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Introduction 

Did you ever hear voices? Well, if you did, you are not the only one! 

10 % of the Western population has heard voices once in a while, 

2-5 % hears voices regularly. Only a part of them suffers from a 

psychiatric disease, a small part has a neurologic disorder or a bad 

sense of hearing and a part is healthy (Sommer, 2011). So hearing 

voices is not always part of a psychiatric disease. Not everyone suffers 

from hearing voices to the same extent. It depends on the social 

cultural context in which the hearer of voices lives, whether he is able 

to give meaning to them and to restrict them. The extent of social 

support in the environment of the voice hearer is also important. The 

most reliable parameters to diagnose a psychiatric disorder appear to 

be: loss of control about the hallucinations and negative consequences 

on social contacts, self-care and daily activities (Honig, 1998). 

 

Positive Behavior Group Therapy 

 “When you are feeling good about yourself the voices have less 

influence.”“The voices haven‟t changed, I am changed. I‟m not going 

to lie down in bed anymore. I do what has to be done”. 

These are statements from two participants of our Positive Behavior 

Group Therapy (PBGT). I’am going to tell you how we managed to 

get this outcome. We have started this group therapy based on the 

following point of view: improvement of the Personal Successful 

Functioning makes it possible to live one's life again in a satisfying 

way, despite of hearing voices. The participants were people (with 

different diagnoses, but mostly a diagnosis of schizophrenia) who are 

severely handicapped in daily functioning by hearing voices, after 

they have received an optimal, anti-psychotic treatment, or were 
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invited to, but refused. Exclusion criteria were: too much 

disorganization and/or a too compelling conviction that is also 

imposed on others. 

 

Why therapy in a group? 

Our experience learns that patients, hearing voices don’t ask for 

therapy easily. By offering them a group therapy we could ‘catch’ 

these patients. They benefit from a group because it breaks the silence. 

People find it difficult to talk about their voices with family and 

friends. They are afraid of lack of understanding, of being condemned 

or even to be seen as dangerous. Similarly, they are not inclined to 

talk openly about their voices with professionals. They fear an 

increase of medication or being given impossible advice: ‘just ignore 

them’ (Chadwick et. al., 2000). The contact with fellow sufferers 

normalizes their experiences. They realize others are going through 

the same process. 

 

From CBGT to PBGT 

We started the group therapy for people hearing voices using a 

manual-based Cognitive Behavioral Group Treatment (CBGT), 

developed in the Netherlands by Steultjens (2006), but gradually we 

made some fundamental changes. We made a shift from the cognitive 

paradigm as foundation for the interventions to the frame of reference 

of behavior analysis of adaptive behavior, introduced to you by Bart 

Bruins. The sessions covered the following themes: 

1. Talking about the voices 

2. Content of the voices and explanations  

3. Coping strategies 

4. Related thoughts  

5. To improve the Personal Successful Functioning   

You will notice that with the first 4 themes the focus is on the 

disordered behavior.  We maintained this part of the CBGT in order to 

diminish the negative load of hearing voices and to decrease the 

behavioral reduction, which often goes with it. However, in our PBGT 

these themes have undergone some adjustments, on which I will 

return later.  

By giving attention to these themes we acknowledge the burden of 

hearing voices. The vicious circle of disorder, complaints and further 
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behavioral reduction is broken (Bruins, 2010). People are no longer 

completely absorbed by their complaints; there is room for other 

behavior. Therefore these activities are favorable for our main focus: 

to improve the Personal Successful Functioning (PSF).  

In every session, after the break we invited the participants to tell 

about their PSF. We also asked them to monitor their PSF, by filling 

in a Positive Diary every day. Otherwise, it was hard for our 

participants to remember their PSF, partly because of the cognitive 

functional disorders, partly because they are more used to remember 

the negative things, as they told us. So, this was the main part of the 

therapy.  

The group therapy comprises 12 1½ hour weekly sessions. Each 

session involved a brief check-in with group members to discuss any 

recent events. This is important in order to 'clean'  the mind, so that 

one has room to give attention. The initial sessions focused on 

building rapport among the group members and the therapists. We 

wanted to create a safe situation, in which participants feel free to talk 

about their voices. 

 

Theme 1: Talking about the voices 

How many voices do you hear? Where are you hearing them, in or 

outside your head? Are they male/female? What do they say?   

We used these questions as a stepping stone to talk about the voices. 

Therapists were inviting the group to communicate, enhancing the 

mutual communication.  

 

Homework:  Monitoring the voices. 

In the CBGT self- monitoring techniques are employed by asking 

participants to monitor their voices during a week. This should give a 

lot of information about the frequency and the seriousness of the 

voices. It gives also information about when they are present at most 

and about the situations in which they don’t occur. The participant is 

then encouraged to seek out that situation more often (Steultjens, 2006 

and Sommer, 2011). In PBGT this information is not interesting. Our 

focus is not on the disordered behavior or on specific situations in 

which it does occur. We are interested in Personal Successful 

Functioning. So we skipped the monitoring homework (also because 

our participants did already). Monitoring the voices is hard for them, it 
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can be very confronting. Some participants reported an increase of 

hearing voices during that week of monitoring.   

 

Theme 2: Content and explanations  

Participants are invited to talk about their voices, the content and the 

explanations they use for hearing voices. We heard different 

explanations: a reflection of your own thoughts; demons; people, 

talking about me; supernatural powers. In the beginning it is not easy 

to talk about the voices. Some participants mention that their voices 

don't allow them to do so. But often it is a relief. Participants hardly 

speak with others about their complaints.  

In most of the CBT’s psycho-education is a very important part 

(Sommer, 2011). A number of factors that play a role in the origin of 

hearing voices are known. Hereditary predisposition, the influence of 

stress and trauma are some of them. Mostly a biological explanation 

under the medical model is given. In a nutshell: voices arise due to a 

disturbed metabolism in the brain. A high concentration of dopamine 

could lead to recollections, spontaneously popping up from the 

memory. Words or sentences from the memory are experienced once 

again, as if they were heard at that moment. FMRI research shows that 

language areas from the left as well as the right hemisphere are 

activated, as well the areas for language production (area of Broca) as 

language perception (area of Wernicke). There is more research to 

support this theory. The evidence for this theory is not completely 

found, but there are a lot of clues who can be put together as a puzzle 

(Sommer, 2011 and Swaab, 2010). 

Therapists are trying to convince the participants of this theory in 

order to diminish the anxiety and fear. They hope it brings rest. You 

don't have to fear voices, when they are only an interfering side effect 

of the working of your brains. The voices are only in your head! 

This was not our experience. Our participants were more inclined 

to react like Professor Dumbledore in Harry Potter and the Deathly 

Hallows (Rowling, 2007).When Harry asked him (after having some 

strange experiences): 'Tell me one last thing, is this real?  Or has this 

been happening inside my head?' Dumbledore answered: 'Of course it 

is happening inside your head, Harry, but why on earth should that 

mean that it is not real?' Some participants know they have had a 

psychosis or they suffer from schizophrenia. They still have their own 
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explanations of their voices. It goes side by side. We were not up to 

challenge the existence of demons and supernatural powers etc. We 

encouraged the participants to find out how to deal with them.  

In the biological explanation the brain is causing a given instance 

of behavior: hearing voices. Behavior analysis does not accept this 

view that the brain should have some internal power that causes 

behavior. It deflects attention away from other variables, such as 

environmental, that participate in the event (Moore, 2008).  According 

to the frame of reference of behavior analysis ‘hearing voices’ is a 

(mal-) adaptive reaction of the organism as a whole in a situation. 

There are always environmental variables that participate in the event. 

We are not eager to locate those variables. Our aim is to enhance 

stimuli for PSF so that they can be responded in favor of the private 

stimuli that increase the likelihood of hearing voices.  

 

Theme 3: Coping-strategies: 

 Making an inventory of what coping-strategies are used 

 New coping-strategies 

While we were talking about coping strategies participants are telling 

us that a conversation helps them at most. This can also be done by 

telephone, e-mail, chatting etc. Singing, humming a tune and 

whistling, are also good coping strategies.  

At this point we tell our participants about the biological 

explanations of hearing voices. Brain research shows that in hearing 

voices the area of Broca (important for the production of language) 

and Wernicke (for the perception of language) is activated. All 

techniques that make use of these areas are helpful.  They cannot do 

two things at the same time! Other research showed that during the 

hearing of voices the vocal cords and the muscles of jaw and throat 

are slightly moving. The same thing occurs when people think. It is 

called sub-vocal speaking. When you open your mouth wide, the 

vocal cords are blocked. The voices are stopping then (Sommer, 

2011). 

Homework: We ask the participants to monitor the coping-

strategies, they use and their effectiveness. It is our experience that 

participants are sticking to the strategies they experienced as helpful. 

These strategies are naturally reinforced. We suggested new strategies, 

but participants seemed reluctant in trying them. Obviously, it is very 
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difficult to learn new behavior when you are in a state of disorder. Our 

experiences were confirmed by the following study. Farhall et. al. 

(2007) reported in their review that the use of self-initiated (‘natural’) 

coping strategies appears almost universal among voice-hearers. The 

effectiveness of different strategies however, differs widely across 

individuals. They suggest some interventions to improve them, 

building upon the natural coping of the voice-hearer. For example: 

‘helping patients prioritize more efficacious strategies from their 

existing repertoire’ and ‘providing information to patients about 

natural strategies used by other voice-hearers and their reported 

efficacy, to encourage further self-discovery of effective personal 

strategies’.  

 

 Theme 4: Related thoughts  

The relationship of a person’s thoughts to the content of the voices 

was examined. The participants filled in an outline in which they were 

encouraged to change their thoughts in helpful thoughts. These helpful 

thoughts should bring about a better feeling and less behavior 

reduction (Steultjens, 2006). Working out an outline, to distinguish 

thoughts from voices and feelings and to consider what helpful 

thoughts are, can be rather difficult. Some participants were not able 

to pay attention all the time. Some participants considered it as rather 

dull. Homework is a very important part of this CBT. A new way of 

thinking has to grind down (Sommer, 2010).  

Our participants did not fill in the thought-schemes at home. It 

was too difficult, they said. Two participants mentioned the schemes 

helped them to create a distance between themselves and their voices. 

The outcomes of scientific research regarding CBGT can be rather 

confusing. A closer look at the protocols used learns that some of 

them do not focus on cognitive restructuring (belief modification), but 

on coping with voices.  

Penn et al. (2009) investigated the effectiveness of group CBT for 

auditory hallucinations compared to an enhanced supportive therapy 

(ST). Both groups (ST en CBT) did not focus on cognitive 

restructuring. CBT focused on coping with voices. They found 

however, that only the ST group showed a reduction in negative 

beliefs through 12 months follow-up. The goals of enhanced ST are to 

increase social integration in the community (via increasing activity 
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levels) and improve client’s satisfaction with their social support. The 

Group CBT was not associated with a reduction in voice-distress or 

intensity.  

Wykes et al. (2005) did focus on cognitive restructuring of 

delusional beliefs and reducing negative self-evaluation in their Group 

CBT. They found that Group CBT does improve social functioning 

(with a modest effect size) and that unless the therapy is provided by 

experienced CBT therapists hallucinations were not reduced.  

In a review Ruddle et al. (2011) evaluate the evidence of Hearing 

Voices Groups (HVG’s). They distinguished four common 

approaches: CBT, skills-training, mindfulness and unstructured 

support groups. CBT was the only approach with evidence from well-

controlled studies. CBT Groups for voices focused on normalizing 

voices, voice triggers and the resultant thoughts and actions. Time was 

spent on testing explanations and beliefs. CBT Groups also did target 

coping strategies, self-esteem and relapse-prevention. There were 

many positive results with regard to improvement of social behavior 

and general symptoms. There was also evidence that it could reduce 

beliefs about the power of voices and increase coping strategies. 

However, when comparing CBT Groups to an active treatment 

control, many of these positive results were found in both treatment 

conditions. Moreover, several evidence based treatments shared ‘key 

ingredients’, which evidence suggests help reduce distress. Successful 

groups did supply a safe context for participants to share experiences, 

they enabled enhancement of coping strategies as well as considering 

alternative beliefs about voices. Ruddle et al. conclude there are a 

number of possible pathways to change and suggest future research 

should focus on identifying these pathways. 

 

Theme 5: To improve the Personal Successful Functioning 
The most important part of the PBGT was: talking about personal 

successful functioning in order to restore it. Every session we used the 

Positive Diary and asked the participant to choose a situation from it, 

which he could remember well. Every participant had always done 

something about which he was satisfied and we were dwelling around 

in that moment as long as possible by asking questions like: ‘Do you 

remember that situation?‟ „Do you know what you were doing there?‟ 

‘Where you satisfied about yourself in doing that?‟ „Can you describe 



BAAS 

 8 

it in more detail? „‟I try to see what you were doing. How did you 

start?‟ „How did it get along?‟  „How did it end?‟ 

You will recognize these questions from the presentation of 

Hendrik Vlamings. By these questions the client brings the situation to 

mind again in which he sees the triggers (discriminative stimuli) for 

functioning (Bakker, 1987). Therefore it is important that a client 

dwells as long as possible in that situation. Like is done in the next 

fragment: 

 
P: I was playing scrabble with my grandma. 

T: Can you remember how it started? Whose idea was it? 
P: We‟re doing that often when I „m there. It was nice. I won three times, so 

the fourth time I let her win. I don‟t think she noticed I let her win. 

T: Can you tell more about how it went on? What was happening during the 

play? 
P: O yes, I had a wonderful opportunity. I could make a word of 30 points: 

dissemination! 

T: Can you remember when it was enough, when you did want to stop? 
P: There came someone with dinner for my grandma, so I had to go. 

T: Were you satisfied about yourself during the play or at the end?  

P: Both, I like playing scrabble. And when I had made that word! But I was 

also satisfied when I saw my grandma, enjoying the game. 
 

We don't ask for big achievements, it is common, daily activities 

we talk about like playing a computer game, sporting, visiting a 

friend, having a satisfying phone call, gardening, being at work etc. 

Participants mostly bring in approach- and active avoidance behavior. 

In the beginning we welcome every operant behavior. Later on we try 

to focus more on active avoidance behavior, because active avoidance 

is the most important behavioral function in regard to safeguard well-

being (Bruins, 2010). 

 

Results 

We did a pilot study on two groups. All participants were content with 

the group therapy: they gave it an average of an 8 (Scale 1-10).They 

told us that their voices were the same at the end of the PBGT, 

sometimes the voices were going more to the background. During the 

therapy the participants showed an increase of functioning in their 

Positive Diary.  
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Evaluations of participants: 

 “I now have developed a day-structure, which gives me something to 

hold on.” 

“The Positive Diary helps me to stand still by what‟s going well. I 

myself am inclined to remember the negative things”.  

 

Conclusion 

PBGT is a promising approach in reducing the impact of hearing 

voices on daily life and in promoting participation and activation. 

In September 2011 we are going to investigate the effectiveness of 

PBGT, compared to a waiting-list control group. Concerning the set-

up of our program, we will make some further changes. In the first 

half of every session we will continue to create a safe situation, in 

which participants feel free to talk about their voices. We 

acknowledge the burden of hearing voices, by giving attention to the 

voices, their content and explanations used by the participants. We 

will also enhance the ‘natural’ coping-strategies in a lively way; we 

have for example invited a music- therapist, who will demonstrate 

what music can do for participants. We will give less attention to the 

beliefs about voices and will stop belief modification. Our main focus: 

the improvement of Personal Successful Behavior will be extended. 
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