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Abstract
Shared physical space is an important resource
for face-to-face interaction. People use the po-
sition and orientation of their bodies—relative
to each other and relative to the physical
environment—to determine who is part of a
conversation, to manage conversational roles
(e.g. speaker, addressee, side-participant) and
to help co-ordinate turn-taking. These embod-
ied uses of shared space also extend to more
fine-grained aspects of interaction, such as ges-
tures and body movements, to support topic
management, orchestration of turns and ground-
ing. This paper explores the role of embodied
resources in (mis)communication in a corpus
of mental health consultations. We illustrate
some of the specific ways in which clinicians
and patients can exploit embodiment and the
position of objects in shared space to diagnose
and manage moments of misunderstanding.

1 Background

Non-verbal signals are integral to natural human in-
teraction. The best known are the facial expressions
of emotion (e.g. anger, fear, sadness, surprise, hap-
piness) (Ekman, 1979; Chovil, 1991b). However,
there are also a range of non-verbal signals that
are specific to conversation (Bavelas et al., 1995;
Chovil, 1991a; Kaulard et al., 2012). These include
large-scale configurations of body position and ori-
entation that can tell us e.g., who is participating
in a conversation, what their role is (e.g. speaker,
addressee, listener or bystander) and their relative
levels of interest and engagement (Scheflen, 1973;
Kendon, 2010; Bull, 2016). There are also a range
of small-scale conversational gestures. For exam-
ple, the use of hand gestures to hold or yield a
turn, to enlist help with finding a word—or expres-
sion and the use of facial gestures such as raised
eyebrows to emphasise particular words or to dis-
play “thinking” (Bavelas et al., 1995; Ekman, 1979;
Chovil, 1991a).

Embodied signals can be produced in paral-
lel with verbal contributions by both the speaker
and by other participants (Bavelas, 2007; Bavelas
et al., 1995; Deppermann et al., 2021). This facili-
tates real-time, incremental checking and feedback.
Speakers can produce gestures that complement
or augment their speech and listeners can simul-
taneously display their reactions through concur-
rent backchannel signals (Chovil, 1991b,a). These
concurrent signals shape a speaker’s turn in real-
time and—if problems are apparent—can cause
a speaker to rephrase, change direction or cut-off
their turn (Goodwin, 1979).

Some non-verbal signals are associated with po-
tential problems with shared understanding. A
frown and briefly averted gaze before a turn can
suggest that a speaker is about to say something
potentially problematic (Kaukomaa et al., 2014)
and gaze aversion by an addressee following a
turn can prompt the speaker to rephrase what they
said (Kendrick and Holler, 2017). Some facial ges-
tures, such as raised eyebrows and widening of the
eyes, can act as stand-alone clarification requests
(Kendrick, 2015; Seo and Koshik, 2010). Simi-
larly, temporary suspension of hand movements
described as non-verbal ’holds’ or ‘freezes’ can
provide signals of ongoing repairs (Seo and Koshik,
2010; Floyd et al., 2016; Bavelas et al., 1995).
Quantitative data from motion captured conversa-
tions shows that the velocity and height of head
and hand movements changes during both self-
repairs/disfluencies and other-repairs—and that
these changes are different for speakers and listen-
ers (Healey et al., 2013, 2015; Özkan et al., 2021).

2 Communication in Healthcare

Communication in healthcare settings is critical to
the quality of patient-clinician relationships, affect-
ing outcomes such as patient satisfaction and treat-



52

ment adherence. It is arguably even more important
in mental healthcare settings, since talk is the pri-
mary means of diagnosis and treatment (McCabe
and Healey, 2018; Mahmoodi et al., 2020; McCabe
et al., 2013; McVittie et al., 2020; Wu, 2020). How-
ever, difficulties in balancing good communication
practices with work pressures have often been re-
ported in the NHS (NHS Improvement, 2018).

This has prompted an interest in developing pro-
tocols and tools to help healthcare professionals
organise their thoughts and structure consultations.
However, overly rigid protocols can have a prob-
lematic impact on the naturalness of healthcare
professional’s interaction, limiting their ability to
adapt to individual patient’s needs, concerns or
understanding (NHS Improvement, 2018). At its
worst, the artificial structure imposed by the pro-
tocol disrupts the flow of conversation and can be-
come counterproductive for clinical interactions
(NHS Improvement, 2018).

Here we examine these issues in the context of a
tablet application (DIALOG+) designed to promote
communication in face-to-face mental health con-
sultations. We focus on a detailed qualitative analy-
sis of the moments where misunderstandings arise—
and the combination of verbal and non-verbal re-
sources that are used to address such problems. Our
analysis shows how the position of the physical de-
vice and people’s orientation toward it plays a role
in both causing and mitigating misunderstandings.

2.1 DIALOG+

The DIALOG+ protocol is designed to support and
structure conversations in routine community men-
tal healthcare consultations for patients suffering
from psychosis (Priebe et al., 2015, 2017). This
intervention applies principles of solution-focused
therapy to promote assessment of all relevant as-
pects of patients’ lives. It also uses this information
to help patients initiate change and improve their
situations. The overall aim is to improve the thera-
peutic benefits of the consultation process (Priebe
et al., 2015, 2017).

The DIALOG+ application is a tablet-based sys-
tem, built around a central screen with a sequence
of eleven quality of life questions (items) that cover
various aspects of patients’ mental and physical
health, job situation, relationships, medication and
practical help received. Clients and clinicians work
through the list together—and as the users select
each item, a slider appears, so that clients can pro-

Figure 1: Screenshot of the DIALOG+ Application User
Interface

vide their current satisfaction rating for each item.
After performing the ratings, a structured, itera-
tive 4-step process is followed of (1) choosing
items that the patients would like to discuss, (2)
understanding what determines the ratings, (3) con-
sidering options for what can be done to improve
their satisfaction with these items and (4) agreeing
on some next steps and action plans that can be
adopted by the clients, or with assistance from the
clinician, family members and/or support workers,
to get to potential solutions.

Clinical trials suggest the intervention is effec-
tive, with patients reporting fewer general psy-
chopathological symptoms, fewer unaddressed
needs, higher levels of treatment satisfaction and
better objectively measured social outcomes—such
as in terms of housing situations and employment
status—at one-year follow ups (Priebe et al., 2015,
2017). The DIALOG+ app has been translated into
over 15 languages and has been implemented and
tested in various studies in more than 10 countries.
Nevertheless, little is understood about how the
intervention is actually incorporated into interac-
tional practices within consultations. This is im-
portant for refining clinician communication skills
and also because new versions of the application
are being developed, including for remote use.

Since the COVID-19 pandemic, many consul-
tation services in healthcare have moved online,
at least temporarily (Liberati et al., 2021; Khan
et al., 2021). In mental healthcare settings, this has
led to reported difficulties in the establishment or
maintenance of meaningful trust and rapport be-
tween clients and clinicians (Liberati et al., 2021;
Olwill et al., 2021; Khan et al., 2021). The use
of standardised tools in mediated communication
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is a potential concern, given the complexities of
balancing flexibility with system-driven structures
of service delivery (Drew et al., 2021). In this con-
text, it is important to understand the interactional
features of DIALOG+ and how this may impact on
its delivery online. To gain a more granular per-
spective, we explore the details of the DIALOG+
consultations to observe what exactly happens in
these interactions.

3 The current study

The data for this study comes from video record-
ings of mental health consultations. Extracts from
these interactions are described below using con-
versation analysis (CA) techniques. CA involves
detailed qualitative analysis of conversations in nat-
urally occurring circumstances—and the material
for such analyses is recorded and/or transcribed
talk (Sacks et al., 1978; Sacks, 1992; Silverman,
1998). The focus of the analysis is on the organisa-
tion of fine-grained features of interaction such as
timing, pauses, repetitions, restarts and the details
of concurrent non-verbal signals such as gaze and
gesture.

The examples considered below are se-
lected to illustrate the types and trajectories of
(mis)communication observed in this corpus, how
they are affected by the presence of DIALOG+
application, and how this affects the management
of shared understanding. The two overarching re-
search questions in this study are:

1. Where and how does shared understanding
break down in the DIALOG+ interactions?

2. What role does embodiment play in detecting
and dealing with these breakdowns?

4 Methods

Design. The DIALOG+ trials are described else-
where (Priebe et al., 2017). Our dataset consists
of 40 video recordings of 32 clinical consultations;
16 are from a control group receiving treatment-
as-usual and 17 from an intervention group using
DIALOG+. The average length of the recordings
is 30.12 minutes in the control group and 39.68
minutes in the intervention group.

Participants and Ethics. Participants who con-
sented to join the original DIALOG+ trials pro-
vided informed consent to be video-taped or audio-
taped on at least one session for use in future stud-
ies on potential improvements to the DIALOG+

procedure and technology. The study protocol, in-
cluding data collection and storage procedures, was
audited by the National Research Ethics Service
(NRES) London, Stanmore (12/LO/1145). All per-
sonal data has been removed from the extracts and
faces have been blurred.

Procedure and data analysis. The authors fa-
miliarised themselves with the data by watching
and listening to the recordings repeatedly, making
brief notes about the general form of the conver-
sations and any features that appeared striking. A
second pass then focused on selecting particular
episodes with overt evidence of misunderstanding.
The clearest of these were transcribed in detail us-
ing Jefferson’s orthography which includes features
like pauses, overlap and intonation (Sacks et al.,
1978; Ekberg, 2021). Embodied conduct that is
relevant to the interaction—such as nods, gestures
and postures shifts—were are also included in the
transcriptions.

5 Results

5.1 Overview

The recorded conversations were mostly follow-
up sessions to previous consultations. Although
DIALOG+ is designed to encourage input by both
parties to the interaction in practice, the clinicians
typically took the initiative and controlled all input
to the device. Patients only rarely touched the tablet
or laptop—and the devices were often positioned in
ways that obscured the patients’ view of the screen
(although see Figure 2).

The full DIALOG+ protocol is not strictly fol-
lowed in the consultations. All participating clini-
cians were trained in the use of the protocol—and
the application in front of them is also structured
according to the protocol and contains prompts.
However, steps are sometimes skipped, merged or
discussed in varying orders. These deviations typi-
cally arise as adaptations to the immediate conver-
sational context, particularly where clinicians’ and
patients’ expectations or interpretations are mis-
aligned. In general, this merging and skipping was
designed to prioritise the flow of the conversation
over the protocol.

A specific structural problem arises where pa-
tients mention a concern early in a consultation
and then this same concern is reintroduced later in
the conversation by the DIALOG+ protocol. The
creates a sequential problem in the conversation—
and the pragmatic effect of these repetitions is to
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imply that either the patient’s original description
was somehow inadequate, or that the clinician had
not been listening (see also below).

Another recurring issue is understanding the rel-
evance of patients’ responses to questions about
particular items. There are often natural intercon-
nections between, for example, people’s accommo-
dation situation and their family situation (see e.g.,
Excerpt 1 and Excerpt 2). The protocol questions
imply a level of conceptual independence between
different quality of life domains, but this may be
misaligned with the concerns and practical circum-
stances of individual patients.

A third common source of trouble is clinicians’
concurrent typing or note-taking, which was inter-
spersed throughout discussions. These activities
disrupt the flow of conversation and sometimes
cause a misalignment on what should come next in
the conversation.

In the control group, clinicians usually make
notes throughout the consultations, but spend less
time on this than clinicians in the intervention
group (partly because typing on the tablet keyboard
is a slow process). Similar issues in the patients’
lives are explored—but more rapidly and lightly
in conversation. This sometimes led to sessions
with no action plans agreed upon. In other ses-
sions, time is spent actually taking action on and
resolving a particular issue the patient is facing (e.g.
making calls; filling out forms). There are cases
of clinicians finding out that pressing issues in the
patient’s life have been missed from previous con-
sultations, simply because a particular topic never
came up. Additionally, there are fewer opportuni-
ties to review or make conclusions about what has
been discussed during the sessions, contributing to
consultations that appear even less structured.

5.2 Understanding and Misunderstanding

As noted, the standardised format of the protocol
questions can be a source of trouble. One prob-
lem arises from differences in the interpretation
of apparently simple phrases. For example, the
interpretation of ”practical help” was a source of
difficulty in more than one consultation. Each pa-
tient’s personal circumstances are different and can
involve problems that are partly or wholly outside
the practical, ethical and institutional competence
of the clinicians. Patients typically recognise that
these limits exist but they do not have the context to
be able to decide what ”practical help” they can rea-

sonably seek. In addition, different clinicians place
different boundaries around what they consider to
be practically possible. These multiple sources
of indeterminacy lead to clinicians to paraphrase
and extend these key phrases (see e.g. below) or
list possible examples of what they consider might
constitute ”practical help”.

In CA terms, many of the problems created by
the protocol relate to sequential appropriateness.
For example, a clinician and patient are discussing
the latter’s physical health, specifically the pain in
his leg that had been troubling him for a while. The
patient mentions that he had been taking ibuprofen
to help relieve the pain, but the medication has not
been very effective. He also mentions that he is
going to see his General Practitioner. The clinician
then asks the patient what he thinks the ”best case
scenario” would be. The patient has already talked
about the steps he is taking to improve the situation
and finds it difficult to interpret the question in con-
text. He pauses and eventually explicitly says he
does not understand the question. In response, the
clinician tries to reformulate ”best case scenario”
as something that the patient would ”look forward
to” or see as being ”more satisfying” for his phys-
ical health. In response, the patient tuts, sits back
and repeats that the pain in his leg has been ”hold-
ing [him] back” from his daily activities; he wants
to get rid of it. The timing of the responses, the
repetition and the posture changes convey his sense
of frustration at the apparently irrelevant question.

5.3 Typing, Distraction and Repetition

Points of potential miscommunication are often
associated with clinicians dividing their attention
between typing on the tablet and engaging with the
patients’ conversations. The notes are often only
partially visible, in the sense that the patient can
see that the clinician is typing, but often not what
they are typing. Although the patients pay atten-
tion to the concurrent activity and usually suspend
speaking, they do still sometimes make follow-up
comments—but this may or may not tie into what
the clinician is typing. Clinicians sometimes try
to compensate, e.g. using concurrent outlouds of
what is being written (Heath and Luff, 1992) to
mitigate this. The concurrent activities place signif-
icant cognitive demands on the clinician and make
it more difficult for them to track what is said. In
the example immediately above and in Extracts 1
and 2 below, the clinician hears the patient but has
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trouble integrating what they are saying with the
current step in the protocol, one that is often not
visible to the patient.

Repetition of questions can be especially prob-
lematic. In one case, a patient had complained, sev-
eral times, that her medication is causing her a lot
of physical symptoms—including vomiting—and
that she needs to change her medication. However,
the clinician is following the protocol and only not-
ing responses relevant to the current item. When
the clinician then asks about the vomiting problem
and what could she do about it, the patient becomes
visibly frustrated; she tosses her hands up in the air,
says ”I don’t know” and sighs.

The preceding examples illustrate some common
sources of trouble in the consultations and also
the integration of verbal and non-verbal resources
used in response to them. An important feature of
the way misunderstandings are addressed in these
interactions is the way they make use of the shared
space.

5.4 The Tablet as a Resource for Coordination

The layout of chairs and tables in the consultation
rooms has a direct influence on how the partici-
pants orient to each other (Kendon, 2010). Direct
face-to-face positioning is rare. The typical ar-
rangement is an l-shape with two chairs arranged
at a 45-60 degree angle and a table in-between (see
Figure 2). The tablet is typically placed on the
table and angled towards the clinician. The im-
portance of its position in-between the participants
and the influence of this on the management of the
conversations is significant in all the intervention
videos.

Changes in posture, reflecting shifts in orienta-
tion between the tablet and the other person present,
help to mark important changes in participants’ fo-
cus and level of engagement (Bull, 2016). One
example is the way clinicians start a new question
by simultaneously displaying a shift of attention
from the tablet to the patient by sitting back and
turning their head toward the patient. Similarly,
gestures to the tablet and gestures placed between
the tablet and the other participant are used to pro-
pose or reintroduce items on the tablet screen as
relevant to the ongoing discussion, e.g. as a prompt
to shift from complaints to the possible solutions
that need to be entered in a dialogue box (see Fig-
ure 2 and 3).

The significance of gestures is also illustrated by

examples of how misunderstandings occur when
the tablet is not used effectively for reference co-
ordination. At discussion stages, some clinicians
review the action plans agreed on with their patients
for each item, before moving on to discuss the next
item. They usually wrap things up by asking pa-
tients if there is anything else they want to add,
while gesturing towards that item on the tablet. In
the absence of such gestures, patients can interpret
the question more widely. For example, a clinician
and patient were discussing action plans for the
latter’s job situation when the clinician asks, while
typing, if the patient thought there was anything she
could do for him. The patient starts describing how
she could possibly get in touch with the housing
association in charge of his case; something that
the patient had mentioned earlier during the consul-
tation because he wanted to speed up his relocation
(with his wife and child) to permanent housing. At
this point, however, the clinician points to the item
on the tablet that is specific to job situation to help
reinterpret their original question—in CA terms a
form of third-position repair.

In another example, the wrap-up discussion is
on physical health, when the clinician asks—again
while typing—if there is anything else the patient
wants to tell her. The clinician glances up briefly
after asking this question and notices the patient
looking down at the tablet. She then adds a more
explicit statement about the item she was referring
to. This coincides with the patient’s request for clar-
ification. As such, these examples illustrate how
the tablet display not only has a role in managing
ambiguity, but also what people are engaged with,
as a means of diagnosing potential trouble sources.

5.5 Embodied Resources for Managing
Misunderstanding

The complex configuration of bodies and artefacts
in shared space during misunderstandings can be
illustrated by considering two extracts from one
consultation.

In Excerpt 1, C reorients from the screen to P
and asks about P’s family situation, to which she
responds with a comment about accommodation.
C fails to understand the relevance of the response,
partly because they have just talked about a dif-
ferent aspect of accommodation and he initiates a
repair in line 3 by quickly pointing to the screen
whilst still looking at his notes (2) on the first “its”
before verbally repeating the topic. P tries again
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Figure 2: C Points to Screen with Left Hand

in overlap on line 4 and when she gets the floor in
line 5—and reformulates her point about accom-
modation preceded by a small gesture for empha-
sis. C nods twice towards P to acknowledge the
importance of P’s reformulation which contains a
significant complaint about being denied access to
her possessions but then queries who “they” are,
possibly thinking this could be a reference to fam-
ily, which P answers in overlap (“housing”). At
this point C is unable to integrate P’s turns into his
understanding of what is going on. He switches
to a generic clarification question at line 8. In line
9, P repeats that she was locked out and after the
truncated question in line 10 C clearly orients to P.
P’s gestures then become more emphatic, peaking
at “things” and then reducing as C turns back to his
notes.

Excerpt 1: Discussion of Relationships and Fam-
ily (Key: C = Clinician, P = Patient, Underlining
= emhpasis, ↑ = rising intonation, :: = lengthened
sound, // = onset of overlapping speech, [] = non-
verbal action, (.) = short pause).
1 C: [selects item] looking at
[sits back, looks at P] what
makes you dissatisfied with your
family situation [moves forward
to pick up pen]
2 P: its it was originally to do
with my accommodation (pause)
3 C: well no it’s to [points at
screen] // it’s to do with your
family yeah ↑
4 P: // but when when it
5 P: when they um:: [raises
hands slightly] when they didn’t
let me get my things and the
power of attorney was lost [C

nods twice] (.)
6 C: when your say they they
wouldn’t let you get // your
things
7 P: // the housing
8 C: [head down] explain to me
what you mean
9 P: // was locked out of my
hostel
10 C: // is this to do with your
quest-
11 P: I was locked out of my
hostel [hands raised] and all my
things [hands wide apart] were
in there clothes [C’s head goes
back to notes, P’s hands come
back together] I lost everything
[extra gesture then hands drop to
lap]

Excerpt 2 comes from the same session approx-
imately four minutes later. In the intervening in-
teraction, C has focused on how P might retrieve
her belongings. However, C is still having trou-
ble understanding why P is raising the issue about
personal belongings and power of attorney, given
the protocol item (Friends and Family) currently in
front of them. C tries to reintroduce this item using
a flat hand gesture towards the screen on “family”.
P sits forward and directly reformulates this, using
a particularly direct form of other-initiated other-
repair, accompanied with an emphatic hand gesture.
C quickly acknowledges this with a nod and verbal
acceptance, but is still showing signs of trouble. He
asks a question about an address shared previously,
which P answers, partly by taking hold of her bag
where she has kept it, but this still doesn’t resolve
the issue.

At line 7, C gestures to the screen and then pro-
duces a finger pointing up ‘hold’ gesture positioned
between them 3. He then produces some filled
pauses, makes a small flick of the pointing ges-
ture and explains he needs to remind himself while
looking at the screen. At this point, P sits back
simultaneously with C dropping his finger point to
gesture back to the screen. C’s Line 8 is formatted
as reasoning out loud, but the truncated um: and
long pause invites a possible response from P. In
line 9, C then directly asks why P wants power of
attorney. At this point the connection to Family and
Friends finally becomes clear. P needs the missing
power of attorney so she can attend to her (living)
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Figure 3: C Points Up ‘Hold’ Gesture, Right Hand

grandmother’s financial affairs.

Excerpt 2: Continued Discussion of Actions
Around Relationships and Family.
1 C: now this is don’t forget
this is all to do with family
[gesture at screen, P sits
forward] // umm
2 P: //it’s to do with power of
attorney [hands apart gesture]
that I was gettin to =
3 C: = [nods] yeah and its all
to do with power of attorney
[hand moves to screen] umm
because do you remember I give
an address didn’ I [ short eye
contact]
4 P: yeah [P reaches to bag, C
looks down touches box] I’ve got
that here.
5 C: and did you ever do
anything with ↑ that
6 P: no that’s what we were
gonna discuss today [pause]
7 C: so:: [3.0s pause while
gestures to screen than puts
finger up in the air] cus right
oka:y let me just remind myself
now [C point back to screen, P
sits back] um:: agreeing on
actions [hand hovers over screen
pause] um:: [pause]
8 C: cos if you had power of
attorney then you’d be able to:
um:: [4.0s pause]
9 C: what is it that you need
power of attorney [P sits
forward] to achieve now =

10 P: = to sort our my
grandmother’s affairs

6 Discussion

The examples presented above raise a number of
basic points about the organisation of face-to-face
interaction and the use of embodiment in shared
space as a resource for communication.

The data presented highlight the tension between
the use of the protocol as a standardised assessment
instrument and its function as a tool to promote
effective conversation. Ideally, quantitative assess-
ments of quality of life should be consistent across
different participants and different contexts. In
practice, the meaning of the different assessment
items and even the meaning of the numbers on
the assessment scale varies across consultations.
Patients and clinicians routinely engage in active,
collaborative re-interpretation of the protocol in or-
der to complete the assessment. Standard phrases
such as best case scenario and practical help take
on specific meanings depending on individual cir-
cumstances. What is ostensibly the same question
means different things to different people and can
also mean different things to the same people in
different sequential contexts.

The observations show the process of detecting
and dealing with differences in interpretation is fun-
damental to effective communication (Healey et al.,
2018). Although this recurrent interpretive work
means the application of the DIALOG+ protocol is
not strictly standardised, it is part of normal inter-
action and arguably central to the therapeutic effec-
tiveness of the intervention. The assessment items
provide prompts that encourage a wider ranging
conversation and greater continuity across sessions
than observed in the control groups. The more
strictly the protocol is applied, the more friction it
would cause to the conversation (Drew et al., 2021;
NHS Improvement, 2018). The work people do to
bridge the gap between the protocol and the details
of individual’s lives can play an important role in
uncovering the different combinations of practical
circumstances and constraints that influence long
term outcomes.

Moving to remote delivery directly alters the
configuration of resources available to participants
in the interaction. One effect will be to change the
visibility and control of actions in the application.
As noted, input is currently led by clinicians and
often not directly visible to the patient. If the ap-
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plication is running in a shared window all updates
will be immediately visible to both participants—
and control of input by one person will not auto-
matically restrict input by the other. This should
mitigate, for example, problems with coordinating
when a concurrent action (typing notes) starts and
finishes—and also what item is currently under
discussion. However, the work of (re)interpreting
items and actions would still be required. Other
possible advantages of remote interaction are the
savings in cost and time, as well as the potential
for improved access for some patients.

Nonetheless, some important features will be
removed by remote interaction. One is the use of
the embodiment of the protocol itself as a shared
screen positioned in space between the participants.
There are two ways in which this matters. First,
changes in people’s overall physical orientation,
through head movements or posture shifts signal
important changes in their focus of attention and
engagement. This is especially true of the clini-
cians, who often use posture changes to and from
the device and to and from the patient to mark
changes in engagement e.g. to introduce a direct
question to the patient (see e.g. the first line of
Excerpt 1). Secondly, clinicians (and occasionally
patients) have the ability to point at a question and,
for example, gesture from the question to a person.
These movements, in effect, use the shared space
to provide a useful spatial map for the embodied
coordination of topics (Deppermann et al., 2021;
Guxholli et al., 2021; Kitzinger, 2012).

It is also noticeable from the preceding examples
that where a gesture is specifically placed in space
is significant. The pointing gestures in Figures 2
and 3 have the same form, but their different speed
of execution, orientation and placement give them
a different interpretation. In an example from the
same session not included in the Extracts, there
is a rapid shift by the clinician from a short two
figure point at the screen to a two finger point at
the patient. The form and speed of the gesture is
very similar but its significance is different for the
participants because of where it is placed, a phe-
nomenon also noted in other face-to-face contexts
(Battersby and Healey, 2009; Özyürek, 2002). It
also illustrates the ways in which people can use
contrasting head and hand orientation as a means
of concurrent triangulation of different reference
points (e.g. people and objects) to help coordinate
understanding (Battersby and Healey, 2010).

These examples also illustrate how these addi-
tional, embodied resources seem to become espe-
cially significant at the points where shared under-
standing is threatened (Healey et al., 2013, 2015;
Özkan et al., 2021). The space between participants
becomes an important extra resource for detecting
and dealing with these misunderstandings.

Remote video-mediated interactions flatten the
three-dimensional world of face-to-face interaction
in shared space into a two-dimensional window
(Mlynář et al., 2018). A shared application and
a video window impede the forms of interaction
highlighted above. Working out what someone is
orienting to requires more effort—and although
posture shifts and gestures may be visible on cam-
era, they are attenuated and cannot take advantage
of relative position in a shared space. People are
able to compensate in these situations and it is an
open question what the cost of adapting could be.
Shared applications that enable people to see each
other’s cursors can partially replicate a sense of the
current focus of attention. This may help with the
redirection of attention, but provides a significantly
reduced set of cues.

One way in which remote interaction can give
greater access is to allow asynchronous updates.
For example, allowing patients to add notes or mod-
ify ratings in response to events outside the clinical
context. This could give patients the opportunity to
understand the protocol and application better and
also feel that they are on a more equal footing with
clinicians. It could also provide clinicians with po-
tentially useful additional context updates for use
in the face-to-face sessions. This shift in the distri-
bution of control over the tool might impact on the
dynamics of clinical interaction and careful design
would be needed to avoid it becoming overused as
a communication channel.

There are some qualifications to the findings.
The observations are selective and are based on
a specific population of patients with a diagnosis
of psychosis. Although we think the general prin-
ciples should apply in other contexts, different is-
sues will be encountered with other communica-
tion tools and/or other client groups e.g. telephone
delivery (Drew et al., 2021). Nevertheless, this
study has shed light on some of the concerns and
challenges related to designing health communica-
tion protocols and some specific issues for remote
settings. In the wake of the pandemic, while re-
mote consultations are unlikely to fully replace
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face-to-face consultations, it will no doubt become
a feature increasingly integrated into current health
systems and used alongside conventional practice
(Khan et al., 2021). Care needs to be taken to en-
sure that developments surrounding technologies
like DIALOG+ are balanced with appropriate flexi-
bility, as every nuance in communication between
patients and clinicians can have a role to play in
influencing the quality of therapeutic relationships
and the effectiveness of clinical encounters.

7 Conclusion

Structured protocols are increasingly used in com-
munity mental healthcare consultations. Detailed
analysis of the interactions using one of these pro-
tocols (DIALOG+) and its associated tablet appli-
cation shows some of the advantages and pitfalls
of the approach. The application provides a useful
tool to support engagement in the consultations, but
in practice, deviations from the protocol play an im-
portant role in the success of the consultations. The
interactions are characterised by collaborative work
done to (re)interpret the assessment items in the
context of each client’s and each clinician’s practi-
cal circumstances. Participants use embodiment in
shared space as an important, flexible interactional
resource in doing this. With remote consultations
increasingly integrated into healthcare settings, our
findings provide a starting point for thinking about
how software like the DIALOG+ application can
be redesigned for these environments.
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