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Abstract

Background: Despite Auditory Verbal Hallucinations (AVHs) having been long associated with mental illness, they
represent a common experience also in the non-clinical population, yet do not exhibit distress or need for care.
Shame and guilt are emotions related to one's perception of oneself and one’s responsibility. As such, they direct our
attention to aspects of AVHs that are under-researched and elusive, particularly about the status of voices as others,
their social implications and the constitution and conceptualisation of the self.

Objectives: This paper aims to provide a systematic review of studies that investigated the relationship between
auditory hallucinations, shame, and guilt in people without relevant signs of psychiatric issues.

Methods: We searched studies reporting information about voices characteristics, the relationship between voices
and hearers, hearer’s reactions, and beliefs, paying peculiar attention to shame and guilt issues. Included papers were
evaluated for risk of bias.

Results: Eleven studies that explored the relationship between AVHs, shame and guilt, were extracted. Phenomeno-
logical, pragmatic, as well as neuropsychological features of hearing voices in non-clinical populations, allowed us

to note a dynamic relationship and the constellation of subjective experiences that can occur. The role of guilt was
characterized by few studies and mixed results, while shame was mainly common.

Conclusions: Due to the high heterogeneity detected and the scarce sources available, further studies should focus
on both the aetiology and the bidirectional relationship between hearing voices, shame, and guilt in non-clinical peo-
ple. This can be helpful in therapies for non-clinical populations who are distressed by their voices (e.g., psychother-
apy), and for whom shame, and guilt may contribute to negative consequences such as isolation, anxiety or future
depression. Moreover, it might favour the development and implication of different treatments considering emotion
regulation, distress tolerance and interpersonal sensitivity on the clinical populations.
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Background univocal consensus concerning the definition, the DSM-5

Auditory Verbal Hallucinations (AVHs) are often asso-
ciated, in psychiatric contexts and everyday life, with
the universe of mental illness. Although there is not a
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delineates hallucinations as perceptions-like experiences
that others would not sense and do not exist outside one’s
perception (DSM-5).

According to Romme and colleagues [1] hallucina-
tions are a disorder of perception that people describe as
being located in the external world (ego-dystonic), with
the same qualities of “normal” perceptions, but in the
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absence of external stimuli [2]. Reported hallucinations
are perceived as real, as demonstrated by Aggernaes’s
study [3], later confirmed by Barrett and Caylor [4] and
Garrett [5].

AVHs indicate auditory perceptions of speech [6],
with pragmatic properties similar to “real” speech [7]. In
healthy people, AVHs are isolated experiences that can
be associated with psychological conditions such as anxi-
ety, depression, difficulty concentrating, suspiciousness or
withdrawal from family and friends [8]. They can experi-
ence voices principally because of sleep deprivation or
major life stressors and can be intra- or extracranial [9].
Voices are often related to individuals’ lives, and they
are often described as messengers [10], communicating
something that can be very important for hearers (i.e. may
be acting as a voice of their conscience). Despite some
voices may be hushed, loud or difficult to discern, the
main part of the hearing sounds is audible [11, 12]. AVHs
mainly comprise someone’s else voice or multiple sounds
[11], familiar [13] as well as unfamiliar voices [12].

The extent and presentation of AVH may be different
within individuals in need of care, and there have been
proposals for undertyping AVHs. Conceptually, there
has also been a distinct shift away from categorical mod-
els towards a view of the continuum of psychotic symp-
toms and abnormal experiences that extends not only
across diagnostic categories but also into the non-clinical
population [14].Conceptualisations of the continuum
mostly refer to psychosis or schizotypal personality traits
in the general population, so their relevance to AVH in
healthy individuals is all but inferred. According to the
most widespread epidemiological conceptualisation of
extended and transdiagnostic phenotypes with latent
subgroups, both quasi- and full-dimensional models
would fit. According to the diagnostic model, in fact,
non-harmful AVHs would differ in experience from those
found in the clinical population with AVHs, and persons
considered "healthy" who hear voices and "healthy" popu-
lations who do not should be indistinguishable on almost
all parameters (e.g., exposure to risk factors). Accord-
ing to the quasi-dimensional model, non-clinical popu-
lations that hear voices will be somewhere in between
the clinical populations that hear voices and the healthy
population on almost all parameters, including need for
care and voice-distress. In such a model, increased psy-
chotic experiences would be associated with expanded
need for care. Finally, a fully dimensional model would
predict that the occurrence of AVH is largely uncon-
nected to need for care, and non-clinical voice hearers
should be at no greater risk of distress than the general
population. The other parameters should vary arbitrar-
ily. Non-clinical individuals are more likely to appraise
their hearing voice’s experience as benign, positive, and
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controllable [15], less hallucination-related distress [16],
and with lower levels of negative beliefs about AVHs than
people with psychiatric disorders [9, 17, 18]. Therefore,
hearing voices cannot be considered always as uniformly
pathological or with being related to situations charac-
terized by high need of care. Even in the case of voices
related to negative emotional experiences, the content
of the message is usually characterized by a contained
level of hostility and negativity not to elicit severe states
of impairment [9]. Healthy individuals develop different
beliefs about the origins of the voices (from within myself
in 41% vs. from others in 42% cases), 17% are uncertain
if these voices are real or not [19] and others believe that
they originate from guardian angels, source of deceased
and ghosts. Indeed, while non-clinical voice-hearers
more frequently endorsed external or non-specific spir-
itual explanations about the origins of the voices heard,
clinical voice-hearers more frequently explained that the
voices were other (living) people, God, demons/evils or
implanted devices [14, 19].

Some epidemiological studies tried to provide an esti-
mate of the frequency of AVHs in the general population
but they neither give any indication of the quality of these
experiences nor do they clarify whether they are compa-
rable to the AVHs experienced by those diagnosed with
a clinical disorder [14, 20]. Studies that have investigated
the distribution of hearing voices in the general popula-
tion have used different instruments and reported results
differently. For this reason, there is limited information
on how common the experience of non-clinical AVHs is
in different age groups, such as in males and females. The
prevalence of voice-hearing in non-clinical adult popula-
tions is about the same as in children, ranging from 10
to 15%. Sidgewick, Johnson, and Myers (1894) conducted
the first reported survey on verbal hallucinations, col-
lecting data from approximately 17,000 participants,
in 10 countries; they found that approximately 7.8% of
men and 12% of women reported hallucinations (3.3%
auditory hallucinations). Linscott & van Os, considering
studies on children and adolescents, found a prevalence
of 7.2% [21]; while Kelleher et al. a higher median prev-
alence of 17% in children (9-12 years) compared with
7.5% in adolescents (13—18 years), suggesting how, while
psychotic symptoms may be more commonly experi-
enced during a child’s typical development, they become
less frequent and increasingly indicative of pathology
as the child grows older [22, 23]. Recent meta-analyses
estimated both a lower median prevalence of psychotic
experiences of 6% and a median incidence of 1.2% in the
general population [21], indicating that age, minority or
migrant status, marital status, income, education, alcohol
and cannabis use, stress, urbanization and family history
could all influence their onset [17]. Furthermore, it can
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be difficult to identify and recruit nonclinical voice-hear-
ers, because it may be uneasy to share their own expe-
rience, probably fearing encountering stigma [18, 24] or
to be isolated by other people [25-27]. Consequently,
it is not easy to correctly estimate the prevalence of the
phenomenon.

Shame, guilt and AVHs

Shame and guilt are self-conscious emotions that convey
crucial information in the way we consider ourselves and
they can both regulate social behaviours in interpersonal
situations. Literature of the last two decades agrees on
the fact that shame and guilt are two separate emotions
with different implications for psychological adjustment
[28, 29]. While the feeling of shame is linked to a stable
internal and negative perception of the entire self (e.g.,
“I'm a bad person), guilt appears when people attribute
an adverse outcome to unstable causes (e.g., “I've made a
bad mistake”). Therefore, shame is associated with feel-
ings of inferiority and worthlessness for a defective self
while guilt is associated with feelings of tension and
remorse [30]. They also involve different behavioural
trajectories: while shame is associated with the desire to
escape the disappearing of others, guilt is related to the
desire to apologize, confess, or repair. While the social
function of guilt is linked with reparative behaviours, the
adaptive role of shame is to communicate/show similar
patterns of brain activation related to the temporal lobe,
but while guilt seems related to the amygdala and insula,
shame is involved in the frontal lobe activation [31].

The relationship between shame and guilt and mental
disorders

The relationship between shame and guilt and mental
disorders has been explored in the last decades. Both
shameful feelings of powerlessness and maladaptive
feelings of guilt and hyper-responsibility can exacerbate
anxiety, depression, eating behaviours and traumatic
symptoms [32]. Even if the different studies showed that
shame can be more strongly associated with various psy-
chological symptoms [33-35], still little is known about
how shame and guilt are involved in the perception of
AVHs. As evidenced by McCarthy-Jones (2017), the
occurrence of AVHs may be linked with the use of inflex-
ible approaches aimed at processing unresolved events
related to shame- and guilt-related experiences. Inflex-
ible avoidant strategies such as dissociation and suppres-
sion that are commonly used to deal with shame- and
guilt-related events often cause a rebound effect that can
generate intrusive AVHs with unexpected greater vigour
[36]. Within this perspective AVHs related to shame and
guilt can be considered in a continuum of clinical sever-
ity: the more inflexibility is adopted to try to deal with
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negative experiences the more AVHs will be severe as
they will be probably related to unresolved materials and
ruminative thoughts [37]. On the contrary, the use of a
flexible “talking to myself” strategy can foster adaptive
meanings of past negative experiences. This can avoid
cognitive or emotional overload and enhance a construc-
tive internal dialogue.

Objectives

Despite a certain level of knowledge about auditory hal-
lucinations in psychiatric populations, in the last dec-
ades, there have been few reviews about AVHs in a
non-clinical sample, and they were limited in scope (e.g.,
they focused on specific mechanisms or experience) [38],
theoretical, centred on the continuum [14] or focused on
the comparison between clinical and non-clinical voice-
hearers [20, 39-42].

Moreover, in the previous studies, auditory verbal hal-
lucinations were mainly described as related to cognitive
cause and consequences, while the potential involvement
of emotions such as shame and guilt was neglected. Shame
and guilt are unpleasant emotions that allow to regulate the
social interactions and are not necessarily characterized by
a clinical need of therapeutic care. They can both help us
to understand our mistakes and to identify when expecta-
tions of our idea of ourselves are not been met. In some
cases, shame and guilt can both contribute to unpleas-
ant consequences on long-term mental health outcomes
and on listening to voices themselves and contribute to
adverse consequences such as isolation or increased rates
of depression, anxiety or other mental disorders. A more
systematic exploration of how shame and guilt may influ-
ence or be influenced by listening to voices in non-clinical
people is therefore needed. Despite the crucial informa-
tion in the way we consider ourselves, shame, guilt, and the
intrusive thoughts that are often related to these emotions,
no review explored their relationship with AVHs.

This systematic review aims to describe and tease out
the relationships between non-clinical voice-hearers,
AVHs, shame and guilt. Specific objectives include
understanding whether guilt and shame are related to the
negative or positive aspects of listening to the voice, to be
able to clarify and, possibly, outline differentiated inter-
ventions for those non-clinical listeners who experience
the consequences of these emotions in their daily lives.

Methods

Registration and protocol

The guidelines of the Preferred Reporting Items for
Systematic reviews and Meta-Analyses (PRISMA)
were followed [43]. The study protocol was regis-
tered with PROSPERO and the registration number is
CRD42017054819.
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Eligibility criteria

Papers were included if they were published in English in
a peer-review journal up to July 27" 2021, and met the
criteria outlined in Table 1. We decided to also include
studies concerning interventions that considered non-
clinical populations, or that concerned a comparison
between non-clinical and clinical populations, if any, to
be in line with the proposed objectives.

Search strategy

To identify studies for possible inclusion, we conducted com-
prehensive searches of the electronic databases PsycINFO
and PsycARTICLES, MEDLINE, PubMed, EMBASE Classic
(1947-1973) and EMBASE (1974-2021), Web of Knowledge,
Scopus and The EBSCO Online Research Database, Epub
Ahead of Print, In-Process & Other Non-Indexed Citations,
Ovid MEDLINE(R) Daily and Ovid MEDLINE(R) (1946 to
Present), Global Health (1973 to 2021), HMIC Health Man-
agement Information Consortium (1979 to July 2021), Jour-
nals@Ovid Full Text, Mental Measurements Yearbook (1st
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to 20th Yearbooks March 2021), PsycARTICLES Full Text,
PsycINFO (1806 to July 2021), Social Policy and Practice,
Your Journals@Ovid up to 27% July 2021 (Table 2).

The findings were cross-referenced with references
from reviews.

Study screening and selection

Following electronic searches, retrieved records were
uploaded to Mendeley where duplicates were removed.
After a preliminary training exercise inconsistently using
inclusion and exclusion criteria, two reviewers (EV; CC)
independently selected potentially eligible papers. The
final set of records was selected by reading the full texts
of all articles that passed an initial screening of titles and
abstracts. Disagreements were resolved thanks to a con-
sensus with a third reviewer (FP).

Figure 1 shows a flow chart diagram of the search pro-
cess. Through electronic and manual searches, 3348
separate records were identified after duplicates were
removed. Ninety-nine records were screened, and 31

Table 1 Inclusion and exclusion criteria

Criterion Inclusion Exclusion

Time period 1946-2021 Studies outside these dates

Language English (recognized language of international scientific debate) ~ Non-English

Type of article Original research, publishedin a peer review journal. Qualitative  Articles that were not peer reviewed, only abstract avalaible

Ethics clearance
Study focus

Population and sample

Types of study design

Types of interventions

Types of comparisons
and outcomes

or quantitative studies (Randomized Controlled Trials (RCTs),
uncontrolled open trials that involved a comparison between at
least two groups or a pre-post study design and cross-sectional
studies); commentaries, letter, editorial

Studies with approved ethics notification

Todescribe and tease out the relationships between non-clinical
voice hearers, AVHs, shame and guilt.

Adults, adolescents or childs that were not in contact with men-
tal healthcare services because of hearing voices or they were at
a first visit for this problem. We also considered studies in which

healthy voice-hearers constituted a control group in comparison
with psychiatric patients.

We included all Randomized Controlled Trials (RCTs), uncon-
trolled open trials that involved a comparison between at least
two groups or a pre-post study design and cross-sectional stud-
ies. Since we would like to have examined all available literature,
we chose to include both controlled and uncontrolled studies,
rather than restricting our analysis to RCTs. Case studies, case
series studies and qualitative studies were also included.

Face-to-face clinician-delivered treatment, computer-delivered
treatments, and cognitive tasks. These latter were included
both if they were guided by a clinician (i.e., he/she supported
person during the intervention or he/she read the instructions
to the task) and when the participants were invited to fill out a
questionnaire on a Web Site.

Self-report, clinician or proxy administered psychometric instru-
ments that evaluated Auditory Verbal Hallucinations (AVHs) or
an interview about this issue and at least one measure about
shame and/or guilt. Diagnostic status was also considered to
exclude all studies about only psychiatric patients. We also
consider outcomes reported qualitatively.

Studies without approved ethics notification

Studies that don't consider the relationship between AVHs,
shame and guilt in non clinical samples

All the other chronic diseases or psychiatric conditions

All the other kinds of study design

All the other kinds of interventions

Diagnostic status was also considered to exclude all studies
about only psychiatric patients.
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Table 2 Key words adopted for the search strategy

Key words
“Auditory Verbal Hallucinations’, OR “AVH’, OR "Auditory Hallucinations’, OR “Verbal Auditory Hallucinations’, OR “VAH’, OR “hearing voices’, OR “voice-

"

hearing” AND “non-clinical population’, OR “non-clinical patients’, OR “non-patients’, OR “non-psychosis’, OR “non-psychiatric’, “general population’, OR
“normal people” AND "shame" OR "guilt"

relevant papers were downloaded for full-text screening.  GC), independently, extracted data and conducted study
A final set of 11 papers, which met inclusion and exclu-  quality assessment, using a codebook. Discrepancies

sion criteria, were selected for review. between researchers were resolved through discussion.
Data were extracted on publication date, type, country,
Data extraction, study quality assessment and synthesis participant characteristics (such as age, gender, recruit-

A structured template was developed to extract relevant  ment method, kind of psychiatric illness), AVH (accord-
data from eligible papers. Four reviewers (EV; CC; FP;  ing to their pragmatic and phenomenological features),

= PsychINFO (n=261) PMC, Pubmed,
'«% and PsychArticles Web (ZfFK;;;;’ ledge EMBASE, MedLine Scopus (n=161)
;E) (n=151) (n=2321)
|
- J
Records excluded
. because they were
After duplicated chapters, book, thesis
removed (n=3348) (n=6);
Only abstract available
" or in other languages
£ (n=5); considering
g title/key words
5 (n=3249)
@
Y Articles excluded: 68
-Outcome not relevant
Records screened (n=11)
(n=99) -Wrong population
(n=3)
-Insufficient
£ information (n=2)
E -Other topics (n=52)
)
= A 4
= Articles excluded: 20
Full-text accessed for _4pz;>$2t1§rr:c
eligibility (n=31) -1 Not about shame or
guilt
-8 Wrong population
and not shame or guilt
g -7 not directly relevant
E Studies included in for the aims of the
S . review
= qualitative
synthesis (n=11)
Shame (n=4) Guilt (n=0) Both (n=7)
Fig 1 PRISMA Flow chart diagram of the selection process




Volpato et al. BMC Psychiatry (2022) 22:281

details of assessment instruments, number of cases, set-
ting, dropout rate, physiological parameters, the presence
of a family member, explored themes, follow-up.

The methodological quality of each study included
in the systematic review was assessed using a standard
form adapted from the Mixed Methods Appraisal Tool
(MMAT) —Version 2018, a critical appraisal tool that is
designed for the appraisal stage of systematic mixed stud-
ies reviews [44]. The four criteria were selection bias,
quality of measurement, adjustment for confounders
and proportion of complete outcome data/response rate/
follow-up rate (see Supplementary file). We conducted
a narrative synthesis of the results because the expected
heterogeneity of the included studies, e.g., in samples,
predictive measures and outcomes, made a meta-analysis
inappropriate.

Results

Study characteristics

Table 3 shows the main characteristics of the included
studies. We identified a total of 11 studies. Among the
identified trials, there are 3 (27.3%) cross-sectional stud-
ies or surveys, 1 (9.09%) cohort study, 3 (27.3%) reviews,
2 (18.2%) hypothesis and theory articles, 1 (9.09%) quali-
tative research and 1 (9.09%) original article. The stud-
ies were published between 2017 to 2019. They were
published in UK (3, 27.3%), USA (2, 18.2%), Australia (2,
18.2%), Ireland (1, 9.09%), Norway (1, 9.09%), France (1,
9.09%), The Netherlands (1, 9.09%).

The relationship between shame and AVH

Shame was found to be positively correlated with more
variables describing negative features of verbal hallu-
cinations in non-clinical populations [45]. Specifically,
adverse life events may prompt greater onset of nega-
tive content, characterised by a relationship mediated by
mechanisms including those involving shame and guilt
[36, 46, 47]. According to some studies, AVH may play a
defensive role by facilitating shame experiences in trau-
matised people to encourage self-protective behaviour to
aid survival. In such an account, AVH could be consid-
ered an evolved mechanism to protect traumatised peo-
ple from further harm [36]. At the same time, intrusive
memories, images and thoughts about past experiences,
together with the shame associated with them, can stim-
ulate the onset of traumatic experiences [36, 48]. Fur-
thermore, a couple of studies underline the need to find
functional interventions that reduce stigma rates towards
those who hear voices [24], taking into account differ-
ences linked to the life cycle [49]. Moreover, de Boer’s
study claims that, once in a lifetime, the experience of
an auditory hallucination is associated with an aber-
rant perception of auditory language, suggesting a close
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relationship between the two processes in the general
population [50].

The relationship between guilt and AVH

Although their relationship with pathological disorders,
guilty AVH in non-clinical population can also have
the role of establishing a precise responsibility related
to personal negative experiences. Therefore, AVH that
show guilty contents may also give a perception of order
towards stressful events that otherwise would seem even
more frightening and chaotic. This can give the trans-
gressor a sense of control over negative events and help
avoid similar mistakes in the future. AVH of guilt can
be seen as an internal reminder of past mistakes that
can be viewed as the source of helpful albeit challenging
messages. Within this perspective, AVH of guilt can be
related to an internalized voice of moral authority that
can guide interpersonal behaviour enhancing social rela-
tionships and restoring equities. Furthermore, in contrast
to shame, guilt is perceived by the hearer as a burden on
those around him, especially in the case of older adults.
People feel guilty about experiencing the voices, fearing
that they will become a cause of concern for their loved
ones or that they will be mocked or not understood [51].
In this sense, the relationships between guilt and shame
are unclear. These results are limited to the few studies
found and included in this systematic review, denoting
the need for further investigation.

Risk of bias in studies

The quality of included studies is generally low and most
of them received just a first screening approval because
their overall quality scores were not in complete accord-
ance with the methodological quality criteria of MMAT
(Supplementary Material 1). Indeed, many studies did
not have complete information about baseline response
rate, outcome data, follow up and none of them was a
randomized controlled trial, resulting in a lower quality
assessment rating. This makes it impossible to conclude
the relationship between shame, guilt, and auditory hal-
lucinations in the non-clinical population, although it can
be assumed that there is a circular relationship, probably
also influenced by the phenomenological characteristics
of the voices themselves.

Discussion

Shame and AVH in a non-clinical population

The experience of hearing voices can be correlated with
shameful experiences in several ways. Like other emo-
tions such as sadness, shame may have a role in shap-
ing voices and activating them in specific circumstances
[36]. Firstly, AVH can represent a source of significant
distress in terms of content, meaning ascribed, and the
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relationship between the voice and the hearer. Shame was
found to be related to the negative content, qualities of the
heard voices and the subjective ratings of deprivation [45].
This finding supports the idea of mirroring between voice
hearers’ experience and the quality of voice-hearer rela-
tionship: for instance, in case of feelings of inferiority and
defectiveness concerning the self, this is mirrored in the
voice being experienced as powerful, dominant, harming,
and intrusive [52]. Given that induction of shame led to
increased levels of intrusive thoughts and working mem-
ory impairments [34], there are reasons to expect that
shame in response to a stressful event can be involved in
the elicitation of AVH [53]. Therefore, shame can be not
only simply correlated with this phenomenon, but it may
be a causal factor in the onset of AVH [36]. One possible
function of this process is proposed by McCarthy-Jones
that evidenced that shame could elicit AVH to encourage
submissive and self-protective behaviours avoiding situa-
tions that can be potentially threatening for one’s identity.
For example, this can be true in people who lived negative
past experiences of stigmatization, bullying or neglect.
Previous studies have documented the occurrence of AVH
following traumatic experiences in both Post Traumatic
Stress Disorder (PTSD) [54—57] and dissociative disorders
[58-60]. In this regard, the authors also found that the
content of the voices was often symbolically or themati-
cally related to the trauma but that the voices were distin-
guishable from memory representations of experiences,
such as flashbacks [61]. Despite the intrinsic negative con-
tent related to shame, it’s possible that in healthy voice-
hearers the way the message is communicated is different
than in clinical voice hearers. The message might be reit-
erated in a less persistent way, or the same content might
be expressed in a less directive way. For example, consid-
ering a given future social event, instead of voices that put
the person in front of impending failures or experiences
of inadequacy that will certainly happen, they might take
the form of more friendly suggestions that give advice to
avoid possible negative scenarios. Within this perspective,
shame can be related to AVH in healthy voice-hearers
playing an adaptive function that aids survival protecting
people from further unpleasant experiences [36].

Finally, shame can in some occasions emerge because
of AVH. The experience of AVH per se can constitute a
significant source of stress for cultural reasons [62, 63].
Even when AVH is appraised by their hearing voice’s
experience as benign, positive, and controllable, this phe-
nomenon may be considered a social taboo, as it is dif-
ficult to talk about voices “without being looked at in a
strange way” [24, 64, 65]. People who hear voices may
report a lack of understanding by friends, families and
even professionals and, as a result, many people hide
these experiences, because of the fear of social judgment
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and stigma [65, 66]. People who experience hearing
voices may feel themselves negatively judged by others
and they can experience shame perceiving themselves as
defective or inadequate [28]. Even though these experi-
ences of isolation can still happen, it’s important to note
that the stigma related to voice-hearing can be shaped by
cultural and social conditions [67]. Voice-hearing embed-
ded in an agreeable social world may become more man-
ageable [68]. For those people who are part of social
networks that provide support and validation the risk of
being stigmatized is more contained. Furtherly, distress-
ing voice-hearing may improve in response to specific
coaching [69] and voice-hearing in religious contexts may
become more culturally appropriate over time [70].

Guilt and AVH in a non-clinical population

As with shame, guilt may influence people’s AVH. This
can be common in people who experienced stressful life
events that are linked with repentance or regret [36].
AVH with guilty content can be shown not only by veter-
ans or people who experienced war or conflicts but also
by people who experienced emotionally overwhelming
events related to mistakes or bad actions. This voice rep-
resents the introjected negative thoughts and it ranges
from unconscious or subliminal to fully conscious [71].
Guilty voices can be associated with emotional parts
associated with self-criticizing narratives that can range
from a benign advisor to a maladaptive judge [72]. In
their worst expression, feelings of guilt can be a key driver
to AVH related to past traumatic events (e.g. abuse, expe-
riences of war or bullying) or be the content of intrusive
and very disruptive AVH in schizophrenia [36].Although
their relationship with pathological disorders, guilty AVH
can also have the role of establishing a precise responsi-
bility related to personal negative experiences in (healthy)
general population. Differently from clinical voice hear-
ers, it is possible that the degree of inflexibility of guilty
voices in healthy voice-hearers may be less intransigent
and more ready to embrace a restorative perspective typ-
ical of an healthy guilt that can be resolved through repa-
ration of the transgression. Therefore, AVH that show
guilty contents in healthy voice hearers may also give a
perception of order towards stressful events that other-
wise would seem even more frightening and chaotic. This
can give the transgressor a sense of control over negative
events and help avoid similar mistakes in the future. AVH
of guilt can be seen as an internal reminder of past mis-
takes that can be viewed as the source of helpful albeit
challenging messages. Within this perspective, AVH
of guilt can be related to an internalized voice of moral
authority that can guide interpersonal behaviour enhanc-
ing social relationships and restoring equities [8].
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Shame and guilt AVH neuropsychological aspects

It is also relevant to point out that the relationships
between shame, guilt and AVHs are linked to brain
anatomy. Specifically, cognitive, and inhibitory func-
tions, context binding, reality monitoring and metacog-
nition play a relevant role in the development of AVHs.
Their dysfunction may lead to the emergence of redun-
dant and/or irrelevant or distractive information from
the long-term memory to awareness, resulting in AVHs
[39]. The negative emotional valence of AVH could be
related to the activation of the right Broca’s area [46, 73].
In particular, AVHs were found to be similar to the auto-
matic speech utterances that are generally generated by
the right hemisphere of patients with aphasia. Owing to
the role of Broca’s area in the inhibitory process, its rela-
tionship with simple repetition is considered plausible
[74]. Other studies noted a consistent activation of both
amygdala and parahippocampal gyrus during processing
the negative content of the heard voices [75]. These data
are particularly consistent with other studies that found
specific activations in the anterior cingulate cortex, para-
hippocampal gyrus related to shame and in the amygdala
and insula for guilt [31].

Moreover, Van Lutterveld and colleagues found that, in
resting-state networks, the role of the amygdala tends to
decrease, and Vercammen found its reduced connectivity
with the left temporoparietal region, which is recognised
to be generally overactive during AVHs [76, 77].

De Boer and colleagues noted that individuals with
AVHs tend to be less sensitive than the others in the
auditory-verbal recognition and they show a higher false
alarm rate if compared with people without AVHs. This
may be related to an overload of the working memory
that can be found within guilt and shame activations [34].

Shame, guilt and AVH in psychotherapy

Even if the notion of hearing voices is not necessarily a
pathological phenomenon, psychotherapy literature
from very different orientations explored the multi-
voiced nature of the self [78, 79]. Working on the inner
voice of guilt and shame can be a very enriching experi-
ence within the therapy session, even when AVH don’t
cause a pathological impairment. Different voices can
be related to a different part of the self, some of which
are more dominant than others, that may have different
roles and relationships with each other’s [80]. AVH with
guilty or shameful content can be related to a self-criti-
cizing part of the self that even in a non-clinical popu-
lation when is not properly accepted, can be extremely
stressful. Within this context, psychotherapy can be the
safe space where the therapist encourages clients to lis-
ten to their self-criticizing part and try to understand the
reason for their shameful and guilty messages. This can

Page 15 0of 19

start a new constructive dialogue between self-criticizing
parts and other parts more related to compassion and
non-judgment [81]. Clients can be encouraged to explore
the content of that voices that are often tied to previous
negative experiences that they can learn to manage and
resolve [82]. Within this perspective, the therapist and
the client start to give equal space to all the parts of the
self-fostering the development of a richer and more inte-
grated constellation of voices that express different parts
of the client’s identity [83].

Limitations and strengths

The strength of this systematic review is its novelty.
Indeed, no systematic review, to date, has had a focus
on guilt and shame as related to auditory hallucina-
tions in non-clinically impaired people. Nevertheless,
the consistency of the results obtained, considering
the variety of the type of articles included, the research
design, the instruments adopted, and the statistical
analyses carried out, prevents generalizability. Moreo-
ver, the sample size of these studies is small and often
includes great heterogeneity in terms of age and gen-
der, as well as no follow-up.

The present review focused only on shame and guilt
and does not aim to include all the nuances and the
diversity of positive voice experiences that can occur
in the general population. Future research is needed to
explore the relationship between AVHs and other emo-
tional experiences.

Other limitations of this review concern the search
strategy. Although our literature search was conducted
in eight databases and several search terms were applied,
the search may not be exhaustive. Eligible studies are
only from 7 countries and most of them were carried out
in the USA.

It’s also important to highlight that the present sys-
tematic review didn’t consider the relationship between
AVHs, guilt and shame in the clinical population. The
consideration of this kind of population could be the sub-
ject of subsequent studies. In this regard, as evidenced by
recent findings [84], it may be also interesting to look at
socio-economic variables or the presence of risky behav-
iors. The role of drug use, such as cannabis, in the onset
of AVHs, in similar psychosocial conditions, in people
who do not need treatment and those who do could be
key factors to be considered in future reviews.

Implications for practice and research

Most studies included in our review focused on shame
or guilt and not on both, and this makes it complex to
examine whether they do not also influence the occur-
rence of AVHs together or arise together. Psychologi-
cal interventions are suggested to target maladaptive
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appraisals and allow the construction of affect regulation
strategies, including shame and guilt, which may play an
important role in increasing the distress associated with
AVHs, in those who are not clinically impaired. In addi-
tion, longitudinal studies with long follow-ups would be
essential to highlight the direction of the relationship
between AVHs, shame and guilt. Thus, there is a need to
establish the longer-term association of shame, guilt, and
hearing voices. As well their effects on long term mental
health outcomes and hearing voices themselves, shame
and guilt may contribute to adverse consequences such
as isolation or increasing rates of depression, anxiety, or
other mental disorders.

Our systematic review shows that there are patterns
whereby emotions such as guilt and shame are used as
a resource by non-clinical voice hearers. The therapist
could work in the non-clinical population so that, in
order to prevent and/or avert negative consequences
deriving from the overriding experience of emotions
such as guilt and shame, often more derived from the
label of ’psychosis’ or ’psychotic symptom, these same
emotions can be used to build a protective network
that averts the need for more intense treatment [41,
85-87]. It is possible for the person hearing a voice of
guilt or shame to reprocess the heard message adap-
tively and functionally on their own. Therefore, voice-
hearing of shame and guilt, as of other emotions, is
part of human experience, which only in some cases,
may be associated with distress and need for care. If
the discomfort associated with hearing voices in those
considered to belong to the 'non-clinical’ population
is high enough to require treatment (e.g., psycho-
therapy), we should consider this to be a 'risk’ popula-
tion. A possible therapeutic intervention related to the
common experience of voice hearing could be to help
the client embrace this voice, carefully consider the
shameful or guilty proposed issues, and work to pro-
mote in the client a flexible and constructive discus-
sion with the voice itself. In this regard, these aspects
could be further explored in future studies, outlining
treatments that allow for the restructuring of the use
of these same emotions as a buffer against, for exam-
ple, experienced stigma and/or potential negative
development. Indeed, more systematic exploration
is needed about how shame and guilt affect hearing
voices in non-clinical people and vice versa. Future
research could focus on both clinical and non-clinical
voice-hearers that often deal with shameful or guilty
messages. Frequency in voice-hearing, the presence
of life-stressors, as well as the non-directive vs hostile
nature of the voices may be considered as key factors
to gather evidence helping support the solidity of a
quasi- vs a fully-dimensional model.
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Conclusions
In producing this report, we were constrained by the
relative scarcity of well-powered studies to conduct a sys-
tematic review of the literature, which is why we elected
to produce a narrative review. This review is intended to
provide an overview of the relationships between AVHs,
shame and guilt in a non-clinical sample. Even if these two
self-conscious emotions can be easily found as a common
topic in a lot of AVHs, other unpleasant emotional experi-
ences should also be explored in future research.s

Future studies should endeavour to recruit larger
cohorts to further examine the potential and reciprocal
influences between AVHs, shame and guilt as well as to
identify benefits and adverse events of possible therapies.
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