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Voices
Are They Dissociative or Psychotic?

Colin A. Ross, MD

Abstract: Auditory hallucinations are widely regarded as symptoms of brain
disease treated with medications. In an alternative paradigm, voices are under-
stood as trauma-driven dissociated, disowned, or disavowed aspects of self; the
goal is not to suppress them but to integrate them during psychotherapy. Auditory
hallucinations are common in dissociative identity disorder, borderline personality
disorder, and complex posttraumatic stress disorder and are not specific to psy-
chosis. The features that differentiate psychotic from dissociative voices include
the qualities of the voices themselves, as well as other symptoms: for example,
comparedwith dissociative voices, psychotic voices are accompanied by less socia-
bility, more formal thought disorder, more negative symptoms including blunted
affect, and more delusions. The author proposes that the psychotherapy of disso-
ciative voices can be indicated trans-diagnostically, including in a subgroup
of individuals with diagnoses of schizophrenia. Psychotherapeutic strategies are
illustrated with a case example.
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T he question of whether auditory hallucinations—voices—are psy-
chotic or dissociative is important because two different paradigms

are involved, as discussed by Beatson et al. (2019). For one paradigm,
biological psychiatry in its current form, voices are understood as symp-
toms of brain disease, and antipsychotic medications are the mainstay
of treatment (Ross, 2020). In practice, in North America, if a diagnosis
of schizophrenia or schizoaffective disorder is made, there is a very low
likelihood that psychotherapy will be recommended as a primary treat-
ment for the auditory hallucinations and other psychotic symptoms.
Psycho-education, when offered, will be relatively brief and will involve
explaining that the patient has a brain disease and needs to takemedication.

When the voices are understood as being dissociative in nature,
however, a distinctly different paradigm comes into play. Now, psycho-
therapy is the primary treatment modality, the voices are understood as
part of a survival strategy, and psychiatric medications are adjunctive.
The voices are viewed as disowned, disavowed aspects of self. Rather
than getting rid of them, the treatment goal is to validate them as part
of thewhole person, form a treatment alliancewith them, and then work
on forming a cooperative internal team that includes the “person” and
the voices. The voices are as much a part of the person, with their own
needs, histories, viewpoints, and identities, as the out-front part of the
person, referred to as the “host personality” in the literature on dissocia-
tive identity disorder (DID; Ross, 1997, 2019). In this paradigm, the
goal of treatment is integration of the voices, not suppression of them.
This may involve full integration, at which time the voices cease, or par-
tial integration, in which case the voices remain but the internal conflict,
hostility, and dysfunction associated with them have resolved.

One might think this is a problem of differential diagnosis. If the
diagnosis is DID, then the voices are dissociative in nature and psycho-
therapy is indicated. If the diagnosis is schizophrenia, then the voices
are psychotic in nature and medication is indicated. That is how the
mental health system operates much of the time in North America.

The purpose of the present article is twofold: (1) to describe the
second paradigm, in which the voices are seen as dissociated aspects of
self and (2) to propose that psychotherapy for dissociative voices can be
used trans-diagnostically. Rather than being a problem of a dichoto-
mous differential diagnosis (dissociation versus psychosis), it will be ar-
gued that the dissociative model of voices is not diagnosis specific. The
dissociative model can be applied to all cases of DID and a substantial
subset of individuals with a diagnosis of schizophrenia or schizoaffective
disorder, likely in the range of 25% to 40% of cases (Ross, 2004).

As pointed out by Beatson et al. (2019), this is also truewhen the
primary diagnosis is borderline personality disorder: in their review of
the literature on borderline personality disorder and auditory hallucina-
tions, they found a strong relationship between auditory hallucinations
and childhood trauma, and they concluded that in such cases, the voices
are dissociative in nature, and the primary treatment for them is psycho-
therapy. They also noted that there are no qualitative differences between
voices in individuals who have received diagnoses of schizophrenia and
those who have received diagnoses of borderline personality disorder:
this is true for location, frequency, loudness, number, and personhood
of the voices. In terms of differential diagnosis, Beatson et al. (2019)
found that, compared with individuals with diagnoses of schizophrenia,
people with diagnoses of borderline personality disorder had more so-
ciability and less formal thought disorder, negative symptoms including
blunted affect, and delusions. It was those features, not the voices or other
Schneiderian first-rank symptoms (Schneider, 1959), that differentiated
the two disorders in their literature review.

Complex posttraumatic stress disorder (PTSD) can be added to
the list of diagnoses for which psychotherapy of dissociative voices can
be indicated. In a recent paper on complex PTSD, a diagnosis that will
be included in ICD-11 (World Health Organization, 2018), Hyland
et al. (2019) presented data supporting their model that PTSD and
borderline personality disorder can occur as discrete disorders and
can be distinguished from each other reliably. However, according
to their model and the exploratory structural equation modeling they
conducted, when Diagnostic and Statistical Manual of Mental Dis-
orders, Fifth Edition (DSM-5), PTSD and borderline personality dis-
order cooccur, they are best regarded as elements of complex PTSD
rather than as separate disorders. Auditory hallucinations commonly
occur in complex PTSD.

A similar model is advocated in the present article for complex
PTSD, borderline personality disorder, DID, and a subset of individuals
who have received diagnoses of schizophrenia and schizoaffective dis-
order (Tschoeke et al., 2014). According to Ross' (2004) model of a dis-
sociative subtype of schizophrenia (Laferrièrè-Simard and Lecomte, 2010;
Laferrièrè-Simard et al., 2014), psychotherapy for schizophrenia is indi-
cated when there are fewer negative symptoms, less delusions and formal
thought disorder, more voices, and more extensive childhood trauma; this
applies especially when the voices speak in sentences and paragraphs to
“the person” and to each other. These criteria for dissociative schizophrenia
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resemble those that Beatson et al. (2019) used to differentiate borderline
personality disorder from schizophrenia. However, there are significant
differences between dissociative and psychotic voices not described by
Beatson et al. (2019) that are summarized in Table 1. These features
occur on a spectrum and are a matter of degree, rather than being
discrete categories. All of them can be operationalized and
investigated using standard measures in the literature.

There is a substantial international literature on the relationships
among trauma, dissociation and psychosis; the reader is referred to
several key references that lead into that literature (Dorahy et al.,
2009; Honig et al., 1998; Longden et al., 2019; Moskowitz et al.,
2019; Mosquera, 2019). The purpose of the present article is to discuss
the question, when are voices psychotic and when are they dissociative?
In addition, the author provides clinical examples of psychotherapy
strategies for treating dissociative voices.

THE DEFINITION OF DISSOCIATION
Confusion can arise from the fact that the word “dissociation” has

multiple meanings (Ross, 2007a). In its general systems meaning, dis-
sociation is the opposite of association and is synonymous with
“disconnection”: when two things are dissociated, they are out of rela-
tionship, not interacting with each other, and are disconnected from each
other. In this meaning, dissociation can occur in any system in the uni-
verse, for instance as a dissociation constant in physical chemistry. In a
second meaning, dissociation is a technical term in cognitive psychol-
ogy, supported by a large experimental literature. An example is a dis-
sociation between procedural and declarative memory, which has been
demonstrated in numerous experimental paradigms.

A third meaning of dissociation is phenomenological: dissocia-
tion is the items in measures of dissociation, including self-report ques-
tionnaires, structured interviews, and DSM-5 diagnostic criteria for
dissociative disorders (American Psychiatric Association, 2013). There
is a substantial psychometric literature on the reliability and validity of
dissociation as symptom and disorder.

A fourth meaning of dissociation is that it is a postulated intra-
psychic process or defense mechanism. This meaning gives rise to the
fact that dissociation (as a defense mechanism) is only one possible cause
of dissociation as a symptom or phenomenon. The validity of the first
three meanings of dissociation does not depend on the validity of the
fourth meaning, any more than the validity of panic disorder hinges
on theories about defense mechanisms.

WHEN ARE VOICES PSYCHOTIC AND WHEN
ARE THEY DISSOCIATIVE?

In the DSM-III (American Psychiatric Association, 1980) and
DSM-IV (American PsychiatricAssociation, 1994) criteria for schizophrenia,
only one symptom was required if it consisted of voices talking to each

other or voices keeping up a running commentary on the person's be-
havior. In DSM-5, two symptoms are required to make a diagnosis of
schizophrenia. There are five symptoms listed in theDSM-5 diagnostic
criteria for schizophrenia: delusions, hallucinations, disorganized speech,
grossly disorganized or catatonic behavior, and negative symptoms.
This means that two individuals can both meet criteria for schizophrenia
but share no symptoms in common. The interrater reliability of schizo-
phrenia in the DSM-5 field trials was only 0.42 (Regier et al., 2013),
which means that diagnosticians have a great deal of difficulty making
that diagnosis; schizophrenia is not a single disease with a single etiol-
ogy, rather it is an umbrella term that encompasses a highly heteroge-
neous set of individuals with varying symptom patterns, levels of distress
and dysfunction, and treatment needs.

Schneiderian first-rank symptoms, including the two forms of
auditory hallucinations described in theDSM-IV criteria for schizophre-
nia, are thought to be core symptoms of schizophrenia, and to be psychotic
in nature, by most clinicians today. However, Schneiderian first-rank
symptoms are more frequent in DID than in schizophrenia (Ross,
2004, 2007a, 2007b, 2014, 2015; Ross and Browning, 2016; Ross
and Keyes, 2004; 2009; Yu et al., 2010).

How does one differentiate psychotic from dissociative voices,
then? Frequently, this is done by tautology: if the diagnosis is schizo-
phrenia, the voices are psychotic; if the diagnosis is DID, they are dis-
sociative. Similarly, if the diagnosis is schizophrenia, the voices may be
described as true hallucinations, whereas if it is DID, PTSD, or border-
line personality disorder, the voices may be regarded as pseudo-hallucinations.
The distinction between true and pseudo-hallucinations is based on the
same diagnostic tautology.

There are qualitative differences and qualitative similarities be-
tween the voices in DID and those in schizophrenia. In the two diagno-
ses, voices are equally as often inside or outside the head; they are
equally as often hostile and angry; and they equally as often give com-
mand hallucinations for suicide. If these indicators are used by clinicians
to determinewhether avoice is a true hallucination or a pseudo-hallucination,
they have no demonstrated reliability or validity.

In some cases of schizophrenia, there are no auditory hallucina-
tions, and instead the clinical picture is dominated by negative symptoms
and delusional thinking. In other cases, there are voices but they are muf-
fled and indistinct and nowords can be heard clearly. In other cases, there
are voices but they only say the same one or two phrases over and over.
These two types of voices do not seem to be dissociative in nature,
and in any case, they are unlikely to respond to psychotherapy. Voices
that repeat the same words and phrases over and over seem like a small
set of neurons caught in a loop. One could think of them as “old tapes,”
repetitive memories of things said a long time ago, a kind of auditory-verbal
tic, or an obsessive thought misinterpreted as a voice. Such voices do
not seem to have any survival function and do not seem to be defense
mechanisms.

In many cases of schizophrenia or other psychoses, however, the
voices speak in sentences and paragraphs. They talk to each other and
to “the person,” who in reality is only one part of the whole person.
The voices have attitudes and opinions, they monitor the person and the
outside world, they have emotions that they express, and they recommend
courses of action, such as suicide. The person can often describe the genders
of the voices and sometimes their approximate ages—child, adoles-
cent, or adult.

Such complex voices represent a large sector of brain-mind that
spans cognitive, affective, sensory, motor and other domains. The voices
arise from a complex brain network. However, they are experienced by
the out-front part of the person as not self. The out-front part of the per-
son, referred to as the “host personality” in the DID literature (Ross,
1997, 2019; Ross and Halpern, 2009), does not control the content of
the voices' speech and cannot turn them on or off.

These complex voices are like TV commentators inside the person's
mind. They are separate “people” experientially but are actually dissociated

TABLE 1. Features AssociatedWith Psychotic and Dissociative Voices

Psychotic
Voices

Dissociative
Voices

Complex conversations ! +
Complex childhood trauma ! +
Extensive comorbidity ! +
Complex dissociative symptoms ! +
Psychobiology of trauma ! +
High hypnotizability ! +
Responsive to medication + !
Responsive to psychotherapy ! +
Voices can be engaged in a conversation with
a therapist

! +
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aspects of a single person's mind. By basic logic, they must be dissociative
in nature, no matter what the diagnosis. To be ego-alien, and to intrude
into the out-front person's awareness from outside the self, they must be
dissociated from that self; they must be disconnected from the self if we
consider the first meaning of dissociation reviewed above. If the voices
were not dissociated, they could not intrude into awareness from outside.
This is an argument for why complex voices have to be dissociative in na-
ture, no matter what the diagnosis and no matter what their etiology.

In theory, an aspect of self could be dissociated from the execu-
tive self due to faulty genes and brain circuitry and could be heard as an
auditory hallucination when it speaks internally, with no history of psy-
chological trauma. Saying that complex voices are always dissociative
in nature does not mean that the diagnosis has to be a dissociative dis-
order and does not mean that psychological trauma has to be the etiol-
ogy. In practice, however, when there are complex voices there has usually
been complex, chronic psychological trauma. Few people hear voices
because they have been in one car accident, have been assaulted once,
or have been on one combat mission.

There is a tautology operating in the mental health field today: if
the etiology is psychological trauma, the voices are dissociative; if it is
presumed genetic abnormalities, neurotransmitter imbalances, and brain
disease, then the voices are psychotic. This is a tautology, not a scientific
distinction. In fact, abundant recent research demonstrates that childhood
psychological trauma, including physical and sexual abuse, severe ne-
glect, bullying, and domestic violence, markedly increases the risk for
psychosis (Moskowitz et al., 2019; Read et al., 2003).

Dissociative voices are dissociative because they involve dis-
avowal that they arise from the self. Their origin is dissociated from
the executive self according to the patient's report. Complex voices are
dissociative because they have perceptions, attitudes, opinions, emotions,
and internal relationshipswith other voices that are experienced as arising
from outside the self. They are dissociated “people” or identities no mat-
ter what the diagnosis or the etiology. Irrespective of diagnosis, the voices
are never literally separate people; this is a subjective impression about
them, not an objective fact.

TREATMENT IMPLICATIONS OF REGARDING
COMPLEX VOICES AS DISSOCIATIVE

If complex voices, such as those described above, are regarded as
dissociative, irrespective of diagnosis or presumed etiology, then it makes
sense to consider psychotherapy as a primary treatment approach for
them. Specific strategies for talking to the voices, described at length
in the DID literature, can be utilized.

There is an extensive literature on the positive treatment effects
of engaging or targeting voices in psychotherapy for psychosis (Thomas
et al., 2014). Such a technique is recommended in theMaastricht Approach,
for example (Cortens et al., 2019; Longden et al., 2012), but that
approach lacks evidence from randomized controlled trials. Voices are
also targeted in the cognitive therapy of psychosis, although they are not
explicitly conceptualized as being dissociative in that literature (Kingdon
and Turkington, 2004). When the diagnosis is DID, however, the voices
and other Schneiderian first-rank symptoms do diminish significantly during
psychotherapy, as observed in prospective treatment outcome studies.

Ellason and Ross (1997) followed 54 individuals with DID for
2 years after discharge from a specialty hospital unit for dissociative
disorders. For the 42 individuals who did not reach full integration during
the 2 years, the average number of Schneiderian symptoms reported for
the preceding year dropped from 7.0 (SD, 3.0) to 5.0 (SD, 2.9) (t = 4.0,
p < 0.0002). For the 12 people who did reach full integration during
the 2 years, the average number of Schneiderian symptoms reported
for the preceding year dropped from 6.2 (SD, 2.4) at baseline to 1.4
(SD, 1.7) at 2-year follow-up (t = 5.7, p < 0.00001).

Given that not all of the 12 people reaching integration had been
fully integrated for all of the 12 months preceding the follow-up

interview, the number of Schneiderian symptoms would be even fewer
with another year of follow-up. In DID, most of the Schneiderian symp-
toms are due to intrusions into the host personality from the other per-
sonalities. These symptoms include voices talking to each other; voices
commenting on the person's actions; made thoughts, feeling or actions;
thoughts ascribed to others; and thought insertion. The reciprocal pro-
cess is withdrawal of content from the executive self, out-front part of
the person, or host personality—different terms for the same psycholog-
ical structure. This results in the Schneiderian symptom of thought
withdrawal.

Other types of dissociative withdrawal symptoms include amne-
sia and psychological numbing. It is an unanswered question howmany
of the negative symptoms of schizophrenia are caused by brain disease
and how many are caused by trauma-driven dissociative withdrawal.
Other types of dissociative intrusions include flashbacks, which are de-
scribed as “dissociative flashback episodes” or “dissociative reactions”
in DSM-III (American Psychiatric Association, 1980), DSM-IV, and
DSM-5.

Clinically, when a person with DID reaches full integration, there
are no more auditory hallucinations, no amnesia or blank spells, no other
Schneiderian intrusions, no flashbacks, and no disowned or disavowed
trauma history or present-day behaviors. Given that a substantial per-
centage of people with diagnoses of schizophrenia do not respond to
antipsychotic medications (Ross, 2004, 2015, 2020), it is worth consid-
ering a trial of talking to the voices in the subgroup of individuals with
complex auditory hallucinations. The goal of such psychotherapy does
not necessarily have to be full integration; many peoplewho hear voices
do not want the voices to go away because at least some of them are
positive, supportive, and helpful. Many individuals with DID do not
want to reach full integration and instead prefer to keep an internal sys-
tem of parts that is cooperative, functional, and fully coconscious. In
such cases, there is still a significant reduction in internal conflict, sui-
cidal ideation and comorbid symptoms, and a marked improvement in
function.

A DESCRIPTION OF STRATEGIES FOR TALKING
TO THE VOICES

Once complex voices are conceptualized as dissociated aspects
of self, irrespective of diagnosis, then the treatment goal is to form a
treatment alliancewith them, increase the amount of internal communi-
cation and cooperation between them, identify andmeet their emotional
and psychological needs, understand their origins and their roles in the
past and present, and reduce the internal conflict, hostility and dysfunction.

The therapy proceeds on an as if basis—one works with the
voices as if they are different people inside, while explicitly teaching
them that they are all parts of one person. This can be done using the
technique of talking through. It is not necessary for the voices to assume
executive control, as they do in DID, although this is not prohibited. A
composite case vignette illustrates how this is done:

Therapist: One thing we sometimes try to do is talk with the voices to
see what they want and need.
Client: That sounds weird. You want to talk to my voices?
Therapist: Yes. It does seem a bit weird at first, but it's something we do.
Client: OK, But I do not know how to do that.
Therapist: It's fairly simple. I'll ask you a question, the voice will
answer inside, and you'll tell me what the voice said.
Client: OK, I guess.
Therapist: Good. So, voice, the voice that's been telling Sandra to kill
herself, my first question is whether you are listening and whether you
have anything you'd like to say?
Client: The voice said, “I'm here.”
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Therapist: Thanks foranswering. Nice tomeet you. If you do not have
anything you want to ask me at this point, I have some questions I'd
like to ask you, if you do not mind.
Client: The voice said, “I'm not going away. You cannot get rid of me.”
Therapist: I do not want to get rid of you. I know psychiatrists have
tried to get rid of you with medications, but that's not the approach I
take here.
Client: The voice said it does not trust you.
Therapist: I'd say that's smart. You've had your trust betrayed by a lot
of people in your life. It would not be smart to trust me just because
I'm the doctor. I do not want to get rid of you, voice, because you are
part of Sandra. You are there for a reason and have been part of how
she's survived.
Client: The voice said it protects me. But that does not make sense.
It's been telling me to kill myself.
Therapist: Maybe the voice is trying to protect you by taking you
away from the pain.
Client: But I do not want to die.
Therapist: I understand that. Maybe we could work with the voice to
find another way to protect you besides suicide.
Client: I doubt that the voice will cooperate. It just wants power
and control.
Therapist: Maybe. But maybe not. How about if I ask the voice
about that?

The therapy then proceeds as it would if there was conflict and
disagreement between two separate people. What does each party want?
Are they willing to negotiate? Could there be some give and take? What
does each party suggest we do next?What could the out front part of the
person do to help the voice feel better?

The therapist can explain why getting rid of the voice is not the
plan in this approach. If he or she wants to get rid of the voices, the
person is out of luck: medications have not gotten rid of the voice. Not
surprisingly, the more “the person” tries to get rid of the voices, the more
the voices want to get rid of the person. It is an internal civil war, and it
consumes a lot of time and energy.

Often, the voices do not realize that they are part of “the person”
and often they are not oriented to the year. They think the current year is
1983 or some year from the past, and sometimes they think they can kill
the host personality while being unaffected themselves. Orienting the
voices to the body and the present is a task for the early stages of ther-
apy, as illustrated in this composite vignette:

Therapist: Voice, I have another question for you. What year would
you say it is?
Client: 1983.
Therapist: And where do you live now? At home with your parents?
Client: Yes.
Therapist: Right. Do you know how old Sandra is?
Client: She's eight.
Therapist: And do you know what year she was born in?
Client: 1975.
Therapist: That adds up. She was born in 1975, she's 8 now, and it's
currently 1983.
Client: So what's your point?
Therapist: By the way, my name is Dr Ross, in case you did not catch
that earlier. I'd like you to try something right now, if you do not mind.

Client: What's that? Do not play games with me.
Therapist: I'll try not to. Right now you are listening through the ears,
telling Sandra your answers and Sandra is telling me what you said.
Now I'd like you to look out through her eyes. Can you do that?
Client: The voice said “yes.”
Therapist: Good. So, if you look down, there's the floor, if you look
up, there's the ceiling, and if you look over here you'll see me sitting
over here. Can you see that?
Client: Yes.
Therapist: How many fingers am I holding up right now?
Client: Three.
Therapist: And now?
Client: One.
Therapist: Good. Now, Sandra, I'd like you to hold your hand up in
front of your face and look at it. Voice, do you see the hand?
Client: Yes.
Therapist: Does that look like an 8-year old girl's hand?
Client: No.
Therapist: Let me explain what I think is going on then. Take a look at
the shoes. Whose shoes are those?
Client: Those are her shoes.
Therapist: How did her shoes get on your feet?
Client: I do not know.

The therapist then proceeds to explain that the voice lives inside
Sandra's mind and is looking out through Sandra's eyes. The voice has
not noticed that a lot of time has gone by and it is now 2020. Sandra is
now 45 years old. She does not live at home with mom and dad any-
more and the abuse stopped a long time ago. But the therapist does
not expect the voice to believe this right away—he should check it
out for himself, look at the TV, look at the cars and hairstyles, look at
magazines at the supermarket. Then the voice can decide for itself what
year it is.

The main advantage of learning that it is 2020 is that things are
much safer in 2020. There is no current abuse (unless Sandra is in a cur-
rent abusive relationship). The conversation can then shift to things the
voice might like to do in the present, like play computer games, ride a
bicycle, go for ice cream, or whatever would be safe, enjoyable, and
fun. Often, the voice does not know about cell phones, computers, or
the Internet. In 2020, there is no need to protect the secrets by threaten-
ing to kill Sandra.

There are many other tasks, strategies, and techniques that can be
used in working with voices. These are described in the DID literature
(Ross, 1997, 2019) and have been in use in that field for decades.

CONCLUSIONS
If complex voices are conceptualized as being dissociative, irre-

spective of diagnosis, then psychotherapy techniques from the DID lit-
erature can be considered. The paradigms of brain disease-medication
and trauma-dissociation-psychotherapy need not bemutually exclusive,
but the mental health field could benefit from a paradigm shift toward
the trauma-dissociation model of auditory hallucinations. Such a shift
in treatment for auditory hallucinations is unlikely to occur without a
corresponding shift in the paradigm for conceptualizing complex
Schneiderian voices. The psychotherapy of dissociative voices can be
used trans-diagnostically, particularly for borderline personality disorder,
DID, complex PTSD, and the dissociative subtype of schizophrenia.
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