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Background: Distressing visual hallucinations (VH) are frequently present in schizophrenia. Despite their prevalence, limited research exists regarding effective clinical interventions. Cognitive models of VH state that distress results from threat appraisals of the hallucination. Method: This individual case study describes the use of a graded exposure approach following the discovery of phobic anxiety associated with visual hallucinatory content. Treatment involved 20 sessions of individual cognitive behaviour therapy (CBT), of which 12 sessions focused on graded exposure. Results: A reduction in frequency of visions and associated distress was reported and these changes were maintained at a 3-month follow-up. Conclusions: The findings are consistent with the cognitive model of VH. Through exposure to the hallucinatory content, the client re-appraised her VH as non-threatening, and her fear of them reduced. The use of exposure approaches for VH may be a promising area for further clinical research.
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       Introduction

The experience of visual hallucinations (VH), or visions, in schizophrenia is fairly common and can be highly distressing and disruptive. Studying a sample of in-patients with a diagnosis of schizophrenia, Bracha, Wolkowitz, Lohr, Karson and Bigelow (1989) found that 56% experienced visions. In a similar sample, Zarroug (1975) found a prevalence rate of 62%. Despite the frequency of such symptoms, the phenomenon of visual hallucinations has received much less attention compared to the study of auditory hallucinations. Gauntlett-Gilbert and Kuipers (2003), exploring the phenomenology and experience of VH in psychiatric patients, found that 95% of the participants felt overwhelmed by their visions, 85% were frightened by them, and 60% reported feeling depressed or hopeless as a result of their visions.

A significant factor relevant to the distress caused by any hallucination is how the anomalous experience is appraised by the person experiencing it (Garety, Kuipers, Fowler, Freeman and Bebbington, 2001). According to cognitive models of VH (Morrison, 1999; Collerton and Dudley, 2004), distress results from an individual appraising the hallucination as posing a threat to his/her physical or psychological wellbeing. In support of this model, Gauntlett-Gilbert and Kuipers (2005) found an association between fearful appraisals of visions and increased levels of distress in their sample of patients. It would therefore appear that focusing on the appraisal of a vision in therapy is likely to be beneficial. This report describes how a client’s fearful appraisal of the content of her visions informed an exposure-based intervention.
           Method
Assessment 
Susan (a pseudonym) is a 52 year old, Black British female with a diagnosis of schizophrenia. She was referred for CBT to help her manage distressing visual and auditory hallucinations. We met for 20, weekly sessions.


At assessment, Susan reported seeing visual hallucinations of snakes and insects approximately five times a day, for a few minutes each time. Her visions appeared in varying dimensions from life-size to giant, were in colour and were normally mobile. She occasionally had feelings that these creatures were crawling over her and penetrating her body.  She also experienced auditory hallucinations three to four times a day independently of the visions. She heard three main voices which varied in tone and content, from critical to supportive. However, she reported that the VH of snakes and insects caused her the most distress. She reported in sessions that she understood the VH to be symptoms of schizophrenia, but at the time of experiencing the visions, she feared that she might be physically harmed by them, mirroring a fear of real snakes and insects. This dual appraisal of hallucinations and other anomalous experiences is common in psychosis, and the person’s appraisal and level of conviction can change according to the presence/absence of the experience and associated emotion. Similarly, fear beliefs in relation to phobic objects may be activated in the presence of the object but not when just discussing it.
Measures
The outcome measures used were the Clinical Outcomes for Routine Evaluation Outcome Measure (CORE-OM) (Evans, Mellor-Clark, Margison, Barkham, Audin, Connell and McGrath, 2000) and the Psychotic Symptom Rating Scales (PSYRATS) (Haddock, McCarron, Tarrier and Farragher, 1999), both of which have strong test/re-test reliability and validity. The CORE-OM is a 34-item questionnaire measuring global distress, and the PSYRATS uses a structured interview to assess positive symptoms of psychosis. Two versions of the PSYRATS have been developed, one for delusions and the other for hallucinations. The latter, which was used with Susan, was designed for assessing auditory rather than visual hallucinations. Therefore, some of the questions were adapted in order to assess Susan’s VH. For example, ‘loudness’ was changed to ‘intensity’, ‘location’ was defined as ‘proximity’ (of the vision to Susan), and ‘negative content’ related to Susan’s perception of the demeanour of the image. All other items in the questionnaire were compatible without requiring further adaptation.  The PSYRATS is the measure of choice in this Trust to evaluate CBTp interventions. At the time of assessing Susan, the authors were not aware of other clinical measures of VH for this client group.
Background history
Susan described a difficult childhood. She has no memory of her biological mother, who died when Susan was an infant.  She was physically and sexually abused by others during childhood and adolescence, and most of her teenage years were spent in care. She experienced her first psychotic episode at age 23 and was admitted to hospital, after which she received continued treatment from community services, requiring hospital admission approximately every two years. She has no history of illicit drug or problematic alcohol use.
Formulation
Susan described experiencing distressing VH of mainly snakes and insects, occurring three to four times a day and lasting a few minutes each time. The visions frequently appeared when she was feeling stressed but were also triggered by the sight of real insects in her bedroom. Although she was able to distinguish between visions and real snakes and insects, her immediate affective response to the appearance of either was the same i.e. fear. Susan described having a general fear of snakes and insects and believed they could do her harm e.g. by crawling on her, entering her body and killing her with their poison. Her main behavioural response to seeing either real insects or VH was escape, leaving the area where the feared creatures were perceived. Although this safety-behaviour provided her with short-term respite, it maintained her fear by preventing her from experiencing her visions (and real insects) as non-threatening. Another response was to shout and swear at the visions, which increased her arousal level and left her feeling powerless and frustrated. Furthermore, she was concerned that her neighbours could hear her shouting and would therefore isolate herself, which worsened her mood. 


            In addition to her hallucinatory experiences, Susan expressed a general sense of powerlessness and low self-esteem. She felt she had no control over the voices and visions, and she described feeling lonely. She mentioned avoiding others as she feared being judged negatively. A formulation of Susan’s psychological difficulties was developed (Figure 1), and Susan confirmed that it was an accurate representation of her symptoms.
Intervention
At the beginning of therapy, Susan highlighted the snake visions as her most distressing symptom, so we agreed to focus initially on these experiences. A significant early development came after exploring Susan’s appraisal of her hallucinations when she reported a fear of real snakes. This led the therapist to consider an exposure approach, as used in CBT for phobias. It was hypothesised that in addition to habituation of anxiety, this approach would allow Susan to evaluate her threat appraisal of the visions. 
Figure 1.  Formulation of Susan’s experiences, based on Morrison’s (2001) model of positive psychotic symptoms
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After providing the rationale for this approach and discussing the process, including the expectation of a momentary increase in anxiety, Susan agreed to begin. We devised a hierarchy of feared situations and started the process of exposure, firstly by talking about snakes and Susan’s fears of them. Susan described having been always fearful of snakes and insects, although no obvious past traumatic incident was elicited as the root cause of her phobia.  The next step involved looking at an illustrated book, each page showing a colour photograph of a different species of snake. Although Susan displayed some initial reluctance to look at the first picture, she was able to observe the image with encouragement. Susan reported her anxiety on first seeing the image as 8/10 (10 being the most anxious). After staying with the image, her anxiety gradually subsided, eventually settling at 2/10 after approximately four minutes.
Subsequent sessions followed a similar pattern in which Susan, on seeing the new image, would typically describe her anxiety as 8/10. After three to four minutes of staying with the picture, with the therapist encouraging her to describe features of the snake and to comment on her emotions, Susan typically described her anxiety as subsiding to 2 or 3/10, which was a level she deemed acceptable. Exposure was gradually increased over the weeks with Susan progressing to holding the book herself and then touching the feared image with her hand. She was encouraged to continue this work at home between sessions.
She agreed to keep a diary of snake visions and to rate her anxiety between sessions. Gradually the number of snake visions reduced to approximately four a week (compared with five per day at assessment), and those that appeared were perceived as less distressing. She also described feeling less fearful of snakes in general.


The function and consequences of using avoidance/escape as a coping strategy were considered and alternative behavioural strategies were discussed. A rationale was suggested for acknowledging and staying with the vision, rather than leaving the room. This new approach provided Susan with a new experience of being able to tolerate previously distressing VH, thus disempowering the snake visions. Significantly, she described feeling a greater sense of control.

When her fear of snakes had diminished to a level that was acceptable to her, we agreed to switch our attention to insect visions. The same strategy of graded exposure was employed, yielding similarly successful results. The remaining sessions focused on her experience of hearing voices, covering coping strategies, appraisals and dealing with negative and critical voice content.  Thought records and flashcards were used to respond helpfully to critical voices. Again, she reported a reduction in distress and an increase in her sense of control. Final sessions consisted of summarising the work and developing a therapy blueprint.
Results
Therapy concluded after 20 sessions, at which point Susan described feeling more in control and less fearful of snakes and insects. She also reported experiencing significantly fewer visual hallucinations and described being much less distressed by their occasional appearance. Changes in Susan’s experience of visions, as measured by the PSYRATS, are shown in Table 1. Change was maintained at follow-up three months later. General psychological well-being also improved, as measured by the CORE-OM (see Table 1). Susan also described feeling more confident about coping with future setbacks. 

Though relatively limited attention was given to her experience of auditory hallucinations, she reported a decrease in the frequency of her voices, which was also maintained at three month follow-up.
Table 1. Susan’s pre- and post-therapy scores
	Assessment
	  First session
	  Last session
	3 3 month follow-up

	PSYRATS–auditory hallucinations (visions modality selected). Total scores
	         32
	            7
	              9

	PSYRATS subscales
	
	
	

	        Frequency
	          2       
	            0
	              1

	        Duration
	          4
	            1
	              1

	        Location
	          3
	            1
	              1

	        Loudness
	          3
	            2
	              2

	        Beliefs re. origin
	          4
	            2
	              2

	        Negative content (amount) 
	          3
	            0
	              1

	        Negative content (degree)
	          2
	            0
	              0

	        Amount of distress
	          3
	            0
	              0

	        Intensity of distress
	          2
	            0
	              0

	        Disruption to life
	          2
	            0
	              0

	        Controllability
	          4
	            1
	              1

	
	
	
	

	CORE-OM
	         53
	            9
	              14


         Discussion

This case study presents the course and positive outcome of a cognitive-behavioural intervention for distressing visual hallucinations experienced by a client with schizophrenia. The discovery of phobic symptoms associated with the hallucinatory content guided the therapy towards a graded exposure approach. The decision to adopt this intervention was influenced by the known efficacy of exposure in treating phobias (Carey, 2011), together with the importance of appraisals of in determining affective and behavioural response to VH (Collerton and Dudley, 2004; Gauntlett-Gilbert and Kuipers, 2005). 
Susan’s appraisal of her visions as threatening and harmful led to her emotional response of fear. This led to her use of safety behaviours of avoidance and escape, which maintained the sense of threat by preventing disconfirmation of the fearful appraisals.  Focusing on overcoming a phobia that was directly related to the hallucinatory content reduced the distress associated with the VH. Through the process of exposure to images of snakes and insects, her fear of these creatures reduced. Susan was then able to re-appraise her VH as non-threatening, thus reducing her anxiety in response to them and increasing her sense of control. Although this mechanism of change is consistent with the formulation, the precise emotional and cognitive mechanisms underlying successful exposure approaches are unclear (Carey, 2011).  Pertinent to this case, Mineka and Thomas (1999) (cited in Carey, 2011) suggest that disconfirming a low sense of perceived control is one of the critical cognitive changes that occurs in exposure treatments.
In addition to a reduction in her threat appraisal and resulting emotional arousal, the frequency of Susan’s VH also reduced. This is consistent with Morrison’s (1999) suggestion that hallucinations are maintained by a ‘catastrophic misinterpretation’ of their perceived threat and that hallucinations can diminish once the perceived threat is removed. A reduction in her fear of snakes and insects likely led to a lessening of anticipatory anxiety and hypervigilance, with fewer visual (and auditory) hallucinations experienced as a result (Morrison, 2001).  There is strong evidence to suggest that psychotic experiences are directly influenced by emotion, and that there is a close link between neurosis and psychosis (Freeman and Garety, 2003). A number of published clinical cases, in which the targeting of affective symptoms has led to improvement in positive psychotic symptoms, also support this view (e.g. Slade, 1972; Good, 2002; Dudley, Dixon and Turkington, 2005). In addition, all aspects of therapy, including the work on managing voices, seemed to increase Susan’s sense of control and power over her experiences, reducing her distress and the occurrence of hallucinations.
It is known that there is a high frequency of hallucinations amongst psychiatric patients with a history of childhood sexual abuse (Read and Argyle, 1999; McCarthy-Jones, 2011). Susan’s childhood traumas were not directly focused on during the therapy although she frequently referred to the injustices of her earlier maltreatment by others. It is possible that therapy represented a validating experience, facilitating the processing of her anger and the nurturing of her self-esteem. It has been suggested that high arousal and low self-esteem are two of several psychological factors that may influence the development and maintenance of positive symptoms of psychosis (Freeman and Garety, 2003). This explanation would also explain why Susan’s auditory hallucinations also decreased in frequency during therapy despite being only a minor focus of the therapy. Susan’s improvement in symptoms may also be conceptualised as representing a process of emotional and cognitive ‘reorganisation’, enabling the development of a greater sense of control, which Carey (2011) suggests may be a significant component of psychological well-being.   

A limitation of the study was the use of the PSYRATS (Haddock et al, 1999) as the main outcome measure, since this scale was designed to assess auditory hallucinations. There are no published scales to measure visual hallucinations in this client group, which perhaps reflects a perceived infrequency of these experiences. In this study, some of the PSYRATS items were modified to assess aspects of the client’s visual hallucinations. Other key items, such as beliefs and distress, were still suitable for assessing VH. It is acknowledged that factors other than the specific interventions applied in therapy may have contributed to the positive outcome. However, it is noted that no changes in medication were made immediately prior to or during the course of therapy, and there were no changes in the client’s social circumstances.

This single case study highlights the importance of appraisal of visual content, together with the resulting emotion and behaviour in the maintenance of distressing psychotic hallucinations. It is recommended that clinicians ask about how clients relate to their visual hallucinatory experiences as this can inform the therapeutic intervention (Collerton and Dudley, 2004). Where phobic symptoms (such as fear and avoidance) are present, an exposure approach may be beneficial, as evidenced in this case study. As we know, an intervention that induces anxiety in a client, such as graded exposure, must be delivered carefully within a trusting therapeutic relationship. This is particularly relevant when working with people with distressing symptoms of psychosis. Indeed, the intervention with this client progressed slowly and spanned 20 sessions.


To conclude, despite the prevalence of VH in people with schizophrenia, there remains a paucity of research exploring aetiology and interventions for this experience. The use of exposure approaches for VH might provide a fruitful avenue for further exploration.
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