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Abstract 

Background The long-established use of video consultation in mental health services has undergone significant his-
torical development. This study reveals and discusses how video consultations influence youths’ presentation of self 
in video consultations and in different locations and contexts. This phenomenon will be examined in light of Goff-
man’s theory of frontstage and backstage in relation to the sense and impact of place, or placelessness, concidering 
mental health situations. The aim of this study was to explore whether and how therapy through a screen was experi-
enced and to reveal challenges and opportunities that result from using digital tools to communicate in a therapeu-
tic context. The study employed a hermeneutic-phenomenological approach to gain an understanding of youths’ 
life-world experiences with video consultations in therapy. 33 qualitative interviews were performed with youths 
in the age between 16–23 years. The recruitment was carried out between mid-august 2021 and end of march 
2022. All had participated in VC sessions with their therapist during the COVID-19 pandemic. The analysis followed 
an abductive approach, where iterative cycles between the empirical data and theoretical framework helped uncover 
both unexpected and novel insights into the youths’ experiences with VC.

Results The findings revealed two main themes to guide our investigation: 1) therapy through a screen versus F2F 
therapy and 2) different physical contexts for therapy through a screen. The findings show that youths’ experiences 
with the use of video consultations in therapy are diverse and heterogeneous.

Conclusions Face-to-face communication may reduce ambiguity and uncertainty through the use of body lan-
guage and eye contact. Face-to-face communication requires less cognitive effort to process and involves greater 
psychological distance than digital communication. The advantages of using video consultations include avoid-
ing school days, avoiding long travel distances, connecting faster when needed, and having shorter conversations 
to catch up on challenges in collaboration. The implications of location and context may also impact youths’ presen-
tation of self.
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Background
Telehealth, or more specifically telepsychiatry, used 
to provide treatment to people struggling with mental 
health problems is not a new phenomenon. In 1964–
1966, Joseph Weizenbaum created “Eliza” [71], a natural 
language processing computer program, based on Carl 
Rogers theory of psychotherapy (“parroting method”), 
who was one of the first chatbots [26, 71]. A simulated 
conversation with Eliza was intended to create the feel-
ing of being listened to for the participating human. 
Surprisingly, in this human‒machine relationship, the 
human confided intimate details to Eliza that had not 
been shared with the therapist [9]. Since this early use of 
AI and digital therapy, there has been an ongoing shift 
towards digital rooms and contexts, both at work and 
in private life, over the last few decades [50, 61, 67]. The 
COVID-19 pandemic challenged the traditional way of 
delivering therapy services in mental health, including in 
Norway [22]. Video consultation (VC) is a digital solution 
that has been used for decades to address a broad range 
of mental health issues. In certain regions of Norway, 
VC has been a part of mental health services since the 
late 1990s. Since this early implementation of VC, there 
has been a significant change in the landscape of digital 
service delivery. Notably, between 2020 and 2022, VC 
became an established and routine method for delivering 
mental health care services [21]. Several countries’ health 
systems, including Norway’s, were hardly disrupted by 
the lockdown. During this period, outpatient clinics 
increased their services to patients via video consulta-
tions from a slow to a sharp uptake of telehealth solutions 
at different levels [1, 11, 66]. This also entailed changes in 
the way mental health care was delivered to children and 
youths. During the spring of 2020, the Child and Youth 
Outpatient Clinic at two hospitals in Norway (Barne- og 
ungdomspsykiatrisk avdeling, BUPA), offered services 
almost exclusively via VC for three months. However, in 
the post-pandemic landscape, it is evident that the initial 
rapid adoption of telehealth solutions has not been sus-
tained [51]. This is probably a complex and wicked chal-
lenge, and there is a need to explore some of the reasons 
for this. In this paper this will be done with a particular 
focus on youths’ experiences with VC within the thera-
peutic context. In this regard, it is also essential to under-
stand these experiences from the youths’ perspective, 
and this article contributes to an in-depth understand-
ing of youths’ experiences of interacting with their thera-
pist through a screen. The main aim of this study was to 
explore whether and how therapy through a screen was 
experienced and to reveal challenges and opportuni-
ties that result from using digital tools to communicate 
in a therapeutic context. How do physical settings versus 
video consultations influence youths’ self-presentation 

and interactions with their therapist, and what impact do 
different locations and contexts have?.

Research on VC in mental health
The use of VC as a method to provide mental health ser-
vices to hard-to-serve populations has increasingly been 
implemented since the 1990s [16]. Research studies of 
all kinds of telepsychiatry services, or telemental health, 
have mainly examined these services from a medical 
perspective, focusing on clinical outcomes [58, 62, 65]. 
However, there are also numerous studies from patients’ 
perspectives, but these studies have mainly used satis-
faction questionnaires to determine patients’ satisfac-
tion with telepsychiatry services [58, 64]. Several studies 
have reported that being physically present with a client 
does not appear to be essential for generating therapeu-
tic outcomes [29, 58]. Some studies of patients’ responses 
to telepsychiatry services suggest high levels of satisfac-
tion with the services due to accessibility, convenience 
and flexibility [36, 53, 59]. A systematic review explor-
ing the preferences of rural and remote youth identifies 
a preference for accessing mental health services face-
to-face over telehealth, but long distances can be a rea-
son for conducting therapeutic conversations through 
telehealth [49]. On the other hand, in a study in the field 
of paediatric services, children and youths reported that 
the implementation of VC alleviated their anxiety about 
consulting a psychiatrist as they felt more scared of being 
judged in F2F consultations [8]. Several studies have been 
published recently, notably following the experience of 
lock-down during Covid. The findings are heterogenous: 
providing VC as a part of the mental health services 
is generally seen as a positive, but there are concerns 
related to legal and regulatory frameworks and privacy 
[52], the screen being a barrier to establishing therapeu-
tic alliances [60], difficulties recovering from problems 
for patients and regulating the work situation for thera-
pists [37, 69]. These studies, among others, underscore 
the significance of comprehensively examining various 
facets and perspectives of VC to ensure the robust and 
beneficial utilization of this service.

Theoretical framework
In the period of transition from one millennium to 
another, several theories about communication technol-
ogy, changes in society, social relations, and identity were 
proposed [68]. Today, we often communicate with each 
other through screens, which challenges us in different 
ways. Sociological approaches are valuable for exploring 
interactional issues, and studies indicate that implement-
ing digital solutions such as VC can transform tradi-
tional doctor‒patient interactions [3, 63]. In this article, 
we apply Goffman’s interactional concepts to analyse 
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mediated interactions in therapy sessions based on the 
experiences captured through qualitative interviews with 
youths.

Erving Goffman’s [18] dramaturgical approach to social 
interaction, developed in The presentation of self in eve-
ryday life, is a key perspective in microsociology. Draw-
ing from theatrical vocabulary and concepts, Goffman’s 
analysis focuses on how people present themselves and 
behave in the presence of others. By introducing VC, 
clinics can decouple services from specific places. This 
phenomenon can be understood in light of Goffmans’ 
theory of frontstage and backstage related to the sense 
and impact of place, or placelessness [18]. By applying 
microsociological perspectives to analyse experiences of 
interaction via VC, we can gain insights into how patients 
act and present themselves and investigate how particu-
lar places affect the content and quality of the interac-
tion. When people come together, they need to establish 
a common understanding of the situation they share 
with others. The concepts of frontstage and backstage 
refer to different presentations of the self during every-
day life. Frontstage, people are visible to others and tend 
to act in a way that allows them to present an acceptable 
self to the world whereas backstage, people behave dif-
ferently and do not have to play a predefined role since 
they are not seen or heard by a given audience. Several 
studies have adapted Goffman’s interactional framework 
to analyse mediated communication [23, 44, 56]. Dif-
ferent communication technologies offer different lev-
els of social presence, the extent to which one feels the 
presence of a person with whom one is interacting [30, 
41]. Goffman’s theory also highlights the significance of 
micronorms, which are subtle social rules that contrib-
ute to upholding traditional social order. These norms 
dictate behaviour and interactions in both physical and 
digital spaces. Another sociological approach is medium 
theory, which is a promising perspective for the study of 
communication technologies as it argues that technolo-
gies are themselves social contexts that impact interac-
tions, social identities and the balance between people 
[46]. Electronic media facilitate communication between 
people who are located in different places [45]. Meyrow-
itz’s medium theory highlights the significance of com-
munication media and spaces in shaping social dynamics, 
while trust in these interactions is influenced by the 
safety and control individuals perceive in different set-
tings [45]. Media richness theory, which focuses on the 
content the medium conveys, was built on social pres-
ence theory and postulates that different media differ in 
their ability to facilitate understanding when people are 
communicating [25]. Different media have varying abili-
ties to transmit multiple cues, with face-to-face commu-
nication being the richest medium due to the ability to 

use natural language, tone of the voice, context and non-
verbal signals [28, 35]. Meyrowitz [44] argues that elec-
tronic media transcends physical boundaries, bringing 
people closer together. While VC enables people to see 
and hear each other, how it affects the quality of thera-
pist–patient interactions remains an empirical question 
[15]. Together, Goffman’s theory of frontstage and back-
stage and Meyrowitz’s medium theory elucidate the 
significance of body language, micronorms, space demar-
cation, and trust dynamics in shaping social interactions. 
These elements play a pivotal role in how individuals pre-
sent themselves in different settings, namely frontstage 
and backstage, and influence trust in contexts such as 
home, school, and the workplace. The introduction of 
electronic media means that communication between 
humans is no longer bound to specific physical locations. 
This paper will primarily concentrate on elucidating the 
experiences of young individuals in the context of VC 
versus face to face (F2F), which is essential for further 
developing the structure and content of digital services in 
mental health care.

Methods
Research design
This qualitative study was based on hermeneutic-phe-
nomenological methodology, an approach that entailed 
focusing on obtaining a profound understanding of the 
life-world experiences of informants concerning the uti-
lization of VC [31, 32, 54]. Reporting of this study follows 
the COREQ (Consolidated Criteria for Reporting Quali-
tative Research) guidelines to ensure rigor and transpar-
ency in qualitative research (Supplementary file BMC 
COREQ checklist). The researchers approached both the 
data collection and analysis with an open mind, recog-
nizing that the theoretical framework and their own pre-
conceptions could influence the outcomes. The empirical 
basis for this study is several in-depth interviews with 
youths using VC to communicate with their therapists. 
The study utilized a qualitative reading and analysis of 
the interviews to uncover and interpret how the youths 
perceived and experienced the use of VC when meeting 
their.

Selection and sample
Administrative personnel at the mental health hospital 
identified youths between 16 and 23  years old who had 
attended therapy sessions via VC after the COVID-19 
restrictions were implemented in the department of spe-
cialized mental health services for young people, Child 
and Youth Outpatient Clinic (BUPA). A volunteer BUPA 
employee (psychologist) identified and contacted youths 
who fit the inclusion critera, which were 1) between 
the ages of 16 and 23 at time of recruitment, and 2) had 
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received video consultations during the COVID-19 pan-
demic (16th of March 2020 to 5th of August 2021), and 
asked whether they wanted to participate in the study. 
The recruitment was carried out from 15th of August 
2021 and ended 25th of March 2022. Contact was made 
via telephone, and all informants were asked if they 
wanted to talk about their experiences using VC for ther-
apy sessions. A total of 33 particpants were included in 
the study (Table 1).

Context of this study
The services used were specialized mental health ser-
vices for young people (BUPA), and the population in 
this study was in northern Norway. This is a sparsely 
populated rural area. Since the distances between where 
youths live and the location of services can be consider-
able, hospitals have worked for decades to implement 
digitalization and communication technologies for dis-
tance follow-up. The video consultation system in use 
during the study period was Skype for Business, which 
the hospitals had been using in this capacity for four to 
five years. The procedure for using video in consultations 
is described in the following section. The therapists sent 
invitations via e-mail to the youths, who only had to click 
on a secure link in the calendar to join the meeting. The 
youths could could communicate with the therapists if 
they had access to a secure connection from a computer, 
tablet, or smartphone.

Interviews
A semi-structured interview guide (supplementeray 
file, interviewguide eng.), was used to ensure that all 
themes were covered during an interview session [31]. 
At the same time, the informants were given space to 
speak freely about their experiences. During the project 
the researchers had a close collaboration with five per-
sons with user experiences, defined as co-researchers, 
including one next of kin (parent to a person with per-
sonal experience), and four individuals with personal 
experience with using VC [20]. The goal for this co-
creation group was to grasp youths’ experiences with 
the introduction and use of video consultations. This 
group was established early in the project to ensure 

collaboration and user involvement throughout the 
entire research process. To include all co-researchers 
perspectives, the co-creation within the group were 
mostly workshops with different focus areas. This to 
develop, among others, the content and the structure of 
the interview guide based in a common understanding 
of all the participants in this group.

Telephone interviews following this semi-structured 
interview guide were conducted between August 2021 
and April 2022. Conducting an interview over the tel-
ephone changes some aspects of the communication 
compared to physical meetings, which was also a topic 
of this study. Our experience in this study was that it is 
feasible to conduct interviews by phone. The guide was 
sent to the informants before the interview took place. 
The aim was to explore why the informants started 
using video consultation; how they used the technol-
ogy, including what kind of technology they used and 
where they were located during the sessions; and how 
they perceived using video consultations with their 
therapists. Semi-structured interviews allow inform-
ants to freely express their views on the issue of interest 
and ask questions, facilitating two-way communication 
[5]. This flexible interaction between informants and 
researchers is quite similar to conversational exchange 
in daily life [10]. The objective was to explore inform-
ants’ viewpoints and extract themes through the anal-
ysis process. All the interviews were based on a set of 
specific aspects regarding the use of VC. The themes 
covered in the interview guide include the following:

• Why the youths were in contact with a hospital unit 
and why they used VC,

• Learning and using the technology,
• VC sessions with mental health therapists,
• Cooperation meetings with additional actors and 

relations and communications.

Individual interviews were conducted with youths 
by phone from August 2021 to April 2022 by all the 
authors. The average duration of the interviews was 
28  min. All interviews were recorded and transcribed 

Table 1 Information informants and selection process (total N included = 33)

Information participants and selection process (Total N included in the final selection = 33)

Female Male Age The criterion of inclusion was: N Agreed to be contacted by a 
researcher to schedule an interview

Retract from the study after the 
interviews were conducted

N = 25 N = 8 16–23 1) Retrieved one or several treatments 
on video consultations between 16th 
of March 2020 to 5th of August 2021
2) Age between 16–23

N = 42
N = 9 didn´t answer or changed their 
mind

None
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verbatim, and the informants were given the opportu-
nity to read through the transcripts. The original lan-
guage of the interviews was Norwegian, and quotes 
were translated after the analysis.

Analysis
Focusing on individuals is a normal way of analysing 
interviews [70]. However, in this article we present a 
theme-based analysis with the goal of identifying themes 
across the interviews [31], p. 201). The analysis has been 
inspired by an abductive approach [6], where the goal 
is to move from the informants’ descriptions, concepts 
and interpretations of the activities to more generalized 
concepts and theories, including a method of theory 
construction. Abduction is based on iterative or cyclic 
processes rather than on linear logic. The analysis of 
the transcripts was structured by the interview guide, 
which not only led to the identification of anticipated 
themes but also revealed additional, unexpected findings 
beyond the initial scope.Through an in-depth reading of 
the interviews, the data were coded to identify patterns, 
similarities, and differences in how the informants inter-
preted and viewed the use of VC technology [31], p. 201). 
Subsequently, through a comprehensive discussion, we 
identified a subset of themes that pertained to inquiries 
concerning the interaction dynamics between therapists 
and patients, with a particular focus on the questions 
regarding the communication between the therapists and 
the patients to be interesting, including the difference 
between therapy via VC and face to face. The phenomena 
described under the themes are not discrete. We reread 
the interviews, this time guided by theoretical frame-
works, mainly theories focusing on interaction, especially 
Goffman and the presentation of self in everyday life [18].

Results
Based on our analysis of the interviews with the users, we 
identified two main themes to guide our investigation: 
The first them was 1) Therapy through a screen versus 
F2F, with subthemes a) Verbal expression – hard to share 
feelings and thoughts (F2F); b) Body language and the 
screen; and c) Clinical Gaze – the loss of eye contact. The 
second main theme was 2) Different physical contexts for 
therapy through a screen with the subthemes a) Therapy 
at Home – sense of place, and b) Therapy at School – loss 
of privacy. The phenomena described under the themes 
are not discrete. Typically, VC was always performed at 
a specific place. The selected quotations exemplify the 
viewpoints expressed by several of the informants during 
the interviews. We have not investigated different forms 
of therapy, which is defined here as the communication 
and interaction between therapist and user.

Therapy relation through a screen versus F2F

a. Verbal expression – the difficulty of sharing feel-
ings and thoughts (F2F)

 In the interviews, informants compared VC 
counselling with in-person encounters, and many 
reported that the two forms resembled each other. 
Like in regular in-person meetings with a therapist, 
real-time spoken conversation is a major part of 
meetings via VC. However, the informants thought 
that there were significant differences between 
speaking in a VC setting and attending meetings at 
the clinic. When describing their experience of talk-
ing to the therapist during VC, one of the informants 
commented on how they felt that meeting the thera-
pist virtually made them shy away from discussing 
deeper issues.

I struggled to open up when it was on Skype, could 
not say anything. It was mostly the therapist who 
spoke. Mm, but I do not know why it turned out like 
that. It was just a bit unpleasant to have to open up 
over the screen. IP3

Several of the informants expressed that they do not 
share their emotions and thoughts in VC as they would 
in face-to-face meetings. It was also mentioned that they 
found it difficult to express feelings, including sorrow, 
during VC. “The only thing is that I think it is difficult to 
express emotions through Skype”. IP18.

Some informants reported that working with a thera-
pist in VC made them less talkative, less active in the 
conversation and less willing to express emotions than 
when meeting the therapist in person. However, there 
are examples of informants who believed that they com-
municated better via the screen but were nevertheless 
more inclined to open up and share their inner thoughts 
when visiting the clinic (i.e. despite communicating bet-
ter on the screen they felt more comfortable opening up 
in person).

However, in physical meetings, I feel that you can open 
more up/talk more freely. It’s difficult to explain why, but 
there is just something inside me that makes it easier to 
speak in a physical meeting and to explain things with my 
own words. IP5

b. Body language and the screen

 One of the informants said that it is more chal-
lenging to communicate via the screen because you 
are not able to fully observe body language.

 He has not caught much of my body language. 
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On Skype, he could only see my face and the words 
that were audible. Body language has great signifi-
cance for communication, including verbal commu-
nication. IP14

 The informants were more focused on how 
VC allows for less display of nonverbal language, 
affecting therapists’ observation and interpretation, 
rather than how it affects patients’ ability to read 
the therapist. The ability to display emotions and 
moods is a key feature in therapy sessions. One of the 
informants shared their impression that the thera-
pist was not able to observe their mood as effectively 
when they met via the screen compared to when they 
were in the same room.

 I feel that maybe the therapist is not able 
notice if I’m truly down or sad. She’s not able to do 
that in a way she would have seen in the same room. 
So… she doesn’t fully notice the mood. IP3

 It is not just that the informants tend to sup-
press or restrain emotions during video therapy; 
they also think that it is difficult for the therapist to 
notice the vibes people are sending out. In a physical 
meeting, the therapist is able to observe and inter-
pret the entire body language of the patients for cues 
about their emotions.

 Vibes that we send out and that other people 
notice are very difficult via a medium such as Skype. 
You feel sorrow or joy from the other person (when 
sitting F2F). IP25

 If she could not see [my] body language, it was 
difficult for her to interpret what I was thinking. IP7

 One informant mentioned that they use hand 
gestures to express their emotions, and they believe 
that the therapist is better able to read emotions in 
a physical meeting because they can see the full pic-
ture of the body language.

 On Skype, it was hard[er] to see on his face if 
he actually understood what I meant than when we 
were sitting together. It was a bit better and stuff like 
that. To get in touch with each other then and see 
each other like that with body language. IP3

c. Clinical gaze – the loss of eye contact
 When people come together face to face to talk, 
we look at each other. Eye contact is an important 
aspect of nonverbal communication. The most com-

mon way to show attention is to gaze at the person 
who is speaking. Some informants said that they were 
not able to have the same eye contact during VC as 
they would in a face-to-face meeting at the clinic.

 I feel that when we are sitting in the same 
room, you are able to have eye contact, but that is 
not possible when you are on video. We don’t think 
about that, but it’s a big difference. So it does not feel 
like that they look at me in the same way. IP31

 Some of the informants thought that VC 
changed the way we look at each other during a con-
versation. They said that when they are doing video 
therapy, they feel that they are not expected to main-
tain eye contact all the time as they do in a face-
to-face meeting. In a VC session, some informants 
thought that because there was less attention given 
to them, it became easier for them to talk.

 (…) [VC is] a positive thing because you are 
not too focused on keeping eye contact all the time. 
When you are digital, it is more natural to not stare/
gaze at the person all the time. IP13

Different physical contexts for therapy through a screen
The informants had mixed feelings about talking to the 
therapist remotely via a screen. There were those who 
believed that communication via a screen is a viable 
alternative to F2F meetings. Other informants stated 
a preference for travelling to the clinic and talking to 
the therapist in her or his office, and in some cases, the 
informants said that meeting the therapist through 
a screen was just a way to maintain contact during the 
lockdown period. Typically, the informants in this study 
would travel to the clinic to meet with their therapists at 
the therapists’ offices. While several informants indicated 
that their travel time to the clinic was relatively short, 
others residing in rural areas reported significantly longer 
travel duration, often several hours, to reach the clinic. 
Some informants expressed a desire to choose between 
VC and F2F meetings as they thought that the two ways 
of communicating serve different purposes.

a. Therapy at home – sense of place

 Most of the informants in this study reported 
that they had been at home while participating in the 
therapy sessions. The informants had mixed feelings 
about receiving video therapy at home. One of the 
informants stated that they dared to say things that 
they otherwise wouldn’t because they were comfort-
able in their own home: IP19 (…) “I was at home, and 
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it’s comfortable to talk about things, and there were 
things I dared to say”. Another informant described 
how being at home meant that they had more control 
of the situation, and it also made her dare to speak 
more openly.

  (…) At home, it was actually nice because I 
felt it was not too much attention to me; it was more 
comfortable and [I could] take it easy. Sometimes, at 
the clinic, I maybe felt a bit nervous because it’s dif-
ficult not to be able to think about what you want 
to say. While at home, I could think more before 
answering. IP11

 It’s maybe easier to say things (via VC), it’s 
less personal and you are sitting, or I did at least, at 
home, in your own room and you are relaxed in a 
way. IP9

 Other informants reported that being at home 
was not an optimal solution because they could not 
tell the therapist things out of fear that their family 
members would hear. Some informants who lived 
with their families said that it was annoying to talk 
to their therapist because someone in the house 
could hear their conversation because the rooms in 
the houses or flats were not soundproof.

 Since so many were at home, together with me, 
I was not comfortable talking. It was very unpleas-
ant to sit at home, knowing that my stepsister was 
lying in her bed in her room, beside my room, and 
that she could hear everything I said. In addition, if 
someone were sitting in the living room right outside, 
they would hear everything I said. I felt I couldn’t sit 
anywhere where I could talk privately because there 
is no sound proofing between the rooms in our house. 
IP7

 The informant said that because they did not 
access to a private room, it felt almost as if the ther-
apy was on pause. On the other hand, one informant 
pointed out the advantage of doing VC from home, 
as it allowed for privacy.

 And I think it depends on the day, when feeling 
[up] for it, if I’m feeling all right and want to meet 
(F2F) and talk, or I’m lazy and want to stay home, 
and then it would be very nice to have the possibility 
to have a video meeting at home, not having to dress 
properly and so on. IP2

 Others also stressed the point of avoiding being 

in public spaces, such as a bus, after a demanding 
therapy session and appreciated the opportunity to 
just lie down and relax and therefore avoid head-
ache.

b. Therapy at school – loss of privacy
 All of the informants still in school were pupils 
at upper secondary schools. Some of them had the 
option to participate in VC at school. However, most 
of the informants expressed discomfort with doing 
VC at school. One of the informants reported that 
even if there was an opportunity to arrange VC at 
school, they preferred to have therapy sessions at 
home. One obstacle to doing VC at school was that 
teachers might enter the room, even when the door 
was locked. One reason could be that the rooms were 
often occupied during the COVID-19 pandemic, and 
the pupils had to use teachers’ offices for therapy ses-
sions. Additionally, there were instances when the 
scheduling of the rooms was incorrect, requiring 
extra effort to resolve the issue.

 I always had sessions at home because it 
would have been uncomfortable sitting at school. 
Well, right? Even if you lock the door a teacher may 
enter, because... it’s not all the time that the room is 
registered in a correct way and then you have to go 
and report it, and then there is a lot of fuss. IP9

 Informants who had used VC reported that 
they have encountered problems with privacy issues. 
One of the informants mentioned the unsettling feel-
ing of not knowing if there were people just outside 
the door listening to the conversation. The uncer-
tainty of when somebody, a fellow pupil or a teacher, 
might enter the room made it difficult for the person 
to express what they truly wanted to say to the ther-
apist. On the other hand, one informant believed 
it was acceptable to meet their therapist via VC at 
school due to the time it took to go to the clinic and 
return to school. The informant was provided with 
the option to have VC in a room at the school, ensur-
ing that they could be alone during the session.

 I thought a video call was very good because 
then I did not have to go from school and back. There 
was a lot of travelling, which took a lot of time. How-
ever, I got a room at school where I could sit in pri-
vate, and it does not take as much time when you 
have finished to get back to class. IP12

 The environments and contexts in which VC 
sessions were conducted were frequently character-
ized as challenging, posing difficulties for effectively 
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expressing emotions through the screen. Further-
more, in instances where the sessions were held at 
school, therapists were not able to provide the physi-
cal presence required for patient care.

 It is more difficult to express feelings when 
we are on video, at least I would say. I felt a little 
ashamed if I nearly started to cry because I was at 
school and the therapist couldn’t have done any-
thing, and then it’s embarrassing to go back to the 
classroom. IP14

 The informants tried to organize video therapy 
sessions to minimize time absent from school, either 
by scheduling sessions outside of school hours or dur-
ing the last school hour of the day. This was done to 
avoid having to go back to school after a video ther-
apy session at home. They found it embarrassing to 
go back to the classroom after they had been crying 
during a therapy session. When youths are seen at 
the clinic, it takes time for them to return to school, 
which gives them an opportunity to prepare for 
meetings with fellow pupils. The informants reported 
different experiences using VC as a platform for 
communication with their therapists. There are 
those who prefer meeting the therapist F2F rather 
than via the screen. Other informants said that they 
preferred to communicate with the therapist via the 
screen. However, there are also those who said that 
they sometimes preferred talking with their therapist 
via VC while at other times they preferred to talk 
F2F.

Limitations and strengths of the study
This study was conducted within the context of COVID-
19 restrictions, which mandated the use of VC to sustain 
treatment. Through the data gathering, we contacted sev-
eral youths in the region with diverse perspectives and 
experiences related to digital therapy, thus mitigating 
potential bias. One potential limitation of the study lies 
in its reliance on digital interviews. As demonstrated in 
this investigation, engaging in video-based communica-
tion can introduce filters and create a sense of distance 
between the participating parties. Consequently, the 
information gleaned from these interviews might have 
been different had the interviews been conducted in 
person.

Discussion
The onset of the COVID-19 pandemic prompted a signif-
icant transformation in the delivery of mental health ser-
vices, compelling many service users to adapt to virtual 
communication through VC [13, 27, 57]. The widespread 

implementation of lockdown measures during the early 
months of the pandemic necessitated remote alternatives 
to in-person mental health consultations. The current 
body of research, including this paper, has revealed dis-
tinctions between screen-based therapy and traditional 
F2F encounters, with particular emphasis on the limita-
tions of technology in effectively transmitting nonver-
bal cues and emotions [7, 12, 40]. The analysis of digital 
interactions within therapeutic video conversations, as 
outlined in this article, can provide valuable insights into 
the development and enhancement of digital therapy in 
the mental health field. By deepening our understand-
ing of how technology and screen-based communication 
influence interpersonal relationships, trust and openness, 
we can better comprehend the distinct ways in which 
young people engage and behave in digital contexts com-
pared to physical ones. Our discussion echoes Goffman’s 
theoretical framework, which illuminates the significance 
of nonverbal cues as conduits for the expression of emo-
tions, intentions, and adherence to societal norms within 
face-to-face interactions, as well as Joshua Meyrowitz’s 
medium theory, which explores how communication 
technologies alter social dynamics and the experience of 
place.

In line with Goffman’s ideas, our discussion unfolds 
along two principal themes which serve as guiding 
threads for our inquiry: 1) The importance of locations 
and contexts for the presentation of self, and 2) Different 
settings create varying levels of trust.

The importance of locations and contexts 
for the presentation of self
While numerous theories in media studies have tradition-
ally centred on the content that media convey, Meyrowitz 
[45] contends that certain theorists have directed their 
attention towards alternative facets, specifically examin-
ing how these aspects contribute to shaping media physi-
cally, psychologically, and socially differently from other 
media and face-to-face interactions [45]. Even the same 
or similar content can be perceived differently in differ-
ent media. We have noted how Goffman uses theatrical 
metaphors to analyse social encounters and interactions 
between people. Specifically, he analyses situations where 
people are able to observe each other. According to Goff-
man [19], body language is an essential part of, and plays 
a crucial role in, how we present ourselves, and it is used 
to reveal our feelings and support our verbal messages. 
Unfortunately, when communicating through VC, only 
the upper body and face are usually visible, limiting the 
ability to observe, make eye contact and read body lan-
guage, especially when trying to communicate attitudes 
and emotions [2, 7, 14]. The youths in our study were 
more concerned about the therapists’ inability to observe 
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the full body or other nonverbal cues than the other way 
around. The lack of access to full-body language may 
hamper communication between therapists and youths. 
Both Goffman’s and Meyrowitz’s theories touch upon the 
concept of space demarcation, the separation of physi-
cal and virtual spaces [19, 45]. This demarcation influ-
ences how individuals interact and behave in different 
environments, which may also impact the experience of 
therapy in different contexts. Some youths focused on the 
negative aspects of being located in different places. The 
informants used the word “impersonal” to describe the 
lower degree of social presence when taking part in VC 
with their therapist. This finding is consistent with pre-
vious research showing that the use of VC can create a 
sense of distance and impersonality between informants 
[33]. There is a feeling of social distance even though the 
communication partners can see each other, a feeling that 
prevented some of the youths from talking freely. The 
absence of physical presence can create doubts about the 
authenticity and reliability of the interaction [37]. How-
ever, other informants found that the screen functioned 
like a shield. The fact that the VC medium was consid-
ered to be impersonal compared to F2F gave them a feel-
ing of being more in control [37, 42].

The interaction order, which is a concept used to 
describe a set of shared rules and expectations, creates 
predictability through the actor’s commitment to interac-
tional norms and rules. When a youth is in the office at 
the clinic, there is a set of micronorms that inform their 
approach to communication and behaviour. When using 
VC, the interaction order is disrupted; the way people 
interact may change because it is more challenging to 
uphold the traditional interaction order [42]. The inter-
action order of VC requires youths to navigate a hybrid 
space that combines elements of both public and private 
life, where traditional social cues are either absent or 
transformed and new norms must be established. When 
communicating via a screen, some of the informants said 
that they found that the rules for eye contact were less 
strict and that they felt that they did not have to answer 
a question immediately, as they would in a F2F meet-
ing; this was also revealed in other studies [7, 37, 42, 48]. 
However, this feeling of impersonality did not necessarily 
have a negative effect on the informants’ ability to speak. 
In fact, some informants reported that the use of VC 
made it easier for them to share their personal thoughts 
and feelings with their therapist because the screen acted 
as a kind of shield, allowing them to feel more comfort-
able and less vulnerable [4]. In addition, for some youths, 
VC can offer a more comfortable and familiar environ-
ment [17] and potentially reduce the anxiety associated 
with in-person meetings. VC allows them to present 
themselves in a controlled manner, with opportunities 

for impression management. This may, however, conflict 
with their true needs.

Different settings create varying levels of trust
Trust in communication is influenced by the perceived 
safety of the environment, and this is an important issue 
when understanding the use of VC: place matters [24, 
43]. Trust and cooperation in a therapist-patient relation-
ship are built upon the understanding that the therapy 
room is a safe space where everything shared remains 
confidential, which is also related to technical issues and 
who is in the room [22, 47]. VC challenges this condition. 
Doing VC sessions at school means that patients must 
meet their therapists in places that are not meant for such 
activities. Therapists cannot fully control who might have 
access to the session, and as informants have reported, 
youths often struggle to find a private space [17, 39]. This 
could be because a room is not soundproof, or it is not 
possible to lock the door, and that the practice of doing 
video therapy sessions collides with social practice. The 
closeness in distance and time between different spaces, 
for example between the VC room and the classroom, 
made some of the informants retain information that 
could have triggered strong emotional responses. Con-
sequently, privacy concerns impacted their willingness 
to express emotions and discuss sensitive topics during 
VC sessions [39]. Some found it difficult to move from 
being a patient to being a pupil in just a few minutes. 
When visiting the office at the clinic, there was a time 
gap between finishing the therapy session and return-
ing to the classroom. Informants encountered some of 
the same challenges doing video therapy at home as in 
school, including finding a private and soundproof space 
[15, 38]. The home environment offers youths a greater 
sense of control, and they often employ screens as shields 
for online interactions. Concerns about privacy emerged 
due to experiences related to the lack of soundproofing, 
which impacts trust in both home and school environ-
ments [38]

Conclusions
In this study, we revealed that youths’ experiences with 
the use of VC in therapy are diverse and heterogeneous. 
As noted in the background section of this paper, the uti-
lization of telepsychiatry within specialized mental health 
services has significantly decreased, resulting in reduced 
reliance on video consultations (VCs). It is challenging 
to identify exactly what factors are responsible for this 
decrease, but some barriers related to entail meaning-
ful and safe recovery are presented. By shedding light 
on youths’ experiences through the theoretical lenses of 
Goffman and Meyrowitz, in this study we found that F2F 
communication may be more natural, reduce ambiguity 
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and uncertainty, require less cognitive effort to process, 
and provoke greater physiological arousal than digital 
communication. It also offers context, synchronicity, 
nonverbal signals, and the maximum quantity of cues, all 
of which increase the quality of interaction [28, 35]. On 
the other hand, there are several advantages to the use 
of VC for young people. For instance, they avoid losing 
school days, avoid long travel distances, connect faster 
when needed, and have shorter conversations to address 
challenges in collaboration.

One of the most important issues might be to reorgan-
ize the services and develop and implement a model of 
blended and persohn-centred care [34, 40, 55]. The use of 
digital tools in therapy should be discussed early during 
treatment, especially for youths, to assess the situation 
and context. The incorporation of VCs in therapeutic 
interventions may present avenues for empowerment 
by affording service users the agency to choose VC as 
their preferred medium, thereby enhancing the accessi-
bility of services, even in the presence of physical limi-
tations related to things such as schoolwork. Overall, 
further research is needed to explore how we can succeed 
in the future in delivering mental health care for youth 
in our digital world. There is a clear imperative for fur-
ther inquiry, particularly through qualitative research, to 
establish a robust, evidence-based foundation that can 
inform the development of customized services for indi-
viduals in recovery and those in need of mental health 
care. Future research should focus on capturing service 
users’ lived experiences, fostering cocreation among 
diverse stakeholders, and addressing the scalability of 
VC usage while ensuring the appropriateness, safety, and 
accessibility of the services delivered.
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