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Abstract

Background: There has been a recent focus on the interpersonal nature of the voice hearing experience, with empirical studies showing that similar patterns of relating exist between voice hearer and voice as between voice hearer and social others. Two recent therapeutic approaches to voices, Cognitive Therapy for Command Hallucinations and Relating Therapy, have been developed to address patterns of relating and power imbalances between voice hearer and voice. Aims: This paper presents a novel intervention that combines elements of these two therapies, and has been named Cognitive Behavioural Relating Therapy (CBRT). Method: The application of CBRT is illustrated here in a clinical case study. Results: The clinical case study showed changes in patterns of relating, improved self-esteem and reductions in voice-related distress. Conclusions: The outcomes provide preliminary support for the utility of CBRT when working with voice hearers.  
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Introduction

Traditional cognitive behavioural models of voices (auditory verbal hallucinations) posit that the affective and behavioural responses to voices are the result of an individual’s beliefs about their voices. Such theories are based in the well replicated findings that the perceived intent, power, omniscience, and control of the voice are more closely related to affective outcomes than voice content (e.g., Beck and Rector, 2003; Birchwood and Chadwick, 1997; Chadwick and Birchwood, 1994; Morrison, Haddock, and Tarrier, 1995). Birchwood and colleagues (Birchwood and Chadwick, 1997; Birchwood, Meaden, Trower, Gilbert, and Plaistow, 2000) were among the first to further this body of research by investigating what factors contribute to the development of these beliefs, and in doing so brought to light the importance of the interpersonal nature of the voice hearing experience. They theorised that the social processes (or ‘schemas’) that guide interpersonal interactions also govern the relationship between voice hearer and voice. Since then, numerous studies have sought to understand patterns of social relating in voice hearers (see recent literature reviews: Hayward, Berry, and Ashton, 2011; Paulik, in press). This paper outlines the key findings and clinical implications from this research; describes two interventions that have stemmed from this research; and introduces an intervention which brings together elements from these two approaches with the aim to increase positive outcomes for voice hearers. The authors have named this combined approached Cognitive Behavioural Relating Therapy (CBRT) for voices. In this paper the authors will describe the core mechanisms of CBRT and illustrate its application using a clinical case study. 

Two theories that attempt to describe patterns of social relating in humans that have recently been applied to the voice hearing experience are Gilbert and colleague’s social rank theory (Gilbert, Price and Allen, 1995), and Birtchnell’s (1996, 2002) relating theory. Social rank theory describes the process of social comparisons. According to this theory, we learn to classify ourselves as either being of ‘high rank’ or ‘low rank’ through an ongoing process of social comparisons of self and others commencing in early childhood. The perceived rank of ourselves verses our social opponent informs us how to respond. If you perceive yourself to be of low rank and your opponent of high rank your greatest chances for survival/evolutionary success are to submit, while if the reverse is true, behaving dominantly will likely reap greater reward (Gilbert and Allan, 1994). Applying the social-rank theory to voices, Birchwood and colleagues (Birchwood and Chadwick, 1997; Birchwood et al., 2000) hypothesized that if people consider themselves of low social rank in life, they will apply this same social rule to their voices, and assume the low rank position with their voices, and behave accordingly. Five empirical studies and one randomized control trial of a social rank-related intervention have been published on the topic (Birchwood et al., 2004; Birchwood et al., 2000; Fox, Gray, and Lewis, 2004; Gilbert, Birchwood et al., 2001; Reynolds and Scragg, 2010; Trower et al., 2004). The core hypothesis predicted by Birchwood and colleagues has been supported and replicated by all studies. Furthermore, using structural equation modelling, Birchwood et al. (2004) showed that perceptions of ones own social rank lead to appraisals of voice power, distress and depression. The primary clinical implication of this finding is that if a voice hearer increases their perceived social rank, then their perceptions of their voice’s relative power may change, fostering a more equal, and thus less distressing, relationship with their voice. This change in perceived social rank of self may be achieved through assertiveness training (and if needed, social skills training) and/or self-esteem work. In addition, since early life experiences contribute to the development of ones perceived social rank (Andrew, Gray, and Snowden, 2008; Brown, Bifulco, Veiel, and Andrews, 1990), it may be important to discuss childhood relationships and experiences (including trauma), and how these have impacted on the individuals perception of themselves and their social relationships, in therapy with voice hearers.

Trower et al. (2004) developed a cognitive behaviour therapy (CBT)-based intervention for command hallucinations (CTCH) informed by social rank theory. The study aimed to reduce compliance and voice-related distress by modifying beliefs about voices, including perceived power and superiority of the voice. The intervention consisted of weekly individual 50-minute therapy sessions run over six months, and participants were randomly assigned to either the experimental or treatment as usual group. The study found a significantly greater reduction in compliance in the group that received the intervention, and significant reductions in distress, depression and changes in targeted voice-related beliefs were found only in the intervention group. Therapeutic gains were maintained at 12-month follow-up. Importantly, the treatment effects were no longer significant when controlling for perceived voice power, confirming the core mechanism of change. 

 
Birtchnell’s (1996, 2002) relating theory provides a platform to explore patterns of relating between voice and voice hearer in greater detail. According to this theory, relating has two elements—power (upper/lower) and proximity (close/distant), where power refers to the degree of authority and influence that an individual has over another (conceptually similar to social rank), and proximity refers to the degree of intimacy or closeness between individuals. In recent years this model has been applied to the voice hearing experience in five empirical studies and two papers reporting on a relating-based clinical intervention for voice hearers (Chin, Hayward, and Drinnan, 2009; Hayward, 2003; Hayward, Denney, Vaughan, and Fowler, 2008; Hayward and Fuller, 2010; Hayward et al., 2009; Sorrell, Hayward, and Meddings, 2010; Vaughan and Fowler, 2004).  The most consistently reported findings from these studies are: (1) that voice hearers tend to have a similar pattern of relating (in terms of both power  and proximity) to their voices as they do with other people in their lives, and (2) that responding to voices from a position of closeness/dependency is associated with least distress, while conversely, avoiding communication and intentionally distancing oneself from their voices is associated with greatest distress. These findings suggest that attempts to distract and distance oneself from the voice may be unhelpful and potentially distressing. In contrast, approaches that encourage the voice hearer to engage in a dialogue with their voice may help to reduce voice-related distress and enable them to feel more empowered. 

Hayward and colleagues (2009) developed a therapy approach for voice hearers based on Birtchnell’s  relating theory, which they named Relating Therapy, and reported on the piloting of the approach with five voice hearers. The approach consists of 12-24, weekly, individual therapy sessions, and has three phases: ‘(1) exploring similarities between relating to the voice and relating socially; (2) enhancing awareness of reciprocity with the voice–hearer relationship; and (3) using assertiveness training and empty chair work to facilitate change’ (p. 216). The authors report change in control and/or distress, and changes in patterns of relating in four of the five individuals.

Two of the empirical studies investigating relating theory found that the relationship between distress and proximity/closeness was mediated or moderated by beliefs about voice malevolence and power (Hayward, 2003; Sorrell et al., 2010). Thus, Relating Therapy for voice hearers may be enhanced if coupled with a more CBT-based approach to challenging beliefs about voices which might otherwise form an obstacle to fostering a willingness to engage with their voices. 

As well as the reported two key findings from the social relating literature, the outcomes of these studies provide additional important clinical implications. Chin et al. (2009) found that some voice hearers were reluctant to view themselves as having a ‘relationship’ with their voice. It was suggested that this reluctance might arise from their conceptualisation of the term ‘relationship’, with voice hearers perhaps limiting their concept of a ‘relationship’ to those that are positive, close and/or mutually supportive.  Thus, in the initial formulation phase of therapy it may be important to engage the client in a dialogue about the concept of a ‘relationship’ and the capacity for relationships to change. Finally, Jackson et al. (2010) conducted a qualitative study of individuals who had a positive experience of voices, and examined the processes which fostered such a relationship. The key implications drawn from the study are that interventions should be multifaceted: with elements addressing distressing beliefs about voices (perhaps using CBT); developing a meaningful narrative around the voice experience (perhaps during formulation); increasing assertive and active engagement with voices (perhaps through assertiveness and other techniques used in Relating Therapy); improving sense of self (perhaps through self-esteem work); and creating a sense of community and belonging (perhaps by linking voice hearers in with local hearing voices groups). CBRT incorporates all of these elements, to differing degrees of focus/intensity.  

CBRT was developed with consideration to the research findings reviewed here. CBRT is a structured, 12 week, individualised approach for voice hearers. The primary aims of CBRT are to (1) improve the relating of the hearer, both relative to their voices and to social others, and (2) to decrease voice related distress and negative affect (depression, anxiety and stress). The four main components of CBRT are: (1) formulation; (2) CBT for assertiveness-interfering thoughts/beliefs, which includes both beliefs about voices (such as perceived voice intent, power, omniscience) and beliefs about one’s assertive rights, which may pose as obstacles to responding more assertively with voices and others, respectively; (3) assertiveness training (both with their voices and others); and (4) self-esteem work. This paper describes the content and process of CBRT, and illustrates its implementation in a clinical case study. 

Method

Participants

‘Sally’ received CBRT as an outpatient at The Kiloh Centre, Price of Wales Hospital (Sydney, Australia) as part of a Quality Improvement project. Sally was a single woman in her late thirties. Sally was diagnosed with schizophrenia at age 26, and though she was in a stable phase of illness at the time of receiving CBRT, she had recently been hospitalised for depression following the death of her mother. She was taking a depot injection of zuclopenthixol decanoate (250mg) monthly. Sally had heard voices since age 25. In the past, her voices fed her paranoid delusions, but denied them ever being abusive. She reported now hearing three voices: two voices of elderly ladies (one which started around the time of her mother’s death) and a voice of a female around her age (which commenced around the onset of depression). The voices typically make neutral comments (‘nice shirt’) or suggestions (‘wear a jumper, its cold out’). She reported that she sometimes talks to her voices but tries not to because it made her feel ‘crazy’. She found her voices distressing because they were ‘intrusive’ and made her feel ‘crazy’. Her father past away when she was a child. This aside, she reported having a happy childhood, having lots of friends and achieving well both in sports and academically throughout school. She described her mother as intrusive, over-involved, controlling, and attention demanding, but also a close friend in the final years of her mother’s life. Sally used these same negative traits to describe her voices and during formulation she was able to identify parallels in her behavioural responses to both her mother and her voices: namely, passivity. 

Measures

All measures were completed at baseline and one week after the twelfth (final) therapy session. 


The Psychotic Symptoms Rating Scale - Auditory Hallucinations (PSYRATS-AH; Haddock, McCarron, Tarrier, and Faragher, 1999) is an 11-item semi-structured interview designed to measure the severity of different dimensions of the voice-hearing experience. Each item is measured by the rater on a five-point scale (0–4). The sub-scales reported on here are (i) severity (items: frequency, duration and loudness), and (ii) distress (items: amount of negative content, degree of negative content, amount of distress, intensity of distress). Haddock et al’s (1999) previous factor analysis study showed that items on both the AH severity and AH distress scale had high factor loadings and excellent inter-rater reliability (0.98 to 1).


The Voice Power Differential (VPD) Scale (Birchwood et al., 2000) is a seven-item self-report questionnaire, which measures whether the participant views themselves as having more or less power than their predominant voice. Items are rated on a five-point scale (1-5), with lower scores reflecting the client having more power than the voice. The scale has items on strength, confidence, respect, ability to inflict harm, superiority and knowledge. The scale has good internal reliability (Cronbach’s alpha = 0.85) and re-test reliability (r = 0.82).



The Social Power Differential (SPD) Scale (Birchwood et al., 2000) is the same scale at the VPD, only reworded to measures whether the participant views themselves as having more or less power than others (rather than their voice). The scale has good internal reliability (Cronbach’s alpha = 0.88) and re-test reliability (r = 0.80). 


The Depression Anxiety and Stress Scale-21 (DASS; Lovibond and Lovibond, 1995) is a 21-item self-report questionnaire which measures state depression, anxiety and stress. Items are rated on a 4-point scale (0 = did not apply to me at all, to 3 = applied to me very much, or most of the time) and ratings are made for ‘the past week including today’. The items for each scale are summated and then multiplied by two, yielding a scale score range of 0 to 42. The DASS scales have excellent internal consistency and good discriminant validity (Brown, Chorpita, Korotitsch, and Barlow, 1997; S. H. Lovibond and P. F. Lovibond, 1995), and the DASS Depression and Anxiety scales show good convergent validity with other scales that discriminate between depression and anxiety (P. F. Lovibond and S. H. Lovibond, 1995).


The Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965) is a 10-item self-report questionnaire. Items are rated on a four-point scale – from strongly agree to strongly disagree. The RSES is considered a reliable and valid quantitative tool for self-esteem assessment (Blascovich and Tomaka, 1993).



The Social and Occupational Functional Assessment Scale (SOFAS; Goldman et al., 1992) is a one-item clinician rated scale (1-100) assessing social and occupational functioning. The SOFAS has been shown to have good  validity (face and construct) and reliability (Hilsenroth et al., 2000; Saraswat Rao, Subbakrishna, and Gangadhar, 2006).

Procedure and Intervention
Sally gave informed consent to participation within this study. The extent and limits of confidentiality were fully discussed. CBRT consists of two assessment sessions and 12, weekly, 50 minute individualised therapy sessions. One of the assessment sessions focuses on the experience of hearing voices, and consists of both an unstructured interview about the client’s history of voice hearing (including discussions around their voice-related beliefs and the relationship dynamics), and a semi-structured interview around voice phenomenology (PSYRATS-AH; Haddock et al., 1999). The other assessment session is a more general psychological assessment session, with an emphasis on past and present relationships. The order of the assessment sessions is led by the client. 

The first therapy session is spent discussing previous experiences of therapy and client expectations, and developing a safety plan around illness, including the identification of short term strategies for coping with distressing voices. This session is presented to the client as a stand alone session, included to reduce possible risk of relapse. Sally responded positively to this session, and it was identified that she used very few coping strategies around her voices. 

Joint formulation occurs in the second therapy session. In this session the therapist draws parallels between the client’s relationship with their voices and relationships with significant others (both past and present). The therapist gently highlights feelings of disempowerment in the client’s relationships and helps the client identify behaviours which may be contributing to this power imbalance. Here the client is engaged in a dialogue about the concept of ‘relationships’ and the capacity for relationships to change.  The aim of this discussion is to help the client to accept that they have a relationship of sorts with their voice, and to empower the client to view themselves as potential agents for change in their relationships, both with their voices and with others. This dialogue leads to the rationale that increasing assertiveness in communication with both the voices and with others may help to improve self-esteem and foster a pattern of more equal relationships. 

During formulation, Sally identified parallels between significant people in her life and her voices. For instance, Sally noted two parallels between the older voices and her mother: the intrusive nature, and the edifying yet caring nature. Sally found this latter observation startling and later comforting. However, Sally was resolute that she did not have a ‘relationship’ with her voices and that engaging with them on any level was ‘unhealthy’. Using downward arrow technique it became apparent that this was tied to her belief that ‘if I engage with my voices then I am crazy’. Discussion around the term ‘relationship’ helped to weaken her conviction in the formulation session. 

The aim of session three is to provide education around assertive, passive and aggressive styles of communication, using discussion and role-play. The session also looks at the client’s preconceived ideas of these different communication styles, and highlights common misconceptions/myths (i.e. assertiveness is just the same as being aggressive).  The benefits and costs of each communication style are also discussed. As homework, the client is asked to monitor their communication styles both in response to voices and others, and identify different obstacles that prevented them from behaving assertively. This homework is also set in sessions four and five, and discussed the start of each subsequent session. In this session, Sally identified herself as being a passive communicator and her mother, sister and voices as switching between assertive and aggressive communicators.  

Sessions four to six focus on challenging assertiveness-interfering beliefs, both in relation to their voices and others. The monitoring homework can be used to identify beliefs to target, such as “my voice will hurt me if I disagree with it” or “others will perceive me as rude if I behave assertively”. CBT strategies are used here to challenge these assertiveness-interfering beliefs, including: education around the link between beliefs/thoughts and outcomes (feelings and behaviours); thought monitoring; examining the benefits and costs of holding a belief; searching for evidence for and against a belief; and designing and carrying out behavioural experiments to test a belief. In these sessions, the origin of, and evidence for and against, Sally’s beliefs that “if I engage with my voices I will become unwell” was examined. Slowly, Sally tested this belief by engaging with her voices when alone and found that it did not induce other psychotic symptoms or make her feel ‘crazy’. By the final stages of therapy, Sally reported finding her voices ‘somewhat comforting’.

Sessions seven to 10 focus on assertiveness training, both in relation to the voices and others. Techniques used include: (1) psycho-education around the skills of assertiveness; (2) experiential role plays, where the therapist and client take turns acting out passive, assertive and aggressive ways of engaging, then discuss how it felt to be on both ends of the interaction; (3) empty chair work, especially when role playing communication with voices; and (4) the development and implementation of an assertiveness exposure hierarchy, completed both in and out of session. This latter component may require linking the client with social networks, such as the hearing voices network, in order to provide them with opportunities to practice their assertiveness skills in a social setting. Sally found constructing the assertiveness exposure hierarchy somewhat of a challenge. All assertiveness situations thought up by both Sally and the therapist were rated by Sally as either 20/100 (minimal anxiety) or 100/100 (maximum anxiety), limiting the ability to do graded exposure. Similarly, Sally was resolute that she did not want to tackle those situations rated at 100/100 for anxiety as she was adamant that she did not wish to be that assertive. Although this challenge was never resolved, Sally did complete all the steps in the exposure hierarchy rated at 20/100, and reported feeling happier in herself that she was able to be more assertive in every day situations and with her voices.  

The focus of sessions 11 and 12 is on self-esteem. Session 11 is on ‘Building Mastery’, looking at previous achievements and skills they have mastered, and setting achievable goals around novel skill acquisition. The client is encouraged to select one of these goals to commence as homework. Sally was able to develop an extensive list of mastered skills and achievements, though found it more difficult to commit to new mastery goals. She set and completed two goals over the final two weeks of therapy – cooking ‘the perfect steak’ and learning to play chess on line. She reported feeling a strong sense of achievement at this and noted that it had been a long time since she had tried mastering a new task. In session 12, the client commences the ‘Positive You Journal’ with the therapist (from the self-esteem manual developed by the Centre for Clinical Interventions: www.cci.health.wa.gov.au). Using the ‘Positive You Journal’, the therapist encourages the client to identify their positive qualities and look for previous examples which illustrate these qualities, as well as smaller, every-day examples from the past week. To Sally’s surprise she was able to construct a long list of her positive qualities, though she did not complete the homework to record everyday examples. 

Outcome questionnaires are given to the client to take home and complete at the end of session 12, and are then requested to attend a final session the following week, in which the therapist re-administers the PSYRATS-AH, and the client is given the opportunity to provide feedback on their experiences of the therapy. 

Results


When Sally returned to complete her post-therapy assessment, Sally commented on the process of therapy. She reported finding it helpful to discuss her voices with someone who understood her and her experiences. She reported continuing to engage with her voices and finding them less intrusive and distressing. Although her depression had not yet completely resolved and was continuing to limit her daily activity (though had started attending a Hearing Voices Network group), Sally felt happier about herself now that she could assert her needs on a day to day basis. 

Sally’s scores changed in the desired direction for all measures (see Table 1), with the exception of her perceived power relative to the voice and others, which actually moved a couple points in the opposite direction. This is somewhat inconsistent with the seen improvements in assertiveness and self-esteem, and the reduction in perceived voice power. Of note, there was a marked reduction in voice related-distress, depression, anxiety and stress, which were the primary targeted outcomes of the intervention. 

[TABLE 1 ABOUT HERE]

Discussion

The case study detailed here illustrates the application of CBRT for voice hearers and its potential effectiveness at reducing voice related distress and negative affect, and improving social functioning. The therapy process was well received by the client, with Sally agreeing with the goals of CBRT and attending sessions regularly. Sally verbally reported improvements in her relationship with her voices and reductions in voice-related distress, which was supported by questionnaires measures.  These findings offer some additional support for the utility of working from both a CBT-approach and within a relational framework with voice hearers (Trower et al., 2004; Hayward et al., 2009, 2010, 2011; Paulik, in press). 

The case study presented here illustrates the use of CBRT with voice hearers. Questions remain about the effectiveness of the therapy as outcomes for the seven cases described within this study and that of Hayward et al (2009) were modest, and change was inconsistently reported across a number of outcome measures. Further work is indicated to explore the specific outcomes that CBRT is targeting. CBRT also needs to be compared to a control condition to enable any effects to be attributable to the therapy rather than to other non-therapy specific variables. A final issue for consideration concerns the sub-populations of voice hearers for whom CBRT and other relationally-informed therapies may be most beneficial. Interest may focus on duration of voice hearing experience and gender of the hearer. In the case study described here, the client was female and had been hearing voices for over 10 years. However, there is a suggestion in the literature that a longer duration of voice hearing experience may be associated with more dependent relationships with voices (Thomas et al, 2009), within which the hearer may not be particularly motivated to change. Regarding gender, the only cases of Hayward et al’s (2009) Relating Therapy (‘Joseph’) that did not generate benefit detected by outcome measures involved the only men in the studies. Whilst the influence of gender upon outcomes for CBT for psychosis remains unclear (Premkumar et al, 2011), it remains possible that relationally-informed therapies are more appropriate to the needs and interpersonal preferences of women. In the context of significant and ongoing barriers to the delivery of psychological therapies for people experiencing psychosis (APPGMH, 2010), attempts must be made to learn about the sub-populations of voice hearers for whom novel therapies can be most beneficial. 
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Table 1. 

Baseline and follow-up scores on the outcome assessment measures

	Measures
	Baseline
	Completion

	DASS-Depression
	32/63 (ext. severe)
	24/63 (severe)

	DASS-Anxiety
	12/63 (moderate)
	0/63 (normal)

	DASS-Stress
	22/63 (moderate)
	6/63 (normal)

	Voice power differential1
	14/35
	19/35

	Social power differential1
	20/35
	21/35

	RSES (self esteem)
	5/30
	10/30

	PSYRATS Total
	24/44
	16/44

	PSYRATS Severity 
	7/12
	5/12

	PSYRATS Distress
	7/16
	2/16

	SOFAS
	35/100
	50/100


1 Lower scores reflect the client having more power than the voice/others.

Note. DASS = Depression Anxiety and Stress Scale. RSES = Rosenberg Self Esteem Scale. PSYRATS = Psychotic Symptoms Rating Scale (Auditory Hallucinations). SOFAS = Social and Occupational Functioning Scale.

