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ABSTRACT Within the biopsychiatric model, hearing voices is understood as an auditory hallucination, usually 
associated with a diagnosis of schizophrenia. In contrast, the Maastricht approach understands hearing voices as 
a survival mechanism and holds that it is possible to learn to live with voices and to make sense of them. Using a 
qualitative design and drawing on a governmentality perspective that conceptualizes the Maastricht approach as 
a technology of the self, this study conducts a discourse analysis of the Maastricht interview guide. The analysis is 
organized around the following categories: the aims and actions promoted by the approach; how it conceptualizes the 
voice-hearer, the voices, and the relationship between the voice-hearer and their voices. The Maastricht approach 
differs from biopsychiatric forms of self-management in three respects: voices are understood as meaningful and 
situated experiences; the subject is conceived as relational; and the relationship between the subject and their voices 
is characterized by mutual influence. Consequently, this tool for self-knowledge and self-transformation makes 
visible a situated form of suffering rooted in personal, collective, and structural contexts, in which voices are part of 
the ecosystem of a subject engaged in the practice of taking care of the self.
KEYWORDS Mental Health; Self Care; People with Psychiatric Disorders; Dissent.

RESUMEN En el modelo biopsiquiátrico, escuchar voces es una alucinación auditiva ligada, usualmente, al diagnóstico 
de esquizofrenia. Sin embargo, en el enfoque Maastricht, escuchar voces es un mecanismo de supervivencia, es posible 
aprender a convivir con ellas y dotarlas de sentido. Desde un diseño cualitativo y una perspectiva gubernamental se 
realiza un análisis del discurso del guion de entrevista del enfoque Maastricht como tecnología del yo, partiendo de las 
siguientes categorías analíticas: los objetivos y las acciones que moviliza el enfoque; cómo conceptualiza al escuchador 
de voces, a las voces, y a la relación entre el escuchador y las voces. Difiere de la gestión de sí biopsiquiátrica en tres 
aspectos: las voces son significativas y situadas, el sujeto es relacional, y se da influencia mutua entre el sujeto y sus 
voces. En consecuencia, esta herramienta para el autoconocimiento y la autotransformación visibiliza un sufrimiento 
situado, enraizado en contextos personales, colectivos y estructurales en los que las voces son parte del ecosistema de 
un sujeto que ejerce el cuidado de sí.
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Introduction

In Western culture, hearing voices is directly associated 
with madness. Within the biomedical psychiatric model, 
hearing voices is understood as an auditory hallucina-
tion that generally leads to a diagnosis of schizophrenia. 
From this perspective, biopsychiatry establishes a clear 
and definitive separation between the subject and the 
voices they hear, with the ultimate aim of reducing and/
or eliminating those voices. Accordingly, voices catego-
rized as auditory hallucinations are assumed to bear no 
correspondence or relationship to reality and are con-
sidered devoid of meaning. Consequently, psychiatric 
patients who hear voices are expected to manage them 
either by ignoring them or by denying their existence.

Throughout this study, biopsychiatry serves as 
an analytical model, both because of its predominance 
and because, in countries of the “Global North,” hear-
ing voices is generally situated within the realm of acute 
psychological suffering, framed in clinical and hos-
pital settings where the hegemonic medical model, in 
Eduardo Menéndez’s terms,(1) encounters fewer forms 
of resistance and dissent. Following Nikolas Rose in 
Our Psychiatric Future,(2) it can be argued that biomedi-
cal psychiatry remains hegemonic within European and 
North American research and that, in cases of acute psy-
chological suffering, psychiatric medication constitutes 
the primary intervention in clinical and hospital set-
tings, while non-adherence to pharmacological treat-
ment is regarded as a matter of serious concern.

Nevertheless, several nuances highlighted by 
Nikolas Rose regarding the predominance of the bio-
psychiatric paradigm should also be acknowledged. 
Although most psychiatrists regard psychiatric medi-
cation as essential, they do not usually adopt an exclu-
sively biological approach. Diagnostic and treatment 
guidelines vary across countries, evolve over time, and 
are implemented to different extents. Moreover, people 
experiencing mild or moderate psychological suffer-
ing are often cared for by networks of family members, 
friends, and other non-professionals outside the men-
tal health system. Beyond hospital settings and medi-
cal supervision, a wide range of healthcare practices 
with little emphasis on the biomedical model continue 
to proliferate. Furthermore, biomedical psychiatry cur-
rently coexists with a number of theoretical and clinical 
perspectives that challenge its hegemony, most notably 
collective mental health(3) and postpsychiatry.(4,5)

The emergence of this hegemonic biomedical para-
digm is rooted in the history of psychiatry itself, specif-
ically in the European Enlightenment of the eighteenth 
century, shaped by the modernizing project concerned 
with reason and social order, the search for scien-
tific and technological solutions to human problems 
through the positivist method—grounded in the dual-
isms of body/mind and individual/society—and the pri-
macy accorded to individual subjectivity.(4) Against this 

historical background, biopsychiatry emerged as the 
application of the biomedical model to internal, indi-
vidual mental processes. It is closely linked to devel-
opments in psychopharmacology and oriented toward 
identifying causal explanations of biological origin that 
claim universal validity.(6) Its method relies on scientific 
research and technological development—primarily in 
the fields of genetics, molecular biology, and neuro-
science(5)—with the aim of producing classifications of 
mental disorders understood as brain imbalances, that 
is, as natural phenomena detached from both social re-
lations and cultural contexts.(7)

Among the principal sociological traditions con-
cerned with mental illness, this article is situated within 
the framework of social constructionism(8) and, more 
specifically, within the poststructuralist tradition in-
augurated by Michel Foucault in his work on madness, 
psychiatric institutions, and the nexus of knowledge 
and power. This tradition is centered on the critical ex-
amination of discursive practices, particularly their re-
lationship to processes of subjectivation and modes of 
governance. It has exerted considerable influence on 
critical psychiatry and has been further developed by 
Nikolas Rose(2,9,10,11,12,13,14) and, subsequently, by schol-
ars who have applied biopolitical critique to contem-
porary practices of self-management in the field of 
mental health, including Allan V. Horwitz,(15) Simone 
Fullagar,(16,17,18,19) Bianca Brijnath,(20) Victoria Pitts-
Taylor,(21) and Talia Rose Weiner,(22) as well as by contri-
butions from critical anthropology.

While acknowledging the multiple debates that cur-
rently shape the field of mental health in both Europe and 
Latin America and challenge the hegemony of biopsy-
chiatry, this model functions here as a theoretical con-
struct and conceptual tool against which the Maastricht 
approach, developed by the social psychiatrist Marius 
Romme and the researcher Sandra Escher,(23,24,25,26) is 
analytically contrasted. Based on a critique of the bio-
psychiatric model and the depathologization of hearing 
voices, the Maastricht approach emerged in Maastricht, 
the Netherlands, during the 1980s through the collabo-
ration between Marius Romme, Sandra Escher, and the 
voice-hearer Patsy Hague. Within this approach, hear-
ing voices is understood as a human experience aris-
ing in response to traumatic or extremely stressful life 
events that can be made meaningful within the context 
of the voice-hearer’s life. Moreover, people can learn 
strategies for engaging with and managing their voices. 
One of the approach’s principal tools is the Maastricht 
Hearing Voices Interview. This instrument consists 
of a structured interview and self-interview guide de-
signed to map voices and relate them to the various con-
texts within which the voice-hearer’s life experience 
has unfolded.(27) From a governmentality perspective, 
conceptualizing this (self-)interview guide as a tech-
nology of the self(28)—that is, as a practice oriented to-
ward self-knowledge and self-transformation—makes 
it possible to examine how it shapes the subjectivity of 
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the voice-hearer, namely, how they think about, under-
stand, and act upon themselves.

Within the broader field of biomedically oriented 
healthcare, practices of self-management are typi-
cally reifying and individualizing, having become wide-
spread to the extent that service users are encouraged 
to become “expert patients” capable of governing their 
own health.(29,30,31,32) In the field of mental health, how-
ever, such practices of self-management are both rel-
atively recent and deeply ambivalent. On the one hand, 
it was the U.S. psychiatric survivor, user, and consumer 
movement that advocated for interventions centered 
on self-management within mental health systems. 
This movement introduced cognitive-behavioral mod-
els for the management of mental illness into health-
care systems in the United States and Europe, thereby 
implicitly recognizing the citizenship of people di-
agnosed with mental disorders.(33) On the other hand, 
biopsychiatric forms of self-management rest upon 
ambiguous premises, insofar as the notion of mental 
illness simultaneously recognizes and denies the sub-
ject’s rationality and capacity for self-government. As 
a result, they shape the subjectivity of people diagnosed 
with mental disorders as simultaneously deficient—
whether psychologically and/or neurochemically(11,34)—
and responsible for restoring their autonomy through 
self-governance.(15,21,35,36) Nevertheless, people with psy-
chiatric diagnoses do not unambiguously embody this 
hegemonic model. Rather, they negotiate, problematize, 
and resist its highly individualizing character, its cogni-
tive-behavioral orientation, and the hypercentrality of 
medication.(16,17,22) Consequently, alongside biopsychiat-
ric forms of self-management, other disruptive and in-
novative ways of working on the self have emerged, both 
in the practices of people with lived experience of psy-
chological suffering and among members of movements 
led by psychiatric users, survivors, and ex-patients, as 
well as within peer support groups.(37,38)

Accordingly, the (self-)interview guide of the Maas-
tricht Hearing Voices Interview belongs to the realm 
of non-hegemonic and non-normative practices of 
self-governance in mental health. Examining it as a 
technology of the self makes it possible to explore the 
kind of work on the self that it promotes, the relation-
ships it constructs between the subject and their voices, 
and its points of convergence with and divergence from 
the forms of self-management advanced by the hege-
monic biopsychiatric model. This tool produces a mark-
edly novel relationship between the self and its voices, 
thereby fostering a form of subjectivity that diverges 
from the biopsychiatric model. By mapping the connec-
tions between voices and the contexts of lived experience, 
it situates voices within specific personal, collective, and 
structural—that is, social and cultural—coordinates. In 
doing so, it de-reifies the experience of hearing voices 
and enables the production of meaning. This new mode 
of subjectivation is grounded in a relational self that 
brings into view relationships of abuse, traumatic life 

experiences, and the sociocultural determinants within 
which voices emerge. Ultimately, this leads us to concep-
tualize the (self-)interview guide of the Maastricht ap-
proach as a practice embedded within the logic of care(39) 
that promotes the care of the self.(40)

Self-management in the biopsychiatric model: 
the mentally ill person who must deny the 
existence of voices

This article focuses on the biomedical psychiatric re-
sponse to the experience of hearing voices because of its 
predominance in academic research, healthcare insti-
tutions, and public health policy. Although this model is 
challenged to varying degrees in both Europe and Lat-
in America, it nevertheless produces particular forms of 
governing the self—that is, ways of thinking about our-
selves, our emotions, and our relationships—which al-
so aspire to the status of universal truths, irrespective of 
socioeconomic and cultural contexts. The psychologiza-
tion of the social, as described by Nikolas Rose(10,11) from 
a governmentality perspective, has entailed the con-
temporary reconfiguration of technologies of the self—
the set of practices through which individuals transform 
themselves by means of self-knowledge(28,40)—into 
practices of self-management. Consequently, subjects 
become responsible for constituting and reconstitut-
ing themselves as autonomous individuals through 
self-governance. Following Rose’s line of inquiry, men-
tal illness is understood as the cognitive-behavioral 
expression of a psychological and/or neurochemical de-
ficiency(13,14,34) in the process of subjectivation through 
which the autonomous individual is constituted. Al-
though the distinction between the cognitive-behav-
ioral self and the neurochemical self characteristic of 
biopsychiatry lies in their respective explanations of the 
etiology of mental illness—a difference with important 
implications—both conceptualizations promote a pro-
cess of subjectivation centered on the autonomous indi-
vidual, the radical separation between the individual and 
the illness, and the individual’s ultimate responsibili-
ty to discipline themselves, restore their autonomy, and 
return to a productive life through self-management.(19) 
Thus, regardless of where the etiology of mental illness 
is located, self-management disregards and/or denies 
the sociocultural dimensions that produce illness(6,7) and 
mobilizes cognitive-behavioral technologies of the self 
oriented toward psychological management, medication 
management, or a combination of both.

With the aim of gaining control over mental illness in 
order to eliminate it and subsequently restore the patient 
as an autonomous individual, self-management may in-
volve monitoring one’s thoughts, moods, and psychiatric 
medication dosages, based on the underlying assump-
tion that mental illness can be known, distinguished 
from the self, and anticipated. In other words, it estab-
lishes a radical separation between mental illness and the 
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subject who experiences it.(22,41) In order to know the ill-
ness, distinguish it from the self, and anticipate its man-
ifestations, the person diagnosed with a mental disorder 
must cultivate a form of hyper-rational self-surveillance 
that combines constant reflexivity with an equally con-
stant suspicion toward that very rationality.(22) The en-
during threat of a future depressive, manic, or psychotic 
self simultaneously affirms and undermines the exis-
tence of a rational and authentic self.(42) This structural 
paradox inherent in self-management means that peo-
ple diagnosed with mental illness can never fully posi-
tion themselves as coherent, intelligible, and available 
subjects capable of working on themselves.(43) Instead, it 
establishes a permanent internal questioning, a struggle 
over power, a battle—or even a war—within the self.(18,44) 

Consequently, regardless of how the etiology of mental 
illness is conceptualized, these technologies of the self 
form part of a cognitive-behavioral mode of self-man-
agement exercised from the standpoint of a deficient and 
individualized self in relation to a decontextualized ill-
ness, and within the asymmetrical relationship between 
expert and patient.

With respect to self-management, both the psy 
disciplines and the field of biomedical psychiatry are 
marked by multiple tensions concerning the conceptu-
alization of mental health, as well as by the practices and 
subjective perceptions of people diagnosed with men-
tal disorders. In other words, the ways in which indi-
viduals embody these practices of the self encompass a 
broad spectrum of positions that may reinscribe, prob-
lematize, negotiate, resist, and/or subvert this individ-
ualizing and reifying mode of subjectivation. In Emily 
Martin’s terms, this gives rise to different “self-mak-
ing projects”,(45) through which individuals variously 
negotiate the imperatives of self-management in their 
everyday lives and their identification with either the 
cognitive-behavioral or the neurochemical etiology 
of mental illness.(46) Among these different positions, 
four may be highlighted. First, there are those who re-
gard behavioral work on the self as the “genuine” form 
of self-management, in contrast to the “easy” manage-
ment afforded by medication.(20) Second, there are indi-
viduals who internalize the psychiatric diagnosis and its 
neurochemical explanation while rejecting the notion of 
psychological deficiency.(16) Third, there are those who 
identify with both neurochemical and psychological de-
ficiency and therefore simultaneously rely on medica-
tion and psychotherapy.(19) Finally, there are individuals 
who reject medication altogether, along with the neuro-
chemical explanation of mental illness.(17)

With regard to the experience of hearing voices, the 
same logic of self-management outlined above is repro-
duced: self-governance is simultaneously denied and 
demanded, with the ultimate aim of reducing and/or 
eliminating the voices. As noted previously, voices cat-
egorized as auditory hallucinations have generally been 
associated with a diagnosis of schizophrenia, which, in 
turn, is characterized by a presumed lack of insight and 

an impaired capacity for self-governance, thereby limit-
ing the possibilities for self-management. Nevertheless, 
the psy disciplines and the biopsychiatric model de 
facto provide a framework for managing voices. As Lisa 
Blackman has argued, this framework requires individ-
uals to work “against the voices”(37,47) by practicing dis-
traction, denying the voices’ existence, nullifying their 
subjective meaning, and rejecting any potential posi-
tive effects they might have. These strategies establish 
and reinforce a complete separation between the voices 
and those who hear them, their life experiences, and the 
sociohistorical contexts in which the voices emerge. In 
seeking to gain control over the voices and ultimately 
eradicate them, they reproduce the internal dynamic 
previously described as a struggle or even a war of the self 
against itself. Just as the management of psychological 
suffering within the hegemonic model of self-manage-
ment is embodied in a wide range of ways, the experience 
of hearing voices likewise gives rise to alternative ways 
of transforming the self that escape this mode of sub-
jectivation. Among these, the approach promoted by the 
Maastricht framework is particularly noteworthy.

Self-management in the Maastricht approach: 
the voice-hearer as a survivor engaged in a 
relationship of power with their voices

Alongside the development of their research program on 
hearing voices and the consolidation of the Maastricht 
approach, Romme and Escher founded the Intervoice: 
The International Hearing Voices Network, an interna-
tional network that brings together professionals and 
voice-hearers and has since fostered the creation of nu-
merous national networks, among the most prominent 
being the National Hearing Voices Network in England. 
Today, the network is active in more than 26 countries. 
Its perspective converges with the new social movements 
in mental health that emerged during the 1980s, par-
ticularly the psychiatric user, survivor, and ex-patient 
movements in the Netherlands and the United States, 
which advocate for the human rights, social justice, and 
citizenship of people with psychiatric diagnoses.(48,49) 

Intervoice constitutes the central node of the Hearing 
Voices Movement (HVM), known in the Spanish-speaking 
world as the Movimiento de Escuchadores de Voces (MEV). 
Led by people with lived experience together with allied 
professionals, the movement has developed into an inter-
national agenda for both research and activism concern-
ing the experience of hearing voices. The Hearing Voices 
Movement challenges psychiatric authority and conven-
tional diagnostic models(50,51) and is composed of numer-
ous local networks that bring together professional and 
experiential expertise.(52,53,54) Among its principal tools 
are peer support groups and the (self-)interview guide 
known as the Maastricht Hearing Voices Interview.(27,55,56,57)

In Spain, following the 7th World Congress of Inter-
voice: The International Hearing Voices Network, held in 
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Madrid in 2015 and organized by Entrevoces—the Span-
ish hearing voices network—several peer support groups 
emerged around experiences of psychological suffering 
outside the biopsychiatric model. These included Flipas 
GAM and Fliparte GAM in the Community of Madrid, Xixón 
Voices in Gijón, and Escuchadores de Voces de Granada. The 
congress also increased the visibility of already existing 
initiatives, such as the Xarxa GAM in Catalonia, together 
with other peer-led projects organized by and for people 
with a range of psychiatric diagnoses.

Accordingly, the (self-)interview guide of the 
Maastricht Hearing Voices Interview occupies a central 
place not only within the Maastricht approach but also 
within the Intervoice network and the broader Hearing 
Voices Movement. Within the Maastricht approach it-
self, the interview guide has served as a methodolog-
ical tool throughout the successive research projects 
conducted by Romme and Escher and has been con-
sistently referenced across their publications. Prior 
to developing this instrument, Romme and Escher 
had carried out a pilot study examining the relation-
ships between voice-hearers and their voices, the in-
terpretive frameworks through which they understood 
these experiences, and the effects of sharing them with 
other voice-hearers.(58,59,60) They had also explored the 
personal histories of voice-hearers and developed a 
non-pathological analytical framework through which 
these unusual experiences could be understood and ad-
dressed.(23) It was at this stage that they created the in-
terview guide as a methodological research tool for 
exploring the relationship between voices and the life 
trajectories of those who hear them. The guide was 
subsequently applied to the analysis of the relation-
ship between hearing voices and different psychiatric 
diagnoses,(61,62) to the examination of similarities and 
differences in how voice-hearers with and without psy-
chiatric diagnoses engage with their voices,(63) and to 
the development of a therapeutic approach for mental 
health professionals.(24)

This body of work was subsequently expanded 
through a three-year follow-up study involving chil-
dren and adolescents who heard voices, using the 
Maastricht Interview for Children;(64,65,66,67,68) a spe-
cific exploration of the relationship between hearing 
voices and traumatic experiences;(69) and an analysis of 
fifty recovery narratives recounted in the first person by 
voice-hearers.(26) The Maastricht approach developed by 
Romme and Escher has since been applied and further 
elaborated in numerous subsequent publications,(70,71,72) 
including collaborative work with several other re-
searchers.(25,50,73,74)

Finally, although the interview guide is designed 
to be conducted as an interview or self-interview with a 
single individual, the broader research trajectory from 
which it emerged characterizes hearing voices not as an 
intensely individual and incommunicable experience but, 
rather, as a common human experience with shared fea-
tures. Accordingly, the guide explicitly recognizes that 

the interview should not only benefit the interviewee but 
also generate knowledge that may prove valuable to oth-
ers undergoing similar experiences—that is, it acknowl-
edges that experiential knowledge can be transferred and 
shared.(27) In this way, the collective dimension of hearing 
voices becomes visible, as do voice-hearers as a collective 
and the possibility of collectively producing knowledge in 
the field of mental health.(75)

The specific analysis of the interview guide as a 
technology of the self builds upon the pioneering work 
of Lisa Blackman,(37,47) who examined the everyday prac-
tices of people who hear voices and participated in peer 
support groups within the Hearing Voices Movement. To 
capture the distinctive form of self-management devel-
oped by her participants, Blackman coined the concept 
of “hallucinatory technologies of the self.” These prac-
tices of self-governance articulate a non-biopsychiatric 
approach to engaging with voices, organized around two 
key principles: expansion and integration. The logic of 
expansion understands the experience of hearing voices 
as fundamental to the expansion of the self, personal 
development, and even spiritual transformation.(47) 
The logic of integration, in turn, holds that the aim of 
self-management is not to eliminate voices but to in-
corporate them—that is, to seek their collaboration in 
the work on the self rather than opposing them.(47) The 
wide range of techniques employed within this frame-
work includes practices of selective listening, directed 
attention, meditation and visualization, psychic insu-
lation, symbolic practices, regimes of secular solitude, 
and forms of physical and mental economy.

Following this line of inquiry into the technolo-
gies of the self associated with the experience of hearing 
voices, this article focuses specifically on the Maastricht 
Hearing Voices Interview as one of the tools for work-
ing on the self that constitutes a mode of subjectiva-
tion diverging from biopsychiatric self-management 
through the practice of the care of the self(40,76) and the 
logic of care.(39,77,78) This practice promotes self-knowl-
edge through which individuals seek to cultivate them-
selves, transform themselves, and ultimately achieve 
self-transformation. Unlike self-management, how-
ever, it is concerned with the place one occupies in re-
lation to others. Accordingly, the question of one’s 
relationship with others runs throughout the practice of 
the care of the self, since the complex power relations in 
which individuals are embedded are regarded as crucial. 
Centered on the everyday practice of living, the care of 
the self constitutes a form of work on the self that en-
ables individuals to inhabit the roles they occupy within 
their families, friendship networks, communities, col-
lectives, and society.(40,76)

In a similar vein, care as a logic and mode of 
practice privileges practical engagement through a 
continuous process of (re)adjusting to context and per-
severing in the effort to make life more livable.(39,77,78) 
This logic stands in contrast to the prevailing logic of 
the consumer, the citizen, or the active patient that 
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characterizes the biopsychiatric perspective, revealing 
both the impossibility of exercising complete control 
over vulnerability and illness and the multiple ways in 
which agency remains possible from within such condi-
tions. Consequently, the primary emphasis of the logic 
of care is not on autonomy or the individual’s right to 
decide independently but rather on the ongoing work of 
living and on the ensemble of practices that sustain ev-
eryday life, within which the roles of caregiver and care 
recipient remain fluid and interchangeable. Practices of 
care therefore lead us to conceptualize subjects in ways 
that diverge from the cognitive-behavioral and ra-
tionalist conceptions of the human being upon which 
self-management is based.

Methodological notes

Using a qualitative research design, the empirical inter-
pretive analysis focuses on the Spanish-language ver-
sion of the Maastricht Hearing Voices Interview guide, 
translated as Entrevista con una persona que escucha voces, 
which appears in the appendix to Romme and Escher’s 
book Making Sense of Voices (published in Spanish as 
Dando sentido a las voces).(24,27) The quotes correspond to 
the Spanish version.

With regard to the object of analysis, it should be 
noted that although the spanish version of Making Sense 
of Voices(27) includes not only the interview guide itself 
but also instructions for conducting the interview, as 
well as guidelines for subsequently preparing a report 
and a construct, only the interview guide constitutes the 
object of analysis in this study. The guide is organized 
into thirteen sections covering the principal dimensions 
of the experience of hearing voices: the characteristics 
of the voices; the personal history of hearing voices; the 
situations, places, and emotions that trigger the voices; 
the content of what the voices say—whether literal and/
or metaphorical; the voice-hearer’s own interpretation 
of the origin of the voices; the impact of the voices on 
everyday life; the (im)balance in the relationship be-
tween the voice-hearer and their voices; the strategies 
each interviewee uses to cope with the voices; adverse 
childhood experiences; personal medical history; and, 
finally, the social environment and support network 
available to the voice-hearer.

An earlier English-language version of the in-
terview guide exists, differing only in minor respects, 
together with two subsequent adaptations of the in-
strument.(79) The first, developed by Escher and Romme, 
was designed for children and adolescents,(64) while the 
second, developed by Escher, Bullimore, and Romme,(80) 
was intended to explore unusual thoughts commonly 
referred to as paranoia.

In order to examine the role of the interview guide 
from a governmentality perspective as a technology of 

the self and to investigate its role in the production of the 
subjectivity of voice-hearers, this study takes the inter-
view guide itself as its object of analysis for two reasons. 
First, it provides the foundational structure from which 
other interventions may be developed. Second—and 
more importantly—it was published as a publicly acces-
sible questionnaire intended for individual use and has 
been disseminated by organizations, networks, and peer 
support groups as a resource for fostering a deeper un-
derstanding of the experience of hearing voices, whether 
used in the form of an interview or a self-interview.

With regard to the period of analysis, this study 
derives from the postdoctoral research project enti-
tled “Experiential knowledge and self-management at 
the margins of the biomedical model: The emergence of 
peer support groups in Spain” (2019–2022). The meth-
odological strategy consisted of discourse analysis(81) 
conducted across three analytical levels.(82)

At the first level, the content analysis involved 
fragmenting the text into meaningful units of informa-
tion corresponding to the analytical categories. At the 
second level, these categories were examined in relation 
to the two core concepts mobilized by technologies of 
the self—self-knowledge and self-transformation(28)—
together with a third concept, the care of the self, which 
refers to concern for the place one occupies in relation 
to others(40,76) and is embedded within the logic of care, a 
mode of practice that privileges pragmatic engagement, 
continuous adaptation to changing contexts, and the 
work of sustaining everyday life.(39)

Finally, the interpretive level was based on socio-
logical rewriting, examining both the continuities and 
the disruptions that this tool introduces with respect to 
the hegemonic forms of self-management promoted 
by the biopsychiatric model. This analytical strategy 
made it possible to interrogate how the subjectivity of 
voice-hearers is produced through engagement with the 
(self-)interview guide. The analytical categories employed 
were as follows: (a) the aims of the interview guide and 
the practices it mobilizes (subcategories: self-knowl-
edge, self-transformation, mediation); (b) the con-
ceptualization of voices and their role (subcategories: 
dynamism, contextualization, agency, intentionality); 
(c) the conceptualization of the subject who hears voices 
(subcategories: experiential knowledge, agency, rela-
tionality); and (d) the conceptualization of the relation-
ship between the voices and the person who hears them.

Results

The aims of the interview guide and the 
practices it mobilizes: mediation through 
mapping

With regard to the aims of the interview guide,(27) these 
are explicitly stated in its opening section:
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“1. THE NATURE OF THE EXPERIENCE: This 
questionnaire has been designed for people 
who hear voices. It is intended to help you gain 
greater insight into your experience of hear-
ing voices. It is also designed to encourage a 
dialogue between us about your experience 
and the way you cope with the voices. This will 
enable us together to work out the best way of 
dealing with them.”(27)

This instrument seeks to foster self-knowledge among 
voice-hearers. Although this objective guides the in-
terview from beginning to end, it is closely intertwined 
with a second overarching aim: to facilitate self-trans-
formation by enabling interviewees to discover the most 
appropriate way of relating to their voices, since an im-
balanced or abusive relationship with them gives rise to 
psychological suffering.

The self-knowledge that makes self-transforma-
tion possible is grounded in the mapping of the inter-
viewee’s relational landscape throughout the interview. 
This emphasis on relationality is operationalized 
through mapping specific contexts, thereby making it 
possible to make sense of voices by situating them in re-
lation to concrete events and interpersonal relation-
ships. The concern with relationality—and with the 
place occupied by both the voice-hearer and the voices 
in relation to other people and situations—moves the 
interview guide beyond its function as a technology of 
the self, centered on self-knowledge and self-transfor-
mation, toward a practice of the care of the self, in which 
relationality becomes the central organizing princi-
ple. Moreover, the interview guide functions as a medi-
ating device, not only between the individual and their 
voices but also between the voice-hearer’s self-knowl-
edge and mental health professionals, family members, 
and friends.

The conceptualization of voices: situated, 
meaningful, and agentic

In contrast to the biopsychiatric model, in which talking 
with voices—or even talking about them—is regarded 
as potentially dangerous, this interview guide is explic-
itly designed to foster dialogue with the voices in or-
der to understand them more deeply and expand the 
voice-hearer’s self-knowledge.

Accordingly, from the very first question in the 
opening section— 1.1 I would like you to tell me about 
your experience of hearing voices. How many voices do 
you hear? Do you also hear sounds? Do you have visions? 
(27)—the interview is structured around understanding 
the subjective experience of hearing voices. It explores 
whether the voices or sounds can also be heard by other 
people (Question 1.2); where, from the voice-hear-
er’s perspective, the voices and/or sounds originate or 
are located (Question 1.3); whether the voice-hearer 

considers the voices to come from themselves or from 
someone else (Question 1.4); and whether they are able 
to enter into dialogue or otherwise communicate with 
the voices (Question 1.5).

The interview also elicits a description of the trajec-
tory of the voices by exploring the changes between how 
they are experienced in the present and how they were 
experienced in the past (Question 2.1), together with 
their names, content, tone, and frequency (Questions 
2.2, 5.1, and 5.2). In addition, it systematically maps 
the contexts in which the voices first emerged and sub-
sequently reappeared by examining in detail the pe-
riod during which the voices were first heard and the 
later periods in which they continued to be experienced 
(Questions 2.1, 3.1, and 3.2).

The interview is based on the premise that voices 
emerge within contexts characterized by specific cir-
cumstances and that the voices themselves possess 
distinctive characteristics comparable to those of a per-
son. This is reflected in the second question of Section 
2: 2.2 Can you tell me who the voices belong to? Have 
you given them names? What is their general theme? Is 
their tone negative or positive? How often do you hear 
them? (27) This assumption is reinforced by the following 
question: 2.3 Does the manner or tone of the voices re-
mind you of someone you know or used to know? If yes, 
who?(27) Accordingly, the interview explores the possi-
bility that the voices are directly connected to specific 
life experiences or relationships in the voice-hearer’s 
biography.

However, the interview guide not only asks 
voice-hearers to describe the contexts in which the 
voices emerge (Questions 2.1, 3.1, and 3.2), but also in-
vites them to consider whether the voices are related 
to a range of life circumstances, including stressful 
changes, illness, bereavement, love, sexuality, religion, 
or spirituality: 3.3 We have put together a list of diffi-
cult circumstances and situations that people might ex-
perience in their lives. Which of these life events have 
happened to you? At what age?(27) Finally, childhood is 
treated as a particularly significant period in the life 
course. The interview first invites the voice-hearer to 
describe this stage of life through the following open-
ended question:

“10. YOUR EXPERIENCE OF CHILDHOOD: Child-
hood can be a very different experience for each 
of us. Some people like to look back to their 
childhood, while others prefer to put it behind 
them as soon as possible. What is your percep-
tion of your childhood?”(27)

The interview then proceeds with a series of more spe-
cific questions aimed at mapping possible experiences 
of emotional, physical, and sexual abuse (Questions 
10.2–10.8). Thus, the first sub-question seeks further 
detail while maintaining the possibility of a broad, open-
ended response: “10.1. Was your childhood pleasant or 
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stressful? Can you describe what your childhood was 
like?”(27) The second refers to the interviewee’s sub-
jective perception of safety in both public and private 
spaces: “10.2 Did you feel safe at school, in the streets and at 
home? If not, please explain:”(27) The third refers directly 
to situations recognized by the voice-hearer as abuse: 
“10.3 As a child were you mistreated? How?” (27) The fourth, 
fifth, and sixth inquire more specifically into possible 
forms of abuse by asking the voice-hearer the following:

“10.4 As a child, did you ever receive unusual 
punishments? For example, were you ever 
locked in a bathroom or tied up?

10.5 Have you ever, as a child or a teenager, been 
yelled at or belittled? Did you ever experience 
the feeling of not being wanted? Did you feel 
that you were never able to do anything right?

10.6 Have you ever witnessed the maltreat-
ment of another family member? Who?”(27)

Finally, the last two focus on mapping experiences re-
lated to sexual abuse:

“10.7 Have you ever witnessed sexual abuse in 
the family or elsewhere? Who was involved?

10.8 Have you been touched in a way that made 
you uncomfortable? Have you been in a situa-
tion where you were unable to resist or escape 
from?”(27)

Accordingly, we can identify that the fundamental 
strategy deployed consists of mapping difficult and po-
tentially traumatic experiences in order subsequently 
to seek connections between the specific characteris-
tics of the voices, the contexts in which the voices are 
expressed, and the life experiences and relationships in 
which the voice-hearer has been involved.

Within the biopsychiatric model, voices, insofar as 
they are reified as auditory hallucinations, are assumed 
to possess an inherently negative nature and an abusive 
communicative style. In contrast, this interview guide 
considers voices to influence the person who hears them 
to varying degrees while allowing for multiple possible 
responses, some of which may be harmful and others 
more beneficial for the voice-hearer:

“7.1 How are the voices trying to influence you? 
Please give examples. 1. They offer a solution 
to a problem; 2. They offer you advice and help 
you; 3. They describe what you do or think; 
4. They comment on what you do or think or 
comment about the people you are dealing 
with; 5. They take over your thinking; 6. They 
swear at you or are very critical about what you 
are doing; 7. They forbid you to do the things 

you like to do; 8. They strengthen the feelings 
you have; 9. They strengthen the thoughts you 
are busy with; 10. They interrupt things you 
enjoy doing; 11. They interfere when you are 
talking to someone else; 12. They command 
you to do things: How do these voices affect you 
and/or others? How do they manage to have 
this effect—through their presence or the way 
they say things?”(27)

The interview then continues by exploring in greater 
depth whether the content of the voices and their commu-
nicative style are positive, neutral, or negative (Questions 
7.2 to 7.5). Particularly noteworthy is that it explicitly in-
vestigates the possibility that some voices may be per-
ceived by the person who hears them as both beneficial in 
their influence and positive in their mode of communica-
tion with the voice-hearer: “7.2 Are you happy with some 
of the voices? Why? Has this always been so?”(27) This is a 
possibility that is not contemplated within biopsychiatric 
approaches. Furthermore, the voices are conceptualized 
throughout the interview as dynamic, since they are un-
derstood to be capable of changing over the course of the 
interviewee’s life trajectory.

Thus, as this interview guide functions as a tool 
that mediates the mapping of the characteristics of the 
voices, the contexts in which they originally emerged 
and in which they are currently expressed, and the peo-
ple involved, we may argue that the interview attributes 
agency to the voices and grants them a central role, so 
that they cease to be abstract, meaningless, unintelli-
gible, and ineffable entities. It approaches the nature of 
voices in a complex and comprehensive manner, without 
denying the possible difficulties caused by negative and 
abusive voices, yet without reducing their nature to this 
single dimension. Consequently, the interview breaks 
with the assumption that voices are reified, separate 
phenomena unrelated to the self and instead proposes a 
conceptualization of voices as agentic, meaningful, and 
deeply embedded in the personal, social, and collective 
contexts experienced by the voice-hearer.

The conceptualization of the voice-hearer: an 
expert by experience with agency

Within the Maastricht approach, the person who hears 
voices is not referred to as a patient or mentally ill per-
son, but rather is described through the experience itself 
as a voice-hearer. This interview schedule starts from 
the premise that the voice-hearer possesses agency and 
exercises it in different ways and to different degrees, as 
stated in the following:

“9. COPING STRATEGIES. We have just dis-
cussed your relationship with the voices. I 
would like to know what exactly you do when 
you hear the voices. If the answer to any of the 
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following questions is yes, please tell me how 
many times you have tried this and what the 
effect has been.”(27)

Thus, the interview seeks to map the everyday strate-
gies already present in the lives of voice-hearers for 
managing their voices, practices defined as “cogni-
tive, behavioural, and physical strategies” (Questions 
9 to 9.18), which may range from ignoring the voices 
(Question 9.2) to writing down what they say (Question 
9.12) or engaging in activities to distract oneself from 
the voices, such as eating (Question 9.17). These ex-
ercises in self-management may be used more or less 
frequently (Question 9.18), have a greater or lesser im-
pact on the voices (Question 9.20), and, in turn, afford a 
greater or lesser capacity to regulate the influence of the 
voices over oneself. Finally, the explanations provided 
by interviewees regarding the origin of their voices re-
ceive attention and consideration in the following sec-
tion of the interview schedule:

“6. HOW DO YOU EXPLAIN WHERE THE VOICES 
COME FROM? 6.1 As a voice hearer you have 
probably wanted to find an explanation for why 
you hear voices. You may already have devel-
oped your own interpretation of the meaning of 
the voices just like professionals do, and just as 
we all tend to do. However, we may not have the 
same ideas, since we are trained to consider the 
meaning of the voices from a different frame of 
reference—usually from a medical or biologi-
cal perspective. Here we are interested in what 
you might think causes the voices and how you 
identify them.”(27)

The fact that voice-hearers seek and develop explana-
tions that differ from biopsychiatric explanations does 
not invalidate them; on the contrary, these personal in-
terpretations are regarded as being of equal relevance 
to those of professionals (Questions 6.1 and 6.2). Thus, 
the conceptualization of the voice-hearer rests on two 
main pillars: on the one hand, the knowledge that they 
possess—or may acquire—about their own experience 
as an expert by experience; on the other, the possibil-
ity of self-transformation grounded in their capacity for 
agency. Consequently, the mapping process is based on 
voice-hearers as experts on their own voices, as well as 
full participants in the process of finding strategies for 
reaching an understanding with them. This is expressed 
throughout the interview, which is entirely structured 
around the interviewee’s knowledge of their voices, and 
even more explicitly in the direct questions addressed to 
the voice-hearer concerning the existence of connec-
tions—since only those that they themselves recognize 
are considered valid and meaningful—and the subjec-
tive explanations for the existence of the voices.

The conceptualization of the relationship 
between the voice-hearer and the voices: 
an ecosystem of contexts, people, and voices 
traversed by power

The mapping of relationships is central to this interview 
schedule, indicating that the self-transformation of the 
self is conceived from the position we occupy in relation 
to others, that is, from the perspective of care of the self.(76) 
This cartography of relationships takes two main forms: 
by exploring the relationships between the voices and 
the interviewee’s personal contexts, including the people 
who were part of those contexts; and by exploring the re-
lationship between the voices and the interviewee.

First, regarding the relationships between the 
voices and personal situations, as noted above, the in-
terview explores the possibility of a relationship be-
tween the attitude or tone of the voices and someone 
known to the interviewee (Question 2.3); it also exam-
ines the relationship between changes in the charac-
teristics of the voices and changes in context (Question 
3.4), as well as the relationship between the subjects and 
people mentioned by the voices and the voice-hearer’s 
own interest in those subjects or people (Question 5.3).

Second, the interview starts from the premise that 
the voice-hearer and their voices mutually influence 
one another; that is, the voices may exert influence over 
the voice-hearer, but the voice-hearer may also exert 
influence over the voices. This premise breaks with the 
biopsychiatric assumption that the voices have no re-
lationship or meaning for the person who hears them 
and that there is only a unilateral and negative influence 
from the voices toward the individual. The relationship 
between the voices and the interviewee is addressed 
throughout the interview by asking whether the per-
son engages in a dialogue with the voices (Question 1.5); 
and, more specifically, systematically, and in greater 
detail, first through the mapping of the relationship be-
tween contexts, everyday activities, emotions, and the 
voices (Questions 4.1 to 4.5), of which the following 
question is a clear example:

“4.1 Have you noticed whether the voices tend to 
be present when you take part in particular activ-
ities or in certain kinds of situations? Can you 
describe what these are? (For example, shopping, 
watching TV, cooking, being alone, etc?).”(27)

And second, by examining the influence that the voices 
have on the voice-hearer, including an exploration of 
the emotions that the voices evoke in the person who 
hears them (Questions 7.1 to 7.5).

It becomes evident that this relationship between 
the voices and the interviewee is conceived as a power 
relationship that may or may not be abusive, placing 
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particular emphasis on encouraging the voice-hearer to 
reflect on the positive or negative character of the voices 
(Questions 5.1 to 5.3 and 7.1 to 7.5). For example, among 
these, the following question is key to a possible process 
of self-transformation:

“7.4 Do the voices disturb your daily activities? 
How do they do this? What are the effects? How 
powerless do the voices make you Please give 
an example.”(27)

This becomes even more explicit in the eighth section: 
“8. BALANCE OF THE RELATIONSHIP. We would like 
to ask you what kind of relationship you have with the 
voices.” (Questions 8.1 to 8.8). This section contains a 
set of eight key questions because they demonstrate 
that the voice-hearer may play an active role and pos-
sess the capacity to persuade, control, and influence 
their voices; that is, they are conceived as a subject with 
agency who constitutes an ecosystem of mutual influ-
ence with their voices.

Accordingly, the first question seeks an open-
ended response:8.1 Are you able to influence the voices 
in any way? Please give an example.”(27) Whereas the 
second inquires into the possibility of exercising control 
over the voices and whether this has changed over the 
course of the person’s life trajectory, that is, their dy-
namic character: “8.2 Are you in control of the voices? 
Has this always been the case? Please describe how you 
affect or manage them.”(27) The third points to the pos-
sibility of holding a conversation with the voices:

“8.3 Are you able to hold a conversation with 
the voices? Do you speak out loud or in your 
mind when you talk to them (or both)? How do 
the voices react? Have they always reacted in 
this way? How have they changed?”(27)

It also acknowledges that it may be the voice-hearer 
who initiates the conversation: “8.4 Do you ever call the 
voices names? In your head or out loud?”(27) The fifth 
and sixth questions seek to explore the possibility of ex-
ercising personal power in relation to the voices:

“8.5 Are you able to refuse orders? If yes, which 
orders can you refuse and which ones cannot 
be refused? What happens if you refuse to do 
what the voices order you to do?

8.6 Are you able to cut yourself off from the 
voices and to open up to them again?”(27)

Finally, the seventh and eighth questions point to the 
possibility of voluntarily concentrating either on what 
the voices are saying or on what the voice-hearer is do-
ing—that is, of remaining present in their activities and 
current reality—while also considering each voice as a 
distinct entity and, therefore, opening up the possibility 

of multiple and diverse interactions and power relation-
ships between the voices and the person who hears them:

“8.7 Can you concentrate on the voices when 
they are present so that you now exactly what 
they are saying? Does this differ with each voice 
and each time? If so, why? Give an example.

8.8 When you hear the voices do you mainly 
concentrate on them or on what you are doing? 
does this differ with each voice and each time?”(27)

It should be noted that the significance of Section 8 
and the subsequent section, “9. COPING STRATEGIES” 
(Questions 9.1 to 9.21), lies not only in mapping the 
type of relationship and the balance—or imbalance—of 
power between the interviewee and their voices. Within 
this approach, the mere fact of hearing voices is not it-
self identified as problematic—there are voice-hearers 
for whom their voices have not entailed mental dis-
tress—but rather the potential abuses of power that 
may arise in the relationships the voice-hearer has with 
them. This ninth section seeks to identify the cogni-
tive (Questions 9.1 to 9.7), behavioural (Questions 9.8 
to 9.13), and physical (Questions 9.14 to 9.17) strategies 
that the voice-hearer already puts into practice; how 
frequently they use them (Question 9.18); what they 
do when they are about to enter a situation that usu-
ally makes their voices stronger (Question 9.19); and the 
strategies they have used in the past.

Consequently, the use of self-knowledge—the de-
tailed analysis of the actions or strategies that the voice-
hearer has been using in relation to their voices, both in 
the eighth and ninth sections—places the emphasis not 
only on their capacity for agency but also on their ca-
pacity for self-transformation, that is, on the new bal-
ances of power that they might establish.

Therefore, the possibility that connections may ex-
ist between the voices and the context experienced at 
the personal, collective, or structural (social and po-
litical) levels runs throughout this instrument, which 
explicitly seeks the voice-hearer’s validation of these 
relationships, a premise that is central to this move-
ment: voice hearing as a survival mechanism in re-
sponse to traumatic experiences within the context 
of personal and collective relationships. Accordingly, 
this mapping seeks to generate a situated self-knowl-
edge that explores the multiple connections surround-
ing voice hearing and de-reifies the voices. Far from 
being an abstract and radically individual experience, 
voice hearing is presented as part of a broad network of 
relationships with individuals and groups of people—
including medical professionals, about whom the in-
terview asks whether the person consulted them, what 
type of assistance they received, whether they told any 
of them about their voices, what those professionals 
did, and whether they sought help from practitioners of 
alternative therapies (Questions 11.1 to 11.4)—who have 
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formed or continue to form part of the voice-hearer’s 
life trajectory. The voice-hearer is thus conceptualized 
as a relational subject who is able to make sense of their 
experience through those relationships that resonate as 
meaningful to them.

Finally, with regard to mediations, the interview 
enables at least two. The first occurs between the voice-
hearer and the professional with whom they ordinarily 
work, the interview serving as a tool for creating a space 
for dialogue, since dialogue about the voices itself con-
stitutes a break with the biopsychiatric socialization of 
voices as a taboo and creates a new space for therapeutic 
work. The second concerns the interview as a mediation 
between the voice-hearer and their voices. Because re-
sponding to the questions that map the voices necessar-
ily entails creating an internal space for dialogue with 
them, the voice-hearer systematically produces knowl-
edge about their voices, mediated by the interview items 
and by the professional facilitating the interview.

Taken together, the Maastricht Hearing Voices 
Interview not only maps the voices, the contexts, and 
the relationships in which they are manifested, but 
also functions as an active mediating agent that pro-
vides a space for dialogue promoting the voice-hear-
er’s self-knowledge and self-transformation. Insofar 
as the voice-hearer is an expert by experience, the ul-
timate aim of this technology of the self is to mobilize, 
systematize, and deepen a situated self-knowledge of 
the voices that makes self-transformation possible at 
three levels: first, toward a greater capacity for agency 
in relation to the voices; second, toward a greater bal-
ance in the power relationship with them that enables 
coexistence; and, finally, toward the construction of the 
meaning of those voices on the basis of the experiences 
and connections recognized as significant.

Discussion

This article has contrasted biomedical psychiatry, as an 
analytical model, with the Maastricht approach, specif-
ically the Maastricht Hearing Voices Interview schedule as 
a technology of the self, with the aim of analysing how 
subjectivity is produced in relation to voice hearing. The 
principal finding is that this interview schedule is a tool 
that differs markedly from the reified and individualiz-
ing self-management characteristic of the psy-complex 
and biopsychiatry.

The analysis of the management of voices through 
the Maastricht Hearing Voices Interview highlights three 
relevant aspects. First, with regard to the voices them-
selves, they are meaningful, can be endowed with mean-
ing, and are situated within specific socioeconomic, 
cultural, and biographical contexts. Second, with regard 
to the voice-hearer, who is defined by the action they 
perform rather than by diagnostic categories, they are 
relational and embedded in networks of relationships; 

they also possess experiential knowledge and, most im-
portantly, exercise their agency in different ways in re-
lation to their voices. Finally, regarding the relationship 
between the subject and the voices, there is a relation-
ship of mutual influence that may display varying bal-
ances—or imbalances—of power throughout the life 
trajectory and in relation to present or past lived ex-
periences. Consequently, the Maastricht Hearing Voices 
Interview is a tool for mapping biographical trajectories 
that produces self-knowledge and seeks self-trans-
formation. To this end, it renders visible a situated and 
deeply rooted form of suffering in which the voices con-
stitute part of the ecosystem of a relational subject who 
is called upon to exercise care of the self.

The Maastricht approach shows multiple and sub-
stantial points of convergence both with postpsychia-
try, which originated within the Anglo-Saxon tradition 
of critical psychiatry, and with the Latin American tra-
dition of collective mental health, particularly well es-
tablished in Brazil, also present in Spain, and emerging 
in other countries such as Colombia.(3) With regard to 
postpsychiatry, it shares this tradition’s rejection of 
coercive policies, its emphasis on the experiences and 
agency of survivors and service users, the importance it 
attributes to social, political, and cultural contexts, and 
its understanding of madness as something that is not 
devoid of meaning but rather embedded within complex 
networks of meanings and interpretations.(4,5) Likewise, 
its understanding of the biographical trajectory as situ-
ated converges with the epistemic and practical rupture 
brought about by collective mental health, particularly 
through its emphasis on social determination, its cri-
tique of the medicalization of suffering, and its recog-
nition of experiential forms of knowledge together with 
a collective reflection on the shared experiences of be-
coming ill, caring, recovering, and, more broadly, the 
practices that sustain life,(83) which in turn converge 
with the logic of care inherent in care of the self.

The implications of the Maastricht approach, 
in which the management of voices is grounded in 
self-knowledge and relationality, are multiple and 
far-reaching within the broader field of mental health. 
First, it profoundly challenges the very core of biomedi-
cine, namely the conception of a subject separated from 
their illness and from the structural conditions of their 
life, thereby provoking a crisis in the legitimacy of the 
biopsychiatric practices that currently predominate. It 
destabilizes the asymmetrical expert–patient relation-
ship; highlights interventions that do not directly in-
volve psychiatric drugs and/or coercive practices; and 
renders visible forms of care that are not institution-
alized, as well as informal spaces which, far removed 
from the dynamics and logics characteristic of hospitals 
and clinics, accompany experiences of mental suffering. 
Among these elements, it is particularly significant that 
people who hear voices and have been psychiatrized, 
who have historically occupied discursive margins—
when they have not been denied the very possibility of 
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articulating their experiences in the public sphere—
have, through their experiential knowledge, become 
one of the fundamental pillars of this process of dele-
gitimizing biopsychiatry.(84,85,86,87,88,89,90,91)

Consequently, second, it challenges the ways in 
which public policies are designed and implemented 
because, particularly in the Global North—and, more 
recently, in Spain—health systems and professional 
settings are now shaped both by processes of collabora-
tion(92) and by the incorporation and/or assimilation of 
experiential knowledge and practices,(93,94) for example, 
through the incorporation of peer support groups for 
voice-hearers into institutional services.(95,96,97) This is 
also where unavoidable debates arise concerning epis-
temic injustice and epistemic appropriation within aca-
demia and mental health research.(98,99)

Third, within the Maastricht approach the subject 
is not only understood as relational but is also embed-
ded within a network of relationships that may enable 
the articulation of voice-hearers as a collective sub-
ject.(100) In the broader field of mental health, despite 
the processes of neoliberalization of recent decades, 
new social movements and mental health activism like-
wise display logics of relationality and the collective 
construction of networks for advocacy, exchange, and/
or care. Particularly noteworthy are the self-organized 
spaces of peer support groups,(101,102) because of their ex-
change and production of experiential knowledge and 
practices—which, in countries with a Mediterranean 
tradition, entails a shift away from the care-oriented 
model and the centrality of family members within the 
associative landscape—alongside the affirmation of 
first-person narratives, practices, and forms of orga-
nization, as well as the (re)emergence of the Mad Pride 
movement in some countries.(103,104,105)

Fourth, it is important to emphasize that, both in 
the development of Romme and Escher’s research pro-
gramme and in their activities within mental health ac-
tivism through the founding of the Intervoice network, 
collaboration with voice-hearers has been central. This 
has given rise to the emergence of hybrid roles in which 
voice-hearers and/or psychiatric survivors are also re-
searchers or academics, creating new epistemic spaces 
and new spaces of enunciation. In this regard, partic-
ularly noteworthy within the Anglo-Saxon context are 
Mad Studies and Survivor Research,(106) emerging fields 
of inquiry grounded in the hybridization of roles and in 
the alliance of those who possess both expert and expe-
riential forms of knowledge.

Finally, regarding the limitations of this analy-
sis, the principal one lies in the fact that it is conducted 
by contrasting two analytical models and by analys-
ing an interview schedule that constitutes a theoreti-
cal tool. Consequently, it does not address the specific 
ways in which this approach is implemented in differ-
ent settings with their particular socioeconomic, insti-
tutional, and cultural characteristics. Furthermore, the 

identification of traumatic experiences as one of the or-
igins of psychological suffering requires a critical ex-
amination of how the notion of trauma is culturally 
constructed, how it is translated into different contexts, 
and how it produces subjectivity.

Conclusion

Voices as part of the ecosystem of a relational 
subject

Within the biopsychiatric model, voice hearing is not 
only understood as a pathological experience that must 
be eradicated, but is also linked to self-management, 
that is, to practices of self-transformation that are in-
dividualizing, ahistorical, and reifying. By contrast, 
within the Maastricht approach we find the Maastricht 
Hearing Voices Interview, a tool for exploring this expe-
rience that may be conceptualized as a technology of the 
self, because it mobilizes both the situated self-knowl-
edge of the voices possessed by the interviewee and the 
self-transformation of the voice-hearer in their power 
relationship with the voices. In this case, the self-man-
agement made possible by this interview schedule de-
parts from the management of the psychological and/
or neurochemical self,(11,34) since its central practice is 
the mapping of the links and connections between the 
contexts in which personal, collective, and structural 
life experiences occur, the people involved in those con-
texts, and the voices, thereby giving shape to a rela-
tional subject.

The voice-hearer emerges as an interlocutor who is 
not only legitimate but also intrinsically necessary and 
valuable for addressing the issues associated with voice 
hearing through their experiential expertise and the ex-
ercise of their agency, thereby rendering these experi-
ences intelligible. Moreover, they are the only person 
capable of establishing the meaningful connections that 
give this experience its meaning—a meaning that, from 
the perspective of this tool, is not radically personal but 
rather traversed by the power relations and the people 
involved in the voice-hearer’s life contexts.

Beyond this, we are confronted not only with a re-
lational mode of subjectivation, but also with an un-
derstanding of the voice-hearer as a collective subject. 
Although this appears less prominently in the in-
strument because its purpose is individual use, the 
Maastricht Hearing Voices Interview nevertheless con-
ceptualizes the voice-hearer as part of a collective, 
because voice hearing, far from being a radically indi-
vidual experience, is a shared one. Therefore, if mobi-
lizing, systematizing, and deepening self-knowledge 
is what makes possible the self-transformation to-
ward which this tool is directed, this process is not sus-
tained by the emptiness of an individual conceived as a 
tabula rasa, but rather rests upon and is nourished by the 
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knowledge and practices of self-management that the 
voice-hearer has been developing, with greater or lesser 
capacity to influence the voices.

From the perspective of this tool, the relational 
and/or collective subject confronts a situated form of 
psychological suffering, such that distress is no lon-
ger located within an isolated individual but rather 
within past and present relationships rooted in spe-
cific sociopolitical, historical, and cultural contexts, 
where the voices emerge as part of the relational eco-
system of the subject. The analysis of this tool renders 
visible non-normative practices and divergent ways in 
which care of the self may take place in relation to men-
tal suffering, as well as the implications that these ways 
of exercising self-knowledge and self-transformation 
have for how subjects understand themselves and their 
experiences.
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