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Dedication
To every clinician who has ever sat across
from someone 1n pain and asked,

“How can I be more helpful?”
This book is for you. May you carry every
new tool with wisdom, compassion, and an
unwavering commitment to human dignity.
And to the clients and communities who
deserve the very best we have to offer.



Table of Contents

Foreword

Introduction: Why This Book, Why Now1

Chapter 1: What Is AI? A Plain-Language Primer

Chapter 2: The AI Landscape—Tools You're Already Using
Chapter 3: AI in Mental Health—Opportunities and Limitations
Chapter 4: Ethics, Boundaries, and the Therapeutic Relationship
Chapter 5: Confidentiality, HIPAA, and Data Privacy

Chapter 6: Bias, Equity, and Culturally Responsive Al Use
Chapter 7: Al as a Clinical Support Tool—Practical Applications
Chapter 8: Informed Consent and Transparent Practice
Chapter 9: Supervision, Training, and Staying Current

Chapter 10: Building Your Al-Integrated Practice

Appendix A: Glossary of AI Terms for Clinicians

Appendix B: Ethics Codes at a Glance

Appendix C: Resource Directory

Acknowledgments193



Foreword

We are living in a pivotal moment. Artificial intelligence is no longer a distant promise from
science fiction—it is here, embedded in our smartphones, our search engines, our hospitals, and
increasingly, in the tools clinicians use every day. And yet, the mental health field has been
slower than most to grapple openly and honestly with what this means for practice.

This book was born out of necessity. As a clinician, educator, minister, and practitioner who sits
at the intersection of faith, healing, and professional formation, I have watched colleagues
oscillate between two unhelpful extremes: uncritical enthusiasm on one end, and fearful
avoidance on the other. Neither serves our clients.

What our clients deserve—and what our profession demands—is something harder and more
valuable: informed, critical, ethically grounded engagement. That is what this book offers.

I wrote Al Basics for Mental Health Clinicians as a practitioner for practitioners. You will not
find jargon-heavy technical deep-dives here. You will find clear explanations, honest
assessments of both promise and peril, real-world clinical scenarios, and practical guidance
rooted in our existing ethics codes. You will be challenged to think about equity, about power,
about what it means to be a trustworthy clinician in a world increasingly mediated by machines.

This is not a book that tells you Al will replace you. It will not. But it is a book that insists that
remaining willfully ignorant of Al is no longer a neutral choice—it is an ethical one.

I invite you to read with an open mind, a critical spirit, and the same curiosity that drew you into
this field in the first place.

Dr. Ariesha Murray, D.Min., PhD(c), LPC-C



Introduction
Why This Book,Why Now

“The question 1s not whether AI will change mental health care. It already has. The question
1s whether we will shape that change—or be shaped by it.”

A Field at a Crossroads

Somewhere right now, a client is using an Al chatbot to practice the coping skills their therapist
taught them. Somewhere else, a clinician is using Al-assisted documentation software to cut their
nightly note-writing from two hours to thirty minutes. And somewhere else still, a well- meaning
crisis platform is deploying an Al triage tool that has been validated almost exclusively on white,
college-educated populations.

These things are happening simultaneously, and most of us were never trained to navigate any of
them.

Mental health training programs—even excellent ones—were not designed for this moment. Our
ethics codes are catching up. Our supervisors are often as uncertain as we are. And the technology
itself is evolving faster than any curriculum can track.

This book is not a technology manual. It is a professional orientation—a framework for thinking
clearly, acting ethically, and practicing responsibly in an Al-influenced world. It is organized
around the questions I hear most often from clinicians at every career stage:

e What actually is Al, and how does it work?

e What Al tools am I already using without realizing it?

e How is Al being used in mental health, and should I be excited or concerned?
e What do my ethics codes say about all of this?

e What are my legal responsibilities around client data and AI?

e How do I address equity and cultural issues in AI use?

e How do I talk to clients about AI?

e How do I keep learning as this field changes?



How to Use This Book

Eachchapter is designed to be read independently or as part of a progressive sequence.
Clinicians who prefer a systematic approach can move front to back. Those looking for answers
to immediate questions can jump directly to relevant chapters.

Throughout the book you will find:

e Clinical Scenarios: Real-world situations that illustrate key concepts in practice

e Reflection Prompts: Questions to support your personal and professional discernment
e Key Terms: Plain-language definitions of technical vocabulary

e Ethics Checkpoints: Grounding questions tied to professional ethics codes

e Action Steps: Concrete, practical moves you can take immediately

This book does not tell you what to think about Al. It equips you to think for yourself—as the
trained, ethical professional you are.



CHAPTER 1
What Is Al?

A Plain-Language Primer

“You do not need to be a computer scientist to be an informed clinician. You need to
understand enough to ask the right questions.”

Artificial intelligence is not magic, and it is not a robot with a mind of its own. At its core, Al refers
to computer systems designed to perform tasks that typically require human intelligence— things
like recognizing patterns, understanding language, making predictions, and generating content.

Understanding a few foundational concepts will give you the vocabulary to evaluate AI tools
critically, engage in meaningful conversations with tech vendors and supervisors, and make
informed decisions about your own practice.

Core Concepts

Machine Learning

Machine learning (ML) is the engine behind most modern Al. Rather than being explicitly
programmed with rules, ML systems learn from data. They identify patterns across thousands or
millions of examples and use those patterns to make predictions or decisions about new inputs.
Example: A machine learning model trained on millions of medical records might learn to identify
patterns associated with depression. Given a new patient’s data, it can predict whether that patient
is at elevated risk—but only as well as the data it was trained on.

Key Insight: The Data Problem

Al systems are only as good as the data they are trained on.
If training data is biased, incomplete, or unrepresentative, the AI’s outputs will reflect those
flaws.

This is not a theoretical concern—it is a documented, ongoing problem in healthcare Al




Natural Language Processing (NLP)

Natural language processing is the branch of Al that deals with human language—reading, understanding,
and generating text and speech. When you use a voice assistant, interact with a chatbot, or see Al-
generated clinical notes, you are encountering NLP.

Large Language Models (LLMs)—like those powering ChatGPT, Claude, and Google Gemini— are a
sophisticated form of NLP. They are trained on enormous amounts of text and learn to predict what words

should come next in a sequence, allowing them to generate remarkably human-like responses.

Large Language Models (LLMs)

Large Language Models are the technology behind most Al writing and conversation tools clinicians are
likely to encounter. They do not “think” the way humans do. They predict statistically likely responses based
on patterns in their training data.

This distinction matters enormously in clinical contexts. LLMs can produce confident-sounding responses
that are factually wrong (a phenomenon called “hallucination”). They can sound empathic without having
any understanding of human experience. And they can perpetuate harmful biases embedded in their

training data.

What LLMs Can Do What LLMs Cannot Do

Learns from massive text datasets Has no understanding of lived experience

Can generate fluent, human-like text Can produce plausible but false information

Can summarize, draft, and organize information Does not maintain memory across sessions
(usually)

Available 24/7, infinitely patient Has no judgment, values, or ethical commitments

Can be customized for specific domains Reflects biases present in training data



Algorithms and Decision-Making

An algorithm is simply a set of instructions—a recipe for solving a problem. In Al, algorithms
process inputs (data) and produce outputs (predictions, decisions, text, images). The
sophistication of modern AI comes from complex, layered algorithms trained on vast datasets.
When a mental health app claims its AI will “match” you to the right therapist or predict your
risk level, it is relying on an algorithm. The critical questions to ask are: What data was this
algorithm trained on? Has it been validated? By whom? For which populations?

Types of Al You Will Encounter

Description & Examples

Generative Al Produces new content: text, images, audio.
Examples: ChatGPT, Claude, Midjourney

Predictive Al Forecasts outcomes based on patterns. Examples:
risk assessment tools, treatment matching

Diagnostic Support Al Assists clinicians in identifying conditions.
Examples: symptom checkers, screening tools

Conversational Al Engages users in dialogue. Examples: therapy
chatbots, crisis text lines with Al triage

Administrative Al Automates documentation and scheduling.
Examples: Al note-writers, coding tools



Reflection

Think about the digital tools you use in your practice
right now.

Which of them might involve Al, even if not explicitly
labeled as AI? What assumptions have you been making
about how those tools work? What would you need to

know to feel genuinely informed about them?

Ethics

Checkpoint

Competence (ACA 2.01, NASW 1.04): Our ethics codes require us to
practice within our competence.

Not all Al tools are created equal. Before using or recommending any Al
tool, a clinician has an ethical responsibility to understand what it does,
how it works, and what its limitations are.

Ignorance is not a defense. Saying “I didn’t know how it worked” does not
protect your client or your license.




CHAPTER 2

The Al Landscape
Tools You're Already Using

Before clinicians can make intentional choices about Al, they need to see it clearly. And the first
surprise for most practitioners is just how much AI they are already using—often without
realizing it.

Al is not something happening out there in the tech world, waiting for permission to enter clinical
practice. It is already here, embedded in tools we use daily. This chapter maps that landscape and
helps you develop a more accurate picture of your current Al exposure.

Al You Are Already Using

Electronic Health Records (EHRS)

Many major EHR platforms now incorporate Al features: auto-generated clinical notes,
predictive risk flags, coding suggestions, and scheduling optimization. If your practice uses an
EHR, check its documentation—there is a high probability Al is part of the system.

Common EHR Al features include smart templates that populate based on session type, risk
flagging based on PHQ-9 or GAD-7 scores, natural language processing for voice-to-note

transcription, and billing code suggestions.

Teletherapy Platforms

Several teletherapy platforms use Al to match clients with providers, schedule sessions, analyze
session recordings (with consent), and generate progress notes. If you are practicing on a
platform like SimplePractice, Headspace Health, or similar, review their Al use disclosures.

Al Note-Writing Tools

Tools like Nabla, Eleos Health, AutoNotes, and others use Al to listen to (or read transcripts of)
therapy sessions and generate draft clinical notes. These tools can dramatically reduce
documentation burden—but they introduce serious questions about confidentiality, accuracy, and
liability.



Clinical

Scenario

Dr. Simmons begins using an Al note-writing tool her practice administrator
implemented. She does not read the tool’s terms of service or think about how her
clients’ session data is being processed.

Three months later, a client asks whether their sessions are being recorded or
transcribed.

Dr. Simmons realizes she cannot answer the question—and that her informed
consent process never addressed this.

Question to consider: What is Dr. Simmons’ ethical and legal exposure? What
-should she do now?

Consumer Al Tools Clinicians Use Personally

Many clinicians use general-purpose Al tools—ChatGPT, Claude, Google Gemini,
Copilot—for tasks like continuing education, case conceptualization
brainstorming, treatment planning research, and professional writing. This is a

growing category that carries real ethical implications.



The Al Tools Landscape in Mental Health

Tools & Platforms

Documentation

Client-Facing Apps

Crisis & Triage

Assessment

Practice Management

Research & CEU

AutoNotes, Nabla, Eleos Health, Blueprint,
Mentalyc

Woebot, Wysa, Replika, Calm, Headspace,
BetterHelp platform Al

Crisis Text Line (Al triage), SafeUT, Vibrant
Emotional Health

Limbic, Talkspace assessment tools, Kipu Mental
Health

SimplePractice Al, TherapyNotes enhancements,
Kareo

ChatGPT, Claude, Perplexity, Elicit, Research
Rabbit



Questions to Ask About Any Tool

When evaluating whether an Al tool is appropriate for clinical use, work
through these questions systematically:

1. What data does this tool collect, process, or store?

2. Where is that data stored, and who has access to it?

3. Has this tool been clinically validated? If so, with which
populations?

4. Is this tool HIPAA-compliant? Does the vendor provide a Business

Associate Agreement (BAA)?
5. What happens to the data if this company is acquired or

closes?

6. Does this tool disclose its use of Al to end users?

7. How does this tool handle errors, and what is my liability if
it makes a mistake?

8. What ongoing oversight does this tool require from me?



Reflection

Audit your current technology stack:

List every software, app, or platform you
use in your practice.

Research whether each uses Al

For each that does: What do you know
about how it handles client data? What
gaps in your knowledge create potential

ethical exposure?




CHAPTER 3
Al In Mental Health

Opportunities and Limitations

Al in mental health is neither savior nor villain. It is a set of tools—powerful, promising, and
genuinely risky. Effective clinicians will need to hold both the opportunities and the limitations
clearly in view.

Genuine Opportunities

Expanding Access to Care

The mental health workforce is insufficient to meet existing need. The World Health Organization
estimates a global shortage of 1.18 million mental health workers. Al-assisted tools cannot replace
clinicians, but they may help extend the reach of care—providing psychoeducation, skill practice,

and supportive contact between sessions or in areas with no local providers.

Reducing Administrative Burden

Clinician burnout is a crisis. Surveys consistently show that documentation burden is one of the
leading contributors. Al tools that reduce time spent on notes, coding, scheduling, and
administrative communication represent a genuine quality-of-life improvement that may allow
clinicians to see more clients with less burnout.

Enhancing Assessment and Early Detection

Al systems analyzing speech patterns, language, facial expressions, and behavioral data have
shown promising results in early detection of conditions including depression, bipolar disorder,
schizophrenia, and PTSD. While none of these tools are ready to replace clinical assessment, they

may eventually serve as valuable screening supplements.

Supporting Between-Session Care

Al chatbots and apps like Woebot have demonstrated effectiveness in supporting clients between
therapy sessions—reinforcing skills, monitoring mood, and providing psychoeducational content.
When positioned appropriately as supplements to—not replacements for—clinical care, these tools

can meaningfully extend the reach of evidence-based interventions.



Real and Serious Limitations

Non-Negotiable Reality Check

No Al system currently available is capable of replacing the therapeutic relationship.
The relationship IS the intervention in most evidence-based therapy modalities.

This is not a philosophical claim. It is an empirical one.

Any tool, vendor, or institution that suggests otherwise should be viewed with serious

skepticism.

Hallucination and Confabulation

LLMs produce plausible-sounding text based on pattern prediction—not factual accuracy. They
will confidently cite studies that do not exist, recommend medications outside their indications,
and misquote ethics codes. Any clinician using an LLM for research or clinical information must

independently verify every claim.

The Empathy lllusion

Al chatbots are designed to communicate in ways that feel warm and empathic. Many clients
report feeling “heard” by Al. This is not because Al understands human experience—it does not. It
is because it has been trained on human communication patterns. Mistaking mimicry for

understanding is a risk for both clients and clinicians.

Crisis Mismanagement

Al tools are not trained to handle mental health crises with the nuance, judgment, and
situational awareness the moment requires. Tools that encounter expressions of suicidal
ideation, active psychosis, or domestic violence need protocols that go far beyond what current
Al can reliably provide. Clinicians must know and monitor how any Al tool they recommend

handles crisis.



Al Is Appropriate For

Documentation assistance

Psychoeducation delivery

Between-session skill practice support

Mood tracking and pattern identification

Scheduling and administrative tasks

Research assistance for clinicians

Al Is NOT Appropriate For

Providing therapy or counseling

Risk assessment in crisis situations

Diagnosing mental health conditions

Replacing clinical judgment

Managing complex trauma presentations

Providing crisis intervention



CHAPTER 4
Ethics, Boundaries, and

The Therapeutic Relationship

Ethics is not a set of rules imposed from outside. It is the internal commitment of a professional
who understands why the rules exist. As Al reshapes the landscape of mental health practice,
our ethics codes provide a critical foundation—though one that requires interpretation and
active application.

This chapter walks through the major ethical principles most relevant to Al use in clinical
practice, grounding each in the specific language of our codes and the lived realities of practice.

The Core Ethical Principles

Beneficence and Non-Maleficence

We are obligated to act in our clients’ benefit and to avoid causing harm. In Al terms: every tool
we use or recommend must be evaluated for its potential to help and its potential to harm. This
requires active investigation, not passive assumption. “The company said it was safe” is not a

sufficient standard.

Autonomy

Clients have the right to make informed decisions about their own care. Meaningful autonomy
requires information. If we are using Al tools that process client data—or recommending Al tools
to clients—they must know. They must understand, in plain language, what these tools do. And
they must have the genuine ability to decline without compromising their care.

Justice

We are called to provide equitable care and to challenge systems that perpetuate inequity. Al
tools that have been validated only on certain populations, that perform worse for clients of
color, that are inaccessible to low-income clients, or that encode historical patterns of

discrimination are justice concerns—not merely technical ones.

Fidelity and Responsibility

We are responsible to our clients, our profession, and the public trust. When Al tools fail—and
they will fail—clinicians remain accountable. “The Al made a mistake” is not a defense before a
licensing board or in a malpractice proceeding. We are responsible for the tools we use and for

maintaining oversight of their outputs.



The Therapeutic Relationship and Al

The therapeutic relationship is theempirically validated foundation of effective psychotherapy.
Decades of research across modalities confirm that the quality of the alliance between therapist
and client is one of the strongest predictors of therapeutic outcome—stronger, in most studies,
than the specific technique employed.

Al cannot form an alliance. It cannot offer genuine attunement. It cannot experience rupture
and repair. It cannot hold the full complexity of another human being in relationship. These are
not limitations that will be engineered away. They are properties of what a therapeutic
relationship fundamentally is.

Ethics Checkpoint

Before integrating any Al tool into your practice, ask:

1. Does this tool strengthen or potentially weaken the therapeutic alliance?

2. Could using this tool communicate something to my client about how I value our
relationship?

3. Am I using this tool for my client’s benefit, my own convenience, or both?

4. Would I be comfortable disclosing this use to my client, my supervisor, and my ethics

board?

Maintaining Professional Boundaries With Al

Some Altoolsare designedto blurtherapeuticboundariesdeliberately—companion apps that
invite emotional attachment, products marketed as “Always available therapy,” systems that
encourage clients to see them as their therapist.

Clinicians who recommend such tools, or who fail to address them when clients mention using
them, have an ethical responsibility to consider: Does this tool’s design align with my
professional obligations? Could recommending this tool create boundary confusion for my
client? Am I reinforcing something that may ultimately harm therapeutic progress?



Reflection

Have you ever used Al for a clinical task without disclosing it?
Was that a conscious decision or an oversight?

How do you think your clients would respond if they knew exactly
how you use Al in your work?

What would “full transparency” look like in your practice?




CHAPTER 5

Confidentiality, HIPAA,

and Data Privacy

Confidentiality is not merely a legal requirement. It is the foundation of the therapeutic
relationship. Clients share their most vulnerable truths because they trust that information will
be protected. Al introduces new and significant confidentiality risks that every clinician must
understand.

HIPAA in the Age of Al

The Health Insurance Portability and Accountability Act (HIPAA) establishes national standards
for the protection of Protected Health Information (PHI). When Al tools process, store, or
transmit client information, they are subject to HIPAA requirements—and the clinician using
those tools is responsible for ensuring compliance.

What Counts as PHI?
PHI includes any individually identifiable health information maintained in any form. In Al
contexts, this means that feeding client names, case details, session content, or any identifiable

information into an Al tool constitutes transmission of PHI—which requires a Business Associate
Agreement (BAA).

Critical Point: The BAA Requirement

Any vendor or platform that processes PHI on your behalf is a Business Associate under
HIPAA.

You must have a signed BAA with every such vendor before using their services.

Many popular Al tools—including free versions of ChatGPT, Claude, and Google Gemini—do
NOT offer BAAs.

Using these tools to process identifiable client information is a HIPAA violation.

Some enterprise versions of these platforms offer BAAs—but the default, free consumer
versions do not.




Common HIPAA Violations in Al Use

e Pasting session notes containing client names into a non-BAA Al tool for editing or
summarizing

e Using a free Al transcription service to transcribe therapy sessions
e Describing identifiable case details to an Al chatbot for consultation

e« Uploading client assessment data to an Al analysis tool without verifying HIPAA
compliance

Using an Al note-writing tool that the practice administrator chose without conducting a
security review

De-identification: A Practical Strategy

One practical way to use general Al tools while managing HIPAA risk is de-identification—
removing all identifiers before inputting information. Under HIPAA’s Safe Harbor method, 18
specific identifiers must be removed for information to qualify as de-identified.

In practice, this means that before using a non-BAA Al tool for clinical purposes, you should
remove: names, dates (other than year), geographic data, contact information, and any other
details that could identify the individual.

De-identification significantly reduces—but does not eliminate—privacy risk. Skillful adversaries
can sometimes re-identify de-identified data. Clinical sensitivity should still guide every decision.

Data Security Beyond HIPAA

HIPAA is a floor, not a ceiling. Clinicians should also consider:

e Where data is stored: Is client data stored on servers in the US? Under what
jurisdiction?

e Data retention: How long does the Al tool store inputs? Can you request deletion?

Training data use: Does the tool use your inputs to retrain its models? Most consumer
Al tools do.

Breach notification: What happens if there is a data breach? What is your liability?
Employee access: Who at the Al company can access your data? Under what
® circumstances?



Reflection
Walk through your current use of Al tools and ask: Am I

transmitting any client information?

For each tool that touches client information: Do you have a BAA?

Have you verified HIPAA compliance?

Is your informed consent process updated to reflect your current

technology use?




CHAPTER 6

Bias, Equity, and
Culturally Responsive Al Use

No Al tool is neutral. Every system reflects the data it was trained on, the assumptions of the
people who built it, and the values of the institutions that funded it. For clinicians committed to
culturally responsive, equitable practice, this is not a peripheral concern—it is central.

How Bias Gets Into Al Systems

Training Data Bias

Most Al systems in healthcare—including mental health—have been developed and validated
using data that overrepresents white, educated, English-speaking, and economically advantaged
populations. When these systems are applied to clients who were underrepresented in training,
accuracy and appropriateness often decrease significantly.

Algorithmic Bias

Even when training data is representative, the choices made in building an algorithm—what to
optimize for, how to define success, what constraints to impose—reflect the values and
assumptions of the builders. Systems optimized for the majority can systematically underserve
minorities.

Feedback Loop Bias

Al systems that improve through use can amplify existing disparities. If a mental health triage
tool routes Black clients to lower levels of care more often, and clinicians do not challenge those
recommendations, the tool learns to continue routing Black clients to lower levels of care.

Historical inequity becomes encoded as algorithmic “objectivity.”



What This Means for Clinicians

Core Commitment

Our professional ethics codes require us to provide culturally competent care.

Using Al tools without understanding their equity implications is incompatible with this
commitment.

Before using any Al clinical tool with clients of color, clients with disabilities, LGBTQ+ clients,
or other marginalized populations:

Ask whether it has been validated with populations that reflect your clients.

If it has not—or if you cannot find this information—treat that as a significant red flag.

Specific Equity Concerns by Population

Black and African American clients: Diagnostic Al trained on biased datasets may
perpetuate historical patterns of misdiagnosis (e.g., under-identifying depression, over-
identifying psychosis)

Latinx/Hispanic clients: Most Al tools operate primarily in English; Spanish-language
tools are often translations rather than culturally adapted systems

Indigenous clients: Al systems trained on mainstream population data have minimal
relevance to Indigenous worldviews, healing traditions, and community contexts
LGBTQ+ clients: Al tools trained on heteronormative data may fail to recognize or may
pathologize healthy LGBTQ+ experiences

Clients with disabilities: Accessibility is rarely built into AT mental health tools; tools
relying on speech analysis may perform poorly for clients with speech differences
Low-income clients: Smartphone-dependent Al tools may be inaccessible; free tools
often carry greater privacy risks than paid enterprise versions



Being a Clinician-Advocate

Clinicians are not passiveconsumers of technology. We are advocates for our clients and our

profession. This means asking vendors hard questions, raising concerns in supervision and peer
consultation, engaging with professional organizations working on Al equity, and refusing to use tools
that cannot demonstrate responsible, validated performance across diverse populations.

Reflection

Who are your clients? Make a mental or written list of the
populations you serve.

For each Al tool you use or are considering: Has it been validated
with these populations? What systemic biases might your clients
already face that an Al tool could compound? What is your

responsibility as an advocate in your agency, practice, or institution?




CHAPTER 7

Al as a Clinical Support Tool

Practical Applications

With a solid ethical foundation in place, clinicians can approach practical Al use with greater
confidence and clarity. This chapter explores specific, evidence-informed applications of Al in

clinical support work.

Documentation Support

Reducing documentation burden is one of the most immediate and impactful applications of Al
in clinical practice. Several approaches exist on a spectrum of data exposure.

Approach Trade-off Profile

Al note drafting from session transcripts Maximum time savings; maximum data exposure;
requires BAA

Al note drafting from clinician summaries Moderate savings; lower exposure if de-identified

Al template population from pre-populated fields = Lower savings; minimal exposure

Al grammar and structure editing of clinician- Minimal savings; minimal exposure
written notes

Best practice: Start at the lower end of the data exposure spectrum and move toward more
efficient approaches only as you have verified compliance, understood the tool’s limitations, and

updated your informed consent process accordingly.



Treatment Planning Research

Al toolscan be valuableresearch assistants for clinicians developing treatment plans—

identifying relevant evidence-based interventions, summarizing research on specific conditions,
and generating lists of resources for clients.

Critical guardrails: Always verify Al-generated clinical information against primary sources
before relying on it. LLMs can and do hallucinate research findings, misrepresent treatment
efficacy, and present outdated information as current.

Practical Protocol: Al-Assisted Research

Step 1: Use Al to generate an initial list of relevant interventions or resources.

Step 2: Independently verify each item against current clinical literature or practice
guidelines.

Step 3: Consult with supervisors or peers about complex or unfamiliar recommendations.
Step 4: Integrate only verified, appropriate interventions into the treatment plan.

Step 5: Document your verification process in your clinical notes when relevant.

Psychoeducation and Client Resources

Alcan assist clinicians indeveloping high-quality,personalized psychoeducation materials—
handouts, worksheets, reading lists, and skill guides tailored to a client’s specific needs and
reading level. This is a relatively low-risk application that can meaningfully enhance the quality
of between-session support.

When developing client-facing materials with Al assistance, review all content carefully for
accuracy and appropriateness, adjust language for your client’s literacy level and cultural
context, and do not include any identifying client information in the AI prompt.

Professional Development and Continuing Education

Altools are increasingly useful forclinician professional development: synthesizing literature on
new treatment modalities, generating study guides for credentialing exams, creating case
vignettes for supervision, and identifying relevant CE opportunities.

Al can also assist clinicians in preparing presentations, writing for professional publications,
and developing training materials—all tasks that benefit from AI’s capacity to organize, draft,
and refine content.



Reflection

Identify one current clinical challenge you are facing—a complex
case, a new population, a skill gap.

How might Al assist you in addressing this challenge?
What guardrails would you put in place to use it responsibly?

What would you need to verify or seek consultation about before
acting on Al-generated information?




CHAPTER 8
Informed Consent and

Transparent Practice

Informed consent is not a form. It is a process—an ongoing, dynamic conversation between
clinician and client that respects the client’s autonomy and establishes the foundation for an
honest therapeutic relationship. Al introduces new material information that clients have a right
to know.

What Clients Need to Know

Clients should be informed, in plain language, about any Al tools that are part of their care—
both tools the clinician uses (like Al note-writing) and tools the clinician may recommend (like
mental health apps).

For Al tools the clinician uses directly, clients need to understand: what information is
processed by Al tools, how that information is protected, whether session content is transcribed
or recorded, and their right to decline without affecting their care.

For Al tools recommended to clients, they need to understand: what the tool does and does not
do, the tool’s limitations and risks, privacy practices and data collection, and that the tool
supplements but does not replace their clinical care.

Updating Your Informed Consent Process

Informed Consent Checklist for Al Use

0 Describe any Al tools used in documentation or record-keeping

0 Describe any Al tools used to supplement clinical assessment

0 Explain how client data is protected within these tools

0 Clarify what information is and is not transmitted to Al systems

0 Describe any Al-assisted resources or apps you may recommend

0 Obtain explicit consent for any session transcription or recording

0 Explain the client’s right to decline Al-assisted components without penalty

0 Review and update this disclosure at least annually




Having the Conversation

For many clinicians, the most uncomfortable part of Al transparency is the conversation itself.
How do you explain Al tools to a client who is not technologically sophisticated? How do you
answer questions you cannot fully answer? How do you maintain trust while disclosing

uncertainty?

Sample Language for Introducing Al Tools

"I want to let you know about one of the tools I use in my practice. I use a software program that
helps me write my clinical notes after our sessions. This program is HIPAA-compliant—which
means it has strong legal protections for your information—and I review everything it generates
to make sure it is accurate. You have the right to know this, and you also have the right to ask
me not to use it for your records. Would you like to talk about any questions you have?"

Sample Language for Recommending an App

"I’d like to suggest an app that some of my clients have found helpful between sessions. It uses
Al to deliver some of the coping skills we’ve been working on. I want to be clear that it is not
therapy, and it is not a substitute for our work together—it is more like a practice tool. I've
reviewed its privacy policy and I think it is reasonably secure, but I want you to know what
information it collects before you decide whether you want to try it."



CHAPTER 9_ ] o
Supervision, Training,

and Staying Current

Al in mental health is not a problem to be solved once and filed away. It is an evolving
landscape that will require ongoing professional engagement for the remainder of our
careers. This chapter addresses how clinicians at every level —from practicum student to
senior supervisor—can build sustainable structures for staying current and competent.

The Supervisory Relationship and Al

Supervisors carry particular responsibility in the current moment. Many supervisees are
encountering Al tools for the first time in practicum or internship settings and bringing
questions to supervision that supervisors themselves may not yet be equipped to answer.

This is an opportunity for mutual learning and transparent engagement—not a reason
for supervisors to project false certainty. Acknowledging “I am still learning about this”
while committing to work through it together models exactly the kind of intellectual
humility and ongoing growth our profession requires.

For Supervisors: Integrating Al Into Your Practice

Make Al use a standard part of supervision intake: What Al tools are you currently using or
considering?

Create space for supervisees to disclose Al use without shame—many are using tools they are
uncertain about

Develop supervision contracts that address Al use explicitly

Stay current through professional organizations, CE offerings, and peer consultation

Model the critical, ethical engagement you want to see in your supervisees

For Pre-Licensed Clinicians

If you are in practicum, internship, or working toward licensure, you face a particular challenge:
you are learning to navigate Al tools at the same time you are learning to practice. Some
practical guidance:



e Never use Al tools that process client information without your supervisor’s explicit
knowledge and approval

e Bring Al questions to supervision—do not assume silence means approval

e When you are uncertain whether something is appropriate, default to transparency and
consultation

e Begin building your professional development habits around AI now: follow relevant
professional organizations, read emerging ethics guidance, take CE on technology and
ethics

Continuing Education Strategies
Most licensing boards are beginning to address AI competency in CE requirements. Regardless

of what your jurisdiction currently requires, proactive professional development is both an
ethical obligation and a career advantage.

Recommended Focus Areas for Al CE

e Technology ethics and professional standards

e HIPAA compliance and data privacy

e Culturally responsive technology use

e Telehealth competency (often overlaps with Al tool use)

e Specific tool training for any Al system you use in practice

Professional Organizations and Resources

Several professional organizations have developed or are actively developing guidance on Al in
mental health practice. Engaging with these resources is one of the most efficient ways to stay
current:

e American Counseling Association (ACA) — Technology and counseling guidance

e American Psychological Association (APA) — Al principles and technology ethics

e National Association of Social Workers (NASW) — Technology standards for social work

e American Association for Marriage and Family Therapy (AAMFT) — Telehealth and
technology guidance

® Association for Counselor Education and Supervision (ACES) — Technology guidelines



CHAPTER 10

Building Your

Al-Integrated Practice

Everything in this book has been building toward this: not a paralyzed avoidance of Al, not an
uncritical adoption of every new tool, but a thoughtful, ethical, informed practice that integrates
Al where it genuinely serves your clients—and declines it where it does not.

This final chapter offers a framework for building that practice, one intentional step at a time.

The CARE Framework for Al Integration

CARE: Clarify — Audit — Respond — Evolve

C — Clarify Your Values
Before adopting any Al tool, get clear on your values. What does excellent, ethical, client-

centered care look like to you? What is non-negotiable? What are you willing to experiment with
—and under what conditions? A values-grounded clinician does not drift into Al adoption; they
choose it intentionally.

A — Audit Your Current Practice

Conduct an honest audit. What Al tools are you already using? What are their data practices? Do
you have appropriate agreements in place? Is your informed consent current? Where are the gaps?
You cannot build from a foundation you have not examined.

R — Respond With Intention
Based on your audit, make intentional choices. Address compliance gaps. Update consent forms.

Get supervision or consultation on complex questions. Pilot new tools slowly and with adequate
oversight. Document your decision-making process—it demonstrates ethical engagement and
provides some protection if questions arise later.

E — Evolve Continuously . . . .
Al is not a problem to solve once. It is a dimension of practice that requires ongoing attention.

Schedule regular reviews of your technology use. Set calendar reminders to check for updates
from professional organizations. Bring Al questions to supervision and peer consultation
consistently. Build a professional community that thinks about these questions together.



Your 90-Day Action Plan

Timeframe Focus Area

Days 1-30 Audit current Al tool use; identify compliance
gaps; update informed consent

Days 31—-60 Research and select one Al tool to pilot; establish
oversight protocols; consult with supervisor

Days 61—90 Evaluate pilot tool; identify one CE opportunity in
technology ethics; connect with a professional
organization working on Al guidance

A Final Word

You chose this field because you believe in the capacity of human beings to heal. You believe in
the power of relationship, of presence, of honest and compassionate witness. Nothing in Al
changes that. But everything in AI asks us to be thoughtful stewards of the tools we invite into
those sacred spaces.

Be curious. Be critical. Be transparent. Stay grounded in your values. And remember that the
most sophisticated tool in any therapeutic encounter is still the informed, present, ethically
committed clinician sitting in the room.

“You are not competing with Al. You are guiding its use—and that requires everything that
makes you a clinician.” — Dr. Ariesha




Appendix A
Glossary of Al Terms for Clinicians

Algorithm

Asetofrulesor instructions that a computer follows to perform a task or solve a problem. In Al,
algorithms process data inputs and produce outputs such as predictions, text, or decisions.

Artificial Intelligence (Al)

Computersystemsdesignedto perform tasks that typically require human intelligence, such as
understanding language, recognizing patterns, making decisions, and generating content.

Bias (Algorithmic)
SystematicerrorsinAl outputs that result from flawed assumptions or unrepresentative data in the
development process, often disadvantaging marginalized groups.

Business Associate Agreement (BAA)

AcontractrequiredunderHIPAAbetweena covered entity (such as a therapy practice) and any vendor
who processes Protected Health Information on the entity’s behalf.

Chatbot

Acomputer program designed to simulate conversation with users, typically via text or voice interfaces.
Mental health chatbots vary widely in sophistication and clinical validity.

De-identification

The processof removing identifying information from data so that it cannot reasonably be used to identify
an individual. HIPAA specifies 18 identifiers that must be removed under the Safe Harbor standard.

Generative Al

Alsystemsthat produce new content (text, images, audio, video) based on patterns learned from training
data. Examples include ChatGPT, Claude, and Midjourney.

Hallucination (Al)

Thetendencyoflargelanguage models to generate text that is confident and plausible-sounding but
factually incorrect. Clinicians must verify any clinical information generated by Al.

HIPAA

HealthInsurance Portability and Accountability Act. Federal legislation establishing standards for
protecting individuals’ medical information, including strict requirements for data security and privacy.

Large Language Model (LLM)

Atypeof Altrained onmassive amounts of text data, capable of generating human-like text in response to
prompts. Underlying technology behind tools like ChatGPT and Claude.



Machine Learning (ML)

AsubsetofAl inwhich systems learn from data to improve performance on tasks without being explicitly
programmed with rules. Most modern Al applications rely on machine learning.

Natural Language Processing (NLP)

The branchofAl focusedonenabling computers to understand, interpret, and generate human language.
Used in chatbots, transcription tools, and note-writing Al.

PHI (Protected Health Information)

Under HIPAA,any individuallyidentifiable health information maintained in any form—including names,
dates, geographic data, and clinical information—that must be protected.

Predictive Al

Alsystemsthatforecast future outcomes based on patterns in historical data. Examples include risk
stratification tools and treatment matching algorithms.

Training Data

Thedataset usedto teach an AI model. The quality, diversity, and representativeness of training data
profoundly influences the AI’s accuracy, fairness, and applicability.



Appendix B
Ethics Codes at a Glance

The following codes are most directly relevant to AI use in mental health practice. Clinicians
should read their full code and consult with their professional association for the most current
guidance.

Professional Body Most Relevant Standards

ACA Code of Ethics (2014 /updated) Section B (Confidentiality), Section C
(Professional Responsibility), Section H (Distance
Counseling, Technology, and Social Media)

APA Ethics Code (2002/amended) Principle A (Beneficence), Principle D (Justice),
Standard 2 (Competence), Standard 4 (Privacy
and Confidentiality)

NASW Code of Ethics Standard 1.07 (Privacy and Confidentiality),

Standard 1.04 (Competence), Technology
standards update (2017)

AAMFT Code of Ethics Principle II (Confidentiality), Principle III
(Professional Competence and Integrity)

NBCC Policy Policy Regarding the Provision of Distance
Professional Services (most recent version)

ACES Guidelines Technical Competencies for Counselor Education
Students; Technology in Counseling guidelines



Appendix C

Resource Directory
Professional Organizations

e American CounselingAssociation — counseling.org

e American Psychological Association — apa.org

e National Association of Social Workers — socialworkers.org

e Association for Counselor Education and Supervision — acesonline.net

e National Board for Certified Counselors — nbcc.org

Al Ethics and Policy Resources

e Partnership on Al — partnershiponai.org

e Al Now Institute — ainowinstitute.org

e Algorithmic Justice League — ajl.org

e National Institute of Mental Health (NIMH) Digital Health Resources — nimh.nih.gov

e American Medical Association Al Policy Framework — ama-assn.org

HIPAA and Data Privacy
e HHS Office for CivilRights— hhs.gov/hipaa

e HHS HIPAA for Professionals resource center

e Your state’s licensing board technology guidance (check directly)

Continuing Education
e PESIContinuingEducation — pesi.com (technology ethics CEs frequently offered)
e CE4Less — cegless.com

e Your professional association’s CE offerings (check annually—AI content is growing
rapidly)



Dr. Ariesha Murray

arieshahelps.com — professional resources, courses, and consultation
The First Chair™ — professional development program for pre-licensed counselors
Sofa & Soul— clinical conversations for working therapists

Sympathetic Resonance (Substack) — faith, healing, and professional formation
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