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Chapter 15

Using Acceptance and Commitment
Therapy Within a Functional Analysis
Informed Therapy for Hearing Voices

Neil Thomas @ and Kim Morris

Auditory verbal hallucinations, commonly referred to as hearing voices, can occur
as a persisting experience in a range of populations. Since the twentieth century,
voice hearing has been most closely associated with schizophrenia (McCarthy-
Jones, 2012), with particular forms of voice hearing being included among
Schneider’s influential first-rank symptoms proposed to define the syndrome.
However, it has become increasingly apparent that persisting voice hearing experi-
ences are encountered in a range of clinical populations, including being relatively
common in the diagnostic groups of bipolar, major depression, borderline personal-
ity disorder, and PTSD, suggesting relevance as a transdiagnostic phenomenon
(Largi et al., 2012). Indeed, across these groups, the phenomenology of hearing
voices is remarkably similar (Waters & Fernyhough, 2017). Experiences of voice
hearing are also reported by a number of people with no mental health needs
(Beavan et al., 2011; Johns et al., 2014), and may be considered a normative experi-
ence in some cultural groups (Largi et al., 2014). This has given rise to contempo-
rary conceptualisations of hearing voices as part of the spectrum of human
experience, rather than as the manifestation of particular disease processes (Johns
etal., 2014).

Nonetheless, hearing voices is an experience with which people often struggle.
Whilst hallucinatory experiences vary from person to person, hallucination is, by
definition, an experience that is as vividly real as a true perception, is experienced
as uncontrollable and seems to have a life of its own (Slade & Bentall, 1988). People
usually hear voices saying things related to themselves or what they are doing, typi-
cally in the form of voices talking to the hearer, or about them (McCarthy-Jones
et al., 2014; Nayani & David, 1996). Whilst neutral content such as running com-
mentary is characteristic for some people, negatively valanced content is most
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typical, with voices very often involving hearing criticism, threats to harm the per-
son or others, or commands often to do harmful things (Largi et al., 2019; Nayani &
David, 1996; McCarthy-Jones et al., 2014).

15.1 Psychological Therapies for Hearing Voices

Understandably, hearing voices can be experienced as a highly distressing and dis-
tracting experience, and, as such, psychological therapies may have an important
role in helping reduce the impact of hearing voices on distress and day-to-day
functioning. The most established psychological treatment approach used for hear-
ing voices is the broader intervention model of cognitive behavioural therapy for
psychosis (CBTp). CBTp has been extensively studied in randomised controlled
trials, typically with persisting positive symptoms including hallucinations, along-
side delusions, as a target (van der Gaag et al., 2014). This trial evidence has led to
it being widely recommended for people with psychotic disorders and experiences
in clinical practice guidelines (e.g. National Institute of Clinical Excellence, 2010;
Kreyenbuhl etal., 2010; Royal Australian and New Zealand College of Psychiatrists,
2015). Commonly used CBTp methods applied to hearing voices include enhanc-
ing coping strategies (Hayward et al., 2018), and cognitive restructuring of distress-
related appraisals about the experience. These can include threat appraisals such as
about losing control (Morrison, 1998, 2001), or reflect beliefs held about the per-
son or entity from which the voices are arising (Chadwick & Birchwood, 1994).
Chadwick and Birchwood (1994) highlighted that people typically regarded the
voices being spoken by real others, holding extraordinary power over the individ-
ual, often with malevolent intentions, and proposed such beliefs drive voice-related
distress. Hence beliefs about the extent of voice power, and control that the person
has over the experience, are a particular target of cognitive restructuring in CBTp
applied to voices.

As psychotherapeutic methods have progressed, there has been a range of fur-
ther psychological interventions applied to help people who hear voices (Thomas
et al., 2014). Whilst sometimes presented as alternative models, these are often
intended as specialised components of broader therapy, and therefore compatible
with a broader CBTp framework (e.g. competitive memory training, van de Gaag
et al., 2012; exposure-based methods for associated trauma memories, Paulik et al.,
2019; Brand et al., 2021). One notable trend has been a group of therapies that work
with the experience that people have of the voices as agents or entities with whom
they relate interpersonally (e.g. Craig et al., 2018; Hayward et al., 2014, 2017; Leff
et al., 2013; Longden et al., 2021). A further major trend has been the third wave,
or “acceptance and mindfulness-based,” approaches, which we consider in
more detail.
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15.2 Acceptance and Mindfulness-Based Approaches

Third-wave approaches applied to hearing voices and/or psychotic experiences and
include mindfulness programs (e.g. Boge et al., 2021; Chadwick et al., 2016; Louise
et al., 2019; Strauss et al., 2015), acceptance and commitment therapy (ACT; e.g.
Bach & Hayes, 2002; Gaudiano & Herbert, 2006; Shawyer et al., 2012, 2013;
Thomas et al., 2013) and compassion-focused therapy (e.g. Braehler et al., 2013;
Heriot-Maitland et al., 2019). These approaches share a common focus on changing
clients’ relationship, or patterns of interaction, with thoughts and their broader
internal experience. This contrasts with modifying the content of thoughts and
beliefs, as in cognitive therapy. Hence, applied to voices, rather than disputing what
voices say, or modifying explanatory beliefs about voices, these approaches primar-
ily aim to help the person to be less fused with, preoccupied with, and/or reactive to
these experiences (Thomas, 2014, 2015).

ACT is one of the most widely studied of these approaches. A very simplified
account of the theoretical basis of ACT is that, due to our evolved internalisation of
language as verbal thought, much of our conscious experience occurs in relation to
internal representations of events. Thus, imagining a feared catastrophe can elicit
anxiety, thinking about a loss can elicit sadness, and dwelling upon past failures can
generate shame. It is our interactions with these internal representations where
human psychopathologies tend to arise (Hayes et al., 1999). In particular, we often
engage in attempts to distract from or suppress these internal representations, which,
due to their uncontrollability, can give rise to struggle which intensifies distress. We
may also engage in broader forms of experiential avoidance that may narrow our
range of experience and dominate our behaviour.

In relation to this, hearing voices is a notable experience in that it reflects a mani-
festation of internalised verbal representations, yet is experienced as a stimulus aris-
ing from, and often located in, external space. Thomas et al. (2013) conceptualised
three layers of impact of the experience of voice hearing that may give rise to strug-
gle. First, hearing voices is an intrusive, uncontrollable, inescapable sensory experi-
ence. This can intrude into and come to dominate awareness in ways akin to
struggles with other sensory experiences such as chronic pain or tinnitus.
Additionally, in the context of psychosis, the experience may be further associated
with a subjective sense of being particularly salient or important which can make it
particularly attention capturing.

Second, hearing voices is a verbal phenomenon, and the preponderance of nega-
tive emotional content, such as criticism, threats and harmful commands, involves
the activation of broader internal representations that are personally highly salient.
Third, hearing voices is typically experienced as interpersonally meaningful, expe-
rienced as if sentient others (Benjamin, 1989; Chin et al., 2009; Hayward et al.,
2011). This can lead to hearers being drawn into internal dialogue with these experi-
ences (Leudar et al., 1997), which may prolong engagement with them (Thomas,
2015). As voice content may be critical and threatening, patterns of reacting to
voices with reciprocal hostility (e.g. internally shouting or swearing at voices) are
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particularly common (Hayward et al., 2020; Thomas et al., 2009), which may lead
to increased arousal that may reinforce the experience.

Each of these layers of the experience — sensory, verbal and interpersonal — may
be associated with struggle, distress and impacts on day-to-day life playing out. In
the general ACT model, the antidote to struggle with aversive experience is accep-
tance — or willingness to experience things which are aversive — in combination
with shifting from reactive responses to intentional behaviour in line with broader
personal values. This is further supported by defusion exercises and skills, which
highlight thoughts as internal representations distinct from environmental threats,
and skills in engaging in self as observer of experiences, and awareness of the pres-
ent moment, typically using mindfulness exercises. An array of experiential exer-
cises and metaphors are used to support this work, such as those described in Hayes
et al. (1999).

The emphasis on acceptance as an adaptive response to voices is notable as it has
parallels with a principle of the Hearing Voices Movement (HVM, Corstens et al.,
2014), a sociopolitical movement of people identifying as voice hearers and their
supporters. The HVM was championed through early research of Romme and
Escher (Romme & Escher, 1989; Romme et al., 1992) highlighting that non-clinical
voice hearers typically reported accepting attitudes to the experience as being part
of their life and were not distressed by the experience. This highlighted that accep-
tance of voices as part of one’s experience may be an adaptive means of living with
it, suggesting that this approach may have value to people with distressing voices as
an alternative to the traditional paradigm of seeking to eliminate voices as a patho-
logical symptom. Consequently, within the HVM, many people have accounts of
learning to live with their voices adaptively by moving from attempts to get rid of
voices to turning towards and exploring the experience (Corstens et al., 2014).

A challenge, however, is that the hostile negative voices that are most common
in clinical populations are difficult for people to find ways to accept, and this is
where the skills in acceptance and mindfulness-based therapies may be facilitative.
Following the first applications to psychosis by Bach and Hayes (2002), our group
in Melbourne has had an interest in developing and trialling (Shawyer et al., 2012,
2017) these approaches for helping people who hear voices, with an ACT protocol
for voices summarised by Thomas et al. (2013).

15.3 An Integrative Therapeutic Framework
for Hearing Voices

We have run a specialist voices clinic since 2006 offering psychological therapies to
people who hear voices (Thomas et al., 2010; Paulik et al., 2020). In providing a
specialist service we have a need to consider research evidence in combination with
emerging innovations in practice, and, in particular, how to navigate an expanding
array of therapeutic approaches. Whilst CBTp is best evidenced and has provided a
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useful overall model for practice with psychosis, specific elements for voices are
less thoroughly operationalised, particularly if considering voices as a transdiagnos-
tic phenomenon. Indeed, clinical experience in the Voices Clinic was that the best-
operationalised cognitive targets for voices, such as perceived voice power, seemed
to be the main source of distress for only some clients. In fact, many clients seen in
the clinic were very insightful about their experiences, so much of the “psychosis”-
focused cognitive work on developing alternative explanatory models has less well-
aligned applicability. Many clients would say that they know the voices are being
created by their minds, but they still find them intensely distressing. This suggests
the potential for approaches with less emphasis on cognitive change. However,
meta-analyses of other approaches (e.g. acceptance and mindfulness-based thera-
pies, Louise et al., 2018; trauma-focused therapies, Brand et al., 2018) have not
reported average effect sizes superior to those reported for CBTp. Indeed, experi-
ence in the clinic is that there is much individual variation in the applicability of
most therapeutic approaches.

The development of therapeutic approaches that extend beyond the original
CBTp model, but have a much less mature level of supportive evidence, suggests
potential value in an integrative therapeutic framework that can flexibly accommo-
date innovations when working with hearing voices.

To do this, we have adopted a therapeutic model grounded in behaviour ther-
apy — hence being consistent with both CBTp and third-wave therapies — which uses
individual behavioural formulation to tailor therapy to the individual. This allows
for the incorporation of broader therapeutic methods such as those from ACT. Heavily
influenced by an early proto-CBTp approach developed by Tarrier (1992; Tarrier
et al, 1990, 1993, 1998), the “Functional Analysis Informed Therapy for
Hallucinations” (FAITH) model that we use in the Voices Clinic involves develop-
ing an individualised formulation of the patterns of antecedents and responses to
episodes of hearing voices. The therapist seeks to understand variability in the expe-
rience, such as the onset and persistence of intermittently occurring hallucinations,
and periods of increased (or decreased) intensity or distress associated with more
continuous hallucinations. This draws on literature finding meaningful patterns of
variation in hearing voices in response to identifiable antecedents such as noise
levels, environmental stress, arousal, worry, rumination, and engagement in activity
(Bell et al., 2022). It also draws on literature examining responses to hearing voices,
including observations of meaningful but often inefficient engagement in coping
strategies (Farhall et al., 2007), and tendencies to be drawn into hostile dialogue or
relating to voices (Leudar et al., 1997; Thomas et al., 2009).

Because patterns of antecedents and response to this experience can vary sub-
stantially from person to person, therapy involves a collaborative process of devel-
oping individual formulation, or functional analysis, of experiences, used to consider
potential ways to break out of unhelpful patterns that maintain distressing voice-
hearing episodes. This is done on an ongoing basis as a focus of sessions to formu-
late recent episodes of hearing voices and identify potential exit points, similar to
the chain analysis method used in dialectical behaviour therapy. This may be used
both to problem-solve periods of especially challenging voices and to learn from
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episodes of voice hearing that had been dealt with well. Through this, the clients’
adaptive behaviours are identified and applied more systematically, and new self-
management behaviours are introduced as indicated. As well as incorporating pre-
ventative and coping strategies, this might include cognitive strategies (“what could
you tell yourself?”), mindful responding, defusion, or practice of alternative ways
of interacting with voices. In the session, exercises are used as much as possible.
Over time the aim is to give the client a strong familiarity with the patterns occur-
ring with their own voices, to know how to avert periods of escalating voice inten-
sity and distress, and build up habitual ways of responding to voices that allow the
person to live with hearing voices without it dominating their conscious experience
and day-to-day lives.

15.4 Case Study — Chris

To illustrate the integration of ACT methods within a broader functional analysis
model, we present a case description of therapy provided by the Voices Clinic to a
client we refer to as Chris, who was seen over a course of 18 one-to-one sessions.
Chris was a man in his early 20 s who had been experiencing persistent auditory
verbal hallucinations for approximately 2 years prior to coming to the Voices Clinic.
He primarily heard a single voice, which was male, older, of moderate loudness, and
heard continually. The content was almost exclusively derogatory in nature, with
occasional directive commanding content. Chris described the voice as “like a
grandfather,” stern, authoritative, and demanding high standards of achievement. He
described the voice making bullying comments such as “you’re not good enough...”
or “you’re not going to be able to do this well.” The voice would also encourage
suicide or behaviour with negative outcomes such as excessive alcohol consump-
tion. Chris reported experiencing extreme distress associated with these experiences.

At the point of presentation, Chris had withdrawn from his apprenticeship and
was not working, he had also parted from his long-term girlfriend and was finding
it challenging to socialise. When at its worst, he described being very much “drawn
into” the experience of the voice and withdrawing from the external environment.
Prior to hearing voices for the first time, Chris had been playing sport at a high level
which was no longer possible due to a significant injury. His participation in sport
had involved daily training as well as competition, and he had described this as a
significant part of his social life and identity. The loss of this resulted in a dramatic
readjustment of how he spent his time.

Therapy commenced at the Voices Clinic using the FAITH framework. As Chris
experienced hearing voices on a continuous basis, the functional analysis focused
on the exploration of when voice content was noticeably more derogatory, loud, or
escalated in any way, and/or when he was most distressed. During the first few ses-
sions, multiple situations in which the voice was louder or more derogatory were
identified. These included when socialising with friends, when undertaking a task
that he wanted to achieve well and when trying to sleep. Further discussion revealed
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that these situations usually involved increased anxiety for Chris. This anxiety was
fuelled by various factors such as feeling self-conscious or unsure of himself, feel-
ings of guilt and failure associated with high standards of achievement, and rumina-
tion when trying to sleep. Anxiety in the social context became an issue for Chris
partly due to a loss of social identity that had been enmeshed with his identity as a
successful sportsperson. Chris also noted that his tendency to aspire to extremely
high standards of achievement was, at least in part, fostered in the sporting environ-
ment. He had lost a significant source of validation and direction.

Chris also experienced voice content that would incite paranoid thoughts about
being watched or talked about negatively by others. Antecedents for this type of
voice content were situations such as walking in public or speaking to someone
unfamiliar, for example, asking a question to a shop attendant. Similar to anteced-
ents of escalating derogatory voice content, these circumstances also involved
increased anxiety for Chris. These factors were drawn out in two overarching mod-
els of his difficulties with voices, illustrated in Fig. 15.1.

In addition to the responses included in these models, Chris would at times argue
with or challenge the voice in an attempt to alleviate the distress from the experi-
ence. This approach tended to result in an escalation of the voice: Chris noted that
the voice would get louder and angrier when challenged and if he tried to ignore the
voice it would become very persistent and repetitive. If he asked questions such as
“why are you saying this?,” the voice would become annoyed that it was being
questioned and either assert its authority or ignore Chris’s questions.

Throughout the process of developing this shared formulation, Chris’s personal
conceptualisation of the voice content began to take shape. He noted that “some-
times he says he is helping me,” and the voice “stems from my anxiety,” observing
that it reflected his worries but in a very exaggerated and severe way. Due to the
central involvement of anxiety in Chris’s voice-hearing experience, strategies for

(a) derogatory voice (b) paranoid thoughts incited or encouraged by
the voice
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Fig. 15.1 Models of escalation of voice episodes informed by functional analysis. (a) Derogatory
voice (b) Paranoid thoughts incited or encouraged by the voice
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managing anxiety were a primary focus throughout sessions. This included psycho-
education about anxiety, identification of strategies for relaxation and reinforcement
of regular practice of strategies. In addition to this, once chain analysis was com-
pleted for specific incidents of escalated voice hearing, time was spent collabora-
tively identifying “exits” from the spiral of anxiety and escalation. Some of the
“exits” that Chris identified were changing what he was doing, engaging in a breath-
ing exercise, having a shower, and exercising.

As Chris reported back about how he was going with putting into practice the
strategies and “exits,” an implementation challenge began to emerge. It became
evident that strategies which could be viewed as achieved either successfully or not,
would increase anxiety and the voice would escalate. For example, when Chris
would attempt a breathing exercise with the goal of reducing anxiety, he would feel
as though he had failed the exercise if he did not feel any relief from anxiety and the
voice’s derogatory commentary continued, which would, in turn, increase anxiety
further. Imagery exercises were attempted; however, these also had the potential to
backfire. When unable to conjure the suggested images, Chris would feel as though
he were failing at the task and the voice would begin to interfere with comments
about not doing it properly. For example, when attempting a “leaves on a stream”
mindfulness exercise, Chris found that the leaves would not float down the stream
but would stay still and stuck which would be commented on by the voice and
thereby increase anxiety and feelings of failure.

In reviewing these patterns with Chris, we identified that focusing on trying to
control the experience of hearing voices was becoming part of the cycles that were
maintaining a struggle with hearing voices. We thought with Chris about consider-
ing finding an alternative way of responding to voices, paving the way for the inte-
gration of ACT methods. This concept was introduced to Chris using a “tug of war
with a monster” metaphor (described in Thomas et al., 2013), where the option of
“dropping the rope” was regularly reinforced as an alternative approach.

Values-focused work elicited values including maintaining strong positive rela-
tionships with friends and family, and hard work. Chris was already actively pursu-
ing these values, however, with a significant level of distress. At this stage, Chris
had started working with his father a few days a week, and he described “pushing
through” despite often having significant anxiety and intense and derogatory com-
mentary by the voice. This occurred both on the way to work and throughout the
day. Chris also continued to spend time with friends on the weekends and work on
his hobby of making furniture despite knowing that such activities would likely
exacerbate his voice and anxiety. Identifying and discussing values allowed the goal
to be redefined as moving towards what he wants in life despite the voice rather than
trying to improve or reduce the experience of the voice. Although not explicitly
stated this shift in goal was intended to assist with reducing the struggle with anxi-
ety and the voice. It also created space for Chris to be proud of his achievements in
areas he valued despite having to do so under distressing circumstances.

Defusion was introduced at this stage with the hope that, with practice, it would
help reduce problematic engagement with the voice. Chris had reported a tendency
to engage with the voice in his thoughts which had caused difficulty with
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concentration and could lead to escalation of the voice and anxiety. The concept of
“bad news radio” was introduced as a way to refer to the voices, which fit with
Chris’s conceptualisation of the voice as an exaggerated and unhelpful reflection of
his anxiety. This metaphor was utilised to encourage Chris to allow the voice to play
on in the background while he continued with other valued endeavours.

Imagery methods for assisting with the understanding of defusion tended to be
problematic due to the voice content interfering and undermining Chris’s attempts
to focus and grasp the concept. Therefore, helping to develop Chris’s understanding
of defusion was achieved over time via metaphors, diagrams, and discussion. The
idea of observer-self and thinking-self was introduced and initially, Chris tended to
liken the observer-self to observing work he was doing and struggled to differentiate
between the observer-self and the thinking-self. Without the aid of mindfulness
visualisation exercises, defusion proved difficult to grasp, however over time Chris’s
understanding began to develop. This was achieved by various methods such as
visual aids including a cartoon diagram showing thoughts as separate from the self,
Titchener’s repetition (e.g. “lemon, lemon, lemon...”), and conceptualisation of
thoughts as “just words” prior to meaning and emotion being attached to them.
These concepts were described often in relation to “thoughts,” but it was regularly
reinforced that they could extend to voice content, and thoughts and voice content
were at times discussed interchangeably.

Metaphors were often integrated with the functional analytic formulation that
was developed during earlier sessions. For example, Chris had a hobby of furniture
building and had previously enjoyed seeing his work take shape. Unfortunately, his
ability to enjoy his work was increasingly sabotaged by the voice which would criti-
cise and make comments about him and his work not being good enough. Chris had
developed an understanding that in circumstances involving an element of achieve-
ment, internalised high standards would exacerbate the voice’s derogatory content.
This awareness allowed him to improve on his ability to take a “step back™ from
these comments and reconceptualise as “bad news radio.”

Once it became clear that Chris’s understanding of defusion had developed well,
the concept of “choice points” and becoming “hooked” by thoughts, feelings or the
voice was introduced. This became a common way for the discussion to be framed,
particularly when discussing events that occurred between sessions and were often
helped with the visual aid of a choice point diagram. Chris developed skills in iden-
tifying his choice points and both utilising strategies identified during functional
analysis and recruiting his observer-self to help get himself “unhooked.” It was
noted that becoming hooked by anxiety or the voice would usually involve becom-
ing stuck in a spiralling situation as described by the functional analysis models in
Fig. 15.1. At this point, Chris had reported that he wished to reconcile with his ex-
girlfriend but was very anxious about how this might go. Increased anxiety in asso-
ciation with new experiences and changing circumstances was regularly normalised
during sessions. Work then focussed on “making room” for anxiety and practicing
becoming “unhooked” from anxiety. Again, without the aid of visualisation such as
the ACT “expansion” exercise, this was achieved by other methods. The concept of
“leaning into” the anxiety and allowing it to be there while he continues with what
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is important to him, was frequently promoted. Chris was also encouraged to take
inventory of the physical sensations of anxiety like a “curious scientist”. The goal of
this activity was to reduce fear of the feeling of anxiety and assist with creating
distance or “unhooking” from it. There was also frequent discussion about how the
feeling could exist at the same time as Chris could continue to do something he
valued. There were some hiccups with the practice of “leaning into” anxiety, and it
was identified that during this practice, Chris was hoping the anxiety would reduce.
It was important to regularly reinforce that the goal was simply to be curious and
approach with an exploratory attitude.

Chris was a very driven individual and working from a values-oriented perspec-
tive seemed to suit him well. He had strongly held values in relation to positive
relationships with friends and family and achievement in work and leisure. During
the early stages of his treatment at the Voices Clinic, Chris had already started to
re-engage with some of these areas of life including spending time with friends and
starting work, which he persisted with, despite often tolerating high to extreme lev-
els of anxiety and distress associated with voice hearing. Chris was fortunate to live
with his family whom he described as very supportive and encouraging which
assisted him to stay engaged with his values and associated goals. The therapeutic
goal of sessions with the Voices Clinic was primarily distress reduction and gently
assisting him to shift focus from fixing the problem (making the voice stop) to pur-
suing a meaningful and fulfilling life despite the voice. Sessions included regular
discussion of the previous week’s events and associated challenges, which were
informed by the functional analytic formulation, with the focus driven by his values.

Towards the end of sessions with the Voices Clinic, Chris described having
arrived at a point of knowing the voice would be there but having decided to “move
on” and “take action” anyway. His ability to disengage from the previous problem-
atic spirals of anxiety and escalating voice causing increasing anxiety was becom-
ing easier and more habitual. Whilst the voice remained present, he referred to it
as not being “too bad”. At this point, he had begun a full-time apprenticeship with
his father’s business, he had reconciled with his ex-girlfriend, was exercising regu-
larly, and frequently spending time with friends. Reengaging with these valued
areas of life, presumably increased Chris’s sense of achievement and self-esteem,
which likely also assisted with reducing anxiety. By the final session with the Voices
Clinic, Chris reported that he felt equipped and enthusiastic about continuing his
recovery on his own and getting on with life.

15.5 Discussion

This case study illustrates the potential for ACT methods to be integrated within an
individualised formulation-based therapy for hearing voices. ACT methods were
particularly indicated in this case because of the behavioural repertoire of attempt-
ing to control the experience of hearing voices operated as part of the maintaining
cycle, which made a simple self-management or coping enhancement approach
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difficult to effect change. Whilst behaviours that Chris could engage in that would
help to reduce voice-related distress were identified, the intention behind their
application required a different framing in order to be effective, which was sup-
ported by the experiential exercises on acceptance, defusion and values. This
enabled him to use the strategies that had been discussed earlier in therapy and do
so without being drawn into a cycle of unsuccessfully trying to forcibly suppress
either the voices or related anxiety, which appeared to exacerbate the overall prob-
lem. In this way, ACT methods were supportive of the overall therapeutic approach,
and enabled progress that appeared otherwise difficult to achieve.

A question arising is whether a pure ACT approach from the outset would have
been equally successful. Whilst we do not know how therapy would have progressed
in this case, the work on shared formulation provided the opportunity for socialisa-
tion into a shared understanding of how patterns of voices were being maintained,
providing a rationale for exploring alternative ways of responding to them. This
may be supportive of establishing a stronger therapeutic alliance, and stronger buy-
in to the application of methods that are a significant shift from existing ways of
coping. Qualitative data from a randomised controlled trial of a focused one-to-one
ACT intervention for persisting positive symptoms (Shawyer et al., 2017) was that
clients sometimes felt a disconnect between ACT exercises and their own experi-
ences (Bacon et al., 2012). Anecdotal therapist experience from that trial was also
that ACT could be confronting for many participants by threatening an established
equilibrium of just getting by. We speculate that additional time on building a shared
formulation may be important groundwork that enables a rationale for adopting a
different approach to be developed, allowing ACT methods to be used more
effectively.

Finally, the use of ACT within a functional analytic framework enables integra-
tion with a broader behavioural therapeutic model. This offers a coherent approach
to clients for presentation of different therapeutic methods that allow for individu-
alisation of therapeutic approach, beyond less voice-specific CBTp models, whilst
also grounding the overall intervention in an empirically-supported framework that
offers a balance between evidence-based practice and individualisation of therapy.

Disclaimer Clinical cases presented in this chapter do not include real names or personal infor-
mation of real persons.

References

Bach, P., & Hayes, S. C. (2002). The use of acceptance and commitment therapy to prevent the
rehospitalization of psychotic patients: A randomized controlled trial. Journal of Consulting
and Clinical Psychology, 70, 1129-1139.

Beavan, V., Read, J., & Cartwright, C. (2011). The prevalence of voice-hearers in the general popu-
lation: A literature review. Journal of Mental Health, 20, 281-292.



318 N. Thomas and K. Morris

Bell, I. H., Cartner, S., & Thomas, N. (2022). Examining predictors of fluctuations in hallucina-
tions using ecological momentary assessment: Systematic review. Manuscript submitted for
publication.

Benjamin, L. S. (1989). Is chronicity a function of the relationship between the person and the
auditory hallucination? Schizophrenia Bulletin, 15,291-310.

Boge, K., Hahne, 1., Bergmann, N., Wingenfeld, K., Zierhut, M., Thomas, N., et al. (2021).
Mindfulness-based group therapy for in-patients with schizophrenia spectrum disorders:
Feasibility, acceptability, and preliminary outcomes of a rater-blinded randomized controlled
trial. Schizophrenia Research, 228, 134—144. https://doi.org/10.1016/j.schres.2020.12.008

Braehler, C., Gumley, A., Harper, J., Wallace, S., Norrie, J., & Gilbert, P. (2013). Exploring change
processes in compassion focused therapy in psychosis: Results of a feasibility randomized
controlled trial. British Journal of Clinical Psychology, 52, 199-214. https://doi.org/10.1111/
bjc.12009

Brand, R., McEnery, C., Bendall, S., Rossell, S. L., & Thomas, N. (2018). Do trauma-focused psy-
chological interventions have an effect on psychotic symptoms? A systematic review and meta-
analysis. Schizophrenia Research, 195, 13-22. https://doi.org/10.1016/j.schres.2017.08.037

Brand, R., Bendall, S., Hardy, A., Rossell, S. L., & Thomas, N. (2021). Trauma-focused imaginal
exposure for auditory hallucinations: A case series. Psychology and Psychotherapy: Theory,
Research and Practice, 94, 408—425. https://doi.org/10.1111/papt.12284

Chadwick, P., & Birchwood, M. (1994). The omnipotence of voices: A cognitive approach to audi-
tory hallucinations. British Journal of Psychiatry, 164, 190-201.

Chadwick, P., Strauss, C., Jones, A. M., Kingdon, D., Ellett, L., Dannahy, L., & Hayward,
M. (2016). Group mindfulness-based intervention for distressing voices: A pragmatic ran-
domised controlled trial. Schizophrenia Research, 175, 168—173. https://doi.org/10.1016/j.
schres.2016.04.001

Chin, J. T., Hayward, M., & Drinnan, A. (2009). “Relating” to voices: Exploring the relevance of
this concept to people who hear voices. Psychology and Psychotherapy, 82, 1-17.

Corstens, D., Longden, E., McCarthy-Jones, S., Waddingham, R., & Thomas, N. (2014). Emerging
perspectives from the hearing voices movement: Implications for therapeutic and research prac-
tice. Schizophrenia Bulletin, 40(Suppl. 4), s285—s294. https://doi.org/10.1093/schbul/sbu007

Craig, T. K., Rus-Calafell, M., Ward, T., Leff, J. P., Huckvale, M., Howarth, E., et al. (2018).
AVATAR therapy for auditory verbal hallucinations in people with psychosis: A single-blind,
randomised controlled trial. Lancet Psychiatry, 5, 31-40.

Farhall, J., Greenwood, K. M., & Jackson, H. J. (2007). Coping with hallucinated voices in schizo-
phrenia: A review of self-initiated strategies and therapeutic interventions. Clinical Psychology
Review, 27, 476-493. https://doi.org/10.1016/j.cpr.2006.12.002

Gaudiano, B. A., & Herbert, J. D. (2006). Acute treatment of inpatients with psychotic symptoms
using acceptance and commitment therapy: Pilot results. Behaviour Research and Therapy, 44,
415-437.

Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (1999). Acceptance and commitment therapy: An
experiential approach to behavior change. Guilford Press.

Hayward, M., Berry, K., & Ashton, A. (2011). Applying interpersonal theories to the understating
of and therapy for auditory hallucinations: A review of the literature and directions for further
research. Clinical Psychology Review, 31, 1313—-1323.

Hayward, M., Berry, K., McCarthy-Jones, S., Strauss, C., & Thomas, N. (2014). Beyond the
omnipotence of voices: Further developing a relational approach to hearing voices. Psychosis,
6, 242-252. https://doi.org/10.1080/17522439.2013.839735

Hayward, M., Jones, A. M., Bogen-Johnston, L., Thomas, N., & Strauss, C. (2017). Relating ther-
apy for distressing voices: A pilot randomized controlled trial. Schizophrenia Research, 183,
137-142. https://doi.org/10.1016/j.schres.2016.11.019

Hayward, M., Jones, A. M., Berry, C., & Strauss, C. (2018). Brief coping strategy enhancement
for distressing voices: An evaluation in routine clinical practice. Behavioural and Cognitive
Psychotherapy, 46, 226-237.


https://doi.org/10.1016/j.schres.2020.12.008
https://doi.org/10.1111/bjc.12009
https://doi.org/10.1111/bjc.12009
https://doi.org/10.1016/j.schres.2017.08.037
https://doi.org/10.1111/papt.12284
https://doi.org/10.1016/j.schres.2016.04.001
https://doi.org/10.1016/j.schres.2016.04.001
https://doi.org/10.1093/schbul/sbu007
https://doi.org/10.1016/j.cpr.2006.12.002
https://doi.org/10.1080/17522439.2013.839735
https://doi.org/10.1016/j.schres.2016.11.019

15 Using Acceptance and Commitment Therapy Within a Functional Analysis... 319

Hayward, M., Schlier, B., Strauss, C., Rammou, A., & Lincoln, T. (2020). Construction and
validation of the approve questionnairs: Measures of relating to voices and other people.
Schizophrenia Research, 220, 254-260. https://doi.org/10.1016/j.schres.2020.03.003

Heriot-Maitland, C., McCarthy-Jones, S., Longden, E., & Gilbert, P. (2019). Compassion focused
approaches to working with distressing voices. Frontiers in Psychology, 10, Article 152. https://
doi.org/10.3389/fpsyg.2019.00152

Johns, L. C., Kompus, K., Connell, M., Humpston, C., Lincoln, T. M., Longden, E., et al. (2014).
Auditory verbal hallucinations in persons with and without a need for care. Schizophrenia
Bulletin, 40(Suppl 4), S255-S264.

Kreyenbuhl, J., Buchanan, R. W., Dickerson, F. B., Dixon, L. B., & Schizophrenia Patient
Outcomes Research Team (PORT). (2010). The Schizophrenia Patient Outcomes Research
Team (PORT): Updated treatment recommendations 2009. Schizophrenia Bulletin, 36, 94—103.
https://doi.org/10.1093/schbul/sbp130

Largi, F., Sommer, I. E., Blom, J. D., Fernyhough, C., Hugdahl, K., Johns, L. C., et al. (2012).
The characteristic features of auditory verbal hallucinations in clinical and nonclinical groups:
State-of-the-art overview and future directions. Schizophrenia Bulletin, 38, 724-733.

Largi, F.,, Luhrmann, T. M., Bell, V., Christian, W. A., Deshpande, S., Fernyhough, C., et al. (2014).
Culture and hallucinations: Overview and future directions. Schizophrenia Bulletin, 40(Suppl.
4), S213-S220. https://doi.org/10.1093/schbul/sbu012

Largi, F., Thomas, N., Aleman, A., Fernyhough, C., Deamer, F., & McCarthy-Jones, S. (2019).
The ice in voices: Understanding negative content in auditory verbal hallucinations. Clinical
Psychology Review, 67, 1-10. https://doi.org/10.1016/j.cpr.2018.11.001

Left, J., Williams, G., Huckvale, M., Arbuthnot, M., & Leff, A. (2013). Computer-assisted therapy
for medication-resistant auditory hallucinations: Proof-of-concept study. British Journal of
Psychiatry, 202, 428-433.

Leuder, I., Thomas, P., McNally, D., & Glinski, A. (1997). What voices can do with words:
Pragmatics of hallucinations. Psychological Medicine, 27, 885-898. https://doi.org/10.1017/
$0033291797005138

Longden, E., Corstens, D., Morrison, A. P, Larkin, A., Murphy, E., Holden, N., et al. (2021). A
treatment protocol to guide the delivery of dialogical engagement with auditory hallucina-
tions: Experience from the talking with voices pilot trial. Psychology and Psychotherapy, 94,
558-572. https://doi.org/10.1111/papt.12331

Louise, S., Fitzpatrick, M., Strauss, C., Rossell, S. L., & Thomas, N. (2018). Mindfulness- and
acceptance-based interventions for psychosis: Our current understanding and a meta-analysis.
Schizophrenia Research, 192, 57-63. https://doi.org/10.1016/j.schres.2017.05.023

Louise, S., Rossell, S. L., & Thomas, N. (2019). The acceptability, feasibility and preliminary out-
comes of an individual mindfulness intervention for hearing voices. Behavioural and Cognitive
Psychotherapy, 47, 200-216. https://doi.org/10.1017/S1352465818000425

McCarthy-Jones, S. (2012). Hearing voices: The histories, causes and meanings of auditory ver-
bal hallucinations. Cambridge University Press.

McCarthy-Jones, S., Trauer, T., Mackinnon, A., Sims, E., Thomas, N., & Copolov, D. (2014).
A new phenomenological survey of auditory verbal hallucinations: Evidence for subtypes
and implications for theory and practice. Schizophrenia Bulletin, 40, 231-235. https://doi.
org/10.1093/schbul/sbs156

Morrison, A. P. (1998). A cognitive analysis of the maintenance of auditory hallucinations: Are
voices to schizophrenia what bodily sensations are to panic? Behavioural and Cognitive
Psychotherapy, 26, 289-302.

Morrison, A. P. (2001). The interpretation of intrusions in psychosis: An integrative cognitive
approach to hallucinations and delusions. Behavioural and Cognitive Psychotherapy, 29,
257-276.

National Institute for Health and Clinical Excellence. (2010). Core interventions in the treatment
and management of schizophrenia in adults in primary and secondary care (Updated ed.).
British Psychological Society and Royal College of Psychiatrists.


https://doi.org/10.1016/j.schres.2020.03.003
https://doi.org/10.3389/fpsyg.2019.00152
https://doi.org/10.3389/fpsyg.2019.00152
https://doi.org/10.1093/schbul/sbp130
https://doi.org/10.1093/schbul/sbu012
https://doi.org/10.1016/j.cpr.2018.11.001
https://doi.org/10.1017/s0033291797005138
https://doi.org/10.1017/s0033291797005138
https://doi.org/10.1111/papt.12331
https://doi.org/10.1016/j.schres.2017.05.023
https://doi.org/10.1017/S1352465818000425
https://doi.org/10.1093/schbul/sbs156
https://doi.org/10.1093/schbul/sbs156

320 N. Thomas and K. Morris

Nayani, T., & David, A. (1996). The auditory hallucination: A phenomenological survey.
Psychological Medicine, 26, 177-189.

Paulik, G., Steel, C., & Arntz, A. (2019). Imagery rescripting for the treatment of trauma in voice
hearers: A case series. Behavioural and Cognitive Psychotherapy, 47, 709-725. https://doi.
org/10.1017/S1352465819000237

Paulik, G., Thomas, N., Glasshouse, E., & Hayward, M. (2020). Being a scientist-practitioner in
the field of psychosis: Experiences from voices clinics. In J. Badcock & G. Paulik (Eds.), A
clinical introduction to psychosis: Foundations for clinical psychologists and neuropsycholo-
gists (pp. 615-636). Academic. https://doi.org/10.1016/B978-0-12-815012-2.00026-2

Romme, M. A.J., & Escher, S. D. (1989). Hearing voices. Schizophrenia Bulletin, 15, 209-216.

Romme, M. A. J., Honig, A., Noorthoorn, E. O., & Escher, S. D. (1992). Coping with hearing
voices: An emancipatory approach. British Journal of Psychiatry, 161, 99-103.

Shawyer, F., Farhall, J., Mackinnon, A., Ratcliffe, K., Sims, E., Johnson, L., et al. (2012). A ran-
domised controlled trial of acceptance-based cognitive behavioural therapy for command hal-
lucinations in psychotic disorders. Behaviour Research and Therapy, 50, 110—121. https://doi.
org/10.1016/j.brat.2011.11.007

Shawyer, F., Thomas, N., Morris, E. M. J., & Farhall, J. (2013). Theory on voices. In E. M. J. Morris,
L. C. Johns, & J. E. Oliver (Eds.), Acceptance and commitment therapy and mindfulness for
psychosis (pp. 12-32). Wiley. https://doi.org/10.1002/9781118499184.ch2

Shawyer, F., Farhall, J., Thomas, N., Hayes, S. C., Gallop, B., Copolov, D., & Castle, D. (2017).
Acceptance and commitment therapy for psychosis: Randomised controlled trial. British
Journal of Psychiatry, 210, 140-148. https://doi.org/10.1192/bjp.bp.116.182865

Slade, P., & Bentall, R. (1988). Sensory deception: A scientific analysis of hallucination. Johns
Hopkins University Press.

Strauss, C., Thomas, N., & Hayward, M. (2015). Can we respond mindfully to distressing voices?
A systematic review of the evidence for engagement, acceptability, effectiveness and mecha-
nisms of change for mindfulness-based interventions for people distressed by hearing voices.
Frontiers in Psychology, 6, Article 1154. https://doi.org/10.3389/fpsyg.2015.01154

Tarrier, N. (1992). Management and modification of residual positive psychotic symptoms. In
M. Birchwood & N. Tarrier (Eds.), Innovations in the psychological management of schizo-
phrenia: Assessment, treatment and services (pp. 147-169). Wiley.

Tarrier, N., Harwood, S., Yusopoff, L., Beckett, R., & Baker, A. (1990). Coping strategy
enhancement (CSE): A method of treating residual schizophrenic symptoms. Behavioural
Psychotherapy, 18, 283-293.

Tarrier, N., Beckett, R., Harwood, S., Baker, A., Yusupoff, L., & Ugarteburu, I. (1993). A trial of
two cognitive-behavioural methods of treating drug-resistant residual psychotic symptoms in
schizophrenic patients: I. Outcome. British Journal of Psychiatry, 162, 524-532.

Tarrier, N., Yusupoff, L., Kinney, C., McCarthy, E., Gledhill, A., Haddock, G., & Morris, J. (1998).
Randomised controlled trial of intensive cognitive behaviour therapy for patients with chronic
schizophrenia. British Medical Journal, 317(7154), 303-307.

Thomas, N. (2015). A model for the development of acceptance and mindfulness—based thera-
pies: Preoccupation with psychotic experiences as a treatment target. In B. Gaudiano (Ed.),
Incorporating acceptance and mindfulness into the treatment of psychosis: Current trends and
future directions. Oxford University Press.

Thomas, N., McLeod, H. J. & Brewin, C. R. (2009). Interpersonal complementarity in responses
to auditory hallucinations in psychosis. British Journal of Clinical Psychology, 48, 411-424.
https://doi.org/10.1348/014466509X411937

Thomas, N., Rossell, S., Farhall, J., Shawyer, F., & Castle, D. (2010). Cognitive behavioural ther-
apy for auditory hallucinations: Effectiveness and predictors of outcome in a specialist clinic.
Behavioural and Cognitive Psychotherapy, 39, 129-138.

Thomas, N., Morris, E. M. J., Shawyer, F., & Farhall, J. (2013). Acceptance and commit-
ment therapy for voices. In E. M. J. Morris, L. C. Johns, & J. E. Oliver (Eds.), Acceptance


https://doi.org/10.1017/S1352465819000237
https://doi.org/10.1017/S1352465819000237
https://doi.org/10.1016/B978-0-12-815012-2.00026-2
https://doi.org/10.1016/j.brat.2011.11.007
https://doi.org/10.1016/j.brat.2011.11.007
https://doi.org/10.1002/9781118499184.ch2
https://doi.org/10.1192/bjp.bp.116.182865
https://doi.org/10.3389/fpsyg.2015.01154
https://doi.org/10.1348/014466509X411937

15 Using Acceptance and Commitment Therapy Within a Functional Analysis... 321

and commitment therapy and mindfulness for psychosis (pp. 95-111). Wiley. https://doi.
org/10.1002/9781118499184.ch7

Thomas, N., Hayward, M., Peters, E., van der Gaag, M., Bentall, R. P., Jenner, J. M., et al.
(2014). Psychological therapies for auditory hallucinations (voices): Current status and key
research directions. Schizophrenia Bulletin, 40(Suppl. 4), s202—s212. https://doi.org/10.1093/
schbul/sbu037

van der Gaag, M., van Oosterhout, B., Daalman, K., Sommer, I. E., & Korrelboom, K. (2012).
Initial evaluation of the effects of competitive memory training (COMET) on depression
in schizophrenia-spectrum patients with persistent auditory verbal hallucinations: A ran-
domized controlled trial. British Journal of Clinical Psychology, 51, 158—171. https://doi.
org/10.1111/1.2044-8260.2011.02025.x

van der Gaag, M., Valmaggia, L. R., & Smit, F. (2014). The effects of individually tailored
formulation-based cognitive behavioural therapy in auditory hallucinations and delu-
sions: A meta-analysis. Schizophrenia Research, 156, 30-37. https://doi.org/10.1016/j.
schres.2014.03.016

Waters, F., & Fernyhough, C. (2017). Hallucinations: A systematic review of points of similarity
and difference across diagnostic classes. Schizophrenia Bulletin, 43, 32—43.


https://doi.org/10.1002/9781118499184.ch7
https://doi.org/10.1002/9781118499184.ch7
https://doi.org/10.1093/schbul/sbu037
https://doi.org/10.1093/schbul/sbu037
https://doi.org/10.1111/j.2044-8260.2011.02025.x
https://doi.org/10.1111/j.2044-8260.2011.02025.x
https://doi.org/10.1016/j.schres.2014.03.016
https://doi.org/10.1016/j.schres.2014.03.016

	Chapter 15: Using Acceptance and Commitment Therapy Within a Functional Analysis Informed Therapy for Hearing Voices
	15.1 Psychological Therapies for Hearing Voices
	15.2 Acceptance and Mindfulness-Based Approaches
	15.3 An Integrative Therapeutic Framework for Hearing Voices
	15.4 Case Study – Chris
	15.5 Discussion
	References


