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Telepsychotherapy is an increasingly common way of conducting psychotherapy. Previous research has shown that patients usually have positive experiences of online therapy, however, with large individual differences. The aim of this study was to explore patients’ experiences of transition from in-person psychotherapy sessions to telepsychotherapy during the COVID-19 pandemic, as well as variation in the experiences with regard to the patients’ personality orientation. Seven psychotherapy patients in Sweden were interviewed and the transcripts were analyzed using thematic analysis. Additionally, the participants were asked to rate their dissatisfaction/satisfaction with the transition, how hindering/helpful the transition was, and how unsafe/safe they felt after the transition in comparison to before. Personality orientation on relatedness or self-definition was assessed applying a self-assessment instrument (Prototype Matching of Anaclitic-Introjective Personality Configuration; PMAI). The participants experienced telepsychotherapy as qualitatively different from in-person psychotherapy. They reported several essential losses: the rituals surrounding therapy sessions were lost, including the transitional time and space between their every-day life and the therapy sessions, less therapeutic work was done, the therapists could lose their therapeutic stance, the sense of rapport was impaired, and the patients felt less open and emotionally available. On the other hand, some patients could feel freer online. As six of the participants had an anaclitic personality orientation, the present study could especially contribute to the understanding of how patients with strong affiliative needs and fear of abandonment experience the transition to meeting their therapists via communication technology. The participants’ self-ratings showed that they were only marginally dissatisfied with the transition and experienced the transition as slightly hindering, whereas they felt rather safe after the transition, indicating low concordance between qualitative and quantitative evaluations. New studies are needed to explore the introjective patients’ experiences of the transition. An essential topic is also to collect evidence and to test how the impaired sense of rapport when using communication technology can be remedied by adequate, patient-tailored interventions, a topic that has to be included in psychotherapy education and training.
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INTRODUCTION

In spring 2020 the world was hit with the COVID-19 pandemic, which took many lives and forced the whole world to readjust to a new reality. With the aspiration to minimize spread of infection, restrictions were made worldwide. In March 2020, the Public Health Agency of Sweden (Folkhälsomyndigheten [The Public Health Agency of Sweden], 2020) recommended that everyone that could should work from home, as well as urging workplaces to find remote alternatives to in-person interactions. Simultaneously, the World Health Organization (WHO, 2020) declared the psychological consequences of the pandemic as a public health issue, stressing that it was critical that people in need of mental health treatment would still have access to treatment in an infection-proof setting, and the United Nations (2020) recommended mental health services to be delivered online. Accordingly, the COVID-19 pandemic has brought with it a rapidly increased use of telepsychotherapy, confronting many patients and therapists with the need of reliance, for the first time, on means of communication technology.

American Psychological Association (2013) defined telepsychology as the provision of psychological services using telecommunication technologies. According to a systematic review (Yue et al., 2020), remote care services play a central role in treating mental health consequences of infectious disease outbreaks, such as COVID-19 pandemic; however, there is a need of recognizing the limitation of such teleservices. Previous research shows that different modalities of remote psychotherapy (using phone, audio or video internet connection, or chat) are effective in reducing symptoms in a wide range of mental disorders, such as depression, anxiety, PTSD, and panic disorder (Foroushani et al., 2011; Andersson et al., 2019a,b; Bennett et al., 2020; Lindegaard et al., 2020; Lindqvist et al., 2020). At a group level, patients’ experience of telepsychotherapy is often positive; nevertheless, there is a large variation at the individual level (Simpson, 2001; Simpson et al., 2005; Leibert et al., 2006; Bennett et al., 2020; Watts et al., 2020).

After the outbreak of COVID-19 pandemic, a growing number of studies focused on effects of forced transition to telepsychotherapy. In a survey on the experiences of 141 therapists in United States who transitioned to providing video therapy during the pandemic (Aafjes-van Doorn et al., 2021) the responders reported some anxiety and self-doubt. However, most felt that online sessions had a sufficient working alliance and a strong real relationship. Therapists with more online therapy experience, lower levels of self-doubt and anxiety, and those who experienced a strong online real relationship during the pandemic, or thought their patients viewed it positively, tended to be more accepting of video therapy. Likewise, a survey among 150 Israeli therapists (Nuttman-Shwartz and Shaul, 2021) showed that the more experience therapists had, the less they perceived the current situation as a threat to both themselves and their patients (“shared traumatic reality”). According to a worldwide survey among 1,490 psychodynamic therapists (Gordon et al., 2021), the therapist’s empathy, warmth, wisdom, and skillfulness, and the patient’s motivation, insightfulness, and level of functioning were considered as more important to effective psychotherapy than the differences between in-person and remote therapy.

In contrast to these survey results, therapists report several hindering, both practical and emotional, factors in the transition to telepsychotherapy. Safeguarding the therapeutic frame became more problematic. It could be difficult for the patients to have access to an undisturbed room with a stable internet connection. They could be distracted by things in their everyday life or be engaged in doing household chores during the remote session, turning therapy into a practical ingredient in everyday life, where the emotional closeness was lost (Dolev-Amit et al., 2021; Rizq, 2020). There was a risk of developing a certain relational distance when the communication technology provided limited sensory information about the patients’ emotional presence (Ronen-Setter and Cohen, 2020). This might in turn also make the therapist more distant (Dolev-Amit et al., 2021).

Furthermore, the therapists and their patients might have discordant views of the transition. For example, according to an Austrian survey (Probst et al., 2021) the therapists reported using fewer therapeutic interventions in remote therapy than in in-person therapy, whereas the patients did not report any differences. Additionally, patients with different characteristics might have different experiences of the forced transition to telepsychotherapy. Some of them can experience telepsychotherapy as impersonal and distanced, whereas others can be less self-conscious and more open in remote sessions (Simpson, 2001; Simpson et al., 2005; Chen et al., 2021). Patients with generalized anxiety disorder in cognitive behavioral therapy via videoconferencing reported a better working alliance than patients in face-to-face psychotherapy (Watts et al., 2020). For some patients with severe depression or PTSD, the physical distance in telepsychotherapy can contribute to them feeling safer and more confident in the therapist, whereas patients with greater needs for the therapists’ presence for emotional regulation and safety might feel more challenged in telepsychotherapy (Chen et al., 2021).

Extensive research has shown that personality characteristics influence what patients are looking for when seeking psychotherapeutic help, how they make use of therapy, and how helpful different forms of therapy are for them (Blatt et al., 2001; Blatt and Shahar, 2004a,b; Blatt and Luyten, 2009; Levander and Werbart, 2012; Werbart and Levander, 2016; Werbart et al., 2020). According to Blatt’s (2008) empirically supported theoretical “double helix” model, psychological development is a lifelong interplay between two basic dimensions in human experiences: the anaclitic orientation on interpersonal relatedness (ability to develop empathic, reciprocally attuned relationships) and the introjective orientation on self-definition (ability to establish a coherent, realistic, differentiated and positive sense of self). A good balance between these two dimensions is a prerequisite for mental well-being; in contrast, different forms of psychopathology reflect an exaggerated and distorted preoccupation with one of them (Blatt and Luyten, 2009; Luyten and Blatt, 2013; Luyten et al., 2013). Higher levels of anaclitic and introjective orientation roughly correspond to attachment anxiety and attachment avoidance, respectively (Meyer and Pilkonis, 2005; Mikulincer and Shaver, 2007; Luyten and Blatt, 2011), whereas low levels on both dimensions, together with an anaclitic-introjective balance, are connected with secure attachment (Werbart et al., 2016).

Predominantly anaclitic patients often seek psychotherapy for relational problems and usually adapt fast to the psychotherapeutic setting. Their main complaints include a sense of helplessness, loneliness, and a fear of abandonment. In therapy, they look for warmth and care, and they are often helped by more supporting interventions. Predominantly introjective patients usually seek therapy for issues regarding control, performance, and not being in contact with their emotions. Their main complaints center on excessive self-demands, feelings of inferiority, and fear of failure and criticism. They tend to keep others at a distance and make the best use of interpretative interventions in psychotherapy. Consequently, anaclitic patients seem to value and are more responsive to the quality of the therapeutic relationship, whereas introjective patients lay emphasis on increasing their understanding of themselves (Blatt and Shahar, 2004b; Blatt and Luyten, 2009; Levander and Werbart, 2012; Luyten and Blatt, 2013; Werbart and Levander, 2016; Werbart et al., 2017, 2020; Hennissen et al., 2020). Anaclitic patients seem to benefit more from therapy with a greater relational focus on interaction in a face-to-face setting, where the therapist and patient can see one another, whereas introjective patients seem to benefit more from psychoanalytic therapy with a greater focus on insight and self-reflection, lying on the couch, where the patient does not see their therapist (Blatt et al., 1988, 2007, 2010; Blatt, 1992; Blatt and Ford, 1994; Blatt and Shahar, 2004b). Furthermore, anaclitic patients are described as profiting from a warm and caring therapeutic relationship, whereas introjective patients are described as striving to interpret the therapist’s non-verbal expressions and adjust to them in order to maintain their sense of control, ultimately avoiding shame and guilt (Blatt, 1991, 2008; Blatt and Ford, 1994; Blatt and Shahar, 2004a,b; Blatt et al., 2010). Thus, personality orientation can affect how well patients function in different forms of psychotherapy.

Experiences from clinical practice and supervision, as well as recent publications at the onset and during the COVID-19 pandemic (cf. Chen et al., 2021; Ehrlich, 2021; Essig and Isaacs Russell, 2021; Isaacs Russell, 2021) indicate that different patients reacted different to the transition. Some of them were lacking the direct in-session contact, physical presence at the same place, and the own time on the way to and from the therapist’s office, and found it difficult to maintain a good enough therapeutic relationship online. Others were relieved not to have to travel, not to sit in the same room, and they could “open up” more than previously in the ordinary psychotherapy setting.

To sum up, the patient perspective on the transition to telepsychotherapy is still underexplored and most of the recent publications are based on therapist reports (e.g., Chen et al., 2021; Rizq, 2020; Essig and Isaacs Russell, 2021; Isaacs Russell, 2021; Sayers, 2021; Weinstein, 2021). There is still an urgent need of more research on which patient characteristics can contribute to more positive or more negative experiences of the transition, how these characteristics affect the treatment process and outcome, as well as in what circumstances telepsychotherapy might be a viable alternative to in-person psychotherapy. COVID-19 pandemic gave us a unique opportunity to explore for which patients the customary in-person psychotherapy setting with the patient and the therapist co-present in the same room is the treatment of choice, and for which patients remote therapy using communication technology might be more favorable.

The present study aims to examine patients’ experiences of the transition from conventional in-person psychotherapy to telepsychotherapy, using video or audio communication technology, during the COVID-19 pandemic, and how the patients’ personality orientation might influence these experiences. Based on previous research we assume that the effects of transition from in-person psychotherapy setting to telepsychotherapy will be experienced as more positive and facilitating by the predominantly introjective patients with their main focus on autonomy and performance, and as more negative and hindering by the predominantly anaclitic patients with their main focus on relatedness and intimacy.



MATERIALS AND METHODS


Participants

The initial goal was to recruit 12–15 participants for this study, with an equal amount of persons with anaclitic and introjective personality orientation, respectively. However, due to difficulties in finding enough participants who met all the inclusion criteria during the time frame of the study, the number of included participants stayed at seven. Inclusion criteria were that the participants must have been in psychotherapy during the COVID-19 pandemic 2020–2021 with a licensed psychologist or psychotherapist at least once a week during at least 4 weeks before transitioning to at least four sessions of telepsychotherapy. Recruitment was carried out through posters and advertising in social media, with a Facebook advert that reached 25,000 users. Despite the large number of people who viewed the advert, only 15 persons signed up for the study and eight of these were excluded because they did not fulfill all inclusion criteria. Of the seven included participants, five were female and two were male. Participants’ age ranged from 27 to 51 (M = 33). Three participants were in cognitive-behavioral therapy, further three in psychodynamic therapy, and one participant did not know the therapeutic orientation. In five cases the transition to telepsychotherapy was initiated by the therapist and in two cases by the patient. Four participants were still in telepsychotherapy at the time of the interview, and one was back to in-person psychotherapy. Three participants were no longer in psychotherapy. All participants had been in telepsychotherapy through video link. Two of them had only video sessions, whereas five participants had both video and telephone sessions, of which two used both communication channels equally, two mostly used video and in exceptional cases telephone, and one participant initially used video link and later on preferred telephone. No data on the focus in psychotherapy were collected. All participants gave their informed consent before inclusion in the study. The consent forms were collected online applying the platform Survey and Report, provided by the Stockholm University for research with human subjects.



Data Collection

Data were collected in March–April 2021 through semi-structured interviews, self-report scales regarding the experience of the transition to telepsychotherapy, and for assessment of personality organization. The interviews were conducted online using Zoom platform audio, lasted about 45 min, and were audio-recorded. The interviewers were the second and the third author, at the time of the study students in the final semester of the Swedish 5-year clinical psychology program (psychodynamic orientation). Each interviewer conducted three or four interviews. The self-report instruments were e-mailed to the participants, who completed them and subsequently brought them to the interview. When the qualitative interview was completed the participant reported their self-ratings.



Interviews

An interview protocol was developed to address the participants’ experiences of the transition. The aim of the semi-structured interviews was to collect the participants’ accounts covering the following areas:


•What kind of communication technology was used?

•How the decision on the transition to remote therapy was made.

•Positive and negative experiences of the transition.

•Hindering and helpful aspects of the transition.

•How the transition affected the therapeutic relationship, the therapy process and the experienced outcome.



The participants were asked to give specific examples and to elaborate their answers. The interviews ended with a question if there are another experienced aspects of the transition that the participant and the interviewer did not talk about.



Self-Ratings of Experiences of the Transition to Telepsychotherapy

In order to have some quantitative self-assessment of the participants’ experiences of the transition they were asked to assess on 7-point Likert scales (a) how dissatisfied/satisfied they were with the transition, (b) how hindering/helpful the transition was, and (c) how unsafe/safe they felt after the transition in comparison to before. These scales were constructed for the present study and were used only for descriptive purposes and not for statistical analyses.



Prototype Matching of Anaclitic-Introjective Personality Configuration

The participants’ personality orientation was assessed using Prototype Matching of Anaclitic-Introjective Personality Configuration (PMAI), a self-assessment form that presents prototypes for anaclitic and introjective personality orientation (Werbart and Forsström, 2014; Werbart and Levander, 2016). The prototype-matching method generates both categorical and dimensional assessments. The participants were asked to rate on a 5-point Likert scale how well they recognized themselves in each prototype and to specify which of the two prototypes that best corresponded with their own view of themselves. Because our aim was to compare anaclitic and introjective participants, the PMAI results were used to categorize the participants into predominantly anaclitic or predominantly introjective orientation. Cases were sorted as anaclitic or introjective, following the highest score on one of the two dimensions, and following the categorical self-assessment in cases when both dimensions were rated equally.



Analysis

The data were analyzed applying a rigorous qualitative methodology following Braun and Clarke (2006, 2013) six steps for thematic analysis. This was supplemented with a descriptive analysis of quantitative self-assessments of experiences of transition and of personality orientation.

The first step in the thematic analysis was familiarizing oneself with the data, which included transcribing and reading the material as well as taking notes. The next step was initial coding of the interview transcripts, conducted by the person who did not conduct the coded interview, thus being blind of the participants’ self-assessments and keeping an inductive stance in the analysis. The third step was made jointly by both interviewers, bringing the codes from the individual coding together and developing preliminary themes. These preliminary themes were reworked and discussed to form more comprehensive themes. In the fourth step the themes were evaluated and compared with the initial codes and original data. Main themes and subthemes were sorted and a visual thematic map was created. In the fifth step all themes were defined and labeled with the aim of capturing the essence of the themes while still being clearly differentiated from other themes. The themes were then re-evaluated, comparing them once again with the original data. The sixth step was compiling a preliminary report and selecting quotes best illuminating each theme.

The guidelines from Hill et al. (2005) were used for indicating the frequency of each theme. Themes occurring amongst all or all but one participant were labeled general; themes occurring amongst more than half of participants were labeled as typical; and themes occurring amongst at least two up to half of the participants were labeled as variant.

The thematic analysis was complemented by a categorization of each participant’s overall view of the transition to telepsychotherapy as positive, mixed, and negative. This judgment was made by the interviewers separately and then discussed until a consensus could be reached.




RESULTS

All participants described both positive and negative experiences of the transition. However, the participants expressed a general dissatisfaction with the transition, experiencing telepsychotherapy as less effective than regular psychotherapy. All participants uttered a wish to meet their therapist in person, although one participant would have preferred to also have some of the sessions via telephone. The qualitative analysis showed that the already established safe relationship with the therapist worked as a buffer during the transition.


Themes of Transition

Thematic analysis resulted in seven main themes and 14 subthemes, together illuminating different facets of the transition (Table 1). All themes are presented below in order of their frequencies and illustrated by verbatim quotations from the interviews. Each quotation is followed by an indication in square brackets of the participant’ personality orientation ([A] = anaclitic, [I] = introjective). All of the main themes were categorized as general, with an exception for the typical theme 5. Feeling freer.


TABLE 1. Themes and subthemes in the participants’ experiences of transition to telepsychotherapy.

[image: Table 1]

1. Loss of Therapeutic Rituals

This general theme captures how the therapy room as a physical and geographical place enhanced the experienced value of the therapy. The participants described how the therapy room became something more than simply a room and that the travel to and from therapy gave opportunity to thoughtfulness and reflection. They reported how routines surrounding their customary therapy became rituals helping them in transition to a more receptive state of mind. Loss of these rituals and of the intermediate room and time made the therapy feel less important and less valuable.


1.1. The Therapy Lost Some Value

Generally, the participants experienced less mental and emotional investment in telepsychotherapy. The material conveys a general feeling that the therapy was less charged when on distance. Customary in-person therapy was experienced as something exceeding everyday chores, and there was a sense of solemnity in the participants’ descriptions of co-present work. Telepsychotherapy was less valued and was perceived as a routine and something to check off a list. The sessions felt like any other remote meeting and lost the quality of being something special.


It was like “okay, I have therapy this Thursday, so then I’ll be going there,” so I scheduled it and made sure that I maybe didn’t have too many demanding businesses afterward… but I could squeeze in that call during lunch at work when we had remote therapy. So then it became less… sort of less valuable. [A]





1.2. Loss of the Therapeutic Space

Generally, the participants experienced that the therapy lacked something essential when the usual therapy room was unavailable. The physical space also created a mental space, a neutral area demarcated from everyday life and allowing all kinds of thoughts and feelings. In telepsychotherapy, the setting always could be affected by something else. The process of traveling from everyday life to the therapist’s office also created a mental process of leaving everyday life behind and entering the time and space of therapy. As expressed by one of the participants: “Like, in a [therapy] room there is much more… emotions. And also that it is somewhere else. That it’s not… like a totally blank sheet that you get to go into.” [A]




2. Less Therapeutic Work

Generally, the participants experienced that the frame alternation restricted the range of therapeutic work. This was not experienced as the therapist’s intention but rather as a consequence of the online mode being new to them as well. Some exercises that had been part of customary in-person therapy fell away, the therapist’s role changed, and the therapeutic boundaries became more ambiguous. There was a feeling that the therapy was lacking a movement forward and that some therapeutic aspects were lost.


2.1. The Therapist Lost Their Therapeutic Stance

Generally, the participants described how the therapist’s approach to them changed in a way implying loss of the therapeutic attitude. The sessions were more like speaking with a friend, and the asymmetry constituting the therapeutic relationship was reduced. The conversations were more like socializing and the therapist became more self-disclosing. Such more friendly conversations could be experienced as less demanding and give a feeling of getting closer to the therapist, even if the participants questioned how therapeutically effective this was. The therapists became less exploring and less confronting, more absent-minded, and involved in something else, as doing cleaning or other home activities. This could be expressed as criticism from the participants, but often regarded as a natural consequence of the changed format.


Well, it actually felt like it came from her! Because she started talking more like… or maybe it was me as well, but it felt a little bit like she was more… that the borders were more blurred for her as well. And that she started talking more like… chill talk. And she told me more about her life… I feel like that’s nice as well, and that it might make me be more relaxed, but maybe it was a bit… I don’t know if it was a huge problem, but it was a bit too much of it. [A]





2.2. Being Less in Focus

Typically, the participants felt that they no longer received the therapist’s full attention. The therapeutic work was less centered on them as individuals and their problems; it was harder to highlight their needs and dare to confront the therapist. A feeling of abandonment colored the material, where participants felt uninteresting and replaceable to their therapist. Feeling no longer prioritized, they could be jealous and disappointed:


When we last spoke it felt a bit like he didn’t remember… like… I have quite a messy life right now, but he didn’t quite remember what my life is like. And then I start to think “Is it because he has gotten more patients now or is it because…” well like “because we are at a distance now?” [A]





2.3. Blurred Therapeutic Boundaries and Methods

As a variant, the participants experienced that the therapeutic frames and working methods became vaguer, as if remote therapy lost its focus and direction. There was also more uncertainty regarding duration and frequency of therapy sessions. The telepsychotherapy was experienced as more indistinct and lacking an explicit agreement about how the therapy was supposed to be carried through.


Maybe it also was a bit unclear what the plan… we didn’t really have a plan or so, I was mostly there and sort of talked about my sorrow and anxiety. But since we didn’t have a real plan it was more like that [a more general conversation]. [A]




He also actually eh… cut down on our time! [laughing] and I haven’t dared to talk with him about that yet! [laughing] … because you usually have 45 min for each session. And the last two times he asked after 30 min about the next time and then at 35 min we closed down… That might not have been as easy for him to do with me in the usual room, I don’t know. [A]






3. Impaired Sense of Rapport

Generally, the participants reported impaired bond with the therapist. They felt that something was lost in the relationship and that it was harder to communicate when they could not see or take in the whole person they were speaking with. It felt harder to reach each other and to meet one another in the dialog, and the feeling of sharing the therapeutic work with their therapist faded.


3.1. Impaired Communication

Typically, the participants experienced the communication was more difficult in online setting and they felt restricted to verbal channels. This made it harder both to convey their message and to perceive what the therapist is communicating. They lacked the capacity to make use of body language and felt that emotions were lost in technologically mediated communication.


I think about that he can’t asses my body language, intonation and facial expressions. … That you’re very much in the words. And that is one of the things I have been working on a lot, to be less “in the words” and more in something else… So it becomes very like verbal. And it’s just like one dimension, to me. [A]




In some way it’s like I have to rely more on what he says. Cause I can’t catch … I can see that he reacts in a way that I KNOW is him expressing empathy …But I don’t get the same feeling of it when I see it on the screen as if I’m in the same room. [I]





3.2. Increased Relational Distance

Generally, the participants described that the telepsychotherapy made the therapeutic relationship rather feeble and it was harder to be close each other. At times the therapist was perceived as dehumanized and unreal. The moments of here-and-now meeting were compromised and this could also change the relationship in general.


It is that it’s quite [laugh] dehumanizing. That the screen becomes like a… threshold or a wall. Like it’s not the same contact as when you meet physically. Then it’s more like … yes you could say it’s almost like an avatar. [A]




And then it becomes like that with the therapist as well. That that person becomes a bit unreal. If you’re only a voice, or only a little flat… But I’m very like… I know how someone smells, I know how they move, and then it becomes an entirety …. If I can’t get the whole it gets tough for me. [A]






4. Being Less Emotionally Available and Open

Generally, the participants experienced that it was more difficult to access the emotional content and to share one’s experiences with the therapist. Online sessions became more intellectual and it was easier for the participants to avoid emotionally challenging topics.


4.1. Feeling Less Emotionally Present

Generally, the participants experienced less of emotional presence in the online sessions. They felt less vulnerable and could more easily distract themselves. This resulted in less of emotional content in the therapy and it took more effort to reach one’s own susceptibilities.


I think it’s fairly okay… I mean it’s nice being able to… but it is also a distraction [laugh] in the conversation, me trying to distract myself by doing something else… So I guess it feels good at that moment, but I realize that I’m distracting my thoughts and my body from troublesome feelings. [A]





4.2. Being Less Open

Typically, the participants felt less open in online setting than they had felt previously in customary in-person sessions. It was easier to keep in hiding and not to share some of their emotions and aspects of their personality with the therapist: “It might make me restrain myself more. This counteracts the therapeutic work of getting in touch with the feeling. That I try to actively inhibit it, because it doesn’t feel as natural to express that emotion.” [I]




5. Feeling Freer

Typically, the participants felt less self-conscious and restricted in remote sessions. They became freer in their thoughts and reasoning and they pondered less about the therapist’s reactions. It was easier to talk and associate freely using only audio link and not being able to see their therapist. However, it was mostly the intellectual exchanges that became freer.


5.1. The Therapy Became Less Demanding

Typically, the participants felt freer due to the experience of reduced demands in telepsychotherapy. They did not experience the same pressure to deliver and claim their right to be there. The relationship with the therapist became more relaxed and the conversational climate more forgiving.


Also, I felt less stressed before the meetings, with planning and such… that I didn’t feel like “now I have to get as much as possible out of this since I took my time getting here” and so forth. So in this way it was a bit less demanding somehow when we had remote therapy. [A]





5.2. Feeling Less Self-Conscious

Typically, participants experienced less self-consciousness in remote sessions. Due to increased difficulty when interpreting the therapist’s reactions, the participants felt that they could not adjust to the therapist to the same extent as before. The tools they previously used to check how they were perceived by their therapist were lost, releasing them of being preoccupied with the therapist’s reactions and opinions.


I mean, I could feel that when you’re talking over the phone, I didn’t have a visual impression and that made my thoughts flow more freely in a way. Because otherwise I tend to read into body language and facial expressions, and the other person’s reactions. In a way it was somewhat relieving not having to do that. [A]






6. The Online Setting Was Both Helpful and Hindering

Generally, the participants felt that the technologically mediated communication was both helpful and hindering. The transition influenced first and foremost the therapeutic setting and the practical arrangement, but the very experience of the therapy was also affected.


6.1. It Was More Convenient

The participants generally expressed that the most conspicuous advantage of the remote setting was that the therapy became more accessible and flexible, both in terms of travel time and booking of sessions. The sessions that otherwise would have been canceled could still be fulfilled in the online setting. However, these advantages were generally experienced as not so crucial.


A session nowadays really takes 45 min, but… I mean when I had to get there and so on it would take about one and a half hour or maybe more because I wanted to make sure I was on time. So the biggest thing is… regarding time and effort it’s better. [A]





6.2. The Technology Was Hindering

Typically, the participants described that the use of communication technology could have a negative impact on the therapy. The need of equipment, technical difficulties and disrupted connection could obstruct the therapeutic work and make the therapy less available.


I think it could have gotten worse due to, you know, technical disruptions… and I feel like it might be irritating to him, of course. Or like “oh, now FaceTime doesn’t work, so we have to take it on the phone!”… so I think it had a negative impact. [A]






7. The Overarching Theme: The Therapy Became Essentially Different

Generally, the participants experienced telepsychotherapy as qualitatively different from customary in-person therapy. They described that the same therapeutic interventions generated completely different feelings when performed at a distance. According to one participant: “I do not get the same feeling when the feedback is via Zoom somehow. Even though I know that it is well meant, it doesn’t feel as good somehow… [Even if] the verbal content is still exactly the same.” [I]

This experience was difficult to define and put into words for the participants, and did not necessary imply that telepsychotherapy was inferior or superior to the usual setting, only that it was a clear but indefinable and elusive difference: “It is something… Another tone, or another input. And perhaps mostly different dynamics.” [A]




Interconnections Between the Themes

The themes that were identified in the material were connected and influenced each other in different ways (Figure 1). All the interconnected themes (1–6) contributed to and constituted the overarching, elusive experience of telepsychotherapy as something essentially different (7). At the same time, this quality of something different was present in all other themes, thus representing the core and distinctive aspect of the experience of transition.
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FIGURE 1. A tentative model of interconnections between themes of transition.


The online setting was both helpful and hindering (6). It was more convenient (6.1) and practical without all the rituals surrounding the therapy sessions (1), but at the same time therapy lost some value when the intermediate space and time between everyday life and the therapeutic room was absent. Online communication and technological difficulties (6.2) contributed to an impaired sense of rapport (3) and disturbed the therapeutic work (2). This included therapists losing their therapeutic stance, the participants’ feeling of being less in focus, and blurred therapeutic boundaries and methods. On the other hand, being less in focus could create a feeling of being freer (5). The therapy became less demanding and the participant felt less self-conscious. The diminished asymmetry in the relationship could be liberating as it created more relaxed atmosphere. Another aspect that contributed to the experience of less demands was the loss of therapeutic rituals (1). However, frame alternations implied that the therapy felt less valuable and there was less space for emotional presence and for reflection (4). Being less open and emotionally available (4) also made the therapeutic work more difficult and changed the patient-therapist dynamics (2), at the same time as the changed dynamics further reduced the emotional availability. As a result of the impaired sense of rapport (3) it was also more difficult to reach consensus regarding the therapeutic work, which could arose an uncertainty about the goals and means of therapy (2). Blurred therapeutic boundaries and methods made the work less therapeutic, which also reduced the feeling of the therapy as something important ongoing in a sheltered time and space (1).



Overall View of the Transition

The consensus judgments of the participants’ overall views of the transition to telepsychotherapy, based on the interview material, showed that only one of them presented mainly positive experience, three had mixed, and further three had mainly negative experience. None of the participants expressed a solely positive or negative experience, but the participants assessed as mixed had more explicitly conflicting feelings toward the transition.



Self-Ratings

The overall results from the participants’ self-ratings are located close to the middle of the 7-point Likert scales and show mixed experiences of the transition to telepsychotherapy. On the group level, the participants were slightly more dissatisfied than satisfied (M = 3.86; SD = 0.9; range 3–5), they experienced the transition as somewhat more hindering than helpful (M = 3.71; SD = 1.25; range 3–6), at the same time as they felt rather safe after the transition to the online setting (M = 4.29; SD = 1.25; range 3–6).



Personality Orientation and Experiences of the Transition

The self-assessments of personality orientation (PMAI) resulted in six participants categorized as predominantly anaclitic and one participant as predominantly introjective. Due to the skew distribution, no comparisons could be made with regard to personality orientation and the participants’ overall positive-negative view of the transition as well as their self-rated satisfaction, helpful-hindering experiences and feeling safe-unsafe with the transition. However, we can note that the only one introjective participant is represented in most themes and subthemes, inclusive of the overarching, elusive experience of telepsychotherapy as something essentially different, but not in the theme Feeling freer (Table 1).




DISCUSSION


The Experience of Transitioning to Telepsychotherapy

Previous research could demonstrate that patients generally have a positive attitude toward psychotherapy online (Simpson, 2001; Simpson et al., 2005; Bennett et al., 2020; Watts et al., 2020). However, most of the relevant studies are based on treatments that from start were designed as online psychotherapy. Our study, focusing on the transition from the usual therapeutic frame to telepsychotherapy, partly shows the contrary. On the most general level, the participants’ experiences of transition from the usual therapy setting to telepsychotherapy were marked by the diffuse and elusive feeling that it is something essentially different. This overarching feeling colored all the other interconnected themes that can be seen as embodied and more substantial concretizations of the issue “different how?” The frame alternation and online setting entailed multiple losses for the participants, such as loss of rituals surrounding therapy and of both the sheltered therapy room and the intermediate space and time between the borders of psychotherapy and the everyday life, making telepsychotherapy less cathected and valuable. When several communication channels, accessible with two bodies co-present in the same room, shrank to the screen and/or voice, the contact with the therapist was impaired, the distance in the relationship increased, and the participants felt less emotionally present and open. Less of therapeutic work could be done when the participants felt less in focus for the therapist and especially when the therapist lost their therapeutic stance. The participants’ narratives include sometimes drastic descriptions of the therapist’s boundary crossing, such as “hearing a spray and rubbing… hearing the therapist doing chores at home” and “getting a feeling that she was in several places at the same time.” On the other hand, the participants could feel freer, meeting less demands and being less self-conscious. Attending therapy sessions via communication technology could be more convenient but impaired the sense of rapport with the therapist and made both parties more exposed for disturbances.

It is striking that several of the losses experienced by the participants in our study were also reported by therapists in several previous studies (cf. Dores et al., 2020; Rizq, 2020; Essig and Isaacs Russell, 2021; Isaacs Russell, 2021; Weinstein, 2021). In a parallel study (Ahlström et al., 2022), therapists experienced that the loss of the therapy room and of access to non-verbal nuances contributed to impaired contact with the patients and flatter conversations. For some of therapists, at least initially, remote therapy was simply a different therapy (cf. Migone, 2013). Telepsychotherapy could give a therapist unwanted access to their patients’ private space—and give patients access to the therapist’s location when not in their usual office—consequently alternating the patient-therapist dynamic (Isaacs Russell, 2021; Mitchell, 2021). Therapists could admit not being dressed appropriately while seeing their patients out of office (Weinstein, 2021) and report patients abandoning dress code (Sayers, 2021). Furthermore, therapists reported their patients’ difficulties in protecting safe therapeutic boundaries (Isaacs Russell, 2021) and their own insecurity about the patient’s actual presence (Chalker, 2021; Lichtenstein, 2021). In informal discussions and case presentations, therapists often refer to episodes of patients driving car, taking a stroll, or even answering text messages while in session. All the parallel losses experienced by patients and therapists can be seen as corollaries of the impossibility of co-presence of two bodies in the same therapy room and of restricted channels for implicit communication (Brahnam, 2017; Lemma, 2017; Roesler, 2017; Nebbiosi and Federici, 2021). Furthermore, these similarities can be linked to the patients and the therapists sharing the same reality, uncertainties, and fears (Escardó, 2021), the “shared trauma” of pandemic (Nuttman-Shwartz and Shaul, 2021; Tosone, 2021).

In the present study, the participants’ self-ratings showed that they were only marginally dissatisfied with the transition and experienced the transition as slightly hindering, whereas they felt rather safe after the transition. In contrast, thematic analysis revealed several difficulties following the transition. Furthermore, the consensus judgments of the participants’ overall view of the transition, based on the interviews, showed that only one of them had a mostly positive experience. This discrepancy between self-ratings and the interview material might be due to the nature of the data, where the interviews enable a more detailed and nuanced description of subjective experiences, whereas rating scales call for more global assessments expressed in numbers. This might suggest that frame alternations due to the transition did not alter the therapeutic experience as a whole, possibly due to the already established relationship to the therapist acting as a buffer. Nevertheless, the participants expressed their elusive feeling that it is something different with the telepsychotherapy. Likewise, the therapists seem to show a more positive attitude to telepsychotherapy in surveys and rating scales, even when reporting their short-term experiences (Békés and Aafjes-van Doorn, 2020; Dores et al., 2020), than in self-reports and interviews (cf. commentary on 18 papers on therapists’ experiences and reflections from the first year of pandemic by Ellman and Vorus, 2021). The low concordance between qualitative and quantitative evaluations has also attracted attention in outcome studies (Desmet et al., 2021).

With regard to the therapeutic alliance in telepsychotherapy, previous research is not unanimous. A study of client perception of counseling from start designed as online treatment (Leibert et al., 2006) showed that they were generally satisfied and established good working alliance, however, not as satisfied and not as strong alliance as clients in face-to-face counseling. Similarly to our study of transitions to remote therapy, the main disadvantage was the loss of non-verbal cues and personal warmth, whereas the anonymity when disclosing shameful issues was the greatest advantage. In a study of cognitive behavioral therapy for generalized anxiety disorder delivered in videoconference (Watts et al., 2020) patients reported therapeutic alliance as stronger in telepsychotherapy than in conventional psychotherapy. In contrast, Kingsley and Henning (2015) hypothesized that a lack of face-to-face communication may limit the establishment of a strong therapeutic alliance and be a reason as to why telepsychotherapy does not always work. In our material, participants experienced blurred therapeutic frames, as there in many cases were no plain agreements about the goals and means of therapy after the transition. Furthermore, all participants reported increased emotional distance. Deficient agreement about the goals and means of telepsychotherapy, together with the impaired bond with the therapist, is actually impairing the working alliance, as defined by Bordin (1979). Sometimes, the increased relational distance could evoke an experience of the therapist as surreal or dehumanized. On the other hand, some participants perceived themselves as being closer to their therapist when having sessions over the phone. However, this closeness bore a stamp of unclear patient and therapist roles and of blurred boundaries, thus potentially obstructing effective therapeutic work. Still, for some patients the use of communication technology can facilitate being more open and emotionally accessible. As also observed by Chen et al. (2021), patients can feel freer keeping a safe distance in telepsychotherapy, and for some of them remote work can facilitate avoiding dangers of proximity of bodily co-presence. Accordingly, Isaacs Russell (2021, p. 365) described “the online disinhibition effect which leads some patients to become more emotionally forthcoming when treatments are moved onto screens or phones.”

According to Lemma (2017), the online setting in itself is a rupture of alliance; therefore it is of great importance that the therapeutic frames are redefined in accordance with the new situation. The blurred frames in our study might be a result of the frames not being renegotiated and reformulated. One conclusion from our study is the necessity of the therapist’s and the patient’s joint work on the content and meaning of frame alternations due to transitions to telepsychotherapy (and back to the office). Such therapeutic work can be in itself a productive contribution to more effective therapeutic processes.

The participants in our study perceived their therapists as being more distant and less focused on the therapeutic work. They experienced that the therapists could lose their therapeutic stance, the therapeutic boundaries were blurred and the working methods unclear. Accordingly, in a recent study (Probst et al., 2021) patients reported psychodynamic, process-experiential and cognitive interventions as more typical for in-person therapy than for telepsychotherapy, whereas therapists perceived this difference for all examined therapeutic interventions. Dolev-Amit et al. (2021) emphasized that the frame alternation and distance in telepsychotherapy creates new opportunities for enactment and disappointment, thus necessitating development of adjusted supportive techniques for repairing ruptures in the therapeutic alliance. Furthermore, our study demonstrates that the patients experiencing transition to remote therapy pay close attention to the therapists and their behaviors, as well as to subtle changes in the therapeutic collaboration. It is possible that this relational focus is not representative of all patient groups, but the patients focusing on relational factors and boundary crossing might in itself be a consequence of the modified therapeutic setting. Thus, another conclusion from our study is that transitions to remote therapy, for different reasons, make it necessary for the therapists to be especially observant to what happens around borders for the therapy session and to fluctuations in the mutual emotional contact.

Although the self-ratings indicated the participants’ mostly neutral attitude toward the transition to telepsychotherapy, the qualitative analysis clearly revealed that they experienced loss of something essential in therapy, namely the physical presence in the shared therapeutic space and the closeness to the therapist. The positive aspects of the transition seemed to be marginal as the participants consistently expressed their longing back to in-person therapy. The motivation of participants in transitioning to telepsychotherapy was not explored in the present study. However, the general impression from the interviews was that both the patients and their therapists experienced the transitioning as a forced frame alternation. This is also confirmed by the participants’ ratings: they were slightly more dissatisfied than satisfied with the transition and they experienced the transition as somewhat more hindering than helpful, even if they felt rather safe after the transition. For therapists shifting to telepsychotherapy, it can therefore be especially important to reflect on how the sense of emotional presence and attentiveness can be conveyed in telepsychotherapy.



Personality Orientation and the Transition to Telepsychotherapy

The present study does not allow us to draw any conclusions regarding differences between anaclitic and introjective patients’ experiences, as only one participant was classified as introjective. We can, however, reflect upon the anaclitic patients’ experiences of transition, since the other six participants identified themselves as such. A striking finding is the strong relational focus in the participants’ accounts, which might be understood from the fact that anaclitic patients are more preoccupied with the therapeutic relationship (Blatt and Ford, 1994; Blatt, 2008). A general and prominent theme in our study is the impaired sense of rapport in telepsychotherapy, accompanied by the typical theme of being less in focus and a sense of being uninteresting, replaceable and deprioritized. These worries correspond well to the anaclitic patients’ yearning for warmth, attention, and care in psychotherapy, as well as their fear of abandonment and feelings of loneliness (Blatt and Shahar, 2004b; Levander and Werbart, 2012; Hennissen et al., 2020). Previous research indicated that anaclitic patients, when generally dissatisfied with their therapy, tend to refer to the therapeutic boundaries as an obstacle rather than criticizing their therapist (Levander and Werbart, 2012; Werbart and Levander, 2016). However, the participants in our study attributed shortcomings to their therapists. At the same time, the participants often diminished their critical statements toward the therapist and excused the therapists by referring to the changed circumstances. To sum up, it is possible that our findings are limited to the anaclitic patients’ experiences and new studies are needed to explore the introjective patients’ experiences of the transition.



Limitations

However, the main limitation is the small sample size, skewed with regard to personality orientation. The recruitment process was more difficult than expected. Even though the recruitment advertisement reached 25,000 Facebook users, only fifteen signed up, of which only seven met the inclusion criteria, and only one of them was classified as introjective. This restricted and skewed self-selection of participants may be due to our narrow inclusion criteria (experiences of transition from in-person to online therapy), but also differences in the anaclitic and the introjective persons’ willingness to talk about their therapy. Relationship oriented anaclitic persons might have a larger need to share their experiences with interested others, whereas introjective persons’ tendency to keep others at a distance might constrain their willingness to participate in a study of their therapeutic experiences (Blatt, 1974; Blatt et al., 2001; Blatt and Shahar, 2004a,b; Blatt and Luyten, 2009; Levander and Werbart, 2012; Hennissen et al., 2020). Moreover, anaclitic persons might have been more dissatisfied with the transition to telepsychotherapy, and their dissatisfaction could be an incentive to share their experiences with a committed interviewer.

A further limitation is the use of prototype matching and self-ratings to classify participants’ personality orientation. The prototype descriptions contain several aspects of one’s personality and it is possible to recognize yourself in some aspects but not others within the same prototype. Furthermore, the concept of personality orientation refers to implicit, deep psychological dimensions that might require clinical expert judgments rather than self-assessments.



Conclusion and Further Directions

The major strength of this study is the in-depth focus on the patients’ own accounts of their subjective experiences of the transition from in-person to remote psychotherapy, rather than relying on the therapists’ reports about their patients’ reactions. Furthermore, the results are anchored in experiences of patients in both cognitive-behavioral and psychodynamic psychotherapy. The forced transition, due to the COVID-19 pandemic, is an exceptional setting, highlighting the differences between in-person and remote psychotherapy. On the other hand, it is possible that the participants’ experiences of the transition were colored by all changes to the everyday life, caused by the pandemic, thus rendering it more difficult to delimit the phenomenon in focus for this study.

It is our conviction, further supported by our ongoing studies, that the transition strengthened the contrast between in-person and remote psychotherapy, illuminating the relative importance of the therapeutic boundaries and the consequences of frame alternations. For clinicians, learning about the relevance and role of rituals, boundaries and relationship in the therapeutic process, as seen from the patient perspective, will be relevant long time after the pandemic.

A further strength is the strict application of the step-by-step procedure of thematic analysis of qualitative interview data (Braun and Clarke, 2006, 2013) by the two interviewers, blinded with regards to the participants’ personality orientation. The interviewers could approach the material from different points of view and discuss their understanding of the emerging themes. Additionally, the qualitative analysis was continuously audited by the last author.

The data were collected in spring 2021, approximately 1 year after the Public Health Agency of Sweden (Folkhälsomyndigheten [The Public Health Agency of Sweden], 2020) recommended teleworking when possible. Thus our results reflect the patients’ relatively short-term experiences of transition to telepsychotherapy and their ongoing mourning of the loss of the ordinary psychotherapy setting. It is highly likely that both patients and their therapist adjust to the new therapeutic environment and the use of communication technology, both among the patients and among their therapists. It is also probable that the willingness to return to the therapist’s office differ between patients with anaclitic and with introjective personality orientation. Accordingly, the long-term effects of the transition to telepsychotherapy and the different ways back to the customary therapy setting deserve future studies.

Another relevant question for further research is the patients’ (and the therapists’) preferences and experiences of use of audio or video channels in in telepsychotherapy in relation to their personality orientation. Among therapists, perhaps especially among psychoanalytically oriented therapists, telephone seems to be the preferred treatment format for remote psychotherapy (cf. Essig and Isaacs Russell, 2021; Probst et al., 2021). Most patients who experienced transition to telepsychotherapy seem to have explicit preferences for the telephone or video contact, and it might be important for the therapists to follow their patients’ preferences (Ehrlich, 2021; Isaacs Russell, 2021). Different patients might have different needs and the therapists are in need of different competences for video therapy vs. telephone therapy (British Association for Counselling and Psychotherapy, 2021). In our study most participants had experiences of both video and telephone sessions and one of them (anaclitic patient) initiated shift to telephone after initial use of video link. Our sample was too restricted to examine the potential differences in approach.

Further and larger studies, based on both interviews and surveys, are needed for systematic comparisons of anaclitic and introjective patients’ both positive and negative experiences of transition to telepsychotherapy—and back to the therapy room. The patients’ and the therapists’ experiences within the same therapeutic dyads can be related to each other in order to explore the consequences of their convergent or complementary views on the therapeutic process in relation to their convergent or complementary personality orientation (cf. Werbart et al., 2018). However, such a study would demand large number of participants in the different subgroups. An essential topic is also to collect evidence and to test how the impaired sense of rapport when using communication technology can be remedied by adequate, patient-tailored interventions, a topic that has to be included in psychotherapy education and training.




DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the Swedish Ethical Review Authority (registration numbers 2020-06819 and 2021-01188). The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

AW planned and designed the present study, continuously scrutinized the progress of the study, and was responsible for the final version to be submitted. LB and TJ participated in designing data collection and were responsible for recruiting the participants, acquisition of all the data included, primary analysis and interpretation of the data for the work, early drafting, and critical revision in the later stages of the work. BP participated in the research group on transitions to telepsychotherapy and in planning and designing of the present study, continuously scrutinized data analysis, interpretation of results, and early drafting, and contributed with critical revision in the later stages of the work. All authors have given final approval of the version to be published and agreed to be accountable for all aspects of the work.



FUNDING

The authors disclosed receipt of the following financial support for the research, authorship, and or publication of this article: The present study is a part of the research project Transitions to telepsychotherapy, personality orientation and attachment style: Learning from COVID-19 pandemic and its effects on provision of psychotherapy, awarded by the Board of Human Science, Stockholm University, Sweden, with 1-year strategic grant for innovative research initiatives, registration number SU FV-5.1.2-3314 -20.



ACKNOWLEDGMENTS

We would like to thank the participants for sharing their experiences so generously with us.



REFERENCES

Aafjes-van Doorn, K., Békés, V., and Prout, T. A. (2021). Grappling with our therapeutic relationship and professional self-doubt during COVID-19: will we use video therapy again? Couns. Psychol. Q. 34, 473–484. doi: 10.1080/09515070.2020.1773404

Ahlström, K., von Below, C., Forsström, D., and Werbart, A. (2022). Therapeutic Encounters at the Onset of the COVID-19 Pandemic: Psychodynamic Therapists’ Experiences of Transition to Remote Psychotherapy. Manuscript submitted for publication.

American Psychological Association (2013). Guidelines for the practice of telepsychology (Joint task force for the development of telepsychology guidelines for psychologists). Am. Psychol. 68, 791–800. doi: 10.1037/a0035001

Andersson, G., Carlbring, P., Titov, N., and Lindefors, N. (2019a). Internet interventions for adults with anxiety and mood disorders: a narrative umbrella review of recent meta-analyses. Can. J. Psychiatry 64, 465–470. doi: 10.1177/0706743719839381

Andersson, G., Titov, N., Dear, B. F., Rozental, A., and Carlbring, P. (2019b). Internet-delivered psychological treatments: from innovation to implementation. World Psychiatry 18, 20–28. doi: 10.1002/wps.20610

Békés, V., and Aafjes-van Doorn, K. (2020). Psychotherapists’ attitudes toward online therapy during the COVID-19 pandemic. J. Psychother. Integr. 30, 238–247. doi: 10.1037/int0000214

Bennett, C. B., Ruggero, C. J., Sever, A. C., and Yanouri, L. (2020). eHealth to redress psychotherapy access barriers both new and old: a review of reviews and meta-analyses. J. Psychother. Integr. 30, 188–207. doi: 10.1037/int0000217

Blatt, S. J. (1974). Levels of object representation in anaclitic and introjective depression. Psychoanal. Study Child. 29, 107–157. doi: 10.1080/00797308.1974.11822616

Blatt, S. J. (1991). A cognitive morphology of psychopathology. J. Nerv. Ment. Dis. 179, 449–458. doi: 10.1097/00005053-199108000-00001

Blatt, S. J. (1992). The differential effect of psychotherapy and psychoanalysis on anaclitic and introjective patients: the menninger psychotherapy research project revisited. J. Am. Psychoanal. Assoc. 40, 691–724. doi: 10.1177/000306519204000303

Blatt, S. J. (2008). Polarities of Experience: Relatedness and Self-Definition in Personality Development, Psychopathology, and the Therapeutic Process. Washington, DC: American Psychological Association.

Blatt, S. J., Besser, A., and Ford, R. Q. (2007). Two primary configurations of psychopathology and change in thought disorder in long-term intensive inpatient treatment of seriously disturbed young adults. Am. J. Psychiatry 164, 1561–1567. doi: 10.1176/appi.ajp.2007.05111853

Blatt, S. J., and Ford, R. (1994). Therapeutic Change: An Object Relations Perspective. New York, NY: Plenum Press, doi: 10.1007/978-1-4899-1010-3

Blatt, S. J., Ford, R. Q., Berman, W., Cook, B., and Meyer, R. (1988). The assessment of change during the intensive treatment of borderline and schizophrenic young adults. Psychoanal. Psychol. 5, 127–158. doi: 10.1037/0736-9735.5.2.127

Blatt, S. J., and Luyten, P. (2009). A structural-developmental psychodynamic approach to psychopathology: two polarities of experience across the life span. Dev. Psychopathol. 21, 793–814. doi: 10.1017/S0954579409000431

Blatt, S. J., and Shahar, G. (2004a). Psychoanalysis—with whom, for what, and how? Comparisons with psychotherapy. J. Am. Psychoanal. Assoc. 52, 393–447. doi: 10.1177/00030651040520020401

Blatt, S. J., and Shahar, G. (2004b). Stability of the patient-by-treatment interaction in the Menninger Psychotherapy Research Project. Bull. Menninger. Clin. 68, 23–38. doi: 10.1521/bumc.68.1.23.27733

Blatt, S. J., Shahar, G., and Zuroff, D. C. (2001). Anaclitic (sociotropic) and introjective (autonomous) dimensions. Psychother. Theor. Res. Pract. Train. 38, 449–454. doi: 10.1037/0033-3204.38.4.449

Blatt, S. J., Zuroff, D. C., Hawley, L. L., and Auerbach, J. S. (2010). Predictors of sustained therapeutic change. Psychother. Res. 20, 37–54. doi: 10.1080/10503300903121080

Bordin, E. (1979). The generalizability of the psychoanalytic concept of the working alliance. Psychother. Theor. Res. Pract. 16, 252–260. doi: 10.1037/h0085885

Brahnam, S. (2017). Comparison on in-person and screen-based analysis using communication models: a first step toward the psychoanalysis of telecommunications and its noise. Psychoanal. Perspect. 14, 138–158. doi: 10.1080/1551806X.2017.1304112

Braun, V., and Clarke, V. (2006). Using thematic analysis in psychology. Qual. Res. Psychol. 3, 77–101. doi: 10.1191/1478088706qp063oa

Braun, V., and Clarke, V. (2013). Successful Qualitative Analysis: A Practical Guide for Beginners. Thousand Oaks, CA: SAGE Publications.

British Association for Counselling and Psychotherapy (2021). Online and Phone Therapy Competency Framework. Available online at: https://www.bacp.co.uk/media/10849/bacp-online-and-phone-therapy-competence-framework-feb21.pdf. (accessed April 18, 2021).

Chalker, C. C. (2021). Can I get a witness? On being seen and heard in a relational psychoanalytic treatment. Psychoanal. Perspect. 18, 374–383. doi: 10.1080/1551806X.2021.1941638

Chen, C. K., Nehrig, N., Wash, L., Schneider, J. A., Ashkenazi, S., Cairo, E., et al. (2021). When distance brings us closer: leveraging tele-psychotherapy to build deeper connection. Couns. Psychol. Q. 34, 554–567. doi: 10.1080/09515070.2020.1779031

Desmet, M., Van Nieuwenhove, K., De Smet, M., Meganck, R., Deeren, B., Van Huele, I., et al. (2021). What too strict a method obscures about the validity of outcome measures. Psychother. Res. 31, 882–894. 34, 485–498. doi: 10.1080/10503307.2020.1865584

Dolev-Amit, T., Leibovich, L., and Zilcha-Mano, S. (2021). Repairing alliance ruptures using supportive techniques in telepsychotherapy during the COVID-19 pandemic. Couns. Psychol. Q. 34, 485–498. doi: 10.1080/09515070.2020.1777089

Dores, A. R., Geraldo, A., Carvalho, I. P., and Barbosa, F. (2020). The use of new digital information and communication technologies in psychological counseling during the COVID-19 pandemic. Int. J. Environ. Res. Public Health 17:7663. doi: 10.3390/ijerph17207663

Ehrlich, L. T. (2021). Our sudden switch to teleanalysis during a pandemic: finding our psychoanalytic footing. Int. Forum Psychoanal. 30, 167–175. doi: 10.1080/0803706X.2021.1939419

Ellman, S. J., and Vorus, N. (2021). Commentary on notes from a pandemic: a year of COVID-19. Psychoanal. Psychol. 38, 142–150. doi: 10.1037/pap0000363

Escardó, A. (2021). Notes on a pandemic. Psychoanal. Psychol. 38, 103–104. doi: 10.1037/pap0000350

Essig, T., and Isaacs Russell, G. (2021). A report from the field: providing psychoanalytic care during the pandemic. Psychoanal. Perspect. 18, 157–177. doi: 10.1080/1551806X.2021.1896300

Folkhälsomyndigheten [The Public Health Agency of Sweden] (2020). Spridningen av covid-19 är en pandemi [The Spread of COVID-19 Is A Pandemic]. Available online at: https://www.folkhalsomyndigheten.se/nyheter-och-press/nyhetsarkiv/2020/mars/spridningen-av-covid-19-ar-en-pandemi/ (accessed November 20, 2020).

Foroushani, P. S., Schneider, J., and Assareh, N. (2011). Meta-review of the effectiveness of computerised CBT in treating depression. BMC Psychiatry 11:131. doi: 10.1186/1471-244X-11-131

Gordon, R. M., Shi, Z., Scharff, D. E., Fishkin, R. E., and Shelby, R. D. (2021). An international survey of the concept of effective psychodynamic treatment during the pandemic. Psychodyn. Psychiatry 49, 453–462. doi: 10.1521/pdps.2021.49.3.453

Hennissen, V., Meganck, R., van Nieuwenhove, K., Krivzov, J., Dulsster, D., and Desmet, M. (2020). Countertransference processes in psychodynamic therapy with dependent (anaclitic) depressed patients: a qualitative study using supervision data. Psychodyn. Psychiatry 48, 163–193. doi: 10.1521/PDPS.2020.48.2.163

Hill, C. E., Thompson, B. J., Hess, S. A., Knox, S., Williams, E. N., and Ladany, N. (2005). Consensual qualitative research: an update. J. Couns. Psychol. 52, 196–205. doi: 10.1037/0022-0167.52.2.196

Isaacs Russell, G. I. (2021). Remote working during the pandemic: a second Q&A with Gillian Isaacs Russell. Br. J. Psychother. 37, 362–379. doi: 10.1111/bjp.12654

Kingsley, A., and Henning, J. A. (2015). Online and phone therapy: challenges and opportunities. J. Individ. Psychol. 71, 185–194. doi: 10.1353/jip.2015.0010

Leibert, T., Archer, J. Jr., Munson, J., and York, G. (2006). An exploratory study of client perceptions of internet counseling and the therapeutic alliance. J. Ment. Health Couns. 28, 69–83. doi: 10.17744/mehc.28.1.f0h37djrw89nv6vb

Lemma, A. (2017). The Digital Age on the Couch: Psychoanalytic Practice and New Media. New York, NY: Routledge. doi: 10.4324/9781315212524

Levander, S., and Werbart, A. (2012). Personality related responses to the psychoanalytic process: a systematic multicase study. Psychoanal. Psychol. 29, 1–16. doi: 10.1037/a0024713

Lichtenstein, D. (2021). Are you there? Psychoanal. Psychol. 38, 107–108. doi: 10.1037/pap0000361

Lindegaard, T., Berg, M., and Andersson, G. (2020). Efficacy of Internet-delivered psychodynamic therapy: systematic review and meta-analysis. Psychodyn. Psychiatry 48, 437–454. doi: 10.1521/pdps.2020.48.4.437

Lindqvist, K., Mechler, J., Carlbring, P., Lilliengren, P., Falkenström, F., Andersson, G., et al. (2020). Affect-focused psychodynamic internet-based therapy for adolescent depression: randomized controlled trial. J. Med. Internet Res. 22:e18047. doi: 10.2196/18047

Luyten, P., and Blatt, S. J. (2011). Integrating theory-driven and empirically-derived models of personality development and psychopathology: a proposal for DSM-V. Clin. Psychol. Rev. 31, 52–68. doi: 10.1016/j.cpr.2010.09.003

Luyten, P., and Blatt, S. J. (2013). Interpersonal relatedness and self-definition in normal and disrupted personality development: retrospect and prospect. Am. Psychol. 68, 172–183. doi: 10.1037/a0032243

Luyten, P., Blatt, S. J., and Fonagy, P. (2013). Impairments in self structures in depression and suicide in psychodynamic and cognitive behavioral approaches: implications for clinical practice and research. Int. J. Cogn. Ther. 6, 265–279. doi: 10.1521/ijct.2013.6.3.265

Meyer, B., and Pilkonis, P. A. (2005). “An attachment model of personality disorders,” in Major Theories of Personality Disorder, 2nd Edn, eds M. F. Lenzenweger and J. F. Clarkin (New York, NY: Guilford Press), 231–281.

Migone, P. (2013). Psychoanalysis on the internet: a discussion of its theoretical implications for both online and offline therapeutic technique. Psychoanal. Psychol. 30, 281–299. doi: 10.1037/a0031507

Mikulincer, M., and Shaver, P. R. (2007). Attachment in Adulthood: Structure, Dynamics, and Change. New York, NY: Guilford Press.

Mitchell, M. B. (2021). Closing commentary: bearing complexity and balancing dialectics: enduring the relational journey. Psychoanal. Perspect. 18, 413–419. doi: 10.1080/1551806X.2021.1953871

Nebbiosi, G., and Federici, S. (2021). The flavors of verbs: implicit communication in the age of masks. Psychoanal. Perspect. 18, 390–400. doi: 10.1080/1551806X.2021.1944585

Nuttman-Shwartz, O., and Shaul, K. (2021). Online therapy in a shared reality: the novel coronavirus as a test case. Traumatology 27, 365–374. doi: 10.1037/trm0000334

Probst, T., Haid, B., Schimböck, W., Reisinger, A., Gasser, M., Eichberger-Heckmann, H., et al. (2021). Therapeutic interventions in in-person and remote psychotherapy: survey with psychotherapists and patients experiencing in-person and remote psychotherapy during COVID-19. Clin. Psychol. Psychother. 28, 988–1000. doi: 10.1002/cpp.2553

Rizq, R. (2020). What have we lost? Psychodyn. Pract. 26, 336–344. doi: 10.1080/14753634.2020.1845068

Roesler, C. (2017). Tele-analysis: the use of media technology in psychotherapy and its impact on the therapeutic relationship. J. Anal. Psychol. 62, 372–394. doi: 10.1111/1468-5922.12317

Ronen-Setter, I. H., and Cohen, E. (2020). Becoming “teletherapeutic”: harnessing accelerated experiential dynamic psychotherapy (AEDP) for challenges of the Covid-19 era. J. Contemp. Psychother. 50, 265–273. doi: 10.1007/s10879-020-09462-8

Sayers, J. (2021). Online psychotherapy: transference and countertransference issues. Br. J. Psychother. 37, 223–233. doi: 10.1111/bjp.12624

Simpson, S. (2001). The provision of a telepsychology service to shetland: client and therapist satisfaction and the ability to develop a therapeutic alliance. J. Telemed. Telecare 7, 34–36. doi: 10.1177/1357633X010070S114

Simpson, S., Bell, L., Knox, J., and Mitchell, D. (2005). Therapy via videoconferencing: a route to client empowerment? Clin. Psychol. Psychother. 12, 156–165. doi: 10.1002/cpp.436

C. Tosone (Ed.) (2021). Shared Trauma, Shared Resilience During a Pandemic: Social Work in the Time of COVID-19. Cham: Springer Nature.

United Nations (2020). United Nations Policy Brief: COVID-19 And The Need For Action On Mental Health. Available online at: https://www.un.org/sites/un2.un.org/files/un_policy_brief-covid_and_mental_health_final.pdf (accessed November 20, 2020).

Watts, S., Marchand, A., Bouchard, S., Gosselin, P., Langlois, F., Belleville, G., et al. (2020). Telepsychotherapy for generalized anxiety disorder: impact on the working alliance. J. Psychother. Integr. 30, 208–225. doi: 10.1037/int0000223

Weinstein, L. (2021). Notes on the pandemic. Psychoanal. Psychol. 38, 111–112. doi: 10.1037/pap0000349

Werbart, A., Aldén, S., and Diedrichs, A. (2017). Changes in the anaclitic-introjective personality configurations following psychoanalytic psychotherapy with young adults. Res. Psychother. Psychopathol. Process Outcome 20, 30–42. doi: 10.4081/ripppo.2017.239

Werbart, A., and Forsström, D. (2014). Changes in anaclitic–introjective personality dimensions, outcomes and psychoanalytic technique: a multi-case study. Psychoanal. Psychother. 28, 397–410. doi: 10.1080/02668734.2014.964295

Werbart, A., Bergstedt, A., and Levander, S. (2020). Love, work, and striving for the self in balance: anaclitic and introjective patients’ experiences of change in psychoanalysis. Front. Psychol. 11:144. doi: 10.3389/fpsyg.2020.00144

Werbart, A., Brusell, L., Iggedal, R., Lavfors, K., and Widholm, A. (2016). Changes in self-representations following psychoanalytic psychotherapy for young adults: a comparative typology. J. Am. Psychoanal. Assoc. 64, 917–958. doi: 10.1177/0003065116676765

Werbart, A., Hägertz, M., and Borg Ölander, N. (2018). Matching patient and therapist anaclitic-introjective personality configurations matters for psychotherapy outcomes. J. Contemp. Psychother. 48, 241–251. doi: 10.1007/s10879-018-9389-8

Werbart, A., and Levander, S. (2016). Fostering change in personality configurations: anaclitic and introjective patients in psychoanalysis. Psychoanal. Psychol. 33, 217–242. doi: 10.1037/pap0000022

WHO (2020). Rolling Updates On Coronavirus Disease (COVID-19). Updated 31 July 2020. Available online at: https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen (accessed November 20, 2020).

Yue, J., Yan, W., Sun, Y., Yuan, K., Su, S., Han, Y., et al. (2020). Mental health services for infectious disease outbreaks including COVID-19: a rapid systematic review. Psychol. Med. 50, 2498–2513. doi: 10.1017/S0033291720003888


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Werbart, Byléhn, Jansson and Philips. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/images/fpsyg-13-835214-g001.jpg
6.1. It was more

6. The online setting was both
helpful and hindering

rapport

distance

3. Impaired sense of

: . <
3.1. Impaired communication [
3.2. Increased relational

N

6.2. The technology
was hindering

S

5. Feeling freer
5.1. The therapy became less
demanding
5.2. Feeling less self-conscious

convenient

N
\'4

1. Loss of therapeutic
rituals

2. Less therapeutic work
2.1. The therapist lost their
therapeutic stance
2.2. Being less in focus
2.3. Blurred therapeutic
boundaries and methods

1.1. The therapy lost some
value
1.2. Loss of therapeutic space

A\

4. Being less emotion-

>, ally available and open

N

4.1. Feeling less emotionally
present
4.2. Being less open






OPS/images/cross.jpg
3,

i





OPS/xhtml/nav.xhtml




Contents





		Cover



		Loss of Rituals, Boundaries, and Relationship: Patient Experiences of Transition to Telepsychotherapy Following the Onset of COVID-19 Pandemic



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Data Collection



		Interviews



		Self-Ratings of Experiences of the Transition to Telepsychotherapy



		Prototype Matching of Anaclitic-Introjective Personality Configuration



		Analysis







		RESULTS



		Themes of Transition



		1. Loss of Therapeutic Rituals



		1.1. The Therapy Lost Some Value



		1.2. Loss of the Therapeutic Space







		2. Less Therapeutic Work



		2.1. The Therapist Lost Their Therapeutic Stance



		2.2. Being Less in Focus



		2.3. Blurred Therapeutic Boundaries and Methods







		3. Impaired Sense of Rapport



		3.1. Impaired Communication



		3.2. Increased Relational Distance







		4. Being Less Emotionally Available and Open



		4.1. Feeling Less Emotionally Present



		4.2. Being Less Open







		5. Feeling Freer



		5.1. The Therapy Became Less Demanding



		5.2. Feeling Less Self-Conscious







		6. The Online Setting Was Both Helpful and Hindering



		6.1. It Was More Convenient



		6.2. The Technology Was Hindering







		7. The Overarching Theme: The Therapy Became Essentially Different







		Interconnections Between the Themes



		Overall View of the Transition



		Self-Ratings



		Personality Orientation and Experiences of the Transition







		DISCUSSION



		The Experience of Transitioning to Telepsychotherapy



		Personality Orientation and the Transition to Telepsychotherapy



		Limitations



		Conclusion and Further Directions







		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES

















OPS/images/cover.jpg
frontiers
in Psychology

Loss of Rituals, Boundaries,
and Relationship: Patient
Experiences of Transition

to Telepsychotherapy Following
the Onset of COVID-19
Pandemic









OPS/images/fpsyg-13-835214-t001.jpg
Theme Frequency Label
A (n=6) I(n=1) Total (n =7)

1. Loss of therapeutic rituals 6 1 7 General
1.1. The therapy lost some value 6 1 7 General
1.2. Loss of the therapeutic space 6 1 7 General

2. Less therapeutic work 6 1 7 General
2.1. The therapist lost their therapeutic stance 6 0 6 General
2.2. Being less in focus 3 1 4 Typical
2.3. Blurred therapeutic boundaries and methods 3 0 3 Variant

3. Impaired sense of rapport 6 1 7 General
3.1. Impaired communication 4 1 5 Typical
3.2. Increased relational distance 6 1 7 General

4. Being less emotionally available and open 6 1 7 General
4.1. Feeling less emotionally present B 1 6 General
4.2. Being less open 4 1 5 Typical

5. Feeling freer 4 0 4 Typical
5.1. The therapy became less demanding 4 0 4 Typical
5.2. Feeling less self-conscious 4 0 4 Typical

6. The online setting was both helpful and hindering 6 1 7 General
6.1. It was more convenient 6 1 7 General
6.2. The technology was hindering 5 1 6 General

7. The therapy became essentially different 5 1 6 General

Frequencies of participants in each theme and subtheme for anaclitic and introjective participants and totally [labeled following Hill et al. (2005): General = 6-7; Typical = 4—
5] Variant = 2-3.
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