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Navigating the Digital Landscape
A Practitioner’s Guide to Moving Through the
Rough Terrain of the Internet and Social Media
Jami Wilder and Heather Wilder

Microsoft cofounder Bill Gates once said, “The Internet is becoming the
town square for the global village of tomorrow.” Advances in technology
are shrinking the “global village” through increased connection. For the
“village’s” providers of mental healthcare, the changes in the digital landscape have altered not only the way we are hanging out the proverbial shingle, but have changed the shingle itself.
In a matter of minutes, a person can visit a zoo in China, scroll through
the Yelp reviews of a restaurant, zip through the daily headlines on Twitter,
and search for information about a potential therapist for marriage counseling. That same person can pull up the clinician’s professional review
profiles, practice website, Facebook profile, pictures of the practitioner
on Google’s image search, and find directions to the provider’s home on
Google Maps—all before she has finished her morning coffee or decided
to engage services.
Since the advent and proliferation of the Internet, access to information has wildly expanded, which, in turn, is quickly reducing the barriers between people. According to the Pew Research Center, 84 percent of
adults in the United States use the Internet (Perrin & Duggan, 2015). Social
media sites like Facebook, Twitter, and LinkedIn report millions of daily
users. Facebook reported an average of 936 million daily users in March
2015 (Facebook, 2015). In the same month, Twitter reported 302 million
active users from around the globe (Twitter, 2015). LinkedIn reported that
its network connects 346 million professionals worldwide (LinkedIn, 2015).
Mental health practitioners are among those engaged online. For clinicians in private practice, a digital presence is a vital part of building a practice, delivering services, and connecting with current and potential clients.
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Online professional activities serve as marketing and brand development for practitioners in individual and group practice. Practice
websites, Facebook pages, Twitter feeds, and LinkedIn profiles allow
providers to market themselves and the services they offer. In addition to websites and social media, blog posts and other online contributions provide opportunities to educate the public about specialties,
practice philosophy, and areas of interest (Kolmes, 2012; Poeppleman &
Blacksmith, 2014). By contributing to the digital landscape, clinicians
are increasing accessibility and decreasing barriers to treatment. This
may be particularly helpful to traditionally underserved populations and
individuals who are hesitant to access services (Kolmes, 2012). Additionally, technological advances allow for quick, timely, and efficient communication with clients, improving service and streamlining many of the
administrative tasks private practitioners face.
While the expanding technological landscape offers opportunities to
reach and connect with clients, it also presents legal and ethical quagmires for private practice clinicians. The expansion of information
access and shrinking barriers comes with challenges to the relationship
between therapist and client. With access to an almost unlimited supply
of information and to one another’s digital lives, therapists and their
current and potential clients are met with an intersectionality of their
personal and professional worlds. This intersectionality creates ethical,
legal, and clinical challenges, which are emerging at a faster pace than
development of practice standards and research on the impact.
For those clinicians looking for a compass to navigate the digital landscape, some guidance can be found in emerging literature and guidelines
issued by professional organizations. For example, the American Psychological Association (APA) issued Guidelines for the Practice of Telepsychology
(American Psychological Association, 2013). Developed by the Joint Task
Force for the Development of Telepsychology Guidelines for Psychologists,
the primary focus of the guidelines is on the delivery of psychological care
via technology. Within those aspirational guidelines, the task force highlights ethical considerations related to all telecommunication including
the Internet, social media, and email. The APA is not alone in its efforts to
provide some measure of guidance for its members. The American Counselors Association Code of Ethics also includes provisions regarding clinician
activity with digital technology and social media (American Counselors
Association, 2014). As professional organizations and authors are attempting to address issues presented by our digital interactions, technology is
shifting at a rapid pace, making it difficult to provide specific guidelines
for all possible ethical and legal challenges that might be encountered
in the daily practice. This chapter provides an overview of some of the
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ethical and legal considerations that private practitioners may encounter.
Additionally, specific recommendations are provided to assist clinicians
in navigating the intersectionality of digital lives.
NAVIGATING ETHICAL AND LEGAL CONCERNS
The intersection of digital lives in Mr. Gates’ metaphorical town square
of the global village may be akin to life in rural or closely connected communities. The connections created by digital means are similar to ones
often experienced by those therapists working in small communities and
in communities where therapists share overlapping identity variables with
clients, like ability status, sexual orientation, cultural backgrounds, or religious/spiritual affiliations (Kolmes, 2012; Nicholson, 2011). The nature of
the information online means that therapists have access to clients in a way
that is similar to running into them at the grocery store or hearing about
them from a mutual acquaintance. We can see aspects of their lives that
may be very separate from what they share in session, and vice versa. The
bidirectionality of the digital information means clients may see aspects of
our lives that we may not intend for them to see. Unintentional crossings
and accidental disclosure of information by the therapist or others in the
therapist’s lives can occur through social media in avenues like Facebook’s
Friends of Friends feature.
The experience of clinicians working in small, closely connected communities illuminates some of the ethical concerns for all clinicians who
have a digital presence, whether they created it or not. Issues related to
privacy for both the client and the clinician, maintaining confidentiality,
providing ongoing and adequate informed consent, and guarding against
multiple relationships must all be considered along with the impact of digital encounters on the therapeutic relationship.
Develop Digital Competence
In considering the ethical implications of engaging with the digital landscape, practitioners must explore many of the same considerations that
they would in the “real” world. Maintaining privacy and protecting confidentiality are still of utmost importance. Providing informed consent and
guarding against multiple relationships with clients must still be considered. While the tenets of good, ethical practice have not changed, the
landscape in which it must be conducted comes with new challenges.
First and foremost, as we engage with the digital landscape, it is important to consider the ethical obligation to provide services only within the
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boundaries of our clinical competence (American Psychological Association, 2010). Educating ourselves about the tools that we are utilizing to
create and sustain a digital presence is as important as engaging in continuing education in areas like treatment modalities and diagnosis (American Psychological Association, 2013). The Internet, email, and social
media have become important components of our business. However, they
are not only necessary for business, they are also important because our
clients’ lives are intertwined with the digital landscape (Kolmes, 2012).
For example, many clients are deeply impacted by interactions with significant others on dating sites, by cyberbullying or stalking, and by seeing
the “happy” lives of others on Facebook. In an effort to help them cope
with the impact, clinicians must have a working knowledge of the digital
landscape and an understanding of the implications of participating in
it. Nicholson (2011) noted that while we are not required to become technology experts, we do need to be informed consumers who can weigh the
risks and benefits of the technology and discuss those with our clients.
Privacy Issue: You Saw Me Where?
Digitally competent providers know that the digital landscape grants readily available access to information. Providers who are active in the digital
world know that with a few keystrokes on the computer or mobile device, a
person’s documented life is available. This presents challenges in maintaining and protecting the privacy of our clients. With a quick Google search, a
provider can learn more about their clients than the clients wish to disclose.
Kolmes and Taube (2014) surveyed providers about intentional and unintentional online encounters. Results of the survey showed that 28 percent
of participants have experienced accidental online discovery of current
client information, noting that the largest percentage of those occurred
on Facebook, followed by Google, LinkedIn, shared email lists, blogs,
and Twitter. The study showed a small number (3 percent) occurred on
dating sites.
In regard to intentional searches, Kolmes and Taube (2014) found 48
percent of participants intentionally sought information about clients in
a noncrisis situation without the client’s awareness. A small percentage
(8 percent) searched during moments of crises. Those who searched during noncrisis moments did so for a variety of reasons ranging from seeking
general information related to treatment or verification of information
shared in treatment; searching for information like police records, blog
updates during hospitalization, photographs, and information about the
client’s relationships, to determine if the client was a member of the clinician’s extended social network, or for misplaced contact information.
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Harris and Kurpius (2014) studied the online behaviors of graduate
students and found similar reasons for seeking out clients in the digital
world. They found that participants who had more familiarity with social
networking were more likely to engage in searches for client information.
Eighty percent of students who searched did not obtain client consent nor
did they document the search in the clinical records. They also did not
consider it a breach of confidentiality. Curiosity was the most cited reason for searching. Harris and Kurpius (2014) suggested that searching for
curiosity’s sake could be considered unethical because it violates the right
to privacy.
Clients have the right to decide how much of their lives and experiences
they share with others, including with their mental healthcare providers.
The proliferation of personal information on the Internet may make it
incredibly difficult for clients to maintain their privacy. Some clinicians
may suggest that information shared on social media sites are inherently
public and, therefore, nullify the expectation of privacy. Harris and
Kurpius (2014) noted that the intention of the clinician in accessing the
information, and the way in which it is accessed, should be considered.
They went on to say that, like a chance encounter in person with a client, stumbling upon digital information about a client is different than
actively searching it out without the client’s consent. The authors likened
intentional searches without consent to observing clients in person without their knowledge or consent, which is unethical.
Clinicians are encouraged to consider the impact of accessing client
information, intentionally or otherwise. Studies conducted about this
impact showed conflicting results in regard to the clinicians’ beliefs
regarding how the information impacted the relationship (Kolmes &
Taube, 2014). Learning details of our clients’ lives that they may not have
felt comfortable sharing with us may change the nature of the relationship, for the positive or negative. It may influence our interactions with
them. Additionally, clinicians who learn details that are not shared in
session must decide how to approach discussing the information and how
that information was learned. Consider the impact of discovering that
a client is still smoking when you are working on smoking cessation, or
if you learn that a client is involved in a romantic relationship that you
thought had ended. Learning this information may change the therapeutic focus. It may also be a time for clinicians to engage in reflection
about the nature of the therapeutic relationship with the particular client and what factors may be contributing to withholding of information
from the therapist. Some argue that this may help the work. But we must
consider what would be the cost in terms of the client’s autonomy and
fundamental right to privacy (Nicholson, 2011).
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Protecting client privacy extends beyond our own searches for clients.
Attention to privacy concerns must also include awareness of the impact
of location-based services (LBS) (Kolmes, 2012). LBS are present on
many phone applications (apps) like 4Square and Twitter. The services
enable apps and websites through GPS on a mobile device to determine
the location of the device (and thereby the device’s owner). With LBS
on a device, clients may transmit their location and alert others to their
participation in therapy. This may also be concerning for clients who
are in danger from others in their lives, like survivors of domestic abuse.
For most apps and websites, the client must “check-in,” “tweet,” or post
something for their location to be made public. While clients may be
knowingly making their private lives and location public, they may not
have considered the impact of giving up privacy of the therapy space.
Because of the inadvertent public disclosure of participation in therapy
through LBS, it may be important to increase client awareness of potential privacy concerns.
Confidentiality: “Friends of Friends”
In addition to privacy concerns, our ethical duty to maintain client confidentiality can be particularly challenging in the digital space. Much like
real-world encounters that may occur with some frequency in closely connected communities, therapists and clients may find that overlapping digital networks can make it difficult to not inadvertently reveal the nature of
their relationships online. In truth, total confidentiality online cannot be
guaranteed, a fact that must be discussed in the therapeutic space. From
email communication to social media participation, we must acknowledge
and prepare for the possibility that third parties may gain access to
client-identifying information (Bradley, Hendricks, Lock, Whiting, &
Parr, 2011). Baker and Bufka (2011) stated that some state licensing boards
have strongly encouraged clinicians to discuss the risks of using unsecured
forms of electronic communication like some email services.
In regard to social media, complications arise in several ways. First,
social media sites are predicated on the notion of building social networks. One method through which that is accomplished is linking together
“Friends of Friends” (in the case of Facebook) or helping you find “People
You Might Know” (in the case of LinkedIn). The service may link therapists
with clients if their online social networks have overlaps. Accepting those
invitations to connect with clients blurs the lines of professional and personal space, allowing your clients and your loved ones to mingle online.
This mingling introduces many complicating factors including the potential for disclosure of content that may violate the client’s confidentiality.
Additionally, providers who use their social media pages as business pages
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create problematic relationship connections and risk as clients can leave
comments that may breach confidentiality (Anderson & Guyton, 2013).
In an effort to navigate the potential overlap of personal and professional
connections, practitioners may consider establishing business pages. Most
social media sites allow for the creation of pages that establish and maintain professional interactions. For providers who establish business pages,
it is important to discuss with clients the impact of confidentiality in engaging with the pages.
Direct engagement with the digital landscape is not the only way providers should consider confidentiality concerns. Review websites, like Yelp
and Healthgrade, often create profiles for service providers and businesses
without knowledge or permission. The public, including clients, can post
reviews of therapists on these sites. While some of the sites offer businesses
the opportunity to post a public response to any review, therapists who follow the APA ethics code cannot respond to reviews without breaking confidentiality. To do so would identify the reviewer as a client (Kolmes, 2012).
For former clients posting reviews, we may have no recourse to address the
situations or to respond. For current clients, we may be able to utilize the
review in the therapeutic experience but cannot respond publicly.
Informed Consent: Give All the Facts
In discussing the limits of confidentiality and potential privacy concerns,
clinicians will need to address the overlap of digital lives, concerns related
to the transmission of information via the Internet, and ways in which
technology could be influential in the therapeutic relationship. Alerting
clients to unintentional and intentional exposure to online information
is also important in giving the client the opportunity to provide informed
consent about their participation in therapy (Lehavot, Barnett, & Powers,
2010). Informed consent must be an ongoing process in which clients are
informed of changes in circumstances that will impact them and the care
that they receive (American Psychological Association, 2010). Therefore,
as issues arise (e.g., receiving a “Friend Request” from a client), clinicians
will need to provide explanations about the how they will be navigated.
APA’s Guidelines for Telepsychology (2013) suggest that clients be
informed of the types of telecommunication that clinicians use in the
course of treatment (e.g., email, social media, text, voicemail). Additionally, clients should be informed about the clinician’s policies related to
telecommunication. By establishing policies about the use of email communication, social media, practice websites, and other online interaction,
therapists provide expectations and an understanding of protections
for client and clinician digital spaces (see Table 5.1 for samples of social
media and website policies). Informed consent discussions about digital
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Table 5.1 Website and Social Media Policies—Sample Text1
Type of policy

Text options

Client endorsements You may find a profile for [PRACTICE NAME], or our providers, on websites which invite visitors to provide a review
or endorsement of our services. It should be noted that
our presence on those websites is not a request for your
endorsement. Many websites post listings for professionals without their knowledge or consent. Clients should be
aware that they are entitled to confidentiality and that providing a review of services will reveal the nature of their
relationship to their provider.
Website comments
Comments made on websites, including [PRACTICE
NAME] website, will not be responded to as we have an
ethical duty to protect your confidentiality. Clients should
be aware that they are entitled to confidentiality and that
providing a comment on a provider’s website may reveal
the nature of their relationship to the provider.
Internet searches
Your privacy is important to us. To maintain your privacy,
[PRACTICE NAME] will not search for you or access online
information about you without your consent. Any explorations conducted, even with consent, will be conducted for
relevant therapeutic reasons only. Accidental discoveries of
your personal digital information will be disclosed promptly.
Social media
Providers of [PRACTICE NAME] will not accept “friend
requests” or invitations to connect or be linked on social
media sites since this constitutes a dual relationship that
can negatively impact therapeutic relationships. If shared
social media connections are found to pose a potential
threat to confidentiality, clients may be blocked to ensure
the privacy of both therapist and client.
1

Since ethics codes and local statutes vary, seek professional counsel for your specific needs.

technologies should also include exploration of the risks to clients of utilizing electronic methods of communication. For example, clients should
be informed about the risk associated with sending personal information
through nonencrypted email accounts. Beyond the discussion, clinicians
should consider making policies readily available to clients by posting
them on practice websites. Email policy and an informed consent statement can be included in the signature area of emails sent by the clinician
(see Table 5.2 for sample email policies).
Impact on Therapeutic Relationships
Discussion and policies related to informed consent, confidentiality, and
privacy also help to establish the parameters of the therapeutic relationship
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Table 5.2 Email Policies—Sample Text1
Type of policy

Text options

Email signature

Confidentiality notice: email is not a secure form of communication and may be vulnerable to interception by an unintended
party. You have received this email because you have given
permission to receive unsecured communication from this
provider. If you wish to remove consent for email communication, please contact [PHONE #].
Email uses
In light of the potential risks to your confidentiality, [PRACTICE NAME] asks that you use email to facilitate scheduling
and do not use email to discuss personal issues.
Email
Important note: email messages may not be read each day so
response (1)
please contact us by phone if you have a time-sensitive matter to discuss. If you are having a psychological emergency,
please call 911.
Email
Important note: email messages will be read and responded to
response (2)
each day between [TIME]. Please contact us by phone if you
have a time-sensitive matter to discuss. If you are having a
psychological emergency, please call 911.
Email signature: This email message is for the intended recipient(s) only as
confidentiality
it may contain private and/or privileged information that is
governed by legal protections. If you are not the intended
recipient(s), please delete this message and notify the sender
promptly.
Unsecured
Due to the ease of electronic communication, many clients
electronic
prefer to reach us by email or text message. Email and text
communications messaging are not secure forms of communication and may
be vulnerable to interception by an unintended party. For the
convenience of our clients, it is the practice of this office to
send email reminders of appointments. However, you are free
to opt out of receiving all electronic communications from us.
Consent to email I understand the potential risks of unsecured email communication and agree to receive email messages from [PRACTICE NAME]
.
Opt out of email I do not wish to be contacted by email and I opt out of
appointment reminders and all electronic communication
from [PRACTICE NAME]
.
1

Since ethics codes and local statutes vary, seek professional counsel for your specific needs.

within the digital space and within the real world. Access to an abundance
of information, overlapping social connections, and the casual and colloquial nature of communication that occurs in the digital space can lead
to the perception of blurred lines between a professional and a personal
relationship. For example, email communication can often lead to misinterpretation because of the lack of nonverbal information (Bradley,
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Hendricks, Lock, Whiting, & Parr, 2011). This lack of interpersonal cues
in digital communication may be problematic. Colloquial text communication mechanisms, such as using emoticons and abbreviations like LOL
(laugh out loud), may provide some interpersonal cues and enhance the
relationship, but may also create a false sense of intimacy.
To counter the blurring of the clinical relationship that might occur
through email, Bradley, Hendricks, Lock, Whiting, and Parr (2011) recommended that practitioners explain the boundaries and limitations, including how email will be used and what kind of content will be responded to
(e.g., administrative tasks, scheduling, billing) and will not be responded
to in email (e.g., discussing clinical issues). Practical considerations that
can impact the therapeutic relationship should also be discussed and
addressed in practice policies, including fees for responding to email if
charged, and during what hours clients can expect responses (see Table 5.2
for sample policies).
In addition, social media encounters may have an impact on the clinical
relationship. For instance, clinicians must consider the impact of accepting or ignoring requests to connect via social media by clients. Anderson
and Guyson (2013) noted that requests must be considered within the
context of the entire therapeutic relationship. The decision to connect
may vary by client for some practitioners. If an invitation is accepted, clinicians must weigh the impact of later “unfriending” the client if problems
arise. Clinicians must also consider whether connecting with clients online
through social sites may constitute an ethically prohibited dual relationship. Currently, there is little definitive guidance in the literature or from
professional organizations regarding whether social media connections
constitute a prohibited dual relationship.
Legal Concerns: Violation of Confidentiality and Privacy
Most clinicians are aware that sharing identifying confidential information about clients without consent violates ethical principles and legal
statutes. Even seemingly benign disclosures online may put practitioners
at legal risk (Harris & Kurpius, 2014). Reports in the media and lawsuits
in the courts are emerging following disclosures by healthcare providers who assumed that sharing some aspects of encounters with patients/
clients would not violate confidentiality. For instance, a paramedic and his
employer were sued following a post on the paramedic’s social media site
regarding care he provided to an unnamed survivor of rape (Clark, 2010).
It is important to consider how easily one might breach a client’s confidentiality online. Email can be inadvertently sent to the wrong email
address. Posting about your long day of client interactions may identify a
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client who happens to be a friend of your friend connected through social
media. Responding to client posts on your business page in a way that
would indicate that a professional relationship exists, essentially resulting
in “outing” the person as your psychotherapy client. In such occurrences,
providers are obligated to alert clients to the breach of confidentiality. The
legal and ethical implications and obligations of digital confidentiality
breaches necessitate action just as breaches in other ways do.
Legal statutes and regulations that are relevant to online practice concerns vary by state. For instance, some state laws include informed consent requirements for clinicians to discuss how electronic communication
(e.g., emails) is stored (Baker & Bufka, 2011). Clinicians are encouraged
to consult the state laws and regulations in which they practice regarding
informed consent, privacy, and confidentiality statutes and guidelines.
On a federal level, practitioners should be aware of the intersection
between the Health Insurance Portability and Accountability Act of 1996
(HIPAA) and digital interactions. HIPAA outlines the privacy and security
standards that protect identifiable health information. It applies to providers and their business associates (e.g., insurance companies) who electronically transmit and store personal health information (PHI).
HIPAA is designed to allow for flexibility in what safeguards should be
taken and does not provide specific technological requirements or practices needed to be compliant with the rules. This allows providers and
practices to set and implement policies that fit the size and function of the
business (Baker & Bufka, 2011). As noted by Zur (2014), providers need to
consider insuring safety measures like password protection, firewalls, virus
protection, and backup systems, as well as other computer-safety measures
in an effort to be HIPAA compliant.
Since the inception of HIPAA, clarifying statements and guidance
about email communication in particular have been provided, most
recently in 2013. Zur (2014) highlighted HIPAA clarification regarding
the use of unencrypted email to communicate with clients. The HIPAA
clarification in 2013 allowed providers to use unencrypted email if the client fully understands the risks and agrees for information to be sent over
unsecured email. The second condition is that providers have conducted
and documented their own analysis of available electronic communication
options, examining cost, risk, applicability to the practice, and security
(Zur, 2014). If a particular option is too expensive or too cumbersome for
the provider or practice, HIPAA allows for them to forgo encryption (e.g.,
secured email), as long as the clients are informed of the risks. In addition
to discussing email policies with clients, providers can also include statements with each email that outline the dangers and limitation of sending
information through email (see Table 5.2 for sample text). The primary
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goal is to alert clients of potential dangers and to support the autonomy of
their informed choice in communication.
Protecting Your Space
While clinicians work to maintain the privacy and confidentiality of our clients, the ever-expanding access clients gain through the digital world may
lead them to expect more information about us. Zur and Donner (2009)
stated that the greater transparency of the Internet may require therapists
to give consideration to how they understand and define self-disclosure.
Personal information, no matter how closely monitored, may leak into
the professional realm without clinicians putting it there. For example,
you may attend a family member’s birthday party. A relative, who has no
concerns for privacy, may post pictures of the party on Facebook, using
the site’s tagging feature to include you in the post. Tech-savvy clients or
those who have some overlap with your social circle may gain access to the
photos, which can disclose more information than would ever be shared
within the confines of the therapeutic relationship.
Most digital information is saved in some form in perpetuity, meaning
that our digital lives are forever documented and accessible. For many
early-career mental health providers and student practitioners who are
often considered “digital natives,” a significant portion of their lives
prior to becoming therapists may be accessible. This will continue to be
a concern as new generations of aspiring therapists are having their lives
documented and uploaded by parents and loved ones, creating what may
become fodder for searches by clients in the years to come.
Clinicians may never know if clients have access to personal information about them (Kolmes, 2012). Client motivations for seeking information about clinicians range from harmless curiosity to criminal intentions
like stalking (Zur & Donner, 2009). Obviously, the motivations behind
searches have implications for the course of the therapeutic relationship.
In addition, they may influence how each practitioner engages not only
with a particular client, but with the digital world as well.
For many of us, our personal lives have a digital component. In fact,
it may be increasingly impossible to “escape having an online identity”
(Nicholson, 2011). We engage with friends and family members online just
as our clients do. We have interests that extend beyond our professional
role and may necessitate online participation. Much like providers in small
communities, we must each juggle the intersections with our clients in a
way that allows us to exist socially as well as professionally in the “global
village” connected by the “town square.”
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ROAD MAP FOR THE DIGITAL LANDSCAPE
The following recommendations are based on the technological realities
present at the time of this writing and are intended to provide some ways for
clinicians to engage digitally and to maintain their desired divide between
personal and professional domains. The suggestions provide some guidance for operating in the digital space with competency in regard to social
media sites and to online presence. The intention is that the recommendations serve as a starting point for clinicians with the awareness that as
technology changes, so too must our knowledge of what is available; which
mandates that providers continue to stay current with relevant ethical,
legal, professional, and personal dynamics.
One of the first steps that a provider can take toward gaining control
of their personal information is to identify what information is already
available. This can be done by simply doing a search of one’s own name
on a search engine like Google. It is recommended that providers search
for their names regularly to ensure that they are not inadvertently sharing information that they do not want to be public. To that end, it may be
helpful to search for one’s name in various forms. For example, “Dr. Jim
Smith,” “Dr. James Smith,” “James Smith, Ph.D.,” “Jim Smith, Ph.D.,” and
“Jim Smith and Indianapolis” might all be appropriate search terms. In
the case of a person who has had a legal name change, it would be helpful
to search for previous names as well to ensure that all personal information has been located. For those who would like to streamline the process
of monitoring the availability of their personal information, Google has
a notification option called Google Alerts. Google Alerts allows users to
save searches and choose how frequently they would like a search to be
completed. Once set up, searches will run on a schedule and the user
will be notified of the information that is available about them (Zur &
Donner, 2009).
It should be noted that, in addition to searching for names, it is possible
to search for an image by using Google Images. Using this feature, it is possible to determine whether personal information is accessible and searchable through the use of a particular image of a provider. Individuals who
have used a picture for both personal and professional purposes may find
that an image search reveals information that was not accessible through a
search of name or credentials. Therefore, it is recommended that providers also conduct searches on easily accessible images of themselves, such as
a website photo or LinkedIn profile picture, especially if there is a chance
that the photo has been used for nonprofessional purposes such as on a
dating profile or a personal Facebook page (Kolmes, 2012).
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Setting Up Privacy Protections
After conducting a thorough search of any name or photo that might lead
to an inadvertent revelation of information, it is important to ensure that
future information will be protected. One way to do this is to familiarize oneself of the privacy options that are available on common social
networking sites. Understanding the options and potential pitfalls of the
most common social networking sites can allow practitioners to determine
whether they can effectively moderate the risks of inadvertent disclosure
to their own satisfaction.
Facebook—Personal Pages
Facebook, a common social and business networking site, is used by many
people to connect and relate to individuals in their personal and social
lives. In keeping up with common concerns that Facebook users expressed
about privacy, Facebook has recently increased the control that users can
have over their personal information (Facebook, 2015). In fact, Facebook
users have a considerable number of tools to ensure that their privacy
remains intact. However, the default settings when signing up for the service permit much more information to be viewed than most practitioners
would knowingly allow.
Understanding the meaning of the options that are available can allow
practitioners to select the amount of privacy that they desire. Facebook
options allow users to decide who can see past and future posts that they
make. It should be noted that leaving a profile completely public will allow
any person to access all, or nearly all, of the pictures and posts that have
existed on the profile since it was established. On the other hand, a practitioner who allows only their “friends” to see their posts should be aware
that this does not guarantee that people connected to their friends (friends
of friends) will not see the post. Friends of friends may also be able to view
photos or comments in which a user is tagged, which is why it is important
to be diligent about utilizing all of the available privacy options.
Lehavot, Barnett, and Powers (2010) wrote about the potential pitfalls of
accepting “friend requests” from clients given the likelihood that such a connection could result in a potentially harmful multiple relationship. Additionally, accepting a friend request would also create a loss of privacy for both client
and therapist. However, settings are available to strengthen privacy and reduce
accidental loss of privacy for both the therapist and client. See Table 5.3 for recommendations regarding how users can configure their Facebook accounts to
obtain an optimal level of privacy (Facebook Help Center, 2015).
In many cases, these settings will prevent practitioners from receiving
friend requests from their clients. However, if a client happens to have a
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Table 5.3 Facebook: Optimal Privacy Settings—Personal Users
Setting/feature

Optimal privacy

Future posts

“Only me” or “friends” Allowing friends to see posts does
“Only me” or “friends” add some possibility that friends of
friends might gain access to some
content.

Limit past posts

Special considerations

Who can send
friend requests

“Friends of friends”

Reduces the chance that clients
will be able to send you a friend
request.

Who can send
private messages

Basic OR strict
filtering

Strict filtering allows you to
specifically choose who can
send you messages while basic
filtering will generally allow only
your friends to send you private
messages.

Who can search
you by email/
phone #

“Friends”

Prevents clients from using contact
information to locate your Facebook profile.

Can search
engines link to
your timeline

No

Prevents Facebook content from
appearing when a person looks up
your name on the Internet.

Who can post to
your timeline

“Only me” or “friends” Prevents unwanted posts.

Review post/picture before added
to timeline

On

Allows user to have control of content that is posted about them.

Who can follow
you

“Friends”

Prevents clients from accessing
your personal information.

Who sees tag
suggestions on
pictures that look
like you
Friend requests

“No one”

Prevents your name from being
suggested for others to tag you.

Accept requests from
people you know
personally

Protects your personal information from being seen by current
and prospective clients.

connection in common with the practitioner, they may still be able to send
a friend request to their provider. If a practitioner knows that a client has a
personal connection in common with them, they have the option to “Block”
that user. Blocking a user will prevent both the client and practitioner from
seeing content that is generated by the other and will also disallow “Friend
requests” and private messages. This is the most secure way to protect private
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information from a particular individual if it is known that an overlap exists.
However, practitioners may not be aware of a shared connection. Therefore,
it is recommended that providers approach this matter by monitoring and
maintaining their own privacy as well as by initiating policies that clearly indicate how they will approach such situations when they occur. Since clients
may not understand the impact of connecting on social media, therapists
should discuss their decision to decline/block a connection with a client.
Facebook—Business Pages
Facebook users also have the option of creating a business page, which can
be used to help clinicians post mental health-related material, promote a
specialty, and develop their own personal brand. Facebook business pages
function quite differently from personal Facebook pages. One of the primary differences between a personal and a business page is that businesses
do not have “friends.” Instead, page visitors have the option of “liking” the
page. When users like the page, they will receive updates as the business
posts information (Facebook Help Center, 2015). Currently, there is no way
to prevent clients from liking a business page, which may leave practitioners
confused about the ethical responsibilities that this activity might require.
Kolmes (2009) indicated that unlike “friend” connections, a “like” does
not constitute a two-sided relationship and clients are free to disclose their
own connection to providers even though providers are required to maintain a client’s confidentiality. Providers do have a responsibility to ensure
that clients have a clear understanding of the potential impact of making a
public connection or posting a review about their services but, inevitably, it
is the client’s choice. Clients should also be made aware that it is possible to
privately receive updates regarding the activity of a business page without
“liking” the page. This can be achieved by subscribing to the Short Message
Service (SMS) or Rich Site Service (RSS) updates (Kolmes, 2009).
A challenge on Facebook business pages involves clients posting messages. Clients are able to post some comments and reviews without restrictions. This allows for the possibility that clients may identify themselves
as clients or make suicidal or homicidal statements. However, steps can
be taken to reduce the risk of this happening. Suggestions are listed in
Table 5.4 for ways to obtain a maximum amount of security and to prevent
most messages from being visible to the public on the page (Facebook
Help, 2015). It should be noted that even if messages are hidden from the
page, they will still be seen by the provider who may have a duty to act if
such messages include suicidal or homicidal content.
Overall, Facebook has many safeguards that allow users to protect their
personal information. When used to their full potential, they can provide
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Table 5.4 Facebook: Optimal Privacy Settings—Business Page Users
Option/feature

Optimal privacy

Special considerations

Visitor posts

“Disable posts by other
people on the page.”
“People cannot contact
my page privately.”

This does not prevent all
messages.
To prevent clients from sending
you private messages.

Tagging ability

“Only people who
manage my page can tag
photos on it.”

To prevent posting of pictures by
personal connections.

Page moderation
(for risk
management)

“Posts containing these
words are blocked.”

Consider adding words such as:
suicide, kill, kill myself, dead,
death, cut, cutting, abuse, live etc.

Page moderation (to block
most comments)

“Posts containing these
words are blocked.”

Consider adding words such as:
a, and I, we, them, they, he, she,
are, what, who, then, why, the,
LOL, etc.

Banned
users—clients

Any known clients
who might post problematic content OR all
clients who might post
comments.
Any person who you
want to separate from
potential exposure
to the public or your
clients.

Note: If those clients try to post,
they will be sent a message indicating that they are not permitted
to comment.

Messages

Banned
users—personal
connections

Consider adding parents/
children/loved ones. Their pages
may be more public and may
reveal information about you.

users with reasonable protections against unwanted disclosures of information. Users should be aware that as the privacy options change from
year to year, previous privacy settings may be impacted. Therefore, settings
should be reviewed regularly so that protections remain strong to ensure
that unwanted information is not publicly available.
LinkedIn
LinkedIn, a popular professional networking site, allows users to make
professional connections, post resumes, and keep in contact with individuals in their professional circles. LinkedIn allows users to express and
display their professional goals and may be a place where professionals
attempt to develop and reinforce their own professional brand. However,
another common aspect of LinkedIn is that it actively approaches a user’s
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connections for endorsements. This may leave some practitioners wondering how they can promote a business presence without violating ethical
standards that mandate that psychologists not solicit testimonials from clients (American Psychological Association, 2010). However, LinkedIn has
made it possible to disable endorsements, making it possible to promote
oneself without fear that a client will feel obligated to provide an endorsement of a provider’s skills. Table 5.5 contains suggestions for optimizing
privacy (LinkedIn Help Center, 2015).
Table 5.5 LinkedIn: Optimal Privacy Settings
Option/feature

Optimal privacy

Special considerations

Who can see your
connections

“Only you.”

Connection
requests

Add people that you
know personally or
professionally.

Your 1st degree connections can always see your
connections.
Avoids access to your
information by current or
prospective clients.

Who can follow
your updates

“Your connections” OR
“everyone.”

Depends upon your use of
LinkedIn (primarily personal or professional use).

Blocking

Block all individuals
whose connection is
problematic.

Some of your public information is still available to
blocked users.

Who can search
you by using your
phone number

“1st degree connections.”

Helps prevents clients from
locating your profile using
your phone number.

Data sharing
with third party
applications

Off

Prevents applications from
using your contacts and
connections for advertising
purposes.

Endorsements

Off

Prevents LinkedIn from
soliciting endorsements
which may constitute
a breach of ethical
regulations.

Resume/vitae

Do not include personal phone number or
address.

Summary

Avoid adding your
personal phone number,
address, or email address.

Resumés often include personal information such as a
personal cell phone number
or home address.
Information put in this section remains public regardless of other privacy settings.
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Twitter
Twitter, a social networking site, allows users to post short updates about
their thoughts, activities, and opinions. Twitter allows users to send instant
messages and has been used by some professions as a mechanism for promotion. As with the other social media sites, it is important to understand
how providers can use these services without compromising their professional lives by accidentally revealing personal information. To this end,
Twitter has a number of mechanisms for creating a more private space.
However, if you are found by a client, you will have difficulty screening
your information since you can block users if they post inappropriate or
harassing content on your profile. If practitioners choose to use Twitter
personally, their best defense is to make every attempt to keep themselves
from being found and identified by clients. Table 5.6 contains information
on the features that are currently available to promote privacy (Twitter
Help Center, 2015).

Table 5.6 Twitter: Optimal Privacy Settings
Option/feature

Optimal privacy

Special considerations

Location and
Leave blank.
bio
Website address Leave blank.

Add only information that you wish
to be publicly available.
Add only if you want your professional identity to be connected to
your Twitter presence.

Photo tagging

“Do not allow anyone to
tag me in photos.”

To prevent posting of pictures by
personal connections.

Tweet privacy

“Protect my Tweets.”

Allows control of who sees tweets.
Past Tweets may continue to be
visible.

Location

Do not check, “add
location to my Tweets.”

Consider also selecting, “delete all
location information” to erase location from past tweets.

Searchability

Do not check, “Let others find me by my email
address.”
In order to block a person from posting inappropriate content, you
can “block and report.”

An email address, which might be
easily accessed, can be used to find
your personal information.
This feature cannot be used to keep
a client from seeing your content.
It can only be used to prevent a
person from harassing you or posting
inappropriately.

Blocking users
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CONCLUSION
The speed at which change happens on the digital landscape occurs so
quickly that it is leaving many of us scrambling to keep up. Private practices and individual providers are left trying to operate in an environment
that is anything but static. The authors of this chapter acknowledge that
even as this book goes to press, many new challenges will be emerging as
the technology changes. As those challenges develop, practitioners will find
that navigating changes will require pursuance of education about the technology while holding onto the basic core ethical and legal tenets of our
profession. Rooted in a solid ethical and legal foundation, providers can be
informed and proficient participants in the digital landscape.
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Proximity and distance
in teletherapy
Liliana Manguel

What do we mean by teleanalysis? When we speak of teleanalysis, also referred
to as distance psychoanalysis and remote psychoanalysis, we begin to contemplate the experience of nearness or distance and feeling close or far apart. And we
encounter many questions: Can teleanalysis be considered psychoanalytic? Is a
committed encounter between a patient and an analyst at a distance analysis workable? What moves a patient, who could have a face-to-face analysis, to look for
distance analysis? In teleanalysis, is the connection between patient and analyst
no more than superficial, or is it intense and deep? Is it possible to achieve a sense
of presence while patient and analyst are physically distant, even though they can
see each other on the screen when a webcam is used? What does the encounter
with the analyst mean for patients who choose distance analysis? Is it indicated
and contra-indicated for certain patients? Can virtual reality allow the patient a
closer emotional experience, despite – or because of – the absence of the body
of patient and analyst in the same room? Can patients achieve a true closeness in
analysis online?
In my opinion, the sense of closeness in the analytic pair does not necessarily
depend on physical proximity. What is essential for the sense of closeness is a
true encounter. Reading Freud’s letters to Fliess, it is clear that, without meeting
as embodied minds in the same room, Freud and Fliess maintained such a true
encounter. Freud invested his trust in Fliess, and Fliess was privileged to receive
and respond to his epistolary communications about dream life and family and
professional circumstances. Nowadays typed emails and online verbal communication take the place of handwritten letters as devices for bridging the distance
between people in different locations. A similarly close encounter is possible
using technology.
If teleanalysis can support a true encounter, can it affect personal change?
Over several years, I have been studying this with a group of colleagues, reviewing cases and applying the Three Level Model (3-LM), a protocol for assessing
intra-psychic change on three levels (Bernardi, 2014). We proceed by observing
the psychoanalytic process, medical history, treatment, several consecutive sessions, selected facts from the material, and records of the countertransference.
As Bernardi says:
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The description of transformations or changes occurring in patients throughout
the analysis is of great theoretical and practical importance. This model aims
to observe and describe changes in the patient using three successive levels
of analysis. For this reason it is called the “model of three levels” to observe
the transformations of the patient (3-LM). From the point of view of the heuristic, it is expected that this method will serve to enhance and refine clinical
observation and description of the changes that occur during long periods of
analysis or in the course of a full treatment. Also it will serve to measure the
difficulties and limitations and assess the potential of new developments
(Bernardi, 2014, p. 1).
Psychoanalytic process, even in traditional settings, is difficult to convey and harder
yet to measure. Through using 3-LM, Bernardi hopes to remedy this situation.
Applying 3-LM to patients in analysis, my colleagues and I in Buenos Aires study
analytic process in teleanalysis using a standard protocol. I will give vignettes from
the treatment of Diana, applying the Bernardi 3-LM model to the material.

CLINICAL HISTORY, FIRST INTERVIEWS, AND
OPENING PHASE OF TREATMENT
The referral
Diana’s request for treatment came to me through a desperate email in which she
exposed practically all her life to me an analyst she did not know. She did not even
know if her email would arrive. She explained that, even though she was supposed
to come for a few days to Argentina in ten months’ time, she was not sure that she
would, because she was afraid to return. She could not wait to see me then, but
needed to start treatment right away to help her finally improve her “quality of life”.
So she was seeking an analyst she could consult on Skype or by telephone.
Diana, age 49, was born in Argentina but now lives in a country in the northern
hemisphere. She said she needed an analyst of the same nationality, language,
and culture, and got my data from a friend and colleague of mine. She had been
in treatment with local analysts at her location, but she preferred me, an analyst in
her country of origin – I guessed because she was unconsciously trying to resolve
her ambivalence with her roots, country, and parents.

The history
Diana said,
I’ve taken many turns along my life. I feel really lost, and I think that if
I write to you, it can help me. I was born in Argentina, a country from which
I escaped after I finished high school because my parents fought a lot, and
I could not stand it, so I got a scholarship to study art abroad. I said goodbye
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to Argentina, I finished a degree in Art History and Visual Arts, and I have
not been back for 30 years.
Ten months after starting her psychoanalytic therapy with me, she was able to
make the flying visit to her birth country for the first time in 30 years, and we
met twice in my office. She told me that she does not have friends in Argentina
or any social life anywhere at all. “Do you know that people are very bad?
Everyone has turned away. People who were my friends do not talk to me any
more – I do not know why.”
Diana’s father died of cancer years after her migration. She says she was very
much affected by his death because she was his favourite child and confidant.
Diana said,
I loved my dad, but sometimes he played with me in a very strange way.
When I sat in his lap, the way he used to stroke my legs felt weird. I did not
feel it was the natural and spontaneous caress of a father. My mother was also
very complicated: she noticed what my father did and said nothing.
She described her mother as a paranoid woman who suffered a postpartum depression after the patient’s birth, and so a nanny raised Diana during her first year of
life. Diana’s two maternal uncles are schizophrenic, and she was always terrified
of having some of their genes.
In the country to which she migrated, she met her first husband and had two
children with him. At the time treatment began, she had been divorced from him
for 16 years, and her sons were 23 and 17 years of age. While maintaining a strong
bond with her two children, her love life had not fared so well.
I got divorced from my first husband 16 years ago. I took the kids and
moved from the country. I managed to arrange it that my ex-husband kept
the house in exchange for my taking the kids far away. I established a contract in which I managed to exchange the house for the children and my exhusband agreed not see them again. I lived there for six years, away from
my family of origin and my husband. I fought with my parents because
of their behaviour. I also have a younger sister I do not speak to since my
mother died in 2007 because of issues of money. In late 2005 the man who
would be my second husband came along. He is a prominent businessperson and his work caused us to move again to another country even further
away. My eldest son is an anthropologist and lives with his girlfriend in
the same country but in another city. My younger son is in high school and
lives with me. I have a very good relationship with my sons.
When we began therapy, the children had not seen their father in years. After
Diana’s third year of psychotherapy she accepted that her children wanted to visit
their father for the first time.
Her anguish had been heightened ever since her youngest son started having
epileptic seizures a year before she consulted me. She said,
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I had escaped from my ex-husband, who was a very sick and deranged person, but fate played a trick on me because despite of all my efforts, my exhusband is still present all the time through this disease. Do you know that
my youngest son inherited the disease from his father? Luckily, my eldest son
is healthy and helps me face this.
According to Diana, before her son had seizures, she lived a quiet life writing her
thesis and studying. She had no constraints of any kind. She complained, “This very
surprising disease of my son has made me feel sad! I could not control it. I am always
many steps ahead so that nothing bad happens to me, but I did not expect this!”
She tried various psychoanalytic treatments at the place where she lives, but she
declared, “They were a failure. I feel that none has helped me at all.” She also reported
having persistent panic attacks, fear of going outside, tachycardia, and insomnia. For
six months, she had taken medication prescribed by a psychiatrist who treated her
without significant results, and only then did she decide to start her treatment.
Diana said she needed to “make remote therapy” early in the morning so that
her husband would not be aware that she was having therapy – and she does not
want him to know. This issue was to reappear periodically throughout the treatment, particularly linked to the transference field. Diana did not want to be asked
any information about her husband. She deflected any questions by saying that
she would tell me about him later. She only said that they are living in the same
house, in separate rooms, go out to dinner together twice a week, and the rest of
the time her husband works and travels.
I had the sense that Diana used the need to maintain secrets and lies in relation to her husband as a pretext for requiring distance analysis. I accepted her
request, well aware that it was unusual to begin a psychoanalytic treatment without having met the patient. I was convinced that it was the only way the treatment could get started.
From my countertransference, I established the following questions:
1
2
3
4
5
6

Why does Diana prefer teleanalysis?
What role do the secrets, lies and covenants have in her life?
She is a patient who lives her life escaping and making sharp cuts. Could no
one help her, or did she not allow them to help?
What does “meeting me” mean to her?
What does it mean that she needs to be sure that her husband is not around
when she talks to me?
Is there a latent reason that Diana needs distance therapy?

Discussion
The analyst accepts the conditions in order to get the treatment started. Diana lives
in isolation, with a paranoid view of the world and a history of cutting off relationships with family, friends, and previous therapists, and even erasing relationships,
as she did with her ex-husband. The wall against him allows Diana to maintain a
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fantasy of control, which shatters with the discovery of her son’s seizures. When
we learn about the sexually intrusive father and the by-standing paranoid mother,
Diana’s need to control the setting begins to make some sense. We get a sense of
her as a woman with deep cuts inside herself alongside poor internal boundaries
against overwhelming affect. She expresses these internal cuts externally as soon
as relationships become intimate, leaving parts of herself in various countries.
The analyst may get cut off too, but unless she gets the treatment started, she has
no hope of working on the problem.

The contract
With such thoughts and many other questions, I began to discuss the setting and the
arrangements for teleanalysis. I asked Diana to talk from the quietest and most comfortable place possible. I made it clear that I would talk to her from my office, and
that she should choose a similarly private, consistent space. The sessions would last
50 minutes. I said she could tell me everything that comes to her mind, although some
things may seem shameful or fearful. I said that speaking freely, telling me everything
including dreams, current experiences and past memories would help me help her.
I told her she would need to ensure adequate internet bandwidth, and if for some reason this failed, she could use my office phone or my cell phone. If she had to change
an appointment or leave me a message, she could contact me through my email. If
for travel reasons either of us needed to change the time of the appointment, this had
to be notified in advance, taking into account time differences. The payment would
be done by Western Union in Argentina, made out to my name, or by bank transfer
to my account. I asked her if she wanted to ask me any questions about my résumé
or psychoanalytic experience, and she explained that before the consultation she
had already learned all about me on Google and on my website. (I learned later that
she had assured herself that I had no debts!). We agreed to begin teleanalysis using
the telephone twice a week. Diana speaks from home when no one is in (and if they
are in, she goes out to speak to me) because she is afraid that her son, her husband
or her housekeeper would hear the conversation. I later find out that the alternative
place she uses to make her call to me is a coffee bar. The dialogue in the vignettes is
written in very short paragraphs to reflect her way of separating her thoughts in time,
even though she may carry on a theme across a number of paragraphs.
Discussion
The analyst sets out clear instructions for creating a suitable setting, and the
patient chooses a bar. It is hard to imagine a bar, even a coffee bar, as a quiet,
private place, but she must have found a way to feel isolated there. Her choice of
“bar” seems to refer to her longing for a barrier, given that her boundaries have
not been respected. Perhaps she was seducing her analyst to meet her at the bar,
as her father seduced her. She escapes from relationships and uses distance to
preserve herself in life, and now to safeguard her access to treatment. But will
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she also wall off her analyst? It will be difficult to make interpretations, because
Diana will first need to develop a containing mind.

Diana: A session from the third year of treatment,
first session of the week
Hello Liliana. Are you there? I was thinking all weekend about two words
from our last session: imposition and perseverance. I know persevering is
not enough to get me what I want if I keep making bad choices in my love
life and in my emotional life, and it is also true that I keep imposing on my
children to follow me in my madness. However, I want the best for them.
I do not want to harm them.
I am still very paranoid about my youngest child having another seizure; time
has passed, but I am terrified.
Although he is already 19, I wear a watch to remind him to take the medication.
Now I have been giving him the pill that heals him. Yet for two years I fought
with doctors because I did not want him to take any medication.
I also started taking something to sleep, as I have insomnia.
I have got rid of that terrible headache I had for 10 days. Even so, we can no
longer endure living in this country – neither of us. This place is killing us.
But today I woke up much better, I do not know why.
[Long silence] . . .

DIANA:

Maybe knowing that today we were having a session helped you get up
feeling better.

ANALYST:

Probably.
I was thinking that my youngest son M will now begin university. He will
live away from home. I wonder if he will be able to do so. I do not know. This
is an unfriendly country. We do not have friends.
And I fear for him. What if he cannot do it?

DIANA:

I notice you feel distressed. You are probably wondering if you will be
able to be alone, without him. Your voice sounds sad. I can tell you are sad
thinking about his departure.

ANALYST:

I have great pain in one hand. I am on medical treatment because of the
pain I have had in my hand for three weeks now. I avoid being on the computer, but I need it a lot. I am studying art and then writing about it.
I have many conferences to attend and I will have to travel a lot. I am afraid
to leave him alone. Well, with my husband – he is a manipulator; he stops
talking to us for days, for weeks. I do not care anymore . . . as long as he pays
the bills, I am ok. I do not know how much longer I can endure this state.
I know that I cannot live anymore like this.
I have to make a decision, but it is not easy. There were many years of poverty.

DIANA:
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I have never been materialistic. I do not want to be like that.
We all deserve a better life.
But today, thinking about our meeting, you felt better. Perhaps part
of your improvement is to encourage yourself to accept what you want to
choose for your life, with all that this implies. You say that you choose to stay
with a husband with whom you feel even more alone. Without any relationship, without sex, without fun things to do together – only money. Moreover,
your child is leaving to go to a new school far from home.

ANALYST:

The pain in my hand is not hypochondria. It really hurts. But it is true that
I am getting sick of nonsense all the time.
But . . . what you say is real. The illness of my son was caused by the illness
of my ex-husband. Epilepsy is genetic.
It is painful all that you are saying. But it’s so true . . .
I escaped from the father of my children and took them far away so they do
not know anything about him, and yet his illness chases us.
And now the two boys told me they want to travel to meet him!
[Long silence] . . .
I do not know if this treatment is doing me any good or if it is bad for me. My
world is changing.
I no longer understand anything . . .
My children are growing. They are more independent.
Now I’ll have to go back to Argentina soon. Did I tell you?
I was asked to do an exhibition there.
I have not returned for many years and now things arise all the time.
I like to include literary notes on the images that I display.
But I was wondering: What am I running away from away all the time?
I don’t know . . .

DIANA:

Mainly you are running from the impact of your son’s having to take
medicine for two years and his illness being associated with someone who is
tough for you.

ANALYST:

These things have hurt me so much in my life!
See, what if I expose myself and I get hurt again.
I could not stand it.

DIANA:

ANALYST:

What memories do you have from when you were younger?

I never had limits in my childhood. I had to impose limits on myself. My
parents wanted to raise me so freely that it was terrible! Neither my father
nor my mother imposed any limits on me. Nowadays I think they could not
take care of me because they were too busy fighting between themselves . . .
They were too busy seeing which of them was right! Dad had me as his ally;
he spent all his time telling me how much he hated Mom. My mom was paranoid. She has a brother, schizophrenic. I was always too afraid of madness.

DIANA:
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I grew up in a world of secrets and lies. Did I copy their behaviour?
They never finished anything: three majors each, but they dropped out in the
middle of each one. Mom painted but never finished a picture. My dad wrote,
but he never finished anything. I wanted to escape from that. That is what
I am starting to believe now.
ANALYST:

And did you really escape?

[Long silence] . . .
I am persistent, creative, and that helps me, but it is not enough.
I feel very lonely [begins to cry].
Each work project that I start is truncated.
I thought it was the fault of others . . . that they did not value me. Now I wonder: What role do I play in it?
I know I have a good résumé, I am hard working, and I have good ideas.
People like what I do . . . but then they do not call me again.
I think I get offended too fast: I answer back. I am impulsive. I get bored of it all.
Although I am persistent in what I want, I do not know how to manage the social
contact aspect of my work. I do not know how to maintain contact over time.
I find something in everyone and end up fighting with everyone, just like my
parents.
Is my genetic inheritance chasing me too?
I want to go to Argentina and meet all the people I love.
I want to be better, get less sick and I feel that my life should be more than
being a good mom.

DIANA:

So ended the first session of the week. I am always feeling that every session will
be the last, and yet here we are in the third year of treatment, and I have not yet
met the woman.
Discussion
Diana is perpetuating the lies and secrets from her family of origin and bringing
them into her analysis right away. No limits were set by her warring parents,
leaving Diana feeling unsafe and filled up with their fight. She expresses her
longing to be dependent by babying her younger son and shows her grief at
losing her eldest to college through psychosomatic pain. She not only cuts off
relationships but she cuts off projects too, unable to finish. She identifies with
the analytic attitude in looking at her role instead of blaming others. We note
that Diana is a visual artist, who must be responsive to images, and yet she
prefers to conduct her treatment using audio communication on the telephone
and not online connection with web camera. Perhaps the deprivation of visual
communication means that she can more easily reveal her hatred while she can
hide herself behind a wall, and at the same time exert control over her analyst.
Or was she taking care of her analyst by reducing the full impact of her possibly seductive presence? Local analysts felt too threatening and close in on
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her. Diana chooses distance analysis because of her narcissism and particular
defensive constellation.

Diana: A session later that year
I am very happy. I have become a member of the Association of Visual
Arts. The president is in Argentina and I have already sent my articles.
If my son gets the confirmation to do the cinema and photography course for
three months, we will come once more to Argentina in March, and this time
I will stay for a month, and he will stay for three months.
Isn’t that good? We will meet again at your office, and this time we will have
many sessions before I leave!
After Argentina, I have to travel to Europe for a conference at the end of March.
On December 20th, I will travel with my husband and my youngest son for
a month. It will be very difficult for me to connect with you then. There I’m
meeting my friends. I’m very happy about that.
I’m feeling that everything that I have been planning finally is working out.
I am in touch again with old friends. With my Argentinian friend too. That
was always me. I had lost it but I’m getting back there. I’m recovering my
social life. My dynamic part.
It has not happened for a long time.
[Long silence] . . .

DIANA:

ANALYST:

When did that part of you evaporate?

For years, I did not want anything that identified me with Argentina. This
is very crazy.
Now I’m getting that beat back, and with some push from Facebook I also got
my social part back. That makes me really happy.
I lived in X for a long time; it’s a very hypocritical country. That made me
withdraw. Now I realize that my complaints are not coming from paranoia:
X is truly a hypocritical country.
I have already sent my writings to the various countries. If all goes well in
late July I’m going to give lectures.
It was difficult to learn the different cultures, the different rhythms, and different languages. I thought a lot about you the other day . . .
[Long silence] . . .
Once you told me I had lost my spontaneity. It is true. I thought a lot about it.
It still does not come naturally. But it is true that I had lost some of my features
that I liked.

DIANA:

ANALYST:

As if you had ironclad yourself and a part of you closed down.

Through Facebook I met several former boyfriends. Now that I am traveling, at times when I’m alone, I want to meet with several of them – when my
husband is not around [laughs].

DIANA:
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When your husband is not around?

My husband is very jealous. But I love having several male Facebook
friends again.
I feel pretty again.
I want you to help me to know about myself when I lost everything. What
happened to me? When was that? Did I lose my life due to my drastic cuts,
my fleeing, my conflicts, and drama?
Every time I moved to a different country, I left everything behind. I wanted
to make drastic cuts, to start over, and now I realize that I was wrong.
[Silence] . . .

DIANA:

You wanted to have a new birth in each place. A new life. And what you
needed and did not have was continuity. That’s what you did not allow yourself to achieve at that time. It’s like along the way in the different countries
where you lived, you left a large part of you . . .

ANALYST:

I needed to forget. That’s what I loved.
[Long silence] . . .
My resentment killed me. My hatred killed me. Sometimes I felt calm in
excess. I invented a personality that I do not have. I wanted to learn not to
care about anything as my sister does.
I believe that for me, that’s impossible.
I was shifting about, changing like a chameleon, until I got lost.
When I used to live in Argentina, I thought I had found a friend. One day
I was very bad and sad and called her, and she said, “What do you need?” as
if she did not know me. And so, I closed even tighter. I thought I was selective with people. Now I realize I was alone rather than selective.
It is funny, isn’t it? There were more than 15 years between my first residence, the other country where I lived with my first husband, and the last
place where I live now.
And the truth is, I have nothing left. Or almost nothing.

DIANA:

ANALYST:

Well, you have the experience. If you can take advantage of it . . .

But Liliana, what happened to me?
Why so much hate? I was not like that . . .
I know Mom lived with reproaches and resentment.
[Long silence] . . .

DIANA:

ANALYST:

What are you thinking?

No. Nothing.
Well, yes. Something. I do not know.
Probably I was repeating a story that was not mine. A story that I bought from
other people. Their story. My parents?
My mother has several crazy people in her family.
Crazy, crazy.

DIANA:
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Institutionalized.
And she quarrelled with her mother about an issue of fraud and money and
did not talk to her until her death.
Then, it was too late.
Neither of my parents was successful.
They ended up at odds with friends, neighbours, family.
My dad was a weak man and my mom was terrible.
I am afraid that my children also take that hatred and resentment from me as
I took it from my mother.
I would not forgive me . . .
Perhaps the same hatred grabs you at times with your husband or others
in general when you do not feel noticed.
Instead of showing pain, you show hatred and anger.
[Long silence] . . .

ANALYST:

I was thinking that when I first learned about my son’s convulsions,
I started choking, losing memory, feeling lost. But I never cried. When he did
not recognize me after his seizure, the impact on me was terrible.
If I do not have memory, I do not have to remember things that hurt me and
make me sad.
I complained for many years that my parents and sister left me very lonely.
I very much hated them, until now.
Was it really hatred or, as you say, the pain of not having them?
[Silence] . . .
What’s done is done. My sister does not help me, because she hated me, and
my parents are dead.
But if deleting and having no memory is no longer the solution, is feeling
pain the solution?

DIANA:

That solution seems to be something again imposed on you. If the pain
comes or not, we will see later. We’ll see what comes . . .

ANALYST:

DIANA:

It is already time, isn’t it? Time flew by today.

Discussion
Diana regrets her way of being, her feeling of having nothing left, and her loss of
spontaneity as the cost of her closing down to defend against pain. Now that she can
mourn this, she can begin to open up to social interaction. The continuity of the treatment is letting her express her rage. She still feels hated by her parents and her sister,
but now she can think about why she is so filled with hatred. The analyst tries repeatedly to show Diana that she uses her hatred to cover the pain of not being noticed,
of not feeling acknowledged by her parents. We note that Diana remains resistant to
feeling and working through her pain. Diana concludes that she has picked up her
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parents’ pain, and that they probably picked up the pain of their parents. We do not
yet learn any details of this transgenerational transmission, but it seems hopeful that
Diana is able to conceive of a world outside her own reality.
We note that analysis is helping Diana to reintegrate the fragments of herself
that she left behind. Diana is curious about why she has made drastic cuts. Her
analyst interprets that she moved on to have a new birth, and a new life in a new
country, and tells her that the cost was that of leaving parts of herself behind,
thus impoverishing her integrity and capacity to engage. Diana has become able
to contemplate a return to the country of her birth (and of her trauma) and she
even anticipates going to the analyst’s office! She will meet her for the first time
and have many sessions. But her habit of cutting off is expressed in shortening
the visit by touring in Europe afterwards. It seems that the intimacy of the inthe-office sessions cannot be sustained, and we wonder what will happen when
teleanalysis resumes after Diana’s vacation.

APPLYING 3-LM TO THE SEQUENCE
OF TWO SESSIONS
LEVEL 1: PHENOMENOLOGICAL DESCRIPTION
OF THE TRANSFORMATIONS
Which aspects of the material suggest change is occurring?
The patient has changed her mood.
She has become able to return to Argentina after 30 years.
She becomes able to meet me in person.
She has a more expanded socio-emotional life. Thanks to Facebook she
has reconnected with friends and family. Now she can accept that people
want to be with her without her feeling so exposed.
In this last stage of her treatment, she manages to trust her husband,
revealing to him the secret that she is in treatment.
She begins to have work success and continuity without quarrelling with
her colleagues.
She is less often physically sick.
What transformations are in the course of the sessions over time and in
which areas (ability to love and enjoy sexuality, family, social relations,
work and leisure, interests and activities, symptoms and well-being)
from the perspective of the analyst and of the patient?
Symptoms and well-being
The patient has gone from being permanently distressed and resentful, projecting blame on others, to beginning to wonder if their behaviour towards
her has something to do with her. She has become happy and hopeful.
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Sexual relations
Diana does not discuss sex.
Social relations
She accepts her intolerance with others as the reason that she has been
left alone.
Work
She now sees that her behaviour made her lose job opportunities. She now
gets calls to give lectures.
Family relations
She can tolerate her children daring to tell her for the first time that they want
to see their father.
From Diana’s perspective she has much better physical health and family, work and social relations, but she does not yet trust that the analytic link
has helped to secure these changes. She doesn’t know still if her therapy will
be doing right or wrong by her and prefers to attribute her positive social
changes to Facebook.
Are there changes in the analytic process in relation to the use of the analyst and her interventions, and to their own bodily and mental resources?
Relation to the analyst
Diana has established a closer link with the analyst, wanting to meet her in person, and yet she cannot tolerate the feeling of needing her. She is more reflective. She asks about her hatred as one of the possible causes of her solitude.
Like her parents who could not bring any of their activities to a good conclusion, Diana cannot continue her progress in each country of residence but
after a time starts over in yet another new country.
Selected clinical facts
The patient has fled any stable ties for fear of becoming dependent on
relationships.
The constant fighting between her parents robbed her of a good climate of
containment. Her sister cheated her out of money and friendship.
She has felt threatened frequently by fears of being tainted by her mother’s
family psychosis and her first husband’s neurological disease.
She needed to keep her analytic treatment secret from her husband and
engaged her analyst as an accomplice.
She has a symbiotic relationship with her youngest son, which is reflected
in her experiencing his physical symptoms (panic attacks, feeling of being
lost, and paraesthesia).
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After intense sessions with thematic elaboration and emotional closeness,
the analyst experienced a repetitive fantasy that each session would be the
last. Thus in her countertransference, she experienced the patient’s need to
cut off.

LEVEL 2: DIMENSIONS OF CHANGE
SUBJECTIVE EXPERIENCE OF THE DISEASE
AND CONTEXTUAL FACTORS
What are the patient’s subjective experience, beliefs and expectations
regarding their problems and treatment?
To what extent are the problems manifest in the treatment?
Where do you see possibilities for change?
Do analyst and patient have the same expectation of transformation?
Diana has a poor recognition of her problems with a large predominance of
projective aspects.
She has ambivalent feelings about her husband, her son, and her analyst.
She wonders if the treatment will have positive or negative effects for her.
Sometimes she accepts that feeling better is thanks to her treatment but simultaneously thinks that nobody has ever been able to help her as she hoped.
Having a husband who seems not to require emotional contact is the only
way for her to be in a relationship.
Are there any contextual factors affecting the therapeutic process? (Example: situations of crisis, traumatic experiences, somatic diseases, drugs, etc.)
How capable is the patient of coping with these situations?
Diana insisted that her analytic treatment was kept secret, assuming her husband would not allow it.
Childhood traumatic history (abuse by the father, the withdrawal of a
mother due to postpartum depression) is the probable cause of her great need
to get away from her objects in life and in the transference.
She reacts to stress with illness and paranoia.
How changed are these aspects?
How is understanding of the patient, her problems and the possibilities
for change modified at this point in the treatment?
The analyst’s flexible frame for distance analysis offered good containment.
Change was not continuous but rolling, and occurred through transference work.
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PATTERNS OF INTERPERSONAL
RELATIONSHIP
How are the patient’s intimate relationships?
Diana maintained control, regulating the proximity and distance in relationships to various degrees. For instance, she overprotected her children and
kept a huge distance from their father, who she perceived as dangerous.
How does the patient experience others, and herself in relation to others?
How do others experience the patient and themselves in relation to the
patient (both in the transference–countertransference and other significant links)?
Show the countertransference and the role of the analyst
Diana was avoidant of others, and could barely tolerate the analyst’s presence.
She manipulated others, using seduction as a way to placate.
Dealing with Diana’s abrupt cuts and disruptions, her friends became
disoriented.
Her analyst experienced great difficulty in calibrating the proximity distance with the patient.
The role of the analyst was to tolerate the patient’s disappearances on
travel or following a close and deep intervention and to bear feeling impotent.
The analyst had to respect Diana’s defences in order to set the context for
analytic process to occur.
Extent to which the patient can relate her current relational patterns to experiences in her childhood and the transferential relationship
Diana was gradually taking into account that the bad link in her interpersonal relationships was not so much due to a hostile external world but was
in response to her defences, which were similar to her parents’ paranoid
defences.
She is achieving a greater insight into her difficulties through analysis,
linking her abrupt cut-offs with her fear of dependence on the analyst.
She shunned new experiences such as returning to Argentina.

MAIN INTRAPSYCHIC CONFLICTS
What are the main conflicts? (Example: individuation vs. dependency,
submission vs. control, need to care vs. self-reliance, self-esteem, guilt,
Oedipal conflict, conflict of identity).
What are the dominant unconscious fantasies that can be inferred from
the conflicts and relational patterns?
The main conflict is between self-sufficiency and dependence.
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Her motivating unconscious fantasy is that her self-sufficiency will release
her from the hold of all internal and external objects.
She has a fixed belief that her mother’s family psychosis and her exhusband’s neurological disease will follow her, and that, since her father
damaged her, everyone she meets will damage her too.
The fantasy that any long, stable relationship will be a danger to her
impels her to cut off relationships, turning the abandonment she experienced
in childhood from passive to active.
In each relationship she kills and she is killed with different abrupt cuts,
then she resurfaces like the Phoenix.
The fantasy of having been abused by her father drove the fear of emotional closeness and continuity and so, turning passive to active, she abused,
assaulted or left others.
Are the dominant defences appropriate and flexible, or dysfunctional,
distorting, or restricting internal and external experiences?
The defences are projection, paranoia, and hypomania.
There is some change in the extent to which she resorts to projective and
paranoid defences.
How have these aspects changed?
Diana fights less with others and can own her own contribution to her hardships. With awareness of the complications of projection, the projective identification defence is failing. Diana is on her way to achieving greater integration.

STRUCTURAL ASPECTS OF MENTAL
FUNCTIONING
What is the level of mental functioning in the following areas?

Perception of herself and others’ identity
How capable is the patient of adequately perceiving her own internal
states and others’?
Can she empathize, tolerate and understand different points of view?
Does the patient have a built-in sense of her own identity and is she open
to the possibility of unconscious dynamics?
What are the characteristics of (especially pathological) IDs?
Does the patient connect with her past and give direction to her life with
a sense of agency and desire of short and long term goals?
Diana gradually began to differentiate her internal states from her perceptions
of the external world but still does not tolerate the opinions of others if they
are different from her own.
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She does not have a built-in sense of her own identity.
Her identifications are with a paranoid and pessimistic mother and with a
seductive and manipulative father.
Her amount of projective identifications has begun to decrease.
She is very slowly building a better link with the external world.
She is starting to be able to unite past and present.

AFFECT REGULATION
Is the patient able to properly regulate her impulses, affects, and selfesteem?
Do her ideas and values allow her to process her emotions?
Can she regulate her self-esteem against internal and external demands?
Can she achieve a proper balance between her own interests and those
of others?
Avoidance of affect is a major defence.
To some extent, the patient has begun to regulate her emotions, impulses
and self-esteem with her children (except when her younger son identifies her
with his sick father and genetic disease in general).
Diana is a self-centred patient with difficulty in seeing the needs and perceptions of the other.

EXTERNAL AND INTERNAL COMMUNICATION
AND SYMBOLIZATION
How deep is the dialogue with herself and with others, based on affective experiences, body, fantasies, dreams, sexuality, symbolic representations, and ability to play and be creative?
Her communication is intellectually rich. At times it is megalomanic and
omnipotent in relation to herself and others and is lacking at the emotional level.

LINKS TO INTERNAL AND EXTERNAL OBJECTS
How deep, stable and distinct are the relationships with internal and
external objects?
Can she maintain relationships and tolerate separations?
How does she deal with a relationship that includes a third party?
Diana’s links with others fail to be deep, stable, and differentiated. If they
seem to be moving in that direction, she interrupts them to prevent closeness.
She has poor relationships with others. She cannot bear closeness, but she
cannot tolerate separation either.
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How changed are these aspects?
Diana has begun to question if all the danger in relating is always located in
others. This is happening most obviously in the area of work, where colleagues
and institutions have resumed inviting her to seminars and conferences, and she
has begun to sustain these work connections over time. In the social realm, she
has made contacts through Facebook and various social networks.

TYPE OF DISORDER
Is it possible to identify a type of personality or other physical or mental
disorder?
Diana is a brilliant but severely disturbed patient with significant ideo-affective
decoupling.
The diagnosis is Borderline Personality.
How severe is the personality disturbance?
Where is the analytical work by the structural vulnerabilities of mental
functioning conditioned?
Diana is seriously unstable, and her persecution anxiety has always affected
her ability to receive and use analytic interventions. So the analyst had to
titrate her interventions to the patient’s state of mind and receptivity.
How changed are these aspects?
By modulating the prevailing anxiety of the patient, the analyst helped the
patient discriminate fantasy from reality thus decreasing her paranoia.

LEVEL 3: EXPLANATORY HYPOTHESIS
OF CHANGE
What was the main focus of the analyst’s interventions?
Did the analytic hypothesis and interventions change explicitly or implicitly throughout the treatment?
The main focus was on the need for secrets, distance from some (husband,
analyst, Argentina) and symbiosis with others (son), avoidance of affect, conversion of emotion to physical distress, and the use of projective identification as a source of conflict at work and in social relationships.
The analyst allowed the patient distance, understanding it as a unique and necessary way of engaging the patient and gathering the conflict in the transference, where the resistance could be analysed. In transference terms the analyst
worked on Diana’s confusion between the analyst and her primary objects.
This de-linking facilitated the patient’s return to Argentina after 30 years.
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Could there be other theoretical hypotheses or interpretative strategies?
Other previous analyses in traditional settings had failed for Diana. Teleanalysis helped the patient to begin treatment and then to engage in a process of
analysis, as she managed the virtual and the real, the spaces between parts of
herself, and her conflict over proximity and distance in relationship, including in the analytic relationship.

Conclusion
Diana tends to want to escape when she feels well in relation to the analyst. She
finds the need for love humiliating. She confuses pleasure in the proximity of love
with fear of seduction. The closeness and warmth of a deep link with another propels her into a fantasy of incestuous seduction. She sacrifices any link that involves
such a threat. Diana was able to untangle her current objects from primary objects
sufficiently in order to visit her homeland after 30 years, but the confusion persists.
She is still afraid of reconnecting with relationships from her youth.

Follow up
Diana decided to move with her youngest son to Argentina for two years. She
came to my office several times a week, until one day she suddenly telephoned
me saying that she didn’t want to continue her psychoanalysis and that I shouldn’t
email her or speak to her ever again. She was feeling wonderful. Now she had a
lot of friends and good jobs. So she wanted to cut the relationship with me. She
didn’t give me any opportunity to work with her on this dynamic.
After all this, I continued thinking that she couldn’t tolerate being near to me.
She could have a better life but still she needed to have the illusion that she could
control her life and make people disappear whenever she wanted. She could only
be close to many people provided she made me disappear. This is the way she
could deal with her life. As her analyst, I realize that her work life and her relationships are much improved, but her conflict is still in place. Perhaps it was made
more acute by our meeting in the traditional setting – in the same room, in the
same country. The conflict over proximity and distance is still in place awaiting
further work.
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The Clinic Oﬀers No Advantage
over the Screen, for Relationship
is Everything
Video Psychotherapy and its Dynamics
Gily Agar

Introduction
“How might anyone think that it was possible? This was a violation of the
setting!”
That was the ﬁrst reaction of analyst Anna Kudiyarova, who directs the
Psychoanalytic Institute for Central Asia, when she ﬁrst heard about psychoanalysis by video-calls (Kudiyarova, 2013) and her response is by no means
exceptional. In this chapter, I wish to bridge the gap between angry,
contemptuous responses from psychotherapists who hear about video psychotherapy (Kudiyarova, 2013; Aryan, 2013), usually without experiencing
it, and the abundance of clinical and research testimonies, indicating that its
results are just as good as those of face-to-face meetings (for example:
Mizrahi, 2017; Wagner, Horn & Maercker, 2014). In the past eight years,
in which I have practiced video psychotherapy and led a team of 20 video
therapists, I have come to realize that due to its technical attributes, video
psychotherapy encourages certain types of transference relations constituting
a unique expedited space for change and growth, by direct contact with
contents and core processes, which in the clinic take us longer. The ideas
I explore in this chapter, are the outgrowth of my deep curiosity about
those special clinical characteristics that are facilitated by using video as
a medium by which the therapist and the patient meet.

Aspects of Video Therapy that Encourage Idealizing
Transference, Twinship Transference and Merging
Transference
Video psychotherapy and psychoanalysis are considered controversial
(Mazri & Fiorentini, 2017). Interviews in the media on the subject, the
refusal of certain therapists to use online treatment and a humoristic
television series1 that ridicules the matter, all make it clear to the public
that not every therapist practices video therapy. The patients who contact
us face the same criticism and are therefore aware that they are contacting
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a therapist who has made a choice that is perceived as novel and daring.
In addition, a signiﬁcant percentage of persons applying for remote
therapy still do so due to geographic limitations or mobility restrictions
and often, without the therapist’s ﬂexibility, the patient would not be
able to get therapy. A concrete aspect of reaching out is therefore
inherent to this situation. Those factors might form an idealizing transference (Kohut, 1971) towards the therapists even before the session
begins, inasmuch as patients know that their therapist has made an
unconventional and possibly brave professional choice to make the
therapy accessible to them.
Not only the therapist, but the patient himself, has also made
a choice that cannot be taken for granted, by choosing video therapy.
This mutual knowledge of the similar choice type made by both parties
may engender another element of transference and countertransference, with characteristics of resemblance and twinship (Kohut,
1984) before therapy even begins. Once therapy does begin, the
therapist and patient become not only similar in their choice of video
therapy, but also partners, who together take part in something innovative that in certain communities is still perceived as revolutionary or
even subversive.
Technical issues might also aﬀect the relationship from its outset.
The programs used for video-calls today diﬀer in their displays on the
screen. The question whether each party sees only the other party or
himself too on the screen, and at what size, is signiﬁcant in the
formation and representation of the therapeutic relationship. This joint
visual presence may have valuable meanings. For example: a display in
which the patient sees himself2 as a smaller image may encourage
certain patients to be preoccupied with “who is bigger”, even unconsciously, or relive an emotional experience of diminution and diﬃculty
in occupying space (Bachar, 2001). However, I hypothesize that the
joint visual presence of the therapist and patient on the screen in most
cases has the potential to form a feeling of “togetherness” and encourage transferences and fantasies of merging from an early stage in the
therapeutic relationship (Kohut, 1984). In contemporary “selﬁe culture” whenever we share a screen, however momentarily, with another
person, there is an emotional illusion that this will form a connection,
a partnership, closeness and merging. That may account for people’s
intense aﬀection for being photographed with celebrities and uploading
their photographs to Facebook. A fascinating study in the ﬁeld of
cinema research has shown that home-made commemoration videos
that families make for their loved ones have great emotional meaning
owing to the family members seeing themselves, however brieﬂy, in
the same space with their loved ones, and their main experience as
a result of this is an experience of momentary merging with a person
whom they have lost (Melamed, 2013).
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Aspects of Video Therapy That Transform the Therapist into
a Tabula Rasa (Of Sorts)
There are many types of signals and pieces of environmental information
that the patient perceives consciously and unconsciously and attributes to
his therapist during the clinical session, which are neutralized or signiﬁcantly reduced when the session is held by video. In a session held in the
clinic, the patient walks into the therapist’s world by arriving at the town,
neighborhood and building housing the clinic, and the information that he
or she picks up along the way, consciously or unconsciously, constitutes
a transferential and contextual origin of the therapeutic session. My clinic,
for example, is situated in the Israeli town Jaﬀa, which is a mixed city
populated by Jews and Arabs, and my choice of location, reveals some of
my social and political opinions. For many patients who come to my
practice, the journey here engenders various feelings, from happiness
about the opportunity to get to know this stylish area to anger over the
need to encounter the Arab population.
In video therapy, in contrast, patients cannot study the neighborhood in
which I have chosen to locate my clinic or the clinic’s design. The therapist’s
dress style and build are also only partially perceivable to the patient by videocall. In addition, through this means, some of the therapist and patient’s
physical gestures are not fully communicated to the other side. By video, the
patient cannot see whether the therapist is moving his legs in irritation or
whether they are still, the therapist cannot see whether the patient is ﬁdgeting
with his ﬁngers, placing them on his knees or pulling threads out of his
armchair as though it were a transitional object. The intuitive discomfort at
not having the possibility of perceiving the body language of the other party
in full is compounded by new studies that show that our decoding of the
other party’s emotional state lies in his body language more than his facial
expressions (Aviezer, Trope & Todorov, 2012).
What makes up for this information deﬁciency, which allows the
therapeutic relationship by video to materialize nonetheless? These lacunas
in the patient’s knowledge about the therapist and his/her surroundings
render the therapist, in the initial stages of therapy, into more of a tabula
rasa than in the clinic. As a result, video therapy has greater potential for
the onset of transference fantasies, particularly at the beginning of the
therapy, and this approaches somewhat the classic idea of the therapist
sitting so that the patient cannot see his facial expressions as a means of
releasing free associations (Carlino, 2011).
But does this reduce the therapist to a mere object? Clinical experience
shows that it does not. A possible explanation is that video therapy (unlike
therapy by telephone or correspondence) involves signiﬁcant patient
exposure to the therapist’s facial features and expressions. When using
a video-call, people tend to sit close to the computer both in order to see
and hear properly, and to feel as close as possible to the other person. As
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a result, facial details are enlarged, revealing more visual information of
both parties. The familiarization with the therapist’s body language however, is partial and gradual due to the mediation of the screen is less. As
the therapy progresses and sharing experiences and mutual revelations
accumulate, the patient learns the repertoire of his therapist’s reactions,
better identiﬁes his expressions and aﬀective state, and through this process
his fantasies and projections make way for the encounter with reality. This
transition represents a unique opportunity for the patient and therapist to
advance from the object world to the subject world within the therapeutic
relationship.

Aspects of “Environment Mother” and Childish Omnipotence
in Video Therapy
Throughout the history of psychoanalysis and psychotherapy, the physical
therapy room is perceived as a signiﬁcant basis for a therapeutic setting and is
experienced as a symbolic container for the patient’s inner world (Lunn,
2002). In video therapy, this element is conspicuous in its absence, particularly for professionals who have been practicing for years in the clinic that
they have designed, and of which they are accustomed to thinking as part of
the therapeutic function. Patients who hear about video therapy after having
had face-to-face therapy are also aversive in some cases to the idea of therapy
without a clinic, and describe the extent to which they perceive the therapy
room as a safe space. Surprisingly, similar reactions to video therapy may be
heard from people who have never had therapy, but have formed an image of
what therapy is, based on ﬁlms and books, in which therapy session is
represented visually and stereotypically as including a couch, armchair, subdued lighting and a tissue box.
In the absence of a common room, the therapeutic space that is
available to the video therapy patient is the therapist’s own internal setting,
which is the zone in which reality is deﬁned by symbolic, metaphoric or
unconscious meanings (Parsons, 2007). This inner zone is an active
container, which changes and forms throughout the therapeutic process
(Quinodoz, 1992) and forms in a process of joint creation by the therapist
and patient as a one-oﬀ therapeutic space that Lunn aptly referred to as the
“potential room” (2002).
In the absence of a concrete meeting with the physical realness of the
video-therapist, both the therapist’s concrete and symbolic ﬁgures seem to
converge with the therapeutic function. This corresponds with the
emphasis Winnicott (1963) places on the mother functionality of the
term “mother environment”, a term that stresses that for the infant, the
mother is not experienced as another individual but as a functional
environment. Bollas (1979) continues to develop this idea, adding that
the mother is not identiﬁed by the infant as an object, but as a process
consisting of a collection of extrinsic and intrinsic gratiﬁcations, through
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which she is experienced as a “transformational process”. The search for
an object in adult life, according to Bollas, is the search for a signiﬁer of
this existential transformation process, a yearning to surrender to the
metamorphosis that the other can engender in me. Video therapy has the
potential to revive this transformation process, owing to the functionalenvironmental quality of the transference, which encourages contact with
early object experiences.
Moreover, it seems that the video therapy situation allows the patient to
connect in a certain sense with a quality of childish omnipotence too, and
momentarily sustain the illusion of control and exclusivity over the
potential room, and as part of it over the therapist as well (Winnicott,
1952). Whereas at the end of the session in the clinic, the patient sees his
armchair empty or his waiting room vacant for other patients, in video
therapy, the patient may retain the illusion that the therapist exists for him
alone. Another aspect of the illusion of controlling the therapist is related
to the relative vagueness concerning the therapist’s ﬁgure on video
directing the patient to phantasmatic primary mental activity of reliving
the primary internal transition from good enough to ideal. In this state,
there is greater freedom to experience the therapist as exact and feel
possession of him as an ideal good object (Klein, 1952).
When face-to-face therapy takes place in the clinic, in addition to the
potential room there is also the concrete physical therapist’s room into
which the patient steps at the beginning of the session and which he exits
at its end. In this room, there is seldom any great ﬂexibility for the
patient’s physical preferences (such as the room’s lighting intensity) and
the room itself, in terms of style, location and furniture chosen by the
therapist, that remains without any visible change when the patient leaves
the clinic. In some cases, this dimension of physical permanency of the
room which we take for granted in the clinic, may have a retraumatization eﬀect on the injured self, that once again meets an inﬂexible, insuﬃciently adaptive environment. As an acquaintance of mine
wrote on Facebook: “I came out crying from the session with the
psychologist, and on the way out her dog pounced on me and gleefully
licked me. It was the most inappropriate thing that could happen considering how I was feeling”.
For the video patient in contrast, the potential room is the only shared
room that exists, and is wholly furnished using abstract “furniture” that
may be experienced by the patient as having been “created” solely for him
at that point in time. This attributes to the container and setting of video
therapy a quality of joint, more adaptive creation for the therapist and
patient, which is formed from the one-oﬀ contact and dialog between
them. At the end of video sessions, the potential room is “painted” with
unique colors that have been produced during that speciﬁc session through
a mutual process, reminiscent of the way a child therapy room looks at the
end of a session.
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But do the better match and the contact with childish omnipotence not
leave the patient in video therapy in a passive position that encourages
regression and dependency? Here too, clinical experience shows this not
to be the case. The explanation is related, to having a greater part for the
patient in matching the physical aspects of the “mother environment” to
his needs in video therapy. Discomfort at the clinic related to aspects such
as the physical distance between the therapist and patient, the armchairs,
the room temperature or the volume of the therapist’s voice – is not under
the patient’s control. In video therapy, contrastingly, the patient has
essential inﬂuence and greater control over these physical and symbolic
aspects of the “mother environment”. The patient may get closer or move
away from the screen at his convenience at any given time, increase or
decrease the volume, control the room temperature according to his needs
and thus be an active partner and have agency over the degree of
suitability of the therapeutic space for himself. Since many patients lack
the habit of identifying and fulﬁlling their needs, the video therapist can
relate to these aspects and make sure that the patient is indeed in an
environment that is comfortable for him during the session. The fact that
the therapist draws attention to the patient’s physical needs, puts an
emphasis on their importance and may engender a change in the way in
which the patient is in touch with them.
Ghent (1995) describes how in one of his sessions he put a warm
blanket on his patient’s lap, and in response, she tearfully said: “I didn’t
even know I was feeling cold”. In video therapy, the therapist cannot tell
that the patient’s room is cold through his own physical experience, but
he can sense it from the way in which the patient is dressed, from his body
language and through active interest. Such a moment in which the patient
notices through his therapist that he is cold, but he is the one who brings
himself the blanket, illustrates how video therapy encourages the patient to
be an active partner in adapting the “mother environment” to his needs
while maturely using an object (Winnicott, 1969). It allows the patient to
own his needs and answer them, supporting an agency experience. These
processes may help the patient to gradually internalize this function.
People relate to technological devices (mobile phones, tablets, etc.) as
an integral part of themselves and as an almost physical extension of their
bodies and minds (Carlino, 2011). It contributes to experiencing the
therapist on the same screen as an extension of the patient’s body. It
gives this screen image qualities of a transitional object, allowing the
patient to carry on the representation of the therapist and the functions
of the potential room even after the therapy conversation has ended,
enhancing the internalization of the therapist and his/her function.
We can conclude that many characteristics of video therapy increase
contact with primary processes, especially at an early stage of the therapeutic relationship, alongside elements that preserve a sense of agency and
encourage the patient to provide his own answer to his needs.
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Video Therapy Encouraging Relational Mutuality
Many of the transferential emphases mentioned above characterize “one
person psychology” approaches. Idealizing transference and merging,
projections and fantasies, and the rise of childish omnipotence, all triggered by a vague therapist ﬁgure, give the impression that video therapy
erases the therapist’s subjectivity and encourages treating him as an object
(Winnicott, 1969). However, this is not the case. First, some of these
characteristics, such as the relative vagueness of the therapist’s ﬁgure, are
salient at the beginning of the therapy, before any familiarity or relationship has formed. Throughout the process, as the relationship progresses,
the patient has the opportunity to learn subjective aspects of the therapist.
In this process, the therapist and patient have an opportunity to learn how
fantasies and projections gradually encounter aspects of reality and how
this change becomes organized in the patient’s inner world.
All the factors mentioned above as encouraging transferences that are
characteristic of “one-person psychology” are due to the technical aspects of
video therapy. It must be remembered that all these factors are compounded
by the therapist’s unique personality, therapeutic approach and the way he
approaches all these transferential issues. These, when interacting with what
the patient introduces, will dictate the type of transference and countertransference that will eventually form during the process.
In addition, video therapy simultaneously encourages transferential
aspects that are characteristic of “two-person psychology”, due to the fact
that technical cooperation between the therapist and patient is required.
They are required to cooperate regarding audio synchronization in the
conversation itself and around coping with inevitable technical challenges.
Sentences like: “Can you hear me properly?”, “Maybe we should check
our Internet connections?”, “Could you move the camera higher so that
the light behind you doesn’t dazzle me?” are common in video therapy,
originating from the therapist and patient alike. Concerning these parts,
the therapist and patient have an identical, symmetrical role. This inevitable partnership of structuring the video therapeutic space may be treated
in two ways. In the basic sense, and in the terms of contemporary
Freudian theorists (Kris, 1982 in Aron, 1996), the technical involvement
of both parties underlines the classic idea of a “therapeutic alliance” and
the therapy being “a project with a common goal”, for whose results the
patient also has a commitment to and is responsibility for.
I recall a patient of mine who said that she felt that the technical
diﬃculties connected us together during the therapy, owing to the need
to cope with them together. However, this ostensible technical mutuality
may also be considered as symbolizing the relational conception of
therapeutic mutuality, which expands towards the classic idea of an
“alliance” or “cooperation”. It is inevitable in a therapeutic process for
the therapist and patient alike to be subjected to some extent to the
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inﬂuence of their own and each other’s unconscious (Aron, 1996). Symbolically, both the therapist and patient have “unexpected line faults”. The absence
of a hierarchy between the therapist and patient is prominent here, and
this underlines them being two human subjects who depend on each other
for forming continuous communication. The encounter with the therapist’s
technical diﬃculties may introduce aspects of his humanity and vulnerability
and therefore encourage relating to him as a subject, which aﬀords, from an
early stage in the relationship, a possible contact with the pleasure of a meeting
and of cooperation between two subjects (Benjamin, 1995).
Moreover, many therapists are not very good at overcoming technical
obstacles in real time. Thus, often it is the patient who is the one to suggest
solutions to the therapist when a problem occurs. These situations constitute
symbolic concretization of the mutual inﬂuence concept in relational theory,
whereby the therapist also learns, is supported and develops through the
patient in the therapeutic process (Aron, 1996; Mitchell, 2000). That same
patient of mine who felt that technical diﬃculties brought us together, came
from a technological background and gave me useful technical recommendations throughout the conversation. Her aﬀection for those moments was
related not only to the alliance that formed due to “coping with a common
enemy” but also the deep validation that these moments gave her, sensing that
she has an inﬂuence and being able to “save” and correct me and the
therapeutic situation. During those moments, I was not the only one who
possesses knowledge, inﬂuence and corrective ability, for she did too.
In conclusion, this duality gives the patient a basis to experience the therapist
in projective tones and in transferences that are characteristic of “one-person
psychology”, while extending a basis to experience the therapist as a subject and
form a mutual relationship in terms of “two-person psychology”.
The following brief example exempliﬁes how this duality occurs.
In one of the video sessions in which I wore a new outﬁt that I was
extremely fond of, the patient started the conversation by gladly
saying: “I see you’re in pajamas too!”. The surprise on my face was
instantly discernible. A moment later I realized that the top of this
outﬁt, which I thought was very presentable, could look like
a pajama without the context of the outﬁt itself. This is an excellent
example of the way in which the concrete stimulus of my attire was
suﬃciently vague and partial to allow the patient to “create” me and
experience me as an object, thus expressing some element of her
need for twinship that we could later touch upon. At the same time,
the patient could have learned about my subjectivity when she saw
my surprised reaction and heard me telling her it was not a pajama
but an outﬁt that I had thought was very smart. She could also
experience mutuality and feel that she had inﬂuence over me when
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I added that I could understand through her how not everyone
would consider that outﬁt to be smart, which I would take into
account in the future. I was both an object and subject in that
situation, and both aspects had value in the therapeutic process.

Knowledge is Better Than Discovery, or: What Do You Need
to Know Besides Turning on a Video Camera?
The aspects cited above illustrate the pivotal importance of the video
therapist’s familiarity with the characteristics of video therapy, and the
therapist’s ability to “translate” them correctly. This calibration is dramatic
for the therapist’s ability to maintain core therapeutic functions. Basic terms
such as setting and therapeutic boundaries have to be translated into the new
situation, in which there is no physical room and both parties are partners in
forming the therapeutic space. In eﬀect, most of the terms and dynamic tools
that we tend to use for thinking in the clinic, assume a diﬀerent appearance or
manifestation in video therapy (Mazri & Fiorentini, 2017).
One example of a term that must be translated and uniquely calibrated into
the situation of video therapy is Winnicott’s “the capacity to be alone” (1958).
At the concrete level, remote therapy occurs when the patient is eventually
alone, at home or in his room. This therefore requires special attention for
structuring a remote therapy situation of being alone in the presence of the
other person, rather than of being alone against the other person.
Intuitively, it would seem that video provides a feeling of “being in the
presence of another person” (Suler, 2000). Patients have a clear feeling that their
video therapist sees them and the space they are in, and the patients themselves
can see how their therapist sounds and looks, and which space the therapist is in,
and most importantly: whether the therapist is oriented and attentive only to
them. However, to develop the ability to be alone, according to Winnicott,
a good enough mother ﬁgure must be internalized, allowing her infant to stay
alone for long enough in her company. But not every mother-infant dyad
yields a successful end of this process, and many patients come to us after an
environmental failure that did not develop their ability to be alone (Mitchell &
Black, 1995). When treating a person due to impairment in this axis, the
therapist’s ability to create a continuous, holding therapeutic environment is
critical for the revival and correction of the damaged self-functions.
The issue of continuity is challenging in video therapy, due to factors
over which the therapist has no control, such as Internet connection and
equipment failure that might lead to a sudden hang up. During these
times, the patient remains alone in the most concrete sense, possibly at the
climax of a signiﬁcant moment in his therapy. The therapist has the
responsibility to consider such disconnections, and to establish in advance
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responses and alternative communication channels. He/she must also
address it in a way that keeps the therapeutic goals in mind, using those
interruptions as an opportunity to deepen the work.
Critics of video therapy consider these disconnections as a grave drawback, but events of such unintended nature are not conﬁned to video
therapy. I was treated by a psychoanalyst in a clinic. She used to escort me
from the stairwell through the waiting room into the room, and when
exiting the room, through the waiting room back to the stairwell. This
accompaniment had various meanings for me. I remember the only occasion in which my therapist took a bathroom break in the middle of the
session, leaving me alone in her “space” for the ﬁrst time. Being left alone in
the space for the ﬁrst time I felt abandoned and alienated. This became
worse as it went unmentioned afterward. In contrast, when I took video
therapy as a patient, I never interpreted such disconnects as a diﬃculty or
abandonment, particularly owing to the opportunity to discuss them afterward. Therefore, there is a need to prepare in advance alternative ways of
communication for cases of disruptions and to comment on them afterward,
enabling patients to express what it was like for them. Without doing so,
therapy may result in reliving primary experiences of omission and inconsistency of maternal ﬁgure, and instead of helping the patient build up his
ability to be alone, it might deepen its absence.
Another matter that is crucial for forming a correct therapeutic space in
video therapy is the seemingly technical matter of positioning in front of
the camera. It constitutes an essential basis for the success of the video
therapy. Studies that examined the concept of presence in remote therapy
have shown that it is dramatically inﬂuenced by the ability of both parties
to be drawn into the illusion that the other is really sitting across them
rather than on the screen (Lombard & Ditton, 1997 in Russell, 2015).
This ability is strongly aﬀected by the skill of the therapist in technically
structuring the therapeutic situation and his positioning in front of the
camera, particularly as we know that a lot of information on the emotional
state of the other party may be found in his body language rather than his
face (Aviezer, Trope & Todorov, 2012). Also of signiﬁcance is the ability
to establish eye contact by video, i.e., to give patients the impression that
I am looking into their eyes, and to get the impression that they are
looking into mine. It is diﬃcult to imagine how a sense of attentive
presence may form in a therapeutic conversation in which patients feel
that the therapist’s gaze is constantly diverted away from them.
Without contemplating all these and many other issues, it is very
diﬃcult to form a similar feeling to the one that forms when two people
sit facing each other in the clinic. Regrettably, therapists who are not
aware of this knowledge, make failed attempts at video therapy that leave
both parties disappointed or with unjustiﬁably negative views on this
medium. In my mind, these situations are a signiﬁcant tier in understanding the gap between the advocates and critics of video therapy.
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Summary
Video therapy, owing to its unique characteristics, introduces several types
of transference and countertransference relations from an early stage of the
therapeutic relationship. Interestingly, the elements that stimulate them are
often elements related to the medium’s technical limitations. Both the
choice of video therapy by the therapist and patient, and their co-presence
on screen, have meaning at the transferential and counter-transferential
level, gaining a quality of partnership, twinship and merging. The videocall therapist becomes a vaguer ﬁgure than the therapist in the clinic,
which makes him more of a tabula rasa in the ﬁrst stages of therapy than in
the case of therapy in a clinic, allowing for live contact with object
relations and the inner world of fantasy.
The absence of the physical therapy room leads to blurring the boundary between the therapist as an object and the therapist as a therapeutic
function. This converging of therapist’s ﬁgure and function is reminiscent
of Winnicott’s “environment mother” idea (1963). Video therapy has
qualities that encourage the patient to feel momentarily that he is “creating” the therapist, allowing childhood omnipotence fantasies to surface in
therapy (Winnicott, 1952). The therapist appears in the patient’s home
space and on the computer screen in front of which the patient spends
a signiﬁcant portion of the day. The computer is experienced as an
extension of the patient’s body and self. All these factors expedite internalization of the therapeutic functions and create a symbolic continuity of
therapeutic relationship between sessions.
Some of these transferential modalities stem from the technical characteristics of the medium and have a quality of “one-person psychology”
as the object relations and fantasies of the patient are more projected than
inﬂuenced by realistic stimuli. However, the video-therapeutic contact
also has inherent aspects that characterize the “psychology of two people”.
These aspects bestow the therapeutic relationship elements of relational
mutuality and let the patient richly encounter the therapist’s subjectivity in
a unique, live manner from an early stage of the relationship.
The transference that occurs in video therapy is therefore characterized
by duality. On the one hand, projective and phantasmatic transference
qualities of “one-person psychology” occur, and on the other hand, there
are qualities of mutuality and a rich encounter with the therapist’s
subjectivity in “two-person psychology” terms. These two poles do not
cancel each other out, but coexist, providing a unique dualism from an
early stage of the relationship. One should remember however, that those
transferential elements are just a starting point and will go through endless
changes as the therapeutic relationship unfolds.
In conclusion I assert that the therapist’s mastery of the unique aspects
characterizing the video-mediated therapeutic relationship is of utmost
importance for “translating” and calibrating the situation according to
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their therapeutic approach in a manner that will preserve the core
therapeutic functions.
I shall end with a personal anecdote. About 80 years ago, in snowy Romania,
a country doctor rushed by coach between the scattered homes of patients that
needed his help. Sometimes he arrived too late. That man, my beloved grandfather, carried those people in his heart until his last day. If he had the
opportunity to use telemedicine, he could have saved the lives of more of them.
I consider extending access to medical and mental treatment by video as
a possibility of revolutionizing the ﬁeld of health and psychotherapy. If
this chapter gives even a single therapist the opportunity to rethink video
therapy and consider it as a legitimate option, I have done my part in
contributing to this awaited transformation.

Notes
1 Web Therapy – An American comedy series that was broadcast on Showtime
between 2011 and 2015.
2 The use of male gender for the patient or therapist is for convenience reasons
only.
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Therapy in the
Digital Age
Leslie Baker

Introduction
Technology is an integral part of creating and sustaining a psychotherapy
business today. From marketing applications to managing psychotherapeutic
services, the impact is significant. Technology has disrupted, evolved, and
become a core tool for clinicians. Applications include website marketing,
social media marketing, electronic record keeping, therapeutic interventions
and digital asset management. In other words, the digital age has changed
the way we interact with our clients—from marketing our services, to choosing a therapist, to how services are delivered. Clients may choose traditional
face-to-face therapy in local offices or online Internet-based services. Beyond
the “how” of service delivery, clinicians are also offering new and advanced
interventions to treat client’s mental health issues by providing innovative
treatments via technology.
The industry has seen new developments in psychotherapeutic tools for
decades. Recently, these tools have entered the market for clinicians to use in
their practices. This trend is driven by technology accessibility, cost effectiveness, and a growing acceptance by clinicians. These tools include technology
applications and computer-mediated psychotherapy (CMP) on tablets and
laptops as well as virtual reality applications.
One area to focus on is the growth in computer-mediated psychotherapy.
CMP, including computers as an integral part of the psychotherapeutic process, includes multiple combinations of hardware such as desktops, laptops,
smartphones, tablets, VR headsets, and multiple software programs and applications. These programs allow clients access to services over the internet, in
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clinical settings, or as we will discuss, in a hybrid mix of traditional and online
therapy. According to Miclea et al., “Computer-mediated or computer aided
psychotherapy, should be reserved only for those computer applications that
have an explicit psychotherapeutic purpose, that implement the principles
and methods of bona fide psychotherapy and that involve the recipient in
psychotherapeutic activities” (p. 186).
This chapter introduces the CMP concept as a modality that is as effective as in-person treatment. It will look at a few emerging tools to consider
as well as issues to watch, specifically around ethics. It will also look at the
importance of educating and training the therapist community to develop a
deeper understanding of CMP and emerging virtual reality therapies. Finally,
it will look at adding CMP and virtual reality tools to today’s, as well as future,
psychotherapy practices.

An Effective Tool to Support the Latest Generation
The psychotherapeutic practice builds a healing element, or sacred space,
for the client known as the “therapeutic alliance.” According to Ardito and
Rabellino (2011) “the therapeutic alliance consists of three essential elements:
agreement on the goals of the treatment, agreement on the tasks, and the
development of a personal bond made up of reciprocal positive feelings”
(para. 9). Clients reported positive therapeutic alliance and change following
sessions when they felt their therapist was present with them (Geller et al.,
2010). Together, the client and clinician interact around the stories presented;
that interaction becomes the therapy. However, since the digital age found
its way into psychotherapy, this long recognized traditional relationship has
been evolving. As CMP has emerged as a critical device in the clinical tool
box, it is important to note that many clinicians have been slow to embrace
the idea or to see the potential of CMP as an essential third element in the
therapeutic alliance.
One concern often discussed throughout our industry is that CMP could
be a barrier to developing that most sacred therapeutic alliance. However,
some research shows this not to be the case. Research “results seem to show
that technologies such as Augmented Reality, [a real physical environment
altered by computer generated information such as sight, sound or sensation] do not represent a danger to negatively influence the therapeutic
alliance” (Wrzesien et al., 2013, p. 4). Even the use of Avatars, a digital representation of the self, provide a bridge between the clinician and the client in
games. Virtual environments programs are “facilitating the development of
a virtual therapeutic alliance; reducing communication barriers; promoting
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treatment-seeking through anonymity; promoting expression and exploration
of client identity; and enabling therapists to control and manipulate treatment
stimuli” (Rehm et al., 2016, para. 1).
In addition, research indicates that a hybrid form, CMP with clinician
interaction, provided the most successful outcomes. Hybrid applications
include in-person sessions blended with telephone, email and texting. In
addition, researchers noted that CMPs were found to be as effective as faceto-face therapy or medication (Miclea, 2010). Hybrid CMP applications,
which include a clinician administering the program while in session or after
an individual’s CMP-only session, are more effective than CMPs alone
(Thase, M. 2016). Clients suffering from depression who participated in
CMPs alone, with no clinician participation, experienced significantly higher
dropout rates (Karyotaki et al., 2015). Researchers concluded that the benefits of some access to CCBT can address barriers that traditional therapies
may present, such as lack of access to trained therapists especially in rural
areas, prohibitive costs of services and both inconvenience and time involved
in attending sessions (Thase, 2016). This research indicates that, when applying CMP to our practices, clinicians must understand their client population
and consider using hybrid CMP method to enhance program compliance and
decrease dropout rates.
As the digital technology age continues to expand, clinicians need to be
cognizant that future clients—the “Digitals,” “iGens” or “Centennials”—
were born with technology in their hands. To them, the use of technology
is more an extension of their being versus simply a tool. This generation
embraces technology as a way of life. Access to psychotherapeutic services
will be an equalizer; the new client is a self-seeker of their own health and
wellbeing. They seek meaning and change from those who are delivering
services that they, themselves, can initiate and engage on their terms. The
therapeutic alliance is alive and well and embracing CMP.

Meeting on Their Turf
Despite concerns about CMP, clinicians are exploring technology as a tool
in their clinical practices. A recent study by Dr. Rachel Altvater found that
clinicians, despite varying degrees of comfort, are experimenting with, and
using, CMP technology in their practices. Many are intrigued with CMP
and cautiously testing its use as a primary tool. Psychotherapeutic computer
applications such as the Virtual Sandtray, PE Coach and T2 Mood Tracker are
utilized in session with clinicians and as support applications for clients out of
session as homework.
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Virtual Sandtray is an example of an in-session computer tool that allows
therapists to use an iPad to provide a sandtray therapy experience to clients
in addition to or in place of traditional sandtray. This application allows clinicians to reach clients in the office as well as in a multitude of environments in
which traditional sandtray therapy is not viable. These may include a sterile
hospital environment or places where portability is crucial such as areas of
crisis, i.e. in hurricanes or flood areas. This unique application allows clinicians to provide the benefits of sandtray therapy in restrictive areas while
maintaining the psychotherapeutic bond. It also allows clinicians to process
trauma with a tool that has proven to be successful, particularly with trauma
(Tornero & Capella, 2017; O’Connor & Schaefer, 1994).
PE Coach works with prolonged exposure therapy for those who have been
diagnosed with Post Traumatic Stress Disorder (PTSD). Prolonged Exposure
is an evidenced-based treatment protocol. PE Coach assists the clinician and
client in working through their specific treatment protocols, exposing the client to situations or stimuli that, due to their trauma, they have been avoiding.
The National Center for PTSD and the US Department of Veterans Affairs
support Prolonged Exposure Therapy for their members and advertise PE
Coach along with many applications on their website.
One of the least interactive tools, highlighted on Psyberguide.org, (2018) a
nonprofit website that provides evaluations on mental health technologies for
consumers such as T2 Mood Tracker, allow for better choice of mental health
technologies. T2 Mood Tracker aids clients in tracking their moods and general well-being. Clinicians provide their client with directions on how to use
the application and a brief explanation of the importance of tracking their
moods and symptoms. Developed by the military, T2 Mood Tracker is simple
to implement. This application is used by many clinicians to help their clients
track their daily moods and can graph anxiety, depression, general well-being,
head-injury symptoms, PTSD symptoms, and stress over time. Medication
can be tracked in the ‘note section.’ T2 Mood Tracker serves as a conduit for
reporting key information back to healthcare providers.
These applications, from in-therapy-only, to coordinated use with the clinician to at-home use, are examples of how computers have become the “third”
in the psychotherapeutic relationship integrating technology, clients and clinicians seamlessly just as therapists have incorporated multiple modalities
into the process of psychotherapy without disruption to the therapeutic alliance. In addition, clients in the U.S. are finding their way toward more formal
types of CMP via insurance companies. For example, Minnesota Health Plans
HealthPartners (2018), offers their members an online, web-based treatment
for depression and anxiety. HealthPartners licensed this program, developed
16 years ago in London, to provide a cognitive behavioral computer-mediated
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solution to its members. “Beating the Blues” is one of many CMP offerings
available from its web-based sources. In 2009, the United Kingdom’s National
Institute for Health and Care Excellence recommended computerized cognitive behavior therapy (CCBT):
For patients with persistent subthreshold depressive symptoms or
mild to moderate depression and a chronic physical health problem,
and for patients with subthreshold depressive symptoms that complicate care of the chronic health problem. Includes an explanation of
the CCBT model, encourage tasks between sessions and use thought
challenging and active monitoring of behavior thought patterns and
outcomes. Be supported by a trained practitioner, who typically
provides limited facilitation of the program and reviews progress
and outcomes. Typically takes place over 9 to 12 weeks, including
follow-up.
(para. 28–35)
Other companies like Magellan have partnered with CCBT Limited to offer
computer cognitive behavioral therapy via the internet in CCBT’s programs
Moodcalmer, Fearfighter and OCfighter. While sites offer research to
support the efficacy of their products, it is encouraged that clinicians review
updated independent research to confirm the efficacy of each product to
determine the validity and reliability of the outcomes.
Another CMP area to watch, virtual reality, is fast becoming more cost
effective and accessible. In addition, VR adds a new tool to the clinician’s
CMP toolbox beyond applications on phones and the Internet. Virtual reality
provides both non-immersive (delivered without occluding the outside world
on a flat screen monitor) and immersive options (delivered while occluding the outside world using head mounted displays) of computer-mediated
psychotherapy. Until recently, virtual reality tools have been accessible only
in a lab. However, with current technological advances in virtual technologies, lowered cost and greater accessibility, VR is “ready for prime time”
according to Dr. Albert “Skip” Rizzo at the University of Southern California
Institute for Creative Technologies and Dr. Sebastian Thomas Koenig at
Katana Simulations Pty Ltd, Adelaide, Australia (2017). Programs such as
BraveMind, and other virtual exposure therapy treatments are helping clients cope with PTSD symptoms via exposure therapy through the use of
immersive virtual environments.
Dr. Richard Lamb from the University at Buffalo in a 2018 article, Using
Virtual Reality in Play Therapy, states that “VR is thought to have considerable
potential for applications, and several researchers have probed its therapeutic
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effects on cognitive retraining, feedback interest, emotion regulation and
other abilities” (p. 24). Virtual reality allows clinicians to work alongside their
clients, hybrid style, while the clients participate in the immersive environment and can exert control over these virtual worlds. In exposure therapies,
the client, with their therapist, can process their emotions and feelings as well
as regulate mood as they are confronted by environmental triggers. It aids
them in gaining mastery and control over the trauma bonds that bind them
when not in the therapeutic-controlled virtual world. When combining virtual reality with play therapy, the concepts are similar. Young clients, either
through VR or games that incorporate VR elements, move through the environments and gain mastery and control over their world. Dr. Bruce Perry
stated, “The technologies that benefit young children the greatest are those
that are interactive and allow the child to develop their curiosity, problem
solving and independent thinking skills” (para. 7). “Children can control the
pace and activity and make things happen on computers. They can also repeat
an activity again and again if they choose” (para. 9). This interactivity allows
for the ability to generalize these behaviors in the outside world beyond VR
or gaming.

Evolving Clinical Practices: A look at Ethics and
Training
In the 1960s, researchers began looking to create a computer that could
behave as a therapist. Newer CMP tools, some of which have been available
for decades, have emerged from this evolution. CMP is offered by and integrated into some health insurance company offerings. The future continues
to expand as computer games, applications, and virtual reality move out of
the research labs into clinical settings with increasing accessibility, better
affordability and portability. The questions regarding efficacy, ethics, and
clinician training in the digital age are important to address as the answers
will ultimately help clinicians to create behavior change for the mental
health of clients.
In 2018, a study by Dr. Altvater and her colleagues stated, “results suggest
a general lack of familiarity with standards and ethics and adequate training
in this area . . . most participants expressed prospective comfort with technological interventions if they received adequate training opportunities” (p. 46).
Computer-based workshops at professional psychotherapy conferences are
growing from zero offerings or minimal participants in attendance to multiple offerings and full sessions on topics related to computers. However, most
of topics are still based on how to cope with computer issues in families and
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technology as a problem versus computer-mediated psychotherapy. Although
concerns regarding computer use in families and by youth are important, it
is time to address technology as a therapeutic intervention and computermediated programs as tools for clinicians.
More clinicians are coming forward to present topics related to CMPs in
therapy, addressing concerns of how to integrate CMPs into therapeutic practices, and using CMP as the third in the therapeutic alliance. The American
Counseling Association Conference, April 2008, in Atlanta featured five
seminars focused on technology and social media. Two seminars specifically
focused on how to utilize CMP as an intervention in a psychotherapy practice.
The American Psychological Association sponsored the most comprehensive
conference titled: Technology, Mind & Society 2018 covering topics ranging
from mental health wellness, suicide prevention, cognitive development, psychosis, and more. In contrast, another psychotherapeutic conference’s 2018
agenda reflects only one tech-related topic in a three-day conference; that
topic is related to dangers of pornography but includes no tools for CMP that
therapists can utilize in their practices.
In addition, the industry must consider safety and ethics in the computer
self-help movement. For example, CCBT Limited, aside from being the first
company to deliver computerized products based on Cognitive Behavioral
Therapy, is now offering CMP products directly to clients without the support of clinicians. Clients can access services directly via their iPads, laptops,
tablets, phones, and other devices directly from the manufacturer for symptoms from depression, anxiety, insomnia, and substance use. Safety and
ethics concerns include whether clients are properly diagnosing their conditions, seeking proper levels of care for those conditions, or if indeed, their
self-diagnosis is correct.
The generation of treatment self-seekers has some benefits in term of selfadvocacy and access to services for more people, but it also must be balanced
against the concerns for self-diagnosis and self-treatment. At what point is it
crucial for professional clinical assessment, diagnosis and treatment planning
along with professional guidance? According to Dr. Rizzo and Dr. Koenig
(2017), those who approach self-diagnosis and self-treatment with VR run the
risk of making errors in self-diagnosis and self-treatment and gaining “no clinical benefit or worse, aggravate[ing] the existing condition with an ineffective
or inappropriate VR approach that actually does more harm” (p. 24)
The industry must take the lead in updating ethical codes in its respective
professions to address the issues presented when using CMPs. The code of ethics
for each professional organization—from American Psychological Association
(APA) to the American Association for Marriage and Family Therapists
(AAMFT) and the American Counseling Association (ACA)—address the
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importance of client confidentiality and the clinician’s duty to uphold the therapeutic alliance, this most sacred bond.
While the APA explicitly outlines guidelines for ethical practices, there are
no specific codes directly pointing out practices for technology use. Codes,
such as 2.01 Competence, 3.04 Avoiding Harm, 3.10 Informed Consent, 4.01
Maintaining Confidentiality, and 4.02 Discussing the Limits of Confidentiality,
all cover areas that raise concerns that can be impacted when using technology in psychotherapy. Both the AAMFT and the ACA have specific provisions
in their ethical codes that focus on the issues of technology use in psychotherapy. The AAMFT Section VI code explores offering teletherapy, offering
supervision and using electronic means to deliver services. The ACA Section
H describes ethical guidelines covering technology in counseling and includes
a section on social media. Recommendations have been made by the APA
ethical codes specific to virtual reality by Rizzo and Koenig (2017) in sections “2.01 Boundaries of Competence” and “2.04 Bases for Scientific and
Professional Judgments”:
Recommendations: “Clinicians need to have specialized training,
and possibly in the future, some level of certification in the safe and
ethical use of VR for therapy. VR applications that are developed for
clinical assessment and treatment must be based on a theoretical framework and documented with some level of research before they can be
endorsed as evidence-based and marketed as such.”
(p. 24)
There are many ethical issues to address in the use of CMP in clinical
practice. Confidentiality, a crucial concern, is amplified when computers
are involved. Providers of any clinical services must be aware of the critical nature of maintaining and sustaining confidentiality in treatment and
beyond, from holding the sanctity of the therapy, maintaining the confidentiality of records, and the maintaining digital assets that may result from
a therapeutic interaction. Another important ethical concern is informed
consent. Clients must know the type of treatment they are receiving as well
as the risks and potential benefits of CMPs. Clinicians’ ethical codes must be
expanded to address these concerns.
The future of computer-mediated psychotherapy is bright. Adding CMP
to a clinician’s tool box offers many opportunities for enhanced therapies for
our current generations. The use of technology, though, becomes critical to
incorporate into a clinician’s practice as future generations become a significant percentage of therapy clients. To meet that growing need, the industry
must continue to:
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•
•
•

initiate and include studies on the efficacy of CMP tools
develop more specific ethics in our codes, and
offer more opportunities for training and development so clinicians can
be skilled sources for these services.

We have an obligation to our future clients to understand and embrace their
world. It is our job to become educated in using technologies that offer more
effective treatments that clients will seek use. While research suggested a lack
of familiarity and training, many clinicians are becoming less resistant. Interest
is growing in the psychotherapy field to gain more training, expertise and experience in using CMPs. Also, new research shows a hybrid of CMP and clinician
intervention is a more effective means for delivering these tools to the public.
We are not looking to make a computer into a therapist. We are looking to
integrate computer technology into the clinicians’ skill set and tool box to better address clients’ treatment requirements. People still seek connection. Clients
and clinicians alike continue to value that therapeutic alliance—that healing
place where we can come together to do the work. CMP is an added tool—as
a third—in this alliance. As we integrate more of our younger generation—
iGens—into our practices, they are looking for these innovations.
As a generation of leaders, researchers and creators of these digital tools,
like CMP and VR, it’s our responsibility to usher in the future in a mindful
way. We must provide training and help to develop appropriate guidelines
and codes of ethics. It is up to us to bridge that gap between “what used to
be” and “what can be” for young clinicians, and for new and future clients.
A few considerations follow.
•

•

•

Professional organizations could set up committees that include technology leaders. By expanding our pool of experts, we can develop codes
of ethics that address our practices and the use of technologies today,
while anticipating those codes needed for near-future innovations. Once
adopted, the professional organizations would then distribute these and
provide training to its memberships.
Conference organizers could devote sections of each event to seminars and
workshops dedicated to implementing technology, VR and CMP tools. Or
organize technology specific events using “Virtual Medicine” as an example or
develop conferences that focus on CMP. As a suggestion, consider “ComputerMediated Psychotherapy: The Dawn of the Expanded Therapeutic Alliance.”
The profession, through organizations, universities and other partnerships, could allocate funding for more research in this area as well as
develop future CMP-oriented degree programs and certification trainings
aimed at psychologists, MFTs and other licensed clinicians.
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As noted in the introduction, technology is critical to sustaining a vibrant
psychotherapy practice today. It has disrupted, evolved and quickly become
a core tool to running the business side of a practice. With the continued
advent of technologies like CMP and VR, it has also taken a foothold in delivering targeted, effective treatment to clients. CMP and VR are simply tools
but powerful in the hands of a knowledgeable clinician. As the profession continues to evaluate and expand their uses, we all need to focus on developing
those policies, procedures, ethics, and training that will deliver “best practices” into a clinician’s hands, allowing the clinician to deliver on the promise
of the therapeutic alliance.
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