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Thesis Abstract 

Negative voice content is a key predictor of distress for voice hearers. Understanding how voice 

hearers experience and cope with negative voice content is key to furthering clinical research and 

practice. Hearing voices is associated with increased risk of suicidal ideation (SI) and suicidal 

behaviour (SB). Further work is needed to understand the relationship between negative self-talk, 

negative voice content, SI and SB in people who hear voices  

Section one of this thesis reports a systematic literature review exploring how voice hearers 

experience and cope with negative voice content. A meta-ethnography synthesised 24 qualtative 

studies to produce four over-arching themes. The results show that negative voice content often 

relates to traumatic experiences, negative evaluations from self and others and current fears. This 

appears to mobilise social rank mentalities and voice hearers often cope through fight or flight 

mechanisms. Clinical and research implications are discussed. 

Section two reports an empirical study that explored the relationships between self-attacking 

thoughts and SI, and critical voices and SI, in people who hear voices. Additionally, the moderating 

role of self-compassion in these two relationships and the relationship between predictor variables 

and SB is explored. Self-attacking thoughts significantly predicted SI severity. Critical voices also 

significantly predicted SI severity. No significant moderating role of self-compassion was found and 

self-attacking thoughts or critical voices did not predict SB. Minoritsed gender and entrapment 

predicted SB. Findings suggest critical voices may be a key factor alongside entrapment in SI for 

people who hear voices. Clinical and research implications are discussed. 

Section three reports a critical appraisal including reflections on key challenges and the rationale for 

decisions made throughout the research process.  
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Abstract 

Objectives: Hearing negative voice content is associated with increased distress and a need for clinical 

care. Although there has been a recent growth in research consulting voice hearers about their 

perspectives, little is known about how voice hearers experience and cope with negative voice 

content. This review explores how voice hearers experience and cope with negative voice content, 

with the aim to highlight gaps in the evidence base relating to clinical psychology practice and 

research.  

Methods: A meta-ethnography synthesised 24 qualitative studies, which were identified through 

systematic searches across four relevant databases (PsycINFO, MEDLINE, CINHAL, and Web of 

Science). The translation and synthesis of data followed the seven-step process of meta-ethnography. 

Results: The synthesis identified four overarching themes, which were 1) What they say: Insulting, 

critical and harassing content; 2) When and how they say it: Intentional and strategic voices; 3) The 

impact of negative voice content, 4) Coping with negative voice content. These themes highlight that 

hearing negative voice content is a complex and meaningful experience that can be both physically 

and psychologically harmful. Exploration of negative voice content is a key area for focus for clinical 

research and practice to support those distressed by voice hearing experiences. 

Conclusion: Negative voice content predominantly relates to traumatic experiences, current fears and 

negative evaluations from self and others. This maintains activation of the threat-protection and social 

rank (subordinate-dominant) systems. As a result, voice hearers use fight/flight system mechanisms 

to cope. Clinical and research implications are discussed. 

Keywords: Hearing voices; negative voice content; coping with voices 

 

 

 

 

 

 

 

 

 



SYSTEMATIC LITERATURE REVIEW  1-3 

Practitioner Points 

• Negative voice content related to the voice hearers specific context and history such as 

traumatic experiences, current fears and negative evaluations from self and others.  

• Negative voice content may serve to maintain activation of social rank mentalities and thereby 

mobilise the threat-protection system. 

• Voice hearers use various coping strategies in response to negative voice content. “Fight or 

flight” coping strategies appear to be less effective than strategies which promote social 

connection and compassion. 
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Introduction 

Hearing voices, otherwise referred to as voice-hearing or Auditory Verbal Hallucinations 

(AVH), relates to hearing a voice without an appropriate external stimulus (Daalman et al., 2011) and 

affects an estimated 84% of the adult population diagnosed with schizophrenia (Thomas et al., 2004; 

Arciniegas, 2015). Research has shown that rates of voice hearing in the general population are up to 

50 times higher than the prevalence of psychotic disorders (Van Os et al., 2009). This has led 

researchers to propose that voice hearing and other symptoms of psychosis lie on a continuum from 

sub-clinical transient symptoms to clinical disorder. Negative voice content has been found to be a 

key difference separating non-clinical and clinical voice hearers, with more negative content 

associated with the clinical group and greater voice-related distress (Daalman et al., 2011; Honig et 

al., 1998; Larøi et al., 2012). Negative voice content has been defined as “speech by voices that a 

reasonable person would interpret as violating their dignity, or creating an intimidating, hostile, 

degrading, humiliating or otherwise offensive environment” (Larøi et al., 2019, p. 3). While it is 

known that hearing voices can be a positive, sometimes meaningful, human experience (Corstens et 

al., 2014; Johns et al., 2014; Beaven et al., 2011), many people find that hearing voices is an 

intensely distressing experience that negatively affects their daily functioning and presents a need 

for therapeutic intervention (Toh et al., 2022). This is supported by research which has linked 

hearing voices with self-harm and suicide (Bornheimer et al., 2021; Hielscher et al., 2021; Kjelby et 

al., 2015; Yin et al., 2023). Additionally, hearing voices is associated with a range of other psychiatric 

diagnoses, including bipolar disorder, personality disorders, post-traumatic stress disorder and 

eating disorders (Longden et al., 2012, Waters & Fernyhough, 2017). Understanding experiences of 

negative voice content from first-person perspectives is key to developing psychological 

interventions for people distressed by this experience (Larøi et al., 2019). 

 Several intervention strategies for people who experience negative voice content have 

emerged over the years. The National Institute for Health and Care Excellence (NICE, 2014) guidance 

for psychosis and schizophrenia recommends adults who experience psychosis are offered 
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antipsychotic medication, cognitive behavioural therapy (CBT) and family intervention. While 

antipsychotic medication is effective in reducing psychotic symptoms (including hearing voices), for 

many people this treatment is not effective (Lally & MacCabe, 2015). Antipsychotic medication has a 

range of adverse side effects (De Hert et al., 2006; Stroup & Gray, 2018) and up to 50% of people 

who take antipsychotic medication still experience hallucinations (Pantelis & Barnes, 1996, as cited 

in Aleman & Larøi, 2011). Additionally, CBT is not always effective for hearing voices as most studies 

focus on psychosis symptoms more broadly, and not specifically on hearing voices (Thomas et al., 

2014). Van der Gaag et al.’s (2014) meta-analysis found CBT for psychosis to be only effective in 

reducing a symptom-specific measurement (primarily the psychotic symptom rating scale 

(PSYRATS)). In addition, a range of relational psychotherapeutic approaches to helping voice hearers 

have also been developed. These are Relating Therapy (Hayward et al., 2017), Hearing Voices 

Movement-led approaches, such as Making sense of Voices (Romme & Escher, 2000; Steel et al., 

2020), Talking with Voices (Longden et al., 2021), and compassionate approaches (Leach et al., 

2023), including Compassion Focused Therapy (Heriot-Maitland et al., 2019).  

Additionally, understanding and enhancing the coping strategies used by people who hear 

voices has been studied as an important aspect of psychological intervention for decades (Farhall et 

al., 2007; Romme et al., 1992; Tarrier et al., 1990). Exploring people’s coping strategies and their 

effectiveness can inform therapeutic work with voice hearers (Hayward et al., 2018). Psychological 

interventions that focus on developing and practising coping strategies have been found to be a key 

preference for a transdiagnostic sample of voice hearers when compared with other approaches 

(Berry et al., 2023). Qualitative studies exploring how people cope with hearing negative voice 

content from a first-person perspective have not been systematically reviewed. 

Given this context, this review will explore how voice hearers experience, and cope with, 

negative voice content. Negative voice content is a key factor that contributes to the distress and 

need for support from mental health services for voice hearers. By synthesizing a cross-disciplinary 
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body of literature, the first aim of this review is to highlight commonalities, differences and 

limitations in the qualitative literature around voice hearers' experiences and coping strategies. The 

second aim of this review is to identify gaps in the evidence base around experiencing negative voice 

content and alert to areas for future development in clinical practice and research. 
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Methods 

Design 

Meta-ethnography was employed, as it is an interpretative rather than an aggregative 

method of synthesis (Noblit & Hare, 1988) and aligns with the overall aim of developing and/or 

extending the current evidence base around negative voice content. This study followed the 

guidelines for conducting a meta-ethnography in healthcare research by Sattar et al., (2021) which is 

based on the original seven-step process of meta-ethnography developed by Noblit and Hare (1998).  

For the purpose of this review, coping was defined as: ‘the person’s cognitive and 

behavioural efforts to manage the internal and external demands of the person–environment 

transaction that is appraised as taxing or exceeding the person’s resources’” (Bak et al., 2001, p. 

453).  

Search Strategy 

First, a comprehensive search was carried out to address the aims of this review. Peer-

reviewed qualitative research utilising a range of methodologies (e.g., Thematic Analysis, 

Interpretative Phenomenological Analysis, Grounded Theory etc.) were searched, using relevant 

electronic databases (e.g. EBSCO). Four major databases (PsycINFO, MEDLINE, CINHAL, and Web of 

Science) were searched to collect articles from a range of disciplines relevant to the research 

questions. Abstract, title and subject headings were searched by combining three searches 

containing a wide range of concepts related to voice hearing (Search 1), qualitative research (Search 

2) and negative voice content (Search 3) respectively (see Appendix 1-B). Search results were 

exported to the systematic review programme Rayyan.ai for screening. As presented in Figure 1-1, 

duplicates were removed and articles were screened. Twenty-six eligible studies were selected for 

this review. Searches were carried out on the 2nd of November 2023 with no restrictions applied to 

publication date. Searches were re-run until the final analysis in March 2024, however, no additional 

studies were identified for inclusion following the initial searches. Eligible studies were limited to 

studies in the English language.  
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[Insert Figure 1-1]  

Second, initial hits were screened for inclusion using designated exclusion/inclusion criteria. 

Literature were included if these were 1) peer-reviewed qualitative research which includes first-

hand quotations of the experience of hearing negative voice content (as defined by Larøi et al., 

(2019)), and 2) studies relating to psychosis or other diagnoses where voice-hearing is present. 

Literature were excluded if these were 1) studies with children and young people under 18 years old, 

2) studies with only one participant (e.g. single case-studies), 3) studies which do not include first-

hand quotations of the experience of hearing negative voice content which are conceptually or 

descriptively rich in detail, 4) second-hand accounts of the experience of hearing voices (e.g. family 

members or carers), 5) not peer-reviewed, 6) using only quantitative methodologies, 7) studies 

where a method of qualitative analysis is not described, and 8) grey literature or systematic reviews 

or book chapters. Table 1-1 presents detailed characteristics of each study.  

[Insert Table 1-1]  

The protocol for this meta-ethnography was pre-registered on PROSPERO (ID: 

CRD42023471763). The eMERGe guidance for the reporting of meta-ethnography by France et al., 

(2019) has been utilised in the reporting of this meta-ethnography along with the STARLITE 

guidelines for the reporting of systematic literature reviews (Page et al., 2021). 

Quality Appraisal 

 The 26 eligible studies were assessed using the Critical Appraisal Skills Programme (CASP) 

checklist (Critical Appraisal Skills Programme, 2018) in line with recommendations for quality 

appraisal in meta-ethnography reviews in healthcare research (Sattar et al., 2021). The checklist 

contains ten items, the first two screening questions followed by eight items designed to appraise 

the quality of the study. Following the scoring system developed by Duggleby et al., (2010), the next 

eight items were scored in a three-point system (None or little justification – 1; Can’t tell or 

moderate justification – 2; Item well addressed - 3). As Seen in Table 1-2, two studies received low 
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quality scores (22 points), three studies received good scores (25-26 points), and 21 studies scored 

highly (27-30 points). An independent trainee clinical psychologist scored a proportion of the papers 

and inconsistencies were discussed and resolved. Studies were not excluded based upon their 

quality appraisal score. Papers of a lower quality were noted and the impact of these studies on the 

translations and synthesis was monitored so that third-order constructs did not rely heavily on data 

from low quality studies. This was achieved by considering the study quality alongside other study 

characteristics when translating the studies into one another. It was found that data from the lower 

quality studies did not contribute heavily to this process.  

[Insert Table 1-2] 

Synthesis 

The analysis followed the seven-step process outlined by Sattar et al., (2021): 1) getting 

started, 2) deciding what is relevant to the initial interest, 3) reading the studies, 4) determining how 

the studies are related, 5) translating the studies into one another, 6) synthesising the translations, 

and 7) expressing the synthesis.  

Meta-ethnography involves the re-interpretation of both the participant quotes (first-order 

constructs) and primary author interpretations (second-order constructs), using a method of 

translation and synthesis to create higher order themes (third-order constructs; Sattar et al., 2021). 

Following completion of the first two stages (as described in the introduction, search strategy and 

quality appraisal sections), the first author (MS) then read and re-read included literature to extract 

information about study characteristics (see Table 1-1) and became familiar with the data and key 

concepts of each study. A data extraction table (see Table 1-3) was then created to record raw data 

(first- and second-order constructs) and the key concepts present in each study (step 3). To 

determine how the studies were related (step 4), the relationship between the different concepts 

were considered along with the study characteristics, which provided the context for each study. Key 

concepts were compared to identify common and recurring themes. This process was aided by 

manually writing each key concept on individual pieces of paper and visually moving and clustering 
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concepts into relevant descriptive categories. These categories formed the basis of the translation. 

Studies within each category were arranged chronologically and then translated into one another 

(step 5). This was done by examining and comparing the key concepts and metaphors in each study 

along with re-referring to the study characteristics table. The translations were then synthesised 

through a reciprocal process of translation (step 6), which is, as step 7, being presented in the 

following section. The third-order constructs developed from the reciprocal synthesis process are 

now referred to as themes and sub-themes. 

[Insert Table 1-3] 
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Results 

The meta-ethnography identified four overarching themes: 1) What they say: Insulting, 

criticising and harassing content, 2) When and how they say it: intentional and strategic voices, 3) 

The impact of negative voice content, and 4) How people cope with voices. Appendix 1-C presents 

further data that contributed to each theme. 

What They Say: Insulting, Critical and Harassing Content  

A common theme was the experience of insulting, critical and harassing negative voice 

content. Described by one person as “my own little personal bully” (Allison et al., 2020, p. 9), 

participants often experienced a consistent barrage of insults from their voices. This negative voice 

content is presented through three sub-themes: 1) Related to Early Trauma, 2) Context Specific, and 

3) Critical (Negative Evaluation from Self and Others). 

Related to Early Trauma 

Many participants understood the insults as relating to abuse or traumatic experiences in 

their past. For some people, the voice had the identity of a previous perpetrator of abuse. In 

Kalhovde et al.,’s (2013) Norway based study, a participant describes the voice of a relative who 

used to bully her, continue to do this through the voice, with the authors noting that the hearer 

spoke about the perpetrator and the voice interchangeably. Similarly, in a study of voice hearers in 

India, a participant who was sexually abused by her father continued to hear the voice of her dead 

father verbally abuse her (Vallath et al., 2018).  

In another Scandinavian based study of a cohort of people who had also received diagnoses 

of psychotic disorders, a prominent theme in the content of the voices was references to 

experiences of physical, emotional and sexual abuse (Strand et al., 2013). Authors note that in this 

study some participants connected their voices to the identity of real persons as seen in the studies 

above. However, they found that the voices were often related to the emotional consequences of 

abusive relationships rather than directly to the abuser’s voice. Similarly, in a USA based study of a 

primarily African American sample of clinical voice hearers, authors note that voices that insult and 
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harass the hearer typically started during instances of physical or sexual abuse. For example, voices 

that told the hearer that they: “deserved what [they] got,” were “whores”, “would never amount to 

anything and/or never succeed” (Rosen et al., 2017, p. 6). These experiences of harassment 

negatively affected people in many ways, for example, a voice hearer stopped having sex because of 

the embarrassment felt by the insults she heard (Vallath et al., 2018), others felt paranoid and 

isolated (Demjén et al., 2019), and another described how the voice “haunts me day and night, 

following me and denigrating me” (Cheli et al., 2023, p. 107). 

In contrast to the other studies synthesised in this sub-theme, O'Brien-Venus et al., (2023) 

studied voice hearers recruited from Hearing Voices Network groups and online, rather than mental 

health services. They aimed to understand the phenomenon of dehumanisation in a sample of 

participants experiencing distressing voices. Similarly to the clinical voice hearing cohorts, they 

found that voices made purposeful efforts to “compound trauma in their life, adding an additional 

layer to the abuse” (O'Brien-Venus et al., 2023, p. 6). 

Context Specific  

Negative voice content was typically not generic or random, rather it related to the hearer’s 

specific fears, worries and their contextual environments. McCarthy-Jones et al., (2015) study of 

voices hearers from clinical and non-clinical settings found that voices “were working diligently and 

intelligently to upset the hearer” (p. 6). In studies of people accessing mental health services in the 

UK, participants heard warnings that they would be attacked (Milligan et al., 2013) or that people 

were going to break into their home “I would panic people would get in the house. And then 

obviously the voices would kick in and say someone is going to be in the house, someone is going to 

take this, people are going to do this” (Sheaves et al., 2020, p. 642). 

This was also the case for some clinical voice hearers in India, where one participant who felt 

conflicted around his change of religion felt punished and bothered by different voices who fought 

and argued on behalf of the different religions in question (Vallath et al., 2018). Craig et al., (2017) 

recruited people who regularly heard voices from hearing voice networks in the UK to understand 
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their work-related experiences. They found that it was difficult for workers to maintain attention 

and process information as voices launched insults that related to the person’s specific context and 

identity. These critical voices exacerbated difficulties at work, often causing participants to doubt 

their actions: 

Voices one and two were at the foreground shouting at me that I wasn’t good enough for 

this world, that I couldn’t do the job, I was a whore etc. At work it was difficult, that day I 

had to think a lot about difficult cases . . . It is hard to think and hard to concentrate (p. 711). 

Critical (Negative Evaluation from Self and Others)  

Criticism and insults from voices commonly concerned the hearer’s sense of self-worth and 

their beliefs about how others valued them. Mawson et al., (2011) interpreted voices as seeming to 

mirror and confirm participant’s low sense of self-worth. In other studies that also recruited 

participants from NHS mental health services, voice content confirmed negative views of the self 

(Holt & Tickle, 2015) and some participants understood their voices as a way of putting themselves 

down:  

So what I think now is it was a way of putting myself down but for it to be a voice in my head 

that no-one else can hear, maybe that was my way of getting it across to us instead of 

having someone say it face to face (Milligan et al., 2013, p. 114). 

Studies that recruited participants from hearing voices groups had similar experiences of 

consistently critical content. O'Brien-Venus et al., (2023) found some voice hearers felt defeated and 

exhausted from consistently trying to prove their self-worth in response to the voices. Tiredness was 

cited by a participant in another study to be particularly detrimental as it could set off a vicious cycle 

where voice activity with critical content affected sleep but also increased with tiredness “Trying to 

fall asleep . . . [Voice 1] ‘Why are you trying so hard to help yourself? Don’t you know that you’ll fail, 

that you’re hopeless?’” (Craig et al., 2017, p. 712). Similarly, in studies of clinical voice hearers in the 

USA and Norway, voice hearers commonly heard voice content telling them not to attempt 
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activities, as they would not succeed, that they were undeserving and no good. This left voice 

hearers more isolated and hopeless (Kalhovde et al., 2013; Rosen et al., 2017). 

Voices also commonly echoed criticisms from others. Participants from across studies 

experienced voices that reflected experiences of criticism from early attachment figures. For 

example, the criticism of a foster parent calling a hearer “lazy” and “no good” (Mawson et al., 2011, 

p.263), being put down and reminded of the “horrible things” they’ve done (Strand et al., 2013, p. 

110), and re-experiencing the feeling of not measuring up to a parent’s expectations (McCarthy-

Jones et al., 2015). For some participants who experienced voice content as associated with other 

people’s negative evaluations of them, there was a belief that voices could speak negatively of them 

to other people “I felt those voices told persons and strangers about me” (Kalhovde et al., 2013, 

p.1475). 

When and How They Say it: Intentional and Strategic  

People who heard negative voice content often experienced it as designed to maintain and 

confirm voice power and control over them. Voices were often perceived to exercise their control 

through an intentional and strategic plan. This involved voices that controlled the hearer (sub-theme 

1), attacked when the hearer was most vulnerable (sub-theme 2), and were capable of causing harm 

(sub-theme 3). 

Controlling 

Bogen-Johnston et al., (2019a) study found that for some people, their distress increased as 

voice power and control increased over time. Some participants related the increase in voice power 

to more negative content “I think they’re worse than when we first met. They’ve gotten worse over 

time . . . They, they’re more powerful . . . They, they say more negative things. They didn’t used to be 

that negative”(p. 314). Voice’s ever-present nature was experienced as intrusive and suffocating. 

Voice hearers described not feeling free to do what they wanted to do. One participant described 

having a restrictive “master” whom he had to ask permission from for everyday behaviours such as 

taking a drink of water (Strand et al., 2013, p. 112). Some participants were frustrated that voices 
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had this power to be there uninvited which gave them the sense of being all knowing, with little the 

hearer can do to stop them (Mawson et al., 2011).  

Voices took choice away from people “they just heard my decisions, what I want to do, and 

they do contrary” (O'Brien-Venus et al., 2023, p. 5). Some participants experienced this 

powerlessness resembled other relationships. In a study of women who heard voices, some women 

experienced being in a sub-ordinate position to their voices as reflective of women’s position in 

society (McCarthy-Jones et al., 2015). Allison (2022) studied voice hearer and practitioner 

interactions to understand how these might influence voice-hearing experiences. Voice hearers 

often experienced being controlled "[Voices] have always had a hold on me . . . the things that 

they’ve made me do . . . it was that kind of power that they would have" (p. 6). Sadly, some 

participants also felt coerced in their relationships with some practitioners, for example, their lack of 

agency around taking medication. 

 Voices controlled through further isolating the hearer by engaging in a number of strategies 

that made disclosure of the experience very difficult. Bogen-Johnston et al., (2019b) studied the 

barriers and enablers to voice disclosure and found that some voices actively shouted at the 

participant as they talked about their voices: 

[The voice] was shouting at me at this point. Sort of saying like “Shut up! Don’t say anymore. 

What are you doing?” sort of thing. But, I just literally couldn’t help it. I felt like I had that 

little doorway where I could suddenly start shouting out. Sort of telling people what was 

going on (p. 1311). 

For other participants it was the threat of punishment “if they know I’m saying things they’re in 

charge so I might get in trouble” (Mawson et al., 2011, p.264). Along with punishment through 

verbal abuse, some hearers experienced voices as taking control of their body. One participant 

describing an experience of dissociation and watching herself “self-harm” as if “from a window” 

(Bogen-Johnston et al., 2019a, p. 312). Watkins et al., (2019) found that feelings of fear and shame 
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related to offensive insults from voices formed a barrier to talking about voices with friends and 

family:  

I don’t think they’d . . . look at it too nicely . . . [PAUSE] . . . they’d, they’d think I was a 

monster or something like that . . . so, I pull punches really, you know what I mean . . . when 

it comes to family and that lot (p. 5). 

Sly, Sneaky, Attack When Vulnerable 

A key aspect of the tormenting nature of voices for some voice hearers was the sense that 

voices were calculated in not just what they say, but when and how they say it. Negative voices 

often occurred when the hearer felt more vulnerable. McCarthy-Jones et al., (2015) interpreted 

women’s experiences of abusive relationships or being attacked as negatively affecting their self-

esteem leaving them vulnerable to further abuse by voices. Hayward et al., (2015) looked at how the 

relationship that people in Australia and the UK have with their voices changes over time. The 

authors found a common theme for many participants was the sense that voices exploited them 

when they were more stressed or struggling with their mental health “I mean, it’s stress… I think like 

stress is a big one I think for him [the voice], he can like jump on it, it’s like someone’s in your head 

and they know when you’re vulnerable” (Hayward et al., 2015, p.100). A participant in another study 

echoes this experience:  

I don’t know sometimes if I am in a strong place and I, they don’t affect me as badly as other 

times. But then if I’m down and out and I am feeling particularly weak and vulnerable it’s like 

that’s when they will attack (Sheaves et al., 2020, p. 638). 

Along with selecting an opportune time to capitalise on vulnerability, Sheaves et al., (2020) 

found that derogatory and threatening voices also use a range of communicative strategies in order 

to catch the hearer’s attention. Voices “try and be a bit sly and clever about it”, with some 

disappearing only to reappear, while others remained constant. Some voices were “calm and 

calculated in what they say” and other voices shouted (p. 637). In Milligan et al.,’s (2013) study, a 
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participant talked about the effects of medication and voices responding with a calculated attack 

“the medication would make them occur less regularly, like much stronger, you wouldn’t expect 

them, it was like a sneak attack, they would sneak up on you, gives you a fright” (p. 114). 

Capable of Harm 

Along with causing harm through intentional and strategic verbal abuse, voices were 

commonly experienced as capable of causing physical harm. This was mostly through commands to 

self-harm, but some voice hearers also experienced commands to harm others or feared that the 

voices had the capability of physically harming others. 

Studies of clinical voice hearers from across cultures heard voices commanding them to 

harm themselves. Loue and Sajatovic (2008) study of Puerto Rican women living in the USA who hear 

voices, found that they experienced frightening commands such as one participant who heard her 

dead fathers voice commanding her to harm herself “jump out the window, get in front of a car, 

slash my wrist” (p. 603). Similarly, another voice hearer also based in the USA heard a voice 

repeatedly tell them to kill themselves (Rosen et al., 2017). Kalhovde et al., (2013) note that several 

participants had heard voices commanding them to harm themselves “You have to hurt yourself. . . 

Do it now. . . You’re so ugly it doesn’t matter if you get uglier” (p. 1474). Many were desperate for a 

break from the tormenting voices and attempted to end their life. This is also seen in voice hearers 

receiving clinical support in Italy (Cheli et al., 2023), Brazil (Rufato et al., 2023), Australia (Piesse et 

al., 2023) and the UK (Holt and Tickle, 2015; Bogen-Johnston et al., 2019a; Sheaves et al., 2020). 

Studies that recruited participants from outside of mental health services also found voice hearers to 

receive commands to harm themselves: “They don’t really threaten my life anymore, they used to 

say all sorts of horrible things about you know killing me and cyanide pills and all sorts of weird 

stuff” (Hayward et al., 2015, p. 100) and “Your life is worthless. You should die. You should kill 

yourself – or I will” (Craig et al., 2017, p. 712). 

Some participants heard commands to harm others, such as one who heard the voice of a 

“daemon” who “implored her to kill her daughter and then harm herself by drinking a cleaning 
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product” (Loue and Sajatovic, 2008, p. 603). Sheaves et al., (2020) showed that some people 

believed that voices were capable of harming others, for example that the voices have a 

supernatural quality to them. Interestingly, for those who did not fully believe in the validity of the 

threats, the unknown capability of the voices, and the anticipation of the guilt of not stopping the 

harm was enough for participants to listen to the distressing content. Sheaves et al., (2021), using 

the same dataset, highlighted how the fear around voices capability to harm others presented a 

barrier to disclosure “if I told someone else they would also know, and then the [voices] would try 

and kill them as well” (p. 346). Similarly, in Kalhovde et al., (2013), a participant heard voices 

warning that if she disclosed about her voices “people would die, disappear or become seriously ill” 

(p. 1476). The authors note that her perpetrators said similar things and that for many participants 

this commanding voice content related to traumatic experiences such as in this example. 

The Impact of Negative Voice Content 

Negative voice content often resulted in participants being stigmatised, dehumanised, 

paranoid, and adversely affected relationships and daily functioning. It is important to highlight that 

participants described a positive post-interpretative reaction to negative voice content in two of the 

studies reviewed. 

Negative Impact 

Stigma, paranoia, difficulty concentrating and tiredness were some of the ways that 

participants experienced negative voice content as negatively affecting their lives. An experience of 

isolation was a thread that ran through each of these areas.  

Participants talked about the voices making them “paranoid” which had an isolating effect 

on participants “I don’t go out. So that is the knock on effect. The voices are keeping me in all the 

time.” (Demjén et al., 2019, p. 22). At times this was due to their voice’s warnings: “the voices are 

telling me people are going to hurt me”. At other times, this related to stigma: “it’s always been [the 

voices saying] that everybody else hates you and they don’t need you and they think the worst of 

you” and “you can’t trust people” (Sheaves et al., 2021, p. 346). 
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Negative voice content affected people’s ability to maintain relationships “I lost a lot of 

friends” (McCarthy-Jones et al., 2015, p. 6) and employment (Kalhovde et al., 2013; Craig et al., 

2017). It also stopped people from doing things important to them and their sense of identity which 

O'Brien-Venus et al., (2023) links to contributing to a loss of a sense of self and dehumanisation: 

I cannot do what I feel like, like dancing, it has eliminated me from dancing which was my, 

which was my hobby and my passion […] it has really diminished my personality […] really 

affected my character and my reputation (p. 5). 

Negative Content but Positive Impact 

Bogen-Johnston et al., (2019b) included voice hearers who had experienced first-episode 

psychosis recruited from Early Intervention in Psychosis services. Authors talk about how despite the 

negative content of voices, for two participants out of 20, the voices helped them with feelings of 

isolation and loneliness. Therefore, the thought of losing the voices was also distressing despite the 

negative voice content. This presented a barrier to disclosing voices as the voice hearer could not 

risk losing them: 

I never really had many friends. Probably like one or two friends. And [the voice] was 

constantly there so I regarded it as a friend. Even though it was horrible it was there. And I 

say, I found myself talking to it and yeah, just I felt . . . scared of losing it (p. 1310). 

Strachan et al.,’s (2023) Australian based study of voice hearers who had just completed 

imagery rescripting (ImR), sought to understand voice hearers’ insights about trauma related voices, 

the factors maintaining these voices and how ImR may influence these factors. The authors 

interpreted that although the voice content was negative, the voices were experienced by some 

people as protective and helpful in reducing distress. Some participants understood their voices as 

internalised perpetrators comments and although they were punishing, they reduced distress, for 

example, by giving the person a sense of taking power back in some way. A second aspect to the 

positive post-interpretative reaction to negative voice content was the concept that voices became 
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controlling due to their positive intentions and “preoccupation with threat”. However, their efforts 

to deal with these were often “misguided or counterproductive”: 

I guess, she's more so strictly keeping me safe in her own way, but safe is a loose word. 

Because keeping me safe could be trying to get me to try to hurt myself, try to kill myself, 

because that would get me help from somewhere else (p. 988). 

 

Coping with Negative Voice Content 

People who heard negative voice content coped with this experience in many ways. Socially 

connecting and seeking help from peers, friends, family, and professionals (sub-theme 1) was 

generally a positive method of coping with some exceptions present. Participants also commonly 

coped through ignoring or distracting themselves from negative voices (sub-theme 2). The most 

prevalent method of coping across the studies synthesised was fighting voices (sub-theme 3). 

Socially Connecting and Help-Seeking 

A theme from Milligan et al.,’s (2013) study was the importance of relationships and its 

positive impact on coping. One participant talked positively about his new romantic relationship and 

spending his spare time thinking about their plans to do things together. The authors note that some 

participants found openly speaking about their voices as positive to coping. However, other 

participants had negative experiences of disclosing voices where this led to negative evaluations of 

them by their family and community. This was a barrier to disclosure for some participants.  

Along with connecting in close relationships, the sense of “engaging with the world” more 

generally by leaving the house more frequently (Sheaves et al., 2021, p. 349) and increasing a sense 

of belonging in wider society also has a positive effect for some voice hearers: “the more that I was 

able to leave the house to feel safe again. . . that sort of reintroduction to society meant that I was 

more kind of socially acceptable” (O'Brien-Venus et al., 2023, p. 7). Seeking support from peers 

through hearing voices groups and with professionals also had a positive effect for many 

participants. Bogen-Johnston et al., (2019b) found that participants sought help as the negative 
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effect of voices increased and their resources to cope with these reduced. Some described the 

experience of talking about their voice for the first time as helpful “It was explaining it all to you [first 

author] as well that really helped because it helped me really express it, because I’d never talked to 

anybody about it before, not in such depth . . .” (Bogen-Johnston et al., 2019a, p. 313).  

Participants who had completed ImR described the process of being validated by the 

clinician as empowering (Strachan et al., 2023). Some participants found speaking to health 

professionals about voices brought about positive experiences of coping through increasing 

familiarity and acceptance of voices (Hayward et al., 2015). A hearing voices group in Brazil was 

helpful for participants in many ways including sharing of helpful coping strategies (Rufato et al., 

2023). 

Distract or Ignore 

People who heard negative voice content often coped by ignoring the voice or distracting 

themselves. Participants in Mawson et al., (2011) distracted themselves with music when hearing 

negative voice content but did not when hearing positive voices. Hayward et al., (2015) found 

ignoring voices as an attempt to gain “respite” from the constant barrage of criticism and 

harassment from voices. One participant said: 

These things by now called voices, were sort of, one was very critical and like every time, I 

tried lots of ways to block it out you know because it was, it wants to focus on when things 

go wrong (p. 103). 

Group members of a hearing voices group described a range of strategies of avoidance or distraction 

to help them to deal with negative voice content such as cleaning the house, going for a walk, 

reading a book and watching the television on very loud volume “The voices command me! But I 

remembered Participant 2, he said that to turn them off sometimes he turns on the television very 

loud, so I turned on the television” (Rufato et al.,’s 2023, p.247). 
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Battle and Fight the Voices  

The most common method of coping with negative voice content found across studies was 

to fight back against the voices. Demjén et al., (2019) explored the use of metaphor as a signal and 

determinant of distress for voice hearers and found that the main metaphors used by participants 

was understanding hearing voices as a physical fight or battle. Hayward et al., (2015) found fighting 

back against voices to be a common approach voice hearers used to engaging with voices. Most 

participants in Sheaves et al., (2020) also described confronting their voices “I just thought like fight 

or flight I just thought I am going to fight these voices, I am not going to allow them to win” (Sheaves 

et al., 2020, p. 636). 

Framing their experiences as a fight with a winner and loser appeared to have detrimental 

unintended consequences for participants across studies. Crucially, there was evidence that fighting 

in this way made the voices worse and/or perpetuated the battle “like some kind of spiritual 

rape…the more I shouted at them the… the louder they got… that was just draining” (McCarthy-

Jones et al., 2015, p. 6). This drawn-out battle was exhausting for many “It’s like a battle all the time 

between the voices and feeling well all the time, sometimes it’s too hard to cope with and I can’t 

cope with it” (Mawson et al., 2011, p.264), “I feel like lying down, cause I get tired of fighting him” 

(Demjén et al., 2019, p. 21).  

Another result of this was that some participants also experienced “losing” their battle as 

indicative of weakness. They talked about having a lack of physical strength making them less 

capable of defending themselves: “I don’t have the strength or physical ability to defend myself and 

it is kind of compounded the fear factor” (Sheaves et al., 2020, p. 642). O'Brien-Venus et al., (2023) 

found the “failure” to fight voices effectively as weakening a person’s sense of agency. This 

negatively affected their ability to engage in valued aspects of their life and contributed to their 

experience of dehumanisation, as expressed by participant nine “You have tried everything, every 

possibility not that you cannot, you cannot achieve it you feel like demoralised you feel low […] you 

feel less of a human” (p. 6). 
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Discussion 

 This meta-ethnography explored how voice hearers experience and cope with negative voice 

content. Negative voice content most often related to early traumatic experiences, the voice 

hearer’s present context, their sense of self-worth and perceptions of evaluation from others. Voices 

possessed intimate knowledge of the hearer’s life and the hearers often felt harassed and 

tormented by consistent verbal abuse. Many voice hearers perceived the delivery of this negative 

content to be part of an intentional strategy to maintain the voice’s dominance and control. Voices 

also targeted attacks during times of vulnerability for the hearer. In addition to causing harm 

through verbal abuse, voices were capable of physical harm, primarily through commands to self-

harm. Negative voice content perpetuated stigma, paranoia, reduced agency and isolated the hearer 

through consistent coercion. This negatively affected the voice hearer’s relationships and daily 

functioning.  

Under this constant sense of threat, people mainly coped with hearing negative voice 

content through fighting back or by distraction and ignoring the voices. Many voice hearers were 

locked in a constant battle against the voices. The negative unintended consequences of this coping 

strategy appeared to outweigh the benefits as the voices fought back stronger. This left many people 

exhausted and with a sense of failure. Some voice hearers benefited by socially connecting and 

seeking help from family, friends, professionals, and wider society.  

 Unsurprisingly, negative voice content found in this review was primarily critical, 

threatening, insulting, persecutory and commanding as this is typical of the content reported in 

phenomenological research of voice hearing (Nayani & David, 1996; McCarthy-jones et al., 2014). In 

addition, the findings that content related directly and indirectly to early traumatic experiences 

(Larøi et al., 2019; Corstens & Longden 2013) and a distressing subordinate relationship to voices are 

well established aspects of the voice hearing experience in the literature (Birchwood et al., 2000). 

Voice hearers perceived each form of negative content as serving a purpose to maintain their 

subordinate position through intentionally tormenting and subjugating the hearer. This perpetuated 
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emotional responses of fear and shame. Larøi et al., (2019) proposed several factors that potentially 

drive negative voice content. A continuing sense of threat is one mediating factor between adverse 

life experiences and negative voice content identified by Larøi et al., that seems particularly relevant 

to the present findings.  

It is not possible for the findings of this study to provide insights into the potential causal 

relationship of physical or social threat in hearing negative voices. However, the experiences of voice 

hearers in the studies reviewed fit within social rank theory understandings of these experiences. 

Social rank theory posits that just as human brains evolved social motivational systems for caring 

behaviour, other motivational systems evolved for monitoring dominant-subordinate relationships 

and social threat. Paul Gilbert termed these innate systems that organise various mind functions 

(e.g. attention, emotion, cognition, and behaviour) “social mentalities” (Gilbert, 2014). Competitive 

social mentalities and threat-monitoring systems are likely highly sensitised in people who hear 

voices due to many people experiencing subordination by a dominant other in childhood (Heriot-

Maitland et al., 2019, 2022). 

The negative content in this review was context specific, for example, compounding existing 

fears around personal safety and work-related competency. This is characteristic of hypervigilance to 

threats in the environment, a common trauma response. This voice content along with commands to 

self-harm likely results in the continuous activation of the threat-protection system (Heriot-Maitland 

et al., 2019). Voice hearers described being disempowered, defeated, and entrapped by the 

prolonged nature of these experiences. This further entrenches these social rank (dominant-

subordinate) social mentalities (Heriot-Maitland et al., 2022). In addition, criticisms and insults from 

voices relating to low self-worth and negative evaluations from others were pervasive. Internalised 

and external shame was a strong thread throughout Theme 1 with voice hearers hearing that they 

are, for example, “hopeless”, “no good”, “lazy” or “whores”. Shame is hypothesised to be a key 

mechanism that signals social threat and “encourages submissive, self-protective behaviours” 
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(McCarthy-Jones., 2017, p. 6). McCarthy-Jones (2017) offers the tentative hypothesis that this may 

be the evolutionary reason for hearing voices, i.e. “to facilitate experiences of shame in traumatized 

people, in order to encourage self-protective behaviours to aid survival” (p.6). 

As outlined the consistent and prolonged nature of this experience maintains the activation 

of the threat system and shapes how the mind’s functions are organised. As a result, the 

predominate methods of coping seen across studies are strategies characteristic of a threat-

protection based “fight-flight” response. Namely, using a confrontational, antagonistic approach to 

voices or distraction to avoid voices. Voice hearers’ who coped by connecting with others and 

seeking help such as through hearing voices groups reported better outcomes. This is in line with a 

recent review that found compassion-informed approaches to coping with hearing voices to be 

helpful (Leach et al., 2023). 

Implications for Clinical Practice  

In order to provide the conditions to help voice hearers to use more helpful methods of 

coping, a therapeutic model needs to help participants move from this threat focussed emotional-

motivational system, and into an emotional system characterised by safeness, contentment and 

positive connection. One of the evolved functions of the caring “soothe” system is to regulate the 

“threat” system (Gilbert, 2014). Compassion-focussed therapy (CFT) is a biopsychosocial approach 

that integrates a range of theories including evolutionary, developmental, cognitive-behavioural and 

social psychology (Gilbert, 2014). CFT may be a particularly helpful therapeutic approach as it helps 

people to shift between these emotional systems and relate to their voices and themselves through 

their compassionate self (Heriot-Maitland et al., 2019). CFT has been found to be a helpful 

intervention for people with distressing voices hearing experiences (Heriot‐Maitland et al., 2023; 

Heriot‐Maitland & Levey, 2021; Mayhew & Gilbert, 2008).  

Strengths, Limitations and Future Research 
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A strength of this research is the rigorous systematic approach utilised to collect data for this 

review. In addition, a large number of studies were synthesised. Sattar et al., (2021) warns that a 

large number of studies synthesised chronologically can bias the earlier study’s influence on the 

translation and synthesis. Considering study characteristics and context when synthesising the 

studies mitigated this risk of bias. In this review, it was found that more recent studies contributed 

more to the synthesis. This may have been influenced by an increase in research that explored this 

aspect of the voice hearing experience.  

A limitation was that the majority of studies were of clinical voice hearing cohorts recruited 

from mental health services (19 out of 26). This is likely influenced by negative voice content being 

more prevalent in clinical voice hearing groups and research often carried out within statutory 

services. As a result, findings may not be generalisable to voice hearers’ experiences across the 

continuum. Culture is hypothesised to impact upon experiences of voice hearing (Larøi et al., 2014; 

Larøi et al., 2019). All except two studies (Myers et al., 2023; Vallath et al., 2018) included in the 

review were based in Western countries. Unfortunately, Myers et al.,’s (2023) study did not 

contribute to the synthesis. Therefore, a limitation of this review was a lack of cultural diversity in 

the reviewed studies.  

 This review highlights a need for more research into the experience of hearing negative 

voice content from across a greater range of cultures. Luhrmann et al., (2015) found that cultural 

understandings, for example, of the mind, might play a role in shaping negative voice content. Their 

study gives the example of an Indian and Ghanaian sample being more likely to report a rich 

relationship with voices compared to an American sample who were more likely to report violent 

commands. Interestingly, this was not reflected in the Indian study reviewed in this research where 

negative voice content was thematically similar and reciprocally translated with the western studies. 

In addition, the majority of studies reviewed did not focus specifically on negative voice content and 

qualitative studies that focus on understanding this aspect of the experience are needed. Finally, 
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further research into the effectiveness and feasibility of compassion-focussed approaches such as 

CFT are warranted.  

Conclusion 

People often experience negative voice content to be consistent and intentional 

communication from voices that relates to traumatic experiences, current fears and negative 

evaluations from self and others. This preserves the subordinate position of the hearer and together 

maintains the activation of the threat-protection system and social competition “social mentality”. 

This naturally promotes the use of fight/flight coping mechanisms. However, this generally 

compounds this exhausting and isolating experience. Findings indicate therapeutic models and 

coping strategies that promote new ways of relating to voices such as through activation of the 

affiliate/caring emotional-motivational system may be particularly helpful for people who 

experience negative voice content. 
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Tables and Figures 

Table 1-1: Study Characteristics table 

Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

Auditory and 
visual 
hallucinations in 
a sample of 
severely mentally 
ill Puerto Rican 
women: An 
examination of 
the cultural 
context 

Loue and 
Sajatovic 
(2008) 

Puerto Rican 
women living 
in the USA 
with a 
diagnosis of a 
mental health 
condition 
who have 
experienced 
auditory and 
visual 
hallucinations 

Ohio, USA 53 Recruited 
through 
engaging with 
local 
organisations, 
local mental 
health 
professionals 
and distributing 
flyers 

Semi-
structured 
interview 
and tape-
recorded 
shadowing of 
daily activity 
of the 
participants 

Grounded theory To report findings 
related to the 
hallucinatory 
experiences of 
Puerto Rican 
participants in a 
study designed to 
examine the 
cultural and 
social context of 
HIV risk in 
a sample of 
severely mentally 
ill Puerto Rican 
women 

Voice hearing 
within the 
context of 
hearers’ social 
worlds: An 
interpretative 
phenomenologica
l analysis 

Mawson 
et al., 
(2011) 

People who 
have heard 
voices during 
the past week 
and who are 
supported by 
mental health 
services 

North West 
England 

10 Recruited from 
NHS mental 
health services 

Semi-
structured 
interview 

Interpretative 
phenomenologica
l 
analysis (IPA) 

To provide a 
deeper 
understanding of 
the interpersonal 
context of voice 
hearing by 
exploring 
participants’ 
relationships with 
their voices and 
other people in 
their lives 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

"I divide life into 
different 
dimensions, one 
mental and one 
physical, to be 
able to handle 
life, you know?" 
Subjective 
accounts of the 
content of 
psychotic 
symptoms 

Strand et 
al., (2013) 

Participants 
were patients 
at a 
psychiatric 
outpatient 
unit 
specialising in 
psychosis 

Sweden 12 Invited by care 
providers to 
take part 

Semi-
structured 
interview 

IPA To explore how 
individuals 
diagnosed with 
psychosis make 
sense of the 
content of their 
psychotic 
symptoms 

Understanding 
the experiences 
of hearing voices 
and sounds 
others do not 
hear 

Kalhovde 
et al., 
(2013) 

People who 
were hearing 
or had heard 
voices that 
they alone 
experienced 
for at least a 
year and had 
been 
diagnosed 
with a 
psychotic 
disorder 

Norway 14 Recruited 
through 
community-
based 
(five) and 
outpatient 
(seven) mental 
health services 

In-depth 
interviews 

Hermeneutic 
phenomenologica
l approach 

To explore the 
lived experience 
of hearing voices 
and sounds that 
others do not 
hear in people 
with mental 
illness 

Time changes 
everything? A 
qualitative 
investigation of 
the experience of 
auditory verbal 

Milligan 
et al., 
(2013) 

People who 
have 
experienced 
an episode of 
psychosis 
with Auditory 

UK 6 Participants 
were recruited 
via the local 
NHS EIP 
services 

Semi-
structured 
interview 

IPA Examine voice-
hearers’ 
retrospective 
accounts of what 
it is like to live 
with voices over 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

hallucinations 
over time 

Verbal 
Hallucinations 
(AVH) in the 
last 12 
months who 
are supported 
by Early 
Intervention 
in Psychosis 
(EIP) services 

time, in order to 
explore what key 
themes emerged 

Opening the 
curtains': How do 
voice hearers 
make sense of 
their voices? 

Holt and 
Tickle 
(2015) 

People who 
hear 
distressing or 
have heard 
distressing 
voices 

UK 8 Theoretical 
sampling (Not 
outlined 
further) 

Digitally 
recorded 
semi-
structured 
interviews 

Grounded theory 
approach 

To explore and 
develop a 
tentative theory 
of how, if at all, 
voice hearers 
made sense of 
the origin and 
maintenance of 
voices that cause 
them distress 

Hearing the 
Unheard: An 
Interdisciplinary, 
Mixed 
Methodology 
Study of 
Women's 
Experiences of 
Hearing Voices 
(Auditory Verbal 
Hallucinations) 

McCarthy
-Jones et 
al., (2015) 

Women (aged 
18-65) with 
personal 
experience of 
voice-hearing 

England 8 Recruited 
through mental 
health 
services, the 
English Hearing 
Voices Network 
and a local 
mental 
health charity 

Semi-
structured 
interview 

IPA To better 
understand the 
experiences of 
women hearing 
voices today, and 
to explore how 
they define their 
experiences 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

Beyond beliefs: A 
qualitative study 
of people’s 
opinions about 
their changing 
relations with 
their voices 

Hayward 
et al., 
(2015) 

Adults who 
heard voices  

UK and 
Australia 

12 Recruited via 
Hearing Voices 
Network 
groups and UK-
based mental 
health charity 
Mind 

Semi-
structured 
interview 

Thematic Analysis To use qualitative 
methodology to 
examine how/if 
people’s relations 
with their voices 
changed over 
time 

Investigating the 
Lived Experience 
of Recovery in 
People Who Hear 
Voices 

de Jager 
et al., 
(2016) 

Adults with 
current 
or historical 
experience of 
distressing 
voices who 
self-identified 
as recovered 
or recovering, 
and have 
adequate 
English 
language 
skills 

Australia 11 Participants 
were recruited 
from the 
Hearing Voices 
Network NSW 
(HVNNSW) and 
the Australian 
Schizophrenia 
Research Bank  
(ASRB) 

Semi-
structured 
interview 

Narrative analysis To investigate 
recovery 
trajectories, 
critically 
appraise, and 
further develop 
Romme, Escher, 
and colleagues’ 
seminal work on 
recovery from 
distressing voices 

Work-related 
experiences of 
people who hear 
voices: An 
occupational 
perspective 

Craig et 
al., (2017) 

Adults (aged 
18–65 years) 
who reported 
that they 
heard voices 
regularly,  
had work 
experience 
and were not 
hospitalised 

England 5 Through an 
advertisement 
on a voice-
hearing support 
website  

Electronic 
diaries 
(informed by 
guidance 
questions) 

A 
phenomenologica
l approach 
(thematic 
analysis) 

To understand 
the work-related 
experiences of 
voice-hearers, 
including the 
impacts on their 
working lives and 
their 
corresponding 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

self-management 
strategies 

Exploring the 
Intersections of 
Trauma, 
Structural 
Adversity, and 
Psychosis among 
a Primarily 
African-American 
Sample: A Mixed-
Methods Analysis 

Rosen et 
al., (2017) 

Voice hearers 
with clinical 
diagnoses 

Chicago, 
Illinois, USA 

34 The majority of 
participants 
were recruited 
from a public 
mental health 
agency, which 
serves 
individuals 
with serious 
mental illness 
and significant, 
established 
disability 

Interviews 
and focus 
groups 

modified 
grounded theory 
approach  

The qualitative 
arm of the study 
aimed to 
understand how 
does qualitative 
data further 
inform our 
understanding of 
the complex 
relationships and 
patterns of past 
trauma and 
adversity and 
symptoms as 
they unfold over 
time 

Reliving, 
Replaying Lived 
Experiences 
Through Auditory 
Verbal 
Hallucinations: 
Implications on 
Theories and 
Management 

Vallath et 
al., (2018) 

Experiencing 
auditory 
hallucinations 
and accessing 
mental health 
treatment 
services at a 
not-for-profit 
organisation 

India 21 Maximum 
variation 
purposive 
sampling 
technique  

Semi-
structured 
interview 

Thematic 
approach 

To explore the 
impact of 
Negative Life 
Experiences on 
the form and 
content of voices 
with the premise 
that they 
increase stress 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

and therefore, 
vulnerability 
which can 
contribute to the 
experience of 
voice hearing 

'It’s just a bit like 
a rollercoaster': A 
longitudinal 
qualitative study 
exploring a model 
of the phases of 
voice hearing 

Bogen-
Johnston 
et al., 
(2019a) 

Service users 
of Early 
Intervention 
for Psychosis 
(EIP) services 
who were 
currently 
hearing 
voices and 
had been 
doing so for 
the past three 
months 

England 12 Recruited from 
EIP services 
(NHS) 

Longitudinal 
(retrospectiv
e and 
prospective) 
design 
collecting 
data through 
interviews 

Thematic Analysis To address the 
limitations (of 
models of 
recovery in voices 
due to being 
based on cross 
sectional and 
retrospective 
accounts) by 
examining voice 
hearing across 
multiple time 
points to 
empirically 
inform an 
understanding of 
the phases of 
voice hearing 
over time 

Metaphor 
framing and 
distress in lived-
experience 
accounts of voice-
hearing 

Demjén 
et al., 
(2019) 

Voice-hearers 
with 
diagnoses of 
schizophrenia
-spectrum 
disorders 

Greater 
Manchester 
region, 
England 

10 Recruited from 
in-patient units, 
community 
mental health 
teams, Early 
Intervention in 

Secondary 
data from a 
larger sample 
of clinical 
and non-
clinical voice-

Linguistic 
metaphor 
analysis 

Explore the 
potential role of 
metaphor as a 
signal and 
determinant of 
distress in first-
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

Psychosis 
services, 
mental health 
charities, 
support groups 
and 
independent 
service 
providers in the 
region (e.g. 
groups 
affiliated with 
the 
Hearing Voices 
Network) 

hearers 
collected 
through 
semi-
structured 
interview 

person accounts 
of voice-hearing 
by people with 
schizophrenia 
diagnoses; To 
evaluate the 
application of 
linguistic 
methods to 
identify 
metaphors that 
can be used to 
frame the lived 
experience of 
voice hearing 

'That little 
doorway where I 
could suddenly 
start shouting 
out': Barriers and 
enablers to the 
disclosure of 
distressing voices 

Bogen-
Johnston 
et al., 
(2019b) 

Service users 
of Early 
Intervention 
for Psychosis 
(EIP) services 
who were 
currently 
hearing 
voices and 
had been 
doing so for 
the past three 
months 

England 20 Purposively 
selected service 
users  
from EIP 
services 

Semi-
structured 
interview 

Thematic Analysis Aimed to 
investigate 
barriers and 
enablers to early 
voice disclosure 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

The experience of 
talking about 
hearing voices 
with family, 
friends, and 
others 

Watkins 
et al., 
(2019) 

Adults who 
hear voices 
recruited 
from 
community 
mental health 
team (CMHT) 
in England  

England 6 recruited from 
a local 
Community 
Mental Health 
Team(CMHT) 

semi-
structured 
interview 

IPA The purpose of 
this study was to 
understand 
individuals’ 
experiences of 
talking about 
their voice 
hearing to people 
close to them, 
including family, 
friends, 
colleagues, and 
partners 

Why do patients 
with psychosis 
listen to and 
believe 
derogatory and 
threatening 
voices? 21 
reasons given by 
patients 

Sheaves 
et al., 
(2020) 

Patients from 
Oxford Health 
NHS 
Foundation 
Trust.  

England 15 Clinical teams 
referred 
patients to 
author who 
completed 
telephone 
screening 

Semi-
structured 
interview 

Grounded theory To learn from 
patients their 
reasons for 
listening to and 
believing 
derogatory and 
threatening 
voices (DTVs) 

The challenges 
and opportunities 
of social 
connection when 
hearing 
derogatory and 
threatening 
voices: A 
thematic analysis 

Sheaves 
et al., 
(2021) 

Patients from 
Oxford Health 
NHS 
Foundation 
Trust.  

England 15 Clinical teams 
referred 
patients to 
author who 
completed 
telephone 
screening 

Semi-
structured 
interview 

Thematic Analysis The current study 
sought to build 
on this literature 
by learning from 
patients’ 
experiences of 
being around 
people whilst 
hearing DTVs 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

with patients 
experiencing 
psychosis 

Listening to 
voices: 
Understanding 
and self-
management of 
auditory verbal 
hallucinations in 
young adults 

Denno et 
al., (2022) 

Young adults 
who hear 
voices, with 
and without a 
diagnosis of 
psychosis 

England 35 Participants 
were identified 
from current 
caseloads, 
referral lists 
and 
multidisciplinar
y team 
meetings, and 
assessed for 
eligibility in 
coordination 
with their 
clinical teams. 
Purposive 
sampling was 
employed to 
seek a range of 
experiences 
rather than a 
statistically 
representative 
sample 

Qualitative 
data was 
generated 
using in-
depth 
interviews, 
enriched by 
diary, photo 
elicitation 
and 
“walking 
interview” 
methods. 
Participants 
were given 
diaries and 
disposable 
cameras a 
week before 
the 
interview, 
and asked to 
make entries 
about 
episodes of 

Content analysis This study aimed 
to explore the 
first-hand 
experience of 
AVH in a cross-
diagnostic group 
of young adults, 
focussing on their 
understanding 
and self-
management of 
the symptom 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

AVH, 
describing 
the 
hallucination 
and 
their 
response, 
and to make 
photographs 
they felt 
represented, 
or evoked 
emotions 
relating to, 
their 
experiences  

Voice hearers' 
explanations of 
trauma-related 
voices and 
processes of 
change 
throughout 
imagery 
rescripting: A 
qualitative 
exploration 

Strachan 
et al., 
(2023) 

Voice hearers 
who had 
completed 
10–18 weekly 
ImRs sessions 
within 4 
months prior 
to 
recruitment 

Australia 10 purposive 
sampling via 
the research 
and evaluation 
registry of an 
Australian 
voices clinic, 
whereby 
clients who 
received ImRs 
as part of 
routine clinical 
practice 
registered their 
consent to be 

Semi-
structured 
interview 

Thematic Analysis To understand 
how people 
describe their 
trauma-related 
voices and 
experiences of 
change 
throughout ImRs. 
In doing so, this 
study seeks to 
uncover voice 
hearers' insights 
about trauma-
related 
voices, which 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

contacted 
about research 

may enhance our 
understanding of 
the potential 
factors that 
maintain trauma-
related voices 
and how ImRs 
may influence 
these factors 

A tripartite 
relationship 
theory of voice 
hearing: A 
grounded theory 
study 

Allison 
(2022) 

Adults with 
experiences 
of voice 
hearing and 
mental 
healthcare 

UK 15 voice 
hearers and 
18 
practitioners 
(data 
collected 
from 
practitioners 
not included 
in this meta-
ethnography
) 

All participants 
were recruited 
via key contacts 
(practitioners) 
within a local 
NHS Trust 

semi-
structured 
interview 
(voice 
hearers) and 
focus groups 
(practitioners 
(not included 
in this meta-
ethnography) 

Grounded theory According to 
Johnstone and 
Boyle (2018), 
evidence 
regarding 
emotional 
distress broadly is 
informed by a 
dominant 
biological 
narrative 
concerned with 
understanding 
distress at an 
individual level, 
with insufficient 
consideration of 
broader contexts 
in which distress 
is experienced. 
This study aimed 
to address this 



SYSTEMATIC LITERATURE REVIEW  1-51 

Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

through 
developing a 
theoretical 
explanation of 
voice hearer-
practitioner 
interactions to 
establish how 
these might 
influence voice-
hearing 
experiences 

Strategies for the 
Management of 
Voices Shared in 
a Brazilian 
Hearing Voices 
Group. 

Rufato et 
al., (2023) 

People who 
heard voices 
and who are 
engaged in a 
hearing 
voices 
network 
group. All 
participants 
had received 
a diagnosis of 
schizophrenia 

Brazil 29 People who 
were involved 
in a hearing 
voices network 
group in a 
specialized 
mental health 
service context 

Recorded 10 
meetings of a 
hearing 
voices 
support 
group 

Thematic Analysis To describe the 
voice 
management 
strategies shared 
in a hearing 
voices peer 
support group 
within a Brazilian 
public mental 
health service 

An exploration of 
the relationship 
between voices, 
dissociation, and 
post-traumatic 
stress disorder 
symptoms 

Piesse et 
al., (2023) 

Adults who 
heard voices 
in the past 
week 

Australia 7 Participants 
were recruited 
from the 
research 
registry of 
Perth Voices 
Clinic (PVC), a 

Semi-
structured 
interview 

IPA To address both 
methodological 
limitations and 
theoretical gaps 
in the literature 
by employing 
qualitative 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

specialist 
clinical 
psychology 
service for 
voice hearing 

methods to 
address the 
research 
question: what is 
the nature of the 
relationship 
between the 
voices, 
dissociation, and 
PTSD symptoms? 

Hearing divine 
voices: A 
qualitative 
enquiry about 
criticism, 
connectedness, 
and compassion 

Cheli et 
al., (2023) 

Two samples 
of people 
who reported 
having heard 
a divine voice 
in the last 
three months 
were 
recruited: six 
people 
diagnosed 
with a brief 
psychotic 
disorder 
(BPD) who 
heard the 
voice 
during a 
psychotic 
episode (Sub-
sample A); six 

Italy 12 Sub-sample A 
was recruited 
through 
patients who 
consecutively 
accessed the 
first author’s 
mental health 
centre, while 
Sub-sample B 
through a 
snowball 
sampling from 
contacts within 
local religious 
communities 

semi-
structured 
interview 

Content analysis The present study 
aimed to 
qualitatively 
investigate 
similarities and 
differences in the 
experience of 
hearing divine 
voices between 
people diagnosed 
with BPD and 
those who were 
not 



SYSTEMATIC LITERATURE REVIEW  1-53 

Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

people who 
had a 
religious 
experience 
during which 
they heard 
the voice 
(Sub-sample 
B) 

Maasai women 
hearing voices: 
Implications for 
global mental 
health. 

Myers et 
al (2023 

Maasai 
women over 
the age of 18 
who reported 
hearing 
voices 

Northern 
Tanzania 
(Maasailand
) 

28 voice 
hearers 
included in 
qualitative 
arm of the 
study 

Local project 
co-ordinator 
recruited 
through 
working with 
village elders to 
identify clusters 
of homes 
where women 
lived, who were 
willing to take 
part in the 
study 

semi-
structured 
interview 

Grounded theory 1) Estimated 
community 
prevalence of 
voice hearing 
among Maasai 
women in 
northern 
Tanzania; 2) 
examined any 
demographic 
correlates and 
two specific 
hypothesized 
correlates (i.e., 
psychological 
stress and 
potentially 
traumatic 
events); and 3) 
engaged women 
in semi-
structured 
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Title Author 
(year) 

Population Region or 
Country 

Number of 
participants 

Recruitment 
method 

Data 
Collection 

Methodological 
approach 

Aims 

interviews about 
their 
everyday lives 
and the 
phenomenologica
l experience of 
voice-hearing 

Self-
dehumanisation 
in voice hearers: 
the end of a 
continuum 

O'Brien-
Venus et 
al., (2023) 

Adults who 
currently 
heard at least 
one 
distressing 
voice 

England 20 Convenience 
sampling from 
Hearing Voices 
Network 
groups and 
online 

Semi-
structured 
interview 

Reflexive 
Thematic Analysis 

This study aimed 
at understanding 
what constitutes 
the experience of 
feeling 
dehumanised in 
people who hear 
distressing 
voices. 
Additionally, it 
aimed provide a 
foundation of 
understanding 
the phenomenon 
of 
dehumanisation 
in a broad sample 
of participants 
experiencing 
distressing voices 
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Table 1-2: Critical Appraisal Skills Programme (CASP) checklist  
Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Total 

Allison (2024) 3 3 3 3 3 3 3 3 2 2 28 

Bogen-Johnston et al., (2019a) 3 3 3 2 2 3 2 2 3 3 26 

Bogen-Johnston et al., (2019b) 3 3 3 3 3 3 3 3 3 3 30 

Cheli et al., (2023) 3 3 3 3 3 1 2 2 3 3 26 

Craig et al (2017) 3 3 3 2 3 3 3 3 3 3 29 

de Jager et al., (2016) 3 3 3 2 3 3 3 3 3 3 29 

Denno et al., (2022) 3 3 3 3 3 3 3 3 3 3 30 

Hayward et al., (2015) 3 3 3 3 3 3 2 3 3 3 29 

Holt and Tickle (2015) 3 3 3 2 2 1 2 1 2 3 22 

Kalhovde et al., (2013) 3 3 3 3 3 2 3 3 3 3 29 

Loue and Sajatovic (2008) 2 3 2 2 1 2 2 2 3 3 22 

Mawson et al., (2011) 3 3 3 2 3 3 3 3 3 3 29 

McCarthy-Jones et al., (2015) 3 3 3 3 3 3 3 3 3 3 30 

Milligan et al., (2013) 3 3 3 3 3 3 3 3 3 3 30 

Myers et al (2023 3 3 2 3 3 2 3 3 3 3 28 

O'Brien-Venus et al., (2023) 3 3 3 3 3 3 3 3 3 3 30 

Piesse et al., (2023) 3 3 3 3 2 3 3 3 3 3 29 

Rosen et al., (2017) 3 3 3 3 3 2 3 3 3 3 29 

Rufato et al., (2023) 3 3 3 3 2 2 2 3 3 2 26 

Sheaves et al., (2020) 3 3 3 3 3 1 2 3 3 3 27 

Sheaves et al., (2021) 3 3 2 2 2 1 3 3 3 3 25 

Strachan et al., (2023) 3 3 3 2 3 2 3 3 3 3 28 

Strand et al., (2013) 3 3 3 2 3 3 3 3 3 3 29 

Vallath et al., (2018) 3 3 3 3 3 1 3 2 3 3 27 

Watkins et al., (2019) 3 3 3 2 3 3 2 3 3 3 28 

Demjén et al., (2019) 3 3 3 3 3 2 2 3 3 3 28 



SYSTEMATIC LITERATURE REVIEW  1-56 

Table 1-3: Excerpt from Data Extraction Table 

  

Study Themes/key concepts Participant quotes (first order 
constructs) 

Primary author interpretations (second order constructs) 

Allison (2024)  Voices having power and 
control 

“[Voices] have always had a hold on me . 
. . the things that they’ve made me do . . . 
it was that kind of power that 
they would have”(p. 6) 

Constrained by coercion: Identifying coercion could be 
difficult. For example, practitioners believed they offered 
choice to patients to accept oral or enforced medication, but 
patients believed this was a coercive threat. Voice 
hearers experienced both their voices and practitioners as 
coercive. 

Watkins et al., 
(2019)  

Insulting; Difficult to 
share due to insulting 
content 

“I don’t think they’d . . . look at it too 
nicely . . . [PAUSE] . . . they’d, they’d think 
I was a monster or something like 
that . . . so, I pull punches really, you 
know what I mean . . . when it comes to 
family and that lot”(p. 5) 

This appeared to be associated with a fear that others may 
believe that what the voices said is true. [The participant] 
reported keeping the details of what his voices said secret 
from family members. 

Hayward et al., 
(2015)  

Voice threatening to kill 
person; Voices changing 
over time 

“They don’t really threaten my life 
anymore, they used to say all sorts of 
horrible things about you know killing me 
and cyanide pills and all sorts of weird 
stuff”(p. 100) 

Changing experience of voices: Participants reported varying 
experiences of their voices over time. For some 
there was a clear sense of voices becoming less problematic. 

O'Brien-Venus 
et al., (2023)  

Unworthy; Arguing with 
voices 

“I always have to challenge myself to 
believe that I am really a worthwhile 
person. […] I have to sort of deploy 
arguments like that to prove that I’m not 
a worthless person, as the voices keep 
insisting” (p. 6). 

Some reported feeling exhausted and defeated by the 
constant fight to prove their own worth, with the eldest 
person in the study reporting that this fight had continued for 
decades. 

O'Brien-Venus 
et al., (2023)  

Controlling; Voice taking 
away choice 

“they [voices] just heard my decisions, 
what I want to do, and they do contrary” 
(p. 5). 

Some described feeling that their mind was no longer a 
private place and felt a strong sense that their voices could 
abuse access to their mind, or impact on activities which 
were integral to their sense of self. 
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Figure 1-1: Flow diagram of the systematic search process following PRISMA guidelines (Page et 

al., 2021). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Records identified from 
databases (n = 2448): 

PsychInfo: (n = 284) 
MEDLINE: (n = 224) 
CINAHL: (n = 177) 
Web of Science: (n = 1763) 

 

Records removed before 
screening: 
Duplicate records removed (n = 
525) 
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Records excluded (n = 53): 
Wrong publication type (n = 
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Language not English (n = 
2) 

Reports assessed by title and 
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review 
(n = 183) 
 

Reports excluded (n = 157) 
Does not include first hand 
quotations of the experience 
of hearing negative voice 
content which is 
conceptually or descriptively 
rich in detail: (n = 97 ) 
Wrong study design (n = 57) 
Wrong population (n = 3) 

 

Studies included in review 
(n = 26) 
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Appendix 1-A British Journal of Clinical Psychology Author Guidance 

1. SUBMISSION 

Authors should kindly note that submission implies that the content has not been published or 

submitted for publication elsewhere except as a brief abstract in the proceedings of a scientific 

meeting or symposium. 

New submissions should be made via the Research Exchange submission portal. You may check the 

status of your submission at any time by logging on to submission.wiley.com and clicking the “My 

Submissions” button. For technical help with the submission system, please review our FAQs or 

contact submissionhelp@wiley.com. 

All papers published in the British Journal of Clinical Psychology are eligible for Panel A: Psychology, 

Psychiatry and Neuroscience in the Research Excellence Framework (REF). 

Data protection: 

By submitting a manuscript to or reviewing for this publication, your name, email address, and 

affiliation, and other contact details the publication might require, will be used for the regular 

operations of the publication, including, when necessary, sharing with the publisher (Wiley) and 

partners for production and publication. The publication and the publisher recognize the importance 

of protecting the personal information collected from users in the operation of these services, and 

have practices in place to ensure that steps are taken to maintain the security, integrity, and privacy 

of the personal data collected and processed. You can learn more 

at https://authorservices.wiley.com/statements/data-protection-policy.html. 

Preprint policy: 

This journal will consider for review articles previously available as preprints. Authors may also post 

the submitted version of a manuscript to a preprint server at any time. Authors are requested to 

update any pre-publication versions with a link to the final published article.  

  

2. AIMS AND SCOPE 

The British Journal of Clinical Psychology publishes original research, both empirical and theoretical, 

on all aspects of clinical psychology: 

clinical and abnormal psychology featuring descriptive or experimental studies 

aetiology, assessment and treatment of the whole range of psychological disorders irrespective of 

age group and setting 

biological influences on individual behaviour 

studies of psychological interventions and treatment on individuals, dyads, families and groups 

For specific submission requirements, read the Author Guidelines. 

The Journal is catholic with respect to the range of theories and methods used to answer substantive 

scientific problems. Studies of samples with no current psychological disorder will only be 

considered if they have a direct bearing on clinical theory or practice. 

The following types of paper are invited: 

https://wiley.atyponrex.com/journal/bjc
https://submissionhelp.wiley.com/
mailto:submissionhelp@wiley.com
https://authorservices.wiley.com/statements/data-protection-policy.html
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html
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papers reporting original empirical investigations; 

theoretical papers, provided that these are sufficiently related to empirical data; 

review articles, which need not be exhaustive, but which should give an interpretation of the state of 

research in a given field and, where appropriate, identify its clinical implications; 

Brief Reports and Comments. 

  

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

Papers describing quantitative research should be no more than 5000 words (excluding the abstract, 

reference list, tables and figures). Papers describing qualitative research (including reviews with 

qualitative analyses) should be no more than 6000 words (including quotes, whether in the text or in 

tables, but excluding the abstract, tables, figures and references). Brief reports should not exceed 

2000 words and should have no more than one table or figure. Any papers that are over this word 

limit will be returned to the authors. Appendices are included in the word limit; however online 

appendices are not included. 

In exceptional cases the Editor retains discretion to publish papers beyond this length where the 

clear and concise expression of the scientific content requires greater length (e.g., explanation of a 

new theory or a substantially new method). Authors must contact the Editor prior to submission in 

such a case. 

Refer to the separate guidelines for Registered Reports. 

All systematic reviews must be pre-registered and an anonymous link to the pre-registration must be 

provided in the main document, so that it is available to reviewers. Systematic reviews without pre-

registration details will be returned to the authors at submission. 

  

4. PREPARING THE SUBMISSION 

Free Format Submission 

British Journal of Clinical Psychology now offers free format submission for a simplified and 

streamlined submission process. 

Before you submit, you will need: 

Your manuscript: this can be a single file including text, figures, and tables, or separate files – 

whichever you prefer (If you do submit separate files, we encourage you to also include your figures 

within the main document to make it easier for editors and reviewers to read your manuscript, but 

this is not compulsory). All required sections should be contained in your manuscript, including 

abstract, introduction, methods, results, and conclusions. Figures and tables should have legends. 

References may be submitted in any style or format, as long as it is consistent throughout the 

manuscript. If the manuscript, figures or tables are difficult for you to read, they will also be difficult 

for the editors and reviewers. If your manuscript is difficult to read, the editorial office may send it 

back to you for revision. 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/registeredreportsguidelines.htm
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The title page of the manuscript, including a data availability statement and your co-author details 

with affiliations. (Why is this important? We need to keep all co-authors informed of the outcome of 

the peer review process.) You may like to use this template for your title page. 

Important: the journal operates a double-anonymous peer review policy. Anonymise your 

manuscript and prepare a separate title page containing author details. (Why is this important? We 

need to uphold rigorous ethical standards for the research we consider for publication.) 

An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, if accepted 

and published, will be attached to your ORCID profile. Institutions and funders are increasingly 

requiring authors to have ORCID IDs.) 

To submit, login at https://wiley.atyponrex.com/journal/BJC and create a new submission. Follow 

the submission steps as required and submit the manuscript. 

If you are invited to revise your manuscript after peer review, the journal will also request the 

revised manuscript to be formatted according to journal requirements as described below. 

Revised Manuscript Submission 

Contributions must be typed in double spacing. All sheets must be numbered. 

Cover letters are not mandatory; however, they may be supplied at the author’s discretion. They 

should be pasted into the ‘Comments’ box in Editorial Manager. 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; figures/tables; 

supporting information. 

Title Page 

You may like to use this template for your title page. The title page should contain: 

A short informative title containing the major key words. The title should not contain abbreviations 

(see Wiley's best practice SEO tips); 

A short running title of less than 40 characters; 

The full names of the authors; 

The author's institutional affiliations where the work was conducted, with a footnote for the 

author’s present address if different from where the work was conducted; 

Abstract; 

Keywords 

Data availability statement (see Data Sharing and Data Accessibility Policy); 

Acknowledgments. 

Author Contributions  

For all articles, the journal mandates the CRediT (Contribution Roles Taxonomy)—more information 

is available on our Author Services site.  

Abstract 

https://onlinelibrary.wiley.com/pb-assets/assets/2044835X/Sample_Manuscript_Title_Page%20-%20revised-1556026160210.docx
https://orcid.org/
https://wiley.atyponrex.com/journal/BJC
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448260/Sample_Manuscript_Title_Page%20-%20revised-1556025388890.docx
http://www.wileyauthors.com/seo
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#data_share
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/credit.html
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Please provide a structured abstract under the headings: Objectives, Methods, Results, Conclusions. 

For Articles, the abstract should not exceed 250 words. For Brief Reports, abstracts should not 

exceed 120 words. 

 

Articles which report original scientific research should also include a heading 'Design' before 

'Methods'. The 'Methods' section for systematic reviews and theoretical papers should include, as a 

minimum, a description of the methods the author(s) used to access the literature they drew upon. 

That is, the abstract should summarize the databases that were consulted and the search terms that 

were used. 

Keywords 

Provide appropriate keywords. 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should be listed, with 

permission from the contributor, in an Acknowledgments section. Financial and material support 

should also be mentioned. Thanks to anonymous reviewers are not appropriate. 

 

Practitioner Points 

All articles must include Practitioner Points – these are 2-4 bullet points, following the abstract, with 

the heading ‘Practitioner Points’. These should briefly and clearly outline the relevance of your 

research to professional practice. 

 

Main Text File 

As papers are double-anonymous peer reviewed, the main text file should not include any 

information that might identify the authors. 

Manuscripts can be uploaded either as a single document (containing the main text, tables and 

figures), or with figures and tables provided as separate files. Should your manuscript reach revision 

stage, figures and tables must be provided as separate files. The main manuscript file can be 

submitted in Microsoft Word (.doc or .docx) or LaTex (.tex) format.  

 

If submitting your manuscript file in LaTex format via Research Exchange, select the file designation 

“Main Document – LaTeX .tex File” on upload. When submitting a LaTex Main Document, you must 

also provide a PDF version of the manuscript for Peer Review. Please upload this file as “Main 

Document - LaTeX PDF.” All supporting files that are referred to in the LaTex Main Document should 

be uploaded as a “LaTeX Supplementary File.” 

 

 

LaTex Guidelines for Post-Acceptance:  

Please check that you have supplied the following files for typesetting post-acceptance:  

PDF of the finalized source manuscript files compiled without any errors.  

The LaTeX source code files (text, figure captions, and tables, preferably in a single file), BibTex files 

(if used), any associated packages/files along with all other files needed for compiling without any 
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errors. This is particularly important if authors have used any LaTeX style or class files, bibliography 

files (.bbl, .bst. .blg) or packages apart from those used in the NJD LaTex Template class file.  

Electronic graphics files for the illustrations in Encapsulated PostScript (EPS), PDF or TIFF format. 

Authors are requested not to create figures using LaTeX codes.  

Your main document file should include:  

A short informative title containing the major key words. The title should not contain abbreviations;  

Abstract structured (objectives/methods/results/conclusions); 

Up to seven keywords; 

Practitioner Points: Authors will need to provide no more than 2-4 bullet points, written with the 

practitioner in mind, that summarize the key messages of their paper to be published with their 

article;  

Main body: formatted as introduction, materials & methods, results, discussion, conclusion; 

References; 

Tables (each table complete with title and footnotes);  

Figure legends: Legends should be supplied as a complete list in the text. Figures should be uploaded 

as separate files (see below).  

Supporting information should be supplied as separate files. Tables and figures can be included at 

the end of the main document or attached as separate files but they must be mentioned in the text. 

As papers are double-anonymous peer reviewed, the main text file should not include any 

information that might identify the authors. Do not mention the authors’ names or affiliations and 

always refer to any previous work in the third person. 

The journal uses British/US spelling; however, authors may submit using either option, as spelling of 

accepted papers is converted during the production process. 

References 

This journal uses APA reference style; as the journal offers Free Format submission, however, this is 

for information only and you do not need to format the references in your article. This will instead 

be taken care of by the typesetter. 

 

Tables 

Tables should be self-contained and complement, not duplicate, information contained in the text. 

They should be supplied as editable files, not pasted as images. Legends should be concise but 

comprehensive – the table, legend, and footnotes must be understandable without reference to the 

text. All abbreviations must be defined in footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in 

that order) and *, **, *** should be reserved for P-values. Statistical measures such as SD or SEM 

should be identified in the headings. 

Figures 
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Although authors are encouraged to send the highest-quality figures possible, for peer-review 

purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Basic figure requirements for figures submitted with manuscripts for initial peer review, as well as 

the more detailed post-acceptance figure requirements. 

Legends should be concise but comprehensive – the figure and its legend must be understandable 

without reference to the text. Include definitions of any symbols used and define/explain all 

abbreviations and units of measurement. 

Supporting Information 

Supporting information is information that is not essential to the article, but provides greater depth 

and background. It is hosted online and appears without editing or typesetting. It may include tables, 

figures, videos, datasets, etc. 

Wiley’s FAQs on supporting information. 

Note: if data, scripts, or other artefacts used to generate the analyses presented in the paper are 

available via a publicly available data repository, authors should include a reference to the location 

of the material within their paper. 

General Style Points 

For guidelines on editorial style, please consult the APA Publication Manual published by the 

American Psychological Association. The following points provide general advice on formatting and 

style. 

Language: Authors must avoid the use of sexist or any other discriminatory language. 

Abbreviations: In general, terms should not be abbreviated unless they are used repeatedly and the 

abbreviation is helpful to the reader. Initially, use the word in full, followed by the abbreviation in 

parentheses. Thereafter use the abbreviation only. 

Units of measurement: Measurements should be given in SI or SI-derived units. Visit the Bureau 

International des Poids et Mesures (BIPM) website for more information about SI units. 

Effect size: In normal circumstances, effect size should be incorporated. 

Numbers: numbers under 10 are spelt out, except for: measurements with a unit (8mmol/l); age (6 

weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils). 

Wiley Author Resources 

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing manuscripts for 

submission available here. In particular, we encourage authors to consult Wiley’s best practice tips 

on Writing for Search Engine Optimization. 

Article Preparation Support: Wiley Editing Services offers expert help with English Language Editing, 

as well as translation, manuscript formatting, figure illustration, figure formatting, and graphical 

abstract design – so you can submit your manuscript with confidence. 

Also, check out our resources for Preparing Your Article for general guidance and the BPS Publish 

with Impact infographic for advice on optimizing your article for search engines. 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 

http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
http://www.wileyauthors.com/suppinfoFAQs
http://www.amazon.co.uk/gp/product/1433805618?ie=UTF8&tag=thebritishpsy-21&linkCode=xm2&camp=1634&creativeASIN=1433805618
http://www.bipm.org/en/about-us/
http://www.bipm.org/en/about-us/
http://www.wileyauthors.com/prepare
http://www.wileyauthors.com/seo
https://wileyeditingservices.com/en/article-preparation/?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prep&utm_campaign=prodops
https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/index.html?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prepresources&utm_campaign=prodops
https://pericles.pericles-prod.literatumonline.com/pb-assets/hub-assets/bpspubs/BPS_SEO_Interactive-1545065172017.pdf
https://pericles.pericles-prod.literatumonline.com/pb-assets/hub-assets/bpspubs/BPS_SEO_Interactive-1545065172017.pdf
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Peer Review and Acceptance 

Except where otherwise stated, the journal operates a policy of anonymous (double-anonymous) 

peer review. Please ensure that any information which may reveal author identity is anonymized in 

your submission, such as institutional affiliations, geographical location or references to unpublished 

research. We also operate a triage process in which submissions that are out of scope or otherwise 

inappropriate will be rejected by the editors without external peer review. Before submitting, 

read the terms and conditions of submission and the declaration of competing interests. 

We aim to provide authors with a first decision within 90 days of submission. 

Further information about the process of peer review and production can be found in ‘What 

happens to my paper?’ Read Wiley's policy on the confidentiality of the review process.  

 

Appeals Procedure  

Authors may appeal an editorial decision if they feel that the decision to reject was based on either a 

significant misunderstanding of a core aspect of the manuscript, a failure to understand how the 

manuscript advances the literature or concerns regarding the manuscript-handling 

process. Differences in opinion regarding the novelty or significance of the reported findings are not 

considered as grounds for appeal.  

To raise an appeal against an editorial decision, please contact the Editor who made the decision in 

the first instance using the journal inbox, quoting your manuscript ID number and explaining your 

rationale for the appeal. Appeals are handled according to the procedure recommended by COPE. If 

you are not satisfied with the Editor(s) response, you can appeal further by writing to the BPS 

Knowledge & Insight Team by email at Academic.Publications@bps.org.uk. Appeals must be 

received within two calendar months of the date of the letter from the Editor communicating the 

decision. The BPS Knowledge and Insight Team’s decision following an appeal consideration is final.  

If you believe further support outside the journal’s management is necessary, please refer to Wiley’s 

Best Practice Guidelines on Research Integrity and Publishing Ethics or 

contact Academic.Publications@bps.org.uk.  

Clinical Trial Registration 

The journal requires that clinical trials are prospectively registered in a publicly accessible database 

and clinical trial registration numbers should be included in all papers that report their results. 

Authors are asked to include the name of the trial register and the clinical trial registration number 

at the end of the abstract. If the trial is not registered, or was registered retrospectively, the reasons 

for this should be explained. 

Research Reporting Guidelines 

Accurate and complete reporting enables readers to fully appraise research, replicate it, and use it. 

Authors are encouraged to adhere to recognised research reporting standards. 

We also encourage authors to refer to and follow guidelines from: 

Future of Research Communications and e-Scholarship (FORCE11) 

The Gold Standard Publication Checklist from Hooijmans and colleagues 

https://wol-prod-cdn.literatumonline.com/pb-assets/assets/2044835X/BPS_Journals_Terms_and_Conditions_of_Submission%20-%20addition%20for%20authorship.doc
https://onlinelibrary.wiley.com/journal/10.1111/(ISSN)2044-835X/homepage/BPS_Journals_Declaration_of_Competing_Interests.doc
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448260/WhatHappenstoMyPaper-1701772818310.pdf
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448260/WhatHappenstoMyPaper-1701772818310.pdf
https://authorservices.wiley.com/Reviewers/journal-reviewers/tools-and-resources/review-confidentiality-policy.html
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448295/BPSJournalsappealsprocess-1702657400210.pdf
mailto:Academic.Publications@bps.org.uk
https://authorservices.wiley.com/ethics-guidelines/index.html
https://authorservices.wiley.com/ethics-guidelines/index.html
mailto:Academic.Publications@bps.org.uk
http://www.force11.org/node/4433
https://www.ncbi.nlm.nih.gov/pubmed/20507187
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FAIRsharing website 

Conflict of Interest 

The journal requires that all authors disclose any potential sources of conflict of interest. Any 

interest or relationship, financial or otherwise that might be perceived as influencing an author's 

objectivity is considered a potential source of conflict of interest. These must be disclosed when 

directly relevant or directly related to the work that the authors describe in their manuscript. 

Potential sources of conflict of interest include, but are not limited to: patent or stock ownership, 

membership of a company board of directors, membership of an advisory board or committee for a 

company, and consultancy for or receipt of speaker's fees from a company. The existence of a 

conflict of interest does not preclude publication. If the authors have no conflict of interest to 

declare, they must also state this at submission. It is the responsibility of the corresponding author 

to review this policy with all authors and collectively to disclose with the submission ALL pertinent 

commercial and other relationships. 

Funding 

Authors should list all funding sources in the Acknowledgments section. Authors are responsible for 

the accuracy of their funder designation. If in doubt, please check the Open Funder Registry for the 

correct nomenclature: https://www.crossref.org/services/funder-registry/ 

Authorship 

All listed authors should have contributed to the manuscript substantially and have agreed to the 

final submitted version. Authorship is defined by the criteria set out in the APA Publication Manual: 

  

“Individuals should only take authorship credit for work they have actually performed or to which 

they have substantially contributed (APA Ethics Code Standard 8.12a, Publication Credit). Authorship 

encompasses, therefore, not only those who do the actual writing but also those who have made 

substantial scientific contributions to a study. Substantial professional contributions may include 

formulating the problem or hypothesis, structuring the experimental design, organizing and 

conducting the statistical analysis, interpreting the results, or writing a major portion of the paper. 

Those who so contribute are listed in the byline.” (p.18) 

  

Data Sharing and Data Accessibility Policy 

The British Journal of Clinical Psychology recognizes the many benefits of archiving data for scientific 

progress. Archived data provides an indispensable resource for the scientific community, making 

possible future replications and secondary analyses, in addition to the importance of verifying the 

dependability of published research findings. 

The journal expects that where possible all data supporting the results in papers published are 

archived in an appropriate public archive offering open access and guaranteed preservation. The 

archived data must allow each result in the published paper to be recreated and the analyses 

reported in the paper to be replicated in full to support the conclusions made. Authors are welcome 

to archive more than this, but not less. 

http://www.biosharing.org/
https://www.crossref.org/services/funder-registry/
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All papers need to be supported by a data archiving statement and the data set must be cited in the 

Methods section. The paper must include a link to the repository in order that the statement can be 

published. 

It is not necessary to make data publicly available at the point of submission, but an active link must 

be included in the final accepted manuscript. For authors who have pre-registered studies, please 

use the Registered Report link in the Author Guidelines. 

In some cases, despite the authors’ best efforts, some or all data or materials cannot be shared for 

legal or ethical reasons, including issues of author consent, third party rights, institutional or national 

regulations or laws, or the nature of data gathered. In such cases, authors must inform the editors at 

the time of submission. It is understood that in some cases access will be provided under restrictions 

to protect confidential or proprietary information. Editors may grant exceptions to data access 

requirements provided authors explain the restrictions on the data set and how they preclude public 

access, and, if possible, describe the steps others should follow to gain access to the data. 

If the authors cannot or do not intend to make the data publicly available, a statement to this effect, 

along with the reasons that the data is not shared, must be included in the manuscript. 

Finally, if submitting authors have any questions about the data sharing policy, access the FAQs for 

additional detail. 

 

Open Research initiatives. 

 

Recognizing the importance of research transparency and data sharing to cumulative 

research, British Journal of Clinical Psychology encourages the following Open Research practices. 

Sharing of data, materials, research instruments and their accessibility. British Journal of Clinical 

Psychology encourages authors to share the data, materials, research instruments, and other 

artifacts supporting the results in their study by archiving them in an appropriate public repository. 

Qualifying public, open-access repositories are committed to preserving data, materials, and/or 

registered analysis plans and keeping them publicly accessible via the web into perpetuity. Examples 

include the Open Science Framework (OSF) and the various Dataverse networks. Hundreds of other 

qualifying data/materials repositories are listed at the Registry of Research Data Repositories 

(http://www.re3data.org). Personal websites and most departmental websites do not qualify as 

repositories. 

  

Publication Ethics 

Authors are reminded that the British Journal of Clinical Psychology adheres to the ethics of scientific 

publication as detailed in the Ethical principles of psychologists and code of conduct (American 

Psychological Association, 2010). The Journal generally conforms to the Uniform Requirements for 

Manuscripts of the International Committee of Medical Journal Editors (ICJME) and is also a member 

and subscribes to the principles of the Committee on Publication Ethics (COPE). Authors must ensure 

that all research meets these ethical guidelines and affirm that the research has received permission 

from a stated Research Ethics Committee (REC) or Institutional Review Board (IRB), including 

adherence to the legal requirements of the study county. 

https://bpspsychub.onlinelibrary.wiley.com/hub/datasharingfaqs
http://www.re3data.org/
http://www.apa.org/ethics/code/index.aspx
http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
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Note this journal uses iThenticate’s CrossCheck software to detect instances of overlapping and 

similar text in submitted manuscripts. Read Wiley’s Top 10 Publishing Ethics Tips for 

Authors. Read Wiley’s Publication Ethics Guidelines can be found. 

ORCID 

As part of the journal’s commitment to supporting authors at every step of the publishing process, 

the journal requires the submitting author (only) to provide an ORCID iD when submitting a 

manuscript. This takes around 2 minutes to complete. Find more information here. 

6. AUTHOR LICENSING 

WALS + standard CTA/ELA and/or Open Access for hybrid titles 

You may choose to publish under the terms of the journal’s standard copyright agreement, or Open 

Access under the terms of a Creative Commons License.  

Standard re-use and licensing rights vary by journal. Note that certain funders mandate a particular 

type of CC license be used. This journal uses the CC-BY/CC-BY-NC/CC-BY-NC-ND Creative Commons 

License. 

Self-Archiving Definitions and Policies: Note that the journal’s standard copyright agreement allows 

for self-archiving of different versions of the article under specific conditions. 

 

BPS members and open access: if the corresponding author of an accepted article is a Graduate or 

Chartered member of the BPS, the Society will cover will cover 100% of the APC allowing the article 

to be published as open access and freely available. 

7. PUBLICATION PROCESS AFTER ACCEPTANCE 

Accepted Article Received in Production 

When an accepted article is received by Wiley’s production team, the corresponding author will 

receive an email asking them to login or register with Wiley Author Services. The author will be 

asked to sign a publication license at this point. 

Proofs 

Once the paper is typeset, the author will receive an email notification with full instructions on how 

to provide proof corrections. 

Please note that the author is responsible for all statements made in their work, including changes 

made during the editorial process – authors should check proofs carefully. Note that proofs should 

be returned within 48 hours from receipt of first proof. 

Early View 

The journal offers rapid publication via Wiley’s Early View service. Early View (Online Version of 

Record) articles are published on Wiley Online Library before inclusion in an issue. Before we can 

publish an article, we require a signed license (authors should login or register with Wiley Author 

Services). Once the article is published on Early View, no further changes to the article are possible. 

The Early View article is fully citable and carries an online publication date and DOI for citations. 

  

8. POST PUBLICATION 

http://www.wileyauthors.com/ethics
http://authorservices.wiley.com/ethics-guidelines/index.html
http://olabout.wiley.com/WileyCDA/Section/id-828034.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/licensing-info-faqs.html
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/author-compliance-tool.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/open-access-agreements.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/open-access-agreements.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/self-archiving.html
http://www.wileyauthors.com/
http://olabout.wiley.com/WileyCDA/Section/id-404512.html#ev
http://www.wileyauthors.com/
http://www.wileyauthors.com/
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Access and Sharing 

When the article is published online:  

The author receives an email alert (if requested). 

The link to the published article can be shared through social media. 

The author will have free access to the paper (after accepting the Terms & Conditions of use, they 

can view the article). 

For non-open access articles, the corresponding author and co-authors can nominate up to ten 

colleagues to receive a publication alert and free online access to the article. 

Promoting the Article 
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Appendix 1-B Search Terms Used for PsycINFO Database Search 

Search Full search terms 

S1 ( ((DE "Hallucinations" OR DE "Perceptual Disturbances" OR DE "Auditory Hallucinations") OR (DE 
"Psychosis" OR DE "Affective Psychosis" OR DE "Schizophrenia")) OR (DE "Schizoaffective 
Disorder") ) OR TI ( "Voice hear*" OR "hear* voice*" OR "auditory hallucinat*" OR hallucinat* OR 
"verbal auditory hallucination*" OR "auditory verbal hallucinat*" OR AVH OR "psychos*" or 
"psychotic*" OR "positive symptoms" OR schizophrenia Or "unusual experience*" ) OR AB ( "Voice 
hear*" OR "hear* voice*" OR "auditory hallucinat*" OR hallucinat* OR "verbal auditory 
hallucination*" OR "auditory verbal hallucinat*" OR AVH OR "psychos*" or "psychotic*" OR 
"positive symptoms" OR schizophrenia Or "unusual experience*" )  

S2 ( (DE "Qualitative Methods") OR (DE "Focus Group" OR DE "Grounded Theory" OR DE 
"Interpretative Phenomenological Analysis" OR DE "Narrative Analysis" OR DE "Semi-Structured 
Interview" OR DE "Thematic Analysis") ) OR TI ( interview* OR qualitative OR interpretive OR 
“focus group*” OR “grounded theory” OR hermeneutic OR narrative OR thematic OR theme* OR 
“interpretative phenomenological analys*” OR “IPA” OR “content analys*” OR ethnolog* ) OR AB ( 
interview* OR qualitative OR interpretive OR “focus group*” OR “grounded theory” OR 
hermeneutic OR narrative OR thematic OR theme* OR “interpretative phenomenological analys*” 
OR “IPA” OR “content analys*” OR ethnolog* ) 

S3 TI ( (Negative OR bad OR harmful OR distress* OR derogatory OR destructive OR critical OR 
threat* OR adverse OR dissenting OR disavowing OR rejecting OR opposing OR detrimental) n5 
(content OR voice* or auditory hallucinat* OR hallucinat* OR verbal auditory hallucination* OR 
auditory verbal hallucinat* OR auditory-verbal OR AVH) OR "command* hallucin*" OR "command* 
voices" OR "imperative hallucinations" OR "imperative voices" ) OR AB ( (Negative OR bad OR 
harmful OR distress* OR derogatory OR destructive OR critical OR threat* OR adverse OR 
dissenting OR disavowing OR rejecting OR opposing OR detrimental) n5 (content OR voice* or 
auditory hallucinat* OR hallucinat* OR verbal auditory hallucination* OR auditory verbal 
hallucinat* OR auditory-verbal OR AVH) OR "command* hallucin*" OR "command* voices" OR 
"imperative hallucinations" OR "imperative voices" ) 

S4 S1 and S2 and S3 
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Appendix 1-C Examples of First and Second Order Constructs 

 

Themes Sub-themes First order constructs Second order constructs 

Theme 1: 
What They 
Say: Insulting, 
Critical and 
Harassing 
Content  

Sub-theme 1: 
Related to Early 
Trauma 

“...He calls me mad and that I 
had a dirty f***ng husband and 
I was born to his first wife. And 
that I didn’t know about any 
crap...How can he send a young 
girl inside and leave her alone 
with 
a man; he doesn’t even know 
that much! [later. . . ] no, when 
a father 
talks to a child how can she not 
like [it]; it’s okay. He’s my 
father he 
can shout at me...He was [a 
good father] . . .He bought me 
anything 
I asked for. . . ” (Vallath et al., 
2018, p. 5)  

Voice content as a 
reflection of negative life 
experiences 

 “He’s always bullied me. . . .He 
tries to govern the whole 
planet. . . . He thinks I’m 
dense.” (Kalhovde et al.,’s 
2013, p.1473)  

Some participants heard 
the voice of someone in 
particular 

“Three evil men basically erm 
they kind of so they torment 
me sort of deride me […] the 
persecutory type of 
experiences and I think initially 
they almost had a sort of a god-
like quality to them […] kind of 
all powerful and difficult to 
resist” (O'Brien-Venus et al., 
2023, p. 6)  

Verbal abuse, relentless 
pressure, and the 
omnipotence and 
malevolence of voices 
contributed to their feeling 
of being dehumanised 

“he haunts me day and night, 
following me and denigrating 
me”. (Cheli et al., 2023, p. 107)  

Participants from the 
clinical voice hearing group 
described negative feelings 
that were the results of 
judgmental or even sadistic 
attitude of the voices 

Sub-theme 2: 
Context Specific  

“And so the fact that kind of 
the things I would hear like 
would match up to something 
I would see which would then 
match up to like my belief : : : 
when you are trying to 
make sense of something you 

Other evidence supports 
that the voice and/or what 
it’s saying is real 



SYSTEMATIC LITERATURE REVIEW  1-71 

see these little connections 
everywhere’ (Sheaves et al., 
2020, p. 637) 

‘the worries . . . are fuel for the 
voices to then add in. And like 
chip in their part to kind 
of make it worse or um turn it 
into something even more 
ridiculous’ (Sheaves et al., 
2020, p. 638) 

Reasons for listening to and 
believing the voice is 
because the voices are 
confirming or embellishing 
pre-existing concerns 

“...they fight among 
themselves because they’re 
two different groups 
and they both want me on 
their side. But you tell me is 
this possible? 
They punish me for praying to 
Lord Shiva instead of Lord 
Murugan 
or sometimes they bother me if 
I pray to Jesus.”(Vallath et al., 
2018, p. 5) 

 

Critical 
(Negative 
Evaluation from 
self and others)  

“ . . . the voices say that I’m 
really fat as well, fat bitch as 
well, I know I’m in a big body, 
think I’m in a bigger body than 
what I am.” (Mawson et al., 
2013, p. 264) 

For other participants who 
described a negative sense-
of-self, their voices seemed 
to hold similar opinions 
(Mawson et al., 2013) 

“I think a lot of my fears are 
that I’m not good enough . . . 
You know for other people and 
I think that [the voice] went 
along with” (Holt and Tickle, 
2015, p. 259) 

The content of the voice(s) 
seemed to confirm a 
negative view 
of self (Holt and Tickle, 
2015) 

 “A lot of negative remarks, 
they ain’t gonna amount to 
being nothing, they gonna 
grow up to be nothing, you’re a 
failure, and all that 
stuff.”(Rosen et al., 2017, p. 6) 

Voices that began during 
episodes of severe sexual 
or physical abuse were 
typically verbally abusive, 
telling participants that 
they . . . never amount to 
anything and/or never 
succeed. (Rosen et al., 
2017) 

“I always have to challenge 
myself to believe that I am 
really a worthwhile person. 
[…] I have to sort of deploy 
arguments like that to prove 
that I’m not a 
worthless person, as the voices 
keep insisting.” 

Some reported feeling 
exhausted and defeated by 
the constant fight 
to prove their own worth 
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“So every time I do something 
bad, I’m waiting for my mum to 
come knocking on my door, like 
waiting for the voice to tell me 
all those horrible things I’ve 
done.” (Strand et al., 2013 p. 
110) 

 

“I think my relationship with 
my mother has always been 
one of me never measuring up 
to what she wanted, so that 
there was an intense criticism 
of me at all times.” (McCarthy-
Jones et al., 2015, p. 7)  

 

“Someone will shout at me. . . 
like, while I am sitting here 
[working] 
someone will talk to me. . . 
[they say] do work properly. . . 
they 
shout. . . [it’s okay] they guide 
me [making me work well]. . . ” 
(Vallath et al., 2018, p. 6) 

Voices reflected life 
experience when 
the experiencer could not 
live up to social 
expectations and lacked 
social support. (Vallath et 
al., 2018) 

Theme 2: 
When and 
How They Say 
it: Intentional 
and Strategic  

Sub-theme 1: 
Controlling 

“I look into myself and then I 
see my master. ‘Is it ok if I 
drink?’ And then I’ll see if he 
nods, or if I have to wait a 
while.” (Strand et al., 2013, p. 
112) 

Intrusive voice of 'master' 

“I thought it was like a, like a 
monster or a demon or 
something inside me”. (Bogen-
Johnston et al., 2019a, p. 312)  

There was a sense of voices 
taking control and 
increasing in dominance. 

"I don’t have any control of me 
anymore. Like there’d be stuff 
that I’d be watching and I’d be 
a bit like “What are you, what 
are you doing?” . . . Because he 
got me self-harming and I was 
a bit like “Why, what on earth 
are you doing?” Cause like, in 
my eyes self-harming had 
always been something 
ridiculous. Like, I’d think “Why 
would somebody do that?” And 
then when I saw myself doing it 
I was a bit like “What!” Yeah, 
just shocked and sort of felt a 
bit like: “Oh God, what’s next?” 
. . . it was like I was watching 
myself from a window." 

Her voice had seized 
control of both her body 
and mind. She felt 
dissociated from her 
physical self and possessed 
by the voice which made 
her act in ways that were 
out of character.  
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(Bogen-Johnston et al., 2019a,  
p. 312)  

“The first question they asked 
you, if you say you’re hearing 
voices, what do they say?” . . . 
it’s quite hard to tell him that, 
when they’re so negative and 
that lot . . . I mean, to be called 
a puff and pervert and a 
paedophile . . . [PAUSE] . . . it’s 
quite shocking isn’t it?” 
(Watkins et al., 2019, p. 5)  

Talking about his 
experiences of voice 
hearing was difficult 
because the voices said 
things that could appear 
controversial and 
distressing. 

Sub-theme 2: 
Sly, Sneaky, 
Attack When 
Vulnerable  

“the medication would make 
them occur less regularly, like 
much stronger, you wouldn’t 
expect them, it was like a sneak 
attack, they would sneak up on 
you, gives you a fright.” 
(Milligan et al., 2013, p. 114) 

Medication subdued a 
participants voices only for 
them then to return as a 
more powerful force 
(Milligan et al., 2013) 

“I was out one night and I was 
attacked and that, you know, I 
was just sort of getting more 
kind of confident and then that 
happened and it was right back 
to the beginning” (McCarthy-
Jones et al., 2015, p. 7). 

For two participants 
abusive relationships or 
violent attacks had 
negatively affected their 
self-esteem in turn leaving 
them open to further abuse 
by voices (McCarthy-Jones 
et al., 2015)  

‘I’m feeling stupid or I’m feeling 
overweight or whatever and 
that’s what I will hear’ (Sheaves 
et al., 2020, p. 642) 

 

‘because the sound, it makes 
you want to listen, the voices, 
the voices do it as well and it 
just makes you want to listen 
to them’.” (Sheaves et al., 
2020, p. 641) 

Whispering was an 
intentional tactic 

Sub-theme 3: 
Capable of Harm 

“There’s a lot of voices that I 
hear. All grown men saying the 
same thing over and over. I’m 
no good, I’m worthless. Kill 
yourself. Just repeatedly over 
and over and over and over by 
men.” (Rosen et al., 2017, p. 6) 

The content and 
characteristics of voices 
arising during acute 
traumatic events in 
childhood were generally 
much more likely 
to mirror real-life abusive 
figure(s). 

 ‘it’s almost like they warned 
me, and I have gone yeah, 
whatever, that’s not going to 
happen. If it did happen how 
would I cope with that? you are 

Listening to and believing 
voices to be alert for the 
threat: I listen to stop the 
voices harming other 
people 
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never going to forgive yourself’ 
(Sheaves et al., 2020, p. 639) 

‘And they said they were going 
to hurt the kids and so, I ran up 
the stairs about five 
times, knocked on her door to 
make sure she was alright’ 
(Sheaves et al., 2020, p. 636) 

Listening to and believing 
voices to be alert for the 
threat: I listen to stop the 
voices harming other 
people 

‘Because I don’t know who 
they are, what they represent, 
what they could do to me’ 
(Sheaves et al., 2020, p. 635) 

Listening to and believing 
voices due to a desire to 
understand the voices: who 
is it and where is it coming 
from? 

“Every time I get angry, it goes 
through my head to go there 
and get the knife and 
cut the person’s throat. I even 
hid the knife, so I don’t know 
where I put it. Someone 
goes to make food at home and 
can’t find the knife. Do you 
know what I mean?“. (Rufato 
et al., 2023, p. 248)  

The participants developed 
protective actions against 
commanding voices that 
were 
more aggressive, such as 
hiding dangerous objects 
(knives or ropes) and 
assessing the pros 
and cons of requests from 
those voices. 

“I'll be driving home and the 
voices will start … And then I'll 
get home and I'll try and black 
it out and go to sleep. But then 
the flashbacks occur, and then I 
have the voices again. And then 
they 
continue until I end up, as I say, 
do whatever they say to do 
[self-harm]”. (Piesse et al., 
2023, p. 1021)  

Voices were found to occur 
in close proximity to post-
traumatic stress disorder 
symptoms 

“I get paranoid and the voices 
contribute to the paranoia and 
the paranoia will get out of 
control and that’s when the 
depression will set in from the 
paranoia.” (Milligan et al., 
2013, p. 111) 

Voice-affect interactions 
"A theme was noted of 
affective changes in both 
the voice-hearer and their 
voice 
resulting from the 
interactions between the 
two. Negative voices could 
cause a 
range of negative affective 
states in the voice-hearer" 
(Milligan et al., 2013, p. 
111) 

Theme 3: The 
Impact of 
Negative 
Voice Content 

Sub-theme 1: 
Negative Impact 

“‘I thought that was her helping 
[the voice], so that changed my 
view on her for a while”’ 
(Sheaves et al., 2021, p. 346) 

A participant who heard 
the voice of a family friend 
described the impact on 
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trusting her mum (Sheaves 
et al., 2021) 

“I concentrate hard as I’m able 
to do and force myself not to 
do it […] I lose a bit on the 
swimming 
front, because I never swim out 
of my depth” 
(O'Brien-Venus et al., 2023, p. 
6). 

Experiencing voices taking 
over their actions and 
choices or 
reducing their ability to 
perform valued behaviours 
and activities 
contributed to this reduced 
sense of agency. A 
participant reported 
needing to 
exert high levels of focus to 
stop himself performing 
behaviours his 
voices wanted him to do 
(O'Brien-Venus et al., 2023) 

“I never really had many 
friends. Probably like one or 
two friends. And [the voice] 
was constantly there so I 
regarded it as a friend. Even 
though it was horrible it was 
there. And I say, I found myself 
talking to it and yeah, just I felt 
scared you know. I felt it, like it, 
it was there with me, like 
having your best friend with 
you constantly. Yeah, it’s that, I 
don’t really, I just felt scared of 
losing it” (Bogen-Johnston et 
al., 2019b, p. 1310).  

"For a few (2/20), voices 
alleviated the isolation of 
their social lives. Despite 
their negative 
voice content, voices were 
a constant companion 
that could relieve 
loneliness; the absence of 
this companion was a 
greater fear than the 
anguish caused by its 
presence. This acted as a 
barrier to voice disclosure. 
Remaining silent 
and existing within a 
dysfunctional relationship 
with voices was preferable 
to disclosing and 
risk losing them" 

Sub-theme 2: 
Negative 
content but 
positive impact 

“I see it [the voice] as a part of 
me … parts of me have 
disintegrated, detached, or 
shut down… I've definitely 
disowned lots of parts of 
myself over the years because I 
didn't like myself very much” 
(Strachan et al., 2023, p. 988)  

"Other participants thought 
that their voices emerged 
as they began to internalise 
perpetrator's comments 
and, despite being harsh 
and cruel, voices appeared 
to alleviate distress in some 
way. Some felt voices 
created distance from 
unacceptable ideas about 
themselves” (Strachan et 
al., 2023, p. 988) 

So yeah, he's very mocking and 
very sort of cruel, but I 
think…His heart is in the right 

They are trying to keep me 
safe—But safe is a loose 
word 



SYSTEMATIC LITERATURE REVIEW  1-76 

place and he is trying to 
communicate something 
valuable to me, which is 
primarily that 
I'm not coping and I need 
support. However, he really 
does not know how to go about 
it 
… he's just someone with really 
fucking bad social skills. 
(Strachan et al., 2023, p. 988) 

‘it's trying to be protective, but 
what it's putting out there, it's 
very counterproductive… It just 
keeps me stuck in a loop going 
around, going short of 
nowhere’. (Strachan et al., 
2023, p. 989) 

Participants explained that 
although voices may be 
attempting to help, they 
cause more problems than 
they solve, creating a 
vicious cycle of distress, 

“I don’t really know the 
answers to everything but all I 
know is that my voices are not 
very nice and I know who they 
are but I also have been told 
and had it explained to me how 
it all fits in with the abuse I 
suffered early on. I’m very 
lucky to have had a good 
psychiatrist and a good 
psychologist. It still doesn’t 
take the pain away does it?” 
(Hayward et al., 2015, p. 103)  

The journey towards 
acceptance was also 
informed by an ongoing 
learning process 
that did not eliminate 
distress, but offered a 
sense of progress informed 
by increasing 
familiarity with the voices, 
connections being made 
between them and life 
experiences, 
and the value of talking to 
others about the voices 
(Hayward et al., 2015)  

Theme 4: 
Coping with 
Negative 
Voice Content 

Sub-theme 1: 
Socially 
connecting and 
help seeking 

“Well, I’ve just got older and, 
and, and my, you 
know my mental, mental and 
physical resources 
aren’t, aren’t as power- 
powerful as strong as they 
used to be … Just wanna put an 
end, just wanna 
put a, put an end, an end to t-
to the to the insults 
you know. Just wanna … I just 
wanna, just wanna 
have respect” (Bogen-Johnston 
et al., 2019b, p. 1311a).  

Over time, as resources to 
cope with voices became 
depleted, and voices’ 
negative effect on 
self-worth and lifestyle 
could no longer be 
tolerated, participants were 
ready to seek help (Bogen-
Johnston et al., 2019ba)  

“Tthe more I could open up, 
the more I let my mates know, 
the more everything has 

Several participants noted 
an association between 
social connection and an 
improvement in their 
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settled down really”’ (Sheaves 
et al., 2021, p. 349) 

management of voices 
(Sheaves et al., 2021) 

“This week, the voice attacked 
me, and I managed to fight 
against it. I found an escape 
valve that I learned here in the 
group. You know, when it 
comes, it is very destructive, 
it wants me to kill myself, and it 
was saying that, and I fought it. 
And, I still have the 
voice in my head, but when it 
calls me, I think of Henry and 
his brother to calm myself 
down. He helped his brother 
not to be like that anymore, to 
understand the voices. He 
found a way like that and, as I 
understand it, his brother 
today lives alone in a house, 
and he is safe, without being 
hospitalized”. (Rufato et al., 
2023, p.249)  

Seeking support from peers 
who are in recovery helped 
them understand the value 
of connection and 
mutuality and the 
importance of sharing 
personal stories of recovery 
(Rufato et al., 2023)  

". . . the real nasty, horrible one 
that wants me to suicide… 
Now, it just fizzles out. It's 
there, 
but it fizzles out … The way I 
felt helped change the voices, 
the way I felt emotionally, the 
way I felt being validated, the 
way I felt with the rescripting, it 
was empowering for me. 
Before, I felt powerless and at 
the mercy of all this clamour in 
my head" (Strachan et al., 
2023, p. 993)  

Other participants found 
that their negative voices 
suddenly lost traction, 
which they attributed to a 
sense of empowerment 
that came with emotional 
validation during ImRs 
(Strachan et al., 2023)  

 “‘Not when me parents’ voices 
are around I never need the 
music then” (’ Mawson et al., 
2011, p. 265) 

The use of coping strategies 
seemed dependent on the 
hearer-voice relationship 
– positive relationships 
were less likely to require 
coping strategies (Mawson 
et al., 2011) 

Sub-theme 2: 
Distract or 
ignore 

“I’m trying to get better, but 
still... I clean the house, I make 
their lunch, I start washing 
dishes, 
 I do things to get it out of my 
head” (Rufato et al., 2023, 
p.247)  

"Distracting themselves 
with other activities helped 
them to deal with the 
voices, decreasing their 
intensity or volume" 
(Rufato et al., 2023)  
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”I do it like this, I go out, I go 
for a walk, the voices continue, 
they don’t go away, but 
they decrease. I read a book 
and the voice is there in the 
book because I control it, I 
don’t let it control me. Because 
it stays in my head for 24 
hours, I use some tools that 
I learned here in the group” 
(Rufato et al., 2023, p.247)  

"Distracting themselves 
with other activities helped 
them to deal with the 
voices, decreasing their 
intensity or volume" 
(Rufato et al., 2023)  

"It’s like a battle all the time 
between the voices and feeling 
well all the time, 
sometimes it’s too hard to cope 
with and I can’t cope with it’ ” 
(Mawson et al., 2011, p.264)‘ 

Participants seemed stuck 
in a tiresome battle which 
could not always be 
successfully fought 

Sub-theme 3: 
Battle and Fight 
the Voices  

“you try to shout back or fight 
back or anything like that and 
you can’t” (Demjén et al., 2019, 
p. 21) 

The perception of being at 
the mercy of more 
powerful and aggressive 
opponents arguably reflects 
and potentially contributes 
to distress. 

‘it’s like Guerrilla warfare 
where [ ], they are waiting until 
I’m down and out and 
vulnerable, weak, and then 
they will attack’ (Sheaves et al., 
2020, p. 643) 

Participants frequently 
described managing the 
voices as an ongoing battle. 
Given the persistent nature 
of the voices, however, 
nine 
participants described 
listening because they felt 
defeated by them. For 
some, this directly led to 
times of vulnerability for 
attacks from the voices. 

You have tried everything every 
possibility not that you cannot, 
you cannot 
achieve it you feel like 
demoralised you feel low […] 
you feel less of a human. 
(O'Brien-Venus et al., 2023, p. 
6) 

Experiencing fighting the 
voices as ineffective further 
weakened 
people’s sense of their own 
agency. Many noted 
impacts on their 
functioning in valued areas 
of their lives and some felt 
unable to meet 
their own expectations as 
well as those of the voices 
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Abstract 

Introduction: Suicide is a major public health problem. Hearing voices has been found to significantly 

increase the odds of suicidal ideation (SI) and suicidal behaviour (SB). Research has found self-

attacking thoughts to predict suicide risk. Self-attacking thoughts and critical voices are theorised to 

be similar evolved survival mechanisms that orientate a person toward threat-protection. 

Design: This study used a quantitative, cross-sectional design. 

Methods: Adults (n = 85) who heard voices completed an online survey. Linear multiple regression 

analyses examined the relationships between self-attacking thoughts and SI, and critical voices and 

SI. Both models adjusted for demographic and clinical factors (e.g. depression, defeat and 

entrapment). Moderation analyses explored the moderating role of self-compassion in these two 

relationships. Logistic regression analysis explored the relationship between dependant variables of 

interest and suicide attempts (SA). 

Results: The first model with self-attacking thoughts accounted for 30% of the variance in SI. Self-

attacking thoughts significantly predicted SI, accounting for 4.7% unique variance in this model. The 

second model with critical voices accounted for 33.8% of the variance in SI. Critical voices 

significantly predicted SI, accounting for 8.5% unique variance. No significant moderating effect of 

self-compassion was found between self-attacking thoughts and suicide, or critical voices and 

suicide. Self-attacking thoughts or critical voices had no significant effect on SA. Minoritised gender 

and entrapment significantly predicted SA. 

Conclusion: Critical voices may be a particularly important factor for people who hear voices 

struggling with SI. Clinical and research implications are discussed. 

Keywords: Hearing voices; auditory verbal hallucinations; AVH, suicide 
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Practitioner Points 

• Critical voices may be a key therapeutic target alongside entrapment for people who hear 

voices and struggle with SI. 

• Findings support evidence that entrapment, defined as a sense of having no prospect of 

achieving escape or rescue when feeling defeated, is a key risk factor for SB. 
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Introduction  

The World Health Organisation report that 703,000 people die by suicide every year (WHO, 

2021a). Experiences of psychosis have been found to be a significant risk factor for suicidal ideation 

(SI), suicidal behaviour (SB) in both clinical and general populations (DeVylder et al., 2015; Hielscher 

et al., 2018; Huang et al., 2018; Kelleher et al., 2013; Yates et al., 2019). Auditory Verbal 

Hallucinations (AVH) is a core diagnostic symptom of psychosis (Arciniegas, 2015). Hearing voices 

refers to the experience of hearing a voice without an appropriate external stimulus (Daalman et al., 

2011). Service-user-led organisations advocate for the use of this term over AVH, as the voice 

hearing experience is not always indicative of a need for clinical care (McCarthy-Jones, 2012). 

Research has found hearing voices to be associated with SI and SB. In a large longitudinal study of an 

adolescent general population sample, Hielscher et al., (2021) found hearing voices that are 

persistent in nature to be strongly associated with SB, above other psychotic experiences. DeVylder 

and Hilimire (2015) found hearing voices to be associated with two times the odds of experiencing 

SI, and four times the odds for suicidal attempts (SA) in a non-clinical sample of young adults. 

Hearing voices is also associated with SI and SB in adult clinical samples (Grover et al., 2022; Yin et 

al., 2023), with patients twice as likely to experience SI, and twice as likely to have made a suicide 

plan when hallucinations are present (Bornheimer et al., 2021; Kjelby et al., 2015). 

Suicidal ideation (SI) or suicidal thinking is defined “as any thoughts about ending one’s own 

life. These may be active, with a clear plan for suicide, or passive, with thoughts about wishing to 

die”. Suicidal behaviour (SB) includes suicide, i.e. “intentionally ending one’s life”, and suicide 

attempts (SA), i.e. “self-injurious non-fatal behaviour with inferred or actual intent to die” (Turecki et 

al., 2019, p.44). 

SI and SB result from a complex interaction of biological, clinical, psychological, 

environmental and cultural factors (O’Connor & Nock, 2014). O’Connor and Kirtley (2018) 

synthesised and extended the prominent models of suicide into the Integrated Motivational–
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volitional (IMV) model of suicidal behaviour. The IMV model proposes a pathway beginning with a 

‘pre-motivational phase’ which includes background factors such as childhood trauma (Bahk et al., 

2017; Zatti et al., 2017). Followed by the “motivational phase” that builds on the Cry of Pain 

(Williams, 1997) and Suicide as Escape from Self models (Baumeister, 1990) to identify two key 

motivational factors that drive SI. Namely, defeat, defined as a sense of failed struggle, followed by 

entrapment, defined as a sense of having no prospect of achieving escape or rescue when feeling 

defeated by an event or experience (Gilbert and Allan, 1998). Finally, the ‘volitional phase’ involves 

engagement in SB. The volitional phase is consistent with ‘ideation-to-action framework’ models of 

suicide (Klonsky & May, 2015; Van Orden et al., 2010), hypothesising that the factors that lead to SI 

are different to those that lead to SB. 

 Defeat and entrapment can result from external circumstances or internal experiences such 

as mental pain (O’Connor & Kirtley 2018). Robust evidence suggests entrapment is the strongest 

predictor of SI and SB (O’Connor and Portzky’s, 2018). Defeat and entrapment are also associated 

with depression (Siddaway et al., 2015, Wetherall et al., 2019), another known risk factor for suicide. 

Both defeat and entrapment may mediate the relationship between the severity of positive 

symptoms of psychosis, including hearing voices, and suicide (Taylor et al., 2010). Additionally, The 

Schematic Appraisals Model of Suicide (SAMS) was developed through applying the Cry of Pain 

model (Williams, 1997) to people with psychosis (Johnson et al., 2008). SAMS highlights the 

importance of self-appraisals alongside events appraised to be defeating and entrapping, with 

negative self-appraisals increasing suicidality while positive self-appraisals may be particularly 

protective (Johnson et al., 2010). 

Clearly, understanding the relationship between hearing voices, and SI and SB is of key 

clinical importance. Researchers recommend further investigation of the specific features of 

psychosis and their relationships with known mechanisms identified in suicide (Kelleher et al., 2013; 

Rimvall and Kelleher 2021). This is in-line with Bentall’s (2006) complaint-orientated approach to 
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mental health research which recommends focussing on the specific ‘symptoms’ associated with 

traditional psychiatric diagnoses rather than on discrete categories such as schizophrenia. This 

approach is supported by evidence that distressing voice hearing experiences are associated with 

the psychiatric diagnoses of schizophrenia spectrum as well as others (Waters & Fernyhough, 2017), 

and is much more prevalent in the general population than was once considered (Maijer et al., 

2018). Furthermore, leading suicide researchers have recognised the need to move beyond 

psychiatric diagnoses in order to develop our ability to intervene in suicide (O’Connor, 2011). 

Self-criticism may also be key to understanding suicide. From an evolutionary psychology 

perspective, self-criticism is an evolved mechanism with an important threat-protection function 

(Gilbert et al., 2001). Humans play out dominant-subordinate relationships when competing for 

social rank. This involves close monitoring of the strengths and skills of others to inform behaviours 

that will best promote survival (Gilbert, 2014). The dominant is orientated to control subordinates by 

being vigilant to their violations and punish them through physical or verbal attack (e.g. shaming). 

Subordinates, on the other hand, are orientated to inhibit behaviour and withdraw from conflict 

(Gilbert et al., 2004). In addition, subordinates are often motivated to engage in a “better safe than 

sorry” strategy, where the threat protection system is consistently mobilised to ensure no threat is 

missed (Gilbert, 2004, p.281). Social mentality theory posits that one way humans achieve this is 

through the internalisation of the dominant-subordinate relationship, where criticising one’s self 

becomes a way of self-monitoring so to defend from potential threats (Gilbert & Bailey, 2000). 

Gilbert highlights how this is evident in how humans experience self-criticism, where there is the 

part of the self that is criticising and the part being criticised (Gilbert et al., 2004).  

The psychological effects of self-criticism are influenced by both self-directed hostility, but 

also by one’s relative ability to generate feelings of self-directed warmth and compassion (Gilbert & 

Procter, 2006). Gilbert et al., (2004) suggests two forms of self-criticism, each with its own 

evolutionary function. The “inadequate self” self-criticism is associated with perfectionism and self-
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improvement in order to avoid external shame experiences. The “hated self” self-attacking form 

attempts to maintain social rank through removing or dissociating from unwanted aspects of the 

self. Although previous research has found social perfectionism to be linked to suicide (O’Connor, 

2007), more recently O’Neill et al., (2021) investigated the relationship that both forms of self-

criticism had with suicidal probability in a clinical sample of adults. O’Neill et al., found the self-

attacking form of self-criticism explained more variance in suicidal probability. This was only partially 

mediated by entrapment, indicating that self-attacking may be a key independent driver to suicide 

alongside entrapment. 

Additionally, critical voices have been theorised as being rooted in the same underlying 

evolved mechanisms as self-critical thoughts, as critical voices also activate the threat protection 

system (Gilbert et al., 2001; Heriot-Maitland, 2022, p.560). Birchwood et al., (2004) found voice 

hearers’ experience of voices mirror their sense of subordination in social relationships. Connor and 

Birchwood (2013) explored voice hearers’ appraisals of the social rank relationship with their voices 

and found that the greater the differential in power, the greater the level of depression and SI. This 

perception of one’s voice being more powerful than one’s self has also been linked to compliance 

with voice commands to harm the self (Fox et al., 2004; Reynold and Scragg, 2010). However, the 

impact of critical voices on SI and SB has not been studied to date. 

As mentioned, the impact of self-criticism is linked to one’s ability to direct warmth and 

understanding to the self. A primary function of the soothing-caring system is to regulate the threat-

protection system (Gilbert, 2014). Fostering self-compassion, defined as sensitivity to suffering in the 

self with a commitment to try to alleviate and prevent it, is effective in switching from the threat-

protection system to the soothing-caring system (Gilbert, 2014). Neff (2023) highlights how self-

compassion can replace harsh self-criticism to provide a source of motivation that comes from a 

place of warmth and encouragement. Self-compassion is also associated with lower levels of self-

harm, SI and SB (Cleare et al., 2019, Suh and Jeong, 2021). The effect of self-attacking on SI may 
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depend on levels of self-compassion. This indicates that self-compassion may be a key moderator 

variable which alters the strength of the relationship (Frazier et al., 2004). 

In summary, hearing voices is associated with increased odds of experiencing SI and SB. 

Recent research has found self-attacking self-criticism to be a significant factor driving motivation to 

suicide not otherwise explained by the IMV. Hearing critical voices and self-attacking thoughts are 

theorised to be similar evolved mechanisms that mobilise the threat-protection system. Therefore, 

investigation of the relationships between self and voice attacking with SI and SB may be paramount 

to understanding the relationship between hearing voices and suicide, and a key target for 

therapeutic intervention. 

Following O’Neill et al.,’s (2021) finding that self-attacking thoughts are an independent 

predictor of suicidal probability in a clinical sample, the primary aim of the present study is to 

explore the relationship between self-attacking thoughts and SI in people who hear voices. A 

regression analysis will be conducted. Known predictors of SI and key voice characteristics will be 

controlled for to understand the unique variance accounted for by self-attacking thought on SI. A 

similar pattern of results to O’Neill et al., is expected in the present study. Secondary aims of this 

research are to investigate the relationship between critical voices and SI when controlling for the 

same variables. The moderating role of self-compassion in these relationships are explored. Finally, 

the relationship between self-attacking thoughts, critical voices and SA are explored.  

Primary Research Question: 

• Self-attacking thoughts will predict a significant amount of variance in SI severity after 

controlling for age, age of onset of voices, voice frequency, gender, depression, defeat and 

entrapment in people who hear voices. 

Secondary Research Questions: 
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• Critical voices will predict a significant amount of variance in SI severity after controlling for 

age, age of onset of voices, voice frequency, gender, depression, defeat and entrapment in 

people who hear voices. 

• Self-compassion will moderate the relationships between self-attacking thoughts and SI 

severity in people who hear voices. 

• Self-compassion will moderate the relationships between critical voices and SI severity in 

people who hear voices. 

• Self-attacking thoughts will predict SA after controlling for age, age of onset of voices, voice 

frequency, gender, depression, defeat and entrapment in people who hear voices. 

• Critical voices will predict SA after controlling for age, age of onset of voices, voice 

frequency, gender, depression, defeat and entrapment in people who hear voices. 
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Methods 

Design 

This study used a cross-sectional correlational design to explore the relationships between 

self-attacking thoughts, critical voices and self-compassion on SI and SA.  

An amendment was made to the selection of variables following the creation of the research 

protocol (appendix XX). Namely, the predictor variable ‘substance use’ was replaced with the Defeat 

scale (Gilbert and Allan, 1998), as defeat is a known predictor of suicide and used in the analysis 

carried out by O’Neill et al., (2021).  

Participants 

Participants were recruited through convenience sampling, mainly through social media 

websites (e.g. Facebook, X (formerly Twitter) and Reddit). An a-priori power calculation was 

conducted for the primary research question using G*Power 3.1 (Faul et al., 207) with eight 

predictor variables (age, gender, age of onset of voices, voice frequency, depression, defeat, 

entrapment and self-attacking thoughts) was calculated to detect an estimated effect size. The 

estimated effect size was calculated by choosing a level of significance (α = .05), power (.8), total 

number of predictors (8), tested predictor (1), and the residual variance of (r = .50) which was 

determined from the existing literature to detect a 5% change in SI severity (O’Neill et al., 2021; 

Taylor et al., 2011). The result of the a-priori power analysis using G*Power 3.1.9.2 (Faul et al., 2007) 

indicated that a minimum sample size of n= 81 is needed to detect an estimated effect size (Cohen’s 

f2) of 0.1. 

Inclusion criteria 

The initial inclusion criteria of the study was as follows: Adults (aged 18 years and older) who 

self-reported a diagnosis of psychosis (e.g. schizophrenia spectrum disorder) and experienced 

suicidal thinking in the past 6 months were eligible to take part in this study. The survey was open 
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internationally. All study information was in the English language, which therefore excluded non-

English speakers. 

The survey was re-published with amended inclusion criteria on February 1, 2024. The first 

inclusion criterion was changed from requiring a self-reported diagnosis of psychosis (e.g. 

schizophrenia spectrum disorder) to self-reporting experiences of psychosis, defined as odd or 

unusual thoughts or ideas including paranoid beliefs and perceptual experiences (Capra et al., 2017). 

The Community Assessment of Psychic Experiences - Positive Scale (CAPE-P15; Capra et al., 2017) 

was added in the second iteration of the study. If participants did not report a diagnosis of psychosis 

and did not score on the CAPE-P15 (Capra et al., 2017), they were automatically excluded from the 

study. 

Ethical considerations 

Ethical approval was gained from the Lancaster University Faculty of Health and Medicine 

Research Ethics Committee. The study questionnaires related to sensitive topics such as depression, 

entrapment, self-criticism, voice-criticism and suicide. Risk was mitigated in a number of ways: the 

poster and participant information sheet provided clear information on the topics of the research; 

Participants were reminded that they could exit the survey at any time; A link containing a 

worldwide database of services that provide additional support was embedded on each page of 

items; Participants were presented with a debrief sheet following completion of the measures 

(Appendix 2-A). 

Procedure 

Recruitment was carried out jointly with another researcher, WL, who was completing a 

similar study into the risk factors for suicide in people who have experienced psychosis. One survey 

was created on Qualtrics that allowed participants to participate in one or both studies. Only 

participants who heard voices took part in the present study (Appendix 2-B). A poster was created 

and shared in social media websites. Participants accessed the survey through a website link. The 
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first page of this link contained the participant information sheet (Appendix 2-C). After providing 

informed consent, the survey questionnaires were presented to participants.  

Measures 

Demographics 

Participants were asked questions regarding the following demographical characteristics: 

Age, Ethnicity, Gender, Martial Status and Age of Onset of Voice hearing (see Appendix 2-D). 

Psychosis 

Participants were asked to select the diagnosis they had received (if applicable) from a list 

generated from the International Statistical Classification of Diseases and Related Health Problems 

(See appendix 2-D; 11th ed,; ICD-11; World Health Organization, 2021b). Following the amendment 

to the inclusion criteria, participants completed the ‘Community Assessment of Psychic Experiences - 

Positive Scale’ (CAPE-P15; Capra et al., 2014). The CAPE-15 consists of 15 items relating to 

‘Persecutory ideation’, ‘Bizarre experiences’, and ‘Perceptual abnormalities’, scored on a 4 point 

Likert scale. The CAPE-15 is a shortened version of the widely used 42 item CAPE (Lee et al., 2016), 

and has shown good validity and reliability (Capra et al., 2017). 

Entrapment  

The Entrapment Scale (Gilbert and Allan, 1998) is a 16-item measure where responders 

score items on a 5-point scale from ‘not at all like me’ to ‘extremely like me’. The Entrapment Scale 

has been found to have good validity and reliability (Gilbert and Allan, 1998) in clinical and non-

clinical samples. Taylor et al., (2010) report good internal consistency of the Entrapment Scale in a 

psychosis population. 

Defeat 

The Defeat Scale (Gilbert and Allan, 1998) is a 16-item measure where responders score how 

each statement best describes how they have felt in the last 7 days on a 5-point scale from ‘never to 
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‘always’. The Defeat scale has been found to have internal consistency of α = 0.94 (Gilbert and Allan, 

1998). 

Depression  

Depression was measured using the Centre for Epidemiologic Studies Depression Scale 

(CESD-10; Andresen et al., 1994). Participants score items on a 4 point Likert scale from ‘Rarely or 

none of the time’ to ‘All of the time’. The CESD-10 has shown good validity and reliability in a clinical 

sample (Björgvinsson et al., 2013). 

Self-Attacking Thoughts 

The Hated-Self Subscale of the Forms of Self-Criticism and Reassurance Scale & Functions of 

Self-Criticism (FSCRS; Gilbert et al., 2004) measured self-attacking thoughts. This subscale of the 

FSCRS is comprised of five items scored on a 5-point scale. The “Hated-Self” subscale was used by 

O’Neill et al., (2021) to measure self-attacking thoughts and has shown good validity and reliability in 

large clinical and non-clinical samples (Baião et al., 2015). 

Voice Hearing 

Voice Characteristics 

In addition to an item regarding age of onset of voices, three items from the Topography of 

Voices Rating Scale (TVRS; Hustig and Hafner, 1990) assessed the frequency, volume and clarity of 

voices on a 5-point Likert scale. The TVRS has been shown to have good test re-test reliability (Hustig 

and Hafner, 1990). 

Voice Criticism 

The Hated-Self Subscale of the Forms of Voice-Criticising/Attacking and Voice Reassuring 

Scale (FVCRS) measured critical voices on a 5-point Likert scale. This scale has been adapted from the 

Forms of Self Criticism and Reassurance Scale & Functions of Self Criticism (Gilbert et al., 2004) and 

was developed in an unpublished thesis. 
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Voice Malevolence 

The Malevolence subscale of the Revised Beliefs about Voices Questionnaire (BAVQ-R; 

Chadwick et al., 2000) includes six items scored on a 4-point Likert scale. Chadwick et al., (2000) 

found the BAVQ-R to have good internal consistency and validity across all subscales. Due to the 

FCVRS being a new measure, the malevolence subscale of the BAVQ-R was employed in addition to 

the FVCRS in order to check if both scales behave similarly in the regression analyses.  

Suicidal Ideation and Attempts  

Suicidal Ideation Severity 

SI was measured using the 5-item SI subscale of the Columbia - Suicide Severity Rating Scale 

(C-SSRS) Short Form (Posner et al., 2011). This C-SSRS has shown good validity and reliability (Posner 

et al., 2011; Madan et al., 2016) and was used in a recent randomised control trial for a suicide 

intervention (O’Connor et al., 2022). Participants scored the absence/presence of five types of SI 

with the highest score endorsed becoming the score for this factor. This scale has been validated as 

a continuous measure of SI severity in a previous multiple regression analysis (Zakhour et al., 2021). 

Suicide Attempts 

The following item from the Clinical Interview Schedule (CIS-R; Lewis et al., 1994): “Have you 

ever made an attempt to take your life, by taking an overdose of tablets or in some other way?” 

measured SA. This item has been used in the Adult Psychiatric Morbidity Survey Q – DSH4 (McManus 

et al., 2016) and in more recent suicide research (O’Connor et al., 2018). This CIS-R has shown good 

validity and reliability (Lewis et al., 1994). 

Self-Compassion  

The Self-Compassion Subscale of the Compassionate Engagement and Action Scales for Self 

and Others (CEAS; Gilbert et al., 2017) measured self-compassion. This scale contains 13 items 

scored on a 10 point Likert scale. The CEAS has shown validity and reliability in an adult population 

(Gilbert et al., 2017) and in a UK general population sample (Lindsey et al., 2022). Due to an error in 
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the input of items into the survey, the following item of the Compassion Action subscale: “I think 

about and come up with helpful ways to cope with my distress”, was not included in this study. 

Therefore, participants in this study completed 12 out of 13 CEAS items. 

Data Analysis 

Multiple Linear Regressions 

Data analysis was completed using IBM SPSS version 29. Descriptive statistics explored 

demographic and clinical characteristics of the sample. Cronbach’s alpha statistic assessed intenal 

consistency. Independent t-test and Mann-Whitney (for non-normally distributed data) tests were 

used to explore differences in clinical and non-clinical voice hearing groups. Skewness, kurtosis and 

Shapiro-Wilk tests were examined to test for normality of distributions. In addition, scatterplots, 

histograms and Q-Q plots were checked for normality and linearity. As a result, non-parametric 

Spearman’s rho test was used to test correlations.  

Two multiple linear regressions using forced entry method were conducted to explore the 

relationship between self-attacking thoughts and critical voices with SI severity. For the regression 

analyses, gender data was transformed into a binary variable with man/woman coded as ‘0’ and 

minority gender (trans man/trans woman/non-binary and other) coded as ‘1’. Two participants 

reported “prefer not to say” for gender and were therefore excluded from the following analyses. 

One person was missing "Age of onset of Voices” data and was therefore excluded from the 

analyses. Eighty-two participants were included in the multiple regression analyses.  

The assumptions of multiple linear regression as recommended by Field (2018) were met for 

the first multiple linear regression (self-attacking thoughts). No predictor variables correlated with 

each other above r = .8, providing an initial indication of no multicollinearity. No multicolinearity was 

indicated by tolerance statistics (range: 0.31 - 0.98) and variance inflation factor (range: 1.02 – 3.22). 

Residuals terms were independent (Durbin-Watson statistic of 2.101). Scatterplots indicated that the 

predictor variables were linearly related to the dependant variable and scatterplots of residuals 

indicated homoscedasticity. Histogram and P-P plots showed that errors were normally distributed. 
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Data were checked for outliers and influential cases. Less than 5% of cases (4/82, 4.8%) had 

standardised residuals outside of ±2 with no cases outside of ±3. No influential cases were identified 

as indicated by Cook’s distance.  

The assumptions of multiple linear regression as recommended by Field (2018) were also 

met for the second multiple linear regression (critical voices): No predictor variables correlated with 

each other above r = .8, providing an initial indication of no multicollinearity. No multicolinearity was 

indicated by tolerance statistics (range: 0.33 - 0.98) and variance inflation factor (range: 1.02 – 3.02). 

Residuals terms were independent (Durbin-Watson statistic of 2.101). Scatterplots indicated that the 

predictor variables were linearly related to the dependant variable and scatterplots of residuals 

indicated homoscedasticity. Histogram and P-P plots showed that errors were normally distributed. 

Data were checked for outliers and influential cases. Less than 5% of cases (3/82, 3.7%) had 

standardised residuals outside of ±2 with no cases outside of ±3. No influential cases were identified 

as indicated by Cook’s distance. As the FVCRS is an unpublished and not a validated measure of 

critical voices, the second regression analysis was re-run with the widely used BAVQ-R Malevolence 

subscale (Chadwick et al., 2000) and results were compared. Bivariate regressions between the 

predictor variables and the dependent variable were run (Table 2-6). 

Moderation Analyses 

Moderation analyses tested if self-compassion moderated the relationships between (1) 

self-attacking thoughts, (2) critical voices and SI severity. This was run by the Hayes Process Macro 

plugin tool (Hayes, 2017) to IBM SPSS Statistics (Version 29). The process of moderation analysis 

followed recommendations by Field (2018).  

Logistic Regression Analyses 

Logistic regression tests explored the relationships between self-attacking thoughts and 

critical voices with SA. The interaction between self-attacking thoughts and critical voices variables 

was also included in the model. Multi-way crosstabulations of all categorical predictor variables 

were checked for incomplete information. The assumption of linearity of the logit was met for all 
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variables. Data were checked for outliers and influential cases and one case was reviewed 

(standardised residual > 3). This case was removed as scores on the SB item of the CSSRS indicated 

that the response to the SA item might have been made in error. VIF (range: 1.037 – 3.181) and 

tolerance values (range: 0.314 - 0.964) did not indicate multicollinearity.  

Post-hoc Analyses 

In a post-hoc analysis, critical voices was entered into a third model of the self-attacking 

thoughts multiple regression analysis to investigate the effect of critical voices when controlling for 

self-attacking thoughts. This model continued to meet the assumptions of multiple linear regression 

as recommended by Field (2018). 
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Results 

Study characteristics  

The survey was opened by 299 people (68 opened the first version and 231 opened the 

updated version). Fourteen people were excluded from the first survey, as they reported not 

receiving a diagnosis (e.g., schizophrenia spectrum disorder). Forty-three did not answer all inclusion 

criteria questions, 18 were excluded for being under 18 years of age and 13 were excluded as they 

had not experienced suicidal thinking in the past six months. Eighty-four were excluded as they did 

not hear voices. Of the remaining responses, 42 did not complete all the questionnaires, leaving 85 

participants.   

As shown in Table 1, of the 85 people recruited 34.1% identified as men, 38.8% as women, 

24.7% identified as a minoritised gender (Transgender man/woman or Non-binary/other), and 2.4% 

selected prefer not to say. Age ranged from 19-59 years. The majority of participants identified 

ethnicity as White (70.6%). 52.9% described themselves as never been married, 25.9% married and 

17.6% living with partner. The sample included clinical (82.4%) and non-clinical (17.7%) voice 

hearers, with schizoaffective disorder (n =32) and schizophrenia (n =22) the most reported clinical 

diagnoses.   

[Insert Table 2-1] 

Table 2-2 details descriptive statistics. Results found clinical voice hearers (M =31.21, SD = 

9.83), compared to non-clinical voice hearers (M = 25.40, SD = 11.67), demonstrated significantly 

higher scores on CEAS compassionate engagement subscale (t (83) = 2.011, p = .048). The clinical 

voice hearing group also scored significantly higher (M = 44.97, SD = 15.64) than the non-clinical 

voice hearing group (M = 35.47, SD = 16.72) on the CEAS total score (t (83) = 1.87, p = .038). Mann-

Whitney and independent t-tests found that clinical and non-clinical voice hearers did not 

significantly differ across any of the other measures. For the CESD-10 measure of depression (mean 

= 19.44), both clinical and non-clinical voice hearers scored, on average, above the clinical cut-off of 

15 used in a psychiatric sample (Björgvinsson et al., 2013) and 10 used in non-clinical samples 
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(Andresen et al., 1994). There are no clinical cut-off scores for the remaining scales and mean scores 

fell in the middle of the range of possible scores across each scale.  

[Insert Table 2-2] 

Internal consistency of measures  

As shown in table 2, internal consistency of measures, as assessed by Cronbach's alpha 

(α) was excellent for the FVCRS hated-self subscale, which is an unpublished and not yet validated 

measure. Internal consistency was also excellent for defeat and entrapment scales, good for the 

FCSRS hated-self subscale, BAVQ malevolence subscale, compassionate action subscale and 

compassionate total scale, acceptable for the CESD-10 and questionable for the compassionate 

engagement scale.   

Correlational Analyses  

Spearman’s rho correlations (Table 4) examined the relationships between the variables as 

several variables did not meet the assumptions of normality (Age, Age of onset, voice frequency, 

FSCRS. FVCRS and Entrapment Scale). As expected, depression, defeat, entrapment, self-attacking 

thoughts, voice malevolence and critical voices were all positively and significantly correlated with SI 

severity. Self-compassionate action subscale and total had significant weak negative correlations 

with SI severity. Age, age of onset of voices, voice frequency and self-compassionate engagement 

showed no significant correlations with SI (p > .005). Point-biserial correlations found a significant 

low positive correlation between gender and self-attacking thoughts rpb(79) = 0.323, p = .003. No 

significant correlation was found between gender and other variables (Appendix 2-E). 

[Insert Table 2-4] 

Self-attacking Thoughts and SI 

The results of the multiple linear regression analyses are presented in Table 5. Model 1, 

containing the demographic variables and known predictors of SI (gender, age, age of onset, voice 

frequency, depression, defeat and entrapment) accounted for 25.3% (Adj. R2=.183) of the variance in 

SI severity scores which was statistically significant (F(7,74) = 3.58, p = .002). When Self-attacking 
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thoughts were included, model 2 significantly improved the ability to predict SI (F (1,73) = 4.874, p = 

.03). Model 2 accounted for 30% (Adj. R2=.223) of the variance in SI (F (8, 73) = 3.91, p< .001), with 

self-attacking thoughts therefore explaining 4.7% unique variance in SI (Adj. R2 change = .04). 

Entrapment was the only significant predictor (Standardised β = .499, B= .049, t (74) = 3.024, p = 

.003) in model 1. In model two, self-attacking thoughts was the only significant predictor of SI 

severity (Standardised β = .335, B = .091, t (73) = 2.209, p = .03).   

[Insert Table 2-5] 

Bivariate regression analyses were run for all predictor variables. As seen in Table 6, defeat’s 

positive effect in the bivariate regression is no longer significant in the adjusted mode. Taylor et al., 

(2009) proposed that defeat and entrapment might be best defined as one construct. The effect of 

entrapment remains similar and it appears that controlling for entrapment in the adjusted model 

may have accounted for the variance explained by defeat in the dependant variable. Depression 

(CESD-10) and gender change from a positive effect in bivariate regressions to negative effect on SI 

in the adjusted models. Self-attacking, voice criticism, voice malevolence, age, age of onset and 

voice frequency did not indicate suppression when comparing the bivariate and adjusted models.  

[Insert Table 2-6] 

Critical Voices and SI 

A forced entry multiple linear regression analysis, controlling for the same demographic 

variables and known predictor variables was carried out. As seen in Table 7, model 1 ( defeat, 

entrapment, depression, voice frequency, age of onset of voices, age and gender) was significant  

(F(7,74) = 3.58, p = .002). When critical voices is then included in the model, model 2 significantly 

improved the ability of the model to predict SI (F (1,73) = 9.347, p = .003). Model 2 was significant (F 

(8,73) = 4.658, p = <.001), explaining 33.8% (Adj. R2=.265) of the variance in SI severity. For model 1, 

R2 = .253 (Adj. R2=.183), therefore critical voices accounted for 8.5% unique variance in SI (Adj. R2 

change = .082). Critical voices (Standardised β = .373, B= .086, t(72) = 3.057, p = .003) and 
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entrapment (Standardised β = .334, B= .033, t(72) = 2.019, p = .047) significantly predicted SI severity 

in this model.  

[Insert Table 2-7] 

Voice Malevolence and SI 

Model 2 of the second multiple regression analysis was re-run using the BAVQ-R 

malevolence subscale in place of the FVCRS HS. When BAVQ-R malevolence subscale is included in 

the model, model 2 significantly improved the ability of the model to predict SI (F (1,73) = 

6.425, p = .013). Model 2 was significant (F (8,73) = 4.169, p = <.001) and explained 31.4% (Adj. 

R2=.238) of the variance in SI severity, therefore accounting for 6.1% unique variance in SI severity. 

Similarly to voice criticism, voice malevolence (Standardised β = .298, B= .083, t (72) = 2.535, p = 

.013) significantly predicted SI severity in this model. A point of difference in this model is that 

entrapment did not significantly predict SI severity (see Appendix 2-F). 

Moderation Analyses 

The first moderation analysis tested the moderating role of self-compassion in the 

relationship between self-attacking thoughts and SI severity. No significant moderation was found 

with delta R2 = 0% (F (1,78)= .003, p= .9581). The second analysis tested the moderating role of self-

compassion in the relationship between critical voices and SI severity. No significant moderation 

effect was found with delta R2 = 0.58% (F (1,78) = .604, p= .4395). 

Logistic Regression Analyses 

Logistic regression analyses tested if (1) self-attacking thoughts, and (2) critical voices, 

predicted SA (Table 2-8). Step 2 of the logistic regression model provided the best fit for the data 

and most accurately predicted SA (predicting this correctly 72.8% of the time). This model (omnibus 

chi-square = 26.803 df = 8, p = .001) accounted for between 28.2% and 38.7% of the variance in SA 

and correctly predicted 55.2% of non-attempters, and 82.7% of attempters. Hosmer and Lemeshow 

test also (p = .176) indicated that the model is of good fit to the data. Gender and entrapment were 
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the only variables that significantly predicted SA. A person with a minority gender was 7.87 times 

more likely to have experienced SA than men or women (95% CI 1.32-46.76). For every one-point 

increase in entrapment scores, the odds of a person having attempted suicide increases by 1.07 

(95% CI 1.01 - 1.14). Steps 3 and 4 did not significantly predict SA and their inclusion did not add to 

the predictive influence of the model. Self-attacking thoughts, critical voices and the interaction 

between these variables did not have a significant effect on SA. 

[Insert Table 2-8] 

Post-hoc Multiple Regression Analysis 

A post-hoc analysis explored the relationship between critical voices and SI when adjusting 

for self-attacking thoughts along with demographic and clinical variables. This is clinically relevant 

information as it may inform targets for intervention and support. Critical voices was entered into a 

third model of the first multiple linear regression analysis. Model 3 was significant (F (9,72) = 4.555, 

p = <.001), explaining 36.3% of the variance in SI severity, therefore accounting for 6.3% unique 

variance. Critical voices (Standardised β = .329, B= .076, t (71) = 2.665, p = .009) was the only 

significant predictor of SI severity in this model.  
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Discussion 

Summary of Findings 

The present study examined the relationships between self-attacking thoughts and SI 

severity, critical voices and SI severity, and the moderating role that self-compassion had in both 

relationships. Logistic regression analyses examined the relationships between self-attacking 

thoughts and SB, and critical voices and SB. The findings supported the first hypothesis that self-

attacking thoughts would predict a significant amount of variance in SI severity. The findings also 

supported the second hypothesis that critical voices would predict a significant amount of variance 

in SI severity. The findings did not support the third and fourth hypotheses, as self-compassion did 

not moderate the relationships between self-attacking thoughts and SI severity, and critical voices 

and SI severity. Logistic regression analyses found self-attacking thoughts (hypothesis five) or critical 

voices (hypothesis 6) did not have a significant effect on SB. Gender and entrapment significantly 

predicted SB. Post-hoc analysis found critical voices to significantly predict SI severity when 

controlling for self-attacking thoughts. Self-attacking thoughts did not significantly predict SI severity 

in the post-hoc analysis.  

Interpretation of findings 

Self-attacking thoughts predicted a significant amount of variance in SI severity in the 

present study. When compared to the findings of O’Neill et al., (2021), the overall model predicted a 

much smaller amount of overall variance in SI severity (30%) than O’Neill et al.,’s model which 

explained 50% of the variance in suicidal probability. However, there are differences in each study. 

While the present study used the same measure of self-attacking thoughts, defeat and entrapment 

as O’Neill et al., different measurements of depression were used. This study did not include 

hopelessness but included the following additional variables: age, age of onset of voices, voice 

frequency and gender. Crucially, O’Neill et al., measured suicidal probability (Suicide Probability 

Scale (SPS); Cull & Gill, 1982) as outcome variable whereas the current study measured SI severity. 

The SPS measures four dynamic risk factors (hopelessness, suicidal ideation, negative self-evaluation 



EMPIRICAL PAPER   2-24 
 

and hostility) to indicate overall future suicide risk as opposed to the SI severity scale which 

measures current level of SI and therefore may be more subject to change. 

The critical voices regression model predicted a greater amount of variance (33.8%) in SI 

severity than the self-attacking thoughts model. Critical voices significantly predicted SI severity and 

accounted for 8.5% unique variance in this model. However, this model was not powered a-priori. 

Additionally, a post-hoc analysis included both self-attacking thoughts and critical voices in same 

regression model, and found critical voices remained a significant predictor of SI severity whereas 

self-attacking thoughts did not. While considering that these analyses were not sufficiently powered 

a-priori and therefore require replication in further research, these findings tentatively suggest that 

for people who hear voices, the critical voice may be a stronger predictor of SI severity than self-

attacking thoughts. 

 These findings point to several possibilities. Gilbert et al., (2001) posits that self-attacking 

thoughts and critical voices are similar mechanisms that mobilise the threat-protection system. For 

people who hear voices, some aspects of critical voices such as the severity or quality may cause it to 

be a stronger predictor of SI. It may be that the people with more critical voices struggled the most 

to cope with threatening and overwhelming traumatic experiences and therefore coped through 

dissociation (Longden et al., 2012). For example, shaming experiences have been linked to voice 

hearing through this mechanism (McCarthy-Jones, 2017). Corstens et al., (2018) outlines how while 

dissociation served the person to cope from situations by splitting off from overwhelming feelings, 

the voices often express the threats of the abuser. Voices may be providing this “warning signal” 

function over the critical thoughts, in the context of more severe threats. This may also be indicative 

of a mediating role of critical voices in the relationship between self-attacking thoughts and SI 

severity. 

The SAMS model (Johnson et al., 2008) highlights the impact of one’s self-appraisals in 

suicidality and suggest that feelings of defeat and entrapment will change as a function of personal 
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and external agency. People who hear voices may judge themselves to have less personal agency 

and control over an attacking voice perceived as an autonomous and dominant entity, than over 

their own thoughts. Additionally, stigma and shame stemming from culturally ingrained attitudes 

such as “brain abnormality narratives” around hearing voices and psychosis may negatively 

contribute to evaluations of external agency (opportunities for rescue) (Heriot-Maitland, 2022, 

p.550).  

These findings may also point to differences in the direction of the causal relationship 

between these factors than was hypothesised when developing the present research questions. The 

suicidal drive hypothesis (Murphy et al., 2018) postulates that SI and SB may precede psychosis as 

they pose an internally generated and self-directed threat to a person’s safety. This threat becomes 

externalised through delusional beliefs and hearing threatening voices. Hearing threatening voices 

protects the self by delaying or preventing this threat through creating a “psychological distance” 

from one’s own thoughts (Murphy et al., 2018, 2022). The stronger association found between 

critical voices and SI may point to a function of the critical voices being to stave off a sense of 

entrapment by creating this “psychological distance” from the internal pain and threat of self-

attacking or suicidal thoughts.   

In terms of the IMV model (O’Connor & Kirtley 2018), the dominant-subordinate threat 

protection module may be “threat to self-moderators” that increase the motivation to escape from 

the self (Baumeister, 1990) and therefore increase feelings of defeat and entrapment. Self-attacking 

thoughts may also increase thwarted belongingness (O’Neill et al., 2021) i.e. the experience of 

alienation from valued social groups. Thwarted belongingness is a key construct in the interpersonal 

model of suicide (Van Orden et al., 2010) and a motivational moderator in the IMV model. Hearing 

voices is associated with social isolation and loneliness (Toh et al.,2022) and critical voices may 

therefore also increase thwarted belongingness. However, O’Neill et al., (2021) found self-attacking 

thoughts may be a key additional driver outside of the IMV model’s main motivational phase 
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pathway. The findings of the present study tentatively suggest that critical voices may also be a key 

driver of SI in addition to entrapment. However, further research is needed to explore how self-to-

self and voice-to-self relationships contribute to this motivation to escape from self (Baumeister, 

1990). 

 Both self-attacking thoughts and critical voices did not significantly predict SA in this study. 

These findings tentatively suggest that critical voices may be a key motivational driver toward SI in 

addition to entrapment, but not a volitional factor driving the pathway to SB enaction. This is 

consistent with the “ideation-to-action framework” (Klonsky & May, 2015). Entrapment and gender 

were found to significantly increase the odds of SA. However, a-priori power analysis was not 

calculated for this analysis and therefore needs to be explored in further research. Entrapment 

predicting SA matches with previous research (O’Connor and Portzky’s, 2018). People with a 

minoritised gender were over 7 times more likely to have made a previous SA. This fits with previous 

research that found a high prevalence of SI and SB within gender minority groups (Marshall et al., 

2015; McNeil et al., 2017). Minority stress due to numerous factors (e.g. stigma, discrimination and 

isolation; Hendricks & Testa, 2012) has been associated with SA in transgender and gender 

nonconforming people. There is a higher prevalence of psychosis in these groups (Barr et al., 2021) 

and the experience of psychosis and/or hearing voices potentially compounds minority stress 

factors. These factors likely contribute to the pre-motivational phase of the IMV model. 

Interestingly, gender did not significantly predict SI and its effect went from positive to negative 

when adjusted for self-attacking thoughts. This suggests that self-attacking thoughts is accounting 

for much of the variance of minority gender in SI. The impact of minority stress may be mediated by 

the self-attacking thoughts as a threat-to-self moderator, or through self-attacking as a driving factor 

independent of the entrapment pathway. However, gender was not a statistically significant 

predictor of SI and this needs replication in further studies.   
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Clinical Implications 

These findings tentatively suggest that critical voices may be a more fruitful therapeutic 

intervention target than self-criticism in people who hear critical voices who are struggling with SI. 

Trauma-informed therapeutic approaches to voice hearing such as Making Sense of Voices (Romme 

& Escher, 2000; Steel et al., 2020) and Talking with Voices (Longden et al., 2021) may be helpful in 

addressing critical voices. Talking with voices helps people to develop a more constructive 

relationship and claim a more independent position from their voices (Corstens et al., 2012). This 

may be particularly helpful to defend against a voice that is commanding someone to kill the self, 

which are high risk if someone appeases and complies with voices. Research has also found 

Compassion Focussed Therapy to be helpful for distressing voice hearing experiences (Heriot‐

Maitland et al., 2023; Heriot‐Maitland & Levey, 2021; Mayhew & Gilbert, 2008). Although self-

compassion was not found to significantly moderate the relationship between critical voices and SI. 

This analysis was not adequately powered and would need to be repeated with a larger sample size. 

Finally, service user preferences and choices around what is important to them is recommended 

when considering various approaches and therapeutic targets. 

Strengths and Limitations 

Strengths of the cross-sectional study design were that it allowed for data collection on 

factors of interest within the time and resource constraints available. Limitations of the cross-

sectional design included that it is not possible to make a causal inference from the data or to 

understand the temporal relationship between variables (Wang & Cheng, 2020). A strength of 

utilising online data collection was it provided access to a large, global and diverse pool of people. 

Participants recruited from online platforms such as Reddit have been found to provide high quality 

data that is comparable to more traditional methods of data collection (Jamnike & Lane, 2017). 

Using online platforms incurred no financial cost to participants or the research team. Participants 

accessing the survey from their personal electronic devices likely increased accessibility for certain 

people and reduced burden of taking part. Posting in online communities associated with the 
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demographics of interest allowed us to reach people who were more likely to be eligible to take part 

within a shorter space of time (Shatz, 2017). Limitations of this method includes the possibility of 

selection biases. Participants needed to have sufficient digital literacy to be able to access the 

survey, only people who could access the internet could take part and participants self-selected to 

take part (Bethlehem, 2010; Kraut et al., 2004). 

Including clinical and non-clinical voice hearers presents the issue of caseness i.e. the degree 

to which a person’s presentation fits within diagnostic criteria to be considered a clinical case. This is 

likely to have introduced a more heterogeneous sample of people. However, including both clinical 

and non-clinical voice hearers also presents a strength of this study. Baumeister et al.,’s (2017) 

systematic review found support for a continuum view and dimensional models of voice hearing, 

recommending that future research also include non-clinical voice hearers as a key resource to 

inform the development of transdiagnostic approaches to supporting people who hear voices. In 

addition, the analysis showed no significant difference in clinical and non-clinical voice hearing 

groups. Controlling for many variables which were likely to have a meaningful effect on the outcome 

variable (SI) may pose a limitation to this study as much of the effect of self-attacking on SI is likely 

to be associated with these variables (Miller and Chapman, 2001). Therefore, understanding the 

total effect of self-attacking on SI inclusive of these variables may be more relevant clinically.  

Future Research 

Further research is needed to continue to explore the relationships between self-attacking 

thoughts, critical voices and suicide in people who hear voices. A case-crossover study design where 

participants receive different interventions that target self-attacking thoughts and critical voices 

separately for different time-periods could be an effective study design. This design would limit 

between subject variability (Maclure & Mittleman, 2000) and test whether intervening in one form 

of self-attacking (internal or externally perceived) affected the other, as well as on SI. Self-attacking 

thoughts had a strong effect on the relationship between gender minority and SI. Self-attacking 
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thoughts may be critical in understanding suicide risk in minority gender groups. These findings were 

not statistically significant in the present study, but this highlights self-attacking thoughts as an 

important area for future research in gender minority research. Qualitative research that consults 

voice hearers about whether self-attacking thoughts or critical voices are more important to them in 

relation to SI is recommended. In addition, a future fully powered study to investigate the 

moderating role of self-compassion in these relationships is recommended. 

Conclusion 

This study found self-attacking thoughts and critical voices are significantly associated with 

SI severity in adults who hear voices. Both self-attacking thoughts and critical voices may provide an 

important survival function by mobilising a person toward threat-protection. In terms of the IMV 

model, this dominant-subordinate module of social rank mentalities may drive SI through threat to 

self-moderators and motivational-moderators (e.g. increasing thwarted belongingness) or be an 

additional factor alongside entrapment. Self-attacking thoughts or critical voices did not significantly 

predict SA. Minoritised gender and entrapment did significantly predicted SA. The present findings 

tentatively suggest that for people who hear voices, critical voices may also be a key independent 

driver of SI. Therefore, critical voices may be a particularly important predictor of SI and a potential 

target for psychological therapy, although further research is recommended to explore this further.  
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Tables and Figures 

Table 2-1 

Demographic characteristics  

    n  %  Min  Max  Mean  

Participants    85          

Age    85    19  59  31.16  

Age of onset of 

voices*  

  84*    0  45  18.30  

Gender  Man  29  34.1%        

Woman  33  38.8%        

Trans Man  9  10.6%        

Trans Woman  3  3.5%        

Non-binary/other  9  10.6%        

Prefer not to say  2  2.4%        

Ethnicity  

  

White  60  70.6%        

Black/African/Caribbean  6  7.1%        

Asian (Indian, Pakistani, 

Bangladeshi, Chinese, any 

other Asian background)  

4  4.7%        

Mixed two or more ethnic 

groups  

10  11.8%        

Other (Arab or any others)  6  7.1%        

Prefer not to say  

  

1  1.2%        

Marital Status  Married   22  25.9%        

Living with partner  15  17.6%        
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Widowed  0  0%        

Divorced/separated  3  3.5%        

Never been married  45  52.9%        

Diagnosis  Schizophrenia   22          

 
Schizoaffective Disorder  32          

 
Schizotypal disorder  3          

  Acute and Transient 

Psychotic Disorder  

5          

 
Delusional Disorder  3          

  Other Specified 

Schizophrenia or Primary 

Psychotic Disorders  

7          

 
No Formal Diagnosis Given 

of Psychosis  

15          

Note. * Age of onset of voices missing one response 
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Table 2-2 

Descriptive Statistics 

 
Clinical 

 (n = 70) 

Non-

clinical  

(n = 15) 

Total 

 (n=85) 

Cronbach’s 

Alpha 

Mann 

Whitney 

U 

Independent. t test p 

  Mean (SD) Mean 

(SD) 

Mean (SD) α  t df Cohen’s d p 

CESD-10 19.24 

(5.97) 

20.33 

(4.35) 

19.44 (5.71

) 

.794  -.669 83 -.190 .505 

Defeat Scale 41.83 

(13.17) 

43.20 

(10.66) 

42.07 (12.7

1) 

.937  -.377 83 -.107 .707 

Entrapment 

Scale 

39.86 

(15.47) 

40.60 

(15.72) 

39.99 (15.4

2) 

.936 536    .899 

FSCRS Hated 

Self Subscale 

11.54 

(5.63) 

11.80 

(5.21) 

11.59 (5.53

) 

.837 535    .908 
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FVCRS Hated 

Self Subscale 

9.40 (6.31) 8.53 

(7.46) 

9.25 (6.49) .903 492    .703 

BAVQ-R 

Malevolence 

Subscale 

8.29 (5.30) 7.00 

(6.04) 

8.06 (5.42) .877 457.5    .435 

CEAS 

Engagement 

Subscale 

31.21 

(9.83) 

25.40 

(11.67) 

30.19 (10.3

5) 

.667  2.011 83 .572 .048 

CEAS Action 

Subscale 

13.76 

(7.04) 

10.07 

(6.40) 

13.11 (7.04

) 

.834  1.87 83 .532 .065 

CEAS Total 44.97 

(15.64) 

35.47 

(16.72) 

43.23 (16.1

5) 

.825  2.111 83 .601 .038 

Suicide 

Ideation 

Severity (C-

SSRS) 

3.37 (1.56) 3.47 

(1.51) 

3.39 (1.55) n/a 540    .859 
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Table 2-3 

Voice Characteristics  

    % of 
Clinical 
(n=70) 

% of non-clinical 
(n=15) 

TOTAL 
(n=85) 

Voice Frequency 
(Over the last few 
days my voices 
have been. . .)  
   
  
  
 
  
  
Voice Volume 
(Over the last few 
days my voices 
have been. . .)  
 
  
  
Voice Clarity (Over 
the last few days 
my voices have 
been. . .)  
   

Absent (not at all 
lately)  

15.7 33.3 18.8 

Fairly infrequent 
(several times this 
week but not every 
day)  

18.6 20.0 18.8 

Average (once a day)  7.1 6.7 7.1 

Fairly frequent 
(several times a day 
but not every hour)  

44.3 26.7 41.2 

Very frequent (every 
hour)  

14.3 13.3 14.1 

Very quiet  20.0 33.3 22.4 

Fairly quiet  21.4 13.3 20.0 

Average  27.1 26.7 27.1 

Fairly loud  27.1 20.0 25.9 

Very loud  4.3 6.7 4.7 

Very mumbled  12.9 40.0 17.6 

Fairly mumbled  18.6 13.3 17.6 

Average   31.4 20.0 29.4 

Fairly clear  17.1 6.7 15.3 

Very clear  20.0 20.0 20.0 
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Table 2-4 Spearman’s Rho correlation matrix between variables 

Note. ** Correlation is significant at the 0.01 level (2-tailed). * Correlation is significant at the 0.05 level (2-tailed). a n = 84 

 

1 2 3 4 5 6 7 8 9 10 11 12 13 

1. Suicide Ideation Severity (C-SSRS) - 

            

2. Age -0.063 - 

           

3. Age of Onset of Voices?a -0.065 0.135 - 

          

4. Voice Frequency 0.068 -0.087 -0.026 - 

         

5. Voice Malevolence (BAVQ Mal. subscale) .340** -0.205 -0.011 .341** - 

        

6. Self-compassion Engagement (CEAS Subscale) -0.185 -0.118 .256* -0.109 0.1 - 

       

7. Self-compassion Action (CEAS subscale) -.258* -0.145 -0.002 0.073 0.066 .709** - 

      

8. Self-compassion Total (CEAS) -.223* -0.159 0.156 -0.042 0.091 .945** .894** - 

     

9. Depression (CESD-10) .221* -0.015 -0.009 0.141 0.037 -.245* -.307** -.293** - 

    

10. Defeat Scale  .367** -0.061 -0.079 0.192 0.164 -.398** -.534** -.491** .624** - 

   

11. Entrapment Scale  .461** -0.145 -0.069 0.089 .286** -.270* -.360** -.335** .635** .731** - 

  

12. Self-attacking Thoughts (FSCRS HS Subscale) .461** -0.163 -0.056 0.058 .247* -.319** -.481** -.417** .546** .638** .698** - 

 
13. Critical Voices (FVCRS HS Subscale) .473** -0.109 -0.152 .397** .755** -0.133 -0.119 -0.133 0.197 .417** .447** .435** - 



EMPIRICAL PAPER   2-50 
 

Table 2-5 

Results of Multiple Regression Analyses for Self-Attacking Thoughts and SI Severity 

 
Unstan

dardise

d B 

SE Standar

dised 

Beta 

t P R2 Adj. R R2 

Change 

F F 

change 

Model 

1 

     
0.253 0.183 0.253 3.584* 3.584* 

Gender 0.103 0.362 0.03 0.284 0.777 
    

 

Age 0.009 0.018 0.055 0.531 0.597 
    

 

Age of 

onset of 

Voices 

-0.009 0.019 -0.05 -0.478 0.634 
    

 

voice 

frequen

cy 

0.034 0.111 0.031 0.305 0.761 
    

 

CESD-10 -0.016 0.037 -0.06 -0.427 0.671 
    

 

Entrap

ment  

0.049 0.016 0.499 3.024 0.003 
    

 

Defeat 0.005 0.021 0.039 0.226 0.821 
    

 

Model 

2 

     
0.3 0.223 0.047 3.91** 4.878* 

Gender -0.128 0.368 -0.037 -0.348 0.728 
    

 

Age 0.013 0.017 0.079 0.769 0.444 
    

 

Age of 

onset of 

Voices 

-0.009 0.018 -0.05 -0.49 0.626 
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Voice 

Frequen

cy 

0.045 0.109 0.041 0.417 0.678 
    

 

CESD-10 -0.031 0.037 -0.115 -0.828 0.41 
    

 

Entrap

ment  

0.034 0.017 0.343 1.951 0.055 
    

 

Defeat -0.001 0.02 -0.004 -0.025 0.98 
    

 

Self-

attackin

g 

Thought

s (FSCRS 

HS) 

0.091 0.041 0.335 2.209 0.03 
    

 

Model 

3 

     
0.363 0.283 0.063 4.555** 7.103* 

Gender -0.179 0.354 -0.052 -0.505 0.615 
    

 

Age 0.01 0.017 0.061 0.621 0.537 
    

 

Age of 

onset of 

Voices 

-0.001 0.018 -0.008 -0.083 0.934 
    

 

voice 

frequen

cy 

-0.099 0.117 -0.09 -0.842 0.403 
    

 

CESD-10 -0.011 0.036 -0.042 -0.308 0.759 
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Entrap

ment  

0.023 0.017 0.237 1.367 0.176 
    

 

Defeat -0.003 0.02 -0.024 -0.146 0.884 
    

 

Self-

attackin

g 

thought

s (FSCRS 

HS) 

0.068 0.041 0.25 1.676 0.098 
    

 

Critical 

Voices 

(FVCRS 

HS) 

0.076 0.029 0.329 2.665 0.009 
    

 

Note. * p ≤ .05, ** p ≤ .001.  

 

 

 

 

 

 

 

 

 



EMPIRICAL PAPER   2-53 
 

Table 2-6 

Bivariate Regressions with SI Severity as Outcome 

  

Predictor  

  

Bivariate  

Unstandardised B (95% 

CI)  

P  

Gender  

Age  

.339  

-.004  

.383  

.830  

Age of onset of voices  -.016 .418 

Voice Frequency  .058 .636  

Depression (CESD-10)  .077 .008 

Defeat  .047  <.001  

Entrapment  .049  <.001  

Self-attacking thoughts (FSCRS HS sub-

scale) 

.133  <.001  

Voice Criticism (FVCRS HS sub-scale)  . 109  <.001  

Voice Malevolence (BAVQ- R Sub-scale)  .103 <.001  
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Table 2-7 

Results of Multiple Regression Analyses for Critical Voices and SI Severity 

  

Unstan

dardise

d B  SE  

Standar

dised 

Beta  t  P  R2  adj. R  

R2 

change  F  

 

 

F change 

Model 1             0.253  0.183  0.253  3.584*  3.584* 

Gender  0.103  0.362  0.03  0.284  0.777           

Age  0.009  0.018  0.055  0.531  0.597           

Age of Onset of Voices  -0.009  0.019  -0.05  -0.478  0.634           

Voice Frequency 0.034  0.111  0.031  0.305  0.761           

CESD-10  -0.016  0.037  -0.06  -0.427  0.671           

Entrapment  0.049  0.016  0.499  3.024  0.003           

Defeat 0.005  0.021  0.039  0.226  0.821           

Model 2            0.338  0.265  0.085  4.658**  9.347* 

Gender  -0.021  0.346  -0.006  -0.061  0.951           

Age  0.007  0.017  0.042  0.426  0.672           

Age of Onset of Voices  0  0.018  -0.003  -0.027  0.979           

Voice Frequency -0.126  0.118  -0.115  -1.073  0.287           

CESD-10  0.002  0.036  0.007  0.053  0.958           

Entrapment  0.033  0.016  0.334  2.019  0.047           

Defeat 0.001  0.02  0.004  0.027  0.979           

Critical Voices (FVCRS HS) 0.086  0.028  0.373  3.057  0.003           
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Table 2-8 

Results of Binary Logistic Regression for Suicidal Behaviour 

Step and Predictors B S.E. B Wald X2 df p OR 95% CI OR 

Step 1        

Age 0.043 0.032 1.769 1 0.183 1.044 0.98 - 1.113 

Gender 2.376 0.883 7.232 1 0.007 10.757 1.904 - 60.754 

Age of onset of Voices -0.015 0.035 0.177 1 0.674 0.985 0.921 - 1.055 

Voice Frequency 0.136 0.205 0.442 1 0.506 1.146 0.767 - 1.713 

CESD-10 -0.055 0.066 0.683 1 0.409 0.947 0.831 - 1.078 

Defeat -0.041 0.037 1.261 1 0.261 0.959 0.892 - 1.031 

Entrapment 0.09 0.031 8.589 1 0.003 1.095 1.03 - 1.163 

Step 2        

Age 0.053 0.034 2.402 1 0.121 1.054 0.986 - 1.127 

Gender 2.063 0.909 5.144 1 0.023 7.866 1.323 - 46.759 

Age of onset of Voices -0.016 0.036 0.202 1 0.653 0.984 0.918 - 1.055 

Voice Frequency 0.173 0.214 0.653 1 0.419 1.189 0.781 - 1.809 

CESD-10 -0.081 0.071 1.323 1 0.25 0.922 0.802 - 1.059 

Defeat -0.049 0.039 1.582 1 0.209 0.953 0.883 - 1.028 

Entrapment 0.069 0.032 4.49 1 0.034 1.071 1.005 - 1.142 

Self-attacking 

thoughts (FSCRS HS) 

0.137 0.076 3.232 1 0.072 1.146 0.988 - 1.331 

Step 3        

Age 0.052 0.034 2.251 1 0.134 1.053 0.984 - 1.126 
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Gender 2.052 0.909 5.096 1 0.024 7.784 1.311 - 46.234 

Age of onset of Voices -0.012 0.036 0.118 1 0.731 0.988 0.92 - 1.06 

Voice Frequency 0.102 0.238 0.184 1 0.668 1.108 0.694 - 1.768 

CESD-10 -0.071 0.072 0.962 1 0.327 0.932 0.809 - 1.073 

Defeat -0.05 0.04 1.605 1 0.205 0.951 0.88 - 1.028 

Entrapment 0.065 0.033 3.949 1 0.047 1.067 1.001 - 1.138 

Self-attacking 

thoughts (FSCRS HS) 

0.124 0.078 2.536 1 0.111 1.132 0.972 - 1.319 

Critical Voices (FVCRS 

HS) 

0.039 0.053 0.53 1 0.467 1.04 0.936 - 1.155 

Step 4        

Age 0.054 0.034 2.524 1 0.112 1.056 0.987 - 1.129 

Gender 1.984 0.908 4.775 1 0.029 7.275 1.227 - 43.13 

Age of onset of Voices -0.015 0.036 0.177 1 0.674 0.985 0.918 - 1.057 

Voice Frequency 0.05 0.245 0.041 1 0.839 1.051 0.65 - 1.7 

CESD-10 -0.079 0.074 1.148 1 0.284 0.924 0.8 - 1.068 

Defeat -0.053 0.04 1.706 1 0.192 0.949 0.876 - 1.027 

Entrapment 0.068 0.034 4.097 1 0.043 1.071 1.002 - 1.144 

Self-attacking 

thoughts (FSCRS HS) 

0.053 0.106 0.253 1 0.615 1.055 0.857 - 1.297 

Critical Voices (FVCRS 

HS) 

-0.052 0.104 0.246 1 0.62 0.949 0.774 - 1.165 

Self-attacking 

thoughts (FSCRS HS) X 

0.009 0.009 0.987 1 0.32 1.009 0.991 - 1.027 
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Critical Voices (FVCRS 

HS) 

Note. B, unstandardized regression coefficient; S.E. B, standard error of Beta; Wald χ 2 , Wald 

chisquare test statistic; df, degrees of freedom; p, significance; OR, Odds Ratio; CI, confidence 

intervals 
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Appendix 2-A debrief sheet 
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Appendix 2-B Joint Data Collection Flowchart 
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Appendix 2-C Participant information sheet and Consent Form 
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Appendix 2-D Online Survey 
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Appendix 2-E Table: Results of Point-biserial Correlations between Gender and Other Variables   
Gender 

Gender Pearson Correlation 1 

 
Sig. (2-tailed) 

 

Age Pearson Correlation -0.157 

 
Sig. (2-tailed) 0.16 

Age of Onset of Voices Pearson Correlation 0.036 

 
Sig. (2-tailed) 0.745 

Voice Frequency Pearson Correlation 0.045 

 
Sig. (2-tailed) 0.69 

Voice Malevolence (BAVQ Mal. subscale) Pearson Correlation 0.173 

 
Sig. (2-tailed) 0.119 

Self-compassion Engagement ( CEAS 

Subscale) 

Pearson Correlation -0.123 

 
Sig. (2-tailed) 0.27 

Self-compassion Action (CEAS subscale) Pearson Correlation -0.111 

 
Sig. (2-tailed) 0.32 

Self-compassion Total (CEAS) Pearson Correlation -0.127 

 
Sig. (2-tailed) 0.255 

Depression (CESD-10) Pearson Correlation 0.104 

 
Sig. (2-tailed) 0.351 

Defeat Scale Pearson Correlation 0.209 

 
Sig. (2-tailed) 0.059 

Entrapment Scale Pearson Correlation 0.151 

 
Sig. (2-tailed) 0.177 
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Self-attacking Thoughts (FSCRS HS 

Subscale) 

Pearson Correlation 0.323** 

 
Sig. (2-tailed) 0.003 

Critical Voices (FVCRS HS Subscale) Pearson Correlation 0.171 

 
Sig. (2-tailed) 0.125 

Suicide Ideation Severity (C-SSRS) Pearson Correlation 0.098 

 
Sig. (2-tailed) 0.383 

Note. **Correlation is significant at the 0.01 level (2-tailed). *Correlation is significant at the 0.05 

level (2-tailed)    
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Appendix 2-F Table: Results of Multiple Regression Re-Run with Voice Malevolence for SI Severity 

 
 

Unstand
ardis d 

B 

SE Standar
dised 
Beta 

t P R2
 adj. R R2 

change 
F F 

change 

Model 1  
     

0.253 0.183 0.253 3.584* 3.584* 

Gender 0.103 0.362 0.03 0.284 0.777 
    

 

Age 0.009 0.018 0.055 0.531 0.597 
    

 

Age of 

onset of 

Voices -0.009 0.019 -0.05 -0.478 0.634 

    
 

voice 

frequen

cy 0.034 0.111 0.031 0.305 0.761 

    
 

CESD-10 -0.016 0.037 -0.06 -0.427 0.671 
    

 

Entrapm

ent  0.049 0.016 0.499 3.024 0.003 

    
 

Defeat 0.005 0.021 0.039 0.226 0.821 
    

 

Model 2 

     

0.314 0.238 0.06 4.169** 6.425* 

Gender -0.025 0.353 -0.007 -0.072 0.943 

    

 

Age 0.015 0.017 0.087 0.856 0.395      

Age of 

onset of 

Voices -0.007 0.018 -0.039 -0.387 0.7     

 

voice 

frequen

cy -0.09 0.118 -0.082 -0.762 0.448     

 

CESD-10 0.004 0.037 0.016 0.112 0.911      
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Entrapm

ent  0.032 0.017 0.328 1.895 0.062     

 

Defeat 0.012 0.02 0.1 0.59 0.557      

Voice 

Malevol

ence 

(BAVQ-

R) 0.083 0.033 0.298 2.535 0.013     

 

Note. * p ≤ .05, ** p ≤ .001.  
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This paper provides critical and personal reflections on aspects of the research process. It 

starts by providing an epistemological position of the thesis, followed by an extended discussion that 

synthesises the findings from the systematic literature review (SLR) and empirical study, considering 

some of the key challenges and rationale for decisions made. Finally, personal reflections are 

provided on the research process. 

Epistemological position 

Bhaskar’s (2013) critical realist epistemological position was taken for this research. Critical 

realism combines a realist ontology, i.e. that a real world exists independent of our subjective 

beliefs, with a constructivist epistemology, i.e. our knowledge is gained through our subjective 

perception, which is therefore shaped by factors such as one’s background, position(s) held, 

academic discipline, cultural context and theoretical resources (Maxwell, 2012; McEvoy & Richards, 

2006; Taylor, 2018). Critical realism fitted the present research, as its goal in research is to develop 

deeper levels of explanation and understanding (McEvoy & Richards, 2006). Critical realism 

highlights how qualitative and quantitative research methods have key strengths, for example, 

quantitative methods can help to understand the relationships between various hypothesised states 

or processes and suicidal ideation (SI) and suicidal behaviour (SB) in people who hear voices. 

Qualitative methods, on the other hand, help us to understand complex experiences that are 

difficult to capture through quantitative measurement (McEvoy & Richards, 2006). The qualitative 

SLR allowed us to understand more about how hearing negative voice content affects people and 

the salient aspects of this experience from first-person perspectives. Qualitative research can give a 

more complete picture to inform the development of more sensitive approaches to research in this 

area (Corstens et al., 2014).  

Systematic Literature Review  

The SLR and meta-ethnography explored how people who hear voices experience, and cope 

with, negative voice content. Twenty-four qualitative studies were synthesised and the following 

overarching themes were identified: 1) What they say: Insulting, critical and harassing content; 2) 
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When and how they say it: Intentional and strategic voices; 3) The impact of negative voice content; 

4) Coping with negative voice content.  

Negative voice content was often criticising and controlling. Voices were perceived as 

intentional and strategic actors who attacked hearers when they were most vulnerable (e.g. times of 

heightened stress or tiredness). Negative voice content can cause harm through commands to self-

harm and insults that relate to the persons current context, fears, evaluations from self and others 

and previous traumatic experiences. This negatively affects voice hearers in many ways. Many were 

distracted, distressed, exhausted, paranoid and/or isolated. Each of these factors also negatively 

impacted on negative voice content. This negatively affected their ability to complete daily tasks and 

maintain relationships and employment. Voice hearers engaged in various coping strategies. The 

most common forms of coping were through fighting back against voices or through distraction. 

However, this left many voice hearers exhausted and with a sense of failure. Some voice hearers 

benefited by socially connecting with others and talking about voices with friends, family and 

healthcare professionals. 

Reflexivity 

Olmos-Vega et al., (2022) define reflexivity as “a set of continuous, collaborative, and 

multifaceted practices through which researchers self-consciously critique, appraise, and evaluate 

how their subjectivity and context influence the research processes”(p.242). Olmos-Vega et al., 

recommends practicing reflexivity co-operatively throughout the research process. I engaged in 

reflexivity through critically reflecting on my influence on the research process, considering my 

background, cultural context, personal and professional experiences and epistemological position 

(France et al., 2019). I also returned frequently to the key studies that guided my study design, 

particularly, the seven step process of meta-ethnography as outlined by Sattar et al., (2021), “The Ice 

in Voices” paper by Larøi et al., (2019) and the eMERGe reporting guidance (France et al., 2019). In 

addition, I kept a log of my thinking around key decisions, challenges and interpretations, and 

discussed these with my research team. Two examples of this reflexive approach that I will discuss 
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further in this critical appraisal are (1) defining and interpreting negative voice content, and (2) my 

interpretation and understanding of negative voice content and the voice hearing experience more 

broadly through evolutionary-psychology, social mentalities theory and trauma literature. 

Larøi et al., (2019) sets out the complex task of defining what exactly constitutes negative 

voice content. Study selection and data extraction in my review were based upon my interpretation 

of content that fit within their following definition of negative voice content: “speech by voices that 

a reasonable person would interpret as violating their dignity, or creating an intimidating, hostile, 

degrading, humiliating or otherwise offensive environment” (Larøi et al., 2019, p.3). Meta-

ethnography involved my interpretations of primary author interpretations of participant 

interpretations of their experience (Sattar et al., 2021). Some experiences of negative voice content 

may have been missed due to how these experiences were interpreted at each level. For example, 

Craig et al (2017) provide an interpretation of distressing voices involving commanding voices 

making it difficult for the hearer to concentrate at work. Although the authors describe the voice as 

distressing, it was not initially clear to me whether this would fit within Larøi et al.,’s definition of 

negative voice content. My understanding of a “command” implies a level of authority or dominance 

over the person who receives it and suggests a potentially controlling environment. However, it is 

not explicitly clear from participant or author data that they have interpreted this as negative voice 

content. To resolve decisions such as this I returned frequently to re-read Larøi et al., (2019). In this 

case, Larøi et al., (2019) outlines a similar example, where a person can hear a command to “get the 

milk” and the frequency of this command or their cultural beliefs around mental health may mean 

that this causes distress, but this would not fit within the definition of negative voice content. With 

these considerations, I excluded this data from the study. Additionally, discussion with my research 

tutor helped as they held knowledge of the subject matter and research methodology but were not 

as immersed in the data. In our discussions, my research tutor facilitated my reflection and decision 

making through asking reflexive questions (Barry et al., 1999). 
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 During the analysis phase, I discussed with my supervisor around how data was fitting within 

evolutionary-psychology, social rank theory and trauma-informed understandings of this experience. 

I recognised that while I did not consciously seek to fit the results to my developing understanding of 

hearing voices within these paradigms, my reading around this area, and my clinical training and 

practice will have shaped my lens. For example, mapping experiences on to dominant-subordinate 

relationships and highlighting the adaptive functions of these mechanisms. In addition, 

recommending Compassion Focussed Therapy (CFT) as a therapeutic approach followed on from this 

as it is underpinned by the same theories. I recognise that understanding these experiences through 

these models is just one way to make sense of them and this is the understanding that fit for me at 

this time. These findings also fit under other various understandings of these experiences. For 

example, while my interpretation is compatible with models such as the Maastricht approach 

(Making Sense of Voices (Romme & Escher, 2000; Steel et al., 2020) or Talking with Voices (Longden 

et al., 2021), if I heard voices myself or had trained within these models my interpretation and 

recommendations would be shaped by these different experiences. 

Analysis 

 Synthesising a large amount of studies with a broad range of aims presented a challenging 

task. Following the seven steps as set out by Sattar et al., (2021) helped me to overcome these 

challenges. I re-visited this paper many times along with other guidance papers for meta-

ethnography (Britten et al., 2002; France et al., 2019). I returned to the study characteristics table 

regularly during data extraction. This helped me to hold the context of the data in mind throughout 

the process of extraction and translation of the studies. Creating data extraction tables in Microsoft 

Excel helped to organise a large amount of data. Writing each data point on paper and using an 

iterative process of clustering the data into categories helped me to visualise relationships and 

flexibly create, merge and move categories.  



CRITICAL APPRAISAL  3-6 
 

Empirical Study   

The empirical study found critical voices significantly predicted SI severity when controlling 

for demographic and clinical factors. Self-attacking thoughts did not predict a significant amount of 

variance in SI severity when controlling for the same factors. Critical voices remained a significant 

predictor of SI severity in a post-hoc model adjusted for self-attacking thoughts. It is important to 

note that self-compassion did not significantly moderate the relationships between self-attacking 

thoughts and SI severity, or critical voices and SI severity. Self-attacking thoughts or critical voices 

did not have a significant effect on SA. Minoritised gender and entrapment were significantly 

associated with SA.  

In terms of an integrated motivational–volitional model of suicidal behaviour (IMV; 

O’Connor & Kirtley, 2018) for voice hearers, the data suggests that we may need to focus on voice 

attacking as we might be missing what is important if we focus only on self-attacking. It may be that 

the more dominant form of attacks are externalised and not picked up on the self-attacking 

measure. We know that voice hearer’s relationships with voices have the power of a social 

relationships (Birchwood et al., 2004). This was also found in the SLR in section one where voice 

hearers often felt in physical danger from a real perceived threat from an external agent. This may 

lead to more appeasement or submission, for example to commands to harm the self (Fox et al., 

2004; Reynold and Scragg, 2010). The experience of an external entity and stigma may result in 

lower appraisals of personal and external agency (Johnson et al., 2008; Heriot-Maitland, 2022). 

Furthermore, the SLR in section one found negative voice content compounded trauma and 

perpetuated feelings of fear and shame. This presented a barrier to connecting with others and led 

to a loss of relationships and difficulty maintaining employment. These are some of the ways that 

the consequences of hearing critical voices may also affect “motivational moderators” in the IMV 

model such as perceived burdensomeness and thwarted belongingness (Van Orden et al., 2010)  

People who identified with a minority gender (trans man/woman, non-binary and other) had 

a 7-fold increase in the odds of having made a previous suicide attempt compared to those who 
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identified as men or women. This logistic regression was not powered a-priori so these results 

require exploration in further research. In terms of the pre-motivational phase of the IMV model for 

voice hearers, both hearing voices, and minority gender are associated with early adverse 

experiences (Bentall et al., 2014; Hendricks & Testa, 2012). The likelihood of a SA in adolescence or 

adulthood increases drastically with an increase in adverse childhood experiences (Dube et al., 

2001). This highlights minority gender as an important pre-motivational factor in an IMV model for 

voice hearers. 

Moreover, minoritised gender was not found to significantly predict SI but was the strongest 

predictor of SA. The ideation-to-action framework (Klonsky & May, 2015), which is central to the 

IMV model, posits that the factors that lead to SI are different to those that lead to SB. This suggests 

that minority gender may be a volitional stage driver or moderator. Gender minority adolescents are 

at an increased risk of SI, SB and nonsuicidal self-injury (di Giacomo et al., 2018; Smith et al., 2020). 

This finding may indicate other “volitional moderators” that influence transition to SB in the IMV 

model such as exposure to SB of others and past experiences of SB and self-harm. Future 

longitudinal research is recommended to explore the relationships between minority gender and 

associated factors such as minority stress factors (e.g. stigma, discrimination and isolation; Hendricks 

& Testa, 2012) entrapment, critical voices, SI and SB in order to explore the causal relationships 

between these factors. 

Self-compassion did not moderate the relationships between self-attacking thoughts or 

critical voices and SI. Perhaps a more specific measure of the flow of compassion to the self in 

response to voices is needed to understand this relationship further. These findings suggest that 

further research is needed to explore the relationships between voice attacking, SI, SB and what 

moderates these relationships. Qualitative research methods such as a focus group or a diary study 

to look at internal and external attacks and how they relate to each other over time may help to 

understand the key processes involved.  
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Joint Data Collection  

 Recruitment was carried out jointly with another researcher (WL) conducting a similar study 

exploring suicide in people who have experienced psychosis. Similarities between our studies 

included a crossover between our samples, measures of SI, SA, defeat, entrapment and depression. 

Differences in the studies included measures, inclusion criteria, research questions, analyses and 

ethical approval. Recognising the similarities in our studies, we initially discussed promoting each 

other’s studies along with our own. However, we felt that asking participants to complete two 

separate surveys with many of the same or similar questions would be burdensome and could lead 

to a reduction in recruitment. In discussion with our research tutor, we decided to recruit jointly 

through the same Qualtrics link. Joint recruitment proved effective and efficient as it increased our 

reach. I also benefited from team working particularly around problem-solving challenges to 

recruitment and engaging in discussions around our topics. A potential drawback of this method was 

that this increased the length of the survey for participants of this study considerably which may 

have reduced survey completion rates (Rolstad et al., 2011). 

Amendment to Inclusion Criteria  

Recruitment was initially much slower than expected. Between July 8, 2023 and January 29, 

2024, 17 people completed my study. We hypothesised about a number of factors that may be 

contributing to low recruitment rates. The website Twitter had been utilised to recruit participants 

successfully in research carried out by my research tutor. This website rebranded to X at the 

begining of recruitment for this project and usage of this platform has reportedly fallen since this 

change (Edison Research, 2024). I also noticed 14 people were excluded after selecting “no” to the 

item “Have you received a diagnosis of psychosis (e.g. schizophrenia spectrum disorder)?” This 

indicated that there might have been people who have experienced psychosis but not received a 

diagnosis wishing to take part. We decided to change this criterion and re-published the study on 

February 1, 2024, after gaining ethical approval for the following amendment. This involved 

changing the inclusion criterion “self-report a diagnosis of psychosis (e.g. schizophrenia spectrum 
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disorder)” to “self-report experiences of psychosis (e.g., hallucinations, delusions)”. The following 

theoretical and ethical issues were considered when making this change. 

Initially, I included people with a diagnosis of a psychosis condition due to the issue of 

caseness i.e. the degree to which a person’s presentation fits within diagnostic criteria to be 

considered a clinical case. The benefit of this was that it might recruit a more homogenous sample in 

terms of the severity of psychosis experiences. Additionally, much of the previous research relevant 

to this study recruited clinical samples, so this would benefit to interpreting the findings against the 

existing evidence base. To address this issue, the Community Assessment of Psychic Experiences - 

Positive Scale (CAPE-P15; Capra et al., 2017) was added to the study to screen for psychosis 

experiences. Participants who did not report a diagnosis of psychosis and did not score on at least 

one item on the CAPE-P15 (Capra et al., 2017) were automatically excluded in the second iteration of 

the study. 

This change to the inclusion criteria fits within the ‘psychosis continuum’ conceptual model 

of psychosis which suggests that symptoms of psychosis such as hearing voices range from sub-

clinical symptoms to clinically significant symptoms (DeRosse & Karlsgodt, 2015; Van Os et al., 2000). 

Research has found that ‘psychotic experiences’ occur in the general population at a much higher 

rate than ‘psychotic disorders’ (McGrath et al., 2015; McManus et al., 2016). There is a need to 

understand suicide in this wider cohort of people who experience psychosis or psychosis-like 

experiences as large population-based studies have found psychotic experiences to be associated 

with 2 times the odds of SI and 3 times the odds of attempts (DeVylder et al., 2015; Kelleher et al., 

2017). In addition, Yates et al.,’s (2019) systematic review of 10 general population studies found a 

4-fold increase in odds of suicidal death. Furthermore, hearing voices is associated with increased 

risk of experiencing SI and SB (DeVylder and Hilimire, 2015). Indeed, some people may hear critical 

voices and struggle with SI but may not have received support from mental health services, received 

a diagnosis or identify with psychiatric diagnosis. Additionally, factors such as mental health stigma 
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and access to free healthcare may negatively affect access to diagnosis (Knaak et al., 2017; Sareen et 

al., 2007). It was hoped that this change would open the study to include this cohort of people. 

Expert-by-Experience Involvement 

I hoped to involve experts-by-experience in the design of this research study. This is in line 

with standards for public involvement in research (NIHR, 2019) and Hearing Voices Movement 

(HVM) recommendations (Corstens et al., 2014). However, during the design phase of the study, the 

university placed a pause on stakeholder involvement as there were ongoing negotiations regarding 

how experts-by-experience would be reimbursed for their involvement. Unfortunately, due to time 

constraints of completing the study within my doctoral training programme, I carried out the study 

without expert-by-experience involvement. I decided against seeking to involve expert-by-

experience without offering payment for their time as this is contrary to the standard of public 

involvement regarding providing inclusive opportunities (NIHR, 2021). Payment to contributors is 

accepted best practice so “that they are acknowledged and recognised for their time, experience 

and contribution” (Learning for Involvement, 2024). Additionally, Pizzo et al., (2014) highlights one of 

the risks of not paying participants for their time is that volunteers might then be expected to give 

their time for free while researchers are paid. Not involving experts by experience is a limitation of 

this research. Expert-by-experience involvement has a range of benefits including gaining feedback 

on the research protocol, assessing the appropriateness of the study materials (e.g. poster and 

survey) and interpretation of the results from an expert-by-experience perspective (Brett et al., 

2014). It could also reduce disempowerment and marginalisation (Pandya-Wood, et al., 2017). I aim 

to facilitate patient and public involvement in future research and in the evaluation and 

development of the clinical services I work in. 

Limitations  

A limitation of the empirical study was that one item was missing on the Compassion Action 

subscale of the Self-Compassion subscale of the Compassionate Engagement and Action Scales for 

Self and Others (CEAS; Gilbert et al., 2017) due to a mistake I made when creating the survey on 
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Qualtrics. Although I had went over the survey many times before publishing, I did not see this error 

in the survey. A learning point for me is to implement different types of checks in future, such as 

printing out the questionnaires and checking item by item, and getting a second person to check the 

information. 

Personal reflections  

Completing this project using mixed-methods has helped me to develop personal and 

professional skills and knowledge in a range of domains. Analysing the qualitative literature has 

given me a deeper understanding of the personal impact that hearing negative voices can have for 

people and how this often relates to previous traumatic experiences. Reading the wider literature 

has developed my knowledge of the history of hearing voices being stigmatised and pathologised 

(McCarthy-Jones, 2012). On the other hand, the HVM conceptualise this experience “as a meaningful 

and interpretable response to social, emotional, and/or interpersonal circumstances” (Corstens et 

al., 2014, p.286). Voices are a meaningful experience that is not necessarily something a person 

needs to eliminate. Furthermore, approaches that aim to eradicate voice hearing may be shaping 

perceptions of voice hearers and society more generally. This approach provided me with a better 

understanding of voice hearing that empowers and validates people. As my research focussed on 

negative and critical voice content, it was important to me to acknowledge this more complete and 

hopeful picture of hearing voices. 

Through my reading of the psychosis and hearing voices literature, I have developed my 

understanding of diagnostic versus complaint-orientated approaches. The psychosis literature often 

utilises more psychiatric diagnostic and medical frameworks to conceptualise these experiences. For 

example, the use of terms such as auditory verbal hallucinations, symptoms and treatment, versus 

terms recommended by the Division of Clinical Psychology (2015) and the HVM (Corstens et al., 

2014) such as hearing voices, experiences and intervention. I have had to straddle both paradigms in 

my research. This has been challenging at times when I have stated that I will use the term hearing 
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voices but the cited study is writing about “hallucinations” which would include both voices and 

other anomalous experiences such as seeing things that other people cannot see.  

Early traumatic experiences are strongly associated with psychosis and hearing voices 

(Bentall et al., 2014). Heriot-Maitland et al., (2022) outlines how trauma and social pathways may 

lead to psychosis through dissociation. Conducting this research has helped me to expand my 

knowledge of the impact of trauma and the utility of transdiagnostic approaches within this area and 

wider mental health care. Additionally, I have gained a better understanding of the complexity of 

suicide and the need to take a holistic perspective in context of a person’s life, environment, 

biography and opportunities for coping. This has influenced my clinical practice in a number of ways. 

I am currently working with children and young people and have recently engaged in an additional 

Continuous Professional Development training course in Developmental Trauma. I have used 

Compassion Focused Therapy (CFT) in my clinical work and completing this project has helped me to 

deepen my understanding of the theory behind CFT. The CFT model resonates with me, as it is 

transdiagnostic and focusses on how the mind and body functions rather than on pathology. 

Furthermore, CFT integrates many other psychological models such as attachment theory (Bowlby, 

1978) and fits within the Power Threat-Meaning Framework (PTMF; Johnstone & Boyle, 2018).  

In summary, these experiences have helped me to think more critically about how the 

prevailing narratives and power structures held in different cultures and contexts affect how mental 

health is understood. For future research and my clinical practice, it highlights the importance of 

hearing the voice of the person seeking support, and understanding and advocating for their 

perspectives and preferences. This research reaffirms the importance of trauma-informed care and 

approaches that champion compassion and connection. 

Conclusion 

Both papers highlight the importance of focussing on the experience of hearing negative 

voice content in both research and clinical practice. The meta-ethnographic synthesis emphasises 

how negative voice content often creates a sense of fear through insults and threats relating to 
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traumatic experiences, current fears and negative evaluations from self and others. This maintains 

social rank and threat-protection mentalities; leading voice hearers to cope through survival 

mechanisms. Seeking social connection and support appeared to be more helpful methods of 

coping. The empirical study tentatively suggests that hearing voices that attack and criticise the self, 

may be a particularly important risk factor for SI in people who hear voices. Voices that criticise the 

self were found to be a stronger predictor of SI than self-attacking thoughts, and may be a key 

additional risk factor alongside entrapment, although future research is needed to explore this 

further. Taken together, these findings suggest that critical voices may be an important therapeutic 

target in clinical practice and a key factor for future research.  
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1. Background  

More than 700,000 people die by suicide every year (WHO, 2021). Previous research has 

found a strong relationship between psychosis and suicide in clinical and non-clinical populations. 

Yates et al., (2019) conducted a meta-analysis of 10 general population cohort studies on 84,285 

individuals and found that psychotic experiences were associated with significantly increased odds 

of subsequent suicidal ideation, suicide attempts, and suicide death. In another meta-analysis, 

Huang et al., (2018) collected data from 50 longitudinal studies (68.8% used clinical samples) and 

found psychosis to be a significant risk factor for suicide ideation, attempts, and death. 

Bentall (2006) introduced a new paradigm for the research and understanding of psychosis 

called the ‘complaint-orientated approach’. Bentall argues that the study of psychosis has failed to 

find consistent replicable results due to the classification of these phenomena into poorly defined 

discrete categories of psychotic disorders such as ‘schizophrenia’. Instead of focussing on the study 

of psychiatric disorders, Bentall makes the case for focussing on the specific complaints or symptoms 

that people with these diagnoses commonly experience. Auditory hallucinations is one such 

complaint which is listed as a characteristic symptom of a range of psychotic and mood disorders 

(McCarthy-Jones, 2012, p.101). Auditory hallucinations is a psychiatric term but service-user-led 

organisations have advocated for the use of the more neutral term ‘hearing voices’ (McCarthy-Jones, 

2012, p.2). The voice hearing experience is not always indicative of a need for clinical care. For these 

reasons, this study will focus on hearing voices. 

O’Neill et al., (2021) found the self-attacking component of self-criticism to be a significant 

predictor of suicide probability, accounting for variance above entrapment, which research has 

consistently found to be a key factor in suicide (O’Connor and Kirtley, 2018). Gilbert (2004) suggests 

that negative voice hearing and the self-attacking style of self-criticism are similar forms of an ‘inner 

harassment’ that can act as a threat protection system by maintaining an individual’s subordinate 

position in a ‘better safe than sorry’ strategy (p. 284-285). In understanding hearing voices as an 
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evolved function of one’s social threat-protection monitoring system, a helpful strategy may be to 

bring about a shift to a different emotional regulation system - the ‘soothing’ system, which is 

characterised by caring, connectedness and safeness (Heriot-Maitland et al., 2019). Heriot-Maitland 

et al., (2019) outlines how compassion and self-compassion can be effective in stimulating a switch 

out of the threat processing system and into the soothing system.  

Informed by this research, the primary hypothesis this study will test is: do self-

attacking thoughts predict suicidal thinking in people who hear voices? In addition, 

exploratory analysis will measure attacking voices to establish if these contribute to unique 

variance in suicidal thinking as this has strong clinical implications. The moderating role that 

self-compassion has in these two relationships will be explored. Key predictors of suicidal 

thinking such as entrapment and depression, and demographic variables will be controlled in 

the analyses. This research is relevant to clinical psychology as findings may inform suicide 

risk assessments and therapeutic work with people who hear voices and are experiencing 

suicidal thinking or at risk of suicide. 

 

2. Aim and objectives 

2.1 Aim 

The study aims to look at relationships between self-attacking thoughts, critical 

voices, and suicide while controlling for depression, entrapment, age, gender, and age of 

onset of voice hearing and frequency of voices in people who hear voices. 

 

2.2 Objectives 

1. Identify the most appropriate scales to use to measure the factors of interest in this study. 

2. Create a Qualtrics survey which is easy-to-use and will collect data on the measures of the 

variables relevant to this study 
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3. Conduct a power calculation to determine the number of participants needed for the study. 

4. Gain ethical approval for the study from Lancaster University. 

5. Publish the Qualtrics survey and begin recruitment. 

6. Recruit participants to complete the online survey through sharing on social media (e.g. 

twitter, reddit etc.) and with Hearing Voices networks and groups. 

7. Export data from Qualtrics and analyse in SPSS. 

8. Specify the peer-reviewed academic journal format which the research study write-up will 

follow. 

9. Write up abstract, introduction, method, results, and discussion. 

10. Submit study for publication. 

2.3 Research Questions 

Primary Research Question: 

Do self-attacking thoughts predict suicidal thinking after controlling for entrapment, 

depression, age, gender, age of onset of voice hearing and voice frequency in people who hear 

voices? 

Secondary Research Questions: 

• Do critical voices predict suicide thinking after controlling for entrapment, depression, age, 

gender, age of onset of voice hearing and voice frequency in people who hear voices? 

• Does self-compassion moderate the relationship between self-attacking thoughts and 

suicidal thinking in people who hear voices? 

• Does self-compassion moderate the relationship between critical voices and suicidal thinking 

in people who hear voices? 

3. Method 

3.1. Participants 
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Participants included in the study will be adults aged 18 and over, who self-report a 

diagnosis of psychosis (e.g. schizophrenia spectrum disorder), who hear voices and who report 

suicidal thinking in the past 6 months. Participants who do not speak English are excluded from this 

study. Participants will be recruited from social media websites such as Twitter and reddit, and 

through connecting with Voice Hearing Groups/Networks to disseminate the study link online. We 

have calculated that the minimum number of participants needed to detect an estimated small 

effect size (determined from the existing literature) is n =81. If possible, given the short timeframe 

for data collection of 6 months, participant recruitment will continue to an upper sample size limit of 

114 participants. This more conservative estimate has been determined using the rule of thumb 

outlined in Green (1991) of N > 50 + (number of independent variables (8)) (x8). Waters et al., (2017) 

estimates that 75% of people with a diagnosis of schizophrenia hear voices, therefore assuming a 

similar proportion of this population it is proposed that data collection will continue to n = 160 

participants. 

As the population of this study (people with psychosis who hear voices) is a smaller 

subsection of Wren Little's population (people with psychosis), recruitment will need to continue 

until this study reaches enough participants (N = 81 - 114). Approximately 

75% of people with a diagnosis of schizophrenia report voice hearing (Waters & Fernyhough, 

2017). Assuming a similar proportion within our sample, 152 participants would be required to 

recruit 114 voice hearers. As this is only an estimate of effect size, my rationale for 160 participants 

includes a safety margin to allow for additional participants. 

We expect participant availability to be sufficient to fulfil the needed number of participants 

for this study based upon recent research into voice hearing/psychosis populations which have 

successfully utilised online data collection through social media to recruit a similar sample size 

(Lawrence et al., 2010). 

3.2. Design 
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The study will employ a non-experimental, non-randomised, single-group, cross-sectional, 

correlational design. This design was chosen as it will allow the study to measure many different 

variables to explore the relationships between suicide and self-attacking thoughts and negative 

voices through multiple regression analysis. This is a suitable design within the scope and resources 

of the study and will allow us to understand if there may be a relationship between these factors 

and suicide in people who hear voices and to develop hypotheses for future research.  

3.3. Procedure and materials  

Participants will complete a series of questionnaires online through a link on the 

www.lancasteruni.eu.qualtrics.com. Data collection will be carried out in conjunction with a study 

being conducted by a second trainee, Wren Little, who is also under the supervision of Dr James 

Kelly. Participants who hear voices are eligible for this study and therefore will automatically be 

shown additional items relating to this study. Participants who are not eligible for this study (do not 

hear voices) will not be shown additional items. 

Figure 1 shows the process that participants will follow to take part in the study including all 

the measures that participants will complete. Participants included in this study will complete a total 

of 105 items. It is estimated that this will take approximately 15 minutes to complete.  
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Figure 1: Joint Data Collection Flowchart 

 

 



ETHICS DOCUMENTATION  4-32 
 

 

Measures included in this study: 

1) Descriptive Variables 

Demographics: Age, gender, and age of onset 

Clinical predictors: Age of onset of voice hearing. 3 items from the Topography of Voices Rating Scale 

that assess frequency, volume, and clarity of voices (TVRS) and has been shown to have good test re-

test reliability (Hustig and Hafner, 1990). 

2) Clinical Predictors 

Depression: Centre for Epidemiologic Studies Depression Scale (CESD-10) (Andresen et al., 1994) is a 

revised 10-item version of the Centre for Epidemiologic Studies Depression Scale (CESD-20) (Radloff, 

1977) which has been found to be a valid and reliable measure of depression in a clinical population 

which included people who have experienced psychosis (Björgvinsson et al., 2013). Participants 

score items on a 4-point Likert scale from ‘Rarely or none of the time’ to ‘All of the time’. The CESD-

10 was chosen as a suitable measure for this study over other measures of depression as it is 

commonly used in suicide research (Wetherall et al., 2019), it does not contain an item regarding 

suicide, it is free to use, contains an item asking about hopelessness which is an important predictor 

of suicide and has less items for participants to have to complete than the longer form. 

Entrapment: The Entrapment scale (Gilbert and Allan, 1998) is a 16-item measure where responders 

score items on a 5-point scale from ‘not at all like me’ to ‘extremely like me’. The entrapment scale 

has been found to have good validity and reliability (Gilbert and Allan, 1998) in both a sample of 

students and depressed patients. Taylor et al., (2010) report good internal consistency of the 

Entrapment scale in a psychosis population. 

3) Self-to-self relating 

Primary hypothesis:  
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Independent variables: This study will use the ‘Hated-Self’ subscale of the Forms of Self Criticism and 

Reassurance Scale & Functions of Self Criticism (Gilbert et al., 2004) which comprises of 5 items 

which are scored on a 5-point scale from ‘not at all like me’ to ‘extremely like me’. The ‘Hated-Self’ 

subscale has shown good reliability in the original study (Gilbert et al., 2004) and shown good 

validity and reliability in large clinical and non-clinical samples Baião et al., (2015). 

Dependent Variable:  

Suicide ideation will be measured using the Columbia–Suicide Severity Rating Scale (C-SSRS) which is 

a measure of suicidal ideation and behaviour that has shown good validity and reliability (Posner et 

al., 2011; Madan et al., 2016) and has been used as a baseline measure in a recent randomised 

control trial for a suicide intervention (O’Connor et al., 2022). There are three versions of the C-SSRS 

available for use. This study will use the 6- item ‘C-SSRS Self-Report Recent Form’ which contains the 

entire 5 items of the suicidal ideation subscale of the C-SSRS plus 1 item which combines the suicidal 

behaviour subscale.  

Suicidal Behaviour will be measured using an additional item which has been used in the Adult 

Psychiatric Morbidity Survey Q – DSH4 (McManus et al., 2007) and in more recent suicide research 

(O’Connor et al., 2018) ‘Have you ever made an attempt to take your life, by taking an overdose of 

tablets or in some other way?’. This question is taken from the Clinical Interview Schedule (CIS-R) 

which was found to be reliable and valid measure (Lewis et al., 1994). 

Secondary hypotheses:  

Independent Variable: Negative voices: Negative voices will be measured using the ‘Hated-Self’ 

subscale of the Forms of Voice-Criticising/Attacking and Voice Reassuring Scale (FVCRS). This sub-

scale is comprised of five items where responders are asked to score items on a 5-point scale from 

“Not at all like me” to “Extremely like me”. This scale has been adapted from the Forms of Self 



ETHICS DOCUMENTATION  4-34 
 

Criticism and Reassurance Scale & Functions of Self Criticism (Gilbert et al., 2004) and is currently 

unpublished. 

3.4. Proposed analysis 

Primary Hypothesis: 

Linear association between key variables will be tested using Pearson’s R correlation. If the 

data is not normally distributed, then a Spearman correlation will be used. For the primary 

hypothesis, a forced entry multiple regression model will be used with the CSSRS as the dependant 

variable. The model will include age, gender, age of onset of voices, voice frequency, depression, 

entrapment, and self-attacking thoughts. The regression model will be used to explore whether self-

attacking thoughts account for unique variance in suicidality after controlling for the demographic 

and clinical variables outlined above.  

Secondary Hypotheses:  

A second forced entry multiple regression model with the CSSRS as the dependant variable 

will be used to test the next hypothesis. The model will include age, gender, age of onset of voices, 

voice frequency, depression, entrapment, and critical voices. This regression model will be used to 

explore whether critical voices account for unique variance in suicidality after controlling for the 

demographic and clinical variables outlined above. 

The next exploratory analyses will be two moderation analyses testing self-compassion as a 

moderating between a) self-attacking thoughts and suicidal thinking and b) critical voices and 

suicidal thinking. Results of this analysis is of interest clinically as self-compassion has been 

associated with lower levels of suicidal thinking (Cleare et al., 2019) and previous research has 

suggested that therapeutic approaches which focus on development of self-compassion such as 

Compassion Focused Therapy (CFT) may be an effective way to target negative forms of self-to self-

relating such as self-attacking. 

3.5. Practical issues 
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The measures in the survey will ask participants about a number of sensitive topics. 

The main potential for risk being the measure of suicidality which asks about recent 

experiences of suicidal thinking and/or behaviour. This has the potential to increase 

attention to suicidal thoughts and/or induce negative emotions (e.g., sadness, shame). Other 

topics that we will ask participants about which have the potential for bringing about 

feelings of discomfort through increases attention toward these experiences include: 

Questions relating to feelings of depression, defeat and entrapment; Questions regarding 

how the participant relates to themselves, to others, and to their voices (e.g. self-criticism, 

self-compassion, and their voice hearing relationship). Efforts have been made to select 

measures which have the fewest number of items to reduce the time burden to participants, 

measures that use language that is least likely to cause discomfort or harm to participants 

whilst still being valid and reliable measures commonly used in previous research. We plan 

to involve people with lived experiences of hearing voices in the review process of the 

measures selected. To mitigate this risk, we will first provide clear and detailed information 

to participants in the poster and the participant information sheet regarding the sensitive 

topics that the questionnaire will ask about. It will clearly state that participants do not have 

to complete the study, and this will be repeated throughout the questionnaire. The 

participant information sheet, debrief sheet and each page of the study questionnaire will 

contain contact information for services which can provide additional support if needed. As 

the study will be published online, and is therefore accessible internationally, this will 

include a link to "https://findahelpline.com", which provides details for suicide and anxiety 

helplines in most countries 

3.6. Ethics and Governance  

Ethical approval will be gained from Lancaster University Faculty of Health and 

Medicine Ethics Committee  

3.7. Patient and public involvement 
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We plan to involve people with lived experiences of hearing voices in the review process of 

the measures selected. 

4. Dissemination Plans 

It is planned to publish findings in a peer-reviewed academic journal identified jointly with 

Wren Little and our research supervisor, Dr James Kelly. It is also planned to feedback a summary of 

the research findings to participants who opt to receive this information by providing their email 

address through an anonymous link at the end of our Qualtrics survey. 

5. Plain English Summary  

 

 

Suicide is a major public health problem. People who experience psychosis are more likely to experience 

suicidal thinking and behaviour. Psychosis describes an experience where a person perceives or 

interprets reality in a very different way from people around them. This often involves seeing or hearing 

things that other people cannot see or hear. Leading researchers in psychosis have recommended that 

research focuses on the specific complaints associated with this experience. For this reason, this study 

will focus on the experience of hearing voices. Recent suicide research has found self-attacking thoughts 

to be a significant predictor of suicide probability. The experience of hearing critical voices has been 

likened to self-attacking thoughts as a similar form of inner harassment. This study will explore if self-

attacking thoughts predict suicidal thinking, and if critical voices predict suicidal thinking, in people who 

hear voices. We will take into account other significant predictors of suicide such as depression. Finally, 

the effect that self-compassion (defined as a basic kindness, with a deep awareness of the suffering of 

oneself and a wish to relieve it) has on these two relationships will be measured. This study will recruit 

adults who hear voices and report having suicidal thoughts in the past 6 months. Participants will 

complete a series of questionnaires online.   
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