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English summary  
Video consultations have gone from being almost unheard of in Danish 
general practice to being a mandatory part of the modality of consultations 
offered. This has happened over a period of five years (2020-2025), where a 
COVID-19 epidemic and a strategic collective agreement have had a 
significant impact on video as an option, offer, and tool. Video consultations 
specifically and digital health generally have political interest and 
momentum. This PhD focuses specifically on where and how vulnerability 
emerges and is enacted in video consultations. This is done from an actor-
network theory point of view, based on the idea that vulnerability is a 
practice. Three articles have been produced to explore and explain this. As a 
basis for these articles and this PhD, 13 patient interviews, 15 doctor 
interviews, and observation data from 10 different general practices have 
been collected.  

This has led to Article 1, which investigates through patient interviews why 
patients book video consultations and what values emerge in the encounter 
with and use of video consultations in general practice. From this, I 
conclude that video affords patients more efficiency, more control, and an 
experience of diminished presence. In addition, patients avoid videos for 
vulnerable subjects and discourage videos for vulnerable patients.  

Article 3, which is based on interviews with general practitioners about how 
they use video. Five legitimacy tactics are uncovered: self-care, patient 
autonomy, selective triage, hybrid use, and communicative techniques.  GPs 
use these to stabilize and legitimize video use to other GPs, their staff, 
patients, and the technology. From this article, we also learn that GPs have 
taken on this legitimization work in the absence of other actors' 
implementation work. In addition, it appears that doctors, in their legitimate 
work, also try to avoid video for vulnerable or uncertain cases and patients.  

This preparatory work from articles 1 and 3 culminates in article 2, where 
the observational data is used to explore vulnerability as a practice mediated 
by video. In doing so, it is shown that video helps to facilitate, enact, and 
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tinker with vulnerability. This is done broadly in the network of patients, 
doctors, and technology.  

This PhD shows how video consultations help to loosen up some of the 
black box organizations that exist in general practice. Furthermore, it shows 
how doctors are required to be the driving force in stabilizing and 
legitimizing video consultations, which can act as an obstacle to political 
ambitions.  

Video is rarely used for consultations where vulnerability is expected, due to 
concerns regarding the delivery of thorough and thoughtful care. However, 
unanticipated vulnerability is sometimes enacted within or creeps into video 
consultations where GPs, with the right attitude and awareness, are still able 
to manage and tinker with this in collaboration with the patient and the 
technology.  
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Dansk resume  
Videokonsultations er gået fra at være næsten uhørt i almen praksis, til at 
være en et obligatorisk tilbud. Dette er sket i en periode over fem år, hvor i 
en Covid19 epidemi og en strategisk overenskomstaftale har haft stor 
betydning for video som en mulighed, tilbud og værktøj. Video 
konsultationer specifikt og digital sundhed har i øjeblikket stor bevågenhed 
og politisk støtte. Denne PhD fokusere specifikt på hvor og hvordan 
sårbarhed eksisterer og udføres i video konsultations. Dette gøres ud fra en 
Aktør-netværks teori tanke, med udgangspunkt i at sårbarhed er en praksis. 
For at udforske og forklare dette er der blevet produceret tre artikler. Som 
grundlag for disse artikler og denne PhD, er der indsamlet 13 
patientinterviews, 15 læge interviews og observationsdata fra 10 forskellige 
almen praksisser.  

Dette har ført til Artikel 1, der undersøger via patient interviews, hvorfor 
patienter booker videokonsultationer og hvilken værdier der opstår i mødet 
med og brugen af videokonsultationer i almen praksis. Herfra konkluderer 
jeg at video giver patienter mere effektivitet, mere kontrol, og en 
begrænsende oplevelse af nærvær. Derudover vil patienter undgå video til 
sårbar emner, og de fraråder brugen af video til sårbare patienter.  

Artikel 3, der bygger på interviews med almen praktiserende læger om deres 
måde at bruge video på. Herved opdages der fem forskellige legitimitets 
taktikker: selv-omsorg, patient autonomi, selektiv triage, hybrid brug og 
kommunikative teknikker.  Disse bruges af almen praktiserende læger til at 
stabilisere og legitimere video brug overfor, andre læger, deres personale, 
patienter og teknologien. Derfra lære vi også at lægerne har påtager sig dette 
legitimitetsarbejde, i mangel på andre aktørers implantations arbejde. 
Derudover fremgår det at læger, i deres legitimitets arbejde, også prøver at 
undgå video til usikre sager og sårbare patienter.  

Dette forberedende arbejde fra artikel 1 og 3. kulminer i artikel 2, hvor 
observationsdataen bruges til at udforske sårbarhed som en praksis medieret 
af video. Derved fremvises det at video er med til at formidle, skabe og pille 
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ved sårbarhed. Dette gøres bredt i netværket af patienter, lægen og 
teknologien.  

Med denne Phd fremvises det hvordan videokonsultationer er med til at 
løsne op på nogle af de black boxes organiseringer der eksistere ved almen 
praksis. Derudover vises det hvordan læger er pålagt at være drivkraften i at 
stabilisere og legitimisere videokonsultationer, hvilket kan agere en hæmsko 
i forhold til politiske ambitioner  

Video bruges sjældent til konsultationer hvor der forventes at være 
sårbarhed, på grund af bekymring vedrørende levering af grundig og 
omsorgsfuld håndtering. Dog sker det at ikke-forudset sårbarhed skabes 
eller sniger sig med i videokonsultationer, hvor læger, med den rigtige 
indstilling og opmærksomhed stadig kan møde og håndtere dette i 
samarbejde med patient og teknologien.     
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1. IntroducƟon 
1.1. Disclaimer on narrative and storytelling 

This will be my last dissertation, and as such, I will take some liberties 
regarding structure and following rabbit holes. The biggest liberty, which 
will be explained in due time, is that I do not have a classical 
methodological and theoretical chapter; these subjects are melted together 
and presented throughout chapters 2-4. Instead, I begin by introducing my 
field understanding and presentation, which leads to a description of 
methodological choices and ends with a presentation of tools used to 
organize data interpretation. All my chapters are lightly intertwined with 
each other.  

Through this dissertation, I will present how I am inspired by the likes of 
Bruno Latour, Donna Haraway, John Law, and Annemarie Mol (Latour and 
Woolgar 1986; Latour 2005; Latour 1996; Haraway 1988; Mol 2008; Mol 
2002; Law 2008). They all share a sensibility towards understanding 
fieldwork and the world through situations or assemblages that are 
constructed and do construct. This point is further developed in a later 
chapter. However, as I take on similar work, I will also be present in the 
situations I have observed and interviewed in, as I am the research 
instrument (Hammersley and Atkinson 1995). Therefore, this is also kind of 
my story, not only the story of vulnerability in video consultations. If 
readers are only interested in a cleaner presentation where observations or 
interviews are constructed into science, I would encourage them to just read 
the three articles on which this dissertation is based. If they are interested in 
the thought process behind how these three articles are connected or made, 
please hang on. 

In this dissertation, I will present a narrative, as storytelling is an important 
art and tool in ethnographic work. I also do this because this will properly 
be the closest thing I will get to a biography, and I plan on taking advantage 
of this. Within the following dissertation, I will also purposely fall into some 
rabbit holes, as this dissertation is in some way a babushka doll of projects, 
made up of ideas within ideas. I have attempted to cap these side quests with 
limited success, as I have much to tell about video consultations in general 
practice.  
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I promise now that, as I further explain in the later chapter on the research 
question, you and I will be better equipped to understand vulnerability in 
video-mediated consultations by the end of this dissertation.  

1.2. Research questions 
The overall aim of this dissertation is to explore how vulnerabilities are in 
video consultations in general practice.  

I am a child of problem-based learning (PBL) in a metaphoric sense. I have 
been attached to Aalborg University at all levels of my academic education 
so far and have, therefore, a substantial grasp on creating problem-based 
learning scenarios (Aalborg university 2015). This will in no way be the 
most lenient of red treads I have ever presented. I have made a concise 
decision not to squander this chance and waste my dissertation on a mere 
problem. If someone (other than me) is in need of a core aim, to anchor this 
dissertation, the sentence below will be a guiding star throughout:   

I want to explore and develop a better understanding of enacted 
vulnerability in video-mediated consultations. 

In doing so, I have been trapped in dealing with, exploring, and 
understanding the experiences of diminished presence that exist in video 
consultations. A less stubborn person would perhaps redirect their focus on 
this diminished presence that keeps popping up in articles I and others write 
about video consultations. I instead focus on this diminished presence in the 
light of vulnerability as a socio-material practice. This has been done 
through articles with the following problem statements.  

Article 1: When and why do patients book video consultations, and how 
does the technology affect patients’ use? (Van den Heuvel et al, 2024) 

Article 2: How is vulnerability encountered in video consultations in Danish 
general practice? (Van den Heuvel et al. b unpublished) 

Article 3: How video consultations, once incentivized through higher fees 
and now politically mandated, are adopted and stabilized in local clinical 
practice? (Van den Heuvel et al. a) 

Throughout this dissertation, I will reference the articles as 1, 2, or 3. The 
papers are included before the appendix. 
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2. Where to look for knowledge: Introduction to General 
Practice and Video consultations 

We are a long way away from answering the research questions; at least the 
chronology of this dissertation has some initial steps that need to be taken 
beforehand. In this chapter, I will explain how I see this project field as 
more than the physical location before introducing the more material 
constituents of this project. In other words, I will present an understanding 
of where the projects physically take place. This should explain the setting 
in which the project starts.  

2.1. Framing the field of research.  
Throughout my project, I have spent hours contemplating what my field is. I 
have been employed at the Center for General Practice at Aalborg 
University (CAM) (Center for general practice 2024a), as part of their 
vulnerability group (Center for general practice 2024b), while financed 
through the national network of vCare, which is a collaboration between all 
four general practice research units in Denmark (vCare 2024). Each of these 
affiliations is represented in how I approach my work. But my field is 
simultaneously more than and less than just general practice. I consider 
general practice the setting of my work, woven into the fields I explore. This 
is further seen in the theoretical understanding that the dissertation relies on, 
and which will be explained in a later chapter. The focus I have brought to 
the fields has been on enacted and practiced values.  

Video consultations are designed to defy the need for a specific 
geographical location. In the same way, I do not define my field as a 
geographical location. Instead, my field of exploration is multi-sited socio-
material networks that host and shape video consultations and vulnerability.  

Through Marcus' concept of field imaginary (Marcus 1998) I consider my 
fields to be video consultations and vulnerability. These two fields are 
opposites in their composition. Video consultation is inherently material and 
concrete and is defined in general practice by the specific use of a singular 
healthcare professional and one patient, which will be further explained in 
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the sections on rules. Vulnerability, on the other hand, is contested, abstract, 
and not necessarily tethered to specific materialities. 

I thereby follow a thing (video consultations) and I follow an ethical value 
(vulnerability), which acts as a way of having a common thread through 
these different geographical locations in my fieldwork (Marcus 1998). 
Where these two subjects find common ground in my project is in how they 
are (foreshadowing: or become) both grounded in practice. This way of 
following a thing, or in my case, several entangled things, fits nicely into 
my ANT and STS-inspired approach to research. Following a thing is a 
common approach to understanding socio-material relations (De Laet and 
Mol 2000). This ties into my later chapter, “Making sense of data: Concepts, 
tools, and terminologies,” which is part of my theoretical/methodological 
tools used in this dissertation. But let us get back to basics, by introducing 
Danish general practice and Video consultations. 

2.2. A brief introduction to Danish general practice 
General practice is designed to be the first contact in the event of non-acute 
illness in Denmark. General practice is thereby the gatekeeper and navigator 
for patients into a secondary health care system (Starfield 1994), if this is 
necessary, as 9 out of 10 patient inquiries are managed within the general 
practice (Danske Regioner 2017). In order to maintain this navigating layer 
between patients and hospitals or other specialists, patients are almost 
always connected to a specific GP. This connection is so general that GPs 
are often referred to as someone’s “own” doctors,  

The system is built around patients being connected to a GP, and in 1998, 
98% of Citizens in Denmark were connected to a GP (Christiansen 2002), as 
part of the payment structure of Health Insurance Group 1 
[Sygesikringsgruppe 1]. In Denmark, we have several ways of being 
covered; in the event of health issues, Health Insurance Group 1 is the 
absolute most common. As part of the Health Insurance Group 1, any 
healthcare system use must go through general practice, out-of-hours 
services, or emergency departments. Still, all services are free of charge for 
individual patients. It is also possible to be a part of Health Insurance Group 
2, thereby not having to go through a GP but instead having to pay for each 
service provided, with a subsidy from the government (Copenhagen Citizen 
Service 2024).  
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While officially, the number of patients covered by Health Insurance Group 
1 has not changed much, as most Danish residents are still part of Health 
Insurance Group 1, more patients than ever are connected to a clinic 
maintained by the Regions or private actors (PLO 2019). In 2019, 120.000 
patients were listed at a regional clinic or privately owned instead of a GP-
owned and operated clinic. These regional clinics are utilized when 
attracting GPs to take over an existing clinic or open a new clinic is not 
feasible (Region nordjylland 2024). This responsibility falls on the Danish 
regions, as they have the political mandate and responsibility concerning 
both primary and secondary healthcare in Denmark (Christiansen 2002; 
Schmidt et al. 2019). 

This use of regional clinics is generally seen as a sign of a shortage of GPs 
and discouraged by the Danish Organization of General Practitioners (PLO), 
which is the GPs' trade organization (PLO 2019). While protecting their 
members, PLO argues that non-PLO clinics (clinics operated outside the 
communal agreement) are more expensive and do not provide the same 
continuity of care (PLO 2019; Skadborg 2021).  

The mentioned Communal Agreement is a bi-annual agreement that the 
Danish regions and PLO make to shape the following two years of general 
practice. This agreement and contract stipulate and define the assignments 
the Regions wish to purchase from the individual clinics. Thereby shaping 
the complete payment structure of General practice. This agreement is 
necessary as General Practices operates as a private company with the 
Regions as its customers (PLO and RTLN 2024; PLO and RTLN 2021).  

General practice is funded through a combination of listed patients and 
services provided (PLO and RLTN 2025). While the overall agreement 
between the PLO and the Regions is negotiated every other year, the 
payment structure is updated every six months. As of 2025, both face-to-
face consultations and video consultations earn the providing clinic 167,93 
DKK or approximately 22,5 euros.  Beneath, I have created a graph showing 
the development of earnings pr. Consultation type through all of the 
communal agreements that were in effect during the data collection for this 
PhD.  
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Figure 1 (PLO and RLTN 2022b; PLO and RLTN 2022c; PLO and RLTN 2023a; PLO and RLTN 
2023b; PLO and RLTN 2024a; PLO and RLTN 2024b; PLO and RLTN 2025) 

 As seen in this graph, video consultations was, throughout all of my 
fieldwork and data collection, the best-paying form of consultations. Paying 
almost two euros more for a video consultation than a face-to-face 
consultation (PLO and RLTN 2022c). In my fieldwork, I encountered 
common beliefs among GPs, far removed from the actual negotiations, 
about this differential in payment as an implementation scheme. My 
attempts to understand more of the political side of video implementation 
have been limited and unsuccessful, regarding this priority in payment 
structure. 
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Besides general practice clinics, which are privately owned and operated 
businesses, general practice is also a medical specialty, demanding that 
clinics provide access for further education and practical knowledge. Taking 
in medical students is a necessary part to keep the profession sustainable. 
General practice takes in students during their bachelor's/master's, as part of 
the mandatory Basis clinical education, in introductory positions, and in the 
final medical specialist training to become a GP. An introductory position in 
general practice is necessary to enter the educational program to become a 
GP (DSAM 2025; Gjessing, Risør, and Kristensen 2024). Besides these 
medical students, General practices also employ medical secretaries, 
practice managers, Nurses, and Social and Healthcare Assistants to assist 
and help the patients. In general, there has been a 20% increase in the 
number of employees in the general practice between 2018 and 2022 (not 
counting the students) (PLO 2022).  

Making GPs, teachers, doctors, employers, and business owners all at once 
and not necessarily in that order.  

2.3. A brief introduction to Video consultation 
This is perhaps the most described element across my articles 1, 2, and 3, as 
every article begins with an interlude to set the stage. Nonetheless, it is 
essential to know this before the rest of the dissertation begins.  

The first thing to establish is exactly what a video consultation means. What 
video consultations are in research is often implied as understood. Several 
different nuances exist in the broader world of general practice. In the work 
of Osman et al. video conferences are understood as synchronous video and 
audio communication (Osman et al. 2018). The difference between video 
conference and video consultation is that a video consultation requires the 
presence of one patient and one member of the general practice staff (PLO 
and RLTN 2022a). Video conference in a Danish context demands at least 
two healthcare professionals to be at a conference and do not necessarily 
demand a patient (PLO and RLTN 2022a). This point is further developed in 
the coming section on rules and regulations.  

Video consultations have been framed as a tool of crisis (Wanderås et al. 
2023; Lüchau et al. 2023), and video consultation was most used in the early 
stage of the COVID-19 pandemic, determined to be 15 March 2020–13 June 
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2020 at around 8,5% of all clinic consultations (thereby excluding telephone 
or E-consultations). The use of video dropped to 2% in the late-stage period 
of COVID-19 (14 June 2020–30 November 2021) (Kirk et al. 2024). Video 
consultations were used in January of 2023 in 1% of all patient-clinic 
contacts (these numbers also include telephone and E-consultations)(PLO 
2023); the number, post-COVID-19 pandemic, has once again risen to 1.4% 
as of August 2024 (PLO:Personal communication 2024; Ugeskrift for Læger 
2025). While comparing these different data is difficult, the general 
understanding I would like to present is that video is very slowly finding its 
way into being a normalized tool in general practice. According to the 
Danish trade magazine for doctors, 90% of GPs have used video 
consultations in 2024 (Ugeskrift for Læger 2025). As of 2025, all GPs 
should offer video consultations to their patients (PLO and RLTN 2022a) 

Video consultation has very limited official restrictions and non on how it is 
performed or its length in general, according to the communal agreement 
covering general practice (PLO and RLTN 2022a). To help situate video 
consultations in general practice, some guides have been made and 
distributed by both sides of the communal agreement. First, as part of the 
rapid COVID-19 negating effort (Dansk Selskab for Patientsikkerhed et al. 
2021), and later guides had the aim to further any ongoing implementation 
effort (Lüchau, Dahl-Larsen, and Assing Hvidt 2023). These guides focus on 
getting familiar with the technology beforehand, setting up the office to best 
accommodate video use, and reflecting on the aim of using video 
consultations (Lüchau, Dahl-Larsen, and Assing Hvidt 2023; Dansk Selskab 
for Patientsikkerhed et al. 2021).  

Video consultations in general practice and comparable knowledge thereof 
have been limited before COVID-19, compared to after COVID-19. A few 
articles have been produced on the matter, and especially Australia has 
attempted to use telehealth solutions for GPs, such as video consultations, 
for more than a decade before COVID-19 (Raven, Butler, and Bywood 
2013; Hall Dykgraaf et al. 2021). Even with these pre-COVID-19 
implementation attempts, video consultations were still limited in their use 
during the pandemic in Australia (Hall Dykgraaf et al. 2021). 

In their article, Thiyagarajan et al. conclude the following  
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… this scoping review show that primary care patients 
and clinicians report both positive and negative 

experiences when using VCs, and these experiences are, to 
a certain extent, context dependent. VC is potentially more 
convenient for patients, but is not considered superior to a 

face-to-face consultation. Accounts of experience are 
useful in the planning and implementation of any VC 

service - (Thiyagarajan et al. 2020, p. 1)  

  This is, in my opinion, a very vague conclusion, showing the limitation of 
knowledge, but to some degree, the same elements are still expanded on, 
and details are added to this day. Adding details to fully understand the 
context of the positive and negative experiences that exist when using VCs 
and to better plan or compensate for these is an ongoing process in which 
this dissertation also exists.  

Wanderås et al. expand that pool of knowledge by incorporating specifics 
into some of these context-dependent experiences (Wanderås et al. 2023). 
From Wanderås et al.'s literature review, the most notable detail is the 
discovery of video impacting and reducing the GP-patient relationship. It is 
primarily the article by Gomez et Al. that introduces the need to further 
explore video consultations' impact on the GP-patient relationship, as there 
are experiences of limitations in the video consultations meeting (Gomez et 
al. 2021).  

Video consultations have a tendency to be shorter than face-to-face 
consultations (Murphy et al. 2021; Koch and Guhres 2020a), with fewer 
subjects (often only one) (Johnsen et al. 2021; Donaghy et al. 2019; 
Bjorndell and Premberg 2021) and used when the topics are less complex 
(Brattbak Øie et al. 2021; Alsaffar et al. 2021; Johnsen et al. 2021; Bjorndell 
and Premberg 2021; Due, Thorsen, and Andersen 2021). This shorter, 
simpler, and more focused consultation form has been described as efficient, 
among researchers on the subject, including me, in my article 1 (Van den 
Heuvel et al. 2024; Donaghy et al. 2019). Some articles have even gone so 
far as to prove video consultations more efficient than Telephone 
consultations when it comes to outcome and transfer of knowledge (Caffery 
et al. 2024). 
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Within this academic “agreement” on efficiency as a clear finding, as in it’s 
a soon-to-be black boxed practice, academics from the phenomenological 
persuasion have started a sub-discussion. This is a discussion on embodied 
risk when using video consultations. My way into this discussion has been 
through the work of Māra Grīnfelde, who mainly draws on discussion on 
video consultations from a psychiatric and therapeutic standpoint (Grīnfelde 
2022; Grīnfelde 2023). Grīnfelde argues against the phenomenologists 
Hubert Dreyfus and Luna Dolezal, and their understanding of embodied 
risk, which demands face-to-face encounters. Grīnfelde thereby makes the 
argument that vulnerability, empathy, and embodied risk are a possibility in 
a video consultation (Grīnfelde 2022).  As an addition to Grīnfelde, Assing 
Hvidt et al. (2025) argues that while it is possible, video obscures the face 
and thereby access to vulnerability. Simultaneously with this, other research 
has also found the need to explore how efficiency and telehealth are linked 
to an experience of diminished presence or alteration of the social contact 
between GP and patient (Lüchau et al. 2023; Kofod, Christensen et al. 2024; 
Mort, May, and Williams 2003; Pols 2012).  

This understanding of diminished presence exists outside of phenomenology 
and understandings of embodied risk. While diminished presence is 
commonly understood as a consequence of video consultation, it is rare to 
see an explanation for why this alteration in presence happens (Lüchau et al. 
2023; Kofod, Christensen et al. 2024; Pols 2012). This is not an explanation 
I am able to give in this dissertation.  

With this brief introduction to application and research concerning video 
consultations, I would like to move on to an empirical introduction of video 
consultations.  

2.4. Rules and regulations on video consultations in general 
practice (and why they are not always followed) 

Video consultations have several kinds of rules and regulations, official and 
unofficial, from different institutions or provenance. I will present these 
rules in descending order based on how official and widely regulated they 
are. This order is dependent on my own experiences through all my work 
with general practice.   



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

11 
 

A multitude of thought has gone into presenting the rules that shape video 
consultation in general practice. First and foremost, it helps define video 
consultation and its practices. This chapter also shapes and delivers an 
understanding of general practice as inherently pragmatic, a value that has 
shaped all content produced by me, the author, so far.  

Lastly, by presenting ten rules on video consultations, I can introduce 
different concerns stemming from various layers of actors, all of which 
impact video consultations in general practice in Denmark.  

1st Regulation – Avoid prescribing addictive medication on video  
The first regulation I wish to highlight is the Danish law on prescribing 
addictive medicines, such as pain medication, sleep-inducing medication, 
and some medication for attention deficit disorder. This is from the Legal 
Guidance on prescribing addictive medicines, specifically section 2.2.2 

As a starting point, the reassessment… is carried out at 
each prescription renewal, which must therefore take 

place in person or during a home visit and not by 
telephone or internet/e-mail consultation. In individual 
cases where a patient is in a stable and medically well-

founded long-term course of treatment, and where there is 
a detailed treatment plan, it may exceptionally be decided 
after an individual assessment that personal attendance is 
not necessary for each prescription renewal. (Indenrigs- 

og Sundhedsministeriet 2019).  

This law was in effect before the implementation of video consultations into 
general practice, but is still broadly understood to be in effect in video 
consultations because of the specific need for in-person contact. When I say 
broadly understood, I mean this is the understanding the doctors I have met 
through my fieldwork and colleagues in general practice research present.  

This national state law directly affects video consultation, so I have 
prioritized it as the first rule. This law is not specifically concerned with 
video but is instead concerned with the safety surrounding addictive 
medicine and avoiding the development of addiction among patients.  
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While there is an interesting point in what “in-person” implies and how 
much humans need to be represented through digital technologies, before, 
in-person is an inadequate description. This is perhaps not the time nor place 
for this discussion, and I would therefore gladly reference Donna Haraway’s 
Cyborg Manifesto (Haraway 1990), with the idea of humans as cyborgs, 
through their use of technology. While I do not argue that video allows for 
something described as in-person contact, this could change over time with 
the expansion of technology or the deterioration of the in-person contact of a 
physical consultation.  

Staying on course, without distractions, I would be pleased to offer an 
example of “an exception that proves the rule.” This example comes from 
my field notes of an observation I made in connection with article 2.  

I am in a partnership clinic. At this clinic, they share their 
patients and only use same-day bookings. This means that 
patients can only book online from 4 pm the day before, or 

call between 8 and 9 am (except for emergencies).  

This episode was a video consultation given to the GP, 
and I, as the whole clinic, was aware of my purpose for 
visiting. The doctor and patient did not know each other 

before the consultation. Still, we were made aware that the 
patient had a history of back pain and had previously 

been prescribed pain medication (with addictive 
properties). Thus, he is familiar with both pain and pain 

medication.  

The doctor brings the patient into the video consultation, 
and the patient explains that he has fallen down a ladder 

and his back pain has returned to previous levels. The 
doctor and patient briefly discuss what danger signs he 
should be aware of, and the conversation turns to which 

medications they should focus on. The doctor also 
discusses the addiction issues with strong pain 

medication. The doctor suggests that the patient be 
prescribed Prolonged-release tablets. The patient is on 

board with this idea. In connection with the conversation 
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about addiction, I started to look for signs that the patient 
is in pain. Through the video, I do not manage to see if he 
is in pain. The doctor ends the consultation by giving the 
patient a prescription for a few days and arranging for a 
physical follow-up consultation. If he does not attend the 

follow-up, he will run out of his prescription. 

 We quickly discussed the problem afterward. The GP is 
aware that this is outside the standard framework of what 

is classically good treatment with addictive medication 
and agrees with me that it is challenging to see pain via 

video. Therefore, she also relies on her colleagues' 
assessment, the available medical records, the willingness 

to use Prolonged-release tablets rather than fast-acting 
drugs, and the knowledge that the patient has a follow-up 

consultation a few days later to ease any doubt about 
these measures.   

The regulation of addictive medication is very present in the given example 
and is an ongoing concern for the GP. But if you read all of the law text, you 
also understand that the GP's action is probably within the possibilities 
under certain circumstances. The GP ends up explaining why and how she 
saw prescribing addictive medications as an exception to the regulation in 
this specific circumstance. In this situation, I am, as an observer, very aware 
that this is not the kind of video consultation the GP had hoped to present on 
my shorter visit. The GP makes a point of clearly acknowledging that this is 
not an everyday event. Looking back, I also only saw this once, and it was 
never brought up in interviews.   

In this example, the benefit of receiving quick and accessible medical 
assistance is easily visible. While it is unsaid in the consultation, the 
accident and pain are construed as the reason the patient cannot come to the 
clinic. Thereby making it an extraordinary circumstance that pain-relieving 
drugs could mitigate. This could have created a catch-22 situation where the 
patient can not come to the GP because of pain, and the GP can not help 
relieve the pain before the patient comes in person. But here, a clear benefit 
of video and the GP's pragmatic use of it is seen. The point is that rules 
sometimes bend, in general practice, to offer the best available treatment.  
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The GPs I met in my fieldwork had to balance being pragmatic and bending 
rules while also being responsible parties bound by the law and accountable 
towards the regional agreement. GPs, therefore, did not announce when they 
bent or broke rules; they just tinkered with situations to best meet all 
expectations.   

2nd Rule – Video must be triaged  
The following three rules come from the communal agreement, which 
covers 2022-24 and is agreed upon by the organization representing the GPs 
as a trade organization and the Danish regions with the political jurisdiction 
on healthcare and general practice in Denmark. 

“Stk. 1. A video consultation must be triaged and agreed 
upon with the patient in advance.” § Section 51 Video 

consultation. (PLO and RLTN 2022a) 

This rule commonly means that video consultations should be planned. 
Based on how I recruited for my observational fieldwork, I visited clinics 
that used video consultations, which at the time was not the case everywhere 
in 2022-2023. While I have spent some time contemplating what planned is, 
the most common response among physicians can be distilled down to the 
following: any change in meeting modality or meetings that are not initiated 
through the video modality are thereby planned. Here, a short speculation is 
added as telephone consultations pay 31,84 DKK (4,27 Euro) each, and 
video consultations pay 167,93 DKK (22,51 Euro1) each. This could be a 
reason for the GPs' most liberal interpretation of the rule. I also have 
examples of GPs who assess this rule differently and see a need for an 
arbitrary amount of time to pass before they consider it planned. This affects 
how many video consultations they book, as these GPs seldom use them.  

Once again, I would like to offer an example of exceptions that prove the 
rule. Unfortunately, this time, I can't give a firsthand or even a secondhand 
account of this rule-breaking or bending. Through my interviews with 
physicians, which I used and described in article 3, I came across anecdotes 
of digital waiting rooms and video consultations being used instead of or as 
the open telephone time all general practices should have each day. I 
became aware of at least two clinics that used video consultations as open 
consultations, where they could triage the patients and help give quick 
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assessments. This was brought to my attention in interviews with GPs, and I 
tried to gain access to observe or interview GPs from these clinics, but with 
no luck.   

3rd  Rule – video consultation needs to be a medical assessment  

“Stk. 2. It is a medical assessment of whether video 
consultation is the right form of contact or not. The 

physician must include in their assessment the patient's 
needs and circumstances.” § Section 51 Video 

consultation. (PLO and RLTN 2022a) 

In my opinion, this is perhaps the most ignored rule of all. My claim 
depends on some assumptions: an understanding of how and when the GP 
can and should assess a patient, and an understanding of the organizational 
system that general practices have at the moment. This is especially 
challenging considering that many clinics now offer their patients the option 
to book their consultations online.  

Before I explain myself further, I would invite you, the reader, to imagine 
how and when the GP should assess this? 

I have come across two organizational ways in which the clinic assesses the 
content of Rule 3.  

The first step in organizing this screening process is to delegate it to the 
Medical Secretary or the clinic administrator. In several clinics, this is part 
of their job. This triage is organized to ensure that bookings made online are 
not acute and that dangerous and vulnerable details are not overlooked. This 
often happens as a collaboration between medical secretaries and the GPs, 
with continuing dialogue, shifting aims, and tinkering regarding bookings 
over the phone and online bookings. Video consultations have just been 
added to this established routine. The rule is therefore followed if, and only 
if, the assessment can be delegated, while the GP keeps the responsibility. 
This is also shortly mentioned in article 3.   

The second way that medical assessments are made on videos is convenient. 
When booking online, patients describe their symptoms or reasons for 
booking a consultation. If the booking is made through a phone call with the 
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medical secretary, they will write the reason for the booking. Before all 
consultations, the GP reads these descriptions and the patient's medical 
journal. This is also the case in video consultations. At this point, the GP has 
the possibility to make an assessment. The problem with this is that the 
consultation can not be changed from a video consultation mere minutes 
before the actual consultation. Thereby making any assessment a moot 
point, as any decision on the matter can only be executed subsequently. 

Most often, both practices are in play in the same clinics, and it becomes 
difficult to pinpoint when this medical assessment is made. However, these 
approaches complement each other to best protect against the unwanted use 
of video consultations without using unnecessary resources to protect 
patients against video consultations that they book.  

This rule will be changed in the future to obscure this point further, as seen 
in the next section.  

3b - Coming regulation making digital health a patient's right.  
In 2024, the Danish government presented a new health reform, which 
included a description of a new right in Danish healthcare. The right to be a 
digital patient. This reform has seen broad political support and is expected 
to pass as legislation in 2026. The rights will initially apply to a limited part 
of Danish healthcare, but video consultations in general practice are one of 
the first things to be covered by this right. The scope of the right will be 
further defined in connection with implementation. The specific 
implementation of the new right will be discussed prior to the government 
presenting a bill on this in 2026 (Indenrigs- og Sundhedsministeriet 2024).  

It is expected that video consultations will still be the GPs' medical 
responsibility, but the GPs will have less room to refuse them and are, 
therefore, less politically incentivized to intervene in patient bookings.  

This is not yet a law and was not known at the time of data gathering. 
Because it is not yet a law, I have delegated it as a sub-section of Rule 3.  
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4th  Rule  - Video must be offered from 2025 onwards.  

“Stk. 3. The doctor must offer video consultations by the 
end of the collective agreement period.” § Section 51 

Video consultation (PLO and RLTN 2022a) 

The agreement period of the collective agreement was between 2022 and 
2024, making this rule in effect, as of now. In the collective agreement, this 
has been written into the rule described here as rule 4 (PLO and RTLN 
2024).  

What is it to offer a video consultation? When is something an offer, and 
when is it just a possibility? While this might seem like the simplest rule 
from the communal agreement, it has made me reflect the most. As seen in 
rule 3b, a coming law on the matter will also cover this rule. It is difficult to 
pinpoint what differences this law will make at the moment, as most GPs 
will offer video consultations if patients insist.  

The reason why I have reflected on what it is to offer a video consultation is 
because of one of my earliest observations, which I would like to use as an 
example of an exception from the rule, but this time it proves very little. 
First, I would like to give some additional details. Recruiting for the PhD 
was never straightforward, and the project has, at times, taken shape after 
what has been possible. One of my first observations was at a clinic with 
practically no video consultations. Both the GP and I were aware of this 
going into the observation, but at that point, I had nothing else and was not 
set on focusing on the actual use of video. Since then, an interesting article 
has been produced by a colleague on the use and non-use of video, which 
better explains why some GPs do not want to offer video consultation 
(Lüchau et al. 2023). Therefore, in this example, I will only explore how 
this GP could present the video as an offer while practicing it as a Non-offer.  

This clinic was located in a city shaped by a large number of retirees. The 
GP had been there for some years, and his population of patients had grown 
older with him. The GP did not believe his patients would want to use video, 
partly because of their age, and he had, therefore, not made much of an 
effort to present the offer to his patients. Some patients had used it during 
the COVID-19 epidemic, but it was not many, and in the summer of 2022, 
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nobody in the clinic used it. But the GP still claimed that they offered it. The 
patient just had to book through the phone or online. If the patient booked 
online, there is an available textbox used to describe the patient's symptoms 
and conditions. Here, the GP explained that the patients could write 
“VIDEO CONSULTATION” and then the symptoms if they wanted a video 
consultation. Video consultations were thereby available as an offer if the 
patient was very persistent. While this might be all good and well, if this 
were common knowledge among patients.  A confirmation of the video 
consultation was not granted, leaving the patient uncertain about the 
outcome of such booking practices. This convoluted way of booking was 
not described online or in the clinic. It was only through a conversation with 
the GP or medical secretary that you could discover this convoluted booking 
practice.  

Other clinics offer video consultations as a separate kind of consultation, 
similar to blood tests or pregnancy checkups. These were often presented as 
a scroll box online and would be a simple addition to the existing 
framework. This non-offering of video can exist even after 2025, as the GP 
remains in a grey zone of offering but never doing video consultations 
because no patient ever requests them. The patient, of course, never requests 
them because they are unaware of the possibility. Digital rights will not 
change this, as health law specifics rarely reach common Danish citizens.  

5th rule – what constitutes a video consultation?    
Besides video consultations, video conferences are also a part of Danish 
general practice. This has been mentioned earlier. By having this other video 
use, we can learn and define through the exclusion of elements tethered to 
video conference 

§ Section 52 Video conferencing  

Stk. 1. A video conference is a virtual meeting between the 
physician and other healthcare professionals at hospitals, 
specialist medical practices, and/or municipalities, and 

possibly the patient. Video conferencing deals with 
specific patient processes primarily for coordinating 

and/or advisory purposes.  
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Stk. 2. At least three actors must participate in a video 
conference, including possibly the patient, who may also 
be present with one of the healthcare professionals. (PLO 

and RLTN 2022a, p. 40) 

Through exclusion, we learn that video consultations can not be with more 
than one healthcare professional or should be categorized as a video 
conference. Of course, there are also grey zones when defining through 
exclusion. If a physician and a nurse from the same clinic see one patient on 
video, there would be three human actors, thereby aligning with the amount 
needed for a video conference, but the coordination purpose seems forced.  

As a small side note, I never saw a video conference. At most, I observed 
telephone conferences or GP conferencing with other healthcare 
professionals about patients, without the digital presence of patients  

6th rule – Patients have the right to confidentiality – but how? 
With this rule, I am slowly moving from concrete rules and into the territory 
of guidelines and unsaid rules, mainly shaped by experiences among GPs. In 
Denmark, patients have the right to confidentiality concerning their health 
information (Indenrigs- og Sundhedsministeriet 2022). This is still a clear 
law, but it is shaped by practice. How to provide this confidentiality and the 
GP's role in protecting it in a video consultation are much more individual 
and shaped by unwritten rules. 

There is a dilemma between the GP's confidentiality and some patients' 
laissez-faire approach to their own privacy. This is seen in the patient 
placement when attending a video consultation. This example is from an 
interview with GP6.   

The patient is using the Minlæge app... But sometimes it's 
also very nice to know if there is someone else in the 
room. I often forget to ask about it, but I get really 

annoyed when I can see that their eyeline begins to flicker, 
and you can sense that someone is standing behind them... 
Where you can feel like “Who's there”… there's a duty of 
confidentiality there. So maybe there is a need to be better 
at saying:  “Hi, glad you're here. Before we start. Are you 
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alone?”… You can ask that question without being a 
police officer. “Are you alone in the room? Are there 

others who can listen in?”…I should also articulate that 
it's just me here; my door is closed so that we won't be 

disturbed here. To create that safe space. – GP6 

This dilemma consists of two elements. The first part is the doctor-patient 
confidentiality, which all Danish patients are covered by (Indenrigs- og 
Sundhedsministeriet 2022). The second part is patient location. While the 
GP aims to maintain confidentiality and not expose information about the 
patient to others, patient behavior during video consultations challenges this. 

Through my observation work, I have seen video consultations that took 
place while the patients were in cars, communal kitchens, or at work. This 
behavior does not protect their confidentiality and often leaves an unsaid 
question or lingering expectation between the GP and patient: Is this a signal 
to share personal information regardless of location? Or is there an 
expectation of the GP not to say something personal, thereby severely 
limiting the consultation? That expectation is uncomfortable and is also why 
most GPs prefer their patient to find somewhere secure to perform a video 
consultation or acknowledge if there is company in or around the video 
consultation.  

7th guideline – no skin or visual elements in video consultations.  
This rule is quite contested, or rather, there is a big difference between the 
everyday practice I have seen and the general practice and discourse on the 
subject.  

I have met several colleagues who believe video consultations are not 
excellent at assessing colors, often due to a low-quality network connection 
or the hardware that patients or clinics have (camera and internet 
connection). This digital limitation, therefore, impacts the quality of the 
work GPs can perform. I also encountered this perspective when I did 
fieldwork and ate lunch with my interlocutors. The idea of video 
consultation being bad for assessing skin and colors has been worsened by 
several Danish news stories on severe mistakes involving video consultation 
used as part of the out-of-hours Medical Helpline services (Radio4 2023). 
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These news stories describe mistakes made with video consultations, as 
visual details were assessed incorrectly with dire consequences.  

These stories came out after I conducted all my interviews. At the time of 
the interviews, most of the GPs still used video to assess skin conditions if 
necessary. While some admit that it is impossible to assess everything due to 
the low quality, they still attempt to do so and have not vetoed any bookings 
about skin while I was there. This vetoing would also demand another 
approach to screening than what is described in Rule 3. 

8th guideline – No video of intimate areas 
This is a simple rule that even the most driven video consultation users still 
follow.  GPs often do not see the reason for observing intimate areas and 
genitalia, as the information gathered is limited.   

… but I do not want to see genitalia over video. I think 
that's inappropriate. Again with the sense of security. The 

patient knows that it's only me in our video room and 
things like that. But I don't want to expose the patient. -

GP6 

This rule is, in part, founded in common decency and limiting the exposure 
expected of patients. Following GP6's explanation, it is mainly a rule 
regarding what they avoid asking for in a video consultation. The GPs 
would not ask to see intimate areas. This has partly to do with cybersecurity 
and the GPs' own experience of decency. While it should be possible to 
share intimate information as the video consultation technology is GDPR-
compliant, it is still seen as an unnecessarily vulnerable situation for the 
patient. If patients offer it in a limited and medically meaningful way, this 
rule bends, i.e., in cases of widespread rashes across the torso. However, the 
GP does not wish to suggest a video for this kind of use.  

9th guideline – Only one subject at a time.  
More of a pattern than a rule, GPs generally struggle with time management 
and the number of subjects or themes that patients want to discuss during a 
single consultation. While common, GPs have described that they are not 
allowed to forbid bringing several subjects per consultation as a general 
rule, but they can argue that the allocated time limits how much they can 
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treat or examine thoroughly. It seems like a grey area that demands know-
how to navigate. This struggle is less common in video consultations.  

It's also something to do with the fact that it's still very 
focused on video. It's only one problem that comes up in 
the video. Whereas when they come down to our office, 

there are often 4-5 issues they need to solve in 15 minutes 
- GP2 

This pattern is also seen in other international research (Koch and Guhres 
2020b; Gold et al. 2021), as the use of video consultation shapes the 
consultations, and often, only one subject is discussed.  

One common way for a patient to introduce another subject into a 
consultation is the so-called door-knob question (Faden and Gorton 2018). It 
is precisely what it sounds like, as patients ask questions while going for the 
doorknob, i.e., on their way out. This can be understood as some kind of 
power, as social conventions prohibit the GP from ushering them out 
completely; simultaneously, a door-knob question indicates the need for a 
short answer (Faden and Gorton 2018).  

This door-knob question is completely avoided when there is no doorknob. 
As GP6 put it during our interview, “It's just, bye-bye. Control Alt. Turn it 
off. So small talk is also something you actively choose to do on video.” 

10th guideline – Video consultations are not used to meet new patients  
In article 2, there is an example of a new patient who was initially a no-
show for a video consultation. The GP ends up calling him and coaches him 
into the video consultations.   

After the consultation, the GP reveals that he feels that he 
and the patient mainly talked past each other and 

emphasizes that this is why he prefers to see first-time 
patients in person. In a face-to-face consultation, it would 
have been a little easier to try to understand… the patient 

(Article 2)(Van den Heuvel, J. et al. , pp. 10–11 
unpublished) 



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

23 
 

This small piece of insight from my field notes and article 2 shows a general 
sentiment that I have often encountered in my fieldwork. GPs do not want to 
see patients for video consultations as their first contact with the clinic. 
While I remember it as a common understanding among many of my 
interlocutors, I only have data on it from observations of first-time patients-
GP contacts made through video consultations, making it a preference rather 
than a rule. It is a preference as better GP-patient relations make for better 
video consultations, and video consultations have been shown to be worse at 
developing personal connections between GP and patients (Gomez, T. et al. 
2021).   

On a practical level, previous contact also ensures that the GP and the clinic 
have the patient's contact information, such as their phone number, in case 
the technology acts up or the patient faces issues in logging in.  

Regulation, rules, and guidelines  
In this previous subchapter, I have slowly moved between regulations, rules, 
and guidelines. These categories are used based on origin, but it is not 
overly important in practice where these rules originate, as they are all 
introduced to the patient by the GP and clinic. While the GPs might care 
where the rules originate, it seems more important for them that there is a 
coherent logic behind them.  

If there is no coherent logic behind it or it seems more beneficial for GPs, 
their clinic, and their patients (according to GPs), they can also bend the 
rules in a non-use direction. That is also why I have seen GPs confidently 
practice non-use of video consultations. By this, I would point towards rules 
2 and 4. In the description of both these rules, I give examples of GP actions 
that limit the use of video consultations and hinder the stabilization of video 
within the patient's consciousness. Here, GPs either act as a set amount of 
time needs to pass before the clinic can consider a video consultation as 
planned. This understanding limits the conversion of phone calls into video 
consultations. Thereby limiting the overall use of video. The same is seen 
with the GP who makes booking of video consultation difficult to find and 
understand, as it is not possible to read anything about it.   
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My point is that GPs bend rules, regulations, and self-imposed guidelines if 
put under the right kind of pressure and approach, or if they see it as the 
right thing to do. GPs are a very heterogeneous and pragmatic group of 
actors, and what makes sense in one place does not always make sense in 
another. This speaks directly into the conflicts I describe in my article 3, 
where legitimacy can not be granted from above and the political realm. 
Instead, it needs to be worked in and worked out between local actors.     

2.5. Preconception of video consultations.  
Above, I have presented video consultations in general practice through its 
rules, regulations, and unsaid understandings, which shape the technology. 
When I first approached the field of video consultations, I was met with 
many preconceptions about what it was, why it was implemented, and the 
ideal use for video consultations. In the next section, I would like to 
dedicate some space to addressing these preconceptions and 
misunderstandings around video consultations in general practice in 
Denmark.  

1st Common understandings of video consultations: Video consultations are 
cheaper for society.  
One of the most surprising tidbits of knowledge I have given, when making 
the rounds in academic and non-academic presentations, is the fact that 
video consultations are not cheaper for the government than a physical 
consultation. When I began my studies in video consultations in January 
2022, video consultations earned GPS roughly a euro more than a physical 
consultation (PLO and RLTN 2022b; PLO and RLTN 2022c; PLO and 
RLTN 2023a; PLO and RLTN 2023b; PLO and RLTN 2024a; PLO and 
RLTN 2024b; PLO and RLTN 2025). Throughout the duration of my study, 
this has slowly changed, so the two consultation types give the same 
earnings for the general practice at 167,93 DKK (22,51 Euro1) each (PLO 
and RLTN 2025)I already presented the difference in payout early in the 

 

 

1 The conversation of DKK to Euro was made February 17, 2025 
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introduction, but the main issue here is the persisting idea that video 
consultations are a better solution for our society and our healthcare system.  

2nd Common understandings of video consultations: Video consultations are 
less resource-intensive   
During my interview study of patients' reasoning for video consultations, 
used in article 1, a study participant, pseudonymized as Emma, said the 
following: 

…I'm a bit socially conscious too. There is this shortage of 
doctors [GPs], you know. I really like the fact that I have 

a general practice, where quite a few medical or 
healthcare tasks are delegated to other healthcare 
professionals [in-house]. And I think… that video 

constitutions are also a time saver. I think we should try to 
adapt our healthcare system according to the resources 
that are available and the needs that are there - Emma. 

Emma here put into words a preconception I have dealt with for years. 
Based on the interviews I have conducted, video consultations are more 
time-efficient. While video has been shown to be more focused and efficient 
(Koch and Guhres 2020b; Gold et al. 2021). Within the quote, there is an 
understanding that video consultations help with the shortage of GPs. A 
shortage of GPs, which is multifaceted, as GPs are lacking in specific areas 
outside the major cities. Video consultations do not currently move GPs 
away from their clinics. The shortage is thereby still local.  

The time resource of the general practitioners is more efficiently utilized 
when using video consultations. Of course, this is a “truth” with a lot of 
moderation, as patients need control over their health to utilize video 
consultation, as shown in my article 1. This makes less complex patients 
more eligible for video use and leaves the complex patients for physical 
consultations. This is also a tricky thing to describe, as resources can be 
several things. If we follow Emma's sentiment, video is a time saver that 
could help the individual GP see more patients in a day. Still, it is with a 
very narrow margin and demands an organizational system that 
differentiates between video bookings and face-to-face. I have not met this 
organizational system yet, as most GPs follow a set booking schedule. 
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Instead, the time gained with video is used to be more thorough with face-
to-face patients and keep the daily schedule.  

Returning to the idea of being socially conscious regarding the shortage of 
doctors, the communal agreement between the PLO and the Regions also 
includes a financial framework and budget. Video, therefore, in theory, 
allows the individual GP to treat more in a day, but overall, it allowed for 
fewer services, as it was more expensive at the beginning of 
implementation. While video was being implemented, Danish General 
practice broke the 2023 budget for the first time in 12 years. These extra 
expenditures are mainly contributed to Wegovy, Ozempic, and the newly 
introduced medication for treating weight as an illness (Jermiin Kiersgaard 
2024). The point is that video is not a major change in resource use and is 
not the technology that solves the Danish health care system's doctor 
shortage. However, as a technology, it adds nuances, and video 
consultations might function as a helping hand in daily work life.  
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3. How to look for knowledge: Introduction to 
collecting: Data, Vulnerability, and STS 
3.1. Collecting data  

My first idea on how to approach the field of video consultations and 
vulnerability was to do one or two-week stays at four to six different general 
practices in order to understand video consultation and general practice on a 
deeper level. The professional field of Danish general practice is a busy one, 
or that is at least the general discourse in Denmark. This can be seen in the 
newest health care reform, which aims to raise the workforce of general 
practitioners from the current 3500 to an even 5000 (Indenrigs- og 
Sundhedsministeriet 2024). This can also be seen in previous ideas of using 
video consultations.  

The aim is to provide better GP coverage nationwide. Until this happens, 
general practices will have a heavy workload and do not easily make time 
for interruptions. Therefore, I modified the plan to fit realistic goals and 
make my research seem less like a distraction. 

In the end, I visited 10 clinics for 21 days of observation. I observed 63 
video consultations, 194 physical consultations, 74 phone contacts, and 5 
Home visits. In total, I took note of 338 different patient/GP contacts. 
Besides that, I observed six supervision sessions between physicians in 
training and GP supervisors. I did not take notes on e-consultations as I had 
no way of gathering information on those without disrupting the workflow, 
and it would be challenging as I could have seen sensitive information 
without getting any (verbal) consent.  

Besides these observations, I have interviewed 13 patients and 15 
physicians, which are utilized respectively, in articles 1 and 3. Furthermore, 
I have conducted three patient interviews that have not made it into article 
form, as they concerned chronic illness and video consultation use. They 
were part of a failed recruitment scheme, which will be further explained in 
the subchapter on recruitment.   



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

28 
 

In the broad scheme of things, these are still just numbers that showcase and 
explain very little of the exploration of video consultations and vulnerability 
I have undertaken. At best, these numbers show all the people I am grateful 
to as they allowed me to learn, while they worked or sought medical help. In 
contrast to all the places where I have learned about general practice, 
vulnerability, and video consultations, these numbers do not add up and 
seem meaningless. To make up for this, I will now explain my broader 
approach to the ethnographic work I have done and why these people behind 
the numbers matter greatly.   

3.2. Pragmatic ethnography (patchwork, focused and micro) 
I have approached ethnography in a pragmatic fashion. Here and throughout 
all of the dissertations, pragmatic does not refer to any theoretical 
standpoints; I only mean sensible, measured, and realistic when discussing 
my pragmatic choice to do fieldwork.  

First, something quite obvious is the choice for a multi-sited approach 
regarding the locations I have visited. This is not an obvious choice in 
understanding video; rather, what I mean is that it is evident that I have 
made this choice. By drawing on multi-sited ethnography, the knowledge I 
produce is broader in kind (Marcus 1998). This allows for stories of 
different sorts of video use, rather than many details on a single clinic's 
approach. I would categorize my way of collecting data for this dissertation, 
as seen in article 2, as being focused ethnography. A way of collecting data 
across multiple sites with a clearer aim (Knoblauch 2001). As a 
methodological choice, it is slowly becoming established among qualitative 
healthcare researchers (Savage 2000; Greenhalgh and Swinglehurst 2011; 
Goodson and Vassar 2011; Bunce et al. 2014; Bikker et al. 2017). My article 
2 would be an addition to focused ethnography, with a move into the world 
of video consultations (Bikker et al. 2017). While scope and focus differ, 
these other adventures into focused ethnography tell a lot about the benefits 
of fragmented fieldwork when working on themes present in general 
practice or healthcare in general. I would argue that it is difficult to do 
single-field fieldwork in general practice without acknowledging the 
fragmented field that a consultation room is, with a fixed GP and an ever-
changing sea of patients.  
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While I consider my data collection focused, I see my field work and field 
presence as more than just my visits to the clinics. My understandings are 
shaped at different sites and patched together from different sources.  

To explain this, I draw on Gökçe Günel, Saiba Varma, and Chika Watanabe's 
Manifesto for Patchwork Ethnography (2020). This allows me to explain 
how I see every encounter I have had with the healthcare world as part of 
my ethnographic patchwork. I have been to the 22nd and 23rd Nordic 
Congress of General Practice and have attended the yearly workshop 
between Danish research units in general practice several times. I have 
visited Lægedage 2023 [doctors-days], an annual conference on continuing 
education for GPs. These are just a few of my encounters with the organized 
world of general practice. All these encounters with physicians have shaped 
my understanding of video consultations and general practice.  

In their manifesto, Günel, Varma, and Watanabe make a distinction between 
the up-for-anything, the immersive-visit tradition of fieldwork, with 
separations between home and field as something masculine. Meanwhile, 
work-life balance is placed as something feminine, with concerns of 
colonialism and climate concerns as critics of this long-term, faraway 
fieldwork (Günel, Varma, and Watanabe 2020).    

By patchwork ethnography, we refer to ethnographic 
processes and protocols designed around short-term field 

visits, using fragmentary yet rigorous data, and other 
innovations that resist the fixity, holism, and certainty 

demanded in the publication process. (Günel, Varma, and 
Watanabe 2020) 

I have seen myself as a guest in the world of Danish general practice, and I 
see my visits to clinics as something that fits Günel, Varma, and Watanabe's 
work. Still, I understand my engagement with the field as more, perhaps 
more fitting to the idea of up-for-anything immersive and intense fieldwork. 
But still fragmented.  

I live in Copenhagen, almost 420 kilometers from my office at the Center 
for General Practice at Aalborg University. This is a 4-5 hour train ride each 
way. While I have done same-day round trips, this is not encouraged (by 



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

30 
 

me) or preferred. In the same vein, I have not recruited a single clinic in 
Copenhagen (nor did I see the need to). Therefore, every time I went to 
work, being in the office, at conferences, or doing fieldwork, I left any idea 
of work/life balance. I left my social life to be in the world of general 
practice. I immersed myself in their world for days at a time. This, of 
course, also speaks to the relation between the world of general practice and 
the connected research units, as logic and paradigms bleed through the thin 
division. This previous statement is an experience and an observation I have 
had and made throughout my time in Aalborg and during my visits to the 
clinics.  

This thin line between practice and research can be seen in how the four 
research units are a partnership between their host universities and the 
Danish regions. My employment contract is, for example, with the Danish 
regions, rather than with the university. The four research units are managed 
by the Danish Research Foundation of General Practice, which consists of 
an equal number of members from PLO and from the Danish regions. 
Thereby showing the political connection to the research units (PLO 2024). 
This thin division between research and general practice could also be 
proven by additional analysis on the reseachs' careers and on the sentiment 
and logic of the research produced within the research units.  

This should not be construed as a criticism or accusation of (unnecessary) 
biased and misinformed research. This is an observation of which topics, 
methods, result manifestations, and researcher background are prioritized. 
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Underneath is a small, simplistic figure that describes some of the major 
organizations that influence and are part of the world of general practice.  

This figure does not describe the levels each organization works on or their 
internal relationships. This illustration should convey the sheer size of the 
field and how it is possible to continue learning about general practice at 
each visit to that world. Furthermore, this is also how I can still see myself 
as a guest after three years. This status as a guest means every encounter 
becomes a learning experience, informing my project and understanding of 
general practice.  

The manifesto of Günel, Varma, and Watanabe sees COVID-19 as a 
disruption of tradition and a new opportunity to renegotiate the profession of 
anthropology (Günel, Varma, and Watanabe 2020). The manifest was 
published during COVID-19, which is very apparent, as there is an 
embedded idea that the COVID-19 world is the new normal. I have seen 

General 
practice

Reseach 
units

PLO

The 
Danish 
Regions

Quality 
unites

DSAM

Figure 2: organizations influencing general practice. 
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many who have happily returned to the tradition of ripping a year out of the 
calendar to follow the supposed masculine ideal of intense and extensive 
fieldwork. The reasons this chapter is called pragmatic ethnography, and 
draws on Marcus’ multi-sited ethnography, on Günel, Varma, and 
Watanabe’s work on patch-work ethnography, and on Knoblauch’s focused 
ethnography, are not to steal their thunder. It is to explain what is feasible 
and meaningful in the world of general practice, which is intensity in 
measured amounts, and hyperfocus in precise dosages.  

Doing the “work” of fieldwork demands caution, as every time you show 
up, you are considered in the field. On a practical level, I do not take notes 
of every workday or record every element in my daily dealings. In the first 
year of my PhD, I made daily logs or journals of what I learned. This has 
since become less formal and more focused on information connected to 
video or vulnerability. The way I have made notes has also been diversified, 
as I now make written and verbal notes on my phone or pc and email myself 
if some new information comes at an inconvenient time, but still needs to be 
saved. 

3.2.1. Recruitment, interviews, and observation. 
While I love explaining this project's ethnographic perspective, the 
individual articles produced have mainly been based on interview data, with 
article 2 as an exception.  

Article 1: Is based on 13 interviews with patients with video consultation 
experience.  

Article 2: is based on observations of video consultations at 10 different 
clinics across 21 visits.  

Article 3: is based on interview data from 15 GPs or GPs in training  

Here, above, is listed where the data ended, but not how it got there. In this 
sub-chapter, I will present my approach and reflections on recruiting and 
collecting data. 

The part I love most about qualitative and more explorative work is the 
many small sequences of actions that make up the project. Each contains a 
magnitude of small decisions, so many that it becomes impossible and 
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irrelevant to describe them all. Therefore, this is a presentation of the 
significant decisions and actions that went into making this project happen.  

I started in January 2022, when the last round of COVID-19 restrictions was 
still in effect. This means I started in an empty office in a city I had only 
seen for the job interview. This made me feel like Palle alone in the world 
(Sigsgaard 2002), a Danish literary reference to a children's short story 
about a child who wakes up alone in the world. Palle enjoys every 
opportunity until loneliness gets to him. The dream turns to a nightmare. 
The story ends as Palle wakes up to discover it was all just a dream. In the 
same way, the office returns to normal function and with co-workers. 

Recruiting GPs and clinics  

Being alone, more physically than spiritually, I needed a way to begin. At 
that point, I knew that video consultations were not widely used (among 
clinics) and were low in frequency at clinics that actually used them. This I 
knew from my collaborators from vCare, who had begun their projects 
before me. So I figured I would learn more about video consultations by 
seeing their actual use. My first aim was to recruit GPs and clinics to 
observe their work. With the help of my co-supervisor, Janus Laust 
Thomsen, I gained access to my first clinic visit and the help of the North 
Denmark Region's quality unit for general practice (Nord-KAP). With Nord-
KAP's help, we identified clinicians who were supposed top users of video 
consultations in North Jutland.   

The list ended up being 25 clinics long. To recruit these clinics, I began by 
calling them at their daily telephone time, as most clinics do not have public 
emails available and can almost exclusively be contacted in text by their 
patient through MitID (A Danish public digital identification measure). This 
phone recruitment resulted in long wait times, often 15-30 minutes per call. 
This is a rough estimate, as I have not noted the exact wait time. Each clinic 
has a limitation on when its telephone line is open. Which meant I could 
manage to call 1-3 clinics each day. When the phone was answered, I often 
spoke to a medical secretary, who managed the phone lines and acted as a 
filter for what got into general practice, thereby triaging patients. A 
gatekeeper before the gatekeeper. My aim was then to convince them to give 
me an email address to which I could send an information letter. In the end, 
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I became very skilled at presenting my project quickly and getting access to 
an email address. However, of those clinics, no one agreed to participate 
based on my initial recruitment. I got no answers to my emails.  

According to Solberg's and Riis et al.’s (2006; 2016) research on recruitment 
in general practice shows that the following factors are crucial in 
recruitment: 
“Relationships, Reputation, Requirements, Rewards, Reciprocity, Resolution
, and Respect.”(Solberg 2006, p. 4). In my recruitment, it became clear that 
I lacked some of these qualities when I recruited GPs, and the only 
successful clinic I had recruited at that point was through my supervisor. I 
quickly understood it as I had borrowed his relationship and reputation. At 
that point, recruitment had been a struggle. So I changed my approach.  

In my initial phone approach, I lost track of my interview requests and had 
no knowledge of where and when, in the process, I was rejected. I had a 
nagging suspicion that GPs did not always see my request. Furthermore, 
upon reflection, I did not like how I had balanced the responsibility of 
response. In my phone approach, I could send a template email, but the GP 
had to send back something that demanded actual thought and planning. The 
GP had to open their calendar and reflect on scheduling. I would like to flip 
the responsibility of response. So that GPs could give short answers, and I 
had to do the initial organizing. 

To combat these troubles, I added my project information letter to a RedCap 
questionnaire that had the primary aim of asking if GPs would like to 
participate in observation and interviews. This was also a handy way to ask 
for contact info and GDPR consent. This questionnaire managed to flip the 
response balance, as the GPs could just cross off small boxes, and I had the 
responsibility of writing the first email and finding an eventual date for a 
visit.   

I used my network's network (which is also mentioned in article 2). By this, 
I mean I contacted colleagues and friends in all four research units for 
general practice and asked them to distribute the questionnaire. The 
questionnaire was thereby distributed to my network's friends, colleagues, 
and GPs they studied with. By doing this, I could borrow all the necessary 
respect, reputation, and relationships from others and transform the 
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reputation I had among colleagues into something valuable in relation to 
GPs. This was widely successful compared to the first recruitment initiative. 
I even gained contact with clinics that had formerly ignored my recruitment 
efforts.  

Embedded in this network strategy is a clear expectation that the research 
units have relationships with many doctors. This is possible as the research 
units of general practice are filled with doctors. In my experience, doctors 
marry doctors, are in families of doctors, and are friends with doctors. This 
is part of my argument that the line between being a GP and research into 
general practice is thin, as ideas and sentiments bleed through.  

In my adoption of network recruitment, I also added another element that 
possibly affected my recruitment. Within the world of general practice, there 
is a normalized practice of reimbursing GPs for their time when 
participating in research interviews (DSAM 2024; Region Nordjylland and 
PLO-Nordjylland 2022). I have an upcoming subsection dedicated to the 
ethical dilemma, which I believe this is. Still, given the current political 
situation, I saw no way out of paying for GP interviews. Simultaneously, 
there were no guidelines for observation work by DSAM, as it is a less 
tangible time use. To kill two birds with one stone, I joined my observation 
and interview work, thereby skipping two rounds of recruitment and 
allowing me only to promise the minimum reimbursement set by DSAM, 
but still promising reimbursement for my presence.  

It also gave the effect of having something local, concrete, and relevant to 
ask about and act as examples within the interviews, thereby avoiding 
having interviews only about abstract ideals for video consultations.  

Recruiting Patients 

While this process of reinventing the recruitment of GPs took place, I also 
desired the patient perspective. Recruiting those seemed even more difficult, 
but as my project remained flexible, with only the need to add perspective to 
vulnerability and video consultations, I had free range to do whatever I 
wanted and needed to gain data. My first explorative approach was to 
contact several major patient organizations, each representing their own 
patient group defined by an illness or ailment. My idea was that 
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vulnerability, i.e., the potential for harm, perhaps could be visible in 
connection with chronic illness.  

This approach was severely limited by the size of the organizations and the 
organization's aims and structures. Ultimately, I only managed to recruit 
with the help of the Danish Fibromyalgia & Pain Association. In the process 
of using the organization as a recruitment tool, I became aware of GDPR 
challenges in sharing contact info, which is also why I first developed a 
RedCap questionnaire to gather information and be GDPR compliant. As 
seen in the subsection above, this was later developed into a more active 
tool.  

In the end, I only recruited and interviewed three people through the Danish 
Fibromyalgia & Pain Association. Their stories were fascinating, but they 
also discussed video consultations in a context other than general practice 
and the struggle of having Fibromyalgia in the Danish health care system. 
While I attempted to recruit and add more data, this vein of information and 
informants seemed to run dry.  

At that point, I was prepared to drop the patient-prong of my research 
trident, as any meaningful progress had bleak perspectives. As I describe in 
my article 1, video consultations offer patient efficiency, which also presents 
itself as the biggest obstacle in observing patients, as they choose video to 
gain flexibility and efficiency. Both of these would be lost if we needed to 
plan the video in a way that allowed me to attend2.  

Just before my 11-month defense of my PhD, I was very close to dropping 
patients as part of my project. This is a specific AAU process where an 
internal AAU staff member is invited to give feedback on the PhD project 
and its feasibility. For my 11-month defense, I had invited Professor Birthe 
Dinesen, who specializes in telehealth and welfare technology within the 
secondary healthcare sector. I am grateful she took the time to review my 

 

 

2 To clear up the timeline, I use an article made after the fact, to legitimize my choice, but I 
was aware of this efficiency from my interviews with GPs and chronic patients.  But the 
extent of efficiency is best made clear in my article.  



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

37 
 

project, as she helped improve it by insisting on the need for a patient 
perspective.  

Shortly after, a golden opportunity presented itself, as Rasmus Dahl-Larsen, 
GP, PhD fellow and fellow member of vCare, presented the idea of 
interviewing patients about how to book video consultations online. Once 
again, borrowing the relationships and contacts of others helped me recruit. 
He had the contacts to recruit for this project, but it would be outside his 
PhD scope, and his supervisors strongly advised against it. I ended up taking 
over this idea and adapting it to my project, with Rasmus's help recruiting 
patients. This article quickly overtook the others and became my first 
article.  

3.2.2. Consent 
In my interviews with GPs and patients, I have been adamant about sending 
out information letters. The information letters and the consent forms for 
patients and GPs can be seen in Appendix 3a, 3b, 4a, and 4b. With the GPs, 
it was easy to get written consent, as they were used to dealing with GDPR-
affected information and the need for consent.  

The main portion of the patient interviews I conducted was on video or 
telephone, so receiving written consent has been a challenge. Interviewing 
about video consultations was easy for the informants, but it was harder to 
secure more than verbal consent (meaning a signed consent form from the 
informant), as the informant did not really see the benefit in making the 
extra effort of sending a document back and forth. I mostly received written 
consent, but several patient informants opted for providing written consent 
by confirming their participation in an email or text for convenience or 
because of a lack of opportunities (material or digital literacy). To secure 
consent as best as I could, I made it a routine to send out the information 
letter before any conversation with the patients, especially because some 
informants turned the initial recruitment/confirmation conversation into the 
interview. Establishing my patient interviews became a messy process. The 
informants made it messy for me by avoiding doing additional work, for 
something as small as an interview about video consultation.  
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I loved the messiness of the process, as it seemed like the easiest way for me 
to access the informants' information without burdening them with 
demands.  

I hope my dissertation has given a picture of general practice and video use 
as a very dynamic process. I therefore rarely knew the agenda of my visits 
when observing the clinics. I believe consent is essential, and I also believe 
uninterrupted access to treatment is equally important. In my observation, I 
could not find a way to observe all these dynamic elements and collect 
written consent. In part because I did not know what happened each day, 
and I did not believe it to be beneficial to disrupt the treatment by 
continually stopping and delaying consultations to gather written consent. 
Such action would I see as vulnerability-creating, rather than beneficial for 
my research or them as patients/GPs. Instead, I relied on informed verbal 
consent. To gather this verbal consent from the patients, I established an 
informal collaboration with each GP I visited, where they would present me 
with my purpose and their option to consent while getting the patients from 
the waiting room. The plan was that patients, therefore, could make a 
decision regarding my presence before seeing me. Thereby limiting any 
pressure on the patient as much as possible.  

With video observation, I was presented at the beginning of the 
consultations, while being within the picture, with the same options for the 
patient. This collaboration with GPs was also used at rare times to navigate 
my presence and exclude me from specific consultation subjects, such as 
gynecological examination, or with patients who the GP believed would 
give initial consent to please the GP, but would eventually regret it (This 
consideration of patients was only needed twice). It was not uncommon that 
I saw the conversational parts of consultation, where examination was 
needed that came near intimate areas or was in other ways stigmatized.  

This way of establishing consent limited the depth at which my project 
could be presented, and I limited the kind of data I collected severely. By 
this, I mean I did not document any GDPR sensitive information about the 
patients. I refrained from documenting specific medications or diagnoses. 
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Instead, I focused on how GPs worked with and on the patients (and the 
technology), but doing this demanded a documentation of the patients' work 
on and with the GP and technology, as they worked in a process.  

3.2.3. Coding.  
In my work, I have mainly used Ryan and Bernard's description on how to 
identify themes in coding (Ryan and Bernard 2003). Themes are here used 
as an umbrella term or the leading term for a longer discussion on what to 
name the units we, as social scientists, identify in our data. In my article 1, I 
use an inductive approach, while I lean towards a deductive approach in my 
two later articles.  

When reflecting on this, I often describe and should perhaps always describe 
my approach as an abductive coding strategy (Luis Vila-Henninger et al. 
2024). This is partially done because I do not have the experience, insight, 
or temperament for deductive coding. But it is mainly done because I want 
to bring my toolbox of material semiotics concepts with me. This toolbox 
and its content are described in the chapter on Theory and preconceptions. 
Having a continuing focus on non-human actors as equals in data collection 
has an impact on any coding I have done, which led me astray from 
inductive coding. At the same time, the so-called tools do not dictate any 
coding, but are just a supportive element in making sense of the empirical 
data.  

In doing abductive coding, I can both have my tools with me and let 
elements grow from the data (Luis Vila-Henninger et al. 2024), as I have 
shown throughout all three articles, the data has led me, and the tools I have 
used have structured these findings.   

3.2.4. Reminding interviewees of actual practice: Interviewing after 
observation or through video  

In approaching general practice, I had many preconceptions of what I would 
meet in the field. Most of these preconceptions were of GPs, as I saw them 
as know-it-alls who practice qualitative work daily but can't acknowledge it 
and would rather discuss ideals than pragmatic practices. As it is with 
preconceptions, some are right, and others are wrong. But going into this, I 
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did not believe I could take the chances and just hear how GPs wanted video 
consultations and vulnerability to work. I wanted to know how it actually is. 
That is why I have insisted on having an observational aspect in my 
dissertation. Earlier, I had presented observation and interviewing as a “two 
birds with one stone” type deal, as if I only did it because it was easier. In 
actuality, it was the other way around, as I wanted to observe and make sure 
to have examples and shared knowledge of video consultations going into 
the interviews. This was a way to avoid speaking in only general terms and 
having concrete examples.  

As already mentioned, I also interviewed GPs through video, when a 
physical interview was not possible, and I attempted to interview patients on 
video exclusively. I saw video as the next best thing; if I could not observe 
actual examples of a given GP or patient, I could at least mimic the digital 
frame of video consultations. This was once again done to focus on practice 
and practical elements. For example, I could ask about diminished presence, 
as I did in my article 1, with the existing interview format as an example. 
Thereby, I used my feelings of being distant from the informant to 
acknowledge and ask about it.     

3.3. Ethics in paying general practitioners for interviews 
I have written about projects within projects earlier, using a babushka doll as 
a metaphor. This is perhaps not the best metaphor as it establishes the idea 
that all these projects are related and continuing to be smaller in size. 
Instead, I adopt the term quest to describe my smaller self-imposed aims 
within my dissertation. To do this, I have to take everybody with me into the 
engine room of recruiting GPs and reflect on a common practice: paying for 
GP interviews.  

When starting this PhD I did not expect to touch on the black box of paying 
informants. When doing fieldwork or interviewing, paying informants or 
promising financial benefits in exchange for information is generally 
frowned upon (McNall 1971). McNall argues against paying for information 
for two reasons. First, it might ruin the recruitment ecosystem and create an 
expectation for all research that inhibits university students' research. 
Second, and perhaps more troublesome for the individual project, paying for 
the time of informants is expected to change the power dynamics between 
the informant and the interviewer (McNall 1971).  
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I have previously explained how I see myself as a guest or stranger in the 
world of general practice. The practice of paying GPs will forever make me 
feel like I will never settle into it. I did not plan on paying anybody for 
interviews before beginning a Phd in a research unit for general practice, 
where it is normalized. As part of my budgeting and recruitment process, I 
was made aware that the organization DSAM recommended that we, in the 
research units, “reimburse” their members, i.e., general practitioners, when 
we needed their time to do research (DSAM 2024). The recommendation 
was so established that DSAM, at the time of my research, had set prices per 
unit of 10 minutes that you were expected to reimburse GPs. As my 
interviewing period was more than a year, this price was raised several 
times. The logic in reimbursing is that GPs are private business owners who 
lose out on the profit that they usually would earn by providing their regular 
services of general practice. The rest of the Danish healthcare system is 
publicly owned, and other healthcare staff are expected to take part or be 
accessible to research without direct compensation. While privately owned, 
general practices are still publicly funded, which makes me question the 
organization of research, as the research units and individual projects are 
now burdened with paying reimbursements.  

I mull this over, as many of the GPs I interviewed did not interrupt the flow 
of patients to be interviewed; instead, they arranged the interviews to be at 
the end of the day, either after work or when they usually worked on 
administrative assignments. Which means I did not take money directly out 
of their pocket. I just offered them a way to make a bit more. Cajas and 
Pérez-Hernández showcase in their article how the practice of enticing 
informants with gifts and still arguing against financial reimbursement for 
informants is common in departments of social science (Cajas and Pérez-
Hernández 2017). Again, the expectation to receive money is seen as a 
disruption to the power relation and something that creates biases, while 
gifts might just be a social lubricant.  

My ethical dilemma with paying GPs is that they do not really care, as if the 
recruitment ecosystem is already spoiled.  

I explained earlier how my ethnographic plans have been changed to more 
visits at more places in shorter intervals because GPs are too busy to make 
time for interruptions. I believe I recruited the clinics, particularly the GPs, 
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because they did not view my research as an interruption. This might have 
skewed my result, as I only found active video consultation users. The use 
and users of video consultations have since become my primary focus, 
making all arguments of skewed results dated. Any payment associated with 
participating in an interview became administrative and something handled 
between their medical secretaries and the administrative part of my 
department. As I paid according to DSAM guidelines, they earned roughly 
143dkk or 19 Euro pr started interval of 10 minutes. I did not experience the 
GPs prolonging their answers or attempting to extend the interview by 
adding additional information as a way to earn more. I did not experience 
the GP attempting to tell me what I wanted to hear, other than answering my 
questions and sharing their experience. My point is that McNall's fear about 
a change in power dynamics was not apparent in the interview. The GPs had 
immense power by being gatekeepers for me at each clinic. They did not 
lose this authority because of the money I could offer. I had weak moments, 
where I had hoped that money actually opened doors, because the 
recruitment process was brutal. But reimbursement or payment practice is 
all to normalized to change the current conditions between researchers and 
GPs. I see this as McNall's fear of ruining the recruitment ecosystem coming 
to light. But not in the way that he expected. In my experience with 
supervising master thesis students, GP waives their interview fee for 
medical students. Only working researchers are affected by this 
deterioration of the recruitment ecosystem. Especially research projects that 
are interdisciplinary or with an origin outside of general practice have a hard 
time working with and recruiting GP informants, because of this expectation 
of pay (and the lack of reputation).
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4. Theory and preconceptions 
In this chapter, I will take the long way around, meaning through anecdotes, 
examples, quotes, and proper references, I will bend theory as a term to 
present the preconceptions, thoughts, and cognitive tools used to make sense 
of the data collected and the world of video consultations and 
vulnerabilities.  

4.1. Theory of science in this PhD: ontology and epistemology   
I grew up with bedtime stories at nighttime. Most were made up on the spot, 
and others were read aloud to me. Why my parents chose this nighttime 
ritual is unimportant; instead, I am trying to get at a particular classic 
Danish tale by the famous author H.C. Andersen. The Story of The 
Emperor's New Clothes (Andersen 1837), which I would categorize as my 
first meeting with the idea of social constructivism. Even though the word 
"idea" is too strong, it was the first hint that something could be made 
through social and material negotiations.  

To give a short resume of the story for those uninitiated or forgetful among 
the readers.  The Emperor's New Clothes is a story about an emperor so 
embroiled in the finer things in life, especially fashion, that he gets tricked 
by con men into buying their “magic” and supremely fashionable clothing. 
They claim to produce clothing that is so fine that it is only visible to those 
specially initiated who know the finer things in life. As nobody wants to 
admit that they cannot see the clothing and are therefore not of refined taste, 
the con continues until a small child yells out, during a parade, that the 
emperor does not have any clothes on (Andersen 1837).  The kicker is that 
everybody believes enough in the social frame that they lie about seeing the 
clothing to fit in, making the social frame even stronger. To better 
understand the story from H.C. Andersen, I would go about 150 years into 
the future and draw on Donna Haraway's essay on Situated knowledge 
(Haraway 1988). What the Emperor and the surrounding court are 
experiencing is believed to a level where it is objectively true from an 
observation standpoint. If we imagine doing fieldwork in this court, we 
could not prove the clothing to be a scam (and neither should we). This is a 
relative, local, and situated objectivity, but as Haraway argues, such is all 
objectivity (Haraway 1988).  
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In hindsight, this is an example of how critics see social constructivism, as 
the construct of refined and sometimes invisible clothes is only constructed 
in the story by social beings. Since I am attempting to be truthful and 
explain constructivism, this anecdote needs a twist. The chapter The 
Promises of Constructivism, written by Bruno Latour for the book Chasing 
Technology: Matrix of Materiality, addresses this misunderstanding and 
difference between constructivism and social constructivism. The use of 
social as a prefix for constructivism is not intended to present the fabric of 
the construction; rather, it presents the setting of the construction (Latour 
2003).  

My next memory of meeting the idea of our world(s) as a construct was at a 
lecture during the first semester of my bachelor's, almost 20 years later. The 
primary source of inspiration for this lecture was the book Laboratory Life: 
The Construction of Scientific Facts by Bruno Latour and Steve Woolgar 
(Latour and Woolgar 1986). This book has also been a significant part of the 
theoretical foundation of this PhD.  

Construction refers to the slow, practical craftwork by 
which inscriptions are superimposed and accounts backed 

up or dismissed. It thus underscores our contention that 
the difference between object and subject or the difference 

between facts and artefacts should not be the starting 
point of the study of scientific activity; rather, it is through 
practical operations that a statement can be transformed 

into an object or a fact into an artefact. (Latour and 
Woolgar 1986, p. 236) 

This quote focuses on the construction of scientific facts, and many, many 
others before me have expanded this understanding of the world outside the 
scope of science (Mol 1998). This quote easily presents what spoke to me in 
Latour and Woolgar's work, as they show how materiality also plays a part 
in making constructs. Annemarie Mol takes this further as she identifies a 
multiplicity in the constructionist ontology politics, wherein things are 
enacted as more than one thing at a time (Mol 1998). This perspective is 
what is laying the groundwork for this dissertation.  
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4.1.1. Is this Actor-network theory? 
Is the project I have created founded on Actor-network theory? (with or 
without any prefix). The best answer is, kind of. In the same manner as ANT 
work, I freely use constructive and STS tools to make sense of my generated 
observations and data. I see this as a possibility, as ANT is not a coherent 
theory but rather a toolbox of different ways to arrange and understand data 
(Mol 2010; Law 2008). My output and aim with this reach are to describe 
what is observed, experienced, and enacted within my imaginary field. 

To the uninitiated, I make a small comment on the prefix regarding Actor-
network theory as a slight nod to a much larger discussion that scholars 
concerned with Actor-network theory have gone through. Some scholars 
argue that it should be called Post-ANT, as significant additions and 
reflections have been made since its development in the mid-eighties (Gad 
and Jensen 2010). There have been several discussions that have needed 
attention, which is perhaps understandable in decentralized theory-method-
approach development (Gad and Jensen 2010). I touch on one larger 
disruption to ANT by including Callon's translation idea and Mol's idea of 
the multiple networks (Callon 1984; Mol 2002). Is the network one or 
more? How I use terms and tools from ANT depends on the empirical data. 
At the core of ANT and post-ANT, the empirical data decides what is 
essential. This is why I present it as ANT throughout, but I still include post-
ANT tools.  I present both the network concerning video consultations as 
one and as multiple. This leaves open brackets for other research to add to 
an understanding of video consultations.  

4.2. Making sense of data: Concepts, tools, and terminologies  
As a way into this project, I have bought into the argument that Actor-
network theory is something other than a theory (Latour 1999; Mol 2010). 
The main argument is here that actor-network theory does not help explain 
the reason why something happens, and only helps in describing what 
happens (Law 2008). One of the other challenges with understanding Actor-
network theory as a theory is that actor-network theory is best suited to be 
grounded in empirical cases (Law 2008). In John Law's book chapter of The 
New Blackwell Companion to Social Theory, he goes on to argue that it does 
not make sense to talk of Actor-network theory in general, and it would be 
better to speak of the sensibilities of Material semiotics instead (Law 2008). 
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I will follow this sentiment and refer to the general understanding through 
the concept of material semiotics, as it is one of my overall approaches 
when collecting and understanding my data. This understanding is perhaps 
easiest to call a sensibility. John Law explains Actor-networks as a material-
semiotic tool in the following way: 

…The enactment of materially and discursively 
heterogeneous relations that produce and reshuffle all 

kinds of actors, including objects, subjects, human beings, 
machines, animals, ‘nature’, ideas, organisations, 

inequalities, scale and sizes, and geographical 
arrangements.(Law 2008, p. 2) 

I do not have a coherent theory that explains why anything happens. Instead, 
I have a material semiotics toolbox of cognitive ideas that helps arrange data 
in ways that make sense to explain what happens. In doing so, the criteria 
for a meaningful analysis are an internal, sustainable logic, or in other 
words, an analysis that makes sense with the empirical data. As seen in the 
quote above, what I consider data and sources for data is limited only to 
what is enacted or brought into matter through relations.   

Using a toolbox analogy, I can't escape a personal appeal to quote Abraham 
Maslow for: “It is tempting, if the only tool you have is a hammer, to treat 
everything as if it were a nail."(Maslow 1966, p. 15) and Abraham Kaplan 
for “Give a small boy a hammer, and he will find that everything he 
encounters needs pounding.”(Kaplan 1964, p. 28). The quotes I picked up 
early in my career represent a charming pitfall in using concepts to make 
sense of data. Every piece of data can eventually fit your approach if you 
only have one single way of making sense of it all. To better mitigate any 
pitfalls, I have collected more than just a single tool and concept for this 
toolbox.  

In presenting my constructivist ontology and epistemology, I merely try to 
write something coherent on the Toolbox before my analysis. In the 
following section, I would like to dedicate some space to concepts that have 
made it easier to make sense of the data I have collected along the way. 
These tools also influence the data collection, which is another reason I am 
hesitant to understand them only as theory. These tools are not all collected 
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from an ANT perspective, and in borrowing them, I do not intend to lump 
all theorists together. Outside of just borrowing, I have also constructed an 
approach for the toolbox that is available to everyone.  

4.2.1. Actors and Agency  

Actor. It is easy, everyone knows what an actor is – an 
actor does things – it, he, she acts.(Mol 2010, p. 255) 

I begin this section by being cheeky and taking Annemarie Mol's remark out 
of its ironic context. But in its simplest form, an actor is what acts. The 
tricky part is that everything can act, which is why I present actors and 
agencies in the same section.  

Act is here not understood as actions as in only literal motion, but rather to 
set relations and networks into motion. Agency is not only the ability to 
begin relations but also the ability to alter relations, aims, or intentions. The 
agency within this ANT approach is acting as part of the network, thereby 
mediating and having an impact on the situation (Latour 1994).  

Actors can both be human and non-human entities (Mol 2010; Law 2008). 
In its simplest form, this nondescript term nullifies any need to make 
distinctions between humans and non-humans. What matters is what is 
made to matter through their engagement in networks. I use this to focus on 
the specifics of consultations and avoid the ideals of general practice and 
video consultations.  

One way of approaching and producing knowledge is to follow an actor 
throughout different networks or fragments of the same network (De Laet 
and Mol 2000). In this dissertation, I present video consultations, which are 
both the network and a singular actor within the network of patients and 
GPs, as video consultations are said about both the meeting and the 
technology.  

In my work, I have generally focused on patients, GPs, and video 
technology as actors that influence each other. Loving metaphors too much. 
I would call those my main cast, but along the course of my articles and this 
dissertation, there are cameos and guest appearances of other actors along 
the way. Loving examples almost as much as I love metaphors, I have 
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already presented PLO, DSAM, and the Danish Regions as actors in the 
world of Video consultation and General practice. They have a larger 
influence in general practice but are not actors that patients think about or 
interact with.  Here, I specifically make use of an example with 
organization-as-actors as a segue to my next section.   

4.2.2. Translation, treason, and legitimacy tactics 
In 1984, Michel Callon published his article Some Elements of a Sociology 
of Translation: Domestication of the Scallops and the Fishermen of St 
Brieuc Bay (Callon 1984). In this article, Callon describes the different 
stages an assemblage of actors had to go through to obtain change or a 
Translation, as he puts it. Thereby showcasing the negotiation between 
humane and non-human actors (Callon 1984). In this article, it is also shown 
how groups of actors can act with a spokesperson, thereby acting and being 
as a single actor. 

I, like many others, am drawn to simple dichotomies, and while most 
authors I quote would agree that they present a pitfall of misunderstandings, 
a particular one has been on my mind for years. In 2014, Vasilis Galis and 
Francis Lee published an article called A Sociology of Treason: The 
Construction of Weakness (Galis and Lee 2014). This article takes the 
premise of the sociology of translation and flips it, thereby also addressing a 
severe critique of actor-network theory. The persistence of only describing 
what is and never describing what could have been leaves a lot of actors 
outside the scope of actor-network theory research and can have the effect 
of denouncing marginalized actors (Leigh Star 1990). In short, Galis and 
Lee describe with the concept of treason, how the act of doing networks, 
also is an act of undoing. By enacting, establishing, and assembling 
networks, some actors will be neglected, ignored, and cast aside. Actor-
network theory, as an approach, therefore, runs the risk of highlighting 
“winning” actors that took part in the network and cast aside all actors that 
could or would not take part in the established network and its aim. 

Galis and Lee describe mirror-concepts to Callon's work, based on a case of 
people experiencing disabilities' participation in networks around the 
development of the Athens Metro in 1991-1993 (Galis and Lee 2014). I 
have used the combination of Translation/treasons before and borrowed my 
matrix from my master's thesis (Van den Heuvel 2020).  
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Four Moments of Translation Four Moments of Treason 
Problematization: The process of 
identifying actors through a 
network-defining problem. 
Potential allies appear through the 
need for alliances to reach the 
involved actors’ goals (Callon 
1986). 

Distortion: By defining a problem 
through problematization, agendas 
not included are thereby neglected. 
The problematization creates an 
“other”, which exists outside of the 
defining problem (Galis and Lee 
2014) 

Intressement: this moment contains 
the actions that impose and 
stabilize actors identified through 
the problematization moment in a 
network (Callon 1986).  
 

Estrangement: The “other” 
actors/agendas lose influence by 
being dissociated. Wherein the 
intressement stabilized identities 
related to a defining problem, the 
distortion is followed up by devices 
excluding the stabilized actors from 
the estranged actors (Galis and Lee 
2014). 

Enrollment: a moment of dividing 
and accepting roles among the 
actors, as a way of going from 
receiving an identity to accepting 
them as a role through multilateral 
negotiations (Callon 1986). 

Rejection: This moment concerns 
the complete severing of the 
association between enrolled actors 
and rejected actors. It is a matter of 
transforming a series of 
obstructions into an 
insurmountable barrier (Galis and 
Lee 2014). 

Mobilization: The moment when 
the few can speak on behalf of the 
many actors. The actors come 
together to reach their goals 
together, through various actions, 
thereby reaching goals not possible 
without alliances (Callon 1986). 

Disruption: The final term of 
treason concerns the consequences 
of the “others” agendas when an 
agenda is mobilized. Other agendas 
become invisible and destabilized 
(Galis and Lee 2014). 

This complete matrix is borrowed from (Van den Heuvel 2020, pp. 15–
16). Being that I am the author and only quote myself to avoid self-
plagiarism, I have taken the liberty to improve on the grammar of the text 
in the matrix.   
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My reasoning for presenting this term and perspective is twofold. I believe 
this might help in understanding groups as singular actors. If a group shares 
goals and acts in unison, they are engaged as a single actor and treated as 
such out in the world. This stable construction of organizations as actors can 
also be seen as stable and thereby black-boxed actor.  

In article 1, I have used Treviño et al.'s findings of legitimacy tactics 
(Treviño et al. 2014). Whereas legitimacy tactics were conceptualized as a 
product of grounded theory analyses, I adapted them into the ANT 
perspective. I saw the legitimacy work as similar to the work the researchers 
in Callon's text did when they attempted to domesticate the scallops and 
fishermen of St Brieuc Bay (Callon 1984). Whereas Callon speaks little of 
intentions and planned actions, as the focus is on actions that establish the 
network, I contemplate with legitimacy tactics the actions that precede 
interacting or are planned to interact with other actors.  

Furthermore, this section, Translation and Treason, serves to later comment 
on the lack of spokespersons in implementing video consultations. I believe 
there is a problem in the overall translation process of video consultation 
implementation, and the roles of spokespersons are unassigned, which could 
lead to the vulnerability of video technology and general practice. This will 
all be discussed in a later chapter.  

4.2.3. Black box 
An actor or network is in a state of stabilization, but overlooked relations 
can be described as blackboxed. In the book Laboratory Life, Bruno Latour 
and Steve Woolgar describe how scientific facts are made. In doing so, they 
make use of the term black boxing to describe how scientific facts can be 
made through the use of non-human actors, such as a mass spectrometer. 
While this technology is a black box in itself, it also lends its credibility to 
any facts. Thereby, excluding questioning and destabilizing this new fact, 
and demanding a similar credibility to challenge the facts (Latour and 
Woolgar 1986). In the book, this is shown to be difficult, as mass 
spectrometry is an expensive technology to use, thereby making the facts 
more difficult to challenge (Latour and Woolgar 1986).  
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A black box is not commonly thought of, as the surrounding actors only rely 
on the input and output that it produces (Latour 1994). In our daily life, we 
are constantly interacting with black-boxed relations. The most common use 
of the black box is to describe the box that every airplane has, which, in the 
event of a crash or accident, can relay flight information and thereby help 
determine why the airplane failed its function (Latour and Woolgar 1986). 
We, as average people, do not care which information this box contains as 
long as it helps explain the failure of the airplane. The black box is thereby 
not up for negotiation. It is only on rare occasions, such as malfunctions, 
that a general interest is established, and the black boxes are opened (Latour 
1994).   

While general practice is not concerned with matters of fact in the exact 
same way as laboratories, the idea of having elements excluded from being 
questioned is widespread. I, for example, refer to the booking and calendar 
system of general practices as a black box in my article 1. As the article is 
patient-focused, this is a black box from the patient's perspective. I would 
argue that the GP calendar is also structured by “common sense,” which in 
turn, I understand as old and settled negotiations. There is, for example, no 
reason that all consultations have to be the same length, and the clinics are 
free to schedule video consultations to be shorter if they want to (Jespersen 
2007), yet nobody has done this.  

4.2.4. Mediation  
Just to prompt your memory, I would repeat this: ”Give a small boy a 
hammer, and he will find that everything he encounters needs 
pounding.”(Kaplan 1964, p. 28).   

In the quote from Kapland, I see a short and simple example of the 
mediation of a technology, with hammers. Mediation is the change in the 
aim of actors caused by the agency of other actors (Latour 1994). In specific 
terms, the hammer gives the boy the aim of pounding things, and the boy 
provides the hammer with the ability to be used. They thereby mediate each 
other and become a hybrid hammer-person.  

In my research, the hybrid of video-patient has been especially relevant for 
my article 1. Here, drawing on Bruno Latour's descriptions of technical 
mediation (Latour 1994). The aim was to showcase how the intentions of 
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use were impacted by the network of use. In other words, patients used 
video and wanted to use it based on their former experiences and 
expectations of how to use video consultations.  

4.2.5. Tinkering and fitting.  
Having already mentioned mediation, treason, translation, and black box, I 
am juggling many terms with a foundation in the relationship within 
assemblages of human and non-human actors. These different aspects and 
states of negotiation function as a way to describe the network, but they 
appear to be abstract and are not brought into the field. That is why I admire 
the term tinkering. This term is also heavily used in my article 2.   

This term has roots in science and technology studies (STS), as the practical 
approach to making technology and science work, when obstacles occur in 
fact-making (Knorr 1979). To tinker is to adjust and readjust circumstances, 
materialities, or approaches. The aim of tinkering is often to make ends 
meet; in other words, one tinkers to make elements fit each other. Within the 
literature on care and telehealth, tinkering and fitting are often discussed as 
small practices that patients partake in, to or around technologies such as 
monitoring devices or medicine to make it work to the patients' specific 
wants and needs (Pols 2012). In my research, tinkering has often been seen 
as smaller practices engaged in making the video consultation work on a 
technical or social level, or as a way to engage with vulnerability within the 
video.  

4.2.6. Enacting and practices  
When explaining all these terms and techniques to make sense of data and 
where to look for data, it becomes difficult to decide where to begin, as 
some terms help explain others.  

Here, I would like to focus on practices, doing, and enactment. I have 
previously shown how agency and actors are made through their relevant 
actions or the negotiations in which they participate. This section follows up 
on that thought, using Annemarie Mol's book The Body Multiple: Ontology 
in Medical Practice, in which Mol presents the following.  

The move, then, is away from epistemology. Epistemology 
is concerned with reference: it asks whether 
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representations of reality are accurate. But what becomes 
important if we attend to the way objects are enacted in 
practices is quite different. Since enactments come in the 
plural the crucial question to ask about them is how they 
are coordinated. In practice the body and its diseases are 
more that one, but does not mean that they are fragmented 

into many (Mol 2002, pp. vii–viii) 

The term enactment and how different enactments of the same thing enable 
it to be more than one but less than multiple. I have earlier mentioned 
following an actor as an approach, with a reference to the article The 
Zimbabwe Bush Pump: Mechanics of a Fluid Technology, Wherein 
Marianne De Laet and Annemarie Mol follow a technology dubbed the 
Zimbabwe bush pump and describe how it is adopted and adapted to local 
needs and materialities (De Laet and Mol 2000) A similar approach was 
used in Annemarie Mols's The Body Multiple, except she discovered, when 
following a Dutch hospital's varying ways to practice (or enact) 
atherosclerosis, that this exists in fragments. While each fragment is in some 
way atherosclerosis, it is enacted by the surrounding network in entirely 
different ways. This leads to an argument for networks as multiple, 
fragmented, and connected at the same time (Mol 2002).  

This speaks into a larger discussion on actor-network theory moving 
towards and after or post-ANT, as Callon's original discussion on scallops 
only described one central network, wherein different actors negotiated to 
secure common aims and definitions (Callon 1984). Mol breaks with this 
approach. I have borrowed terms before and after any discussion of adding 
prefixes to ANT. I accept Mols's understanding of networks being able to 
enact different iterations of the same thing at the same time.  

In this dissertation, the application of this insight into the multiplicity of 
networks is limited. This is not because this would be impossible, as video 
consultations in law texts and political negotiations differ from those 
between patients and GPs. Instead, the focus has been on the enactments of 
video consultations and vulnerability in connection with each other. 



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

54 
 

Enactment allows for this focus on doing concepts, such as atherosclerosis 
or vulnerability, through actions and practices. But I have not followed 
video or vulnerability out of the consultation.  

4.2.7. Care 
In making sense of my data, I have also taken great inspiration from the idea 
of care as a practice, as presented by Annemarie Mol and Jeannette Pols 
(Mol, Moser, and Pols 2010; Pols 2012). This section is purposely placed 
here as I have been building up toward this perspective. Care as a practice 
builds on some of the same understandings of values as constructivism and 
is acted out in relations. That care is not a static enactment and can take 
many forms, spanning different cultures and socio-material relations.  

In 2023, I attended a winter school focusing on materials in practice. One of 
the required readings was an article by Professor Hannah Brown on care as 
a practice within labor wards in a Kenyan hospital (Brown 2010). The care 
presented here is vastly different than what I have experienced, but through 
this more extreme case, care as a dynamic practice is easily explained. 
Brown focuses on the local social practice of luoro as a way to describe the 
care practice. Luoro means both fear and respect.  Throughout the article, 
Brown presents how slapping birthing patients is not uncommon if they do 
not listen to the nurse's instructions. This can be harsh reading, but 
throughout the article, socioeconomic conditions and the risks that the 
birthing patients are facing are further explained. This leads to an 
explanation of the care practice by nurses of being respected and feared as a 
way to avoid risk for the patients (Brown 2010). Following Brown, what 
good or bad care is becomes a different discussion from what care is. Care 
can be practiced and seen as bad at the same time.  

Care, as a practice, is also one of the more dominant themes within the 
telehealth literature. Which is also part of my interest (Pols 2010; Pols 2012; 
Lüchau et al. 2024). Throughout this literature, it becomes apparent how 
enactment, practices, thinking, and fitting as cognitive tools are observed as 
an actual element in the field through concepts such as care.  

My focus has not been on care, but still care has snuck into my article 3. I 
have mostly described enactment, care, and tinkering because they are the 
foundation of the next element I want to present.    
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4.3. Vulnerability – what and how 
In my construction of what I actually explored when following video 
consultations and searching for vulnerabilities, I found myself in many 
situations where I needed to explain myself. I see vulnerability as a practice, 
much like care; it is a socio-material enactment.  

4.3.1. Own vulnerability 
To begin this journey into my vulnerability concept, I would like to present 
a personal example that utilizes my final concept before I explain it 
properly.  

While writing this (13.02.25), I am passing a kidney stone. This is a harmful 
and painful process, where a non-humane actor (the stone) harm me in a 
way that inhabits me in many ways, and it makes me medically and 
academically vulnerable. The former is because it can block my ureters and 
cause a life-threatening situation. The latter, as I cannot concentrate between 
the colicky pain and the use of pain managing medication. Here, I would 
like to focus on vulnerability as a potential for harm, specifically. The stone 
harms and creates the potential for more or other harm. In most of my work 
in this dissertation, I am only interested in the potential and the not-yet-
realized harm.  

This is my third kidney stone, and after the last one, I was informed that I 
should increase my water intake in general, as this might limit any future 
kidney stones. Over the course of the almost four years since my last kidney 
stone, this increase in water uptake has evaporated. Here, I have, 
unknowingly, partaken in a practice that might have produced my kidney 
stone, thereby making my own actions part of my vulnerabilities.  

In the same way, the secondary healthcare sector also plays a part in my 
academic vulnerability. After I had spent 8 hours medicated and still in pain, 
the staff at the hospital suggested sending me home with pain medication 
and an examination time for a follow-up almost a month later, at the 
beginning of March. I experienced it as a suggestion to let time work its 
magic. This plays a part in enacting and prolonging my (as the author) 
potential for harm in not meeting my deadline or handing in an insufficient 
dissertation. Within this, I face potential negative consequences for my 
career.   
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This decision by healthcare professionals is also an ethical choice between 
enacting different kinds of vulnerability, as operations are never without 
risk. The secondary sector also has to balance many different patient risks in 
a socially sustainable way for the hospital itself. 

Defining Vulnerability 

While my example is short, autoethnographic, and could include many more 
details, it showcases most of the details that motivated the argument for a 
new understanding of vulnerability: an enacted social-material perspective.   

My example should showcase:  

- The social-material relationship between humans and non-humans in 
vulnerability. 

- The multiplicity of vulnerabilities that can be enacted and entangled.   
- The relationship between vulnerabilities and the one being 

vulnerable, i.e., self-enactment. 
- Give an understanding of how some vulnerabilities, at times, can be 

a necessary or unavoidable state.  
- Give an idea of how vulnerability can be enacted unknowingly.  

In Article 2, I begin the process and argument for understanding 
vulnerability as an enacted social-material state. The limitations of article 
writing shortened this argumentation. I would, therefore, like to extend that 
explanation with further details, but my main argument for vulnerability 
being an enactment is in the later chapter on encountering vulnerabilities, 
because I see this approach to vulnerability as a main effect of this Phd.   

To truly explain my perspective, I will go back in time, back to the 
beginning of my PhD period.  

In writing my project proposal, I found Samia Hurst's work on vulnerability. 
She shows, in collaboration with others, how vulnerability is not a stable 
(black-boxed) concept, and research often uses this term without a clear 
definition (Clark and Preto 2018; Hurst 2008; Sossauer, Schindler, and 
Hurst 2019; Tavaglione et al. 2015). According to Samia Hurst, vulnerability 
should be understood as an identifiable increased likelihood of incurring 
additional or greater wrongs (Hurst 2008). This has been the foundation of 
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my approach to understanding vulnerability throughout my project. I have 
moved this definition of vulnerability into the realm of enactment with a 
practice-based understanding of vulnerability as something that is made 
(Sodemann 2018; Strand and Svensson 2023). In addition to vulnerability 
being something enacted, I have taken a material semiotic approach to 
understanding how this enactment occurs in networks and relations. I 
thereby found a need to find a way to speak of vulnerability as something 
enacted by more than one actor while still being less than a universal state.     

Following the STS approach to vulnerability leads to a pipeline of literature 
on system- and infrastructure vulnerability and risk. Focus being on 
technologies' fragility and resilience, and practices of repair and dis-repair 
(Denis and Pontille 2021; Strebel, Bovet, and Sormani 2018; Bijker and 
Nowotny 2022). My focus is on the making, enactment, actors, relations, 
and mediation that occur when someone is made vulnerable. This is not 
easily found in the STS literature, as the focus quickly becomes on 
avoidance or restoring to a former state.  

In my reforging of the vulnerability concept, I have a very similar approach 
to it, as Faye Ginsburg and Rayna Rapp (2013), have towards disability. 
They see it: “as created by the social and material conditions that 'dis-able' 
the full participation of a variety of minds and bodies” (Ginsburg and Rapp 
2013, p. 54). It is within the same vein that I have tinkered with and 
construed vulnerability. 

Within Maria Puig de la Bellacasa´s (2017), literature, there is an 
understanding of care and vulnerability as companions, where vulnerability 
is what care cares for, and perhaps a potential consequence of caring, as one 
might become more vulnerable by being entangled in care relations (De la 
Bellacasa 2017). De la Bellacasa´s focus is on caring, and not on the actions 
that make vulnerability, but in her care concept, she allows and understands 
that care is not inherently good but can be a troublesome affair (De la 
Bellacasa 2017). I do the same, with my understanding of vulnerability, as 
good ethical values can emerge within vulnerability practices.  

Having this general practice focus has made me rely on inspiration from the 
care literature. I have observed vulnerability, which has been a consequence 
of entangled actions and relations, which is what I have documented.  
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5. The knowledge produced and perspective raised.  
We begin this next chapter with the last article to be finalized and prepared 
for publication, and one of the first articles for which I collected data. 
Article 3 is based on interviews with GPs performed between May 2022 and 
May 2023. These interviews were initially performed simultaneously with 
the ethnographic study of Article 2. This makes for a messy and entangled 
structure, as I have numbered the interviews after the chronology of 
preparing them for publishing, and not after their internal relations to each 
other.  

I have chosen this structure as I believe the first thing needed to use video 
consultations is legitimacy (article 3), the next is willing users (article 1), 
and only thereafter is it meaningful to look after the vulnerabilities that 
emerge from and in using this technology (article 2). That being said, 
vulnerabilities are being practiced throughout the data used in article 3 in 
legitimacy tactics and in article 1 on user reasoning, which I will explain 
later. Furthermore, uses and legitimacy, at least in the articles, are entangled 
as will soon be shown in the resume of article 3.  
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5.1. Article 3 - Stabilizing the use of video consultations through 
legitimacy work – a qualitative study in general practice in 
Denmark 

In article 3, I have chosen to focus on GPs' legitimacy tactics, as Treviño et 
al. conceptualize it (Treviño et al. 2014). This is understood as practices and 
understandings that should tinker with and fit video consultations into the 
norms of the specific general practice, as I argue in article 3. While the 
article focuses on the GPs' actions as legitimacy tactics, I see these tinkering 
and fittings as practices that eventually could lead to black boxing and 
stabilization around video consultation as a concept.  

With this article, I present five different legitimacy tactics that GPs employ 
to create interessement and enrolement among other GPs, the clinic staff, 
the technology, and the patients. These five different tactics are: self-care, 
patient autonomy, selective triage, hybrid consultation, and communicative 
techniques. 

I begin with an example of GPs enjoying video consultations, which I 
narrow into self-care by GPs. This kind of video consultation can create 
relief during a busy workday, and some GPs believe it helps prevent 
empathy fatigue. This is understood as a legitimate personal benefit for the 
GPs who experience it, but GPs simultaneously problematize it.  

The next tactic to establish legitimacy is prioritizing the valuing of patient 
autonomy. In the article, I tinker a bit with this, as I see it as a process of 
legitimacy rather than just a tactic. Patients also need to show that they can 
control and use this autonomy responsibly by not wasting GPs' time or 
putting themselves in unwanted situations. While it is a process with 
patients, the logic behind it is used as a tactic among fellow GPs.  

The third tactic I have identified is GPs and their staff partaking in active 
triage of the calls and online bookings. This tactic mainly helps align 
interessement and actions within the clinic, as it helps GPs and their medical 
secretaries and staff to act as a singular actor toward patients. This is partly 
seen as a clinic-specific practice, as screening online bookings, telephone 
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calls, and triaging based on this is an invisible practice. This form for triage 
also builds on the explanations I gave in the chapter on rules and regulations 
in the 3rd rule on video consultations. Screening bookings is somewhat of a 
common practice, and it builds on the foundation of avoiding Email 
consultations or online bookings about acute issues that have not been 
discovered in time. The second reason I see it as an internally oriented 
practice of legitimacy is that most of the legitimacy work is in the ongoing 
conversations between GPs and other staff on what they, in this clinic, are 
comfortable seeing in a video consultation.     

The fourth tactic was hybrid treatment plans. With this tactic, I move into 
practices intended to motivate and align patients with meaningful video 
consultation use, thereby stabilizing the role of video consultations. This 
tactic uses a hybrid-treatment plan, so video consultations have other 
consultation modalities to act as a safety net. This is partially based on the 
logic of everything that comes around, and uncertainties regarding limited 
empathy or vulnerability across video or missing significant details across 
the video are mended by regular in-person consultations. Similar video-
patient might lose some time/connection by being on video, but the rest of 
the patients that day and the GP gain that time. Within this logic, efficiency 
makes time something that patients give to each other.    

Lastly, I have come to the practical tactics of communicative techniques. 
During the interviews, it became apparent that GPs use several techniques to 
communicate better during video consultations. These techniques include 
insisting on small talk, mimicking eye contact, and over-verbalizing 
communication.   

These communicative techniques are not entirely new, and is seen in 
variation in other literature (Kofodet al. 2024; Assing Hvidt et al. 2024). I 
have even shown traces of them in my other articles, as they are a common 
practice. I also introduced this in my article 2, where I use an example of a 
GP that resizes her received video feed to fit it up near her own camera. In 
this example, the GP does this as a very standard action, which does not fit 
well into the situation, as the patient and family film the consultations 
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differently from others. As the father acts as a cameraman and the family 
can therefore not see the GP's attempt at mimicking eye contact.  

Now, I would like to return to how legitimacy tactics rely heavily, at least in 
my practice-oriented scope, on the already existing use of the tool. In article 
3, the use and actions to establish legitimacy, for further use, are entangled, 
as most tactics rely on successful use. With this article, I detail how GPs 
legitimize and stabilize video consultations as a consultation modality. 
While I find it interesting how they do this, I am also fascinated by why the 
GP is the one to do this work. Often, my informants acted as champions of 
video consultations and IT in general. The interlocutors did not always agree 
with the rest of their clinic on how to or who should use video consultations. 
By focusing on practices of legitimacy tactics, I also come to understand 
why they ended up being the champions of video, and the short answer is 
that there were no others to lift this assignment.  

Here, I call it an assignment because, as I have shown earlier, video 
consultations are introduced with political momentum and financial 
incentives. Still, these political organizations can not implement, stabilize, 
and legitimize video consultations with the relevant actors. Here, I mainly 
mean the patients and the clinic staff. This leads me to a later discussion on 
translation, treason, and spokespersons.  

Lastly, I promised a small insight into how I saw vulnerability in the 
legitimacy tactics as well. I see three immediate vulnerabilities in Article 3: 
empathy fatigue and GP identity.   

Empathy fatigue and general burnout are very real harms that more and 
more GPs face (Zenasni et al. 2012; Bruun et al. 2024). In general, more 
complex patients, more patients per GP, and more assignments within 
general practice are given as reasons for more stress, less well-being, and 
potential burnout (Bruun et al. 2024). In article 3, I do not claim that video 
consultations solve this; I relay GPs' experiences of how video consultations 
help a little on a busy day. Video consultations are thereby used as a short-
term way to avoid an abstract vulnerability. This is also the main problem 
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for GPs in prioritizing doing video consultations, as they do not wish to be 
self-serving.  

Using video consultations to avoid one kind of vulnerability leads us 
directly to the next vulnerability. That of the GP identity. This is tied to 
some of the uncertainty described in the Nortug et al. article on video 
consultations, the uncertainty of relations (Nordtug et al. 2022). Being the 
primary gatekeeper for patients in the Danish primary and secondary 
healthcare system, there is a wish to provide a continuity of care (Sandvik et 
al. 2022). GPs, especially the ones still going through specialist training, 
were scared of being absent GPs if they used video consultations. With that, 
they lost some of their identity as healthcare professionals. These two 
vulnerabilities co-exist and are locked in a relation with each other, as GPs 
should care for themselves and their patients, if they wish to remain GPs for 
a long time.   
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5.2. Article 1 – Patient-Initiated Video Consultations  
In this chapter, I will present the findings of article 1: Patient-initiated video 
consultations: a qualitative study on reasons for patient-booking in Danish 
General Practice (Van den Heuvel et al. 2024).  

The first article made for this dissertation sets the stage for video 
consultations and diminished presence. This article is an STS-inspired 
empirical study on the use of digital consultation in health care. Previous 
articles have focused on the technological frames influencing GPs’ use of 
video (Lüchau et al. 2023) or other information technologies in general 
practice (Mort, May, and Williams 2003). However, video has often only 
figured as a subsection of digital consultations in science and technology 
research. (Cartwright 2000; Pols 2012; Pols 2010)  

With the article's main findings, I show that patients initiate video 
consultations to achieve efficiency and control over their own time. 
However, these wants, in combination with the technology, influence the 
consultation to be shaped by diminished presence and a need for the 
appearance of control over the patient's health status.  

To encounter vulnerability in a digital meeting room shaped by new 
technology, social norms, and professional standards, I saw it necessary to 
understand this new technology and its impact on social norms. By looking 
at patient-initiated video consultations, we also gain access to many 
contemplations or negotiations between patients and technology. Focusing 
on themes that emerge between patients, video technology, and the GP, I 
saw three major elements that impacted patients' choice of booking video: 
efficiency, control, and diminished presence. Patients saw video 
consultations as an efficient choice, especially as video consultations saved 
them time, and they did not need to engage in small talk. Video thereby 
became an easy way to receive results, discuss minor health issues, or 
continue a longer treatment process (Van den Heuvel et al. 2024). There are 
similarities between GPs' legitimacy tactics, from article 3, and patients' 
preferred way of using video, as both see a benefit in the hybrid treatment 
plan.   

This efficiency was closely related to control, as patients both needed and 
gained control from using video consultations. Patients reported that they 
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could have more control over their time and be in control of their schedule 
when they booked video consultations. The patient was not bound to a 
specific location, and any delay in the GP schedule had less effect on the 
patients' day as they were not restrained to the waiting room. Suppose the 
patient partakes in wage labor, in work that demands continuous presence or 
has a long travel time. In that case, they usually prefer time slots in general 
practice that allow for the least amount of time away from these obligations. 
Video consultations allowed patients to more freely choose a consultation 
time, as they were not limited by the need for the availability of often 
sought-after morning or late afternoon time slots, as it is somewhat easy to 
take a 10-15 minute break for a virtual doctor's visit, i.e., video consultation. 
In the article, I argue that video impacts the black box of general practice 
scheduling, wherein patients just choose among pre-established options 
made available by their GP without questioning this system. I purposely 
argue that video does not open; rather, it circumvents the black box of 
scheduling, as patients can be freer without the scheduling having to change 
(Van den Heuvel et al. 2024).  

Implicit in the uses patients reported and how they saw their use of video 
consultations, it also became apparent that causes or subjects that fit well 
into using a video consultation often were already under some form of 
control. With this, I mean that patients were not completely uncertain about 
the circumstances. In the article, I present this through a statement from a 
patient known as Laura, who needs regular blood sugar level tests and to go 
over the results with a healthcare professional. A process she is used to and 
therefore does not see the need to come into the clinic every time (Van den 
Heuvel et al. 2024). Going outside the article's data, this pattern of minor 
issues, or issues with patients having preexisting knowledge, was not 
uncommon in the observations. I observed several video consultations about 
regulating the dosage of pharmaceuticals. I saw several video consultations 
where a patient came with a recurring problem or illness and wanted to 
inform the GP and restart treatment. I saw several video consultations where 
people had severe issues like stress. The patient knew they had these issues 
and used the video consultations to admit it in front of their GP. Video 
consultations thereby become a tool when patients have control, as I put it in 
article 1, or at least the issues and subject are not riddled with uncertainty. 
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This issue of having few and minor uncertainties or many and huge 
uncertainties relates well to the last emerging value that was seen in patients' 
reasoning for booking video consultations: Diminished presence. In the 
article and this dissertation, diminished presence has been a common theme. 
Patients and GPs report it in my interviews, and I have observed several 
instances during my fieldwork where the patient and the GP do not have the 
same connection to each other, as in physical consultations. Often, a 
metaphor of distance is used by human actors to describe their relationship 
and social connection when using video consultations.  

In the grand scheme of things, this article, within the dissertation, serves to 
set the scene for video consultations in general practice. While all studies 
within this dissertation are empirically founded and based on situated 
practices and enactments of video consultations and general practice, this 
article shows findings that surface in other studies. These common findings 
are that efficiency is somehow connected to the practice of video 
consultations. The time control patients gain when using video consultations 
is emerging as a general finding. I would argue that almost half of that 
article could be considered common knowledge among seasoned video 
consultation users in and perhaps also outside the context of Danish general 
practice. So much so, the first reviewer of the article wrote the following:  

“Your article covers similar topics and suggests results 
identical to those of many telemedicine and telehealth 

studies. For these reasons, it is not original enough to be 
published in the Digital Health. I wish you success in your 

future articles.”  

This harsh review provoked the following response from me and my fellow 
authors. I have chosen to include it so as not to leave too much doubt in the 
reader's mind about the content of Article 1. I have also included it, as it 
explains, with great insights, how I see this article's addition to academic 
literature on the subject of video consultations. We replied as follows:  

“Dear reviewer 1, we acknowledge that this study, in part, 
suggests similar results to some select telemedicine and 
telehealth studies. However, seeking to go beyond mere 
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confirmation of empirical findings, this study adds 
explanatory power through use of theoretical concepts. 

For example, we show how perceived convenience factors, 
e.g., efficiency, that motivate video consultation use 

emerge through “technology mediation” (drawing on 
Actor Network Theory)(Latour 1994) and how this 

mediation impacts on patient user motivations and use 
within a “hybrid network”, comprising human and non-

human actors. Thus, we claim to bring novelty to the 
research literature by studying known convenience factors 

through a theoretical lens that can explain how 
convenience factors are not solely tied to the 

technology/medium, but emerge in the relationship 
between technology and users (the hybrid network of 

human and non-human actors)(Latour 1994).”3  - Our 
Response letter 

With this response, I show the unique value of the article by using mediation 
to explain the reasoning behind a technology and how that reasoning is 
impacted by the former intention and the technology's capabilities. I 
interpret the reviewer's remarks as a critique of the science of the mundane, 
the common, or practices. I do this because it would act as a better segue for 
my following paragraph. I also do this as it is a nagging suspicion I have, 
and I do this to describe some more about everyday practices as a science.  

In Latour and Woolgar's book Laboratory Life, they observe and describe 
practices in a laboratory as they connect in producing science. In very short 
terms, this deconstructs all science production into elements of practices and 
relations (Latour and Woolgar 1986). Thereby paving the way for 
establishing other practices (or the observances of practices) as science. 
While I acknowledge that diminished presence and the convenience factors 

 

 

3 In the response, we did not include the references, as they are clear from the specific 
article, but to allow more transparency, I have included them here.   
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of video consultation are perhaps not common knowledge, they are certainly 
not rare knowledge either. What I add is the understanding and description 
of how practices shape relationships between actors, which impacts patients' 
reasons for using video consultations. This leads to the conclusion that 
(experienced) patients are very aware of how the services they request 
function and choose them because of this.  
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5.3. Article 2 – Tinkering with vulnerability in video consultations.  
Throughout the entire PhD process and this dissertation, I have built 
towards vulnerability as an enactment and how best to present this and its 
relation to video consultations. To frontload this argument, I must admit that 
video consultations and vulnerabilities do not have a special relationship. 
With this approach to vulnerability, everybody should be able to identify 
vulnerability in many situations. Of course, some elements might not be 
black boxed, like in the case of video consultations, as they are still not 
wholly stabilized, as seen in article 3 

In article 2, I showcase four cases from three clinics where vulnerability is 
enacted and negotiated. In this chapter, I will include a single example extra 
that was excluded from the article to adhere to a word count. Before 
displaying the details of each case, I would love to dwell on the motivation 
behind this article and its approach. All through my field work, I met an 
understanding of vulnerability that was worth studying further: Video 
consultations can not be used for serious subjects, as they can not transfer 
care and empathy well across the screen and the diminished presence. I took 
this also to mean that vulnerability could not be received well through 
video, and I would like to explore this further. Reminiscences of this 
understanding can be seen in articles 1 and 3, where patients and GPs claim 
they would avoid the video modality if they knew it was a serious subject or 
the patient was in an uncertain situation. These opinions, captured in 
interviews, did not completely match my observations, where I saw plenty 
of different and uncertain elements play out in video consultations.  

In the article, I use the following headings for the cases 

 A new patient who no-shows for a video consultation 
 A family with cultural differences and an infected child  
 The lost example: the complete no-show. (extra example) 
 A patient who expresses a death wish 
 A patient, a daughter, and the mental baggage  
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Most of these cases were uncommon, and I have been selective in deciding 
on them, as they each display a different way of tinkering and negotiating 
with vulnerability.  

A new patient who no-shows for a video consultation 

In the case of the no-show patients, we see how the GP's role can be 
crooked if the patient acts unexpectedly. This patient is new to the clinic and 
is booked for video consultations. In the data, it is unclear how or why this 
patient was initially booked for a video consultation, as he has forgotten the 
consultation and does not present a need or want for it, but still participates 
when the GP calls. In other words, this consultation lacks a subject and ends 
up being a general check-up/introduction of the patient. While not 
mentioned in the article, this patient lives close and would like to come in 
for the next consultations in person. This patient is also an example of Rule 
10th, presented earlier in this dissertation.  

The unclear origin of how and why these actors meet in a video consultation 
helps showcase the most abstract enactments of vulnerability. This case 
moves vulnerability from patient-centered to an experience that can happen 
to all in the network. In this case, the GP is struggling with his GP role when 
there are no consultations subject to return to and center the conversation 
around. Still, I identify the network and the video technology as the actors 
that are enacted as vulnerable. The video could be blamed for this messy 
conversation and seen as a troublesome technology. Several technical 
difficulties throughout the consultations worsened this.  

This episode was only possible because of video consultations, and its 
breakdown changes something within the organization of general practice. 
When I did my fieldwork, video consultations were not yet normalized, as 
described in article 3. One of the ways this can be seen is how normal it was 
for patients to get stuck in the wrong part of the video-waiting room. One 
GP once explained that it is like there is an extra step to logging into the 
video consultations than what would be intuitive. To fix this, GPs had been 
conditioned to collect the phone numbers of their patients and call them if 
they did not show up for their video consultations.  
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This mechanism is how a patient can both forget and not need a consultation 
and still end up in a video consultation, which results in a patient with a new 
kind of attitude towards the consultations than previously experienced (by 
me). I see this as the technology tinkering with and prying up a set 
negotiation in how much GPs need to do to get a hold of their patients. This 
case also showcases why there is potential harm and uncertainty for GPs in 
shifting towards an approach where they seek out patients.  

A family with cultural differences and an infected child  

This example was simple on the surface, as it included seemingly first-time 
parents and an infected small child. It was one of the most common 
examples of video consultations, seen in observations and mentioned in the 
interviews with GPs. I used this example to showcase the simplest form of 
vulnerability: the fear and uncertainty connected to the patient's medical 
condition worsening. I like to refer to this as clinical vulnerability. Many 
consultations, videos, or otherwise, are rooted in a wish to intervene against 
this kind of vulnerability.   

Still, this example was not as simple as all the other cases of virus-infected 
children. This case was filmed differently, and the parents had a different 
nationality than the GP; both of these elements resulted in uncertainty and 
different expectations, which were seen in diverging actions.   

This example is included as the GP brought in the whole family for a further 
check-up to ensure nothing had slipped her examination. This escalation 
was interesting at the time. The GP justified this action by needing to speak 
another language with the patient’s family, making the language and cultural 
barriers another layer on top of the video consultation that the information 
should go through and adapt to. Most of this case is contingent on the 
language barrier as an escalating factor (mediated by video technology) and 
a misunderstanding concerning what not drinking water is and how extreme 
this should be understood.  

In this case, there is another detail I would like to follow up on. In article 3, 
I briefly describe how GPs commonly resize the video-feed they receive 
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from their patient to make it smaller and move it up close to their webcam. I 
have described this as part of a legitimacy technique in article 3, but in this 
case, something odd happens. The patient's family films a third-person set-
up wherein the family can see the screen. There is a mismatch in the GPs' 
actions of resizing. This mismatch builds on different expectations, on who 
the video feed should benefit: The GP as a way of receiving medically 
relevant non-verbal information, or the family as a way of serving comfort? 

The actions are mismatched as the GP can not see anything useful and does 
not intend to see anything useful if she makes the video feed smaller. It does 
not matter how extensive the filming setup becomes. Vice versa, mimicking 
eye contact does not make sense when one part (the family) also does not 
mimic eye contact. The GP action is, therefore, more a habit than a part of a 
legitimacy technique. In article 2, I do not argue that this is not a legitimacy 
tactic; rather, I argue that the GP does not tinker with the consultation form 
to maximize the potential for success.   

Intermission: Video-made vulnerability  

Here, I need a small break to summarize the two previous examples, as they 
share something in the video-vulnerability relation. Video consultations are 
a culprit or a collaborator in the enactment of vulnerability. In plain words 
that adhere to the theoretical chapter, video consultations become an actor in 
enacting vulnerability in these cases. Without this use of video consultation, 
the vulnerability would be made differently, and perhaps less. The video 
element enhances the potential for harm and the potential harm.  

The lost example: the complete no-show. (extra example) 

Here, I would like to present a case that could not make it into my article 2. 
The case is of a patient who does not attend their video consultation. As an 
observation, it shows how patients can be vulnerable without knowing it, 
how actors can self-enact the potential for harm, and how actors can take 
part in assemblages without being present or aware.  

This should have been a video consultation. However, the 
patient is not in the video waiting room; the GP looks at 
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the electronic patient journal and explains that they have 
not been to their last appointment with a diabetes center. 
The doctor tried calling again, explaining that the last 

time they saw the patient, he was diagnosed with diabetes 
and that the blood sugar numbers were quite dramatic. At 

the same time, the doctor notes that the patient never 
followed up on their referral to a diabetes center. So, the 

patient is still receiving the dose prescribed by the GP but 
has not been thoroughly examined and does not receive 
regular check-ups. The doctor also notes that the patient 
has a mental illness, and it's been a long time since the 

patient has been to a doctor.  

The doctor managed to call three times before he gave up 
on getting in touch with the patient. It's a bit worrying for 

me. As a result, the GP and I discussed the dilemma of 
how much to do as a doctor, while referencing this case. 

The doctor does not feel they can or are tasked with doing 
outreach work to their patients. In conversations, the 
doctor gets a bit annoyed and explains that it will end 

badly, not to be treated, but that it is ultimately the 
patient's own fault. However, the doctor says that it's 

annoying as hell. And I understand it as if it's seeing a 
patient slip through your fingers and end up untreated or 
mistreated. Even when the doctor thinks it's the patient's 

responsibility, it's annoying to experience. – Van den 
Heuvel fieldnotes 

 

Here, I end the episode by following some of the plentiful information that 
is already being exchanged. In this case, I was worried that this patient 
would experience additional wrongs due to not meeting for their video 
consultation.  
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The enactment of vulnerability is perhaps one of the easiest to establish, as 
the patient lacks knowledge of the necessity of showing up or the 
capabilities to follow up and get the help that becomes increasingly 
necessary to survive and thrive. This episode ties into clinical vulnerability, 
as the patient is putting themselves in danger by their actions. This is at least 
what information is available at the time of the consultation. By focusing on 
situational enacted vulnerability, the interaction and consequences of non-
interaction leave traces. This particular patient has left traces within the 
electronic patient journals that convince the professional side of the 
interaction of great risk. Even though there was no encounter between 
human actors, this is still an encounter with vulnerability for the GP and me 
as an observer. I do not have a face to connect with this vulnerability, but it 
does not make it any less real that someone is experiencing a tangible 
deterioration of their health because of insufficient treatment and 
examination. Enactment is not singular or without the impact of others, and 
I, as an observer, and the GP, as a health professional, are also put into a 
vulnerable situation as we are uncertain about the health consequences for 
the patient. This vulnerability is bound to worry, inability to act, and 
uncertainty.   

The organization of video consultations changes the GP's way of 
approaching no-shows when video consultations are used. While the GP, in 
conversation, argues against following up as a standard practice and for 
patients' autonomy and responsibility, something differs in the contact 
method. The GP calls three times when the patient does not attend a video 
consultation. This set of actions is normalized by technical issues, much in 
the same way as the GP calls the patient in the first episode. This time, the 
GP reads the electronic patient journal while calling, which motivates more 
than just one call. The act of reaching out, of seeking out the patient, to 
follow up is hereby done through the social loophole of adjusting for issues 
on the patient's side. This tinkering with reaching out might help the 
patients, as it lowers the threshold for GP-initiated contact and treatment.  

This example did not make it to an article because of a word cap, but it was 
also uncommon. It is the second example of a no-show and the only 
example I have of a video consultation that never happened but still enacted 
vulnerabilities.  
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A patient who expresses a death wish 

In this case, the GP and the patient use a video consultation to discuss the 
patient's mental illness, which turns to a conversation about a passive death 
wish. Here, passive is used, as it is what the patient can admit to. In the 
conversation, it is revealed that the patient has a “plan” for active suicide, 
but has not acted on any of the planned steps. Once again, the vulnerability 
is easy to establish, as this patient might want to kill themselves, because of 
an underlying mental illness. The mental illness has become worse. This 
video consultation was calm and collected, with tinkering, negotiations, and 
small steps between patient and GP, like an elegant dance.  

Based on the patient's depression and anxiety scores, a conversation follows 
about the patient's current mental health. While the patient's mental health is 
not generally well, the GP manages to use and tinker with the video 
consultation format in a way that secures a meaningful conversation 
(according to the GP) with the patient, thereby using video for a serious 
subject. Not only does the GP check up on the depression and anxiety scores 
and the patient's current employment situation, but the GP also knows the 
patient and uses this knowledge in an attempt to provoke. As much of this 
happens across screens, the GP continues looking in the electronic patient 
journal and the scores provided. Where I identify as impressive tinkering is 
when the GP knows he is provoking the patients and manages to time the 
use of video to gather facial expressions as part of the patient's answers.  

I call this tinkering impressive because this episode was uniquely severe and 
one of a kind among my video consultation observations. Much of the 
literature, including my articles 1 and 3, has elements that reject serious and 
vulnerable subjects in video consultations. Seeing a serious subject in video 
consultations demanded more tinkering and negotiation. Still, I would also 
consider this one of the more successful video consultations or perhaps 
well-covered subjects in a single video consultation. In tinkering and 
negotiating with the patient, this GP also used what I call legitimacy 
techniques in article 3, as he over-verbalized and forced a broader talk 
(small-talk-ish) about the patient's life situation.  
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This case was unique to video consultations, but not to the GP, the clinic, or 
the patient. This was revealed after the consultations ended, where the GP 
revealed that this mental illness has been ongoing and that the GP used 
previous information to provoke and gauge the seriousness of the illness and 
how prepared the patient was to act against this illness, with side effects and 
all.    

A patient, a daughter, and the mental baggage  

This observation is from the same GP and clinic, with a parallel but vastly 
different seriousness.  Where the earlier consultation was calm and 
collected, with small steps, this is a chaotic and rapid explosion of feelings. 
Once again, it is a mental illness that is the subject of the consultations, and 
the GP directs the conversations towards how the patient and the illness, or 
the patient with the illness, can and should navigate the worlds surrounding 
her. This is primarily being discussed through an episode that the patient has 
gone through.  

Between the patient and her self-assigned obligation towards her grown-up 
daughter, this patient experiences mental exhaustion. In contrast, the GP 
would like to approach subjects like exercise, sleeping hygiene, and 
expectations of mental energy. This case mostly shows how patients also 
enact their vulnerability. Here, it is exemplified as the patient keeps 
returning to the experience of moving her daughter, and how draining this 
is. The patient is reluctant to follow the GP into his bio-medical realm, with 
good advice, and can not keep her concentration on this subject. The same 
reluctance can also be seen in how the GP keeps attempting to move the 
conversation away from the incident with the daughter. There is a similar 
negotiation and need to tinker, but in the end, the metaphorical dance is 
more passionate, wild, and unpredictable than the previous case.  

Epilogue: Video-transmitted vulnerability 

A common saying is to say Do not shoot the messenger, as if the messenger 
is or should be detached from the message. While I do not think such 
detachment makes sense, the last two examples are perhaps the closest I will 
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come to messages of vulnerability being transmitted through video and not 
clearly transformed by video. The “lost” case was also excluded, as there 
was something enchanting in presenting some symmetry between cases. In 
the article, I show two cases where video has an active role in the enactment 
of vulnerability and two cases where the video consultation serves a 
function of transmitting vulnerability.  

This symmetry is just a construction, as one could also focus on which 
actors took part in enacting themselves as vulnerable, or the focus could be 
on technical expectations and experiences with video consultations.  
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6. Discussions  
In this chapter, I will touch on larger and smaller discussions. Since I have 
just presented my article on vulnerability and several cases on vulnerability, 
I would like to squeeze some other smaller appetizer subjects in before 
returning to the main course of vulnerability and the research question.  

6.1. Black box of general practice.  
In Denmark, a general practice is a private business with its own procedures 
and organization. As all general practices share the same singular customer 
(the regions), many services are standardized.  

In Denmark, citizens are in principle free to leave and replace their GP with 
other GPs if they wish to do so (Borger.dk 2025). In practice, this is 
contingent on other clinics nearby existing, having an open patient list, and 
the distance to these other clinics. This is part of the reason a political 
priority has been made to go from 3500 to 5000 full-time GPs employed in 
Denmark (Indenrigs- og Sundhedsministeriet 2024). Like the number of 
GPs is a political decision, so are many of the services that the GPs provide 
(PLO and RTLN 2024). If the GP wants to get paid, they can only provide a 
service that needs to be approved in the overall communal agreement. As 
the structure of general practice builds on a tradition of bi-yearly 
negotiations between the PLO and regions, it becomes difficult for singular 
individuals to renegotiate structures or black boxes of general practice. As 
such, much of the general practice sector is standardized towards services, 
and the free GP-choice is not always an option; the patient is locked into a 
situation where they must act and react to the preestablished structure of 
general practice. Or at least so it appeared on the surface of my observation 
and interviews. Moving into a spatial metaphor, we have seen signs 
throughout all three articles that the video consultation technology and 
concept have softened the edges of these organizational black boxes. Many 
of these signs are smaller changes in practices and will perhaps never be 
more than this, but I would still like to follow up on them.  
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This is seen in how the GP schedule is more easily navigable for patients 
without changing much for the GP. The way GPs schedule their 
consultations and organize their clinic is mainly controlled by the clinic 
owners (which are primarily GPs working within these clinics). Very little is 
decided on how to provide services by communal agreement. Meaning that 
the standard 15-minute consultation is just a tradition (Jespersen 2007).  

Video consultations provide a way to give time back to the GP, the clinic, 
and the other patients waiting for their consultations. GPs use this as part of 
a legitimacy tactic, as time is distributed. Delays plague general practice; 
this is common knowledge in Denmark, and I understand this as the norm in 
other Nordic countries as well (according to my participation in NCGP). 
Video helps a little bit with these delays, as videos are quicker. In all my 
interviews, I have made an effort to ask about the GPs and patients' 
understanding of the time and the patient's need to wait, in booking, and the 
waiting room. This data has not yet manifested into anything concrete. 
However, video consultations are known to be efficient and short. This can 
be seen in my articles 1 and 3, and in the general literature (Koch and 
Guhres 2020b; Gold et al. 2021; Kofod, Christensen et al. 2024; Lüchau et 
al. 2023).  

This distribution of time and the organizational black box surrounding 
scheduling is circumvented by video consultations. There is an idea of a 
fairer distribution of time involved with this. Instead of having a flat rate of 
10, 15, or 20 minutes between each patient, which is the norm (this is the 
clinic's choice) (Jespersen 2007). Richard Arnitage, GP and researcher, 
argues in his article on lateness in the GP schedule that it is an ethical issue 
that will burden patients or the GP in some way (Armitage 2025). Video 
consultation makes a distinction in time used pr. patient, without adding 
accusations of visibly differentiating between patients. This is done, as the 
allocated time stays the same on paper, but in practice, it is shorter. This 
does not cause an issue as most video consultations are something that 
patients agree to do, and the mediating effect of shortening the consultations 
is part of the patient's choice. GPs thereby gain some minutes in their 
schedule. It is not minutes they can use to plan more, it is often minutes that 
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they are already running short or going to be delayed by at the end of the 
day.  

Another organizational aspect that is softened by the introduction of video 
consultations is the role of outreach work by GPs. Underneath is a quote 
that GP10 said in connection with video consultations, but it fits well with 
GPs' outlook on all their work 

… Or at least it's not my job as a doctor to follow up if 
they don't come to their video appointment. - GP10 

While this outlook is common and fits the GP narrative of being busy and 
overworked, video also mediates this practice slightly. Here, I would like to 
draw on the example of the first case or the Lost case, presented in Article 2. 
Here, the GP calls the patients several times as they are not present in the 
digital waiting room at the beginning of the consultation. This was very 
common during my observations, and this is outreach work; perhaps it is not 
the outreach work we expect or the work that changes a lot. Between my 
observation of consultations, I had conversations with GPs, and at times, 
they divulged that they believed fewer people no-showed for video 
consultations compared to physical consultations. In my observations, this 
understanding depends primarily on whether we only count complete no-
shows or count video consultations where the patient eventually 
participated, as many patients need a call to coach them through the app or 
remind them of the consultation. But this practice alone secures that clinics 
that have adopted video consultations have begun collecting all their 
patients' phone numbers.    

These changes in general practice still seem small, but what I find 
significant is how this very stable black box can be navigated and softened 
the edges, without being challenged or opened because of a crisis. Like 
GP10, who still does not believe she does outreach work, she adapts to 
calling her patients.   
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6.2. Choice or care.  
This subsection can be seen as another quest moment or a reflection that 
occurred to me after publishing article 1.  

I will relate Annemarie Mols's work on “logic of choice” and the need to 
reflect on motivation and choice regarding video consultation. Choice is 
treated as inherently good (at least from a political perspective). This 
perspective is present on a surface level in articles 1 and 3, and I almost 
followed it blindly to speak on the mediation that the introduction of video 
has on consultations or on the demand to legitimize.   

In Annemarie Mol's book The Logic of Care, she presents two very distinct 
sets of logic used in dealing with diseases, which are mainly based on 
research concerning Dutch diabetes patients and the surrounding health 
providers (Mol 2008). These two sets of logic are also relevant in the 
context of Danish general practice. Mol presents two assemblages of logic 
in healthcare: that of choice and that of care.  

Care is presented as ongoing negotiations, with patients and health care staff 
tinkering and fitting elements together to best accommodate patients' 
specific perspectives and personal priorities. Within this perspective of care, 
there are also elements of specific and useful healthcare and patient 
knowledge (Mol 2008).  

Choice is presented as having a strong connection to consumerism and 
treating practicing healthcare as a service. I briefly mention how video 
consultation is a part of the logic of choice in article 3. In Mol's work, this is 
illustrated through an analysis of insulin pumps. A piece of medical 
equipment that, according to the commercial, allows for an active lifestyle 
and ensures the impact of diabetes on the patient's life is limited (Mol 2008). 
This use of the insulin pump is not possible for all diabetes patients, but the 
limitation is implied, within the commercial, to be a choice. Mol describes 
the dichotomy between the two kinds of logic as follows: 

The ’good’ relevant to each of them is different in kind – 
and so too is the ‘bad’. While in the logic of choice 

autonomy and equality are good and oppression is bad, in 
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the logic of care attentiveness and specificity are good and 
neglect is bad.”(Mol 2008, p. 85) 

In my eagerness to publish my findings before the literature on video 
consultation became oversaturated with similar findings, I failed to stop and 
question the hidden theme of choice that video consultations touch upon. 
Here I mainly speak of article 1, as articles 2 and 3 are better adapted to this 
perspective.  

Video consultations present another choice for the patients, but in Denmark, 
it is still unclear who should make the choice about video consultations. It is 
mostly clear when video can be excluded as a choice and when different 
actors can refuse a video, as seen in the chapter on rules. In article 1, I have 
narrowed the circumstances to only gather data from patients who have 
made this choice themselves within a clinic that appreciates when patients 
make this kind of choice. In the interview data on patients, these curated 
patients enjoy the logic of choice as they can practice their autonomy and 
choose easy solutions for minor problems. Within the article, I also mention 
the idea of “others,” which is a common description of those who are 
“vulnerable” or uninterested in using video consultations. Most of these 
others build on common vulnerability categories: non-Danish speakers, 
older people, and the mentally ill.  Simultaneously, these descriptions of 
others fit well with the study participants' ideas of people with specific 
issues, whom the participants would not choose video consultations for. In 
article 3, I explored legitimacy tactics that also tie in patient autonomy and 
choice as a value. One of the main tactics in creating interessement within 
the clinic is to refer and prioritize patient demand and autonomy as a value. 
Video is enacted as something that gains value when patients and the 
clinician treat it as a service that helps the patient.  

While I am confident that video swings steadily in the pendulum of the 
dichotomy between care and choice, something interesting and nuanced 
happens when I begin to include the results of article 2. When actual use of 
video consultations is included, there is a lot of negotiation and tinkering to 
care for patients, see and treat vulnerability, and understand each other 
across the so-called gap of diminished presence. When I decided to write 
out all the rules I experienced and saw surrounding video consultations, it 
also served to show a pragmatic profession that bends rules and tradition to 
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make actors fit together. I also see this difference between understanding 
video consultations as a service and providing care when using them as a 
way where care and choice overlap.  

GPs do not bend all the time or in every instance. I have seen a fair share of 
service-based, logic-of-choice video consultations. This makes sense when 
the encounter has no noticeable vulnerability or uncertainty. The GP bends 
to vulnerability encounters on video consultations to solve, see, treat, and 
care. Video consultations can originate from a logic of choice and be 
practiced as a logic of care if actors are ready and insisting in tinkering with 
the circumstances (social and material). 

6.3. Where are the spokespersons? (treason or local translation) 
As an extension of my focus on care or choice, I would love to go further 
into the perspective I present in Article 3 and in the chapter on Article 3. 
Video consultation, specifically and in general, digitalization in healthcare 
has political support and current momentum. This political support has not 
directly transferred into actors being anointed into championing video 
consultation for organizations like PLO, DSAM, Danish patients, quality 
units, or the Danish regions, and they have not performed any direct and 
visible activities to support video consultations in the local network 
(meaning clinic setting). This claim of lacking implementation activities is 
based on what is observed within the clinics. My data is only from within 
the clinics; my claim, therefore, hinges on what makes it through the walls 
and gates of general practice.  

I add this detail, as I know that Danish Patients and the Organization of 
Danish Medical Societies now have a collaboration called Choose Wisely 
(vælg klogt), that are aimed at promoting video consultation use (Vælg 
Klogt 2024). This initiative did not make it into the clinics when I collected 
my data, and does not help implement video consultations in individual 
clinics. 

I do not have the necessary data to discuss this as something that happens 
deliberately. However, something in my data indicates that the 
spokesperson's role has been made available, without concerns about who 
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should take it on (or a tacit expectation of GPs doing the care work). Which 
has left some GPs to lift this burden 

In article 3, I use quite some space to show how GPs take on the task of 
applying legitimacy tactics to video consultations to stabilize their use. GPs 
have taken on this task because nobody else is doing it. The work of the 
organization does not transfer into the clinical setting, and video is, 
therefore, not implemented because someone says it is a good idea; 
somebody (the GPs) has to show it to be a good (safe and meaningful) idea 
for each patient.  

Callon speaks of translation and locking actors into networks through 
enticing offers and ways to obtain personal aims through collaboration 
(Callon 1984). Galis and Lee speak of treason and network establishments 
with the effect of displacing unwanted or unseen actors (Galis and Lee 
2014). I believe that the interessement of GPs in taking on this work to 
establish a network around video use is placed between these two 
dichotomies. Following Mol's thought on multiplicity of networks (Mol 
2002). A few GPs might be motivated and enrolled by the political 
momentum and arguments (Lüchau et al. 2023). This motivation is thereby 
moved from political enactments of what video consultations are to a clinic-
near enactment. These few self-appointed champions, therefore, find the 
need to have tactics towards not only patients or staff but also other GPs.  

In my article 1, I have been the most dependent on GPs doing legitimacy 
work. In the clinic I recruited from, they believed in video and had taken on 
the work of negotiating and implementing video consultation. In that article, 
I made quite an effort to filter informants in a way that secured information 
on online bookings, booked with as little GP intervention as possible. This is 
an illusion in the grand scheme of things, as online bookings only happen 
when GPs have already practiced legitimacy tactics and stabilized the role 
of video consultations in their clinic. In article 1, they had done such a good 
job of it that I could explore patient booking online, without interference in 
the singular booking subject, but not in the patient's overall video 
consultation use habits.  



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

86 
 

Article 1 shows a potential end goal of using the legitimacy tactics of Article 
3 and accepting the spokesperson role of video consultations as a GP. 
Without further analysis (and use), it becomes difficult to see which actors 
experience treason when video is an established practice. In a subsection of 
the next chapter: Encountering vulnerabilities, I find that several ideas exist 
of people who are too vulnerable to use video, but these ideas do not always 
fit with who can successfully use video.  

6.4. Encountering vulnerabilities 
In this chapter, I would like to summarize what I have learned about 
vulnerabilities and encountering them as a practice.  

6.4.1. What is vulnerability 
I approach vulnerability as a potential for harm (Rossignol et al. 2014; Hurst 
2008). Potentials do not come from nothing and are not just inherently there 
for some people and not there for others. Potential is a product of actions, 
networks, assemblages, and interactions, much like harm and any other 
values and experiences.  

This thought of vulnerability as something relational was one of the first 
things I encountered in my research, as several of my colleagues kept 
recommending the book Sårbar? Det kan du selv være [vulnerable?, what 
about yourself] by Professor and head physician at the Migrant Health 
Clinic, Morten Sodemann (Sodemann 2018). The book is an excellent 
introduction to seeing the relational and systemic issues of vulnerability in 
the relation between physicians and patients, with a quite important 
perspective on differences in social background. Regardless, I found the 
lack of description regarding material elements and how they play into the 
relational vulnerability concerning. In the same vein, I found a very 
technical socio-material understanding of vulnerability with Wiebe E. Bijker 
(2022), but the focus became on resistance and fragility (Bijker and 
Nowotny 2022). I lacked a vulnerability term that could describe material 
elements, relational elements, and systemic elements, and place the 
vulnerable's actions into this context. A vulnerability concept needs to be 
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able to describe all of this, as all of these manifestations are present in the 
data.  

I believe that in this chapter, I will be able to present a description of 
vulnerability that can manage all these different details.  

6.4.2. The socio-material relationship of vulnerability. 
Firstly, I have tied practices to socio-material relationships. This is no secret 
and was an early methodological and theoretical choice. I have brought this 
add-on forward to see the issues that video technology has caused in the 
ongoing negotiation.  

One way of explaining vulnerability as a social-material byproduct could be 
to rely on Bruno Latour’s understanding of technical mediation (Latour 
1994). In article 1, I rely on technical mediation to understand what video 
does to and with patients. By focusing on agency as something shared in 
networks and assemblages between human and non-human actors alike, we 
will eventually be left with vulnerability as a product and/or byproduct of 
socio-material practice.   

This is important as patients, clinic staff, and GPs alike are all surrounded 
and shaped by many different technologies in their daily lives. Not 
acknowledging the material aspect involved with meeting or creating 
vulnerability can lead to a loss of knowledge and nuances. I believe larger 
aspects of vulnerability are understood as systemic (Scheibmayr 2024), 
because simple material aspects are overlooked and black-boxed, 
eliminating plausible nuances, causes, and perhaps solutions. By 
considering vulnerability a practice, it is possible to identify actors involved 
in making these vulnerable practices possible and point out times when 
other values are enacted as well, avoiding reducing patients, informants, and 
actors in general to just their vulnerability.  

When I think and talk of this, I usually think of people with an addiction as 
an example, while being addicted and enacting harm and potential harm 
through continuing use of drugs or alcohol, they might have other issues that 
need medical attention. Suppose the person with an addiction seeks help for 
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a non-related issue. In that case, they might not be and should not be seen as 
vulnerable in the specific situation (if no vulnerability is enacted). Because 
this example is simple, I can also easily poke empirical holes in it, with 
actual examples. As I have visited several rural clinics, I have seen the 
consequences of the combination of alcohol addiction and poor rural public 
transportation. In short, people who actively drink alcohol daily can not 
legally drive a car. This common fact and material aspect in addiction to 
inebriating substances serves as an issue when you need to travel to see the 
GP. In this instance, the patient did not become vulnerable with their 
medical problem, but the patient had to come in an hour before and wait an 
extra hour after their consultation just to transport themself home. Thereby 
being forced to waste more time than others because of their addiction and 
their living conditions (rural area). Here, vulnerability as a practice also 
sneaks into situations from surprising directions and is visible in the 
material details. These nuances are only available if we move away from a 
general focus.  

The point is that the vulnerability perspective has to reflect that the socially, 
mentally, materially, and financially challenged people can be non-
vulnerable and that small entanglements and combinations can create a 
potential for harm. These ideas have to co-exist in the same framework.   

6.4.3. The unwillingness to be vulnerable or to tinker with 
vulnerability on video.  

In article 1, I found that patients who use video are not particularly 
interested in using this tool to treat or discuss vulnerable subjects - subjects 
that would induce vulnerability in the patient. My interview data with GPs 
also show that GPs are not interested in discussing significant uncertainties, 
serious subjects, or vulnerable subjects in video consultations. 

In article 1, it is also clear that patients do not share my understanding of 
vulnerability as a practice, but to a larger degree speak of it as if it is a 
category, which can exclude one from using video consultations. The groups 
understood as vulnerable and non-ideal to use video were:  lonely, elderly, 
or mentally vulnerable (Van den Heuvel et al. 2024, p. 6). This 
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understanding of mental illness and age presented a discrepancy between 
my informants and their idea of others, who could not use video. Many 
informants use video for mental illness or use it while being well above 60 
years old. I am not trying to argue that 60+ is old, but that the general 
understanding of age and being old is perhaps also a social construct based 
on actions. My point is that the broader categorization that patients used to 
exclude others from use did not match the ones who actually booked video 
consultations in article 1, as it became a rather diverse group in age and 
booking issues.   

Returning to the point about patients not wanting to tinker with vulnerability 
in video. This is perhaps a singular manifestation of a larger issue; patients 
or informants generally do not want to be perceived as vulnerable. There is 
stigma involved with being perceived as such. Here, stigma is understood as 
unexpected differentness that excludes from the normative (Goffman 2016). 
Being excluded is not in the patient's interest, so avoiding vulnerability 
becomes the norm. This idea of avoiding vulnerability or denouncing 
categories of vulnerability is a common issue in research ethics, with groups 
seen as vulnerable (Racine and Bracken-Roche 2019; Clark and Preto 2018; 
Hurst 2008). Focusing on enacted vulnerability can ease the dialogue of 
vulnerability and injustice with those normatively perceived as vulnerable. 
By focusing on the concrete and the practiced, the previously perceived 
vulnerable population is not reduced to being relevant within their 
vulnerability.  

Disability scholars and activists show that disability is not 
simply lodged in the body, but created by the social and 
material conditions that “dis-able” the full participation 
of those considered atypical.(Ginsburg and Rapp 2013, p. 

53) 

This approach of vulnerability being enacted aligns well with the prevalent 
literature on disability (Ginsburg and Rapp 2013; Moser 2005). Disability is 
seen as the friction of material and social conditions that can change and are 
different across cultures and settings. Moving the focus towards friction is to 
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de-stigmatize disabilities and show the challenges of material and social 
conditions. It is precisely these same elements I attempt to unlock with this 
perspective on vulnerability.  

6.4.4. Research ethics, when vulnerability is an action 
Within some literature with a feminist theoretical framework, there exist 
understandings of vulnerability as a universal condition of being human 
(Fineman 2010; Catriona Mackenzie 2013; Turner 2006; Brown, K., 
Ecclestone, and Emmel 2017). In article 2, I also include a perspective 
originating from Judith Butler about the universal and inevitable experience 
of vulnerability that follows this broader vein of understanding vulnerability. 
In my work, I have avoided thinking in this long timeframe. While I do not 
contest this, during a whole lifetime, as an analytical tool to understand 
specific socio-material relations, this timeframe becomes irrelevant. My 
focus remains situational and enacted, and thinking of vulnerability across 
lifetimes serves little function towards my informants, interlocutors, and 
observations.   

Being vulnerable or being seen as vulnerable can be connected to some 
stigma, and is not a preferred situation (Brown, Ecclestone, and Emmel 
2017; Racine and Bracken-Roche 2019). This is a general concern regarding 
how to approach a vulnerable population. Here, I use a definition I attempt 
to move away from to describe normative research ethics. While a universal 
understanding of vulnerability serves the same purpose, I would argue that 
vulnerability as practice sets the focus on what creates vulnerability rather 
than framing it as a shared character flaw.   

I would speculate that vulnerability as a practice would possibly minimize 
stigma over time, among those usually protected by categories of 
vulnerability, as they would not be singled out as the only ones who 
experience vulnerability. In common terms, I would say that a move towards 
vulnerability as a practice would make vulnerability a middle-class term, as 
it could and would happen for most people. With this chain of thought, I 
only attempt to take the stigma, and not the protection, out of the term and 
idea of vulnerability. Here, I would like to clarify that I am mainly talking 
about research ethics, as I am not prepared or certain of the ramifications for 
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a total switch over to vulnerability as a practice definition regarding 
protection.  

While I do not wish to present my understanding of enacted vulnerability as 
a solution to the stigmatizing effects of vulnerability, I see signs of 
renegotiating stigma through my understanding of vulnerability as a 
practice. In short, this vulnerability as a practice would also mean that 
researchers should be conscious of how or if they create vulnerability 
among all their informants, interlocutors, or subjects they work with. Not 
only those of specific groups but all reach projects should be scrutinized and 
demand self-reflection.   

6.4.5. Vulnerabilities as a necessary state.  
In the previous section, I used the distinction between product and 
byproduct, as there is some variety in actors' intentions to produce 
vulnerability. While in my discussion on stigma vulnerability, it is 
positioned in an argument of concerns for protection and avoiding 
vulnerability, as the precursor to harm. In general, I would wager that most 
would avoid vulnerability if it were easy and sensible.  In some cases, it 
makes sense for actors to produce vulnerability, while others produce it 
unwillingly.  

 An example could be the death wish case of Article 2, wherein the 
vulnerability of a death wish was produced unwillingly. Still, the GP did 
some tinkering to fully encounter it within the video consultations. I would 
argue that the GP thereby co-produced additional situational vulnerability to 
better understand and eventually treat it, making the produced vulnerability 
necessary to avoid the potential harm of suicide.   

In some ways, a comparison could be the violence performed by surgeons 
when operating. With care, harm can be inflicted to eventually elevate the 
patient's health. In the same vein, vulnerability can be enacted and elevated 
in a controlled fashion, with the aim of treating and caring for the patient (or 
other actors). Thereby, following the argument, I have transmuted from De 
la Bellacasa´s view on care, having the capability to hold conflict (De la 
Bellacasa 2017). As vulnerability also has the capability to hold or be 
enacted with care.  



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

92 
 

6.4.6. The multiplicity of vulnerabilities. 
Vulnerability has time and time again shown itself to be an odd shape and 
size to describe 

Throughout Article 2, I mainly show how many different kinds of 
vulnerability exist and how they can exist simultaneously and become 
entangled. This affords an understanding of vulnerability as being multiple, 
but this is not the same multiplicity of enactment seen when Mol describes 
different enactments of atherosclerosis in the book The Body Multiple (Mol 
2002). Whereas atherosclerosis is enacted differently, by different actors, in 
different sections of a larger network. Vulnerability is being enacted as 
different manifestations, with different potentials of harm at play, often at 
the same time between the same actors.  

In my examples, it is clear that vulnerability has a vast spectrum, as harm 
can be small or large, grave or just a mild injustice. The drinking, and 
thereby non-driving patient, might just need to wait while others are faced 
with death wishes or uncertainties of not knowing diabetes is slowly 
lowering their life quality. All these examples are regularly negotiated in 
general practice. However, since I rarely explore outside the meeting of 
patients and GPs, in this dissertation, I can not show how other professions 
enact vulnerability and how it becomes more than a singular but fractured 
manifestation. The best I can do is speak of the definition of vulnerability in 
research, treatment, and political discussion in abstract terms. My aim is not 
to disown these definitions but to counter-balance them with actual enacted 
empirical situations.       

6.4.7. Unknown self-enactment of vulnerability  
Actors do not need to be aware to enact vulnerability. This statement is easy 
to understand, leaving me with two avenues to explain it. Firstly, let's take 
the straightforward approach. While I love to speak of actors' agency, 
thereby including humane and non-humane alike, agency is not the same as 
awareness. Awareness of action matters less when something is enacted, 
mediated, and practiced. Video consultations do not know what they do, and 
it does not matter, as video consultations still partake in networks, in the 
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mediation of consultations, in booking practices, and circumventing black 
boxes.  

Then why speak of an unknown enactment? Here, I would love to return to 
the example of the lost case of Article 2. The patient who did not show up 
for a video consultation had previously not shown up for consultations with 
the local diabetes center. This actor had made their own situation worse by 
acting like they did. This actor is human and has awareness; they might 
know some of the health predicaments they are in, they might not. By not 
showing up, they still acted and presented vulnerability in the network, 
which is the consultation.  

Vulnerability is thereby something present as potential regardless of whether 
one knows or acknowledges it. Which leaves me to believe that Ulrich 
Becks concept of risk society (Beck 2006; Mythen 2004), has some 
relevance to vulnerability. Most of the cases presented involve enacting 
tangible vulnerability. Still, we (all actors) also continue to unknowingly 
produce and enact unseen potential for harm, like in my own example of 
kidney stones and water consumption. Many of my cases present 
vulnerabilities that did not begin or are only enacted in the consultation. 
There have often been unseen traces of other actions and previous events.  

6.4.8. Enacted as something more than feelings  
I have not searched for vulnerability as a felt emotion in this exploration of 
vulnerability. In article 2, I quote Scheibmayr's iteration of Butler in 
describing vulnerability as: Both universally shared and individually 
experienced (Scheibmayr 2024, p. 1387), I take issue with this 
understanding as describing vulnerability as something individually 
experienced, I read between the lines a sense of vulnerability as something 
felt. The idea of focusing on practice is not to be concerned with feelings or 
concerns of vulnerability; rather, the interest is with vulnerability as the 
potential for harm. This distinction is easier described than practiced, as 
feelings can also be harmed, and actors can have feelings about practices 
involving vulnerability. This is not an attempt to reject feelings completely, 
but rather to move the focus onto the feelings that are acted out, as 
enactments.  



Encountering Vulnerabilities in Video Consultation: By VD. Heuvel 

 

94 
 

I have regularly used my feelings as a researcher to identify vulnerabilities. 
This is a complex discipline, as feelings can not stand alone as evidence of 
vulnerability. The example of the no-show diabetes patient from the lost 
case of article 2 comes to mind. I truly felt an emotion of loss and danger 
when experiencing that no-show and discussing it with the GP. But feeling 
sad for this, to me, unknown patient does nothing to produce, elevate, or 
reduce the vulnerability at hand. That vulnerability is there, outside of my 
feelings toward it. Bringing this case forth to the audience, I need to present 
the negotiations and enactments, rather than my feelings, which are just a 
reaction to these enactments.   

The point in excluding feelings is to not include the invisible (for the 
network), thus, the distinction between inclusion and exclusion is made, as 
individual feelings and experiences are only present for a single actor, and 
they are included as data and part of vulnerability when they are enacted 
into the network. Here, I would like to bring the point back to Mols's 
perspective of fragmented or multiple networks. Some of the vulnerabilities 
that patients might have felt, through the observation I have made of video 
consultations or that GPs speak of in my interviews, might be enacted in 
other networks. Thereby being more than a feeling, but ending outside of the 
data collection. 
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7. Conclusion 
In this dissertation, an understanding of vulnerability in video-mediated 
consultations has been developed. To establish this, initial work has been 
done to understand vulnerability and video-mediating as separate elements 
before dwelling on how these two affect each other.  

Video consultation has political momentum and is written into a resource-
efficiency and patient-focused narrative. However, this alone has not 
stabilized video consultations as a consultation modality. This 
implementation, stabilization, and legitimacy work has fallen on GPs to 
enact. I have found five tactics: self-care, patient autonomy, selective triage, 
hybrid consultation, and communicative techniques, that GPs enact to 
legitimize video to other GPs, their clinic, and their patients.    

From a patient perspective, efficiency, control, and diminished presence 
emerge with their choice of booking video consultations independently from 
any GP petition. This control and efficiency allow patients to circumvent the 
consequences of a black-boxed clinic schedule. By focusing on patient 
autonomy and their own choice for diminished presence, video 
consultations focus less on caring.  

GPs and patients alike wish to avoid using video consultations for subjects 
(and patients) who are uncertain and vulnerable. The diminished presence 
that comes with video consultations is seen as a hindrance to vulnerability. 
By seeing vulnerability as a practice, it becomes possible to see how video 
consultation can enact vulnerability, by enhancing social and technical 
induced uncertainties. Still, video can also be a caring actor that allows us to 
see and tinker with vulnerability and serious subjects under the right 
circumstances. Video consultations are mainly used for situations (subjects 
and patients) where the enactment of vulnerability is not expected, but video 
can enhance the unexpected vulnerability, and simultaneously, video 
consultations can be used to treat serious vulnerabilities if the uncertainties 
are limited.  
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8. Epilogue, miscellaneous elements, and non-thematic 
discussions  

After making my main points and finishing the dissertation, I still have 
thoughts and content to follow up on. Think of this as the cliffhanger that 
the Marvel Cinematic Universe used to keep people excited for the next 
step.  

8.1. Encounters through video consultation 
In my article 2, I made a small but significant point about the 
methodological approach I have learned from work with video 
consultations. I want to revisit this point of observing encounters from an 
asynchronous vantage point by viewing from the physical location of one 
side of the video connection. I have explained earlier in the dissertation the 
logistical troubles of observing patients. This trouble shaped what I 
observed, as it shaped where I followed it from. In article 3, I briefly touch 
on how GPs depend on the amount and depth of information patients bring 
into consultation, and how this need is even more significant in a digital 
consultation with less access to the patient and diminished presence. The 
GPs are not the only ones dependent on the patient sharing information. I 
did as well, my point being that enactments of vulnerability demanded 
sharing information and participating in this activity. While I have 
reconstructed vulnerability to a practice-based enactment, I have also chosen 
a specific setting that creates obstacles. Observing video consultations 
solely from a GP's consultation room shapes the observation quite 
substantially. Many elements do not travel well through this connection. 
This is true both in regard to physical objects and to specific values and 
communication. This has been my point with diminished presence 
throughout all my articles (Assing Hvidt et al. 2025).  

In article 2, I make the point that ethnography and qualitative research have 
long had the perspective of the researcher as the research instrument 
(Hammersley and Atkinson 1995), which in part situates the knowledge 
production (Haraway 1988). Producing knowledge from the office of a GP 
also means that I can speak with the GP, and not the patient, before and after 
the video consultations. These small conversations gave loads of 
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information and understanding on when vulnerability was being enacted. 
But the information GPs could provide also fits into a general medical 
understanding of the world. Observing side-by-side with the GP, I could not 
document what information the patients received or their understanding of 
the episode, by received, I mean, made it through the video consultation. 
Here, I specifically think back to the case in article 2, where a 
misunderstanding concerning water intake led the family to be called in to 
the clinic. 

 Because I did not have more access to the patients, some knowledge on 
vulnerability was unavailable, as that vulnerability remains unencountered 
by the use of video consultation. This is not only true for me but also for the 
GPs I followed. With this line of understanding, I drift into an argument for 
encounters as something asynchronous, as not all parts get the same 
elements out of an encounter. This further leads to an understanding of 
vulnerability as something that is not perceived by all parts or multiple 
forms of vulnerabilities in play at once, enacted in different parts of the 
relations and different directions. By direction, I am trying to describe the 
actions of an actor that an actor vulnerable. This description is deliberately 
vague as actors can make others, themselves, or the network vulnerable 
through actions, and they can collaborate within the network in actions that 
create vulnerability.  

By sitting by the GP, I focused on what the GPs received of information and 
what they sent out into the video, not on what made it to the patients. This 
could be helped by observing from a patient's side. My point is that 
vulnerability is enacted into an environment and, in my case, inherently 
situated, not in its timespan or depths, but in the way it is played out into an 
encounter and thereby also situated and multiple in the way it is 
enacted/encountered.  

I am aware that some specific clinics exist where the organization is 
reversed, meaning the GP is at home while the patients do the video 
consultation from the clinic. If I had the time and the access, I would love to 
see what conversations with a patient before/after consultations would give 
me in terms of insights. I mention access, as another member of vCare 
(Michael Scheffmann-Petersen) has already done fieldwork here, and access 
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would therefore be difficult to establish without stepping on some toes. I 
also only mention this because I am curious. 

8.2. Ethical dilemma around paying informants: Part two  
I originally had two points on the ethical dilemma of paying. It has since 
been pointed out that my points might not help to inform this dissertation. I 
have therefore banished the second point to this limbo-chapter of not really 
being in the dissertation. My second problem with payment is that I can't 
reimburse patients. During my 11-month defense of my PhD, Professor 
Birthe Dinesen noticed and gave constructive critique on my preliminary 
budget. A budget that included 15,000dkk for interviews with GPs and 
6,000dkk to show gratitude to interviewed patients. In the budget, it was 
unclear that the 6000 was not financed yet (and never became so) and that I 
would not promise any gifts before the interview or as part of recruiting.  
She explained the same points of critique in paying informants as McNall 
(McNall 1971). It is unnecessary; it might hinder the next project because of 
expectations, and most importantly, it might disrupt my findings and create 
biases. My problem here is the double standard, as I believe any change of 
power dynamics is superficial, exists already, is up for negotiation, and does 
not depend only on payment.  

For example, I interviewed three patients with chronic illnesses and video 
consultation experiences. By lending them my ear and being earnest in my 
curiosity, I earned more respect and authority than money won me with GPs.  
My point is that relationships are malleable and not only dependent on a 
single factor, such as money. But by having different understanding on who 
should be compensated, money becomes a research ethical and political 
issue. 

 

8.3. PhD, a job, a product or an education.  
I firmly believe that the PhD journey was a job and an education. Much of 
the focus has been on the labor part of producing products like this 
dissertation or the three articles. I have included this section and the table of 
courses I have completed to maintain this focus on the educational part.  
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As part of a Danish university PhD, one should obtain approximately 30 
ETCS points from Phd courses or similar activities. Of those 30 ETCS 
points, 10 should be general in nature, and 10 should be project-specific. 30 
ETCS points should correspond to half a year of full-time employment. 
Which is also why I include this part.    

Some of these courses have been instrumental to the project I have 
conducted (4, 5, 7, 12), others have been significant in strengthening a more 
general skillset (8, 9, 13), while some have just been mandatory (1, 3, 11). 
Between the mandatory and the truly helpful, several course choices have 
also matched poorly with my expectations, skill set, and project progression.   

 Course name Course 
providers 

ETCS 
points 

Type of 
course 

1 Introduction to the PhD Study 
Spring (MEDICINE)  

AAU  0.5  General 
course  

2 Mission-driven research and societal 
impacts: Engaging with Society and 
SDGs 

AAU 3 General 
course 

3 Applying the Danish Code of 
Conduct for Research Integrity to 
Your Research  

AAU  1  General 
course  

4 Designing and Developing  
Ethnographic Fieldwork- Methods and 
Techniques  

RUC  1.5  General 
course  

5 Health Research with Vulnerable  
Groups   

AAU  1.6  Project 
course  

6 Qualitative Research within Health  
Science   

AAU  3  Project 
course  

7 Experimenting with ethnography DTU 5 Project 
course  

8 PhD-student as supervisor for 
undergraduate students – how and 
when? 

AU 2 General 
course  
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9 The Science of Stories: Using Narratives 
as a Strategy in 21st Century Science 
Communication 

AU 1 Project 
course 

10 Critique beyond criticism: Critique and 
careful experimentation 

AU 
emdrup 

3 Project 
course 

11 PhD-Day  AAU 1 
 

General 
course  

12 Materialities in Practice  UwA 3  Project 
course  

13 Media training: TV og radio RUC 1 General 
course  

14 Welcome to Writing and Reviewing 
Scientific Papers - B (Online version)  

AAU 3.75 General 
course   

  Total  30,35  

 

Besides my formal education, I also learned a lot from practicing teaching 
activities. Aalborg University focuses on project and problem-based 
learning (PBL), which roughly means that half of all teaching is based on 
students' own work with projects and real problems.  This also means that I 
have mainly had the pleasure of acting as a supervisor for groups and 
individuals.  

I have acted as a supervisor for three groups of students, comprised of 
students with a medical or medical with a industrial specialization 
background. In a global health project, with a focus on writing literature 
reviews and engaging with academic literature. These projects were the 
students' first attempt at PBL, and the focus was on basic PBL approaches 
and sensitivities. I learned a lot from focusing on how to collaborate and act 
as a group, and preparing new students for a group examination. 

Furthermore, I have twice acted as a co-supervisor for master's students in 
medicine. Here, I have mainly focused on training and supervising in 
qualitative methods, a daring new task for soon-to-be doctors with no 
experience in the qualitative realm. I have been immensely proud of both of 
these students as they successfully challenged themselves by following a 
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qualitative direction and dared to learn something new and unexpected at a 
late stage in their academic careers.  

Knowing the general limitations for a non-healthcare professional teaching 
at the Department of Clinical Medicine, I focused on supervision, which is 
also why I took a course on this.  

I have been an enormous proponent of protracted group examinations and 
the possibility to converse with supervisors and censors on a written project. 
Having had many good experiences with this form of PBL, I was joyful to 
be on the other side, coaching both new and experienced students through 
this process.  
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