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IDEATION 
FORGET ABOUT IT 
BACKGROUND 
As the famous phrase goes, an elephant never forgets. Indeed, scientific studies have 
found that elephants can track and remember the locations of up to 30 members of a herd at 
any given time, can recall hundreds of different pathways to certain locations such as 
watering holes, and never forget faces.  

Humans, though, are unfortunately not elephants. Our memory is somewhat more faltering, 
and this causes us countless problems throughout the course of our lives and in fact every 
day, ranging from very minor to quite severe in impact.  

Some of the most extreme examples are associated with medical conditions, such as 
‘dissociative fugue’. One sufferer of this condition, Jeffrey Ingram, went missing from the city 
of Denver for 9 months in 1995, only to later emerge again in Seattle. During that period of 
time, and until treatment, he had completely forgotten his identity.  

Another famous case is the ‘Piano Man’, a seemingly mute individual who was found 
roaming the streets of Kent, England in 2005, wearing a soaking wet suit and tie. When 
asked of his identity, he simply drew a piano and proceeded to play extraordinary music 
once given access to one. Months later, he revealed his identity as German man Andreas 
Grassl, yet the true cause of his ordeal has never been fully determined. Many experts 
suggest that he was an autistic savant, others claim a psychotic episode or mental illness, 
and some believe that the whole encounter was a hoax.  

THE PROBLEM 
Cases such as the two above are, however, perhaps too rare and complex to warrant close 
attention. Instead, more common conditions such as Alzheimer’s disease or simply the 
natural human frailty exhibited by minor slips of the mind present a more encompassing and 
globally relevant problem. Below is a comprehensive list of the prevalent memory 
problems currently facing many individuals on a daily basis: 

1. Alzheimer’s disease and other forms of dementia  

2. Short-term memory slip (a.k.a. absentmindedness) 

3. Random loss of long-term memory (a.k.a. transience)  

4. Mental blocks (including writer’s block) 

5. Post-traumatic memory loss 

6. Retrograde and anterograde amnesia  

7. False memory 

Further details on some of these conditions are attached at the end of this paper. 
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THE DESIGN CHALLENGE 
Your challenge is to choose ONE of the seven memory problems listed on the previous 
page, and to design a solution that either ameliorates or is entirely effective in preventing 
such a problem. Your solution should come in the form of a technological or medical 
device or service/treatment, or a combination of both.  

Such a solution should be forward-thinking and innovative; while it must, of course, be 
grounded in either science or general reality, it does not need to be something that is 
immediately achievable or fully explainable. Creativity is crucial, and those teams who are 
able to imagine what future technology and practice might look like, based upon the world 
today, will score highest. Some further points to consider include: 

1. How was your solution initially conceived? What are its origins?  
2. How is your solution produced? How to people learn to use it?  
3. Who will have access to your solution? Is it widely available, or administered by 

professionals? 
4. Is your solution regulated in some way? 
5. Does your solution have a specific target market, or is it universally adoptable? 

The rest is up to you. Solutions which are the most surprising yet possible will be the most 
successful! The following components provide a structure for your work:  

EMPATHISE (Ethical Decision-Making Framework) (15 marks)  

This involves evaluating what ‘ought to be done’, through considering rights, 
obligations, fairness, the benefits and detriments for societies and other virtues. 
Reaching a final decision involves a degree of conviction and belief in what is ‘the 
right thing to do’.  

DEFINE (Design Brief) (15 marks)  

Here, you must identify the problem, outline the ethical issues, evaluate the 
challenges and research findings, and identify possible solutions.  

IDEATE (Reflection) (15 marks)  

You must then reflect on their solutions and whether they 
will be viable. A preferable solution should be identified, 
and any unanswered questions should be addressed. 
Issues of implementation are also crucial to reflect upon.  

CREATE (Prototype) (15 marks)  

Finally, a design for how your ideas and solution will be 
disseminated must be produced. This could be a story-
board, mind-map, diagram, model, narrative or any other 
appropriate medium. Critically, an audience must be able 
to understand the process of dissemination by examining 
this prototype.  

 

THE PROCESS 
You will have ninety (90) minutes to complete the four components above. You will be 
provided with templates on which to complete your answers.  
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MARKING GUIDELINES 
1. Ethical decision-making framework (15 marks) 

QUESTIONS LIMITED SOUND OUTSTANDING TOTAL 

1: At least two facts 0 1 2  

2: Identifies challenges 0 1-2 3  

3: States why it matters 0 1 2  

4: Identifies negative 
consequences 0 1 2  

5: Identifies positive 
consequences 0 1 2  

6: Demonstrates empathy 0 1 2  

7: Identifies impact on the 
wider community 0 1 2  

TOTAL /15 
 

2. Design Brief (15 marks) 

ASPECT LIMITED SOUND EFFECTIVE OUTSTANDING TOTAL 

Ideate: What –
why it matters, 

challenges, 
ethical issues & 

the vision 

0-1 2-3 4 5  

Research: Why - 
findings that 

support ideas & 
solutions 

0-1 2-3 4 5  

Solutions: How – 
the question and 

possible 
solutions 

0-1 2-3 4 5  

TOTAL /15 
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3. Reflection (15 marks) 

ASPECT LIMITED SOUND EFFECTIVE OUTSTANDING TOTAL 

Ideation: Ideas 0-1 2-3 4 
 

5 
 

 

Implementation: 
When, where & 

who? 
0-1 2-3 4 5  

Dissemination: 
How to get the 
ideas adopted 

0-1 2-3 4 5  

TOTAL /15 
 

4. Prototype (15 marks) 

ASPECT LIMITED SOUND EFFECTIVE OUTSTANDING TOTAL 

Originality and 
creativity 0-1 2-3 4 5  

Clarity and 
communication of 

ideas 
0-1 2-3 4 5  

Appeal to an 
audience 0-1 2-3 4 5  

TOTAL /15 
 
 
 

TOTAL:    /60 
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ADDITIONAL STIMULUS 
ALZHEIMER’S DISEASE AND DEMENTIA 
Courtesy of Dementia Australia 
Available at https://www.dementia.org.au/about-dementia/types-of-dementia/alzheimers-disease  

The Brain with Alzheimer’s Disease 

Going back to the 1900s, Dr Alzheimer examined the brain of his patient, Mrs Deter, upon 
her death. He found shrinking of the outer layer of the brain or cortex – the region of the 
brain involved in memory, language and judgment. We know that the so-called shrinking of 
the brain is caused by the death of the brain cells. 

Dr Alzheimer also found two types of deposits in Deter’s brain. One kind was found outside 
the brain cells, which are known plaques and the other type of deposit was found inside 
brain cells known as “neurofibrillary tangles. These plaques impair synapses so signals 
cannot pass between brain cells. Tangles kill brain cells by preventing the normal transport 
of food and energy around the brain cell. 

As brain cells die the brain shrinks, which can be detected using imaging such as magnetic 
resonance imaging (MRI). 

The outer part of the brain is usually the area affected first by the disease. Short-term 
memory loss is therefore one of the first symptoms of Alzheimer’s disease. But as the 
disease progresses to deeper parts of the brain, long-term memory is also lost. The disease 
also affects many of the brain's other functions and consequently, many other aspects of 
behaviour are disturbed. 

Apart from the few individuals with Familial Alzheimer's disease, it is not known why one 
individual gets Alzheimer's disease late in life and another does not. Scientists are 
investigating what triggers the formation of plaques and tangles and about other chemical 
changes that damage brain cells in Alzheimer's disease. 

A variety of suspected causes are being investigated including factors in the environment, 
biochemical disturbances and immune processes. The cause may vary from person to 
person and may be due to one factor or a number of factors. 

Symptoms of Alzheimer's disease 

In the early stages, the symptoms of Alzheimer's disease can be very subtle. However, it 
often begins with lapses in memory and difficulty in finding the right words for everyday 
objects. Other symptoms may include: 

• Persistent and frequent memory difficulties, especially of recent events 
• Vagueness in everyday conversation 
• Apparent loss of enthusiasm for previously enjoyed activities 
• Taking longer to do routine tasks 
• Forgetting well-known people or places 
• Inability to process questions and instructions 
• Deterioration of social skills 
• Emotional unpredictability 

https://www.dementia.org.au/about-dementia/types-of-dementia/alzheimers-disease
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Symptoms vary and the disease progresses at a different pace according to the individual 
and the areas of the brain affected. A person's abilities may fluctuate from day to day, or 
even within the one day, becoming worse in times of stress, fatigue or ill-health. 

How does Alzheimer's disease progress? 

The rate of progression of the disease varies from person to person. 

However, the disease does lead eventually to complete dependence and finally death, 
usually from another illness such as pneumonia. A person may live from three to twenty 
years with Alzheimer's disease, with the average being seven to ten years. 

How is Alzheimer's disease diagnosed? 

There is currently no single test to identify Alzheimer's disease. The diagnosis is made only 
after careful clinical consultation. 

The clinical diagnosis might include: 

• A detailed medical history 
• A thorough physical and neurological examination 
• A test of intellectual function 
• Psychiatric assessment 
• Neuropsychological tests 
• Blood and urine tests 
• Lumbar puncture for cerebral spinal fluid tests 
• Medical imaging (MRI, PET) 

These tests will help to eliminate other conditions with similar symptoms such as nutritional 
deficiencies or depression. After eliminating other causes, a clinical diagnosis of Alzheimer's 
disease can be made with about 80% to 90% accuracy if the symptoms and signs are 
appropriate. The diagnosis can only be confirmed after death by examination of the brain 
tissue. 

It is important to have an early and accurate diagnosis to determine whether a treatable 
condition other than Alzheimer's disease, is causing the symptoms. If Alzheimer's disease is 
diagnosed, medical treatment and other assistance can be discussed. 

Is there treatment available? 

At present, there is no cure for Alzheimer's disease. However, one group of drugs called 
cholinergic drugs appears to be providing some temporary improvement in cognitive 
functioning for some people with mild to moderate Alzheimer's disease. 

Drugs can also be prescribed for secondary symptoms such as restlessness or depression 
or to help the person with dementia sleep better. 

Community support is available for the person with Alzheimer's disease, their families and 
carers. This support can make a positive difference to managing dementia. Dementia 
Australia provides support, information and counselling for people affected by dementia. 
Dementia Australia also aims to provide up-to-date information about drug treatments. 
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POST-TRAUMATIC MEMORY LOSS 
Courtesy of Synapse Australia 
Available at http://synapse.org.au/information-services/post-traumatic-amnesia-(pta).aspx  

When fully conscious, the brain is constantly active - perceiving, processing and 
remembering information. After a coma, it takes some time to reach full consciousness 
again, and this period of post-traumatic amnesia can last for hours, days or weeks. A mild 
concussion can also cause a brief period of post-traumatic amnesia (PTA). 
 
PTA is considered a stage in the brain's recovery process. Typical effects include: 

• Disorientation and confusion about location, time and identity of others  
• Highly distractible and disinhibited 
• Difficulty with thinking, memory and concentration 
• Anxiety, agitation and rapid changes in mood.  

  
People with post-traumatic amnesia can be partially or fully awake but they will be confused 
and have difficulties with their short-term memory. If physically able, they may wander, so it 
is important to make sure their surroundings are free of any hazards. 
  
There can be significant behavioural changes can occur during this phase, where the patient 
may be quiet and passive, or aggressive, abusive and agitated. Patients usually have little or 
no awareness of these impairments and will usually remember nothing of what happened 
later. 
 
The assessment and rehabilitation process does not commence until PTA is finished. The 
patient's memory is unable to retain information which makes most rehabilitation techniques 
ineffective. 
  
Any challenging behaviour is likely due to the effects of the traumatic brain injury and 
therefore should not be taken personally. In most cases a person will usually not remember 
most, if any, of what has happened during this time. 
  
Too much stimulation during PTA can lead to confusion and distress. The patient may be 
unable to cope with noise and activity so ensure a peaceful quiet environment. 
  
Avoid overloading the person with too much information at once when talking, and keep 
sentences short. It is important to carefully watch for cues of discomfort with levels of touch, 
noise, or activity. 
 
The family needs to get enough sleep and 'time-out' from the hospital to maintain their own 
health and energy levels. It is normal for family members to feel they should not leave their 
loved one alone in hospital, but you need to pace yourselves for the long haul. Allowing time 
to rest will allow you to provide good support during critical phases such as rehabilitation. 
  
If sleep proves too difficult, trying different relaxation techniques and make time to chat with 
someone you trust and feel comfortable with. 
  

http://synapse.org.au/information-services/post-traumatic-amnesia-(pta).aspx
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Upon returning home, see if you need to take precautions such as preventing the person 
from driving and not leaving them alone in the house. 
  
When does PTA finish? 

PTA usually is over when the patient begins to retain information such as where they are, 
why they are in hospital, and the month and year; in other words, continuous memory 
returns. 
  
However, sometimes there can be brief periods of orientation and good memory to it can 
take time to ensure the PTA phase has finished. The good news is that signs of orientation 
and memory ability are indicators that PTA may be drawing to a close.  
 
Following PTA, more assessments are conducted to gain further insight into the nature and 
extent of injury, along with the commencement of rehabilitation. Behavioural issues 
sometimes worsen at this point as the patient becomes aware of what has happened to 
them, and may have difficulty coping with the various emotions that arise. 
  
PTA as a guide to recovery 

Along with Glasgow Coma Score, the length of PTA is often seen as one of the best 
measures of severity of a traumatic brain injury or similar brain disorder. This also means it 
can give a rough indication as to the degree of recovery that can be expected. 
  
In Australia, the Westmead Post Traumatic Amnesia Scale is the most widely used measure: 
  
• PTA less than 5 minutes = "very mild injury" 
• PTA between 5-60 minutes = "mild injury" 
• PTA between 1-24 hours = "moderate injury" 
• PTA between 1-7 days = "severe injury" 
• PTA greater than 7 days = "very severe injury". 
 

RETROGRADE AND ANTEROGRADE AMNESIA 
Courtesy of Improve Memory.org 
Available at https://www.improvememory.org/amnesia/difference-between-retrograde-anterograde-amnesia  

Sudden memory loss is more commonly referred to as amnesia. It can be either retrograde, 
in which the person forgets what happened before their memory loss, or anterograde in 
which they are no longer able to remember things that happen to them after. Where 
retrograde amnesia is a failure in the brain’s ability to retrieve information, anterograde 
amnesia is a failure in the ability to store information. When people suffer from sudden 
memory loss, the memories that they lose are generally what are known as episodic or 
explicit – they forget events and facts. They do not lose their implicit or procedural memory, 
which is what allows us to perform functions such as operating a cell phone or riding a bike.  

Anterograde Amnesia 

When a person is unable to store and retain new information but is able to recall data and 
events that happened previously, it’s known as anterograde amnesia. Movie enthusiasts will 

https://www.improvememory.org/amnesia/difference-between-retrograde-anterograde-amnesia
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recognize this form of amnesia from the popular film Fifty First Dates. Though the movie was 
fiction, it is a reflection of events that can happen in real life, and which have. Shortly after 
the movie was released the news was filled with similar medical cases including a young 
woman whose combination of epilepsy and Functional Neurological Disorder prevent her 
from forming new memories, and a dental patient who had a negative reaction to anesthesia 
and suffered a similar loss in ability.  

Anterograde amnesia is often a permanent condition generally thought to be caused by 
damage to the hippocampus section of the brain. This damage can be caused by an 
accident, as a result of surgery, alcohol, and even an acute deficiency of thiamine known as 
Korsakoff’s syndrome. Whatever the cause of the trauma, the person who is affected is 
unable to convert their short-term experiences into long-term memory. Studies have also 
shown that patients who have been prescribed benzodiazepines, familiarly known as 
tranquilizers such as Valium or Xanax, can suffer from anterograde amnesia. 

Retrograde Amnesia 

Retrograde amnesia occurs when a person is unable to access memories of events that 
happened in the past, prior to the precipitating injury or disease that caused the loss. Those 
who are impacted are generally able to remember meanings and other actual information, 
but are not able to recall specific events or situations. The severity of the condition is often 
indicated by what memories are retained, as under a medical principle known as Ribot’s 
Law, more recent memories are lost first, with more ingrained memories tending to be less 
likely to be dislodged. Recent studies have indicated that the extensiveness of the memory 
loss is a reflection of whether damage to the brain is limited to the hippocampus or also 
includes the temporal cortex.  

Psychogenic Amnesia – The Movie Version of Sudden Memory Loss 

Most of us have an image of amnesia that we get from the movies and television. We’ve all 
seen characters who’ve been in car accidents or struck on the head, then recover 
consciousness and ask, “Who am I? How did I get here?” In real life, there are few instances 
of amnesia that involve the loss of personal identity, and these are much more commonly a 
result of psychological distress then of illness or structural brain damage. Our personal 
identity is lodged in a specific part of the brain called the median temporal lobe. It is close to 
the midline of the brain, and that means that is rarely impacted by external structural 
damage. There have been instances of people suffering from an acute brain infection that 
damaged this section of the brain losing all sense of their former identity.  

Causes of Sudden Memory Loss 

Though the most obvious cause of sudden memory loss is brain damage that is a result of 
traumatic injury, there are other functional causes, including illness, chemical reactions from 
drugs or alcohol, and psychological factors. 

• Stroke – People who suffer left-brain strokes tend to lose their short-term memory 
capabilities, while those who suffer right-brain strokes will remember events, but 
confuse specific details.  

• Encephalitis (brain inflammation) – This condition can be either viral or bacterial, 
and has been referred to as an acquired brain injury with effects similar to having 
suffered a traumatic brain injury, a stroke, or having had oxygen to the brain cut off 
by a cardiac arrest.  

https://www.yahoo.com/beauty/meet-the-woman-who-forgets-everything-each-morning-118229986642.html
https://www.yahoo.com/beauty/meet-the-woman-who-forgets-everything-each-morning-118229986642.html
https://www.ncbi.nlm.nih.gov/pubmed/1357612
https://www.ncbi.nlm.nih.gov/pubmed/15482065
https://www.ncbi.nlm.nih.gov/pubmed/15482065
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• Oxygen deprivation – When the brain is depleted of oxygen, cells in the 
hippocampus can die. If the brain is deprived of oxygen for more than four to six 
minutes, the result can be death. Shorter intervals can result in anterograde amnesia.  

• Alcohol abuse – People who are chronic alcohol users often suffer from a thiamine 
deficiency that progresses to Wernicke-Korsakoff Syndrome, which leads to 
permanent damage to the areas of the brain associated with memory.  

• Tumors – Patients who have brain tumors can experience memory loss as a result 
of the tumor itself or the treatments. In undiagnosed tumors, the sudden loss of short-
term memory is often one of the symptoms that precipitate diagnosis.  

• Seizures – There are different types of seizures that occur in different parts of the 
brain.  The different types can have different impact on memory, with left temporal 
lobe seizures causing difficulty remembering names and right temporal lobe seizures 
causing the inability to recognize a person or remembering a familiar travel route. 

• Medications – Antidepressants, antihistamines, anti-anxiety medications, muscle 
relaxants, sleeping pills, and pain medications can slow the transfer of memory from 
short term to long term. Statins can eliminate cholesterol in the brain that facilitates 
the formation of connections between nerve cells, and hypertension drugs/beta 
blockers can block chemical messengers in the brain that facilitate memory.  

• Head injuries – When a person suffers a severe head injury they may experience 
what is known as post-traumatic amnesia.  

• Emotional shock or trauma – Known as dissociative amnesia, this is memory loss 
that is specific to important information from the person’s life, much of which may 
have been traumatic. The condition is generally temporary, and best treated through 
therapy.  

Treatment for Amnesia 

Though there are no medications available for the treatment of sudden memory loss, 
physicians have found some success with various types of therapy, including working with 
an occupational therapist to replace the information that has been lost as well as to develop 
strategies and use technology to deal with the inability to form long lasting memories. 

 
FALSE MEMORY 
Courtesy of Psychologist World  
Available at https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony  

You may take it for granted that the person whose memory you can trust the most is your 
own. Yet, psychologists have found that our recollection of everyday events may not be as 
dependable as we would believe. Moreover, even once information has been committed to 
memory, it can be altered. Our recollection of memories can be manipulated and even entire 
sets of events can be confabulated. 

False memories have been investigated by psychologists as early as Freud but have 
attracted significant attention in recent decades. Our recollection of past events can affect 
not only our future decisions and opinions but also more significant outcomes, such as court 
verdicts, when influenced by inaccurate eyewitness testimonies. 

https://medlineplus.gov/ency/article/000771.htm
https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony
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False memories and False Memory Syndrome 

Many of us experience false memories without even realising: 

False memories are a normal occurrence and they will generally have little impact on our 
lives. In rare cases, however, a false memory can bother a person. 

A person may come to believe the traumatic details of a false memory and it can then affect 
them in their ability to function as normal in everyday life. In such severe cases, the 
experience has been labelled as false memory syndrome, although there is some doubt as 
to its existence as a condition. 

You can, however, experience and believe false memories without suffering from false 
memory syndrome. You might recall a previous holiday and idealize it - look at it through 
'rose-tinted glasses', and remember spending all of your time on a sunny beach. You 
overlook the stress of the flight, finding your hotel and the days that it rained. Your memories 
in this case do not entirely reflect reality, but you do not suffer as a result of them. 

Framing questions 

Although they are referred to as 'false memories', often our memories are distorted only 
when we attempt to recall them. Perhaps the best-known examples of this are two 
experiments using leading questions, conducted by U.S. psychologists Elizabeth Loftus and 
John Palmer in 1974.  

In the first experiment, Loftus and Palmer (1974) showed different videos of a car collision to 
different participants. Some saw a video of the car crashing at 20mph, others a video of a 
collision at 30mph and the rest a video of a crash at 40mph. 

The participants were then asked the speed of the collision in a survey question. The 
question was identical for each participant except for the verb mentioned when describing 
the crash. Some verbs suggested that the crash was a minor collision, others a full-blown 
crash. 

The experiment results showed that the verb used to describe the crash had more effect on 
the speed estimated than the actual speed of the car that the participants witnessed in the 
video. 

In a second experiment, participants were shown similar videos of a car and later questioned 
about what they had witnessed. The question asked the subject whether or not they had 
seen any broken glass following the collision, and again, the verb describing the collision 
was altered to suggest varying degrees of severity. 

The researchers found that the more serious the accident seemed in the question wording, 
the more likely participants were to recall having seen broken glass around the car. 

Both studies suggest that the framing of questions following an event can affect our 
recollection of it, even after it has been remembered. Even seemingly slight changes, such 
as verb alterations in Loftus and Palmer's experiments, can create false memories of events. 
In fact, Loftus found in a later experiment that even the switching of 'a' and 'the' in a question 
can influence respondents' recollection of an object. 

Loftus, Miller and Burns (1978) showed participants a number of slides of a car at a junction. 
They were later questioned regarding the scene. Some were asked whether they had seen 
'a' stop sign, others 'the' stop sign. Lotus et al found that those participants asked about 'the' 

https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony#article-citations-3
https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony#article-citations-4
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stop sign were more likely to recollect it than the other group. The use of the definite article 
seems to assure people that an object exists without them needing to question its accuracy.  

All of these experiments support Loftus' misinformation effect on our memories - the 
manipulation of past event recollection by misguidance following it; a case of what the 
German psychologist Georg Müller (1850-1934) may have identified as retroactive 
interference of information on our memories.   

Inventing an entire event 

We have learnt from these experiments that our memory cannot necessarily be relied on for 
the recollection of specific details of an event. But we would know if we had been led to 
believe that an entire event had been suggested to us - or would we? This question was 
answered by one of Elizabeth Loftus' psychology students in an experiment to gain extra 
credits at university: 

James Coan (1997) produced four booklets containing recollections of events from 
childhood and gave each to a family member. The stories in the booklets were true except 
for the one given to Coan's brother - a description of him being lost in a shopping mall as a 
child, an older man finding him and him then finding his family again.  

Each family member was asked to read through the booklets and familiarise themselves with 
their contents, after which they were asked to recall the stories. Coan's brother recalled the 
story with additional details invented by himself, and was unable to identify his as being the 
falsified story. 

This lost in the mall technique of implanting false memories was further tested in a formal 
experiment with Loftus and Jacqueline Pickrell, and shows how we can even adopt rich false 
memories that are entirely invented.  

Creating false memories 

Researchers conducting experiments involving human memory often need to implant 
invented information and use the Deese-Roediger-McDermott paradigm to create false 
memories. This involves reading a list of related words to a person (e.g. 'sun, hot, relax, 
beach, tan, after-sun') and asking them to recall them. It has been found that people will 
often recall false memories of words which are semantically linked, such as 'holiday' or 
'sunbathing', rather than the actual words that had been given to them. 

One use for the Deese-Roediger-McDermott paradigm was when researchers at the 
University of Virginia sought and answer to the question: can your mood affect how receptive 
you are to false memories? 

First, participants of the experiment were lured with false memories using the Deese-
Roediger-McDermott paradigm. Then, the researchers played music to participants to induce 
either a more positive or more negative mood. They found that subjects in a more negative 
mood were less likely to recall false memories implanted previously.  

Eyewitness testimony: memories in court 

The discovery of false memories has had wide-reaching implications, particularly in court 
cases, where accurate eyewitness testimonies are essential. Factors such as the presence 
of a weapon when a crime is being committed can affect our ability to recall events 
clearly. Johnson and Scott (1976) demonstrated this with two groups of participants. Each 
group was asked to wait in a room. The first group heard a conversation in a nearby room, 

https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony#article-citations-1
https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony#article-citations-9
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and saw a man leave the room with greasy hands holding a pen. The second group heard 
an aggressive argument and then witnessed a man exit the room holding a bloodied knife. 
The participants were then asked to identify each man from a lineup of photographs  

Members of the first group, who did not witness a weapon, were more likely to be able to 
correctly identify the man than the group who saw a weapon. 

One argument arising from this would be that where a witness gave testimony regarding a 
defendant who they said had a weapon, the accuracy their recall may be questioned with 
reference to the effect of weapon focus. 

Hypnosis, for example, which uses suggestions and visualization to induce a trance, could 
inadvertently interfere with the recall process. For example, Susan Clancy (2005) noted that 
prior to hypnosis, people who claimed that they had been abducted by aliens did not 
possess detailed memories of the experience.  

The debate and research regarding false memories and memory recall continue today, 
demonstrating the fluidity of our memories, reminding us many factors can affect our ability 
to recall events even after they have occurred. Psychologist Elizabeth Loftus, who lead 
some of the first research into false memories, has since testified in hundreds of court cases 
with regards to eyewitness testimonies and an increased focus on the issue has led to an 
improved understanding of the techniques used to recover memories. 

 

 

https://www.psychologistworld.com/memory/false-memories-questioning-eyewitness-testimony#article-citations-10
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