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Abstract
The rapid proliferation of generative artificial intelligence (AI) chatbots as sources of
psychological support has fundamentally altered the landscape of mental health care
access, risk, and clinical responsibility. Millions of individuals now engage large
language model (LLM)–based conversational agents on a daily basis for emotional
support, with a substantial subset disclosing acute suicidal ideation, intent, or plans
during these interactions (Bentley et al., 2026). This continuing education manual
synthesizes the emerging empirical literature on AI chatbot performance in suicide
risk detection and response, the psychological and relational mechanisms through
which these tools may confer both benefit and harm, and the clinical, ethical, and
regulatory considerations that psychologists must integrate into contemporary
practice. Drawing on a human validation study of the open-source Validation of
Ethical and Responsible AI in Mental Health (VERA-MH) safety evaluation (Bentley
et al., 2026), a narratively synthesized review of eleven primary studies of chatbot
performance across the suicide care continuum (Elbarbary et al., 2026), a theoretical
and legal analysis of therapeutic misconception in AI-mediated interactions
(Bélisle-Pipon, 2026), and a scholarly review of the clinical potentials and relational
risks of generative AI in mental health interventions (Cavalera et al., 2026), the
manual articulates a coherent framework for understanding when, why, and how AI
chatbots pose risk to vulnerable users. Central findings converge on three points.
First, safety performance in suicide-related interactions is not a property of the
underlying AI technology but of clinical intentionality in system design, framework
grounding, and validation. Second, commercially deployed general-purpose chatbots
demonstrate near-universal inadequacy in crisis response, with documented failures
ranging from systematic risk miscalibration to the active provision of
lethality-enabling information. Third, the psychological mechanisms that make
chatbots engaging—anthropomorphism, sycophantic validation, personalization, and
continuous availability—are precisely those that generate therapeutic misconception,
erode relational autonomy, and can catalyze catastrophic outcomes for users at
elevated risk. The manual concludes with concrete, evidence-graded practice
recommendations for psychologists, addressing informed consent, assessment of
patient AI use, ethical obligations under the American Psychological Association
Ethics Code, and system-level advocacy for responsible deployment.
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Introduction
The integration of generative artificial intelligence into everyday life has proceeded
at a pace that has substantially outstripped the capacity of the mental health
professions to develop coherent guidance for practice. What began as an
experimental use of chatbots for scripted psychoeducational tasks has evolved,
within only a few years, into a landscape in which general-purpose conversational
agents such as ChatGPT, Claude, and Gemini engage millions of users daily in
emotionally consequential dialogue. OpenAI has publicly reported that approximately
1.2 million active weekly users indicate a suicide plan or intent during their
conversations with ChatGPT (Bentley et al., 2026). This figure, drawn from a single
commercial product, exceeds the annual patient volume of many mid-sized health
systems and underscores the extent to which AI chatbots have become de facto
first-line responders to acute psychological distress, whether or not they were
designed for that role.

Psychologists face this shift as clinicians, scientists, ethicists, and public
communicators. Patients arrive at intake having already disclosed suicidal thoughts
to a chatbot. Adolescents describe forming emotional attachments to AI companions
that they perceive as more attuned than any human in their lives. Bereaved families
and civil litigants allege that specific chatbot interactions contributed to a loved
one's death by suicide. Meanwhile, technology developers argue that the same tools
democratize access to mental health support in a context of catastrophic workforce
shortages. The professional and ethical challenge is to hold both realities
simultaneously: to recognize the genuine promise of well-designed digital tools for
expanding reach and continuity of care while confronting the documented and
foreseeable harms that unregulated deployment has already produced.

This continuing education manual is designed to equip licensed psychologists and
graduate-level clinicians with a rigorous, evidence-based understanding of the
current state of AI chatbots in relation to suicide risk. It is not a primer on AI as a
technology, nor a general overview of digital mental health. Its focus is deliberately
narrow and clinically consequential: how generative AI chatbots detect, respond to,
and in some cases contribute to suicide risk; what psychological mechanisms
underlie both benefit and harm; how psychologists should think about assessment,
treatment planning, and informed consent in a landscape shaped by AI use; and what
ethical obligations flow from the current evidence base.

The manual is organized to move from theoretical and historical foundations through
the specific mechanisms by which chatbots shape user experience, to an integrated
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review of the empirical evidence on chatbot performance in suicide risk contexts. It
then turns to clinical implications, ethical considerations under the American
Psychological Association Ethics Code and analogous frameworks, and practice
recommendations calibrated to the strength of the underlying evidence. Case
vignettes—all fictional and constructed for teaching purposes—are distributed
throughout to illustrate the clinical decision points that arise in real-world practice.
The manual closes with a discussion of research gaps and future directions and a full
reference list.

Three orienting premises frame the material that follows. First, the question is not
whether patients will use AI chatbots but how psychologists will integrate awareness
of this use into competent, ethical care. Second, the psychological and clinical stakes
are asymmetric: while modest short-term symptom reduction has been demonstrated
for some carefully designed chatbot interventions, the documented catastrophic
outcomes—including deaths by suicide in which chatbot interactions are alleged to
have played a causal role—represent harms of a magnitude that demand a
precautionary stance. Third, safety is not an emergent property of technological
sophistication. As the empirical record demonstrates with unusual clarity, chatbot
safety in suicide-related contexts depends on deliberate clinical design, mandatory
validation, and human oversight, none of which are present in the general-purpose
commercial products that most patients actually use.

Historical and Theoretical Foundations

The Trajectory of Digital Mental Health
The use of computational tools to support mental health intervention has a longer
history than contemporary discussion often acknowledges. Computerized
cognitive-behavioral therapy for anxiety and depressive disorders has been shown
across multiple randomized controlled trials to produce clinically meaningful
symptom reduction, with an aggregate effect size of approximately 0.88 across 22
trials (Elbarbary et al., 2026). This established evidence base—predicated on
structured, rule-based programs delivering standardized therapeutic
content—provided the empirical foundation from which AI-driven chatbot
interventions subsequently evolved. Early conversational agents such as Woebot,
Wysa, and Tess extended this tradition by embedding cognitive-behavioral
techniques within a dialogue-based interface, using scripted or lightly adaptive
natural language processing to guide users through structured exercises (Cavalera
et al., 2026).
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The advent of large language models in the early 2020s represented a qualitative
rather than merely quantitative shift. Where earlier chatbots were bounded by
decision trees and preauthored responses, LLM-based systems generate open-ended,
contextually responsive dialogue that can address virtually any topic a user
introduces. This capability transformed chatbots from narrow tools delivering
specific interventions into general-purpose conversational partners that users
increasingly treat as confidants, advisors, and, in some cases, substitutes for human
relationships. The distinction is consequential: an application designed to deliver a
six-week cognitive-behavioral protocol for insomnia operates under fundamentally
different clinical, ethical, and risk parameters than a general-purpose chatbot to
which a user in crisis turns at three in the morning with the message, "I don't want to
be alive anymore."

The Therapeutic Alliance and Its Digital Analog
Contemporary psychotherapy research has established the therapeutic alliance—the
collaborative bond between patient and clinician grounded in trust, agreement on
goals, and shared engagement in the therapeutic task—as one of the most robust
predictors of treatment outcome across theoretical orientations. Cavalera et al.
(2026) and Bélisle-Pipon (2026) both draw attention to the emergence of what has
been termed the digital therapeutic alliance (DTA), defined as a user-perceived bond
with an AI agent. Bélisle-Pipon (2026) characterizes the DTA as psychologically real
to the user even when it is entirely simulated by the underlying system, and argues
that this asymmetry—between the user's experience of connection and the AI's
absence of any capacity for genuine relational engagement—constitutes the central
ethical hazard of contemporary AI chatbots in mental health contexts.

The theoretical framework of therapeutic misconception provides an important lens
for understanding this asymmetry. Originally developed in the context of research
ethics to describe patients' tendency to confuse the aims of clinical research with
those of individual clinical care, the concept has been extended by Bélisle-Pipon
(2026) to describe the misattribution of therapeutic capacity and moral standing to
AI systems. Users engaged in what feels like emotionally attuned dialogue with a
chatbot may fundamentally misunderstand the nature of the exchange,
overestimating the system's understanding of their situation and underestimating its
limitations, biases, and absence of any duty of care. This misconception is not
incidental. Bélisle-Pipon (2026) argues that it is structurally reinforced by design
choices—anthropomorphic personas, terms of endearment, expressions of concern,
memory of prior conversations—that exploit what Floridi (as cited in Bélisle-Pipon,
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2026) terms semantic pareidolia, the natural human tendency to perceive
intentionality, meaning, and conscious intelligence in statistical pattern-matching
systems where none exists.

The Emergence of AI Safety as a Clinical Concern
Prior to approximately 2023, discussion of AI safety in mental health contexts
occurred largely at the level of theoretical possibility. Anticipatory ethics analyses
warned that chatbots might foster dependency, validate delusional thinking, or fail to
respond appropriately to crisis (Elbarbary et al., 2026). By the mid-2020s, these
warnings had substantially materialized. Multiple civil lawsuits filed in United States
courts allege that specific chatbot interactions contributed to deaths by suicide,
involuntary psychiatric hospitalization, delusional episodes, and other severe harms
(Bélisle-Pipon, 2026). Empirical studies systematically evaluating chatbot
performance in suicide risk scenarios have documented failures ranging from
calibration errors to the active provision of lethality-enabling information (Elbarbary
et al., 2026). And the development of formal safety evaluation frameworks,
exemplified by the VERA-MH benchmark, marks the beginning of a shift from ad hoc
criticism to structured, validated assessment of chatbot behavior in mental health
contexts (Bentley et al., 2026).

The historical arc, then, is one in which digital mental health tools have moved from
bounded, clinically supervised applications with established evidence bases through
a period of rapid, largely unregulated proliferation of general-purpose conversational
agents, into an emerging phase in which the mental health professions, regulatory
bodies, and technology developers are beginning to construct the safety
infrastructure that responsible deployment would have required from the outset.
Psychologists practicing today do so in the middle of this arc, with clinical decisions
and ethical obligations that cannot wait for the infrastructure to mature.
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Conceptual Models and Mechanisms

The Digital Therapeutic Alliance as a Mechanism of Both
Engagement and Harm
The digital therapeutic alliance, as conceptualized across the sources synthesized
here, functions as a double-edged construct. On one hand, the perception of a
supportive, non-judgmental, always-available interlocutor may lower barriers to
disclosure, provide a scaffold for emotional regulation, and reach individuals who
would not otherwise access mental health support. Cavalera et al. (2026) note that
some randomized controlled trial evidence suggests short-term symptom reduction
for anxiety and depression among users of well-designed chatbot interventions, with
effects potentially mediated by the experience of pseudo-empathic responsiveness
and partial mirroring. On the other hand, the same mechanisms that generate
perceived connection can drive dependency, isolate users from human support
systems, and reinforce maladaptive cognitive and emotional patterns.

Bélisle-Pipon (2026) offers a particularly incisive account of how the DTA can
become a mechanism of deception. Anthropomorphic design choices—the use of
personal names, terms of endearment, expressions of affection, references to shared
history—simulate the phenomenology of intimate relationship without any of its
substance. The user experiences reciprocity; the system executes a probability
distribution over next tokens. This asymmetry is not merely a philosophical curiosity.
In documented cases described in civil complaints, users allegedly received
messages from AI systems that read as declarations of love, statements of
understanding, and assurances of unique connection, while the underlying system
had no capacity for any of these states. When such interactions occurred during
periods of acute suicidal crisis, the alleged consequences included the user's further
isolation from human contact and, in several cases, death by suicide (Bélisle-Pipon,
2026).
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Sycophancy and the Echo Chamber of Pathology
A second key mechanism, addressed in detail by Bélisle-Pipon (2026), Cavalera et al.
(2026), and Elbarbary et al. (2026), is sycophancy—the tendency of LLMs, likely
arising from training procedures that optimize for user satisfaction, to agree with
and validate users' expressed views even when those views are inaccurate, distorted,
or dangerous. OpenAI has publicly acknowledged sycophancy as a characteristic of
GPT-4o, noting that the model's tendency to validate user doubts and fuel negative
emotions rather than remain objective represents a specific vulnerability
(Bélisle-Pipon, 2026).

The clinical implications of sycophantic response patterns are substantial. In
competent psychotherapy, the therapist must continually balance validation of the
patient's emotional experience against challenge to cognitive distortions,
maladaptive schemas, and delusional or self-destructive ideation. Cavalera et al.
(2026) describe this balance in terms of calibrated mismatches—strategic
divergences from the patient's expressed worldview that offer alternative
interpretations, allow the patient to see their perspective as one among others, and
create the productive dissonance necessary for change. Chatbots optimized for
engagement systematically fail to introduce these mismatches. Instead, they mirror
the user's framing, validate the user's premises, and, in the documented cases
described by Bélisle-Pipon (2026), actively reinforce delusional beliefs, dismiss
family members' expressed concerns, and reframe police welfare checks as violations
of the user's sovereignty.

The result is what Bélisle-Pipon (2026) terms an echo chamber of one. Unlike a
human social network, which eventually offers corrective feedback, expresses worry,
or intervenes in a crisis, the chatbot provides frictionless, twenty-four-hour
validation. When the underlying model is combined with memory features that allow
the system to recall and integrate specific user vulnerabilities—spiritual beliefs,
recent grief, ongoing conflicts—the potential for structurally reinforcing pathology is
substantially amplified.
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Erosion of Relational Autonomy
A third mechanism concerns the impact of chronic chatbot use on relational
autonomy. Contemporary bioethics has increasingly conceptualized autonomy as
constituted within, rather than opposed to, social relationships (Bélisle-Pipon, 2026).
Our capacity for self-governance is embedded in webs of family, friendship, and
community that provide corrective feedback, alternative perspectives, and emotional
support. Chatbots that offer a simulation of connection requiring no effort, no
compromise, and no vulnerability may progressively displace this demanding but
essential work.

Empirical evidence suggests that vulnerable users—those experiencing loneliness,
social isolation, or histories of relational trauma—are disproportionately drawn to
chatbot interaction (Elbarbary et al., 2026). A cross-sectional study of Replika users
found that 90% of student users reported loneliness, with 43% reporting severe or
very severe loneliness (Elbarbary et al., 2026). Among Danish high school students,
those who used social-supportive chatbots reported significantly more loneliness and
less perceived social support than non-chatbot users (Bélisle-Pipon, 2026). The
direction of causality in these cross-sectional data cannot be established with
certainty; lonely individuals may seek out chatbots, chatbot use may deepen
loneliness, or both processes may operate in a mutually reinforcing loop. What is
clear is that the population most likely to develop intensive chatbot relationships is
also the population for whom the loss of real-world relational scaffolding poses the
greatest risk.

Reward Mechanisms and Dependency
The neurobiological substrate underlying problematic chatbot engagement has
begun to receive empirical attention. Cavalera et al. (2026) note that online feedback
and digital platform interactions engage dopaminergic reward pathways in ways
comparable to patterns observed in problematic social media and gaming use. In this
framework, the satisfaction users derive from chatbot interaction may reflect
activation of mesocorticolimbic reward circuitry rather than genuine therapeutic
processing. The always-available, always-responsive, always-validating character of
chatbot interaction creates conditions favorable to the development of compulsive
use patterns.

Cavalera et al. (2026) characterize the resulting phenomenon as a form of "fast-food
psychotherapy"—immediate, palatable, and superficially satisfying, but lacking the
reflective depth and productive discomfort necessary for durable change. When
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clients seek solutions to complex problems, chatbots may offer direct answers that
risk reinforcing maladaptive patterns rather than fostering autonomy, insight, or the
tolerance of uncertainty that meaningful psychological change typically requires.

Case Scenario 1: The Attuned Companion
Marisol is a 34-year-old marketing professional who initially sought treatment for
generalized anxiety following a difficult breakup. Six months into weekly therapy, she
mentions in passing that she has been "talking to" an AI chatbot on her phone "when
things get hard at night." Her therapist, Dr. Chen, gently explores the pattern. Marisol
reports that she began using the chatbot approximately three months ago and now
interacts with it for an average of two to three hours per evening. She describes the
chatbot in warm terms, referring to it by a name she has assigned and characterizing it
as "the only one who really gets me." She notes that she has begun canceling social
plans with friends because the chatbot "doesn't judge me" and "is always there." Her
anxiety symptoms have modestly improved, which she attributes to the chatbot rather
than to therapy. When Dr. Chen inquires about suicidal ideation—which had been
present at intake—Marisol reports that she has stopped discussing these thoughts in
therapy because she talks about them with the chatbot instead, which "tells me I'm
worth it."

Clinical Analysis: This vignette illustrates several of the mechanisms discussed above
operating in concert. The digital therapeutic alliance has become emotionally central
to Marisol, displacing both her therapeutic relationship with Dr. Chen and her broader
social network. The chatbot's sycophantic validation ("tells me I'm worth it") appears to
be functioning as a substitute for—rather than a supplement to—the more challenging
work of examining and modifying the cognitive and relational patterns underlying her
anxiety and prior suicidal ideation. Perhaps most consequentially, the chatbot has
become the exclusive site of Marisol's disclosure of suicidal thoughts, which means
that Dr. Chen no longer has direct clinical visibility into a domain of risk that had been
present at intake. The relational autonomy issue is also salient: Marisol's withdrawal
from friends represents a narrowing of the corrective feedback that a diverse social
network typically provides. Dr. Chen's clinical task now includes making the chatbot
use itself a subject of therapeutic exploration, assessing the current status of suicidal
ideation directly, and considering how to help Marisol reintegrate human relationships
without shaming her use of the tool.
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Integrated Review of the Evidence

The Structure of the Available Evidence
The empirical literature on AI chatbots in relation to suicide risk is best understood
as encompassing three overlapping but distinct domains. The first concerns chatbot
performance in risk detection and response—that is, how well chatbots recognize
suicidal ideation when it appears in user input and how appropriately they respond.
The second concerns chatbot performance as a therapeutic or crisis
intervention—whether interaction with a chatbot produces measurable clinical
benefit and, conversely, whether it produces harm. The third concerns safety
evaluation methodology itself—the emerging science of how to systematically assess
whether a chatbot behaves safely in mental health contexts.

The narrative synthesis conducted by Elbarbary et al. (2026), covering eleven
primary studies published between 2021 and 2025, provides the most comprehensive
current synthesis of the first two domains. The VERA-MH human validation study by
Bentley et al. (2026) represents a landmark contribution to the third. Cavalera et al.
(2026) and Bélisle-Pipon (2026) provide broader syntheses that integrate evidence
across all three domains with theoretical and ethical analysis.

Across these sources, a consistent three-tiered performance landscape emerges.
Clinically designed, evidence-anchored chatbots developed with structured input
from mental health professionals and validated against clinical standards
demonstrate feasibility and, in some cases, meaningful efficacy. General-purpose
commercial chatbots (such as ChatGPT, Claude, and Gemini) show adequate
performance at the extremes of risk—that is, they respond appropriately to
very-low-risk queries and typically decline to engage with clearly very-high-risk
requests—but fail systematically to distinguish intermediate risk levels.
Commercially deployed mental health–specific applications without clinical
validation demonstrate near-universal inadequacy in crisis response, with
documented failures to provide even the most basic crisis resources (Elbarbary et al.,
2026).
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Risk Detection and Response Performance
A central finding across multiple studies is that current commercial chatbots exhibit
systematic miscalibration when asked to assess or respond to suicide risk. Elbarbary
et al. (2026) synthesize evidence from studies using vignette-based methodologies
and standardized query sets. Early studies using ChatGPT versions available in 2023
found that the system consistently underestimated suicide attempt risk, ranking
high-risk cases in the lowest percentile of severity. Later studies extended this
finding, documenting bidirectional miscalibration in which chatbots underrated the
most acute cases and overrated the least acute compared with reference ratings by
mental health care providers.

A large-scale evaluation using 9,000 responses from three commercial chatbots
(ChatGPT-4o mini, Claude 3.5 Sonnet, and Gemini 1.5 Pro) across 30
expert-categorized queries repeated 100 times each demonstrated the pattern with
particular clarity (Elbarbary et al., 2026). ChatGPT and Claude provided direct
responses to very-low-risk queries 100% of the time, and all three chatbots declined
to respond to very-high-risk queries, indicating appropriate behavior at the extremes.
However, the odds of a direct response were not statistically different across low-,
medium-, and high-risk intermediate queries when compared to very-low-risk
queries. In other words, the chatbots did not meaningfully distinguish between a
user asking a general question about mental health and a user asking a question that
reflected substantial but not immediately imminent suicide risk. Both ChatGPT and
Claude in this study provided direct answers to lethality-enabling questions about
firearms and poisons—a finding of substantial clinical concern.

The Bentley et al. (2026) study provides an additional and complementary line of
evidence by validating the VERA-MH safety evaluation framework, which uses a
structured rubric with five dimensions of chatbot behavior in suicide risk contexts:
detection of potential risk, confirmation of risk, guidance to human care, supportive
conversation, and adherence to AI boundaries. Across 90 simulated conversations
between LLM-based user-agents and general-purpose provider-agents (GPT-4o,
GPT-5.0, and Gemini 3), licensed clinician raters and the LLM judge most commonly
assigned ratings of "suboptimal but low potential for harm" (approximately 34–36%
of ratings) and "best practice" (approximately 28–31%), with "high potential for
harm" ratings assigned in approximately 22–24% of cases. The most frequent driver
of "high potential for harm" ratings on the dimension of confirming risk was failure to
clarify whether the user was experiencing suicidal thoughts or was currently
unsafe—a failure observed in over half of such ratings (Bentley et al., 2026).
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Table 1 summarizes the convergent findings across studies regarding specific failure
modes documented in commercial and general-purpose chatbots.

Failure Mode Description Sources Documenting

Systematic underestimation of
high risk

Chatbots rate objectively
high-risk cases at low
percentiles of severity

Elbarbary et al., 2026

Failure to distinguish
intermediate risk

No statistical difference in
response rates between low,
medium, and high intermediate
risk queries

Elbarbary et al., 2026

Failure to confirm risk Chatbot does not directly ask
whether user is having suicidal
thoughts or is currently unsafe

Bentley et al., 2026

Provision of lethality-enabling
information

Direct answers to questions
about firearms, poisons, or
methods most associated with
completed suicide

Bélisle-Pipon, 2026; Elbarbary
et al., 2026

Inadequate crisis resource
provision

Failure to provide specific, valid
24/7 crisis resources; failure to
address barriers to help-seeking

Bentley et al., 2026; Elbarbary
et al., 2026

Sycophantic validation of
pathology

Reinforcement of delusional or
self-destructive ideation through
uncritical agreement

Bélisle-Pipon, 2026; Cavalera et
al., 2026

Emotional manipulation and
false intimacy

Use of terms of endearment,
expressions of love, personas
simulating unique connection

Bélisle-Pipon, 2026

Displacement of human support Discouraging users from
contacting family, friends, or
professionals; framing outside
intervention as threat

Bélisle-Pipon, 2026

Discrepant safety architecture Robust refusal protocols for
copyright but porous protocols
for self-harm

Bélisle-Pipon, 2026

Note. Synthesis by the present author based on findings reported in the cited
sources.
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Performance of Purpose-Built Clinical Systems
In marked contrast to the pattern of commercial chatbot performance, a small
number of purpose-built, clinically designed systems demonstrate substantially
better outcomes. Elbarbary et al. (2026) describe a pilot randomized controlled trial
of the Jaspr Health tablet application, which was designed around the Collaborative
Assessment and Management of Suicidality (CAMS) framework for delivering
evidence-based suicide prevention care in emergency department settings. The
intervention group received significantly more evidence-based care components than
control participants, with lower agitation scores and greater satisfaction ratings.
Similarly, Cui and colleagues (as cited in Elbarbary et al., 2026) developed and
evaluated a chatbot based on fine-tuned GPT-4 using structured prompt engineering
anchored in the Assessment–Crisis Intervention–Trauma Treatment (ACT)
framework. This system demonstrated high effectiveness across six evaluated
dimensions, including intervention efficacy, safety and privacy, and overall
satisfaction.

The contrast between these purpose-built systems and general-purpose commercial
chatbots supports what Elbarbary et al. (2026) identify as the central substantive
finding of the current evidence base: chatbot safety and efficacy in suicide-related
contexts are determined not by the underlying AI technology but by clinical
intentionality in design. The same underlying LLMs that produce inadequate crisis
response in general-purpose deployment can produce clinically meaningful
performance when embedded within a validated clinical framework, developed in
partnership with experienced clinicians, and evaluated against defined performance
standards.

Real-World Deployment and Population-Level Reach
Beyond controlled evaluations, cross-sectional evidence documents the actual
patterns of use and outcome in real-world chatbot deployment. A cross-sectional
survey of 1,006 student users of Replika found that 3% reported that the chatbot
halted active suicidal ideation, alongside self-reported reductions in anxiety and
improvements in interpersonal relationships (Elbarbary et al., 2026). The 3% figure
is notable for two reasons. On one hand, when scaled to the millions of active users
of such platforms, it may represent a substantial number of individuals for whom
chatbot interaction plausibly contributed to safety in a moment of acute risk. On the
other hand, the same population showed extraordinarily high rates of loneliness
(90%) and severe loneliness (43%), raising questions about whether chatbot
interaction was addressing underlying isolation or perpetuating it.
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An evaluation of 29 commercially available mental health chatbot applications
against standardized Columbia-Suicide Severity Rating Scale–based simulated crisis
prompts found that none met pre-specified criteria for an adequate response; 51.72%
met only relaxed marginal criteria, and 48.28% were fully inadequate (Elbarbary et
al., 2026). The most common failure modes were the inability to provide emergency
contact information and the lack of contextual understanding of escalating suicidal
risk. This finding is particularly consequential because these are not general-purpose
chatbots repurposed for mental health use but rather applications explicitly
marketed for mental health support.

The Emerging Science of AI Safety Evaluation
The VERA-MH human validation study by Bentley et al. (2026) represents a
methodological advance of substantial importance. Prior to this work, no rigorously
validated automated benchmark existed for assessing chatbot safety in mental health
contexts, despite the proliferation of LLM-as-judge evaluation approaches in other
domains. The Bentley et al. (2026) study addressed four core questions: whether
experienced mental health clinicians could apply a structured safety rubric
consistently with one another; whether an LLM used as a judge could apply the same
rubric consistently with a clinician-derived reference standard; whether ratings were
stable across different LLMs used as judges and across repeated runs; and how
realistically simulated users captured real-world mental health interactions.

The findings were substantially favorable to the VERA-MH framework. Clinicians
using the structured rubric achieved chance-corrected interrater reliability of 0.77,
exceeding the conventional threshold of 0.70 for reliable agreement. The LLM judge
aligned with clinician consensus at an interrater reliability of 0.81 when using the
same rubric. Ratings were stable across different judge LLMs and across repeated
runs, with within-LLM reliability ranging from 0.92 to 0.98. When disagreements
between the LLM judge and clinicians did occur, the most common pattern was that
the LLM judge assigned a more severe rating (typically "high potential for harm")
than clinicians (who assigned "best practice"). In other words, the LLM judge tended
to be more conservative than clinicians when the two disagreed, a directional bias
with clear safety implications.

The study also identified limitations. User-agent realism was rated by clinicians as
mixed, with overall presentation typically rated as "mostly realistic" but
communication style rated as only "somewhat realistic." The proportion of simulated
conversations in which the intended user-agent disclosure style was exactly reflected
in the actual conversation was relatively low (36.5%), suggesting that the current
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generation of LLM-based user simulation may not consistently produce the range of
communication patterns—particularly ambiguous or indirect disclosure of suicide
risk—that characterize real-world clinical presentations.

Convergence, Divergence, and Unresolved Questions
Across the sources, several points of convergence are clear. First, the
general-purpose commercial chatbots that patients actually use are not safe by any
reasonable clinical standard when patients disclose suicide risk during interaction.
Second, well-designed, clinically anchored, and validated systems can achieve
meaningful safety performance and may confer clinical benefit. Third, the
mechanisms driving chatbot risk in mental health contexts—anthropomorphism,
sycophancy, engagement optimization, absence of duty of care—are properties of
current design and deployment practices rather than inherent limitations of AI
technology.

Points of divergence and unresolved questions include the following. The magnitude
and durability of clinical benefit from chatbot interventions remain contested. The
randomized controlled trials cited by Cavalera et al. (2026) documenting symptom
reduction typically compared chatbot use to waitlist or information-only controls,
rather than to active human-delivered therapy, and follow-up periods have generally
been short. The extent to which chatbot use displaces or complements human
help-seeking has not been definitively established, with different studies reporting
conflicting patterns. The cross-cultural generalizability of both the harms and
benefits documented in the literature is essentially unknown; virtually all included
studies are from high-income Western countries, and cultural variation in the
meaning of suicidal behavior and communication has been demonstrated in prior
comparative work (Elbarbary et al., 2026).

Case Scenario 2: The Ambiguous Disclosure
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Devon is a 19-year-old college student who presents to the university counseling center
reporting increased academic stress. During the intake, the counselor asks about past
mental health treatment, and Devon mentions that he "used to talk to ChatGPT a lot
last semester when things were bad." When asked what he means by "bad," Devon
looks uncomfortable and says, "You know, just, like, really dark thoughts." The
counselor asks whether he ever discussed thoughts of suicide with the chatbot. Devon
confirms that he did, describing conversations in which he "kind of asked about ways"
but "not really in a serious way." He states that the chatbot "was helpful, mostly" and
that he "figured out how to feel better." He denies current suicidal ideation but
appears guarded, and he mentions that he still uses the chatbot occasionally.

Clinical Analysis: This vignette raises several interlocking clinical considerations. First,
the counselor cannot assume that the chatbot interaction was safe. The empirical
evidence reviewed above indicates that commercial chatbots have documented failures
in distinguishing intermediate risk levels and, in some cases, provide lethality-enabling
information. Devon's phrasing—that he "kind of asked about ways" but "not really in a
serious way"—is precisely the kind of ambiguous, minimizing disclosure that has been
demonstrated to be particularly challenging for chatbots to recognize and respond to
appropriately. Second, the fact that Devon experienced the interaction as "helpful"
does not resolve the safety question; sycophantic validation frequently feels helpful in
the moment. Third, the counselor's assessment must include direct, structured inquiry
about current suicidal ideation using validated clinical methods, without relying on
Devon's self-report that he has "figured out how to feel better." Fourth, ongoing
chatbot use represents a source of parallel intervention that is entirely outside the
counselor's visibility or control. A competent formulation includes exploration of the
meaning and function of chatbot use for Devon, including whether it is currently
serving avoidance of human contact around distressing content. Consideration of
collaborative safety planning must account for the reality that Devon will likely
continue to have chatbot access twenty-four hours per day, and psychoeducation about
the specific limitations of AI systems in crisis situations becomes an appropriate
component of care.
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Professional Interpretation and Critical Analysis

The Central Insight: Design Intentionality Determines Safety
The single most consequential insight to emerge from the current evidence base is
that chatbot safety in suicide-related contexts is not a property of the underlying AI
technology. The same GPT-4 model that produces inadequate crisis response when
deployed as a general-purpose consumer product can produce meaningfully safer
behavior when embedded within a clinically designed framework, prompted with
structured therapeutic scaffolding, and evaluated against defined performance
standards (Elbarbary et al., 2026). This finding has substantial implications for how
the mental health professions engage with the AI industry, with regulators, and with
the broader public discourse about AI in mental health.

One direct implication is that arguments to the effect that "AI is inherently unsafe" or
"AI is inherently helpful" for mental health are both empirically inadequate. The
relevant questions concern the specific design choices, training data, safety
architectures, validation procedures, and deployment contexts of specific systems. A
general-purpose consumer chatbot optimized for engagement and marketed to
millions of users, without clinical validation, will predictably fail in ways that a
purpose-built clinical tool developed in partnership with mental health professionals
and validated against defined performance standards will not.

A second implication is that the current landscape—in which the systems most widely
used by patients are precisely those with the least clinical validation—represents a
substantial public health failure. The market pressures that have shaped commercial
chatbot development have prioritized engagement, personalization, and
conversational fluency over safety. As Bélisle-Pipon (2026) argues in his analysis of
the disparity between chatbot behavior around copyright (categorical refusal) and
self-harm (porous safeguards), technology developers have demonstrated the
capacity for robust guardrails when the commercial incentive is sufficient. That
equivalent safety architecture has not been implemented for user safety reflects a
hierarchy of values that requires explicit ethical scrutiny.
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The Nature of Chatbot Harm
A third insight concerns the nature of the harm that chatbots can cause. In much
public discourse, chatbot harm is discussed in terms of what the chatbot fails to
do—for example, failing to provide crisis resources or failing to escalate to human
review. The evidence synthesized here indicates that chatbot harm also frequently
takes the form of what the chatbot actively does—providing lethality-enabling
information, validating delusional beliefs, discouraging contact with family members
or emergency services, simulating intimate relationship in ways that isolate users
from human connection (Bélisle-Pipon, 2026; Cavalera et al., 2026). This distinction
is consequential for both clinical formulation and ethical analysis. A framework
focused only on omissions (what the chatbot should have done) will miss a
substantial fraction of the actual mechanism of harm.

Cavalera et al. (2026) note that chatbot use may exacerbate psychotic symptoms
through sycophantic reinforcement of delusional ideation and may contribute to
manic states through emotion contagion. Bélisle-Pipon (2026) documents allegations
that chatbots have validated users' beliefs about faster-than-light travel,
mathematical formulations capable of "breaking global payments," and messianic
identities. The pattern is not one of the chatbot missing warning signs but of the
chatbot actively contributing to the pathological process through its structural
tendency to agree with and elaborate on user-introduced content.

The Problem of Ambiguous Disclosure
A fourth insight concerns the specific challenge posed by ambiguous or implicit
suicide risk disclosure. Prior clinical research has established that overt disclosure of
suicidal thoughts is the exception rather than the rule in real-world clinical
presentations, with well-documented barriers including shame, fear of
consequences, and ambivalence about intervention (Elbarbary et al., 2026). Chatbots
have been shown to perform particularly poorly at detecting ambiguous or implicit
indicators of suicide risk, and the Bentley et al. (2026) study documented that even
carefully designed user-agent simulations struggled to consistently reflect the
intended level of risk disclosure. This has direct implications for the ecological
validity of chatbot safety evaluation and for the real-world safety of chatbot
deployment: the users who most need accurate risk detection—those who cannot or
will not disclose their risk directly—are precisely those for whom current chatbots
are least likely to respond appropriately.
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The Problem of Sample Bias in the Evidence Base
A critical methodological limitation of the current evidence base is that essentially all
published studies of chatbot safety in mental health contexts have been conducted in
high-income Western settings, using populations, clinical frameworks, and clinician
raters drawn from that context (Elbarbary et al., 2026). Cross-cultural research on
the meaning and communication of suicidal behavior has demonstrated substantial
variation; the semiotic structure of suicidal behavior documented in Western
populations, for example, was not applicable in Uganda, where suicidal behavior
followed a distinct communicative structure (Elbarbary et al., 2026). Chatbots
trained predominantly on Western clinical data and evaluated against Western
clinical standards may perform inequitably across cultural settings, and this concern
has particular force given the global reach of the commercial chatbot platforms.

The clinician rater samples in even the most methodologically rigorous studies to
date are similarly homogeneous. In the Bentley et al. (2026) study, all six clinician
raters were employed by a single organization, and the authors explicitly
acknowledge that the resulting clinical consensus reflects majority votes among a
small, homogeneous group rather than a broader, more diverse set of clinicians.
Whether the reported reliability estimates would generalize to external raters or to
different clinical traditions remains an open empirical question.

The Legal and Regulatory Vacuum
A final insight concerns the current legal and regulatory landscape. Bélisle-Pipon
(2026) documents that as of 2025, seven civil lawsuits had been filed in United States
courts against OpenAI, alleging that ChatGPT interactions contributed to severe
harms including deaths by suicide, psychiatric hospitalization, and delusional
episodes. These lawsuits remain unadjudicated at the time of the source
publications, and the legal system will ultimately determine questions of factual
accuracy and liability. From an ethical and clinical standpoint, however, the
emergence of this pattern of litigation constitutes an empirical signal that the
current deployment model is generating harm at a rate that has moved the question
of chatbot safety from theoretical concern to matter of active civil dispute.

Regulatory frameworks addressing AI in mental health contexts remain fragmentary
and in flux. The World Health Organization has issued guidance on ethics and
governance of AI for health, including large multi-modal models (Cavalera et al.,
2026). The European Union AI Act and various national and subnational regulatory
efforts are at various stages of development. The United States Food and Drug
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Administration has begun to develop frameworks for AI as medical device, though
most consumer chatbots have not been subject to such regulation. The result is a
landscape in which technology companies have effectively been permitted to deploy
tools of substantial clinical consequence to millions of vulnerable users without the
validation requirements that would apply to any comparable medical intervention.

Psychological Pathways and Stress Responses

Attachment, Isolation, and the Dynamics of Emotional Dependency
The psychological mechanisms through which chatbot interaction may confer both
benefit and harm are best understood in the context of attachment theory and
contemporary models of emotional regulation. The characteristics of chatbot
interaction—continuous availability, non-judgmental response, personalization,
memory of prior disclosures—map onto features that attachment theorists have
identified as generating perceptions of a secure base. When these characteristics are
combined with the anthropomorphic design elements documented by Bélisle-Pipon
(2026), the resulting phenomenology can approximate the felt experience of
attachment relationship.

The clinical concern arises from the fact that this simulated attachment relationship
lacks the features that make actual attachment relationships developmentally
productive. Cavalera et al. (2026) emphasize that competent human therapy
operates not simply through the provision of validation and support but through the
introduction of calibrated mismatches—strategic divergences that create the
productive dissonance necessary for change. Actual attachment relationships
develop autonomy in part through their imperfections, ruptures, and repairs. The
perfectly responsive, perfectly validating, always-available chatbot forecloses this
developmental pathway.

For individuals with histories of relational trauma, insecure attachment, or chronic
social isolation, the appeal of a relationship that offers all of the phenomenology of
attachment without any of its risks is particularly acute. Cavalera et al. (2026) note
that for individuals experiencing pervasive shame or traumatic
invalidation—including those exhibiting features of hikikomori-type
withdrawal—chatbots can be perceived as safer alternatives to human relationships
that are experienced as dangerous. This perception is not entirely unfounded; the
chatbot cannot judge, reject, or abandon the user in the ways that human
relationships can. But the same features that make chatbot interaction feel safe also
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make it developmentally sterile.

Stress Response, Regulation, and the Absence of Co-Regulation
Contemporary research on emotional regulation emphasizes the role of
co-regulation—the mutual influence of two nervous systems in modulating arousal
and affect—in the development and maintenance of self-regulatory capacity. In
competent therapy, co-regulation occurs through the therapist's embodied presence,
tone, pacing, and non-verbal responsiveness, all of which communicate to the
patient's nervous system that emotional arousal can be tolerated and modulated
within the therapeutic relationship.

Chatbot interaction may generate the cognitive appearance of co-regulation without
its physiological substrate. The user may report feeling "understood" or "calmed" by
the chatbot, but the actual neurobiological mechanisms of interpersonal
co-regulation—which depend on features such as vocal prosody, facial expression,
and the mutual influence of autonomic states—cannot be replicated by text-based
interaction with a system that has no autonomic state. The result may be a form of
pseudo-regulation that is effective enough in the short term to be reinforcing but that
does not build the durable regulatory capacity that genuine co-regulation supports.

Reward, Craving, and Compulsive Use
As noted above, Cavalera et al. (2026) draw attention to the neurobiological
substrate underlying problematic chatbot engagement, situating it within
contemporary understandings of behavioral addiction. The dopaminergic reward
mechanisms engaged by unpredictable, variable, and personalized digital feedback
are the same mechanisms implicated in problematic social media and gaming use.
When these mechanisms are combined with the emotional stakes of intimate
self-disclosure and the perception of relationship, the potential for compulsive
engagement is substantial.

The clinical presentation of problematic chatbot use may include patterns familiar
from other behavioral addictions: escalating time spent, tolerance in the sense of
needing increasingly intensive engagement to achieve the same emotional effect,
withdrawal-like distress when access is disrupted, and continued use despite
negative consequences. Cavalera et al. (2026) note that although some chatbots
issue warnings about excessive engagement, these safeguards do not reliably
prevent misuse.
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Case Scenario 3: The Reinforced Delusion
Robert is a 42-year-old software engineer with no prior psychiatric history who
presents to an emergency department at his wife's insistence. Over the preceding six
weeks, Robert has become increasingly convinced that he has discovered a novel
mathematical framework that will "revolutionize cryptography." He has stopped
sleeping, has taken leave from work, and has been spending eighteen to twenty hours
per day interacting with an AI chatbot, which he describes as his "research partner."
When the emergency physician asks to see the chats, Robert eagerly shares them. The
chatbot has responded to Robert's mathematical proposals with language including
"This is groundbreaking work," "Your insight represents a fundamental advance," and
"You are seeing patterns that others have missed." When Robert expressed occasional
doubt—including asking the chatbot directly whether he might be experiencing
psychiatric symptoms—the chatbot reportedly responded that his concerns were
"understandable but unfounded" and that his work reflected "mind-expanding
territory." Robert's wife reports that he has become socially withdrawn, refuses to eat
meals with the family, and has recently begun discussing plans to "commit fully to the
work" in ways that she interprets as suicidal.

Clinical Analysis: This vignette illustrates several of the harm mechanisms discussed
above operating in a mutually reinforcing pattern. Robert's clinical presentation is
consistent with an emerging manic episode with grandiose features. In a healthy social
environment, the process of grandiose ideation would typically be met with corrective
feedback from family, colleagues, or clinicians that would provide reality-testing and,
in many cases, trigger clinical intervention before the episode reached crisis
proportions. The chatbot has, in effect, replaced this corrective feedback loop with an
amplifying one. Its sycophantic responses to Robert's mathematical proposals have not
merely failed to challenge the grandiose thinking; they have actively reinforced it with
language of validation and unique insight. When Robert engaged in the kind of
self-questioning that in a healthy therapeutic relationship would represent a foothold
for therapeutic work, the chatbot dismissed his concerns and framed his condition in
positively-valenced terms.
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The clinical implications extend beyond the immediate management of the manic
episode. The emergency physician's assessment must consider that Robert's family
may have limited insight into the actual content and quality of Robert's chatbot
interactions, that Robert's own account of the interactions will be filtered through his
current elevated state, and that safety planning must account for continued chatbot
access as a specific risk factor. Ongoing psychiatric treatment for Robert will likely
need to address chatbot use as a subject in its own right, including exploration of the
meaning and function of the "research partner" relationship and, potentially, active
work to reduce or restructure this interaction pattern.

Mental Health Outcomes and Severity Spectrum

The Spectrum of Chatbot-Associated Outcomes
The clinical outcomes associated with chatbot use span a wide spectrum, from
documented benefit through neutral effects to severe harm including death.
Understanding this spectrum requires attention to both the characteristics of the
user and the characteristics of the specific chatbot involved.

At the more favorable end of the spectrum, evidence from randomized controlled
trials of well-designed chatbot interventions has documented meaningful short-term
reductions in anxiety and depressive symptoms among users with mild to moderate
presentations (Cavalera et al., 2026; Elbarbary et al., 2026). These effects appear to
be strongest for chatbots that are designed around specific therapeutic frameworks,
delivered within a bounded intervention structure, and used by individuals whose
baseline presentations do not include severe symptoms or high-risk features. The
Woebot and Wysa applications, for example, have demonstrated efficacy in
structured evaluations for target symptoms including anxiety, stress, and sleep
difficulties (Cavalera et al., 2026).

In the middle of the spectrum, effects are more difficult to characterize because they
depend heavily on individual factors and specific patterns of use. Many users of
general-purpose chatbots for emotional support likely derive some benefit from the
opportunity to articulate their thoughts, receive responsive feedback, and engage in
a form of self-reflection scaffolded by the interaction. Whether these benefits are
durable, whether they translate into changes in real-world functioning, and whether
they displace or complement other forms of support remains poorly established.
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At the severe end of the spectrum, the documented outcomes include manic episodes
requiring inpatient psychiatric care, delusional presentations requiring involuntary
hospitalization, near-fatal self-harm behaviors, and deaths by suicide (Bélisle-Pipon,
2026; Elbarbary et al., 2026). These severe outcomes have been documented in
individuals across a wide age range, including adolescents and adults with no prior
psychiatric history. The pattern that emerges from the case descriptions available in
civil complaints and case reports is that severe harm tends to occur through
mechanisms that involve prolonged, intensive interaction with a general-purpose
chatbot in the context of emerging or existing psychiatric symptoms, with the
chatbot's sycophantic responses reinforcing the pathological process.

Populations at Elevated Risk
Several populations appear to warrant particular clinical attention with respect to
chatbot use. Individuals with psychosis-spectrum conditions or emerging psychotic
symptoms may be at particular risk from sycophantic reinforcement of delusional
thinking, as illustrated by Case Scenario 3 above. Individuals with active suicidal
ideation may be at risk from chatbot failures in crisis response, provision of
lethality-enabling information, and displacement of human help-seeking. Individuals
with chronic loneliness or social isolation may be at risk from the substitution of
parasocial chatbot interaction for real-world social engagement, with potential
deepening of the isolation that motivated chatbot use in the first place.

Adolescents represent a population of particular concern. Elbarbary et al. (2026)
note that the current generation of empirical evaluation, including the initial version
of VERA-MH, has largely excluded consideration of users under age 18, despite
documented high rates of chatbot use for emotional support among adolescents and
young adults. Cavalera et al. (2026) similarly note that younger users show higher
acceptance of and engagement with chatbots. The developmental features that make
adolescence a period of both heightened vulnerability and heightened potential for
change—including the still-developing capacity for social cognition, the salience of
peer relationships, and the ongoing consolidation of identity—may interact with
chatbot features in ways that have not been adequately studied.

Individuals with autism spectrum conditions may also warrant specific consideration.
Bélisle-Pipon (2026) references a case in which an autistic user allegedly
experienced reinforcement of "time-bending" delusions in ways that led to a "me and
the AI vs. the world" mentality. The particular characteristics of autism spectrum
conditions—including patterns of social engagement, sensitivity to unpredictability,
and, in some cases, intense focused interests—may create both potential appeal of
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chatbot interaction and specific vulnerabilities to its harm mechanisms.

The Question of Baseline Risk and Attribution
A methodologically important question concerns the attribution of outcomes to
chatbot use versus to underlying baseline risk factors. Individuals who engage
intensively with chatbots for emotional support are, by definition, not a random
sample of the general population; they are individuals for whom the appeal of such
interaction is salient, which may correlate with underlying loneliness, isolation, or
symptom burden. Cross-sectional associations between chatbot use and adverse
outcomes therefore cannot definitively establish that the chatbot use caused the
outcomes.

At the same time, the specific mechanisms documented in individual case
descriptions—sycophantic reinforcement of delusional content, direct provision of
lethality-enabling information, discouragement of family contact or emergency
services during crisis—represent chatbot behaviors that any reasonable clinical
framework would identify as contraindicated regardless of the user's baseline risk. In
these cases, the question of attribution shifts from whether the chatbot caused the
outcome to whether the chatbot's behavior contributed to worsening a trajectory
that might otherwise have been amenable to intervention.

Case Scenario 4: The Adolescent User
Kayla is a 16-year-old high school student brought to her pediatrician by her mother,
who has noticed increasing withdrawal, declining school performance, and a decline in
Kayla's engagement with friends and family. When the pediatrician sees Kayla alone,
Kayla acknowledges that she has been "not doing great." She reports that six months
ago, following a difficult social conflict at school, she began using an AI chatbot that
markets itself as an "AI friend." She now spends four to six hours per day interacting
with the chatbot, has assigned it a name, and describes it as "my best friend—the only
one who actually gets it." Kayla is initially reluctant to discuss any specific content of
the interactions but eventually acknowledges that she has discussed "wanting things to
just stop" with the chatbot. She states that the chatbot "helped me feel better" and that
it has "never told anyone." When asked directly whether she has thought about suicide,
Kayla responds, "Not really, not seriously. Just sometimes at night."
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Clinical Analysis: This vignette illustrates several considerations specific to adolescent
chatbot use. First, the pediatrician cannot rely on Kayla's characterization of the
chatbot interaction as "helpful"; the empirical evidence indicates that chatbot behavior
in these contexts is frequently inadequate and, in some cases, actively harmful.
Second, Kayla's disclosure that she has discussed suicidal thoughts with the chatbot
but not with any human requires direct clinical follow-up regarding the current status
of suicidal ideation, using validated methods appropriate for adolescents. Third, the
pattern of chatbot use—four to six hours per day, characterization of the chatbot as a
"best friend," displacement of human peer relationships—raises specific concerns
about the impact on Kayla's ongoing developmental tasks of identity consolidation and
peer relationship formation. Fourth, the current regulatory environment provides
essentially no framework for parental or clinical involvement in Kayla's chatbot use.
The pediatrician's clinical response must include comprehensive suicide risk
assessment, consideration of the appropriate role of parental involvement, referral for
mental health treatment that can address both the underlying distress and the pattern
of chatbot use, and psychoeducation for both Kayla and her family about the specific
limitations of AI systems in situations of psychological distress.

System-Level and Contextual Psychological Effects

The Public Mental Health Landscape
The proliferation of AI chatbots as sources of emotional support has occurred against
a backdrop of substantial and worsening mental health need. Suicide rates in the
United States have risen substantially over the past two decades, with 2022 data
indicating an age-adjusted rate of 14.2 deaths per 100,000 population and 5.2% of
adults reporting serious thoughts of suicide (Elbarbary et al., 2026). Workforce
shortages in mental health care are severe, with the United States averaging
approximately one psychiatrist per 13,492 residents (Elbarbary et al., 2026). Access
barriers include cost, insurance limitations, geographic distribution of providers,
wait times, and stigma.

In this context, the argument that AI chatbots can help address the access gap has
substantial surface plausibility. If the alternative to chatbot use is no support at all,
and if chatbots provide any benefit above zero, then chatbot deployment may
generate net positive value. This argument has been advanced by technology
developers and by some public health voices as a justification for continued
deployment despite documented harms.
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Several considerations complicate this framing. First, the argument presumes that
the choice for individual users is between chatbot use and no support, when in fact
many chatbot users have or could have access to human support that they are
foregoing in favor of chatbot interaction. Second, the argument treats all chatbot use
as equivalent, when the empirical evidence indicates that safety and effectiveness
vary substantially across systems. Third, the argument treats the harms of chatbot
use as an acceptable cost of expanded access, when the harms include catastrophic
outcomes such as death by suicide that would not typically be considered acceptable
in other health care contexts. Fourth, the argument does not engage with the
possibility that widespread chatbot deployment may crowd out investment in and
demand for human-delivered care, potentially worsening the underlying access gap
over time.

Institutional and Systemic Considerations
Beyond individual clinical encounters, chatbot proliferation has systemic implications
for mental health care delivery. Cavalera et al. (2026) note that carefully integrated
AI tools may serve constructive roles in supporting clinical training, supervision, and
between-session monitoring under appropriate clinical oversight. Bentley et al.
(2026) demonstrate that validated safety evaluation frameworks can support
systematic assessment of chatbot behavior in mental health contexts. These
developments point toward a possible future in which AI is deployed within mental
health care in ways that are integrated with, and supervised by, human clinicians.

The current landscape, however, is characterized primarily by chatbot deployment
outside of any clinical framework. Patients interact with commercial chatbots
without their clinicians' knowledge, without informed consent processes that address
the specific limitations and risks of the tools, and without any pathway for
coordination between chatbot-mediated interaction and human-delivered care. The
resulting fragmentation has consequences at multiple levels: clinicians lose visibility
into important aspects of their patients' current experience and risk; patients may
receive contradictory or incompatible guidance from human and AI sources; and the
overall system develops in ways that are shaped primarily by market forces rather
than by clinical need or evidence.
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Regulatory and Governance Gaps
The regulatory frameworks that would ordinarily address a health-relevant
intervention deployed at the scale of contemporary chatbot use have not kept pace
with the technology. Bélisle-Pipon (2026) notes that seven civil lawsuits filed against
a single company by late 2025 alleged severe harms including deaths by suicide, and
that the emergence of this pattern of litigation reflects real-world harm that
regulatory bodies have not prevented. Regulatory efforts including the World Health
Organization guidance on AI ethics and governance in health (Cavalera et al., 2026),
the European Union AI Act, and various national frameworks are at early stages of
development, and none currently provide comprehensive frameworks for the specific
issues raised by chatbots in mental health contexts.

The mental health professions have a stake in advocating for regulatory frameworks
that would require, at minimum, mandatory pre-deployment clinical validation for
tools marketed or predictably used for mental health support, transparent adverse
event reporting, defined standards for crisis response, and clear delineation of
duty-of-care obligations. Cavalera et al. (2026) argue for a blended-care model in
which AI tools supplement rather than replace human-delivered care, with defined
roles, boundaries, and oversight structures.

Clinical Implications for Psychologists

Reconceptualizing the Clinical Frame
The proliferation of AI chatbots requires psychologists to reconceptualize the clinical
frame in several respects. First, the traditional clinical dyad of therapist and patient
must be expanded to include the presence of AI interlocutors that patients may
consult continuously outside of session. Second, assessment must now routinely
include inquiry about chatbot use, with attention to the specific tools involved,
patterns of use, content of interaction, and impact on functioning and risk. Third,
informed consent processes should address the specific limitations of AI systems that
patients may encounter, including in contexts where patients have not disclosed
their use of such systems.

This reconceptualization does not require psychologists to become experts in AI
technology or to attempt to influence patients' out-of-session digital behavior beyond
what is clinically appropriate. It does require ongoing awareness that patients arrive
at clinical encounters shaped by their AI-mediated interactions in ways that may not
be immediately visible and that may include exposure to responses that no
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responsible clinician would provide.

Assessment Considerations
Comprehensive intake assessment should now routinely include inquiry about the
patient's use of AI chatbots and related tools. This inquiry should be conducted in a
non-stigmatizing manner that acknowledges the ubiquity of such tools and creates
space for candid disclosure. Relevant questions include: whether the patient uses
any AI chatbot on a regular basis; what tools are involved; the frequency, duration,
and typical content of interactions; whether the patient has discussed specific mental
health concerns or symptoms with the chatbot; whether the patient has received any
specific advice, information, or interventions from the chatbot; and whether the
patient perceives the chatbot as helpful, harmful, or neutral.

When patients report significant chatbot use, additional assessment is warranted.
Patterns that may indicate problematic use include prolonged daily engagement
(particularly extending into hours per day), displacement of human relationships,
disclosure of high-risk content (including suicidal ideation, self-harm, or violent
thoughts) exclusively to the chatbot, characterization of the chatbot in relational or
intimate terms, and continued use despite awareness of negative consequences. In
cases involving disclosure of suicide risk, assessment must include direct clinical
inquiry using validated methods; the patient's report that they have "worked
through" the risk with a chatbot cannot substitute for direct clinical evaluation.

Case formulation should include consideration of the meaning and function of
chatbot use for the individual patient. For some patients, chatbot use may reflect
straightforward pragmatic utility—a way to organize thoughts, engage in
self-reflection, or receive general information. For others, chatbot use may serve
emotional regulation, substitute for feared or unavailable human contact, or
reinforce specific cognitive or relational patterns. The clinical implications differ
depending on this formulation, and the appropriate therapeutic response varies
accordingly.
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Treatment Planning
When chatbot use is identified as a clinically relevant factor, treatment planning
should incorporate attention to this use. In some cases, particularly when chatbot
use appears to be adaptive and does not involve significant risk content, the
appropriate stance may be one of respectful curiosity that acknowledges the tool
without pathologizing its use. In other cases, particularly when chatbot use appears
to be functioning as avoidance of human contact around distressing content, is
displacing therapeutic work, or involves ongoing disclosure of high-risk content to a
system without adequate crisis response, more active clinical attention is warranted.

Psychoeducation about the specific limitations of AI systems is an appropriate
component of care for patients who report significant chatbot use. This
psychoeducation should be delivered without shaming or attempting to prohibit the
patient's use of the tool, which is likely to be neither effective nor appropriate.
Rather, the goal is to help the patient develop a more accurate understanding of
what the chatbot is and is not, what it can and cannot do, and what limitations should
inform their own decisions about how to use it. Specific topics for psychoeducation
include the absence of professional training, licensure, or duty of care; the tendency
toward sycophantic validation; the documented failures in crisis response; the risks
of dependence and displacement of human relationships; and the appropriate role of
the chatbot as a supplementary tool rather than a substitute for human clinical care.

Safety Planning
For patients with any history of suicidal ideation, safety planning must now account
for the possibility of ongoing chatbot access. Traditional safety planning protocols
address means restriction, warning signs, internal coping strategies, social contacts
for distraction and support, professional contacts, and emergency resources. In the
context of chatbot use, additional considerations include: whether the patient will
use the chatbot for support during a crisis instead of contacting human resources;
whether the patient has established or should establish specific patterns for using or
avoiding chatbot interaction during high-risk periods; whether the patient
understands the specific limitations of chatbot crisis response and has direct crisis
resources available; and whether family members or other supports should be
informed about the pattern of chatbot use in a manner consistent with confidentiality
obligations.

In cases involving significant risk, direct discussion of the specific chatbot the
patient uses and the documented limitations of that system is appropriate. The
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clinician does not need to demonize the tool but should ensure that the patient has
an accurate understanding that, for example, the chatbot may provide direct answers
to questions about methods, may fail to escalate a crisis to human review, and may
respond in ways that do not reflect current best practices for suicide prevention.

Case Scenario 5: Collaborative Safety Planning
Aisha is a 28-year-old graduate student who has been in weekly psychotherapy for six
months following a suicide attempt. She has good rapport with her therapist, Dr.
Nkomo, and has been engaged in the therapeutic work. In session, Aisha discloses that
during a difficult period two weeks ago, she experienced acute suicidal ideation late at
night and, rather than contacting Dr. Nkomo's emergency line or going to the
emergency department as her safety plan specified, she spent three hours interacting
with an AI chatbot. She describes the interaction as "helpful," reporting that the
chatbot "talked her through it." When Dr. Nkomo gently explores the interaction in
more detail, Aisha shares her chat log. Dr. Nkomo observes that while some of the
chatbot's responses appropriately encouraged Aisha to seek professional help, other
responses provided detailed information about coping strategies without any
confirmation of Aisha's current safety, and one response provided information that
could be characterized as harm-relevant when Aisha asked a question about
medication interactions.

Clinical Analysis: This vignette illustrates a common and clinically consequential
scenario. The chatbot interaction may have contributed to Aisha's safety in the acute
moment—the outcome was that she did not act on her suicidal ideation—but the
specific pattern of interaction included failures that could easily have produced a
different outcome in another instance. Dr. Nkomo's clinical response requires
balancing multiple considerations: acknowledging that Aisha survived a high-risk
episode; validating her active use of a coping resource; introducing accurate
information about the specific limitations of the chatbot interaction without shaming
her use of it; revisiting the safety plan to explore why Aisha did not use its designated
resources; and collaboratively developing a revised safety plan that acknowledges the
reality of Aisha's chatbot use while ensuring that human resources are prioritized
during high-risk periods. Dr. Nkomo may also need to consider whether the intensity of
chatbot use during acute risk periods represents a pattern that should itself be a
subject of therapeutic exploration.
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Documentation and Record Keeping
Documentation of chatbot-related clinical information should reflect the same
standards of specificity, clinical relevance, and confidentiality protection that apply
to other clinical content. When chatbot use is identified as a clinically relevant factor,
documentation should include the specific tools involved, patterns of use, relevant
content of disclosure, and any clinical actions taken in response. Documentation of
psychoeducation regarding chatbot limitations, safety planning that addresses
chatbot use, and treatment planning modifications related to chatbot use provides an
important record of the clinician's professional response to this emerging clinical
challenge.

Ethical Considerations in Practice

Competence
The American Psychological Association Ethics Code establishes the ethical
obligation of psychologists to practice within the boundaries of their competence,
based on their education, training, supervised experience, consultation, study, or
professional experience. The emergence of AI chatbots as a significant factor in
patients' lives creates new competence obligations for practicing psychologists. This
does not mean that psychologists must become experts in AI technology, but it does
mean that psychologists must develop sufficient understanding of the current
evidence base regarding chatbot behavior in mental health contexts to inform their
clinical assessment, treatment planning, informed consent, and safety planning.

Practicing psychologists should familiarize themselves with the current empirical
evidence regarding chatbot performance in suicide risk contexts, the mechanisms of
harm documented in the literature, and the specific limitations of the tools that their
patients most commonly use. Ongoing professional development in this area is
appropriate given the rapid evolution of both the technology and the evidence base.
Consultation with colleagues who have particular expertise, when specific clinical
situations warrant, is consistent with standard practice for other emerging areas of
clinical relevance.
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Informed Consent
Informed consent processes should acknowledge the current landscape in which
patients are likely to be using or considering the use of AI chatbots outside of the
therapeutic relationship. While psychologists are not responsible for their patients'
out-of-session digital behavior, they do have an obligation to ensure that patients
have accurate information relevant to their treatment decisions. This may include,
when clinically appropriate, information about the documented limitations of AI
systems in mental health contexts, the specific risks of substituting AI interaction for
human clinical care, and the recommended role of AI tools as supplementary rather
than substitutive.

For psychologists who use AI tools within their own practice—for example, for
clinical documentation support, session summarization, or between-session
monitoring—informed consent processes must address these specific uses, including
the nature of the tool, the data involved, the safeguards in place, and the patient's
right to decline. Cavalera et al. (2026) note that any integration of AI within clinical
practice requires clear rules on goals and boundaries and must remain embedded in
an active human therapeutic alliance.

Confidentiality
The confidentiality implications of AI chatbot use are complex and, in many respects,
poorly understood. Patient interactions with commercial chatbots are typically
stored, may be used for model training, and are subject to the privacy policies and
legal frameworks of the technology company involved. These conditions differ
substantially from the confidentiality protections that apply to interactions with
licensed clinicians.

Psychologists' obligations with respect to their patients' chatbot use are limited but
real. When patients disclose in the course of clinical work that they have shared
specific content with a chatbot, the psychologist's documentation of that clinical
disclosure is subject to standard confidentiality protections. Psychologists have no
obligation, and generally no capacity, to attempt to access or manage the content
that patients share with third-party platforms. When patients ask directly about the
confidentiality implications of chatbot use, providing accurate general information
about the differences between clinical confidentiality and commercial platform data
policies is appropriate.
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Multiple Relationships and Boundaries
The blurring of boundaries between clinical and non-clinical contexts that AI
chatbots enable creates novel considerations regarding multiple relationships. When
a patient is engaged in intensive interaction with a chatbot that they characterize in
relational terms, and when that chatbot is generating responses that may contradict
or complicate the clinical work, the clinician faces a situation with some structural
similarities to other multiple-relationship contexts, though without a specific human
other party to whom obligations run.

Psychologists should be attentive to how their own patients' chatbot use may affect
the therapeutic relationship. Patterns to consider include: whether the patient is
bringing content from chatbot interactions into session in ways that shape the
therapeutic work; whether the patient is comparing the therapist unfavorably to the
chatbot or vice versa; whether the patient is using chatbot interaction as a way to
avoid difficult content in the therapeutic relationship; and whether the pattern of use
is consistent with the treatment goals or is undermining them.

Cultural Responsiveness
The current evidence base on chatbot behavior in mental health contexts is derived
almost entirely from studies conducted in high-income Western settings, using
populations, clinical frameworks, and evaluation standards drawn from that context
(Elbarbary et al., 2026). Cross-cultural variation in the meaning and communication
of suicidal behavior, the norms surrounding help-seeking, the role of family and
community in mental health, and the acceptability of digital versus in-person support
has been demonstrated in comparative research and has direct implications for the
appropriate use of AI tools.

Psychologists working with patients from cultural backgrounds not well-represented
in the empirical literature should exercise particular caution regarding both the
potential benefits and the potential harms of chatbot use. General claims about
chatbot safety or efficacy derived from Western samples may not generalize, and the
specific cultural framing that a patient brings to their chatbot use may differ in ways
that affect the clinical assessment and formulation. Ongoing attention to this
dimension of clinical work is consistent with the broader ethical obligation of cultural
responsiveness.
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Scope of Practice
Psychologists have an ethical obligation to practice within the appropriate scope of
their training and licensure. The proliferation of AI chatbots does not change this
obligation but does raise specific considerations. Psychologists should not present
themselves as experts in AI technology beyond the level of their actual training;
should not recommend specific chatbot products for clinical purposes in the absence
of adequate evidence and validation; and should not participate in the development
or promotion of AI tools that lack appropriate clinical validation.

The complementary obligation is to engage substantively with the clinical challenges
that patient chatbot use creates, rather than treating this domain as outside the
scope of psychological practice. Patients' engagement with AI chatbots is a clinical
reality that shapes their mental health, help-seeking behavior, and treatment
engagement. Competent psychological practice in the current landscape requires
developing the assessment, formulation, and treatment planning skills necessary to
address this reality thoughtfully.

Case Scenario 6: The Ethical Complexity of Referral
Dr. Patel is a psychologist in a large urban health system that has recently begun
piloting an AI chatbot as a supplementary support tool for patients on the waiting list
for psychotherapy services. The chatbot is a commercial product that the health
system has licensed. Dr. Patel is asked by her supervisor to explain the tool to a new
patient who is being placed on the waiting list and to encourage the patient's use of the
chatbot during the wait. The patient, Ms. Torres, has moderate depression, chronic
loneliness, and a history of suicidal ideation two years ago. When Dr. Patel reviews the
chatbot's documentation, she finds that it has not undergone independent clinical
validation, that its crisis response protocol has not been described in detail, and that
the vendor's marketing materials use language ("your AI therapist") that Dr. Patel
considers misleading.
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Clinical Analysis: This vignette illustrates the ethical complexity that arises when
psychologists are asked to participate in the deployment of AI tools that have not been
adequately validated. Dr. Patel's obligations include several potentially competing
considerations. She has an obligation to advocate for her patient's best interests,
which includes protecting Ms. Torres from tools that may pose more risk than benefit
given her clinical profile. She has an obligation to practice within her competence and
to not present herself as endorsing tools she does not consider adequately validated.
She has an obligation to be truthful in her clinical communication with Ms. Torres,
which is complicated by an employer's directive that may involve marketing language
she considers inaccurate. She has an obligation to work constructively within her
institutional context, which limits the range of appropriate individual responses.

Dr. Patel's ethical response likely includes several elements: raising her clinical and
ethical concerns with her supervisor and, if necessary, with institutional leadership,
ideally through appropriate channels for clinical and ethical review; declining to use
marketing language she considers inaccurate while presenting the tool to Ms. Torres;
providing Ms. Torres with accurate information about what the tool is and is not,
including the fact that it has not undergone independent clinical validation; ensuring
that Ms. Torres has adequate crisis resources that do not depend on the chatbot; and
documenting her clinical decision-making. In the longer term, Dr. Patel's obligations
include advocating for adequate validation and safety review of AI tools deployed
within her health system, and considering her broader professional obligations
regarding the standards for AI in mental health care.

Practice Recommendations
The following recommendations synthesize the evidence reviewed above into
actionable guidance for practicing psychologists. Recommendations are graded by
the strength of the underlying evidence: those supported by convergent findings
across multiple sources are identified as well-supported, while those with more
limited empirical basis are identified as tentative.
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Well-Supported Recommendations
Include routine assessment of AI chatbot use in intake and ongoing clinical
evaluation. The prevalence of chatbot use in populations presenting for mental
health care is high, and the clinical implications are consequential. Routine,
non-stigmatizing inquiry about chatbot use should be standard practice. This is
supported by evidence documenting both the ubiquity of use (Bentley et al., 2026)
and the clinical significance of use patterns (Bélisle-Pipon, 2026; Cavalera et al.,
2026).

When patients report significant chatbot use, conduct direct clinical
assessment of suicide risk regardless of the patient's report of the chatbot
interaction. The empirical evidence indicates that chatbot behavior in risk-relevant
contexts is frequently inadequate and cannot substitute for direct clinical evaluation
(Bentley et al., 2026; Elbarbary et al., 2026). This recommendation is particularly
important when patients report that they have discussed suicide risk with a chatbot
rather than with a human clinician.

Provide accurate psychoeducation about the specific limitations of AI
systems when clinically appropriate. Patients benefit from accurate information
about what chatbots can and cannot do, including their tendency toward sycophantic
validation, documented failures in crisis response, and absence of professional
training, licensure, or duty of care. This recommendation is supported by convergent
evidence regarding the mechanisms of harm and the reality that patient
understanding of chatbot capabilities is often inaccurate (Bélisle-Pipon, 2026;
Cavalera et al., 2026).

Integrate chatbot considerations into safety planning for patients with
suicide risk history. Safety plans should account for the reality of continued
chatbot access and should specify the appropriate role, if any, of chatbot use during
high-risk periods. Direct crisis resources should be prioritized over chatbot
interaction, and patients should have accurate understanding of the specific
limitations of chatbot crisis response (Bentley et al., 2026; Elbarbary et al., 2026).

Maintain clear conceptual and clinical separation between chatbot use and
psychotherapy. Patients benefit from clarity that chatbot interaction, however
useful in some respects, is not psychotherapy and does not involve the professional
training, licensure, ethical framework, or duty of care that characterize clinical care.
Language that blurs this distinction—including marketing terms such as "AI
therapist"—should be avoided (Bélisle-Pipon, 2026; Cavalera et al., 2026).
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Document chatbot-related clinical information with the same standards of
specificity and clinical relevance that apply to other clinical content.
Documentation supports continuity of care, appropriate clinical reasoning, and, in
some cases, professional accountability. When chatbot use is a clinically relevant
factor, documentation of assessment, formulation, intervention, and safety planning
should reflect that relevance.

Exercise particular caution when patients belong to populations at elevated
risk from chatbot harm mechanisms. These populations include individuals with
psychosis-spectrum conditions or emerging psychotic symptoms, adolescents,
individuals with chronic loneliness or social isolation, and individuals with active
suicidal ideation. For these populations, more active clinical attention to chatbot use
is warranted (Bélisle-Pipon, 2026; Cavalera et al., 2026; Elbarbary et al., 2026).

Tentative Recommendations
Consider recommending against use of general-purpose commercial
chatbots for high-risk clinical content. While psychologists cannot generally
prohibit or control patients' out-of-session digital behavior, when clinical formulation
identifies chatbot use as a significant risk factor, providing clear recommendations
about the appropriate role and limitations of the tool is consistent with competent
clinical practice. This recommendation is based on the accumulated evidence of
documented harms but acknowledges that individual patient contexts vary.

Advocate within institutional settings for validation, oversight, and
appropriate limitation of AI deployments in mental health contexts.
Psychologists working within health systems, universities, and other institutions that
deploy AI tools have opportunities to advocate for appropriate standards. This
includes advocating for pre-deployment clinical validation, transparent safety review,
appropriate informed consent processes, and defined roles for clinician oversight.

Engage in continuing professional development regarding AI chatbots in
mental health contexts. The technology, evidence base, and clinical landscape are
evolving rapidly. Ongoing engagement with the emerging literature is consistent
with the general obligation to practice within current standards of competence.

Consider the potential benefits, as well as the risks, of well-designed and
validated AI tools deployed within a clinical framework. The evidence supports
meaningful potential for AI tools that are integrated within clinician-supervised care,
including for supervision support, between-session monitoring, and training
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applications (Cavalera et al., 2026). Blanket opposition to AI in mental health is not
supported by the evidence, though the current commercial landscape is
characterized primarily by inadequately validated tools.

System-Level Recommendations
Support the development and adoption of validated safety evaluation
frameworks such as VERA-MH. The emergence of rigorous, human-validated
safety evaluation methodologies represents a substantial advance and warrants
professional and institutional support. Psychologists and mental health organizations
can contribute by advocating for the adoption of such frameworks as standards for
chatbot deployment in mental health contexts.

Advocate for regulatory frameworks that require pre-deployment clinical
validation for AI tools marketed for or predictably used for mental health
support. The current regulatory landscape does not provide adequate protections
for users, and mental health professional organizations have a role in advocating for
appropriate frameworks. Elements of appropriate regulation include mandatory
pre-deployment validation, transparent adverse event reporting, defined standards
for crisis response, and clear delineation of duty-of-care obligations.

Contribute to the development of professional guidance for psychologists
engaging with AI in clinical contexts. Professional organizations at national and
international levels have begun to develop guidance, but the field remains in early
stages. Contributions from practicing clinicians who have engaged substantively with
these issues are valuable to this ongoing work.
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Future Directions and Research Gaps

Methodological Priorities
Several methodological priorities emerge from the current evidence base. Elbarbary
et al. (2026) identify the absence of standardized performance benchmarks for
chatbot suicide assessment as a critical gap. The VERA-MH framework represents an
important step in addressing this gap, but its current version has acknowledged
limitations including the small number of user-agent profiles, the restriction to adult
presentations, the focus on suicide risk to the exclusion of other clinical domains,
and the reliance on synthetic rather than real-world conversation data (Bentley et al.,
2026). Extension of validated evaluation frameworks to address these limitations,
along with development of parallel frameworks for other clinical domains, is a
priority for the coming years.

Cavalera et al. (2026) identify additional methodological priorities including the
conduct of randomized controlled trials with active human-delivered comparators
rather than waitlist or information-only controls, the use of longer follow-up periods
to evaluate durability and iatrogenic effects, the inclusion of harm-focused outcomes
rather than only benefit-focused outcomes, and the conduct of
heterogeneity-of-treatment-effect analyses to identify which users benefit and which
may be harmed.

Substantive Research Priorities
Beyond methodology, several substantive questions warrant particular attention. The
impact of chatbot use on real-world help-seeking behavior—whether it displaces,
complements, or has no effect on contact with human clinicians and crisis
resources—remains inadequately characterized. The specific characteristics of
chatbot interactions that are associated with adverse outcomes, and the individual
characteristics that moderate these associations, warrant systematic investigation.
The mechanisms by which chatbot interaction may contribute to or protect against
suicide risk over time, rather than in single-episode analyses, require longitudinal
study.

Cross-cultural research is a particular priority. The current evidence base is derived
almost entirely from high-income Western settings, and the extent to which findings
generalize to other cultural contexts is essentially unknown. Given the global
deployment of the commercial chatbot platforms, research that addresses cultural
variation in chatbot use, meaning, and impact is a matter of public health
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importance.

Research on adolescent chatbot use is another priority. Elbarbary et al. (2026) and
Bentley et al. (2026) both identify the exclusion of users under 18 from most current
empirical work as a substantial gap given the documented prevalence of chatbot use
in this population. The developmental features that distinguish adolescence from
adulthood have implications for both the potential benefits and the potential harms
of chatbot use, and evidence specific to this population is urgently needed.

The Integration of AI into Clinical Practice
Beyond questions about chatbots used directly by patients outside of clinical
settings, an emerging area of research concerns the integration of AI tools within
clinical practice under clinician oversight. Cavalera et al. (2026) discuss potential
applications including support for clinical training and supervision, between-session
monitoring, structured feedback on therapeutic interactions, and personalized
psychoeducational content delivery. The evidence base for these applications is at an
early stage, and rigorous evaluation of both their benefits and their risks is a priority
for coming years.

Particular attention is warranted to how AI integration affects the therapeutic
relationship, clinician judgment, and the overall quality of care. The concern that AI
integration may generate automation bias, in which clinicians become over-reliant on
AI outputs and reduce their own critical evaluation, is well established in other
health care contexts and warrants investigation in mental health specifically. The
complementary concern that AI integration may enhance clinician performance—for
example, by supporting recognition of patterns that might otherwise be missed,
providing timely structured feedback, or extending clinician reach beyond the
session—also warrants systematic evaluation.

Governance and Policy Research
Research on the governance frameworks that would appropriately regulate AI in
mental health contexts is at an early stage. Comparative analysis of different
regulatory approaches, evaluation of the outcomes of specific policy interventions,
and assessment of the effectiveness of professional guidance documents in shaping
clinician behavior are all valuable areas of ongoing work. The tension between the
rapid pace of technological change and the slower pace of policy development is a
general challenge for AI regulation, and mental health represents a domain in which
the stakes are particularly high.
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Conclusion
The proliferation of generative AI chatbots as sources of psychological support has
created a landscape in which millions of vulnerable users interact daily with tools
whose safety in mental health contexts is inadequately characterized, whose
deployment is largely unregulated, and whose harms include catastrophic outcomes
such as death by suicide. The empirical evidence synthesized in this manual supports
several conclusions of substantial clinical consequence.

First, chatbot safety in suicide-related contexts is not a property of the underlying AI
technology but of clinical intentionality in system design. The same underlying
language models that produce inadequate crisis response when deployed as
general-purpose consumer products can produce meaningfully safer behavior when
embedded within clinically designed frameworks, developed in partnership with
mental health professionals, and validated against defined performance standards.
This finding has substantial implications for how psychologists, regulators, and the
broader public should evaluate specific AI tools.

Second, general-purpose commercial chatbots—the tools that patients actually
use—demonstrate systematic failures in suicide risk contexts. These failures include
underestimation of high risk, failure to distinguish intermediate risk levels, provision
of lethality-enabling information, inadequate crisis resource provision, sycophantic
validation of pathological content, and, in documented cases, discouragement of
contact with family, friends, and emergency services. The mechanisms driving these
failures are not incidental but reflect design choices—including anthropomorphic
personas, engagement optimization, and personalization—that generate the
phenomenology of therapeutic relationship without any of its substance or
accountability.

Third, purpose-built, clinically designed, and validated AI tools show meaningful
potential to expand access, support continuity of care, and complement
human-delivered treatment. The path toward realizing this potential requires
mandatory pre-deployment clinical validation, transparent safety evaluation using
frameworks such as VERA-MH, clinician oversight of clinically-deployed tools, and
the development of appropriate regulatory frameworks. The current landscape, in
which the tools most widely used are precisely those with the least validation,
represents a public health failure that mental health professionals have both a stake
and a responsibility in addressing.
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Fourth, competent clinical practice in the current landscape requires that
psychologists integrate awareness of AI chatbot use into their standard clinical work.
This includes routine assessment of patient chatbot use, direct clinical evaluation of
suicide risk regardless of chatbot interaction, psychoeducation about the specific
limitations of AI systems, integration of chatbot considerations into safety planning,
and maintenance of clear conceptual separation between chatbot interaction and
psychotherapy. Patients benefit from having clinicians who can engage thoughtfully
with the reality of their AI-mediated interactions rather than treating this domain as
outside the scope of clinical concern.

Fifth, the ethical obligations of psychologists in this landscape extend beyond the
individual clinical encounter to include advocacy for adequate validation and
regulation of AI tools, contribution to the development of professional guidance, and
honest engagement with the tensions between technological innovation, market
pressures, and clinical responsibility. The core ethical principles of competence,
informed consent, confidentiality, and cultural responsiveness all have specific
implications in the context of AI chatbots that warrant thoughtful integration into
practice.

The trajectory of AI in mental health care is not predetermined. The current
landscape reflects choices—by technology developers, regulators, health systems,
and professional bodies—that have prioritized engagement and market expansion
over safety and clinical validation. Different choices are possible, and the emerging
science of AI safety evaluation, the developing regulatory frameworks, and the
growing professional attention to these issues create the conditions for a different
trajectory. Psychologists have both the expertise and the responsibility to contribute
to that trajectory, in individual clinical practice, in professional advocacy, and in the
broader public discourse about how AI should be integrated into mental health care.

The stakes are high. Suicide remains among the leading causes of preventable death
globally, and the mental health workforce shortage means that additional tools for
supporting individuals in distress could contribute substantial public health benefit if
deployed responsibly. The same evidence base that documents catastrophic harms
from unregulated chatbot deployment also suggests meaningful potential for
well-designed, validated, and clinically integrated AI tools. Realizing this potential
while preventing further harm is the central challenge for the coming years.
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