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Preface 

This doctoral portfolio comprises three components reflecting my training as part of the 

doctorate in Counselling Psychology at City, University of London: a research project, a 

publishable journal article, and a clinical case study. The first component presents a qualitative 

research project exploring how older adults experience psychological therapy via video. The 

second component offers a journal article focused one theme of the research project. The third 

component is a clinical case study, illustrating my development as a practitioner and the shift 

in my practice from a focus on the concrete to reflecting on the nuances. 

Across these components, a thread emerges: revealing the unseen. Whether in the research 

interviews, clinical practice, or my own personal development, I encountered a human desire 

to be seen and understood. Participants in the research spoke about their experiences of 

invisibility, describing moments when their presence and their voices were overlooked or 

disregarded. They also highlighted the healing potential in feeling seen and connected to 

another. The theme of invisibility was mirrored in the clinical psychodynamic case study, where 

the client presented a layered experience of hiding parts of herself, both within and outside 

the therapeutic context. The work of therapy became a shared journey toward authenticity, 

exploring the defences that shielded her from being fully known and supporting the gradual 

emergence of hidden feelings. In engaging with these processes, I too was invited to examine 

my own visibility, and how my own journey toward self-understanding intersects with the work 

I do with others. 

 

PART A: Doctoral Research Project 

This section presents a qualitative study exploring older adults’ experiences of psychological 

therapy delivered via video. The literature review highlighted invisibility in both the research 

into this area and the general lived experience of older people. Eight participants with lived 

experience of video therapy were interviewed, allowing for the exploration of the idiosyncrasies 

of their experiences. Interviews were analysed using Interpretative Phenomenological 

Analysis, first through a detailed exploration of each case, then through identification of group 

themes. The project concludes with a discussion of themes in relation to existing literature, a 

critical reflection on the project, and clinical implications. 

The focus of this research is on the older adult population, a group for whom I hold a deep 

respect and affection. Engaging with this population has not only reinforced my commitment 

to understanding their lives but has also provided me with valuable insights into their unique 

experiences. Through the research process, I have had the privilege of hearing their rich and 

diverse experiences. This engagement has heightened my appreciation for the individuality of 
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each older adult, highlighting the ways in which personal history, social context, and lived 

experience shape how it is to be in their world. 

 

PART B: Publishable Paper 

The second component of this portfolio is the journal article that summarises the findings of 

the research project and presents one of the key themes. This theme was chosen as it felt it 

best captures the older adult experience, and has strong relevance and applicability to clinical 

practice. The journal article is intended for publication in the Counselling Psychology Review, 

a journal chosen for its emphasis on counselling and psychotherapy through a non-

pathologising, empowering lens, and its focus on linking research to clinical practice. 

Publishing in this journal will allow the findings to reach both an international academic and 

practitioner audience, increasing the visibility of older adults within mainstream psychological 

research and services. The article contributes to the field by highlighting experiences of an 

often invisible population and by providing a foundation for future research and clinical 

application. 

 

PART C: Clinical Case Study 

The clinical case study provides an example of therapeutic work that represents making the 

unseen seen. Conducted in the third year of the doctorate, this work captures a midpoint in a 

course of therapy with a client presenting with anxiety and sleep difficulties and experiencing 

ongoing family stressors. The case study demonstrates my evolving clinical practice, shifting 

from a Cognitive Behavioural Therapy (CBT) approach toward psychodynamic exploration of 

hidden processes and nuanced interpersonal dynamics. This therapeutic piece, titled ‘Through 

the Looking Glass’, reflects the relational essence of therapy, capturing my shift from therapist 

as expert to therapist as co-explorer within the therapeutic space, and creating room for more 

of myself to emerge within sessions. 

 

Personal Reflection 

Throughout the three years of doctoral training, I have experienced a continuous process of 

losing and finding myself, both academically and personally. Beginning the course while my 

daughter was eighteen months old presented challenges in balancing professional and familial 

responsibilities, and highlighted the importance of creating space for personal reflection and 

development. This journey has moved my identity away from scientist practitioner to reflective 

practitioner, integrating scientific rigour with relational sensitivity. In my therapeutic work, this 
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evolution has fostered more equal relationships with clients, privileging curiosity, collaboration, 

and attunement. Throughout this portfolio I hope to shed light on thoughts, feelings, and 

experiences that may be unseen. 
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Abstract 

The proportion of the population classified as older adults is increasing rapidly, coinciding with 

the growing digitisation of healthcare services. This raises important questions about the 

accessibility and suitability of digital interventions for this population within mental health. 

Despite the expansion of digital therapy, little is known about how older adults experience 

psychological therapy via video. This study employs Interpretative Phenomenological Analysis 

(IPA) to explore older adults lived experiences of video therapy. Eight participants were 

recruited and interviewed in semi-structured telephone interviews. Analysis of the data 

generated three overarching themes. The first theme, ‘Fearing Loss’, describes participants’ 

experiences of personal loss and their anxieties about connecting with the therapist. The 

second theme, ‘Un(Safe)’, highlights the variable experience of psychological safety and trust, 

alongside how participants anchored themselves within session. The third theme, ‘Seen 

Through a Screen’, explores experiences of invisibility as an older adult and the ways in which 

closeness and reassurance through the video medium fostered a sense of being seen. These 

findings highlight the importance of visibility and relational connection in video therapy, which 

are explored in relation to the I-Thou framework. The discussion also considers contextual 

factors, including Existential Ageing, to illuminate the uniqueness of older adults’ experiences. 

The strengths and limitations of the study are reviewed, alongside clinical implications and 

directions for future research. 
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1 Introduction and Literature Review 

 

1.1 Introduction 

This chapter critically examines the existing literature concerning older adults and video 

therapy. It begins by defining key terms and concepts to ensure conceptual clarity, particularly 

given the varied terminology used across studies.  

The literature review commences by outlining the search strategy, before offering a review of 

the broader literature relevant to the topic, including studies on older adults' mental health 

needs, their engagement with digital technologies, and the delivery of psychological therapy 

via video within the general population. The review concludes with an exploration of older 

adults and video therapy, with both quantitative and qualitative studies considered. 

The chapter concludes by identifying key limitations and gaps in the current literature, before 

outlining a rationale for the study and its relevance to Counselling Psychology. 

1.2  Terminology 

1.2.1 Who Are Older Adults? 

The term older adults broadly refers to individuals entering a later stage of life. There is 

variation within the literature regarding the specific age at which an individual is considered 

older. The World Health Organization (WHO, 2024) defines an older person as someone aged 

60 years or above, to account for global variations in life expectancy worldwide.  

Within this project, the term older adult will refer to people aged 65 and over. The researcher 

deemed this important to ensure exploration of experiences within this particular life stage. 

There have also been criticisms of research into older adults for lowering the inclusion age 

(Smith et al., 2021), which the researcher believes can reduce the quality and impact of the 

research, particularly when disseminating findings into clinical practice. This classification also 

aligns with definitions used by services such as Age UK (2019a) and the National Health 

Service (NHS, 2025). Traditionally, the age of 65 has carried social significance, often marking 

the point of retirement and eligibility for various social and health services. 

There is also heterogeneity within the older adult population. Forman et al. (1992) offered a 

useful typology that distinguishes between the young-old (60–69 years), the middle-old (70–

79 years), and the old-old (80 years and above). However, chronological age alone does not 
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necessarily correspond with biological, psychological, or social markers of ageing. Age UK 

(2020) distinguishes between frailty and old age, outlining how frailty is generally characterised 

by reduced muscle strength and fatigue and impacts around 10% of those aged over 65 and 

between 25% and 50% for those aged over 85. This highlights how vulnerability and support 

needs are not uniformly distributed across age groups. 

1.2.2 What Is Psychological Therapy? 

For the purposes of this thesis, the terms psychological therapy, psychotherapy and therapy 

are used interchangeably to describe a “psychological service provided by a trained 

professional that primarily uses forms of communication and interaction to assess, diagnose, 

and treat dysfunctional emotional reactions, ways of thinking, and behavior patterns.” (APA, 

2023, para. 1). Such psychological interventions are delivered by a range of practitioners with 

diverse training backgrounds, including doctoral-level qualifications, postgraduate diplomas or 

certificates. Common therapeutic modalities include Guided Self Help, Cognitive Behavioural 

Therapy (CBT), and Counselling (NHS, 2022) and practitioners may be referred to using 

various titles including psychologist, counsellor or CBT therapist, depending on their training.  

1.2.3 What Is Video Therapy? 

The term video therapy is used to refer specifically to the delivery of psychological therapy via 

video-based platforms, such as Zoom or Skype. While this term is employed for consistency 

within the current study, it is important to acknowledge the range of alternative terminology 

used across the literature. One such term is telehealth, which is frequently used to describe 

healthcare services delivered through digital means. However, telehealth is generally applied 

as an umbrella term for both physical and mental health care, rather than referring specifically 

to psychological interventions. The term remote therapy also appears regularly in the literature 

and denotes a broader category of therapy conducted at a distance, and includes sessions 

delivered via telephone, video, or digital platforms offering structured interventions such as 

internet-based CBT (Smith et al., 2021). 

1.3  Search Strategy 

An initial search was conducted in April 2023 and employed the primary terms older adults, 

remote and therapy. However, this search predominantly yielded studies on internet-based 

interventions (e.g. Guided Self Help or text-based interventions) which were excluded from 

the current review due to the researcher deeming these too far removed from video therapies 

to be applicable, something which is echoed by Grondin et al. (2019) who described in-person 
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and video therapies as having high medium richness, and text and audio-based as having low 

medium richness. 

A second literature review was conducted in July 2025 to extend and refine the initial findings. 

This review utilised two primary search term categories, each accompanied by relevant 

synonyms to enhance the breadth and sensitivity of the search. The first category focused on 

the population of interest, using the term older adults along with related terms such as older 

person, geriatric, ageing, and elderly. The second category targeted the modality of interest, 

using the term video therapy alongside synonyms including video counselling, telehealth, 

telepsychology, video conferencing, remote counselling, and remote therapy. It is important to 

clarify that this review was limited to literature concerning older adults, with studies focusing 

on video therapy with other demographic groups excluded from the scope of this analysis. 

As the initial search returned over 400 articles, an elimination process excluded those focusing 

solely on physical health conditions, in-person therapies, telephone therapy, virtual reality and 

internet-based interventions such as computerised CBT, as these were deemed to deviate 

from the research question and not be reflective of video therapy itself. The search was limited 

to those in the English language and excluded dissertations. The publication date of the search 

was initially limited to five years to account for the onset of the COVID-19 pandemic and the 

increased use of digital psychotherapies. However, due to the limited research, the researcher 

expanded this to include the past 10 years (since 2015). The search returned eight articles in 

total, of which four were quantitative, two qualitative and two which were mixed methods. 

Due to the limited number of studies returned in the search, the literature review presented 

below was expanded to include wider research on older adults and mental health needs, older 

adults and digital technology and video therapy in the general population. The wider literature 

was identified through PsycInfo, the City University Library database, and grey literature from 

organisations such as Age UK, NHS, and the Office for National Statistics. Additional 

practitioner-focused resources such as the Positive Practice Guide (Age UK, 2024) and The 

Clinician’s Guide to CBT with Older People were also reviewed (Laidlaw et al., 2016). 

1.4 Older Adults and Mental Health Needs 

There is a growing pressure on community and healthcare providers to cope with an ageing 

population. Age UK (2019b) projects the number of older adults to double between 2017 and 

2040. According to the United Nations (UN, 2023), older adults will account for over 28% of 

the global population in developed countries by 2050. The UN have declared 2021-2030 as 
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the decade of healthy ageing, pushing for collective action on delivering person-centred 

integrative care and improving access to quality long-term care (WHO, 2024).  

The prevalence of mental health difficulties in older adults is documented in the literature. 

According to estimates by The Royal College of Psychiatrists approximately 22% of men and 

28% of women aged over 65 experience symptoms of depression (RCPsych, 2018). 

Furthermore, adults aged 85 and above are reported to have the highest suicide risk of any 

age group (Centre for Disease Control and Prevention, 2025). However, findings from the 

Office for National Statistics (2023) indicate that older adults are less likely than younger adults 

to experience depression and severe anxiety.  

The researcher questions the accuracy of these statistics, and the extent to which they reflect 

reality, or whether mental health difficulties in the older population are being under-reported. 

Older adults experience significant changes and life stressors that can put them at risk for 

mental health difficulties, such as loneliness. While loneliness can affect people across the 

lifespan, specific “pressure points” (Age UK, 2019, p. 3), particularly around loss, can increase 

the likelihood of loneliness for older people. The death of loved ones, poor health, and financial 

worries are cited as the most common triggers for mental health difficulties in older people 

(Age UK, 2017). Research suggests that the COVID-19 pandemic exacerbated experiences 

of loneliness, with older adults being significantly impacted by the pandemic and resulting 

isolation (Cocuzzo et al., 2022). This shift in social norms during the pandemic led to loneliness 

and depression, as well as higher rates of suicidality (Carr et al., 2021). On the other hand, 

during the pandemic older adults demonstrated greater resilience and more effective coping 

strategies in the face of negative events (Lopez et al., 2020). Additionally, Lebrasseur et al. 

(2021) reported that although older adults experienced negative psychological effects during 

the pandemic, the impact was less severe compared with younger age groups, which again 

raises questions about  whether this reflects reality or under-reporting. 

The literature reports variations in the way in which symptoms of mental health difficulties 

present in older adults compared to younger adults. Older adults are more likely to experience 

physical health conditions, which can worsen or trigger mental health conditions (Age UK, 

2023), with 80% of those aged over 65 being diagnosed with more than one long-term health 

condition (The King’s Fund, 2013). The overlap between physical and psychological 

symptoms presents a diagnostic challenge. Older adults are more likely to express emotional 

difficulties through somatic complaints rather than overt psychological symptoms, with a 

systematic search reporting how older people with depression reported more agitation, 

hypochondriasis, and somatic symptoms compared to younger depressed adults (Hegeman 
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et al., 2015). Common physical symptoms reported by older adults include fatigue, sleep 

disturbances, decreased energy, and appetite changes, which overlap with low mood and 

anxiety, with symptoms more likely to manifest as medical and somatic symptoms than 

psychological distress (Wetherall et al., 2021). This can confound symptoms and clinical 

presentation, with indications that later life mental health difficulties often go undiagnosed 

(DiNapoli et al., 2017). In response, Age UK (2019b) advocates for a more integrated 

approach to health and social care in late-life, to ensure that mental health is not marginalised. 

Evidence suggests that older adults are significantly less likely to seek psychological support 

compared to younger populations. Recent data from the Office for National Statistics (2023) 

highlight that while 13.6% of younger adults access therapy, only 4.5% of those aged 65 and 

over do so. This disparity is also reflected in NHS Talking Therapies services, where referrals 

decrease as age increases, with Age UK (2024) reporting how individuals aged over 75 

account for just 2% of national Talking Therapy referrals. This under-utilisation of services is 

echoed in findings from the wider literature. A Europe-wide survey by Horackova et al. (2019) 

found that approximately 75% of older respondents exhibiting symptoms of depression had 

not sought professional help for their low mood. 

Multiple factors contribute to the low rates of help-seeking for mental health support among 

older adults. Age UK (2017) found that over one-third of people aged 55 and over were unsure 

about where to access appropriate support. Barriers also stem from both older adults’ own 

beliefs and the attitudes of healthcare professionals. Karlin and Duffy (2004) reported that 

providers often lack awareness or experience with interventions for late-life anxiety and may 

be reluctant to discuss these issues with older patients. More recently, a qualitative review of 

healthcare professionals’ attitudes toward ageing reported evidence of therapeutic nihilism 

(Jeyasingam et al., 2023). Mental health difficulties are sometimes framed as an inevitable 

part of ageing, while concerns about stigma or fears of being a burden further discourage older 

adults from seeking help (Age UK, 2019). 

Despite the low referral rates into psychological therapy services, research shows that 

psychotherapy is effective for older adults, with a good evidence base for late-life depression 

and anxiety. Evidence supports the use of CBT, problem-solving therapy, and interpersonal 

therapy as effective interventions for this population (Scogin et al., 2005). Further support 

comes from studies on Talking Therapies, which indicate that older adults not only engage 

well with treatment but also tend to have higher completion and recovery rates compared to 

younger individuals (NHS Digital, 2020; Saunders et al., 2021). 
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1.5 Ageism 

Social stigma rooted in age-based stereotypes can also be acknowledged as ageism, which 

is pervasive and has been described as the last socially acceptable prejudice (Weir, 2023).  

Ageism develops in a similar way to racism or sexism (Bartels & Naslund, 2013) and occurs 

as a result of negative stereotypes that can be found in television shows and movies, as well 

as through social media (Fullen, 2018).  Negative stereotypes, such as having lower 

motivation and greater resistance to change (Posthuma & Campion, 2009), can create a 

barrier to accessing services for older adults. Unfortunately, there is also potential evidence of 

ageism in clinical services, with Saunders et al. (2021) finding that in London Talking Therapies 

services, older people are more likely to be treated with low-intensity therapy and less likely 

to be stepped up to higher intensity treatment.  

Alongside ageism occurring within the wider population and within healthcare services, there 

is also evidence of internalised ageism, where older adults themselves hold ageist beliefs. A 

recent qualitative review by Yin et al. (2024) reported how statements that aligned with ageism 

were dominant in all stakeholders, including older adults themselves. This internalised stigma 

can prevent older adults from acknowledging mental health difficulties or seeking professional 

support (Choi et al., 2014). However, ideas around stigma have been challenged by Knight 

and Winterbotham (2020), who in their study of older adults’ perceptions of remote mental 

health services, found that reluctance to seek help was not primarily driven by stigma as 

previously thought. Rather, participants expressed a strong preference for self-management 

of symptoms, reflecting a belief in self-sufficiency as a positive and valued trait. 

Within the counselling psychology profession, we are not exempt from unconscious biases, 

which are influenced by both systemic factors and individual factors. There is a lack of interest 

in the field of ageing according to statistics from the USA, with only 3% of psychologists 

specialising in working with older adults, compared to 30% with children and adolescents 

(APA, 2015). This is perpetuated systemically by training institutions, with a lack of 

gerontological content in programmes and in textbooks (Gross & Esbaugh, 2011). The 

invisibility and the pervasiveness of ageism impact the core values of counselling psychology, 

including client advocacy and social justice. Fullen (2018) recommends three approaches for 

tackling ageism in the psychological profession including, better education for counselling 

psychologists, stronger advocacy for older adults, and psychologists contributing to research 

in this area.  
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1.6 Older Adults and Digital Technology 

Compared to their younger counterparts, older adults frequently report lower levels of digital 

confidence and competence (Lee et al., 2019) and are reluctant to use technology due to 

limited experience and health literacy (Ball et al., 2019). They cite barriers such as insufficient 

digital skills, mistrust of online platforms, and limited access to necessary devices or 

broadband infrastructure (Age UK, 2025). Community groups have attempted to bridge this 

gap, with the Digital Champions programme (Age UK, 2025) to raise awareness of the benefits 

of digitalisation, providing skills sessions and help with technology and connectivity. 

Within the older adult population, there is considerable variation in digital engagement, with 

disparities often shaped by factors such as income, education, age, location, and disability 

(van Dijk, 2020). For example, research suggests that those with higher levels of education 

are more likely to use digital technologies (Pywell et al., 2020; Orr et al., 2020). Those from 

underserved or socioeconomically disadvantaged backgrounds remain under-represented in 

both digital research and the co-design of digital interventions. This limits the inclusivity and 

relevance of these technologies across the older adult population (Ellis et al., 2022). 

The present research is timely, given that recent advancements in technology have made the 

delivery of healthcare at a distance more appealing and widespread (Stiles-Shields et al., 

2014). The COVID-19 pandemic accelerated this shift, and the integration of telehealth across 

health services. In parts of the US, the availability of telehealth services in mental health 

facilities increased by more than 50% compared to pre-pandemic levels (McBain et al., 2023). 

A study conducted during the pandemic in a Talking Therapies service reported how the 

transition to remote therapy was generally beneficial across age groups, except for individuals 

aged 80 and over, who did not experience the same level of benefit (Nguyen et al., 2022).  

Nguyen and colleagues suggested that people in this age group may be less familiar or at 

ease with technology, although they did reflect that this was speculation and a stereotypical 

viewpoint, and this outcome warrants further investigation. Although services returned to face-

to-face delivery after restrictions eased, many people in the general population are still opting 

to have therapy remotely (NHS England, 2023). 

Accessible home technology provides opportunities to support the preventative health and 

psychosocial needs of healthy older adults (Pearson et al., 2023). Research on digital 

psychological interventions for this population mainly covers remote modalities like telephone-

based and computerised CBT (Goodarzi et al., 2022). Whilst older adults may be reluctant to 

use unfamiliar technologies at first, studies find that once engaged, their satisfaction with 



 20 

technology-mediated psychological support is high and comparable to that of face-to-face 

treatment (Zimmerman et al., 2021). 

 

1.7 Video Therapy: Therapeutic Alliance, Benefits and Challenges 

1.7.1 Therapeutic Alliance 

The therapeutic alliance refers to the collaborative and trusting relationship between therapist 

and client, grounded in shared goals, agreed-upon tasks, and a personal bond (Bordin, 1979). 

A meta-analysis of remote therapies by Flückiger et al. (2018) highlights a strong link between 

alliance and treatment outcomes, consistent with findings in the in-person therapy literature. 

The importance of considering the therapeutic alliance in remote settings is emphasised by 

Sabin and Harland (2017), who argue that the alliance must stay flexible enough to adapt to 

technological settings while offering stability for containment, attunement, and safety. In a 

study into an online group intervention with older adults, Westerhof et al. (2019) found that 

participants valued what they termed profound contact, suggesting the importance of 

meaningful interactions and the therapeutic relationship. 

Fundamental to the formation of a therapeutic alliance is the ability to communicate, and 

research has observed changes to communication in remote therapy. For example, Grondin 

et al. (2021) suggest that therapists working online make less empathic statements, which 

they suggest could impact the bond or therapeutic alliance. Video therapies are also criticised 

for losing vital information such as non-verbal cues. Transmission delays may distort 

interpersonal interaction and paralinguistic features such as tone of voice or response speed 

(Schoenenberg et al., 2014). To address this, Simpson et al. (2021) recommend some 

compensatory adjustments such as improved eye contact, camera positioning, and screen 

proximity, to enhance feelings of safety, intimacy, and connection. 

In contrast to literature reporting communication deficits posed by working remotely, 

Schoenenberg and Martin (2024) reported how despite the lower number of nonverbal 

interaction cues, they found there was no difference between video and in-person therapy with 

any of the assessed therapeutic process variables including empathy, bond and working 

alliance. These results are supported by secondary literature. In a narrative review of 24 

studies comparing video and face-to-face therapy in Australia, USA, Canada and the UK, 

Simpson and Reid (2014) found that 22 studies reported equivalent levels of therapeutic bond 

and perceived presence across modalities.  
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To conclude, although the research on video therapy and the therapeutic alliance suggests 

that certain aspects of communication may be weakened, existing evidence reports that these 

differences do not substantially affect the therapeutic alliance in the overall population. 

However, the literature on older adults and technology provides limited insight into the 

idiosyncrasies of individual experience, leaving the personal experiences of older people using 

video therapy largely unexplored. 

 

1.7.2 Benefits and Challenges 

Much of the existing literature on video therapy emphasises outcomes, often weighing its 

advantages and disadvantages. While the researcher acknowledges that this approach can 

feel reductionist to the complexity of the human experience, it can be helpful to understand 

the current standpoint of literature in this area. Therefore, this section will explore the benefits 

and challenges of video therapy as presented in the research, and the literature focusing on 

lived experiences will be explicitly addressed towards the end of this chapter. Unless otherwise 

stated, the research in this section refers to the general population, meaning people of all 

ages. 

There is evidence that video therapies have comparable outcomes to those of in-person 

sessions. A recent review conducted by Thomas et al. (2021) identified 69 articles exploring 

the use of videoconferencing to deliver individual psychotherapies to adults with mental health 

difficulties. They highlighted an established evidence base, particularly with mild-to-moderate 

cases, reporting it to be an effective modality for therapy delivery. They also reported how 

every Randomised Control Trial (RCT) comparing video to in-person therapy reported no 

group differences on measures of satisfaction; and all but one study reported no group 

differences with drop-out rates.  

Additionally, Thomas et al. (2021) reported how participants expressed concerns about 

privacy from others within their home. They also found that participants often reported initial 

discomfort and a short period of adjustment when using a digital platform. However, for many 

this anxiety typically subsided as users became more familiar with the technology. A weakness 

of this review, however, is that it predominantly focuses on interventions using CBT, 

highlighting how there is little research into videoconferencing with other therapeutic 

modalities. 
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When considering people with limited mobility, accessing therapy through a video from a home 

location provides some benefits for those with comorbidities and long-term conditions, helping 

to eliminate structural barriers to high-quality and specialised care (Gros et al., 2013). This is 

particularly relevant for older adults, who are more likely to reside in rural or remote areas 

where access to in-person services is limited (Chakrabarti, 2015). Remote delivery of therapy 

can help to overcome barriers related to transportation, mobility limitations, and geographic 

isolation, thereby reducing the burden associated with attending appointments (Wuthrich & 

Frei, 2015). In addition to financial savings associated with reduced travel, older adults also 

benefit from time saved on commuting and waiting for in-person sessions (Hantke et al., 2020). 

However, there is also a cost implication of internet access and appropriate hardware, 

potentially making this modality even less accessible for those of lower socioeconomic 

statuses (Gould et al., 2020). 

Video therapy can also be a way of keeping emotional distance (e.g. Aafjes-van Doorn et al., 

2021). This is supported by research in neuroscience, which reports that the distance at which 

we perceive a person shapes the neural empathic response and in turn our sense of 

connection (e.g. Schiano Lomoriello et al., 2018). Whilst this impact on connection may limit 

one’s sense of closeness, clients may appreciate this feeling of emotional distance. A study 

by Lee et al. (2018) on individuals with trichotillomania reported how 40% of participants 

indicated they would not have sought in-person therapy due to feelings of shame. Similarly, 

Simpson et al. (2005) found that participants often experienced remote therapy as less 

intimidating, reporting a heightened sense of control, reduced self-consciousness, and an 

overall easier experience with communicating, compared to face-to-face sessions.  

 

1.8 Therapist Perspectives 

Research suggests that therapists, rather than clients, have been slow adopters of technology 

(Simpson & Reid, 2014). Additionally, healthcare providers are shown to be less satisfied than 

patients with video technologies (Chakrabarti, 2015; Hubley et al., 2016). For example, Watts 

et al. (2020) reported that video therapy clients rated a stronger therapeutic alliance via video 

than in-person clients, while therapists rated the conditions as the same.  

Therapists have identified several challenges associated with delivering video therapy. These 

include concerns related to informed consent, confidentiality, and the management of crises 

within remote settings (Rochlen et al., 2004). This is echoed more recently by Reilly et al. 

(2022) who explored psychologists’ perspectives of teletherapy and reported how they 
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experienced a lack of control over therapeutic boundaries with clients. Scepticism regarding 

the quality of the therapeutic relationship remains prevalent, with therapists reporting a widely 

held perception that video therapy is inferior to in-person approaches (Hubley et al., 2016). 

These concerns may be influenced by difficulties in interpreting non-verbal cues and the initial 

discomfort some practitioners experience when adapting to videoconferencing platforms 

(Thomas et al., 2021). Therapists also described having to work harder to connect with clients 

due to the loss of information through non-verbal cues (Reilly et al., 2022). 

In contrast, therapists have also identified several benefits of video therapy. Lindsay et al. 

(2017) found that observing clients in their home environments provided valuable contextual 

information, enhancing therapists’ understanding of the clients’ lived experience. More 

recently, Aafjes-van Doorn et al. (2024) conducted semi-structured interviews with 31 

therapists, 23 of whom reported that teletherapy worked surprisingly well, despite initially 

holding negative expectations. Therapists highlighted its flexibility and the increased 

accessibility it offered, particularly for populations such as older adults.  

Provider attitudes play a critical role in the adoption and implementation of therapeutic 

modalities, as clinicians often act as gatekeepers to access and delivery (Wootton et al., 

2006). There is also some evidence to suggest that providers with negative expectations of 

video therapy are more likely to provide fewer and shorter episodes of care (Christensen et 

al., 2021). Simpson et al. (2021) emphasised the importance of addressing therapist concerns 

to ensure the sustainability of video-based therapeutic practices. They argue that it is essential 

for practitioners to adapt to technological advancements in clinical work, regardless of 

personal preference. They warn that failure to do so may result in an increase of non-

professional sources of online psychological support. 

 

1.9  Older Adults and Video Therapy 

1.9.1 Quantitative Research  

The literature review extracted four quantitative journal articles regarding one-to-one video 

therapy with older adults from the last ten years which will be discussed further below (Choi 

et al., 2016; Fronza et al., 2025; Rollandi et al., 2025; Scogin et al., 2018). Due to the limited 

research returned within the search, to expand the scope of the review I have also included 

some literature on group therapy (Martinson et al., 2024; Shapira et al., 2021), and systematic 

reviews (Cremers et al., 2022; Goodarzi et al., 2022; Harerimana et al., 2019), although it 
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should be noted that these review all remote therapies, not solely video therapy. When 

presenting the research, the researcher has been transparent regarding the age of the 

participants in the studies and the interventions used, due to the variations of these within the 

literature. As highlighted above, much of the quantitative literature reviewed focuses on 

outcomes and efficacy of video therapy. The upcoming section on qualitative research offers 

more insight into experiences.  

There is literature comparing the outcomes on depression of video therapy and in-person 

sessions, such as Rollandi et al. (2025) who evaluated a brief behavioural activation 

intervention delivered over ten sessions to older adults (aged 60+) victims of elder abuse. 

They reported significant symptom reductions across in-person, video, and phone formats, 

with video leading to faster improvement. However, generalisability is limited by the specific 

sample, and it is unclear whether these outcomes would translate to a broader older adult 

population. Another study highlighted similar findings; Choi et al. (2016) studied 158 adults 

(aged 50+) with depression and suicidal ideation, randomising participants to in-home or video 

sessions of problem-solving therapy. While both formats reduced depression, only video 

therapy significantly reduced suicidal ideation. The researchers reported that although they 

expressed a preference for in-person sessions, almost all participants embraced video 

sessions and had more positive evaluations than in-person problem solving therapy. The 

authors attributed this to a possible increase in perceived self-efficacy through engagement 

with technology.  

Other studies offer a different perspective of therapeutic outcomes for depression via video. 

Scogin et al. (2018) present more mixed findings regarding the efficacy of video therapy for 

older adults (aged 50+) with rural populations. In their study participants were assigned to 

either a control group or an integrated care group which targeted both depression and 

insomnia through a ten-week CBT course, delivered via video. Whilst they found significant 

improvements for insomnia, depression was similar to the control group. This suggests that 

the intervention may have been effective for sleep-related concerns but less effective for mood 

related outcomes.  

Several factors may account for the disparity in findings above. One explanation may be that 

Scogin et al. (2018) employed the Hospital and Depression Scale (HAD-B) to assess for 

depressive symptoms, whereas Rollandi et al. (2025) used the PHQ.9 and Choi et al. (2016) 

used the Hamilton Rating Scale for Depression (HAMD). This variation in outcome measures 

limits direct comparison, as the tools differ in sensitivity, focus and clinical cut offs.   
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Other studies have explored the outcomes of video therapy on anxiety. Fronza et al. (2025) 

conducted an RCT where ten older adults (average age 66) with anxiety and a cognitive 

impairment accessed a video CBT intervention. This intervention primarily focused on 

relaxation techniques which took place over six sessions. Post-intervention, participants 

average anxiety scores had decreased to just below the cut-off. However, both studies are 

limited by small sample sizes, increasing the likelihood of type 2 errors, and participant sizes 

not large enough to detect significant effects. This is echoed in a group CBT intervention for 

chronic pain in military veterans had significant improvements in disability rating, physical 

health, quality of life, generalised anxiety and pain outcomes (Martinson et al., 2024). 

One study explored the impact of a group intervention on loneliness, offering a study focused 

on relevant social issues that older adults face, as opposed to disorder-based research. In 

their study of a group-based CBT intervention on older adults (aged 65+) living in the 

community, Shapira et al. (2021) reported how although there were significant improvements 

in loneliness compared with the social group, improvements in loneliness and social support 

were not maintained post-therapy. This finding highlights a potential shortcoming in the 

existing literature, where focusing primarily on mood related outcomes can ignore other 

potential challenges faced by older adults. It also suggests that social issues such as 

loneliness, may not be fully addressed through therapy alone. 

In summary, the quantitative research offers some understanding as to the outcomes of video 

therapy for older adults, and promising initial findings that this can be as effective as in-person 

therapy. There are however numerous criticisms of this research, including the small sample 

sizes, the age of what constitutes an older adult and the research focusing on structured 

interventions such as CBT, which will be discussed further in the limitations of the literature.  

The researcher notes an obvious shortage of research in this area, with few researchers 

exploring this topic, and offers a criticism that the quantitative research gives us a reductionist 

view of older adults’ experiences. 

 

1.9.2 Qualitative Research 

Similarly to the quantitative research, older people were invisible in the qualitative literature. 

The literature review identified only two qualitative studies regarding older adults’ experiences 

of having psychological therapy via video (Christensen et al., 2021; Pearson et al., 2023), with 

only one of these studies that explored participants experiences in depth (Christensen et al., 

2021). The researcher also identified two mixed methods studies (Campbell et al., 2025; 
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Fallon et al., 2024) and one review (Yin et al., 2024), with the review again focusing on all 

digital mental health interventions, as opposed to solely video therapies.  

The qualitative research reviewed focused primarily on intervention as opposed to therapeutic 

relationship or client experience. For example, in Campbell et al.’s (2025) case study of a 78-

year-old female participant who completed video Acceptance and Commitment Therapy for 

chronic pain, they primarily report on the interventions delivered, with a session-by-session 

outline of the topics covered. They reported minimal information on the client’s experience of 

the intervention stated only how she described therapy positively, and felt supported to avoid 

medication and maintain proactive behaviours.  

The focus on intervention continues in other studies, with Fallon et al. (2024) using thematic 

analysis to analyse results from a survey of five participants who had completed a video 

therapy intervention of dignity therapy, which is a brief psychotherapy prompting people to 

reminisce on the past (Chochinov, 2012). The study aimed to assess the programs 

acceptability, practicality and the benefits of the therapy, and resulted in five themes: inscribing 

one’s legacy, a deeper connection to others, triggering new self-insight, an integrated and 

strengthened view of self and accepting the past with self-compassion. However, the detail 

reported in the themes reviewed the efficacy and acceptability of the intervention itself, as 

opposed to the client experience. 

When the literature did reference older adults experience, participants described the 

importance of the qualities of the therapist, and how they were experienced through the 

screen. In Pearson et al.’s (2023) study into video music therapy sessions by nine older adults 

(aged 70+), participants used positive language to describe the therapist, including caring, 

wonderful and friendly. This was echoed by Fallon et al. (2024) where participants described 

how the intervention helped them deepen their relationships with others and how they were 

able to develop and “intimate” connection with the therapist. 

There were also technical difficulties reported in some studies. Pearson et al. (2023) described 

how technical difficulties were commonplace, with participants experiencing difficulties in 50 

out of 86 sessions. In this study, some participants described technology as being a barrier to 

a positive experience, such as interrupting the music therapy experience; however, that they 

generally demonstrated a high tolerance for minor technical disruptions, which were not 

perceived to compromise the overall quality of the intervention. Similarly, Fallon et al. (2024) 

reported how there were some technological setbacks, including issues with compatibility with 

their hardware and the programme used. However, they reported that participants stated that 

the benefits of the online format (e.g. financial savings, comfort) outweighed the costs 
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associated with travelling. Some participants described initially feeling apprehensive but 

pleased with their ability to access and engage online (Campbell et al., 2025); with 

acceptability increasing over time as they gained experience, familiarity and competence with 

technology (Christensen et al., 2021).  

In the qualitative literature reviewed, one paper explored both client (aged 65+) and providers 

experiences of videoconferencing in depth (Christensen et al., 2021). However, it should be 

noted that this was for a mixture of health services, including different professionals such as 

nurses and psychologists, therefore experience specifically related to psychology or mental 

health are unknown. In their study, researchers conducted semi-structured interviews and 

focus groups and used thematic analysis to report three key themes: patients and providers 

experiences of technical challenges, the use of video conferencing as clinical supportive 

technology, and the therapeutic relationship, and each will be discussed in turn. 

The first theme explored experiences of technical challenges and highlighted how participants 

experienced transmission interruptions and disruption, which led to feelings of frustration, in 

addition to perceived incompetence with technology. These disruptions were reported to play 

less of an important role for patients, as opposed to providers, with the patients describing the 

technical challenges as “little things”. The researchers also reported providers holding a belief 

that patients would be resistant to developing the technical skills, however they found that 

technical challenges were no different in those who were inexperienced or experienced with 

technology. They also reported how for clients, initial scepticism evolved into a positive 

experience, as they gained more familiarity, experience and competence with technology. 

Interestingly, they noted that whilst patient participants would choose video therapy again, the 

providers views remained more rigid that video therapy is less suitable for older adults. 

The second theme explored how video therapy is used as a clinical supportive technology 

tool. They reported how participants viewed the easy access to communicating as 

advantageous and how not leaving their home reduced the inconvenience of travel. 

Participants valued how if they were low in mood or had little motivation to get dressed then 

video therapy felt more convenient. They also described how the flexibility of the modality 

allowed for shorter and more frequent consultations, helping them to feel better supported.  

Finally, the third theme centred around the therapeutic relationship. The findings in this theme 

indicated that older adults felt empowered to express themselves better at home. They 

described having less of a sense of ‘being ill’ when having video therapy, compared to in-

person and they valued being able to read facial expressions as it provided confirmation that 

the person was listening. They did however, express how they would like an initial face-to-
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face appointment, viewing this as facilitating building an initial relationship. Participants 

reported experiencing the therapy sessions conducted via video as more concentrated and 

guided compared to telephone conversations, which was described as beneficial for 

addressing issues directly. Those diagnosed with mild depression indicated that the 

therapeutic relationship via video was comparable to in-person; however, those with more 

complex difficulties stated that video therapy was insufficient, citing the absence of physical 

presence as a limitation.  

Finally, a review by Yin et al. (2024) examined qualitative experiences across all forms of 

remote therapy, although they defined older adults as aged 50 and above, which limits the 

transferability of the findings. One theme revealed that both older adults and healthcare 

providers expressed negative perceptions of ageing, with some older adults viewing 

depression as a normal part of ageing (Choi et al., 2014), making help-seeking a significant 

step. The review also reported that older adults learning new technologies often enjoyed the 

experience and felt a sense of achievement. Their experiences were however strongly 

influenced by the attitudes of those around them, particularly trusted healthcare professionals 

and peers. Overall, older adults generally reported that remote therapies were beneficial for 

their mental health and wellbeing. 

In summary, the qualitative research presented offers an initial insight into how video therapy 

is experienced by older adults. Common themes highlighted include the importance of the 

therapeutic relationship, and how the qualities of the therapist are experienced through a 

screen. It also offers an insight into technical challenges encountered and the way in which 

these are experienced. The Christensen et al. (2021) paper also offers an interesting 

comparison, suggesting how providers themselves hold the more rigid and inflexible beliefs 

around older adults and technology, with older adults themselves demonstrating more 

flexibility and openness. 

 

1.10 Conclusions 

1.10.1 Limitations in the Literature 

There is clearly a paucity of literature into older adult’s experience, with the absence of 

research that explores this populations experiences of video therapy in depth. The quantitative 

research focuses on outcomes as opposed to experience approaching research through a 

positivist lens, which feels reductionist to the human experience. Within the qualitative 
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research the focus is more on the transferability of a technique to video therapy, as opposed 

to the experience of the medium itself, with the exception of one paper (Christensen et al., 

2021). The limitations of the findings presented here are echoed in previous summaries, with 

Cremers et al. (2022) reporting how research that does include qualitative data is typically 

limited to one or two questions and was sought informally and Smith et al. (2021) describing 

how there is little research exploring older adults’ experiences in depth.  

The emphasis on interventions and outcomes is echoed in a review conducted by Thomas et 

al. (2021) who reported that studies into video therapies typically use behavioural techniques 

and more reflective therapies are relatively less tested. This is surprising given that the 

therapeutic relationship and client factors have repeatedly been demonstrated as strong 

predictors of effective psychotherapy, above technique or intervention (Wampold & Imel, 

2015). It perhaps represents the current medicalised model within psychological therapies 

treatment, particularly used within the NHS, where the emphasis is on evidence-based 

interventions. This is concerning and not in line with client preference, with a study reported 

how over half the older adults interviewed expressed a preference for counselling over other 

therapeutic modalities (Gould et al., 2020). 

Further criticisms come from the participant samples include the under-representation of 

several groups; namely males, those who are over 85, are of low socioeconomic status and 

from communities of diverse ethnicities and languages (Goodarzi et al., 2022). Over 85’s are 

also less likely to complete interventions, with Cremers et al. (2022) suggesting we are unable 

to assess the efficacy of remote therapies in this age group. Explanations of this could come 

from the lack of help-seeking within this age group, or the lack of appropriate and accessible 

interventions.  

Recruitment difficulties seem to plague research into older adults. This is reported explicitly in 

some studies, as Fronza et al. (2025) described not meeting their sample size; and Goodarzi 

et al. (2022) reporting how the small sample sizes in quantitative research causes 

homogeneity issues and rendered them unable to complete a meta-analysis. To address small 

sample sizes, researchers have adopted strategies that may inadvertently compromise the 

quality and relevance of findings. In primary studies, this includes extending study durations 

or broadening inclusion criteria, such as lowering the minimum participant age to 40 

(Westerhof et al., 2019) or 50 (Choi et al., 2016;  Scogin et al., 2018). This feels questionable 

to the relevance and comparability of the data, with the researcher questioning whether 

someone aged over 50 and above could be classified as an older adult. This affects the quality 

of the research presented as by broadening the inclusion criteria we can reduce the population 

specificity, making research less generalisable or even misleading for the target group. 



 30 

1.10.2 Rationale and Aims for the Study  

The literature review intended to provide an overview of older adult’s experiences of video 

therapy; however, due to the scarcity of literature, resulted in highlighting the invisibility of 

older adults both in society and in research. It revealed how we know very little about how 

older people experience video therapy, particularly when it comes to the depth and textures 

of lived experiences. In particular, we know very little about what is important to older adults 

in video therapy, what matters to them, what it is like to have therapy at home, and how they 

experience seeing a therapist and being vulnerable through a screen. 

Qualitative research offers a valuable means of accessing the perspectives and subjective 

experiences of these people, particularly as it draws upon the unique expertise that older 

adults have through years of lived experience (Fortuna et al., 2019). Unlike quantitative 

approaches, which may reduce experiences to measurable outcomes, qualitative enquiry has 

the capacity to capture the nuanced ways in which older adults interpret and respond to newer 

modes of service delivery.  

To the author’s knowledge there are no studies published that have examined older adults’ 

lived experiences of video psychological therapy, nor any that have adopted a 

phenomenological lens. This absence means that critical dimensions, such as the emotional 

responses elicited by digital therapeutic encounters and the processes of meaning-making 

that occur remain underexplored. The lack of qualitative enquiry, and particularly the absence 

of phenomenological investigation, limits the depth of our understanding and risks overlooking 

important experiential factors that may shape both the acceptability and effectiveness of video-

based interventions for this population.  

When considering the clinical implications of this, video psychological services are designed 

by working age professionals, the majority of whom will be without lived experience of being 

an older adult. This is concerning, particularly given some of the ageist beliefs highlighted in 

the review, and goes against recommendations for services to be co-produced with older 

people. As Kaiser et al. (2025) passionately argue, there must be a cultural shift to reform 

practices and challenge the pervasive ageism in services (Kaiser at al., 2025), ensuring a 

world for all ages. 

 

1.10.3 Research Question: 

How do White British older adults make sense of their experiences of video-based 

psychological therapy and its place in later life? 



 31 

2 Methodology 

 

The Introduction sets the stage by offering a critical review of the existing literature around 

older adults and video therapy and presented a rationale for the present study. The 

Methodology chapter provides a detailed description of the research design, situating the 

study within my own ontological and epistemological position and offering reflections on 

reflexivity. A rationale for the use of qualitative methods, and in particular Interpretative 

Phenomenological Analysis (IPA) will be offered. The chapter also maps out the procedure for 

data collection, including sampling, the inclusion and exclusion criteria and the interview and 

analytical strategy. The chapter will conclude with consideration of ethical and safety concerns 

ensuring the project not only seeks knowledge, but also honours the duty of care to the 

participants. 

 

2.1 Personal and Epistemological Reflexivity 

The importance of reflexivity is highlighted by Clancy (2013) as it enables the researcher to 

pay close attention to their own responses to others’ material. Without this, the researcher can 

project their own thoughts and feelings, impacting not only the interview process, but also the 

interpretation of qualitative data (Willig, 2019). Practising epoché, that is the suspension of 

judgement, enables us to notice and reflect at moments of judgement, and to implement 

bracketing, allowing the researcher to put aside the world we take for granted, to consider our 

perception of the world (Husserl, 1983).  

My motivations for conducting research into older adults comes from my own experience of 

being raised by my Nana (Shirley) for much of my younger years. She was warm and caring 

and did stereotypical Nana activities like baking and gardening. She died from a brain tumour 

at home when I was eleven years old and is the only close family loss I have experienced. In 

my adult years, I enjoy hearing stories told by older people, and with this in mind I joined a 

befriending scheme where I visited a lady named Edna every week for several years. This 

pairing with Edna highlighted to me our differences in our experiences and attitudes, but how 

we were able to build a strong connection despite those. It also highlights to me the loneliness 

that occurs in older age, and how the limitations of Ednas’ body made it impossible to connect 

to others like she previously would, reducing her power and visibility in society. 

Already having an affinity with older adults, the topic for my research project was solidified 

when commencing the Counselling Psychology doctorate programme, as I noticed the under-
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representation of older people, both within the age range on the course, as well as limited 

discussions around ageing and ageism, in comparison to other social issues. 

Reflecting on my own assumptions, I tend to view older people through rose tinted glasses, 

and lean more towards hermeneutics of trust, as opposed to hermeneutics of suspicion 

(Ricouer, 1970). There can be a risk with trusting participants implicitly, that I take things at 

face value and there can be a loss of critical distance. I noticed this when starting the analytic 

process, wanting to stay true to the participants word, and at times silencing my own 

interpretations. Through discussion in supervision and encouragement from my supervisor I 

allowed my interpretations to take shape.  

There were also times where I found myself more connected to some participants experience 

and disconnected to others, which runs the risk of silencing perspectives. This happened with 

one participant, Simon, with whom I found the most challenging to interview. It felt difficult to 

get close to Simon’s lived experience and I felt intimidated as he talked about his professional 

role, as opposed to his lived experience. This led me to make assumptions around how his 

professional role had impacted his views, moving more towards a narrative, than interpretative 

stance. Keeping a reflective diary enabled me to bracket these assumptions when completing 

the analysis, and helped me to re-connect to his experience, and reframe the distancing as 

part of his lived experience. 

The analytic process required me to engage reflexively on my assumptions about ageing, 

therapy and visibility. Having experience delivering video therapies within a Talking Therapies 

service, and working as the long-term conditions’ specialist, my role involved increasing 

accessibility to older adults. Feeling passionate about this, I bracketed assumptions around 

video therapy as being “good”, something which became more challenging when much of the 

literature in the review represented video therapy in this light. Through bracketing these 

assumptions, I could view the nuances and idiosyncrasies in the participants experience, and 

move away from a reductionist view of good and bad. 

As a researcher-clinician, I recognised that my position shaped both the research encounter 

and my interpretation of participants’ experiences. As a counselling psychologist in training, I 

brought an existing investment in the therapeutic relationship and an understanding of therapy 

as a relational and meaning-making process. This may have heightened my attention to 

experiences of connection, safety, visibility and the therapeutic relationship within participants’ 

accounts, while potentially leading me to give greater significance to these processes than 

might have been emphasised by a researcher from a different disciplinary perspective. 
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My position as a younger adult also placed me differently in relation to participants’ 

experiences of later life, mortality, loss and changing identity. I was therefore mindful of the 

risk of interpreting participants’ experiences through assumptions about ageing that were not 

necessarily shared by them. At the same time, approaching these experiences with curiosity 

rather than assuming shared understanding encouraged participants to articulate their own 

meanings. My clinical identity also influenced how I understood participants’ accounts, 

particularly where they described vulnerability or relational difficulties. I sought to maintain a 

distinction between the therapeutic and research relationship, recognising that my role was to 

facilitate participants’ meaning-making rather than provide psychological intervention. 

 

To demonstrate my reflexivity in real time, I will offer reflective notes throughout the thesis 

represented by text boxes, in line with Olmos-Vega et al. (2023) who recommend reflectivity 

be presented throughout the whole manuscript. This aims to provide an immediate reflexive 

response to the difficulties or dilemmas encountered throughout the research process and 

offers extracts from my reflexive diary. 

 

2.2 Ontological and Epistemological Position 

Prior to undertaking research, the researcher must reflect on their philosophical assumptions 

underpinning the methodological design which is said to be a core skill for researchers and 

therapists alike (Willig, 2013). The ontological and epistemological stance of the researcher 

informs the methodology chosen (Smith et al., 2022), shaping the questions asked, how we 

engage participants and how data is interpreted.  

Ontological positions are concerned with what exists and the things one assumes to exist 

(Willig, 2019), and span from objectivist to subjectivist, with objectivists believing there is one 

true reality to be known, and subjectivists taking the stance that there is no reality and it is a 

projection of the human imagination (Diesing, 1966). It can be helpful to consider the 

development of my own ontological beliefs in line with my own therapeutic practice. Entering 

the course as a CBT therapist, my initial ontological beliefs leant towards positive realism, 

observing directly cognitions and behaviour. Throughout my practice on the doctorate, my 

experience of different therapeutic modalities such as psychodynamic and systemic therapy 

have expanded my perspective to take a view that is less black and white, and more multi-

faceted. My perspective has shifted towards taking a critical realist lens, now believing that 

there can be many accounts of a single phenomenon, making a person’s experience 

subjective and that a mind-independent reality exists but is not truly known (Maxwell, 2012). 

Critical realism was pioneered by Bhaskar (1975, 2008), as he described how reality exists 
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independent of human perception, however, our understanding of reality is always mediated 

and subjected to interpretation. 

Whilst ontology seeks the classification of entities, epistemology concerns itself with the nature 

of knowledge in general (Willig, 2019), as well as the possibility and scope of knowledge 

(Crotty, 1998). Consideration was originally given to a social constructivist ontology, due to 

resonating with knowledge being created through social and cultural contexts. However, 

despite still acknowledging the important of context, I am more interested in the way in which 

our personal and social context shapes our experiences and meaning making, as opposed to 

believing that reality is constructed through these interactions. After consideration, I more 

closely align with a Phenomenological epistemology, believing that knowledge comes from 

lived experience. As outlined by Husserl (2000), the essence of a phenomenon represents its 

true nature, and in order to capture the essence, one must engage with a persons lived 

experience (Lopez & Williams, 2004).  

In the present study, I adopt a critical realist stance, recognising that while video therapy exists 

as an external reality, our understanding of it is inevitably filtered through individual 

experiences. Each participant interprets their experience of video therapy through their own 

context, assumptions, and prior experiences, meaning the phenomenon cannot be fully known 

in an objective sense. As I am not an older adult, my perspective differs from that of the 

participants, and I acknowledge that my interpretations are influenced by my own assumptions 

and experiences. To address this, I adopt a phenomenological approach, striving to engage 

closely with participants’ lived experiences and to understand the phenomenon from their 

perspective. 

 

2.3  Rationale for a Qualitative Design 

When conducting the literature review it became apparent that there is a paucity of research 

within this area generally, with most of the research conducted quantitively and with small 

sample sizes (Goodarzi et al., 2022). Previous qualitative research into video therapy with 

older adults has been limited to one or two questions, and was sought informally (Cremers et 

al., 2022), with no research exploring peoples’ experiences in depth (Smith et al., 2021). To 

allow detailed exploration of older adults’ experiences, a qualitative approach is a natural fit, 

and one that counselling psychologists are aptly placed to undertake (Morrow, 2007), with the 

humanistic ethic at the core of counselling psychology closely aligning with the research 

design (Woolfe, 2016).  



 35 

A quantitative or mixed methods approach was briefly considered, as rating tools such as 

surveys and questionnaires could be used to explore experiences of video therapy. However, 

I was keen to move away from approaches that may ignore individual experiences and could 

be considered reductive of human experience (Richards & Morse, 2012). I also wanted to 

prioritise older adults’ voices, given that they are often under-represented or overlooked in 

research. A qualitative design felt like it could also be flexible to the individual needs of the 

participants, and adaptations could be made if there were any cognitive differences or sensory 

impairments, making participation more acceptable and inclusive.  

 

2.4 Rationale for Interpretative Phenomenological Analysis (IPA) 

Selecting an appropriate qualitative methodology required careful consideration of both the 

research question and the type of knowledge the study sought to generate. The present study 

aimed to explore how older adults made sense of their experiences of video-based 

psychological therapy, prioritising the meanings participants attributed to those experiences 

rather than seeking to explain behaviour or develop theory. Consequently, several qualitative 

methodologies were considered before selecting IPA as the most epistemologically and 

methodologically congruent approach. 

One methodology initially considered was Reflexive Thematic Analysis (RTA; Braun & Clarke, 

2006), due to its flexibility and widespread use within health psychology research. RTA seeks 

to identify and interpret patterns of shared meaning across a dataset, allowing researchers to 

generate rich thematic accounts of participants' experiences. Its theoretical flexibility means it 

can be applied across a range of epistemological positions and research questions, making it 

particularly useful for exploring under-researched topics such as older adults' experiences of 

video therapy.  

Despite these strengths, the analytic priorities of RTA differed from those of the present 

research. Whilst RTA can preserve complexity within individual accounts, its primary analytical 

focus remains the development of patterns of meaning across participants rather than an in-

depth exploration of each person's experiential world. In contrast, IPA adopts an explicitly 

idiographic approach, requiring detailed engagement with each participant's account before 

examining convergence and divergence across cases (Smith et al., 2022). Given that the 

present study sought to understand how each older adult experienced and made sense of 

video therapy within the context of their unique life circumstances, preserving the integrity of 

individual accounts was considered particularly important. This was especially relevant given 

the diversity of experiences relating to ageing, health, bereavement, identity and social 
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connection that emerged throughout the interviews. Consequently, IPA's case-by-case 

analytical process was judged to offer greater phenomenological depth than would have been 

achieved through a thematic analysis. 

Another methodological approach considered was Narrative Analysis because of its emphasis 

on the stories people construct to make sense of their lives (Frost et al., 2010). Narrative 

approaches recognise that experiences are understood within broader personal, cultural and 

historical contexts, making them particularly valuable when exploring life transitions and 

change over time (Josselson & Hammack, 2021). This methodology would allow for 

participants to situate their experiences of video therapy within wider accounts of ageing, 

relationships, retirement, illness and bereavement - generating valuable insights into how the 

explored phenomena becomes integrated within their broader life stories. 

However, the primary analytical interest of Narrative Analysis differs from that of IPA. Rather 

than focusing primarily on the lived experience of a particular phenomenon, narrative 

researchers are typically concerned with how experiences are organised into stories, including 

their structure, performance, language and social function (Riessman, 2008). Whilst these 

dimensions would have been interesting, they were not central to the aims of the present study 

and research question. The intention was not to examine how participants constructed 

narratives of ageing or psychological therapy, but rather to understand the meanings they 

attributed to the experience of engaging in therapy through video technology. Although 

participants inevitably draw upon their wider life experiences when reflecting on therapy, these 

broader narratives are understood as providing context for the phenomenon rather than 

constituting the phenomenon itself. IPA therefore offered a closer methodological fit by 

allowing exploration of both participants' lived experiences and the meanings they attached to 

those experiences whilst remaining focused on the phenomenon of video therapy. 

IPA was selected as the most appropriate methodology because it offered the greatest 

alignment between the research question and analytic aims. Rooted in phenomenology, 

hermeneutics and idiography, IPA seeks to understand how individuals make sense of 

significant lived experiences whilst acknowledging the interpretative role of the researcher 

throughout the analytic process (Eatough & Smith, 2017; Smith et al., 2022). Its emphasis on 

the double hermeneutic, whereby participants attempt to make sense of their experiences 

while the researcher seeks to make sense of the participants' sense-making, was particularly 

congruent with the present study.  

Furthermore, IPA's commitment to detailed idiographic analysis enabled each participant's 

account to be explored within the context of their unique circumstances before identifying 
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shared experiential themes across the group. Rather than reducing these experiences to 

common patterns alone, IPA enables a rich reflection of each individuals’ experiences. In 

doing so, the methodology remained consistent with the aims of Counselling Psychology, 

which values subjective meaning and the exploration of lived experience within its broader 

interpersonal and social context. 

 

2.5 Theoretical Underpinnings of IPA 

IPA is a research approach used in psychological and social sciences research which explores 

how people make sense of their lived experiences. IPA originated in the 1990’s by Jonathan 

Smith (1996) and has strong roots in phenomenology, hermeneutics and idiography, which will 

each be explored in the following section. 

The earlier phase of phenomenology was largely associated with Husserl’s concept of a 

lifeworld, which is the practical world of everyday experience (Husserl, 1970). He suggested 

how the phenomena under question should be studied free of prior beliefs and assumptions 

(Larkin et al., 2011) and criticised the objectivist scientific positions, outlining how the lifeworld 

is a world of varying truths (Cudjoe, 2023). Husserl was interested in not only the 

consciousness itself, but the phenomena that consciousness discloses about the world. 

Gallagher (2022) described our consciousness as being “our window onto the world” (pg. 20), 

suggesting how before we study the phenomena outside of the window, we must firstly be 

concerned about the condition of the window, and how this impacts what we see outside.   

Key to phenomenology is the concept of practicing epoché or bracketing, which means to 

suspend our metaphysical and scientific judgements not only about objects, but also in the 

surrounding world, and the world itself (Gallagher, 2022). For Husserl, bracketing is a defining 

characteristic of phenomenology and connects to uncovering the essential structures of an 

experience. Through bracketing, we expose and engage with our own preconceptions (Finlay, 

2002), as we pay attention to the appearance of the phenomena, seeing how it appears to us 

and how it is experienced (Zahavi, 2003). We disengage from the natural attitude (Husserl, 

1983), which is described by Cudjoe (2023) as the mode of our existence that is unquestioned 

and stays natural until we engage with it; and this enables us to adopt a phenomenological 

approach. 

The later phase of phenomenology, known as hermeneutic phenomenology, was shaped by 

Heidegger and Merleau-Ponty. In Being and Time (1927), Heidegger redefined 

phenomenology as ontology, focusing on the meaning of Being. Rejecting Husserl’s 

transcendental approach, he argued that knowledge is gained through interpretation and 
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described humans as Dasein, meaning “being-in-the-world” (Spinelli, 1989). From an IPA 

perspective, thoughts are thus seen as integral to Dasein, not separate processes (Eatough 

& Smith, 2017). This was echoed by Merleau-Ponty (1968) who reconceived nature as “flesh,” 

inseparable from perception, and emphasised embodied intersubjectivity, where 

understanding arises through gestures, expression, and shared perceptual space. This 

influenced later cognitive science, with Larkin et al. (2011) describing embodied active situated 

cognition, in which cognition emerges through the dynamic interplay of body, action, and world. 

Differing from Husserl’s more descriptive approach where the researcher bears witness to the 

participants account (Barbour, 2007), IPA recognises the role of the researcher who is making 

sense of participants experiences (Smith, 2004) and has been described as a variant of 

phenomenology (Finlay & Ballinger, 2007). A double hermeneutic exists where alongside the 

participant making sense of their world, the researcher is interpreting the participants sense-

making (Smith et al., 2009), with the researcher moving back and forth, considering their 

relationship to the data, as part of the hermeneutic circle.  

Throughout the analytic process, the researcher remains committed to the particular, 

undertaking a rigorous and detailed exploration of each participant's account before 

considering patterns across cases. This idiographic approach seeks to understand how a 

particular group of people make sense of a particular phenomenon within a particular context 

(Smith et al., 2022). Rather than aiming to produce findings that are statistically generalisable, 

IPA prioritises an in-depth understanding of lived experience. Consistent with its 

phenomenological and interpretative foundations, IPA acknowledges that another person's 

experience can never be known directly but is accessed through their account and the 

researcher's interpretative engagement with it (Smith et al., 2009). Consequently, the value of 

IPA lies in its potential for theoretical or analytical transferability, whereby readers can consider 

the relevance of the findings to other contexts (Smith et al., 2009, 2022). 

Several methodological and philosophical considerations have been raised in relation to IPA. 

One concerns the extent to which language can fully capture lived experience. As 

phenomenological accounts are necessarily mediated through grammar, syntax and 

historically situated meanings, participants may be unable to fully articulate their experiences 

(Gallagher, 2022). IPA does not assume that participants’ verbal accounts provide a complete 

or transparent representation of experience; rather, the interview provides an opportunity for 

participants to explore and articulate meanings that may not initially be fully formed or readily 

accessible. The researcher can support this process through attentive listening and 

appropriate follow-up, allowing participants to elaborate and clarify their experiences in their 

own terms.  
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Furthermore, IPA acknowledges that participants’ accounts are interpreted through the 

researcher’s own position, meaning that findings are understood as co-constructed rather than 

as objective representations of participants’ experiences. This interpretative process has 

raised questions regarding the transparency and credibility of qualitative analysis (Pringle et 

al., 2011; Williams et al., 2020). However, within IPA, researcher involvement is not viewed 

as a methodological weakness to be eliminated, but as an integral part of the interpretative 

process. Rigour is therefore supported through transparency in the analytic process, reflexive 

consideration of the researcher’s position, and sustained engagement with participants’ 

accounts (Mays & Pope, 1995). Rather than seeking to remove researcher influence, the aim 

is to make the interpretative process visible and to critically consider how meanings were 

developed through the interaction between participants’ accounts and the researcher’s 

interpretation. 

 

2.6 Validity and Quality 

Assessing the quality and validity of qualitative research ensures that study design and 

methodology are fit for purpose and of a high standard. Validity in qualitative research ensures 

its trustworthiness, which is vital when dealing with research exploring meanings, stories and 

interpretations. Whilst there are different methods for ensuring validity and quality, the 

researcher opted to use the framework outlined in Yardley (2000). The use of this framework 

was deemed most suitable as it is non-prescriptive and adaptable, and allows for a critical 

reflection as opposed to purely assessing compliance. Yardley (2000) suggested four broad 

essential characteristics of good research - sensitivity to context, commitment and rigour, 

transparency and coherence, and impact and importance; and each will be explored in turn. 

Sensitivity to context refers to an awareness of the literature and empirical work which frames 

the research. Yardley argues the importance of understanding the extensive grounding in the 

philosophical approach of our particular methodology and the research already applied to the 

topic, as a broad awareness of different perspectives can help create a more “profound and 

far-reaching analysis” (Yardley, 2000, pg. 220). In order to demonstrate sensitivity to context, 

a full and extensive literature review was completed, both at the onset and throughout the 

project. An awareness of the sociocultural setting came through immersing myself in the world 

of older adults, attending Age UK events, care homes and community centres. This allowed 

me to reflect my own differences in context in comparison to the participant pool. Within the 

interview, I demonstrated sensitivity by creating a friendly and open dialogue, using my clinical 

skills to build a rapport. 
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For a thoroughness in data collection, one must ensure commitment and rigour. Yardley 

outlines how commitment refers to developing competence with the methodology used and a 

deep immersion with the topic and data. In this project, both the interviews and the analytic 

process were conducted over several months, allowing sufficient time for each participant’s 

interview and for subsequent reflection. As part of this process, mood boards were created for 

each participant (see Appendix A) to expand my understanding beyond the cognitive level and 

to encourage more abstract thinking, with the aim of capturing the essence of each participant. 

The third characteristic of good research comes from the researcher demonstrating 

transparency and coherence through describing each detail of the data collection process. 

Within this paper I have been transparent regarding my process and reflexivity and include 

excerpts from my reflexive diary which I hope makes sense of my research process, and offers 

an insight into my own experiences and assumptions.  

The final essential characteristic according to Yardley (2000) is impact and importance. This 

refers to research to be undertaken should be useful and applicable to the field in some way. 

The value of the research was highlighted through the gaps identified in the literature review. 

The impact of findings for counselling psychology and future directions for research will be 

discussed towards the end of the paper.  

Whilst Yardley’s paper is widely used within qualitative research, it has been criticised as being 

a broad brush for all methodologies, that doesn’t take into account how concepts differ 

(Williams et al., 2020). The researcher will also ensure the quality and validity of their research 

by utilising specific guidance from IPA. Smith et al. (2022) outline seven ways that the quality 

of IPA can be enhanced, which will now be discussed in reference to the present study. 

1. The researcher considered the analytic span of the paper, with an emphasis on depth 

rather than breadth, by recruiting a small sample size of eight participants, allowing for 

in-depth analysis of each study. 

2. The study made space to explore each theme in detail, allowing multiple weeks per 

interview and reflective time between analysing transcripts. 

3. The researcher ensured high-quality data through good interview skills and 

techniques, adapting skills gained through the Counselling Psychology course.  

4. The present paper hopes to demonstrate a sound demonstration of rigour and 

reference to relevant literature. 

5. The analysis section provides a detailed account of the complexity of the analysis and 

illuminates how different participants manifest the same themes, in distinctive ways, 

by highlighting different textures of experience and making reference to opposing 

experiences. 
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6. The analysis also illustrates analytic depth by moving away from the purely descriptive 

interpretations, offering both linguistic and conceptual interpretations on participants 

experience.  

7. The researcher hopes to demonstrate a binding narrative throughout the whole paper.  

Further guidance on high-quality IPA research comes from Nizza et al. (2021) who propose 

four key quality indicators. Firstly, they emphasise the importance of conveying a compelling 

story, with the narrative building between each quote. They also outline how a good IPA paper 

will pay attention to the different levels of experiential or existential meaning (Smith, 2019). 

Another quality indicator comes from the researcher’s detailed analysis of the quotes revealing 

a fuller meaning than offered by the quote. Finally, Nizza and colleagues suggest how quality 

IPA research strikes a balance between outlining participants’ commonalities along with the 

participants’ unique idiosyncratic experiences.  

 

2.7 Design 

2.7.1 Semi-Structured Interview 

IPA research aims to elicit rich and meaningful data through participants descriptions of a 

phenomenon, which can be elicited through various methods including interviews and focus 

groups. According to Smith et al. (2022), the most commonly used method in IPA is semi-

structured interview.  This type of interview enables the interviewer to create a list of questions 

aimed to guide and inform the interview approach, meaning it is versatile and allows attention 

to lived experiences, whilst also addressing specific areas of interest (Galletta & Cross, 2013).  

Whilst a semi-structured interview is said to produce rich data (Smith & Osborn, 2008), there 

are several limitations to consider. Given its limited structure, it requires the participant to 

maintain focus on the topic which may be difficult for some participants. It also requires a good 

rapport to be built in a short space of time, with the hope of facilitating a space where the 

participant can build trust enough to speak openly to their lived experience. There will also be 

bias within the interview, where the researchers’ tone or phrasing of questions can 

unintentionally lead participants responses. Due to the above factors, there will be variability 

across interviews, making comparisons more difficult.  

 

 

 

As a researcher I am relatively new to IPA research and interviewing. Having completed an 

IPA research study once before, this was over ten years ago, and the study employed a 

structured interview design. Therefore, my confidence in interviewing within IPA research is 

rusty, and I feel anxious in these early interviews.  

 



 42 

 

 

With the above in mind, when the interviews went off topic, I interrupted and re-directed 

conversation towards the research questions, which became easier as my confidence grew in 

later interviews. This was more successful in some interviews than others, with some 

interviewees wanting to talk more about the context and their life experiences around the 

therapy experience, reflecting an ease at focusing on their external rather than internal world. 

Whilst a good rapport was built with all participants, they did vary in their ability to be vulnerable 

and open within the interviews.  

 

2.7.2 Development of the Interview Schedule  

The research questions were prepared in advance, in line with guidance from Smith and 

Osborn (2008) who also suggest questions are to be used as a guide rather than prescriptively. 

The interview questions in the opening segment were designed to be broad and open to create 

a space for participants to narrate their own experience, with much of the topics for exploration 

in the interview elicited from the material presented in this segment, with the researcher 

listening attentively and noting topics to revisit during the interview (Galletta & Cross, 2013).  

Several services were contacted to assist in the design of the research questions; however, I 

did not receive a response from those contacted. I acknowledge I could have been more 

persistent with my request; however this did reflect the general lack of enthusiasm I received 

when attempting to engage services within this project, which will be reflected on further in the 

Recruitment section. 

Specific questions around feelings were asked as Willig (2013) warned of the reductionist 

element to focusing on thinking, rather than feelings and hunches. Later questions were 

designed to explore more specifics, to explore anticipated nuances in the story, before 

concluding the interview by asking if they had anything additional they would like to share. 

See Appendix B to view the interview schedule.  

 

2.7.3 Pilot Interviews 

The researcher conducted two pilot interviews in preparation for the study, with the intention 

of reflecting on the phrasing of their questions, the order and usefulness. This also built the 

researchers’ confidence in interviewing as a researcher, following which there was a period of 
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reflection in supervision and personal therapy on how to maintain the stance of a researcher 

as opposed to a therapist. 

Ideally, the pilot interviews would have been conducted with older adults with experience of 

video therapy, however due to the difficulties in the early stages of recruitment alternatives 

were sought. In line with recommendation from Galletta & Cross (2013) to include individuals 

who reflect some of the inclusion criteria, one interview was conducted with an older adult, 

and another with a fellow counselling psychology trainee who had experienced video therapy. 

Both participants followed the procedure in line with ethical guidance; and received a debrief 

following the interview. 

The pilot participant who was an older adult themselves was interviewed on their experiences 

of retirement, with the interview questions deemed not relevant excluded or rephrased. This 

interview felt more like a question-and-answer rather than a dive into their lived experience, 

and it felt this was perhaps due to the inorganic nature of the interview, and my own anxiety 

at this being the first interview. However, the pilot participant provided some useful feedback, 

such as them questioning the wording of a question “what does it mean to be an older adult 

who has had video therapy” which led to this question being rephrased.  

 

2.8 Data Collection 

 

2.8.1 Sampling 

There are variations in the literature as to the recommended sample size, with quantity not 

being a substitute for quality. Within IPA methodology and for those completing a doctoral 

theses Smith et al. (2022) recommend a sample size of approximately ten participants, and in 

the present study eight participants were recruited. As IPA is concerned with giving a full 

appreciation to each participant’s experience, emphasis is on breadth rather than depth. 

Purposive sampling was employed to recruit participants from a specific demographic group 

(older adults) who shared a common lived experience of engaging in video therapy. Smith et 

al. (2009) recommend that researchers aim for a relatively homogenous sample. In 

considering this, the researcher reflected on ways of increasing homogeneity, such as 

restricting participation to individuals who had engaged in a single type of therapy (e.g., CBT) 

or focusing exclusively on the therapeutic relationship. However, it was determined that the 

sample would remain sufficiently homogenous by including participants who had experienced 

any form of one-to-one therapy. The researcher also anticipated potential recruitment 
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challenges, as noted in previous studies, and therefore prioritised maintaining the age range 

of 65 years and above to align with the established definition of older adult. 

Consideration was also given to whether participants should be required to have completed a 

course of therapy or to have attended a minimum number of sessions. While such criteria 

would increase the homogeneity of the sample, it was recognised that limiting participation to 

those who had completed therapy would exclude individuals who may have encountered 

difficulties engaging with video sessions. Including these perspectives was deemed important, 

particularly within IPA research, as it enables exploration of the phenomenon across a range 

of lived experiences. 

 

2.8.2 Inclusion and Exclusion Criteria 

Participants were required to meet specific inclusion criteria. Firstly, they had to be aged 65 

years or older at the time they engaged in therapy. Second, they must have attended at least 

one session of counselling or psychotherapy, delivered in a one-to-one format via a video 

platform such as Zoom. No restrictions were placed on the specific type of therapy accessed, 

provided that at least one session had been completed. Finally, participants must have 

completed therapy at least three months prior to recruitment. This timeframe was chosen to 

allow for a period of reflection and consolidation, as well as to provide sufficient space for the 

processing of any distressing emotions that may have arisen during therapy. 

Exclusion criteria were also established. Participants were required to provide informed 

consent, which was obtained both verbally and in written form to ensure clarity and to provide 

an opportunity for questions. In addition, participants were screened using outcome measures 

during the pre-screening call, and only those scoring below the threshold for clinically 

significant symptoms of low mood or anxiety were eligible to take part. Finally, potential 

participants were asked about risk during the pre-screening process; however, no concerns 

regarding risk were reported by any of those who proceeded to participate in the study. 

 

2.9 Recruitment 

The initial recruitment strategy aimed to recruit participants through one or two organisations 

providing psychological services to older adults. Several older adult specialist services, 

including general wellbeing and bereavement services, were approached but declined to 

participate. One service initially expressed interest but subsequently did not respond to further 
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contact attempts. This provides insight into the challenges researchers face and how difficult 

this population group can be to access. 

 

 

 

 

 

 

Following limited success with the initial recruitment strategy, I moved away from therapy 

organisations, towards other organisations associated with older adults, including care homes 

and Age UK. I attended around five Age UK events, some of which hosted over 70 people 

(where I recruited no participants) and some hosted just 5 people (where I recruited one).  

 

 

 

A research poster was created to advertise the project with places with high footfall of older 

adults including local community centres and charity shops (see Appendix C). Following 

feedback from the pilot interview that older people may be more familiar with the word 

‘counselling’, than the more ambiguous ‘therapy’, the former was used in the poster. This 

approach recruited one participant. 

Participants were also recruited through word-of-mouth, that is, through colleagues who were 

also therapists who had worked with older adults. Two participants were recruited via this 

route. 

The most successful recruitment strategy involved placing an advertisement on a local forum 

for therapists. The advertisement aimed to inform therapists about the study and to encourage 

them to identify and inform clients who might be interested in participating of my details, 

however resulted in several older adults who were therapists themselves taking part. Four 

participants were recruited via this approach. 

Overall, ten individuals expressed interest in participating in the study, two of whom were 

excluded for being under the age of 65 at the time of their therapy. Reflecting on the 

recruitment process, I recognise that, due to the challenges of recruiting, I may not have been 

This stage of recruitment is particularly challenging. I had a lengthy phone call with an older 

adult who is the gatekeeper of a specialist service. Within this phone call I was advised that 

CBT and video therapy is “dangerous” and was provided with a case example of an older 

adult who had been upset due to CBT therapy. This gave me an insight into some of the 

attitudes adopted by older adults themselves and also gatekeepers of services, and how 

can be discouraging people from not only conducting research, but also accessing 

therapies. 

 

I’m struck by the level of support Age UK offers, and also the openness of older adults 

themselves to have conversations around mental health and therapy at these events. 
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as rigorous in ensuring that all participants could stay on topic to describe their experiences, 

keen to recruit participants into the study. This may have resulted in some participants 

discussing their experiences in less depth. Nevertheless, in hindsight, even these less detailed 

or “invisible” experiences also offered rich and meaningful reflections. 

Initially, no monetary remuneration was offered to participants, as the intention was to avoid 

introducing response bias or any perception of coercion. However, due to initial recruitment 

challenges, a £10 voucher for a supermarket of the participant’s choice was subsequently 

offered as a token of appreciation. It is acknowledged that offering remuneration may have 

influenced responses during the interviews; nonetheless, the literature presents both 

arguments for and against participant compensation (Warnock et al., 2022). To mitigate 

potential bias, participants were explicitly informed that the study sought to explore all types 

of experiences of video therapy and that they would still receive remuneration if they chose to 

withdraw.  In retrospect, I consider the decision to provide remuneration appropriate, both to 

recognise participants’ time and to convey appreciation and value. 

 

2.9.1 Participant Summary 

 

The present study includes the experiences of eight individuals aged 65 and over who had 

previously received video therapy. The table below is intended to contextualise participants’ 

experiences and provide transparency regarding variations in homogeneity. Participants were 

also asked to identify the type of therapy they had received; however, most were unable to 

recall the modality, and therefore this information has been excluded. This observation 

suggests that the specific therapeutic modality may be less salient or memorable to 

participants than the therapist themselves, a point reflected upon in the analysis and 

discussion.  
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Table 1: Participant Summary 

 

The participant group represented a relatively homogenous sample, comprising White British, 

predominantly middle-class older adults residing across the UK. Given that experiences of 

ageing, identity, family roles, and attitudes towards psychological therapy are culturally 

situated, the findings should be understood as reflecting the perspectives of White British older 

adults rather than older adults more broadly. The absence of participants from other ethnic 

backgrounds means that culturally specific experiences of video therapy were not captured. 

Although participants varied in health and relationship status, these factors may also have 

shaped their experiences. For example, participants living with health conditions, such as 

cancer or hearing difficulties, may have experienced video therapy differently due to the 

accessibility and practical advantages of remote delivery. Whilst those who were widowed, 

single or navigating the end of a relationship may have brought differing experiences of social 

connection and support into therapy.  

Name Gender Age No. of 
Sessions 

Modality Was video 
preferred? 

Relationship 
Status 

Job 
Status 

Long-Term 
Conditions 

Amber F 65 1  Video only. Yes  Widowed Retired  Cancer. 

Bonnie F 71 12+ Video only, 

previous 

f2f. 

Yes Married Counsellor Healthy. 

Martin M 66 6 Video only. No  Married Retired Cancer. 

Jackie F 66 12+ Mixture. No Married Counsellor Healthy. 

Delilah F 67 12+ Video only, 

previous 

f2f. 

Yes Single Counsellor Healthy. 

Simon M 68 12+ Video only, 

previous 

f2f. 

No  Single 

(recent 

separation) 

Counsellor Healthy. 

Lorraine F 67 12+ Mixture. Yes Single Retired High blood 

pressure. 

Jess  F 69 12+ Video only, 

previous 

f2f. 

Yes Single Retired Hearing 

difficulties. 
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During the interviews, some contextual variation became apparent that had not been 

anticipated during sampling. For example, half of the participants (Bonnie, Jackie, Delilah and 

Simon) disclosed that they were themselves psychological therapists. Although consideration 

was given to analysing therapists and non-therapists separately, this was not pursued due to 

the similarity of experiences identified during analysis. Nevertheless, participants with 

professional therapeutic backgrounds may have drawn upon psychological language and 

conceptual frameworks when reflecting on their experiences, and it was sometimes necessary 

to encourage them to speak from their perspective as clients. Whilst efforts were made to 

bracket assumptions throughout the research process, it is unlikely that participants' identities 

(and experiences) as both therapists and clients could be entirely disentangled.  

Consequently, the findings cannot be assumed to represent the experiences of all older adults, 

and particularly those from more diverse cultural or socioeconomic backgrounds, nor those 

with different levels of physical health, social support, or access to digital technologies. 

 

2.10 Procedure 

 

2.10.1 Initial Screening 

Following an expression of interest, an initial screening call took place via telephone to assess 

for suitability in the study, build a rapport and answer any concerns or questions the 

participants may have. Suitability for the study was assessed through adherence to the 

inclusion and exclusion criteria, the completion of outcome measures and through discussion 

of the screening questions (see Appendix D), all conducted in the telephone call.  

The outcome measures used were the PHQ.9 (Kroenke & Spitzer, 2002) and GAD.7 (Spitzer 

et al., 2006), as they are commonly used within therapeutic services to assess for symptoms 

indicative of low mood and anxiety. The researcher is also familiar and confident with 

interpreting these measures. A distress protocols was in place should any distress occur 

during the screening call or interview (see Appendix E). 

Once the participants were deemed appropriate following the screening questions, they were 

given an opportunity to ask any questions or raise any concerns. The information sheet and 

consent form were explained verbally and then posted to the participants with a self-addressed 

envelope included, for written consent to be provided (see Appendices F and G). The 

researcher explained how the interview will take place via the telephone and booked in directly 

a convenient time for the participants, pending receipt of the consent form.  
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2.10.2 Interview Process  

Interviews were conducted by telephone at mutually agreed times. While face-to-face and 

video interviews were initially considered, face-to-face interviews were excluded due to this 

limiting the participant pool to those who could travel into London. Video were also set aside 

as I wanted to ensure accessibility for individuals who might be uncomfortable with or unable 

to use video technology. Telephone interviews offered an inclusive approach, which is 

supported by Enoch et al. (2023), who showed that rich data can be generated by phone. 

However, during the interview, some participants described phone calls as talking into a “black 

block you’ve got in your hand” (Amber, 29) and another as a “disembodied black box” (Jackie, 

355). While using purely telephone interviews did reduce potential variability in data quality, 

with the perspectives offered above, in hindsight I would have offered participants a choice of 

format. 

On commencement of the interview, participants were reminded of the information sheet and 

the consent form, with space made for any questions. Participants were advised that the 

interviews could last for 45-90 minutes, as recommended by Smith et al. (2022), with 

interviews taking approximately 60 minutes. The interview was semi-structured and sought to 

answer the research question ‘sideways’ through the facilitation of exploration of relevant 

topics (Smith et al., 2022). The interview followed an informal conversational style to allow for 

building of rapport and providing a sense of safety and containment, through being warm and 

friendly, and through asking some soft opening questions.  

 

 

 

 

As the interviews progressed, my confidence grew, enabling me to move away from a rigid 

adherence to the interview structure and instead engage more fully with participants’ 

experiences. The later interviews consequently captured greater depth and individuality, as 

participants appeared more comfortable sharing their perspectives when the conversation felt 

less tightly guided. 

After each interview, participants received a full verbal and written debrief (see Appendix H), 

including information about their local Talking Therapies service should they wish to seek 

I notice I have been asking the questions more rigidly due to feeling nervous and unfamiliar. 

I worry I may have been more directive and less flexible. I think Simon also felt confused 

about whether the study aimed to compare in-person and remote therapies due to the 

phrasing of some of my questions.  
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further support. Most participants concluded the interview by reflecting positively on their 

therapy experience and noting that the interview had provided a valuable opportunity for 

personal reflection. Following each interview, I recorded observations in my reflective journal. 

 

2.10.3 Recording and Transcription 

The interviews were recorded using the recording element on Zoom, with the session 

immediately being deleted from the researcher’s personal computer and uploaded to Citys 

University OneDrive, as per City university guidance for recording and confidentiality. 

The interviews were transcribed verbatim using Otter software at the beginning stage of 

analysis to allow the researcher to re-immerse themselves in the interview. The transcription 

included semantics such as significant pauses, laughs and other features. Any references to 

names of places or people and any other identifying information were omitted from the 

transcript and demarked using X’s.  Please see example of transcript in Appendix I. 

The identity of participants has been protected through the use of pseudonyms. participants 

disclosed their long-term physical health conditions and their professions throughout the 

interview, which felt important to include in the analysis chapter where appropriate, as it forms 

part of their context and lived experience. 

 

2.11 Methodological and Procedural Reflexivity 

A key strength of this research is it’s the consideration and sensitivity to creating sound 

research. Although IPA offers limited generalisability to all adults experiencing video therapy 

(Smith et al., 2022), it does offer a credible account as to how these eight people experienced 

the phenomena and shines a light on how the context of being an older adult may shape their 

experience. The researcher ensured quality and validity through adhering to guidance from 

Yardley (2000) and Nizza (2021) and the hope is it will offer a unique and valuable contribution 

to the field. 

The interviews were conducted via telephone which elicited both strengths and limitations, 

something which is summarised by Enoch et al. (2023). Having interviews virtually opened for 

a nationwide recruitment process with the aim of accessing more diversity, as opposed to 

concentrating recruitment in London only. The rationale for video interviews was to ensure 

participants with challenging experiences of video were able to take part. However, this was 

an assumption on my part as technology challenges were rarely reported by participants within 

the interviews. With hindsight, a video interview may have encouraged better recall through 



 51 

mirroring the therapy experience. Participants reflected during the telephone interviews how 

they felt uncomfortable as they couldn’t gauge my reaction. This highlights how feeling seen 

in therapy, also may be important to participants within research.  

Despite the study being open to any older adults aged 65 and above, all of the participants 

were White British, and six out of eight were female. As a female White British researcher 

myself, this may have impacted the limited diversity of the sample reflected in the research. 

Limited diversity is a common problem in research, and there could be a vicious cycle wherein 

people from minoritised backgrounds are less likely to access services and thus less likely to 

be included in research. As all of the participants were also White British, therefore findings 

should be applied to other cultures with caution, as invisibility in ageing could be unique to the 

British culture.  

The age of participants was something that took careful consideration, and several people 

who expressed an interest were unable to take part in the study due to having therapy before 

the age of 65. Maintaining this age range adheres to NHS and Age UK definitions of an older 

adult (Age UK, 2019a; NHS, 2025). and enabled recruitment of participants in their late 60’s 

and 70’s. However, recruitment with people aged over 80 was limited. Given that the research 

was predominantly advertised through community centres and Age UK events, it is likely that 

participants had greater mobility, and the harder to reach older adults that are homebound 

were not accessed.  

Finally, there were some unanticipated issues with homogeneity. Participants differed in the 

number of sessions they had completed, and the time elapsed since finishing therapy, which 

ranged from three months to up to five years. Retrospective reflections on experiences from 

several years ago could have introduced variability in recall. Additional differences included 

socioeconomic status, employment, education levels, and prior experience with video-based 

therapies. Half the participants were therapists themselves, which could also have reduced 

the study’s homogeneity. During interviews, participants with counselling training reflected on 

their experiences as therapists, as well as being a client. To address these issues and maintain 

focus on client perspectives, I excluded from the analysis any extracts where participants 

spoke directly from their professional role, as these often contradicted their experiences as 

clients.  

 

2.12 Analytic Process 

IPA is based on a common process, moving from descriptive to interpretive, with the focus 

being on sense-making. The process of analysis was dynamic, and although Smith et al. 



 52 

(2022) outline seven stages, it was applied flexibly, with continuous movement between the 

part and the whole.   

The researcher waited until all the interviews had been completed, to transcribe the interviews 

in a word processing document, with wide margins and line numbers. The researcher focused 

on transcribing and analysing each interview in turn to allow time to immerse themselves within 

the data, with each interview taking approximately 2 weeks to progress through Steps 1 to 5.  

Step 1: Reading and Re-Reading the Transcripts 

This process commenced with listening through the interview to allow chance to re-engage 

with the participants world. This was completed in a quiet space free from any disturbances. 

Each interview was listened and read twice before the researcher moved onto the next stage. 

Parallel to this process, the researcher made notes on any reflections or initial observations 

in a reflective diary, as recommended in Smith et al. (2022). 

Step 2: Exploratory Noting 

In this stage, exploratory notes were made in the transcript margins to engage with the 

experiences emerging from each interview. Particular attention was paid to aspects of 

participants’ experiences that were most meaningful, including relationships, places, and 

processes. I ensured reflection and interpretation across descriptive, linguistic, emotional, and 

conceptual lenses. Both linguistic and emotional interpretations came more naturally to me, 

while conceptual analysis required longer periods of reflection, and were supported by the 

creation of mood boards for each participant (see Appendix A). 

Step 3: Experiential Statements 

This stage focused on producing concise and pithy summaries of important aspects within the 

exploratory notes (see Appendix I for example). Throughout this stage, the hermeneutic circle 

was held in mind, considering how parts related to the whole and vice versa. For some 

interviews experiential statements were repeated, as similar themes repeated themselves 

throughout the interview. This stage required multiple revisits, as some initial statements felt 

superficial and less interpretative. Interpretating the meaning behind participants’ accounts, 

rather than taking them at face value, was at times challenging. This difficulty was partly 

attributed to the researcher’s CBT background, where clients’ thoughts and feelings are often 

accepted as presented. However, as the researcher’s development as a Counselling 

Psychologist progressed, so did the capacity for deeper conceptual interpretation. 

Step 4: Connections Across Experiential Statements 
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At this stage, the researcher moved away from the computer and worked on paper, cutting out 

each experiential statement and arranging them into emerging themes. This was a fluid 

process and involved frequent movement and reorganization. Some themes were excluded at 

this stage if they were unrelated to the phenomenon of video therapy, in line with guidance 

from Willig (2008). For example, it was necessary to distinguish when therapist participants 

were discussing their experiences as therapists rather than as clients. Participants also shared 

experiences outside of therapy that, while interesting, were not directly relevant to video 

therapy and were therefore set aside. Two quotes that were particularly challenging to exclude 

are included in the discussion. 

Step 5: Naming and Organising Themes 

During this stage, some themes were separated while others were combined as the 

researcher developed the Personal Experiential Themes (PETs). The process involved 

moving between individual excerpts and the whole transcript to ensure that theme names 

accurately reflected participants’ experiences. Once the themes were refined, they were 

transferred back onto the computer and organised into a table for each participant (see 

Appendix J for example). 

Step 6: Analysing Further Individual Cases 

The researcher proceeded with the analysis of each interview in the same way as above, with 

steps 1 to 5 repeated for each participant in turn. The researcher ensured space between 

each interview to allow for pause and reflective time and to ensure bracketing of assumptions 

carried from the previous analysis. 

Step 7: Developing Group Experiential Themes (GETs) 

As outlined in Smith et al. (2022), this stage involved identifying similarities and differences 

between each participants PET’s, and they warn of novice researchers being too cautious in 

their interpretations. This process took significant time moving between the parts and the 

whole, returning to each transcript and the meaning of the experiential statements. The write 

up occurred during this stage. 

 

 

 

 

Having really enjoyed naming and organising the PETs, it feels more difficult doing the GETs. 

This is the most challenging stage of the analysis and something which I feel stuck on. I am 

grappling with having to tear apart some initial clusters in favour of keeping some together. I 

realise the interpretative stance doesn’t come naturally to me and I find myself repeatedly 

drawn to the safety of being logical and descriptive. My supervisor has said for me to trust my 

hunches and interpretations, rather than minimise these and stay at a surface level of the 

participants experience.  I am frustrated at myself and my tendency to prioritise others view 

above my own.  
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2.13 Ethical Considerations 

The present study complied with the HCPC ethical guidelines (Health and Care Professions 

Council, 2016) for students and the BPS (The British Psychological Society, 2018) ethical 

guidelines. Ethical approval was obtained from the School of Health and Medical Sciences 

Ethics Committee at City, University of London with reference code ETH2324-0370. The 

following ethical considerations were taken by the researcher prior to and during the research 

process.  

Pre-screening calls were conducted to minimise risk by excluding participants experiencing 

current symptoms of low mood, anxiety, or suicidal ideation, with crisis service signposting 

provided. Participants also received an information sheet (see Appendix E) detailing the study, 

data privacy, their right to withdraw, and the limits of confidentiality. Those wishing to 

participate provided informed consent (see Appendix F) and were informed that the £10 

remuneration would be given regardless of completion.  

Consideration was paid to both mine and participants emotional wellbeing throughout the 

study. A distress protocol was in place (see Appendix D) in case the interview caused distress, 

however this was not required during any interviews.  The researcher’s wellbeing was 

supported through regular supervision and bi-weekly personal therapy during data collection 

and analysis.  

After each interview, a verbal and written debrief addressed any concerns, provided crisis 

contacts, and offered further support, with researcher and supervisor contact details available 

for withdrawal or follow-up. Through transcription and write up, participant identities were 

anonymised using pseudonyms. 
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3 Analysis 

 

3.1 Introduction to Analysis 

The analysis chapter presents the themes derived from the interviews, answering the research 

question of how older adults experience video therapy. Due to the large quantity of material 

collected, this chapter aims to capture the themes that were most representative of the 

participant experience as a result of the eight interviews conducted. In line with IPA’s 

ideographic approach, the textures of each participants experiences will be discussed, within 

the themes prevalent in the overall sample. To accurately understand participants experiences 

and meanings as an older adult, descriptions of context will be referred to throughout the 

analysis (Larkin et al., 2006).  

The analysis uses direct quotes from each participant alongside my own tentative 

interpretations to provide a deeper understanding of their experience. Despite initially referring 

to literature within the analysis, I later decided to remove this to stay close to the participants 

lived experience (Larkin et al., 2006). Quotations are indented and marked in italics. In order 

to ensure quality and validity careful consideration has been paid to ensure the quotes are 

represented within context, and that they represent the entirety of the participants experience. 

I have included pauses (…..) and notes on speech such as laughter and grammatical errors 

to stay close to the participants words and to capture the essence of each participant.  

Through the analytic process, participants offered similar accounts of their experiences, and 

three GET’s emerged: ‘Fearing Loss’, ‘(Un)safe’, and ‘Seen through a Screen’. Each GET 

contains between three sub-themes. It should be noted that there is inevitable overlap 

between the different themes, as each account is interlinked with another.  

The first GET, ‘Fearing Loss’, describes how participants feared losing connection with the 

therapist. Participants described their recent experiences with loss which appeared to shape 

their anxieties and dread around whether the therapist would be there for them, both in 

physical form but also emotionally.  The realisation that the therapist was present for them, 

and they were able to connect, took different forms for participants. 

The second GET, ‘(Un)safe’, explores participants experiences of safety and trust through 

having video therapy. Participants described how having therapy within their own space felt, 

and the ways in which they exerted their increased levels of control and responsibility, and 

whether this was anchorage or avoidance. This theme also describes how they experienced 

a sense of guardedness, or holding back within the therapeutic encounter, fearing someone 

could intrude on their space. 
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The third GET, ‘Seen through a Screen’ outlines the way in which participants felt seen through 

the video therapy. The context of coming into therapy and feeling invisible is outlined, before 

exploring the way in which participants experienced a sense of closeness and distance, and 

sought reassurance through faces. 

Each theme will be firstly represented in visual form, before being explored in further detail in 

the analysis. 

 

Figure 1: Diagrammatic representation of GET’s and Sub-Themes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GET 1 and Sub-Themes 

Fearing Loss 

1.1 “They're all dead”: Confronted by 

Mortality 

1.2 “Maybe she'll think I'm not there, and 

she'll give up”:  Uncertain Connections 

1.3 “I suppose miraculously, I pressed 

the right button.”: Connection as Cure 

GET 2 and Sub-Themes 

(Un)Safe 

2.1 “You don’t have to worry about getting 

somewhere and going into somebody’s 

space”: On Home Turf 

2.2 “I always was able to look out at the 

garden during sessions”: Anchorage or 

Avoidance? 

2.3 “Could anybody just pop into the 

session?”: Holding Back 

 

GET 3 and Sub-Themes 

Seen Through a Screen  

3.1 “We're not worth.. we're not worth it to 

anybody anymore.”: Fading From View 
3.2 “An old mate”: Near and Far 
3.3 “If your bottom lip starts to tremble, she 

can see that”: Seeing and Being Seen  
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3.2 Group Experiential Themes and Sub-Themes 

3.3 GET 1: Fearing Loss 

All but one participant described their experiences with loss that led them to seek 

psychological support, and this context feels essential to understanding the meaning of their 

experiences within the therapy room. These losses varied, from the death of family members 

to the end of significant relationships or a shift in identity due to ageing. This theme will reflect 

on both their therapeutic experiences and the personal contexts that shaped them; reflecting 

on the parallel processes that weave these experiences together. 

In the first sub-theme I explore the losses participants had experienced and described as they 

entered into the therapy sessions, and the way in which this built up a tension of an existential 

threat as their connections crumbled around them. The second sub-theme reflects how 

participants expressed fears and uncertainties that they wouldn’t connect with the therapist, 

both emotionally and technologically. The final sub-theme conveys how participants’ anxieties 

around loss were soothed through the realisation that the therapist was there for them. 

 

3.3.1 Sub-Theme 1: “They’re all dead”: Confronted by Mortality 

Nearly all participants described losses as the catalyst for seeking therapeutic support, which 

provided the content for the issues they were discussing and working on in therapy. This sub-

theme explores the losses experiences by older adults, and how these give rise to feelings of 

loneliness and disconnection. I will also describe how several participants experience physical 

health problems as more significant that psychological problems, and the way in which this 

harkens to an existential dread. 

Although nearly all participants experienced some losses, one participant described the 

repetition of losses throughout her life: 

“Of course, the loneliness, especially for us, older ones, we don't have people living at 

home with us, our husbands, or whatever they're.. they're all dead. Our parents 

are dead. Our kids have all moved away… that’s if we've got some. And we are really 

left behind” (Amber, 786) 

Amber communicates her experiences in short, abrupt phrases, marked by a bluntness that 

seems to reflect the harsh finality of death. Her statements that their husbands are dead, her 

parents are dead, and her children have moved away, starkly lists the complete absence of 

immediate family, conveying a profound sense of isolation. The repetition and rhythm of her 

words almost mimic a roll call of loss, each name underscoring the growing void in her life. 
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There is a tone of anger or resentment in Amber’s delivery when she says “our kids have 

moved away”, suggesting feeling abandoned and forgotten. These cumulative losses are 

difficult to fully comprehend. I find myself recoiling slightly as I read this quote, not out of 

judgement, but due the difficulty grasping the enormity of this loss. This makes me think that 

Amber may be pulling back from the world, seeking protection as her close connections 

diminish. Alongside this, there appears to be a felt loss of identity, both in her role within the 

family and in her belonging to the family community. 

Other participants were also grappling with their experiences of loss: 

“I felt really, really isolated because everybody else was having a bubble with their own 

grandchildren oh it was, it was a dreadful” (Jess, 124).  

Jess experiences a contrast between herself and others who were having a “bubble” with their 

families during the COVID-19 pandemic, a period marked by widespread cultural exposure to 

loss, grief and mortality. The term “bubble” feels like it offers both physical and emotional 

protection, connection and a sense of safety. In comparison, Jess felt outside of protective 

space, exposed and unsupported. Jess noted how “everybody else” was surrounded by 

people, revealing a comparison to others, feeling like she was the only one isolating alone. I 

imagine this comparison heightened Jess’s feelings of isolation and may have contributed to 

feeling “dreadful”, which feels like it emphasises how extreme or overwhelming the experience 

felt for her.  

In several of the participants accounts I sensed an undercurrent of existential dread. As they 

approach the later stages of life, each loss feels to have a cumulative effect, intensifying the 

emotional weight they carry and heightening the awareness of their own mortality. Participants 

refer to this existential dread in different ways. As one participant describes:  

“And.. and to see all those sick people, and then the ladies from oncology, you have 

your follow ups and that. And I went to see her, and I just bust into tears, and I just 

said, I'm so low. I'm so really, really low because I'm so isolated. And these people 

up here make me cry because they are extremely sick. And I wasn't extremely sick. I 

was being fixed. I was I was better than.. than some of them. Some of them had 

scars all over their… one lady, scars all over her head, no hair, walking stick. And I'm 

like, Good Lord, that I've got more time than her. And, yeah, and it used to make me 

cry, and I got so depressed. It was also the Winter.” (Amber, 270) 

Through her visits to the hospital Amber is directly confronted with the impermanence of her 

life as she is surrounded by illness and death. She draws parallels between her mood and the 

wintertime, as though she is surrounding both internally and externally by bleakness and 

hopelessness. When she describes a woman with “scars all over her head, no hair, walking 
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stick”, it is as though this woman represents death to her, something which feels frightening 

and vulnerable. Death is something Amber is unable to identify with, something she rejects 

and pushes away. When she exclaims “Good Lord”, it reads as a desperate plea, a cry not 

just of fear, but of hope, to resist decline and death and move back towards life. 

For other participants, existential dread was the catalyst for seeking support, as three 

participants only sought psychological help when their physical health became compromised. 

Martin, for example, was recommended by a health professional to seek support when “I went 

best part of like, eight or nine weeks without getting any sleep” (Martin,15). Another participant 

was also spurred to seek support through the onset of a physical health concern: 

“And that kind of added to my anxiety, and it was partly that, that, and because my 

blood pressure was going up, that made me think, right, okay, you know, I'm losing 

confidence. I'm not handling this. I'm finding it really unsettling (speech quickened). I 

need some support.“ (Lorraine, 211) 

Anxiety, in and of itself, didn’t feel to be a sufficient reason for Lorraine to seek support which 

speaks to a level of self-neglect around her mental health. It was only when it impacted on her 

blood pressure, and therefore her life, that she was prompted to pursue psychological therapy. 

As her speech quickens while recounting this experience and she describes finding it “really 

unsettling”, she seems to be grappling with the fear of death, something which she finds 

uncomfortable and difficult to shift. There is an underlying sense of urgency, as though the 

threat to her physical wellbeing activated an immediate need to access support.  

A feeling of existential dread was expressed by another participant more explicitly, as she 

actively sought video therapy to discuss the ending of her life:  

“What sort of I think, with something as potentially hard work..er.. as that as death 

sessions about your death and your dying, erm… I think there were moments where I 

was trying to lighten the mood a little bit, keep it at the level of safety, and just sort of, 

oh god. This is heavy. This is heavy. This is tricky…. Erm, but there was one time when 

I did cry, and the only thing that really made me cry was thinking about leaving my 

children and my grandchildren and my husband, and that was the only thing that really 

got me in the in the sort of emotional. “ (Bonnie, 120) 

When Bonnie exclaims “oh god” it feels like a wave of grief crashes over her, revealing the 

intensity to which she is fearful towards the ending of her life and permanent separation from 

loved ones. It feels like there is a parallel process between what happens in our interview and 

what might happen in a therapy session as she says “This is tricky”. Words like “heavy” and 

“tricky” convey a weightiness and awkwardness to navigating this existential threat, as though 

it is too much to bear, as there is no escape to this inevitability. As she says “Erm” she pulls 
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herself out of this feeling, out of the stuckness of reliving it, and into the distant safety of a 

memory when she says “but there was one time…”. Bonnie is able to shift her focus and 

redirect her attention away from painful topics, which she also speaks to when she says how 

she can “lighten the mood”. I wonder if humour in particular helps Bonnie to bring other 

aspects of her identity and personality, rather than being defined solely by death and distress. 

Humour also feels like it can offer some connection with the therapist, and creates moments 

of warmth and reciprocity, both of which are reminders of life, as opposed to death.  

 

3.3.2 Sub-Theme 2: “Maybe she'll think I'm not there, and she'll give up”:  Uncertain 
Connections 

This theme includes the experiences of all participants, with the majority (six out of eight) 

describing the importance of being able to connect with the therapist, and the fears of losing 

the therapist. Although loss and connection are not direct opposites, it felt for participants being 

able to connect with the therapist, was confirmation they hadn’t lost them. While participants 

rarely articulated fears of losing the therapist explicitly, I interpreted their concerns about 

technology as revealing a deeper, embodied anxiety about potential disconnection. For many, 

this fear surfaced as a concern about establishing and maintaining connection through the 

technology in the early stages of therapy, though for some it persisted over time. In contrast, 

two participants did not report experiences of fear or uncertainty, which will also be discussed. 

For several participants, technology represented something intimidating, something to be 

afraid of: 

“Do that? Press that? Oh yeah. But actually, can you do it on this, and does it work on 

the phone as my iPad? Or is it a laptop? And then suddenly you’ve got all this 

equipment thing in which bits do I use for what. Are they all the same and then if your 

signal drops out, Oh God, what do I do now? Do I wait for somebody to get in contact 

with me? Or am I supposed to contact them? “ (Jackie, 734). 

As Jackie confronts technology, she ruminates into hypothetical concerns as to what might go 

wrong when she tries to connect. Her series of multiple questions, reveal stress and anxiety 

unfolding. I interpret her worries around technology to also reflect her worries around losing 

or being unable to make contact with the person on the other end; with her fear of losing a 

stable connection as a reflection of a deeper fear of disconnection from her therapist. When 

she asks “Do I wait for somebody…. Or am I supposed to contact them?” I sense a strong 

desire to get it right, as though she fears making a mistake or causing tension with the therapist 
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by overstepping a boundary. This sentiment was echoed by other participants who also 

expressed concerns around connecting: 

“Er…I was a bit worried. I thought “I ain’t got Wi Fi”, and it's like, Oh, you got follow this 

link. I talked to me daughter XXX. you’ve got follow this link. Do you see I’ve only got 

a phone? How do I do this? So I was quite worried. “ (Amber, 187) 

Similarly to Jackie, Amber repeatedly asks questions, as the pressure builds for her to ensure 

she can connect. I notice how Amber transitions from feeling a “bit worried” to “quite worried”, 

as she recalls how she felt at her first session, as though she tentatively suggests feeling 

“worried”. I wonder if she was initially minimising how worried she felt about the sessions, 

testing out if I would dismiss this feeling or disagree with her, fearing my reaction or possible 

rejection. This highlights how important bi-directional communication and feedback is for her, 

as I’m aware the interviews were taking place over the telephone, it may be harder to gauge 

my reaction.  

Several participants blamed themselves for difficulties around connecting, which highlighted 

a tendency to internalise, rather than externalise loss. As one participant states “I think it's 

whenever I'm asked to do anything online, my go to is I won't be able to do it” (Lorraine, 578). 

By saying “I won’t be able to do it”, Lorraine is attributing difficulties connecting to a personal 

failure. Several other participants expressed something similar, with Jackie referring to how 

being an older adult meant they were more likely to struggle: 

“But I, you know, I was thinking, Oh God, I don't want to be the old fuddy duddy that's 

taken up everybody's time, because I've not got some grips with this yet. And of 

course, turns out, of course, I was probably on par with everybody else. We're all we 

were all finding ways to do things. Erm… and even now, even now, some of my 

more mature colleagues will ask me for advice. And well, I can't, I must have picked it 

up better than I thought then!” (Jackie, 775). 

The term “fuddy duddy”, is a slang term used to describe someone who is old-fashioned and 

tends to be used in a derogatory way. It seems Jackie judges herself in a negative way for 

being older, and fears others will do the same. As she describes worrying about “taken up 

everybody's time”, I imagine her to be reluctant to seek support and engage with others for 

fear of this judgement. I wonder how this manifested within the video therapy, and whether 

she initially felt self-conscious taking up space in therapy also. It seems it would have been 

easy for Jackie to blame herself for any technical difficulties, further enhancing feelings of low 

confidence. I notice a contrast in how whilst she uses this language to describe herself, she is 

more sensitive when describing others, referring to them as “more mature colleagues”, 

indicating a discrepancy between how she views herself, and how she views others, 
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suggesting others are more worthy than her. Jackie seems delighted and surprised that some 

of her colleagues have asked her for advice, suggesting how over time, her experience of 

herself as an older adult using video technologies changed. 

For several participants they were more accepting of the possibility of losing connection, and 

attributed this loss to the medium, as opposed to a personal failing: 

“So having worked on Zoom for… since 2020 for a couple of years before I was a client 

with XXXX, I kind of knew the challenges. I knew, erm, you know, I've had some really 

difficult connections with… particularly students that are living in the attic and things 

like that, you know, where the broadband has been awful. So I think I was 

quite accepting of at some point something might be an issue, because we're working 

with technology here.” (Delilah, 334) 

Delilah describes how the way in which she experiences technological challenges has 

changed over time. As she says “we’re working with technology here” she speaks in a matter 

of fact way that conveys an acceptance that challenges with technology and within 

relationships, are an inherent part of connecting with people. She shows some resilience and 

trust, that even if there is an interruption to their connection and she loses the person in the 

moment, she won’t lose them completely. It seems she has a confidence that connection 

endures beyond the immediate moment, and that even if technology isn’t reliable, humans 

are.  

Another participant, also spoke to a level of acceptance gained over time: 

“I feel pretty intensely relaxed about it really because I think when I was younger and 

less experienced, I kind of had this idea that there would be someone out there who 

got me (laughs) and it was all going to be amazing and fantastic. And over the years, 

I've kind of realized that that's not going to happen. And also it's not important either, 

and it's not (sighs) it's really about it's really about me pushing… becoming 

more comfortable with being uncomfortable. I think, I think that is where the learning 

edges, or whatever you want to call it, and so… yeah, I feel pretty relaxed about 

the experience of being a client nowadays. I'm able to take use of it whatever it is.” 

(Bonnie, 586) 

Bonnie describes how her experiences with therapy over the years had led to accepting the 

potential of loss. When she describes how she used to think it would be “amazing and 

fantastic” I hear her hope and optimism about their being a “perfect” match in a therapist. In 

not finding that connection, Bonnie feels like she has focused on herself and is less dependent 

on the need for others to fill the void for her. Although she says it isn’t important her sigh tells 
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me something different. I wonder if perhaps there is a sense of loss, not of connection, but of 

the hope of a connection. And whether she has truly accepted this or has given up.  

In contrast to the views presented by Delilah and Bonnie, where time soothed fears, one 

participant described how her fears remained persistent throughout:  

“So it was so difficult always, every single time to set up the video thing, that every 

time I went on, I was anxious, because it built up all my anxiety in about the half an 

hour before the session to make sure, you know, am I doing this right. And, you know, 

it was just like terrifying.” (Jess, 200) 

As Jess states how difficult it was “every single” time, I sense feelings of frustration that 

difficulties persisted and weren’t resolved. It sounds like this was draining for Jess, and like 

an ordeal she had to endure each week. Jess uses the word “terrifying”, which conveys a 

strong emotional reaction of fear or horror. More so than other participants, I really feel the 

deep fear and sense of danger Jess felt at each session, as though it was almost unbearable.  

She continues: 

“I was always ready to come on at least five minutes before she was ready, and 

sometimes she was a minute or two late because she was getting a cup of tea between 

clients. That was fine. No, I'm not blaming it. I'm just saying this is my anxiety. So I 

would try and click into this link and and then I'm thinking, oh my god, it's four minutes 

until she should come on and, oh, going to lose the link and start over again. And then 

I'll start over again, and maybe she'll think I'm not there, and she'll give up. Might not 

get the link properly. And oh god, it was. I did go through a lot of anxiety, making, the 

making, the… the making it so that we talk together.” (Jess, 224) 

As Jess speaks, her anxiety and anticipation seem to resurface, evident in the way she jumps 

rapidly from one thought to another. Her repeated exclamations of “oh” and “oh my god” 

convey a sense of being on tenterhooks, bracing for something to go wrong. The way she 

counts down the minutes until the session begins adds to the tension, suggesting that this 

watchfulness may be sustaining her anxiety. Jess speaks to a fear of the potential 

abandonment of the session or even the therapist herself. There is a sense of how precious 

these sessions are to her, as if she is holding them tightly.  

The importance and significance of connecting with the therapist is highlighted in the 

measures participants took to ensure that they would be able to connect. Along with Jess, 

several other participants described the measures they would take, as Delilah describes the 

moments moving into the session: 
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“I always check that Zoom was working before I was due to link up. So it was trying to 

make sure that, erm, you know, physically, everything was was, you know, I was in a 

good place, and I’d done as much as I could to ensure that we were going to connect. 

Erm, yeah, to kind of preparing, not kind of rushing into it.” (Delilah, 204) 

As Delilah talks, I reflect on her having a sense of personal responsibility to take measures to 

ensure they would connect and prevent a loss from happening. Preparation seems important 

to Delilah, and by taking it slow she can check she has done everything correctly. She uses 

the idiomatic expression of being “in a good place” which could mean both the physical space 

and also feeling emotionally stable. The preparation feels like it provides some safety or 

stability for Delilah, and is a way of soothing her anxieties. It also seems for Delilah like it is 

important to be on the good side of the therapist. I wonder if she fears being blamed, or again 

losing the relationship or the trust within her relationship with the therapist.  

Other participants also found their fears of loss soothed in other ways: 

“I..was very lucky in my therapist, in that she was we both understood each other's 

starting point, if you like, and and as a result, she was very open with me about her 

experiences. As I was with her.” (Jackie, 64) 

“One of the reasons we all go to therapy is that we feel there's something lacking 

(laughing) within and when, and so when something new comes along and and you 

have all those doubts and uncertainties about how it's going to pan out. It's.. it's really 

reassuring to know that it works for the person that you're sitting opposite as well.” 

(Jackie, 88) 

Jackie speaks to how knowing the therapist had similar fears herself created an openness and 

transparency that helped to normalise and soothe her fears. In Jackie’s extracts, she refers to 

relationships with others, and how important this connection is to her; suggesting she 

experiences herself in relation to the other, as opposed to in isolation or alone, which makes 

me think how acceptance from others is important. This is also mirrored in our interaction as 

when she describes “something lacking”, followed by laughter. It felt as though she was 

hesitant or uncomfortable sharing something intimate with me - a stranger. I was also struck 

by her choice of words when describing the therapist as instead of saying “the therapist”, 

Jackie says “the person”, which could be interpreted as a sign that Jackie sees the therapist 

as an equal.  

In contrast to the above accounts, for another participant there was a noticeable absence of 

fear or anxiety in those early sessions: 

“……(long pause)…..No, not really…. I suppose,  because I'm quite intellectual. You 

know, I got as far as thinking intellectually. Oh, yeah, I think narrative therapy would 
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be good for me, but I think that was quite an intellectualisation in the sense that I 

think any therapist would have been good for me. And the, you know, the framework, 

yeah, helped. So I think I was probably intellectualizing quite a lot in the first couple 

sessions.” (Simon, 269). 

Simon, who is also a therapist, described how he tended to “intellectualise,” a defence 

mechanism in psychotherapy used to avoid experiencing difficult emotions. His 

intellectualising in the early sessions suggests that there may be some underlying fear that 

prevented him from feeling fully relaxed and comfortable, however these feelings were pushed 

far away, indicating a need to keep feelings at a distance. This contrasted with nearly all other 

participants, who openly expressed worries or concerns.  

 

3.3.3 Sub-Theme 3: “I suppose miraculously, I pressed the right button.”: Connection 
as Cure 

Given that all participants completed at least one video therapy session, they were all able to 

connect to the therapist, and this connection felt to be the antidote to fears around loss. For 

some, this cure appeared to be surprising and magical, almost out of nowhere. For others this 

was a gradual process, which built over time. The parallels between connecting 

technologically and emotionally continue, as many participants were able to build strong 

connections with both.  

Several participants described a magical quality to the way in which the technology worked: 

“Oh yeah, well I suppose miraculously, I pressed the right button. But I could then see 

her on the screen, and she could see me.” (Martin, 196) 

Martin’s language carries an ethereal quality, as he describes “miraculously” pressing the 

“right” button. This suggests the experience felt outside of his conscious control, bordering on 

the extraordinary. Miraculous has the same etymology as miracle, both coming from the Latin 

miraculum. These words imply divine intervention, making me think this was a lifeline, 

particularly when understanding the context of Martin undergoing cancer treatment at the time 

he sought therapy. There seems to be both relief that the connection succeeded and an 

underlying awareness of how fragile the process felt. Had the outcome been different, 

frustration with technology may have dominated, yet here the moment is imbued with wonder, 

as though the success could not fully be attributed to him, but to some other worldy force.  

Another participant also describes similar magical qualities: 

“Well, anyway, I didn't have to do none of that, you know, because my daughter said 

to me, “ No, you gotta put an app on your phone. You gotta go through the app.” You 
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didn't have to do that at all. It was a piece of cake. Okay, the email, the email came 

in, and I think I tapped on it, and she did whatever she did on her end, and whatever 

and and whatever and hey presto. There she was on my phone!”  (Amber, 209) 

Amber also uses playful, magical language, when she exclaims “hey presto”, with Presto being 

borrowed from Italian, meaning quick, suggesting an effortless connection. This sense of ease 

contrasts with Amber’s earlier worries and her unnecessary attempts to prepare for the 

session. Additionally, Amber uses the metaphor a “piece of cake” several times in the 

transcript, which conveys the comfort and informality she felt when she connected to the 

session. The imagery of “piece of cake” evokes something indulgent and enjoyable treat, 

leading me to wonder if Amber viewed the therapy session, as a special, pleasant experience 

she could genuinely savour. 

Other participants also spoke to connecting instantaneously, as one participant in different 

parts of the interview spoke to the instant technological connection, and also the instant 

emotional connection:   

“I just had to click on it. I thought it'd be more complicated than that. It wasn't.” 

(Lorraine, 572) 

“And then, you know, our first session, I knew exactly it, you know, it was the right, right 

choice.” (Lorraine, 809) 

These quotes provide insight into how Lorraine experiences connection with others. She 

seems to anticipate that forming connections will be “complicated”, which may reflect her past 

relationships. However, in video therapy, she describes an instant connection, referring to her 

therapist as being the “right” choice. I sense that Lorraine feels a sense of pride in having 

selected the “right” therapist, as though this in itself boosting her confidence at being able to 

establish a meaningful connection. 

For several other participants, connection appeared to be more of a gradual process, with 

difficulties and challenges along the way. As one participant describes: 

“it’s taken quite an adjustment….erm… to feel comfortable with a new form of 

communicating.” (Jackie, 760). 

As Jackie states it was “quite an adjustment” I hear it took her time to feel comfortable, as she 

struggled to adapt to the new processes and struggling to believe that the connection may be 

permanent. Another participant described similar ideas to Jackie, in that comfort in connecting 

took place as a process over time: 

“It was pretty unfamiliar. But it’s like everything in life, once you’ve experienced it a few 

times,.,. like zoom now is like a doddle to me. Because I could, you know, get in zoom 
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and do things much better now than I could back, you know, three or four years ago, 

when it was unfamiliar. “ (Martin, 196) 

Martin uses the word “unfamiliar" several times which is an antonym for the word familiar; a 

word of Latin origin and means ‘belonging to the family’. This choice of word evokes a sense 

of feeling outside or not feeling fully belonging during the video therapy sessions. In contrast, 

his use of the colloquial term “doddle”, meaning something easily accomplished, reflects the 

comfort and confidence he now has with the technology through its repeated use. When Martin 

says “it’s like everything in life”, he speaks about his adjustment to the technology in a casual, 

nonchalant way, perhaps because his earlier difficulties with Zoom now feel like a distant 

memory. At the time of having video therapy, he was undergoing cancer treatment, so his 

struggles with technology may have seemed minor compared to his health challenges. 

Drawing on his life experiences as a source of strength, he likens this adjustment to other 

situations where things have gradually become easier over time. 

 

3.4 GET 2: (Un)Safe 

This theme includes all participants and reflects on their experience of safety, and the way in 

which having therapy via video and within their home environment leads to feelings of safety 

and unsafety; as one participant said, “instead of one space shared by two, it is two spaces 

shared by two” (Jackie, 459). The first sub-theme explores how having therapy at home brings 

about a sense of comfort and relief as one avoids the stresses of travelling or experience 

someone else’s space. The second sub-theme explores how participants used their greater 

sense of control and responsibility having therapy from their own home to ground themselves 

within session. The final sub-theme describes how participants felt guarded, or like they were 

holding back, with some building a feeling of trust and others feeling vulnerable about being 

disturbed by the environments around them. 

 

3.4.1 Sub-Theme 1: “You don't have to worry about getting somewhere and going into 
somebody's space”: On Home Turf 

This sub-theme explores how over half of the participants experienced relief at having therapy 

in their own space, as they described the stresses of travelling to in-person appointments. For 

several participants, having therapy at home meant they avoided knowing more about the 

therapist, which gave a sense of safety through the neutrality of the therapeutic environment.  



 68 

Therapy taking place through video meant participants were able to experience therapy from 

the comfort of their own home, in an environment chosen by themselves. Several participants 

described how this comfort avoided worries and anxieties around travelling to and from an 

appointment. As one participant states: 

“Because us old un’s we like loads of wee weezies. So when we got to do long journeys 

and things like that, especially in the cold like so it is more convenient” (Amber, 605). 

Amber’s use of “us old uns” reflects a warm, positive identification with being an older adult, 

while “wee weezies” conveys a childlike vulnerability when needing the toilet on public 

transport. This warmth contrasts with the discomfort of “long journeys” and “cold” winters, 

highlighting both the sense of community in ageing and the burdens of travel. The 

arduousness of travel feels to be the antithesis of a therapy session which may be focused on 

improving wellbeing, as though the travel to and from the therapy session eradicates benefits 

that may have come from the therapy. 

Another participant also described some of the worries they have travelling to appointments 

and how this contrasts with the ease and convenience of having therapy at home: 

“Well, I've had both, so I think it's very convenient to have video. I really like that. You 

know, you don't have to worry about getting somewhere going into somebody's space, 

stay in your own space. It's wonderful. That's really important. And don't have to sort 

of tidy up the place for somebody to come in and I don't have to travel to go somewhere 

else. And then there's the other formalities of knocking at a door, parking the car, and 

just find it was so very convenient to have it at home.” (Jess, 325)” 

This extract from Jess highlights the worries she feels when travelling to in-person 

appointments. She lists multiple different points within the journey when she would feel 

stressed – “getting somewhere…travel…knocking at the door…parking…” - I imagine Jess to 

be anticipating problems at each of these points, which feels laborious and effortful. I interpret 

Jess to feel overwhelmed by each of these different steps when attending in-person 

appointments. When Jess contrasts “somebody's space, stay in your own space” I get the 

sense she feels like she is intruding. Having therapy at home for Jess is “wonderful”, which 

feels warm and uplifting, and as though she feels grateful that she has the option and 

opportunity to have therapy on her own terms. 

For one participant, the convenience of having therapy at home also came from the monetary 

saving: 

“God at the moment, is two pound each way, but four pounds still a lot. It is for a single 

person, and they just got to pay all their own bills and everything.” (Amber, 1138). 
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Amber explicitly describes herself as a “single person” which speaks to her feelings of being 

alone, without family support. I sense some envy towards people who may have some more 

family support, and how travelling to appointments can highlight to her that she is “single” and 

lives alone. This feels like a shift in identities for Amber, having spent the majority of her life 

within a family support system, and now navigating travel and life stressors alone. I note that 

Amber was the only participant to speak to the monetary cost of travel, however, it feels 

significant as it highlights how people from varying socioeconomic statuses or with lower 

incomes may experience travel to and from therapy sessions. 

For several participants, having therapy at home meant it occupied less space and time: 

“And sometimes that was a relief, like, oh, well, that's okay. It'll, you know, it's just that 

hour, and I can fit it in then, because it's only an hour and I, you know, to go anywhere 

or be anywhere or do anything” (Simon, 316).  

As Simon describes relief from not having to “go anywhere or be anywhere”, it makes me think 

of how stress can build up for when having to go through the effort of travelling to an 

appointment. As though not having this pressure provides a feeling of relief and ease. I 

imagine Simon to almost dread the effort involved in the therapy sessions and speaks to the 

mixed feelings I imagine him to have around therapy.  When Simon states “it’s just that hour” 

it does feel as though the therapy session carries less importance. I wonder if this speaks to 

his feelings of video therapy itself and how that feels less important than say in-person 

sessions. In particular, the use of the word “just”, makes me think that in taking less time, effort 

and planning, it reduces the significance and power or significance of the session.  

The downsides of less effort involved was also echoed by another participant: 

“Again, when we make things really, really easy, do we also wake.. waste our time in 

in the shallows?” (Bonnie, 838)  

The imagery of wading in the shallows elicits feelings of caution and wanting to stay safe. It 

implies tentatively dipping in, as opposed to full immersion in therapy. There also feels to be 

a gentleness to the shallow water, where movement is slower and more deliberate, where we 

can see our surroundings and it feels less threatening.  

Further downsides to having therapy at home were described by another participant, who used 

our telephone interview to reflect on what the experience is like having sessions at home: 

“And I'm surrounded by all sorts of detritus which you can't see, thank goodness, which 

could be a big distraction. And I'm aware that as a client, that I am easily distracted by 

stuff.” (Jackie, 463) 
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Jackie describes how when feeling comfortable in one’s surroundings can be too comfortable, 

as she describes the “detritus” surrounding her. It seems like her attention is divided between 

the therapy session and her environment. This could also reflect how it can be easy for Jackie 

to feel intrusions from the outside world, perhaps speaking to difficulties in feeling settled 

internally if there is some chaos externally.  

For several participants, the was something about the neutrality of the therapeutic space 

created a sense of safety: 

“And also it kept an impersonal atmosphere between us, because I wouldn't have to 

enter her space, so I wouldn't have to have any curiosity about her space and what 

was in her room and what she was wearing, and how many rooms in the house and 

all that sort of thing. And was all that was very impersonal that really, really helped me 

just to the subject matter of what, what I was there for, and these other things didn't 

interfere with, you know, to do with her life. I didn't have to deal with her life in any way 

whatsoever and and I just dealt with her as a person who was just very caring and 

empathetic and was going to help me solve my problems, and I didn't need to know 

anything else about her. And so that was very good. I really, I really, have no objection 

to that at all. I much prefer it.” (Jess, 336). 

There is something about the therapist being anonymous which feels safer for Jess. As though 

seeing or knowing anything about them, might make them into a real person, which may result 

in her adjusting her behaviour or how she communicates. As she states “I didn’t have to deal 

with her life in any way whatsoever” she sounds passionate and clear about how little she 

wants to know about the therapist. I sense the determination in her voice, as though this is the 

one space where she doesn’t need to be faced with the issues of the other person, as though 

he is fed up dealing with other people’s issues. Although this anonymity provides a sense of 

safety and comfort, I also wonder if she minimises the opportunity for these aspects to be 

spoken about in therapy.  

Another participant also felt protected by the neutrality of a video therapy space:  

“So we're both coming with nothing, if you're coming with nothing, erm, so you can't 

judge, you can't make reference to anything …apart from, maybe that's a lovely scent 

in that candle, what is it? That might be the only one? But other than that, I would it 

removes the option for some investigation which may or may not be relevant. (Jackie, 

241). 

Jackie echoes Jess’s sentiment of appreciating a neutral ground as she values when both the 

therapist and the client are “coming with nothing”. I wonder though whether both people can 

truly be coming with nothing, or whether this is an illusion provided by video therapy, and 
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perhaps through the use of blurred backgrounds, that can be maintained, as opposed to 

challenged when attending sessions face-to-face.  

In contrast to Jackie and Jess’s experience of valuing a neutral background, others recounted 

how they were endeared through an unexpected disturbance in the background during a 

session. Several participants described how animals made an appearance on screen as 

Bonnie, recalled how she “didn’t really mind that much” (Bonnie, 433) when a dog entered into 

the room. Other participants expressed a similar forgiving attitude yet acknowledged these 

interruptions could still be distracting. Jackie reflected on her experience saying “all I could 

see was the dog behind and I have to say it was a bit of a distraction (laughs)… (Jackie, 439). 

Another participant states: 

“So we had a little joke, because I could see in the background, and I could see what 

she was doing and where she was sat, and she could see where I was sat and what I 

was doing, and, you know, things in the background. So we can sort of like break the 

conversation a little bit, like the serious bits, we just sort of break that by, like, her cat 

went past, and I said, it's a nice kitty you’ve got there (laughs).” (Amber, 49) 

For Amber, the presence of an animal provided some light relief. The way in which she fondly 

says “nice kitty” suggests a genuine affection for animals, as she recalls the experience with 

warmth and happiness. This gives the participants a glimpse of the therapist as a human and 

not just a therapist, something Amber recounts with warmth as they had a “little joke”. Amber 

describes this interruption to the session not as something disruptive, but as a “break”, a term 

used to indicate a welcome rest. This choice of word hints at how she may have been feeling 

bored or distressed in the session and speaks to the intensity one can feel of maintaining 

focus in a therapy session. 

 

3.4.2 Sub-Theme 2: “I always was able to look out at the garden during sessions”: 
Anchorage or Avoidance? 

This sub-theme speaks to the way in which over half the participants were able to create a 

sense of grounding and anchorage through having more responsibility and control over their 

environment; although the question is raised whether this was anchorage or avoidance. For 

others they found it more difficult to create a sense of containment. 

As one participant describes: 

“I liked it because I like, I feel comfortable where I'm sitting, like, in fact, I'm not sitting 

in the chair that I would use to work in. I'm sitting on a settee.” (Bonnie, 353) 
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Bonnie uses the word “comfortable” to describe how she feels having therapy from her own 

home. It seems important for Bonnie to make a clear distinction between her workspace and 

her therapy space, which I sense supports her to switch between different cognitive and 

physiological states. She seems to associate her work seat with her professional persona, and 

I wonder if this evokes a more directive part of herself. Sitting in a different place and on a 

“settee” feels like it slows down the pace, and evokes something more comfortable, cosy and 

safe. The “settee” feels like it is a secure and holding base, something not easily moveable. 

This external stable base helps give some containment and anchorage to the internal 

vulnerabilities Bonnie may be experiencing within the therapy.  

Several other participants echoed enjoying a sense of comfort in the session, as Amber 

describes sitting in her “nice, cozy little pyjamas (laughs)” (Amber, 677) evoke a sense of 

comfort and relaxation. Another participant felt grounded through being able to connect to 

nature:  

“I always sat in the same place. And I sat in the room at the back of the house that 

overlooked the garden so and so I always was able to look out at the garden during 

sessions….erm, so that just, I suppose, sort of just made it feel more… 

peaceful.”  (Lorraine, 622) 

Lorraine describes the continuity of sitting in the “same place” for each session, suggesting 

that the familiarity of the environment created a sense of predictability and safety for her. She 

mentions overlooking her garden, and the surrounding nature, and I imagine that during 

difficult moments, she gazed out the window which provided calming refuge. This imagery of 

the greenery evokes a sense of grounding and stability, looking out into nature that is constant 

and predictable. I wonder if it could feel challenging to experience co-regulation of emotions 

through a video screen, and whether the natural environment of the garden served as an 

alternative source of grounding. This could also however, be a way of avoiding the 

conversation, and avoiding feelings, by gazing into the garden rather than focusing on the 

screen itself. 

In contrast to the purposeful containment others experienced, another participant reflected on 

the way in which she found it difficult to exercise the same control:   

“So, and I was a bit apprehensive, because part of the therapy for me was the journey 

to the therapist, where you get yourself organized in your head while you're driving 

along, but you wonder what's been bubbling up? Oh yes, it's that, you know, we'll talk 

about that. Isn't it lovely weather today or whatever? And it's very different when 

you're doing video, because you're straight in, if you like, it's sort of, oh gosh, right. 
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You've got to sit down and have a session, and you don't give yourself the same sort 

of time to get in the zone, should we say?”. (Jackie, 424) 

As Jackie enters a video therapy session, she exclaims, “Oh gosh, right”, capturing the 

suddenness of being thrust into the therapeutic space without giving herself any transitional 

time.  Jackie seems to be swept up in other responsibilities, making therapy less of a priority, 

leaving little time to prepare or “get in the zone”. When attending in-person appointments, she 

reflects on what’s been “bubbling up” which suggests an emotional check in to notice which 

emotions have surfaced. Without this process, Jackie enters into the session unsure of what 

she wants to explore, which I sense leaves her feeling less in control and more vulnerable. 

Whilst it seemed easier for Jackie to overlook her emotional needs before a video session, 

she made a deliberate effort to light a candle, something which she replicated from her in-

person therapy experience. This makes me think it is easier for Jackie to implement grounding 

when she has been guided by the therapist, and how it can be difficult for her to make space 

of her own volition. Jackie speaks further on the appreciation she has for grounding qualities 

of a candle: 

“It's, it was, gosh, it was like the warmth. It was something to focus on it and the scent. 

I never did find out what the scent was. So it doesn’t matter, you find one your end, but 

it's, it's this, I mean, I like..lavender's the common calmer of nerves, etc. So if you have 

that sort of scent going on, it can, obviously, that can have some impact on your mood, 

because it's actually something really sensory… which I think enhances the work 

you're doing. If it's on video, because it's, it's bringing in a wholeness to the encounter, 

instead of just being on a flat screen.” (Jackie, 283) 

Replicating the candle from her in-person therapy sessions seemed to trigger her memory and 

recreate the atmosphere and sense of containment. I wonder if the candle serves as a 

transitional object, helping her to feel a sense of safety and continuity with her therapy 

experience. The emotion and enthusiasm with which she speaks about the candle, gives a 

sense as to the disruption she felt when having to move from in-person to video therapy during 

the COVID-19 pandemic, as though it was some source of stability she could hold on to. The 

candle also seems to transform her experience from a two-dimensional experience to a three-

dimensional experience, activating senses that may otherwise be lost in this experience, such 

as a change in sight, smell and a change in touch, something which is the “calmer of nerves”, 

suggesting Jackie’s nervousness around the video therapy sessions. 
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3.4.3 Sub-Theme 3: “Could anybody just pop into the session?”: Holding Back 

This sub-theme reflects how six participants described their experience of trust and safety 

within their therapy sessions. Some participants built a trusting relationship with their therapist 

which made them feel safe and secure. However, for others, there was a wariness, with 

participants reporting a hyper-vigilance towards background interruptions during their 

sessions, creating a sense of holding back. 

One participant speaks to their feelings of safety in the encounter: 

“I think very quickly, or quite quickly, I realized that actually it did feel safe…This was 

somebody that I could trust. Whether I was online or face to face.” (Delilah, 188). 

Having had face-to-face sessions with her therapist several years before, in the interview 

Delilah had expressed concerns as to how switching to video would differ. When she says 

“this is somebody I could trust”, it speaks to how for Delilah, her feelings of safety were based 

on the relationship with the therapist herself. It is as though Delilah was able to experience the 

personal qualities of the therapist through the screen in the same way she did in-person, and 

this relationship seemed to protect against other potential threats to safety. Another participant 

speaks to building trust online with a new therapist:  

“I suppose, you know this, like trust that is built up to be completely open, you know, 

and that's quite… to actually feel comfortable enough and trusting enough in 

someone…. to be able to be completely open and not hold back…. Because I felt then, 

if I hold back, I'm not, I'm not necessarily going to get all the help that I need… 

erm, because I'm keeping some things that are quite important hidden…. Yeah, so 

that, you know, for somebody to be able to, to build up trust quite quickly…was great 

(laughs).”  (Lorraine, 482) 

In this extract, Lorraine reflects on how trust enables openness. As she says, “because I'm 

keeping some things that are quite important hidden…” prompts me to consider whether 

Lorraine is used to concealing aspects of herself from others. Throughout the interview, I 

visualised Lorraine as a butterfly emerging from a cocoon. Her accounts of holding back and 

hiding evoked a sense of confinement, isolation, and darkness, offering insight into how 

guarded she felt. As trust developed, it seemed that Lorraine allowed the therapist access to 

these previously hidden parts of herself, ultimately emerging from the cocoon and expressing 

her authentic self. 

In contrast to the “completely” open and trusting relationship Lorraine experienced, several 

participants expressed less trusting experiences: 
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“Probably there is a bit of a barrier, I suppose, when you're looking at somebody via 

the video link, and you don’t know who they are, or you know what they're obviously 

what their motives are, probably the wrong word, but you know. You’re sort of trying to 

listen to what they're saying and trying to… they're trying to help you.” (Martin, 141) 

When reading this extract, I am struck by the Martins selection of words. He describes there 

being a “barrier”, something that seems to prevent him from fully opening up. Although he later 

retracts this term, he describes the therapists’ intentions in terms of “motive”, which carries a 

tone of suspicion. This word “motive” conjures the image of Martin as a detective, being 

curious or even wary of the therapist’s underlying agenda. This raises the possibility that 

Martin struggled to trust that the therapist was genuinely who they claimed to be.  

A sense of suspicion was also expressed by another participant:  

“Was it secure, you know, with, with, with, you know, I think that was one of 

my concerns. Could anybody just pop into the session?” (Delilah, 401). 

Delilah expresses her concerns around the security of the video therapy room itself, or what I 

thought of as the third therapy room. She questions whether anybody can “pop” onto the 

session; the use of the word “pop” indicates something brief and quick, as though it felt likely 

someone could jump onto the session out of nowhere. I imagine Delilah to feel wary, and like 

she is holding back in session; as though she can’t fully relax or disclose personal content for 

fear of someone intruding.  

Whilst Delilah expressed an awareness for interruptions via the programme itself, others sat 

in fear of background disturbances: 

“You’re still in your own environment, then you’re responsible in your own environment 

for things that go on around it. So….you…you probably, I sense that you can never 

truly be as open and….erm…or get to those parts of your brain that want to be 

unlocked, because you’re always slightly aware of something that might happen 

around you…….that would be my old fashioned and aged approach.” (Jackie, 713) 

I imagine Jackie to be on guard in her surroundings, preventing her from fully immersing 

herself in the therapy session. She describes being unable to unlock some parts of her brain, 

as though there are barriers or protective shields, she is unable to get past. However, Jackie 

expresses some uncertainty as she voices this opinion, as there are multiple pauses, and she 

uses adverbs such as “probably and slightly” which introduce a sense of doubt. She describes 

her view as “old fashioned and aged”, which minimises her experience and attributes this to 

her age, and I wonder if myself as the interviewer being younger, she is apprehensive about 

me disagreeing with her, and is thus holding back. 
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In addition to being aware of their own background, participants also noticed their therapists 

background, with one participant appreciating how their therapist always sat in the same place: 

‘And you know, I got used to, I would know, because she was always in the same place 

and I was always in the same place. So I guess that in itself, makes it safe, doesn't it? 

It makes it in some way, contained and predictable. So you know that, er, you're not 

going to open up onto zoom and it be somewhere very different.’ (Delilah, 261) 

For Delilah, the predictability and reliability provided of the background offered a sense of 

stability and continuity. When she says “she was always in the same place and I was always 

in the same place”, it feels like there was an unspoken bond between the two of them, where 

each were holding a safe and consistent space for each other. It highlights how communication 

can be implied and inferred, without ever being discussed.   

Whilst Delilah spoke to the appreciation of a safe background, others had a conflicting 

experience: 

“She was in her hallway, I think she had a big, a big Glasgow Hall in a flat, one of those 

tenement flats. And so I was in a hallway, and I felt like that’s a bit weird somehow, 

and to feel contained enough like somebody’s going to walk in the front door in a 

minute….” (Bonnie, 406) 

Reading this gives rise to a feeling of being exposed in the “big big hall”, as Bonnie vividly 

describes being in a large hallway - an expansive, empty space that feels too vast to ever feel 

contained. This stands in stark contrast to the sense of containing Delilah described. The 

space Bonnie depicts feels intrusive, as though someone is listening in. When she says “I was 

in a hallway”, I sense Bonnie to feel dismissed or uncared for, being placed in the least safe 

room in the house. As Bonnie uses the word “weird”, I imagine her to feel unsettled and wary. 

This seems to reflect a deeper distrust, perhaps not only of her surroundings but of the 

therapist as well.  

Along similar lines, Bonnie reflects on another video therapy experience where the lack of 

safety came from not the room itself, but the objects within the room:  

“That was something that I did with a therapist, a man, a few years ago, and behind 

his head on a mantle piece on the other side of the room, there was a thing that looked.. 

it was hard to see exactly what it was, but it looked like a doll, and it looked like a black 

doll, a doll, a black doll, like black and white minstrels’ doll. And after a couple of 

sessions, I had to say to him, what’s that thing behind you on the mantle piece, 

because its really bothering me. He didn’t explain exactly what it was, but, but he did 

take it away.” (Bonnie, 466) 
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There is something about how Bonnie felt safe, but also unsafe within this extract. The sense 

of unsafety coming from a background she found offensive, something which she tolerated for 

several sessions before mentioning. Yet, her eventual ability to voice this concern also speaks 

to a growing sense of safety within the therapeutic relationship, perhaps one that needed time 

to develop. I wonder if the video format itself made it easier for her to address this issue and 

gave her a greater sense of power. When she says “I had to say to him”, it alludes to an 

internal conflict; on the one hand, her feminist values compel her to address the issue, while 

on the other, it seems as though she needed to summon the courage or readiness to do so.   

 

3.5  GET 3: Seen Through a Screen 

This theme includes the experiences of seven participants and explores the way in which they 

felt seen through a screen, speaking to the way in which they were able, or unable to build a 

deep and meaningful connection through the screen. The importance of feeling seen, 

particularly for older adults seems to be linked to their confidence and identity, as one 

participant states “Nobody gives a fuck about what I think, nobody looks at me.  Nobody winks 

at me, nobody has any interest, romantic interest whatsoever, from anybody ever.” (Bonnie, 

33).  

The first sub-theme examines participants’ experiences of invisibility both inside and outside 

the therapy room. The second sub-theme considers the varying sense of closeness and 

distance participants described when engaging in therapy through a screen. The third sub-

theme highlights how reassurance was derived not only from observing the therapist’s face, 

but also from the reciprocal experience of being visibly acknowledged by the therapist. 

 

3.5.1 Sub-Theme 1: “We're not worth.. we're not worth it to anybody anymore.”: 
Fading From View 

This sub-theme explores how six participants experienced feeling invisible in the world outside 

the therapy room, but also at times inside the therapy sessions themselves. It feels valuable 

to understand the context of coming into therapy as an older adult, particularly due to a parallel 

process of invisibility occurring both inside and outside the therapy room. However, there was 

some divergence, with other participants describing how the visibility they had in session 

provided a stark contrast to that they experienced outside.  

For several participants, invisibility was experienced within in the wider context of society: 
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“As a feminist, I spent much of my life trying to avoid the male gaze and but now I'm 

in my 70s, just about.. I'm kind of thinking, oh!... okay, invisible, you know, not of any 

interest to anybody in any sense whatsoever, either physically or intellectually or, you 

know, there is a little bit of a sort of, “Oh, my God. How am I going to keep working and 

how I, how am I going to, how am I going to deal with my ego and my self-confidence 

as I as I go into my 70s.” It's interesting. It's quite interesting.” (Bonnie, 41) 

Bonnie reflects on how she used to “avoid the male gaze”, describing how this attention felt 

unwanted or intrusive. It feels like Bonnie has shifted from resisting this gaze, to now 

confronting the erasure that comes with ageing. I hear a conflict between two parts of her 

identity, the part of her who is a feminist and feels how the “male gaze” positions women as 

objects in society, and the part of her identity that feels powerful and wants to be seen. It feels 

like Bonnie is stuck, with too much attention feeling objectifying but too little attention leads to 

a feeling of invisibility and a loss of social value.  

Whilst Bonnie experienced conflicting identities, another participant experiences invisibility as 

a rejection from society: 

“There's no point in anything anymore, because that's how they made you feel. You 

know, the world, the society, how the world is coming on. It's like, one of the old 

donkeys in Spain innit, and they just push them off the side of a cliff, because they're 

useless. We're not worth we're not worth it to anybody anymore. We don't work 

anymore. We don't pay taxes anymore. But once you're 60, if there's anything wrong 

with you, you don't go to that surgical ward anymore for that particular thing that's 

wrong with you. Do you know you go to a geriatric ward? Yeah, whether you got a 

sore front, sore bum, sore foot, you don't go to that particular ward for the sore bum. 

You go to one ward where all the geriatrics go for all the ailments. That's where you 

go. How about that for ageism!” (Amber, 1044) 

As Amber repeats “we’re not worth it”, she highlights the way in which society views her as 

useless and worthless. When she says “How about that for ageism!”  I hear her moral outrage 

and anger at this injustice. I notice how Amber contrasts we and they, speaking to a sense of 

comradery and safety with her peers, as though they are in battle with the external world and 

society that devalues and causes harm. When she says “once you’re 60”, she is speaking to 

a temporal threshold, and how there is a clear life boundary that changes how someone is 

treated.  I also reflect with Amber through the passionate tone and use of colloquial language, 

there is an authenticity and immediacy to her communication, how she is talking from the heart 

with little reserve or caution. I wonder whether she is like this in every interaction or if she 

experiences me as an older adult ally, as opposed to the system. Although there is clear 
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frustration in this extract, her comparison of herself to a “donkey” and her reference to having 

a “sore bum” introduce a humorous tone, which reflect Amber’s personality and hints at a 

source of inner strength, that despite the societal shifts, she remains the same person. 

Whilst both Amber and Bonnie describe their experiences feeling invisible within the wider 

community, several other participants described this experience within their closer social 

groups. As one participant states: 

“And you know, to be listened to… was I… mean, even just talking about it now, it's 

quite emotional (crying), because I felt so shut down, you know, with my interactions 

with people who were my friends…erm… you know, and I just felt quite lonely…….So 

that was huge…”. (Lorraine, 459) 

Lorraine describes how she felt “so shut down” which speaks to an emotional emptiness and 

closing off from others. I imagine her suffering in silence with her friends, feeling she had no 

voice or power. Lorraine juxtaposes this emptiness, with the attentiveness and care she 

received from the therapist, that was “huge”, as she transitions from being shut down, to 

opening up. When she cries, I sense the love and gratitude for her therapist, highlighting how 

something as simple as being listened to, can be as rare as gold dust.  

In contrast to Lorraine’s experience of feeling visible and seen within therapy, several other 

participants described moments when they felt invisible to their therapist:  

“Obviously she was, you know, constructive in what he was saying about making time 

for myself and trying to relax and all this type of thing. And doing these various 

techniques for…um… you know.. helping with my sleeping pattern… like.. doing more 

exercise.. ah that was one of the big things actually, do a lot more. Like going out 

and walking.”  (Martin, 148) 

I pick up on this sense of invisibility in Martin’s account, yet it’s not so much about what is said, 

but rather about what remains unsaid, what is invisible in his words. As Martin describes his 

therapy, he seems to frame it in terms of outcomes and practical benefits as he describes the 

tasks he was recommended to do. However, the language he uses to describe these changes 

feels restrained. Words like “constructive” suggest functionality but lack the emotional depth 

or intensity, with the perfunctory tone in this extract suggests an absence of emotional 

connection. It is almost as though whilst the therapist provided the tools and techniques, Martin 

didn’t experience this therapy as a relational experience and didn’t feel truly seen or visible to 

the therapist.  

Another participant was more explicit about feeling unseen in sessions: 
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“There were four or five of these round icons, and they blocked her face even more. 

See her face hardly with… with this interference on the bottom of the screen, and her 

face being so down on the screen. And I asked her, I said, you know, could you please 

make it so I can lip read? And she did it, and it lasted for about five minutes, and then 

it went down again to how it was, and I'm not quite sure what her technical setup was. 

It wasn't satisfactory from that point, yeah, but it didn't stop me, stop us communicating. 

I just felt a little bit frustrated sometimes.” (Jess, 254) 

Jess not only struggled to see the therapist physically, but when she raised this issue and it 

remained unresolved, she was left feeling unseen. I sense that asking for this adjustment 

required courage from Jess, as though expressing her needs carried an emotional risk of 

rejection or dismissal. The therapist is also positioned here as the person who has the power 

to accept or reject her needs. When this remained unresolved, I hear her anger, which she 

appears to minimise when she says she felt “a little bit frustrated”. I imagine Jess continued to 

struggle throughout the sessions and whilst this may not have disrupted the overall 

communication, I suspect it triggered moments of anger throughout the course of therapy, 

which I imagine to be also invisible and unspoken. In addition to the visual invisibility between 

herself and the therapist, Jess also experienced an emotional one: 

“I was disappointed that she didn't go into it because this was my mother. I thought it 

was a failing on her part, and I couldn't understand why she always shied away from 

that subject whether she had a problem with her own mother. She didn't want to talk 

about my relationship with my mother, and it's equally destructive. I didn't understand 

her logic, but maybe it was doing her training that she was only interested in the awful 

effect of parental fathering. I don't know, I didn't go into it with her, but I just knew that 

I had to make up that deficit myself.” (Jess, 411) 

Jess reflects on why her relationship with her mother was overlooked in therapy, attempting 

to make sense of the therapist’s omission. She describes this as a “failing” and feels let down, 

suggesting that she believed it was the therapist’s responsibility to address the topic. Jess 

appears sensitive to others’ emotions, noting that the therapist did not explicitly shut the topic 

down but “shied away” from it. When she states, “I didn’t go into it with her, but I just knew that 

I had to make up that deficit myself,” it suggests a willingness to work harder independently 

rather than risk a potential conflict. Simultaneously, she experiences the therapist as “just such 

a lovely, gentle, friendly person” (Jess, 72), which raises the possibility that the therapist’s 

warmth may have made Jess less likely to raise the issue for fear of upsetting her or 

compromising the therapeutic bond. 
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One participant described a shadow side to feeling seen within a therapeutic context, 

describing what happens when we are unable to find that level of visibility outside the therapy 

room: 

“And it didn't matter whether it was zoom or face to face, you know, there was, there 

was something about, about that, you know, the depth that we went to together, that 

when I was talking to my supervisor, that I was talking about, it's just her responses, 

and I thought, just don't think you get it. And then I feel frustrated, and then I feel really 

isolated, and then I feel very alone with it, you know? So, yeah, so it's a double-edged 

sword anyway, because I wouldn't not want to have this awareness, the knowledge 

and understanding, but I think having it, it's sometimes, yeah, quite lonely.” (Delilah, 

615) 

Delilah describes how allowing herself to be truly visible within the therapy room created a 

feeling of isolation and loss outside of it, as she longs for that visibility in her interactions with 

others. It seems that the attentiveness and understanding she felt from her therapist is 

something not easily replicated or experienced.  

 

3.5.2 Sub-Theme 2: “An Old Mate”: Near and Far 

This sub-theme explores how all but one participant described how through a video they felt 

a sense of closeness, or for some, a distance through a screen. For some participants they 

could feel and experience the whole of the therapist, whereas for others there seemed to be 

parts missing. 

Amber describes the friendliness and openness conveyed by seeing the therapist in her video 

sessions which brought about a sense of closeness: 

“It was a bit like seeing an old mate. It was so funny, because it's like, I never done it 

before. And anyway, she pops up, and she said, Hello!, XXXX. And it's like, oh, I find 

it quite exciting, yeah, and she was really nice. So it was like, it's like an old 

mate.” (Amber, 139) 

As Amber talks, I can hear the nervousness at speaking to someone new. It seems the 

emotions of nervous and excited sit closely for Amber as she experiences both in close 

succession as she shifts from strangeness (“I’ve never done it before”) to comfort (“quite 

exciting”). She describes the therapist as feeling like an “old mate”, harkening to a familiarity, 

as though she has met her somewhere before, despite meeting her for the first time. This feels 

like a paradox where something entirely new also feels like a reunion, something that feels 

like it happens when her face “pops up” and they are able to see each other. This suggests 
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that Amber experiences seeing and feeling seen relationally, and this can occur quite quickly 

through feeling the therapist’s human warmth and friendliness. Amber further highlights the 

closeness she felt with the therapist, particularly through seeing her through a screen: 

“You can almost touch them, if you know what I mean.“ (Amber, 625). 

This feels open to two interpretations. On the one hand, there is a sense of closeness, Amber 

describes feeling the therapist’s presence so vividly that despite being in separate spaces, it 

was as if they could touch. On the other hand, the word “almost” hints at something lacking, a 

nearness that remains just out of reach. As though the connection is incomplete and not quite 

as fulfilling as being physically present together. Another participant also described a sense 

of closeness, but perhaps also with some distance: 

“I think, because just that, the size of her face was just that it was, it was almost as 

though she was in the room with me….. where, I think…. you know, maybe, maybe 

doing, I mean, I don't know, because we didn't do it on the phone. We always did it on 

the laptop….Erm, So maybe it, maybe it would have been the same (unsure in tone), 

but it was it just, I suppose it was like the next step from face to face to laptop. And we 

could have gone, could have gone to phone… but it just felt as though, yes, that, that 

she was a real presence in, in the room, rather than, you know, just a little picture on, 

you know, a little screen.” (Lorraine, 367) 

Similarly to Amber, Lorraine also uses the word “almost” to reflect on how close the interaction 

felt in comparison to being in the same room as someone. There is repetition of the word 

“maybe” as Lorraine mulls over whether the size of her face had an impact. There was 

something about the amount of space the therapist took up in the room, and the size of the 

screen that gave her a “real presence”, which seems as though she could feel and sense her 

in the room with her, as though she wasn’t alone. She contrasts this with a phone that would 

have made the therapist “just a little picture on, you know, a little screen” which feels to be 

mechanical and of minimal impact. This contrast speaks to a richness and lifelikeness of the 

interaction Lorraine experienced, as though the therapists humanness was able to pour out 

into the room.  

In contrast to the closeness experienced by Amber and Lorraine, another participant had 

mixed feelings as to the felt presence of the therapist. Simon described experiencing some 

warmth from her - “And she was a fairly sort of motherly sort of person” (Simon. 457); implying 

someone who is caring, supportive and safe. He also experienced missing the physicality of 

the full body: 

“The you know, her presence was very….what’s the word….er…. unmoving. So it was 

very verbal, you know, depending on what I said. So as I say, you know, I said the last 
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time we talked, there were pauses, significant pauses, and, er… that that was some 

deepening, but it it felt.. on reflection, kind of static. She always seemed to be in one 

place…. I suppose I remark that because I tend not to be static, I tend to sort of gesture 

quite a lot.” (Simon, 236) 

Simon’s description of the lack of physicality in the session appears to have a double meaning. 

As he says the word “unmoving” he describes not only the physical movement of the therapist, 

but also the way in which he felt emotionally unmoved, or numbed, by the therapist’s presence. 

I wonder if he experienced the therapist as cold in some way. Simon also uses the word “static” 

which can be used to indicate interference, suggesting he felt the video medium interfered 

with his ability to get close to the therapist. 

In contrast, another participant described how they were surprised that the lack of physicality 

had less impact than they thought: 

“Yeah, and there was a there was a thought that maybe because it was being video, 

you..you didn't have to give as much commitment to it, if that makes sense, if that's the 

right word to use, that you don't have to be wholeheartedly committed to it in the same 

way, because you can't be… you can hide behind a screen, which is probably my 

understanding, maybe. Whereas when you face to face, you get the whole person, and 

every nuance of body language is important. You don't have that same experience 

when it's video. But actually it can be (laughs).” (Jackie, 150) 

When Jackie describes the “commitment” involved in having video therapy as being less than 

in-person, I imagine she refers to the level of emotional exposure she would experience 

through a video screen. Jackie describes how she thought she would be able to “hide behind 

a screen” which feels like a metaphor for concealment, suggests some avoidance or 

concealment of herself, as though she felt like she needed this barrier as protection. Jackie 

imagined the screen to be both be a shield and a barrier, but it seems like it was neither of 

those things; in fact it feels like she found the sessions more disarming than expected. 

The feelings of closeness for several participants, provided a welcome counterbalance to 

some of the heaviness of the content of the therapy as one participant describes: 

“I found her really inspiring, because she was so friendly and open. And at that point, 

I didn't have anybody in my life apart from my family, that I felt was friendly and open. 

Everybody was all completely neurotic around me, and so she was, she was very 

welcome every week. And so she's she had a completely different way of looking at 

things than other therapies that I've had, dealt with ongoing situations. She wanted to 

go right back to my childhood, which she did in a very heavy manner, which I found 

really quite as being raked over. But then, on the other hand, I felt it was being helpful, 
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and she did in a very supportive way, but it was new stuff. That was quite disturbing.” 

(Jess, 28) 

Jess describes the therapist as a “welcome” change compared with the “completely neurotic” 

people around her, suggesting that sessions offered relief from difficult interpersonal 

interactions. Her phrase “each week” conveys a sense of reliability and consistency, while 

describing the therapist as “friendly and open” indicates a feeling of safety within the 

relationship. This stable grounding appears to have provided a secure base from which she 

could engage with “heavy” material. The metaphor of “raking over” suggests that therapy was 

probing and unsettling rather than gentle, evoking the physical and emotional sensation of 

hidden or raw material being brought to the surface, exposing Jess to difficult feelings. 

A similar sentiment was described by another participant, who also found the closeness to the 

therapist provided a safe base from which to explore more emotive content: 

“As I say, I feel quite emotional talking about it, I think as we.. because we, we, in a 

way, we worked it out together because she, she'd had very little experience of working 

with twins or a twin. Erm, and I was really just trying to understand myself and 

what, what the, what the twin identity and what, how that fits with my own individual 

identity, my self identity, and how did those.. how did that fit together, you know? So it's 

really we really worked. We worked so hard together to make some sense of it, to 

make some sense of therefore, what that was like as a child.” (Delilah, 527) 

The repeated use of “we” highlights a closeness, by suggesting there was a comradery and 

team effort. This shows they were working through things together, evoking a feeling of 

closeness, as though they were alongside each other. I wonder if the “we” also speaks to the 

merging of the different parts of herself as a result of the therapeutic process; that is, her twin 

identity and self-identity are now integrated.  

In contrast to those highlighted above, one participant found that when the content of material 

in session was emotional, they felt a distance rather than a closeness: 

“I was saying it felt strange at times when it would have got more intensely emotional..,. 

that's when it felt strange you're like, you know, kind of crying in a room on your own.. 

behind a screen You know, it wasn't, it wasn't unpleasant, and it wasn't sort of, but, 

you know, I just kind of know from doing how, you know, I've taught a lot of counselors, 

I've done a lot of training, I've done a lot of group work, that somehow there's sort of, 

some of the intensity of working through…er… emotions seemed to be a bit kind of 

missing…..” (Simon, 53). 
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Simon highlights the strangeness of crying in a room “on your own”, which speaks to him 

feeling isolated in these moments, as though emotions move him away rather than towards 

the therapist.  It is as though video therapy is capable of evoking difficult and painful emotions, 

in him, but he is unable to experience the therapist as supportive and receptive in the same 

way back. For Simon, it seems like working through emotions is not just an internal, but is 

more of an interpersonal experience, that relies on sharing a space with someone else and 

an embodied interaction. This is highlighted when he says later how “maybe needs to hold the 

hand or something” (Simon, 80), suggesting how Simon relies more on bodily communication, 

than verbal. 

Simon made suggestions for what he felt would have brought about a greater sense of 

closeness: 

“I think…. talking about it more frequently, talking about, hey, we're meeting online. 

How is that feeling? How are you feeling? This is strange or a bit too distant 

sometimes. She never asked me questions like that. That would have been helpful.” 

(Simon, 330).  

For Simon, the elephant in the room remained unaddressed, as the strangeness of having 

therapy via video remained unspoken between them. When Simon says “she never asked me 

questions like that” I imagine him to feel unseen by the therapist, as he struggled with feeling 

a sense of distance that appeared unnoticed. I interpret this silence as something that affected 

the therapeutic relationship, creating an undercurrent where important experiences and 

feelings were present but left unsaid. It strikes me Simon did not raise these concerns himself, 

taking more of a passive role in therapy, perhaps speaking to a power imbalance, or a felt 

sense of worthlessness where his perspectives don’t matter. This unspoken layer may have 

deepened Simon’s sense of disconnection, reinforcing a sense of invisibility. 

Whilst Simon experienced the distance as a barrier to feeling seen, another participant 

experienced the distance as protective:  

“…more emotionally protected and self-protecting, but also a little bit more in control. 

And I could always, you know, end the call, if I wanted to, you can’t easily do that in 

the room. Not so easily.” (Bonnie, 163). 

For Bonnie, having some distance between her and the therapist provided a sense of safety 

knowing she could easily “end the call”. This easily accessible escape route gave Bonnie the 

freedom to withdraw if she felt unsafe or vulnerable. Sitting in a separate room to someone 

we may feel less aware of their physical presence, and they may feel less imposing. I wonder 

if for Bonnie, this made her feel more powerful and as having more agency. Ending the session 
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from a distance feels safer as Bonnie doesn’t have to hear or manage the other persons 

reaction. 

 

3.5.3 Sub-Theme 3: “if your bottom lip starts to tremble, she can see that”: Seeing and 
Being Seen 

This sub-theme describes how over half the participants experienced seeing the therapists 

face, and the therapist seeing their face, as being reassuring. There seemed to be a comfort 

and security for many in seeing and attending to non-verbal communication, alongside verbal 

communication.   

Even prior to commencing therapy, one participant had a sense of the therapist based on her 

photograph: 

“…because she was exactly how I thought she would be from her photograph (sounds 

happy). Yeah, there was sort of gentleness and warmth about her”  (Lorraine, 400). 

Lorraine describes the fantasy she had of her therapist prior to meeting her, as though she felt 

a sense of closeness from seeing her picture. Lorraine uses the words “gentleness and 

warmth” to describe the therapist, which are both words that evoke the sense of touch, that 

feel soft, safe and warm. These qualities were permeated and be felt by Lorraine through a 

picture and also through the screen. 

Other participants described the way in which the therapist seeing their face, allowed them to 

feel more at ease: 

“Yeah, more, like, at home, and when you're talking about things, especially if you've 

got, like, you know, depression, things and that sort of thing, and you're sort of worried, 

you need to be at ease. You need to relax. When you get a bit all confused and a bit 

cuff-ffuld and a bit stressy, you've you forget what you're trying to say. Well, I do. I think 

a lot of us older ones do we forget what we're trying to say.” (Amber, 59) 

Amber emphasises the importance of feeling at ease when having therapy sessions. She 

describes some of the difficulties she experiences in communication, outlining how she feels 

“cuff-ffuld and a bit stressy”, and there may be a parallel process in the interview where she 

hesitates as uses filler words such as “like”. Amber experiences both psychological and 

somatic states as being intertwined, almost as a vicious cycle with stress and worry obstructing 

communication, which then creates a barrier to resolving the stress and worry. As Amber says 

“you've you forget what you're trying to say. Well, I do. I think a lot of us older ones do” I hear 

a self-consciousness as she moves from externalising the forgetfulness, to taking ownership 

of it, to making it part of her group identity as an older adult. This makes me wonder if the 
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forgetfulness is something she is ashamed of and being in a situation where she can see the 

therapists face helps her to feel calmer, reduces this shame. Amber continues: 

“So she could see me smile and or if, or if your bottom lip starts to tremble, she can 

see that, and she can detect it, so she can change her tone of voice, or she can give 

me a bit more reassurance, or say, you know, would you like a break a minute get a 

glass of water? You know, it's always, it's all right. You know, she can do the sympathy 

it was, so I don't worry everybody that when somebody can't see your face crumbling, 

or, you know, a bit different.”  (Amber, 102) 

This extract suggests how Amber finds it difficult to verbally express her needs or how she 

feels, and at times relies on people to read her expressions to best support her. She uses the 

term “face crumbling”, an idiom, to describe signs that she is going to cry, which makes me 

think of her emotions being written across her face but not always verbalised. She experiences 

greater attunement to her needs from the therapist when they can read her body language 

and facial expressions. I am curious about the language used by Amber when she says “do 

the sympathy”, which makes me question whether she always experiences sympathy as 

genuine, or perhaps there is an awkwardness with her feeling comfortable accepting sympathy 

or care from others. 

Whilst Amber and Jackie describe the reassurance they feel by knowing that the therapist can 

see them, another participant speaks to how seeing the facial expressions of the therapist can 

cause them to feel comfort or discomfort, depending on the therapist: 

“I don’t get on very well with the blank faced psychotherapist” (Bonnie, 392). 

Bonnie expresses a dissatisfaction with more traditional therapeutic modalities. The use of the 

word “blank” elicits an image of a person talking to a brick wall, as though she might as well 

be talking to herself. Whilst she doesn’t explicitly describe how she feels in the presence of 

blank expressions, I imagine her to experience some discomfort as there is a sterility or 

detachment, rather than a warmth or humanness she might hope to find in a therapist’s face.  

Another participant also highlighted how seeing the face through a video can create a sense 

of discomfort: 

“It’s all faces and not, you know, because, like, I often maybe look into the 

distance when I'm talking about something. Do you see what I mean? And having that 

sort of eye to eye contact, and sort of, you know, front of face to front of face contact, 

I think is, is probably a bit, yeah, it strikes me as slightly unnatural.” (Simon, 379) 

When he says “it’s all faces” I sense there be something intimidating about having the 

permanent gaze of the therapist. There is something about how Simon describes the “eye to 
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eye” contact, that feels animalistic, maintaining strong eye contact, almost as though there will 

be a fight. I interpret this to mean that Simon feels intimidated or intruded upon by having the 

full attention of the therapist and perhaps feels pressure to maintain eye contact (or emotional 

contact) when he would rather look away. 
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4 Discussion 

 

 

4.1 Introduction to Discussion  

The Analysis chapter presented the themes resulting from an Interpretative 

Phenomenological Analysis of eight interviews exploring older adults’ experiences of video 

psychotherapy. In order to remain closely aligned with participants lived experiences, relevant 

literature was deliberately not referred to within this chapter.  

The Discussion chapter will explore the literature in line with the findings presented. The 

chapter will be structured in three parts: 

The first part will provide a brief overview of the themes, before examining each theme in 

reference to the existing literature. This will include both literature introduced within the 

introduction and new aspects of research not anticipated. Given the limited research in this 

area the discussion will incorporate findings from studies on broader populations including 

video therapy with all ages and wider literature on older adults.  

The second part will explore two overarching concepts that appeared to underpin the themes 

and were fundamental to older adults’ experience and the way in which older adults experience 

those around them: ‘Existential Ageing’ and ‘The I-Thou Relationship’. 

Finally, the chapter concludes with a critical review. This will discuss the clinical implications 

for counselling psychology and wider psychological therapy services, evaluate the strengths 

and limitations of the study and offer recommendations for future research. 

 

4.2 Theory and Literature 

 

4.2.1 GET 1: Fearing Loss 

The first GET, ‘Fearing Loss’, described how the participants context and experiences with 

loss provided a catalyst for help seeking through the sub-theme ‘Confronted by Mortality’. With 

this background context, participants came into therapy experiencing ‘Uncertain Connections’, 

fearing being unable to connect with the therapist, both physically and emotionally. Some 

participants blamed themselves for challenges with connecting, whereas others took 

measures to manage their worries. In the final sub-theme, ‘Connection as Cure’, participants 

experienced making a connection with the therapist as magical, surprising and pleasant. For 
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many, connection worked as a quick antidote to the fear of loss, whereas for others this 

process was more of a gradual adjustment.  

It is striking that all but one participant described experiencing losses; including loss of 

employment, ending of relationships, loss of physical capabilities, loss of social status and 

deaths of family members. Although losses can occur at any age, older age has been 

described as a succession of losses, which can be gradual or sudden, and is said to lead to 

separation of the self in relation to others (Butler & Lewis, 1982). 

The experience of loss felt close to the surface for participants, as they experience physical 

illness and death as being “heavy” (Bonnie, 125) and “unsettling” (Lorraine, 215). The literature 

supports the idea that loss in later life prompts older adults to reflect on their own death and 

can reshape their identity and sense of time left (Carr & Utz, 2020). This speaks to participants 

undergoing a life stage conflict of ego integrity vs despair, as outlined by Erikson (1950) in his 

Life Stages theory. Erikson suggests how within the final life stage, one can accept their own 

mortality: choosing to live authentically, to reconcile regrets and to embrace freedom (ego 

integrity) or have difficulty approaching death, experiencing feelings of hopelessness or 

depression (despair). There is further exploration of the experience of life and death in 

‘Existential Ageing’ in the second part of the discussion.  

The participants seemed to be reminded of the finitude of life through experiencing and 

noticing physical health problems, with several participants only seeking support when 

encouraged to do so by a physical health professional. Somatic presentations are reported to 

be more common in older adults (Wetherall et al., 2021) and physical health professionals are 

essential to bridging the gap between older adults and remote psychological therapies (Yin et 

al., 2024). It makes me wonder if older adults are more ‘tuned in’ to somatic symptoms, 

experiencing these as risky and life-threatening. In comparison to psychological symptoms 

which are often minimised or viewed as a normal part of ageing (Choi et al., 2014). 

With this hyper-vigilance in mind, participants came into the therapeutic environment 

anticipating a loss, both technologically and emotionally. Participants worried about 

connecting with the therapist, with the risk of not connecting for some participants experienced 

as “terrifying” (Jess, 206). Several participants blamed themselves for challenges with 

connecting, feeling like it would be a personal failure if they were unable to. Whilst there is 

research that suggests shame and embarrassment is common in all ages in the early stages 

of therapy (Kleiven et al., 2020), the use of language by participants such as “fuddy duddy” 

(Jackie, 797), speaks to internalised ageism. This internalised ageism is a serious problem, 

as it prevents older adults from acknowledging mental health difficulties or seeking 

professional support (Choi et al., 2014). However, aside from being an individual problem, it 
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is a structural and cultural problem which turns socially shared negative age stereotypes into 

negative self-perceptions of ageing (Ishikawa, 2023). Ageism has also been shown to impact 

cognitive health, as Lamont et al.’s (2015) literature review and meta-analysis found how 

stereotype threat negatively altered both memory and cognitive performance, causing a self-

fulfilling prophecy; suggesting that stereotypes can be more damaging than facts. 

For many participants, connection felt to be curative, as once participants had made the 

connection with the therapist, for the majority, this soothed fears around loss, as it confirms 

that connection is possible. I wonder if through connecting, there is a temporal anchoring that 

situates the person back to the here and now in a way that reduces the anticipatory dread. In 

her research on people who have been bereaved, Hughes (2022) outlines how mourners 

experience a temporal dyssynchronisation, that is, a speeding up or slowing down of time, and 

people can race towards the inevitability of their own death. The instantaneous connection 

reported by some participants, and the following relief could be a part of an anchoring in the 

present moment, an experience that counteracts the temporal disorientation (Morin & Grondin, 

2024). 

Considering connecting through a more descriptive lens, for several participants connection 

occurred instantaneously and “miraculously” (Martin, 196), whereas for others it took more of 

an adjustment. This is supported in the literature that reports how initial scepticism in older 

adults evolved into a positive experience, as they gained more familiarity, experience and 

competence with interacting using technology (Christensen et al., 2021). This is further 

supported in the literature of technology use in older adults with Vaportzis et al. (2017) 

reporting how those new to tablet use expressed greater willingness to continue using them 

after brief exposure, suggesting how even a limited interaction can positively influence the 

likelihood of engaging in technologies again in the future.   

 

4.2.2 GET 2: (Un)Safe 

The second GET outlined participants experiences of feeling ‘(Un)Safe’. The first sub-theme 

outlined how participants had therapy ‘On Home Turf’ with participants describing the ease 

and comfort of having therapy at home and in an environment where they felt comfortable, 

creating a feeling of safety. However, this ease for some, felt like it made therapy less valuable. 

Another sub-theme explored how participants navigated ‘Anchorage or Avoidance?’ within 

their own home, favouring grounding and consistent spaces. The final sub-theme reflected on 

a feeling of ‘Holding Back’, and how participants experienced a sense of unease or suspicion.   

For many participants, home seemed to be a place of safety and belonging. This is echoed in 

the literature into older adults, as Hatcher et al. (2019) describes the home as a place where 
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they can preserve independence. The language participants used to describe having therapy 

at home, such as “relief” (Simon, 317) and “convenient” (Jess, 326) have calming 

connotations, as they didn’t have to experience the effort of travelling to appointments. 

Similarly, Lee et al. (2024) who conducted a qualitative study into an exercise intervention in 

women aged over 80, reported how participants found home to be a safe place due to the 

familiarity of being in their own territory, and felt a sense of ease and reduced stress levels 

from eliminating any travel barriers. 

The is further evidence supporting the benefits of reduced travel time. Evidence comes from 

the literature into the general population, with Moeller et al. (2022) reporting how participants 

described benefits of reduced travel time, preparation time and finding it more relaxing having 

sessions at home. This time saver can be of particular benefit to older adults, as research 

suggests their health-related activities can take up to 23 hours a week (Jowsey et al., 2013). 

Travelling to appointments can be stressful, with Age UK (2017) reporting how 24% of older 

people felt that public transport would be unable to get them to a hospital appointment on time. 

This is supported in a systematic mixed studies review by Ilali et al. (2023) who found that the 

most cited facilitator was location and travel time, due to the increased accessibility, and 

convenient time saving.  

On the other hand, there seemed to be a shadow side to the ease of video therapy, with 

participants experiencing it as holding less value and potentially having less of a deep 

emotional impact. As one participant exclaims “oh gosh, right” (Jackie, 432) as she is thrust 

from day-to-day life into the therapy session and another stated “it’s only an hour” (Simon, 

319), indicates how video therapy is deprioritised, and may hold less value than in-person 

therapy. The literature in support of this comes from therapists’ experiences of video therapy. 

Lagetto et al. (2024) reported how whilst some therapists experienced the level of depth of 

video therapy to be the same, others suggested the process tended to focus more on symptom 

management. They also suggested clients tended to move through topics faster, which 

prevented them from being explored in detail.  

Having video therapy from one’s own home gave participants a greater sense of control and 

responsibility. Participants autonomously found ways to anchor and ground themselves into 

the therapy sessions through sitting on a “settee” (Bonnie, 356), or choosing to “look out at 

the garden” (Lorraine, 624). Whilst on the one hand, this anchorage could be considered a 

method of regulating their emotions when feeling distressed, as they focus on the external 

world rather than internal (Najavits, 2002), it could also be considered avoidance. That is, 

rather than face emotionally difficult content, the client has easier access to means for which 

to distract or disengage from the therapy session, something which could be more difficult 
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when in-person and when having less control over the environment. This has been noticed by 

therapists, with Lagetto et al. (2024) outlining how therapists noticed clients are frequently 

distracted during online sessions.  

Many participants mentioned the backgrounds of their therapist, however, there seemed to be 

divergence on how this was experienced. Some participants experienced a neutral 

background as safe and containing, and it felt to facilitate a sense of safety and opening up. 

This is echoed in the literature, with Taiwo et al (2023) highlighting how privacy concerns can 

impact the therapeutic relationship, clients’ disclosures and attendance. For others, 

background distractions were experienced as humanising, such as those participants who 

experienced pets on the screen. These background distractions seemed to represent the 

therapist as a person and brought an authentic person to person encounter (Buber, 

1923/1958), which will be discussed in further detail in the second part, in terms of the I-Thou 

Relationship. It also seemed like this encounter allowed for humour in the interaction, which 

can strengthen the therapeutic bond, with Longe (2018) reporting a relationship between the 

presence of humour and a good therapeutic relationship.  

Further experiences of holding back came when one participant questioned the “motives” 

(Martin, 145) of the therapist, speaking to a suspicion as to their credibility. This makes me 

reflect on the presentation and informality of video therapy. When attending in-person 

sessions, there is a formal process, with perhaps the therapy taking place in a clinic, perhaps 

there is a receptionist or someone wearing a uniform. Video therapy removes these formalities 

and without obvious clinical surroundings, it feels like the formality is reduced, also reducing 

trust.  

In contrast, other participants felt they were “able to be completely open” (Lorraine, 486) and 

“safe” (Jackie, 581). These participants experienced video therapy as being a safe and 

containing space, that facilitated an openness and transparency. This is echoed by a study 

into remote therapy, where therapists observed that some clients felt less threatened and 

experienced the therapist as less judgemental, resulting in more openness and greater 

disinhibition (Jesser at al., 2022), disclosing topics that hadn’t been raised in-person. Further 

support comes from Isaacs-Russell (2015) who highlights how the erasure of the ability to 

“kiss or kick” while working on a screen alters the conditions of a therapeutic encounter.  
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4.2.3 GET 3: Seen Through a Screen 

The third and final GET explored how participants were ‘Fading From View’ within friendship 

groups and the wider community. Some participants also experienced being invisible to their 

therapist, with the screen acting as a barrier to being seen. The second sub-theme explored 

the sense of ‘Near and Far’ participants experienced, with some being able to feel and 

experience the therapist through the screen, and others feeling a greater separation, which 

felt like a barrier for some, and for others protective. Finally, ‘Seeing and Being Seen’ reflects 

on how the face is experienced through the screen, with many experiencing it as calming, and 

one as intimidating.  

Within the wider world and within therapy participants experienced themselves as invisible as 

an older adult. They spoke to a shift in identities where they have transitioned from working, 

good health and feeling attractive to ostracised from society, as one participant states “nobody 

gives a fuck about what I think” (Bonnie, 34). This experience resonates with broader literature 

identifying invisibility in later life as a pervasive social concern. For example, research 

exploring older adults’ experiences of their rights to their cities and neighbourhoods in the UK 

has documented how many report feeling socially invisible (Menezes et al., 2023). This 

invisibility often appeared intertwined with a sense of worthlessness as participants stated, 

“we’re not worth it to anybody anymore” (Amber, 1049). Comparable findings are evident in 

emergency department research, where 37% of older adult participants reported feeling like a 

burden to others, 27% felt they did not belong, and 15% felt they would be better off gone, 

with 52% reporting at least one of these experiences (Kandasamy et al., 2018). 

It is notable that the participants included within the sub-theme of ‘Fading From View’ were all 

female, thus there is a chance this speaks only to the female older adult experience. Whilst 

we are unable to generalise these findings or make sweeping statements, it is interesting to 

consider gender differences in the literature. There is literature that suggests older woman are 

more acutely aware of ageism in comparison with older men, who perceive it as a more 

removed social problem (Hurd Clarke & Korotchenko, 2016). Additionally, an insightful article 

by Westwood (2023) reported findings from a UK survey on experiences of ageism and sexism 

by women aged 50 to 89. They argue how older women experience discrimination at the nexus 

of ageism and sexism and their experiences of nonrecognition and misrecognition are sources 

of social injustice. There is some evidence in the literature however that men also experience 

social separation and estrangement. Martin et al. (2019) suggest how men feel obliged to 

“step aside”, due to a perceived threat of them being in a position of power. This makes me 

wonder whether men in the present study felt they had to put aside their experiences of 

invisibility when talking to a female interviewer. 
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The screen appeared to function either as a facilitator or a barrier to closeness between 

participant and therapist. One participant, for instance, expressed surprise at discovering that 

video therapy did not allow her to “hide” as she had initially expected (Jackie, 155). Evidence 

of video as a facilitator of closeness is echoed in Chen et al. (2021), who reported that veterans 

in video therapy described experiencing greater accountability, with therapists able to observe 

and respond to subtle cues. Participants also noted feeling a stronger sense of connection 

with their provider, perceiving them as more present and attentive than during telephone 

sessions. This sense of presence may enhance relationship quality, aligning with Cacioppo 

and Patrick’s (2008) argument that, both phylogenetically and ontogenetically, humans 

depend on the valued presence of others whom they can trust and collaborate with in order to 

thrive. 

However, experiences with closeness varied: one participant experienced a distance and 

found sessions “unmoving” (Simon, 234). This suggests the screen was a barrier to the 

therapists attunement or attentiveness to his needs. This is in line with research that suggests 

therapists convey less empathy working online (Grondin et al., 2019), and how vital 

communication is lost through video therapies (Schoenenberg et al., 2014). This also aligns 

with neuroscience findings that online interactions show reduced neural synchrony compared 

to in-person settings (Trub, 2024; Zhao et al., 2023). 

Some participants valued the distance created by video therapy, appreciating the sense of 

protection it offered. One participant noted, “I could end the call, if I wanted to” (Bonnie, 165), 

framing this as a potential escape from challenging material. Similar findings have been 

reported in the wider literature, with Moeller et al. (2022) highlighting how video therapy can 

offer an easy exit, allowing clients to disconnect rather than face difficult relational moments. 

This raises questions about how often clients actually end sessions prematurely, or whether 

the reassurance of having that option simply creates a greater sense of comfort. It also points 

to the variability in individual needs for distance, as research suggests that clients and 

therapists alike can perceive each other as either too distant or too close, with implications for 

therapeutic engagement (Egozi et al., 2023). 

The screen could also be viewed as rebalancing of power, as clients are able to navigate the 

power dynamics by controlling the technology (Kolehmainen, 2024). Mitchell (2020) also 

describes a shift in the power balance in video therapy as both client and therapist share their 

personal environment; suggesting how the automatic psychological defences that are 

generated from being in a room are lowered in the remote encounter. Consequences to this 

equality to the power dynamic can be two-fold. On the one hand, this can support clients to 

feel less self-conscious (Simpson et al., 2005), which can be particularly important when 
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dealing with shame-related issues (Simpson et al., 2021). There can be downsides to this 

balance, however, as it can result in an unwanted closeness (Jesser et al., 2022).  

The experience of being able to see the persons face, and them to be able to see your face 

formed a key part of visibility within therapy. Participants seemed to experience facial 

expressions as reassuring, creating an environment where they could express themselves 

freely. There also seemed to be comfort knowing that the therapist could read their facial 

expressions, which took pressure off verbal communication. Faces have been shown to be 

reassuring within other studies. Moeller at al. (2022) reported how a participant described how 

when having a psychological crisis, seeing the therapists face calmed her down as she could 

better read the therapists’ attitude. Seeing the therapists face has also been shown to instil a 

sense of trustworthiness (Pywell et al., 2020) and is associated with the ‘truth’ (Synnott, 1997). 

One participant however, found eye contact to be intimidating, feeling pressured to maintain 

it, supporting Paradisi et al.’s (2021) argument that eye contact is central to non-verbal 

communication. The literature on the importance of non-verbal cues has, however, been 

challenged by Bedi and Duff (2014) who report how non-verbal gestures and body language 

overall is rated as significantly less important than the therapists validation of the patients 

experience. 

 

4.3  Key Theories and Concepts 

 

4.3.1 Relational and Micro Processes in Video Therapy 

 

The findings of the present study suggest that the processes underpinning the therapeutic 

relationship were both altered and preserved within video therapy. Therapeutic connection 

was not determined by the online medium itself, but by how interpersonal processes such as 

attunement, empathy, trust, and non-verbal communication were experienced through the 

screen. Rather than portraying video therapy as inherently less relational, participants 

described a more nuanced experience in which closeness and distance could coexist. These 

experiences appeared to be shaped by the physical, sensory, visual, and technological 

conditions through which the therapeutic relationship was enacted. 

 

As video therapy takes place across two separate locations, the physical environment differs 

for the client and therapist, contrasting with in-person therapy, where both occupy a shared 

space specifically structured for therapeutic work. The majority of participants received 
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therapy in their own homes, with one participant attending from a family member’s home, while 

most therapists also worked from their own homes. Researchers have conceptualised the 

absence of a shared therapeutic space as a loss of spatial location (Frittgen & 

Haltaufderheide, 2021). However, the present findings suggest that this may be better 

understood as a transformation of the therapeutic environment rather than an inherent loss, 

particularly as many participants valued the convenience and comfort of receiving therapy in 

familiar surroundings. Participants were aware of both their own surroundings and, to some 

extent, those of their therapists, meaning that features of these environments could become 

part of the therapeutic encounter. This is consistent with Smith and Gillon (2021), who suggest 

that working across separate environments can provide therapists with insight into aspects of 

clients’ lives that may remain unseen within a traditional therapy room, including relational and 

contextual information conveyed through background noise, interruptions, and other features 

of the home environment.  

 

The separation between physical spaces was experienced as both containing yet exposing. 

Participants valued the relatively neutral or impersonal nature of the online setting, which could 

provide a comfortable distance and a greater sense of autonomy within therapy. At the same 

time, the home environment was more permeable to external intrusion than a dedicated 

therapy room, with participants describing interruptions such as therapists’ pets appearing on 

screen or features of therapists’ environments becoming visible. These interruptions were 

experienced in different ways: in some cases, the presence of pets provided light relief and 

increased warmth and safety; in others, aspects of therapists’ backgrounds contributed to 

feelings of unease or unsafety. This reflects concerns outlined in the literature regarding 

privacy and safety in online therapy, with Smith and Gillon (2021) highlighting therapists’ 

reduced control over privacy and disruptions when working across separate environments.  

 

The sensory dimensions of the therapeutic encounter further shaped experiences of relational 

connection. Physical proximity and touch have been suggested to contribute to emotional 

connectedness (Robson & Robson, 1998), and several participants described a sense that 

something was missing from the interaction, which may reflect the reduced embodied 

experience of video therapy where physical presence cannot be reproduced through the 

screen. Smith and Gillon (2021) found that therapists adapt their communication and 

expressions of empathy to compensate for the loss of physical presence; however, the present 

findings suggest that, for some participants, such adaptations may not fully compensate for 

what is experienced as missing.  
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Nevertheless, the majority of participants did not experience physical distance as a significant 

barrier to connection. Suler (2004) suggests that the absence of physical co-presence may 

paradoxically enhance psychological connection by reducing external distractions and 

allowing greater focus on therapeutic dialogue. This was reflected in the present study, where 

most participants described becoming absorbed in the therapy session and their relationship 

with the therapist. Physical distance could also have a protective function, as Frittgen and 

Haltaufderheide (2021) suggest that the absence of touch may be advantageous during 

moments of tension, as it reduces the possibility of physical contact being experienced as 

threatening or intrusive. The differing experiences suggest that physical proximity may be less 

important than the subjective experience of psychological presence, with clients able to 

experience a strong sense of connection despite the absence of physical co-presence. 

 
The visual nature of video therapy similarly appeared to both support and constrain relational 

connection. Participants valued being visually recognised by their therapists, particularly 

through the perception of subtle facial expressions and emotional cues, illustrating the 

importance participants placed on being both visually and emotionally recognised by their 

therapist. Smith and Gillon (2021) found that therapists consciously adapt their online practice 

to communicate empathy through the medium, and the present findings suggest that these 

adaptations may be experienced by clients as forms of validation and recognition. However, 

while the video interface facilitates access to facial expressions, it also restricts the visual field 

primarily to the face and upper body, limiting access to broader bodily cues (Frittgen & 

Haltaufderheide, 2021). This may constrain the therapist’s ability to perceive embodied 

expressions of emotion and, as research into therapists’ experiences suggests, may 

contribute to emotional disconnection (Broome & Roberts, 2025). This limitation may be 

particularly significant given evidence that bodily cues contribute to the interpretation of strong 

emotions (Aviezer et al., 2012).  

 

Finally, one notable absence from the interviews was the impact of technical difficulties. 

Although participants commonly anticipated potential difficulties prior to engaging in therapy, 

only one participant described the therapist’s adjustment of the camera as insufficient and as 

a barrier to connection; with this participant still reporting an overall meaningful and beneficial 

experience with their therapist. This contrasts with previous research identifying technical 

difficulties as an important feature of online therapeutic work (e.g., Christensen et al., 2021), 

with researchers highlighting that they can cause significant disruption to the therapeutic 

process (Frittgen & Haltaufderheide, 2021). The limited impact of technical difficulties in the 

present study suggests that their significance may depend on the extent to which they interfere 

with the therapeutic encounter. Where technology functioned ‘well enough’, it appeared to 
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become largely invisible, enabling participants to focus on the therapeutic relationship rather 

than the medium through which therapy was delivered. 

 

Overall, the findings suggest that video therapy does not remove the relational processes of 

therapy but rather reconfigures the conditions through which they are experienced. Physical 

separation, sensory and visual limitations, environmental permeability, and technology each 

created both potential losses and opportunities for connection. Importantly, these processes 

were experienced differently across participants, indicating that relational depth in video 

therapy is not an inherent property of the medium itself, but emerges through the interaction 

between technology, the therapeutic relationship, and individual experience. 

 

4.3.2 Existential Ageing 

“And these people up here make me cry because they are extremely sick…..Some of them 

had scars all over their one lady, scars all over her head, no hair, walking stick. And I'm like, 

Good Lord, that I've got more time than her. And, yeah, and it used to make me cry, and I got 

so depressed.” (Amber, 274). 

In exploring older adults’ experiences of video therapy, it became apparent, particularly within 

the first and third theme, that participants were grappling with ageing. Ageing itself carries an 

existential weight, as it raises issues of mortality, finitude, diminishing roles and shifting 

identities. By situating participants experiences within an existential framework, we can move 

beyond a purely social or medical understanding of ageing, to allow for a more nuanced 

understanding of what shapes an older adult’s experience. This feels aptly placed within an 

IPA paper, with Smith (2019) suggesting how a strong IPA paper pays attention to different 

layers of experiential or existential meaning, to allow for a richer understanding of participants 

meaning making, whilst revisiting some of the philosophical roots that underpin both IPA and 

existentialism. 

Existentialism is centred around reflections on life’s meaning, personal identity and the 

inevitability of mortality (Yalom, 1980). Heidegger outlines the significance of time and death 

and suggests that our awareness of death is what enables an authentic existence. He 

postulates how only when we face death resolutely are we jolted into an authentic relationship 

with our own existence through rejecting social norms and expectations.  

The term existential ageing was used by Kellehear and Garrido (2023) who conducted a 

review into the intersection between ageing and dying and used this term to describe an 

experience of a sense of being near to death, gained from a self-consciousness of the passing 

years and greater vulnerability and powerlessness. In the present study, participants grappled 
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with their own mortality, both those who were experiencing ill-health, and those who described 

themselves as healthy. For example, one stated “it’s a pity I’m at the end of my life now” (Jess, 

636) and another “The only thing that really made me cry (in therapy) was thinking about 

leaving my children and my grandchildren and my husband” (Bonnie, 127). These references 

suggest some of their experiences may be also shaped by an unconscious awareness, with 

Yalom (1980) suggesting how existential anxiety often manifests indirectly and unconsciously. 

An awareness of one’s finitude can prompt both distress and opportunities for growth. As 

outlined in the introduction and also reported within the first theme, many older adults tend to 

seek psychological support when faced with physical health problems, or faced with their own 

mortality. Given that the average life expectancy in the UK is 78.8 for males and 82.8 for 

females (Office for National Statistics, 2024), it is unsurprising that those aged over 65 would 

be acutely aware of this existential threat, being in the later stages of their life. This is 

supported in the literature, with Bergman and Bodner (2020) reporting how depression was 

more likely in those with a heightened sense of their age. 

While one participant engaged with their mortality by attending video therapy with a death 

doula, most participants appeared fearful of life’s end, treating death as something to avoid 

thinking or speaking about. As reflected in the quote above, they struggled to align themselves 

with life rather than death. Their difficulty in accepting mortality could be limiting their ability to 

live authentically, reconcile regrets, and embrace the freedom of shaping their own narrative 

(Erikson, 1950). From an existential perspective, this avoidance resonates with Sartre’s notion 

of bad faith, in which individuals evade a genuine confrontation with finitude through denial or 

self-deception. 

In contrast to Eriksons perspective on limited growth, Tornstam (2005) proposes a theory of 

geotranscendence which describes later life as a stage of potential growth and transformation. 

Many participants described how they were able to feel seen throughout the therapy, how they 

were able to transform from feeling invisible to visible, and to feel more valuable in their 

interactions with others. This is supported by Tornstams theory, within which in later life people 

have a heightened sense of connection, a redefinition of identity and altered relationships with 

others. Some of these dimensions are reflected in the current study, with participants 

experiencing connection as being the antidote to loss, and the importance of being seen and 

of meaningful connections. The importance of a strengths focused approach is highlighted by 

Weiss (2014) who adds that later-life identities often emerge through generational belonging, 

which can help offset personal losses by shifting focus from decline to shared experiences. 

Additionally, many participants spoke to the way in which therapy had impacted their 

relationships outside of the therapy room. Although not included as a theme in the final draft, 



 101 

it feels important to mentioned how the meaningful relationships within the therapy room, were 

mirrored outside of the therapy room. One participant in particular, described how from only 

having one therapy session, they were signposted to community events which had been 

significant in their recovery. This links to the idea of generativity in older age (Villar, 2012) as 

pursuing meaningful interests, goals, and activities fosters both social development (e.g., 

contributing to others, community involvement) and personal development (e.g., growth, skills, 

self-fulfilment). This is a reminder that whilst meaningful connection is valuable within the 

therapy room, we cannot ignore how much of this healing comes from outside the therapy 

room, through a sense of community. 

Alongside the nearing of death, older people also experience shifts or losses in identity and 

must find new sources of meaning to maintain psychological wellbeing. In the study, 

participants experienced invisibility as painful and visibility as healing and supportive. The 

importance of meaningful connections is echoed in the literature with Green et al. (2017) 

identifying five domains essential for fulfilment: meaningful relationships, supportive networks, 

good physical and mental health, financial and housing security, and access to local activities 

and resources. Each of these domains becomes increasingly vulnerable with age, and losses 

across them can trigger existential crises, which are challenges that, as Green and colleagues 

argue, cannot be resolved through medication alone. This is an area with limited research 

however, with Kellehear and Garrido (2023) highlighting how few studies examine how ageing 

itself reshapes identity in healthy older adults, with most research centred instead on end-of-

life contexts such as cancer or palliative care. 

 

 

4.3.3 The I-Thou Relationship 

The significance of meaningful relationships was highlighted by all participants, and is 

explored within each theme and will be referred to in turn. Aristotle suggested relationships 

are moral institutions, and that intimate interactions develop identity and character and 

relationships can literally change each other (Goodsell & Whiting, 2016). More recently, Martin 

Buber (1923/1958) coined the term I-Thou to describe a mode of presence where individuals 

encounter each other as whole beings, and described how our truest experience for the world 

comes through relation, not separation. This stance contrasts with the I-It relationship, which 

is an everyday mode of interaction, wherein people are treated as objects to be used or 

categorised.  
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Within ‘Fearing Loss’ participants described the emotional impact of the loss or absence of 

close relationships and the way in which this led to them seek therapy. Their experiences 

within therapy were then shaped by fearing a loss of connection, anticipating they will be 

unable to connect with another. Within this theme participants experienced themselves in an 

I-It mode, viewing themselves as incompetent. When participants realised they are able to 

connect, they experience a sense of relief, as though their fears have been soothed.  

In the theme of ‘(Un)Safe’ experiences of safety and connection speak directly to the core of 

the I-Thou encounter. Most participants reported how they were able to find a place of 

psychological safety when having therapy through a screen, either organically or through 

purposeful adjustments. For some, the absence of a trusting or containing relationship for 

others elicited a sense of unsafety, threatening the I-Thou relationship. 

In feeling ‘Seen Through a Screen’ participants spoke to how it feels being an invisible older 

person, and how the I-It experience manifested in how society treats them. They experienced 

feeling seen by the therapist, as they felt listened to, understood, guided, close to and 

supported, harkening to an I-Thou relationship, where facial expressions provided a window 

to creating this relationship. Some participants, however, felt unseen through the screen and 

struggled to build an I-Thou relationship, experiencing the screen as a barrier to this 

connection.  

The majority of participants appeared to experience an I-Thou relationship at points throughout 

the therapy, demonstrating the video modality as being able to do so. It seems for many, they 

were able to experience a psychotherapeutic presence, which is a process in which the 

therapist maintains deep respect and reverence for the client’s integrity, decentring from their 

own feelings, needs, and expectations in order to remain fully attuned to the client’s process 

(Erskine, 2011).  

The modality of therapy appeared to be less important for participants, and it was unclear as 

to what therapy all but one participant had. From their descriptions and experiences 

highlighted in the themes, the therapeutic relationship formed a key part of their experience, 

although it is unclear as to whether this was intentional or unintentional by the therapist. 

Person centred therapy was developed by Carl Rogers’ (1957) and essentially translates 

Buber’s concept of I–Thou into a therapeutic framework. Both Buber and Rogers emphasise 

that meaningful change begins within the individual and emerges through the relationship with 

the other (Merrill, 2008). Rogers (1957) further outlined that, under the right conditions, all 

people have the capacity for growth. Within a therapeutic I–Thou relationship, the therapist 

facilitates this growth by embodying unconditional positive regard, empathy, and congruence. 
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Support for the importance of the I-Thou relationship is highlighted in medical research, where 

even when the treatment is placebo, being heard and valued by medical professionals is 

curative (Kaptchuk et al., 2008). This is mirrored even more crucially in psychological therapy, 

as clients often cite a trusting relationship, as more helpful than the technical skills therapists 

utilise (Fife et al., 2014); and therapists who take the relationship seriously enhance 

psychotherapy (Slife & Wiggins, 2009). When considering counselling psychology as a field 

in particular, Amari (2020) describes four key ingredients for effective counselling psychology 

practice, based on the I-Thou relationship; surprise in the encounter, confirmation as 

acceptance of a clients becoming, trust as openness to the unknown and direction as 

commitment to ethics. 

Within the present study participants described feeling seen within the therapeutic relationship 

as being fundamental to their experience. There was however some evidence of gender 

differences in the experiences of male (n=2) and female (n=6) participants in their descriptions 

of their connection to the therapist and their relationship. Male participants tended to be more 

descriptive and matter of fact, using words such as “she responded effectively” (Simon, 50). 

Women, on the other hand, used more emotive language, such as “gentleness and warmth 

about her” (Lorraine, 403). This could be idiosyncratic to the participants experiences in this 

study, and there could be a range of explanations for this noted difference. However, Arora 

and Bhatia (2022) argue that there are gender differences in the factors influencing therapeutic 

outcomes. They found how while both men and women placed equal value on the therapeutic 

relationship, men were more sensitive to elements that hindered the process and more 

frequently reported a sense of “something missing” in sessions.  

 

 

4.4 Review and Conclusion 

 

4.4.1 Impact of Findings to Counselling Psychology  

This study offers valuable insight into how older adults experience video therapy and is 

particularly important given the limited attention this population has received within research, 

making it a field that remains both under-resourced and under-explored. The lack of focus on 

older adults has even been described as a crisis, as research reports how in the USA, only 

1.2% of doctoral psychologists surveyed specialised in geropsychology, (Moye et al., 2019) 

while less than 1% of published articles addressed issues concerning older adults (Keum, 

2018). This is reflected in the literature review which highlighted just how little research exists 



 104 

in this area, emphasising the importance of contributing to this field within Counselling 

Psychology.  

The theme of existential ageing highlights the unique experience and context of older adults, 

something which can be difficult for working age professionals such as myself to fully grasp. 

We can however, encourage open discussions around what it is like to be an older adult, 

including topics around shifting identities and the finitude of life. As outlined in the findings, 

older adults can be likely to view themselves and their experiences as invisible, and therefore 

it is our responsibility to bring visibility, and to be interested in some of these unique 

experiences.  

This invisibility may manifest by older adults not expressing their opinions and being more 

likely to withdraw or be guarded when feeling unsafe within therapy. We must be closely 

attuned to their experience to be able to notice when this happens, and pay attention to the 

implicit, as well as the explicit. Establishing an open dialogue between therapist and client is 

therefore essential, as the conditions that foster safety are likely to vary from person to person. 

It is important as counselling psychologists we pay close attention to the power imbalance 

held within the therapeutic interaction and take initiative to open communication channels 

about their experience of therapy, during therapy.  

This research highlights how a meaningful I-Thou relationship can be forged over the screen, 

with participants experiencing a closeness and felt presence of the therapist, despite not being 

in the room with them. This suggests that video therapy can be an effective and viable 

therapeutic option for older people wanting to access support from their own homes. There 

were, however, idiosyncrasies in the experience, and it is also possible that some people may 

experience the screen as a barrier, or there be a noticeable emotional distance through the 

screen. This emphasises the importance of client preference and responding to the needs of 

the individual. One participant (Simon) did make recommendations for overcoming some of 

the strangeness of working online, suggesting an open dialogue between therapist and client 

about how it feels to be working in this way, which could at least take some steps towards 

bringing client and therapist closer. 

Although not explicitly described in the analysis due to the limited applicability to the research 

question, participants described the importance of meaningful relationships occurring outside 

of the therapy room as a result of therapy. It became apparent through conducting the 

research that there is a wealth of community services available, including Age UK, which offers 

a wide range of social groups for older people. This, for one participant (Amber), proved to be 

more transformative than the therapy itself. Therefore, it is important for the profession to be 
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aware of collaborative working, having a good knowledge of local resources and being able to 

signpost clients appropriately.  

Additionally, this study echoed findings from the literature review, reporting how older adults 

may be less likely to seek psychological support, and more likely to be concerned with and 

present with somatic symptoms. This emphasises the need for joint working between physical 

and mental health providers. It also emphasises the importance of challenging ageist 

assumptions within healthcare providers, particularly as Yin et al. (2024) report how older 

adults are strongly influenced by the attitudes of those around them, including trusted 

healthcare professionals. 

 

4.4.2 Recommendations for Practice 

The findings of this study suggest that video therapy can provide meaningful and relationally 

valuable experiences for older adults, but that its suitability cannot be assumed on the basis 

of age or technological accessibility alone. Video therapy appears to reconfigure, rather than 

remove, the conditions through which therapeutic connection, safety and presence are 

experienced. Recommendations should therefore recognise the individual and relational 

nature of these experiences. 

 
Firstly, therapists should create opportunities for clients to discuss how they experience 

therapy through the screen. Participants varied considerably in their experiences of 

connection, distance, visibility and trust, suggesting that the medium itself can become part of 

the therapeutic process. Therapists could therefore invite ongoing dialogue about whether the 

client feels connected and able to communicate openly, particularly when difficulties in 

engagement emerge. This may also help identify internalised ageism, including shame or self-

blame about technological difficulties, without assuming that older adults are inherently less 

technologically capable. 

 

Secondly, therapists should attend to the physical and relational environment in which video 

therapy takes place. Participants experienced their home environments as both containing 

and potentially distracting, while therapists’ backgrounds and interruptions could either 

humanise the encounter or undermine safety. Therapists should therefore consider how their 

own visible environment may affect clients and collaboratively explore whether clients’ 

environments support privacy and engagement. Preparation and transition time before and 

after sessions may also help compensate for the loss of the physical journey into and out of 

face-to-face therapy. 
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Thirdly, therapist training and supervision should incorporate the relational and 

phenomenological dimensions of video therapy alongside technical competence. Participants 

demonstrated that facial visibility, eye contact, physical distance and environmental separation 

could each facilitate or inhibit connection. Training should therefore support therapists to 

recognise altered forms of presence and non-verbal communication and to remain attentive 

to moments when the screen may be experienced as either protective or distancing. 

Therapists should reflect on their own attitudes and anxieties around video therapy. For 

example, noticing when they may brush past an interruption rather than using it as an 

opportunity to explore; or when their own attitudes could be impacting disconnection 

(Rathenau et al., 2022). 

 

Finally, practitioners should remain open to the existential and social dimensions of later life. 

Participants’ experiences of loss and invisibility suggest that these concerns may form an 

important context for psychological distress, while meaningful relationships and community 

participation may also support wellbeing. Therapists should therefore be willing to explore 

these issues when relevant to the client, while avoiding assumptions that later life is defined 

solely by decline or loss. 

 

Services should provide genuine choice between video, telephone and face-to-face therapy 

wherever clinically and practically feasible, rather than treating video as an inherently inferior 

or universally accessible option for older adults. Digital inclusion should similarly be 

understood as extending beyond access to devices and internet connectivity to include 

psychological and relational accessibility. Services should also support practitioners through 

appropriate training and supervision in age-sensitive and relationally informed video therapy. 

Greater collaboration between physical and psychological healthcare may further support 

help-seeking, particularly where psychological distress is initially expressed through physical 

health concerns. Finally, services should develop links with community resources, recognising 

that meaningful connection and recovery in later life may extend beyond the therapy room. 

Overall, policy should support video therapy as an important option for older adults while 

ensuring that choice and relational quality remain central to its delivery. 
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4.4.3  Final Reflections 

My position as an ‘outsider’ researcher sometimes made participants’ experiences difficult to 

fully grasp. Having experienced relatively few losses and still holding visibility within society, it 

was challenging to truly imagine what it feels like to be an older person living within this 

context. Within one of the interpretations, I noticed myself recoiling as the participant described 

their experiences with loss and death. This gave me a sense as to how as professionals we 

can turn away from older adults, as perhaps it is a reminder of the finitude of life. The literature 

suggests it is common for therapists to struggle to connect to older adults’ experiences, and 

noted how we employ defensive strategies to cope with our own fears of death (Lederman 

and Shefler, 2023). 

The research process itself was enlightening, with gatekeepers to services posing as barriers 

to conducting research. Further insight came from the participants who were therapists 

themselves, who reflected on how they had prior assumptions about video therapy being 

inferior to in-person therapies. However, they all reported how their lived experience of video 

therapy differed to what they had been taught within their training courses. This tension is 

highlighted by Bonnie, who stated “Personally, as a therapist, I prefer to have people in the 

room..But as a client, I think I prefer zoom….” (Bonnie, 144). This highlights the important 

roles of training institutions and emphasises the cost of the paucity of research into lived 

experiences, meaning training courses are not informed by service user experience.  

Further reflection comes from noticing how some participants preferred to focus on their 

external world and context, as opposed to their internal world, suggesting they were even 

invisible to themselves. For some participants several years had passed since their therapy, 

and the detail or richness of their experiences seemed to be lost; whether it had faded from 

their memory, or whether there were barriers to them expressing themselves in the interview. 

This could reflect experiences noted within the themes around invisibility and difficulties 

remembering or expressing internal experiences. I note that this could have affected the depth 

to which participants were able to speak to their experience, and with hindsight, I could have 

made more time in the pre-screening calls to ensure participants were able to talk about their 

internal experience in detail.  

Another methodology critique comes from reflecting on the role of language within the present 

study, something highlighted by Willig (2022), who suggests language does not simply 

describe reality but actively constructs it, meaning that participants’ choice of words offers 

insight into how they frame their experiences rather than the experiences themselves. This 

was evident in the present study when Martin described connecting “miraculously” (Martin, 
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196). He later used the word again to describe an unrelated experience to video therapy. This 

suggests this word may be a habitual feature of his vocabulary and perhaps carried less weight 

than my initial interpretation implied. 

One of the most challenging aspects of the research was to open my mind to thinking 

creatively and to look below the surface of experience. Having a background as a CBT 

therapist, I have historically been drawn to the concrete. This felt like a battle within the 

research process, as when I would be stuck, I naturally sought security in the logical and 

evidence based. This became a process of being pulled into the concrete, and pulling myself 

away, which became easier as the course, and the research project progressed. I reflect that 

this could have impacted the study, particularly within earlier interviews, when my follow-up 

questions could have been more positivist leaning, which is in direct contrast with guidance 

by Willig (2022) to always ask open ended and non-directive questions. The later interviews 

reflected my journey not only as a researcher, but as a therapist, where I became more 

comfortable with less structure and greater fluidity. 

 

4.4.4 Future Directions for Research  

Future research could build on the present findings by further exploring how older adults make 

sense of video-based psychological therapy across different social and cultural contexts. The 

present sample comprised eight White British participants, with greater representation of 

women than men and no participants aged over 80. Further qualitative research should 

therefore seek to include older adults who remain under-represented within the literature, 

including those from diverse ethnic, cultural and socioeconomic backgrounds and different 

age groups, particularly those aged over 80. This is important not only to establish whether 

the experiences identified in the present study are shared across groups, but also to avoid 

treating the experiences of a relatively homogeneous sample as representative of older adults 

more broadly.  

 

Gender also warrants further investigation. Although the present study was not designed to 

examine gender differences, there was a higher proportion of female participants, who 

appeared to speak in greater depth about experiences of invisibility. This is echoed in previous 

research which identified differences in working alliance between men and women in online 

therapy (Aafjes-van Doorn et al., 2021). Future research could therefore explore whether 

gender shapes experiences of visibility and relational connection within video-based therapy. 
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The findings also highlight the need for greater attention to the sensory and embodied 

dimensions of video-based therapy. Participants described experiences that may reflect 

changes or absences in sensory information, including the lack of physical co-presence and 

differences in what can be sensed and experienced across separate environments. Frittgen 

and Haltaufderheide (2021) similarly highlight the limited attention given to senses such as 

smell within digitally mediated therapeutic encounters. Future qualitative research could 

therefore investigate more explicitly how sensory information contributes to clients’ 

experiences and memories of therapy, including whether clients develop ways of intentionally 

incorporating sensory or environmental cues into the therapeutic encounter. This could 

provide a more nuanced understanding of how the therapeutic environment is constructed 

when therapy takes place outside a dedicated clinical space. 

 

Comparative research could further clarify which aspects of the present findings are specific 

to video therapy and which may reflect broader processes within psychological therapy in later 

life. Comparisons between video, telephone and face-to-face therapy could examine 

differences in experiences of connection, safety, visibility and therapeutic presence. There 

may also be value in exploring differences between therapeutic modalities, such as cognitive 

behavioural, person-centred and psychodynamic approaches, particularly given that different 

modalities may place different demands on sensory and relational communication.  

 

A further avenue for research would be to explore the experiences of video therapy through a 

narrative approach. Participants frequently situated their experiences of therapy within the 

broader context of their lives, including experiences of loss and transitions in later life. A 

narrative methodology may therefore offer a complementary way of understanding how older 

adults construct meaning around video therapy in relation to their wider life stories, rather than 

examining the therapeutic encounter in isolation. It may also provide greater insight into how 

participants position video therapy within their ongoing processes of adaptation and meaning-

making in later life.  

 

Finally, longitudinal qualitative research could also examine how these experiences develop 

over time. The present findings suggest that the significance of technology and the physical 

environment may change as familiarity with video therapy increases and the therapeutic 

relationship becomes established. Following participants across the course of therapy could 

therefore provide insight into whether initial concerns about video therapy diminish, persist, or 

acquire different meanings over time.  
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4.4.5 Conclusion 

In conclusion, this study set out to explore how older adults experience video therapy. Through 

an Interpretative Phenomenological Analysis, three overarching themes were identified: 

‘Fearing Loss’, ‘Un(Safe)’, and ‘Seen Through a Screen’. Within ‘Fearing Loss’, participants 

expressed fears around connecting with their therapist, with ultimately all participants 

establishing a connection. Participants also reflected on their sense of feeling ‘(Un)Safe’ in 

video therapy, noting how being at home could foster both comfort and convenience, but also 

a sense of guardedness. Finally, participants described experiences of being ‘Seen Through 

a Screen ‘and feelings of both closeness and distance.  

This study suggests that video therapy can be an acceptable and beneficial mode of delivering 

psychological support for many older adults, with the screen being both a facilitator and barrier 

to closeness and communication. This variation highlights the importance of recognising the 

individuality of older adults’ needs, rather than assuming homogeneity within this age group. 

The findings are especially significant given the social invisibility that many older adults 

experience, and it suggests that video therapy may serve as one means of countering this 

invisibility by providing spaces in which they feel seen and heard. 

Ultimately, I hope this research encourages other psychologists to contribute to this field with 

openness and curiosity, challenging both professional and societal ageism while seeking 

innovative ways to support older adults’ psychological wellbeing. As I continue to fly the flag 

of visibility for older adults, I end on a quote from the interviews: 

“I’m still riding along on the excitement of everything. It's, it's quite strange. It's been… 

it's been building up and building up and building up. And it's like (phew)  I need a rest 

now! Oh, now, what have I got to do tomorrow? Put the clock on whereas, you 

know, going, going back eight months ago, it was like I can’t be arsed to get out of bed, 

what for…… Now me calendars, full. I keep the calendar behind the door, like a lot of 

old people and write it all on… the calendars our little Bible, and then we look at it every 

night. So we know what we're doing in the mornings. I just like, volunteer for everything 

(laughs happily).”  (Amber, 410). 
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Appendix A: Examples of Mood Boards 
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Appendix B: Interview Schedule 

 

1. What made you want to take part in this study? 

2. Can you tell me about your experience of accessing therapy?  

- What were your expectations of therapy? 

- What was it like when you first started therapy? 

- How do you feel about your experience of therapy? 

3. What did you make of accessing therapy using a digital device (computer, 

tablet etc.)?  

- How did you access the video therapies?  

- Did you have any questions or queries about accessing therapy via video? 

- Did you have any additional support? 

4. What does it mean to you that you are over 65 and accessing therapy online? 

5. Did accessing therapy via video meet your expectations? Why/why not? 

6. How do you think accessing therapy via video compares to face-to-face 

therapy? 

7. What impact (if any) did therapy have on your life? 

8. How does this compare to other therapies you’ve accessed before? (if 

applicable) 

9. How did your experience of therapy meet or differ to your expectations? 

(explore how things could be improved). 
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Appendix C: Recruitment Poster 

Department of Health and Psychological Sciences 
City, University of London 

PARTICIPANTS NEEDED FOR 
RESEARCH INTO VIDEO COUNSELLING. 

I am looking for volunteers to take part in a study of those aged over 65 who have 
experience of psychological therapy or counselling via video. 

We will firstly arrange a welcome call, where you will be given the opportunity to find 
out more about the study and I will ask some screening questions. If we both agree 

for you to take part in the study, then you will be asked to attend a one-off one-to-one 
interview via telephone which will last for between 45 and 90 minutes. 

 

Participation is voluntary and you can withdraw at any time. The interview will be 
confidential, and information will be kept in line with data protection and GDPR. 

 

To say thank you for your time, you will be offered a £10 for supermarket of your 
choice. 

For more information about this study, or to volunteer for this study,  
please contact me on: 

Natalia Parry-Vaughan (lead researcher) 
at  

Email:  

This research is supervised by Dr Anna Flo-Arcas  

This study has been reviewed by, and received ethics clearance  
through the Health and Psychological Sciences Department at City, University of London. Ethics 

application ETH2324-0370. 

If you would like to complain about any aspect of the study, please contact Annah Whyton, Secretary 
to the Senate Research Ethics Committee at senaterec@city.ac.uk  
 

City, University of London is the data controller for the personal data collected for this research 
project. If you have any data protection concerns about this research project, please contact City’s 
Information Compliance Team at dataprotection@city.ac.uk 

mailto:senaterec@city.ac.uk
mailto:dataprotection@city.ac.uk
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Appendix D: Pre-Screening Questions 

 

To be used for the welcome screening phone call prior to confirming participation in 
research. These questions are to be used in conjunction with the PHQ.9 and GAD.7 

to screen for symptoms of low mood and anxiety. 

 

“I am going to ask you some questions that help to check that the research is 

something that would be relevant for you to take part in.” 

1. What made you interested in participating in the research? 

2. How old are you?  

3. How old were you when you had therapy? 

4. What type of therapy sessions did you have? E.g. counselling, CBT. 

5. How many sessions did you access via video? 

6. How much do you remember of the therapy sessions? 

7. Do you have any thoughts to harm yourself or others? 

8. Do you feel ready to talk about your experience of psychological therapy? 

9. Are you currently accessing any support for your mental health? 

“I am now going to ask you some questions that help me to understand the 

demographics of the people taking part in the study, and help to inform 

recommendations for future research” 

1. What area do you live in? 

2. How would you describe your ethnicity? 

3. What is your employment status? 

4. What is your gender? 

5. What programme did you use to access your online sessions? 
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Appendix E: Distress Protocol (adapted from Draucker et al., 2009) 
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Appendix F: Participant Information Sheet v.3 08.08.24 

ETH2324-0370 

Title of study  

What are the lived experiences of people aged 65+ who have undergone video psychological 

therapies?  

Name of principal investigator/researcher: Natalia Parry-Vaughan 

 

Invitation paragraph 

We invite you to take part in our research, exploring your experience of undertaking 
psychological therapies via video. Before you decide whether you would like to take part it is 
important that you understand why the research is being done and what it would involve for 
you. Please take time to read the following information carefully and discuss it with others if 
you wish. Please ask if there is anything that is not clear or if you would like more information. 
You will be given a copy of this information sheet to keep. 

What is the purpose of the study? 

The purpose of the study is to explore individual experiences of undertaking therapies from 
your own home using a video system. This will take place in the form of one standalone 
interview that will last between 45 and 90 minutes, where you will be encouraged to talk 
openly and honestly about your experience. The interview will take place on the telephone at a 
time convenient for you. 

Why have I been invited to take part? 

You have been invited to take part as you are aged over 65 and have experienced psychological 
therapy via video that completed over 3 months ago. 

Do I have to take part? 

Participation in the project is voluntary, and you can choose not to participate in part or all of 
the project. You can withdraw up until the date of analysis (01 April 2025) without being 
penalised or disadvantaged in any way. It is up to you to decide whether or not to take part. If 
you do decide to take part, you will be asked to sign a consent form. If you decide to take part, 
you are still free to withdraw without giving a reason, and this will not impact any renumeration 
received. 
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What will happen if I take part? 
1. Screening Call 

The interviewer will contact you to arrange a screening call. This will last for 
approximately 15 minutes and you will be asked some questions to determine 
your suitability for the research project. You will complete questionnaires to 
assess for current symptoms of low mood and anxiety. You will also be asked 
questions about your safety. The researcher will also explain the research 
procedure and consent form and provide you with an opportunity to ask any 
questions you may have. Following this call, the researcher will advise you 
whether you meet the criteria to take part in the research project. If your 
participation is deemed unsuitable at this time, then the researcher will signpost 
you to support services. 

2. Arrange a day and time. 
Following the pre-screening call and once you have provided your consent to take 
part, the interviewer will arrange a day and time suitable for both parties to 
conduct the interview. This will take place on the telephone. 

3. Interview 
The interview will take place and will last for between 45 and 90 minutes.  This 
will be a semi-structured interview where the interviewer will have an idea of 
questions to ask but will be guided by you and your experience. This type of 
interview method is interested in the meaning and sense you make of your 
experiences. 

4. Debrief 
Following the interview you will debrief with the researcher, where you will be 
able to express any concerns. The researcher will also answer any questions you 
may have, and signpost you for further support if required. 

 

What do I have to do if I take part?  
In order to take part, you will need to be able to commit to a one-o6 interview.  

What are the possible disadvantages and risks of taking part?  

As you will be talking through your experience of psychological therapy, this may involve the 
discussion of sensitive or emotive topics.  

What are the possible benefits of taking part? 

The benefits of taking part are that you will be able to feedback both positive and negative 
experiences with the aim of hopefully improving the experience for those accessing video 
therapies in the future. 
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Expenses and Payments  

There will be a £10 voucher oQered for a supermarket of your choice as a renumeration for the 
time you have taken to participate in the interview. You maintain the right to withdraw from the 
study up until the point of analysis (01 April 2025), and this will not impact any payments 
received.  

How is the project being funded? 
There are no funding sources for this project. 

Conflicts of Interest 
The head researcher is a psychological therapist who uses video therapies within their private 
practice. 

 

What should I do if I want to take part?  
If you want to take part, please email the head 
researcher Natalia Parry-Vaughan on 

 
 

Data privacy statement 

City, University of London is the sponsor and the data controller of this study based in the 
United Kingdom. This means that we are responsible for looking after your information and 
using it properly. The legal basis under which your data will be processed is City’s public task.  
 
Your right to access, change or move your information are limited, as we need to manage your 
information in a specific way in order for the research to be reliable and accurate. To safeguard 
your rights, we will use the minimum personal-identifiable information possible (for further 
information please see https://ico.org.uk/for-organisations/guide-to-data-
protection/guide-to-the-general-data-protection-regulation-gdpr/lawful-basis-for-
processing/public-task/). 
 
City will use your name and contact details to contact you about the research study as 
necessary. If you wish to receive the results of the study, your contact details will also 
be kept for this purpose. The only people at City who will have access to your 
identifiable information will be members of the research team, and, if appropriate, 
individuals with responsibility for monitoring and auditing at City, including of research 
projects. There may be occasions when regulatory authorities may access research 

https://ico.org.uk/for-organisations/guide-to-data-protection/guide-to-the-general-data-protection-regulation-gdpr/lawful-basis-for-processing/public-task/?q=privacy+notice
https://ico.org.uk/for-organisations/guide-to-data-protection/guide-to-the-general-data-protection-regulation-gdpr/lawful-basis-for-processing/public-task/?q=privacy+notice
https://ico.org.uk/for-organisations/guide-to-data-protection/guide-to-the-general-data-protection-regulation-gdpr/lawful-basis-for-processing/public-task/?q=privacy+notice
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data in accordance with their statutory powers. City will keep identifiable information 
about you from this study for 10 years after the study has finished. 
 

You can find out more about how City handles personal data by visiting 
https://www.city.ac.uk/about/governance/policies/data-protection-policy. You can also 
read City’s general privacy notice by visiting 
https://www.city.ac.uk/about/governance/policies/general-privacy-notice . If you are 
concerned about how we have processed your personal data, you can contact the 
Information Commissioner’s OPice (ICO) directly https://ico.org.uk/. 

 

Will my taking part in the study be kept confidential? 

The interview will be recorded on either Zoom, Microsoft Teams or an encrypted audio device and the 
audio recording will be transcribed verbatim with the researcher using pseudonyms and coding to 
ensure no personal identifiable information is transcribed. Both the audio recording and the transcript 
will be stored on City University’s One Drive, as recommended in City University guidelines.  

The researcher may use software such as Otter for transcribing, or NVivo to aid analysis, both of which 
are compliant with The Data Protection Act (2018) and General Data Protection Regulations (GDPR) 
and links for further information can be found below.  

Quotes may be included in the write up and will be anonymized. Confidentiality may be breached if you 
disclose something that suggests you are a risk to yourself or others, such as safeguarding or public 
protection concerns, as well as concerns about your safety and wellbeing. 

 

Otter.ai - AI Meeting Note Taker & Real-time AI Transcription 

NVivo Free Trial - Lumivero 

What will happen to the results?  

The results will be presented in the interviewers’ doctoral thesis and may or may not be 
published in a journal following this. All anonymity will be maintained, and you are welcome to 
receive a copy of the publication should this occur. Please let the researcher know – you will 
need to give explicit consent for this as your data will need to be kept for this purpose. 

Who has reviewed the study? 

This study has been approved by City, University of London Health and Psychological Sciences 
Research Ethics Committee. 

https://www.city.ac.uk/about/governance/policies/data-protection-policy
https://www.city.ac.uk/about/governance/policies/general-privacy-notice
https://ico.org.uk/
https://otter.ai/
https://lumivero.com/resources/free-trial/nvivo/?utm_source=google&utm_medium=search_paid&utm_campaign=nv_ROW_go_acq_leadgen_brand&utm_content=nv_ROW_go_acq_leadgen_brand_nvivo&utm_ad=667037909247&utm_term=nvivo%20software&matchtype=b&device=c&GeoLoc=1006964&placement=&network=g&campaign_id=20397585540&adset_id=151793699956&ad_id=667037909247&gad_source=1&gclid=EAIaIQobChMIlvjSjOvNggMVwJKDBx0JAQ1SEAAYASAAEgKZ0_D_BwE
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What if there is a problem? 

If you have any problems, concerns or questions about this study, you should ask to speak to a 
member of the research team. If you remain unhappy and wish to complain formally, you can 
do this through City’s complaints procedure. To complain about the study, you need to phone 
020 7040 3040. You can then ask to speak to the Secretary to Senate Research Ethics 
Committee and inform them that the name of the project is “Older adults experiences of 
accessing video psychological therapies”.  

You can also write to the Secretary at:  

Annah Whyton 

Research & Enterprise OPice 

City, University of London 

Northampton Square 

London, EC1V 0HB                                      

Email: senaterec@city.ac.uk  

 

Insurance  

City University London holds insurance policies which apply to this study, subject to the 
terms and conditions of the policy. If you feel you have been harmed or injured by taking 
part in this study you may be eligible to claim compensation. This does not aPect your 
legal rights to seek compensation. If you are harmed due to someone’s negligence, then you 
may have grounds for legal action.  

 

Further information and contact details: 

Natalia Parry-Vaughan (head researcher) 

Email:  

Dr Anna Flo-Arcas (supervisor) 
E-mail:  

 

Thank you for taking the time to read this information sheet.  

 

mailto:senaterec@city.ac.uk
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Appendix G: Consent Form 

Name of principal investigator/researcher: Natalia Parry-Vaughan 

REC reference number: ETH2324-0370 

 

Title of study: What are the lived experiences of people aged 65+ undertaking online video 

psychological therapies?  

Please 
tick or  

initial box 

1 I confirm that I have read and understood the participant 
information dated 08/08/24 for the above study. I have had the 
opportunity to consider the information and ask questions which 
have been answered satisfactorily. 

 

2.  I understand that my participation is voluntary and that I am free to 
withdraw up until the point of analysis (01 April 2025) without giving 
a reason and without being penalised or disadvantaged.  

 

3. I understand that I will be renumerated for my time with a £10 
voucher for a supermarket of my choice, and that this does not 
aPect my right to withdraw.  

 

4.  I agree to the interview being audio recorded.  

5. I agree to de-identified quotes being used in the write up.  

6. I agree to the researcher using software to aid transcription and 
analysis such as Otter and NVivo (both of which are GDPR 
compliant). 

 

7. I agree to City recording and processing this information about me. I 
understand that this information will be used only for the purpose(s) 
explained in the participant information and my consent is 
conditional on City complying with its duties and obligations under 
the General Data Protection Regulation (GDPR). 

 

8. I would like to be informed of the results of this study once it has 
been completed and understand that my contact details will be 
retained for this purpose.  
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9. I agree to take part in the above study.  

 

____________________ ____________________________ _____________ 

Name of Participant  Signature    Date 

 

____________________ ____________________________ _____________ 

Name of Researcher  Signature    Date 

 

When completed, 1 copy for participant; 1 copy for researcher file. 
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Appendix H: Participant Debrief Form 

What are the lived experiences of people aged 65+ who have undergone 
video psychological therapies? 

 

Thank you for taking the 0me to take part in this research project. Below is 
further informa0on regarding the research and signpos0ng services you may 
wish to consider for further support. 

 

Further informa.on on the study. 

The purpose of the study is to inves0gate the lived experiences of those who 
have undergone counselling or psychological therapy via video. The semi-
structured interview you undertook provides the data for collec0on and 
analysis. The aim is to get as close to an persons experience as possible to 
understand the meaning of the experience in depth. The interview explored 
this topic by facilita0ng a conversa0on around the experience of therapy 
through a video, with ques0ons exploring thoughts and feelings, however EACH 
conversa0on was different and was guided by the ideas raised by the 
par0cipant. The interviews will be transcribed and analysed, with themes 
noted and group themes across par0cipants iden0fied. 

 

Background to the study. 

There is limited research into this area, with most of the qualita0ve research 
being limited to one or two ques0ons, as opposed to an in-depth interview. 
There is some literature indica0ng that people aged over 65 find video therapy 
helpful and effec0ve, but there are also difficul0es raised around accessibility, 
however this hasn’t been explored with the over 65’s themselves in detail. By 
taking part in this study, you have helped to contribute to the knowledge base 
for suppor0ng older people. This research also shines a light on a popula0on 
that has been described by one older person as invisible.  

 

Signpos.ng Services 
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It is possible that the interview could have caused some emo0onal upset, or it 
may have sparked an interest in you accessing further support. Below are some 
support services you are welcome to contact, with a brief outline as to the kind 
of support they offer. 

 

• Your GP can help connect you to support services in your area, and also 
can provide a consulta0on for physical or mental health support. 

• Most local A&E’s have a mental health team, who can are there for 
people who require immediate support such as having thoughts to end 
their life. 

• Your local Talking Therapies service offers counselling to those 
experiencing emo0onal distress and difficul0es such as low mood and 
anxiety. Your local Talking Therapies can be contacted on insert phone 
number. 

• The Samaritans is a free 24 hour helpline who provides emo0onal 
support for any difficulty – call 116 123. 

• Shout provide a text service 24 hours a day in a similar way to the 
Samaritans, text 85238. 

• Silverline is a helpline run by Age UK and is a free confiden0al telephone 
service for older people, and provides friendship, conversa0on and 
support. Please call 0800 4 70 80 90. 

 

Thank you once again for your par0cipa0on in this research project. It really is 
appreciated. If you opted on the consent form to receive the findings, you will 
be contacted following the comple0on of the project in September 2025, and 
will be provided with an overview of the results and discussion. 

If you wish to find out more about this research or to withdraw from the 
research, please contact: 

Researcher: Natalia Parry-Vaughan on  or 
. 

Supervisor: Dr Anna Flo Arcas on   

 

Ethics Applica0on Code: ETH2324-0370 
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Appendix I: Excerpt from Lorraine’s Transcript 
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Appendix J: Delilah’s PETs 

  Themes    Subthemes  Line  

1  Separa2on 
and 
Connec2on 
and 
Separa2on  

1.1  Sense of 
isola2on  

Family ignore significance of impact for client – 586  

Uniqueness of experience seperates self from 
others – 598  

Sudden abandonement – 546  

Speaks to the sparceness of deep connec2ons in 
society - 636  

AKunement from therapists contrasts and 
highlights misalignment with others (family) – 583  

Experiencing self as separate object is painful - 625  

Others fall below the standard set by therapist – 
611  

Lonelier since therapy -  speaks to separa2on of self 
from other? – 621  

    1.2  Worries 
around 
(Emo2onal 
and 
Technological) 
Connec2on   

Anxie2es around feeling safe enough to take risk to 
be vulnerable – 141  

Feared breakdown in rela2onship – 145  

Connect as symbolism for technology and 
rela2onship – 400  

Connec2ng as meaning psychological or mechanical 
- 344  

Uncertainty around introduc2on of the other 
increases online – 377  

Technical problems a minimal concern – 325  

Relieve prac2cal anxie2es through prepara2on - 
655  

Knowledge of technical challenges protected 
against impact – 336  

Speaks to both emo2onal and mechanical 
connec2on – 223  
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Increased certainty by checking technology - 219  

Trust built over 2me – 175  

Responsibility for safety shi[s to client – 154  

Technology is unpredictable. – 108  

Hoping to connect emo2onally and mechanically - 
118  

Stability in same loca2on at home – 231  

Sought a sense of comfort at home – 216  

    1.3  The Body  A bodily depth??? 79   

Something felt but intangible – 79  

Acceptance of bodily limita2ons – 99  

Sesnsory depriva2on - 43  

Intangible presence – 45  

Missing aura of person - 64  

Limit to emo2onal deepening of connec2on- 54  

2  Teamwork  2.1  Making sense 
of things 
together.  

Humanising that therapist didn’t have all the 
answers - 536  

Supported to work together as a team – 509  

Responsibility for safety shi[s to client – 154  

  

    2.2  Significance 
of therapeu2c 
rela2onship  

Rela2onship with therapist trumps mode of 
therapy – 680  

Touched at the support and care received – 527  

Special to have a shared experience – 329  

Supported and nurtured – 166  

Therapist as stable consistent figure – 180  

Therapist empathy transcends barriers - 189  

Total comfort and safety with therapist – 36  
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Safety in sessions with a familiar therapist - 8  

Returning back to secure base  - 15  

    2.3  Absorbing 
and Profound  

Absorb2on into the psychological work overrode 
sensory depriva2ons – other senses took over? – 
286  

Surprised by the significance of the work – 172  

Mentally, psychologically and emo2onally profound 
– 60  

Negligable difference between f2f and online  -279  

Makes me think of someone blind & hearing gets 
beKer.  

Mo2vated to do self directed reading – 209  

Preaparing a focus for session gives a sense of 
control/power- 206  

3  Sense of 
self  

3.1  Deeper and 
richer  

Living a life in colour – 575  

Deeper, richer, sense of self - 581  

Greater sense of self – 511  

Meaningful change – 515  

Sepera2on of emeshment of self with other - 557  

Bravery in vulnerability - 159  

    3.2  Re-wri2ng 
narra2ves   

Changed meaning around self and world – 518  

Self-compassion – 519  

Re-wri2ng the narra2ve of her life - 539  

Life changing therapy – 504  

Fears around failing unfounded - 94  
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“Seen Through a Screen: 
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5.1 Foreword 

The article presented below is intended to be submitted for publishing in Counselling 

Psychology Review. This has been written in line with the requirements and holds a limit of 

5000 words.  

 

5.2 Abstract 

The proportion of the population classified as older adults is increasing rapidly, coinciding with 

the growing digitisation of healthcare services. This raises important questions about the 

accessibility and suitability of digital interventions for this population. Despite the expansion of 

digital therapy, little is known about how older adults’ experience psychological therapy via 

video. This study employs an Interpretative Phenomenological Analysis (IPA) design to 

explore older adults lived experiences of video therapy. Eight participants were recruited and 

interviewed in sixty-minute semi-structured telephone interviews. Analysis of the data 

generated three overarching themes, of which one will be discussed in the present article, 

‘Seen Through a Screen’, which explores experiences of invisibility as an older adult and the 

ways in which closeness and reassurance in video therapy fostered a sense of feeling seen. 

These findings highlight the importance of visibility and relational connection in video therapy, 

which are explored in relation to the I-Thou framework. The strengths and limitations of the 

study are reviewed, alongside clinical implications and directions for future research. 

 

5.3 Background 

There is growing pressure on community and healthcare providers to cope with an ageing 

population. In the UK, the number of older adults is expected to double between 2017 and 

2040 (Age UK, 2019). Yet, despite their growing presence, older adults frequently report 

feeling invisible in social and healthcare contexts (Menezes et al., 2021). Research statistics 

indicate that while 13.6% of younger adults access therapy, only 4.5% of those aged over 65 

do so (Office for National Statistics, 2023). This is surprising when older adults experience 

unique and significant stressors, with older age described as succession of losses (Butler & 

Lewis, 1982).  

There are conflicting explanations for this disparity in the literature. Some researchers argue 

that older adults demonstrate resilience during times of adversity (Lebrasseur et al., 2021), 

and that reluctance to seek help is due to a strong preference for self-management of 

symptoms, reflecting a belief in self-sufficiency as a positive trait (Knight & Winterbotham, 
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2020). However, the tendency for older adults to express emotional difficulties through somatic 

complaints can confound symptoms and clinical presentation, with indications that later life 

mental health difficulties often go undiagnosed (DiNapoli et al., 2017). This raises the question, 

is this stoicism or invisibility? 

Ageism is described as the last socially acceptable prejudice (Weir, 2023) and is a pervasive 

socio-cultural problem that we as healthcare providers are accountable for. There is evidence 

of therapeutic nihilism, as providers reflect assumptions that older clients are less likely to 

benefit from therapy (Jeyasingam et al., 2023). There is a lack of interest in the field of ageing 

according to statistics from the USA, with only 3% of psychologists specialising in working with 

older adults, compared to 30% with children and adolescents (APA, 2015). This is also 

perpetuated systemically through institutions, with training course criticised for the lack of 

gerontological content in training programmes and textbooks (Gross & Esbaugh, 2011). Not 

only is ageism prevalent within healthcare providers, there is evidence of  internalised ageism 

within older adults themselves. Ageism is a social issue, and can deter older adults from 

acknowledging their difficulties or seeking support (Choi et al., 2014).  

Despite these barriers, when older adults do access therapy, the literature reports generally 

positive outcomes. Psychotherapy has been shown to be effective in addressing late-life 

depression and anxiety, with interventions such as cognitive behavioural therapy (CBT), 

problem-solving therapy, and interpersonal therapy all supported by evidence (Scogin et al., 

2005). Furthermore, older adults engaging with NHS Talking Therapies demonstrate higher 

treatment completion and recovery rates compared to younger cohorts (NHS Digital, 2020; 

Saunders et al., 2021).  

The rise of digital therapies presents both opportunities and challenges in this context. Since 

the onset of the COVID-19 pandemic, video therapy has become increasingly commonplace. 

The literature into older adults suggests video therapy to be a viable therapeutic modality, with 

quantitative literature highlighting predominantly positive outcomes on depression, anxiety 

and sleep (Choi et al., 2016; Fronza et al., 2025; Rollandi et al., 2025; Scogin et al., 2018). 

There is also evidence from several studies that ratings of therapeutic bond are similar in video 

therapy to that of in-person (e.g. Simpson & Reid, 2014; Schoenenberg and Martin, 2024; 

Thomas et al., 2021).  

Video therapy has however been criticised for its impact on communication.  There can be 

reduced access to non-verbal cues, such as posture and gestures, which are important for 

conveying empathy and attunement (Schoenenberg & Martin, 2024). It can be common for 

transmission delays to affect interpersonal interaction, and paralinguistic features such as tone 
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and response time can impede the flow of interaction (Schoenenberg et al., 2014). 

Neuroscientific research further suggests that perceived interpersonal distance can alter 

neural empathic responses and thereby influence the sense of connection (Schiano 

Lomoriello et al., 2018).  

For some clients, however, this sense of distance may be beneficial. Having therapy at home 

offers advantages around increasing accessibility and eliminating the need for travel 

(Christensen et al., 2021).  For instance, individuals in the general population experiencing 

shame-related conditions such as trichotillomania have stated they would otherwise not have 

accessed therapy and others reported that remote therapy feels less intimidating and allows 

greater openness than in-person formats (Lee et al., 2018). Clients have also reported feeling 

a heightened sense of control, reduced self-consciousness, and an overall easier experience 

communicating compared to face-to-face sessions (Simpson et al., 2005).  

To the authors knowledge, only a limited number of studies have examined older adults’ 

experiences of video therapy. To date, two mixed-methods (Campbell et al., 2025; Fallon et 

al., 2024) and two qualitative studies (Christensen et al., 2021; Pearson et al., 2023) exist, 

with only Christensen et al. (2021) exploring experiences in depth. However, within their study, 

they looked at both provider and client experiences. Nonetheless, three themes emerged: 

technical challenges, the supportive role of video as a clinical tool, and impact on the 

therapeutic relationship. They reported how clients valued therapy at home and felt more 

empowered to express themselves. They also reported disparity between providers and 

clients, with providers often viewed technical difficulties as disruptive, while older clients 

described them as minor.  

As the broader literature continues to focus on interventions and outcomes rather than client 

experiences, there is a pressing need to examine older adults’ experiences to ensure that 

services are not only accessible but also visible, inclusive, and responsive to their needs 

(Kaiser et al., 2025). This study aims to contribute to this limited field, exploring and asking 

the question “How older adults experience video therapy?”. The present research aims to give 

some visibility to this population through exploring their experience of visibility within video 

therapy.  

 

5.4 Method 

Research Design and Sampling 
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The present study employed purposive sampling to recruit older adults with lived experience 

of video therapy, consistent with recommendations by Smith et al. (2009) to seek a relatively 

homogenous sample. Participants were required to be aged 65 or above, as part of the 

researcher’s commitment to homogeneity and to fairly represent this demographic. The 

participants were required to have attended at least one one-to-one counselling or 

psychotherapy session delivered via a video platform such as Zoom, without restrictions on 

therapy type or duration.  

Recruitment 

Initial strategies to recruit participants via therapy organisations yielded limited success, 

leading the researcher to engage with organisations associated with older adults, such as care 

homes and Age UK. Participants were recruited from Age UK events, posters in communities’ 

centres, word of mouth, and through a local forum for therapists. In total, ten people offered 

an expression of interest, two of whom were excluded due to low age, resulting in a final 

sample of eight participants aged 65 and above. All the participants were White British and 

resided in the UK. Initially, no monetary remuneration was offered, but due to recruitment 

challenges, participants were later provided with a £10 supermarket voucher, consistent with 

ethical arguments for remuneration outlined by Warnock et al. (2022). 

Data Collection 

Following an expression of interest, participants were contacted to arrange a pre-screening 

telephone call, where their suitability was assessed. The interview was then arranged at a 

mutually convenient time, also by telephone. The research interview was completed one-on-

one and lasted for approximately 60 minutes, in line with recommendations by Smith et al. 

(2022). The semi-structured format allowed participants to explore relevant topics flexibly, 

guided by a list of questions adapted in response to participants’ contributions, consistent with 

Smith and Osborn’s (2008) approach to idiographic exploration. Interviews were 

conversational in style to facilitate rapport, safety, and rich data collection. Interviews were 

audio-recorded using Zoom, securely stored on City University OneDrive, and transcribed 

verbatim using Otter software. Following the interview, participants had a full verbal and written 

debrief. 

Ethical Considerations  
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Ethical approval was obtained from the School of Health and Medical Sciences Ethics 

Committee at City, University of London. Pre-screening calls assessed suitability against 

inclusion and exclusion criteria and ensured informed consent.  

Participants were required to have completed therapy more than three months prior to the 

study to allow for reflection and emotional processing. Measures of the PHQ.9 and GAD-7 

were taken during the pre-screening process, with those currently experiencing low mood or 

anxiety symptoms excluded from the study. Additionally, people presenting with any risk 

concerns, including suicidal ideation, self-harm, or risk to others were also excluded. Distress 

protocols were in place for managing potential emotional distress during interviews, although 

no participants expressed any risk concerns throughout the process. 

Participant identities were protected via pseudonyms, with all references to names, locations, 

and family members removed from transcripts and marked with X. Full anonymisation was 

maintained throughout transcription, analysis, and reporting.  

Data Analysis 

Interpretative Phenomenological Analysis (IPA) was employed to explore participants lived 

experiences. IPA focuses on sense-making, moving from descriptive to interpretive analysis 

within a hermeneutic circle, where the researcher engages dynamically with both the parts 

and the whole of the data (Smith et al., 2022). The analysis process, while guided by seven 

stages, was applied flexibly rather than prescriptively. 

All interviews were transcribed before analysis, with wide margins and line numbers to 

facilitate exploratory noting and reflexivity. Each transcript was analysed individually, allowing 

immersion in the data. Initial stages involved reading and re-reading transcripts while listening 

to recordings to reconnect with participants’ experiences, accompanied by making reflective 

notes (Smith et al., 2022).  

Exploratory noting then captured descriptive, linguistic, emotional, and conceptual 

observations in the right-hand margin, identifying what mattered to participants (Smith & 

Osborn, 2008).  

Next, concise experiential statements summarising key aspects of the exploratory notes were 

generated in the left-hand margin. These statements reflected the hermeneutic process, 

linking parts of the transcript to the whole narrative. Connections across statements were then 
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examined manually: statements were separated, arranged, and clustered into emergent 

themes, with irrelevant material discarded (Willig, 2008).  

Themes were subsequently named and organised into Personal Experiential Themes (PETs), 

ensuring they accurately represented participants’ experiences, before being tabulated 

digitally. This process was repeated for each participant, with reflective pauses between 

analyses to bracket assumptions carried from prior cases. Finally, group-level analysis 

identified similarities and differences across participants’ PETs, producing Group Experiential 

Themes (GETs) while continuing to move between individual statements and the broader 

dataset (Smith et al., 2022).  

 

5.5 Results 

The analytic process discovered three GETs and nine sub-themes. Firstly ‘Fearing Loss’, 

which comprised of: Confronted by Mortality; Uncertain Connections; Connection as Cure. 

The second GET ‘Un(Safe)’, was composed of: On Home Turf: Anchorage or Avoidance?; 

Holding Back. The final GET was titled ‘Seen Through a Screen’ and comprised of: Fading 

from View; Near and Far; Seeing and Being Seen. 

This article will focus on the third GET, which explores participants experiencing of visibility in 

video therapy. The first sub-theme examines participants’ experiences of invisibility both inside 

and outside the therapy room. The second sub-theme considers the varying sense of 

closeness and distance participants experienced when engaging in therapy through a screen. 

The third sub-theme highlights how reassurance was derived not only from observing the 

therapist’s face, but also from the reciprocal experience of being visibly acknowledged by the 

therapist. 

 

Sub-Theme 3.1: “We're not worth.. we're not worth it to anybody anymore.”: Fading 
From View 

This sub-theme explores how six participants experienced feeling invisible in the world outside 

the therapy room, but also at times inside the therapy sessions themselves. It feels valuable 

to understand the context of coming into therapy as an older adult, particularly due to a parallel 

process of invisibility occurring both inside and outside the therapy room. However, there was 

some divergence, with other participants describing how the visibility they had in session 

provided a stark contrast to that they experienced outside. 
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For several participants, invisibility was experienced within in the wider context of society: 

“As a feminist, I spent much of my life trying to avoid the male gaze and but now I'm 

in my 70s, just about.. I'm kind of thinking, oh!... okay, invisible, you know, not of any 

interest to anybody in any sense whatsoever, either physically or intellectually or, you 

know.” (Bonnie, 41) 

Bonnie reflects on shifting from avoiding the male gaze to confronting the erasure of ageing. 

Words like “invisible” suggest she feels faded from view. She seems caught between her 

feminist identity and a desire to be seen, navigating a double bind where too much attention 

is objectifying, but too little feels like social invisibility. 

Another participant echoes a similar sentiment: 

“There's no point in anything anymore, because that's how they made you feel. You 

know, the world, the society, how the world is coming on. It's like, one of the old 

donkeys in Spain innit, and they just push them off the side of a cliff, because they're 

useless. We're not worth we're not worth it to anybody anymore. We don't work 

anymore. We don't pay taxes anymore.” (Amber, 1044) 

As Amber repeats “we’re not worth it”, she highlights the way in which society views her as 

useless and worthless and I sense her moral outrage and anger at this injustice. I notice how 

Amber contrasts “we” and “they”, speaking to a sense of comradery and positive identification 

with her peers, in juxtaposition with the external world and society that devalues and causes 

harm.  

Whilst both Amber and Bonnie describe their experiences feeling invisible within the wider 

community, several other participants described this experience within their closer social 

groups. As one participant states: 

“And you know, to be listened to… was I… mean, even just talking about it now, it's 

quite emotional (crying), because I felt so shut down, you know, with my interactions 

with people who were my friends…erm… you know, and I just felt quite lonely…….So 

that was huge…”. (Lorraine, 459) 

Lorraine describes how she felt “so shut down” which speaks to an emotional emptiness and 

closing off from others. Lorraine juxtaposes this emptiness, with the attentiveness and care 

she received from the therapist, that was “huge”, expressing the enormity of this change.  

Other participants described moments when they felt invisible to their therapist:  

“Obviously she was, you know, constructive in what he was saying about making time 

for myself and trying to relax and all this type of thing. And doing these various 
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techniques for…um… you know.. helping with my sleeping pattern… like.. doing more 

exercise.. ah that was one of the big things actually, do a lot more.”  (Martin, 148) 

The invisibility in Martin’s account is not so much about what is said, but rather about what 

remains unsaid, what is invisible in his words. As Martin describes his therapy, he frames it in 

terms of outcomes and practical benefits as he describes the tasks he was recommended to 

do. However, the language he uses to describe these changes feels restrained. Words like 

“constructive” suggest functionality but lack the emotional depth or intensity.  

Another participant was more explicit about feeling unseen in sessions: 

“There were four or five of these round icons, and they blocked her face even more. 

See her face hardly with… with this interference on the bottom of the screen, and her 

face being so down on the screen. And I asked her, I said, you know, could you please 

make it so I can lip read? And she did it, and it lasted for about five minutes, and then 

it went down again to how it was.” (Jess, 254) 

Jess struggled not only to see the therapist physically, but also to feel seen when her request 

went unresolved. Asking for this adjustment seemed courageous, as if expressing her needs 

felt risky, carrying the fear of rejection. The therapist, holding the power to accept or dismiss 

her request, reinforced this dynamic. 

 

Sub-Theme 3.2: “An old mate”: Near and Far 

This sub-theme explores how all but one participant described how through a video they felt 

a sense of closeness, or for some, a distance through a screen. For some participants they 

could feel and experience the whole of the therapist, whereas for others there seemed to be 

parts missing. 

The language used by some participants indicated an experience of closeness:  

“As I say, I feel quite emotional talking about it, I think as we.. because we, we, in a 

way, we worked it out together” (Delilah, 527) 

The repeated use of “we” highlights a closeness, by suggesting there was a comradery and 

team effort. I also wonder as Delilah becomes emotional, if she feels not only gratitude, but 

also mourns the loss of this significant and close relationship. 

Another participant describes the way in which the video format brought about a sense of 

closeness: 
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“It was a bit like seeing an old mate. It was so funny, because it's like, I never done it 

before. And anyway, she pops up, and she said, Hello!, XXXX. And it's like, oh, I find 

it quite exciting, yeah, and she was really nice. So it was like, it's like an old 

mate.” (Amber, 139) 

As Amber talks, I can hear the nervousness at speaking to someone new, and she experiences 

emotions in close succession as she shifts from strangeness (“I’ve never done it before”) to 

comfort (“quite exciting”). There feels to be a paradox where something entirely new also feels 

like a reunion, something that feels like it happens when her face “pops up” and they are able 

to see each other.  

Another participant also described a sense of closeness, but perhaps also with some distance: 

“I think, because just that, the size of her face was just that it was, it was almost as 

though she was in the room with me…..: (Lorraine, 367). 

She continues: 

“it just felt as though, yes, that, that she was a real presence in, in the room, rather 

than, you know, just a little picture on, you know, a little screen.” (Lorraine, 376) 

There is a richness and lifelikeness of the interaction, as Lorraine experiences the therapist 

as having a “real presence”. When Lorraine uses the word “almost” , on the one hand the word 

“almost” could indicate a togetherness, as though she was sitting in the room with someone; 

however, I also wonder if the therapist was just slightly out of reach.  

Another participant experienced a noticeable emotional distance: 

“The you know, her presence was very….what’s the word….er…. unmoving. So it was 

very verbal, you know, depending on what I said. So as I say, you know, I said the last 

time we talked, there were pauses, significant pauses, and, er… that that was some 

deepening, but it it felt.. on reflection, kind of static. She always seemed to be in one 

place…. I suppose I remark that because I tend not to be static, I tend to sort of gesture 

quite a lot.” (Simon, 236) 

Simon’s description of the lack of physicality in the session appears to have a double meaning. 

As he says the word “unmoving” he describes not only the physical movement of the therapist, 

but also the way in which he felt emotionally unmoved, or numbed, by the therapist’s presence. 

I wonder if he experienced the therapist as cold in some way. Simon also uses the word “static” 

which to indicates an interference, suggesting he felt the video medium interfered with his 

ability to get close to the therapist. 
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Whilst Simon experienced the distance as a barrier to feeling seen, another participant 

experienced the distance as protective:  

“…more emotionally protected and self-protecting, but also a little bit more in control. 

And I could always, you know, end the call, if I wanted to, you can’t easily do that in 

the room. Not so easily.” (Bonnie, 163). 

For Bonnie, having some distance between her and the therapist provided a sense of safety 

knowing she could easily “end the call”. This easily accessible escape route gave Bonnie the 

freedom to withdraw if she felt unsafe or vulnerable. Sitting in a separate room to someone 

we may feel less aware of their physical presence, and they may feel less imposing. Ending 

the session from a distance feels safer as Bonnie doesn’t have to hear or manage the other 

persons reaction. 

 

Sub-Theme 3.3: “If your bottom lip starts to tremble, she can see that”: Seeing and 
Being Seen 

This sub-theme describes how over half the participants experienced seeing the therapists 

face, and the therapist seeing their face, as reassuring, or for one participant, threatening.  

Even prior to commencing therapy, one participant had a sense of the therapist based on her 

photograph: 

“…because she was exactly how I thought she would be from her photograph (sounds 

happy). Yeah, there was sort of gentleness and warmth about her.”  (Lorraine, 400). 

Lorraine describes the fantasy she had of her therapist prior to meeting her, as though she 

could feel her, from seeing her picture. Lorraine uses the words “gentleness and warmth” 

which are both words that evoke the sense of touch, that feel soft, safe and warm. These 

qualities were permeated through a picture and also through the screen.  

Other participants described the way in which the therapist seeing their face, allowed them to 

feel more at ease: 

“Yeah, more, like, at home, and when you're talking about things, especially if you've 

got, like, you know, depression, things and that sort of thing, and you're sort of worried, 

you need to be at ease. You need to relax. When you get a bit all confused and a bit 

cuff-ffuld and a bit stressy, you've you forget what you're trying to say. Well, I do. I think 

a lot of us older ones do we forget what we're trying to say.” (Amber, 59) 

Amber emphasises the importance of feeling at ease when having therapy sessions. She 

describes some of the difficulties she experiences in communication, outlining how she feels 
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“cuff-ffuld and a bit stressy”, and there may be a parallel process in the interview where she 

hesitates as uses filler words such as “like”. Amber experiences both psychological and 

somatic states as being intertwined, almost as a vicious cycle with stress and worry obstructing 

communication, which then creates a barrier to resolving the stress and worry. As Amber says 

“you've you forget what you're trying to say. Well, I do. I think a lot of us older ones do” I hear 

a self-consciousness as she moves from externalising the forgetfulness, to taking ownership 

of it, to making it part of her group identity as an older adult.  

Whilst for the participants above, seeing and being seen created a calmness, another 

participant highlighted how seeing the face through a video can create a sense of discomfort: 

“It’s all faces and not, you know, because, like, I often maybe look into the 

distance when I'm talking about something. Do you see what I mean? And having that 

sort of eye to eye contact, and sort of, you know, front of face to front of face contact, 

I think is, is probably a bit, yeah, it strikes me as slightly unnatural.” (Simon, 379) 

When he says “it’s all faces” I sense there be something intimidating about having the 

permanent gaze of the therapist. There is something about how Simon describes the “eye to 

eye” contact, that feels animalistic, almost as though he feels intimidated or intruded upon by 

having the full attention of the therapist, when he would rather look away. 

 

5.6 Discussion 

Participants in this study experienced social invisibility, reflecting a broader societal 

marginalisation of older adults. Feelings of being devalued or disregarded were often linked 

to their identity as an older adult and their unique context as one participant stated, “we’re not 

worth it to anybody anymore” (Amber, 1049). This aligns with research documenting older 

adults’ experiences of social estrangement, burden, and non-recognition (Kandasamy et al., 

2018; Menezes et al., 2023).  

The video modality acted both as a facilitator and a barrier to participants’ sense of presence 

and connection with the therapist. Many participants reported feeling fully seen despite the 

physical distance, challenging assumptions that online therapy diminishes relational quality 

(Schiano Lomoriello et al., 2018). Facial expressions were particularly important, providing 

reassurance, with the literature suggesting how seeing a therapists face instils a sense of 

trustworthiness (Pywell et al., 2020).  

The participants varied in their experiences of distance, with some finding this to be isolating, 

whereas others experienced the distance to be protective, in line with research indicating video 
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therapy as giving clients a heightened sense of control (Simpson et al., 2005). These findings 

highlight the idiosyncrasies in experience and the importance of tailoring online therapy to 

individual comfort levels and relational preferences. Recommendations for overcoming this 

came from one participant, Simon, who suggested an open dialogue about how it feels to be 

working in this way, which could take some steps towards bringing client and therapist closer. 

The study highlighted the centrality of authentic, relational encounters and how a meaningful 

I-Thou relationship can be forged over the screen (Buber, 1923/1958), with participants 

experiencing a closeness and felt presence of the therapist, despite not being in the room with 

them. Meaningful I-Thou encounters support psychotherapeutic growth, echoing Rogers’ 

(1957) person-centred principles of unconditional positive regard, empathy, and congruence. 

The findings suggests that video therapy can be an effective and viable therapeutic option for 

older people wanting to access support from their own homes.  

There were some gender differences in the study, with female participants more likely to report 

invisibility and experiences of ageism, which is supported in the literature highlighting the 

intersection of ageism and sexism, and women’s heightened awareness of social non-

recognition (Westwood, 2023). Additionally, female participants emphasised warmth and 

emotional connection, while male participants described interactions more matter-of-factly, 

reflecting broader evidence of gendered differences in therapy motivations and relational 

experiences (Arora & Bhatia, 2022). However, these findings should be approached with 

caution due to the limited sample size meaning the experiences could be idiosyncratic to the 

participants.  

5.7  Conclusion and Future Research 

This study explored how older adults experience video therapy, revealing three central 

themes: ‘Fearing Loss’, ‘Un(Safe)’, and ‘Seen Through a Screen’. The screen created both 

safety and distance, sometimes a comfort, sometimes a barrier. Most strikingly, experiences 

of being seen or unseen echoed the wider invisibility older adults face in society. Video therapy 

offered moments of recognition, yet also risked reinforcing feelings of erasure. These findings 

call us to action: counselling psychology must not only adapt therapy to meet older adults’ 

needs but also challenge the social invisibility that shapes their lives. 

Future research should prioritise older adults as a participant group, as they remain under-

represented in both qualitative and quantitative studies, and including their lived experiences 

is essential to avoid incomplete understanding and the reinforcement of age-related 

assumptions or stereotypes (Mace et al., 2022). Subsequent studies could target more diverse 
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populations, including non-White participants, adults over 80, homebound individuals, and 

males, to explore experiences of those even less visible. Future research could also examine 

first-time users of video therapy and compare experiences across different therapeutic 

modalities. The engagement of services in support of this could help increase access to 

participants currently under-represented.  
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