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ABSTRACT

Introduction: Visual hallucinations (VH) are more common than previously thought and are linked to higher levels of distress 

and disability in people with a psychotic illness. Despite this, scant attention has been given to VHs in the clinical literature, and 

the few therapy case series of cognitive behavioural therapy (CBT) published to date have not demonstrated reliable change. In 

other areas of clinical research, problematic mental imagery has been found to be more strongly related to negative affect in psy-

chological disorders than negative linguistic thinking, and imagery focused techniques have commonly been found to improve 

the outcomes in CBT trials. Given VHs have many similarities with visual mental imagery and many of the distressing beliefs 

associated with VHs targeted in CBT are maintained by accompanying mental imagery (i.e., imaging a hallucinated figure at-

tacking them), it seems plausible that an imagery- focused approach to treating VHs may be most effective.

Methods: The current study is a multiple baseline case series (N = 11) of a 10- session imagery- focused therapy for VH in a trans-

diagnostic sample.

Results: The study had good attendance and feedback, no adverse events and only one [seemly unrelated] drop- out, suggesting 

good feasibility, safety and acceptability. The majority of clients reported reduction on both full- scale measures (administered 

at 3 baselines, midtherapy, posttherapy and 3- month follow- up) and weekly measures of VH severity and distress, ranging from 

medium to large effect sizes.

Conclusions: The case series suggests that an imagery- focused approach to treating VHs may be beneficial, with a recommen-

dation for more rigorous clinical trials to follow.

1   |   Introduction

Visual hallucinations (VHs, or commonly referred to as ‘visions’ 

by those who experience them) are the perception of visual enti-

ties in the absence of corresponding external stimuli. These are 

common in psychotic disorders, other mental health disorders 

and the general population. Approximately 27% of people with 

schizophrenia (Dudley et  al.  2013; Waters et  al.  2014), 81% of 

transdiagnostic help- seeking voice hearers (Badcock et al. 2021) 

and 17% of the healthy population (with 85% reporting some 

anomalous visual experiences; Aynsworth et al. 2023; Collerton 

and Dudley 2004) report having experienced VHs. The content of 

VHs is fairly consistent across different diagnostic groups, with 

complex human figures (shadowy or fully formed), faces and 

animals most commonly reported (Dudley et al. 2013; Larøi and 

Van Der Linden 2005; Lindal, Stefansson, and Stefansson 1994; 
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Linszen et al. 2022; Manford and Andermann 1998; van Ommen 

et al. 2019). In psychosis, the presence of VHs is associated with 

higher distress, disability, suicidality, hospital admissions and 

overall worse global severity of illness (Chouinard et al. 2019; 

Mueser, Bellack, and Brady 1990; Oorschot et al. 2012). Despite 

the commonality of these distressing experiences and their 

detrimental impact on overall wellbeing, compared with voice 

hearing (‘auditory verbal hallucinations’), relatively scant clin-

ical research has been conducted on VHs, with psychological 

treatment research limited to a small number of case studies 

(Callcott et  al.  2010; Hutton, Morrison, and Taylor  2012) and 

case series (Thomson et al. 2017; Wilson et al. 2016). Although 

there are limited intervention studies, there is some agreement 

that symptom- specific interventions for psychotic- like experi-

ences such as hallucinations may be more effective than cog-

nitive behavioural therapy for psychosis (CBTp) more broadly 

(Wilson et  al.  2016). Furthermore, clinical trials delivering 

CBT targeting distressing voices have generally reported larger 

effect sizes with regard to reductions in voice- related distress 

than those in reported in CBTp trials (e.g., Hayward et al. 2021; 

Paulik et al. 2019).

The cognitive behavioural model that has guided CBT as the 

treatment of choice in the three main case series to date was 

developed upon the evidence that the distress associated with 

VHs is more strongly linked to the person's appraisals of the VH, 

rather than the content per se (Dudley et  al.  2012; Gauntlett- 

Gilbert and Kuipers  2005). For most people who report these 

experiences, the content is rather mundane, a shadowy human 

figure or face. However, those who may believe the VH is an 

imminent safety threat (i.e., will attack them), an omen for 

pending threat, or perhaps a sign of ‘madness’ (and associated 

negative beliefs, of being hospitalised), the resulting distress is 

high. Furthermore, ‘safety seeking behaviours’, such as avoid-

ing or escaping the perceived stimuli, prevent the person from 

testing out and disconfirming these negative appraisals (Dudley 

et  al.  2012; Gauntlett- Gilbert and Kuipers  2005). Thus, tradi-

tional CBT strategies, such as psychoeducation, normalisation, 

thought challenging, behavioural exposure and experiments, 

have been utilised in the two CBT for VHs case series conducted 

to date (i.e., Thomson et al. 2017; Wilson et al. 2016). However, 

the outcomes with regard to VH severity have been varied, and 

where improvements were reported, these were modest effect 

sizes. This suggests that the mechanisms being targeted by the 

therapy or the strategies/techniques being utilised to achieve 

change in therapy require revision or refinement. Over the past 

two decades, the study of the role of mental imagery in the de-

velopment and maintenance of mental health difficulties has 

received growing attention.

Mental imagery is ‘characterised by a subjective resemblance 

to sensory impressions, as if “seeing with the mind's eye” or 

“hearing with the mind's ear”’ (Ng et  al.  2015). Problematic 

mental imagery has been found to be more strongly related to 

negative affect in psychological disorders than negative linguis-

tic thinking (Holmes and Mathews 2010). Most commonly, prob-

lematic imagery can take the form of excessive negative imagery. 

However, an absence of positive imagery (such as in depression), 

or the presence of dysfunctional positive imagery (such as in 

self- harm/suicide), can also be problematic (Paulik et al. 2024). 

There has been recent clinical research into almost all psycho-

logical disorders looking at the prevalence, phenomenology and 

effects of mental imagery on illness severity. Subsequently, re-

searchers have incorporated imagery- focused strategies into 

psychological therapies (predominantly within a broad CBT 

framework) as either the primary driver of change (e.g., through 

mentally rescripting flashback memories of trauma in PTSD) 

or to amplify the effectiveness of other cognitive behavioural- 

based strategies (see Ji et al. 2016; Pearson et al. 2015; Schwarz 

et al. 2020). Examples of the use of mental imagery in CBT in-

clude the following: imagery- enhanced thought records (i.e., 

McEvoy et  al.  2018), where mental negative images and asso-

ciated beliefs or predictions are recorded by the client and be-

come the target in cognitive and behavioural interventions; safe 

place imagery (Hackmann, Bennett- Levy, and Holmes 2011), in 

which clients build a sense of safety by developing a safe place in 

their imagination; compassionate imagery (Gilbert 2009), which 

is an emotion- regulation technique involving visualisation of a 

person, animal or object offering one compassion; attachment—

of ‘felt security’—imagery (Newman- Taylor, McSherry, and 

Stopa 2019), where the client visualises connecting with and re-

ceiving emotional support from a safe other, to generate feelings 

of safety and connectedness; and imagery rescripting (Holmes, 

Arntz, and Smucker 2007), which works to reduce the frequency 

and distress of intrusive cognitions (such as flashbacks or imag-

inings of future events) by mentally connecting with the original 

image and then changing the ending to evoke safer associated 

beliefs and emotions.

Imagery- focused interventions have been used in psychosis pop-

ulations and to target psychosis- like experiences in transdiag-

nostic samples. Three case series and an open trial have shown 

that imagery rescripting applied to traumatic memories related 

to distressing voices (auditory verbal hallucinations) leads to a 

meaningful and reliable reduction in PTSD symptomatology (such 

as flashbacks) and voice distress and severity (Clarke, Kelly, and 

Hardy 2022; Ison et al. 2014; Paulik, Steel, and Arntz 2019; Strachan 

et al., forthcoming). In another case series, Taylor et al. (2019) and 

Taylor, Bee, et al. (2020) targeted mental imagery associated with 

paranoia in people with psychosis (‘iMAgery focused therapy for 

Psychosis’; iMAPS). The iMAPS approach adapted an existing 

imagery model (Hales et al. 2015), adding a focus on the role of 

schemas (Taylor and Harper 2017; Taylor, Haddock, et al. 2020), 

a wider longitudinal case formulation, and bringing together a 

range of imagery focused techniques in one protocol, which was 

acceptable in terms of uptake, attendance and so forth. Another 

recent case series found that attachment- focused imagery tech-

niques (e.g., establishing a sense of safety through ‘felt security’ 

imagery; Newman- Taylor  2020; Sood, Carnelley, and Newman- 

Taylor 2021) are acceptable (Airey, Berry, and Taylor 2023).

VHs are often accompanied by distressing mental imag-

ery (e.g., Morrison et  al.  2002), which may also drive the 

Summary

• Distress associated with visual hallucinations and 
accompanying mental imagery can potentially be re-
duced in psychological therapy by directly targeting 
these cognitive experiences using imagery- modifying 
techniques.
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negative beliefs and distress associated with the experience. 

For instance, a hallucinated figure may be accompanied by 

the mental image of this figure attacking them. However, 

associated mental imagery has been omitted from previous 

cognitive behavioural models of VHs and existing therapy ap-

proaches. Therefore, we anticipate working with associated 

mental imagery in CBT for VHs may improve outcomes. In 

addition, VHs share many characteristics with visual men-

tal imagery such as overlapping neurological underpinnings 

(Waters, Barnby, and Blom  2021), and so targeting the VHs 

themselves using imagery- focused strategies may also be ef-

fective in modifying the associated beliefs, or indeed the VH 

itself. For example, in a metacognitive exercise, a therapist 

could guide a client to image putting the VH on a TV screen 

and using a ‘magical’ remote control to modify the VH in a 

humorous or neutralising way (e.g., having the hallucinated 

figure dance, go ice skating and shrink). These imagery tech-

niques applied to VH could give the client a sense of control 

over the image, while also helping to associate the image 

with safe beliefs and emotions, such as ‘the figure is safe’ and 

humour/laughter. When exploring VHs using an adapted 

imagery- enhanced CBT formulation, in addition to using 

imagery- focused strategies to increase a sense of control over 

the VH, certain traumatic events that may be directly (e.g., 

seeing the face of an abuser) or indirectly related to the VH 

can be addressed using imagery rescripting (Morina, Lancee, 

and Arntz 2017).

The current study describes a multiple baseline, naturalistic 

case series evaluating an imagery- focused intervention for dis-

tressing VHs in a transdiagnostic, help seeking group of pa-

tients. The primary aim was to determine the feasibility, safety 

and acceptability, with a secondary aim to explore preliminary 

clinical outcomes.

2   |   Method

2.1   |   Design

A single- arm, multiple baseline, open trial study, case- series 

design, was used with weekly assessments (administered at 

baselines 1, 2 [the week between assessment and Session 1] and 

3/Session 1, Sessions 2–8, postintervention and at 3- month fol-

low- up) for a set of brief measures and 4 assessment points for 

longer measures (preintervention, midintervention, postinter-

vention and 3- month follow- up).

2.2   |   Service Setting

The clinical data reported here are taken from participants 

attending Perth Voices Clinic (PVC) for therapy to work on 

distressing VHs. PVC is a transdiagnostic psychological as-

sessment, treatment and research clinic for people who have 

distressing hallucinatory experiences. Ethical approval for use 

of outcome data from Perth Voices Clinic for service evalua-

tion was obtained by the Murdoch University Human Research 

Ethics Committee (Reference 2016/089). All participants gave 

written informed consent for their de- identified clinical data to 

be utilised.

2.3   |   Participants

Participants were referred to the PVC and offered the oppor-

tunity to take part in the evaluation and receive the therapy. 

Participants were considered eligible if they (a) presented at PVC 

and were currently experiencing distressing VHs and (b) pro-

vide informed participant consent. Exclusion criteria for PVC 

includes being in an acute phase of psychosis or having residual 

delusions or thought disorder impairing their ability to engage 

in therapy (as indicated by a score of 5 or above on either the 

Unusual Thought Content or Conceptual Disorganization items 

of the Brief Psychiatric Rating Scale; Ventura et al. 1993).

2.4   |   Feasibility, Safety and Acceptability

Feasibility was assessed by recording rates of session atten-

dance. We set a criteria of attending at least 6 of the 10 sessions 

as reflecting a reasonable attendance.

Safety was assessed through monitoring adverse events for se-

verity, relatedness to study procedures and expectancy (Grant 

et al. 2018). Examples of serious adverse events include formal 

complaints about therapy, crisis referrals, hospital admissions, 

violence incidence initiated by participant, suicide attempts and 

deaths. The therapist and clinical supervisor determined the 

event severity and if it was deemed related to therapy (based on 

the participant's reflections and temporal relationship with ther-

apy related activity and whether the event was unexpected given 

the participant's current and past context).

Acceptability was based on verbal feedback from participant on 

their level of satisfaction at the end of therapy.

2.5   |   Measures

We did not specify a primary outcome, as one of the aims of the 

study was to identify a suitable primary outcome for a larger 

study (Lancaster, Dodd, and Williamson  2004). The recorded 

diagnosis was provided by the referring doctor (either general 

practitioner or psychiatrist).

2.5.1   |   VH Frequency and Distress

Two single items on visions were obtained weekly (Baseline 1/

after the assessment session, Baseline 2/week between assess-

ment and Session 1 and Baseline 3/during Session 1 and weekly 

at Sessions 2–8, posttherapy and at 3- month follow- up): (1) fre-

quency (0–6, 0 = ‘not present’, 6 = ‘continuous’) and (2) average 

voice- related distress (0–100, where 100 is the maximum dis-

tress). As there are no comprehensive measures of VH severity 

developed, the Hamilton Program for Schizophrenia Voices 

Questionnaire (HPSVQ) for voices (Kim et al. 2010) was adapted 

for the assessment of VHs, with the word ‘visions’ replacing the 

word ‘voices’ for each item, and the wording of response op-

tions modified to fit visual rather than auditory experiences (see 

the supporting information and HPSVQ below). This measure 

was administered along with secondary outcome measures at 

pretherapy, midtherapy, posttherapy and 3- month follow- up. 
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The Hamilton Visions questionnaire Cronbach's alpha at initial 

assessment was 0.722, which is acceptable.

2.5.2   |   PTSD Symptoms

The Posttraumatic Diagnostic Scale for DSM- 5 (PDS- 5) com-

prises 22- items with a 5- point scale ranging from 0 (not at all) to 

4 (6 or more times a week/severe; Foa et al. 2016). The PDS- 5 total 

score was used to assess PTSD symptom severity, which has 

strong internal consistency (α = 0.95) and 1- month test–retest 

reliability (r = 0.90) in trauma- affected samples (Foa et al. 2016).

2.5.3   |   Voice Severity

The HPSVQ was used to measure voice severity (Kim et al. 2010; 

Van Lieshout and Goldberg  2007). The HPSVQ is a 13- item 

measure with a 5- point rating scale ranging from 0 (least severe/

impairing) to 4 (most severe/causes the largest amount of dis-

ruption), with the addition of scores on items 1–9 forming the 

total severity score. The HPSVQ has strong internal consistency 

(α = 0.83–0.94), concurrent validity and 1- week test–retest reli-

ability (ICC = 0.84) in voices hearing samples with schizophre-

nia (Kim et al. 2010).

Depression Anxiety and Stress Scale- 21 (DASS; Lovibond and 

Lovibond 1995) is a 21- item self- report questionnaire assessing 

affect and distress, providing a score for depression, anxiety and 

stress. Each item is rated on a 0–3 scale (0 = do not apply to me 

at all, 3 = applied to me very much/most of the time, over the past 

week). The DASS- 21 has demonstrated excellent internal consis-

tency and concurrent validity (Antony et al. 1998) and adequate 

construct validity (Henry and Crawford 2005).

Imagery Characteristics (Visual Analogue Scale) is a 5- item 

self- report measure (Holmes et  al.  2016) of the visual char-

acteristics of a mental image identified in assessment to be 

related to VHs, such as how compelling, how vivid, how real 

and so forth. Items are rated on a scale from 1 (not at all) to 

10 (extremely).

The Brief Core Schema Scales (BCSS; Fowler et al. 2006) were 

used measure and assess if there was a shift in negative or posi-

tive beliefs about self and others from pretherapy to posttherapy, 

as such beliefs are often targeted in imagery- rescripting of re-

lated memories.

Distress related to VH/associated mental image was rated before 

and immediately after the imagery exercise (pre and post) was 

completed each session (0%–100%, 0 = no distress, 100 = maxi-

mum distress). We calculated the difference in distress for each 

session.

2.6   |   Additional Measures

2.6.1   |   Socio- Demographic Questionnaire

A brief self- report demographic questionnaire was administered 

at baseline only.

2.6.2   |   Plymouth Sensory Imagery Questionnaire 

(Psi- Q; Andrade et al. 2014)

The Psi- Q is a self- report measure of the clarity of mental im-

ages. Each item is answered on an 11- point Likert scale, rang-

ing from no mental image to clear and alive, like in real life. We 

only included the five questions pertaining to the visual modal-

ity, at baseline, and used to help understand each participant's 

strength of visual mental imagery.

2.7   |   Procedure and Intervention

Participants were given the full- scales measures at 6 differ-

ent time points as part of the routine outcome assessments 

for the clinic: (1) Baseline 1 (given at the assessment session), 

(2) Baseline 2 (1 week after Baseline 1), (3) Baseline 3 (1 week 

after Baseline 2, given at the first therapy session), (4) midther-

apy (completed during the 5th therapy session), (5) posttherapy 

(completed at Session 10) and (6) at 3- month follow- up.

The number of therapy sessions included in this case series was 

chosen based on the national funding model for clinical psychol-

ogy in private practice in Australia (Medicare), which funds 10 

sessions per year, which used for assessment (1), therapy (8) and 

wrap up (1). Two participants completed an additional therapy 

session because therapy targets identified in the clinical formu-

lation had not yet been met. At baseline, participants underwent 

a psychological assessment of their current and previous mental 

health (focusing primarily on their experience of visions, associ-

ated mental imagery and other unusual perceptual experiences) 

and of their developmental history, aiming to obtain information 

on their related trauma history. There were eight active therapy 

sessions. Each session began with the weekly items. The first 

session included the following: (1) developing a collaborative 

formulation with the participant using the formulation template 

(see Figure 1), using the participants results from the ‘The Brief 

Core Schema Scales’ to help guide discussions around underly-

ing/associated beliefs where helpful; (2) setting therapy goals 

(example goals: [a] a better understanding of VH, [b] increased 

sense of control over VH, [c] reducing distress associated with 

VH and [d] working with meaning of image/hallucination and 

underlying negative belief); (3) giving psychoeducation on what 

imagery- focused therapy for visions is and how it works.

The next seven sessions entailed one to two imagery focused 

exercises/rescripts per session (details of imagery exercises in 

Table  1; therapy protocol available on request), and they were 

asked to rate their distress relating to the VH/associated men-

tal image both before and after completing the imagery- related 

exercise.

Participants were encouraged to practise the imagery exercise 

done in session as homework (unless it was an imagery rescript of 

an associated trauma memory, and then no homework was set) and 

given a homework sheet (including predistress and postdistress 

ratings and reflections on what the exercise taught them about 

their VHs). To assist with homework, participants were given 

the option to audio record the guided imagery exercise with their 

therapist in session to be able to listen again. Therapy ended with 

a wrap up session, with final assessment measures completion 

 1
0

9
9

0
8

7
9

, 2
0

2
4

, 3
, D

o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n

lin
elib

rary
.w

iley
.co

m
/d

o
i/1

0
.1

0
0

2
/cp

p
.2

9
9

3
 b

y
 T

est, W
iley

 O
n

lin
e L

ib
rary

 o
n

 [1
4

/0
5

/2
0

2
4

]. S
ee th

e T
erm

s an
d

 C
o

n
d

itio
n

s (h
ttp

s://o
n

lin
elib

rary
.w

iley
.co

m
/term

s-an
d

-co
n

d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v

ern
ed

 b
y

 th
e ap

p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



5 of 16

(questionnaires completed prior in the waiting area), feedback and 

a discussion about relapse prevention and future goals.

3   |   Statistical Analysis

The study evaluation focused on feasibility, through assessing the 

number of therapy sessions attended, number of dropouts and any 

adverse effects of therapy reported. Descriptive statistics for the 

outcome measures are reported. Key variables are presented in the 

figures, with visual inspection utilised to establish if the beginning 

of therapy sessions also coincided with improvements in measured 

variables. Following guidance for pilot studies (Lancaster, Dodd, 

and Williamson 2004), the study analysis did not include the re-

porting of p values and focuses on descriptive statistics. Cohen's d 

was calculated by dividing the mean change in individual scores 

(from baseline to 3- month follow- up) by the standard deviation of 

the change scores Cohen (1977). This was calculated as Cohen's 

d = (Mpre − Mpost)/SD (Mpre − Mpost) where ‘pre’ is the initial assess-

ment scores and ‘post’ is the end of therapy scores. This was also 

repeated for the 3- month end of therapy follow- up scores. The ef-

fect sizes interpretation is as follows: small effect (d = 0.2), medium 

(d = 0.5) and large (d = 0.8).

4   |   Results

4.1   |   Feasibility of Recruitment

Eleven participants commenced therapy at PVC between May 

2021 and January 2023, with 10 completing. Demographic in-

formation for participants is presented in Table 2. Individuals 

FIGURE 1    |    Clinical formulation template (with participant example) for imagery- focused therapy for visual hallucinations.
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who presented for therapy targeting distressing visions at PVC 

were assessed for suitability (inclusion and exclusion criteria 

outlined above) through a brief triage call and subsequently 

during their assessment session by their treating clinician 

(author: GP). There was only one participant referred specif-

ically for the treatment of VHs who was not deemed suitable 

based on the exclusion criteria of being in an acute phase of 

psychosis.

One participant completed only two sessions and then withdrew 

from therapy stating her reason for this as ‘I cannot commit 

to doing this work while caring full time for my elderly, high- 

needs grandparents’. There was potentially also some avoidance 

around addressing related trauma, which was identified during 

the shared clinical formulation session. We have classified this 

participant as a treatment ‘dropout’. Participant number 3 con-

cluded therapy after eight sessions. This decision was made by 

TABLE 1    |    Description of imagery- focused therapy for visual hallucinations.

Phase of treatment Main approach

Assessment, goals, 

psychoeducation

Interview

Imagery measures

Spontaneous Use of Imagery Scale (SUIS), assessing different types of imagery, assessment 

of negative and positive beliefs about self and others

Formulation and case 

conceptualisation

Shared psychological formulation (see Figure 1)

Imagery CT approaches

Safe place image A real or imagined safe place, described in detail, across each of the senses that gives a 

strong sense of safety and happiness.

Metacognitive manipulation of 

images

To show images are only a mental event

Improve sense of control

Test any beliefs or appraisals regarding an image meaning such as ‘I am going mad’ or 

‘images of omens for pending danger’

Example: Participant has a VH of a man, and associated mental image of this man 

attacking them and feels the VH and image is ‘unsafe’. The metacognitive manipulation 

may involve putting the man on a TV screen and changing the channel to make him 

dance, shrink or grow, go roller skating, play with a puppy, etc.

Imagery rescripting of VH/

images

To change the meaning of the VH/image

See Arntz and Weertman (1999) for more details of procedure.

Example: Participant sees a face watching them, which they believe is being critical and 

judgemental of them. In the rescript, the face instead of judging them now changes to 

give them the thumbs up, smiles and saying something encouraging.

Imagery rescripting–related 

memories

Transformation

To change the meaning of their past experiences and to help shift negative beliefs about 

self or others feeding into the content of meaning made of VH/images

Updating aspects of the image

Emotional bridge to past (also use as diagnostic imagery exercise—can identify key life 

events that link to core beliefs, current images and psychotic symptoms).

Example: Participant has a VH of a dog in the room and mental images of this dog 

attacking her and has the belief that ‘dogs are unsafe and thus I am unsafe when 

the image of the dog is present’. They have a clear memory of being attacked by the 

neighbour's dog at age 4. In the rescript of this related memory, the therapist guides 

the participant to connect to the first part of the memory and relives it up until the dog 

lunges at her. At this stage in the rescript, the therapist enters the image and helps keen 

to child safe by restraining the dog and telling off the owner for not taking care of the dog 

sufficiently and also reprimanding her mum for not watching her daughter more closely. 

The therapist explains to the child that the dog is not trained properly and likely feels 

threatened by the child which is why it attacked. I then slowly introduce the child to my 

own dog, who in the image is very friendly and the child plays happily with the dog under 

her mum's supervision. Once the child feels safe and happy, with all their needs met, the 

rescript concludes.

Creating positive imagery Deliberately generating positive images of the future to directly challenge any beliefs 

relating to their experience of VH/imagery (i.e., if the participant believes their VHs are 

a sign that they are ‘going mad’ and that their future will therefore be bleak and spent 

mostly in psychiatric facilities).
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both participant and therapist because the participant's trauma 

history and severity of complex PTSD was too severe to be treated 

in 2–3 imagery rescripts (as outlined in IFCT- VH protocols). The 

participant completed their posttherapy questionnaires and sub-

sequently referred to access further treatment. Two other partic-

ipants extended the protocols for an additional session to allow 

enough sessions to rescripts related traumatic memories. A de-

scription of each of the 10participants and their visual hallucina-

tory experiences is listed in Table 3. The participants scored an 

average of 29.9 out of a possible 55 on the visual subscale of the 

Plymouth Sensory Imagery Questionnaire, suggesting a high 

level of visual imagery vividness at initial assessment.

4.2   |   Feasibility, Safety and Acceptability

4.2.1   |   Feasibility

Regularity of session attendance was good. The mean length of 

treatment (from pretreatment assessment to posttreatment as-

sessment) was 13.14 weeks (SD = 3.75, range 9–20). Each session 

lasted 45 to 60 min.

4.2.2   |   Safety

There were no serious adverse events. There were also no ad-

verse events reported.

4.2.3   |   Acceptability

Verbal feedback was obtained from participants at their final 

session. All reported the therapy was acceptable to them and 

all felt they had made progress on their overall goals pertain-

ing to VHs. Only one client gave some negative feedback, saying 

that he would have ‘liked more coping strategies’, though it is 

of note that the VHs targeted in therapy for this client stopped 

altogether. The high uptake of sessions also suggests the therapy 

was acceptable to participants, with eight participants reaching 

the end of therapy session.

4.3   |   Descriptive Statistics

The descriptive statistics for measures completed at baseline, 

midtherapy, end of therapy and 3- month follow- up are reported 

in Table 4. On initial assessment, the VHs' frequency and distress 

were high, and the reported imagery characteristics were also 

high. The presence of posttraumatic stress disorder severity was 

also highlighted by the PDS5- B. Figures 2–4 display means and 

standard error for visions frequency (rated 0–6), visions distress 

(rated from 0 to 100) and Hamilton's Visions total scores (and 

figures showing each participants' scores on these measures can 

be found in the supporting information). There is a clear reduc-

tion in the majority of these variables for most of the outcome 

measures for most (but not all) participants. The Cohen's d sug-

gests between a medium and large effect size reduction for the 

majority of measures reported. The exception is negative- other 

schematic belief (as measured by the BCSS). This seems to have 

increased at end of therapy and 3- month follow- up.

4.3.1   |   Visions Frequency and Distress

Visions occurrence reduced from an average of 2.9 (visions occur 

up to eight times a day) to 1 at end of therapy (visions occur at 

least once a week) (see Figure 2). Visions distress reduced from 

an average of 61.5/100 to 37.67/100 (see Figure 3).

4.3.2   |   Hamilton Visions

Participants reported on the Hamilton visions measure a reduc-

tion from an average of 18.6–12.00 (see Figure 4).

TABLE 2    |    Baseline demographic and clinical data.

Study sample 

(n = 10)

Age (M (SD), n =) 30.90 (13.45)

Gender, n (%)

Female 5.00 (50.00)

Male 5.00 (50.00)

Highest level of education, n (%)

Left school before or at 16 3.0 (30.00)

Completing/completed year 12 4.0 (40.00)

Completing/completed further 

vocational qualification (TAFE)

1.0 (10.00)

Completing/completed undergraduate 

degree

2.0 (20.00)

Employment status, n (%)

Unemployed (no financial benefits/aid) 1.0 (10.00)

Unemployed (in receipt of benefits/aid) 4.0 (40.00)

Employed (fulltime) 1.0 (10.00)

Student 3.0 (30.00)

Student and employed part time 1.0 (10.00)

Marital status, n (%)

Single 5.0 (50.00)

Married/cohabiting/long- term 

relationship

2.0 (20.00)

Separated/divorced 3.0 (30.00)

Diagnosis on referral letter, n (%)

Psychotic disorder 2.0 (20.00)

Multiple, including psychotic disorder 1.0 (10.00)

Nonpsychotic disorder 2.0 (20.00)

Multiple, no psychotic disorder 4.0 (40.00)

No diagnosis 1.0 (10.00)

Current medication, n (%)

Anti- psychotic medication only 2.0 (20.00)

Other psychotropic medication only 2.0 (20.00)

Combination (antipsychotic and other) 5.0 (50.00)

None 1.0 (10.00)

Plymouth Sensory Imagery Questionnaire 27.9 (17.68)

Abbreviations: M = mean, n = number, SD = standard deviation.
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TABLE 3    |    Description of each participant's visual hallucinations (VH) and associated mental images, beliefs relating to VH and related mental images, imagery- focused techniques used and shifts 

reported in hallucinations.

Participant number VH

Related mental 

images

Beliefs relating to VH 

and related mental 

images Imagery techniques used

Changes to imagery 

posttherapya

1 Faces of friends; letters 

and words; dots; snake

None identified The letters and words 

have prophetic 

meaning; I have to get 

a message to my friend 

or they will die (VH 

face)

Metacognitive imagery of faces 

and words/letters; competing 

positive imagery of faces; ImRs 

of VH snake

VH of faces and snakes 

stopped; he had more control 

over the movement of letters/

words and the belief they had 

prophetic meaning much 

reduced; client's feedback was 

that he would have liked more 

‘coping strategies’

2 Shadow figure; animal 

(stag); spiders

Figure attacking; figure 

staring ‘judgmentally’

I am going ‘mad’; they 

are real/ghosts and 

may hurt me; they are 

prophetic of bad things 

to come; I am being 

judged.

Meta- cognitive imagery around 

figure; ImRs of VH figure

Limited change in frequency, 

but less distress as no longer 

believed they were signs of 

bad things to come

3 Eye balls in wall; faces in 

glass; blood on walls; 

prior abuser; centipede 

under skin; faceless 

figure; bunnies

Faceless figure attacking 

him; VH of perpetrator 

followed by flashbacks 

of abuse

I am being watched; 

omen of bad things 

happening to loved 

ones (blood on walls 

specific); someone is 

going to hurt me

Metacognitive imagery of figure 

and blood; ImRs of figure; too 

complex trauma history to 

address adequately so ImRs left 

to next phase of therapy

Some reductions in frequency 

and distress associated with 

the 2 VHs targeted (figure and 

blood)

4 Human figures 

(connected to voices); 

children; animals

Figures judging him I am being watched and 

judged

Metacognitive imagery of figures 

& animals; ImRs of VH figures 

and children; compassionate 

imagery to inner child; positive 

mental imagery; ImRs of 

memory linked to judgement

VH of children and animals 

stopped; VH of figures less 

distressing as belief they are 

judging him decreased

5b Eyeballs; shadow figure; 

children (soothing)

Eyeballs emerge as 

people coming out of 

wardrobe to hurt her; 

figure attacking or 

sexually assaulting her

I am unsafe; people are 

coming to hurt me; 

eyeballs also ‘judging 

me’

Metacognitive imagery of figure; 

ImRs of VH eyeballs; ImRs of 

past trauma memories linked to 

being unsafe and judged.

Reductions in frequency 

and distress of VHs; PTSD 

symptoms reduced but still 

some link to content and 

meaning of VHs.

(Continues)
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Participant number VH

Related mental 

images

Beliefs relating to VH 

and related mental 

images Imagery techniques used

Changes to imagery 

posttherapya

6b Shadow figures; eyeballs; 

bugs; dots

Figures attacking; 

eyeballs watching; 

bugs burrowing in 

skin

I am unsafe/someone 

will hurt me; I am 

being watched and 

judged; I am going 

‘mad’

Metacognitive exercise around 

figure and eyeballs; ImRs of 

childhood trauma memories 

related to being attacked and 

judged

Had a psychosis relapse in final 

week of therapy relating to 

family stress. Prior to relapse 

some reductions in targeted 

VHs.

7b Shadow figure; girl on 

floor with ‘guts spilling 

out’

Shadow figure comes 

into clear view and is 

male and will not leave 

and is judging me

I am being watched and 

judged; I am going 

‘mad’

Metacognitive imagery of shadow 

figure; ImRs of past VH; ImRs 

of trauma memories relating to 

being judged/criticised

VHs not experienced at end of 

therapy; voices also reduced.

8 Dog (sometimes snarls); 

rabbit

Dog attacking her, 

others, or rabbit

I am going ‘mad’; 

the dog may be a 

premonition of me 

being unsafe/attacked

Metacognitive imagery of dog; 

imagery rescripting of memories 

relating to dog attacks and being 

unsafe

VH still present, but associated 

image of dog attacking 

stopped. When VH present 

‘they are less attention 

grabbing and upsetting’.

9 Herself at different ages 

(children); male figures

Herself at those ages 

being hurt/alone; 

figure attacking her

I am going ‘crazy’; I am 

vulnerable, unsafe and 

scared (the figure is 

a premonition of bad 

things to come)

Compassionate imagery 

with vulnerable child self; 

metacognitive imagery of figure; 

imagery rescripting of memories 

relating to childhood abuse 

and being attacked by man on 

subway

All VHs reduced in frequency; 

child VHs now easily soothed 

and leave; male figure no 

longer imagined to attack her 

when present.

10 Shadow figure; spiders; Imagine figure is a man 

attacking her; spiders 

biting her

Omens that someone 

is going to hurt her/

break in; ‘I am unsafe’

Meta- cognitive exercises around 

figure and spiders but then 

stopped therapy due to family 

reasons

Felt she had more control over 

the images, but otherwise 

no major changes before 

stopping.

11 Friends who had died; 

attackers; tiger; mother, 

wife and children 

(soothing)

Flashbacks to attack/

friends' deaths; 

attackers hurting him; 

tiger growling and 

attacking

Omens that something 

bad will happen; I am 

unsafe; I have let my 

friends down; I am 

going ‘mad’

Metacognitive imagery of tiger 

and attackers; ImRs of trauma 

memory (the attack) and around 

associated grief

Positive VHs more frequent 

than negative VHs; trauma 

flashbacks and associated 

VHs much reduced in 

frequency and distress 

(though not absent)

Abbreviation: ImRs = imagery rescripting.
aAs reported by participant in therapy.
bParticipants had 11 sessions total.

TABLE 3    |    (Continued)
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TABLE 4    |    Outcome data and Cohen's d effect sizes.

Initial ax

M (SD)

(n = 10)

Midtherapy

M (SD)

(n = 10)

End of treatment

M (SD)

(n = 8)

Three- month follow- up

M (SD)

(n = 5)

Cohen's d

Initial ax to end of 

therapy score

Cohen's d

Initial ax and 3- month 

follow- up score

Visual 

hallucination 

frequency

2.90 (1.52) 2.10 (1.20) 1.00 (1.00) 2.14 (1.68) 2.31 0.58

Visual 

hallucination 

distress (0–100)

61.50 (12.03) 34.00 (18.53) 20.00 (26.46) 37.67 (27.70) 1.82 1.82

Hamilton visions 

measure

18.60 (5.34) 15.90 (4.53) 13.50 (6.90) 12.00 (6.48) 0.70 1.04

Hamilton voices 

measure 

(HPSVQ)

16.20 (11.14) 14.50 (9.69) 14.00 (9.35) 7.10 (10.45) 0.48 0.99

PDS- 5 B total 40.30 (25.30) 34.10 (23.2) 24.50 (20.51) 16.30 (20.62) 0.83 1.24

PDS 5 B 

intrusions

7.40 (5.25) 6.60 (5.01) 5.40 (4.27) 3.40 (4.81) 0.49 0.63

PDS 5 B 

avoidance

4.50 (2.92) 3.60 (2.63) 2.500 (2.23) 1.90 (2.18) 0.77 1.23

PDS 5 B 

hyperarousal

10.70 (6.91) 9.30 (5.81) 6.30 (5.87) 6.00 (7.78) 0.93 0.71

DASS 

21–depression

22.00 (12.89) 20.00 (11.6) 12.60 (9.10) 13.14 (8.24) 1.06 0.62

DASS 21–anxiety 15.50 (10.43) 16.80 (8.12) 12.50 (7.08) 16.29 (6.97) 0.40 −0.14

DASS 21–stress 19.10 (10.59) 21.30 (9.91) 17.67 (8.34) 16.86 (5.14) −0.23 0.37

Imagery VAS total 28.38 (15.32) 18.60 (16.87) 16.80 (15.44) 10.00 (16.34) 0.68 1.12

BCSS- NS 9.33 (5.00) 9.33 (7.52) 6.67 (5.59) 6.50 (5.79) 0.97 2.26

BCSS- PSa 5.67 (5.87) 5.75 (4.59) 7.56 (6.75) 10.83 (5.19) −0.52 −0.44

BCSS- NO 6.67 (6.29) 8.38 (7.35) 6.22 (5.78) 10.50 (4.04) 0.10 −0.78

BCSS- POa 5.11 (4.40) 6.38 (4.66) 4.56 (3.91) 6.67 (5.85) 0.14 −0.75

Abbreviations: ax = assessment session; M = mean, SD = standard deviation.
aHigher scores reflect more positive beliefs, thus a negative value at d is expected if improvements are seen from baseline to post- therapy/follow- up.
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4.3.3   |   Hamilton Voices

On the Hamilton voices measure, the participants reported a 

baseline score of 16.2 (moderate range), which reduced to 7.10 

(on the cusp of ‘absent’ to ‘mild’ range) at follow- up.

4.3.4   |   Imagery Characteristics (Visual Analogue Scale)

With regard to the overall imagery characteristics of related 

mental images, measured on a visual imagery analogue scale, 

there was a reduction from average 28/50 at baseline to 10/50 at 

following up, suggesting the images were less compelling, less 

vivid, less real and so forth.

4.3.5   |   Distress Related to Mental Image Worked on 

In Session

Table 5 presents in session ratings of distress related to target 

image. This was rated both before the intervention (pre) and 

after the imagery intervention (post). The mean ratings reduce 

for all on average postimagery intervention, and a paired sam-

ples t- test supports this.

5   |   Discussion

Imagery- focused therapy for VHs (IFT- VH) aimed to work with 

distressing visual hallucinatory experiences, using an adapted 

formulation model and a range of imagery focused techniques. 

IFT- VH was favourably received by those who participated in 

this case series evaluation. This case series is the first study of 

an imagery focused therapy for individuals experiencing dis-

tressing visual hallucinatory experiences. This is demonstrated 

by the high uptake of sessions, low dropout, absence of adverse 

events and largely positive feedback from participants. In most 

of the cases, there were positive changes on the outcomes mea-

sures of VH severity and distress as well as most of the secondary 

measures of the severity of associated intrusive mental imagery, 

negative affect, voice severity, PTSD symptoms and beliefs about 

self and others, with the effect sizes ranging from medium to 

large effects.

In terms of engagement, people with visual hallucinatory expe-

riences were willing to talk about these very distressing visual 

experiences and engage in imagery exercises around the VHs 

and associated mental imagery both in session and at home 

(as part of set weekly homework). Engagement was aided with 

psychoeducation around the power of visions and mental imag-

ery, to help justify the rationale for the intervention. Participant 

feedback was almost all positive, with the exception of one par-

ticipant (who actually stopped having the visions) who had said 

they would have liked more ‘coping strategies’.

Half of the participants (including the two who extended for an 

additional session) still had additional trauma memories linked 

to their VHs of associated visual mental imagery that could have 

been rescripted, which, however, were not due to prespecified 

planned protocol length. The therapist's intuition was that the 

intervention with additional sessions focusing on trauma re-

lated issues would have been more effective if all parts of the 

formulation could have been addressed. There was a reduction 

in negative- self beliefs on average from 9 to 6, demonstrating 

the potential impact of imagery therapy on changing schemas, 

which was maintained at follow- up. This is encouraging but the 

large effect size at follow- up may have slightly been skewed by 

the smaller numbers of participants completing the 3- month 

follow- up.

Unexpectedly, there was an increase in participant ratings of 

negative- other schematic beliefs. One possible reason for this 

is that the intervention may have been too short to adequately 

address underlying/related trauma, and that the inclusion of 

trauma rescripts may have triggered negative schemas rather 

than help modify them. Future studies may benefit from 

lengthening the number of sessions dedicated to rescripting 

related underlying traumatic memories.  In line with this in-

terpretation, 50% of the participants did not do rescripts of all 

traumatic memories related to their visions as identified in 

FIGURE 2    |    Mean visions frequency and standard error bars for all participants (N = 10) across Baselines 1, 2 and 3 and at Weeks 3–9, Posttherapy/

Week 10, Week 11 (N = 2) and 3- month follow- up (N = 6).
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their clinical formulation because of the limitations in num-

ber of sessions available (limiting participants to 10 sessions as 

planned). Also, with regard to therapy sessions available, there 

was not enough time in therapy to directly work on all VHs re-

ported by each participant, with the participant and therapist 

together prioritising the 2–3 VHs that were most distressing 

and frequent to focus on. This was sufficient for the major-

ity of clients; however, for three clients, there were VHs that 

remained untargeted. This meant that the measures in some 

cases were not capturing the magnitude of change for some 

clients (i.e., several clients completely stopped having the VH 

targeted, which, however, were still having more minor VHs 

most days, such as dots or letters in their peripheral vision). 

We recommend future studies of IFT- VH monitor negative- 

other beliefs to see if the finding is replicated and to have a 

greater flexibility in session numbers.

Another unexpected finding was the improvement in voice 

severity from moderate to absent/mild (on the cusp) on the 

Hamilton's voice severity measure, which reported a large ef-

fect size (d = 1.04). Although voices were not targeted directly 

in this study, all clients reported hearing voices. This may be 

due to the related nature of the voices and visions, both with 

regard to the cooccurrence of the two perceptual experiences 

(i.e., several participants reported seeing and hearing from a 

hallucinated human figure in the room) and that in the clinical 

FIGURE 3    |    Mean visions distress (0–100) and standard error bars for all participants (N = 10) across Baselines 1, 2 and 3 and at Weeks 3–9, 

Posttherapy/Week 10, Week 11 (N = 2) and 3- month follow- up (N = 6).

FIGURE 4    |    Mean Hamilton visions total scores and standard error bars for all participants across Baselines 1, 2 and 3 and at midtherapy, 

posttherapy and 3- month follow- up.
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formulations often the same traumas seemed to underlie the 

two perceptions (with regard to content of the perception, un-

derlying core beliefs and beliefs about the perceptions). For 

instance, one participant reported having been in a violent 

relationship with an older man in their adolescence, which 

contributed to the development of the core beliefs ‘I cannot 

trust men’ and ‘I am vulnerable/a target’. This participant also 

heard an abusive unknown male voice (around the same age 

as their abuser) and would see a male shadow figure in the 

room, which occurred sometimes simultaneously, sometimes 

separately. The distress associated with these perceptions was 

primarily related to their beliefs that the voice and vision may 

eventually hurt them physically or were omens of other pend-

ing physical dangers. The therapy for this participant targeted 

the VH of the shadowy figure, with several metacognitive im-

agery exercises (e.g., putting the figure on a TV screen and 

pressing different buttons on the remote to make it do funny 

and safe actions and also having the shadowy figure become 

clearer and that it was in fact the participants safe younger 

brother whom she then hugged and played video games with) 

and four imagery rescripts of trauma memories related to her 

abusive ex- partner. Although the male voice was not targeted 

explicitly, it is not entirely surprising that the distress and fre-

quency items on the voices measure reduced also, given the 

overlaps between the voice and vision. This current study's 

findings are also in line with previous studies showing re-

ductions in voices and PTSD symptoms following imagery re-

scripting of underlying traumatic memories in trauma- affected 

voice hearers (Clarke, Kelly, and Hardy 2022; Ison et al. 2014; 

Paulik, Steel, and Arntz 2019; Strachan et al., forthcoming).

We also assessed the in session distress related to VHs/associate 

with specific mental images (pre and post during the session). 

This showed that, as expected, the distress associated with the 

image (either the VH, an associated mental image, or a related 

memory) was reduced by the imagery exercises being used (see 

Table 4). This helps strengthen the conjecture that the imagery 

exercises were doing what they were supposed to—help shift 

negative beliefs (though this needs being measured in future 

studies) and associated distress. There was a consistent reduc-

tion in predistress to postdistress, offering some support for our 

hypothesis that the imagery exercises were being effective at re-

ducing distress.

5.1   |   Limitations

This was an uncontrolled study, meaning that the improve-

ments described could be a result of recovery with time. The 

absence of an active control group also means that we cannot 

be certain that the contact time with the therapist may have re-

sulted in the improvement. The assessments were not assessor 

blinded, meaning there is an increased risk of bias, though all 

measures used were participant rated to help reduce this. While 

there was no control group, the multiple (three) baseline assess-

ments showed that for the majority of participants there was no 

improvement in their visions over the initial 3 weeks prior before 

therapy commenced. Finally, there was only one therapist (GP), 

which may reduce the generalisability of the findings. There was 

a follow- up at 3 months posttherapy, demonstrating benefits for 

some participants appeared to be maintained. However, a num-

ber of participants chose not to attend the follow- up session, and 

so the attrition may have skewed the estimates at follow- up.

VHs are reported to frequently be distressing and even dis-

abling, and thus an urgent need for effective therapies target-

ing these. Our results suggest that IFT for VHs is promising 

and should be evaluated further, in a larger Open Trial study 

or in a feasibility RCT to overcome methodological limita-

tions. However, given the lack of existing psychological ther-

apy approaches for working with distressing VHs, this study is 

a promising step forward.

TABLE 5    |    Distress related to mental image—presession and postsession ratings.

Pre- imagery 

exercise

M (SD)

Postimagery 

exercise

M (SD)

Mean difference 

estimate from a 

t- test

95% confidence 

interval for mean 

difference from a t- test Cohen's d

S3 distress related 

to mental image

43.57 (25.61) 24.71 (18.81) 18.85 10.29, 27.42 2.04

S4 distress related 

to mental image

42.50 (21.25) 25.75 (21.02) 16.75 7.44, 26.06 1.29

S5 distress related 

to mental image

53.13 (19.45) 27.50 (13.09) 25.62 8.84, 42.41 1.23

S6 distress related 

to mental image

45.70 (19.56) 26.11 (13.87) 19.11 6.00, 32.22 1.12

S7 distress related 

to mental image

54.44 (23.91) 32.78 (20.48) 21.67 6.17, 37.16 1.08

S8 distress related 

to mental image

43.89 (23.42) 24.44 (17.22) 19.44 8.84, 30.05 1.41

S9 distress related 

to mental image

51.25 (33.03) 38.13 (27.90) 13.13 −4.32, 30.57 0.63

S10 distress related 

to mental image

57.00 (35.60) 35.00 (21.79) 22.00 −29.63, 73.63 1.06
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Supporting Information

Additional supporting information can be found online in the 
Supporting Information section.
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