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There is a robust association between hearing voices and exposure to traumatic events. Identifying mediating mechanisms for this relationship is key to theories of voice hearing and the development of therapies for distressing voices. This paper outlines the Cognitive Attachment model of Voices (CAV), a theoretical model to understand the relationship between earlier interpersonal trauma and distressing voice hearing. The model builds on attachment theory and well-established cognitive models of voices and argues that attachment and dissociative processes are key psychological mechanisms that explain how trauma influences voice hearing. Following the presentation of the model, the paper will review the current state of evidence regarding the proposed mechanisms of vulnerability to voice hearing and maintenance of voice-related distress. This review will include evidence from studies supporting associations between dissociation and voices, followed by details of our own research supporting the role of dissociation in mediating the relationship between trauma and voices and evidence supporting the role of adult attachment in influencing beliefs and relationships that voice hearers can develop with voices. The paper concludes by outlining the key questions that future research needs to address to fully test the model and the clinical implications that arise from the work.
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INTRODUCTION

Voice hearing (auditory verbal hallucinations) is present in many mental health problems and psychosis in particular (1). Although not necessarily pathological, voices are often associated with distress (2). Over the past three decades, theoretical models have attempted to clarify the underpinnings of these unusual perceptual experiences and inform the development of psychological interventions for distressing voices. Broadly speaking, existing psychological models of voice hearing can be divided into two separate “families” (“vulnerability” models and “distress maintenance” models), depending on the scope and specific aspects of voice-hearing experiences they attempt to examine and explain. Several “vulnerability” models informed by cognitive theory have attempted to identify the psychological/cognitive factors responsible for the formation of hallucinatory experiences. These models include accounts pointing to the importance of a number of putative mechanisms assumed to underpin auditory verbal hallucinations, such as self-monitoring abnormalities (3, 4), source monitoring difficulties (5, 6), and dissociative processes (7). Despite many of these accounts undergoing considerable empirical scrutiny, the “causes” of voice hearing are still largely unknown and there is increasing consensus that a complex interaction between multiple factors rather than single deficits can best account for the vulnerability toward these unusual experiences (8, 9).

In parallel with vulnerability accounts, other psychological models have been proposed to explain why voices are associated with distress and impairment in some individuals but not others [e.g., Ref. (10)]. Arguably the most well-established “distress maintenance” model of voice hearing is the cognitive model of voices, which proposes that the way individuals think about their voice(s) influences their reactions to these experiences (11–14). Consistent with this model, a review of 26 studies found that several types of cognitive appraisals were linked to more distress in voice hearers, including voices appraised as malevolent, powerful, having personal relationship with the individual, and disapproval and rejection toward voices (15).

Vulnerability models are not clear about the factors that differentiate “benign voices” from voices that require intervention. Similarly, psychological distress maintenance models of voice hearing do not offer a suitable explanation of the etiology of these distressing experiences. Another area of inquiry not well delineated by previous models is the extent to which life experiences, and in particular potentially traumatic events (such as experiences of victimization, abuse, and physical and emotional neglect) influence the processes of symptom formation and distress maintenance. The robust association observed between exposure to traumatic life experiences and psychosis more generally (16), and hearing voices more specifically [e.g., Ref. (17, 18)], suggests that trauma represents an important risk factor for voice hearing. Although the specific psychological mechanisms responsible for vulnerability to voice hearing remain unclear, several researchers have proposed, for example, that auditory hallucinations may be conceptualized as trauma-related intrusions [e.g., Ref. (19)] and that several peri- and posttraumatic processes may contribute the formation of hallucinatory experiences, including peritraumatic dissociation and several symptoms of posttraumatic stress [e.g., Ref. (20, 21)].

There is also evidence that trauma exposure may aggravate the psychological processes responsible for voice-related distress and impairment. The cognitive model proposes that beliefs about voices are influenced by the individuals’ life experiences, including trauma and relationships with significant others. For example, Andrew et al. (22) report associations between traumatic life events, including childhood sexual abuse, and negative beliefs about voices (22). Birchwood et al. (23) also present data suggesting that an individual’s perception of being powerless and controlled by others within external social relationships is reflected in the voice/voice-hearer relationship.

In the present article, we outline a recent model of voice hearing informed by both cognitive models of voice hearing and attachment theory (24): the Cognitive Attachment model of Voices [CAV (25)]. The CAV draws on attachment theory to integrate previous vulnerability accounts of voice hearing (trauma-related dissociation and source monitoring accounts) with cognitive and relational models of distress exacerbation and maintenance. In doing so, it aims to (1) explain the complex interplay between contextual and psychological factors that may increase vulnerability to voice-hearing experiences in people who are exposed to adverse life experiences (in particular interpersonal trauma) and (2) understand the psychological processes responsible for variations in how people appraise, respond to, and relate to their voices in ways that may exacerbate and maintain voice-related distress. After presenting a summary of the model, we will elaborate on the theoretical and empirical base regarding the core psychological constructs and processes included in the model and examine the available evidence in support of each hypothesized pathway within the CAV. While we do not present any new data in this paper, we attempt to review existing evidence to test the validity of the model and to highlight opportunities for further research that will help to test the model empirically and progress an evidence-based understanding of the role of putative psychological processes in voice hearing. Finally, we describe clinical implications to illustrate how the CAV model can be used to guide therapeutic work with distressing voices.

DESCRIPTIONS OF KEY CONCEPTS

Prior to presenting the model, we will define key concepts, including attachment, dissociation, and source monitoring, for readers not familiar with the respective literatures.

Attachment

Bowlby’s (24) attachment theory is one of the most well-established theories of interpersonal relationships. Attachment is an affectional bond, which the individual forms with a significant other, who is approached in response to distress. The theory argues that as a result of their interactions with caregivers during infancy and childhood, individuals develop mental representations of the self in relation to significant others and expectations about how others behave in relationships (26). These “internal working models” guide attention, interpretation, memory, and predictions about future interpersonal interactions. The Strange Situation procedure for assessing attachment behaviors in infancy was crucial in providing empirical support for Bowlby’s theory and measuring individual differences in the quality of attachment relationships to different caregivers. It involves a laboratory-based observation of the infant’s response to two brief separations from, and reunions with his or her caregiver (27).

Although early empirical support for attachment theory came from observations of infants and caregivers, attachment theory is a lifespan developmental theory. In this respect attachment relationships with significant others (most commonly romantic partners) continue to serve an important function in adult lives and attachment working models established in earlier caregiver relationships influence how the individual relates to later attachment figures and regulates negative affect (28). There is evidence of individual differences with respect to adult attachment and some evidence that attachment patterns are stable over time. However, changes in patterns can occur particularly if the individual experiences relationships that are different to their experience of earlier relationships (29).

Unlike attachment in childhood, attachment behaviors in adulthood are most commonly conceptualized in general terms, whereby one has a general attachment style or pattern across relationships, as opposed to an attachment in a relationship with a specific person. However, it is recognized in the literature that people can have different attachment patterns with different people as in childhood (30). Attachment patterns in adulthood are also most commonly assessed using self-report questionnaires or interviews where trained raters ask the person about their experiences of attachment relationships and code attachment patterns based factors such as the coherence of the person’s narrative in describing their experiences (31). In terms of different attachment styles in adulthood, secure attachment is characterized by positive beliefs about the self and others, capacity to regulate affect and form relationships with other people. Conversely, there are insecure attachment patterns, including avoidant and anxious/ambivalent attachment that result from suboptimal experiences of caregiving and are associated with less adaptive interpersonal functioning and affect regulation in adulthood (28). For example, anxious attachment is characterized by negative beliefs about self and sensitivity to rejection from others whereas avoidant attachment is characterized by negative beliefs about others, mistrust of others, and withdrawal from social relationships (28). Individuals who score highly on measures of both anxious and avoidant attachment are conceptualized as having a disorganized pattern of attachment, involving vacillation between approach and avoidance behaviors in relationships, wanting intimacy with others, but fearing rejection and closeness (32).

Dissociation

The term dissociation refers to a range of clinical and non-clinical psychological phenomena that are relatively common in both the general population as well as individuals with clinically significant mental health difficulties [e.g., Ref. (33)]. Often defined as the “lack of normal integration of thoughts, feelings and experiences into the stream of consciousness and memory” [(34), p. 727], dissociation represents the core component of several DSM-5 several (35), most notably dissociative disorders (e.g., dissociative identity disorder, dissociative amnesia, and depersonalization/derealization disorder), but also specific trauma and stress-related presentations (in particular the dissociative subtype of posttraumatic stress disorder (PTSD) introduced in the latest revision of the DSM). A widely accepted unitary conceptualization of dissociation assumes that different dissociative experiences lie on a single continuum of severity ranging from the relatively benign forms of absorption and other fleeting dissociative states frequently experienced in non-clinical populations, to more pervasive experiences of depersonalization, derealization, and identity alteration that can sometimes cause severe distress or discomfort. More recently, several authors (36, 37) have proposed that the different experiences traditionally described with the term dissociation may reflect two qualitatively distinct classes of phenomena, namely, detachment (which encompasses derealization, depersonalization, and similar experiences characterized by a sense of separation or detachment from aspects of everyday experience) and compartmentalization phenomena (such as dissociative amnesia and other symptoms that allegedly result from reversible disruptions in normal processes for the monitoring and control of mental experiences, resulting in the functional or perceived “separation” of certain elements of one’s current experience and mental functioning). Due to the current lack of convincing research clarifying whether voice hearing is more robustly related to specific dissociative experiences, in the context of the current paper, we use the term dissociation broadly to describe the altered states of consciousness captured by multifactorial measures that are used widely in both research and clinical settings [e.g., the Dissociative Experiences Scale (DES)].

Although it can be experienced in the absence of a history of trauma, dissociation is frequently observed in the immediate aftermath of traumatic events, and trauma survivors can sometimes experience a heightened predisposition to dissociative many years after the original traumatic event [e.g., Ref. (38)]. The alleged link between trauma and dissociation has been the subject of extensive theoretical debate and empirical scrutiny, with some regarding this association as spurious or artifactual, and others as consistent with the alleged action of an in-built “defense mechanisms” that allows people to reduce the overwhelming emotional and cognitive consequences of traumatic experiences [for a critical appraisal of these theoretical debates and associated empirical research, see Ref. (38)].

Source Monitoring

The cognitive processes that might ultimately account for the genesis of hearing voices and other hallucinatory experiences are still unclear. However, there is some agreement that they are the result of the misattribution of internally generated cognitive events (e.g., inner speech) to sources that are alien or external to the self [e.g., Ref. (5, 39–41)]. Several cognitive accounts have assumed that specific anomalous cognitive processes may underlie this misattribution. Bentall (5) proposed that the origin of hallucinatory experiences can be explained in terms of source monitoring (also described in some papers with the term “reality discrimination”), a metacognitive process used to discriminate between internal and external perceptions and make attributions about the origin of mental experiences. This account argues that hallucination-prone individuals are less able to discriminate between internally and externally generated cognitive events and have a bias toward misattributing internal cognitive events to external sources. A wealth of studies using various experimental procedures, including signal detection [e.g., Ref. (42)], self-monitoring [e.g., Ref. (43)], and source memory [e.g., Ref. (44)] paradigms, has provided strong empirical support for the proposal that source monitoring biases might underpin a vulnerability toward hallucinatory experiences. In a meta-analysis of this literature, Brookwell et al. (6) found that these source monitoring biases are evident both clinical and non-clinical hallucination-prone individuals (i.e., hallucinating patients or non-clinical participants with high scores on hallucination-proneness measures) when compared to non-prone sample samples. The exact etiology of such biases, however, and the extent to which they might be influenced by environmental risk factors for hallucinations and other psychotic experiences (e.g., trauma exposure), remains to be clarified.

THE CAV

The CAV model draws on cognitive, attachment, and dissociative processes to explain the development and maintenance of distressing voice hearing (Figure 1). Further to the original publication of the CAV model (25), in this paper, we more clearly delineate the vulnerability and distress maintenance aspects of the CAV model, which we will now describe in more detail. Essentially, in line with cognitive and relational models of psychosis, the CAV proposes that disorganized attachment, coupled with dissociative and cognitive processes, can help explain the link between trauma and voice hearing. Insecure internal working models, combined with appraisals, influence affective emotional and behavioral reactions to voice-hearing experiences. As a caveat, readers should note that the CAV proposes one route to the development of voice hearing and the maintenance of voice-related distress; we are not purporting to explain all voice experiences.
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FIGURE 1 | Graphical representation of the cognitive attachment voice-hearing model [adapted from Ref. (25)].



Vulnerability Components of the CAV Model

In line with previous accounts of voice hearing, the CAV proposes that voices can be understood as dissociated components of the self or “compartmentalized” trauma-related intrusive memories [e.g., Ref. (7, 19, 45)] (see top circle, Figure 1). In some predisposed individuals, these internal states and cognitive events are experienced and/or interpreted as external and current rather than internal and memory based, possibly as a result of biased source monitoring processes that have been shown to underpin hallucination proneness in numerous clinical and non-clinical studies [e.g., Ref. (6, 46)]. A central tenet of the CAV model is that the propensity to experience dissociative states is driven or exacerbated by a specific type of attachment pattern, namely, disorganized attachment. This attachment pattern was originally observed in the context of infant research where some infants were found to display disorganized and disoriented responses to separation and reunion from caregivers that appeared contradictory and inconsistent with the “organized” attachment patterns such as avoidant or anxious/ambivalent attachment previously identified [e.g., Ref. (47)]. Disorganization is the outcome of interactions in which the infant experiences the attachment figure as frightening, frightened, or dissociated in times of stress. The caregiver might act in ways that are confusing and unpredictable for the infant, rendering it difficult for them to develop an “organized” pattern of self-protection. According to Liotti (48), the infant experiences “fright without solution” at being confronted with the biological paradox that the attachment figure, the primary source of safety and protection, is also the source of the infant distress. There is evidence of associations between attachment disorganization and parental maltreatment (49), but the development of a disorganized attachment pattern could also be influenced by more subtle (but frequent or pervasive) disruptions in parental attunement, possibly caused by a range of adverse conditions and circumstances [e.g., parental poor mental health, trauma, and experiences of loss (49–54)]. Critically, disorganized attachment has been identified as a developmental antecedent of dissociation in response to later trauma (48, 55–57), a factor believed to contribute to one’s predisposition to experience hallucinations [e.g., Ref. (46, 58)].

Distress and Maintenance Component of the Model

In addition to implicating disorganized attachment in the processes leading to the formation of hallucinatory experiences, the CAV model proposes a distress maintenance cycle, whereby “organized” but insecure attachment working models influence the appraisals and cognitive-behavioral responses that could exacerbate voice-related distress and contribute to the maintenance of distressing voice-hearing experiences (see bottom circle, Figure 1). In terms of the distress maintenance cycle of distressing voice hearing, we suggest that, once voices develop, insecure attachment styles (which are influenced by early relational caregiver experiences) could also influence how voices are appraised, the way in which different voice hearers relate to their voices, and the subsequent cognitive-behavioral strategies that different voice hearers employ to control these experiences. While for the purpose of the model it appears that attachment patterns are categorically assigned to individuals, we recognize that there can be considerable overlap in attachment patterns and that allocating people into a specific attachment “category” is somewhat artificial; individuals can display characteristics associated with various attachment patterns (59).

Drawing from attachment and cognitive theories, the CAV predicts that high levels of anxious attachment in voice hearers’ relationship with their voices, or a general anxious attachment style (i.e., an attachment style characterized by beliefs that they need to rely on other people, negative beliefs about the self and an expectation that other people will let them down), will result in beliefs that voices are powerful, but also fluctuating beliefs about voice benevolence and malevolence. The voice-hearer relationship is likely to be characterized by hearer dependence and voice dominance, and the individual is likely to be hypervigilant and sensitive to the voices reaction to them. For example, in the context of command hallucinations, the hearer may follow through with the voice(s) command to please or appease the voice, but at the point that commands become more unreasonable or in conflict to a high degree with the hearer’s core values, s/he may fear rejection and even punishment. Those with anxious attachment styles and access to alternate attachment figures in the external social world will also increase proximity to, and dependence on, these individuals in response to voice hearing-related distress. Furthermore, an anxious attachment style would be associated with negative beliefs about the individual’s capacity to cope with the voice. In contrast, individuals with high levels of avoidant attachment in their relationships with their voices or relationships more broadly may hold malevolent beliefs about voices and may suppress and/or resist the voice, with this avoidant response ultimately maintaining negative beliefs and voices over time. For example, a hearer with avoidant attachment may believe that voices cannot be trusted and either attempt to distract themselves from the experience or fight back by being hostile and aggressive in response. A general avoidant attachment may serve to maintain voice-related distress by reducing the probability that individuals will develop new attachments or utilize social supports to help cope with distress.

In summary, attachment style influences the maintenance of voices via two routes: an engagement route (anxiously attached voice hearers may tend to “actively seek” the voices) and a suppression route (people employing different suppression strategies that ultimately fail via rebound effects). Within the model, disorganized attachment is conceptualized as a precursor to voice hearing. However, as the concept of disorganized attachment has been conceptualized in terms of high levels of anxious and avoidant attachment, it could be hypothesized that some individuals oscillate between an anxious and avoidant pattern of relating to voices.

EVIDENCE TO SUPPORT THE MODEL

Early Relational Trauma and Attachment

Attachment theory argues that insecure attachment styles arise from adverse childhood experience. Suboptimal caregiving, including both subtle but frequent disruptions in caregiving and more extreme experiences of neglect and abuse, has all been identified as predictors of attachment difficulties (60, 61). In terms of associations between specific types of experience and different attachment patterns, anxious attachment (or ambivalent attachment in infancy) has been associated with inconsistent parenting, typified by over intrusiveness and overt expressions of devotion followed by neglect (62). As the attachment figure’s responses are inconsistent, as opposed to completely rejecting, the preoccupied individual is hypothesized to develop a strategy of increasing negative affect in an attempt to elicit attention (28). Avoidant attachment has been associated with more consistent levels of neglect or uncaring and critical behavior from caregivers (63). As indicated above, there is evidence of associations between attachment disorganization and parental maltreatment (49), but the development of a disorganized attachment pattern could also be influenced by more subtle (but frequent or pervasive) disruptions in parental attunement, possibly caused by a range of adverse conditions and circumstances [e.g., parental poor mental health, trauma, and experiences of loss (49–54)].

These relationships have not been tested through longitudinal research in voice hearers, but a number of cross-sectional studies in psychosis report associations between earlier caregiving and insecure attachment (64–66). For example, in a sample of 80 people, Berry et al. (64) found a negative relationship association between participant reports of neglectful parental care and insecure avoidant attachment. The authors also compared levels of attachment across four different groups: 26 participants reporting trauma with significant others in childhood; 12 participants reporting trauma with significant others in adulthood only; 28 participants reporting traumatic interpersonal events involving non-significant others; and 14 participants reporting no traumatic interpersonal events. The groups differed in terms of attachment anxiety and there were higher levels of anxious attachment in people who experienced trauma with significant others in childhood. Unexpectedly, there were no group differences for attachment avoidance. Avoidant attachment has been characterized by a tendency to underreport distress (67), thus making it difficult to detect possible associations between interpersonal trauma and avoidant attachment. As discussed below, these associations between trauma and anxious attachment have been replicated in a recent study with voice hearers that also attempted to test a mediation model whereby insecure attachment mediates associations between earlier trauma and dimensions of voice hearing (68). Finally, in the largest study examining attachment profiles in psychosis to date, data from 588 participants who met criteria for non-affective psychosis showed that a disorganized attachment pattern was associated with a higher proportion of sexual and physical abuse and more severe positive symptoms compared to other attachment patterns (69), suggesting that disorganized attachment is a more putative attachment style compared to other types of attachment for positive symptoms. However, despite relatively robust evidence of associations between earlier relational trauma and attachment, it is important to note that not all people who have experienced trauma develop problematic attachment patterns [e.g., Ref. (54)], suggesting that other biological, psychological, or social resilience factors may be important in predicting later outcomes including the development of psychopathology and distressing voices.

Trauma and Dissociation

Despite the popularity of proposals arguing that the apparent link between dissociation and adverse life experiences may be artifactual, and accounted for by the high levels of fantasy proneness and other cognitive distortions observed in individuals with dissociative experiences [e.g., Ref. (70)], there is considerable evidence suggesting that dissociation is a pervasive psychological sequela of traumatic life experiences (38). For example, the findings of cross-sectional studies suggesting a robust association between histories of childhood abuse and adult dissociation [e.g., Ref. (71)] have been corroborated by a growing number of prospective investigations and studies that sought objective confirmation of self-reported trauma histories [for a review, see Ref. (38)]. Although heightened dissociation has been linked to a wide range of traumatic life experiences, empirical studies indicate that the risk of experiencing pervasive dissociative symptoms is particularly elevated in individuals exposed to severe interpersonal traumas, such as acts of abuse, maltreatment, or victimization perpetrated by close family members or significant others. For example, the findings of studies conducted in the context of Betrayal Trauma Theory, a theoretical model that views dissociation as an adaptive response that minimizes the distress and conflict faced when perpetrators are also the very same persons and/or institutions on which the victim depends for his/her survival or well-being (72), suggests that associations between dissociative phenomena and interpersonal traumatic experiences characterized by high interpersonal closeness is particularly robust relatively to those between dissociation and other types of traumas [e.g., Ref. (73, 74)]. In the light of this evidence, traumatic events that occur in the context of salient attachment relationships can be regarded as particularly influential to the development of dissociation and related phenomena, including hallucinatory experiences, as explained in subsequent sections.

Recent meta-analytic studies indicate that dissociative experiences are common among people experiencing psychosis (75), a finding that is not surprising in the light of the plethora of evidence reflecting high prevalence of interpersonal traumatic life experiences in this clinical population [e.g., Ref. (46)]. Several empirical studies suggest that the heightened levels of dissociation reported by people with psychosis relative to non-psychiatric controls are explained by trauma exposure [e.g., Ref. (46, 76, 77)], and therefore are unlikely to simply be a byproduct of psychotic symptoms presence. Similar findings were obtained in studies that specifically considered samples of clinical and non-clinical voice hearers [e.g., Ref. (46, 78–80)], with some notable non-replications (81, 82) that are possibly explained by a number of methodological drawbacks in these studies [insufficient statistical power and/or variance in trauma exposure; use of crude measures of trauma exposure; see Ref. (58)].

Attachment and Dissociation

Liotti (83) suggested that if infants experience interactions with parents exhibiting frightened/frightening behaviors as a result of their own unresolved loss or trauma this can create long-term vulnerabilities to dissociative disorders. Liotti (48) proposes that disorganized attachment in infancy reflects incoherent and confusing emotional and behavioral coping strategies in which the person is unable to resolve the conflict between simultaneously seeking safety from their attachment figure and avoiding distress from them. Liotti (48) suggests that in adulthood, when faced with a stressor, these incoherent coping strategies are activated causing reactions that mirror dissociative experiences in which an individual is unable to coherently integrate memories, consciousness, and self-identity. Although a detailed discussion of the neurobiology of attachment and the neurological effects of trauma is beyond the scope of this paper, it is possible that repeated exposure to relational traumas in childhood results in oversensitivity to threat in the context of later stressors, as smaller hippocampal and frontal volume lead to a predominance of amygdala-driven processing rather than hippocampal or frontal cortex-driven processes (84).

There is evidence of associations between reports of parental loss and later dissociation/absorption in offspring (83, 85). Prospective, longitudinal studies have found similar results in terms of developmental pathways to dissociation [e.g., Ref. (56, 57, 86, 87)]. For example, Ogawa et al. (57) examined dissociative behaviors and their relation to self-organization in 168 young adults at high risk of poor developmental outcomes due to poverty using a longitudinal design, which assessed traumatic life events, attachment quality, adaptational functioning, and dissociative symptomatology at five time points from birth to 19 years. In addition to age of onset, severity, and chronicity of trauma, disorganized and avoidant attachment to parents was a significant predictor for scores on all the measures of dissociative phenomena. Surprisingly, few studies have investigated associations between adult attachment and dissociation. One study investigating PTSD and dissociation in victimized female college students with and without a history of childhood abuse found that self-reported secure attachment style was negatively related to dissociation as measured by the DES [the most widely used questionnaire measure of dissociative experiences (34)], and self-reported preoccupied and fearful attachment were positively associated with dissociation (88). When victimization/abuse and the four attachment scores were entered into the same model, only fearful attachment uniquely contribution to dissociation. Dismissing-avoidant attachment was not significantly related to dissociation. The authors propose that their findings are consistent with Liotti’s (83) view that dissociation is better understood as a form of fear-based disorganization rather than emotional detachment. Although the study did not directly measure disorganized attachment, it has previously been argued that fearful attachment as assessed on self-report adult attachment questions has conceptual overlap with the concept of disorganized attachment in infancy and unresolved attachment on the Adult Attachment Interview (AAI) (32).

Dissociation, Source Monitoring, and Voices

There have been several proposals arguing that dissociation could represent a candidate process to explain the well-replicated association between trauma and the predisposition to experience psychotic symptoms, in particular hearing voices [e.g., Ref. (45, 89, 90)]. In recent years, a growing body of cross-sectional studies has examined the association between dissociative states and voice-hearing experiences across several clinical and non-clinical populations. Our recent systematic review and meta-analysis of this literature found robust associations between voice hearing and dissociation, which were observed not only in research with individuals with a diagnosis of schizophrenia and related psychoses but also in PTSD, DID, and non-clinical studies (58). There is also growing empirical evidence suggesting that dissociation mediates the relationship between childhood trauma and the proneness to hearing voices, a finding that has been already been independently replicated in both clinical (46, 79, 91) and non-clinical samples [e.g., Ref. (91, 92)]. In a recent prospective study, Geddes et al. (93) found that peritraumatic dissociation (meaning, the extent to which the victim dissociated during the traumatic event), in conjunction with other peritraumatic and trauma-related psychological variables, predicted the onset of hallucinatory experiences in survivors of interpersonal assaults. The exact processes through which dissociation might lead to the formation of hallucinatory experiences, and the extent to which the cognitive underpinnings of dissociation interact or overlap with those that promote hallucinatory experiences, remain a matter of theoretical debate as very few empirical investigations have attempted to tackle these research questions. In a rare study of this kind, Varese et al. (46) tested service users with psychosis on self-report measures of dissociation and experimental measures of reality discrimination (source monitoring). In this study, hallucinating individuals reported significantly higher levels of dissociation compared to both service users who were currently hallucination-free but had suffered from hallucinations in the past (in other word, individuals whose hallucinations were in remission), and service users with diagnoses in the schizophrenia spectrum who had never experienced hallucinations at any point of their lives. In contrast, the analyses of reality discrimination data indicated that the performance of hallucinating individuals and remitted hallucinators was significantly (and equally) more biased relative to service users who never experienced hallucinated perceptions. These findings suggest that heightened dissociation only characterized participants who were currently suffering from hallucinations rather than representing an enduring trait, whereas reality discrimination difficulties could be regarded as a trait-like vulnerability present in both current and remitted hallucinating individuals. Additional analyses of these data indicated that dissociation was unlikely to be directly responsible for the reality discrimination difficulties assessed in the context of this study; the reality discrimination scores of service users who presented with “pathological” levels of dissociative symptoms (94) were in fact no different than those of “non-dissociative” service users. Varese et al. (46) argue that this may reflect a possible “two-hit” model, in which dissociation triggers voices in those vulnerable to reality discrimination (or source monitoring) difficulties. In the lack of better evidence, the current representation of the CAV model reflects and incorporates the findings of this study, but we recognize that further investigations in this area are required to corroborate or clarify the interplay between dissociation and the cognitive underpinnings of hallucinatory experiences.

Attachment and Voices

There is substantial evidence that insecure attachment increases vulnerability to the development of mental health problems (28). For example, there is evidence from prospective research that insecure attachment increases vulnerability to PTSD (95) and mediates associations between childhood maltreatment and later anxiety and depression (96).

More specifically in the context of psychosis, Ponizovsky et al. (97) and Berry et al. (98) investigated adult attachment and symptoms in participants diagnosed with schizophrenia or related psychoses. Both research groups found associations between attachment anxiety and voices, but Ponizovsky and colleagues (97) also found relationships between attachment avoidance and voices. Bentall et al. (99) explored the issue of symptom specificity by examining relationships between childhood adversities and both paranoia and hallucinations with data from Adult Psychiatric Morbidity Survey. Using analyses that controlled for the covariation between paranoia and hallucinations, the authors found that childhood rape was specifically associated with hallucinations whereas being brought up in institutional care was associated with paranoia, but not with hallucinations. The authors argue that severe trauma increases vulnerability to voice hearing, whereas attachment disturbance increases susceptibility to paranoia. Wickham et al. (100) explored associations between attachment, paranoia, and hallucinations in people diagnosed with a schizophrenia-spectrum disorder and non-clinical controls. Similar to the findings of Bentall et al. (99), attachment was not correlated with hallucinations when controlling for paranoia.

However, research to date has focused on insecure attachment patterns and their association with psychotic symptoms as a disorganized attachment pattern has been difficult to measure using self-report measurement tools. However, researchers have long made conceptual links between disorganized attachment and voice-related distress, suggesting that high scores on the two organized attachment dimensions likely reflect a disorganized attachment pattern. Yet, specific correlates of disorganized attachment more specifically have only very recently been investigated. To the best of our knowledge, there are two studies that have attempted to explore disorganized attachment and voice-hearing correlates.

Using a covariance modeling approach to explore associations between attachment and non-clinical psychotic phenomena, MacBeth et al. (101) found that paranoia was predicted by an “organized” model consisting of attachment anxiety, avoidance, and interpersonal distancing strategies, whereas hallucinations were predicted by a more complex model represented by a combination of attachment anxiety and interpersonal affiliating strategies with attachment avoidance and interpersonal distancing strategies. The authors argue that the hallucinations model characterizes the contradictory and competing interpersonal strategies of a disorganized attachment pattern.

Bucci and colleagues (69) combined observations of 588 psychosis patients on the Psychosis Attachment Measure (98), the most frequently used self-report attachment measure in psychosis research, to examine associations between attachment patterns and positive psychotic symptoms (hallucinations and delusions). In line with CAV predictions, Bucci et al. (69) found that those with more frequent reports of trauma history, in particular sexual and physical abuse, and more frequent positive psychotic symptoms, were assigned to a disorganized attachment class using latent profile analysis.

Attachment, Beliefs about/Ways of Relating to Voices, and Voice-Related Distress

Berry et al. (102) explored associations between attachment and the nature of the person’s relationship with voices. The authors found evidence of associations between avoidance in attachment relationships and themes of rejection, criticism, and threat in relationships with voices. This study was novel in investigating attachment and voice hearing but was limited by the fact that themes from symptom assessments were used to derive the content of voices; participants were not specifically asked about the nature of their relationships with voices.

In a sample of 44 voice hearers, Robson and Mason (103) found that avoidant attachment was associated with voice intrusiveness (voice perceived by hearer as intrusive) and hearer distance (hearer relates to their voice from a position of distance), and anxious attachment was related to voice intrusiveness and hearer dependence (hearer relates to their voice from a dependent position). Furthermore, the relationship between insecure attachment and voice-related distress was mediated by voice malevolence and omnipotence. In a similar study involving 55 voice hearers, Pilton et al. (68) found that anxious attachment was associated with voice-related severity and distress and further dimensions of voice hearing including: voice omnipotence, voice dominance, voice intrusiveness, and hearer dependence, but there were no associations between avoidant attachment and voices. Pilton et al.’s (68) mediation analyses showed that anxious attachment mediated the relationship between childhood trauma and voice dimensions including voice-related severity, voice distress, voice malevolence, voice omnipotence, voice resistance, and hearer dependence. Consistent with Robson and Mason’s (103) research, further mediation analyses also found that the relationship between anxious attachment and voice-related distress was mediated by beliefs about voices including voice malevolence, voice omnipotence, and voice resistance. These findings suggest that anxious attachment may have a direct effect on voice-related distress but also influence voice-related distress via negative beliefs about voices and maladaptive ways of responding to voices.

The idea that people form specific attachments with voices also raises the question whether or not relationships with voices can be conceptualized as attachment relationships. There is evidence that, for some people, voices do provide a source of comfort from distress as well as companionship and that people anticipate and experience a sense of loss following reductions in voice hearing and when their voices are not present (104, 105). Speculatively, it may be particularly likely that voices take on an attachment quality if other social relationships diminish following the onset of psychosis.

THE ADDED VALUE OF THE MODEL

We recognize that there may be multiple routes to voices, but our model aims to clarify the nature of one of these possible pathways. The unique aspect of the CAV is the concept of attachment, and specifically the role of disorganized attachment and dissociative processes, in helping to explain the association between trauma and voice hearing. Although previous theories have highlighted the importance of trauma-related dissociation in voice hearing, one of the strengths of attachment theory is that it not only highlights the role of overtly abusive events but also emphasizes the role of more subtle childhood experiences in influencing the way individuals manage distressing emotions and relate to other people (106), which in turn may also influence susceptibility to voices.

A further advantage of the CAV is that it integrates vulnerability and maintenance distress models of voice hearing. Within the model disorganized attachment patterns increase vulnerability to hear voices, but secondary attachment strategies including insecure avoidant and anxious styles attachment styles influence belief appraisal processes, affect emotional regulation strategies and interpersonal relationships with both others in the social world and voices, once voices develop. Relatedly and perhaps less well articulated in the literature is the notion of secure attachment. Our own data suggest that a substantial proportion of people with psychosis have secure attachment styles (69), and our model predicts that such individuals would develop more psychologically healthy ways of thinking about and relating to their voices and seeking support from others in their social world, including mental health services. The CAV therefore has the potential to predict resilience to distressing voices as well as vulnerability and maintenance.

LIMITATIONS AND FURTHER RESEARCH

Further research is needed to investigate associations between specific childhood adversities and attachment, including disorganized attachment, which is not well captured by self-report measures of attachment styles. Bucci et al. (69) describe using a simple self-report measure of attachment to derive a measure of disorganized attachment using latent class analysis, but arguably we need processes for measuring disorganized attachment that more directly assess the concept and are more feasible to use in the context of large research studies than the AAI (107).

A more nuanced understanding of dissociation is also needed in the psychosis literature. Current definitions of dissociation are rather global and general whereby dissociation has traditionally been conceptualized as a unitary phenomenon (37). For example, the broad use of the term dissociation is often used to describe experiences ranging from relatively benign forms of psychological disengagement (e.g., absorption) to more pervasive dissociative experiences such as derealization, depersonalization and identity alteration. However, the concept of a dissociative continuum has been criticized for being overly generic (37). For example, Holmes et al. (36) argue that there are two different kinds of dissociation: detachment and compartmentalization. Detachment is defined as a state of consciousness that is removed from everyday experience and caused by a neurobiological response to threat (108). Compartmentalization is defined as an inability to deliberately control cognitive processes or behaviors that would normally be controllable and is caused by disturbances in processes underlying consciousness and mental control (109, 110). It is as yet unclear if disorganized attachment predisposes individuals to develop specific dissociative phenomena. Similarly, it is unclear which aspects of dissociation are important in determining the development of voice hearing. Whereas existing measures, such as the DES (34), might be regarded as well suited for the assessment of prototypical examples of dissociative detachment (e.g., experiences of depersonalization and derealization), no comprehensive measure of dissociative compartmentalization has been developed yet. This line of research will require the development of novel, purposely designed and psychometrically robust measures to assess dissociative detachment and compartmentalization. Furthermore, existing research has predominantly conceptualized AVHs as a unitary construct, despite indications that they may be phenomenologically heterogeneous experiences. Like in the case of dissociative experiences, researchers have proposed the existence of phenomenologically distinct subtypes of hearing voices, which are possibly characterized by different psychological underpinnings and might require different treatment approaches [e.g., Ref. (111–115)]. Research carried out to identify these phenomenologically distinct subtypes is, however, in its infancy. As this line of research develops, it will be possible to clarify whether the psychological processes outlined in the CAV model are applicable across different types of voices, or may be particularly implicated in certain subtypes (e.g., dialogical voices characterized by a specific identity, as voice hearers may be particularly prone to respond to these voices according to their attachment styles).

Finally, there is a growing call to examine resilience factors within the context of trauma and voice hearing. Secure attachment, which is shaped by biological, psychological, and social influences, may be an important resilience factor that both influences the likelihood of experiencing dissociation in response to trauma and/or how adaptively people respond to the voice hearing once it develops. Indeed, evidence that secure attachment is a potentially important resilience factor in preventing the development of PTSD following exposure to trauma (95), suggests it would be important to examine if these findings generalize to other trauma-related symptoms, such as dissociation and psychotic symptoms.

CLINICAL IMPLICATIONS

The model presented here has a number of clinical implications. First, the proposed model highlights the importance of asking voice hearers about their histories of relational trauma and experiences in attachment relationships (116, 117). Staff are likely to need further training and supervision in how to sensitively ask about, and response to, distressing disclosures of abuse and neglect in a psychologically informed way (117, 118). The CAV also emphasizes the overlap between relationships with voices and broader social relationships. This has the advantage of normalizing voice hearing and suggests that therapeutic strategies that have been shown to improve relationships in the social world might also be beneficial in voice hearing (119). In addition, Bowlby (120) conceptualized the therapeutic relationship as an attachment relationship and argued that effective psychotherapeutic intervention can provide an alternative interpersonal experience termed “corrective emotional experience,” affording individuals the opportunity to develop a broader range of interpersonal behaviors. Therapist sensitivity, responsiveness, reliability, and consistency are key to the development of a secure therapeutic base. In the context of voice hearing, once a “secure base” has been established and the person is willing, individuals may feel more comfortable to explore and process the links between previous relationships and relationships with voices. Perhaps most fundamentally, the possible role of attachment in voice hearing highlights the likely benefits of interventions that help children foster secure attachments and therefore stronger resilience to voice hearing in the first place. Indeed, randomized control trials demonstrate the effectiveness of attachment-based interventions for maltreating families (121). If disorganized attachment is critical in the developmental pathway of voice hearing, early identification of this vulnerability is crucial as working with a disorganized attachment patterns takes time, consistency, and persistence. Reliable and consistent boundaries are essential; consistent and predictable staff members and service response to incidents over time are needed to make it possible to develop a corrective attachment experience for individuals (122).

Given the finding that a significant proportion of voice hearers do have secure attachment styles [e.g., Ref. (69)], identifying resilience factors and adopting a strengths-based approach may also be important in clinical work and intervention development.

While it could be argued that some of the above implications are also indicated by the existing cognitive model of voice hearing, such as the importance of asking about trauma and exploring how the meaning from these experiences influences relating to voices, in line with the previous section, we argue that an attachment perspective provides added value both clinically and theoretically. Most notably, the fact that attachment theory is a universal theory of relationships, which applies to both voice hearers and mental health workers alike and emphasizes the functional nature of insecure attachment styles in the context of earlier relationships means that it has the potential to be less pathologizing than other models. Relatedly, attachment theory also provides a framework for conceptualizing the role of the mental health workers’ own relational histories and attachment styles within the therapeutic processes, including how these interact with those experiences and attachment patterns of voice hearers (122, 123).

CONCLUSION

It is important to understand the psychological mechanisms underlying voices so this can inform the development of psychological therapies for distressing voices (124). Here, we argue that the CAV model identifies the way in which the psychological mechanisms of attachment and dissociation might develop cognitive theories of voices. Other researchers have developed theories about the role earlier experiences in voice hearing without drawing on attachment theory, and other models have noted the importance of voices being understood as an interpersonal relationship, but this is the first attempt at integrating attachment theory within cognitive and dissociative frameworks for understanding voices.

Attachment theory does not, in itself, explain all instances of voice hearing- or voice-related distress. Nevertheless, we hope that we have argued that attachment theory, a key theory of emotional regulation and interpersonal relationships, should not be ignored when developing an understanding of how individuals cope with voice-related distress and relate to the voice-hearing experience.

AUTHOR CONTRIBUTIONS

All authors—development of ideas and writing paper.

REFERENCES

1. Waters F, Fernyhough C. Hallucinations: a systematic review of points of similarity and difference across diagnostic classes. Schizophr Bull (2017) 43(1):32–43. doi:10.1093/schbul/sbw132

2. Woods A, Jones N, Alderson-Day B, Callard F, Fernyhough C. Experiences of hearing voices: analysis of a novel. Lancet Psychiatry (2015) 2:323–31. doi:10.1016/S2215-0366(15)00006-1

3. Feinberg I. Efference copy and corollary discharge: implications for thinking and its disorders. Schizophr Bull (1978) 4:636–40. doi:10.1093/schbul/4.4.636

4. Waters F, Allen P, Aleman A, Fernyhough C, Woodward TS, Badcock JC, et al. Auditory hallucinations in schizophrenia and nonschizophrenia populations: a review and integrated model of cognitive mechanisms. Schizophr Bull (2012) 38(4):683–93. doi:10.1093/schbul/sbs045

5. Bentall RP. The illusion of reality: a review and integration of psychological research on hallucinations. Psychol Bull (1990) 107(1):82–95. doi:10.1037/0033-2909.107.1.82

6. Brookwell ML, Bentall RP, Varese F. Externalizing biases and hallucinations in source monitoring, self-monitoring and signal detection studies: a meta-analytic review. Psychol Med (2013) 43(12):2465–75. doi:10.1017/S0033291712002760

7. Longden E, Madill A, Waterman MG. Dissociation, trauma, and the role of lived experience: toward a new conceptualization of voice hearing. Psychol Bull (2012) 138(1):28–76. doi:10.1037/a0025995

8. Waters F, Woodward T, Allen P, Aleman A, Sommer I. Self-recognition deficits in schizophrenia patients with auditory hallucinations: a meta-analysis of the literature. Schizophr Bull (2012) 38(4):741–50. doi:10.1093/schbul/sbq144

9. Upthegrove R, Broome MR, Caldwell K, Ives J, Oyebode F, Wood SJ. Understanding auditory verbal hallucinations: a systematic review of current evidence. Acta Psychiatr Scand (2016) 133(5):352–67. doi:10.1111/acps.12531

10. Daalman K, Boks MP, Diederen KM, de Weijer AD, Blom JD, Kahn RS, et al. The same or different? A phenomenological comparison of auditory verbal hallucinations in healthy and psychotic individuals. J Clin Psychiatry (2011) 72(3):320–5. doi:10.4088/JCP.09m05797yel

11. Chadwick P, Birchwood M. The omnipotence of voices. A cognitive approach to auditory hallucinations. Br J Psychiatry (1994) 164(2):190–201. doi:10.1192/bjp.164.2.190

12. Chadwick P, Birchwood M. Cognitive therapy for voices. In: Haddock G, Slade PD, editors. Cognitive Behavioural Interventions for Psychotic Disorders. London: Routledge (1996). p. 71–85.

13. Morrison AP. A cognitive analysis of the maintenance of auditory hallucinations: are voices to schizophrenia what bodily sensations are to panic? Behav Cogn Psychother (1998) 26(04):289–302.

14. Morrison AP. The interpretation of intrusions in psychosis: an integrative cognitive approach to hallucinations and delusions. Behav Cogn Psychother (2001) 29(3):257–76. doi:10.1017/S1352465801003010

15. Mawson A, Cohen K, Berry K. Reviewing evidence for the cognitive model of auditory hallucinations: the relationship between cognitive voice appraisals and distress during psychosis. Clin Psychol Rev (2010) 30(2):248–58. doi:10.1016/j.cpr.2009.11.006

16. Varese F, Barkus E, Bentall RP. Dissociation mediates the relationship between childhood trauma and hallucination-proneness. Psychol Med (2012) 42(05):1025–36. doi:10.1017/S0033291711001826

17. Shevlin M, Murphy J, Read J, Mallett J, Adamson G, Houston JE. Childhood adversity and hallucinations: a community-based study using the National Comorbidity Survey Replication. Soc Psychiatry Psychiatr Epidemiol (2011) 46(12):1203–10. doi:10.1007/s00127-010-0296-x

18. Varese F, Barkus E, Bentall RP. Dissociative and metacognitive factors in hallucination-proneness when controlling for comorbid symptoms. Cogn Neuropsychiatry (2011) 16(3):193–217. doi:10.1080/13546805.2010.495244

19. Bentall RP, Fernyhough C. Social predictors of psychotic experiences: specificity and psychological mechanisms. Schizophr Bull (2008) 34(6):1012–20. doi:10.1093/schbul/sbn103

20. Steel C. Hallucinations as a trauma-based memory: implications for psychological interventions. Front Psychol (2015) 6:1262. doi:10.3389/fpsyg.2015.01262

21. Hardy A, Emsley R, Freeman D, Bebbington P, Garety PA, Kuipers EE, et al. Psychological mechanisms mediating effects between trauma and psychotic symptoms: the role of affect regulation, intrusive trauma memory, beliefs, and depression. Schizophr Bull (2016) 42(1):34–43. doi:10.1093/schbul/sbv175

22. Andrew E, Gray N, Snowden R. The relationship between trauma and beliefs about hearing voices: a study of psychiatric and non-psychiatric voice hearers. Psychol Med (2008) 38(10):1409–17. doi:10.1017/S003329170700253X

23. Birchwood M, Gilbert P, Gilbert J, Trower P, Meaden A, Hay J, et al. Interpersonal and role-related schema influence the relationship with the dominant ‘voice’ in schizophrenia: a comparison of three models. Psychol Med (2004) 34(08):1571–80. doi:10.1017/S0033291704002636

24. Bowlby J. Attachment and Loss. (Vol. I). London: Hogarth (1969).

25. Berry K, Bucci S. What does attachment theory tell us about working with distressing voices? Psychosis (2016) 8:60–71. doi:10.1080/17522439.2015.1070370

26. Bowlby J. Attachment and loss: retrospect and prospect. Am J Orthopsychiatry (1982) 52(4):664–78. doi:10.1111/j.1939-0025.1982.tb01456.x

27. Ainsworth MDS, Blehar MC, Waters E, Wall S. Patterns of attachment: A psychological study of the strange situation. Hillsdale, NJ: Erlbaum (1978).

28. Mikulincer M, Shaver PR. Attachment theory and emotions in close relationships: exploring the attachment-related dynamics of emotional reactions to relational events. Pers Relatsh (2005) 12(2):149–68. doi:10.1111/j.1350-4126.2005.00108.x

29. McConnell M, Moss E. Attachment across the life span: factors that contribute to stability and change. Aust J Educ Dev Psychol (2011) 11:60–77.

30. Berry K, Wearden A, Barrowclough C. Adult attachment styles and psychosis: an investigation of associations between general attachment styles and attachment relationships with specific others. Soc Psychiatry Psychiatr Epidemiol (2007) 42(12):972–6. doi:10.1007/s00127-007-0261-5

31. Crowell JA, Fraley RC, Shaver PR. Measurement of individual differences in adolescent and adult attachment. Handb Attach Theory Res Clin Appl (1999) 2:635.

32. Bartholomew K. Assessment of individual differences in adult attachment. Psychol Inq (1994) 5(1):23–67. doi:10.1207/s15327965pli0501_2

33. Waller NG, Ross CA. The prevalence and biometric structure of pathological dissociation in the general population: taxometric and behavior genetic findings. J Abnorm Psychol (1997) 106(4):499. doi:10.1037/0021-843X.106.4.499

34. Bernstein EM, Putnam FW. Development, reliability, and validity of a dissociation scale. J Nerv Ment Dis (1986) 174(12):727–35. doi:10.1097/00005053-198612000-00004

35. American Psychiatric Association (APA). Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC: American Psychiatric Association (2013).

36. Holmes EA, Brown RJ, Mansell W, Fearon RP, Hunter EC, Frasquilho F, et al. Are there two qualitatively distinct forms of dissociation? A review and some clinical implications. Clin Psychol Rev (2005) 25(1):1–23. doi:10.1016/j.cpr.2004.08.006

37. Brown RJ. Different types of “dissociation” have different psychological mechanisms. J Trauma Dissociation (2006) 7(4):7–28. doi:10.1300/J229v07n04_02

38. Dalenberg CJ, Brand BL, Gleaves DH, Dorahy MJ, Loewenstein RJ, Cardena E, et al. Evaluation of the evidence for the trauma and fantasy models of dissociation. Psychol Bull (2012) 138(3):550–88. doi:10.1037/a0027447

39. Frith C. The Cognitive Neuropsychology of Schizophrenia. London: Lawrence Erlbaum Associates (1992).

40. Larøi F and Woodward TS. Hallucinations from a cognitive perspective. Harv Rev Psychiatry (2007) 15:109–17.

41. Waters FA, Badcock JC, Michie PT, Maybery MT. Auditory hallucinations in schizophrenia: intrusive thoughts and forgotten memories. Cogn Neuropsychiatry (2006) 11:65–83. doi:10.1080/13546800444000191

42. Bentall RP, Slade PD. Reality testing and auditory hallucinations: a signal detection analysis. Br J Clin Psychol (1985) 24(Pt 3):159–69.

43. Johns LC, Rossell S, Frith C, Ahmad F, Hemsley D, Kuipers E, et al. Verbal self-monitoring and auditory verbal hallucinations in patients with schizophrenia. Psychol Med (2001) 31(4):705–15.

44. Bentall RP, Baker GA. Havers S. Reality monitoring and psychotic hallucinations. Br J Clin Psychol (1991) 30:213–22.

45. Moskowitz A, Corstens D. Auditory hallucinations: psychotic symptom or dissociative experience? J Psychol Trauma (2008) 6(2–3):35–63. doi:10.1300/J513v06n02_04

46. Varese F, Smeets F, Drukker M, Lieverse R, Lataster T, Viechtbauer W, et al. Childhood adversities increase the risk of psychosis: a meta-analysis of patient-control, prospective-and cross-sectional cohort studies. Schizophr Bull (2012) 8(4):661–71. doi:10.1093/schbul/sbs050

47. Main M, Solomon J. Discovery of an insecure-disorganized/disoriented attachment pattern. In: Brazelton TB, Yogman MW, editors. Affective Development in Infancy. Westport, CT: Ablex Publishing (1986). p. 95–124.

48. Liotti G. Trauma, dissociation, and disorganized attachment: three strands of a single braid. Psychother Theory Res Pract Train (2004) 41(4):472. doi:10.1037/0033-3204.41.4.472

49. Lyons-Ruth K, Jacobvitz D. Attachment disorganisation. In: Shaver JCPR, editor. Handbook of Attachment. Theory, Research and Clinical Implications. London: Guilford Press (1999). p. 520–54.

50. Cyr C, Euser EM, Bakermans-Kranenburg MJ, Van Ijzendoorn MH. Attachment security and disorganization in maltreating and high-risk families: a series of meta-analyses. Dev Psychopathol (2010) 22(01):87–108. doi:10.1017/S0954579409990289

51. Hesse E, Main M. Frightened, threatening, and dissociative parental behavior in low-risk samples: description, discussion, and interpretations. Dev Psychopathol (2006) 18(02):309–43. doi:10.1017/S0954579406060172

52. Lyons-Ruth K, Yellin C, Melnick S, Atwood G. Expanding the concept of unresolved mental states: hostile/helpless states of mind on the Adult Attachment Interview are associated with disrupted mother-infant communication and infant disorganization. Dev Psychopathol (2005) 17(1):1–23. doi:10.1017/S0954579405050017

53. Van Ijzendoorn MH. Adult attachment representations, parental responsiveness and infant attachment: a meta-analysis on the predictive validity of the Adult Attachment Interview. Psychol Bull (1995) 117:387–403. doi:10.1037/0033-2909.117.3.387

54. Van Ijzendoorn MH, Schuengel C, Bakerman-Kranenburg MJ. Disorganized attachment in early childhood: meta-analysis of precursors, concomitants, and sequelae. Dev Psychopathol (1999) 11(2):225–50. doi:10.1017/S0954579499002035

55. Carlson EA. A prospective longitudinal study of attachment disorganization/disorientation. Child Dev (1998) 69(4):1107–28. doi:10.2307/1132365

56. Dutra L, Bureau JF, Holmes B, Lyubchik A, Lyons-Ruth K. Quality of early care and childhood trauma: a prospective study of developmental pathways to dissociation. J Nerv Ment Dis (2009) 197(6):383–90. doi:10.1097/NMD.0b013e3181a653b7

57. Ogawa JR, Sroufe LA, Weinfield NS, Carlson EA, Egeland B. Development and the fragmented self: longitudinal study of dissociative symptomatology in a nonclinical sample. Dev Psychopathol (1997) 9(04):855–79. doi:10.1017/S0954579497001478

58. Pilton M, Varese F, Berry K, Bucci S. The relationship between dissociation and voices: a systematic literature review and meta-analysis. Clin Psychol Rev (2015) 40:138–55. doi:10.1016/j.cpr.2015.06.004

59. Fraley RC, Waller NG. Adult attachment patterns: a test of the typological model. In: Simpson JA, Rholes WS, editors. Attachment Theory and Close Relationships. New York, NY: Guilford Press (1998). p. 77–114.

60. Bifulco A, Moran PM, Ball C, Lillie A. Adult attachment style. II: its relationship to psychosocial depressive-vulnerability. Soc Psychiatry Psychiatr Epidemiol (2002) 37(2):60–7. doi:10.1007/s127-002-8215-0

61. Whiffen VE, Judd ME, Aube JA. Intimate relationships moderate the association between childhood sexual abuse and depression. J Interpers Violence (1999) 14(9):940–54. doi:10.1177/088626099014009002

62. Kobak RR, Cole HE, Ferenz-Gillies R, Fleming WS, Gamble W. Attachment and emotion regulation during mother-teen problem-solving: a control theory analysis. Child Dev (1993) 64:231–45.

63. Larose S, Bernier A, Tarabulsy GM. Attachment state of mind, learning dispositions, and academic performance during the college transition. Dev Psychol (2005) 41(1):281–89. doi:10.1037/0012-1649.41.1.281

64. Berry K, Barrowclough C, Wearden A. Adult attachment, perceived earlier experiences of care giving and trauma in people with psychosis. J Ment Health (2009) 18(4):280–7. doi:10.1080/09638230701879185

65. Mulligan A, Lavender T. An investigation into the relationship between attachment, gender and recovery from psychosis in a stable community-based sample. Clin Psychol Psychother (2010) 17(4):269–84. doi:10.1002/cpp.655

66. Tait L, Birchwood M, Trower P. Adapting to the challenge of psychosis: personal resilience and the use of sealing-over (avoidant) coping strategies. Br J Psychiatry (2004) 185:410–5. doi:10.1192/bjp.185.5.410

67. Dozier M, Lee SW. Discrepancies between self-and other-report of psychiatric symptomatology: effects of dismissing attachment strategies. Dev Psychopathol (1995) 7(1):217–26. doi:10.1017/S095457940000643X

68. Pilton M, Bucci S, McManus J, Hayward M, Emsley R, Berry K. Does insecure attachment mediate the relationship between trauma and voice-hearing in psychosis? Psychiatry Res (2016) 246:776–82. doi:10.1016/j.psychres.2016.10.050

69. Bucci S, Emsley R, Berry K. Attachment in psychosis: a latent profile analysis of attachment styles and association with symptoms in a large psychosis cohort. Psychiatry Res (2017) 247:243–9. doi:10.1016/j.psychres.2016.11.036

70. Merckelbach H, Muris P. The causal link between self-reported trauma and dissociation: a critical review. Behav Res Ther (2001) 39(3):245–54. doi:10.1016/S0005-7967(99)00181-3

71. Van Ijzendoorn MH, Schuengel C. The measurement of dissociation in normal and clinical populations: meta-analytic validation of the Dissociative Experiences Scale (DES). Clin Psychol Rev (1996) 16(5):365–82. doi:10.1016/0272-7358(96)00006-2

72. Freyd JJ. What juries don’t know: dissemination of research on victim response is essential for justice. Trauma Psychol Newsl (2008) 3:15–8.

73. Hulette AC, Kaehler LA, Freyd JJ. Intergenerational associations between trauma and dissociation. J Fam Violence (2011) 26(3):217–25. doi:10.1007/s10896-011-9357-5

74. Gómez JM, Kaehler LA, Freyd JJ. Are hallucinations related to betrayal trauma exposure? A three-study exploration. Psychol Trauma Theory Res Pract Policy (2014) 6(6):675. doi:10.1037/a0037084

75. O’Driscoll C, Laing J, Mason O. Cognitive emotion regulation strategies, alexithymia and dissociation in schizophrenia, a review and meta-analysis. Clin Psychol Rev (2014) 34(6):482–95. doi:10.1016/j.cpr.2014.07.002

76. Schäfer I, Harfst T, Aderhold V, Briken P, Lehmann M, Moritz S, et al. Childhood trauma and dissociation in female patients with schizophrenia spectrum disorders: an exploratory study. J Nerv Ment Dis (2006) 194(2):135–8. doi:10.1097/01.nmd.0000198199.57512.84

77. Schäfer I, Fisher HL, Aderhold V, Huber B, Hoffmann-Langer L, Golks D, et al. Dissociative symptoms in patients with schizophrenia: relationships with childhood trauma and psychotic symptoms. Compr Psychiatry (2012) 53:364–71. doi:10.1016/j.comppsych.2011.05.010

78. Goff DC, Brotman AW, Kindlon D, Waites M, Amico E. Self-reports of childhood abuse in chronically psychotic patients. Psychiatry Res (1991) 37(1):73–80. doi:10.1016/0165-1781(91)90107-Z

79. Perona-Garcelán S, Carrascoso-López F, García-Montes JM, Ductor-Recuerda MJ, López Jiménez AM, Vallina-Fernández O, et al. Dissociative experiences as mediators between childhood trauma and auditory hallucinations. J Trauma Stress (2012) 25(3):323–9. doi:10.1002/jts.21693

80. Perona-Garcelán S, García-Montes JM, Rodríguez-Testal JF, López-Jiménez AM, Ruiz-Veguilla M, Ductor-Recuerda MJ, et al. Relationship between childhood trauma, mindfulness, and dissociation in subjects with and without hallucination proneness. J Trauma Dissociation (2014) 15(1):35–51. doi:10.1080/15299732.2013.821433

81. Honig A, Romme M, Ensink B, Escher S, Pennings M, DeVries M. Auditory hallucinations: a comparison between patients and nonpatients. J Nerv Ment Dis (1998) 186(10):646–51. doi:10.1097/00005053-199810000-00009

82. Laddis A, Dell PF. Dissociation and psychosis in dissociative identity disorder and schizophrenia. J Trauma Dissociation (2012) 13(4):397–413. doi:10.1080/15299732.2012.664967

83. Liotti G. Disorganized/disoriented attachment in the etiology of the dissociative disorders. Dissociation Prog Dissociat Disord (1992) 5:196–204.

84. Read J, Fosse R, Moskowitz A, Perry B. The traumagenic neurodevelopmental model of psychosis revisited. Neuropsychiatry (2014) 4(1):65–79. doi:10.2217/npy.13.89

85. Hesse E, Van IJzendoorn MH. Parental loss of close family members and propensities towards absorption in offspring. Dev Sci (1998) 1(2):299–305. doi:10.1111/1467-7687.00045

86. Lyons-Ruth K, Dutra L, Schuder MR, Bianchi I. From infant attachment disorganization to adult dissociation: relational adaptations or traumatic experiences? Psychiatr Clin North Am (2006) 29(1):63. doi:10.1016/j.psc.2005.10.011

87. Sroufe LA. Attachment and development: a prospective, longitudinal study from birth to adulthood. Attach Hum Dev (2005) 7(4):349–67. doi:10.1080/14616730500365928

88. Sandberg DA. Adult attachment as a predictor of posttraumatic stress and dissociation. J Trauma Dissociation (2010) 11(3):293–307. doi:10.1080/15299731003780937

89. Altman H, Collins M, Mundy P. Subclinical hallucinations and delusions in nonpsychotic adolescents. J Child Psychol Psychiatry (1997) 38(4):413–20. doi:10.1111/j.1469-7610.1997.tb01526.x

90. Anketell C, Dorahy MJ, Shannon M, Elder R, Hamilton G, Corry M, et al. An exploratory analysis of voice hearing in chronic PTSD: potential associated mechanisms. J Trauma Dissociation (2010) 11(1):93–107. doi:10.1080/15299730903143600

91. Perona-Garcelán S, García-Montes JM, Ductor-Recuerda MJ, Vallina-Fernández O, Cuevas-Yust C, Pérez-Álvarez M, et al. Relationship of metacognition, absorption, and depersonalization in patients with auditory hallucinations. Br J Clin Psychol (2012) 51(1):100–18. doi:10.1111/j.2044-8260.2011.02015.x

92. Cole CL, Newman-Taylor K, Kennedy F. Dissociation mediates the relationship between childhood maltreatment and subclinical psychosis. J Trauma Dissociation (2016) 17(5):577–92. doi:10.1080/15299732.2016.1172537

93. Geddes G, Ehlers A, Freeman D. Hallucinations in the months after a trauma: an investigation of the role of cognitive processing of a physical assault in the occurrence of hallucinatory experiences. Psychiatry Res (2016) 246:601–5. doi:10.1016/j.psychres.2016.10.081

94. Waller N, Putnam FW, Carlson EB. Types of dissociation and dissociative types: a taxometric analysis of dissociative experiences. Psychol Methods (1996) 1(3):300. doi:10.1037/1082-989X.1.3.300

95. Woodhouse S, Ayers S, Field AP. The relationship between adult attachment style and post-traumatic stress symptoms: a meta-analysis. J Anxiety Disord (2015) 35:103–17. doi:10.1016/j.janxdis.2015.07.002

96. Bifulco A, Kwon J, Jacobs C, Moran PM, Bunn A, Beer N. Adult attachment style as mediator between childhood neglect/abuse and adult depression and anxiety. Soc Psychiatry Psychiatr Epidemiol (2006) 41(10):796–805. doi:10.1007/s00127-006-0101-z

97. Ponizovsky AM, Vitenberg E, Baumgarten-Katz I, Grinshpoon A. Attachment styles and affect regulation among outpatients with schizophrenia: relationships to symptomatology and emotional distress. Psychol Psychother (2013) 86(2):164–82. doi:10.1111/j.2044-8341.2011.02054.x

98. Berry K, Barrowclough C, Wearden A. Attachment theory: a framework for understanding symptoms and interpersonal relationships in psychosis. Behav Res Ther (2008) 46(12):1275–82. doi:10.1016/j.brat.2008.08.009

99. Bentall RP, Wickham S, Shevlin M, Varese F. Do specific early-life adversities lead to specific symptoms of psychosis? A study from the 2007 the adult psychiatric morbidity survey. Schizophr Bull (2012) 38(4):734–40. doi:10.1093/schbul/sbs049

100. Wickham S, Sitko K, Bentall RP. Insecure attachment is associated with paranoia but not hallucinations in psychotic patients: the mediating role of negative self-esteem. Psychol Med (2015) 45(07):1495–507. doi:10.1017/S0033291714002633

101. MacBeth A, Gumley A, Schwannauer M, Fisher R. Attachment states of mind, mentalization, and their correlates in a first-episode psychosis sample. Psychol Psychother Theory Res Pract (2011) 84(1):42–57. doi:10.1348/147608310X530246

102. Berry K, Wearden A, Barrowclough C, Oakland L, Bradley J. An investigation of adult attachment and the nature of relationships with voices. Br J Clin Psychol (2012) 51(3):280–91. doi:10.1111/j.2044-8260.2011.02027.x

103. Robson G, Mason O. Interpersonal processes and attachment in voice hearers. Behav Cogn Psychother (2015) 43(6):655–68. doi:10.1017/S1352465814000125

104. Chin JT, Hayward M, Drinnan A. Relating to voices: exploring the relevance of this concept to people who hear voices. Psychol Psychother (2009) 82(1):1–17. doi:10.1348/147608308X320116

105. Moritz S, Favrod J, Andreou C, Morrison AP, Bohn F, Veckenstedt R, et al. Beyond the usual suspects: positive attitudes towards positive symptoms is associated with medication noncompliance in psychosis. Schizophr Bull (2013) 39(4):917–22. doi:10.1093/schbul/sbs005

106. Read J, Gumley A. Can attachment theory help explain the relationship between childhood adversity and psychosis? Attach New Dir Psychother Relation Psychoanal (2008) 2(1):1–35.

107. George C, Kaplan N, Main M. The Adult Attachment Interview. Berkeley, CA: University of California (1985).

108. Sierra M, Berrios GE. Depersonalization: neurobiological perspectives. Biol Psychiatry (1998) 44(9):898–908. doi:10.1016/S0006-3223(98)00015-8

109. Brown RJ. Psychological mechanisms of medically unexplained symptoms: an integrative conceptual model. Psychol Bull (2004) 130(5):793. doi:10.1037/0033-2909.130.5.793

110. Brown RJ. Dissociation and somatoform disorders. In: Kennedy F, Kennerley H, Pearson D, editors. Cognitive Behavioural Approaches to the Understanding and Treatment of Dissociation. London: Routledge (2013). p. 133–147.

111. Jones SR. Do we need multiple models of auditory verbal hallucinations? Examining the phenomenological fit of cognitive and neurological models. Schizophr Bull (2010) 36(3):566–75. doi:10.1093/schbul/sbn129

112. Dodgson G, Gordon S. Avoiding false negatives: are some auditory hallucinations an evolved design flaw? Behav Cogn Psychother (2009) 37(03):325–34. doi:10.1017/S1352465809005244

113. Garwood L, Dodgson G, Bruce V, McCarthy-Jones S. A preliminary investigation into the existence of a hypervigilance subtype of auditory hallucination in people with psychosis. Behav Cogn Psychother (2015) 43(01):52–62. doi:10.1017/S1352465813000714

114. McCarthy-Jones S, Trauer T, Mackinnon A, Sims E, Thomas N, Copolov DL. A new phenomenological survey of auditory hallucinations: evidence for subtypes and implications for theory and practice. Schizophr Bull (2014) 40(1):231–5. doi:10.1093/schbul/sbs156

115. McCarthy-Jones S, Thomas N, Strauss C, Dodgson G, Jones N, Woods A, et al. Better than mermaids and stray dogs? Subtyping auditory verbal hallucinations and its implications for research and practice. Schizophr Bull (2014) 40(4):S275–84. doi:10.1093/schbul/sbu018

116. Corstens D, Longden E, May R. Talking with voices: exploring what is expressed by the voices people hear. Psychosis (2012) 4(2):95–104. doi:10.1080/17522439.2011.571705

117. Read J, Hammersley P, Rudegeair T. Why, when and how to ask about childhood abuse. Adv Psychiatr Treat (2007) 13(2):101–10. doi:10.1192/apt.bp.106.002840

118. Toner J, Daiches A, Larkin W. Asking about trauma: the experiences of psychological therapists in early intervention services. Psychosis (2013) 5(2):175–86. doi:10.1080/17522439.2012.697484

119. Meaden A, Keen N, Aston R, Barton K, Bucci S. Cognitive Therapy for Command Hallucinations: An Advanced Practical Companion. London: Routledge (2012).

120. Bowlby J. A Secure Base: Clinical Applications of Attachment Theory. London: Routledge (1988).

121. Cicchetti D, Rogosch FA, Toth SL. Fostering secure attachment in infants in maltreating families through preventive interventions. Dev Psychopathol (2006) 18(03):623–49. doi:10.1017/S0954579406060329

122. Bucci S, Roberts NH, Danquah AN, Berry K. Using attachment theory to inform the design and delivery of mental health services: a systematic review of the literature. Psychol Psychother (2015) 88(1):1–20. doi:10.1111/papt.12029

123. Degnan A, Seymour-Hyde A, Harris A, Berry K. The role of therapist attachment in alliance and outcome: a systematic literature review. Clin Psychol Psychother (2016) 23(1):47–65. doi:10.1002/cpp.1937

124. Thomas N, Hayward M, Peters E, van der Gaag M, Bentall RP, Jenner J, et al. Psychological therapies for auditory hallucinations (voices): current status and key directions for future research. Schizophr Bull (2014) 40(4):S202–12. doi:10.1093/schbul/sbu037

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2017 Berry, Varese and Bucci. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cover.jpg
frontiers
in Psychiatry

Cognitive Attachment Model of
Voices: Evidence Base and
Future Implications





OPS/images/fpsyt-08-00111-g001.jpg
VULNERADILITY MODEL

=
o M
e
S| [
(Phsica semalor | 3M4/0F| frequent anomaes
o, e
=
s
'
—
=
e !
= T
el
o i,
—
=
T =
=

Natsipivecopire Naladapie sporsatsl
ctaingwaysof et e heaog
Tovicedathers) pernces
Nogatn afctand igh
Tewsof hyicopal
o

'MAINTENANCE / DISTRESS MODEL





OPS/images/logo.jpg
Ghesk for

i@





