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1. Introduction 

1.1 Overview of Telehealth in Mental Health Care 

As with other courses, we provide comments through the course to assist with the post-

test.  You will find these as you scroll over or click on yellow sticky notes or spots. 

Telehealth, the delivery of healthcare services through electronic communication 

technologies, has transformed the mental health landscape in recent years. What was 

once considered an ancillary or convenience-based option has emerged as a core 

modality in therapeutic services. Mental health professionals now use secure video 

platforms, telephone communication, mobile apps, and asynchronous tools to provide 

care across geographic and temporal boundaries. While tele-mental health had 
slowly gained traction over the past decade, it was the COVID-19 pandemic that 
thrust it into widespread use, fundamentally changing how therapy is accessed, 
delivered, and experienced (Batastini et al., 2023). Advances in digital technology 
have also been a catalyst. 

The appeal of tele-mental health lies in its potential to 

increase access to care, reduce transportation and 

scheduling barriers, and maintain therapeutic 

continuity even during crises. As technology has 

evolved to support encrypted, HIPAA-compliant 

platforms, concerns about privacy and data security 

have gradually diminished. Today, telehealth is not 

merely an alternative to in-person services but a 

viable—and in many cases, preferred—option for both 

Test Question
1. What has driven the rapid normalization of telehealth services in mental health care?�b) The COVID-19 pandemic and advances in digital technology



clients and providers. The shift has compelled mental health professionals to develop 

new competencies, address novel ethical challenges, and adapt to rapidly changing 

legal standards. 

1.2 Purpose and Significance of the Course 

The aim of this course is to examine the legal, ethical, clinical, and cultural 
dimensions of telehealth in therapeutic practice. As virtual therapy becomes a 

normalized component of mental health care, it is critical that providers understand how 

to navigate evolving regulations, uphold ethical responsibilities, and implement best 

practices. This Course is particularly relevant for social workers, marriage and family 

therapists, professional counselors, psychologists, and other clinicians regulated by the 

California Board of Behavioral Sciences (BBS), as well as national bodies such as the 

National Association of Social Workers (NASW) and the National Board for Certified 

Counselors (NBCC). 

Given the rapid evolution of telehealth laws and ethical guidance from 2020 to 2025, 

practitioners face challenges in staying current. Legal issues such as interstate 

licensure, informed consent, privacy compliance, and documentation requirements 

intersect with ethical dilemmas related to digital boundaries, competency, and equity. 

This paper seeks to synthesize these intersecting domains, offering a roadmap for 

ethical, effective, and legally compliant tele-mental health delivery. 

1.3 Research Objectives and Guiding Questions 

This Course is structured around four central objectives: 

1. To explore the evolution of tele-mental health, including its technological, 

cultural, and regulatory foundations. 

2. To identify best practices for the practical provision of telehealth services, 

including how to prepare for, conduct, and document sessions. 

3. To analyze legal frameworks, including federal regulations such as HIPAA and 

state-level requirements in California that govern licensure, informed consent, 

and data retention. 

Test Question
2. What are the primary aims of this course?�a) To examine the legal, ethical, clinical, and cultural dimensions of telehealth in therapeutic practice.�



4. To examine ethical codes and dilemmas, particularly those articulated in the 

NASW Code of Ethics (2021) and NBCC Code of Ethics (2024), with an 

emphasis on issues such as confidentiality, boundaries, digital competence, and 

multicultural sensitivity. 

These objectives are informed by the following research questions: 

• How has the COVID-19 pandemic influenced the normalization and expansion of 

tele-mental health? 

• What are the most critical legal and ethical requirements for clinicians offering 

telehealth services? 

• What competencies must clinicians develop to offer equitable and effective care 

remotely? 

• How can providers ensure telehealth delivery meets the standards of quality and 

accountability expected in traditional practice? 

1.4 Scope, Limitations, and Methodology 

This paper draws on peer-reviewed literature, professional guidelines, and legislative 

updates published between 2023 and 2025. It focuses primarily on mental health 

providers licensed in California but includes broader legal and ethical considerations 

applicable across the United States. The scope includes clinical social workers, 

marriage and family therapists, professional counselors, and psychologists who utilize 

telehealth for assessment, psychotherapy, case management, and psychoeducation. 

While the paper offers a broad analysis of clinical, legal, and ethical dimensions, it does 

not cover every telehealth modality in depth (e.g., group therapy, asynchronous digital 

tools, or mobile health applications beyond clinician-guided use). The dynamic nature of 

technology and policy means that some regulatory details may evolve after publication. 

As such, providers are encouraged to consult state licensing boards and professional 

organizations regularly for updates. 

The methodology includes a narrative synthesis of current literature, review of 

professional codes of ethics, and integration of state and federal statutes relevant to 



tele-mental health. Real-world examples and case scenarios are incorporated to 

contextualize theoretical guidance. 

1.5 Summary  

The transformation of mental health practice through telehealth presents both 

unprecedented opportunities and complex challenges. Clinicians must not only master 

the technical aspects of remote care, but also understand the regulatory, ethical, and 

relational implications of working across digital platforms. As this paper will 

demonstrate, effective tele-mental health delivery depends on a blend of technological 

fluency, legal literacy, ethical awareness, and clinical sensitivity. By examining these 

domains in an integrated manner, this work aims to empower mental health 

professionals to navigate the evolving terrain of virtual care with competence, 

compassion, and confidence. 

 

2. Evolution and Current Trends in Tele-Mental Health 

2.1 Historical Overview and Impact of COVID-19 

Telehealth in mental health has its roots in the mid-20th century, but meaningful 

expansion occurred in the last decade, coinciding with broader technological advances 

(Batastini et al., 2023). Initial pilot programs used telephone or videoconferencing to 

reach rural populations with limited access to mental health providers. In recent years, 

telehealth systems became more sophisticated, integrating with electronic health 

records (EHRs), offering secure platforms, and utilizing mobile devices (Ramineni et al., 

2025). However, it was the COVID-19 pandemic that truly accelerated teletherapy from 

a supplementary tool to a central modality of care (Simpson et al., 2024). 

In their scoping review, Batastini et al. (2023) documented that face-to-face 
mental health visits dropped by more than 50% at the pandemic’s peak, while 

telehealth usage increased by over 300%. Health systems adapted quickly, embracing 

tele-mental health as a means of sustaining client care amid physical distancing 

restrictions (Güler et al., 2024). By early 2021, over 70% of mental health clinicians 

Test Question
3. According to Batastini et al. (2023), what happened to face-to-face mental health visits at the peak of the COVID-19 pandemic?�c) They dropped by more than 50%



surveyed in high-income countries reported using telehealth as their primary treatment 

modality (Simpson et al., 2024). Comparatively, global telemental health options were 

adopted as urgent alternatives even in low- and middle-income settings (MDPI, 2022). 

Overall, the pandemic established tele-mental health as clinically viable, feasible, and 

necessary, rather than just experimental. 

 

2.2 Expansion of Telehealth Post-Pandemic 

Though telehealth peaked during COVID-19, its integration into routine mental health 

care has become enduring. A longitudinal survey of 1,001 U.S. clinics found that 

although use declined post-Public Health Emergency, 38% continued regular tele-

mental health services through 2023, down from 65% at the pandemic’s height (JAMA 

Network Open, 2023). Similarly, in San Antonio, Texas, mental health visits split evenly 

between virtual and in-person by 2023—demonstrating that telehealth has become a 

permanent part of clinical operations (ExpressNews, 2025). 

 

This sustained integration reflects both 

demand and provider enthusiasm. Hybrid 

models combining teletherapy and face-to-

face care are increasingly standard. Many 

practices now offer video or phone options 

for follow-up, medication check-ins, and 

brief consultations. Providers cite 

advantages including increased 

engagement, reduced no-show rates, and 

greater scheduling flexibility 

(ExpressNews, 2025; Ramineni et al., 

2025). Regulatory adaptations have also 

institutionalized telehealth care: Medicare and Medicaid continue to reimburse 

teletherapy at parity with in-person services following Telehealth Modernization Act 



proposals (MarketWatch, 2024). Such policy support has reinforced tele-mental health’s 

permanence in therapeutic settings. 

 

2.3 Technology Used: Video Platforms, EHR Integration, AI Tools 

 

2.3.1 Video Platforms 

 

The backbone of synchronous telehealth is secure 

videoconferencing. Platforms compliant with HIPAA and 

state privacy laws are essential. While early pandemic 

providers temporarily used consumer platforms, post-

2022 usage now exclusively relies on secure vendors 

offering encryption, session tracking, and BAA 

agreements (Simpson et al., 2024). These platforms now 

automatically integrate with EHR systems, allowing 

session notes, billing, and outcome metrics to be documented seamlessly. 

2.3.2 Electronic Health Record (HER) Integration 

Closed-loop EHR integrations connect telehealth encounters to clinical workflows, 

enhancing both efficiency and compliance. Providers can initiate sessions from the 

client record, record consent, add clinical notes, orders, and outcome measures directly 

into the same system. This improves both continuity and accessibility (Neumann et al., 

2025). Organizations have reported improved documentation accuracy and uniformity 

when using integrated platforms (Güler et al., 2024). 

2.3.3 Artificial Intelligence and Autonomous Tools 

The tele-mental health arena is also experiencing an influx of AI-driven tools. AI-driven 

conversational agents—commonly known as chatbots—such as Woebot or Wysa, use 

cognitive-behavioral therapy (CBT) frameworks to provide 24/7 support for mild-to-

Test Question
4. What technological feature is now commonly integrated into telehealth platforms to enhance clinical documentation?�c) Electronic Health Record integration (EHR)



moderate distress. These tools can triage risk, offer psychoeducation, and recommend 

escalation to human providers when symptoms exceed thresholds (Chen et al., 2024). 

Furthermore, AI-based digital phenotyping—tracking voice, text, and behavioral 

indicators—has shown promise in predicting mood changes, especially useful in cases 

of depression and suicide risk (PMC, 2025). 

Nevertheless, ethical concerns about data privacy, model bias, and false positives 
persist. Providers must remain critical and informed about the capabilities and 

limitations of these technologies (Ramineni et al., 2025). 

 

2.4 Evidence of Effectiveness and Client Satisfaction 

A robust research base supports the efficacy of tele-mental health. Meta-analyses and 

randomized trials have consistently found teletherapy to be as effective as in-person 

care for depression, anxiety, PTSD, and other common mental health conditions (Güler 

et al., 2024). Batastini et al. (2023) found negligible differences in symptom reduction 

and therapeutic alliance across modalities. Additionally, patient satisfaction surveys 

routinely report high acceptance—typically above 70%—with many clients citing 

convenience, reduced travel time, and privacy benefits as key advantages (Abuyadek et 

al., 2024). 

Telehealth’s performance extends to special clinical populations. For example, veterans 

with PTSD accessed and completed teletherapy at higher rates than in-person care, 

leading to comparable symptom reductions (JAMA Network Open, 2023). Equally, 

intensive therapies for children and adolescents—such as virtual CBT for anxiety or 

OCD—have demonstrated clinically meaningful improvements (Child Psychiatry & 

Human Development, 2023). These findings dispel concerns that telehealth may be less 

effective among vulnerable or special populations. 

 

2.5 Disparities and Access Issues 

2.5.1 Digital Divide 

Test Question
5. What is a primary concern related to the use of AI tools in tele-mental health?�d) Ethical concerns about data privacy, model bias, and false positives



While telehealth increases access, it also highlights disparities. An estimated 20% of 

U.S. households lack reliable high-speed internet or smart devices suitable for video 

therapy—disparities most pronounced among rural residents, older adults, and low-

income communities (RuralHealthInfo, 2024). Clinics in these areas often report 

significantly lower uptake of video-based sessions, defaulting to audio-only or in-person 

care (ExpressNews, 2025). The digital divide remains a major barrier, underscoring the 

need for infrastructure investment. 

2.5.2 Socioeconomic and Demographic Disparities 

Telehealth may unintentionally widen existing inequities. For example, Monash 

University researchers in Australia found that while telehealth visits declined overall 

post-pandemic, they dropped most steeply (by nearly 16%) in disadvantaged regions—

suggesting subsidy systems like Better Access may primarily benefit affluent districts 

(The Australian, 2024). Similarly, racial and ethnic minority groups and non-native 

English speakers are less likely to engage in telehealth, often citing language barriers, 

limited device access, and cultural stigma (MDPI, 2022). Addressing these disparities is 

critical for equitable implementation. 

2.5.3 Innovations to Increase Equity 

Emerging solutions target these disparities. Medicaid-specific programs have rolled out 

digital literacy training, low-cost tablets, and subsidized internet plans (arXiv, 2025). AI-

powered telehealth interfaces with tailored voice options and translation services are 

being tested in pilot projects servicing rural clinics (Ramineni et al., 2025). Community 

partnerships—such as mobile telehealth vans or tele-therapy kiosks in community 

centers—are expanding access in underresourced areas (Healthcare IT Today, 2025). 

These combined strategies hold promise but require sustained investment and policy 

coordination. 

2.6 Summary 

The tele-mental health landscape has evolved rapidly over just a few years. From 

cautious adoption in rural areas to widespread, government-supported expansion during 

the COVID-19 pandemic, virtual mental health care is now deeply embedded within 



clinical practice. Supported by integrated technologies, AI tools, and strong 

effectiveness outcomes, telehealth will remain an essential modality. Nevertheless, 

persistent barriers—particularly relating to equity and digital access—underscore the 

need for continued innovation and systemic support. Future sections of this Course will 

build upon this context by examining clinician readiness, practical implementation 

protocols, legal boundaries, ethical frameworks, and best practices for equitable and 

accountable tele-mental health delivery. 

 

3. Practical Provision of Telehealth Services 

3.1 Preparing for Virtual Care: Clinician and Client Readiness 

The implementation of tele-mental health services is not as simple as transitioning in-

person therapy to a screen. Rather, it requires careful preparation on the part of both 

the clinician and the client. The clinician must be trained and equipped to deliver care 

through virtual platforms, while the client must be prepared to engage meaningfully in a 

digital therapeutic environment. This section outlines the essential elements of 

readiness, including technological competency, ethical compliance, and psychosocial 

considerations. 

Clinician Readiness 

Telehealth demands a distinct skill set for mental health professionals, encompassing 

technological, clinical, and interpersonal competencies. Technological readiness begins 

with selecting a secure, HIPAA-compliant platform. While the COVID-19 pandemic 

prompted temporary waivers that allowed platforms like Zoom or FaceTime to be used 

in emergencies, post-2022 standards require that clinicians return to platforms offering 

secure encryption, audit trails, and Business Associate Agreements (Simpson et al., 

2024). Popular choices include Doxy.me, SimplePractice, VSee, and TheraPlatform. 

Training in digital competencies is equally important. Clinicians must understand how to 

use screen sharing, annotate shared documents, adjust camera and microphone 

settings, and troubleshoot issues in real time. Delays or failures in managing these tools 



can break the therapeutic flow and undermine client confidence in the provider’s 

professionalism (Neumann et al., 2025). Several professional organizations now offer 

continuing education (CE) courses focused specifically on telehealth proficiency, 

emphasizing skill-building in video-based communication, digital empathy, and cross-

platform integration. 

 Clinical readiness refers to the 

therapist’s ability to adapt 

traditional therapeutic 

modalities—such as cognitive-

behavioral therapy (CBT), 

solution-focused therapy, or 

psychodynamic interventions—to 

the remote format. Clinicians must 

develop a sense for subtle digital 

cues—such as tone of voice, facial expression changes, or awkward silences—that 

would be interpreted differently in person (Güler et al., 2024). Telehealth often involves 

reduced bandwidth for nonverbal communication, and thus requires practitioners to 

engage in more explicit reflection and clarification to ensure therapeutic alignment. 

Ethical readiness cannot be overstated. Telehealth introduces new risks regarding client 

confidentiality, boundary management, and informed consent. The NASW Code of 

Ethics (2021) advises clinicians to practice only within their scope of competence and to 

pursue training or supervision when delivering services in new modalities. In addition to 

completing CE training, providers must understand the ethical implications of digital 

communication. For instance, casual texting or emailing outside of secure messaging 

systems could lead to confidentiality breaches or boundary blurring (Batastini et al., 

2023). 

Clinicians must also anticipate how remote care may shift the emotional dynamics of 

therapy. For example, a client in an emotionally dysregulated state may log off a session 

abruptly—an action less likely in a face-to-face context. Clinicians need emotional 



resilience and flexibility to tolerate such disruptions and manage them therapeutically 

without escalating distress. 

 

Client Readiness 

While clinicians may be prepared, therapy can falter if the client is not. Client readiness 

involves multiple domains: technological access, digital literacy, psychological comfort 

with the telehealth format, and environmental appropriateness. 

First, access to reliable technology is essential. This includes having a device with 

camera and microphone capabilities, access to stable high-speed internet, and a 

private, quiet location for therapy sessions (Ramineni et al., 2025). Without these 

basics, clients may experience frustration, frequent disconnections, or privacy 

violations, all of which can derail treatment engagement. 

Second, digital literacy must be assessed. A structured telehealth intake should include 

questions about the client’s comfort level with logging into platforms, muting and 

unmuting, and using features such as chat or screen sharing. Some clients, particularly 

older adults or individuals with cognitive or learning disabilities, may need extra support 

during this transition. Providing step-by-step visual guides, pre-session orientations, or 

even phone walkthroughs can significantly improve readiness (Simpson et al., 2024). 

Third, psychological readiness includes the client’s willingness and emotional capacity 

to engage in therapy through a screen. Some individuals may feel inhibited by the 

format, while others may over-disclose due to the perceived distance created by the 

screen. Additionally, clients who are socially isolated or in high-stress environments—

such as those experiencing intimate partner violence or homelessness—may lack both 

the safety and emotional bandwidth required for meaningful participation (Neumann et 

al., 2025). Screening tools such as the Telehealth Suitability Questionnaire (TSQ) have 

been developed to help assess these factors (Güler et al., 2024). 

Fourth, the client’s environment must support therapeutic safety and confidentiality. 

Telehealth risks increase when clients join sessions from vehicles, public libraries, or 



shared bedrooms. Clinicians must ask specific questions about the setting: “Are you in a 

private place where no one else can hear you?” “What would you do if someone walked 

in during our session?” Informed consent documentation should include client-reported 

emergency contact numbers and their current physical location in case of crisis 

(Batastini et al., 2023). 

Client readiness should not be viewed as static. It is dynamic and should be reassessed 

throughout treatment. A client who begins therapy with ideal conditions may later lose 

internet access, change living arrangements, or experience increased stress that 

impairs focus and presence during sessions. Clinicians must be attentive and flexible, 

periodically revisiting these domains to support the client’s continued engagement. 

 

3.2 Setting Up the Virtual Space 

The therapeutic environment is often thought of as a physical space—a softly lit office 

with chairs arranged for comfort and privacy. In telehealth, the “space” becomes virtual, 

yet it remains equally vital for creating a sense of safety, containment, and 

professionalism. The quality of the virtual therapy space can affect the therapeutic 

alliance, session flow, and clinical outcomes. 

Clinician’s Virtual Environment 

A clinician’s environment should project professionalism while also being warm and 

welcoming. Visual setup begins with camera placement. The camera should be 

positioned at or just above eye level to simulate direct eye contact, and the clinician’s 

face should be centered and well-lit. Using soft lighting positioned behind the camera 

helps avoid shadows or backlighting that can obscure facial expressions (Chen et al., 

2024). 

Backgrounds should be uncluttered and free of distractions. Many clinicians use neutral 

walls, bookshelves, or virtual backgrounds that resemble an office setting. Overly 

personal or chaotic backgrounds—such as bedrooms or kitchens—can interfere with 



the therapeutic frame and may even trigger boundary issues if clients begin asking 

about the provider’s personal life. 

Sound quality is crucial. A good-quality headset or external microphone can reduce 

background noise and enhance clarity. Clinicians should inform others in their 

household or office that sessions are in progress and post signs or use visual indicators 

(e.g., lights or “in session” door tags) to reduce interruptions. 

Security is equally important. Providers should password-protect their Wi-Fi network, 

lock their devices, and ensure that the platform is up to date. Using a private, locked 

room for sessions and maintaining secure document storage are not just best 

practices—they are legal and ethical necessities under HIPAA and state laws (Neumann 

et al., 2025). 

Client’s Virtual Environment 

Clients may need significant support to create a therapeutic space in their homes or 

wherever they are connecting. Clinicians should guide clients in selecting a location with 

minimal noise, stable furniture, and limited visual distractions. Many clients 

underestimate the importance of being physically comfortable and emotionally safe in 

their space. 

Pre-session orientation materials can be useful. These may include: 

• A downloadable checklist (“Is your phone charged? Are you seated 

comfortably?”) 

• Video tutorials showing how to prepare their space 

• Suggestions for minimizing interruptions (e.g., turning off notifications, silencing 

phones, locking the door) 

Some therapists encourage clients to create a “therapy corner” in their homes, equipped 

with a chair, candle, grounding object, or blanket to provide comfort and continuity. 

These small rituals reinforce the therapeutic frame and support emotional regulation. 



In situations where privacy is difficult—such as shared housing or domestic violence—

clinicians must evaluate the risk-benefit balance. Some clients use headphones and 

white noise machines to mask the conversation. Others may schedule sessions during 

times when roommates or family members are away. When privacy cannot be 

reasonably guaranteed, alternatives such as asynchronous messaging, journaling, or in-

person referrals may be more appropriate (Batastini et al., 2023). 

Shared Norms and Expectations 

Establishing shared expectations around the virtual space is key to avoiding 

misunderstandings or boundary crossings. Clinicians should explain, preferably in 

writing and verbally, what is expected during sessions: 

• Clients should remain stationary (e.g., not walk around or drive during sessions) 

• Pets and other distractions should be removed if possible 

• Clients should not eat or engage in other activities 

• Camera should remain on unless otherwise discussed 

Discussing the backup plan for technical failures is essential. A common protocol 

includes attempting to reconnect within five minutes and then switching to a phone call if 

the connection fails again. Clinicians should keep the client’s emergency contact 

information and physical address readily available in case a welfare check becomes 

necessary. 

Clients should also be oriented to digital etiquette, such as muting when not speaking 

during group sessions, raising a hand to speak (using platform features or visually), and 

signaling if they need a break. These norms help structure sessions and reduce 

confusion, especially in modalities involving multiple participants. 

 

 

 

 



3.3 Conducting Effective Sessions  

3.3.1 Initial Assessments in Telehealth 

Initial assessments are the cornerstone of effective tele-mental health care. In remote 

settings, clinicians must not only evaluate clinical symptoms but also consider logistical, 

technological, ethical, and environmental factors that influence treatment delivery. The 

goal of the initial telehealth assessment is to determine client appropriateness for 

remote care, build foundational trust, and ensure that all parties understand the 

implications and limitations of virtual service delivery. 

A. Technological Capacity and Environmental Stability 

 

 

One of the first elements assessed during a telehealth intake is whether the client’s 

technological environment supports therapeutic work. This includes having a private, 



quiet space free of distractions; a stable, high-speed internet connection; and a 

functioning video-capable device. These factors are more than just conveniences—they 

are integral to protecting client confidentiality, ensuring accurate communication, and 

preserving the therapeutic frame. 

For example, clients who attempt to attend therapy sessions from a moving 
vehicle, public space, or shared room may experience repeated disruptions, 
posing a threat to confidentiality and emotional containment. In these cases, the 
clinician must assess whether accommodations such as rescheduling or 
transitioning to in-person care are necessary (Ramineni et al., 2025). 

In addition to environment, the clinician must evaluate the client’s comfort with 

technology. This includes their ability to log in, manage audio/video settings, and 

troubleshoot minor issues. Clients with limited digital literacy—especially older adults or 

individuals from underserved communities—may require orientation support, tutorials, 

or step-by-step walkthroughs to ensure equitable access (Güler et al., 2024). 

B. Screening for Clinical Suitability 

Not every clinical scenario is suitable for virtual treatment. High-acuity issues—such as 

active psychosis, complex dissociation, suicidal ideation, or domestic abuse—may 

necessitate a hybrid or in-person model. During the intake, clinicians must explicitly 

assess: 

• Whether the client is alert and oriented to time, place, and person. 

• The level of emotional regulation and impulse control. 

• The existence of a stable, predictable routine. 

• Whether the client understands and can follow safety plans remotely. 

Structured risk tools such as the Columbia-Suicide Severity Rating Scale (C-SSRS) or 

PHQ-9 can be administered virtually and documented in real-time (Neumann et al., 

2025). However, in cases of imminent danger, the clinician’s ability to intervene is 

constrained by geography and client location. Thus, during the intake, it is crucial to 

Test Question
6. What must clinicians assess about a client’s environment during the initial telehealth session?�b) Whether their space is private and free of distractions

Test Question
7. What should a clinician do if a client is attending telehealth sessions from a vehicle or public space?�a) Assess whether to postpone the session until a secure environment can be arranged 



collect and verify the client’s physical address and at least one emergency contact who 

is available and geographically local. 

C. Informed Consent and Ethical Orientation 

In telehealth, informed consent requires additional attention to technology-specific risks. 

Clients must understand the limitations of virtual care, including: 

• Potential for disconnection or software malfunction. 

• Legal boundaries across state or country lines. 

• The difference in emergency intervention capabilities. 

• Data privacy issues related to the use of electronic platforms. 

Informed consent should be documented in writing, and clients should be invited to ask 

questions. A thorough consent document will cover the use of specific platforms, 

whether sessions will be recorded (if applicable), and how communication will occur 

between sessions (email, text, portal, etc.) (Batastini et al., 2023). 

It is ethically recommended that clinicians revisit consent periodically—especially after 

any significant changes in client context, platform used, or risk status. 

D. Establishing Session Norms and Boundaries 

Clients new to teletherapy often benefit from structured guidance on how to engage with 

the format. The initial session should introduce rules around: 

• Attending from a consistent location. 

• Keeping the video on unless discussed otherwise. 

• Not multitasking (e.g., eating, driving, working). 

• Using headphones for privacy if needed. 

• How to handle disruptions (e.g., delivery, family interruptions). 

Clinicians can model this professionalism by maintaining their own virtual presence 

(clear video, good lighting, limited background distractions). These mutual norms 



reinforce the importance of the space as one designated for reflection, healing, and 

confidentiality. 

E. Cultural and Linguistic Relevance in Assessments 

Telehealth assessments must be attuned to each client’s cultural background, language 

needs, and communication preferences. Cultural responsiveness involves not only 

awareness of racial and ethnic differences but also respect for variations in body 

language, emotional expression, and power dynamics. For instance, some cultures may 

interpret direct eye contact as confrontational, while others may value it as a sign of 

sincerity. 

Language barriers also require deliberate action. Clinicians should use platforms that 

allow for real-time interpreters, closed captions, or translated intake forms. It is not 

sufficient to assume comprehension; clinicians must ask open-ended questions such 

as, “Do you prefer another language during therapy?” or “Would it help to have a 

translator present?” (Güler et al., 2024). 

When appropriate, family members may be included in consent or orientation 

sessions—especially for minors, older adults, or clients with limited literacy. 

F. Psychological Formulation and Diagnosis 

Once environmental and ethical readiness is confirmed, the clinician proceeds with a 

traditional psychological evaluation. This includes: 

• A review of presenting concerns. 

• Psychiatric and medical history. 

• Family, relationship, and developmental context. 

• Past trauma, resilience, and strength factors. 

• Substance use screening. 

• Safety planning and risk assessment. 



This evaluation may be adapted through screen-sharing (for intake forms or visual 

tools), or clinicians may ask clients to complete assessments asynchronously via secure 

platforms before or after the session. 

Documenting these findings is essential. Clinicians should include not just DSM-5 

diagnoses but also telehealth-specific notes such as: 

• Location of client at session start. 

• Technical quality of session (e.g., video clarity, dropped calls). 

• Confirmation of consent and emergency contacts. 

• Discussion of appropriateness for telehealth modality. 

 

 

 

3.3.2 Therapeutic Engagement  

Therapeutic engagement in tele-mental health is both a nuanced art and a technical 

discipline. It refers not only to the client’s active participation in therapy, but also to the 

quality of the relationship formed with the clinician—commonly described as the 

therapeutic alliance. In remote care settings, where physical cues, shared space, and 

embodied presence are diminished, clinicians must intentionally cultivate engagement 

through digital means. 



A. Foundations of the Therapeutic Alliance Online 

The therapeutic alliance is built on three pillars: emotional bond, mutual goals, 
and collaborative tasks. Decades of research have shown that this alliance accounts 

for a significant portion of therapeutic outcomes, often more than the specific treatment 

model used. In telehealth, achieving this alliance requires the clinician to overcome 

several inherent obstacles, such as technological delays, reduced nonverbal cues, and 

the physical separation between therapist and client (Chen et al., 2024). 

Successful alliance formation in virtual settings begins with presence. Clinicians must 

signal attentiveness by maintaining open body language (as visible on camera), eye 

contact by looking directly into the camera lens rather than the screen, and verbal cues 

of empathy and responsiveness. It is important that therapists use name repetition, 

warm tones, and acknowledgment of client statements to mimic the affective presence 

felt in in-person work. 

Clients often appreciate when therapists acknowledge the difference between telehealth 

and in-person services. A simple phrase like, “Let’s take a moment to get grounded 

Test Question
8. Which of the following is not a pillar of the therapeutic alliance?
d) Football



even though we’re not in the same room,” or “This format can feel different—how are 

you finding it today?” can validate their experience and open a dialogue about 

preferences. 

B. Structuring the Virtual Session for Engagement 

Remote sessions require more structured pacing and framing than in-person therapy. A 

well-structured telehealth session may include the following flow: 

1. Grounding ritual – a short breathing exercise or mindfulness check-in to settle 

in. 

2. Agenda setting – collaboratively identifying goals for the session. 

3. Clinical work – addressing concerns through interventions or processing. 

4. Summary and closure – reviewing insights, assigning tasks, or setting goals for 

the next session. 

Clinicians can use screen-sharing to co-create visual tools such as CBT thought 

records, genograms, or emotion wheels. These shared screens offer focal points for 

interaction, help reduce “Zoom fatigue,” and encourage active client participation. 

Features like virtual whiteboards can support experiential activities, particularly with 

children, couples, or families. 

Even simple practices like writing down client insights and showing them via the screen, 

or using drawing tools to externalize emotional experiences, can greatly enhance 

participation (Güler et al., 2024). 

C. Addressing Disconnection and Resistance 

In telehealth, disengagement may look different than in person. Instead of silence or 

physical withdrawal, clinicians might notice frequent camera disabling, muted audio, 

wandering eye movements, or increased session cancellations. These may signal 

discomfort, avoidance, technical problems, or diminished motivation. 

Rather than pathologizing these behaviors, clinicians are encouraged to reflect 

collaboratively with the client: 



• “I notice it’s been harder to connect the last few sessions. Do you have thoughts 

on that?” 

• “Is anything about the format making therapy harder right now?” 

• “Would it help to switch to a shorter session or try a phone call instead?” 

Engagement also hinges on the client’s perception of relevance. If therapy feels 

repetitive or overly abstract, clients may withdraw. To counter this, clinicians can 

personalize interventions, incorporate client media (such as artwork, journaling, or video 

clips), and offer between-session activities that keep therapy alive in the client’s daily 

life. 

D. Enhancing Engagement with Special Populations 

Different client groups respond to virtual engagement in distinct ways. For children, 

teletherapy can be both challenging and liberating. Engagement techniques may 

include: 

• Storytelling or puppet play. 

• Online drawing tools or therapeutic games. 

• Parental involvement as co-facilitators. 

• Shared rituals, like a “feeling thermometer” at the start of each session. 

Adolescents often respond well to multimedia elements. Using metaphors from video 

games, music lyrics, or meme culture can enhance relevance. Clinicians must respect 

their digital fluency while gently introducing therapeutic structure. 

Older adults may need encouragement to stay focused or comfortable on screen. 

Techniques include: 

• Slower pacing and clearer articulation. 

• Simplified visual aids. 

• Confirmation that they are being heard and seen clearly. 



• Reinforcement of their autonomy in the process. 

Clients with neurodevelopmental or sensory differences may prefer audio-only sessions 

or benefit from visual stimming aids. The key is to individualize engagement methods 

and normalize adaptations. 

E. Cultural Responsiveness in Engagement 

Therapeutic engagement is inseparable from cultural competence. In telehealth, 

clinicians must be doubly attentive to the risks of assuming shared meaning when 

communication is filtered through screens. Cultural mismatches in eye contact norms, 

tone of voice, hierarchy, and self-disclosure can impair alliance if left unaddressed. 

Clinicians should routinely ask questions such as: 

• “Are there ways therapy could better fit your cultural background?” 

• “Do you prefer more structured guidance or space to explore at your pace?” 

• “What does healing mean in your community or family?” 

If language differences exist, using culturally concordant interpreters or translation 

features becomes essential. Some telehealth platforms now offer live captions and 

integrated interpreter dashboards. Research shows that bilingual clinicians or culturally 

matched interpreters can dramatically improve engagement rates and reduce dropout 

(Neumann et al., 2025). 

Equally important is acknowledging systemic disparities. Clients from historically 

marginalized groups may arrive with skepticism rooted in prior harm. Clinicians can 

respond with humility, transparency, and accountability: 

• “If you ever feel misunderstood, I want you to feel safe telling me.” 

• “Your experience matters to me, and I’ll do my best to adapt to what you need.” 

F. Supporting Emotional Regulation in the Virtual Setting 



In face-to-face therapy, the therapist's physical presence often provides a co-regulating 

effect. In virtual work, this is less accessible, and clients may struggle more with 

emotional dysregulation. Clinicians can offer grounding techniques at key moments: 

• “Let’s take three deep breaths together.” 

• “Would you like to name three things you see in the room?” 

• “Would it help to write something down or stretch briefly?” 

Some platforms allow for on-screen timers, soundscapes, or interactive calming tools. 

When dealing with trauma survivors or clients with high anxiety, therapists may teach 

clients how to “anchor” themselves between sessions using sensory objects, music, or 

journaling. 

Clinicians should also model their own regulation by staying calm during tech 

disruptions, apologizing when mistakes occur, and gently navigating awkward silences 

without rushing. 

G. Encouraging Consistency and Follow-Through 

Retention and engagement increase dramatically when clients feel a sense of rhythm 

and purpose in their therapy. Clinicians can support this by: 

• Confirming future session times at the end of each meeting. 

• Using secure portals to send reminders or tasks. 

• Checking in about homework completion with curiosity, not pressure. 

• Tracking progress using shared visuals (e.g., progress thermometers, goals 

dashboards). 

For clients with executive functioning difficulties, brief check-ins via secure messaging 

or text reminders may bridge the gap between sessions and reinforce accountability. 



H. Therapist Presence and Burnout Prevention 

Finally, clinician engagement is equally 

important. Telehealth can be exhausting due to 

“Zoom fatigue,” limited physical movement, and 

emotional dissociation. Therapists can maintain 

their own presence and vitality by: 

• Building in breaks between sessions. 

• Having an active lifestyle. 

• Using ergonomic workspaces and proper 

lighting. 

• Practicing mindfulness or short walks between 

clients. 

• Engaging in supervision or peer consultation to 

process emotional weight. 

A present therapist fosters presence in the client. Therapists should avoid multitasking 

(e.g., checking emails during sessions), minimize background noise, and approach 

each session with fresh curiosity and respect. 

 

Section 4: Clinical and Treatment Issues in Telehealth  

4.1 Diagnostic Accuracy and Clinical Limitations 

Tele-mental health introduces notable challenges in diagnostic assessment due to the 

lack of physical presence, reduced nonverbal data, and varied home environments. 

While structured clinical interviews and psychometric tools are often administered 

reliably over secure platforms, clinicians may miss subtle behavioral cues critical for 

differential diagnosis (Batastini et al., 2023). For instance, signs such as psychomotor 

retardation, involuntary movements, or grooming habits are less visible over video. 

Test Question
9. What is one limitation of telehealth in conducting psychological assessments?�c) Clinicians may miss subtle behavioral cues



Moreover, the context of the client’s environment during a virtual session can shape or 

obscure their symptoms. A client engaging from a chaotic or unsafe space may exhibit 

distractibility, irritability, or dissociation that mimic ADHD or PTSD, potentially skewing 

the diagnostic impression. Conversely, clients may appear unusually regulated in the 

safety of their home, masking symptoms that would otherwise emerge in an office 

setting (Simpson et al., 2024). 

Emerging literature has explored the limits of remote assessment for disorders with 

complex presentations, such as dissociative disorders or severe personality pathology. 

In such cases, in-person evaluation may remain the gold standard. Nonetheless, 

research supports the validity of tele-assessments for common disorders such as major 

depressive disorder (MDD), generalized anxiety disorder (GAD), and adjustment 

disorders, especially when using validated screeners like the PHQ-9 or GAD-7 (Güler et 

al., 2024). 

The key to improved diagnostic accuracy in telehealth lies in a combination of structured 

tools, frequent reassessment, collateral interviews (when permitted), and cautious 

clinical judgment. Documentation should clearly reflect the limitations and justify the 

selected tools and observations made during remote evaluation. 

 

4.2 Rapport-Building in Virtual Spaces 

The therapeutic alliance—a core predictor of treatment outcomes—requires a nuanced 

recalibration in the digital environment. In traditional face-to-face psychotherapy, rapport 

is shaped through shared space, body posture, eye contact, and subtle interpersonal 

rhythms. These cues may be disrupted or filtered through a screen, especially when 

video lags or environmental distractions occur. 



Nonetheless, research suggests that strong 

therapeutic bonds can still be formed and 

maintained virtually. A study by Batastini et al. 

(2023) found that over 70% of clients in long-

term telehealth care reported a therapeutic 

alliance that was “equally strong or stronger” 

than their prior in-person experiences. Still, 

this outcome hinges on the clinician’s intentionality in fostering connection. 

To build rapport remotely, clinicians often need to over-communicate empathy 
and emotional presence. Tactics include naming emotions more explicitly (“It sounds 

like you’re feeling really isolated right now”), leaning into facial expressiveness, and 

pacing verbal interventions more slowly to ensure mutual understanding (Simpson et 

al., 2024).   Therapists also benefit from routinely checking in on the client’s telehealth 

experience: “How is it for you to talk about this over video?” or “Would it help to shift 

how we’re doing sessions?” 

In addition, the therapist's workspace can significantly influence rapport. A well-lit, 

private space with minimal background distractions signals professionalism and 

emotional safety. Clients also respond positively when clinicians use consistent eye 

contact—looking at the camera lens instead of the screen—which creates the 

impression of visual connection (Güler et al., 2024). 

Some clients find telehealth more conducive to emotional disclosure. Being in a familiar 

setting—such as their bedroom or car—can lower inhibitions and increase openness. 

However, this is not universal. Others feel exposed or disoriented, especially when 

privacy is limited. In such cases, therapists may explore creative solutions, including 

use of headphones, virtual backgrounds, or audio-only sessions. 

Maintaining rapport over time also requires continuity. Therapists should avoid frequent 

platform changes or switching between video and phone without client input. Informed 

choice about modality reinforces the collaborative nature of therapy. 

Test Question
10. How can clinicians build rapport in virtual therapy sessions despite the absence of physical presence?�d) By over-communicating empathy and emotional presence.



For clients who are neurodivergent, rapport-building may require even greater 

adaptation. For example, autistic clients may prefer text-based therapy or asynchronous 

messaging, which allows for processing time and reduces social fatigue. Understanding 

each client’s sensory and communication preferences is essential to tailoring 

engagement strategies. 

 

4.3 Managing Client Resistance or Disengagement 

In telehealth, client resistance often surfaces subtly. Rather than direct refusals or 

silence, clinicians may observe decreased eye contact, muted microphones, 

multitasking, or frequent cancellations. Unlike in-person settings—where physical 

attendance alone can sustain engagement—virtual therapy requires greater intrinsic 

motivation and environmental control. 

Resistance may emerge for several reasons: 

• Perceived inefficacy: Clients may believe teletherapy is “less real” or less 

effective than in-person sessions. 

• Environmental distractions: Caregiving duties, roommates, pets, and 

household noise often interfere with focus. 

• Digital fatigue: Especially common in clients who work remotely or attend school 

online. 

• Therapeutic avoidance: Emotional topics may feel more difficult to address in 

the absence of physical containment. 

Therapists must first normalize and validate these experiences. For instance, saying 

“Some people find video therapy harder to stay connected with—do you notice that 

happening for you?” can reduce shame and open space for exploration. 

Clinical strategies to mitigate disengagement include: 

• Shorter, more frequent sessions: Offering 30-minute check-ins instead of 60-

minute deep dives can improve consistency. 



• Modality variation: Some clients benefit from switching between video, phone, 

or text-based interventions depending on mood or schedule. 

• Visual aids and shared documents: Using screen-sharing to review handouts 

or treatment plans can enhance focus and collaboration. 

• Homework and in-between engagement: Providing journal prompts or follow-

up questions via secure messaging helps clients stay engaged between 

sessions. 

Engagement should also be tracked and documented. Therapists can use simple 

engagement logs or scales to assess patterns, which may inform treatment planning or 

referrals. In some cases, chronic disengagement may warrant a change in treatment 

modality or re-evaluation of goals. 

Finally, therapists should remain aware of countertransference. Feelings of frustration or 

helplessness when a client disengages are common—and potentially magnified in 

telehealth due to the lack of physical presence. Regular supervision and peer 

consultation help providers process these dynamics and maintain a client-centered 

focus. 

 

4.4 Cultural and Linguistic Considerations in Telehealth for Mental Health 
Professionals 

Cultural and linguistic competence is a critical component of effective mental health 

practice and becomes even more essential in the context of telehealth. As the digital 

transformation of healthcare broadens access to diverse populations, mental health 

professionals must navigate the challenges and responsibilities associated with 

providing culturally responsive care across geographic, ethnic, and linguistic 

boundaries. This expansion necessitates a nuanced understanding of how technology 

intersects with cultural norms, identity, language use, and client engagement. The ethics 

codes of major professional bodies—including the NASW, NBCC, and AAMFT—

emphasize the need for culturally competent care and the importance of honoring each 



client’s values, worldviews, and communication styles within the therapeutic relationship 

(NBCC, 2024; NASW, 2021). 

4.4.1 Digital Equity and the Cultural Divide 

The digital divide is a key structural barrier to culturally equitable telehealth care. 

Marginalized populations—including Black, Indigenous, and people of color (BIPOC); 

immigrants; and rural residents—are less likely to have high-speed internet, private 

space for sessions, or the digital literacy to navigate telehealth platforms 

(RuralHealthInfo, 2024). This inequity directly influences access to culturally aligned 

providers. For example, Spanish-speaking clients in rural settings may face a shortage 

of bilingual providers and insufficient interpreter integration, resulting in delayed or 

inadequate care (Chen et al., 2024). 

The social determinants of health—including education, income, language proficiency, 

and technological access—profoundly affect telehealth participation. Research has 

shown that clients from lower socioeconomic groups are more likely to attend sessions 

via telephone rather than video, which may limit relational depth and diagnostic clarity 

(Simpson et al., 2024). Additionally, cultural norms related to technology, privacy, and 

mental health stigma can influence clients' comfort with virtual care. For instance, older 

adults from collectivist backgrounds may prefer to involve family in sessions, while 

younger first-generation clients may resist family disclosure due to cultural shame or 

expectations. 

4.4.2 Language Barriers and Interpreter Use 

Language congruence between provider and client is vital in telehealth settings. 

Miscommunication, even at the level of tone or idiom, can lead to misunderstandings 

about emotional distress, risk, or treatment goals. Clients with limited English 

proficiency (LEP) may struggle with unfamiliar terminology used during informed 

consent, intake, or safety planning (Ramineni et al., 2025). This misalignment increases 

the risk of disengagement and dissatisfaction. 

The integration of interpreters into tele-mental health remains inconsistent. While some 

platforms now offer simultaneous interpretation features or allow multiple video 



connections, these tools are underutilized. Furthermore, clinicians may lack training on 

how to collaborate with interpreters effectively in remote sessions. According to 

Abuyadek et al. (2024), interpreters are often positioned as passive translators rather 

than cultural brokers, limiting their ability to enhance understanding and engagement. 

Ethical and legal considerations require clinicians to ensure that clients fully understand 

their rights, diagnoses, and treatment plans. Informed consent documents should be 

available in the client’s preferred language, and clinicians should confirm 

comprehension through teach-back methods. Additionally, clinicians must be aware of 

potential privacy breaches if clients rely on informal interpreters such as family 

members or children—a practice that is discouraged due to the risk of coercion, error, 

and loss of confidentiality (NBCC, 2024). 

4.4.3 Cultural Concepts of Mental Health and Wellness 

Cultural frameworks shape how individuals interpret symptoms, seek help, and engage 

in therapy. Some clients may view emotional distress through a spiritual or somatic lens 

rather than as a psychological problem. For example, a client from a Southeast Asian 

background may describe panic attacks as spirit possession or "wind illness," while a 

Latino client may reference “nervios” or “ataques de nervios” to express anxiety (Güler 

et al., 2024). These idioms of distress must be understood and honored within their 

cultural contexts. 

Telehealth offers unique opportunities and challenges for integrating these frameworks. 

On one hand, clients may feel more comfortable discussing culturally shaped beliefs 

from the privacy of their own homes. On the other hand, the physical absence of the 

therapist can make it harder to detect nonverbal cues or to co-create cultural meaning 

through embodied presence. 

Clinicians must also be sensitive to collectivist versus individualist worldviews. In some 

cultures, decisions about mental health are made communally, with significant input 

from elders or family members. Therapists trained in Western, individualistic models 

must adapt their approaches to accommodate these dynamics. In telehealth, this may 

include inviting family members into sessions (with consent), creating shared treatment 



plans, and using culturally appropriate metaphors or proverbs to explain psychological 

concepts. 

4.4.4 Cultural Humility and Provider Reflexivity 

Cultural competence is not a static achievement but a dynamic, ongoing process. 

Cultural humility—an ethic of openness, curiosity, and self-reflection—is central to this 

process. In the telehealth context, cultural humility involves being aware of one's own 

privileges and limitations while working with clients whose life experiences differ 

significantly from one's own. 

Therapists must ask themselves: 

• How might my own cultural background shape my assumptions about 

technology, communication, or privacy? 

• Am I making assumptions about this client’s “resistance,” or are they reacting to a 

culturally discordant therapy experience? 

• Have I invited the client to share their cultural identity, values, and beliefs in a 

way that feels safe? 

Regular supervision and peer consultation are vital for examining cultural 

countertransference and avoiding ethnocentric interpretations. Supervision sessions 

may explore how clinicians respond to silence, emotion, or family dynamics differently 

based on their cultural frameworks. 

In digital therapy, cultural humility also includes respect for the client's home 

environment. Unlike office-based therapy, where the clinician controls the physical 

space, telehealth places the therapist in the position of a guest. Respecting the 

background noise, visual cues, and interruptions common in multigenerational or 

communal living arrangements demonstrates cultural sensitivity and fosters rapport. 

4.4.5 Stigma, Intersectionality, and Identity Considerations 

Mental health stigma remains a significant barrier to care across many cultures, often 

intensified in collectivist or faith-based communities. In these settings, mental illness 



may be perceived as a moral weakness, spiritual failing, or familial shame. This stigma 

contributes to lower help-seeking behavior and premature termination of treatment. In 

telehealth, clients may feel more protected from community scrutiny, especially when 

services are accessed from home. However, this benefit may be offset by internalized 

stigma and limited opportunities for social support (Güler et al., 2024). 

Intersectionality—the interplay of multiple marginalized identities—further complicates 

telehealth engagement. A Black transgender client living in a rural area, for instance, 

may face barriers not just due to race, gender identity, and geographic isolation, but 

also due to internet access, provider bias, and lack of LGBTQ+-affirming services. 

These overlapping systems of oppression demand an intersectional clinical lens that 

moves beyond a single-axis cultural view (Chen et al., 2024). 

Mental health professionals must inquire about and honor a client’s intersecting 

identities in both intake and treatment planning. Affirmative therapy practices in 

telehealth include: 

• Offering inclusive intake forms that include pronouns, gender identity, and 

race/ethnicity 

• Using neutral, trauma-informed language 

• Acknowledging microaggressions and systemic oppression as sources of 

distress 

• Validating culturally shaped experiences of marginalization, migration, or 

diaspora 

Clients from minoritized faith groups (e.g., Muslims, Sikhs, Orthodox Jews) may also 

bring spiritual dimensions to therapy that are not addressed in standard treatment 

models. These clients may question whether therapeutic interventions—such as 

mindfulness, exposure therapy, or medication—conflict with religious values. Therapists 

must be prepared to explore such concerns respectfully and without assumption. 

In multilingual households, there may also be intergenerational conflict about therapy 

participation. Parents and elders may prefer traditional healing methods, while younger 



members pursue Westernized psychotherapy. Telehealth can either bridge or widen this 

generational gap depending on the therapist’s cultural attunement and communication 

strategies. 

 

4.4.6  Case Examples and Practical Strategies for Culturally Responsive 
Telehealth 

Case Study 1: Language and Trust 

Marisol, a 42-year-old monolingual Spanish-speaking mother of two, sought therapy for 

postpartum depression through a community health clinic. Her intake was conducted in 

Spanish by a bilingual administrative assistant, but her therapist—though competent in 

Spanish—used overly clinical language and failed to explain consent in culturally 

resonant terms. After two sessions, Marisol stopped attending. When contacted, she 

shared she felt "judged" and didn’t fully understand the purpose of the treatment. 

Lessons: Language fluency is not the same as cultural fluency. Consent forms should 

be orally reviewed and adapted to the client’s literacy level and idiomatic understanding. 

Inviting clarification (“How would you describe what we’re doing here in your own 

words?”) helps bridge gaps. 

 

Case Study 2: Environmental Attunement 

Jamila, a 16-year-old Muslim girl, attended therapy from her bedroom. Her therapist, 

unaware of the client’s religious background, remarked, “You seem anxious. Is there 

something in your room making you nervous?” In reality, Jamila was uncomfortable 

being on camera without her hijab due to male relatives in the house. She later 

disclosed that she had considered quitting therapy. 

Lessons: Telehealth providers should inquire early about visual and audio preferences. 

Open-ended questions like, “Is there anything about being on video that feels 

uncomfortable?” invite disclosure of cultural practices without assumption or 

embarrassment. 



Case Study 3: Identity and Engagement 

Darnell, a 29-year-old Black queer man, expressed disinterest in traditional CBT for 

depression. In initial sessions, he described systemic racism and workplace 

microaggressions as sources of hopelessness, but the therapist redirected focus to 

automatic thoughts without validating those lived experiences. Darnell became less 

engaged and eventually sought a different provider. 

Lessons: Culturally responsive telehealth must validate clients’ sociopolitical realities. 

Therapists should avoid prematurely narrowing the focus to technique. Instead, 

integrating liberation psychology, narrative therapy, or culturally adapted CBT models 

can foster deeper connection and relevance. 

 

4.4.7 Practical Recommendations 

To enhance cultural and linguistic responsiveness in tele-mental health, professionals 

should consider the following practices: 

1. Platform Accessibility 

o Choose platforms that support language translation, closed captioning, 

and mobile optimization. 

o Provide pre-session tech tutorials for clients unfamiliar with the interface. 

2. Intake and Documentation 

o Offer intake forms in multiple languages and with inclusive demographic 

fields. 

o Document cultural formulations as part of the case conceptualization 

process. 

3. Session Protocols 

o Begin sessions with cultural check-ins: “Is there anything about today—

cultural or otherwise—that you’d like me to be aware of?” 



o Use interpreters when needed and ensure confidentiality agreements are 

in place. 

4. Ongoing Training and Supervision 

o Pursue continuing education in multicultural counseling and digital ethics. 

o Participate in case consultation groups focused on culturally complex 

telehealth care. 

5. Community Collaboration 

o Partner with cultural brokers, community leaders, or traditional healers to 

co-develop culturally informed care plans. 

o Refer to culturally specific services when appropriate, including clergy, 

traditional healers, or affinity support groups. 

 

Cultural and linguistic considerations are not peripheral to telehealth—they are 

foundational to its ethical, legal, and clinical success. As mental health professionals 

expand their services across digital borders, they must continually adapt their practices 

to the diverse realities of the clients they serve. The goal is not to master every culture, 

but to approach each client with humility, curiosity, and a commitment to equity. By 

embracing culturally responsive strategies, clinicians can turn the virtual environment 

into a space of healing, dignity, and connection. 

 

4.5 Risk Assessment and Suicide Prevention in Telehealth  

4.5.1 Foundations of Risk Assessment in Digital Care 

Suicide prevention remains one of the most critical and high-stakes responsibilities for 

mental health professionals, and its importance is amplified in telehealth. The unique 

nature of remote therapy—marked by geographical distance, limited nonverbal data, 

and reduced environmental control—raises specific challenges in accurately assessing 

and managing client risk. Nevertheless, research has shown that, with appropriate 



training, digital tools, and protocols, telehealth can support safe and effective suicide 

prevention (Ramineni et al., 2025). 

Risk assessment is a dynamic process that 

involves identifying suicidal ideation, intent, 

plans, means, and protective factors. In 

telehealth, this process must be deliberately 

structured to compensate for the lack of physical 

presence. Clinicians must actively engage 

clients in dialogue about their mental state while 

also monitoring for indirect cues such as flat 

affect, withdrawal, and abrupt changes in 

behavior over video or audio. Providers often 

need to be more direct in remote sessions than they might be in person, asking clear, 

specific questions like, “Have you had thoughts about ending your life recently?” or “Do 

you have access to anything you could use to harm yourself?” 

In many cases, clients may be more willing to disclose suicidal thoughts in virtual 

therapy, especially when engaging from a familiar or private space. A 2024 study by 

Abuyadek et al. found that among adolescent clients, self-disclosure of suicidal ideation 

was 18% more likely in video-based sessions than in in-person care, possibly due to 

perceived safety or reduced stigma. This finding underscores the potential for telehealth 

to foster openness in discussing risk, provided clinicians create a nonjudgmental and 

well-structured environment. 

Clinicians conducting virtual risk assessments must be particularly attuned to client 

location, emergency contact information, and local crisis resources. Standard practice 

includes verifying the client’s physical address at the start of each session and ensuring 

access to a reliable support person or emergency contact if needed. These elements 

are not just best practices—they are legal and ethical necessities in providing safe care 

remotely (NBCC, 2024). 

 



4.5.2  Challenges and Limitations in Telehealth Risk Detection 

Despite its growing viability, telehealth poses distinct limitations for risk detection and 

crisis response. One major limitation is the inability to control or fully observe the client’s 

environment. Clinicians may be unaware of the presence of substances, weapons, or 

other risk factors in the room. Visual distortions, limited camera angles, or poor lighting 

may further obscure critical cues such as self-harm injuries, agitation, or disorientation 

(Simpson et al., 2024). 

Another challenge is the reliance on self-report. While self-disclosure is foundational to 

therapy, some clients—especially those in acute distress—may minimize or conceal 

suicidal thoughts due to fear of hospitalization, stigma, or legal consequences. In 

remote sessions, the lack of embodied presence may make it harder for therapists to 

“read between the lines” or use their intuition effectively. As noted by Chen et al. (2024), 

clinicians often feel less confident in their ability to detect nonverbal signs of risk in 

virtual sessions, such as changes in posture, grooming, or motor agitation. 

The technological medium itself can also be a barrier. If a session freezes or drops due 

to connectivity issues during a crisis discussion, it can significantly heighten client 

anxiety and disrupt the therapist’s assessment. For clients with trauma histories, 

repeated interruptions may be experienced as abandonment or trigger previous 

experiences of instability. Moreover, if a client chooses not to appear on camera or opts 

for audio-only sessions, the therapist’s observational range is further diminished. 

Time lags in platform response or background noise may interfere with the nuance of 

the conversation, making it more difficult to detect subtle shifts in tone, breath, or verbal 

pacing that might indicate rising distress. These technical limitations highlight the 

importance of using validated screening tools alongside clinical interviews. 

Clinicians must also consider the limitations of their own training and emotional 

bandwidth. As remote practice becomes more common, many therapists are conducting 

risk assessments from home or isolated settings, without immediate peer or supervisory 

support. This reality can increase clinician anxiety and the potential for errors in 

judgment. 



 

4.5.3  Tools and Protocols for Remote Suicide Prevention 

Effectively managing suicide risk in telehealth settings requires more than clinical 

intuition—it requires structured tools, crisis response plans, and adherence to 

established protocols. Fortunately, a growing body of research and practice guidelines 

now supports the use of standardized suicide screening and intervention tools that are 

valid and reliable in digital formats. 

One widely used tool is the Columbia Suicide Severity Rating Scale (C-SSRS), which 

has been adapted for use in both video and phone sessions. It allows clinicians to 

evaluate the severity and immediacy of suicidal ideation, past attempts, access to 

means, and protective factors. Another valuable tool is the Patient Health 
Questionnaire-9 (PHQ-9), particularly item nine, which screens for suicidal ideation. 

When used consistently, these tools can track risk over time and offer documentation for 

clinical decisions (Ramineni et al., 2025). 

To support high-risk clients remotely, providers should co-create a Safety Plan—a 

collaborative document outlining the client’s warning signs, coping strategies, social 

supports, and emergency contacts. This plan should include information about local 

crisis lines, mobile crisis units, and the National Suicide and Crisis Lifeline (988). Safety 

plans are ideally reviewed and updated regularly, especially after risk episodes. 

Many agencies now recommend a Crisis Protocol Template for remote sessions, 

which includes: 

• Verification of the client’s physical location at the start of each session. 

• Confirmation of a backup communication method (e.g., phone number if the 

video fails). 

• Identification of a designated emergency contact or support person. 

• List of local emergency resources that can be contacted if needed. 

Test Question
11. What tool is recommended for clinicians conducting remote suicide risk assessments?�c) Columbia Suicide Severity Rating Scale (C-SSRS)



Some telehealth platforms have built-in safety features, such as session interruption 

alerts, geolocation tracking (with consent), and emergency override systems that notify 

911 services in case of detected distress. These technologies, while promising, must be 

implemented with sensitivity to client autonomy and privacy rights. 

Furthermore, clinicians must prepare for non-engagement in crisis. If a high-risk client 

suddenly ends a session, fails to log in, or becomes unreachable, the provider must act 

in accordance with their documented protocol. This may include attempting contact via 

phone, reaching out to the emergency contact, or contacting local law enforcement or 

wellness checks, depending on the client’s location and risk profile (Simpson et al., 

2024). Such decisions must be clinically justified and ethically defensible. 

4.5.4  Legal and Ethical Responsibilities in Remote Crisis Care 

Telehealth risk management is governed by overlapping legal and ethical duties. Mental 

health professionals have a duty to assess, a duty to warn or protect, and a duty to 
act—even at a distance. However, the interpretation of these duties varies by state, 

license type, and institutional policy, making it essential for clinicians to understand both 

federal and state-specific regulations. 

One critical element is the client’s location during sessions. In many states, the 

therapist’s authority to act—such as initiating a 5150 involuntary hold—depends on 

licensure in the state where the client physically resides during the session. In some 

jurisdictions, clinicians must coordinate with local crisis teams or law enforcement to 

respond appropriately, as they cannot act independently outside their licensed region 

(NBCC, 2024). 

Ethically, professional organizations such as the NASW, NBCC, and APA emphasize 

the importance of competence in digital crisis management. Practitioners are 

expected to pursue continuing education in telehealth-specific suicide prevention and to 

maintain peer consultation for high-risk cases. The NBCC Code of Ethics (2024) 
specifically requires that providers using telehealth must have systems in place for 

managing emergencies, including “knowledge of local resources where the client is 

located.” 



Confidentiality and informed consent are also central to telehealth ethics. Clients must 

be informed—preferably in writing—about what actions may be taken in the event of 

risk, including circumstances under which their private information may be shared for 

safety purposes. Informed consent should explicitly state that clinicians may contact 

emergency services or family members if the client is deemed to be at imminent risk, 

even without additional authorization. 

Liability protection in telehealth crisis care also requires careful documentation. 

Therapists should record: 

• The client’s self-reported risk and protective factors 

• The tools used to assess risk 

• Steps taken to ensure safety (e.g., creation or review of safety plan) 

• Any emergency actions taken and the rationale behind them 

• Follow-up plans and supervision consultations, if applicable 

Proper documentation ensures continuity of care, supports ethical decision-making, and 

provides a defensible record should a critical incident occur. 

 

4.6 Tele-Supervision and Support for Practitioners in Telehealth  

4.6.1  Introduction: The Rise 
of Tele-Supervision 

As telehealth has reshaped 

the delivery of mental health 

care, it has also transformed 

the ways in which mental 

health professionals receive 

supervision, consultation, and 

support. Tele-supervision—

defined as the provision of 



clinical supervision using video conferencing or other digital platforms—has emerged as 

an essential mechanism for maintaining professional standards, supporting clinical 

development, and ensuring ethical practice in remote contexts. While originally viewed 

as a temporary substitute during the COVID-19 pandemic, tele-supervision is now 

widely adopted across agencies, universities, and private practice settings as a 

permanent and scalable solution (Simpson et al., 2024). 

The widespread use of tele-supervision has enabled supervisors and supervisees to 

overcome geographic and logistical barriers, allowing for more frequent and flexible 

supervision sessions. This accessibility is particularly valuable for rural, underserved, 

and international practitioners who may lack access to qualified supervisors in their 

area. However, like teletherapy, tele-supervision introduces unique challenges, including 

the loss of in-person cues, ethical concerns around confidentiality, and the need for 

specialized competencies in digital communication and cultural responsiveness (Chen 

et al., 2024). 

4.6.2 Models and Methods of Tele-Supervision 

Tele-supervision may be delivered in a variety of formats, including: 

• Individual Supervision: One-on-one sessions conducted via video platforms 

such as Zoom, Doxy.me, or Microsoft Teams. 

• Group Supervision: Virtual group meetings with multiple supervisees, often 

used in agency or internship settings. 

• Live Supervision: Real-time observation of clinical sessions using secure 

telehealth software with screen-sharing, feedback chat, or “bug-in-the-ear” audio 

options. 

• Asynchronous Supervision: Use of recorded sessions, written reflections, or 

voice memos submitted in advance and reviewed later by supervisors. 

The choice of model depends on licensure requirements, setting, risk level, and learning 

objectives. For example, the NBCC (2024) supports live supervision and recorded 

session review as methods that uphold accountability and enhance learning, particularly 



for newer clinicians. Group supervision is endorsed for peer learning and normalization 

of challenges but should be supplemented with individual supervision to address 

personalized feedback and confidential topics. 

Research indicates that supervision conducted via video is as effective as in-person 

supervision in building clinical skills, self-efficacy, and therapeutic competence 

(Abuyadek et al., 2024). However, the success of tele-supervision depends on the 

supervisor’s ability to foster emotional safety, provide structured feedback, and model 

digital ethics. Supervisors must be proficient in both the clinical content and the 

technological tools required to facilitate meaningful engagement. 

4.6.3 Ethical and Legal Standards in Tele-Supervision 

Tele-supervision is subject to the same ethical standards and legal regulations as in-

person supervision, with additional considerations related to technology use. 

Supervisors are ethically obligated to ensure that: 

• Confidentiality is upheld in all digital communications and platforms. 

• Informed consent is obtained from both clients and supervisees. 

• Competency in tele-supervision is demonstrated and maintained through 

training and continuing education (NASW, 2021; NBCC, 2024). 

Supervisors must use secure, HIPAA-compliant platforms and maintain clear protocols 

for data storage, access, and breach prevention. For example, session recordings used 

for supervision must be encrypted, stored securely, and deleted after review unless 

proper consents are obtained for longer retention. Any email or messaging exchanges 

related to supervision must also be conducted through protected systems. 

Informed consent for supervision should outline: 

• The nature and goals of tele-supervision. 

• The format and schedule of meetings. 

• The limits of confidentiality (e.g., shared risk reports). 

• The supervisee’s rights and responsibilities. 



Additionally, supervision contracts should address jurisdictional concerns. If a 

supervisor and supervisee are located in different states or countries, licensure boards 

may require that both parties be licensed or registered in the same jurisdiction. 

Supervisors must also be familiar with state-specific laws governing supervision hours, 

documentation, and client care protocols (Ramineni et al., 2025). 

 

4.7 Supervision for Emerging Clinicians 

For associate-level or pre-licensed professionals—such as associate clinical social 

workers (ASWs), marriage and family therapist interns (AMFTs), and clinical counseling 

interns (APCCs)—supervision is not only a requirement but also a formative influence 

on professional identity. When provided remotely, supervision must be particularly 

intentional, as early-career clinicians often struggle with uncertainty, imposter syndrome, 

and high levels of performance anxiety. These challenges can be exacerbated in 

telehealth settings, where clinicians may feel isolated or unsupported in handling 

complex client issues (Chen et al., 2024). 

Supervisors of emerging clinicians must create a virtual space that balances structure 

and empathy. Key practices include: 

• Opening each session with a “check-in” about the supervisee’s emotional and 

professional wellbeing. 

• Reviewing recorded teletherapy sessions to identify strengths and areas for 

growth. 

• Teaching skills specific to virtual care, such as managing screen fatigue, reading 

body language over video, and adjusting pacing for digital interactions. 

Emerging clinicians may also need guidance on how to address ethical dilemmas 

unique to telehealth, including blurred boundaries, client privacy challenges, and 

managing risk at a distance. Supervisors should use role-play, case studies, and ethical 

decision-making models to reinforce critical thinking and accountability. 



Additionally, supervisors can foster resilience by helping supervisees identify their core 

values, therapeutic style, and professional goals. When remote supervision includes 

reflective practices, it supports not only skill development but also clinician wellbeing 

and long-term sustainability (Ramineni et al., 2025). 

 

4.8 Burnout and Isolation in Remote Mental Health Practice 

Telehealth providers often work from home, in isolation from peers and organizational 

support systems. While remote work offers flexibility and convenience, it can also 

contribute to loneliness, blurred work-life boundaries, and emotional fatigue. Recent 

studies have shown that telehealth clinicians are reporting higher levels of burnout and 

compassion fatigue compared to their in-person counterparts—particularly those 

managing high caseloads of trauma-affected clients or working across multiple 

platforms (Güler et al., 2024). 

Supervision and consultation play a vital role in addressing these challenges. 

Supervisors must be trained to recognize the signs of burnout in themselves and others, 

including emotional exhaustion, cynicism, depersonalization, and decreased sense of 

efficacy. They should regularly assess supervisee wellbeing and create space for 

conversations about workload, boundaries, and self-care. 

Effective tele-supervision for burnout includes: 

• Encouraging supervisees to set realistic expectations for virtual sessions. 

• Supporting flexible scheduling to reduce screen fatigue. 

• Promoting healthy routines, such as movement breaks, time outdoors, and digital 

detoxes. 

• Creating peer consultation groups to reduce isolation and increase mutual 

support. 



Some organizations have implemented weekly “virtual wellness rooms” or mindfulness 

breaks where staff can informally connect. These informal support systems are critical 

for maintaining morale and a sense of community among telehealth clinicians. 

Supervision also provides a protective function by validating the emotional labor of 

remote care. Many clinicians report feeling invisible or underappreciated when working 

remotely. When supervisors actively affirm their supervisees’ strengths, growth, and 

contributions, they help counteract the emotional erosion that can accompany solitary 

work. 

 

4.9. Best Practices and Organizational Supports 

To maximize the effectiveness of tele-supervision, agencies and organizations must 

adopt supportive infrastructure and policies. Key best practices include: 

A. Supervisor Training 

Organizations should require all supervisors to complete training in tele-supervision best 

practices, including legal and ethical frameworks, cultural responsiveness, and digital 

communication skills. Ongoing professional development should be part of supervisor 

expectations. 

B. Clear Protocols 

Organizations must develop clear, written policies for tele-supervision, including 

expectations for documentation, consent, session frequency, and emergency protocols. 

These policies help ensure consistency and legal compliance across the system. 

C. Technology Support 

Supervisors and supervisees need reliable access to secure platforms with features like 

session recording, screen sharing, and electronic signatures. IT support must be 

available to troubleshoot issues promptly. 

D. Feedback Loops 



Agencies should regularly solicit feedback from supervisees about the supervision 

experience. Surveys, focus groups, and performance evaluations can help identify 

areas for improvement and inform supervisor development. 

E. Promote a Culture of Support 

A culture that values supervision as a tool for growth—rather than just compliance—

encourages engagement and learning. Leaders should model transparency, invite 

reflective practice, and acknowledge the emotional labor of supervision. 

 

4.10 Summary 

Tele-supervision is no longer a stopgap measure—it is a permanent and evolving 

modality that demands the same level of care, thoughtfulness, and professional rigor as 

traditional, in-person models. When implemented with attention to ethics, technology, 

and the human needs of both supervisors and supervisees, tele-supervision can sustain 

high standards of care, nurture professional development, and combat the emotional toll 

of remote work. In a world where digital practice is the new norm, the quality of 

supervision may be the most important determinant of long-term success, resilience, 

and integrity in mental health care. 

 

 

5. Legal Framework: Federal and State Regulations 

5.1 HIPAA and HITECH Compliance for Telehealth 

At the federal level, tele-mental health is primarily governed by the Health Insurance 

Portability and Accountability Act (HIPAA) and the Health Information Technology for 

Economic and Clinical Health (HITECH) Act. These laws require that all electronic 

communication involving protected health information (PHI) be secure, encrypted, and 

accessible only to authorized individuals (U.S. Department of Health and Human 

Services [HHS], 2023). For telehealth sessions, this means providers must use 



platforms that offer end-to-end encryption and are willing to sign a Business Associate 

Agreement (BAA). 

During the COVID-19 public health emergency, the HHS temporarily waived certain 

HIPAA penalties to allow flexibility in telehealth expansion (HHS, 2023). However, with 

the expiration of the public health emergency in 2023, clinicians must now ensure full 

HIPAA compliance. This includes using approved platforms, implementing secure 

storage and transmission protocols for electronic records, and updating privacy notices 

to reflect telehealth-specific practices (Neumann et al., 2025). 

The HITECH Act complements HIPAA by encouraging providers to adopt electronic 

health records (EHRs) and ensure breach notification in the event of unauthorized 

access. For telehealth practitioners, this reinforces the need for encrypted data storage 

and timely reporting of any privacy violations. 

 

5.2 The 21st Century Cures Act and Client Record Access 

The 21st Century Cures Act, particularly its “Information Blocking” provisions, expanded 

client rights to electronic health information. As of 2021, providers are required to give 

clients immediate electronic access to most clinical notes, including psychotherapy 

progress notes—unless those notes are specifically categorized as “psychotherapy 

notes,” which remain exempt (Office of the National Coordinator for Health Information 

Technology [ONC], 2023). 

In telehealth, this means that clients may read session notes shortly after 

documentation. While transparency promotes client empowerment, it can also present 

challenges. Providers must be mindful of language used in notes, avoid jargon or 

stigmatizing terms, and ensure accuracy and professionalism. The act also mandates 

that clients be informed about how to access their records through patient portals or 

EHR systems (Simpson et al., 2024). 

 

5.3 Informed Consent Laws 

Test Question
12. What federal law mandates that electronic health information be accessible to patients?�b) The 21st Century Cures Act



Informed consent for telehealth services must be both comprehensive and specific to 

the modality. Most states—including California—require written or verbal consent 
that includes an explanation of the technology used, benefits, potential risks 
(e.g., data breaches, technological failures), limitations of remote care, 
procedures for emergencies, and client rights to discontinue services (California 
Board of Behavioral Sciences [BBS], 2024). 

Clinicians must document the consent process in the client’s record and review it 

periodically, especially when transitioning from in-person to virtual services or modifying 

the platform used. California law also emphasizes the importance of notifying clients 

when third-party applications or services are involved in their care (BBS, 2024). 

 

5.4 Interstate Licensure and the Counseling Compact 

Licensure portability remains a complex 

issue for telehealth providers. 

Traditionally, clinicians must be licensed 

in the state where the client is physically 

located at the time of service. This rule 

complicates care for clients who travel 

frequently or live in different states 

seasonally (Ramineni et al., 2025). 

To address this, the Counseling 
Compact—a national agreement 
similar to the Nurse Licensure 
Compact—was developed to allow 

licensed professional counselors to practice across state lines without obtaining 
multiple licenses. As of 2025, over 30 states have enacted Counseling Compact 

legislation, although California has not yet joined (National Center for Interstate 

Compacts, 2025). 

Test Question
13. What is a key requirement for telehealth informed consent under most state laws?�b) Clients must understand the risks, benefits, and limitations of virtual care

Test Question
14. What provision allows licensed mental health professionals to practice across state lines via telehealth in participating states?�c) The Counseling Compact



Clinicians must verify licensure requirements for each state in which they plan to see 

clients remotely. Failure to do so can result in disciplinary action, loss of insurance 

coverage, and civil or criminal liability. For clients in temporary locations, such as 

students or travelers, providers should assess each situation and consult licensing 

boards when uncertain (Neumann et al., 2025). 

 

5.5 California BBS-Specific Requirements 

California’s Board of Behavioral Sciences (BBS) sets forth detailed guidance for 

licensed clinical social workers (LCSWs), licensed marriage and family therapists 

(LMFTs), and licensed professional clinical counselors (LPCCs) offering telehealth 

services. As of the most recent updates in 2024, the following requirements apply: 

5.5.1 Continuing Education (CE) Requirements 

All California-licensed behavioral health professionals must complete at least six hours 

of training in telehealth, ethics, or law and professional conduct as part of their 

continuing education cycle. Courses must address legal standards, technological best 

practices, and ethical implications specific to digital care (BBS, 2024). 

5.5.2 Licensing Scope 

Clinicians must practice within the scope of their license, which includes providing 

therapy via telehealth to clients located in California. The BBS prohibits unlicensed 

practice across state lines, even if the clinician is physically in California. Therapists 

must also verify the location of their client at each session and document it in the clinical 

record (BBS, 2024). 

5.5.3 Record Retention 

California requires mental health providers to maintain clinical records—including 

telehealth session notes—for at least seven years following the date of termination, or 

seven years after a minor client turns 18. Records must be stored securely and 

accessible for potential audits or legal inquiries (California Code of Regulations, 2023). 



Telehealth providers must ensure that their electronic systems meet data protection 

standards and support timely retrieval. 

5.5.4 Client Location and Documentation 

BBS mandates that the physical location of the client during each session be clearly 

documented. This requirement supports legal compliance and emergency 

preparedness. If a client reports suicidal ideation or a medical emergency, the clinician 

must be able to coordinate with local services at the client’s location (Simpson et al., 

2024). This documentation also confirms that the provider is practicing within their 

licensed jurisdiction. 

 

5.6 Summary 

The legal landscape surrounding tele-mental health is dynamic and multifaceted. 

Federal regulations such as HIPAA, HITECH, and the 21st Century Cures Act provide a 

broad framework for data security and client access. At the state level, especially in 

California, detailed requirements govern consent, licensure, documentation, and 

recordkeeping. With the growing adoption of the Counseling Compact and 

advancements in digital care, clinicians must remain informed and proactive. Legal 

literacy is not merely a regulatory requirement—it is foundational to safe, ethical, and 

effective telehealth practice. In the next section, we will explore how these legal 

structures intersect with ethical considerations, including those outlined by NASW and 

NBCC, and how providers can navigate the complex dilemmas unique to digital mental 

health care. 

 

6. Ethical Considerations in Telehealth Practice 

6.1 Overview of NASW Code of Ethics (2021) 

The National Association of Social Workers (NASW) Code of Ethics (2021) 
provides foundational ethical guidelines for clinicians engaging in tele-mental health. 



Among its core principles are a commitment to client well-being, the promotion of self-

determination, and respect for privacy and confidentiality. These values take on new 

dimensions in virtual care, where digital platforms, electronic communication, and client 

access to technology alter traditional therapeutic dynamics. 

Section 1.03 of the NASW Code specifically addresses informed consent, emphasizing 

the need for transparency regarding the nature, risks, and benefits of telehealth 

services. Practitioners are required to ensure that clients understand the limitations of 

technology and the procedures in place for emergencies or data breaches (NASW, 

2021). Ethical competence in telehealth means not only complying with state laws but 

also upholding best practices that prioritize client safety, autonomy, and dignity. 

 

6.2 NASW Ethical Standards Relevant to Telehealth 

Several ethical standards from the NASW Code directly apply to telehealth contexts: 

• 1.04 Competence: Social workers must acquire and maintain appropriate skills 

in technological tools and teletherapy modalities before offering such services. 

This includes pursuing continuing education specific to online counseling 

platforms, data security, and remote clinical practice. 

• 1.07 Privacy and Confidentiality: Practitioners must take reasonable steps to 

protect the confidentiality of electronic communications. The use of encrypted 

platforms, password-protected records, and secure data storage are essential 

components of ethical care. In addition, social workers are ethically obliged to 

discuss with clients the potential limitations of ensuring complete confidentiality 

over the internet (NASW, 2021). 

• 2.01 Respect: Social workers must remain sensitive to cultural, economic, and 

technological differences that may affect clients’ ability to engage effectively in 

telehealth. This includes avoiding assumptions about digital access and 

considering how socioeconomic status may create barriers to participation. 

Test Question
15. According to the NASW Code of Ethics, what must social workers ensure when using technology?�a) That they maintain client confidentiality and data security 



These ethical standards challenge providers to engage critically with their digital 

practice and to continually assess the suitability of telehealth for each client. 

 

6.3 Overview of NBCC Code of Ethics  

The National Board for Certified Counselors (NBCC) Code of Ethics (2024) outlines 

ethical obligations specific to credentialed counselors offering technology-assisted 

services. The updated code includes a dedicated section on distance counseling and 

outlines the responsibilities practitioners have regarding competence, client education, 

and confidentiality in digital contexts (NBCC, 2024). 

NBCC mandates that counselors engage in formal training before offering telehealth 

services and maintain ongoing education to keep pace with evolving technologies. In 

addition, they are expected to verify the identity and location of clients at every session 

and to explain procedures for data storage, session recording (if applicable), and 

technology failure. 

The 2024 update also stresses informed consent, transparency in billing, and ensuring 

client understanding of the risks and benefits of distance services. Ethical technology 

use is no longer optional; it is a core competency required for all NBCC-certified 

counselors. 

 

6.4 NBCC Standards Relevant to Telehealth 

Key standards from the NBCC Code applicable to telehealth include: 

• Standard A.11: Use of Technology in Counseling – Counselors must use 

secure, encrypted technologies and should clearly document technological 

protocols. They are also responsible for evaluating whether clients are 

appropriate for telehealth based on psychological stability and access to private, 

confidential spaces. 



• Standard A.12: Client Welfare – Counselors must prioritize the well-being of 

clients in all decisions related to the use of technology. If telehealth becomes 

ineffective or inappropriate, clinicians are ethically required to transition the client 

to another mode of service or make a referral. 

• Standard B.4: Maintaining Boundaries – Boundary issues can be heightened 

in virtual environments. The NBCC emphasizes the need for clear boundaries 

regarding time, space, and communication channels, discouraging after-hours 
texting or blurred social interactions (NBCC, 2024). 

These standards emphasize that the ethical use of technology is not only about 

technical compliance but also about maintaining therapeutic integrity. 

 

6.5 Confidentiality and Privacy in Digital Care 

One of the most pressing ethical concerns in telehealth is the protection of client 

confidentiality. Unlike in-person sessions, teletherapy involves internet connections, 

devices, and software systems that may be vulnerable to hacking or accidental 

breaches. Clinicians must choose HIPAA-compliant platforms, educate clients about 

digital security, and implement safeguards such as password-protected documents, 

secure cloud storage, and antivirus software (Güler et al., 2024). 

Further, clinicians must educate clients about their responsibilities—such as using 

headphones, choosing private locations, and not sharing session links with 

unauthorized parties. Transparent conversations about privacy empower clients and 

reinforce a collaborative therapeutic alliance built on trust. 

 

6.6 Dual Relationships and Boundary Management 

Digital spaces can blur traditional professional boundaries. Clinicians may receive 

messages outside of scheduled hours, encounter clients on social media, or be asked 

to engage in asynchronous communications such as emails or text check-ins. The 

Test Question
16. What is an NBCC ethical principle related to setting boundaries in virtual therapy?�a) Discouraging after hours texting or blurred social interactions 



NASW and NBCC both stress the importance of setting and maintaining professional 

boundaries, regardless of the medium (NASW, 2021; NBCC, 2024). 

Practitioners should establish clear communication policies at the outset of treatment. 

These policies may outline business hours, acceptable platforms for communication, 

and procedures for urgent messages. Maintaining boundaries in virtual care is crucial to 

preserving the therapeutic relationship and avoiding ethical pitfalls such as 

overfamiliarity or role confusion (Chen et al., 2024). Maintaining distinct personal and 
professional identities online is a critical component of ethical telehealth practice. 

 

6.6.1 Case Study: Managing Dual Relationships and Boundary Clarity in 
Telehealth 

Background: 
Therapist: Samantha Hill, LCSW 

Client: Kayla M., age 37 

Setting: Rural California, telehealth via HIPAA-compliant video platform 

Presenting Issue: Anxiety and panic attacks exacerbated by caregiving stress and 

social isolation 

Case Description: 
Samantha, a licensed clinical social worker with a small telehealth private practice, 

began seeing Kayla in early 2023. Kayla was referred by a mutual acquaintance in their 

rural community after experiencing frequent panic attacks and depressive symptoms 

following her mother’s terminal cancer diagnosis. As the only LCSW in the county who 

accepted Kayla’s insurance and offered telehealth, Samantha agreed to take the case, 

noting the urgency and limited availability of alternatives. 

During intake, Kayla disclosed familiarity with Samantha through their local faith-based 

parenting group, which they both attended periodically several years prior. Though they 

were not close friends, they had engaged in shared community activities, and Kayla 

followed Samantha on social media. Samantha acknowledged the connection, clarified 

Test Question
17. What is a key strategy for preventing dual relationships in telehealth?�c) Maintaining distinct personal and professional identities online



that their previous interactions did not constitute a clinical conflict of interest, and 

documented the discussion. Kayla felt comfortable proceeding. 

Boundary Challenges: 
Several weeks into treatment, boundary complexities emerged. Because Kayla was still 

connected to several of Samantha’s social media accounts, she occasionally referenced 

things Samantha posted—such as vacation photos or parenting struggles. Though 

these were innocuous, they introduced a sense of informality and blurred the 

therapeutic frame. 

Kayla also began messaging Samantha outside of sessions using the telehealth 

platform’s secure chat, initially for logistical questions, but later sharing emotional 

updates and requesting advice late at night or on weekends. Samantha became 

concerned that therapeutic boundaries were being diluted and that the dual familiarity 

from their shared community context was complicating their working alliance. 

Further complicating matters, Kayla’s mother passed away, and the funeral was held at 

the local community center, where Samantha was invited by mutual friends. Samantha 

chose not to attend to preserve boundaries but sent a condolence message through the 

platform. Kayla later mentioned that she had hoped to see her therapist there for 

support, which made Samantha question whether her therapeutic neutrality was being 

compromised by unspoken expectations. 

Ethical Analysis: 
The NASW Code of Ethics (2021) and NBCC Code of Ethics (2024) emphasize the 

importance of avoiding dual relationships that could impair professional judgment or 

increase the risk of harm to the client. While telehealth can offer geographic flexibility, it 

does not eliminate the relational proximity challenges that occur in small or underserved 

communities (NBCC, 2024). 

Samantha’s ethical dilemma lay in maintaining appropriate professional boundaries 

while providing care in a setting where complete separation from clients’ personal lives 

is not always feasible. She consulted a clinical supervisor, who advised a structured 



conversation with Kayla regarding boundaries, expectations, and digital communication 

norms. 

Resolution: 
Samantha scheduled a session to address these concerns with transparency. She 

acknowledged the overlap in their social networks and explained how this could 

unintentionally impact the therapeutic relationship. She set new guidelines: 

• No messaging outside session hours unless there was a genuine emergency. 

• Use of secure messaging only for logistics, not emotional processing. 

• A reminder to avoid therapist's social media, emphasizing privacy for both 

parties. 

• Clarification of roles—therapist, not friend or community member, during 

treatment. 

Kayla appreciated the directness and reported feeling reassured, not rejected. She 

unfollowed Samantha on social media and agreed to the new boundaries. Over time, 

the therapeutic relationship strengthened, and Kayla’s symptoms improved significantly. 

When therapy concluded, Samantha provided a termination summary and referral 

options should Kayla require future services outside their shared community. 

Implications for Practice: 
This case illustrates how dual relationships can subtly manifest in telehealth settings, 

especially in rural areas or communities with overlapping social roles. It underscores the 

importance of: 

• Proactively identifying potential boundary issues during intake. 

• Clearly documenting dual relationship risks and ongoing boundary maintenance. 

• Having policies for social media, emergency communication, and session limits. 

• Using supervision or peer consultation to manage countertransference and 

ethical tension. 



Samantha’s transparent communication, documentation, and ethical consultation 

aligned with the professional standards outlined in both NASW and NBCC codes, 

ultimately safeguarding both client welfare and therapist accountability. 

 

6.7 Competence and Continuing Education 

Both NASW and NBCC codes require that practitioners maintain competence through 

continuing education. In the context of telehealth, this includes learning about emerging 

technologies, cultural adaptations, and legal requirements. Many states, including 

California, now require providers to complete continuing education in telehealth-specific 

ethics, law, and best practices (BBS, 2024). 

Ongoing supervision and peer consultation also support ethical decision-making. 

Supervisors should encourage critical reflection on the unique ethical dilemmas posed 

by digital care, including platform choices, handling disruptions, and navigating clinician 

discomfort with technology (Neumann et al., 2025). 

 

6.8 Application of Ethical Decision-Making Models 

When ethical dilemmas arise in telehealth practice, decision-making models can help 

clinicians reach sound conclusions. One widely used model is the Tarvydas Integrative 
Decision-Making Model, which includes steps such as identifying the problem, 

applying codes and laws, generating options, and evaluating potential outcomes 

(Ramineni et al., 2025). 

Another approach is the Four-Component Model, which includes ethical sensitivity, 

ethical reasoning, motivation, and implementation. Using these models encourages 

clinicians to move beyond compliance toward ethical excellence. Applying structured 

decision-making is especially important in telehealth, where complex issues may 

include client coercion, blurred jurisdictions, and the use of AI tools (Chen et al., 2024). 

6.9 Summary 



Ethical tele-mental health practice requires much more than choosing the right platform. 

It involves a commitment to continuous learning, boundary integrity, cultural humility, 

and thoughtful consent. The NASW and NBCC Codes of Ethics provide critical 

frameworks, but their application must be contextualized to the realities of digital service 

delivery. Telehealth amplifies many traditional ethical dilemmas while introducing new 

ones. By remaining client-centered, transparent, and proactive, clinicians can offer 

ethically sound care that meets the evolving needs of clients in a digital world. 

 

7. Cultural Competence and Equity in Telehealth 

7.1 Addressing the Digital Divide and Technology Access 

The shift to telehealth has expanded mental health access for many, but it has also 

spotlighted disparities in digital access. Known as the “digital divide,” this gap includes 

differences in access to high-speed internet, device ownership, digital literacy, and 

private spaces for therapy. These factors disproportionately affect rural populations, 

older adults, lower-income families, and certain racial and ethnic minority groups 

(RuralHealthInfo, 2024). 

For instance, nearly one in five U.S. households lacks reliable broadband internet, a 

barrier that directly limits the ability to participate in video-based therapy (Güler et al., 

2024). Audio-only sessions—though sometimes sufficient—may not allow for the visual 

cues, expressions, and rapport-building vital to effective therapy. Even when devices 

are available, clients may not feel confident navigating complex telehealth platforms or 

securing private spaces within crowded households (Simpson et al., 2024). 

Clinicians must assess digital access and literacy during the intake process and remain 

flexible in how they deliver care. Additionally, organizations and governments are 

increasingly recognizing the need for systemic investment. Public-private partnerships, 

federally funded broadband initiatives, and Medicaid programs now offer low-cost 

tablets, Wi-Fi hotspots, and digital literacy training to underserved communities 

(Ramineni et al., 2025). 

Test Question
18. What is one of the most persistent barriers to equitable access in tele-mental health care?�b) The digital divide, including lack of reliable internet and technology access



 

7.2 Adapting Services to Diverse Client Populations 

Culturally competent telehealth services 

require intentional adaptation to meet the 

unique needs of diverse populations. 

Cultural values influence help-seeking 

behavior, symptom expression, 

communication styles, and expectations 

about therapy. For example, in some 

collectivist cultures, mental health 

symptoms may be somaticized or 

minimized due to stigma, and therapy 

may be seen as intrusive unless family 

involvement is encouraged (Chen et al., 

2024). 

In a virtual setting, therapists may find it 

more difficult to read nonverbal cues or 

detect discomfort. Moreover, clients from 

marginalized communities may be more 

guarded or skeptical of institutional systems, especially when privacy concerns about 

online platforms are involved. This underscores the need for cultural humility and 

proactive inquiry. 

Clinicians should adapt their language and interventions to align with the client’s cultural 

norms and worldviews. For example, using metaphors or culturally resonant terms can 

improve rapport and clarity. Additionally, offering flexibility in scheduling and 

communication methods may support clients with nontraditional work schedules, 

caregiving responsibilities, or multilingual households (Güler et al., 2024). 

 

 



7.3 Use of Language Interpretation and Accessibility Tools 

Language access remains a major equity issue in telehealth. Clients with limited English 

proficiency (LEP) often encounter significant barriers, including a lack of bilingual 

providers or interpretation services integrated into telehealth platforms. Relying on 

family members or informal interpreters can violate confidentiality and compromise 

clinical quality (NBCC, 2024). 

Professional interpreters—preferably certified in mental health—should be offered and 

incorporated into digital sessions through platforms that support multi-user video. 

Providers must learn to pace their speech, avoid idioms, and confirm client 

understanding frequently. Telehealth tools are beginning to integrate features like real-

time captioning, translation pop-ups, and dual-language interfaces to improve 

accessibility (Chen et al., 2024). 

Beyond language, accessibility tools are essential for clients with disabilities. Telehealth 

platforms should comply with the Americans with Disabilities Act (ADA) by supporting 

screen readers, keyboard navigation, and closed captioning. Clients with hearing 

impairments may prefer video sessions with real-time captioning or sign language 

interpreters, while those with visual impairments may need audio-based formats or 

tactile prompts (Neumann et al., 2025). 

 

7.4 Systemic Inequalities and Telehealth Equity Strategies 

Telehealth does not operate in a vacuum—it reflects and sometimes reinforces broader 

societal inequalities. Structural racism, housing instability, economic precarity, and 

systemic distrust can all limit how and whether clients access virtual mental health care. 

For example, communities with a history of medical neglect or discrimination may view 

telehealth as impersonal, inaccessible, or even unsafe (Simpson et al., 2024). 

To address these systemic issues, clinicians must move beyond individual adaptation 

toward advocacy. This includes supporting policies that expand broadband access, 

increase funding for community-based clinics, and ensure reimbursement parity for 



culturally and linguistically appropriate care. Equity also means investing in the mental 

health workforce itself—training and retaining diverse providers who reflect the 

communities they serve (Batastini et al., 2023). 

At the organizational level, equity strategies might include deploying telehealth kiosks in 

libraries or schools, partnering with trusted community leaders to increase awareness, 

or conducting client satisfaction surveys stratified by race, language, and zip code to 

identify service gaps (Ramineni et al., 2025). 

 

7.5 Implications for Providers and Policymakers 

For individual providers, culturally competent telehealth requires ongoing education, 

critical self-reflection, and a willingness to modify conventional therapeutic practices. 

This may include participating in cultural competence workshops, consulting with 

bilingual colleagues, or conducting outreach to underrepresented populations. Ethical 

frameworks like those provided by NASW and NBCC stress the importance of equitable 

treatment and informed consent that takes into account language, literacy, and power 

dynamics (NASW, 2021; NBCC, 2024). 

Policymakers, meanwhile, must ensure that regulatory structures promote—not 

hinder—equity. This involves funding technological infrastructure, supporting bilingual 

telehealth initiatives, and mandating insurance coverage for interpretation services. 

Additionally, licensure portability and scope of practice laws must be modernized to 

allow bilingual or culturally competent providers to reach clients across jurisdictional 

boundaries (Neumann et al., 2025). 

 

7.6 Summary 

Equity in tele-mental health is not a byproduct—it must be a deliberate goal. Cultural 

competence in digital care requires attention to the digital divide, language access, and 

systemic oppression. While telehealth has opened new doors for care, it has also 

illuminated long-standing disparities in who receives that care and how. By advocating 



for culturally informed practices, investing in accessible tools, and addressing structural 

inequities, clinicians and policymakers can ensure that tele-mental health services are 

not just available—but effective and just for all. 

 

8. Quality Assurance and Risk Management 

8.1 Evaluating Clinical Outcomes in Telehealth 

One of the key pillars of quality assurance in tele-mental health is the consistent 

evaluation of clinical outcomes. As teletherapy becomes a core modality rather than an 

adjunct, providers and organizations must develop mechanisms to measure client 

progress, treatment efficacy, and service quality. Clinical outcomes can be tracked 

through standardized self-report measures (e.g., PHQ-9, GAD-7), therapist 

assessments, and client satisfaction surveys (Güler et al., 2024). 

Evidence suggests that clients receiving care through telehealth achieve comparable 

symptom reductions to those in traditional in-person settings. In a meta-analysis of 

telehealth outcomes, Batastini et al. (2023) found that virtual treatment was equally 

effective for depression, anxiety, and PTSD. However, outcome monitoring in digital 

care requires additional vigilance to account for potential data gaps due to client 

disengagement, technological disruptions, or reduced in-session feedback. 

To promote accountability, clinicians should establish a baseline of client functioning at 

intake, set measurable goals, and reassess regularly. Outcome data can inform 

treatment planning and indicate when a change in modality—such as a shift from 

telehealth to in-person care—may be clinically indicated. 

 

8.2 Satisfaction Surveys and Usability Feedback 

Client satisfaction is another key dimension of quality assurance. Regular surveys that 

assess client perceptions of accessibility, ease of use, therapeutic relationship, and 

overall experience can help providers make service improvements. High satisfaction 



rates are often reported in telehealth settings, especially when convenience and privacy 

are prioritized (Abuyadek et al., 2024). 

Surveys should include both quantitative and qualitative components and be available in 

multiple languages. They may be distributed after the third session, at treatment 

milestones, or upon termination. Feedback loops that close the gap between client 

experience and provider action foster trust and transparency. 

Beyond satisfaction, usability feedback can highlight platform-specific issues such as 

connectivity problems, poor audio/video quality, or confusion navigating digital portals. 

Organizations must remain responsive to these concerns, upgrading software and 

providing technical support as needed. 

 

8.3 Risk Mitigation Strategies 

Risk management in tele-mental health requires a multi-tiered approach. Clinicians 

must anticipate and plan for the unique risks of digital care, including: 

• Technological failures: Providers should have backup communication plans 

(e.g., switching to phone calls) if video platforms fail. 

• Client crises: Clinicians must know the client’s exact location each session and 

be prepared to contact local emergency services if risk arises (Simpson et al., 

2024). 

• Confidentiality breaches: Secure platforms with encryption, password 

protections, and Business Associate Agreements (BAAs) are mandatory under 

HIPAA (HHS, 2023). 

• Informed consent lapses: Clients should be re-consented periodically, 

especially when platform changes, new risks emerge, or legal conditions shift. 

Written policies and training programs should address these risks proactively. 

Organizations should maintain documentation templates that prompt providers to 

assess risk at each session, verify client location, and note any safety plan discussions.  



Maintaining detailed clinical documentation and secure communications is one 
effective strategy for mitigating legal risks in tele-mental health practice. 

 

8.4 Legal Liability and Malpractice Issues 

While telehealth expands access, it also exposes providers to new forms of legal 

liability. Malpractice risks may increase if a clinician: 

• Practices across state lines without proper licensure 

• Fails to intervene appropriately during a client emergency 

• Uses non-HIPAA-compliant platforms 

• Does not document sessions thoroughly 

State licensing boards—including California’s BBS—are increasingly strict about 

jurisdictional boundaries and proper documentation. Providers must confirm client 

location at every session and consult legal counsel when offering care to clients in other 

states (Neumann et al., 2025). Joining compacts like the Counseling Compact (for 

applicable license types) can reduce these risks, but providers must still follow each 

participating state’s specific regulations (National Center for Interstate Compacts, 2025). 

Professional liability insurance should explicitly cover telehealth services and include 

language about cross-jurisdictional practice and technology-assisted services. Without 

such coverage, clinicians risk uncovered claims even when acting in good faith. 

Additionally, therapists should retain session records for the legally mandated period 

(typically 7 years in California), ensuring they include detailed notes on technology 

used, consent received, and emergency planning discussed (BBS, 2024). 

 

8.5 Supervision and Peer Consultation Standards 

Ongoing supervision and peer consultation are essential components of risk 

management and professional development in telehealth. For pre-licensed clinicians, 

Test Question
19. What is one effective strategy for mitigating legal risks in tele-mental health practice?�d) Maintaining detailed clinical documentation and secure communications 



tele-supervision must meet state requirements, which often include documentation of 

virtual hours, use of HIPAA-compliant platforms, and regular feedback (BBS, 2024). 

Supervisors must be trained in telehealth-specific legal, ethical, and clinical issues. 

Even for licensed clinicians, consultation with colleagues can reduce the likelihood of 

ethical errors and provide emotional support. Telehealth can be isolating, especially for 

solo practitioners, so structured peer groups offer opportunities to discuss challenging 

cases, platform updates, and emerging standards. 

Best practices in supervision include: 

• Setting expectations for digital etiquette and attendance 

• Reviewing documentation practices for telehealth 

• Debriefing high-risk or ethically complex situations 

• Encouraging cultural humility and anti-bias practices in virtual care 

The NBCC (2024) and NASW (2021) both emphasize the ethical necessity of ongoing 

consultation. For organizations, investing in supervisor training and maintaining a peer 

support infrastructure supports both quality assurance and staff retention. 

 

8.6 Summary 

Quality assurance in tele-mental health hinges on rigorous outcome evaluation, client-

centered feedback, and strategic risk mitigation. As digital care becomes more 

embedded in mental health systems, providers must integrate tools and processes that 

support consistent, ethical, and effective care. Legal liability and supervision standards 

are not just compliance issues—they are central to sustaining public trust and 

professional integrity. Ensuring quality in virtual practice requires foresight, continuous 

improvement, and a commitment to equity, transparency, and client well-being. 

 

 



9. Future Directions in Tele-Mental Health 

9.1 Anticipated Legal and Regulatory Changes  

As tele-mental health solidifies its role in mainstream mental health care, regulators are 

working to update laws to reflect new norms. One of the most significant anticipated 

changes involves interstate practice. Although some professions, such as nursing, have 

long benefited from interstate compacts, licensed mental health providers are just 

beginning to see similar opportunities. 

The Counseling Compact, which allows licensed professional counselors to provide 

services across state lines, is rapidly expanding. As of 2025, more than 30 states have 

adopted the compact, though large jurisdictions like California have yet to join (National 

Center for Interstate Compacts, 2025). Continued advocacy is expected to push 

additional states toward adoption, facilitating client continuity of care regardless of 

location (Ramineni et al., 2025). 

Federal lawmakers are also considering long-term policies to maintain the Medicare 
telehealth flexibilities enacted during the COVID-19 public health emergency. These 

include permanent reimbursement parity between in-person and telehealth mental 

health services and the removal of originating site restrictions (MarketWatch, 2024). If 

passed, such policies would significantly expand access for elderly and disabled clients 

who rely on Medicare. 

At the state level, agencies like the California Board of Behavioral Sciences (BBS) 
are revisiting requirements for informed consent, tele-supervision, and client location 

verification. The next wave of regulations is expected to focus on platform 
transparency, AI integration guidelines, and more uniform documentation 
requirements for telehealth-specific services (BBS, 2024). 

 

 

 



9.2 Advances in Technology (AI, VR, Asynchronous Tools) 

Technological innovation will continue to transform tele-mental health. The most 

impactful changes are expected to come from artificial intelligence (AI), virtual reality 

(VR), and asynchronous communication tools. 

 

AI-driven mental 
health tools, such as 

chatbots and digital 

phenotyping apps, 

are becoming more 

sophisticated. These 

tools can triage client 

needs, track 

behavioral patterns, 

and even predict 

mood shifts based on 

voice tone or text 

analysis (Chen et al., 

2024). While AI is not 

yet ready to replace 

human clinicians, it 

offers powerful 

augmentations for screening, psychoeducation, and early intervention. 

Virtual reality (VR) is emerging as a tool for exposure-based therapies, such as 

treating phobias, PTSD, and social anxiety. VR allows clients to engage with controlled 

simulations from their home environments while guided remotely by a clinician. Although 

currently in pilot phases, VR teletherapy has demonstrated promising outcomes in early 

studies (Güler et al., 2024). 

Test Question
20. What technological innovation is increasingly being explored for mental health applications in virtual environments?�d) Virtual reality (VR) 



Asynchronous tools—including secure messaging platforms, video journals, and 

interactive psychoeducation modules—are also expected to grow in use. These tools 

allow clients to engage in therapeutic activities between live sessions and enable 

providers to monitor progress in real-time. This approach can reduce provider burden 

and increase access for clients in different time zones or with demanding schedules 

(Simpson et al., 2024). 

As new technologies enter the therapeutic space, ethical frameworks will need to evolve 

to address data privacy, clinical decision-making, and human oversight. 

 

9.3 Trends in Training and Certification 

To keep pace with technological and regulatory change, training and certification 

programs are also evolving. Universities are incorporating telebehavioral health 
coursework into graduate curricula for counseling, psychology, and social work 

students. These programs cover technical skills, legal compliance, ethical dilemmas, 

and cultural considerations specific to virtual care. 

Post-graduate training is also expanding. Organizations such as the Telebehavioral 
Health Institute and Center for Credentialing & Education now offer telehealth-

specific certifications that include practicum experiences, ethics modules, and platform 

simulations. State licensing boards, including California’s BBS, are increasingly 

requiring CE units in telehealth and digital ethics (BBS, 2024). 

Future models may also include micro-credentialing in specialized digital 

competencies such as AI integration, VR therapy, and asynchronous intervention 

design. These credentials could help clinicians demonstrate proficiency in emerging 

tools and build trust with clients and employers. 

 

 

 



9.4 Policy Recommendations and Ethical Innovation 

As the tele-mental health field grows, so too does the need for robust policy frameworks 

that promote innovation while safeguarding client rights. Several key policy 

recommendations have emerged from recent literature and think tank reports: 

• Mandating technology equity assessments for state and federal telehealth 

programs to ensure underserved communities are not excluded (Simpson et al., 

2024). 

• Creating AI-specific clinical practice standards to guide the ethical use of 

predictive technologies, especially around risk assessment and decision support 

(Chen et al., 2024). 

• Establishing data governance laws that protect client-generated health data 

from being sold or used in discriminatory ways by third-party vendors (Ramineni 

et al., 2025). 

• Funding telehealth infrastructure at community hubs such as libraries, 

schools, and community centers to expand access in digital deserts. 

In addition to external regulation, there is a growing call for ethical innovation within the 

profession. This includes co-designing telehealth services with input from diverse 

clients, applying trauma-informed principles to digital environments, and embedding 

cultural humility into every level of technological design (Güler et al., 2024). 

 

9.5 Potential for International Telehealth Practice 

Finally, tele-mental health is poised to expand globally. U.S.-based clinicians 

increasingly receive inquiries from clients traveling, studying, or living abroad. While this 

offers exciting potential for continuity of care, it introduces significant legal and ethical 

complexities. 

International teletherapy is generally restricted by local laws, many of which require 

foreign clinicians to register with the local health authority or obtain temporary practice 



permission. In the European Union, for instance, mental health practice is regulated at 

the national level, and unlicensed cross-border practice is prohibited in most countries 

(Neumann et al., 2025). 

To operate internationally, clinicians must: 

• Research the laws of the client’s country of residence. 

• Maintain clear documentation of client location and informed consent. 

• Consult malpractice carriers to ensure coverage across borders. 

• Avoid diagnosing or providing formal treatment in jurisdictions where they are not 

authorized to practice. 

Despite these hurdles, partnerships between international clinics and U.S. providers are 

emerging, particularly in the form of coaching, psychoeducation, and consultation—

services that often fall outside licensing restrictions. As telehealth platforms become 

global, professional organizations may one day negotiate reciprocal agreements to 

facilitate ethical international practice. 

 

9.6 Summary 

The future of tele-mental health is dynamic, expansive, and full of promise. Legal 

reforms, technological innovation, and training expansion are transforming how 

clinicians deliver and clients access mental health services. AI, VR, and asynchronous 

tools are reshaping therapy formats, while compacts and regulatory changes are poised 

to dissolve longstanding geographic barriers. However, these advancements must be 

guided by thoughtful policy, robust ethical oversight, and a commitment to equity. As the 

digital therapeutic frontier evolves, mental health professionals must remain both agile 

and anchored—willing to adopt new tools while holding fast to the core values of 

compassionate, client-centered care. 

 

10. Conclusion 



The rapid evolution of tele-mental health has fundamentally reshaped the landscape of 

psychological care. From its nascent use in rural outreach and specialty services to its 

ubiquitous role during and after the COVID-19 pandemic, telehealth has emerged as a 

central modality of mental health delivery. This transformation, while catalyzed by 

necessity, has been sustained through innovation, policy reform, and client demand 

(Batastini et al., 2023; Güler et al., 2024). 

Throughout this paper, we have explored the multifaceted dimensions of providing 

telehealth services for mental health professionals. The discussion began with a 

historical overview, emphasizing how the pandemic not only expanded telehealth 

infrastructure but also shifted clinician and client expectations around access, flexibility, 

and safety. The practical provision of virtual care now includes rigorous standards for 

privacy, client readiness, and platform security, with clear protocols for documentation, 

crisis management, and therapeutic engagement (Simpson et al., 2024). 

In addition to technical implementation, clinical and treatment issues have surfaced, 

including challenges with rapport-building, diagnostic accuracy, and cultural 

responsiveness. These concerns underscore the need for thoughtful adaptation of 

therapeutic practices in virtual spaces. Furthermore, the legal and regulatory 

landscape—shaped by HIPAA, HITECH, the Counseling Compact, and BBS-specific 

mandates—demands ongoing vigilance to ensure compliance and client protection 

(BBS, 2024; HHS, 2023). 

Ethical considerations remain foundational. The NASW (2021) and NBCC (2024) codes 

of ethics offer critical guidance on competence, informed consent, confidentiality, and 

professional boundaries in digital care. Providers must apply these frameworks with 

nuance and cultural sensitivity, especially when addressing inequities in access and 

engagement. Sections on cultural competence, risk management, and quality 

assurance emphasize that excellence in tele-mental health is not only about 

technology—it is about equity, ethics, and effective relationships (Ramineni et al., 2025). 

As we look to the future, advancements in AI, virtual reality, and asynchronous tools will 

continue to redefine what therapeutic care can look like. Regulatory bodies are 

adjusting to these realities, and training programs are equipping the next generation of 



clinicians with digital competencies. Yet, innovation must be guided by the profession’s 

core values: respect for human dignity, commitment to justice, and prioritization of client 

welfare (NASW, 2021; NBCC, 2024). 

Mental health professionals have a unique opportunity—and responsibility—to shape 

this evolving field. This includes participating in policy development, engaging in lifelong 

learning, and embracing new tools while maintaining clinical integrity. Tele-mental health 

is no longer experimental; it is essential. To ensure its continued effectiveness, 

providers must remain agile, informed, and grounded in ethical and legal standards. 

In closing, the integration of telehealth into mental health practice offers unprecedented 

reach and flexibility, but it also demands intentionality, critical reflection, and a 

dedication to best practices. Clinicians must continue to invest in training, collaborate 

across systems, and advocate for equitable access to ensure that digital care remains 

not only possible but profoundly impactful for all who need it. 

 

Appendix A: Case Studies in Tele-Mental Health 

Case Study 1: Cross-State Teletherapy and Licensure 

Dr. Angela Morales, a licensed clinical social worker in California, has been treating a 

client, Jason, for generalized anxiety disorder via secure video teletherapy. Jason 

recently moved to Colorado for work but requested to continue weekly virtual sessions. 

Dr. Morales is not licensed in Colorado. 

According to the California BBS and NBCC Code of Ethics (2024), clinicians must only 

practice within the jurisdiction where both they and the client are legally authorized. Dr. 

Morales must verify whether Colorado law allows temporary or continued treatment by 

an out-of-state provider. Without Colorado licensure or permission under an interstate 

compact, she risks legal action and professional sanctions (Neumann et al., 2025). 

Dr. Morales consulted both licensing boards and her liability insurer. She referred Jason 

to a Colorado-based clinician but offered transitional support via coaching and 



psychoeducation (not formal therapy) while the transfer was arranged. She documented 

the decision process and informed consent carefully. 

Case Study 2: Risk Assessment and Crisis Planning in Telehealth 

A teenage client, Jasmine, attends weekly CBT sessions via telehealth for depression. 

During a session, she reveals increasing suicidal ideation but refuses to provide her 

physical location, saying she’s “not in the mood to be locked up.” 

According to best practices in remote care, clinicians must obtain and verify the client’s 

location at the beginning of every session. Inability to do so creates a safety and liability 

concern (Simpson et al., 2024). The NASW Code of Ethics (2021) requires clinicians to 

prioritize client safety, even if it means breaking confidentiality in emergencies. 

Jasmine’s therapist reminded her of the informed consent agreement, which includes 

crisis procedures. The therapist used Jasmine’s emergency contact to locate her and 

coordinated with local mobile crisis services. After stabilization, the therapist reviewed 

crisis protocols with Jasmine and included her in developing a new, collaborative safety 

plan. 

Case Study 3: Cultural Competence and Technology Barriers 

Mr. Chen, a 72-year-old Chinese immigrant with limited English proficiency, is referred 

for teletherapy following a stroke. He lives with his daughter, who interprets during 

sessions and manages the technology. Despite several sessions, he appears 

disengaged. 

The NBCC Code of Ethics (2024) and NASW Code of Ethics (2021) emphasize the 

importance of language access, cultural humility, and client autonomy. Relying on a 

family member as an interpreter may compromise confidentiality and client participation. 

Furthermore, older adults may face both digital literacy challenges and cultural stigma 

around mental health (Güler et al., 2024). 

The therapist arranged for a certified Mandarin-speaking medical interpreter and 

simplified the platform to a one-click tablet setup. She also reframed therapy around 



physical health and family support, culturally aligning the goals. Mr. Chen became more 

engaged and began expressing feelings through metaphor and storytelling. 

Case Study 4: Dual Relationships and Social Media Boundaries 

Marcus, a licensed marriage and family therapist, notices that a teletherapy client, 

Nadia, has sent him a friend request on his personal social media account. She also 

begins referencing details from his posts during their sessions, blurring personal and 

professional boundaries. 

According to the NASW Code of Ethics (2021) and NBCC Code of Ethics (2024), dual 

relationships—especially in virtual settings—must be navigated with caution to avoid 

impairing professional judgment or risking client harm. Accepting a friend request may 

create a dual relationship, violate confidentiality, or compromise therapeutic neutrality 

(NBCC, 2024). 

Marcus addressed the issue directly with Nadia, reaffirming the boundaries of their 

therapeutic relationship. He declined the friend request and updated his social media 

privacy settings. He also revised his informed consent document to include a section on 

digital boundaries and reviewed it with all active clients. 

Case Study 5: Documentation and Record-Keeping Errors 

A clinician using an integrated telehealth platform forgets to complete the session notes 

for two clients and realizes three days later that the system auto-closed the sessions 

without any clinical entries. One of these clients later files a complaint citing 

dissatisfaction with care and miscommunication about treatment goals. 

Timely and accurate documentation is essential for continuity of care, legal protection, 

and ethical practice. According to BBS (2024) guidelines, therapists must document 

each session clearly, including assessments, interventions, and plans. Backdating 

records or leaving gaps may be construed as negligence or misconduct. 

The clinician reported the incident to their supervisor and consulted legal counsel. They 

wrote addendum notes with the accurate session dates and clearly stated the delay. 



The clinician then implemented a daily documentation review checklist and enabled 

platform reminders for session completion. 

Case Study 6: Integrating AI-Driven Tools into Practice 

A group practice integrates an AI-powered screening tool that collects data on client 

mood and behavior through a smartphone app. One client reports feeling “creeped out” 

by the AI’s predictive questions and expresses concern that the therapist knows too 

much about their private habits outside sessions. 

While AI tools can enhance care by tracking behavioral trends, they also raise concerns 

about data privacy, transparency, and client autonomy. Clinicians must obtain informed 

consent that clearly explains what data is collected, how it’s used, and how it influences 

care decisions (Chen et al., 2024). 

The therapist paused AI usage for the concerned client, reviewed the original consent 

form, and introduced a new opt-in agreement that clearly described AI functionality. The 

practice updated its policies to include a human review of all AI-generated alerts and 

offered clients the choice to disable tracking features. 
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