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Abstract: 

       Background: Auditory hallucinations experienced in psychotic illness contribute significantly 

to distress and disability. Despite high doses of medication many patients with schizophrenia in 

inpatient psychiatric units still experience painful auditory hallucinations. Therefore, there are many 

coping strategies that be used to challenge these voices and regain some control. The aim of the 

study was to determine the effectiveness of psycho educational program about coping strategies for 

reducing auditory hallucinations among schizophrenic patients. Design: A quasi experimental 

design was used to achieve the aim of this study. Setting: Psychiatric Mental Health Hospital at 

Benha City, Qaliubiya Governorate which is affiliated to the General Secretariat of Mental Health. 

Subject: A convenience sample of 50 patients who were hospitalized at above mentioned setting. 

Tools: Three tools were used for data collection: (1) Socio-demographic and Clinical data sheet, (2) 

Auditory Hallucination Rating Scale and (3) A structured interview schedule of self-management of 

auditory hallucinations. Results: There was a highly statistically significant improvement in total 

score of auditory hallucinations and total score of coping strategies between pre and post 

implementation of the program. Conclusion: The psycho educational program was effective for 

schizophrenic patients which demonstrated decrease in the severity of auditory hallucinations of 

studied patients post implementation of the program. Recommendations: Apply training programs 

for patients who suffer from auditory hallucinations and teach them how to use cognitive, 

behavioral and physiological coping strategies to deal with the hallucinations. 
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Introduction: 

Schizophrenia is a chronic, disabling, 

psychiatric disorder characterized by a diverse 

array of symptoms affecting thought, 

perception, emotion, behavior, speech and 

motor activity. It is estimated that 

approximately between 0.3% and 0.7% of the 

population suffers from schizophrenia 

globally. It affects about 7 per 1,000 of the 

adult population, most of them between the 

ages of 15 and 35 years (Chukwujekwu, 

2019). In Egypt, schizophrenia is the most 

common variety of psychosis and represents 

the major bulk of inpatient in mental hospitals. 

The symptoms of schizophrenia are 

conventionally divided into positive and 

negative: positive characteristics include 

delusions and hallucinations. Negative 

characteristics are ones that are lacking such 

as lack of speech (Alogia), lack of goal- 

directed behavior (Avoliation), lack of 

feelings (Affective flattening or blunting) and 
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lack of happiness or pleasure (Anhedonia) (El 

Ashry& Abdel Al,2015). 

Hallucination is one of the main positive 

symptoms of schizophrenia. It is estimated 

that 90% of the patients with schizophrenia 

experience hallucinations (Abd ELhay et al., 

2017). Hallucination has been formally 

defined as a “sensory experience which occurs 

in the absence of corresponding external 

stimulation of the relevant sensory organ, has 

a sufficient sense of reality to resemble a 

veridical perception, over which the subject 

does not feel they have direct and voluntary 

control, and which occurs in the awake state” . 

The most common form of hallucinations in 

psychosis is auditory hallucinations. Auditory 

hallucinations are the experience of sound in 

the absence of external perceptual stimuli, are 

a common symptom of individuals with 

schizophrenia. Auditory hallucinations are 

reported by 50% to 70% of patients with 

schizophrenia (Zmigrod et al., 2016). 

Auditory hallucinations cause high levels of 

stress. The content and the experience of 

intrusive and personal voices can cause 

distress to the individual and can cause social 

withdrawal and isolation. Patients may feel 

that they are unable to escape from the 

experience, and this feeling is persistent and 

beyond a voluntary control. Although 

psychotropic medications produce the most 

potent effect on auditory hallucinations, 25% 

to 30% of auditory hallucinations are 

“persistent” and affect the person‟s ability to 

engage in work, leisure, and self-care tasks. 

For some patients with persistent psychotic 

illness, hallucinations are directly responsible 

for the profound dysfunction in all aspects of 

daily life. Such patients find it difficult to 

engage in meaningful tasks or relationships 

(Bahgat et al., 2015). 

 Auditory hallucinations have been managed 

more frequently with coping strategies than 

any other psychotic symptoms. Coping 

strategies for dealing with hallucinations in 

schizophrenia have been studied along with 

other symptoms and also individually. 

Approximately 60% to 90% of patients with 

schizophrenia who hallucinate can clearly 

delineate the use of individual coping 

strategies. The commonly used strategies to 

manage hallucinations have been divided into 

3 main categories: (a) Behavioral changes 

(e.g. involving in pleasurable activities), 

change in posture (lie down or walk) and 

interpersonal contact (withdrawing or 

engaging), (b) Physiological changes in 

physiological arousal (relaxation or increasing 

arousal by exercising), and (c) cognitive 

strategies (accepting or suppression) (Sharma 

&  Poornima, 2017). 

Coping strategies have been exposed to be an 

effective therapy and can significantly 

decrease the negative features of this hurting 

indicator, divert patients' attention away from 

the voices, help patients regain some control 

over hallucinated voices, help patients follow 

regular daily activities more effectively as 

well as assist them not to use maladaptive 

manners to cope with auditory hallucinations 

(El-Azzab, 2019).Psychiatric nurse can 

empower patients to take care of themselves 

and enhance patients' confidence in their 

abilities to manage their auditory 

hallucinations by teaching them these coping 

strategies. The nurses can play a crucial role 

as trusted persons with whom the patients can 

discuss and validate their perceptions. 

Establishing clear, consistent open 

communication and providing a safe 

therapeutic environment also play an 

important role in reinforcing coping strategies 

and maximizing a person‟s sense of control 

over their hallucinatory experience (El-

Refaay, 2015). 

Significance of the study: 

A lot of patients with schizophrenia in 

inpatient psychiatric units experience painful 
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auditory hallucinations. Its often include „bad 

advice‟ such as commanding patients to harm 

themselves or others. Voices are dangerous if 

patients lack successful coping skills. Coping 

strategies help hallucinating patients to 

challenge the voices and empower them to 

cope with voices by developing self efficacy 

in their abilities to succeed in dealing with 

their auditory hallucinations. Therefore, this 

study aimed to determine the effectiveness of 

psycho educational program about coping 

strategies for reducing auditory hallucinations 

among schizophrenic patients.  

Operational definition: 
Coping strategies: refer to a wide 

range of methods that either constructive or of 

limited value which people employ to master, 

tolerate, reduce and adapt with stressful or 

threatening situations. Coping strategies in 

this study are limited to three main categories: 

behavioral, physiological and cognitive 

strategies. 

This study aimed to: 

Determine the effectiveness of psycho 

educational program about coping strategies 

for reducing auditory hallucinations among 

schizophrenic patients. 

 

Research Hypothesis:- 

- Coping strategies for auditory 

hallucinations of schizophrenic patients will 

show enhancement in their recovery.  

- Severity of auditory hallucinations 

will be decreased after the implementation of 

psycho- educational program among 

schizophrenic patients. 

Methodology  

Research design:- 
  A quasi experimental design was utilized to 

fulfill the aim of this study.  

 

Setting:- 
The study was carried out at the inpatient 

psychiatric departments of Mental Health 

Hospital in Benha City, Qaliubiya 

Governorate which is affiliated to the 

General Secretariat. It has 6 departments (5 

males and 1 female); with a capacity of 211 

beds. The total number of schizophrenic 

patients was 110 patients. The hospital 

provides care for patients diagnosed with 

acute and chronic mental illnesses who need 

institutional care. Enrolled in, addiction 

department that serves addict patients. The 

hospital works 7 days a week/24hrs. In 

addition to, outpatient's clinics for 

discovering new cases and follow up. 

Sampling: 

A convenience sample of 50 patients 

diagnosed by psychiatric disorder in duration 

of 6 months and the patients met the 

following inclusion criteria:  

- diagnosed as schizophrenia. 

- Age above 18 years. 

- Both sexes. 

- Having auditory hallucinations. 

- Able to communicate relevantly. 

- Willingness to participate in the study. 

- Free from any type of substance abuse. 

Tools for data collection:- 

Tool I: Structured interview 

questionnaire: 

Structured interview questionnaire sheet 

developed by the researcher, it consisted of 

two parts:  

Part A: Socio-demographic data: to elicit 

data about the patients' characteristics such as 

age, sex, marital status, level of education, 

occupation and residence. 

Part B: Clinical data: such as age of onset 

of illness, Schizophrenia type, number of 

previous hospitalization, length of stay of 

hospitalization, medications taken by the 

patient, regularity in taking psychotropic 

drugs and undergoing to other therapeutic 

programs beside medications. 

Tool II: Auditory Hallucinations Rating 

Scale: 

A scale developed by Hadook, (1994). It 

used to measure parameters of hallucinations. 

It consisted of 11 items (frequency, duration, 

location, control , loudness of auditory 

hallucinations, origin of voice, disruption of 

daily life, amount of distress due to auditory 

hallucinations, intensity of distress due to 
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auditory hallucinations, amount of negative 

content and degree of negative content). 

Tool III: Structured Interview Schedule of 

Self-management of Auditory 

Hallucination:  

This tool developed by Abd Elhay, 

(2015). It used to assess self-management of 

auditory hallucinations. It included 36 items 

of coping strategies that are divided into 

three categories: 

a) Physiological category: which 

included 7 strategies either to reduce patient's 

arousal that is divided into three negative 

strategies such as sleeping, taking extra 

medication, listening to soft music and one 

positive strategy such as lying down /rest and 

strategies to increase patient's arousal which 

include one negative strategy such as 

smoking cigarette and two positive strategies 

such as doing exercise and walk. 

b) Cognitive category: which included 

11 strategies that are divided into three 

negative strategies such as reacting/talking 

with the voices, listening to voices, shooting 

and screaming at the voices and eight 

positive strategies such as asking self to calm 

down, ignoring them, clarifying voices and 

saying to oneself it isn't true, saying" go 

away" and "stop to voices", thinking in 

another thing except voice, reading aloud, 

selective listening to voices, repeating short 

sentences and /or counting numbers 

subvocally. 

c) Behavioral category: which included 

18 strategies that are divided into 7 negative 

strategies such as isolating oneself, going to 

crowded places, crying, masturbating, 

hurting oneself, eating and do as the voices 

say and 11 positive strategies such as 

blocking ears, watching television with loud 

voices, seeking help from nurses and doctors, 

talking to others, praying, singing, drawing, 

playing cards, doing any tasks, changing 

one's posture and leaving places. 

Methods: 

Preparatory Phase:- 
This phase included reviewing of relevant 

literature and different studies related to the 

topic of research, using textbooks, articles, 

magazines, periodicals and internet search 

was done to get a clear picture of all aspects 

related to the research topic to design the 

program. 

Content Validity: 

Validity of tools was done by a group of five 

experts specialized in the Psychiatric Nursing 

Field to check the relevancy, clarity, 

comprehensiveness, and applicability of the 

questions. According to their opinions, 

modifications were done and the final form 

was developed. The modification were 

(modify some words to give the right 

meaning of the phrase). 

Reliability of the tools: 

The reliability of the developed tools II&III 

which yielded values of r=0.9421–r= 0.9325 

respectively (El-Refaay, 2015). 

Administrative approval:  
A written letter was issued from the Dean of 

Faculty of Nursing, Benha University to 

obtain the approval for data collection from 

the Psychiatric Mental Hospital  and  then 

from the General Secrtraite. The objectives 

and the nature of the study were explained 

and then it was possible to carry out the study 

with minimum resistance. 

Ethical consideration: 

Before conducting the study, patients were 

assured about confidentiality and anonymity 

of their attained information. Patients were 

informed that they could refuse to participate 

in the study, or withdraw from it at any time 

and then acceptance of them to participate in 

the study was taken through written consent. 

Pilot study:- 
After the tools have been designed, they were 

tested through a pilot study, which was done 

before embarking on the field work to check 

the clarity and feasibility of designed tools 

and to estimate the time needed to complete 

its items. It was carried out on 10% (5) 

schizophrenic patients, who were included in 

the final study sample. According to the 

result of the pilot study, no modifications 

were required.  
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Field work: 

The actual study was divided into four 

phases: 

Phase (1) assessment Phase:  
The researcher reviewed all 

schizophrenic inpatients‟ records in order to 

choose those who meet inclusion criteria. 

Before starting the interview, a written 

consent was obtained from each patient after 

the explanation of the study’s purpose. 

Patients were interviewed using socio-

demographic and clinical data sheet, 

Auditory Hallucination Rating scale and the 

Structured Interview schedule of self-

management of auditory hallucinations as 

pre-test.  The interviewing schedules were 

filled by the researcher for each patient (pre-

test) and each interview lasted 20-30minute 

depending on the patient’s capacity to 

respond. This process (pre-test) took one 

month. 

Phase (2) planning phase:- 

Based on the results obtained from the 

previous phase (phase 1), and review of the 

related literature, the psycho educational 

program content was developed. The content 

stressed mainly on coping strategies 

(physiological, cognitive and behavioral) and 

application of it to reduce auditory 

hallucinations among schizophrenic patients.  

Objectives of the program which are as 

the following: 

At the end of the program 

implementation, the patients should be able 

to: 

- Acquire the sufficient information about 

coping strategies with auditory 

hallucinations. 

- Apply coping strategies to reduce auditory 

hallucinations. 

Phase (3) implementation Phase:- 

The psycho educational program was 

implemented to all of studied schizophrenic 

patients who were classified into small 

groups (5groups); each subgroup was 

composed of 10 patients. The program was 

carried out in the form of sessions; the total 

number of sessions was 12 (1 program 

introduction, 3 theoretical, 7 practical and the 

final session to revise the program content 

with patients) and it's scheduled as three 

times a week (three sessions per/week) for 60 

-90 min and 10 minutes for break. Each 

group attended a total 12 sessions and the 

researcher met them in entertainment hall to 

carry out these sessions. The sessions of the 

psycho educational program were carried out 

from the beginning of January 2019 to the 

end of July 2019. 

The program was implemented in the form of 

lectures and discussions as teaching methods 

for theory. However, demonstration and re-

demonstration were used as practical skills. 

As regard the teaching media used, they were 

booklet and real objects. At the beginning of 

each session, the researcher greeted patients 

and introduced herself. At the end of every 

session patients were discussed to correct any 

misunderstanding, which has happened this 

through making conclusion and taking 

feedback from patients about content of the 

session and orienting them about the content 

of the next session and then the researcher 

thanked the patients. To ensure that the 

patients understand the program content, 

each session was started by a summary about 

what was given through the previous one and 

objectives of the new one were mentioned 

taking into consideration using simple 

language to suit the level of patient‟s 

understanding. At the end of the last session, 

the researcher made post-test by data 

collection tools which used previously. 

  The content of the program was 

implemented in the following sequences:  

Session (1): Introductory session 

(acquaintance between group members and 

researcher) 

Session (2): Physiological coping strategies. 

Session (3): Physical exercises. 

Session (4): Cognitive coping strategies. 

Session (5): Demanding "stop" or ignoring/ 

not following the ordering voices techniques. 

Session (6): "reading aloud", "sub-vocally 

repeat short sentence and /or counting 

numbers techniques. 

Session (7): Behavioral coping strategies. 

Session (8): "talking with others" technique. 
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Session (9): Participation of the patients in 

group activities. 

Session (10): Deep breathing exercises. 

Session (11): "progressive relaxation 

technique". 

Session (12): Ending of the Program (last 

session). 

Phase (4) Evaluation Phase: 

This phase concerned with the evaluation of 

the implemented program immediately after 

the program implementation by reapplying of 

Auditory Hallucination Rating Scale and 

Structured interview schedule of self - 

management of auditory hallucinations (post 

test). Evaluation of the program itself 

regarding time, content, teaching methods 

and media for each session. 

 

Statistical Analysis:- 
Analysis of data was carried out and the 

collected data were organized, coded, 

computerized and tabulated and analyzed by 

using the Statistical Package for Social 

Science (SPSS) programs. Data were 

presented using descriptive statistics in the 

form of frequencies and percentage for 

qualitative variables and mean and standard 

deviation for quantitative variables. 

Qualitative variables were compared using 

Chi-square test (x
2
).Quantitative data were 

compared using T or F test.  A significant 

level value was considered when p-value 

>0.05 and a highly significant level value 

was considered when p-value >0.001, while 

p-value of <0.05 indicated no significant 

result.  

Difficulties of the study:  

-The limitation of  the duration of patient`s 

hospitalization and allows voluntary admitted 

patients to be released at any time as they 

want. 

-Lack of privacy during implementation of 

the  program. There was no special place for 

conducting the program; hence the researcher 

conducted the program in  the in-patient 

wards. Because of this, the researcher was 

exposed to interruptions by other patients, 

that lead to increased distractability of the 

studied patients and sometimes the researcher 

was obliged to repeat or even strat again. 

-Some patients were aggressive due to 

réponse to auditory hallucinations. 

 

RESULTS: 

 

Table (1): shows that less than half (40%) of 

studied patients ranged between 40-<50 year 

with mean 39.5 ± 8.75 year. Regarding to 

sex, more than three quarters (76%) of them 

were male. Moreover, more than half (54%) 

of them were single and more than two thirds 

(62%) were unemployed. Regarding to 

educational level, one third (30%) of them 

had secondary education. Concerned to 

residence, more than three quarters of them 

(76%) were from rural areas. 

 

Table (2): shows that, regarding to age of 

onset of the disease, less than half (42%) of 

studied patients the age of onset of their 

disease were <5 year. Related to 

schizophrenia type, less than half of them 

(48%) suffered from chronic schizophrenia. 

Moreover, more than half of them (54%) 

admitted to psychiatric hospitals more than 

three times and less than half of them (48%) 

their stay in hospital ranged between 3-<6 

months. Related to medications taken by the 

patient, half (50%) of them were taking 

Haldol. Also, more than two thirds (62%) of 

them were taking psychotropic drugs 

regularly and all of them (100%) didn‟t 

undergo to other therapeutic programs beside 

medications.  

Table (3): shows that, there was highly 

statistically significant difference at (P= < 

0.01) in auditory hallucinations 

characteristics of studied patients as 

(frequency of sounds, duration of sounds, 

location of sounds, intensity of sounds 

,source of sounds, amount of negative 

content, degree of negative content, amount 

of distress by sounds, intensity of distress by 

sounds, disturbed daily life by sounds and 

level of control on sounds ) between pre and 

post psycho educational program. 
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Figure (1) shows that, there was a marked 

improvement in total auditory hallucinations 

characteristics of studied patients post psycho 

educational program with highly statistically 

significant difference at (P= < 0.01) between 

pre and post psycho educational program. 

Table (4): shows that, there was a highly 

statistically significant difference at (P= < 

0.01) in physiological coping strategies of 

studied patients as (sleep, ask doctor for extra 

medication, listen to soft music, lay 

down/rest, do exercise and walk) between pre 

and post psycho educational program. While, 

there was deteriorate in (smoke cigarettes) 

post psycho educational program with highly 

statistically significant difference at (P= > 

0.05) between pre and post psycho 

educational program. 

Table (5): shows that, there was a highly 

statistically significant difference at (P= < 

0.01) in cognitive coping strategies of studied 

patients as (react /talk to voices, selective 

listen to voices, listen to voices, ask oneself 

to calm down, ignore the voices, clarify 

voices and say to oneself it isn't true, shoot 

and scream at the voices, say go away and 

stop to voices, read aloud, think in another 

thing except voice, repeat short sentences and 

or count numbers sub vocally) between pre 

and post psycho educational program. 

Table (6): shows that, there was a highly 

statistically significant difference at (P= < 

0.01) in behavioral coping strategies of 

studied patients as (isolating oneself, crying, 

masturbating, hurting oneself and do what 

voice say, cover one's ear/place cotton in 

one's ear, watch television with aloud voice, 

seek help from doctor or nurse, pray, sing, 

paint, play cards, talk with some friend, 

change task they perform, leave the place and 

change posture) between pre and post psycho 

educational program. While, there was 

deteriorate in (going to crowded places and 

eating) post psycho educational program with 

highly statistically significant difference at 

(P= > 0.05) between pre and post psycho 

educational program. 

 

Figure (2) shows that, there was a marked 

improvement in total coping strategies of the 

studied patients post psycho educational 

program with highly statistically significant 

difference at (P= < 0.01) between pre and 

post psycho educational program. 

Table (7) illustrates that, there was a highly 

statistical significant correlation between 

total auditory hallucinations characteristics of 

studied patients and their total coping 

strategies with auditory hallucinations post 

psycho educational program at (P= < 0.01). 

Discussion: 

In the present study, it was observed that there 

was a highly significant improvement in 

auditory hallucinations characteristics of studied 

patients between pre and post psycho 

educational program as in frequency, duration, 

location, control & loudness of auditory 

hallucinations, origin of voice, disruption of 

daily life, amount of distress, intensity of 

distress due to the auditory hallucinations 

amount and degree of negative content of 

voices. This improvement may be due to 

teaching patients using cognitive and behavioral 

strategies that increased patients' involvement in 

assessing their symptoms, practicing 

management skill and evaluating the outcome 

from their perspective with the researcher. This 

result was congruent with a study conducted by 

Bagaul (2018)who revealed that after 1 week of 

intervention, there is a decline in 9 components 

of auditory hallucination rating scales 

(frequency ,duration, loudness ,location, belief, 

origin of voice, amount of negative content 

,degree of negative content ,amount and 

intensity of distress disruption of life and control 

of voices .In this respect, another study was 

conducted by Buccheri et al., (2014) showed 

improvement in all characteristics  of auditory 

hallucination and a significantly decreased in the 

severity of it.  

This means that the coping strategies had 

effective to manage and reduce severity of 

auditory hallucinations and patients have 

participated in an effective manner. This result  

was in same line with the experimental study, 

that evaluates the effects of a symptom 
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management program on auditory 

hallucinations, was carried out by Kanungpairn 

et al., (2017) who discovered that the patients 

who were participating in the program 

experienced a meaningfully diminished in 

global aspects and severity of auditory 

hallucinations. In addition, activities 

intervention which are attractive and stimulating 

for patients as (reading aloud, watching 

television with loud voices, singing/dancing, 

playing cards, watching colorful magazines, 

drawing/painting competitions. These activities 

keep patients more contact with reality and 

distract attention away from hallucinations. It is 

difficult for patients to hallucinate and to share 

in reality based activity at the same time.  

 

The present study illustrated that, less than half 

of studied patients had a frequency of auditory 

hallucinations of once per an hour before 

psycho educational program, while less than 

half of them had a frequency of auditory 

hallucinations of once per a week and one third 

of them a frequency of auditory hallucinations 

of once per a day after psycho educational 

program. This result was in parallel with El-

Sayes (2015) who reported that more than half 

of studied patients had a frequency of auditory 

hallucinations of once per an hour before 

intervention. This result was contradicted with 

El Ashry & Abdel Al (2015) who reported that 

more than two thirds of studied sample had a 

frequency of auditory hallucinations once/day or 

more. In addition, Brown (2017) indicated that a 

large majority of individuals experiencing 

auditory hallucinations reported the frequency 

as several times per day. 

 

Concerning the location of voices, the current 

study results revealed that more than half of 

studied patients had voices coming from outside 

the head close to ears before psycho educational 

program. This may be due to patient‟s 

conviction of the reality of heard voices, or it 

may be due to patient's beliefs about the origin 

of the voices that are, if a person believes that 

the voices come from existing independent 

beings of some type (e.g. God, devils, evil 

spirits, invisible people, or dead relatives). 

Similarly, nearly one third of the patients had 

voice inside the head.This result was partially 

supported by Cottam et al., (2016) & Gaber 

(2018), who reported that patients hear voices in 

the head. Also, this finding was supported by El 

Ashry & Abdel Al (2015), who found that, as 

regards location of voices, more than half of 

studied patients had voices coming from outside 

the patient‟s body. In addition, Laroi (2016) 

who concluded that patients with schizophrenia 

often perceive hallucinated voices/sounds as 

being located in the external auditory space. 

This result was contradicted with Bahgat  et al., 

(2015) who reported that less than half of 

studied patients had voices coming from outside 

away from ears. 

In the present study, it was observed that there 

was a highly significant improvement in 

physiological coping strategies of studied 

patients between pre and post implementation of 

the program. This result revealed that the most 

of studied patients used (laydown/rest, do 

exercises and walk) after the program and half 

of them reported that these strategies help them 

to some extent. This improvement may be due 

to that the researcher explained to the patients 

these strategies and its advantages as it may be 

that the distraction provided by the activity is the 

key factor in helping the person to cope with 

their voices and making them feel more relax.   

It was noticed that after psycho educational 

program, there was decrease in the number of 

patients used (smoke cigarette, sleeping and ask 

doctor for extra medications). This may be due 

to motivation and encouraging of the patients by 

the researcher to decrease the use of these 

strategies through verbal praise and material 

reward .These results were supported by a study 

by Bagaul (2018) who revealed that after 

application of coping strategies program with 

schizophrenic patients, 22% of them used 

sleeping, 32% of them used asking doctors for 

extra medications and 38% used smoking to 

cope with auditory hallucinations. While, 

Fallon& Talbot (2017) reported that 53% of the 

schizophrenic patients ask the doctors for extra 

medications to manage auditory hallucinations. 

Concerning "sleep" as physiological coping 

strategies, the present study noticed that more 

than two thirds of studied patients used "sleep" 
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as a way for managing voices before psycho 

educational program. The patients reported that 

they use "sleep" as a way to escape from voices.  

While, after the program more than two thirds 

of them not used it. This result was in agreement 

with Hayashi et al., (2014); So&Wong (2018) 

who indicated that a large number of subjects 

use " sleep" as a way for managing voices and 

they reported that it is completely successful 

technique. On the contrary, Sayied & Ahmed 

(2017) who disagreed with this result stated that 

the majority of studied patients not used "sleep" 

before intervention and half of them used it after 

intervention and the patients reported that sleep 

is helping them to some extent. 

 

The present study results showed that, more 

than half of studied patients used "smoking 

cigarettes" as a way for managing voices before 

psycho educational program. While, after the 

program nearly half of them not used it.  In the 

present study the patient reported that when 

"smoke cigarettes" the voices intensity 

decreased. This finding may be due to that 

nicotine which present in cigarettes regulate a 

dysfunctional mesolimbic dopamine system and 

it may increase dopamine release in the 

prefrontal cortex and alleviate positive and 

negative symptoms. This finding was explained 

by Abd El-Hay (2015) who illustrated that 

patients tend to use "smoke cigarettes" as way to 

manage auditory hallucinations and around two 

third of them reported it is effective and helping 

them a lot. In contrast to that Tsai & Ku (2016) 

who found that a little number of participants 

used "smoking cigarettes" for managing 

auditory hallucinations. 

Concerning "walk" in the present study, the 

result reported that less than half of studied 

patients used "walk" as a way for managing 

voices before psycho educational program. 

While, after the program the majority of them 

used it. This results was in parallel with Abd El-

Hay (2015) who stated that the majority of 

participants used " walk" as way to manage 

auditory hallucinations, and more than two 

thirds of them reported that it is effective and 

helping them a lot. This finding was 

contradicted by, Tsai & Ku (2016) who 

mentioned that a little number of the studied 

patients used "walk" as a way for managing 

voices. 

 

In the present study, it was observed that there 

was a highly significant improvement in the 

patients' cognitive coping strategies between pre 

and post implementation of the program. This 

result noticed that nearly three quarters of 

studied patients used "react/ talk to voices" 

before psycho educational program as a way for 

managing voices and nearly half of them 

reported it is helping them a lot.  This may be 

due to that patients think that react/ talk to 

voices help them to decrease fear and anxiety 

and keeps voices under control.  This result was 

in accordance with Farhall & Gehrbe (2016) 

who illustrated that the most of studied 

schizophrenic patients "react/ talk to voices" to 

manage voices and more than half of them 

reported it is effective and helping them a lot. 

After the program more than half of studied 

patients not used "react/ talk to voices". This 

result was consistent with a study by Sayied & 

Ahmed (2017) who reported that the majority of 

studied patients not used "react/ talk to voices" 

after implementation of the program.  

 

Concerning" listen to voices" in the present 

study, this result showed that nearly three 

quarters of studied patients used "listen to 

voices" before psycho educational program as a 

way for managing voices. This may be due to 

that listening to voices is a common response 

and the patient has developed the habit of 

listening to voices often unconsciously. This 

result was confirmed by El Ashry & Abdel Al 

(2015) who revealed that the majority of 

patients used "listen to voices" a way for 

managing voices. On the contrary, El-Sayes 

(2015) reported that two thirds of the patients 

used "listen to voices" before educational 

program. Also, this result disagreed with Laroi 

(2016) who clarified that indulging in the 

content of hallucination does not generate more 

control over the experiences. It was noticed that 

after psycho educational program more than two 

thirds of studied patients not used "listen to 

voices". This result supported by El Refaay 

(2015) who reported that more than three 
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quarters of studied patients not used "listen to 

voices" after the educational program. 

 

It was noticed that after psycho educational 

program, the majority of studied patients used 

"ignore the voices and think in another thing 

except voice" and more than half of them 

reported it is effective and helping them to some 

extent . This may be due to that encouraging of 

the patients by the researcher to use this strategy 

as is effective for distraction away the voices. 

This result was in same line with Jessop et al., 

(2015) who revealed that the majority of the 

subjects ignore the voices and think in another 

thing except voice. Also, Ng et al., (2015) 

reported that the majority of the subjects with 

schizophrenia used "ignoring" to cope with 

hallucinations. According to Zou et al., (2016) 

the most commonly used strategy by the 

patients was ignoring the voices. While, Beck 

&Rector (2015) mentioned that roughly two 

thirds of the patients were not successful in their 

efforts to ignore the voices.  

 

It was observed that the majority of studied 

patients used "clarify voices and say to oneself it 

is not true" after psycho educational program 

and more than half of them reported that this 

strategy helping them to some extent. This may 

be due to that this strategy when used by the 

patients help them to shift attention away from 

voices.  This result was consistent with Sayied 

& Ahmed (2017) who reported that the most of 

patients used "clarify voices and say to one self 

it is not true as a way for managing voices. This 

result was contradicted with a study by Naoki et 

al., (2015) who revealed that less than half of 

studied patients used clarify voices and say to 

one self it is not true.  

 

It was noticed that after psycho educational 

program, the most of studied patients used 

"reading aloud, repeat short sentences and count 

numbers sub vocally". This may be due to 

applying of this strategy to the patients by the 

researcher during implementation of the 

program and teach them how to practice it and 

allowing group discussion. In addition, the 

researcher discuss to the patients that reading 

aloud is a simple strategy which provide an 

attention activity and also repeating short 

sentences and/ count numbers sub vocally is 

successful strategy in reducing voices because it 

works by blocking auditory input to the non 

dominant hemisphere where the act of talking 

somehow prevents the voices in the head being 

heard. 

 

In the present study, it was observed that there 

was a highly significant improvement in the 

patients' behavioral coping strategies between 

pre and post implementation of the program. 

The behavioral coping strategies were used as 

the most common strategies by the studied 

subjects to deal with auditory hallucinations. 

This result noticed that after psycho educational 

program the most of patients used "watching 

television, talk with some friends, seek help 

from doctor or nurse and place cotton in ear". 

This may be due to encouraging the patients by 

the researcher to use these strategies as it is very 

helpful as a way for dealing with voices. 

 

Concerning "watching television", this result 

was in the same line with a study of So & Wong 

(2018) who showed that the most of patients 

used "watching television" as a way to manage 

their voices. In addition, Carter et al., (2016) 

found that the majority of schizophrenic patients 

used watching television with loud voices as a 

way to manage auditory hallucinations. This 

may be due to that watching television at a high 

volume help to reduce hallucinatory activity and 

increase the feeling of powerlessness of patients 

where distract them away from voices.  On the 

contrary, El Refaay (2015) reported that a 

minority of patients watch television with loud 

voices. Also, Nayani & David (2016) found that 

the use of watching television as coping 

strategies was often cited as making 

hallucinations worse. 

 

In relation to "talk with some friends", this result 

was consistent with a study conducted by El-

Sayes (2015) who reported that the majority of 

patients used talk with someone/friends. This 

may be due to encouraging the patients by the 

researcher to use this strategy in the ward with 

other patients and teach them how to use it. This 

was successful because the verbal interaction 



 

 

11 
 

reduced auditory hallucinations in patients with 

schizophrenia where engaging in conversation 

through verbalization on hallucinations could 

serve as a protective factor for psychological 

dysfunctioning and helps suppress the subvocal 

speech and to reduce the severity of 

hallucinations. Increasing social contacts is 

distracting oneself from the content of 

distressing hallucinations and disrupting the 

subvocal activity concomitant with hearing 

voices.  

Concerning "seek help doctor or nurse", this 

result was supported by Kumar et al., (2015) 

who stated that seeking help doctors or nurses 

was the most common strategy that used by 

schizophrenic patients. On the contrary, Bahgat 

et al., (2015) reported that about one quarter of 

studied patients "seek help doctor or nurse" and 

the patients did not find help or support from 

nurses or doctors. In relation to "cover one's 

ear/place cotton in one's ear", this result was 

congruent with a study by Abd El-Hay (2015) 

who showed that 64% of patients used "cover 

one's ear/place cotton in one's ear" as self-

management with auditory hallucinations. In the 

same direction, Carter et al., (2016) found that 

wearing ear plugs help patients to manage the 

auditory hallucinations. 

 

It was noticed that that after psycho educational 

program more than half of studied patients not 

used "do what the voices say". This may be due 

to that the researcher teaching the patients about 

the dangers of this strategy as voices may 

command them to hurting self or others and 

always made threats and accused them with 

horrible things and also the researcher helped 

them to develop other effective and safe 

strategies for coping with their voices.  This 

result was supported by El Refaay (2015) who 

reported that less than three quarters of patient 

not used "do what the voices say" after the 

program. In addition, Zou et al., (2016) 

indicated that a small number of patients use 

dangerous strategies, such as, "doing as the 

voices say". This result was contradicted with 

Tsai & Ku (2016) who clarified that most 

patients used "do as the voices say" as a way for 

managing voices. 

 In the present study, the results revealed that, 

there was a highly significant correlation 

between total auditory hallucinations score of 

studied patients and their total coping strategies 

score after psycho educational program. This 

result was confirmed by Sayied &Ahmed 

(2017) & El Ashry & Abdel Al (2015) who 

revealed that there were correlation between 

behavioral, cognitive, and physiological 

strategies and auditory hallucination rating 

scale, which means that increased use of 

behavioral coping strategies is associated with 

increased use of cognitive physiological coping 

strategies. The greater use of coping strategies 

the better the control of auditory hallucinations. 

Regarding the socio-demographic characteristics 

of studied patients, the present study revealed 

that the ages of studied patients were ranged 

between 40- >50 years old. However, new 

epidemiological data indicate that nearly a 

quarter of first onsets of auditory hallucinations 

occur after the age of 40 years McGrath et al., 

(2017). This may be due to advancing age is 

associated with a host of risk factors for 

hallucinations, including impairments in 

sensory, cognitive, and social functioning, so the 

rate of hallucinations might be expected to 

increase. As regard the sex, the present study 

showed that, more than three quarters of studied 

patients were male. . Auditory hallucinations and 

schizophrenia are common in males this may be 

due to the underlying protective effect of women 

estrogen.   

Concerning marital status, the present study 

indicated that, more than half of studied patients 

were single. This may be due to early onset of 

disease and the patient's deficits when interacting 

and coping with their human, social and physical 

environment and the complexity of modern 

society.  Or this may be due to that 

schizophrenic patients may experience 

difficulties in social relationship due to societal 

stigmatization that lead to reduced opportunities 

for socialization and marriage. 

As regard education level, the current study 

showed that one third of studied patients had 

secondary education. This may be due to the 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5500657/#B101
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disturbances result from schizophrenia on the 

cognitive skills, these disturbances may affect 

everything from speech, affect, and perception 

to psychomotor behavior, interpersonal 

relationships, and sense of self especially if it 

occurs in the adolescence stage where these 

skills under development which hinder him 

from accomplishing his\ her education. 

Concerning patient's occupation, this study 

revealed that more than two thirds of studied 

patients were unemployed. This may be due to 

schizophrenia is responsible for the profound 

dysfunction in all aspects of daily life and 

occupation and affect a person's ability to work. 

Or this may be due to that patients with 

schizophrenia typically have long standing 

deficits in their performance of even the most 

basic social roles and skills required for work, 

which cause them to be socially isolated and 

unemployed. Regarding patients' residence, the 

result of the current study revealed that, more 

than three quarters of studied patients were from 

rural areas. This may be due to the lack of the 

delivery of mental health services in rural areas 

or it may be due to the fact that rural areas had 

low socioeconomic status, lack of attention on 

education and lack of quality of health services 

which in turn might have resulted in delaying in 

discovery of disease, delay in the beginning of 

treatment and poor prognosis.  

    

Regarding the clinical characteristics of studied 

patients, the present study showed that more 

than one third of studied patients the age of 

onset of their disease were 5- < 10years. The 

present study indicated that, less than half of 

studied patients had chronic and paranoid 

schizophrenia. This may be due to paranoid 

schizophrenia is the most common 

schizophrenic disorder. Concerning frequency 

of admission, this study revealed that more than 

half of studied patients were admitted to the 

hospital more three times. This may be due to 

inability of patient`s family to cope effectively 

with the patient or they cannot tolerate the 

finance of his\ her medication or due to stigma 

associated with mental illness.  Or this may be 

due to that the schizophrenia is episodic and 

patients' ability to adjust with stressors is 

decreased, which lead to re hospitalization.  The 

present study revealed that, less than half of 

studied patients their stay in hospital ranged 

between 3-<6 months. This may be due to 

frequency of admission of the patients to the 

hospital.  

 

CONCLUSION: 
Based on the results of this study it can be 

concluded that the psycho educational program 

was effective for schizophrenic patients and the 

patients can use coping strategies to reduce the 

severity of auditory hallucinations. There was a 

marked improvement in total coping strategies 

with auditory hallucinations among studied 

patients that led to a significantly decreased in 

the severity of auditory hallucinations post 

implementation of the program. There was a 

highly statistically significant correlation 

between total auditory hallucinations 

characteristics of studied patients and their total 

coping strategies of auditory hallucinations post 

implementation of the program. 

Recommendations: 

Based on the findings and conclusion of this 

study, the following recommendations were 

suggested:  

-A psycho educational program about coping 

strategies should be applied for patients who 

suffer from auditory hallucinations based on 

a treatment protocol during their 

hospitalization.  

-Family counseling to cope with the impacts 

of the problem of auditory hallucinations. 

-Continuing education programs for effective 

practice or intervention with people with 

auditory hallucinations should be provided so 

that professionals can bring more knowledge 

and skills to bear in psychiatric assessment of 

auditory hallucinations, in particular with 

regard to their propensity toward self-harm 

or violence, and in developing interventions 

with the clients. 

 

 



 

 

      

Table (1): Distribution of studied patients according to their socio-demographic 

characteristics 

Socio-demographic Characteristics Studied patients 

 (n=50) 

 

% 

Age (Year) 

20-<30  8 16 

30-<40  17 34 

40-<50  20 40 

≥50  5 10 

Mean± S.D                                     39.5 ± 8.75 

Sex   

Male  38 76 

Female  12 24 

Marital status 

Single 27 54 

Married 12 24 

Divorced  8 16 

Widow  3 6 

Educational level 

Read and write 14 28 

Primary education 10 20 

Secondary education 15 30 

University education 7 14 

Other  4 8 

Occupation 

Employed 19 38 

Unemployed    31 62 

Residence 

Rural 38 76 

Urban  12 24 

 

Table (2): Distribution of studied patients according to their clinical characteristics  

Clinical Characteristics Studied patients 

 (n=50) % 

Age of onset of the disease  (Year) 

<5  21 42 

5-<10  16 32 

10-<20  10 20 

20-<30 2 4 

≥30  1 2 

Schizophrenia type 

Chronic  24 48 

Paranoid  18 36 



 

 

Undifferentiated  8 16 

Frequency of admissions in psychiatric hospitals 

Once 7 14 

Twice 14 28 

3 times 2 4 

More   27 54 

Length of stay in hospital (Month) 

<3  8 16 

3-<6  24 48 

6-<12  11 22 

≥12  7 14 

Medications taken by the patient 

Haldol  25 50 

Olapex  17 34 

Psychodal  21 42 

Clozapex  7 14 

Neurazine 14 28 

Clopixol  2 4 

Do you take psychotropic drugs regularly? 

Yes  31 62 

No  19 38 

Do you undergo to other therapeutic programs beside medications? 

Yes  0 0.0 

No  50 100 

 

Table (3): Distribution of auditory hallucinations characteristics among studied 

patients pre and post psycho educational program 

Auditory hallucinations characteristics Pre psycho 

educational 

program 

Post psycho 

educational 

program 

 

T.test 

 

p-

value No 

(n=50) 

% No 

(n=50) 

% 

Frequency of sounds  

 

 

6.527 

 

 

 

.000*

* 

Not present 0 0.0 0 0.0 

Once /week 14 28 21 42 

Once /day 6 12 15 30 

Once /hour 23 46 9 18 

Continuous 7 14 5 10 

Duration of sounds  

 

 

8.083 

 

 

 

.000*

* 

Not present 0 0.0 0 0.0 

Few seconds 29 58 30 60 

Several minutes 6 12 15 30 

One hour 8 16 5 10 

Hours at a time 7 14 0 0.0 



 

 

Location of sounds  

 

 

3.395 

 

 

 

.001*

* 

Not present 0 0.0 0 0.0 

Inside head 14 28 22 44 

Outside head close to ears 26 52 26 52 

Outside head away from ears 5 10 2 4 

Outside space 5 10 0 0.0 

Intensity of sounds  

 

 

3.113 

 

 

 

.003*

* 

Not present 0 0.0 0 0.0 

Whisper 16 32 23 46 

Same as own voice 16 32 16 32 

Louder than own voice 13 26 9 18 

Very loud voice, screaming 5 10 2 4 

Source of sounds  

 

 

2.725 

 

 

 

.009*

* 

Not present 7 14 19 38 

Internally generated 24 48 15 30 

<50% from external cause 4 8 8 16 

>50% from external cause 8 16 6 12 

100% from external cause 7 14 2 4 

 

Table (3): continue 

Auditory hallucinations characteristics Pre psycho 

educational 

program 

Post psycho 

educational 

program 

 

T.test 

 

p-value 

No(50) % No(50) % 

Amount of negative content  

 

 

5.216 

 

 

 

.000** 

No unpleasant content 13 26 13 26 

Rarely unpleasant content 9 18 16 32 

Sometimes unpleasant content 6 12 13 26 

Most times unpleasant content 9 18 7 14 

Always unpleasant content 13 26 1 2 

Degree of negative content  

 

 

 

4.127 

 

 

 

 

.000** 

No unpleasant content 12 24 14 28 

Some degree of negative content 15 30 27 54 

Verbal comments on behavior 3 6 2 4 

Personal verbal abuse 13 26 6 12 

Personal threat to harm self 7 14 1 2 

Amount of distress by sounds  

 

 

6.019 

 

 

 

.000** 

Not distressing 11 22 14 28 

Occasionally distressing 12 24 20 40 

Equal distressing &not distressing 4 8 14 28 

Majority of voice distressing 15 30 2 4 

Always distressing 8 16 0 0.0 

Intensity of distress by sounds   



 

 

Not distressing 11 22 17 34  

 

6.729 

 

 

.000** 

Slightly distressing 9 18 20 40 

Distressing to moderate degree 12 24 13 26 

Very distressing 16 32 0 0.0 

Extremely distressing 2 4 0 0.0 

Disturbed daily life by sounds  

 

 

5.472 

 

 

 

.000** 

No disruption    14 28 20 40 

Minimal amount of disruption 13 26 17 34 

Moderate amount of disruption 10 20 13 26 

Sever disruption 10 20 0 0.0 

Complete disruption 3 6 0 0.0 

Level of control on sounds  

 

 

5.950 

 

 

 

.000** 

Complete control 3 6 8 16 

Some control on the majority of 

occasions 

4 8 15 30 

Some control half of time 8 16 16 32 

Some control occasionally 30 60 8 16 

No control 5 10 3 6 

 

Figure (1): Distribution of total auditory hallucinations characteristics among studied 

patients pre and post psycho educational program 
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Table (4): Distribution of physiological coping strategies as a self- management among studied patients pre and post psycho educational 

program (no=50) 

 

           

physiological coping 

strategies 

Pre psycho educational program Post psycho educational program  

T.test 

 

p-value 
Didn't 

use 

Help a 

lot 

Help to 

some 

extent 

Didn't 

help 

Didn't 

use 

Help a lot Help to 

some 

extent 

Didn't help 

No % No % No % No % No % No % No % No % 

Sleep 16 32 9 18 11 22 14 28 34 68 4 8 5 10 7 14 3.898 .000** 

Ask doctor for extra 

medication 

20 40 18 36 11 22 1 2 37 74 4 8 6 12 3 6 2.483 .017* 

Listen to soft music 31 62 7 14 3 6 9 18 42 84 0 0.0 2 4 6 12 2.391 .021* 

Lay down/rest 22 44 6 12 9 18 13 26 7 14 6 12 20 40 17 34 4.123 .000** 

Smoke cigarettes 21 42 12 24 4 8 13 26 23 46 11 22 6 12 10 20 1.000 .322 

Do exercise 34 68 11 22 0 0.0 5 10 17 34 12 24 17 34 4 8 5.039 .000** 

Walk 27 54 13 26 5 10 5 10 12 24 13 26 16 32 9 18 5.699 .000** 

 

Table (5): Distribution of cognitive coping strategies as a self- management among studied patients pre and post psycho educational 

program (no=50) 

 

Cognitive coping 

strategies 

Pre psycho educational program Post psycho educational program  

T.test 

 

p-value 
Didn't 

use 

Help a 

lot 

Help to 

some 

extent 

Didn't 

help 

Didn't 

use 

Help a lot Help to 

some 

extent 

Didn't help 

No % No % No % No % No % No % No % No % 

React /talk to voices 14 28 14 28 5 10 17 34 28 56 11 22 4 8 7 14 4.014 .000** 

Selective listen to voices 32 64 6 12 5 10 7 14 21 42 9 18 12 24 8 16 2.271 .028* 



 

 

Listen to voices 14 28 16 32 9 18 11 22 31 62 6 12 9 18 4 8 3.042 .004** 

Ask oneself to calm 

down 

29 58 6 12 9 18 6 12 3 6 7 14 26 52 14 28 8.148 .000** 

Ignore the voices 29 58 12 24 4 8 5 10 3 6 8 16 26 52 13 26 7.679 .000** 

Clarify voices and say to 

oneself it isn't true 

35 70 8 16 3 6 4 8 3 6 8 16 27 54 12 24 9.874 .000** 

Shoot and scream at the 

voices 

23 46 14 28 3 6 10 20 7 14 6 12 20 40 17 34 4.103 .000** 

Say go away and stop to 

voices 

31 62 8 16 2 4 9 18 10 20 13 26 15 30 12 24 6.190 .000** 

Read aloud 37 74 2 4 3 6 8 16 10 20 15 30 14 28 11 22 4.831 .000** 

Think in another thing 

except voice 

37 74 3 6 6 12 4 8 8 16 7 14 21 42 14 28 8.313 .000** 

Repeat short sentences 

and or count numbers sub 

vocally 

39 78 3 6 6 12 2 4 8 16 11 22 17 34 14 28 8.985 .000** 

Table (6): Distribution of behavioral coping strategies as a self- management among studied patients pre and post psycho educational 

program (no=50) 

 

           

Behavioral coping 

strategies 

Pre psycho educational program Post psycho educational program  

T.test 

 

p-value 
Didn't 

use 

Help a 

lot 

Help to 

some 

extent 

Didn't 

help 

Didn't 

use 

Help a lot Help to 

some 

extent 

Didn't help 

No % No % No % No % No % No % No % No % 

Negative behavioral coping strategies 

Isolating oneself 20 40 16 32 6 12 8 16 40 80 3 6 6 12 1 2 3.570 .001** 

Go to crowded places 34 68 12 24 3 6 1 2 42 84 5 10 2 4 1 2 1.644 .107 



 

 

Eating 28 56 12 24 4 8 6 12 36 72 5 10 7 14 2 4 1.461 .150 

Crying 28 56 11 22 8 16 3 6 36 72 10 20 3 6 1 2 2.621 .012* 

Masturbating 39 78 3 6 4 8 4 8 43 86 7 14 0 0.0 0 0.0 2.364 .022* 

Hurting oneself 31 62 11 22 3 6 5 10 41 82 6 12 2 4 1 2 2.393 .021* 

Do what voice say 19 38 16 32 7 14 8 16 28 56 11 22 4 8 7 14 2.024 .028* 

Table (6): continue  

           

     Behavioral coping 

strategies 

Pre psycho educational program Post psycho educational program  

T.test 

 

p-value 
Didn't 

use 

Help a 

lot 

Help to 

some 

extent 

Didn't 

help 

Didn't 

use 

Help a lot Help to 

some 

extent 

Didn't help 

No % No % No % No % No % No % No % No % 

Positive behavioral coping strategies 

Cover one's ear/place 

cotton in one's ear 

30 60 4 8 7 14 9 18 8 16 9 18 15 30 18 36 5.853 .000** 

Watch television with 

aloud voice 

28 56 9 18 4 8 9 18 15 30 4 8 19 38 12 24 5.140 .000** 

Seek help from doctor or 

nurse 

33 66 11 22 3 6 3 6 13 26 24 48 6 12 7 14 5.624 .000** 

Pray 27 54 1 2 5 10 17 34 2 4 4 8 21 42 23 46 6.841 .000** 

Sing 38 76 1 2 8 16 3 6 19 38 14 28 14 28 3 6 5.000 .000** 

Paint 39 78 3 6 5 10 3 6 26 52 12 24 9 18 3 6 2.759 .008** 

Play cards 36 72 5 10 7 14 2 4 21 42 19 38 9 18 1 2 2.393 .021* 

Talk with some friend 27 54 10 20 8 16 5 10 5 10 5 10 29 58 11 22 9.270 .000** 

Change task they 

perform 

24 48 12 24 10 20 4 8 5 10 8 16 28 56 9 18 6.527 .000** 

Leave the place 25 50 17 34 5 10 3 6 7 14 23 46 15 30 5 10 6.271 .000** 

Change posture 30 60 12 24 5 10 3 6 10 20 20 40 15 30 5 10 4.814 .000** 



 

 

Figure (2): Distribution of total coping strategies among studied patients pre and post psycho educational program.  

 

 

 
 

 Table (7): Correlation between total auditory hallucinations characteristics of studied patients and their total coping strategies 

post psycho educational program 

Coping strategies Total auditory hallucinations characteristics 

R P- value 

Total at post psycho educational 

program. 

_ 
0.310 .000** 

                                             **highly significant at p ‹ 0.01. 
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