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ABSTRACT 
Background: The “hearing of voices” has been considered, since ancient times, as something characteristic of human nature, integrated in culture and with a 
meaning. However, with the medicalization of the phenomenon in the 18th century, this semantic character was lost due to the negative and pathological 

framing of hallucinations. Since the mid-twentieth century, the rise of the community care and recovery model centered on the person and the demands made 

by user movements have contributed to a change of direction in the conceptualization and approach to “listening to voices”. 

Objectives: In the work, it presents a narrative review of the conceptual frameworks of the hallucinatory experience, of research on voice hearers' groups 

(VHG) and the impact of the voice hearers' movement on the attention of persons with severe mental disorder (SMD). It also describes the main 

characteristics of the VHGs and some of the experiences carried out. 

Methods: It has used a method of narrative synthesis of studies and explanatory models of the hallucinatory experience and the influence that the voice 

hearers' movement has had on the reorientation of these models. 

Results: Attention to the hallucinatory experience must consider the personal experiences, previous traumatic events and the social and historical context of 

each individual. 

People listeners attribute different meanings to their voices, and a great deal of cross-cultural variability has been documented with respect to the meanings 

attributed. 

The VHG can provide significant help in identifying and coping with voices and can serve as a turning point in the life history of voice hearers. 

Conclusions: The experience of hearing voices should not be considered as an isolated and meaningless psychiatric symptom. 

The listening of voices can be approached beyond the symptom. 

The contributions made by the Hearing Voices Movement have contributed to recontextualize the conceptualization and approach to the hallucinatory 

experience. 

The Voice Hearers Groups can offer an alternative to current models of recovery and empowerment of users. 

INTRODUCTION (written by Olga Runciman) 

The Hearing Voices Movement (HVM) has made a huge 

contribution to understanding the phenomenon of hearing 

voices from a non-biological, viewpoint by introducing the 

concept of context, meaning making, and life stories all 

playing a profound role. 
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However, the HVM has operated outside of traditional 

psychiatric systems to help, among others, those who suffer 

from distressing voices, by creating self-help hearing voices 

groups along with activism. This has had both advantages 

and disadvantages. One of the disadvantages, by its very 

nature since the HVM has opposed the traditional thinking 

of biological psychiatry. And it is that knowledge, thinking, 

and ability to empower and help people with problematic 

voices has not been readily accessible within psychiatry. 

This has been counteracted by a readiness and interest to 

invite non-voice hearers into its movement which has 

increasingly inspired professionals and laypeople alike to 

engage with the HVM. This has allowed movement 

knowledge to enter mainstream psychiatry and influence 

traditional disease-based thinking, opening up other 

possibilities. 

The authors of the work have done a theoretical review 

spanning from ancient times to the present day looking at the 

phenomenon of hearing voices. By looking through the lens 

of history, they show how hearing voices has been viewed 

differently over time, from when it was considered, for 

example, as a gift or viewed in a spiritual way, to the present 

day when traditional western psychiatry has chosen to 

consider this phenomenon as an illness. 

In their theoretical review, the authors are able to point out 

by the evidence collected that it is clear that viewing hearing 

voices as a “meaningless psychiatric symptom” removes the 

possibility of unfolding the richness that is part of the human 

experience of hearing voices. This interest in exploring the 

multifaceted aspects of voice hearing comes about because 

of the HVM’s desire to invite non-voice hearers to listen and 

explore together in dialogue. When this happens as in this 

article, the knowledge garnered can be disseminated into the 

psychiatric system inspiring others to move away from a 

simplified reductionist approach to mental illness and 

listening to voices. This opens up other possibilities for 

supporting those with problematic voices who turn to 

psychiatry in search of help. 

The authors show evidence that voice hearing groups are 

useful, that they can offer an alternative to current models of 

recovery and empowerment, and that treatment strategies go 

beyond a biological approach. 

The authors’ review makes me think of an experience I had 

many years ago when I started in a new psychiatric ward as 

a nurse. I was shown around by the ward nurse who also 

introduced me to the patients. 

She introduced me to a young man whom she said was very 

ill with severe schizophrenia as he believed he was receiving 

messages from the dead. 

A week passed, maybe two and then one day this same nurse 

rushed into the office and said today she could absolutely 

not stay late, and someone asked her why. She said she had 

booked an appointment with a clairvoyant who was going to 

get in contact with her dead father. I remember thinking how 

strange this psychiatric world is. On the ward there was a 

young man who was considered crazy because he heard the 

voices of the dead, but outside the hospital the staff was 

willing to pay money to someone who listened to the dead. 

Currently, this blindness to such a discrepancy is 

increasingly reduced by addressing the nuanced 

complexities surrounding the phenomenon of voice hearing, 

as the authors discuss in this work. 

They explore the many more holistic approaches that 

mainstream psychiatry purports to offer to those suffering 

from hallucinations. 

These changes would not occur if HVM had not continued 

over the years to question current paradigms, insist through 

activism for change, and offer safe spaces for voice hearers 

to gather and explore their voices. 

THE EXPERIENCE OF LISTENING TO VOICES 

The “listening to voices" has its roots in the human being 

history itself. In mythology and particularly in Greek 

mythology, rich in images and symbolic references to human 

existence, there is a mythological reference to listening to 

voices, the Myth of Asclepius (God of Medicine). According 

to the myth, Asclepius acquired great skill, and practiced 

medicine based on healing plants whose success in the 

“recovery” of the sick, caused many sanctuaries to be 

erected in his honor in different areas of Greece. In these 

temples and sanctuaries, patients were allowed to rest and 

sleep near the gambling halls where prophetic dreams took 

place. According to the myth, it was believed that, during 

those stays in the “abaton” of the temples and sanctuaries, 

patients could feel the presence of Asclepius and "hear" his 

advice and remedies. 

Socrates said: “You have often heard me say, in many 

places, that I feel the influence of some god and some genius 

upon me. It is a voice which began to show itself to me in 

my childhood, and which, whenever it is heard, tries to turn 

me away from what I want to do” (Daimon). 

In ancient times, hallucinations were culturally integrated 

experiences, possessing great meaning, and their content 

conveyed messages about the subject or the world [1]. With 

the medicalization of the phenomenon in the 18th century, 

this semantic character was lost. The classifications of the 

time considered hallucinations as independent diseases. The 

truth is that until the 19th century they were not considered as 

"symptoms", that is, as behavioral fragments common to 

various diseases. There are numerous classical references to 

phenomena that could be included under the term 

"hallucination". Before Christ, evidence of a limited concept 

of hallucination can be found in some biblical passages. It 

has also been pointed out that in the Greek world, 

hallucinations may have been the norm, as they lacked the 

concept of “conscience” and attributed their own thoughts to 
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gods and spirits. Reports of hallucinatory experience can be 

traced back to the earliest religious figures (Moses, Jesus 

Christ). In the Judeo-Christian culture, listening to voices 

was considered a normal way of making decisions. Some 

biblical passages refer to it. Thus, in the Gospel of John, 

“My sheep hear my voice, I know them and they follow me” 

(John. 10:14, 27). 

The first Christian thinkers studied, in a systematic way, 

hallucinatory experiences. Authors such as Augustine of 

Hippone, Thomas of Aquino and Teresa of Avila analyzed 

the source and content of imaginative and hallucinatory 

experiences in order to distinguish between those coming 

from divine influence and those of satanic inspiration. 

In more recent historical accounts it has been documented, 

for example, that Sigmund Freud (18561939) had heard his 

name being called by “an unmistakable and beloved voice” 

while living in a foreign city [2]. 

Jaynes [3] offered an alternative to the medical view of 

hearing voices. In his work, he described an ancient mental 

structure called the “bicameral mind”. 

He claimed that, until a few thousand years ago, humans had 

not developed a self-reflective consciousness and were 

guided by the voices they heard. The voices were attributed 

to the gods. He compared this mental structure to the 

experiences of hearing voices in people diagnosed with 

schizophrenia. 

Therefore, the experience of hearing voices has been 

considered since ancient times as something characteristic of 

human nature. In some cases, pointing to it as a special 

quality, in other cases assigning it a deep religious meaning, 

in others as premonitory tool for decision making, and in 

others as something that could interfere in the daily life. 

Although the experience of hearing voices has been widely 

described throughout history, in Western cultures it has 

generally been regarded as “the first sign of madness”. 

CONCEPTUAL FRAMES AND EXPLANATORY 

MODELS 

The conceptualization and approach to auditory 

hallucinations is closely related to the historical evolution of 

attention and treatment of severe mental disorder (SMD). In 

order to understand this evolution, a brief description of its 

historical course seems appropriate. 

The treatments carried out in psychiatric institutions from 

the 14th century onwards (Bethlem Hospital) were 

characterized by their ineffectiveness and therapeutic 

aggressiveness. Patients were practically deprived of their 

“human condition and dignity”. Such a situation was 

maintained in the following centuries. At the beginning of 

the 20th century, new formulas were tried, but they 

maintained the same aggressive therapeutic styles of the 

past: frontal lobotomy or convulsive treatment with 

intravenous camphor. Even so, the twentieth century was a 

definitive turning point in the care of SMD. The change 

experienced in this attention in the middle of the last century 

took place at the expense of diverse factors: 

Psychiatric deinstitutionalization in the mid-20th century: 

The return of patients to the community environment 

required a change in the model of care. 

The new model of community attention: Which, even with 

its varying pace of implementation, it has managed to be 

incorporated as a model of care in the assistance policies of 

the different state mental health systems [4]. 

The new psychopharmacological era: Progress in this field 

contributed to patients being able to maintain longer periods 

of clinical stability, reduce the adverse effects of the old 

treatments and improve their general functionality. This led 

to new demands on the part of patients and their families for 

their social and occupational integration, which could not be 

met exclusively by pharmacological treatment. 

The impact of the person-centered recovery approach: which 

globally reconfigures the attention to SMD and is 

incorporated as a key element in the new design of mental 

health care policies. 

The rise and impulse of patient and family associative 

movements, which contributed decisively to this 

reformulation of SMD attention. 

It is attributed to Jean-Etienne-Dominique Esquirol (1772-

1840) the definition of hallucination as “a perception 

without object”. Vallejo Ruiloba [5] mentions that this 

definition was formulated by Benjamin Ball (1833-1893). 

Jules Baillarger [6] presented an essay on the relationship 

between hypnagogic states and hallucinations before the 

Royal Academy of Medicine of Paris. He summarized that, 

“the most frequent and complicated hallucinations affect the 

ear; the number of voices varies, they reach it from all 

directions and can even be heard in only one ear” [7]. 

Karl Jaspers [8] in his classic work “General 

Psychopathology”, and specifically in the section dedicated 

to the manifestations of the sick psychic life, addresses the 

subject of hallucinations referring to them as, “deceptive 

corporeal perceptions which have not arisen from real 

perceptions by transformation, but which are completely 

new and which appear alongside real perceptions”. 

Therefore, since the beginnings of psychiatric 

psychopathology, hallucination has been defined from a 

negative perspective, as Ey [9] quotes, “Indeed, 

hallucination is defined by the fundamental error that founds 

it. For to hallucinate is in principle and above all to 

transgress the law of perception. It is to perceive what does 

not entail perception at all”. In the work of Alvarez and 

Estevez [10] a detailed review of the historical 

conceptualization of hallucinations is made. In the same line, 
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Geekie [11]. The author explores the explanatory models of 

hallucinatory experience and their historical 

conceptualization. 

At the end of the 20th century, new explanatory models of 

hallucinatory experiences emerged. Thus, for example, in 

the work of Chadwick and Birchwood [12] a conceptual 

approximation is made from a cognitive approach. They 

point out that in the auditory hallucinatory experience, 

individual beliefs play a basic role. They indicate that these 

beliefs are vital for the maintenance of affective and 

behavioral responses. Reciprocally, behavior and affect 

strengthen or weaken these beliefs. 

They also point out, citing Parkinson and Manstead [13], 

that it is probably futile to assert the primacy of either 

cognition or emotion, because the starting points in 

reciprocal dynamic sequences are arbitrarily defined and 

because both responses evolve together and are always 

significantly related. 

From this same cognitive-behavioral approach, diverse 

contributions have been made focused on the 

conceptualization and approach to hallucinatory experiences. 

In this regard, it is worth noting the studies by Morrison [14-

16] and the work of Waters [17] where it is presented an

integrated model of the cognitive mechanisms involved in

the auditory hallucinatory experience of schizophrenic and

non-schizophrenic population.

In the work of Perona-Garcelán [18] an interesting 

conceptual approach is made. The author points out that, 

although there is some agreement on the links between 

internal mental events and auditory hallucinations, there are 

still some doubts about the mechanisms involved in the 

development and maintenance of erroneous attributions 

about these hallucinations. 

The author discusses how the two current lines of research 

explain these mechanisms. For the first, this inadequate 

attribution is caused by a deficit in some aspect of the 

subject's cognitive functioning, citing: Hoffman [19]; Frith 

[20]; Hemsley [21]; David [22]. For the second, there is a 

bias in the monitoring of internal events, citing: Slade and 

Bentall [23]; Morrison [14]. 

Researchers who defend the hypothesis of a deficit in 

cognitive functioning claim that there is some failure in the 

neuropsychological processes of speech planning or internal 

event tracking. 

Researchers defending the bias theory argue that the 

inability to discriminate real events is caused by top down 

processes, such as metacognitive beliefs and cognitive 

dissonance. 

According to Perona-Garcelán [18], these theories can only 

explain why patients experiencing hallucinations attribute 

their own private events to public ones. However, they do 

not explain other relevant features of hallucinations, such as: 

• Why can't the hallucinator recognize his private

events?

• What determines the content or subject matter of the

voices?

• Why do the voices speak in second or third person?

• Why do voices acquire particular characteristics such

as gender, accent, tone of voice?

• How are beliefs about voices formed?

• How do such beliefs arise?

• How are they maintained and consolidated over time?

In the author's opinion, voice episodes are contextualized in 

the overall hallucinatory process. Consequently, personal 

antecedents (metacognitive beliefs, suggestibility and 

personality traits) influence the process and probably 

determine its activation and deactivation in the course of 

time. Once the process is fully formed and consolidated, the 

traumatic and stressful situations that triggered it are no 

longer necessary. After the first experiences of the voices, 

and especially when they have acquired pragmatic and 

dialogical properties, the subject becomes completely 

familiar with them and it becomes easier and easier for the 

voices to appear and reappear on many occasions without 

the occurrence of a very intense stressful event. 

This means that the stressful event may be a sufficient 

condition for triggering the hallucinations, but it is not a 

necessary condition. It has also been pointed out that there is 

a substantial gap in these phenomenological and 

neuroscientific approaches when they attempt to explain the 

complexity of psychotic experiences. 

In this regard, the work of Humpston [24]. The authors, and 

as a possible approach to address such a gap, point to 

computational psychiatry, an emerging field that uses formal 

mathematical models to attempt to delineate the mechanisms 

of brain function and pathological states. 

Other studies have focused on cultural variability and 

observed differences in the experience of listening to voices. 

In this regard, Luhrmann [25]. The authors conduct an 

interesting work aimed at exploring and comparing the 

experience of listening to voices in different cultural 

settings. They investigated the differences between patients 

from California (USA), Chennai (South India) and Accra 

(West Africa). They observed the following differences: 

• In the California sample, patients tended to describe

their voices as intrusive and unrealistic thoughts.

• In India, they were inclined to view the voices as a

possible helpful guide to daily life.

• In the African sample, patients considered the voices to

be morally good and causally powerful.



SciTech Central Inc. 

BioMed Res J (BMRJ) 685 

BioMed Res J, 8(1): 681-701    Baena E, Fernández JA, Runciman O, Sánchez JA, Díaz JA, et al. 

For the authors, persons with psychosis pay selective 

attention to a constant stream of many different auditory and 

quasi-auditory events, due to diverse “cultural invitations” 

and variations in ways of thinking. 

They point out that this process, which they call “social 

switching,” is consistent with processes described in 

cognitive psychology and psychiatric anthropology, but 

which have not yet been sufficiently described with respect 

to cultural variations in auditory hallucinations. 

The relationship between the meaning that individuals 

attribute to their voices and the efforts they make to cope 

with them has also been the subject of attention in other 

works. In this regard, Knudson and Coyle [26]. On a case 

study, they perform an interpretative phenomenological 

analysis of hallucinatory experiences. 

The authors highlight the importance of entering the world 

of meaning making and subjective understanding that 

patients develop in relation to their voices, particularly in 

terms of the explanations that they construct. They 

hypothesize that a focus on the development of the 

construction of such meaning could help satisfy the patient's 

need for more convincing explanations. This, in turn, could 

form a basis for developing appropriate responses to voices 

that are congruent with individual interpretations of them, 

thus addressing reservations about the defense of 

phenomenologically decontextualized “coping mechanisms” 

in response to life traumas that reduce their ability to 

interfere with functioning and cause distress. The authors 

support their hypothesis, on reported findings that, although 

instruction in behavioral strategies for coping with voices 

may have clinically significant effects, many patients do not 

continue to use these strategies after instruction, citing: 

Allen [27]; Erickson and Gustafson [28]; Nelson [29]. The 

reason for this is that patients' conceptualizations of their 

voices are often not consistent with their use of the 

behavioral coping strategies in which they were instructed 

[30]. 

For example, distraction techniques, although they may be 

effective in reducing the intensity of hallucinations, are 

unlikely to be used if someone believes that their voices will 

punish any inattention. 

The authors conclude that if the relationship between the 

meaning individuals attribute to their voices and their coping 

efforts were more firmly established, its implications for the 

clinical practice of professionals working with people who 

hear voices would be very positive. 

On the phenomenological characteristics of listening to 

voices, some studies have focused on the process of “inner 

speech”. In this regard, Vilhauer [31]. The study examines 

the phenomenological characteristics of inner speech during 

the silent reading process (IRV). 

A general population survey was conducted to assess the 

frequency, location, number, identity, control, and auditory 

qualities of IRV. Of the 570 respondents, 80.7% reported 

that they sometimes or always heard an inner voice during 

silent reading, and the remaining 19.3% reported that they 

always understood the words being read without hearing an 

inner voice. 

The results indicated that IRV are a routine experience for 

many people. Most respondents reported IRV with specific 

auditory qualities, such as gender, accent, pitch, loudness, 

and emotional tone. IRV were reported in participants' own 

voices as well as in the voices of others. Some respondents 

reported that they could not control any aspect of their IRV, 

while others could control one or several aspects. The 

authors conclude that there is considerable individual 

variability in inner speech during the silent reading process. 

Other more recent studies have been aimed at exploring the 

difficulties of voice listeners in processing another persons' 

speech. In this regard, the contribution of Richards [32]. The 

authors present the main findings of empirical research on 

the processing of external speech in people who hear voices. 

They point out, that these processing difficulties are 

observed even in the absence of hearing voices. 

They conclude that a better understanding of these 

processing deficits by health care professionals may help 

them to communicate more effectively with affected 

individuals. 

Regarding the use of phenomenology for the approach to 

hallucinatory experience, some more conceptual 

contributions have focused on establishing the differences 

between the phenomenological and the cognitive approach. 

In this regard, Larøi [33]. 

The study notes that, the empirical-rationalist approach 

adopted by the cognitive sciences considers a hallucination 

to be both a perception and a voice, however, the 

phenomenological approach emphasizes the primordial 

transformation of self-awareness and personal experience. 

Some work has explored how anxiety can induce 

hallucinations. In this regard, Ratcliffe and Wilkinson [34]. 

They point out that, anxious anticipation of one's own 

thought content is what generates the hallucination. 

According to the authors, this is related to what Stephens 

and Graham [35] called the “alien quality” of auditory 

hallucinations defined as something that neither always 

originates in the external environment nor always has 

sensory properties similar to veridical perceptions. 

Anxiety induces auditory hallucinations in the following 

way: anxious anticipation of thought contents as they 

become increasingly determined results in a quasiperceptual 

experience of the thought content. When the person is 

confronted with something he or she seeks to avoid and feels 

unable to resist, the resulting experience is more like an 
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affectively charged perception than a common thought 

episode. In the authors' view, this fits with subjective reports 

that anxiety triggers or aggravates the hallucinatory 

experience, that the voices confirm negative self-

evaluations, and that the voices are somewhere in between 

the experiences of hearing and thinking. 

There has also been research on the relationship between 

attachment anxiety and the distress generated by hearing 

voices. In this regard, Berry [36]. The authors found modest 

but significant positive associations between attachment 

anxiety and severity and distress in relation to hearing 

voices, but found no associations between attachment 

avoidance and these dimensions. The associations between 

anxious attachment and distress elicited by voices are 

consistent with previous research showing relationships 

between attachment anxiety and subclinical hallucinations. 

Despite some limitations noted by the authors, the study 

findings are consistent with the emerging literature on 

associations between individuals' psychological 

characteristics and the experience of hearing voices. 

In the qualitative study conducted by Fenekou and Georgaca 

[37], the importance of conducting a detailed evaluation of 

the hallucinatory experience is addressed. As a starting 

point, the authors point out that asking psychiatric patients 

for a detailed description of their voices does not seem to be 

part of routine clinical practice, mainly due to the reduction 

of voice hearing by conventional psychiatry to a 

meaningless psychiatric symptom. The study highlights that 

hearing voices is a complex experience that voice listeners 

cope with in a variety of ways, developing sophisticated 

frameworks to make sense of that experience. For the 

authors, there is an established relationship between the 

listener and their voices, which is characterized by stability 

and consistency. The crucial parameters of this experience 

appear to be the time spent listening to voices, which is 

related to; the stabilization of the voices, the listener's 

acceptance of the voices, the reality testing strategies used, 

and the extent to which the voices are perceived as positive 

or negative. 

On this same aspect of the stability and consistency of 

voices and their permanence over time, the work of Hartigan 

[38]. 

The first aim of this study was to attempt to replicate a 

previous finding that beliefs about voices were enduring and 

stable, regardless of changes in voice severity, and that they 

did not change without specific intervention. 

The second aim was to examine whether listeners' 

interrelationships with their voices changed over time, 

without specific intervention. 

The results were that beliefs about the omnipotence and 

malevolence of voices remained stable over a 12-month 

period, as did voice-listener interpersonal styles, despite a 

trend toward reduced voice-related distress and disruption. 

However, there was a tendency for beliefs about the 

benevolence of voices to decline over time. 

The authors conclude, that styles of voice-listener 

interrelationships appear relatively stable and enduring, as 

do beliefs about the malevolent intent and power of voices. 

THE HEARING VOICES MOVEMENT (HVM) 

In the set of worldwide initiatives related to current 

approaches to recovery and empowerment of users, it has 

been precisely the organized collectives of these users who 

have set the course with their valuable contributions and 

perspectives. 

Some of these contributions have the added value of having 

been recounted in first person, but other collective 

contributions have managed to be linked to proposals that 

have become part of state and international policies, and 

have been embodied in different projects, agreements and 

strategies of broad consensus. These movements and user 

groups have opened their own space in this global context of 

empowerment. 

Among them, it is worth mentioning the Voice Hearers 

Groups (VHG) that, after their first experiences in Northern 

Europe and the creation of their first organizations: 

“Foundation Resonance” in Holland (1987) and “Hearing 

Voices Network” in the United Kingdom (1988), have 

managed to disseminate their work worldwide. 

Since then, networks have been established in more than 30 

countries. In 1997, the “Intervoice Network”, an 

international organization that provides coordination and 

support to the Hearing Voices Movement, was formed. 

In our area (Spain), the movement of voice hearers has also 

been spreading. To highlight the movement “Entrevoces”, 

organizer of the 7th World Congress of Hearing Voices, held 

in Alcalá de Henares (2015). 

Notable influence has also been exerted by the Mutual Help 

Groups and Peer Support Groups of users organized at 

different levels, both in supranational organizations and at 

the state and local levels. 

ORIGIN OF THE HEARING VOICES MOVEMENT 

It is obligatory at this point to recall the experience of Patsy 

Hage (1955-2015). Patsy Hage began hearing voices at the 

age of eight. Initially she thought the voices were her 

“protectors”, and intense personal or family situations the 

voices helped her. 

She heard about 20 voices and liked to talk to them. But as 

he grew older, the voices became his “enemies”. At the age 

of 16 she ran away from home, but the voices followed her. 

Later, she dropped out of university, struggled to keep her 

job, was diagnosed with schizophrenia and spent adulthood 

in and out of hospitals. At the age of 60, she requested 
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assisted suicide under the euthanasia legislation allowed in 

the Netherlands. 

Patsy Hage was critical of her psychiatrist Marius Romme's 

clinical approach to the hallucinatory experience. She 

pointed out to him that instead of using the voices only to 

make a diagnosis, he should help her cope with the 

experience. 

Together they read and discussed the aforementioned work 

by Julian Jaynes [3]: The Origins of Consciousness in the 

Breakdown of the Bicameral Mind. 

Jaynes argued that in ancient times humans lacked 

consciousness as we know it today and instead experienced 

thought as a series of auditory hallucinations and commands 

that they attributed to their leaders or gods. These voices, 

Jaynes speculated, may have been similar to those heard by 

people with schizophrenia. Patsy Hage contributed a chapter 

to Romme and Escher's, “Accepting Voices” [39], in which 

she described Jaynes's theory of the bicameral mind. 

Romme related that Hage had found it very “reassuring” to 

consider that three or four thousand years earlier, his 

experiences might have been normal. The experience of 

Patsy Hage and the pioneering work of Romme and Escher 

[39,40] were of great importance in the origin and 

subsequent impetus of the Hearing Voices movement. 

CURRENT POSITIONING OF THE HVM A 

PARADIGM CHANGE 

In order to understand the current position of the HVM and 

the paradigm shift that it has brought about in the care of 

SMD, it is useful to briefly describe some of the studies and 

theoretical contributions that served as a framework. 

Romme and Escher [39,40] pointed out that the voices had 

meaning and made sense if they were analyzed jointly with 

the traumatic life events that motivated their appearance. 

They supported their assertion, after conducting multiple 

interviews with people who heard voices and found that up 

to 75% of them had suffered some traumatic experience 

related to those voices. 

The authors report these experiences in the third of a series 

of texts dealing with such experiences [41]. 

The three books refer to the list of Maastricht Interviews. 

Romme and Escher distinguished three phases in the process 

of hearing voices: (1) Startle: Occurs with the first 

appearances of voices. It is the stage where persons may be 

overcome by fear and anxiety when they hear their first 

voices; (2) Stabilization: It occurs when people accept 

hearing voices as part of their lives; (3) Organization: When 

persons accept that they hear voices, have taken 

responsibility for them, have learned to live more 

comfortably with them and can live without them 

dominating them. 

For the authors, the expectation of recovery should not relate 

to the extinction of the voices, but to how the person relates 

to those voices. The philosophy is that, "recovery is only 

possible when the voices are accepted". In the same vein, 

Baker [42]. Exploring in detail the subjective experience of 

psychosis and the traumatic life events suffered by the 

affected person from an early age is therefore a key task. 

Some works have been directed to this end. Of note are: 

Escher [43]; Read [44]; Geekie and Read [45]; Parry [46]. 

For Woods [47], the listener of voices becomes an "expert 

by his or her own experience" who defies conventional 

psychiatric categories. Voices can be understood as a natural 

part of the human experience. There may be various 

explanations for the origins of voices. In this way, voices 

can be interpreted and understood in the context of life 

events and interpersonal narratives. A personal process of 

understanding and acceptance of voices can be more helpful 

to recovery than continued attempts at suppression or 

avoidance. Peer support and collaboration can be very 

empowering and beneficial in the recovery of affected 

individuals. In this regard, Corstens [48]. 

From some more critical contributions, although without 

providing clear evidence, it has been questioned whether the 

Voice Listeners Movement has meant a real change and new 

paradigm in the approach to the hallucinatory experience. In 

this regard, Evrard and Le Malefan [49]. For these authors, 

the approach advocated by Romme and Escher [43] is a 

“return to neurosis” that is not fully recognized, because it 

conceals part of the knowledge about the compatibility of 

neurosis and verbal hallucinations. 

Linking the voices to the traumas and working through the 

emotions associated with those experiences would return the 

person to the right direction, as long as the change itself does 

not seem too threatening. However, the authors question 

whether this reversal of clinical bias actually leads to a valid 

clinical differential. 

They conclude, that the Voice Hearers Movement has 

offered a competitive clinical practice, but that it has failed 

to provide a true clinical differential practice. 

Other contributions have focused on the secondary effects of 

the diagnostic process, and how this process converts the 

distress experienced by an individual affected by a 

psychosocial problem into a personal problem. 

In this regard, it is worth noting the work of May [50]. For 

the author, and despite the recognized problems with the 

validity and reliability of diagnostic categories, the 

diagnostic process does not consider the experience of the 

person and removes him from his social and historical 

context. The author points out that a much-neglected issue is 

how mental health service users experience the news of the 

diagnosis. 
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Thus, for example, when a person is diagnosed with 

schizophrenia, they and the people around them may acquire 

and develop a “learned hopelessness”. He concludes that 

helping people describe their experiences in their own terms 

is more respectful than trying to fit those experiences into a 

diagnostic category. 

In the extensive and valuable work by Cooke [51], all these 

aspects are explored in depth and the deficiencies offered by 

the medical model to explain the different psychotic 

experiences are analyzed. This is noted, in the continuous 

expansion of diagnostic categories and systems. However, 

psychotic experiences are situated on a “continuum” and do 

not fit into precise categories. In the contribution of 

Runciman [52], it is pointed out that, if madness becomes 

meaningful, it is difficult to maintain the medical model as a 

viable solution for people affected by schizophrenia, as such 

a model is based on madness being meaningless. She 

concludes that, by listening to the stories of affected people, 

helping them to contextualize their symptoms and find 

meaning in their experiences, it is possible to profoundly 

change not only the patient's life, but also the professional's 

own role. 

These frames and new perspectives for the explanation of 

psychotic experiences have marked the path and current 

positioning of the voice hearers' movement, which can be 

summarized as follows: 

• Hearing voices is not in itself a sign of mental disorder.

• Hearing voices is experienced by many people without

other symptoms that would lead to a diagnosis of

mental disorder.

• The hearing of voices, when problematic, is often

related to problems and traumatic experiences of

varying intensity and exposure in personal history.

• If hearing voices generates psychic suffering or

distress, it is possible to learn different strategies to

cope with the experience. This coping often comes

through a process of confrontation of the traumatic

experience that is often at the origin of the voices.

For some authors, this experience of hearing voices has 

suffered a certain subversion, having been replaced by what 

we currently call knowledge or consciousness. In this regard, 

the work cited by Jaynes [3]. 

It could also have contributed to this subversion, the 

conceptualization of psychosis made by classical psychiatry 

and by the prevailing biologists’ model until psychiatric 

deinstitutionalization, and by the reductionist eagerness of 

diagnostic systems. 

As noted, the pioneering works of Romme and Escher [39-

41] contributed to the initial theoretical framing of HVM.

More recent contributions of the literature have continued to 

contribute elements to this initial theoretical framing, and to 

the current positioning of the voice hearers' movement. 

A summary of this is provided in Figures 1 & 2 below: 

Figure 1. Theoretical Framework of the HVM. 
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Figure 2. Current Positioning of the HVM. 

To some extent, the HVM comes to rescue and 

recontextualize the old consideration about listening to 

voices. 

Therefore, the paradigm shift does not seem to be related to 

listening to voices per se, but to their attention by the care 

services. 

VOICE HEARERS GROUPS 

The following will be broken down in this section: 

• Main characteristics of VHGs.

• Experiences realized with VHGs.

CHARACTERISTICS OF THE VHG 

On the nature, main characteristics, design and form of 

implementation of a group of voice listeners, it is worth 

noting the practical guidance produced by Downs [53]. 

This guide was promoted and developed by the Hearing 

Voices Network. In Figure 3, it summarizes the main 

characteristics indicated in this guide. 

Figure 3. Main Characteristics of the VHG Downs [53]. 
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It has been pointed out, the special importance of the 

"climate" that should surround a VHG. Martínez-Barbero 

[54] indicate that the environment should be safe, free and

respectful, in a group space that fosters mutual support and

where participants feel accepted. The authors point out that

these groups provide a suitable framework for exchanging

information and sharing knowledge based on one's own

experience, generating and sharing strategies for better

coping with voices.

This, in turn, increases the perception of control and 

personal power over voices. The first-person testimonies and 

the subjective experience of the affected persons are 

fundamental to achieve a better understanding of psychic 

suffering and of those aspects that help to alleviate it. It is 

summarizing below, the main elements of the group climate 

that should surround a VHG, as pointed out by Martínez-

Barbero [54] (Figure 4). 

Figure 4. Group Climate in VHG Martínez-Barbero [54]. 

The orientation and framing of the role of professionals in 

VHGs are determined by the very nature of this type of 

groups. 

In the valuable work of Downs [53], a practical framing of 

the criteria that should guide the role of a VHG professional 

facilitator is offered. 

The author warns that facilitators must be very careful not to 

impose their beliefs. Each listener may have a different 

explanation for listening to their voices. She highlights 

honesty as the main element and quality of a facilitator, and 

says: “There is no substitute for honest feedback. The 

facilitator should not become obsessed with getting the 

group right and end up with cold or rigid responses”. 

Functions 

As central elements to be considered in the role of 

professionals, the following should be pointed out: 

Their role as facilitator in the implementation of the VHG 

and occasionally in the development of the sessions. 

Gradual withdrawal of interventions and less visible role as 

the group progresses. 

Try to take care of the possible “psychoeducational 

emphasis” in interventions. To this end, a useful slogan is, 

“better to use both ears to listen”. 

Encourage the totally autonomous functioning of the group. 

All in all, the role of the facilitator, in the words of Downs 

[53] “is complex and very demanding”. The professional

must have certain skills and at the same time provide good

support. It is common that some of the contents dealt with in

a VHG, following the experiences, stories or requests of the

users, come up against the professional's own knowledge,

beliefs or personal attitudes. Thus, for example, when a user

comments that the voices are very intense and annoying

lately, and that he believes it is related to a specific

consumption of cannabis with his friends. The professional

facilitator may consider that his role is to remember at that

moment the negative impact of the consumption of toxic

substances, the influence of stress in the clinical evolution or

even resort to explanatory models of vulnerability-stress.

Such seemingly useful strategies may not bring real benefits

to the user's current need and suffering.

Therefore, it is not advisable for professionals to strive to 

explain everything. Hence, the importance of avoiding 

“psychoeducational emphasis”. It is likely that the user's 



SciTech Central Inc. 

BioMed Res J (BMRJ) 691 

BioMed Res J, 8(1): 681-701    Baena E, Fernández JA, Runciman O, Sánchez JA, Díaz JA, et al. 

only intention is to be listened to and not to have everything 

explained to it. 

NUMBER OF PROFESSIONALS 

In the VHGs implemented in the health care setting where 

the authors of this work carry out their professional activity, 

the following criteria have been considered: 

As a rule, 2 professionals: 1 main facilitator and 1 support 

facilitator. This favors the distribution of tasks, the proper 

planning of the sessions and, in addition, can provide the 

main facilitator with “moments of respite” in their work. 

The professionals in training will not participate in the VHG 

unless the group of users has been previously informed and 

has authorized their participation. It will be necessary for 

these professionals to have a specific function previously 

agreed with the group. The participation of professionals 

who are exclusively "listeners" in a group of these 

characteristics is discouraged. 

By way of summary, the main elements to be considered in 

the intervention of professionals are presented below, 

following the proposal made by Downs [53], which is 

adopted partially adapted (Figure 5). 

Figure 5. Intervention of Professionals in the VHG. 

For the implementation of a GEV, the following basic 

criteria are considered: 

• Agreement of confidentiality of users and 

professionals, on what was discussed in the sessions. 

• Autonomous functioning of users.

• Professionals play a merely facilitating role.

Other elements to consider are: 

• Means and equipment.

• The structure of the sessions.

• The “setting” prior to the session.

• The frequency of the sessions.

• The support material and technological supports.

• The dynamics used.

• The recording of the sessions: agreements, user

requests, etc.

By way of summary, the basic elements to be considered in 

the implementation of a VHG are presented below (Figure 

6). 
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Figure 6. Elements for Implementing a VHG. 

In VHG sessions, it will often be necessary to support users 

in improving their skills and strategies for coping with their 

voices. The professionals, along the lines pointed out by 

Downs [53], will have to be very careful with their 

interventions. 

It is very convenient to rely on the resources and materials 

developed by the network of voice hearers themselves. They 

are the real experts. 

The Intervoice Network currently brings together more than 

30 statewide voice hearers' organizations. The production of 

material produced by the HVM at the global level is 

extensive and can be very useful for the development of the 

facilitating role of professionals. Some national networks 

have produced very practical documents with 

recommendations and strategies for coping with voices. In 

Figure 7 is shown a document produced by the Hearing 

Voices Network of Australia. 

Figure 7. Coping Strategies. 
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Likewise, facilitating professionals should pay special 

attention to very young users participating in a VHG. It has 

been pointed out that if early psychosis is not successfully 

treated, this can have a very detrimental impact on the long-

term prospects of the young people affected. As exemplified 

by repeated hospitalizations, high unemployment rates, poor 

quality of life, and high suicide rates [55]. 

The life impact produced by an early psychotic debut can be 

very important. It affects the young person, cutting off many 

of their expectations (academic, social, sentimental). It 

usually causes hopelessness, frustration, self-stigma. And all 

this in an evolutionary period that has not concluded. In fact, 

pharmacological treatment with young psychotics is 

complex and must observe everything concerning the 

maturation and brain plasticity of the young person. To the 

initial bewilderment after the news of the diagnosis is added 

the difficulty for family members to understand and cope 

with the patient's symptoms and behaviors. Many young 

people, and also their families, have expectations and 

interests that may seem inappropriate or not adjusted to their 

clinical situation. 

The professionals must be very cautious with this subject. It 

should not be forgotten that young patients, precisely 

because they are young, have a long life ahead of them, and 

what in professional criteria may seem inappropriate or 

unfeasible at present, may be possible in time. 

For all these reasons, close collaboration and information 

exchange between users, families and professionals is 

fundamental. 

In some settings, it has been given special attention to this 

aspect, complementing the interventions with 

psychoeducational material to support users and their 

families. Voice Collective is a UK national project to 

support young people with psychotic disorders and their 

families. 

In 2021, Voice Collective developed specific material aimed 

at users and caregivers of young people with visual or 

auditory hallucinations, which may be useful to improve 

knowledge of the disease and their coping with it. In VHGs, 

this material can also be useful [56] (Figure 8). 

Figure 8. Support Material for Youth and Families Voice Collective [57]. 

EXPERIENCES REALIZED WITH VHG 

It should be noted that the VHGs are not characterized by a 

predefined structure and timing. They are not groups with a 

beginning and an end, since it is the users who set the 

course. 

Their implementation has a start date, but not a closure date. 

However, some recent experiences with VHG have been 

carried out in a more structured way. 

In the work of Romero [58] a VHG is implemented in the 

Subacute Unit of the Hospital Rehabilitation Unit of Girona 

(Spain). This experience could be useful in other healthcare 

contexts with the necessary adaptations. 

One of the interesting aspects of this experience is the 

protocol offered for the sessions and contents to be treated in 

a VHG. 

The author has developed a protocol for VHG, with various 

contents distributed in 6 sequential sessions (Figure 9). 
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Figure 9. VHG Experiences. Hospital Rehabilitation Unit. Girona (Spain) Romero [58]. 

In other recent experiences, the distinctive element is not the 

structure of the VHG, but the "informal space" in which it 

takes place. 

The "Hearing Voices Coffee” experience is a good example 

of this. This “voices coffee” could be the name of any trendy 

coffee shop. But also, the phenomenon of hearing inner 

voices is called “voices”. 

Playing with this ambiguity, Dora García has launched a 

meeting place for people who hear voices. Her experience is 

described in the journalistic report made by Camarzana [59]. 

This is a project that revolves mainly around exchange, 

research and destigmatization. 

Functions as an inclusive space where voice hearers and 

their friends, people interested in the phenomenon, and 

accidental clients meet (Figure 10). 
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Figure 10. VHG Experiences. The Hearing Voices Coffee Camarzana (2016. Journalistic Report In El Cultural) Description 

of The Experience VHG Realized by Dora García [59]. 

RESEARCH AND STUDIES ON VHG 

In recent decades, there has been a growing focus of interest 

in the scientific literature on the impact and effectiveness of 

VHG and their implications for clinical practice. The 

following are some of the contributions. The study by 

Oakland and Berry [60] explored the individual experiences 

of users participating in VHG. Semi-structured interviews 

were conducted. Interviews were transcribed and analyzed 

using thematic analysis. 

Five themes emerged: 

• Discovery, related to initial group attendance.

• Group structure, consisting of the key ingredients of

the group.

• Acceptance, reflecting an acceptance of their

experiences.

• Hope, exploring hope in the group.

• Benefits of the group.

The study extends previous research on the role of peer 

facilitation in hearing voices and supports existing research 

on the importance of hope, acceptance, and coping with such 

experience. Along similar lines, Rácz [61]. 

The authors made an interpretative phenomenological 

analysis of the individual hallucinatory experiences of users 

participating in self-help groups and the role of such groups 

in improving outcomes. As a starting point, they point out 

the change of perspective that has occurred in the approach 

to the hallucinatory experience due to: 

• Epidemiological data indicating incidence of the

experience in the general population.

• Influence of new cognitive-social therapeutic models in

the approach to the hallucinatory experience.

• Influence of the user-centered recovery model and the

crucial role it has played in the integration of personal

hallucinatory experiences and their understanding.

As results of their analysis, the authors identify four main 

categories: 

• The role of the voice.

• The relationship between the voice and the "I", with

these two subcategories: symmetrical relationships,

asymmetrical relationships, and voice position.

• The role of the self-help group.

• The role of the coping method in listening to voices.

Regarding the coping method in listening to voices, the 

authors emphasize its connection with the change in the 

patients' relationship with their voices and with the change in 

their social relationships. In Figure 11, these connections 

and changes are shown. 
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Figure 11. Connections and Changes [61]. 

The authors conclude that: 

• The self-help group provides significant help in the

identification and treatment of voices. Thus, it serves

as a turning point in the life history of voice hearers.

• The application of the self-help group in the clinical

setting contributes to improved treatment outcomes for

affected individuals.

Some contributions have focused on the positive aspects of 

listening to voices. Of note is the work of Jackson [62]. 

The study revealed three explanatory factors for the positive 

relationship between the affected person and the voices: the 

reduction of fear, the recognition of positive feelings, and 

the establishment of control. 

These factors were based on different processes: 

personalization of the voices, personal connection to the 

voices, sense of independence, connection to community, 

and a personal and meaningful narrative about hearing the 

voice in the life story. 

Along similar lines, the recent contribution by Valavanis 

[63]. This review explored and synthesized the qualitative 

literature related to the positive aspects of listening to 

voices, identifying several thematic areas in which voices 

made a beneficial contribution to listeners' lives. In 

conclusion, the authors suggest that practitioners carefully 

consider these positive aspects in their clinical practice and 

try to open exploratory and collaborative dialogues to 

facilitate understanding of listeners' beliefs in a way that is 

most helpful to them. 

Other studies, have addressed the inquiry into individual 

narratives and experiences in coping with distressing voices, 

and the different typologies of recovery (de Jager et al. 

2016) [64]. In the study, the recovery experiences of 11 

distressed voice listeners are explored over time. The authors 

observed two typologies of recovery: 

Turning toward/empowerment: which involved the 

development of a standardized description of voices, the 

building of specific skills, the integration of voices into daily 

life, and a transformation of identity. 

Moving away / protective hibernation: Which involved 

drawing on all available resources to survive the experience, 

highlighting the importance of medication in recovery. 

Participants who "walked away" had also recovered in terms 

of symptoms, quality of life, and psychological distress. 

The authors point out that the recovery style of individuals 

may vary over time. Therefore, care services must be 

sensitive and responsive to the individual's recovery style 

and readiness to change at any given time. 
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From the research field, some contributions have been made 

to explore the effectiveness of group interventions on 

psychotic symptomatology and hallucinatory experiences. 

The study by Wykes [65] is worth noting in this regard. The 

authors present a group treatment format for auditory 

hallucinations based on cognitive-behavioral therapy (CBT), 

and offer results of its implementation. As a preliminary 

hypothesis, they propose that the group format could add 

value to the intervention, given the potential of group 

processes and synergies. 

They select three main outcome measures assessed using the 

instruments: PSYRATS. Haddock [66]; BPRS. Ventura 

[67]; IS. Insight Scale. Birchwood [68]. They also assess 

levels of depression, anxiety and self-esteem: BDI 

Inventory. Beck [69]; BAI Inventory. Beck [70]; Self-

Esteem Scale. Rosenberg [71]. 

Wykes [65] document significant changes in the three main 

outcome measures after treatment. These changes were 

maintained at follow-up. Specifically, there were changes in 

perceived power and distress, as well as a significant 

increase in the number and effectiveness of coping 

strategies. 

They note that group psychological treatment for distressing 

auditory hallucinations can reduce symptoms and increase 

understanding of such hallucinations. Patients experiencing 

distressing voices expressed high levels of satisfaction with 

treatment. The treatment effect was similar to that obtained 

in individual therapy, but temporarily less costly. They 

indicate that the group format is possibly less effective in the 

long term than individual CBT. 

Alternatively, group treatment could be considered as a 

supplement to individual CBT, inducing users into 

individual work, reducing the duration of treatments or even 

increasing the efficacy of individual CBT. They conclude 

that group treatment for hallucinations may improve the 

prognosis of many people with treatment resistant psychotic 

symptoms. In the same vein, Goodliffe [72]. The authors 

point out that the use of cognitive group therapy for the 

management of distressing voices offers a promising 

outlook. 

On the use of the group format for addressing auditory 

hallucinations and its potential benefits in coping strategies, 

it is also worth noting: Perron and Munson [73]; May [50]. 

In recent decades, there has been a growing focus of interest 

on the use of new technologies and digital tools for coping 

with the hallucinatory experience of affected individuals. In 

this regard, Barros and Domont [74]. The study explored the 

various ways in which voice hearers can create strategies to 

share their experiences in a virtual environment. The authors 

note the frequent migration of users, which often occurs 

from the Inter voice Network to virtual settings. 

The Netnography, as an online research method inspired by 

ethnography to understand social interaction in current 

digital communication contexts, proved to be an appropriate 

tool to explore exchanges of experiences between voice 

listeners and explore their coping strategies. The authors 

point out that the use of virtual environments also allows 

voice listeners to create social bonds and contributes to the 

development of a new vision of their "way of existing in the 

world". In the same vein, the recent contribution of Thomas 

[75]. The authors conclude that the use of digital 

technologies presents a promising outlook and significant 

potential. 

In the study by Longden [76] a systematic assessment of the 

impact and effectiveness of self-help groups in the Hearing 

Voices Network (HVN) is conducted. The authors 

developed a survey that they applied to 62 groups affiliated 

to the network. They select different categories of analysis 

and offer the comparative results of the statistical analysis 

carried out. Among them: 

Differences in the level of overall satisfaction: 

Gender differences: There were no significant differences in 

total scores. 

Group differences with respect to facilitator conduction: 

There were no significant differences in satisfaction between 

groups that had only voice listeners as facilitators, only 

mental health professionals as facilitators, or voice hearers 

and professional facilitators. 

Differences regarding length of time attending groups: There 

were no significant differences in satisfaction between 

respondents who had been attending the group for one-six 

months, six months-one year, one two years, or more than 

two years. 

Correlations between in-group experiences and 

social/occupational outcomes: 

There were significant positive correlations between in-

group experiences and positive out-group 

social/occupational outcomes. The strongest specific 

associations were between: (1) Perception of the group as a 

safe place to talk about difficult things and cope with voices, 

with safety in asking for help (p =.0001); (2) Perceived 

usefulness of the group in making sense of and coping with 

voices, with increased safety in social situations (p =.0001). 

Correlations between group experiences and clinical 

variables: There were no significant positive associations 

between group experiences and clinical variables. 

For the authors, this qualitative research on HVN groups 

suggests that acceptance of the experience of hearing voices 

can facilitate social acceptance and self-acceptance, along 

the lines described by: Hendry [2]; Oakland and Berry [60]; 

Romme [41]. 
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They note finally, that the study data do not allow firm 

conclusions to be made about the exact nature of the 

associations found between group attendance and improved 

quality of life, but serve to highlight the importance of 

holistic approaches to recovery, which recognize and utilize 

domains beyond the purely clinical and symptomatic [77-

83]. 

RESULTS 

The main results are as follows: 

The experience of "hearing voices" has not been a static 

issue throughout history and has been conceptualized in a 

variety of ways. 

Hearers attribute different meanings to their voices, and a 

great deal of cross-cultural variability has been documented 

with respect to the meanings attributed. 

Attention to the hallucinatory experience must take careful 

consideration of each individual's personal experiences, 

previous traumatic events, and social and historical context. 

The styles of interrelationship between voice and listener 

appear relatively stable and enduring over time, as do beliefs 

about the intent and malevolent power of voices. 

The HVG can provide significant assistance in identifying 

and coping with voices and can serve as a turning point in 

the life history of voice hearers. 

The care services should be sensitive and responsive to the 

individual's recovery style and readiness for change at any 

given time. 

The use of strategies outlined by current more holistic 

models (Contextual Therapies, ACT, CBT) can be integrated 

into clinical practice for the care (individual or group) of 

persons hearers and coping with their voices. 

The use of digital tools and virtual environments is emerging 

as a promising strategy for group intervention with voice 

hearers. 

CONCLUSION 

The main conclusions are as follows: 

The experience of hearing voices should not be considered 

as an isolated and meaningless psychiatric symptom. 

The usual attention to the hallucinatory experience in care 

settings and organizational paradigms must be reoriented. 

The contributions made by the Hearing Voices Movement 

have contributed to recontextualize the conceptualization 

and approach to the hallucinatory experience. 

The Voice Hearers Groups can offer an alternative to current 

models of recovery and empowerment of users. 
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