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Abstract:   We have developed a method utilizing video material to facilitate the psychotherapeutic 
process we call VideoTalk. In this method, which uses schema therapy as a theoretical framework, patients 
make videos at home in various emotional situations following the therapist’s detailed instructions. They 
then watch the videos together with the therapist making observations about the patient and how they 
speak about themselves and other people. The aim of this article is to describe five patients’ personal 
experiences of psychotherapy consisting of 15 video-assisted sessions. We used mixed methods 
methodology consisting of material-based content analysis of patient interviews done after the therapy 
and changes in symptoms measured by psychological symptom scales. Based on the symptom scales, this 
outcome study found that all participants benefited from the VideoTalk therapy. ‘Gaining bodily self-
awareness and insight’, ‘Thinking more clearly and with self-compassion’, and ‘Challenges associated with 
the technology and practicalities of video work’ were found to be the main categories in the content 
analysis. After some minor technical difficulties, the patients found the video method workable. The 
results showed a wide range of self-observations, which began to be positively integrated into the patients’ 
lives and to increase their overall wellbeing. In the course of VideoTalk therapy, patients face painful 
emotions and may begin to create a new kind of connection between their own insulated internal world 
and the surrounding world. 
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There is abundant research available on the effectiveness of 

various types of psychotherapy (Munder et al. 2019, Cuijpers 
et al. 2019) for various mental health problems, such as 
depression and anxiety (Cuijpers et al. 2008; Watts et al. 2015). 
Good trust between patient and therapist, patients’ 
motivation and active cooperation during therapy, such as 
doing their homework between therapy sessions, are also 

significant for the results (Conklin and Strunk 2015, Flückiger 
et al. 2012, Nilsson et al. 2007). The working alliance is often 
predictive of therapy outcomes (Norcross & Karpiak, 2017). 
 
Today, psychotherapists have many good treatment protocols, 
but still not all patients get the help or significant benefits they 
need. Less than 50% of patients respond to first-line 
antidepressant treatment or psychotherapy despite 
substantial advances in treatment and management strategies 
for major depression (Van Bronswijk et al 2018). It seems that,  
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despite the abundance of research data, it may at times be 
difficult for patients to extrapolate the results of 
psychotherapy to their daily life (McPherson et al. 2020), new 
solutions and therapeutic tools are still needed. The Covid 
pandemic has also demonstrated the need for new forms of 
psychotherapeutic work (Talevi et al. 2020). 

 
History of Using Photographs in Psychotherapy 
 
In psychotherapy, photographs have long been utilized to 
facilitate speaking and to bring out emotions (Halkola 2013; 
Martin 2013; Weiser 1999). The Photovoice method, for 
example, utilizes photographs taken by the participants and 
analysis of such photographs to help participants define and 
verbalize important issues related to their life (Wang and 
Burris 1997). Taking photographs has become easier and is 
now possible for everyone. The technology has advanced 
greatly, making editing, modification and manipulation of 
photographs easy. Real-timeness increases the possibilities for 
using photographs: there are virtually no limits to the use and 
dissemination of photographs in social media (Loewenthal 
2013). 
 

Development of Video Work in Psychotherapy 
 
Compared to a photograph, video offers a wider angle of 
approach, as it also records facial and body movements and 
the voice, as well as the gaze and subtle movements of the 
eyes and mouth. Video therefore offers a broader approach 
compared to a photograph and provides information that 
would not otherwise be available. Modern neuroimaging has 
been able to prove that dynamic stimuli activate brain areas 
more than static stimuli (Arsalidou et al. 2011). Moving 
pictures have been utilized in cinematherapy (Berg-Cross et al. 
1990). 
 
Videoassistance has been utilized to further develop working 
methods in health care (Crenshaw 2012) and to train and 
assess the training of psychotherapists and physicians 
(Brockfeld et al. 2018, Topor et al. 2017). In cognitive therapy, 
video has been utilized as part of the therapeutic process for 
the treatment of social anxiety disorder. Patients have been 
given video feedback to help them correct their distorted, 
negative self-concept (Warnock-Parkes et al. 2017), for 
instance. To treat social anxiety disorder, patients have been 
videoed during public speaking, for example, to provide them 
with the opportunity of watching themselves like an objective 
observer. Positive results have been obtained during brief 
therapies (Kim et al. 2002, Orr and Moscovitch 2010, 
Rodebaugh et al. 2010). In addition, video-assistance has been 
utilized to observe and improve parent-child interaction. In the  
context of parenting, watching videos together with a parent 
has been used to provide both parent and therapist with the  
 

 
opportunity to observe the parent-child interaction on the 
video (Kennedy et al. 2017). Video feedback interventions  
have also been utilized to improve the interaction between 
hearing impaired children and their families through auditory 
rehabilitation (Dantas dos Santos and Brazorotto 2018).  
 
The field of psychotherapy is changing, too given the way 
various technical applications may already now form a part of 
the work, for instance utilizing audiovisual tools, images, 
videos, animation, discussion forums, writing, and automatic 
reminders to guide patients through the therapy process 
(Andersson 2018). Real-time remote work became highly 
topical during the Covid-19 pandemic as therapists increased 
their use of technology in therapy. Further research is needed, 
but the unprecedented situation of the Pandemic is affecting 
the organisation of psychotherapy, too, giving us a chance to 
learn something new and to evaluate and develop forms of 
treatment further (Markowitz et al. 2020, Sasangohar et al. 
2020). Alternative work forms are valuable in view of the 
rapidly changing situations around the world and the high 
demand for therapy. 

 
 
Development of the VideoTalk 
Method 
 
We have developed a method applying video assistance in 
psychotherapy which we named VideoTalk (Koffert et al. 
2019). We began by using photos in psychotherapy and then 
decided to try using patient-made videos. We found this 
approach useful in our clinical work and many patients with 
depression and anxiety seemed to benefit from this kind of 
approach. Feedback from patients has been crucial to develop 
VideoTalk, and the approach evolved through collaboration 
between the therapist and the patients.  
 
The theoretical framework we used in developing the method 
was schema therapy (Young 1990). The method or its elements 
may be combined with various psychotherapy orientations. 
The mode concept from schema therapy referring to different 
parts of self is well suited for creative work. For instance, in 
Detached Protector mode the person retreats and hides, 
whereas in Vulnerable Child mode they experience loneliness 
and helplessness and in Punitive Parent mode they punish and 
blame themselves. The need to use Detached Protector mode 
diminishes as the patient gets in touch with Vulnerable Child 
mode (Young 1990). With the help of video, in VideoTalk, a 
person reveals to themselves and their therapist the emotional 
state they have experienced, protected and described in an 
authentic environment. 
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The VideoTalk method facilitates documenting patients’ 
emotional expression in their own living environment. This is 
done to capture the reality of the patient’s current life. A video 
recording represents a simulation of a difficult situation at 
home, shared on the emotional level in the therapist’s office 
to allow the patient to face the difficult emotional experiences 
again together with the therapist. Strengthening patients’ 
autonomy and sense of coping by guiding them to be active 
and responsible implementers of their treatment is central to 
the videoassisted method.  

 
VideoTalk Procedures and Practice 
 
Video work aims to intensify psychotherapy and teach patients 
to act in problem situations faced at home. Patients are not 
required to have any previous experience or skills related to 
visual work or photographing. A smartphone, for instance, can 
be used for the VideoTalk method. The therapist’s role in the 
VideoTalk method is to listen and to activate patients by 
validating their experiences through questions. 
  
VideoTalk is a structured method of treatment. In the 
VideoTalk, there are three phases: the life-review phase, the 
face photo phase, and the video phase (see table 1).   
 
 

Life review Sessions 1-3 

Face photograph  Sessions 4-5 

An incident of the patient’s 
choice 

Sessions 6-7 

Speaking to the parents Sessions 8-9 

Helplessness  Sessions 10-11 

Coping Sessions 12-13 

Plans for the future Sessions 14-15 
 

Table 1:  The themes of the fifteen VideoTalk sessions  

 
 
The life-review and face photograph phases do not involve 
videoing but prepare the patient for work with video. In life 
review, patients collect photographs of significant incidents 
(childhood, school and family memories, present days, etc.) in 
their life. The photographs are attached to a large sheet of 
paper in chronological sequence and then reviewed together 
with the therapist. The therapist sits by the patient who is 
asked to talk freely about the photographs and tell stories 
associated with them. The patient’s thoughts, explanations 
and observations are written below each picture. Attention is 
also paid to the strengths and skills of the patient. In the end, 
the patient and the therapist have collected a lot of 
information (social relations, modes of thinking, environment, 
skills etc.) on the sheet about patient’s life. This visual life 
review is important throughout the therapy process and new  
 

 
thoughts are added to it if needed. On the basis of the life 
review work, the patient’s central problematic life patterns are  
summarized. These will be the focus of the future 
psychotherapeutic work. 
 
In the face photograph phase, patients begin to document 
their reactions, a process then continued into the video phase, 
to enable them to consider and conserve factors affecting their 
overall well-being. Patients watch the videos made at home 
first alone and then step-by-step together with the 
psychotherapist in the session, going through observations 
that they have made themselves (self-reflection). The 
psychotherapist will listen and voice his/her observations. The 
patient and the psychotherapist then review together their 
observations and the associated, often difficult, emotional 
experiences. Discussion and processing emotions facilitates an 
extensive, integrative view consisting of observations made by 
both patient and therapist. The helplessness sessions, for 
instance, involve a video where patients talk freely about their 
feelings concerned with what goes on in their mind when they 
cannot do what they intended to do. In the second video, 
patients deal with things they have learned or realized when 
working with the first video. Work done by patients 
themselves forms the ground for the therapy.  
 
The purpose of the present project was to survey the 
experiences with video work of patients who have had 
psychotherapy using the VideoTalk method. Our aim was to 
bring out patients’ personal points of view and experiences. 
 

 
Methodology 
 
This study uses a mixed-methods design containing both 
qualitative and quantitative approaches (Creswell 2017). The 
benefits of using the mixed-method are the strengthening of 
reliability and a deeper and more detailed understanding of 
the phenomenon (Brannen 2008). In research with a 
participatory philosophical orientation, people participate in 
the research process as actors and the methodology used is 
qualitative rather than quantitative. Pragmatism has been 
described as the philosophical starting point for mixed-method 
research emphasizing the practical nature of the knowledge 
obtained through the research (Johnson & Onwuegbuzie 2004, 
Creswell 2017). 
 
The study, planned as a preliminary pilot for a larger study, 
included five patients aged 19–34, one male and four females. 
The patients were psychotherapy patients of one of the 
authors (TK). She is a cognitive therapist who has specialized in 
schema therapy. The patients had all first consulted public 
health care, and a psychiatrist had then recommended 
psychotherapy for them.  
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Rating scales  
 
At a study visit before starting the therapy, a psychiatrist 
assessed the diagnoses and the scores on the Social and 
Occupational Functioning Assessment Scale, SOFAS (Goldman 
et al. 1992). After therapy, the psychiatrist reassessed the 
SOFAS scores. SOFAS rates a person’s social and occupational 
functioning on a scale from excellent to grossly impaired; the 
higher the score, the better the person’s functional capacity 
(Goldman et al. 1992). Psychiatric diagnoses according to the 
Diagnostic and Statistical Manual of Mental Disorders, 4th 
Edition (DSM-IV) before the therapy were established using 
the Structured Clinical Interview for DSM (SCID I/P DSM-IV-TR) 
(First et al. 2002); for diagnosing personality disorders, the 
SCID-II (First et al. 1997) was used. After baseline assessment 
all patients had 15 sessions of VideoTalk therapy. 
 
Before starting the therapy, the patients filled in the scales 
used for the study. The psychiatric rating scales were used to 
make visible a more diverse perspective on VideoTalk changes. 
The severity of psychiatric symptoms was assessed using a 
psychiatric rating scale (Symptom Checklist, or SCL-90) 
(Derogatis et al. 1973). Depression and anxiety symptoms 
were scored with the Beck Depression Inventory (BDI) (Beck et 
al. 1961) and Beck Anxiety Inventory (BAI) (Beck et al. 1988), 
respectively. Interpersonal problems were assessed using the 
total averages of the Inventory of Interpersonal Problems (IIP-
32) (Horowitz et al. 1988). In the Liebowitz Social Anxiety Scale 
(LSAS) social phobia and avoidance was measured. The 
Rosenberg Self-Esteem Scale (RES) (Rosenberg 1965) and 
Sense of Coherence Scale (SOC) were also used in this 
research. After the VideoTalk therapy, the patients filled in 
BDI, BAI, SCL-90 and IIP-32 scales to provide follow-up scores. 
Reference values for psychiatric symptom scales can be found 
in Appendix 1.  
 

 
Interview  
 
Patients participating in the study were given an information 
leaflet concerning the interview study and they had time to 
think their participation. They also had the chance to ask 
questions at the beginning of the interview. The participants 
signed their consent to record the interview study. The trust 
between the patient and the therapist was very important and 
the basic of the therapy process. All research material is 
confidential and its use is controlled. The Ethics Committee of 
Southwest-Finland Hospital District gave ethical approval to 
the study and the interviews.  
 
A semi-structured interview was engaged with each patient by 
one of the authors (EN) (Galletta 2013). Although the themes 
of the interview were decided in advance, the interviews 
focused on the interviewees’ interpretations and perceptions 
and thus gave plenty of room for free speech. The goal was to 

record patients’ views and experiences with regard to the 
VideoTalk treatment and its effects on their lives as 
authentically as possible.  
 
The interview appointment was made based on the 
interviewees’ schedules and the atmosphere in the session 
was as calm, free and safe as possible. The interviewees 
determined the length of the interview, and no time limit was 
specified in advance. It was also possible to take breaks and 
drink cup of tea.  In this way, any feeling of time pressure was 
avoided. The interviews were performed as soon as possible 
after the end of the VideoTalk therapy depending on the 
patients’ schedules. The interviewees had the possibility to 
send questions also afterward to the interviewer. All five 
interviews were recorded.  
 

 
Content Analysis 
 
The interview material was transcribed from the recording and 
analyzed by content. Using content analysis, researchers can 
quantify and analyze the presence, meanings and relationships 
of certain words, themes or concepts. In content analysis, the 
aim is to analyze and to understand the material in text form 
as an entity without losing any information value (Elo & Kyngäs 
2008, Krippendorff 2018, Neuendorf 2017).  
 
Content analysis was employed to identify material within the 
comments on video work (spontaneously expressed, answer 
to a question) and to try to find out whether video assistance 
provides any added value for the therapeutic work. The 
content was systematically labelled using the NVivo data 
analysis software designed for the analysis of qualitative 
research. The software facilitates coding the content and 
allows the researcher to arrange and categorize the codes, but 
the researcher performs the actual analysis.  

 
Results 
 
Quantitative Results 
 
The patients’ psychiatric diagnoses and the results from the 
quantitative scales are given in Table 2. All participants had 
depression and/or anxiety of a longer duration, and all had a 
psychiatric diagnosis. During the initial assessment, one 
subject showed severe symptoms of depression, three 
moderate to severe symptoms and one mild to moderate 
symptoms of depression. Two subjects had severe and three 
mild anxiety. Two subjects had low self-esteem and three had 
average self-esteem. One subject had good functional 
capacity, one mild and two moderate functional problems and 
one had severely impaired functional capacity. Four subjects 
had a low and one an average sense of coherence. 
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Table 2:  Basic characteristics and symptom and functional ratings in patients before and after 15 sessions of VideoTalk assisted psychotherapy 
 
Basic ratings: LSAS = Liebowitz Social Anxiety Scale, SOC = Antonovsky’s sense of coherence scale, RES = Rosenberg Self-Esteem Scale.  
Intervention ratings: BDI = Beck Depression Inventory, BAI = Beck Anxiety Inventory, SCL-90 = Symptom Checklist 90, IIP-32 = Inventory of Interpersonal Problems, SOFAS = Social 
and Occupational Functioning Assessment Scale.  

 

ID  Age, 
Gender 

Diagnosis BDI 
Baseline 
 

BDI 
After 
Intervention 

BAI 
Baseline 

BAI 
After 
Intervention 

SCL-90 
Baseline 

SCL-90 
After 
Intervention 

IIP-32 
Baseline 

IIP-32 
After 
Intervention 

SOFAS 
Baseline 

SOFAS 
After 
Intervention 

1 33y, 
Female, 
LSAS 90, 
SOC 39, 
RES 17 
 

Bipolar disorder, 
type II, partly in 
remission 
Panic disorder 
Social phobia 

29 3 32 4 2.28 0.31 2.25 0.03 55 75 

2 34y, Male 
LSAS 51 
SOC 64 
RES 20 
 

Recurrent 
depressive 
disorder, partly 
in remission 
Social phobia 

27 20 12 9 1.28 1.00 1.16 0.66 60 50 

3 26y, 
Female 
LSAS 74, 
SOC 42, 
RES 22 
 

Recurrent 
depressive 
disorder, current 
episode 
moderate 
Panic disorder 

28 29 42 39 2.88 2.23 1.91 1.47 50 60 

4 22y, 
Female,  
LSAS 45, 
SOC 44 
RES 15 
 

Moderate 
depressive 
episode 
Panic disorder 
Anorexia 
nervosa, partly 
in remission 

34 18 28 8 1.96 0.88 1.06 0.72 90 90 

5 19y, 
Female, 
LSAS 55 
SOC 51 
RES 22 
 

Obsessive-
compulsive 
disorder 

13 2 14 5 1.34 0.57 1.16 0.78 70 80 
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Three subjects had anxiety associated with social situations. 
According to the results obtained after VideoTalk therapy, the 
BDI scores decreased during VideoTalk therapy in four 
patients, and the scores on the psychological BAI and SCL-90 
decreased in all five subjects. The IIP 32 scores improved 
clearly in all five patients receiving VideoTalk therapy. SOFAS 
scores increased in three subjects, reflecting their improved 
functional capacity. One patient’s SOFAS score remained 
unchanged, and one patient’s score decreased.  
 

 
Qualitative Content Analysis 
 
Content analysis was used to examine content relating to the 
advantages of video work and the problems associated with it, 
as well as any added value for the therapeutic work. ‘Gaining 
bodily self-awareness and insight’, ‘Thinking more clearly and 
with self-compassion’ and ‘Challenges associated with the 
technology and practicalities of video work’ were the main 
categories created. By ‘Gaining bodily self-awareness and 
insight’ we mean the effects of patients’ observations on their 
attitude to themselves and to their environment. The first 
main category comprises observations made by patients on 
their bodies, thoughts and emotions (‘Observations on the 
body’, ‘Observations on thoughts and emotions’). The second 
main category comprises ‘Life management’, ‘Self-
compassion’ and noting the ‘Good things in life’. The third 
main category comprises technical and other factors 
(‘Technical factors’, ‘Other practical factors’) and ‘Continuing 
the work’ in future. The main categories and subcategories of 
the content analysis are listed in Table 3. 
 
 
 

1. Gaining bodily self-
awareness and insight 

(a) Observations on the body 
self-awareness and insight  
(b) Observations on thoughts and 
emotions 

2. Thinking more 
clearly and with self-
compassion 

(a) Life management 
and with self-compassion  
(b) Self-compassion 
(c) Good things in life 

3. Challenges 
associated with the 
technology and 
practicalities of 
video work 

(a) Technical factors 
technology and practicalities  
(b) Other practical factors of 
video work 
(c) Continuing the work 

 

Table 3: Main categories and subcategories derived from material-
based content analysis  

 
 

 
 
 
Gaining Bodily Self-Awareness and Insight 
 
The subcategories of ‘Gaining bodily self-awareness and 
insight’ were ‘Observations on the body’ and ‘Observations on 
thoughts and emotions’. The numbers in brackets in the text 
refer to the statements given verbatim below, the numbers 
following the letters indicating the category and subcategory 
in the verbatim statements denote the patient. During the 
VideoTalk work, patients made numerous observations about 
themselves. For example, that seeing and hearing oneself was 
concrete and real (1). The information patients obtained about 
their bodies was different from what they were previously 
aware of, such as hearing their voice tremble or seeing their 
eyes wander (1, 2). They also reacted physically to the video 
work, which sometimes caused fatigue or weakness (3, 4).  
 

“How her voice trembles and shakes and how you really 
notice that her eyes go blurry, how they become like quite 
hazy” (A.a.1) 
 
“I didn’t really like watching those videos. Just seeing your 
eyes wander and all that” (A.a.5) 
 
 “...I was quite wiped out, I felt that after making one video I 
would need to sleep two days” (A.a.1) 
 
 “...my body reacted a lot, I felt positively weak afterwards” 
(A.a.1) 

 
During the VideoTalk work, patients became aware that their 
thoughts were not always correct (5). They received 
information about themselves which made them realize that 
how they felt was more clearly visible than they had thought 
(6, 7, 8). This provided them with a new perspective on 
themselves, disclosing needs that they had previously found 
difficult to identify and to name (9).  
 

“That my set ideas are not true. That they are like not, that 
it is not a fact but a distortion that’s developed in my mind” 
(A.b.1). 
 
 “...you can also see very clearly when you look at me how 
I feel, perhaps more than I realized” (A.b.3) “...but I hadn’t 
realized that I show it so clearly” (A.b.1) 
 
 “Then you like saw it on the video, or somehow it became 
more the truth” (A.b.4) 
 
“...but when I really concretely see in a picture that, my 
God, that person looks really tired and really sad, it is 
somehow a wakeup call that, like, something should be 
done” (A.b.3) 
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Thinking More Clearly and with Self-Compassion 
 
‘Life management’, ‘Self-compassion’ and seeing the ‘Good 
things in life’ were the subcategories of the main category 
‘Thinking more clearly and with self-compassion’. During video 
work, patients were able to clarify their thinking (10). They 
became aware of their harmful automatic modes of thinking 
and were thus able to question their thinking and to 
understand themselves better than before (11). The video 
work elicited different emotions and thoughts in patients, 
even insights, and they found new perspectives for themselves 
and their lives (12). The video work enabled them to learn to 
regulate their emotions through a better understanding of 
such emotions, so that a negative emotion, for instance, would 
not automatically grow to be the prevailing emotional 
experience (13, 14). 
 

 “...yes (voicing my thoughts) did clarify my thoughts, 
actually quite a bit” (B.a.1) 
 
 “...getting to speak on the video made thoughts somehow 
more concrete and then clearer, so that even I realized 
what I sort of thought and what the reason was for it all” 
(B.a.4) 
 
 “(Video work) has triggered really a lot of thoughts and 
emotions and brought up quite a lot of emotions, 
realizations and possible ways of looking at things” (B.a.3) 
 
 “I started seeing things, like some tension and lack of 
strength and such despair in the pictures, and this helped 
me to maybe gain some control of these things so that I 
have become capable of modifying my state a bit by looking 
at myself” (B.a.2) 
  
 “Precisely being able to read my state better through 
these and perhaps knowing that a specific emotion is 
arising, helps to prevent it from becoming the prevailing 
thought” (B.a.2). 

 
The video work helped patients to see themselves as from 
outside and thus to obtain a new kind of distance to their 
thinking, which helped them to find self-compassion (15, 16, 
17, 18). There was no need for them to judge themselves or to 
approach themselves critically or in a demanding fashion but 
with understanding and empathy (16). The multisensory 
information obtained through the video work provided 
patients with more comprehensive information than working 
with photographs would have done (19). 
 

“I would consider it valuable that this method lets you see 
yourself from the outside, somehow, see and hear 
yourself. This may also help you to stop judging these 

things. Even if you do judge, you might consider why you're 
being judgemental” (B.b.3) 
 
 “...and then it came somehow so close, you could see so 
clearly there that you were able to place yourself outside 
yourself, and a strong feeling arose that ‘help, I will need to 
start taking care of that person’. That it’s me” (B.b.1) 
 
 “...somehow it triggered a lot of compassion” (B.b.1) 
 
 “It was somehow really, I would say, touching” (B.b.1) 
 
 “Seeing the person speaking on the video… I don't think 
that if I had just taken photographs, it would have got to 
me in the same way at all. Without video, discussing things 
would not have got to me in the same way (B.b.1) 

 
Patients felt that through the video work good things from the 
past came to mind (20). Through questioning negative 
information with the therapist, new space to process positive 
memories was created in the patients’ minds. The patients also 
experienced that the work gave them energy (21). These 
observations were empowering and made it concrete that life 
had not always been difficult or hard. The video work thus 
made patients aware of their own capabilities, which they had 
found very hard to see in their action or to remember from 
their past (21, 22). The work also increased patients’ self-
knowledge (23).  
 

 “That, damn it, I have had some fine moments and fine 
times in my life that I didn’t remember at all” … ”...that that 
person’s eyes are shining” (B.c.1) 
 
 “I didn’t feel in any way that it drained my energy, in a way 
it may even have given me some. It’s more likely that, when 
you’ve made a video of yourself and your own capability, 
watching it actually gives you some energy” (B.c.2) 
 
“...you may wonder about your own capability, the first 
video was a bit like ‘I haven’t achieved anything’ and the 
next time I took even small things as good, like ‘not 
everyone can do what I’ve done” (B.c.5) 
 
 “(Self-knowledge) has also increased through those 
images” (B.c.2) 
 

 
Challenges Associated with the Technology and 
Practicalities of Video Work 
 
‘Technical factors’, ‘Other practical factors’ and ‘Continuing 
the work’ were the subcategories of the main category 
‘Challenges associated with the technology and practicalities 
of video work’. Video work was a new kind of experience for 
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many patients, which in the beginning posed some challenges. 
Some patients (24, 25) had technical problems but not all (26).  
 

 “It would have been easier if I’d had decent equipment” 
(C.a.1) 
 
 “(Video work) I got used to it and feel it is meaningful, 
technical adjustment was strenuous” (C.a.3) 
 
 “...I took them with my phone, no problem” (C.a.2) 

 
The video work involved challenges, such as difficulty finding a 
peaceful place for making the video (27) or not being able to 
make the video anywhere they wanted, such as in a public 
place, or not liking the task given (28). One patient also 
experienced making and watching videos as disgusting or 
brutal (29, 30). Remembering to do the homework and 
procrastination were also challenging (31). In addition, 
patients felt that it was difficult to make a video when they 
were feeling low (32). 
 

 “If I had a suitable moment, a mental state suitable for 
making a video, then my daughter happened to turn up. 
Now I have a study where I can make videos” (C.b.1)  
 
“I’m sort of convenience-loving myself and would rather do 
something easy that can be done anywhere, like on the 
bus, in a public place. So some other method would be 
better for me” (C.b.5) 
 
“It was disgusting at times to watch those videos but (later 
on) it became easier” (C.b.4) 
 
 “It was really tough at first” (C.b.4) 
 
 “I kind of left taking the pictures really often to the last day 
before the session because I just didn’t, I just sort of tried 
to ignore it to the last minute… that it was really scary, but 
then when I made the videos, the first ones, or took the 
photographs, it made me feel ‘this can’t be true, who’s the 
person speaking there?’” (C.b.1) 
 
 “Making a video like that in a moment of weakness is still 
somehow difficult” (C.b.2) 

 
As the work proceeded, the need to discuss the topic started 
to recede (33, 34). Video facilitated pouring out one’s thoughts 
like in a diary (35). The work in all was found interesting (36).  
 

 “They turned out to consist of me just babbling… will I 
need this anymore (last videos)” (C.b.1) 
 
 “It may have been more significant at first than after 
several videos had been made, then it started to lose some 
of its value” (C.b.2) 
 

 “It feels hard to start writing, speaking is considerably 
easier, so in this sense it was a really good idea for pouring 
out your thoughts” (C.b.3) 
 
 “(Visual work) was almost a little distressing but very 
interesting” (C.b.3) 

 
The work was intensive and could therefore become 
exhausting for patients (37). However, they planned to keep 
their learned skill of utilizing video active and use it later in life, 
as necessary (38, 39, 40, 41). The patients felt that the therapy 
had a positive effect on their wellbeing and considered 
learning to use the method a valuable skill that might benefit 
them in future. 
 

“(Continuing the work) I am completely bored with it, so 
there’s no point in doing it now for a while” (C.c.5) 
 
 “I have actually planned to (continue)” (C.c.1) 
 
 “(Continuing the work) I have, yes, and that is my aim” 
(C.c.2) 
 
 “(Continuing the work) Yes, I would hope so, at least” 
(C.c.3) 
 
 “(Continuing the work) Yes, I think that if I feel like that, I    
would use this, yes” (C.c.4).  
 

 
Discussion 
 
Main Findings 
 
Both the quantitative and the qualitative results show that the 
VideoTalk therapy improved the patients’ life management 
and thus improved their quality of life. All patients 
participating in the study suffered from significant psychiatric 
symptoms. The quantitative scales used in the study indicate 
that the VideoTalk was beneficial for all five patients: their 
anxiety and interpersonal relationship problem scores 
decreased. The findings of the content analysis provide 
explanations for these changes: the patients perceived that 
the VideoTalk work had enhanced their bodily self-awareness 
and insight as well as helped them to think more clearly and 
with self-compassion. The patients were able to find new ways 
of acting and to change their stagnated ways of thinking and 
behaving. They also had a significant experience of being able 
to influence their quality of life, well-being and mood. Making 
and watching videos as part of therapy can function as 
exposure training where patients have to encounter 
themselves in a new way. The video work provides the patients  
 
 

http://ejqrp.org/


Nordström et al (2021) European Journal for Qualitative Research in Psychotherapy, Volume 11, 130-142 
 

138 | P a g e  

   

with sensory information about themselves, which affects the 
world of their experiences. Because the patients were used to 
having a very critical, judgemental attitude towards 
themselves and had not questioned their thoughts or found  
new perspectives to their thinking, the experiences of 
compassion and approval during the VideoTalk were highly 
significant for them. Finding a new perspective on themselves 
improved the patients’ self-esteem and their quality of life. 

 
 
Comparing Results with Previous Research 
 
We believe that ours is the first research on the patients’ 
perspective on psychotherapy that utilizes video which is why 
we can only compare our results with studies on standard 
psychotherapy.  
 
As the VideoTalk therapy proceeded, patients were capable of 
taking a new kind of responsibility for their life and learned to 
consider this important. They learned something new about 
themselves in the fields of both verbal and nonverbal 
communication. In line with our results, Clarke et al. (2004) 
found that patients’ experiences of psychotherapy include 
increased self-confidence and feeling of well-being, a more 
relaxed attitude to themselves and improved life management 
(Clarke et al. 2004). Speaking about themselves and self-
reflection have clarified patients’ life stories, increased the 
feeling of safety and facilitated naming thoughts and emotions 
(Nilsson et al. 2007). The ability to feel self-compassion 
increases the individual’s experience of well-being (Gilbert 
2010; Zessin et al. 2015). 
 
During the VideoTalk therapy, patients made observations that 
they needed to look after and take care of themselves. Patients 
began to see a side of themselves that they had previously not 
been able to see, and understood that no-one else could take 
care of them. Improved coping skills have become a part of 
their daily lives and they have the courage to face situations 
previously experienced as daunting. Klein and Elliott (2006) 
found that positive changes in psychotherapy included 
improved self-esteem, increased self-reflection and various 
changes observed in association with the person’s position or 
role in social situations. In our study, patients became more 
conscious of their own needs, and taking responsibility for 
their own life became more concrete. The VideoTalk method 
thus facilitated experiences of coping, capability, learning and 
success.  
 

 
Applying VideoTalk in Practice 
 
The study identified some practical challenges in the VideoTalk 
therapy. Firstly, applying the method requires some technical 
skills from the patient as well as suitable equipment. However,  
 

our study also shows that the technical difficulties related to 
the VideoTalk method brought up by the patients were soon 
eliminated as the method became more familiar to them. 
Ongoing technological development will also facilitate the use 
of the VideoTalk therapy in future.  
 
Secondly, finding the time and the place for making the videos 
was sometimes challenging for the patients. Some 
procrastination may have represented avoidance behaviour 
that patients had learned to use to cope with difficult 
situations. Nevertheless, none of the patients included in this 
study excluded the possibility of utilizing the VideoTalk 
method later; nor did they consider the method harmful in any 
way, even though some boredom with the work appeared at 
the time of the interview. Becoming bored with the method 
can also be considered a positive observation, showing that 
the topics worked on were becoming more distant. 
 
Learning new skills (such as learning new responses to 
challenging situations) requires some time. However, through 
learning new skills, patients may develop new modes of 
behaviour, regardless of the reasons for seeking therapy. 
Ideally, new skills should become part of a patient’s daily life 
and behaviour in due course, thus improving their quality of 
life and functional capacity (Farmer & Chapman 2016). The 
VideoTalk method provides patients with a new skill to use 
independently in difficult situations. The notion that after the 
end of therapy patients would have a new skill facilitating 
understanding themselves and improving their total well-
being is significant.  
 
 
 

Strengths and limitations of the study and areas for 
further research  

 
The material-based content analysis was well suited for this 
purpose because it supported the aim of the study. The mixed 
methods approach containing qualitative as well as 
quantitative instruments illuminated the change from various 
perspectives. As changes in functional capacity are slow, 
substantial changes in functional capacity cannot be expected 
to be seen after short-term treatment consisting of 15 therapy 
sessions. Human change, of course, involves much more than 
changes in psychiatric rating scale scores, although these give 
useful additional information.  
 
As the study was designed to be a preliminary study, the 
number of patients was too small to make generalized 
conclusions. However, there were no substantial differences 
between our patients in the way they had experienced the 
video work.  
 
One of the authors (TK) had a dual role in being both the 
therapist and author, which can be seen as a limitation of the  
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study. However, in order to increase objectivity, she took no 
part in analyzing the results. The qualitative content analysis 
proved to be a suitable method from the perspective of the 
study aim.   
 
Further research could usefully examine homemade videos 
made by the patients as well as video recordings of the 
psychotherapy sessions. Alternative qualitative methodologies 
may also enrich the pool of findings. For instance, 
phenomenological or narrative analysis of the qualitative data 
would offer deeper and richer analysis of the patient’s lived 
experience. Conversation analysis of psychotherapeutic 
dialogues would deepen an understanding of the process.  

 
 
Conclusion 
 
The VideoTalk therapy process has been shown to help 
individuals understand themselves better. Our study has 
demonstrated how VideoTalk may begin to restore the 
dialogue between patients’ external and internal realities and, 
if successful, facilitates more extensive review of their life 
where they find new perspectives and ways to see themselves 
in a new way. As patients connect with themselves, they also 
become more capable of connecting with people around 
them. The decreased scores in the Inventory of Interpersonal 
Problems in all five patients support this observation. It may 
be that video work as a part of the therapeutic process has the 
added value of successfully starting an emotional process and 
increasing the ability for reflection in patients for whom this 
has previously been challenging. The beginning emotional 
process activates patients’ locked emotions and puts patients 
in touch with their emotional experiences, which is also very 
important for the effectiveness of therapy. It would therefore 
seem that the VideoTalk method is able to provide a valuable 
new tool for therapeutic work. 
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APPENDIX 1 

 
Social and Occupational Functioning Scale (SOFAS) (Goldman 
et al. 1992) 
SOFAS rates a person’s social and occupational functioning on 
a scale from excellent to grossly impaired; the higher the score, 
the better the person’s functional capacity.  
 
Symptom Checklist (SCL-90) (Derogatis et al. 1973),  
Applying the Global Severity Index (GSI) as the average for 
interpreting SCL-90 scales. According to a Finnish study (Holi et 
al. 1998), the average GSI scores were 0.60 and 1.56 in a 
community sample and in a psychiatric open care sample, 
respectively.  
 
Beck Depression Inventory (BDI) (Beck et al. 1961)  
A BDI score of 0–9 suggests no depression, 10–18 mild to 
moderate, 19–29 moderate to severe, and 30– severe 
depression (Beck et al. 1988). 
 
Beck Anxiety Inventory (BAI) (Beck et al. 1988).  
A BAI score of 0–7 suggests minimal anxiety, 8–15 mild, 16–25 
moderate, and ≥ 26 severe anxiety (Beck and Steer 1993).  
 
Inventory of Interpersonal Problems (IIP-32) (Horowitz et al. 
1988) 
Barkham and Hardy (1996) observed that the average total IIP-
32 scores were 0.98 and 1.51 for the general population and 
for patients in open psychiatric care, respectively.  
 
Liebowitz Social Anxiety Scale (LSAS) (Liebowitz 1987) 
In the Liebowitz Social Anxiety Scale (LSAS) measuring social 
phobia and avoidance, we utilized the total score, a score of 
50–65 suggesting moderate social anxiety, 65–80 marked, 80–
95 severe, and 95 or more very severe social anxiety (Marques 
et al. 2009).  
 
Rosenberg Self-Esteem Scale (RES) (Rosenberg 1965) 
In the Rosenberg Self-Esteem Scale (RES) the maximum score 
is 40, and the higher the score, the better the respondent’s 
self-esteem.  
 
Sense of Coherence (SOC) (Antonovsky 1987) 
Sense of Coherence (SOC) scores vary from 13 to 91. A higher 
score indicates a greater sense of coherence. A score of 21–59 
indicates low, 60–74 average, and 75–91 high sense of 
coherence (Antonovsky 1993).  
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