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IMPACT OF COVID ON RESEARCH AND SUBMISSION 

PROCESS 

 

Of course completing a doctorate during a global pandemic has been challenging, resources 

to support my wellbeing have been drastically limited leading to an increase in stress and 

anxiety during a period already expected to be stressful and anxiety provoking. Working 

increasingly from home has reduced my work life balance and at times has been 

challenging due to navigating workspaces and environmental stressors with housemates.  

 

Fortunately I had collected the data necessary for my service related project prior to the 

pandemic and my systematic review could be conducted from home, meaning these were 

not affected by COVID other than the previously discussed impact on my own wellbeing 

and capacity to work. In contrast my main research project was heavily impacted by 

constraints related to the COVID-19 pandemic, the length of which I did not anticipate. I 

was unable to collect enough data due to the university laboratories being shut for an 

extended period. Whilst discussion were had with supervisors to move the study online it 

was agreed that this would raise concerns around the study’s validity. The pandemic 

appears to have also reduced the number of eligible participants, with many more potential 

participants scoring too low on measures of distress to take part than expected, most likely 

due to a rise in anxiety and uncertainty in the general population. In addition to this we had 

to meet new university procedures to ensure that the experiment was COVID safe, 

procedures which initially seemed unclear and often changed as university bodies 

themselves responded to unexpected demands linked to the pandemic.  
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Abstracts 

 

 

Critical Review of the Literature: Peer support groups for voice hearers a review of 

the evidence 

Background: Group interventions appear to be acceptable and frequently used 

approaches to support individuals who experience distressing voices. These interventions 

vary in terms of approach but all offer an opportunity for voice hearers to access peer 

support.  

Method: The review summarises the available quantitative and qualitative evidence on 

peer support within Hearing Voices Groups, describing the degree to which this is 

included within groups, how the effect of this is evaluated and what these effects are. 

Following a systematic review process and additional screening by a second reviewer, a 

narrative synthesis of the findings was undertaken. Identified studies were assessed using 

a quality appraisal tool.  

Results: Twenty-five studies were included, these were highly heterogeneous, varying in 

methodology and quality. There was evidence of the occurrence of peer support within all 

identified studies however the degree to which this was explicitly included within 

protocols varied. The majority of studies did not explicitly evaluate peer support, with the 

only two studies using an experimental design being of poor methodological quality.  

Conclusions: The available evidence suggests a number of benefits of including peer 

support such as normalising and increased social support, in addition to some negative 

effects. The evidence base is currently at a preliminary stage and is largely exploratory, 

the presented findings would be strengthened with experimental design and statistical 

analysis. 

Keywords: Voices, Peer Support, Groups.  

 

 

Clinicians’ attitudes towards and understandings of Hearing Voices Groups: A 

service related project 

Aim: An initiative was proposed to integrate local hearing voices groups within statutory 

adult mental health services in a particular NHS Trust. The aim of this service evaluation 

was to assess clinician’s attitudes towards, and understandings, of the groups to better 

inform the proposal.  
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Methods: Multi-disciplinary NHS staff members were invited to participate in a brief 

survey on their attitudes towards, and understanding about hearing voices groups. The 

survey was coproduced with people with lived experience of hearing voices, and local 

mental health professionals. Content analysis was used to analyse qualitative data from an 

additional free text section of the survey.  

Results: Forty mental health professionals responded to the survey. There was majority 

consensus (>50% agreement) on all items relating to perceived benefit of hearing voices 

groups. The findings also showed that only 25% of respondents felt they were aware of 

the evidence base for hearing voices groups, and only 30% felt confident explaining 

hearing voices groups to service users.  

Conclusions: The data suggests that the majority of mental health professionals hold 

positive attitudes towards hearing voices groups. However, many expressed uncertainty 

about the evidence base and discussing the groups with service users, highlighting further 

training needs in these areas. 

 

 

An experimental analogue study of the effect of manipulating response style to 

simulated voices on subjective distress and anxiety 

Aim: To investigate the effect between two response styles to a simulation of voice 

hearing on subjective distress. Testing for differences between a mindful acceptance and 

an attentional avoidance response style.  

Methods: Participants were randomly allocated to one of the two response styles, which 

they utilised whilst listening to a simulation of voice hearing. Participants rated their 

subjective anxiety and distress before and after utilising their assigned response style. 

Due to recruitment difficulties a partly simulated data set was used. 

Results: Data from 20 participants was collected, this data was then used to create a 

partly simulated data set (n=92).  Post anxiety scores were predicted to be 4.246 points 

higher for participants in the acceptance condition. Post distress scores were predicted to 

be 8.788 points lower for participants in the acceptance. 

Conclusions: The paper provides inconclusive findings due to the failure of both 

manipulation checks. Due to the limitations of using a partly simulated data set further 

research is required to fully test the experiments hypotheses.  
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Introduction  

  

Individuals who hear voices experience auditory stimuli despite a lack of external 

stimulation. Voice hearers perceive these experiences as being distinct from their own 

internal monologue, at times experiencing these to be externally located and out of their 

control (Anthony, 2004). These perceptual qualities lead some voice hearers to 

distressing attributions, for example that the experience is due to external interference, 

such as spiritual possession. In addition to beliefs around power and malevolence, these 

attributions often lead to associated distress (Chadwick & Birchwood, 1994; Morrison, 

1998), and can increase the likelihood of the voice hearer following commands heard 

from their voices (Braham et al., 2004). This, in turn, can potentially lead to behaviours 

such as suicide and self-harm (Harkavy-Friedman et al., 2003). In addition, voice hearers 

may experience associated impacts on self-esteem, anxiety, and mood (Freeman & 

Garety, 2003; Hoffman et al., 2007; Newton et al., 2007). However, difficulties are not 

limited to the experience itself; voice hearers often experience associated stigma, due to 

societal narratives around this being linked to ‘madness’ and ‘violence’ (Sartorius, 

2002), something which further increases voice hearers’ distress. Whilst medication is a 

helpful treatment option for some, around 30% of voice hearers find this to be ineffective 

(Nicolson et al., 2006), and those who do gain some benefit may experience unwanted 

side effects, suggesting the need to explore alternative interventions.  

  

Emerging evidence suggests that voice hearing is a relatively common transdiagnostic 

experience, occurring across a range of psychiatric disorders (Waters et al., 2018), in 

addition to non-clinical populations without need for care (Daalman et al., 2010). 

Although some non-clinical individuals reporting hallucinatory experiences may present 

with unmet psychiatric needs, Johns et al. (2002) found that 75% do not, and are 

otherwise considered ‘healthy’. It is estimated that between 5-28% of the non-clinical 

population experience some voice hearing (de Leede-Smith & Barkus, 2013), many of 

whom report minimal distress associated with the experience. These ‘healthy’ voice 

hearers report phenomenologically similar experiences to those who experience distress, 

with similar perceptions with regards to loudness and location (Baumeister et al., 2017). 

Furthermore, neuroimaging studies demonstrate that these experiences arise from similar 

brain activity to voice hearers with need for care (Diederen et al., 2012), similarities 
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which suggest that the experience of voice hearing in and of itself may not indicate 

voice-related distress.   

  

Clinical and non-clinical voice hearers do appear to differ in their responses to the 

experience, with those who experience distress being more resistant to the experience 

(Peters et al., 2016) and using less effective strategies to manage associated emotions 

(Laroi, 2012). In contrast, individuals who respond in a more accepting and less resistant 

manner report lower levels of anxiety, depression, and associated distress (Chadwick et 

al., 2007; Morris et al., 2014). These findings have encouraged a number of 

psychological interventions to use mindfulness techniques to support clinical voice 

hearers to increase their acceptance of the experience (Goodliffe et al., 2010; Strauss et 

al., 2015), with associated reductions in distress and depression (Dannahy et al., 2010; 

Louise et al., 2019). In addition to increasing their acceptance of the experience, it is 

thought that mindfulness approaches may help voice hearers by redirecting their 

attention and decentring away from disturbing stimuli and associated thoughts. However, 

a lack of sufficiently powered studies makes it difficult to make conclusive statements 

about the approaches effectiveness or potential mechanisms of change (Strauss et al., 

2015).  

  

Clinical and non-clinical voice hearers also appear to differ with regard to the beliefs 

associated with their voices, with non-clinical voice hearers perceiving themselves to be 

in more control of their voices (Daalman et al., 2011) and being less likely to view their 

voices as omnipotent and malevolent (Lawrence et al., 2010). People’s beliefs about their 

voices appear to influence how well they cope; voice hearers construct meaningful 

narratives about the experiences which can be inherently distressing. These beliefs act as 

a mediator, with beliefs around controllability (Hill et al., 2012) and malevolence 

(Chadwick & Birchwood, 1994) being predictive of voice-related distress, and beliefs 

associated with omnipotence being predictive of more severe depressive symptoms 

(Chadwick & Birchwood, 1994). Individual cognitive behavioural therapy for psychosis 

(CBTp) is recommended in NICE guidelines (2015) and targets these beliefs about 

voices. Whilst individual therapy does offer some benefits in allowing practitioners to 

respond more flexibly to individuals’ difficulties, psychological interventions for voice 

hearers are increasingly being delivered via group interventions. Group CBTp is 
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associated with reductions in voice-related distress and increased perceptions of control 

(Chadwick et al., 2000; Wykes et al., 2005). This is in addition to improvements in self-

esteem, social functioning, and hallucinatory experiences (Penn et al., 2009).  

  

Group interventions appear to be feasible and acceptable for individuals who hear voices 

(Goodliffe et al., 2010; Jones et al., 2020), and offer advantages to clinicians in terms of 

accessibility and the allocation of limited resources without necessarily a reduction in 

treatment effect sizes (Wykes et al., 2007).  The delivery of group psychological 

interventions for voice hearers may confer additional benefits to attendees through the 

mutual support that attendees are able to offer one another as equal participants with the 

shared experience of voice hearing. The stigma associated with voice hearing leads many 

to feelings of isolation and perceptions of abnormality, reinforcing individuals’ isolation 

and social functioning difficulties (Goodliffe et al., 2010). Voices groups provide a 

potentially safe setting within which to discuss stigmatised experiences, allowing 

attendees to provide mutual peer support which can normalise these, reducing feelings of 

alienation and aid the restructuring of unhelpful schemas (Davidson et al., 1999). The 

potential benefits of this type of peer support led to the emergence of voices groups 

focusing purely on this aspect, without the additional delivery of a therapeutic model.    

  

Peer support is the support individuals offer one another to help address shared problems 

and concerns (Davidson et al., 1999), utilising their shared lived experience to increase 

connection and understanding of this in order to promote recovery. Support may be 

mutually provided by people currently struggling with similar difficulties or offered by 

those with prior experience of navigating the particular issue (Mead., 2001). Most 

commonly this has occurred through the format of the traditional support group, whereby 

individuals gather to provide emotional support, share coping strategies, and normalise 

shared stigmatised experiences such as cancer, HIV, and alcoholism. These group 

interventions have been shown to reduce internalised stigma, increasing individuals’ 

social networks and feelings of hope and general wellbeing across a range of psychiatric 

and emotional difficulties (Burke et al., 2018; Castelein et al., 2015; Davidson et al., 

1999).   

  



18 

 

With regards to voice hearers, peer support groups have most often occurred within the 

Hearing Voices Network (HVN), a user-led organisation set up in 1988 to promote the 

needs of voice hearers. Building on the work of Romme and Escher (Goozee, 2015; 

Romme & Escher, 1989), the groups emphasise that voice hearing is a valid and 

meaningful experience with an emphasis on the skills of experts by experience (Ruddle 

et al., 2011). The HVN has gathered significant momentum, with around 180 groups in 

the UK and a presence in 35 countries around the world (Intervoice, 2019). Proponents 

of the HVN suggest these local networks provide support individuals cannot access 

through conventional psychiatric treatment (Longden et al., 2017).   

 

Despite their popularity, research assessing the benefits of HVN groups is limited. In 

part, this may reflect the HVN’s anti-psychiatry perspective, leading to withdrawal from 

traditional services. The HVN also emphasised the lived experience of attendees as their 

primary evidence source (Longden et al., 2017), reducing opportunities for formal 

evaluation. Over the past decade, traditional mental health services have increasingly 

offered peer support interventions (Davidson et al., 2012; Repper & Carter, 2011), 

including peer support groups for voice hearers (Longden et al., 2017), and this has 

brought further opportunities for evaluation (Beavan, De Jager, et al., 2017; Oakland & 

Berry, 2014).  

  

In relation to voice-hearing, it is important to distinguish peer support as an 

‘intervention’ in its own right, along the lines of groups offered by HVN, and peer 

support as a therapeutic component which can be woven into psychological interventions 

such as group CBT.  There is currently no published review which seeks to isolate and 

summarise the importance and benefits of peer support within the range of groups for 

voice hearers described in the literature. Whilst a paper previously reviewed the evidence 

for group interventions for voice hearers (Ruddle et al., 2011), this did not specifically 

review the impact of peer support. In addition, the literature for this was reviewed in 

2010. The current narrative review of the literature on voices groups seeks to assess how 

peer support is operationalised and weighted within group protocols, how effects of peer-

support are measured within studies, and what is the current evidence, quantitative or 

qualitative, for the benefits of peer-support for voice hearers.    

 



19 

 

Method  

 

Design  

Initial scoping of the literature suggested that the available evidence base consists of 

studies utilising a variety of methodologies and measures to assess the effect of group 

interventions for voice hearers.  In order to provide a synthesis of the heterogenous 

literature, a narrative synthesis was conducted of papers identified through a systematic 

search of the literature. The approach to narrative synthesis followed established 

guidance and a recommended methodology (Popay et al., 2006). Research questions and 

study criteria were drawn from an initial scoping of the literature. A preliminary 

synthesis was drawn from textual descriptions and tabulated data extracted during the 

data extraction phase, as recommended in the guidance thematic analysis was used to 

draw themes from the data. In line with the guidance the robustness of the narrative 

synthesis was assessed by assessing studies against criteria set for the review and through 

quality appraisal of included studies.  

 

The critical review of the literature aims to answer the following questions:  

• To what degree do groups for people hearing voices explicitly include peer support?   

• To what degree does research on hearing voices groups assess and report the 

benefits of peer support?   

• What is the evidence for the effect of including peer support in hearing voices 

groups?   

  

Criteria for considering studies for this review  

    Types of studies. Any study design, both qualitative and quantitative, which 

investigated the psychological benefits of a group talking intervention for people hearing 

voices. Only English language studies were included.  
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Types of participant. Both male and female participants over the age of 16 who 

at the time of the study were hearing voices. Voice hearing is defined as an auditory 

hallucination with verbal content. Studies were included irrespective of participants 

diagnosis or lack of. We included studies with participants drawn from both inpatient 

and outpatient settings, including studies which include participants who are not engaged 

with psychiatric services.   

  

Types of interventions. We included trials which evaluated peer support groups 

for individuals who hear voices. Peer support groups for voice hearers are support groups 

where individuals who hear voices mutually provide emotional support, share coping 

strategies, and normalise stigmatised experiences. In addition to this, other group 

interventions were included if these provided an intervention for voice hearers and there 

is evidence that some peer support occurred i.e. a description that participants shared 

experiences and provided some level of mutual support. Peer support groups in all 

settings were included, whether in an inpatient setting or community, organised by 

statutory services, third sector organisations, or entirely user-led.   

 

Support groups with a specific focus on other hallucinatory experiences (visual 

hallucinations, olfactory etc.) were excluded, as were peer support groups focusing on 

psychosis which did not exclude non-voice hearers.  For the purpose of this review, all 

hearing voices group approaches will be referred to as ‘hearing voices groups,’ whereas 

purely peer support groups in line with the ethos of the HVN will be referred to as 

Hearing Voices Network Groups (HVNG).   

  

Types of outcome measure. One aim of the systematic review was to identify 

literature evaluating HVNGs, an approach which rejects the targeting of specific 

predefined outcomes (Dillon & Hornstein, 2013), instead valuing the lived experience of 

attendees and their own individually determined evaluations of the group’s effectiveness. 

Considering this, we did not pre-specify specific outcome measures, instead focusing 

more broadly on outcomes linked to improvement or deterioration in wellbeing and 

mental health.  
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Search Method  

Potential studies were identified by searching the following electronic databases: APA 

Psych Net, Web of Science, and Scopus. See table 1.1 for a summary of search terms 

used. The reference lists of identified literature were also searched to find additional 

studies which were not identified during the initial literature search. Search terms did not 

define particular participant characteristics or diagnosis due to voice hearing being a 

transdiagnostic experience and HVNGs neither including nor excluding attendees based 

on participant characteristics other than the presence or absence of voice hearing. 

  

Table 1.1   

 

Search Terms  

Group 1: Voices                                          Group 2: Peer groups  

• “Hearing voices”                          • And “Peer support group”  

• Or “Voices”                             • Or “Group”  

• Or “Auditory hallucinations”  • Or “Mutual support”  

• Or “Paracusia”                          • Or “Hearing voices network”  

  

Extraction  

The following study characteristics were extracted from each study:  

• Methods: Study design, study location, study duration  

• Participants: number, withdrawals, age (mean, range and standard deviation), 

gender, inclusion and exclusion criteria, diagnosis. In addition to information on 

recruitment: recruitment strategy, recruitment period, indicators of how 

representative participants were of target population.  

• Intervention: Setting, description of group intervention, description of peer 

element of group, duration.  

• Outcomes: Primary and secondary outcomes, measurement used, standardised 

mean differences.   
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• Underlying theory: Proposed mechanism for change and evidence for this. 

Potential moderating factors.   

  

The newest version of the Mixed Methods Appraisal Tool (MMAT – see appendix B) 

(Hong et. Al, 2018) was used to assess the quality of included studies. The tool allows 

for quality appraisal for both quantitative and qualitative research designs, allowing for 

comparison between studies with differing methodologies. The newest version of the 

MMAT updated the tool with increased content validity (Hong, et al., 2019).  

 

Results  

In total 257 studies were identified through database searches and exported to 

covidence.org for review. Following the removal of duplicates (n=100), abstracts were 

screened (n=157) leading to the removal of 111 studies which did not meet inclusion 

criteria. Remaining studies (n=46) were screened in full by both the author and a second 

reviewer, no disagreements occurred between reviewers during this stage. Twenty-one 

studies which did not meet criteria were removed, leaving 25 to be included in the 

synthesis (see figure 1 for a visual depiction).   
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Figure 1.1  

Schematic Diagram of the Search  

  

  

 

Study characteristics  

The identified papers investigated four different intervention types: Support groups 

(n=10); CBT groups (n=7); Mindfulness-based approaches (n=7); Skills training groups 
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(n=1). Fifteen of these papers contained a quantitative evaluation and are described in 

table 1.2, an additional 15 contained a qualitative evaluation (5 being mixed methods). 

The majority of papers recruited adults of working age (n=21), 2 papers described 

interventions for individuals with learning disabilities, 1 paper on older adults (aged 65<) 

and an additional 1 paper for young people (aged 16-18). Twenty-four of these 

investigated interventions in the community, with 1 paper evaluating an inpatient group 

and 2 papers a mix of both. With regards to location 17 recruited voice hearers from the 

UK, 4 from the USA, 1 from Canada, 1 from Australia, 1 from France and 1 from Brazil.   

  

Table 1.2  

Summary of Quantitative Studies  

Approach  Study  Participant 

informatio

n 

 

Sample size  

(attrition)  

 

Age (mean, 

range and 

SD) 

 

Gender 

 

 

 

Primary 

outcome 

measure (S)  

Significant 

improvements (5% 

level)  

Improvements 

noted as 

trends or 

approaching 

significance  

Non-

significan

t results  

CBT  

  

(Wykes et 

al., 1999)  

n= 21 (13) 

 

 

Mean age = 

40 

 

No data  

 

Voice 

Topography  

(PSYRATS)   

  

Global 

Symptoms  

(BPRS-E)  

  

Insight Scale  

Psychosis 

(IS)  

Global symptoms  

Distress  

Disruption  

Insight  

Self-esteem  

Coping strategies  

Insight  

Self-esteem 

(WALDS)  

  

Voice 

topography; 

Beliefs around 

control and 

power.  

Depressio

n  

Anxiety  

Improvem

ents in 

global 

symptoms

, distress 

and 

disruption 

not 

maintaine

d at Fup.  
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(Wykes et 

al., 2005)  

n=85 (70)  

CBT=45,  

TAU=40 

 

Mean age = 

39.5 (s.d. 

10.4) 

 

M=50 

F= 35 

Social 

Behaviour  

(SBS)  

Voice 

Topography  

(PSYRATS)  

Social behaviour (at F-

up; n.s. post-tx).  

Some groups 

improved on 

voice 

topography; 

Self-esteem; 

number of 

coping 

strategies.  

  

(Chadwic

k  

et al.,  

2000)  

  

n=22 (18)  

 

No data 

 

No data 

Convictions 

of beliefs  

Omnipotence  

Control  

Personal 

meanings  

Voice 

topograph

y  

Anxiety  

Depressio

n  

(Penn et 

al., 2009)  

n=63 (51 - 1 

yr F-up) 

 

Mean age 

CBT group 

41.7 (s.d. 

11.8)  

Mean age 

ST group 

39.6 (s.d. 

15.7) 

 

CBT- 

M=17 

F= 15 

 

ST 

M= 16 

F=17 

Beliefs 

(BAVQ-R)  

Voice 

Topography  

(PSYRATS)  

General symptoms 

(PANSS  

subscale)  

  

Positive 

symptoms 

(PANSS  

subscale)  

Voice 

topograph

y  

Social 

functionin

g  

Depressio

n  

Self-

esteem  

Insight  

Hospitalis

ation  

  

Control 

(supportiv

e therapy) 

led to 

greater 

reductions 

in 

malevolen

ce  

and 

resistance  

(BAVQ-

R)  
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(Pinkham  

et al.,  

2004)  

n=21 (13 at 

F-up) 

 

Mean age = 

39.6 

 

M=8 

F=3  

Voice 

Topography 

(PSYRATS)  

Beliefs (BAVQ-R 

Total Score)  

Voice 

topography;  

Hallucinations 

subscale of 

PANSS.  

No 

difference 

between 

20 session 

and 7 

session 

programm

es for 

voice 

topograph

y or 

beliefs.  

 

Mindfulness 

based 

approaches  

  

  

  

(Chadwick  

et al.,  

2009)  

n=22 (17)  

 

Mean age = 

41.6 (s.d. 

8.1) 

 

No data 

Clinical 

functioning  

(CORE)  

Core scores    Mindfulness  

Voice 

topography 

Beliefs about 

voices.  

(Langlois  

et al.,  

2020)  

n=38  

 

Mean age = 

40.40; (s.d. 

9.202; range 

=24 to 60),  

 

 

M=23 

F=15 

 

Calgary  

Depression 

Scale for 

Schizophrenia  

Scale of 

Anxiety  

Evaluation in  

Schizophrenia  

  

  

Depression   

Anxiety   

PSRATS 

(Total score)  

Acceptance (F-

up only)  

Malevolence 

beliefs  

Coping skills  

  Other belief 

ratings.  
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  (Jones et 

al., 2020)  

n=95 (56)  

 

Mean age of 

40.6 years 

(SD = 11.9; 

range = 19 

to 67) 

 

 

M=46 

F=49 

Voice 

Topography  

(PSYRATS +  

HPSVQ)  

  

  

Voice related 

distress;  

Subjective 

recovery  

Depression  

  

    

(Dannahy  

et al.,  

2010)  

n=62 (50)  

 

Mean age = 

41.1 (s.d. 

9.2 years) 

 

M=22 

F=40 

 

Clinical  

functioning  

(CORE-OM)  

CORE-OM 

total score  

  

Voice distress  

Voice control  

  

Voice 

topography  

(Voice and  

You)  

  

(Chadwick  

et al.,  

2016)  

Mindfulness  

n= 54 (41)  

TAU n= 54  

(39)  

 

 

Mindfulness 

median age 

=42 (range 

= 18-65) 

TAU 

median age 

= 42 (range 

= 19-59) 

 

Mindfulness 

gender: 

M= 27 

F=27 

TAU 

gender: 

M=26 

F=27 

Clinical 

functioning  

(CORE-OM)  

Depression 

(HADS)  

  

Self-reported 

assessment of 

recovery 

(CHOICE) 

[4mth fup, not 

10 mth]  

CORE-OM  

(total score)  

Anxiety  

(HADS) 

Voice 

topography 

(PSYRATS)  
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Peer group  

  

  

  

  

(Beavan, 

de Jager, 

et al.,  

2017)  

n=29 

 

Mean age = 

41 (range = 

21 to 79) 

 

M=12 

W=17 

 

 

      Only 

descriptive 

stats given.  

Improvements 

in:  

Social 

functioning  

(75%)  

Reduced 

hospital 

admissions 

(61%)  

Coping skills  

(43%)  

Voice power  

(40%)  

Insight (58%) 

Reduced  

medication 

(37%)  

  

(Roche‐ 

Morris,  

2019)  

n= 5  

 

Mean 

age=38.8 

 

M=1 

F=4 

Clinical 

functioning 

(CORE-LD)  

  Quality of life 

Understanding 

of voices 

Coping  

strategies  

Clinical 

functioning  

(Longden  

et al.,  

2017)  

n=101  

 

Mean age = 

44.54 years 

(s.d. 11.31) 

 

M=53 

F=47 

Trans=1 

  Useful to 

meet other 

VH’s 

Support 

unavailable 

elsewhere  

Social 

functioning 

Understanding  

  Medication 

use  

(Lee et al.,  

2002)  

n=5  

 

Mean age 

=72.2 

(range= 68-

77) 

Voice 

topography 

(PSRATS)  

  Voice  

topography 

(total score) 

Benevolence 

beliefs  

Self-esteem  

Anxiety  

Depression 

Beliefs linked 

to 

malevolence 



29 

 

 

M=2 

F=3 

Positive affect 

towards voice  

and 

omnipotence  

(Jones et 

al., 2016)  

n=32  

 

Age < 34 =12.5%;  Age 34–54 = 37.5% 12/32; Age >55=  25% 

Age missing = 25%  

  

 M =15.6%; F = 50%; Trans 3%; Gender missing = 31.3%  

  

Only 

descriptive 

stats given.  

Improvements 

in:  

  

Symptom  

reduction   

Understanding  

Coping 

strategies   

  

  

 

Quality assessment   

The Mixed Methods Appraisal Tool (MMAT) was used as a tool to appraise the quality 

of the studies. See table 1.3 for an overview. As one purpose of the review was to assess 

the prevalence of peer support in hearing voices groups, no study was excluded based on 

this quality appraisal. However, the appraisal tool was used to determine whether the 

quality of included papers affected their contributions to the synthesis. The MMAT does 

not give an overall grade for appraised studies, but instead asks key methodological 

questions linked to the chosen approach, a manual supports the answering of each 

question (yes/no/can’t tell).   
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Table 1.3  

Appraisal of Studies Using the Mixed Methods Appraisal Tool  

  

Qualitative 

papers  

Clear 

research 

questions?  

Data can 

address 

research 

questions 

?  

Qualitative 

approach 

appropriat 

e?  

Adequat 

e data 

collectio 

n  

methods 

?  

Findings 

adequatel 

y derived 

from 

data?  

Interpret 

ation of 

results 

substanti 

ated by 

data?  

Coherenc 

e between  

data, 

analysis + 

interpreta 

tion?  

(Newton et 

al., 2007)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Nkouth et 

al., 2010)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Ruddle,  

2017)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Payne et 

al., 2017)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(May et al.,  

2014)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Tomlins &  

Cawley,  

2016)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Goodliffe 

et al., 2010)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

 

(Fernandes,  

2018)  

Yes  Yes  Yes  No  Yes  Yes  Yes  

(Perlman &  

Hubbard,  

2000)  

No  No  No No  No  No  No  

(Oakland &  

Berry,  

2014)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  
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Quantitativ

e   

Randomise 

d  

Controlled  

Trials  

Clear 

research 

questions

?  

Data can 

address 

research 

questions 

?  

Appropria

t 

e  

randomisa

t ion?  

Groups 

compara 

ble at 

baseline ?  

Complet

e 

outcome 

data?  

Assessor

s  

blinded 

to 

interven

ti on 

provide

d 

?  

Partici

pan ts 

adhere 

to 

assigne

d 

interve

nti on?  

(Wykes et 

al., 2005)  

Yes  Yes  Yes  Yes  Yes  No  Yes  

(Chadwick  

et al., 2009)  

Yes  Yes  Yes  Yes  Yes  No  Yes  

(Chadwick  

et al., 2016)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Penn et al.,  

2009)  

Yes  Yes  No  Yes  Yes  Yes  Yes  

Quantitati 

ve 

nonrandom

ise d  

Clear 

research 

questions

?  

Data can 

address 

research 

questions 

?  

Participan

t 

s  

represent

at ive of 

target 

populatio

n ?  

Appropr 

iate  

measure 

ments?  

Complet

e 

outcome 

data?  

Confoun

d 

ers 

accounte 

d for?  

Interve

nti on 

adminis

te red 

as 

intende

d?  

(Wykes et 

al., 1999)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Pinkham et 

al., 2004)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Dannahy  

et al., 2010)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Langlois et 

al., 2020)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  
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(Jones et al., 

2020)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

Quantitativ

e 

descriptive  

Clear 

research 

questions

?  

Data can 

address 

research 

questions 

?  

Sampling 

strategy 

relevant?  

Sample 

represen 

tative of 

target 

populati 

on?  

Appropr

i 

ate  

measure 

ments?  

Risk of 

nonrespo 

nse bias 

low?  

Approp

ri 

ate use 

of 

analysis

?  

(Longden et 

al., 2018)  

Yes  Yes  Yes  Yes  Yes  No  Yes  

Mixed 

methods  

Clear 

research 

questions

?  

Data can 

address 

research 

questions 

?  

Adequate 

rationale 

for mixed 

methods 

design?  

Are 

different  

compon 

ents of the 

study 

effective 

ly integrat 

ed?  

Outputs  

of 

integrati

o n 

adequate

l y 

interpret

e d?  

Inconsist

e ncies 

between 

data sets 

addresse

d 

?  

Differe

nt  

compon

en 

ts 

adhere 

to 

quality 

criteria

?  

(Roche 

Morris,  

2019)  

Yes  Yes  Yes  No  No  Yes  Yes  

(Chadwick  

et al., 2000)  

Yes  Yes  Yes  Yes  Yes  Yes  No 

(Jones et al., 

2016)  

Yes  Yes  Yes  Yes  Yes  Yes  Yes  

(Lee et al.,  

2002)  

Yes  Yes  No  No  No  Yes  No  

(Beavan, de  

Jager, et al., 

2017)  

Yes  Yes  Yes  Yes  Yes  Yes  No 
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To what degree do groups for people hearing voices explicitly include peer support?   

One way in which the centrality of peer-support can be embedded in voices groups is to 

have one or more facilitators be someone who also hears voices – that is, a peer-

facilitator. Six papers presented data from groups which included a peer facilitator. 

Ruddle et al.’s (2017) paper evaluated a CBT group which included a service user 

facilitator, however this was the only non-HVNG to include peer facilitation. Of the 5 

studies of HVNGs which utilised peer facilitation, two of these were completely peer-

led (Oakland & Berry, 2015; Payne et al., 2017) with the other 3 collecting data from 

multiple groups using a combination of peer and professional facilitation (Beavan, de 

Jager, et al., 2017; Jones et al., 2016; Longden et al., 2017). The remaining studies 

(N=19) were all facilitated by professionals such as Clinical Psychologists or Mental 

Health Nurses.   

 

Ten papers described interventions where the sole intervention was peer support (see 

table  

1.4 for an overview). These all consisted of HVNGs.  An additional 10 papers explicitly 

included peer support in their description of a psychological intervention such as CBT, 

specifying that part of the intervention would be focused on the sharing of experiences or 

the provision of mutual support. An additional five papers failed to describe peer support 

in the manual or description of the intervention, but described this occurring during their 

discussion of the findings.   
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Table 1.4 

An Overview of the Degree to Which Papers Included Peer Support  

  Peer support 

facilitator  

Peer support 

main focus  

Peer support 

included in the 

manual or 

design of 

intervention  

Evidence of 

peer support in 

the paper but 

not explicitly in 

the design  

(Ruddle, 2017)  Yes – Service 

user 

cofacilitator  

No - CBT  Yes – Emphasis 

on sharing lived 

experience  

N/A  

(Payne et al.,  

2017)  

Yes – Peer led  Yes   Yes  N/A  

(Oakland &  

Berry, 2014)  

Yes – Peer led  Yes   Yes  N/A  

(Longden et al.,  

2018)  

Yes – Multiple 

groups 

contacted (Peer 

led N=23;  

professional led 

N= 14; 

Cofacilitated  

N=46)  

Yes   Yes  N/A  

(Jones et al.,  

2016)  

Yes (43.7% of 

facilitators were 

voice hearers)  

Yes   Yes  N/A  

(Beavan, de  

Jager, et al.,  

2017)  

Yes – All 

groups have at 

least one peer 

co-facilitator  

Yes   Yes  N/A  

(Lee et al.,  

2002)  

No  Yes   Yes  N/A  
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(Roche‐Morris,  

2019)  

No  Yes   Yes  N/A  

(Tomlins &  

Cawley, 2016)  

No   Yes   Yes  N/A  

 

(Nkouth et al.,  

2010)  

No  Yes   Yes  N/A  

(Fernandes,  

2018)  

No  Yes   Yes  N/A  

(Goodliffe et 

al., 2010)  

No  No – Person 

based cognitive 

therapy  

Yes  N/A  

(Perlman &  

Hubbard, 2000)  

No  No – Selfcontrol 

Skills Group  

Yes – Emphasis 

on sharing lived 

experience  

N/A  

(Chadwick et 

al., 2016)  

No  No – Person 

based cognitive 

therapy  

Yes – Sessions 

1-3 focussed on 

sharing of 

experiences  

N/A  

(Penn et al.,  

2009)  

No  No – CBT + 

Enhanced 

supportive 

therapy as 

control  

Yes – Both 

interventions 

involved 

discussing and 

sharing lived 

experience  

N/A  

(Chadwick et 

al., 2000)  

No  No - CBT  Yes – Sharing 

of members 

perspective in 

session 2  

N/A  

(Pinkham et al.,  

2004)  

No  No - CBT  Yes – but only 

specifically in 

the design of 

the longer group  

N/A  
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(Dannahy et al.,  

2010)  

No  No -CBT  Yes – Emphasis 

on sharing 

experiences  

N/A  

(Langlois et al.,  

2020)  

No  No –  

Acceptance and  

Commitment  

Therapy  

Yes – Emphasis 

of sharing lived 

experience and 

on self-help 

network  

N/A  

(Jones et al.,  

2020)  

No  No – Person 

based cognitive 

therapy  

Yes - – Sessions 

1-3 focussed on 

sharing of 

experiences  

N/A  

(May et al.,  

2014)  

No  No – Person 

based cognitive 

therapy   

No  Yes – Identified 

as a process of 

change  

(Wykes et al.,  

2005)  

No  No - CBT  No  Yes – Noted in 

the discussion  

(Chadwick et 

al., 2009)  

No  No – Person 

based cognitive 

therapy  

No  Yes – 

Universality 

ranked as most 

important 

therapeutic 

factor 

(Newton et al.  

2007)  

No  No - CBT  No  Yes – identified 

as a process of 

change  

(Wykes et al.,  

1999)  

No  No -CBT  No  Yes – Noted in 

the discussion  
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To what degree does research on voices groups assess and report the effects of peer 

support?   

All of the evaluations of groups whose sole intervention was peer support assessed and 

reported the benefits of this approach. None of these studies made use of randomisation 

or a control group in their design. Five papers contained quantitative evaluations to 

assess the benefits of peer support groups for voice hearers (four of which were mixed 

methods designs). Two of these utilised pre and post scores of established clinical 

measures to evaluate the impact of the intervention on attendees’ distress, perceptions of 

stigma, self-esteem, anxiety, depression, and voice-associated beliefs (Lee et al., 2002; 

Roche‐Morris, 2019). Both studies detailed non-significant results, although the small 

sample sizes in both (N=5) make interpretations of significance unreliable, meaning the 

findings are more useful as exploratory pieces of research. An additional three papers 

used self-report questionnaires purposely designed for the studies. These assessed the 

impact of attendance on social, clinical and recovery-based outcomes drawn from the 

existing HVG literature. Two of these papers presented descriptive statistics for their 

findings (Beavan, de Jager, et al., 2017; Jones et al., 2016), whereas Longden et al.’s 

(2017) paper reported significance levels by comparing scores with items neutral 

midpoint score. Longden et al. (2017) also reported associations between the number of 

meetings attended and outcomes, in addition to group experiences and outcomes. This 

allowed exploration of possible mechanisms of change.   

Nine papers utilised a qualitative methodology to take an exploratory approach in 

understanding the benefits of peer support groups for voice hearers. Four of these utilised 

semi-structured interviews presenting findings drawn from content (Nkouth et al., 2010), 

interpretative phenomenological (Payne et al., 2017), or thematic analysis (Oakland & 

Berry, 2014; Tomlins & Cawley, 2016). Two made use of semi-structured questionnaires 

to understand the impact on recovery and clinical outcomes (Beavan, de Jager, et al., 

2017; Jones et al., 2016). An additional two papers made use of facilitators field notes 

and content analysis to identify themes (Fernandes, 2018; Roche‐Morris, 2019). A 

further paper reported qualitative findings drawn from content analysis but without any 

description of its data collection methods (Lee et al., 2002).   

  

Of the papers evaluating a group CBT intervention, five made use of a quantitative 

evaluation. Two of these consisted of randomised control trials (Penn et al., 2009; Wykes 
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et al., 2005), with another study making use of a waiting list control (Wykes et al., 1999) 

and the other two being uncontrolled studies (Chadwick et al., 2000; Pinkham et al., 

2004). All papers used pre and post measures of established clinical questionnaires, 

evaluating outcomes such as voice-related beliefs and topography. However, these were 

used to assess the benefits of the CBT group rather than the specific benefits of including 

peer support. Despite describing peer support either during their intervention description 

or as a process of change, only one study attempted to measure the benefit of this, asking 

participants to rank statements linked to non-specific therapeutic factors (Chadwick et 

al., 2000). The 3 qualitative evaluations (Newton et al., 2007; Ruddle, 2017) used semi-

structured interviews with attendees to explore their experiences of attending the groups. 

The exploratory approach of the qualitative evaluations allowed the identification of 

specific benefits linked to peer support in both these papers.  

  

Five group mindfulness interventions used a quantitative design, of which two were 

randomised control trials (Chadwick et al., 2009; Chadwick et al., 2016). An additional 

study utilised an ABA design (Langlois et al., 2020), with the additional two studies 

being uncontrolled (Dannahy et al., 2010; Jones et al., 2020). Although all the studies 

described peer support either in their description of the intervention or as a process of 

change, they did not directly assess the effect of this, instead focusing on established 

clinical questionnaires to evaluate the overall benefit of the group intervention. Only one 

study asked participants to rate statements linked to non-specific therapeutic factors 

which demonstrated possible benefits of group peer support for voice hearers (Chadwick 

et al., 2009). With regard to the two qualitative papers (Goodliffe et al., 2010; May et al., 

2014), both employed semi-structured interviews, the explorative nature of which 

allowed the researchers to draw out understandings of the benefits of the peer element of 

the group interventions.   

The single paper evaluating a skills group (Perlman & Hubbard, 2000) appears to be of 

poor methodological quality, describing the development of the group and presenting 

some qualitative outcomes, but without a description of the methodology used to derive 

these.     
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What is the evidence of the effect of including peer support in voices groups?  

All selected studies explored the benefits of group interventions for voice hearers. These 

were reviewed considering the specific effect of the inclusion of peer support, the 

findings of which are detailed below.  

  

Normalising  

A repeated finding in the literature was the normalising effect of including peer support 

within hearing voices groups. The evidence considered here consists of both qualitative 

and quantitative research, with 10 qualitative studies reporting findings relating to 

normalising, in addition to five quantitative studies, consisting of three descriptive 

studies drawing data from cross sectional surveys, two uncontrolled non-randomised 

evaluations of HVGs and one randomised control trial. 

 

Voice hearers value meeting others with similar experiences, with a survey of HVNG 

attendees finding the statement ‘it is useful to meet other voice hearers in the group’ to 

have the highest mean agreement score (Longden et al., 2017). Many report having never 

had the opportunity to meet other voice hearers previously (Newton et al., 2007), and 

even surprise that other people hear voices (Roche‐Morris, 2019). A repeated finding in 

the literature is the normalising effect that voice hearers gain from meeting others with 

similar experiences. Three qualitative papers interviewed attendees of HVNGs, finding 

that voice hearers benefited from meeting with others due to the normalising effect this 

had on their experiences (Nkouth et al., 2010; Oakland & Berry, 2014; Tomlins & 

Cawley, 2016). This theme was also noted in Newton et al.’s (2007) and Ruddle et al.’s 

(2017) evaluations of group CBT programmes, with attendees describing how meeting 

with others normalized the stigmatised experience of hearing voices.  These studies all 

met the MMAT’s quality criteria for qualitative studies, demonstrating credibility with 

clear descriptions of their approach to data collection and analysis and using raw data to 

substantiate their interpretation of results. All of these studies describe taking a reflexive 

approach to their analysis, acknowledging the researchers own role in collecting and 

interpreting data, describing approaches to limit the impact of assumptions and biases.   
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Facilitators of both peer and CBT groups also noted the normalising effect of including 

peer support within HVGs, describing how attendees appeared to benefit from the 

destigmatising effect of meeting with similar others (Fernandes, 2018; Lee et al., 2002; 

Roche‐Morris, 2019).  The studies by Lee et al., (2002) and Roche-Morris (2019) first 

noted this in their discussions as a potential mechanism of change, limiting these 

findings as they were not identified through collection and analysis of the data. Whilst 

Fernandes’ (2018) paper did substantiate this finding through the use of data, this was 

drawn from the facilitators own reflections noted in a field diary, rather than semi-

structured interviews with group attendees. 

 

This finding was repeated in quantitative literature, with a survey of Australian HVNG 

attendees describing that three-quarters of respondents felt the group promoted voice 

hearing as a normal human experience (Beavan, de Jager, et al., 2017). This study met 

the quality criteria for a mixed methods design set by the MMAT, although the findings 

are limited by its small sample size and difficulties with recruitment, which may mean 

the sample is not representative of attendees’ perspectives. 

 

Even in CBT groups for voice hearers, universality was rated as the most important non-

specific group therapeutic factor (Chadwick et al., 2000), and in a group mindfulness 

programme universality was rated as subjectively more important than learning to 

practice mindfulness (Chadwick et al., 2016).  Chadwick et al.’s (2016) paper presented 

findings from a randomised controlled trial, controlling for the effect of extraneous 

variables and reducing bias through randomisation, increasing the quality of the findings 

presented. Chadwick et al.’s (2000) paper met all of the quality criteria set by the MMAT 

for a quantitative non-randomised study. It should be noted that the particular measure 

used to assess group process factors in these two studies has been used in the wider 

psychotherapy literature.   

 

The benefit of perceived universality appears to not only be a common finding from 

research with attendees, but was ranked as the most important outcome of peer groups in 

a survey of HVNG facilitators from the USA (Jones et al., 2016). The survey was widely 

disseminated across HVNGs in the USA, yet as only facilitators participated, the data 

describes facilitator’s perceptions of key participant outcomes, and should be interpreted 

with caution.  
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The process of meeting similar others appears to benefit voice hearers by allowing them 

to challenge internalised stigma and construct new narratives about the self. Prior to 

attending peer support groups, some voice hearers described concerns around being 

‘crazy’ (Newton et al., 2007). The normalising experience of engaging with other voice 

hearers appears to weaken the associations between voice hearing and beliefs about 

madness which attendees often internalise (Goodliffe et al., 2010). This was identified 

through a grounded theory study, which met the MMAT’s quality criteria for qualitative 

studies in addition to meeting the criteria of credibility, originality, resonance, and 

usefulness set by Charmaz (2006) to evaluate grounded theory studies. 

 

This in turn allows attendees to construct new narratives around themselves as voice 

hearers and develop more positive beliefs about the self (Fernandes, 2018; May et al., 

2014). Voice hearers report increased self-esteem following attending peer support 

groups (Goodliffe et al., 2010), with 72% of sampled attendees of Australian HVNGs 

reporting that attending increased their self-esteem (Beavan, de Jager, et al., 2017). 

Although an evaluation directly measuring self-esteem found no significant findings 

(Lee et al., 2002), this study contained a small sample size reducing the reliability of 

interpretations of significance.   

 

Understanding  

Increased understanding around their own voice hearing experience appears to be 

another benefit of including peer support in voice hearing groups. The findings presented 

here are drawn from three qualitative evaluations of HVGs in addition to three 

descriptive studies drawing data from cross sectional surveys, one of which made use of 

correlational analysis to identify associations between outcomes.  

 

Three qualitative papers identified themes relating to increased understanding of voice 

hearing following attending groups which included peer support (Payne et al., 2017; 

Roche‐Morris, 2019; Ruddle, 2017), with attendees making sense of the experience and 

increasing their recognition of triggers. Both papers by Payne et al., (2017) and Ruddle 

(2017) met the MMAT’s quality criteria for qualitative research, whereas Roche-Morris’ 

(2019) paper did not use an appropriate qualitative methodology, instead describing an 
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approach informed by interpretive phenomenological analysis (IPA). All three papers 

contained small sample sizes and conducted 1 interview per participant meaning they did 

not benefit from triangulation, reducing the generalisability of these findings. 

 

Beavan’s (2017) survey of HVNG attendees found that 61% perceived themselves to 

have a better understanding of their voice hearing following attending a peer support 

group. A survey of HVNG facilitators also found that ‘connecting voices or other 

experiences to past trauma’ was the most highly-ranked area of possible impact of 

attending the group (Jones et al., 2016), suggesting the benefit of increased 

understanding as attendees make links between their voices and previous experiences.  

 

Longden et al.’s (2017) survey of UK HVNG attendees found that endorsing the group 

as giving ‘helpful information about making sense of my voice hearing’ was 

significantly associated with every emotional wellbeing outcome, and significantly 

correlated with making more friends, feeling more confident, and developing a positive 

relationship with one’s family. As the study used a self-selected sample, there is the 

possibility of response bias. However, the range of scores suggested that attendees who 

were critical of HVNGS participated as well as those with more positive experiences and 

perspectives. This was the only study which explored associations between clinical 

outcomes and a facet of peer support, meaning the findings were not supported 

elsewhere in the literature.  

  

Coping  

Voice hearers also gain benefits from including peer support in voice hearing groups by 

gaining new coping strategies. The evidence presented here was drawn from six 

qualitative evaluations, two descriptive studies drawing data from cross sectional 

surveys, one study presenting descriptive research drawn from a group evaluation, one 

single case experimental design, one study using a waiting list control design, and one 

randomised control trial. 

 

 A survey of HVNG attendees reported that 82% experienced an increase in coping skills 

(Beavan, de Jager, et al., 2017). An increase in the mean number of coping strategies was 
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also noted in two evaluations of group CBT programmes (Penn et al., 2009; Wykes et al., 

1999). Both of these studies utilised control groups and psychometrically sound 

outcomes, in addition to meeting all of the quality criteria set by the MMAT, although 

the design of these studies means it is unclear whether the increase in coping strategies 

was linked to peer support or other aspects of the intervention. Four qualitative 

evaluations reported that participants benefited from increased coping strategies due to 

the inclusion of peer support in HVNGs (Newton et al., 2007; Oakland & Berry, 2014; 

Ruddle, 2017; Tomlins & Cawley, 2016). All of these used appropriate qualitative 

methodology and data collection methods which were described in detail, in addition to 

evidencing their findings through the use of quotes throughout their results section. 

Facilitators in Roche-Morris’s (2019) evaluation of a HVNG for individuals with 

learning disabilities also noted that attendees gained from the recognition of unhelpful 

coping strategies such as avoidance and use of self-harm, something they recognised 

unintentionally increased their distress following discussion with peers. These findings 

were drawn from the ‘principles of thematic analysis’ rather than a formal qualitative 

approach, in addition to utilising a small sample size (n=5), reducing the quality of this 

paper. 

  

With regard to specific improvements in coping, Nkouth et al.’s (2010) qualitative 

evaluation describes attendees increasing their sense of control and a reduction in beliefs 

associated with voice power, something they attribute to an increase in skills and coping 

strategies provided through the peer support group. These findings are matched by 

Beavan et al.’s (2017) survey of HVG attendees, with 40% stating that attending peer 

support groups had led to reduction in beliefs associated with voices being powerful.  

Both these studies met all of the quality criteria set by the MMAT for their prospective 

designs. However, Beavan’s study used a purpose-designed survey of unknown 

psychometric properties, the findings of which could have been strengthened through the 

use of established outcome measures which assess beliefs linked to voice omnipotence, 

such as the BAVQR (Chadwick, Lees & Birchwood, 2000).  

  

Two studies used standardised clinical outcome measures to assess peer support groups, 

however both contained small sample sizes (N=5) and non-significant findings. Lee et al 

(2002) noted non-significant improvements in self-esteem, depression, anxiety, and 
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voice-related beliefs. Roche Morris et al. (2019) found that participants gained slight 

increases on the World Health Organisation Quality of Life, but only two participants 

completed pre and post measures of this, and only one participant had concurrent 

increases on the CORE-LD. Clinical outcome measures from quantitative evaluations of 

group therapy programmes containing peer support were not statistically linked to the 

inclusion of peer support. An evaluation of an acceptance and commitment therapy 

group (Langlois et al., 2020) demonstrated statistically significant improvements in 

depression, anxiety, and voice topography which the authors reflected as being linked to 

the inclusion of peer support. Whilst this study met the quality criteria for the MMAT, 

this perspective was only discussed as a possible process of change, and was not derived 

from analysis of the data.    

 

Longden’s (2017) survey of HVNG attendees found that participants credited the peer 

group with a range of clinical and emotional outcomes. All of these outcomes were rated 

significantly higher than the items’ midpoint score, other than changes in medication use 

which, on average, the group was rated as making no difference to. The survey contacted 

62 HVNGs, but it is unclear how many potential participants this involved, meaning that 

one cannot determine whether the risk of non-response bias was low. It is unclear 

whether a large number of people declined to complete the survey and, if so, what their 

reasoning was.  

 

Social support  

Including peer support within HVGs appears to benefit attendees through increased social 

support. The evidence presented here is drawn largely from qualitative studies, with eight 

qualitative evaluations describing this benefit, in addition to two descriptive studies 

drawing data from cross-sectional surveys, one of which made use of correlational 

analysis to identify associations between outcomes.  

Qualitative papers describe how participants felt isolated prior to attending the groups, 

describing experiences of discrimination and stigma (May et al., 2014; Roche‐Morris, 

2019; Tomlins & Cawley, 2016) something which reduced feelings of social confidence 

and led to a reduction in social engagement (Goodliffe et al., 2010). All of these studies 

met the quality criteria set by the by MMAT for qualitative studies, demonstrating 
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transferability through the description of their approach to data collection and analysis, in 

addition to substantiating their findings through the use of quotes throughout their 

results.  

 

Beavan et al.’s (2017) survey of HVNG attendees found that 68% felt less isolated 

following attendance, a finding supported by five qualitative studies (Goodliffe et al., 

2010; Lee et al., 2002; May et al., 2014; Newton et al., 2007; Payne et al., 2017) which 

identified that peer support reduced participants feelings of isolation by providing them 

with safe opportunities to connect and interact with others. This benefit appears to be 

sought by voice hearers attending hearing voices groups, with a qualitative study on 

attendees of a CBT group finding that the most common reason for attending was to 

meet and interact with others with similar experiences (Goodliffe et al., 2010).  Lee et 

al.’s (2002) paper did not use a second reviewer to verify themes drawn from the data, 

reducing the methodological robustness of this paper. The quality of Beavan at al.’s 

(2007) paper could have been strengthened through the use of established psychometric 

measures, although the findings on reduced isolation are strengthened by the presence of 

similar findings from multiple qualitative research papers.  

 

Longden et al.’s (2017) analysis of HVNG attendee survey results also provided 

evidence of benefits of peer support linked to social outcomes. Correlation analysis 

demonstrated that the four items with the most associations were “the group has helped 

me feel less distressed by my voices,” “the group gives me support around voice hearing 

that I couldn’t get elsewhere,” “the group has given me helpful information about 

making sense of my voice hearing experiences” and “the group gives me positive 

messages about recovering from mental health problems,”. These were all positively 

correlated with making more friends, increased social confidence, and developing a 

positive relationship with one’s family. The findings from this paper were strengthened 

through the use of correlational analysis to identify relationships between outcomes, in 

addition to using a more stringent p – value (<1) to reduce the likelihood of a Type 1 

error.  
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Hope  

By engaging with other voice hearers, attendees of HVGs appear to benefit from 

increased hope around recovery. The evidence presented here is drawn from four 

qualitative studies in addition to one descriptive study drawing data from a cross-

sectional survey. 

 Seventy-nine percent of sampled attendees of Australian HVNG’s reported that the peer 

support groups gave them more hope (Beavan, de Jager, et al., 2017). The study met all 

MMAT quality criteria, though the recruitment rate was low, limiting generalisability 

and increasing risk of sampling bias (e.g. individuals with positive experiences may have 

been more likely to respond). 

 

This finding was also present in the qualitative literature, with four studies identifying 

benefits in terms of hope, with participants describing feeling encouraged and inspired 

following interacting with others who are less distressed by their voices (Fernandes, 

2018; Newton et al., 2007; Nkouth et al., 2010; Ruddle, 2017). Three of these papers met 

all of the quality criteria set by the MMAT, however Fernandes’ paper drew data from 

the facilitator’s field diary rather than directly interviewing participants, meaning their 

views are not represented. 

  

Negative effects of including peer support in voice hearing groups  

A number of studies presented findings suggesting potential negative effects of including 

peer support in HVGs. The evidence presented here is drawn from both qualitative and 

quantitative designs, consisting of three qualitative papers, three papers containing cross-

sectional surveys presenting descriptive results, and one non-controlled and non-

randomised study.  

Three papers presented qualitative findings describing initial apprehension and anxiety 

around attending HVNGs (Oakland & Berry, 2015; Payne et al., 2017; Tomlins & 

Cawley,  

2016). All three papers met the quality criteria for qualitative research set by the MMAT, 

the researchers demonstrated confirmability by clearly describing how they made their 

findings and evidencing this with quotes of raw data. However, as the data did not 
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specify whether experiences of anxiety were directly linked to the inclusion of peer 

support or non-specific social anxiety, it is unclear whether this is a negative effect of 

including peer support in HVGs.  

 

Longden et al.’s (2017) survey of hearing voices network group attendees reported some 

participants experiencing distress which continued throughout their attendance of the 

group, with 34.6% of respondents stating that they found attendance distressing at times. 

As stated previously, it is unclear how many participants did not respond to the survey, 

increasing the risk of non-bias. Individuals with overly negative or positive views of 

HVNGs may have been more inclined to respond reducing the generalisability of the 

findings presented here. 

 

Jones et al.’s (2016) survey of HVNG facilitators presented findings linking the distress 

of the group to some detrimental clinical outcomes, with 37.5% (12/32) of group 

facilitators reporting having seen at least one relapse which they attributed to 

participating in the group. This study met all of the MMAT’s quality criteria for 

quantitative non-randomised studies, although the findings would be strengthened with 

the upport an of additional data drawn from attendees of HVNGs. The evidence for 

peer support leading to relapse was not supported elsewhere in the literature and would 

be strengthened through the inclusion of other study designs, including those which drew 

data from attendees rather than facilitators alone. 

 

A small proportion of participants in Beavan et al.’s (2017) survey of hearing voices 

network group attendees reported negative outcomes in their understanding of their 

voices (7%), isolation (7%), feelings towards themselves (4%), and perceptions of 

coping (4%). Beavan et al.’s (2017) paper used a mixed methods approach which met all 

of the quality criteria set by the MMAT, other than being at risk of non-response bias. As 

the survey was designed specifically for their study, the psychometric qualities of this are 

currently unknown. 

 

Beavan et al.’s findings were supported by Payne et al.’s (2017) qualitative evaluation, in 

which some participants described feeling more isolated, and expressed frustration due to 

feeling marginalised and perceiving their spiritual beliefs around voice hearing to be 

ignored. The study met all of the quality criteria set by the MMAT, though the small 
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sample size of only eight participants limits the findings, and the findings could have 

been strengthened through  upport ationn by including multiple interviews over 

attendees’ attendance to the group. 

 

Chadwick et al.’s (2000) evaluation of a cognitive therapy group interviewed participants 

about their experiences of the group, describing how four participants identified 

unhelpful aspects of other attendees’ behaviour such as being too ill to participate – a 

direct attribution of negative experiences to the presence of other voice hearers. These 

findings would have been strengthened were the study to have included a description of 

the approach to qualitative analysis and the inclusion of quotes to substantiate the 

findings. 

  

Discussion  

The aim of this systematic narrative review was to explore the presence of peer support 

within hearing voices groups, how this is assessed, and the benefits of this. A narrative 

synthesis was undertaken due to studies differing in intervention and measurement, 

making direct comparison unfeasible. Studies which included data on the benefits of 

including peer support in groups for voice hearers were mainly qualitative or descriptive, 

with a lack of experimental studies investigating the specific effect of peer support. This 

suggests that the available evidence is currently in an early stage and is largely 

exploratory.   

  

The findings suggest that peer support is frequently included in hearing voices groups, 

something which is sought by attendees and often noticed as significant by facilitators. It 

is unsurprising that voice hearers report few opportunities to meet other voice hearers, 

considering the stigma associated with the experience (Phalen et al., 2019; Vilhauer, 

2017). This is something which prevents disclosure (Vilhauer, 2017), reducing 

opportunities to meet similar others or access normalising information. Service user 

perspectives are increasingly being sought in planning the delivery of health care 

services (Omeni et al., 2014), with clear benefits to both clients and healthcare 

professionals (Crawford et al., 2002). The consistent finding that voice hearers both seek 
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and value peer support through hearing voices groups should inform service design and 

delivery.   

  

Peer support appears to be a common feature of hearing voices groups, and is valued by 

both participants and facilitators. The majority of the 25 identified studies mention peer 

support as an important source of benefit. However, the degree to which peer support is 

explicitly included in group protocols varies widely, ranging from HVNGs which 

include a peer-facilitator and use peer support as the main focus of sessions, through to 

group psychological therapies delivered solely by professionals and with limited peer 

support within the design of their intervention. Hearing voices group interventions which 

do not explicitly include structured peer support in their intervention protocols still 

discuss the occurrence of this, and note this as a possible process of change. This 

suggests that peer support may occur naturally in groups for voice hearers and does not 

need to be explicitly manualised.    

 

A previous review of hearing voices groups (Ruddle et al., 2011) highlighted peer 

support as a potentially important non-specific therapeutic factor in hearing voices 

groups, and recommended investigation of this element. Although the importance 

attached to peer support for voice hearers appears to have increased, there remain few 

studies that seek to operationalise and assess benefits or costs of peer support in hearing 

voices groups. Ten studies with an experimental design utilised standardised clinical 

outcome measures which could not be directly linked to peer support. Two of these 

included participant rankings of non-specific therapeutic factors, some of which were 

linked to peer support, such as  

‘universality’ and ‘learning from others’. Asking participants to rank the subjective 

importance of process factors provides a methodology for beginning to assess perceived 

benefits of peer support. Only two studies used an experimental design to evaluate peer 

support groups for voice hearers, both of these were of low methodological quality, 

being uncontrolled non-randomised studies with small sample sizes (N=5), meaning the 

reported findings can only be used as descriptive exploratory data.   

 

A further methodology for assessing the benefits of peer support is the use of semi-

structured interview schedules. Papers containing an exploratory qualitative approach to 
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users’ experiences of attending groups with a combined peer and clinical intervention did 

report the benefits of this peer support. Interview schedules in the studies reviewed asked 

open-ended questions and participants spontaneously discussed benefits and, in fewer 

cases, the negative impacts, of peer support. None of these studies used an interview 

schedule that asked directly about the benefits of peer support, again highlighting that 

this may be an aspect of group interventions which researchers frequently overlook.   

  

Papers evaluating peer support groups for voice hearers largely consisted of an 

exploratory qualitative methodology or presented descriptive data drawn from purpose 

designed questionnaires. This is unsurprising considering that some figures linked to 

HVNGs have rejected the idea that randomised designs and statistically significant 

findings provide valuable sources of evidence (Dillon & Hornstein, 2013), instead 

valuing the first-person experience of attendees as evidence to assess the suitability of 

the approach to the individual. There appears to be increasing discussion around the 

possible benefit of evaluating this approach through experimental methods, such as the 

use of randomisation and quantifiable outcomes (Corstens et al., 2014). However, the 

constraints of experimental design conflict with aspects of the groups which many see as 

vital, such as having an open format, with members coming and going according to their 

own self-determined need. The groups also avoid a manualised structure, identifying the 

importance for group members to take responsibility and shape the group according to 

the demands of members, something which could reduce the standardisation of 

intervention across these pre-existing peer groups.   

  

Voice hearers do appear to benefit from the inclusion of peer support, both as a stand-

alone group intervention and when paired with other more formal therapeutic 

interventions, such as group cognitive behavioural therapy. However, the effect of peer 

support is often not directly measured, and the lack of experimental investigations into 

its benefits makes it difficult to make conclusive statements around these, the findings of 

which remain largely exploratory in nature.  

  

Many of the benefits described link to Yalom’s (2005) therapeutic factors in group 

psychotherapy. A repeated finding in the literature was an emphasis of the normalising 
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benefits gained from meeting with other voice hearers. This clearly links with Yalom’s 

concept of universality, which develops within groups as individuals become 

increasingly aware that others share their challenges (Lindsay et al., 2008). By realising 

they were not alone, voice hearers were able to challenge internalised stigma such as 

self-directed beliefs about madness, something which appears to have further benefits in 

terms of attendees’ self-esteem.    

  

Peer support also appears to increase voice hearers’ perceptions of control and their 

ability to cope by increasing coping strategies and understandings of the experience. 

Both of these link to Yalom’s (2005) factor of ‘information giving’, whereby participants 

share information and give direct advice about how to better cope with their shared 

difficulties. Increased coping and understanding of voice hearing also has clear 

implications for individuals’ feelings of agency and empowerment, as voice hearers 

become increasingly able to cope with their experience, allowing them to challenge 

beliefs around the uncontrollability and powerfulness of their voices.  

  

The provision of social  upportt is another benefit of peer support for voice hearers, 

reducing the social isolation that many voice hearers experience (Goodliffe et al., 2010; 

Roche‐Morris, 2019). The findings suggest that voice hearers were able to form positive 

social relationships with other voice hearers in addition to developing a cohesive group 

identity. This provided a sense of belonging and acceptance, important experiences for 

individuals who feel isolated and rejected (Lindsay et al., 2008; Yalom, 2005). The 

findings suggest that these experiences increase attendees’ social confidence, allowing 

them to increase their social participation and improving relationships outside of the 

group.   

  

Attendees described benefitting from the instillation of hope, describing how meeting 

other voice hearers increased their self-efficacy and hope for recovery. The instillation of 

hope increases individuals with schizophrenia’s self-confidence to achieve personal 

goals and is correlated with functional recovery (Coşkun & Şahin Altun, 2018). Voice 

hearers may especially benefit from the instillation of hope, considering the stigma 
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attached to the experience, associated psychiatric diagnoses, and the implications of 

these for recovery (Vass, 2016).  

 

Several papers identified that some participants experience distress associated with 

attending hearing voices groups. It is unclear how much this is specifically linked to the 

inclusion of peer support or anxiety around attending a group, something which would 

be unsurprising in a client group who are often socially isolated and anxious. The finding 

that over one third of facilitators from the USA have witnessed at least one relapse which 

they attribute to group participation is concerning. However, it is unclear how facilitators 

are making a judgement that relapse was linked to group participation. Harm in 

psychotherapy is an important and under-researched area, and this finding warrants 

further research. Subjective accounts in the current review do point to some attendees 

feeling increased isolation and diminished coping. Although these appear to occur in a 

minority, and it is unclear whether these negative effects are combined with other gains 

or due to a subset of participants finding peer support unhelpful.   

  

Research implications  

This review highlights the need for future studies of hearing voices groups to be clearer 

how peer support is operationalised and measured. It is critical that the emerging 

evidence base is shared not only with clinicians, but also voice hearers themselves, 

allowing them to make informed decisions about their treatment, the importance of 

which is increasingly being recognised across mental health services (Essock et al., 

2003).  

The present review is the first to attempt to categorise published studies on hearing 

voices groups in terms of how central peer support is to group delivery, and if an attempt 

was made to measure its impact. There is scope for future research to make use of 

standardised clinical outcome measures of variables such as quality of life, internalised 

stigma, social isolation, or self-efficacy using standardised instruments. Qualitative 

research might move to exploring peer support more directly, to build upon its 

emergence in qualitative studies to date. However, these may not capture all the benefits 

described in this review, signalling the need for a broader methodological approach. This 
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might include the use of analysis of more dynamic video-interaction research methods, 

looking at immediate effects of peer support interactions (Arias-Pujol & Anguera, 2017).  

Future research into the benefits of including peer support may also consider individual 

differences. Hearing voices is a common experience, occurring not only in many 

psychiatric disorders, but also in people with no need for care (Daalman, 2010). It will be 

important to explore individual differences that might moderate benefits of peer support, 

such as the nature of the voice hearing experience or degree of alignment with an illness 

model.  

 

Research should also make use of randomisation and control groups in their design in 

order to increase the robustness of the evidence base. For example, a randomised control 

trial comparing HVGs which primarily focuses on peer support such as HVNGs with 

another intervention delivered in groups such as cognitive behavioural therapy, and a 

third condition of group activity would strengthen the existing evidence base. As peer 

support may naturally occur within group interventions even when these are not 

explicitly included in the design of interventions, it may also be beneficial to compare 

group with individual CBT – that is, controlling for psychotherapeutic modality and 

comparing delivery mode. Such research could compare proposed benefits and outcomes 

linked to the effects of including peer support within HVGs identified through this 

review. Measures with established psychometric properties such as the BAVQ-R 

(Chadwick, Lees & Birchwood, 2000) and the Multidimensional Scale of Perceived 

Social Support (Theofilou, 2013) could be used as outcome measures to examine 

benefits of peer support on symptom-related and wider psychosocial experience. In some 

instances, outcome measures may need to be adapted to ensure that they measure 

outcomes specifically linked to voice hearing. For example, the Internalised Stigma of 

Mental Illness Scale (Hammer & Toland, 2017) could be adapted to specifically assess 

for changes in internalised stigma of voice hearing, rather than being a broader measure 

of internalised stigma of mental illness.  

 

Clinical implications  

The findings of this review suggest the importance of including peer support in the 

design of hearing voices groups. Peer support is clearly acceptable to service users, being 
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a sought aspect of group interventions by attendees. There is even some evidence from 

attendees and researchers to suggest that peer support occurring within therapy groups 

may be of equal, or even more, benefit than the group’s main therapeutic intervention 

(e.g. mindfulness training), further suggesting the importance of ensuring peer support 

occurs within groups for voice hearers. The inclusion of this offers benefits to voice 

hearers, with both attendees and facilitators perceiving these. Attendees appear to gain 

these whether they access a peer support group or a therapy group which includes peer 

support, suggesting that service users will benefit from attending groups of people 

hearing voices based on either approach. Again, these benefits appear to be present 

whether they attend a group facilitated by clinical staff or volunteers with personal 

experience of voice hearing.  

 

The desire to meet other voice hearers and the benefit service users appear to gain from 

doing so suggests that other forms of peer support such as one-to-one work could be of 

some benefit to individuals who feel unable to attend a group intervention. Voice hearers 

clearly report feelings of stigma and alienation which are reduced upon meeting other 

voice hearers. Other approaches to normalisation such as psychoeducation and public 

awareness campaigns may be of benefit for similar reasons.   

 

The possibility of some negative outcomes for a minority of attendees should be 

considered when designing, delivering, and evaluating hearing voices groups which 

include peer support. Future groups for voice hearers which include peer support must be 

mindful of these potential outcomes when assessing participants and considering 

additional support which attendees may require. Peer support has two key elements – the 

presence of others who hear voices, and their presence and behaviour feeling supportive. 

The latter cannot be assumed, and research is needed to understand how peer interactions 

may at times feel unsupportive.   

  

Limitations  

One of the clearest limitations of this review is the narrative and descriptive approach. 

Although a narrative synthesis provides an initial overview of the available evidence, the 

findings presented here would be strengthened by meta-analysis to further identify the 
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benefits of peer support once there is sufficient literature to do so. The findings presented 

on the benefits of peer support need to be considered in light of the methodological 

limitations of the studies included in the review. Much of the identified research was 

descriptive and qualitative. Whilst there is a clear merit in a qualitative approach, there 

remains a lack of quantitative research exploring the benefits of including peer support in 

hearing voices groups.    

Methodological limitations and the quality of studies were considered when describing 

the current evidence base for the benefit of including peer support in hearing voices 

groups. The MMAT used for the quality appraisal of studies included in this review 

appraises studies according to criteria specific to categories of study design, rather than 

assessing these in absolute terms. This is a limitation of the appraisal tool, as the lack of 

an absolute rating prevents the comparison of the quality of studies which differ in 

methodological design. 

Whilst the MMAT is an established appraisal tool with clear guidance on how to use 

this, the appraisal of individual studies would have been strengthened were a second 

reviewer included during this process. Inexperienced users of quality assessment tools 

have been shown to have poor to fair interrater reliability (Oremus, Oremus, Hall & 

McKinnon, 2012), suggesting that those with limited experience of quality assessment 

tools may be prone to bias. The lack of a second co-rater means that the consistency of 

the authors quality assessment was not checked, and thus the reliability of this is limited.  

Conclusion  

This systematic review with a narrative synthesis summarises the current evidence base 

for peer support within hearing voices groups. Whilst peer support frequently occurs 

within hearing voices groups, there is a need for more clarity around how it is 

conceptualised and incorporated within group protocols and for increased use of 

methodologies to research its effects. There appear to be benefits of including peer 

support within hearing voices groups. However, the evidence for this would be 

strengthened with experimental design and statistical analysis. Peer support appears to be 

an important aspect of hearing voices groups, with voice hearers seeking this, and both 

attendees and facilitators noting improvements arising from this. Clinicians should note 

this when designing group interventions for voice hearers, considering the balance given 



56 

 

between delivering model specific interventions and facilitating group processes linked 

to peer support.   
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Introduction 

Overview of hearing voices 

Individuals experience hearing voices (otherwise known as auditory verbal 

hallucinations) across a number of psychiatric disorders (Andreasen & Flaum, 1991; 

Waters et al., 2018a) in addition to the non-clinical population  (Baumeister et al., 2017; 

Lawrence et al., 2010). For many these are transitory isolated experiences, occurring 

without any sign of underlying pathology (de Leede-Smith & Barkus, 2013). Even non-

clinical individuals with persistent voice hearing frequently experience this without 

associated mental health difficulties, with 75% reporting such experiences without any 

signs of a psychotic disorder (Johns et al., 2002).  Research has shown that voice 

characteristics such as loudness and location appear similar in clinical and non-clinical 

voice hearers (Baumeister et al., 2017), suggesting that the occurrence of voice hearing in 

and of itself may be unrelated to an individual’s need for care.  

 

Accumulating evidence suggests that it is an individual’s relationship with their voices, 

rather than the experience itself, which leads to pathological distress. Non-clinical 

individuals report little to no distress associated with hearing voices (Baumeister et al., 

2017), whereas voice hearers with need for care are significantly more likely to find their 

voices frightening, with associated impacts on daily functioning (Honig et al., 1998). 

These differences appear to be linked to the beliefs individuals hold towards their voices, 

with non-clinical voice hearers holding fewer beliefs relating to omnipotence (voices 

being all-powerful), malevolence (voices having bad intentions towards the individual) 

and uncontrollability (Chadwick & Birchwood, 1994); and voice-related distress being 

correlated with these (Lawrence et al., 2010). Clinical and non-clinical voice hearers also 

use different strategies to cope with experiences, with clinical voice hearers being more 

likely to try to suppress their voices (Badcock et al., 2011), in contrast to non-clinical 

voice hearers, who use more adaptive strategies to regulate their emotions (Laroi, 2012). 

To help people who are distressed by their voices, a number of psychological therapies 

have been shown to reduce clinical individuals’ voice-related distress and increase 

functioning, by developing more adaptive beliefs and reactions to these experiences 

(Chadwick et al., 2016; Leff et al., 2014; Wykes et al., 2005). Suggesting that as with 

non-clinical populations, clinical voice hearers can develop constructive relationships 

with their voices.  
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Hearing voices groups 

In the UK, hearing voices groups (HVGs) have traditionally occurred within the Hearing 

Voices Network (HVN), a user led organisation which promotes non-pathological and 

positive views of voice hearing (Longden et al., 2017). The groups take an expert by 

experience approach, with voice hearers providing mutual peer support through the 

sharing of experiences and coping strategies, in an environment that’s accepting of all 

perspectives and interpretations (Dillon & Hornstein, 2013). The approach seems popular, 

with over 180 groups in the UK and others existing in 35 countries worldwide (National 

Networks, 2020). A recent evaluation of attendees’ experiences in the UK reported one 

third of participants felt the groups provided support they couldn’t access through 

mainstream services or elsewhere (Longden et al., 2017), suggesting that the approach 

offers something supplementary to conventional psychiatric treatment.  

 

More broadly, peer support interventions appear to increase feelings of self-efficacy and 

hope (Davidson et al., 2012); and have even been shown to reduce rates of hospitalisation 

for psychiatric patients (Lloyd-Evans et al., 2014). Furthermore, the mutual support 

provided by group-based interventions has been shown to improve service users’ life 

satisfaction, ability to cope, and social network (Davidson et al., 1999).  The HVN has 

traditionally resisted formal evaluation, instead valuing the narrative experience of 

attendees as evidence of the group’s effectiveness. However, the small evidence base 

suggests that the groups increase attendees’ self-efficacy and feelings of empowerment 

(Beavan, De Jager, et al., 2017), suggesting similar benefits to the wider evidence for peer 

support interventions. In addition to this, participants appear to feel less stigmatised 

following attendance (Oakland & Berry, 2014), with associated effects on their 

acceptance of the experience (Ruddle et al., 2014). 

 

Clinicians’ perceptions of peer support groups  

Despite being effective interventions which are increasingly popular with service users, 

clinicians appear to hold divergent views towards peer support; with some believing that 

peer support interventions are ineffective and may even be detrimental to an individual's 

recovery (Kilpatrick et al., 2017). Clinical decisions regarding psychological therapies 

frequently deviate from evidence-based guidance (Anthony et al., 2010; Stobie et al., 
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2007; Waller & Turner, 2016), with research suggesting that clinicians often move away 

from recommendations due to their own beliefs, informed by norms and their own 

professional identity (G. Godin et al., 2008). Even when clinicians are aware of the 

evidence base, their practice may not follow this, with one study finding that the majority 

of therapists believe that research publications were the least helpful source of 

information for clinical practice, despite the majority of participants being involved in 

research themselves (Safran et al., 2011). 

 

A recent review of experiences of HVGs suggests that attendees believe that clinicians 

require greater understanding of the groups (Longden et al., 2017). However, there is 

currently no published research on clinicians’ attitudes towards and perceptions of HVGs. 

As clinicians’ beliefs about interventions can limit the effectiveness of new treatment 

options (Deacon et al., 2013; Fisher et al., 2017) and with clinicians often acting as 

gatekeepers for interventions, it seems vital to gain an understanding of their current 

perceptions in order to respond to any potential concerns and ensure effective 

implementation.  

 

The Theory of Planned Behaviour (TPB) suggests that perceptions of control, attitudes 

and norms inform an individual’s intention to enact a behaviour (Ajzen, 2011). It has 

been used previously in health settings in order to help clinicians meet practice guidelines 

and encourage the implementation of new treatment options (Côté et al., 2012). The 

model suggests that by assessing attitudes towards an intervention, the pressure from 

others to implement it, and perceptions around their ability to do so, one can improve the 

likelihood of behavioural enactment, by responding to concerns through targeted training 

and educational information. 

 

Service context 

Bristol Mental Health is a collaboration of public and voluntary sector organisations, 

providing NHS-funded mental health services in the Bristol area. The collaboration 

provides 15 different mental health services, including Crisis, Assertive Outreach, 

Recovery and Early Intervention in Psychosis services. These four services provide care 

co-ordination to individuals with severe mental health needs and work from a multi-

disciplinary approach. A recent proposal to set up HVGs within Bristol Mental Health 
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services would see clinicians from these four services refer service users to the proposed 

HVGs. 

 

Consultancy 

Prior to starting the Doctorate in Clinical Psychology, I held a secretary position with the 

Bristol Hearing Voices network, a grassroots organisation separate from local statutory 

services. Whilst the group valued the autonomy of being an independent organisation, 

some members felt it would be beneficial to set up HVGs within local services in order to 

provide organisational support and increase accessibility for service users. Group 

members also reflected that integrating HVGs within statutory services would bring them 

in line with national practices, with most HVGs in the UK being a collaboration between 

voice hearers and service providers. Following these discussions, I met with Avon and 

Wiltshire Partnership’s (AWP) board of directors along with a Consultant Psychiatrist 

and ally of the Bristol Hearing Voices Network in a bid for funding to set up HVGs as 

part of service delivery.  

 

Within my role as a Trainee Clinical Psychologist I have continued to consult with the 

Consultant Psychiatrist who is leading on the project to implement HVGs with NHS 

mental health services in Bristol. I also consulted with a Clinical Psychologist in the 

region, drawing on their understanding of local services which will be involved in the 

group’s implementation. In addition to this, I contacted people with lived experience, 

drawn from the HVN and from a service user reference group embedded within a local 

Early Intervention in Psychosis service.  

 

It was felt that service users were generally supportive of HVGs, something supported by 

individuals’ clinical and lived experience, in addition to findings in the wider literature 

(Longden et al., 2017). However, the opinions and understandings held by local clinicians 

were less clear, with consulted individuals highlighting a lack of knowledge and some 

unhelpful attitudes towards the group’s approach. As clinicians will act as gatekeepers for 

service users wishing to access HVGs within services, it seemed vital to understand their 

perceptions of these, in order to address and adequately respond to divergent views which 

may influence clinical decision making.  
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Rational and aims of the study 

The current study aims to evaluate clinicians’ beliefs and perceptions surrounding HVGs 

in several adult community mental health services which plan on implementing these as 

part of service delivery. Access to the proposed groups will depend on clinicians’ referral, 

however it is currently unclear whether clinicians understand these groups or feel that 

they are an appropriate intervention. The non-pathological approach of HVGs has at 

times led to a critical psychiatry perspective, which may be off-putting to some clinicians. 

Furthermore, the current gap in the literature makes it difficult to assess whether 

clinicians are likely to be supportive of the intervention and encourage service users to 

partake. 

 

The service related project aims to answer the following questions: 

• What are clinicians’ current understandings of HVGs? 

• What are clinicians’ beliefs and attitudes towards HVGs? 

 

 

Method 

Study setting and participants 

Clinicians from 8 community adult mental health teams will be able to refer to the HVGs 

and thus clinicians from these teams were invited to participate. Staff without a clinical 

element to their role were excluded. The teams approached comprised of 1 assertive 

outreach team, 1 early intervention in psychosis service, 3 crisis teams and 3 community 

recovery teams; all provide NHS funded services within the city of Bristol.  

 

Design 

The study used a cross-sectional survey to evaluate staff attitudes towards and knowledge 

of HVGs. A self-report measure (see appendix a) was developed following consultation 

with supervisors and people with personal experience drawn from the Bristol HVN and 

Bristol Early Intervention in psychosis’ reference group. Each item from the 

questionnaire was then mapped onto the closest fitting components from the TPB (Ajzen, 

2011), .  
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Procedure 

Eligible participants were invited to complete an online version of the questionnaire and 

given an information sheet via their work email. Clinicians were also offered the 

opportunity to complete a paper version of the questionnaire rather than completing it 

online if they preferred. 

 

Ethical approval and consent 

This service related project received approval from AWP’s Quality Improvement Team 

(approved: 26/06/2019). The study was also approved by The University of Bath’s 

Psychology Department Research Ethics Committee as an educational project (see 

appendix B). All participants were given an information sheet prior to completing the 

study which explained the nature and purpose of the evaluation. Written consent was 

gained for all participants either through a written consent form or online, prior to 

completing the questionnaire. Participants were able to withdraw at any time if they did 

not want to complete the questionnaire once they started it.  All data collected were 

anonymous. 

 

 

Results 

Characteristics of the sample 

Forty-five people responded to the survey, although five of these incorrectly completed 

the consent form and thus their data was excluded. The characteristics of the 40 included 

respondents are summarised in Table 2.1. 

 

 

Table 2.1 

Participant Demographic Data  

Descriptive Number (percentage) 

Age  

 16-24 1 (2.5) 

 25-34 15 (37.5) 

 35-44 9 (22.5) 

 45-54 10 (25) 
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 55-64 5 (12.5) 

 65+ 0 

  

Role   

 Arts Therapist 1 (2.5) 

 Mental Health Nurse 11 (27.5) 

 Occupational Therapist 3 (7.5) 

 Psychiatrist 3 (7.5) 

 Clinical Psychologist 4 (10) 

 Social worker 4 (10) 

 Unregistered Practitioner1 14 (35) 

 Other 0 (0) 

  

Team  

 North Assessment and Recovery 7 (17.5) 

 Central and East Assessment and 

Recovery 

6 (15) 

 South Assessment and Recovery 12 (30) 

 Early Intervention in Psychosis 8 (20) 

 North Crisis 2 (5) 

 Central and East Crisis 3 (7.5) 

 South Crisis 2 (5) 

 Assertive Contact and Engagement Team 0 (0) 

1. Unregistered practitioner refers to professional roles not linked to a registered qualification, for example 

Recovery Navigator or Peer Support Worker 

 

Likert scale questionnaire items 

Responses to Likert scale questionnaire items are summarised in Table 2.2 and Figure 

2.1. Respondents answered all questions with the exception of the following 4 

questionnaire items where only 39/40 respondents selected an answer due to participant 

error: I feel confident explaining hearing voices groups to SUs, Discussing hearing voices 

groups with SUs is part of my role, Attending hearing voices groups reduces experiences 

of shame, Encouraging SUs to talk about their voices can help their recovery. All Likert 
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questionnaire items were mapped onto one of the three constructs from the Theory of 

Planned Behaviour (TPB) (see key in Table 2.2). 

 

Table 2.2 

Percentage Responses for Likert Items on the Questionnaire. 

 

 Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

Agree 

I have a good understanding of 

hearing voices groups c 

2.5 27.5 35 32.5 2.5 

I’m aware of the evidence base for 

hearing voices groups c 

20 37.5 17.5 20 5 

I intend to discuss hearing voices 

groups with service users (SUs)a 

0 2.5 22.5 60 15 

My colleagues value hearing voices 

groups b 

0 2.5 35 55 7.5 

SUs value hearing voices groups b 

 

0 5 22.5 57.5 15 

I feel confident explaining hearing 

voices groups to SUs c 

0 35.84 32.77 25.6 5.12 

Discussing hearing voices groups 

with SUs is part of my role a 

0 7.68 38.4 46.08 7.68 

When talking to SUs about unusual 

beliefs or hallucinatory experiences 

I remember to mention hearing 

voices groups c 

0 20 37.5 40 2.5 

I expect SUs who attend hearing 

voices groups to have a positive 

outcome a 

0 2.5 40 45 12.5 

Hearing voices groups often help 

SUs recovery a 

0 0 27.5 60 12.5 
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 Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

Agree 

Attending hearing voices groups 

increases feelings of hope a 

0 2.5 40 55 2.5 

Attending hearing voices groups 

reduces experiences of shame a 

0 0 20.48 64.1 15.36 

Hearing voices groups can be 

harmful as service users can 

encourage each other’s delusional 

beliefs a 

47.5 22.5 20 10 0 

I have enough time to talk to SUs 

about hearing voices groups c 

0 22.5 22.5 50 5 

Encouraging SUs to talk with their 

voices can help their recovery a 

0 0 22.5 62.5 15 

I’m concerned hearing voices 

groups might encourage service 

users to stop taking their 

medication a 

20 60 17.5 2.5 0 

Hearing voices groups can be 

moaning sessions, which can make 

service users feel worse a 

12.5 55 27.5 5 0 

Only SUs with a psychotic disorder 

should go to hearing voices groups 

a 

7.5 50 35 5 2.5 

Hearing voices groups can provide 

important and meaningful social 

contact a 

0 0 5 60 35 

Hearing voices groups normalise 

unusual experiences a 

0 0 17.5 52.5 30 
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Encouraging SUs to talk about their 

voices can help their recovery a 

0 0 5.12 53.76 40.96 

Key: 

       Majority indicating agreement (>50%)       Majority indicating disagreement (>50%) 

Theory of planned behaviour categories: 

 a = Attitudes towards the behaviour               b = Subjective norms            c = Perceived 

behavioural control 

 

 

 

Figure 2.1 

Bar Chart Depicting Percentage Agreement for Items with a Majority Consensus. 

 

 

.  

Key: 

          Agreement                    Disagreement 
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Attitude towards the behaviour 

Fourteen items related towards the clinician’s own attitudes towards HVGs, see Table 2.2 

and key for an overview. The majority of clinicians expressed positive attitudes towards 

HVGs, with over 50% of clinicians agreeing with items which expressed a positive 

outcome associated with attending hearing voice groups (Hearing voices groups often 

help SUs recovery – 72.5%) or related behaviours (Encouraging SUs to talk with their 

voices can help their recovery – 77.5%). Similarly, over 50% of clinicians disagreed with 

all questionnaire items which expressed a negative outcome associated with attending 

HVGs (Hearing voices groups can be harmful as service users can encourage each 

other’s delusional beliefs – 70%).  

 

Subjective norms 

Two questionnaire items related to participants’ perception of others’ beliefs towards 

HVGs. Over 50% of participants agreed with statements suggesting that they believed 

others held positive views towards HVGs (My colleagues value hearing voices groups – 

62.5%; SUs value hearing voices groups – 72.5%). 

 

Perceived behavioural control 

Five questionnaire items related to participants’ beliefs about factors which could 

facilitate or hinder referring service users to HVGs. There was no majority consensus for 

items relating to participants’ ratings of their perception of confidence or ability to 

remember to discuss HVGs. The majority of participants agreed (55%) that they had 

enough time to discuss HVGs with service users. Two items related to participants’ 

perceptions of having sufficient information which may influence their referral decision. 

The majority of participants disagreed that they were aware of the evidence base for 

HVGs (57.5%). There was more heterogeneity in participants’ responses for the item ‘I 

have a good understanding of hearing voices groups’, with 30% disagreeing and 35% 

agreeing with this item.  

 

 

Qualitative information 

A free text box at the end of the questionnaire asked participants to comment with their 

thoughts on “introducing hearing voices groups into services as part of the care pathway”. 

In total 25 participants (62.5%) responded using the comment box. Their answers were 
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analysed using content analysis to identify patterns within participants’ responses. The 

primary researcher completed the content analysis, identifying categories into themes and 

subthemes (see Table 2.3). These were then independently checked by a second reviewer 

with 100% agreement. 

 

Table 2.3 

 

Summary of Content Analysis 

Theme Subtheme (N) 

 

Description of 

subtheme 

Quotes to illustrate 

Approval and 

benefits of the 

group and peer 

support 

 

Approval (18) 

 

 

 

Normalising (4) 

 

 

 

Connection to 

others (2) 

 

 

 

 

Benefits of peer 

support. (5) 

 

 

Benefits of the 

group. (2) 

Stated their 

approval of the 

group 

 

Benefit for 

attendees due to 

normalising. 

 

Benefit through 

connecting with 

others. 

 

 

 

Benefits of peer 

support as an 

intervention. 

 

Benefits of 

integrating HVN 

into the care 

pathway. 

“Great idea” 

“I think this is a 

positive move” 

 

“helpful for clients in 

helping normalise 

their experiences” 

 

“feeling connected to 

others, getting some 

form of social 

interaction” 

 

“peer support around 

any health issue is 

incredibly useful”  

 

“Having this as part of 

service delivery will 

make the groups more 

accessible” 
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Lack of 

understanding 

Need more 

information (4) 

 

 

Understanding 

voices (2) 

 

Highlighted a 

lack of 

understanding 

around HVGs 

 

Highlighted a 

lack of 

understanding 

around voice 

hearing 

experiences 

“I don't know much 

about the hearing 

voices group,” 

 

“it may help 

engagement and also 

our understanding of 

patients' 

needs/perspectives” 

Concerns and 

suggestions 

 

Concerns (5) 

 

 

 

 

 

 

 

 

Suggestions (1) 

 

 

Concerns around 

the HVG or the 

proposal to 

integrate it within 

the care pathway 

 

 

 

 

Suggestions for 

the proposed 

groups 

“there is a fear of HV 

groups not being 

'safe'” 

“sometimes patients 

who hear voices see 

statutory services as 

'in opposition' to 

groups like this, "part 

of the problem" even” 

 

“helpful if the HVG 

could be divided into 

age ranges young 

clients can find it 

difficult to relate to 

groups that have a 

majority older 

people.” 
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Discussion 

The results of this study suggest that clinicians largely approve of HVGs as an approach, 

believing that individuals who attend will experience a positive outcome. The majority of 

clinicians agreed with the ethos of the Hearing Voices Network’s approach (Dillon & 

Hornstein, 2013), believing that talking with and about voices is a beneficial experience 

for those who experience them. In line with the evidence base around HVGs and peer 

support, the questionnaire responses in this study suggest that the majority of clinicians 

believe that HVGs benefit service users, by normalising their experiences (Payne et al., 

2017); reducing shame (Oakland & Berry, 2015); increasing hope (Oakland & Berry, 

2015) and providing meaningful social contact (Longden et al., 2018).  These attitudes 

were further confirmed by qualitative data, which again suggested a supportive attitude 

towards and belief in the benefits of HVGs and peer support for voice hearers.  

 

Despite holding positive attitudes towards HVGs, the majority of staff did not agree that 

they had a good understanding of the approach, something further highlighted by free text 

responses requesting more information about the proposed groups. Less than one third 

(30.72%) of clinicians agreed that they felt confident explaining HVGs to service users, 

which seems understandable considering the lack of understanding towards the approach 

healthcare professionals perceive themselves to have. Interestingly, most clinicians 

agreed with positive outcomes drawn from the evidence base despite stating that they 

were unaware of these. Due to the HVN’s traditional focus on experts by experience and 

individual narratives, more formal systematic evaluations of the approach have been 

limited (Corstens et al., 2014), meaning that this discrepancy may be because awareness 

of the benefits of HVGs has come directly from HVG attendees interaction with 

clinicians, rather than from the literature base itself.  

 

The TPB appears to be a useful model to assess clinicians’ intentions to enact healthcare 

related behaviours (Kortteisto et al., 2010), explaining 70% of the variance in nurses’ 

intentions towards clinical decision making (Côté et al., 2012). Data from Likert 

responses suggests that most clinicians sampled hold positive attitudes towards and 

perceive positive subjective norms towards HVGs, suggesting that these will influence 

clinicians to refer service users to HVG’s. In contrast, questionnaire items which related 

to perceived behavioural control suggested that clinicians perceive themselves to lack 
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understanding around HVGs and the evidence base, which will reduce their intentions to 

refer service users to them. Perceived behavioural control has been found to uniquely 

predict behaviour (Armitage & Conner, 2001), suggesting the importance of improving 

clinicians understanding of HVGs in order to increase their perceived behavioural control 

and intentions to refer SUs. Whilst the data collected does suggest that with additional 

training clinicians largely would refer to the groups, it is important to note that the groups 

are not yet established. McEachan’s meta-analysis of the TPB (McEachan et al., 2011) 

suggests that a moderator of behavioural intention is the time between the measurement 

of intention and behavioural enactment; highlighting that clinicians’ intentions may 

change due to the potential for other events to modify attitudes, subjective norms and 

control beliefs. 

Content analysis highlighted some concerns around HVGs, with some practitioners 

stating that they felt the groups were sometimes set up in opposition to services and that 

some clinicians perceived them as dangerous. Whilst Likert responses indicated that most 

clinicians disagreed that the groups were detrimental for service users, a sizeable minority 

did not. Thirty percent of participants failed to disagree that the groups could be harmful 

as ‘service users can encourage each other’s delusional beliefs’; similar responses were 

collected for concerns around the groups encouraging SU’s to stop medication (20%) and 

viewing them as potential ‘moaning sessions’ (32.5%). Whilst a large proportion of 

clinicians answered neither agree or disagree for these, some did not, indicating that a 

minority of clinicians may hold negative attitudes towards the groups. Furthermore, it is 

possible that some participants may have selected neutral responses due to demand 

characteristics, participants may have guessed that I hold positive attitudes towards HVGs 

given my previous involvement with them, meaning they may have been less likely to 

express conflicting views. Some HVG attendees report “hostility” towards the approach 

from service providers (Jones et al., 2016), something further confirmed by the 

researchers’ own clinical experience and the lived experience of some individuals who 

were consulted. Negative views towards HVGs may arise due to HVG’s acceptance of 

alternatives to the medical model, being supportive of any interpretation of voice hearing, 

including those which encourage belief systems some clinicians may view as pathological 

or rejecting of traditional psychiatric treatment. However it is also worth noting that 

despite the majority of attendees experiencing a positive outcome, some find attending 

HVGs distressing (Corstens et al., 2014; Longden et al., 2018), meaning that some 

clinicians’ disparaging or uncertain views towards the HVG approach may be drawn from 
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clinical experience of SU’s own negative experiences, rather than due to the approach 

conflicting with their professional identity and beliefs around voice hearing.  

 

 

Recommendations 

The above findings were feedback to the clinical lead responsible for implementing 

HVGs within local services. In addition to this a report was created summarising the 

findings; this was shared with the clinical lead and with the local NHS trust’s quality 

team who made the report accessible to clinicians via the trust’s intranet. As the findings 

suggested that some clinicians lacked a clear understanding of HVGs and the evidence 

base surrounding them, it was agreed that an information package would be produced and 

circulated within local teams once the groups were established. The study’s findings were 

also circulated within local hearing voices network groups in order to make the findings 

accessible to service user groups and to provide summarising information of the evidence 

base for their approach. 

 

Limitations 

This study aimed to explore clinicians’ understandings of and attitudes towards HVGs in 

a single locality, the limited sample size and focus on one locality may mean that the 

findings are not generalizable to other settings. The study was also unable to access 

participants from the local assertive outreach team, meaning that clinicians’ views from 

this team are not represented.  

 

As the questionnaire was designed specifically for this study the psychometric qualities of 

the questionnaire are currently unclear, in addition it is unclear of how accurately the 

specific attitudes expressed map onto clinicians’ referrals to HVGs. The cross-sectional 

design of the study means the views captured may not be representative of clinicians’ 

views following planned information sharing aimed at increasing clinicians’ awareness 

and understanding of HVGs. Meaning that the findings presented here may not be an 

accurate prediction of clinicians’ referrals to the proposed HVGs.  

 

The results must also be interpreted cautiously due to potential demand characteristics, 

with participants likely being aware that the researcher holds positive views towards 
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hearing voices groups. Alternative designs using incomplete disclosure to mask the 

researcher’s views and the intention to use the findings to inform plans to set up HVGs 

would limit the impact of demand characteristics.  

 

Conclusions 

Overall, it appears that the majority of clinicians hold positive attitudes towards hearing 

voices groups and approve of the approach. In line with the evidence base, clinicians 

perceive the groups to benefit voice hearers by normalising their experiences, providing 

hope and meaningful social interaction. Despite a large proportion of clinicians 

expressing uncertainty around their understanding of HVGs, they appear to largely hold 

positive attitudes and perceive positive subjective norms towards the approach; 

suggesting that training to increase their understanding would increase perceptions of 

behavioural control and their intentions to refer to the proposed groups. These 

recommendations were presented to the service and the data from this study was used to 

inform educational resources to target clinicians’ uncertainty or misunderstanding around 

HVGs. Future research could explore clinicians’ understandings and attitudes in other 

contexts, such as with inpatient clinicians. Future work should also investigate whether 

expressed attitudes, as measured by this kind of questionnaire, are good predictors of real-

world clinician behaviour (e.g. whether clinicians who express positive attitudes are more 

likely to refer people to HVGs). 
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Literature review 

Voice hearing is a common experience in individuals who experience psychosis, in 

addition to a range of other psychiatric disorders (Waters et al., 2018). Voice hearers 

experience meaningful spoken language without the external stimulation of sensory 

organs (Anthony, 2004). Many voice hearers with need for care describe associated 

distress (Baumeister et al., 2020) and reduced psychosocial functioning (Hayward, 2003). 

Distress appears to be predicted by the presence of negative content, with critical, hostile 

and threatening content being the strongest predictor of contact with mental health 

services (Beavan et al., 2011). In contrast, non-clinical voice hearers describe 

phenomenologically similar experiences which are more typically positive or neutral in 

content and are less distressing (Baumeister et al., 2017). This leads some to suggest the 

existence of a transdiagnostic phenomenon (van Os & Reininghaus, 2016), with negative 

content being the crucial factor in determining need for care (de Leede-Smith & Barkus, 

2013).  

 

Cognitive Behavioural approaches have highlighted the importance of targeting the 

appraisals individuals make of their voices, reducing the perceived power of voices 

(Chadwick & Birchwood, 1994) with improvements in associated distress (Pontillo et al., 

2016). Mindfulness-based interventions offer another approach to support voice hearers 

to relate differently to their experiences. Mindfulness suggests that distress is not an 

inherent quality of an experience, but instead arises from an individual’s habitual 

reactions to these (Kabat-Zinn, 1994). With regards to voice hearing, the approach 

increases peoples’ ability to respond in a decentred, accepting, and non-judgemental way 

(Chadwick, 2006). This is something which allows individuals to relate to these 

experiences as transient objects in their awareness, rather than the more distressing 

perception that they accurately reflect reality.  Higher trait mindfulness scores are 

associated with reduced voice-related distress and negative affect (Chadwick et al., 2007), 

suggesting that mindfulness responses to voice hearing may be beneficial. This benefit 

appears to be associated with need for care, with non-clinical voice hearers having higher 

trait mindfulness scores than their clinical counterparts (Baumeister et al., 2017). 

 

Interventions which incorporate mindfulness techniques appear to benefit voice hearers, 

leading to reductions in distress and improved quality of life outcomes (Chadwick et al., 
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2009; Chadwick et al., 2016; Louise et al., 2019). A recent group intervention based on 

mindfulness principles found reductions in anxiety, depression, and voice intensity, 

improvements which correlated with increases in acceptance of their voices (Langlois et 

al., 2020). Acceptance represents an aspect of mindfulness whereby the person allows an 

experience to exist, without attempting to stop or alter it. This specific aspect of 

mindfulness may be helpful for distressed voice hearers, with non-clinical voice hearers 

found to be more accepting of their voices (Baumeister et al., 2017) and active acceptance 

being found to be associated with perceived voice control (Farhall & Gehrke, 1997).  

 

In contrast, avoidant or resistant responses to voices may be particularly unhelpful, with 

clinical voice hearers being more likely to respond with these strategies (Andrew et al., 

2008; Kråkvik et al., 2015).  A cross-sectional study by Vaughan and Fowler (2004) 

found large significant correlations between avoidant responses to voices and distress. In 

addition, a longitudinal study by Boschi et al. (2000) found that avoidant coping 

strategies for positive symptoms of psychosis predicted worse psychosocial functioning 

24 months later, highlighting the unhelpfulness of avoidant response styles.  

 

Acceptance-based responses to voices appear to be of more benefit than avoidant 

responses, however this is based largely on correlational data. Acceptance appraisals may 

not directly lead to reductions in voice-related distress. It is possible that lower distress 

itself leads to increased acceptance, meaning that an experimental paradigm which 

demonstrates causality is necessary. In addition, the mechanisms of change behind 

mindfulness-based interventions for distressing voices remain unclear, with acceptance, 

decentring, and improvements in attentional orientation all being proposed as potential 

mechanisms of change (Strauss et al., 2015). Experimental paradigms which evaluate 

specific components of interventions allow researchers to identify which elements are 

causitive of change, allowing for the optimisation of therapeutic interventions.  

 

Considering this, we investigated the effect of two response styles on non-clinical 

participants’ subjective distress in response to simulated negative voices. As the current 

literature suggests the benefit of mindful acceptance and detriment of attentional 

avoidance on voice-related distress, we directly compared these two response styles. Our 

primary hypothesis is that participants who adopt a mindful acceptance response to 

negative voices will experience less subjective distress than those who respond with 
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attentional avoidance. To compare these response styles we utilised a simulation of voice 

hearing within a non-clinical population. The use of an analogue sample offered 

advantages with regards to experimental control due to controlling the voice content, 

increasing internal validity, something which would not be possible with a clinical 

population. The use of an analogue sample also benefited recruitment by increasing 

access to potential participants. In addition, from an ethical perspective, an analogue 

study reduces the risk of causing distress to vulnerable participants. Finally, the analogue 

study removed the possible confound of anti-psychotic medication. A second linked study 

investigated the cognitive impact of these two response styles, the findings of which are 

not reported here.  

 

Methods 

Design 

The study utilised a between-subjects design to investigate the hypotheses. Participants 

were randomly assigned to one of two response styles (attentional avoidance or 

acceptance), which they employed in response to simulated negative auditory 

hallucinations. Participants completed an online pre-screening assessment to assess their 

eligibility before being invited to experimental labs to complete the experiment. The 

study was approved by Bath University’s Psychology Research Ethics Committee Ref. 

no. 19-223 (See appendix B).  

 

Participants 

Participants were recruited using convenience sampling through Bath University’s 

research participation scheme and other sources such as recruitment posters in the local 

area. Participants included both university students and members of the general public. 

Participants either gained research participation credits or received a £5 gift voucher for 

completing the experiment. 

 

Potential participants completed an online screening questionnaire which assessed 

eligibility according to the following exclusion criteria: 

- Self-disclosed diagnosis of an intellectual disability (impairment in functioning 

and IQ below 70); neurological injury or disease; diagnosis of psychosis (past or 

current); ongoing experience of voice hearing. 
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- Scoring above clinical cut offs on the Depression, Anxiety and Stress Scale 21 

(DASS-21; moderate cut off for depression – 14, moderate cut off for anxiety – 10 

and severe cut off for stress – 26). Scoring above a singular cut off score for 

depression, anxiety or stress excluded participation. 

- Regular mindfulness practice – Defined as 3 times per week for 10 minutes or 

longer for a minimum of 4 months (Birtwell et al., 2019). 

 

 

Measures 

Depression, Anxiety and Stress Scale 21 (DASS-21) (Lovibond & Lovibond, 

1995). The DASS-21 is a condensed version of the original 42 item questionnaire, 

featuring 7 items for depression, anxiety and stress sub-scales. The DASS-21 asks 

participants to score themselves on a four-point scale ranging from 0 (never) to 3 (almost 

always). Subscale scores are doubled to allow comparison with the original 42 item 

questionnaire. The DASS-21 has good concurrent validity when compared with other 

established psychometrics (Lovibond & Lovibond, 1995). It is considered a valid measure 

of depression, anxiety, and stress in non-clinical populations (Henry & Crawford, 2005). 

 

The Southampton Mindfulness Questionnaire (SMQ) (Chadwick et al., 2008). 

The SMQ is a 16 item measure of dispositional mindfulness. The 16 item self-report 

questionnaire is comprised of 8 positively and 8 negatively worded items which ask 

participants to score themselves on a 7-point likert scale, ranging from 0 (totally agree) to 

6 (totally disagree). A total score is calculated (0-96) which indicates participants trait 

mindfulness. The SMQ has good internal reliability (a=0.89) and adequate concurrent 

validity when compared with other established measures of dispositional mindfulness 

(Chadwick et al., 2008). 

 

         Toronto Mindfulness Scale (TMS) (Lau et al., 2006). The TMS is a 13-item 

measure of state mindfulness, items are rated on a 5-point scale ranging from not at all (0) 

to very much (4). The TMS calculates two subscales: Curiosity and Decentering, both of 

which correlate with other established measures of mindfulness (Park et al., 2013). 
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       Self-rated distress and anxiety. Participants self-rated their subjective distress and 

anxiety using two visual analogue scales (VAS) before and after experiencing the 

simulated negative voices. The VAS ask participants to rate their anxiety and distress out 

of 100, with 100 describing the most distress or anxiety they could possibly feel. VAS 

have been used in previous research on simulated voice hearing to measure participants’ 

anxiety and distress (Tully et al., 2017). 

 

      Manipulation check. An additional VAS will be used as a manipulation check of 

participants self-rated ability (-10 to 10) to utilise their assigned response. Participants 

rate how much they accepted or avoided the simulated voices. A similar VAS was used as 

a manipulation check in a previous study utilising a voice analogue (Tully et al., 2017). 

 

        Perceived Awareness of Research Hypothesis scale (PARH) (Rubin, 2016). The 

PARH is a measure of demand characteristics, assessing whether participants beliefs 

around the experimental hypotheses influenced participants behaviour during the 

experiment. Participants self-rate their understanding of the study’s aims according to a 7-

point likert scale ranging from strongly disagree (1) to strongly agree (7). The 4 items 

lead to a total PARH score (4-28), with higher scores indicating higher perceived 

awareness of research aims. The scale has been used previously to measure potential 

demand characteristics and has good internal reliability a= 0.84 (Rubin, 2016).  

 

Experimental Tasks 

Auditory Voice Stimuli. Participants were presented with a 10-minute audio 

recording of verbal negative content played on loop. The audio recording has been used 

in previous research as a simulation of negative voice content (Baumeister et al., 2019), 

the content was generated from first person and clinician accounts of voice hearing. In 

order to present a realistic analogue of voice hearing, the original tape was edited with 

sounds coming from 5 positions within the 3D audio field (centre, left, right, distance 

wide, wide centre). The frequencies of audio clips were also altered in order to alter the 

simulated proximity to the listener, with distant clips being attenuated at a high frequency 

shelf at 3500HZ by 5dB or 10dB and centre clips attenuated below 100Hz. These 

techniques are in line with the virtual accoustic space paradigm technique (Wightman et 



95 

 

al., 1989) and have been used previously to create a realistic simulation of voice hearing  

(Ward et al., 2014). 

 

Response style induction. Participants completed a 10-minute audio guided 

experiential induction task in line with their assigned response style. Both recordings 

were created by an experienced mindfulness teacher. Participants assigned to the mindful 

acceptance condition undertook a body scan to notice and accept any sensations in their 

body as they arise in the moment. Those in the attentional avoidance condition listened to 

an adapted body scan script which instructed participants to avoid and push away any 

sensations in their body as they arise in the moment. Similar inductions have been used 

previously to produce immediate psychological effects in line with the guidance (Cropley, 

2007; Upton & Renshaw, 2019; Ussher et al., 2014). 

 

Continuous Performance Task Identical Pairs (CPT-IP). The CPT-IP is a 

measure of sustained attention, nonsense shapes are presented on screen at a rate of 1 per 

second. Participants are instructed to press a computer key should they notice that two 

identical nonsense shapes were presented in a row. The outcomes for this are reported 

elsewhere in another study and are not the focus of the research presented here.  

 

 

Procedure 

Eligibility was checked via an online pre-screening questionnaire. Participants who did 

not meet eligibility were not invited to take part and their data was not stored. Eligible 

participants were emailed a study information sheet (see appendix C). Twenty-four hours 

before the study, they were asked to consent to their details being stored via the NHS 

track and trace system and to confirm that they do not have symptoms of COVID-19. 

Participants were invited to a test slot at the University of Bath’s psychology laboratories, 

where they completed a consent form, the SMQ, and provided demographic information 

(age, gender, ethnicity and years in education). Participants were randomly allocated to 

their response style (acceptance or attentional avoidance) using a coin toss mobile 

application. They completed an induction task according to their allocation before 

completing the TMS. Participants were then presented with written instructions asking 

them to respond to auditory stimuli in a manner in line with their allocated response style. 
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These were also explained verbally. Participants completed a baseline VAS for distress 

and for anxiety before beginning the CPT-IP task which they completed whilst listening 

to the simulated negative voices.  

Participants completed the experimental task before repeating the VAS of subjective 

distress and anxiety, in addition to the manipulation check VAS and the PARH. On 

completion of these, participants undertook a brief mood repair, watching a short clip 

from the film Happy Feet, this has been used in previous studies to induce positive affect 

(Fitzgerald et al., 2011; Isaac et al., 2012).  Participants were then debriefed which 

included disclosure of the experimental hypotheses and signposting to wellbeing support 

should this be needed.  

 

We aimed to recruit 100 participants in total (50 per group). This is a conservative 

estimate based on power calculations using effect sizes from previous studies 

investigating the effect of suppression and mindful acceptance responses of subjective 

distress. A previous study comparing suppression and acceptance responses to an 

experience of pain found that the suppression group has significantly higher distress 

scores (Masedo & Rosa Esteve, 2007). A power calculation using the study’s effect size 

of 0.62 (alpha =0.05, power = 0.9) gave an estimated sample size of 92. This power 

calculation was used to calculate the recruitment target, with an additional 8 participants 

to account for attrition and missing data. A study comparing the effects of brief and sham 

meditation had an effect size of 0.87 (Zeidan et al., 2010), a power calculation using a 

more conservative estimate of 0.8 gave an estimated sample size of 56.  

 

The study was submitted as a registered report, an initial submission of the introduction, 

method and analysis plan was submitted to the journal: Psychosis and Psychotherapy. 

Feedback from peer reviewers led to the addition of experiential inductions in line with 

allocated response styles, in addition to the TMS as an additional manipulation check and 

the PARH as a measure of demand characteristics. Following this, the author resubmitted 

the study, gaining in principal acceptance for this on 29/9/20. 
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Analysis plan 

Data cleaning 

Data was excluded if participants removed headphones for over 10 seconds during the 

simulation of voices, or if the participant did not complete all measures of subjective 

distress. Data cleaning identified missing data points; boxplots were displayed for both 

conditions to identify potential outliers. Outliers were removed and are defined as values 

falling more than 1.5 times the interquartile range below Q1 or above Q3.  

Descriptive statistics were calculated for the whole sample and by condition. The 

following descriptive statistics were collected: 

• Age – mean, standard deviation, and range 

• Gender – number and percentage (males and females) 

• Ethnicity – number and percentage of different ethnicities 

• Years of education – mean, standard deviation, and range  

• DASS-21 – mean and standard deviations for sub scores (depression, anxiety, and 

stress) 

• SMQ – mean and standard deviation 

The primary hypothesis of the experiment is that the attentional avoidance response group 

would experience higher post-test distress and anxiety scores compared to the mindful 

acceptance group, corrected for baseline scores.  

 

In order to assess the effect of condition (acceptance vs attentional avoidance) on anxiety 

scores a hierarchical multiple regression was run. This contained two blocks, with post 

anxiety score as the dependent variable and baseline anxiety score and condition as the 

independent variables in block 1, condition being included as a fixed factor. Block 2 

added SMQ score to the model as an additional independent variable. Condition was 

dummy coded (acceptance =1, attentional avoidance =0).  

 

In order to assess the effect of condition (acceptance vs attentional avoidance) on distress 

scores a hierarchical multiple regression was run. This contained two blocks, with post 

distress score as the dependent variable and baseline distress score and condition as the 

independent variables in block 1, condition being included as a fixed factor. Block 2 
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added SMQ score to the model as an additional independent variable. Condition was 

dummy coded (acceptance =1, attentional avoidance =0).  

 

 

Subtests were run to test whether the assumptions of the hierarchical multiple regression 

had been violated, these were run for all regression models. Scatter plots of studentised 

residuals against unstandardized predicted values were generated, in order to visually 

assess whether the variance of residuals is constant (the assumption of homoscedasticity). 

Individual scatter plots were generated for the dependent variable and each independent 

variable entered into the hierarchical regression model (other than for condition as this is 

a categorical variable); these were visually assessed to establish whether a linear 

relationship exists between each of the independent variables and the dependent variable. 

Visual assessments of plots were checked through consultation with the university 

Statistical Advisory Service.  In order to assess for multicollinearity tolerance values were 

inspected for each variable entered into the model, tolerance values below 0.1 indicated 

potential problems with collinearity. Studentised residuals greater than ±3 standard 

deviations were inspected to assess for possible data entry errors.  Leverage values were 

inspected, values above 0.2 were compared with another regression model which had 

filtered out these values, to assess the potential impact of high leverage values on the 

models p-value.  If their absence altered the p-value of the regression model then they 

were inspected for their validity in consultation with the university’s Statistical Advisory 

Service.  Cooks Distance values were inspected, values above 1 were compared with 

another regression model which had filtered out these values, to assess the potential 

impact of high values on the models p-value. If their absence altered the p-value of the 

regression model then they were inspected for their validity in consultation with the 

university Statistical Advisory Service. 

 

 

Manipulation checks 

In order to check whether participants applied their instructed response style, a repeated 

measures ANOVA compared average scores on the TMS; with TMS decentring and TMS 

curiosity entered as within subjects factors and condition added as a between subjects 

factor. Following this, a repeated measures ANCOVA was planned, to control for the 

potential association of trait mindfulness scores (SMQ) with state mindfulness scores 
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(TMS), with TMS decentring and TMS curiosity scores entered as within subjects factors, 

condition added as a between subjects factor and SMQ scores added as a covariate. A 

second manipulation check used an independent samples t-test to compare scores from 

the VAS manipulation check between groups, with manipulation check score entered as 

the test variable and condition entered as the grouping variable.   

 

Demand characteristics 

To assess the presence of demand characteristics a one sample t-test of mean PARH score 

assessed whether this is significantly different from the midpoint score (14.00). Mean 

scores significantly below the PARH’s midpoint or a non-significant difference would 

suggest that participants were unclear about the hypotheses of the experiment.  

 

Results 

Impact of COVID-19 

Data collection was limited due to university laboratories being shut during the COVID-

19 pandemic. We had initially intended to collect data following the completion of the 

peer review process for a manuscript of our study which we submitted to the journal 

Psychology and Psychotherapy, gaining in principal acceptance on the 29/09/20 (please 

see https://osf.io/65kcz?mode=&view_only= for a copy of the protocol). Following this, 

we then submitted an application to the university to conduct in person research, 

something which was not accepted until 11/12/2020 in part due to a 4-week second 

national lockdown from 5/11/2020.  

 

We began recruitment for our study through the university participation scheme on the 

16/12/2020, initially screening participants for eligibility. As the university laboratories 

were closed during the initial recruitment phase, eligible participants were contacted to 

explain that they were eligible and would be contacted when the university laboratories 

were open. All eligible participants who completed the eligibility screening prior to the 

opening of university laboratories were invited to participate when the university 

laboratories reopened on the 7/4/21.  

 

In order to cater for the loss of study time, we recruited and trained 3 research apprentices 

to assist with data collection, intending to begin this in early January 2021. With the third 

https://osf.io/65kcz?mode=&view_only=
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national lockdown beginning on the 5/1/21, in person research was again suspended, re-

starting on 7/4/21.  In the third national lockdown, the research team carefully considered 

whether it was possible to move the study online. Whilst online formats are an acceptable 

approach to data collection in psychology research, this was not considered possible for 

the present study, in part due to the research teams concerns that this would reduce 

control of the experimental environment and impact the study’s validity. 

  

Ninety-four participants (49%) out of a total of 192 were excluded during the eligibility 

screening phase, with the remaining being invited to participate. Seventy-four eligible 

participants did not reply to the invitation, it is unclear whether this was due to concerns 

around in person research during the pandemic or other reasons. Twenty participants took 

part in the study, see figure 3.1 for a CONSORT diagram.  
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Figure 3.1 

A CONSORT Diagram of the Study.   

 

 

 

The national lockdowns meant that data collection was delayed by 7 months and that the 

study was substantially underpowered. A simulated data set was constructed for the 

remaining 72 participants estimated by the original power calculation in order to run the 

planned analysis and provide illustrative interpretation in relation to the study’s research 

questions. A bootstrapped sample of 72 simulated participants was calculated using the 

original 20 participants. Each of the 72 simulated participants was assigned a randomly 
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generated number between 1 and 20, which corresponded to a participant in the original 

data set (n=20), these were then resampled accordingly, with simulated participants being 

allocated data from their assigned participant from the original sample. This simulated 

data was then combined with the original data set to create a partially simulated data set 

(n=92). The bootstrap sampling method was chosen in order to preserve associations 

between variables present in the original data set. 

   

Data cleaning identified missing data points; histograms were displayed for both 

conditions to identify potential outliers. Outliers which fell more than 1.5 times the 

interquartile range below Q1 or above Q3 were removed from the data set. This led to the 

removal of 4 data points for SMQ scores (n=88); 7 data points for TMS scores (n=85); 4 

data points for baseline anxiety scores (n=88); 3 data points for baseline distress scores 

(n=89); 3 data points for post anxiety scores (n=89); 9 data points for VAS manipulation 

check scores (n=83); and 4 data points for PARH scores (n=88). 

 

Descriptive statistics were calculated for the total sample and by condition for the 

following variables: Age, Gender, Ethnicity, Years in Education, DASS-21 and SMQ 

scores (see table 3.1).  

 

Table 3.1 

Table of Descriptive Results. 

 Condition  

Age Total sample 

Original sample (n=20) 

 

 

Partially simulated data 

set (n=92) 

 

 

Acceptance 

Original sample (n=12) 

 

Mean = 30.7 

S.D.= 10.2 

Range= 32 

 

Mean = 31 

S.D.= 10 

Range= 32 

 

Mean = 27.2 

S.D.= 8.4 

Range= 30 
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Simulated data set 

(n=65) 

 

 

 

Attentional avoidance 

Original sample (n=8) 

 

 

Simulated data set 

(n=27) 

 

 

 

Mean = 27.6 

S.D.= 7.9 

Range= 30 

 

 

Mean = 36 

S.D.= 11 

Range= 31 

 

Mean = 39.3 

S.D.= 9.7 

Range= 31 

Gender Total sample 

Original sample (n=20) 

 

Partially simulated data 

set (n=92) 

 

 

 

Acceptance 

Original sample (n=12) 

 

 

Partially simulated data 

set (n=65) 

 

Attentional avoidance 

Original sample (n=8) 

 

Male n=5 (25%) 

Female n =15 (75%) 

 

Male n=22 (23.9%) 

Female n =70 (76.1%) 

Male n=1 (8.4%) 

Female n =11 (91.6%) 

 

 

Male n= 7 (10.8%) 

Female n= 58 (89.2%) 

 

Male n= 4 (50%) 

Female n= 4 (50%) 

 

 

Male n= 15 (55.6%) 

Female n= 12 (44.4%) 
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Partially simulated data 

set (n=27) 

 

Ethnicity Total sample 

Original sample (n=20) 

 

 

 

 

Partially simulated data 

set (n=92) 

 

 

 

 

 

Acceptance 

Original sample (n=12) 

 

 

 

Partially simulated data 

set (n=65) 

 

 

 

 

 

Attentional avoidance 

Original sample (n=8) 

 

 

 Asian n= 1 (5%) 

Asian/Asian British n= 1 (5%) 

Mixed/Multiple Ethnicity n=1 

(5%) 

White n=17 (85%) 

 

Asian n= 5 (5.4%) 

Asian/Asian British n= 7 

(7.6%) 

Mixed/Multiple Ethnicity n=1 

(1.1%) 

White n=79 (85.9%) 

 

 

 

Asian n= 1 (8.3%) 

Asian/Asian British n= 1 

(8.3%) 

White n= 10 (83.3%) 

 

Asian n= 5 (7.7%) 

Asian/Asian British n= 7 

(10.8%)inter 

White n= 53 (81.5%) 

 

 

Mixed/Multiple Ethnicity n=1 

(12.5%) 

White n=7 (87.5%) 
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Partially simulated data 

set (n=27) 

 

Mixed/Multiple Ethnicity n=1 

(3.7%) 

White n=26 (96.3%) 

 

Years in education Total sample 

Original sample (n=20) 

 

 

Partially simulated data 

set (n=92) 

 

 

Acceptance 

Original sample (n=12) 

 

 

Partially simulated data 

set (n=65) 

 

 

 

Attentional avoidance 

Original sample (n=8) 

 

 

 

Partially simulated data 

set (n=27) 

 

Mean = 15.5 

S.D. = 1 

Range = 3 

 

Mean = 15.5 

S.D. = 1 

Range = 3 

 

Mean = 15.2 

S.D. = 1.3 

Range = 3 

 

Mean = 15.4 

S.D. = 1.1 

Range = 3 

 

 

 

Mean = 16 

S.D. = 0 

Range = 0 

 

Mean = 16 

S.D. = 0 

Range = 0 

DASS-21 Anxiety  Total sample 

Original sample (n=20) 

 

Acceptance 

Mean = 1.9 

S.D. = 2.2 

 

Mean = 1.8 
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Original sample (n=12) 

 

 

Attentional avoidance 

Original sample (n=8) 

S.D. = 2.3 

 

 

Mean =1.8 

S.D. = 2.6 

 

DASS-21 Depression Total sample 

Original sample (n=20) 

 

 

Acceptance 

Original sample (n=12) 

 

 

Attentional avoidance 

Original sample (n=8) 

Mean = 3.3 

S.D. = 3.1 

 

 

 

Mean = 3.7 

S.D. = 3.5 

 

 

Mean = 2.8 

S.D. = 2.4 

DASS-21 Stress Total sample 

Original sample (n=20) 

 

Acceptance 

Original sample (n=12) 

 

Attentional avoidance 

Original sample (n=8) 

 

 

Mean = 6.5 

S.D. = 4.2 

 

Mean = 7 

S.D. = 4.3 

 

Mean = 5.8 

S.D. = 4.2 

SMQ Total sample 

Original sample (n=19) 

 

 

Partially simulated data 

set – outliers removed 

(n=88) 

 

Mean = 48.1 

S.D. = 12.9 

 

Mean = 51 

S.D. = 11.8 

Mean = 49.2 
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Acceptance 

Original sample (n=11) 

 

 

Partially simulated data 

set (n=61) 

 

Attentional avoidance 

Original sample (n=8) 

 

 

Partially simulated data 

set (n=27) 

S.D. = 11 

 

Mean = 50.7 

S.D. = 9.9 

 

Mean = 46.5 

S.D. = 15.8 

 

 

Mean = 51.5 

S.D. = 15.2 

 

Mean = 50.9 

S.D. = 15.4 

 

Impact of condition on anxiety 

 

No inferential statistics were calculated for the original sample due to the small sample 

size (n=20). Mean and standard deviations for anxiety and SMQ scores were calculated 

and are presented in table 3.2.  

 

 

Table 3.2 

Mean and Standard Deviations for Anxiety and SMQ Scores of the Original Laboratory 

Sample. 

Condition Measure Mean (S.D.) 

Acceptance (n=12) Baseline anxiety scores 

Post anxiety scores 

SMQ 

8.9 (7.9) 

16.1 (10.4) 

49.1 (11) 

Attentional avoidance 

(n=8) 

Baseline anxiety scores 

Post anxiety scores 

SMQ 

2.6 (3.6) 

10.9 (5) 

46.5 (15.8) 
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A hierarchical multiple regression was run using the partly simulated data, n=80 due to 

the removal of outliers as described in the analysis plan. The dependent variable was post 

anxiety score, block 1 contained 2 independent variables baseline anxiety scores and 

condition (acceptance vs attentional avoidance), with condition included as a fixed factor; 

block 2 added SMQ scores as an independent variable. 

 

There was linearity as assessed by partial regression plots and a plot of studentized 

residuals against the predicted values. Homoscedasticity was assessed and confirmed by 

visual inspection of a plot of studentized residuals versus unstandardized predicted 

values. Residuals were approximately normally distributed as assessed by visual 

inspection of a normal probability plot. There was no evidence of multicollinearity 

assessed by tolerance values above 0.1. There were no studentized residuals greater than 

±3 standard deviations or values for Cook’s distance above 1 and no leverage values were 

above 0.2.  

 

The full model of baseline anxiety scores, condition and SMQ scores to predict post 

anxiety scores (Model 2) was statistically significant, R² =.686, F(3,77)= 56.002, p < 

.001, adjusted R2 =.673. The addition of SMQ scores to the prediction of post distress 

scores (Model 2) led to a statistically non-significant increase in R2 of .004, F(1, 77) = 

.987, p =.324. As SMQ did not add to the model with statistical significance and led to a 

reduction in R² Model 1 was used as the model of best fit. Model 1 was statistically 

significant, R² =.682, F(2,78)= 83.523, p < .001, adjusted R2 =.674. 

 

Condition added statistically significantly to the prediction p=.004, accounting for 

approximately 3.6% of the variance of post anxiety scores, with predicted post anxiety 

scores being 4.246 points higher for participants in the acceptance condition than the 

attentional avoidance condition (with all values of other independent variables being held 

constant).  Regression coefficients and standard errors can be found in table 3.3.  
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Table 3.3 

Regression Coefficients, Standard Errors and Correlations for Hierarchical Multiple 

Regression using Condition, Baseline Anxiety Scores and SMQ Scores to Predict Post-

Anxiety Scores using the Partially Simulated Data. 

Model  Unstandardized 

Coefficients 

Standardized  

Coefficients  

Beta 

  95.0% 

Confidence 

Interval for B 

Correlations 

  B Std. 

Error 

t Sig. Lower 

Bound 

Upper 

Bound 

Zero- 

order 

Partial Part 

1 (Constant) 4.874 1.207  4.037 <.001 2.470 7.278    

 Baseline 

Anxiety 

.934 .088 .729 10.644 <.001 .759 1.109 .803 .770 .680 

 Condition 4.246 1.423 .205 2.985 .004 1.414 7.079 .468 .320 .191 

2 (Constant) 7.822 3.203  2.442 .017 1.444 14.200    

 Baseline 

Anxiety 

.944 .088 .737 10.687 <.001 .768 1.120 .803 .773 .683 

 Condition 3.866 1.474 .186 2.623 .010 .932 6.800 .468 .286 .168 

 SMQ -.053 .053 -.066 -.994 .324 -.158 .053 -.098 -.113 -

.063 

 

 

Impact of condition on distress 

No inferential statistics were calculated for the original sample set due to the small 

sample size (n=20). Mean and standard deviations for distress and SMQ scores were 

calculated and are presented in table 3.4.  

 

Table 3.4 

Mean and Standard Deviations for Distress and SMQ Scores of the Original Laboratory 

Sample. 

Condition Measure Mean (S.D.) 

Acceptance (n=12) Baseline distress scores 

Post distress scores 

SMQ 

8.5 (8.1) 

18.1 (11.4) 

49.1 (11) 

Attentional avoidance 

(n=8) 

Baseline distress scores 

Post distress scores 

14.4 (29.3) 

32 (26.3) 
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SMQ 46.5 (15.8) 

 

 

 

A hierarchical multiple regression was run using the partly simulated data, n=84 due to 

the removal of outliers as described in the analysis plan. The dependent variable was post 

distress score, block 1 contained 2 independent variables baseline distress score and 

condition (acceptance vs attentional avoidance), with condition included as a fixed factor; 

block 2 added SMQ scores as an independent variable. 

 

There was linearity as assessed by partial regression plots and a plot of studentized 

residuals against the predicted values. Homoscedasticity was assessed and confirmed by 

visual inspection of a plot of studentized residuals versus unstandardized predicted 

values. Residuals were approximately normally distributed as assessed by visual 

inspection of a normal probability plot. There was no evidence of multicollinearity 

assessed by tolerance values above 0.1. There were no studentized residuals greater than 

±3 standard deviations or values for Cook’s distance above 1. Three leverage values were 

above 0.2, however these were included in the analysis as rerunning the analysis without 

these did not significantly alter the model’s p-value.  

 

Model 1 of baseline distress scores and condition to predict post distress scores was 

statistically significant, R² =.630, F(2,82)= 69.829, p < .001, adjusted R2 =.621. The full 

model of baseline distress scores, condition and SMQ scores to predict post distress 

scores (Model 2) was statistically significant, R² =.658, F(3,81)= 51.892, p < .001, 

adjusted            R2 =.645. The addition of SMQ scores to the prediction of post distress 

scores (Model 2) led to a statistically significant increase in R2 of .028, F(1, 81) = 6.556, 

p =.012. As the addition of SMQ scores was statistically significant Model 2 was used as 

the model of best fit.  

 

Condition added statistically significantly to the prediction p<.001, accounting for 

approximately 5.5% of the variance of post distress scores, with predicted post distress 

scores being 8.788 points lower for participants in the acceptance condition than the 

attentional avoidance condition (with all values of other independent variables being held 

constant).  Regression coefficients and standard errors can be found in table 3.5. 
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Table 3.5 

 Regression Coefficients, Standard Errors and Correlations for Hierarchical Multiple 

Regression using Condition, Baseline Distress Scores and SMQ Scores to Predict Post-

Distress Scores using the Partially Simulated Data. 

Model  Unstandardized 

Coefficients 

Standardized  

Coefficients  

Beta 

  95.0% Confidence 

Interval for B 

Correlations 

  B Std. 

Error 

t Sig. Lower 

Bound 

Upper 

Bound 

Zero

- 

order 

Parti

al 

Part 

1 (Constant) 22.465 2.351  9.556 <.001 17.789 27.142    

 Baseline 

Distress 

.737 .070 .714 10.522 <.001 .598 .877 .750 .758 .707 

 Condition -9.633 2.496 -.262 -3.859 <.001 -14.599 -4.688 -.361 -.392 -.259 

2 (Constant) 33.958 5.032  6.748 <.001 23.945 43.971    

 Baseline 

Distress 

.786 .070 .761 11.159 <.001 .646 .926 .750 .778 .725 

 Condition -8.788 2.438 -.239 -3.604 <.001 -13.639 -3.937 -.361 -.372 -.234 

 SMQ -.254 .099 -.174 -2.560 .012 -.451 -.057 -.003 -.274 -.166 

 

Manipulation checks 

No inferential statistics were calculated for the original sample due to the small sample 

size (n=20). Mean and standard deviations for VAS, TMS, and SMQ scores were 

calculated and are presented in table 3.6. 

 

Table 3.6 

Mean and Standard Deviations for VAS, TMS and SMQ for the Original Sample (n=20) 

Condition Measure Mean (S.D.) 

Acceptance (n=12) VAS 

TMS – Curiosity 

TMS – Decentering 

SMQ 

-3.7 (4.6) 

16.6 (4.7) 

13.9 (3.2) 

49.1 (11) 

Attentional avoidance 

(n=8) 

VAS 

TMS – Curiosity 

-4.7 (3.3) 

14.3 (6) 
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TMS – Decentering 

SMQ 

15 (5.7) 

46.5 (15.8) 

 

A repeated measures ANOVA was run using the partially simulated data to determine if 

there were differences in the TMS scores between condition, n=85 due to the removal of 

outliers as described in the analysis plan.  TMS scores did not significantly differ between 

condition F(1,83)= 1.810, p=.182.  

 

An adjusted repeated measures ANCOVA using the partially simulated data with SMQ 

scores included as a covariate was run to determine if there were differences in the TMS 

scores between condition, n=85 due to the removal of outliers as described in the analysis 

plan. TMS scores did not significantly differ between condition F(1, 82)= 1.787, p=.185. 

 

An independent samples t-test was run using the partially simulated data to determine if 

there were differences in the VAS manipulation check scores between condition, n=83 

due to the removal of outliers as described in the analysis plan. There was no statistically 

significant difference, attentional avoidance mean scores were -1.45 ±0.87 (mean ± 

standard error) lower than acceptance scores, t(81) = -1.662, p=.100. 

 

Demand characteristics 

No inferential statistics were calculated for the original sample due to the small sample 

size (n=20). Mean PARH score was 17 (S.D.=3.3).  

 

A one-sample t-test was run using the partially simulated data set to determine whether 

mean PARH score was significantly different from the midpoint score (14.00), n=88 due 

to the removal of outliers as described in the analysis plan. The analysis suggests that 

participants perceived themselves to be aware of the study’s research hypotheses, mean 

PARH score (17.07 ±3.28) was statistically significantly higher than the PARH’s 

midpoint score, t(87)=8.767, p < .0005. 
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Discussion 

The present study sought to compare the effect of an acceptance appraisal and an 

attentional avoidance appraisal on experiences of distress in response to simulated 

negative voice content. We were unable to collect sufficient data due to university 

laboratories being shut during the COVID-19 pandemic. This is not an isolated case - the 

pandemic has led to a global decrease in research activity, with a survey of over 4,000 

faculty or principal investigators finding that time devoted to research had decreased by 

24%, with lab based work declining by 40% (Myers et al., 2020).  

 

Participants were instructed to respond to a simulation of voice hearing using either an 

attentional avoidance or acceptance response style. As insufficient data was available to 

run the original analysis plan the original sample (n=20) was used to construct a partially 

simulated data set (n=92) in order to illustrate the analysis plan and potentially provide 

some very tentative findings in relation to the study’s research questions. In contrast to 

the study’s hypothesis, the partially simulated data set suggests that participants in the 

acceptance condition saw a larger increase in anxiety scores than attentional avoidance. 

The analysis predicted the difference between condition to be 4.2 points on the anxiety 

VAS. This may be of little clinical significance, with an evaluation of the psychometric 

properties of VAS for anxiety finding that the smallest change in score patients perceive 

to be meaningful clusters between 10 and 15 points (Williams, Morlock & Feltner, 2010). 

Additional analysis including SMQ scores did not add statistically significantly to the 

model, meaning that there was no linear relationship between SMQ scores and post 

anxiety scores, suggesting that participants post-anxiety scores were not influenced by 

trait mindfulness.  

 

In contrast, analysis of the partially-simulated data set suggests that in line with the 

research hypothesis, responding to simulated voices using attentional avoidance may lead 

to higher distress than responding with acceptance. The analysis predicted the difference 

between condition would be 8.8 points on the distress VAS. There are currently no 

evaluations of the psychometric properties of distress VAS to indicate the minimally 

beneficial change score. Distress VAS show strong positive correlations with established 

measures of anxiety (Dolbeault et al., 2008), suggesting that minimally beneficial changes 

on distress VAS should be similar to those on VAS. Additional analysis including SMQ 

scores suggests that participants higher in trait mindfulness may experience lower distress 
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in response to the simulated voices. The effect of condition remained despite SMQ score, 

the acceptance condition leading to less distress than those in the attentional avoidance 

group when SMQ scores were held constant.  

 

The greater increase in distress but not anxiety for participants responding with 

acceptance is unexpected due to these being similar concepts which are positively 

correlated (Lesage, Berjot and Deschamps, 2012).  These findings are highly tentative, 

due to reliance on simulated data drawn from a small original sample. 

 

Analysis of the manipulation checks for the partially simulated data set suggests that the 

experimental inductions were not successful and participants did not respond to the 

simulated voice hearing in line with their assigned response style. This finding, if 

replicated, suggests that the paradigm was not a valid test of the research question. It is 

unclear why the manipulation may have been unsuccessful. The induction recordings 

were created by a trained mindfulness instructor, and validated by a second mindfulness 

researcher, and the wording for the guidance was drawn from comparable successful 

inductions (Cropley, 2007; Upton & Renshaw, 2019; Ussher et al., 2014). It may be that 

participants struggled to respond with their assigned response style due to the cognitive 

demands presented listening to simulated voices whilst completing the CPT-IP task. 

 

Analysis of the partially simulated data set suggests that participants may have been 

aware of the research hypotheses, suggesting the potential influence of demand 

characteristics. This could have perhaps been prevented through the use of deception, for 

example giving participants a fake rational for the study or the use of a ‘red herring’ task 

to indicate an alternative purpose to the study (Laney et al., 2007). As the PARH only 

measures participants perceived awareness of research hypotheses, it is unclear whether 

their perceptions were accurate and this assessment of demand characteristics could have 

been strengthened with the capturing of additional qualitative data.  

 

These conclusions should be regarded as highly tentative due to being drawn from a 

largely simulated data set. Collecting additional data to meet the estimated sample size of 

92 and rerunning the analysis described would strengthen these findings.  
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Attentional avoidance appears to be counterproductive for voice hearers due to extending 

processing and unintentionally leading to increased engagement with the very stimuli 

they intended to avoid. A study by Tully et al. (2017) found that voice hearers instructed 

to attentionally avoid ambiguous auditory stimuli reported hearing more words than those 

instructed to focus, suggesting the futility of avoidance responses. Attentional avoidance 

is thought to maintain voice hearing (Morrison et al., 1995) by increasing the need to 

monitor experiences in order to evaluate the effectiveness of attentional control strategies 

(Tully et al., 2017). Attentional avoidance may also lead to increased distress as response 

styles intended to control voices imply negative judgement (Varese et al., 2016), which 

has been linked to increased voice-related distress (Mawson et al., 2010). In contrast, 

acceptance responses provide a non-negative evaluation of an experience (Hayes & 

Wilson, 2003), something which allows individuals to diffuse from negative evaluations 

of experiences and emotional states (Keng et al., 2016). Acceptance is also thought to 

increase psychological flexibility (Hayes & Wilson, 2003), allowing voice hearers 

increased behavioural control with reduced engagement in counterproductive control 

strategies (Morris et al., 2014). A number of studies have demonstrated a relationship 

between acceptance and distress. See Strauss et al., (2015) for a review. Acceptance of 

voices and other psychotic experiences emerged as a core part of the change process in a 

grounded theory study of mindfulness for psychosis (Abba et al., 2008), although 

additional evidence is required to further confirm whether lower levels of distress 

promote greater acceptance or if acceptance of voices plays a causal role in reducing 

voice-related distress. 

 

Due to the closure of university laboratories, a number of discussions were had around 

moving the study online. Internet-mediated research (IMR) offers a potential solution to 

the closure of laboratories, circumventing the risk of infection posed by face-to-face 

experiments. IMR offers advantages in terms of reductions in research time, expenses, 

and barriers to access for participants, advantages which prompted us to make our 

eligibility screening online. The study was not placed online in part because of research 

team held concerns about a likely loss of experimental control if the paradigm were 

delivered online. In particular, online delivery was thought to have limited the control we 

had over environmental variables such as noise which may have affected participants’ 

ability to attend to the experimental tasks, experiential induction and simulation of 

auditory hallucinations. Further concerns were raised around an inability to monitor 
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participants use of headphones appropriately, which may limit aspects of the virtual 

acoustic space paradigm needed to provide a phenomenologically realistic experience of 

voice hearing. This is something which could invalidate our simulation and limit the 

generalisability of our findings. Recent research suggests that these concerns may have 

been circumventable, with a number of recent studies utilising internet-mediated research 

to investigate mindfulness interventions (Kappen, Karremans and Burk, 2019; Martin et 

al., 2021; Hosseinzadeh Asl, 2021) and interventions for individuals experiencing 

psychosis or voice hearing (Cheli, Cavalletti and Petrocchi, 2020; Lüdtke et al., 2020). A 

study by Bortolon et al., (2021) successfully utilised the same simulation of negative 

voice content used in this paper to investigate the role of shame through an online 

experimental design, making use of a computerised task to ensure participants were 

wearing headphones during the simulation. Moseley et al., (2021) also made use of a 

computerised audio task to ensure that participants were wearing headphones correctly 

during their online data collection for source memory and dichotic listening tasks whilst 

investigating the cognitive mechanisms of auditory hallucinations. The study also 

included an attention check, demonstrating an approach to ensure that unmonitored online 

participants are attending throughout the experiment. The study collected data both online 

and through lab-based research, with analysis between these groups demonstrating data of 

similar quality, further supporting the feasibility of internet mediated research in this area. 

This raises the possibility of a mixed methods approach to gathering further data for the 

present study (i.e. a combination of laboratory and online data collection to reach the 

target of 92 participants). 

 

The COVID-19 pandemic has reduced opportunities to access social resources and 

engage in activities beneficial to individual’s psychological health. This, in combination 

with an increase in global uncertainty, has led to increased levels of distress, with 

sampled members of the general public reporting elevated levels of anxiety and 

depression (Rettie & Daniels, 2020). Considering this, it is likely that participants 

presented with elevated levels of distress when completing the DASS-21 during our 

eligibility screening stage, meaning that an increased number of potential participants 

have possibly been excluded from taking part when we collect our main data set. Ninety-

four (49%) participants were excluded from our study due to high scores on the DASS-

21, the cut offs used for our exclusion criteria were based on the clinical cut offs 

suggested in the DASS manual (Lovibond &Lovibond, 1995), rather than exclusion 
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criteria of previous research. The exclusion of nearly half of potential participants was 

unexpected, as it is in contrast with normative data suggesting that 97% of the general 

population should score below our cut off for depression, 96% our cut off for anxiety and 

93% below our cut off for stress (Henry & Crawford, 2005). The size of the participant 

pool may have been reduced due to a global increase in psychological distress. This may 

limit the generalisability of our findings, in addition to suggesting that recruitment may be 

more challenging than originally anticipated.  

 

The present study was submitted as a registered report, and following rigorous peer-

review was given a decision of in principle acceptance with the journal Psychology and 

Psychotherapy. Registered reports allow authors to submit an initial manuscript with their 

hypotheses, research methods, and analysis plan. These are then reviewed and accepted 

prior to data collection. The registered report process is intended to reduce publication 

bias with manuscript decisions based on the validity of research methodology rather than 

being influenced by the study’s findings. This appears to have increased the number of 

papers reporting negative findings, with a random sample of psychology papers finding 

only 44% of registered reports contained a positive finding for their first hypothesis, 

compared to 96% of standard papers (Scheele et al., 2020). Registered reports appear to 

reduce the possibility of a type 1 error with researchers being unable to selectively alter 

their analysis to obtain a false positive. This not only ensures scientific rigour in current 

papers, but allows the retesting of published studies under increased scrutiny, with 

analysis demonstrating that 66% of surveyed registered reports for replication studies did 

not support initial findings (Allen & Mehler, 2019).  

 

The registered report process not only reduces bias but increases the quality of the final 

research, with the peer review process allowing for suggestions to improve the study’s 

methodology and planned analysis. Receiving feedback prior to data collection allowed 

us to strengthen our study design, altering our induction instructions to improve 

comprehension, and adding an experiential induction to increase participants’ ability to 

understand and apply their selected response style. The peer review process also 

highlighted the demands characteristics presented by the assessment of a mindfulness 

induction, leading to us add a state measure of mindfulness as an additional manipulation 

check, in addition to a demand measure to assess participants awareness of the research 

hypotheses. Reviewers questioned our original power calculation, highlighting that the 
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initial studies used to inform this were methodologically different, leading to us amending 

the calculation using papers more applicable to our studies design.   

 

Future research, limitations, and clinical implications 

 

A strength of the construction of the simulated data set is that it has provided a data set 

large enough to run the original analysis plan in order to provide tentative conclusions. 

Further data is required to answer the study’s research questions, collecting data for the 

total data set estimated by the power calculation (n=92) in order to provide clearer 

answers. Future research could make use of internet-mediated research to expand 

recruitment, using the headphone and attention checks described in Moseley et al’s paper 

(2021).  

 

Future research could utilise this study’s experimental design to explore the effect of 

other appraisal styles on distress. Individuals who experience psychosis appear to benefit 

from therapeutic interventions which increase compassion. Preliminary evidence suggests 

that these approaches are beneficial for voice hearers (Mayhew & Gilbert, 2008; Norman 

et al., 2020).  This leads some to theorise about the benefit of compassionate appraisals to 

negative voices (Heriot-Maitland et al., 2019), something which could be explored with a 

similar experimental design to the one described in this paper. Research is increasingly 

making use of technologically assisted simulations to explore clinical interventions for 

individuals experiencing paranoia (Brown et al., 2020) and for negative voices (Craig, 

2019). Simulations of experiences provide researchers with greater experimental control, 

and future research may benefit from use of the simulation of negative voices used in this 

paper.  

 

The findings presented here are limited by the small original sample size, with data 

collection being limited during the COVID-19 lockdown. Research suggests that the 

pandemic has led to increased anxiety and depression amongst the general public, 

elevated levels of distress may mean that an increased number of participants were 

excluded during our pre-screening stage decreasing the size of our participation pool. 

This may have decreased further due to eligible participants’ concerns around the 

increased risk of COVID-19 transmission, potentially limiting the generalisability of 
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findings. Another limitation of our study is that we did not pre-specify a time constraint 

on the eligibility screening questionnaire. It is therefore possible that some participants 

DASS-21 scores may have changed between completing the eligibility screening and 

participating, given that this period could be up to 5 months for some participants.  

As the bootstrapped sampling method relies on resampling data, the findings here are 

limited by distributions present in the data collected from the small original sample 

(n=20), meaning that extreme values present in the underlying distribution may be 

underrepresented. We cannot currently assess the clinical implications of this study 

without collecting further data to meet our recruitment target. Current analysis of the 

partially simulated data set suggests that the manipulation may have been unsuccessful 

meaning that the findings presented here cannot be linked to participants’ assigned 

condition. The findings presented here should be held tentatively due to these being 

drawn from a partially simulated data set, the findings would be strengthened through the 

collection and analysis of additional data meeting the study’s original recruitment target.  

 

Should findings from additional data collection suggest the benefits of acceptance 

responses over attentional avoidance, then this would suggest the benefits of an 

acceptance appraisal style for clinical voice hearers. Established treatment approaches 

which incorporate acceptance techniques such as Acceptance and Commitment Therapy 

(ACT) (Veiga-Martínez et al., 2008) may be useful in supporting clinical voice hearers in 

their experience of voices with negative content.   

 

Conclusions 

This paper describes an experimental investigation of two response styles on subjective 

experiences of anxiety and distress in response to simulated negative voice content. Data 

collection was limited due to difficulties with recruitment associated with the COVID-19 

pandemic. A partially-simulated data set was constructed using the small original data set 

to illustrate the analytical approach and provide some very speculative findings in relation 

to the study’s research questions. The resultant findings are inconclusive due to the failure 

of both manipulation checks in addition to the limitations of utilising simulated dat 
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Systematic review 

 

Group approaches are common treatment options for voice hearers  (Ruddle et al., 2011). 

Groups often vary in terms of their theoretical approach and techniques used to support 

voice hearers (Ruddle et al., 2011), yet all provide environments where individuals can 

meet similar others and potentially engage in mutual peer support. The popularity of 

Hearing Voices Network Groups suggests that group based peer support is acceptable and 

wanted by voice hearers, something which may be particularly beneficial to and sought 

by them due to societal stigma (Sartorius, 2002) and increased social isolation (Goodliffe 

et al., 2010).  

 

There is currently no published review which summarises the presence, attempts to 

evaluate and effects of peer support within hearing voices groups. The current review 

attempts to address this, conducting a systematic review of the literature with a narrative 

synthesis of the findings. Twenty five studies were eligible for inclusion and were 

assessed for quality using the mixed methods appraisal tool. There was evidence of peer 

support occuring in all the identified papers, however the extent to which this was 

explicitly included varied. Studies also varied in the methods used to evaluate the effect 

of peer support, with a number of studies failing to explicitly assess this at all. A number 

of benefits of including peer support within hearing voices group were identified, in 

addition to some negative effects. A summary of the findings and recommendations for 

clinical practice and future research are provided.  

 

 

 

Service related project 

 

Hearing voices groups are mutual peer support groups which emphasise the acceptance of 

all interpretations of voice hearing and the expertise of individuals in their own 

experiences of voice hearing. Rather than being a specific treatment the groups provide a 

space and framework for individuals to engage in self-help and peer support according to 

their own needs. Research suggests that the approach is beneficial, with attendees 
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reporting improvements in stigma (Oakland & Berry, 2015), coping skills (Beavan, De 

Jager, et al., 2017) and social support (Longden et al., 2018). 

 

Prior to training the author had previously been involved in an initiative to integrate 

hearing voices groups within community mental health services in a local NHS Trust. The 

proposal meant that mental health professionals would act as gatekeepers to the groups, 

which would rely on them informing and referring service users. However, it was unclear 

what attitudes and understandings professionals hold towards the approach. Clinicians 

may hold negative attitudes due to beliefs that peer support is ineffective (Kilpatrick et 

al., 2017) or the rejection of traditional psychiatric treatment by some hearing voices 

groups (Corstens et al., 2014). Something which may affect clinical decisions relating to 

referrals to the proposed groups (Gaston Godin et al., 2008). 

 

Multi-disciplinary professionals were invited to participate in a brief survey to assess their 

attitudes towards and understanding of hearing voices groups. A mixed methods survey 

was coproduced with people with lived experience of voice hearing and local clinicians, 

in addition to being partially informed by an established theoretical framework of 

behaviour (The Theory of Planned Behaviour (Ajzen, 2011)). A total of 40 mental health 

professionals responded to the survey. The findings suggest that the majority of clinicians 

(>50%) perceive the approach to be beneficial, whilst also highlighting a minority of 

clinicians who hold some negative attitudes towards the groups. The findings also showed 

that only 25% of respondents felt aware of the evidence base for HVGs and only 30% felt 

confident explaining these to service users, suggesting further training needs.  

 

 

Main research project 

 

Evidence suggests that voice hearing occurs across a range of mental health difficulties 

(Waters et al., 2018b). For some these experiences are distressing (Morrison, 1998), with 

associated impacts on a range of psychosocial outcomes  (Freeman & Garety, 2003; 

Hoffman et al., 2007). A number of individuals hear voices without associated distress or 

need for care (Daalman et al., 2011), research suggests that these individuals are more 

likely to use acceptance based responses towards their voices (Baumeister et al., 2017). In 

contrast clinical voice hearers are more likely to respond with avoidant responses 
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(Andrew et al., 2008; Kråkvik et al., 2015), something which is strongly correlated with 

experiences of distress (Vaughan & Fowler, 2004).  

 

This study aimed to compare the effect of an acceptance based and an attentional 

avoidance response style on participants experience of distress in response to simulated 

negative voices. The study utilised a simulation of negative voice hearing in a nonclinical 

population, allowing for additional experimental control. Hypotheses predicted that 

participants who utilised an acceptance-based response style would experience less 

subjective distress than those who adopted an attentional avoidance response style 

towards negative simulated voices. Due to constraints related to the COVID-19 pandemic 

we were unable to recruit a sufficient number of participants to run our analysis plan. 

Descriptive data only are therefore presented for the study sample. The paper discusses 

the impact of COVID-19 on research capacity in addition to exploring why alternative 

methodological approaches such as internet mediated research would have raised 

concerns in terms of the study’s validity.  The study has in principal acceptance as a 

registered report to the journal Psychology and Psychotherapy, the benefits of open 

science and how the process influenced the study’s design are discussed throughout. A 

summary of potential clinical implications and suggestions for further research using a 

similar experimental paradigm are provided.  
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Appendices 

 

 

Appendix A – Survey given to SRP participants 

 

 

 

 

Profession: 

 Unregistered 

Practitioner 

 OT  Psychologist  Arts Therapist 

 Mental Health Nurse  Social 

worker 

 Psychiatrist   

 Other (Please State role/profession)                            

 

 

 

Team: 

      North A&R Central A&R Central Crisis                 ACE 

      South A&R North Crisis South Crisis                 EI 

 

Please indicate your level of agreement with the following statements 

 

 

 Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

Agree 

I have a good understanding of 

hearing voices groups 

     

I’m aware of the evidence base for 

hearing voices groups 

     

I intend to discuss hearing voices 

groups with service users (SUs) 

     

My colleagues value hearing voices 

groups 

     

SUs value hearing voices groups 

 

     

I feel confident explaining hearing 

voices groups to SUs 

     

Discussing hearing voices groups 

with SUs is part of my role 

     

When talking to SUs about unusual 

beliefs or hallucinatory experiences 

I remember to mention hearing 

voices groups 

     

I expect SUs who attend hearing 

voices groups to have a positive 

outcome 

     

Hearing voices groups often help 

SUs recovery 

     

 16-24  25-34  35-44  45-54  55-64  65+ 
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                                         Please Turn Over 

 Strongly 

disagree 

Disagree Neither 

agree or 

disagree 

Agree Strongly 

Agree 

Attending hearing voices groups 

increases feelings of hope 

     

Attending hearing voices groups 

reduces experiences of shame 

     

Hearing voices groups can be 

harmful as service users can 

encourage each other’s delusional 

beliefs 

     

I have enough time to talk to SUs 

about hearing voices groups 

     

Encouraging SUs to talk with their 

voices can help their recovery 

     

I’m concerned hearing voices 

groups might encourage service 

users to stop taking their 

medication 

     

Hearing voices groups can be 

moaning sessions, which can make 

service users feel worse 

     

Only SUs with a psychotic disorder 

should go to hearing voices groups 

     

Hearing voices groups can provide 

important and meaningful social 

contact 

     

Hearing voices groups normalise 

unusual experiences 

     

Encouraging SUs to talk about their 

voices can help their recovery 
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BMH plans on introducing hearing voices groups into services as part of the 

care pathway, please use the box below to comment on your thoughts around 

this 

 

Appendix B – Ethics confirmation for SRP 

 

Hi Brad, 

  

Thank you for addressing comments from PREC and sending revised docs, I am taking 

Chairs Action to give full approval to this study. Good luck with your research. 

  

Best wishes, 

Chris Ashwin 

Chair, PREC 

 

 

 

 

 

Appendix C – Ethics confirmation for MRP 

 

Full title of study: An experimental investigation of the effect of manipulating response 

style to simulated voices on distress and a sustained attention task 

PREC reference number: 19-223 

  

On behalf of the Committee, I am pleased to confirm that you have received full ethical 

approval for the above proposal from the Psychology Research Ethics Committee. 

  

If you intend to display recruitment posters/materials, please ensure you obtain the 

appropriate permission to do so from those who manage the location(s) you choose. 

  

Please inform PREC about any substantial amendments made to the study if they have 

ethical implications. 

  

Please make sure you quote your unique PREC code, 19-223, in any future 

correspondence. 
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Rebecca Wise 

On behalf of Psychology Research Ethics Committee 

 

 

 

 

 

 

 

 

Appendix D – Participant information sheet for MRP 

 

                                      
Impact of response style on stress and mental resources 

Information Sheet  
Who are we? 

Our names are Brad Jones and Sarah Muddle and we are trainee clinical psychologists in 

the Department of Psychology at the University of Bath.  

 

What is this study about? 

We are investigating the impact of cognitive response styles, different ways of responding 

to our experiences, on subjective feelings of stress and mental resources.  

 

Who can be a participant? 

We are interested in in recruiting you into the study if you are someone who is:  

- Over the age of 18 

- You do not have a learning disability, neurological illness or disease 

- You have never been diagnosed with psychosis or a mental illness which involved 

hearing voices 

- You do not regularly practice mindfulness (weekly practice, of one at least 1 hour 

a week, for at least the past 4 months). 

 

What would I need to do? 

If you would like to take part, we will ask you to complete a brief online questionnaire to 

check that you are eligible and not currently experiencing high levels of emotional 

distress. 

The experiment involves completing some scales and questionnaires and doing a 

computerized task while listening to sounds. The experiment is not painful, some people 

may find it mildly stressful. 

The study will take approximately 30 minutes. 

After completing the experiment, you will receive £5 gift voucher to thank you for 

participating. 

 

Do I have to take part? 
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It is completely up to you to decide if you would like to participate. Before you decide to 

take part, we will describe the project and go through this information sheet with you. If 

you agree to take part, we will then ask you to sign a consent form. However, if at any 

time you decide you no longer wish to take part in this project you are free to withdraw, 

without giving a reason. 

 

 

 

What will happen to the information I provide? 

All data collected during the project including personal, identifiable data will be treated as 

confidential and kept in a locked cabinet in a locked room or on a password protected file 

on the University of Bath’s secure server. This storage of data will be done in accordance 

with General Data Protection Registration (GDPR). Identifiable information will be 

deleted at the end of the project and other data will be securely in an archive on the 

University of Bath server for 10 years. Your name or other identifying information will 

not be disclosed in any presentation or publication of the research. 

Once this project is completed, other researchers at the University of Bath may conduct 

related research projects which would benefit from the use of the data that you have 

provided. Further use of your data will may occur with the University of Bath’s approval, 

should this happen the data will continue to be stored in accordance with GDPR. So 

again, your name or other identifying information will not be disclosed in any 

presentation or publication of the research. 

 

How can I withdraw from the project? 

If you wish to stop participating before completing all parts of the project you can inform 

one of the above identified researchers in person or by email. You can withdraw from the 

project at any time without providing a reason for doing so and without any 

repercussions.  

You can withdraw your data up until the end of the experiment. After this point it will not 

be possible to withdraw your data. Your individual results will not be identifiable in any 

way in any presentation or publication. 

 

What will happen to the results of this research? 

The findings of the research may be published in research journals or used in 

presentations. If you would like to be sent a summary of the findings, we can arrange for 

this. 

 

What do I do if I would like to take part or have any more questions? 

You can contact Brad Jones (bj400@bath.ac.uk) or Sarah Muddle 

(s.l.muddle@bath.ac.uk) to arrange a suitable time or to discuss any questions you might 

have.  

You can also speak to the supervisors of the project, Pamela Jacobsen or Paul Chadwick 

Email addresses – pcj25@bath.ac.uk pdjc20@bath.ac.uk  
If you have any concerns related to your participation in this study please direct them to the Chair of the 

Department of Psychology Research Ethics Committee, email: psychology-ethics@bath.a.uk. 

 

Our address is: 

Department of Psychology 

University of Bath 

Claverton Down 

mailto:bj400@bath.ac.uk
mailto:s.l.muddle@bath.ac.uk
mailto:pcj25@bath.ac.uk
mailto:pdjc20@bath.ac.uk
mailto:psychology-ethics@bath.a.uk
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Bath, BA2 7AY 

 

 

Many thanks for taking the time to read this. I would be delighted if you would be willing 

to take part. 

 


