioning.’21 

 

28. Retrograde amnesia: Three facts are generally accepted: (a) retrograde amnesia occurs to 

some extent in almost all ECT recipients; (b) memory of events closest to the treatment are 

most affected; and (c) some improvement occurs over time for some patients.16,22 

 

29. The APA report16 acknowledges: ‘In some patients the recovery from retrograde amnesia will 

be incomplete, and evidence has shown that ECT can result in persistent or permanent 

memory loss.’ A subsequent review of the research confirmed that ‘ECT can cause persistent 

or permanent memory loss, especially autobiographical memory.’22 

 

30. The first large-scale prospective study of cognitive outcomes, in 2007,23 found that six 

months after ECT, autobiographical memory was significantly worse (p <.0001) than pre-

ECT levels. Furthermore, 12.4% were deemed to have suffered ‘marked and persistent 

retrograde amnesia.’  

 

31. In an earlier study, in which ECT recipients performed worse than non-recipients on ability to 

recall 1960s celebrities and childhood memories, the average time since ECT was 8.4 

years.`20  

 

32. Bilateral vs Unilateral ECT: There is a clear consensus that Bilateral ECT (where the 

electrodes are placed on opposite sides of the head) causes more cognitive impairment, 

including memory loss, than Unilateral ECT (where the electrodes are placed at the front and 

back of the non-dominant temporal lobe). Unilateral ECT was introduced explicitly as an 

attempt to reduce the damage caused by the original, bilateral, electrode positioning.  

 

33. The large prospective study in 200723 found that six months after Bilateral ECT patients 

showed significantly more autographical memory/retrograde amnesia impairment than those 

receiving Unilateral ECT. The Bilateral patients suffered 2.8 times more impairment than a 

healthy control group over the same time period. The degree of impairment in the Bilateral 

group was significantly related to the number of electroshocks administered.  

 

34. Subsequent studies of Unilateral vs Bilateral ECT have confirmed the 2007 study. For 

example, a recent Irish study found, at both 3 and 6 month follow ups, that the recall of 

autobiographical memories was significantly worse in the Bilateral group than in the 

Unilateral group. There had been no difference before ECT.24  

 

35. Gender and memory impairment: Women suffer more ECT-induced memory loss than 

men. In the 2007 prospective study women were 2.5 times more likely than men to be 

categorised as ‘marked and persistent retrograde amnesia’ (16% vs 6%).23 A recent analysis 

of 1212 medical records of ECT patients in Sweden found that 31% of women were assessed 

to have memory loss, compared to 18% of men.25 

 

36. Memory impairment and depression: Some ECT proponents suggest that memory 

problems after ECT are caused by depression not the ECT. Numerous studies in the 1980s 

and early 1990s demonstrated this hypothesis to be incorrect.26 A Magnetic Resonance 
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Imaging (MRI) study found that the number of ECTs administered correlated with reduced 

grey matter density, after controlling for level of depression.27 A subsequent review of the 

relevant research found ‘no evidence of a correlation between impaired memory/cognition 

after ECT and impaired mood, much less a causal relationship’.28  

 

37. Besides the empirical evidence, there are two logical complications. The purpose of ECT it to 

alleviate depression, so post-ECT cognitive dysfunction could only be caused by depression 

in those patients for whom the ECT did not work.  One research group18 identified five 

previous studies showing no significant relationship between anterograde or retrograde 

amnesia and clinical change after ECT. Their own study found that retrograde amnesia was 

related to the ECT and not to mood state before or after ECT. Another study found no 

correlation between post-ECT changes in depression and changes in any of 12 cognitive 

measures.29 

 

38. The second logical problem is that if there is a relationship between mood and post-ECT 

memory loss, causality could be in either relationship. Anecdotal evidence suggests that the 

effects of ECT on one’s memory can be depressing. Just before killing himself, shortly after 

ECT, Ernest Hemingway asked: ‘What is the sense of ruining my head and erasing my 

memory, which is my capital, and putting me out of business? It was a brilliant cure, but we 

lost the patient.’30 

 

39. Does the memory loss constitute brain damage? There is no consensus amongst ECT 

researchers on whether the well documented anterograde and retrograde amnesia memory 

induced by ECT should be thought of as ‘brain damage.’ On the one hand it can be argued 

that ‘marked,’ ‘persistent’ and ‘permanent’ damage to the cognitive functioning of the brain 

is, by definition, damage to the brain. Others highlight the fact that not all brain scan or 

imaging studies show clear signs of damage. 

 

40. Early autopsies,9,10,13 and early theories about how ECT worked,11,12 were clear that ECT 

causes significant brain damage, and named it as such. While some claim that early studies 

are not relevant because today’s ECT is so different, a constant fact, from 1938 to today, is 

that sufficient electricity has been administered to the brain to cause a seizure. 

 

41. While scanning and imaging studies have produced inconsistent results, some computerised 

tomography (CT) scans have found frontal lobe atrophy following ECT.31,32 An MRI study 

found that the number of ECTs administered correlates with reduced grey matter density.27 

Marked deactivation in several cortical regions have also been found.33   

 

42. My own review of more than 100 imaging studies (with Dr Roar Fosse of the University of 

Oslo)4 concluded that ‘the temporarily improved scores on depression instruments following 

ECT reflect the combination of frontal and temporal lobe functional impairments and 

activation of the hypothalamic–pituitary–adrenal axis (HPA axis) and the mesocorticolimbic 

dopamine system. These effects as well as other detailed changes observed in structures such 

as the hippocampus appear consistent with those typically seen after severe stress-exposure 

and/or brain trauma.’   
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43. Beyond the potential brain damaging effects of the electricity, an editorial of the American 

Journal of Neuroradiology concluded that ‘A number of experimental animal and clinical 

imaging studies support the idea that seizures by themselves cause brain damage.’ 

 

44. ECT can cause repetitive intracranial mild traumatic brain injury which is not easily captured 

on standard brain scans. The neuropathology of repetitive high field strength electricity on 

brain tissue involves compounding microstructural damages only visible under microscope 

with proper staining technique. Cellular, microvascular, neuronal, voltage-gated ion channel 

damage is invisible on standard brain scans.34-37  

 

45. Bennet Omalu, MPH, a neuropathologist who identified chronic traumatic encephalopathy in 

National Football League players, stated that, where they exist, functional injuries resulting 

from ECT must be considered as both repetitive brain injury and repetitive electrical 

trauma.37 

 

46. Although it is generally agreed that the electricity has a causal role in the brain damage, an 

Editorial of the American Journal of Neuroradiology notes that ‘A number of experimental 

animal and clinical studies imaging studies confirm the idea that seizures by themselves 

cause brain damage.’38 

 

47. The ECT manufacturer, Somatics, now includes ‘permanent brain damage’ in its list of risks 

from ECT.17 

 

48. Psychological impact: Non biological adverse effects of ECT are rarely studied. In one 

study, of 20 people who found ECT upsetting, interviews revealed ‘fear, shame and 

humiliation, worthlessness and helplessness, and a sense of having been abused and 

assaulted.’39 The UK’s official national guidelines acknowledge that some people report 

‘feelings of terror, shame and distress, and found it positively harmful and an abusive invasion of 

personal autonomy, especially when it was administered without their consent’.40 

 

49. Mortality: The idea that the mortality rate from ECT is “1 per 10,000 patients or 1 per 

80,000 treatments” has been promulgated, without supporting evidence, by the American 

Psychiatric Association16 and the FDA.41 A recent study reported 2.1 per 100,000 treatments 

but this was based on medical records, i.e. relied on staff recording that they had caused a 

death.42  

 

50. Numerous studies have found mortality rates many times greater than these claims. Of 8,148 

ECT recipients in Texas, seven died within 48 hours.43 Excluding the two deaths considered 

‘unlikely to have been related to ECT’ this is one per 1,630. Eight more died within 2 weeks, 

of ‘cardiac event,’ a common ECT-related cause of death. If these are included the rate 

becomes one per 627.  

 

51. When researchers wanted to interview 183 people, 1 year after ECT, it was reported that two 

(one in 91.5) had died during the ECT.44 A study by the Royal College of Psychiatry in the 

UK found that four out of 2,594 ECT patients had died within 72 hours.45 It could not be 

determined whether the one death (4 days post-ECT) among 75 French ECT recipients was 
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ECT-related. This study found a ‘potentially life-threatening complication’ in 16% of 

patients.46  

 

52. A 2019 review of 82 studies found that about one in 50 people suffer ‘major adverse cardiac 

events’ after electroconvulsive therapy.47  

 

53. The oft repeated claim that ECT causes no more deaths than other interventions involving 

general anaesthesia ignores the fact that ECT patients are subjected to an average of ten such 

procedures. 

 

54. Is ECT effective? There is no consensus about whether ECT is effective for depression, its 

target diagnostic category. The conclusions reached are largely dependent on what methods 

researchers use to determine effectiveness. 

 

55. If one uses the normal scientific requirement of evidence-based medicine, randomised 

double-blind, placebo-controlled studies, ECT has clearly not been demonstrated to be 

effective.3 (Placebo in this case involves administering the general anaesthetic but 

withholding the electric shock and, therefore, the convulsion).  

 

56. There have only ever been 11 such studies for ECT regarding its main diagnostic target, 

depression.1,3  All were pre-1986. Only four described their processes of randomization and 

testing the blinding. None convincingly demonstrated they were double-blind. Five reported 

only some of their findings, and buried other findings. Only four reported any ratings by 

patients. None assessed Quality of Life. The studies were very small, involving an average of 

just 37 people (across both groups, ECT and placebo).  

 

57. Four of these 11 flawed pre-1986 studies found ECT significantly superior to placebo SECT 

(“S” stands for “sham”) at the end of treatment (for a minority of subjects). Five found no 

significant difference. Two found mixed results, including one where the psychiatrists 

reported a difference but patients and nurses did not.48 

 

58.  No study has ever found any benefit of ECT compared to placebo beyond the end of 

treatment.1-3 
 

59. Some ECT proponents continue to claim, despite all these failings, that these early studies 

constitute evidence that ECT works.49,50 Others acknowledge the failings of the pre-1986 

studies, but go on to argue that more recent studies, without placebo control groups, such as 

comparing unilateral and bilateral ECT, are sufficient.50 My review2 of these non-placebo 

studies revealed that none ‘produced robust evidence that ECT is effective for depression, 

primarily because at least 60% maintained ECT participants on medication, 89% produced no 

meaningful follow-up data beyond the end of treatment, and none investigated whether ECT 

prevents suicide.’ 

 

60. Others argue that it must work because it has been used for such a long time.46 History is 

littered with ‘treatments’ that were used for decades before being recognised as ineffective, 

harmful, or both. Lobotomy is just one example. 
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61. Some seek to justify the absence of any randomised placebo controlled studies for 35 years 

by arguing that it would be unethical to treat very ill patients with a placebo.50 This is 

tantamount to arguing that we must not research whether or not X works because it is wrong 

to withhold X from patients, because we know X works. This positions the ECT proponents 

making this argument beyond the parameters of science and modern evidence-based 

medicine. 

 

62. There is also no meaningful evidence that ECT is effective for people diagnosed with 

‘schizophrenia.’ A recent commentary on Cochrane reviews (widely regarded as the most 

objective and comprehensive reviews) reported that ‘What is common in all versions of these 

Cochrane reviews is that in spite of seven decades of clinical use of ECT for people with 

schizophrenia, there still is a lack of strong and adequate evidence regarding its 

effectiveness.’51 

 

63. ECT and suicide prevention: No studies support the hypothesis that ECT prevents suicide. 

In a recent study 14,810 ECT patients were 16 times more likely to attempt suicide, within 12 

months of treatment, than 58,369 non-ECT patients. After controlling for confounding 

variables the ECT patients remained 1.3 times more likely to kill themselves than the non-

ECT patients (not a statistically significant difference).52  

 

64. Mechanism of action: Some ECT researchers acknowledge that the mechanism by which 

ECT produces a temporary lift in mood for some patients remains unknown. Early theories 

included the supposed incompatibility of mental illness and epilepsy, and the notion that 

brain damage was beneficial via the reduction of intelligence or erasure of distressing 

memories.11,12    

 

65. This approach of construing brain damage as a therapeutic tool was recently resurrected by 

Scottish researchers when their study found that ECT reduces the ‘functional connectivity’ of 

the brain. The researchers proposed that this was a good outcome because ECT is correcting 

a supposed ‘hyperconnectivity’ in depressed people.53 The Head of ECT at Massachusetts 

General Hospital50 argues, however, that ECT increases connectivity, which, according to the 

Scottish group, would increase depression. 

 

66. There are two hypotheses about how ECT temporarily lifts mood for some people, which 

have empirical support. There is strong evidence in support of the placebo hypothesis, i.e. 

that most or all of the short-term benefits (there are no long-term benefits) result from the 

hope and expectations instilled in patients by the genuinely held hopes and expectations of 

the doctors and nurses, and by the additional attention and care that accompanies ten major 

medical interventions. Some ECT patients are severely depressed and desperate to try, and to 

believe in, anything.  

 

67. All but one of the 11 placebo-controlled studies that have been conducted to date have found 

that sham-ECT (general anesthesia only) improved the patients’ mood to some extent.1,3 One 

reviewer concluded: ‘Rigorously defined endogenously depressed patients did exceptionally 

well with sham ECT, just as well as with real ECT.54   
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68. Several of the psychiatrists conducting the 11 placebo-controlled studies commented on this 

issue. For example: ‘Effectiveness is due in large part to the attendant procedures associated 

with, the administration of an anaesthetic and the mystique associated with an unusual form 

of treatment’55 and ‘The results confirm that many depressive illnesses although severe may 

have a favourable outcome with intensive nursing and medical care even if physical 

treatments are not given.’48  
 

69. The other evidence-based hypothesis about how ECT works (in the short-term, for a 

minority) is a variation on the theme of brain damage being beneficial. Many studies by ECT 

proponents identify multiple brain abnormalities following ECT, such as temporary 

enlargement of the hippocampus, but seek to characterise these abnormal changes as 

somehow beneficial.49,50 As previously noted, my review of more than 100 of these imaging 

studies4 concluded that ‘the temporarily improved scores on depression instruments 

following ECT reflect the combination of frontal and temporal lobe functional impairments 

and activation of the HPA axis and the mesocorticolimbic dopamine system. These effects as 

well as other detailed changes observed in structures such as the hippocampus appear 

consistent with those typically seen after severe stress-exposure and/or brain trauma.’  

 

70. So the temporary lift in mood for some people following ECT may best be explained by an 

interaction of positive expectations and the type of brain abnormalities and mild euphoria that 

often accompanies brain trauma.  

 

71. Monitoring and Regulation: Despite their repeated requests, FDA openly acknowledges 

never receiving premarket PMA studies assessing safety or Product Development Protocols 

to establish ECT’s safe dosing limits.56 

 

72. Eighty years of funded ECT research has produced no safety testing using modern clinical 

parameters, dosing limits or universal administration technique protocols to reduce known 

risks and create replicable results.57 

 

73. There is no national body monitoring or regulating the administration of ECT in the USA. 

 

74. There is no official path to training psychiatrists in ECT, and no board certification.58 

 

75. Current usage of ECT: A review of 70 studies found ‘large variation between continents, 

countries and regions in utilization, rates and clinical practice’.59 For instance, a recent audit 

found a 47-fold difference in usage between the highest and lowest using regions of 

England.6 This is thought to reflect the unusually high variation in personal opinions about 

ECT held by psychiatrists.45 It was recently estimated that ‘fewer than 1000 psychiatrists’ 

practice ECT in the US, out of a national total of 49,000.58 

 

76. ECT use in England has declined from about 50,000 people a year in the 1970s to about 

2,500 today.6  Nobody knows how many Americans receive ECT each year, or how many are 

given it without their consent. Nobody knows how many treatments Americans receive in a 

course of ECT, despite Somatics49 and researchers23 reporting that this is a predictor of 

cognitive damage. 
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77. Summary: Based on my reviews of the scientific literature pertaining to the safety and 

efficacy of electroconvulsive therapy,1-4 updated for the purposes of this testimony, it is my 

opinion, as to a reasonable degree of scientific certainty, that: 

 

78. There is little evidence that ECT is more effective than placebo in the short-term, and none at 

all in the long-term.  

 

79. ECT does not prevent suicide. 

 

80. ECT causes persistent/permanent memory loss and brain damage in a substantial proportion 

of recipients, somewhere in the range of 12% to 55%. 

 

81. This damage takes the form of both anterograde and retrograde amnesia. 

 

82. The number of electroshocks received is predictive of the degree of damage done by ECT. 

 

83. Women are more likely to suffer memory loss and brain damage as a consequence of ECT. 

 

84. The New Zealand Ministry of Health was correct to bemoan the ‘slowness in acceptance by 

some professional groups that such outcomes are real and significant in people’s lives.’14 This 

matches my own experience of many ECT researchers and clinicians.  

 

85. This ‘lack of acceptance’ of the damage done by ECT is a serious barrier to thousands of 

Americans, and thousands more internationally, receiving acknowledgement of what has 

happened to them and rehabilitation and compensation for that damage.  

 

 
_________________________________ 

John Read, M.A., Ph.D.            
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