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Abstract
Telemental health services have broadened during the last decade (Choi et al. 2019; Pierce et al. 2020). More recently, Severe 
Acute Respiratory Syndrome Coronavirus 2019 (COVID-19) restrictions have led to an escalation in clinical services through 
telemental health settings. The purpose of this phenomenological study was to consider perspectives of Marriage and Fam-
ily Therapists (MFT)s who are working in telemental health settings prior to and/or as a result of COVID-19 restrictions 
and consider the role that telemental health has in building therapeutic connections with clients. Researchers presented an 
online survey that explored participants’ perceptions of providing telemental health. Participants included 23 MFTs who 
were currently licensed or working under an MFT supervisor. Data analysis uncovered the following thematic responses: 
(a) doing telemental health is similar, but different, than in-person therapy, (b) adapting to telemental health is worthwhile, 
and (c) validating clients’ voices and experiences is fundamental to building an alliance in telemental health therapy. Find-
ings supported the importance of further training in telemental health, specifically related to cultural humility and alliance 
building within telemental health settings.
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Introduction

Background

Telemental health services were growing prior to Covid-19 
and have expanded exponentially since Severe Acute Res-
piratory Syndrome Coronavirus 2019 (COVID-19) stay at 
home restrictions. In the past 5 years, it is estimated that 
between 5-21% of mental health services delivered telemen-
tal health methods of engagement (Choi et al. 2019; Pierce 
et al. 2020). With advancements in technology and training 
over the last few years, some Marriage and Family Thera-
pists (MFT) have been adding telemental health options to 
their own practices. Since COVID-19, almost all practic-
ing mental health providers have had to adjust their work 
with clients to include telemental health options (Madigan 
et al. 2020). This shift, during COVID-19, may prompt many 

therapists to consider the impact telemental health has on 
clinical outcomes.

Effectiveness of Telemental Health

Telemental health services can be an effective option for 
clients and therapists for several reasons: it is cost effective, 
it is not limiting due to transportation issues, those in rural 
areas are more reachable, scheduling can be easier for those 
with work and family demands, technology has evolved 
to provide secure platforms for engaging in confidential 
services, and services can reach people who may not feel 
comfortable in a traditional setting (e.g., because of mental 
health challenges, ability differences, or life circumstances) 
(Langarizadeh et al. 2017; Springer et al. 2020). Research 
indicates that some clients may seek out telemental health 
services when issues are more sensitive. In one study, cou-
ples addressed more difficult topics (e.g., infidelity) more 
frequently in telemental health settings, when compared to 
a sample of couples in an in-person setting (Roddy et al. 
2019). This suggests that telemental health services might 
offer a physical distance that makes is easier to process more 
sensitive discussions.
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Barriers to Telemental Health

Some barriers to telemental health care have been 
researched. These barriers include: feeling like the service 
lacked a personal connection, difficulty in picking up on 
non-verbal cues, clinicians’ sense that they could not use 
body language to comfort, inability to connect via eye-
contact, challenges with technology or interruptions, lim-
ited clinical training or experience with telemental health, 
limited ability to develop therapeutic rapport, controlling 
online environments, and privacy or confidentiality (Akyil 
et al. 2017; Cowan et al. 2019; Wrape and McGinn 2019). 
Research identifies therapeutic movements into different 
stages of therapy can be altered by telemental health thera-
pies. Springer et al. (2020) found that spontaneity was 
more difficult for therapists in telemental health settings. 
Additionally, working with couple or family conflicts in 
the moment can feel limiting because of the therapists’ 
use of physical space in difficult situations (Springer et al. 
2020).

Therapeutic Alliance in Telemental Health

The therapeutic alliance is a notable challenge or perceived 
challenge within telemental health settings (Springer et al. 
2020). The therapeutic alliance is crucial to the change 
process (Fife et al. 2019). Prior to doing telemental health, 
therapists assumed alliance building would be challeng-
ing in a telemental health setting (Springer et al. 2020). 
Through some clinician adaptations, therapists were able 
to develop strong therapeutic alliance with telemental 
health clients. One took that therapists used to increase 
this strong sense of a therapeutic alliance in telemental 
health setting was to be more in-tune with “verbal, non-
verbal, auditory, and visual cues” (Springer et al. 2020, 
p. 211). Other ways therapists adapted were to include 
specific displays of empathy or a “positive regard” for 
patients (Iankieva et al. 2016). This focus on the thera-
peutic alliance in telemental health settings is critical in 
part because research indicates clients tend to feel more 
comfortable and vulnerable in telemental health settings 
(Langarizadeh et al. 2017).

One critical element of therapeutic alliance building 
is the understanding self. This location of self requires 
an attunement to cultural humility (Perkins et al. 2019). 
Locating this sense of cultural humility when using tel-
emental health methods is crucial to meeting client needs 
and establishing a therapeutic alliance (Stevenson 2014; 
Akyil et al. 2017). Acknowledging one’s biases allows for 
a more authentic, critical and sensitive approach (Watson 
2019). Providing space for inclusion, cultural awareness, 

and the understanding of self and social location cre-
ates a bridge for connection between client and therapist 
(D’Arrigo et al. 2017; Watson 2019).

As clients continue to become more culturally and other-
wise diverse (AAMFT 2014), marriage and family therapists 
are faced with the need to embrace cultural diversity as some-
thing they “are” instead of something they “do” (D’Aniello 
et al. 2016). While some believe that certain models are more 
innately culturally sensitive than others (Cheung and Chan 
2002), some argue that it is an additional component of com-
mon factors and is reflected in models across the field as it is 
essential to the effectiveness of therapy (Cheung and Chan 
2002; D’Aniello et al. 2016). Establishing rapport with a client 
for example, is heavily reliant on the therapist’s cultural sensi-
tivity (D’Aniello et al. 2016). A client is only as comfortable 
to share his or her journey as the therapist allows and promotes 
in the therapeutic space. This places additional responsibil-
ity on all humans to embrace the multicultural and complex 
riches that our society offers in defining our combined identity 
(McGoldrick and Hardy 2019).

Bringing cultural humility to telemental health settings is 
not widely researched (Akyıl et al. 2017; Martin et al. 2020). 
Technology is one way to reach underserved populations and 
to embrace communication using technology (Akyıl et al. 
2017). There is an evolution in how people are communicat-
ing within virtual spaces and adapting to this new “virtual 
language” that exists within telemental health settings. Addi-
tionally, telemental health may generate a slightly different 
clientle, for example, there may be any number of reasons 
that some clients were not coming to therapy until telemen-
tal health options were available. Being competent in cultural 
humility and the increased intersections of identities that might 
occur within telemental health settings (e.g., rural, SES, abil-
ity, etc.) is crucial to providing quality care and building thera-
peutic alliances (Martin et al. 2020).

Research Question

The purpose of this qualitative research was to explore the 
ways in which MFTs adapted to telemental health services 
during the COVID-19 health crisis; specifically in relation to 
therapeutic alliance building. We hoped to better understand 
the shifts that therapists faced utilizing telemental health and 
how these experiences could inform future work in telemental 
health settings. The research question posed in this study was: 
How do MFTs adapt to telemental health environments, in 
particular, how do they build connectivity with clients?
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Methods

Study Design

This study utilized a phenomenological design (Moustakas 
1994; Chong 2019). Qualitative data were analyzed with 
attention to the phenomenon. Phenomenological research 
involves researchers stepping back and viewing the data 
from multiple perspectives (Moustakas 1994; Ahmed 2006; 
Chong 2019). It involves researcher awareness and a deep 
sense of listening to what the participants are sharing. Mean-
ing is uncovered through researcher engagement with data 
(Moustakas 1994). In a final stage of analysis the phenomena 
of the participants’ experiences are identified.

Participants

Participants included 23 currently practicing MFTs (licensed 
or working under supervision) throughout the United States. 
Participants reported working in a variety of settings (e.g., 
private practice, community services, school-based) with 
various populations (e.g., teens, adults, couples, families). 

A few participants noted specializations (e.g., trauma, sub-
stance abuse, LGBTQ+, military families). A majority of 
participants (n=12) reported working as an MFT for over 10 
years; 7-10 years (n=3); 4-6 years (n=3); 1-3 years (n=4), 
unreported (n=1). About half of the participants (n=12) 
reported doing telemental health prior to COVID-19; while 
the other participants (n=11) have only been doing telemen-
tal health since COVID-19 restrictions. Of the participants, 
n=18 identified their race as White; n=3 as Black or Afri-
can American, n=1 as mixed race, and n=1 was unreported. 
Twenty-one (n=21) of the participants identified themselves 
as “female” or “cisgender female”; one participant (n=1) 
identified himself as male; and one left gender unreported. 
Participants were given pseudonyms to ensure confidential-
ity. Demographic information can be found in Table 1.

Recruitment

Prior to recruitment, researchers obtained approval through 
the Internal Review Board of their university. Permission 
to pursue the research project, including identifying and 
recruiting human subjects, was granted. Recruitment for 
the study included respondent-driven snowball sampling 

Table 1  Participant Demographics

Pseudonym Gender Race State Years of Experience Telehealth experience 
prior to Covid-19 restric-
tions

Amy Female White MI > 10 years Yes
Benita Female White/Hispanic FL 4–6 years No
Carly Female White MN > 10 years Yes
Dina Female White TX 4–6 years No
Emily Female White TX > 10 years Yes
Francine Female White CA 7–10 years No
Gail Female Black GA 4–6 years Yes
Haley No answer No answer No answer > 10 years No
Inca Female Mixed race (Black, White, Hispanic) FL 7–10 years Yes
Jacqueline Female White FL > 10 years Yes
Kendra Female White No answer > 10 years Yes
Leonard Male White VA 1–3 years No
Molly Female White OR > 10 years No
Nina Female White FL 7–10 years Yes
Olivia Female Black VA 1–3 years No
Patricia Female White MA > 10 years No
Quiana Female Black/African American MO No answer No answer
Rachel Female White CA > 10 years Yes
Samantha Female White KS > 10 years Yes
Tilly Female White VA 1–3 years Yes
Uri Female White MI > 10 years Yes
Victoria Female White No answer No answer No
Winnie Female White No answer No answer No
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(Heckathorn 1997; Baltar and Brunet 2012). Participants 
self-selected to participate in the study from a social media 
posting. Researchers posted recruitment information to 
personal and professional social media sites. Recruitment 
materials indicated that the study intended to research MFTs 
utilizing telemental health methods prior to or as a result of 
COVID-19. The recruitment script encouraged participants 
to pass the survey along to colleagues. Criteria to participate 
included: (a) currently licensed as an MFT or working under 
the supervision of a licensed MFT, (b) being clinically active 
at time of survey, and (c) having had experience in telemen-
tal health platforms.

Survey Instrument

After agreeing to participate, participants had access to a 
survey tool that they completed online on their own. Survey 
questions included a few demographic questions and open-
ended questions regarding telemental health experiences. 
Questions explored participants experience with telemen-
tal health, their visions of the pros and cons of telemental 
health, how they feel they adapted to telemental health, and 
their experiences with connectivity and alliance building 
within their telemental health work. Some examples of sur-
vey questions included:

1. Tell me a little about what the adjustment to telehealth 
was like for you.

2. Are you noticing any specific clinical themes related 
to COVID-19 in your practice and, if so, what are you 
seeing that might be different that in-person therapy?

3. Can you identify any tools or techniques that you utilize 
in the telemental health setting?

4. Tell me a little about the differences that you are seeing 
related to building a therapeutic alliance between in-
person and telemental health?

5. Do you feel like you and your clients make similar pro-
gress and meet goals similarly in telemental health and 
in-person settings?

6. Do you have any tools or techniques for working spe-
cifically with couples and families in telemental health 
settings?

7. What is one thing that you bring to your work that makes 
you unique and you feel makes a difference to the change 
process with clients and does that differ in the online 
setting?

Data Analysis

Coding and analysis of research data derived from the Ana-
lytic Guiding Frame (AGF) and Overall Guiding Frame 
(OGF) identified by Chong (2019). These frames identify 
that “…the researcher uses an interpretivist or constructivist 

perspective to trace a basic pattern of how a phenomenon is 
experienced across a group of participants” (Chong 2019, 
p.301). The process of the AGF includes: engaging with the 
data initially through a reflexive lens, looking at the data 
from various perspectives and creating “critical connec-
tions” (p. 300) with the data. The four stages of this analysis 
process include:

1. Setting up the research process and analysis.
2. Initial data analysis which includes focused attention on 

the data and the emergence of themes.
3. Categorizing data into “meaningful units” (p. 301).
4. Bringing together units and themes with research ques-

tions and previous research to determine major findings.

According to the OGF framework, the analysis requires 
researchers to be mindful of two specific questions through-
out the analysis process: (a) “How does this data illuminate 
my research objective?” and (b) “How does this data raise 
new questions about my research objective?” (Chong 2019, 
p.302). The AGF and OGF frameworks fits nicely with the 
phenomenological design because it allows the researcher to 
constantly be in tune with the participants and their context 
while checking thematic codes with previous research. Addi-
tionally, this framework nicely connects the themes within 
the data in a way that allows for cultivation of phenomena 
(Chong 2019).

Critical Reflexivity

Phenomenological research recognizes the integration of 
researcher perspectives (Moustakas 1994; Chong 2019). 
During the data collection and analysis, we (the researchers) 
remained focused and aware of our own perspectives and 
possible biases as we engaged with the data. Both research-
ers involved in the analysis are practicing MFTs with a focus 
on cultural humility and social justice. We both teach and do 
clinical work in virtual settings and have our own perspec-
tives on the strengths and challenges of in-person and virtual 
educational and clinical work. Prior to COVID-19, we both 
practiced clinical work in both in-person and virtual settings.

Results

The purpose of this research study was to explore MFTs 
experiences building connections with clients in a telemen-
tal health setting. We were most interested in understand-
ing some of the ways MFTs have adapted their telemental 
health practices to include building the therapeutic alliance. 
Surveys were completed by 23 participants. The phenom-
ena of participant experiences fell into three major themes: 
(a) doing telemental health is similar, but different, than 
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in-person therapy, (b) adapting to telemental health is worth-
while, and (c) validating clients’ voices and experiences is 
fundamental to building connectivity in telemental health 
therapy.

Theme #1: Doing Telemental health is “Similar,” 
but Different, than In‑person Therapy

Doing telemental health therapy with individuals, cou-
ples, and families often encompasses shifting into a new 
paradigm. Participants shared experiences of working in 
telemental health that allowed for building a therapeutic 
alliance, goal setting, the change process, and modality 
application. Coded themes revealed a phenomenon that 
typical therapeutic processes were present and strong in 
the telemental health settings, they just required a differ-
ent lens, a different understanding of the process. The data 
represented a view of telemental health as not “comparing” 
to in-person therapy but as having its’ own distinct process. 
For example, Gail shared, “Energy and body language are 
evident in-person. Comfort and freedom of expression are 
evident during telemental health.” She does not indicate that 
she is comparing the two, just noting the strengths in each 
of the processes.

Themes evolved into meaningful units that addressed 
strengths. A notable strength that emerged from these unit 
included client vulnerability in telemental health settings. 
The phenomenon present implied that participants men-
tioned that clients were able to present vulnerable situations 
that seemed different than what the therapists experienced in 
in-person settings, there was a deeper sense of safety. Quiana 
stated, “some people have more courage when able to sit 
behind a screen.” Molly shared “some of my clients have 
opened up about deeper trauma and wanted to work through 
it…the virtual setting creates less vulnerability, therefor, 
(they are) willing to open those doors.” Haley stated, “They 
can share more of themselves just being in their homes. And 
are more willing to take emotional risks.” Therapists attrib-
ute this sense of vulnerability to clients being in their own 
environment and also to the sense of safety that a “screen” 
between the client and therapist can present.

In connecting the research to our analysis, research on 
rapport building in a telemental health setting suggests that 
therapists are cautious about the ability to build a strong 
therapeutic alliance in a virtual setting (Fife et al. 2019). 
Participants were asked directly about their ability to build 
a therapeutic alliance in a telemental health setting and 
most (n=18) reported strong alliances (just as strong if not 
stronger) than they experienced in in-person settings. Four 
participants (n=4) felt that rapport was better in the in-per-
son setting, and one (n=1) did not report.

Alliance building in the telemental health format allows 
therapists to enter the client’s visual world. The data 

uncovered a meaningful unit around how therapists engaged 
with participants’ home environments. Participants noted 
being able to see the background of client homes and com-
ment on elements of clients’ environments that allowed for 
deepening of the therapeutic alliance. Therapists thought 
that access to the family system also provided an additional 
rapport building strength. Having connections to clients’ 
surroundings allowed therapists to visualize, at times, how 
clients interacted with the systems in their lives. Addition-
ally, other family members could be part of the therapeutic 
process that might not have been available otherwise. It was 
also useful for therapists to see clients in their setting and 
connect with this. Amy stated, “I think being in the client’s 
environment is really connecting, seeing their families, their 
pets, the décor, etc.” Carly had similar thoughts “(I) can see 
their home environment, see them interact with pets or fam-
ily at home…without makeup or façade of public norms of 
how they should look…(there is) an ease of talking conver-
sationally with less restriction.” This sense of comfort brings 
with it a smooth ease into building the therapeutic alliance

Connecting to the family system was a notable phenom-
enological strength of telemental health. Inca’s response 
reflected this theme. She saw benefits of clients being in 
their own context in a variety of ways. She noted that see-
ing the clients in their environment contributed to her con-
nection to the client and her understanding of where they 
were coming from. From a systemic perspective, she could 
meet clinical goals by utilizing the system. At one point 
Inca shared about building rapport in the virtual setting, “I 
feel like during telemental health, my psychosocials are less 
structured and that I do more self-disclosure in joining with 
the client. For example, if a poster is visible in their back-
ground of something I am interested in, I’ll share that and 
we join over these things.” She stated later on that there is 
“flexibility in family therapy sessions. (I) can easily include 
or remove members from the session as clinically indicated, 
allowing me to get a lot more done in one sessions that in 
person.” Inca found that having the client in their family/
home setting during session not only allowed her access to 
the system to build a stronger alliance, but it also allowed 
her to build in the aspects of the client’s environment (e.g., 
the family system) in a way that created change during the 
session.

Creating the therapeutic alliance in the telemental health 
setting, maintaining that alliance, and moving into the 
change process required an intentional focus on tone, lan-
guage, and eye contact. Participants often compared the use 
of body language in in-person work with the shift to focus-
ing on other visual and auditory cues and positioning in the 
telemental health environment. It was as if there was a re-
focusing that they had to attend to in the telemental health 
setting. For example, Jacqueline found that she tended “to 
rely more on verbal comfort, as opposed to providing tissues, 
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a comforting hand, or leaning toward (her) client.” Know-
ing that the connection of physical space and the “space 
between” (as Amy put it) was not there in the same way 
as it was in in-person settings, therapists utilized different 
skills to create this sense of empathy and compassion. Uri 
stated, “online, you can still communicate empathy with 
an increased focus on tone of voice”. Dina shared “I am 
tuned into the client’s eyes and changes in voice”. Rachel 
shared “in telemental health, you can see more detailed 
facial expressions”. Participants frequently mentioned that 
their awareness of their own tone and the clients, as well as 
the focus on facial expressions and eye contact were unique 
ways they were able to build on the therapeutic relationship 
in the telemental health setting.

Participants echoed the value of accessibility in telemen-
tal health settings. Accessibility was highly regarded in some 
way by all participants. Accessibility included clients being 
more comfortable in their own settings due to mental health 
or physical health barriers, clients who could make telemen-
tal health sessions more easily due to time demands or child-
care issues, clients that prefer the convenience (e.g., less 
travel time, scheduling flexibility), and meeting the needs of 
rural clients who may not have sought services otherwise. 
Tilly shared, “some clients have told me how they prefer the 
telemental health setting and how it has increased their will-
ingness and ability to come to therapy.” Leonard stated, “For 
some parents telemental health has been helpful to chat with 
me during the day while kids are in childcare or after bed-
time.” Quiana shared that she can reach clients with “mobil-
ity issues, transportation issues, rural clients, those who 
can’t leave home, and single parents.” She further explains 
telemental health has “opened up the option for therapy” 
for people who could not utilize services before. Similarly, 
participants discussed how telemental health allowed them 
“access to family members” (as stated by Francine) who 
might be unable to make in-person sessions for similar rea-
sons (e.g., mobility issues, scheduling issues, etc.). Overall, 
there is a sense that telemental health can reach previously 
unreachable clients and family members and that the sched-
uling conveniences are helping retain clients.

Theme #2: Adapting to Telemental health 
is Worthwhile

Data reflected that adapting to the telemental health for-
mats felt a bit daunting at first to many participants, par-
ticularly the ones that were “forced” at the last minute 
to move to virtual options because of COVID-19 restric-
tions. Even given these initial concerns, most (all but 
two) respondents noted they felt pleased in the transition 
and found the ease of the switch to telemental health was 
more rewarding than they would have anticipated. Ken-
dra summed it up nicely, she stated, “It is an honor and 

privilege to do this work each and every day, especially 
with a population who might not have reached out if it 
wasn’t for this option of telemental health, it breaks down 
the walls of the walled-off, so to speak.” Dina stated that 
“initially (it was) very stressful” to adapt to telemental 
health, but in time, she stated, “now, I really enjoy it.” 
Tilly stated, “At first it was hard because of the unknown 
factors and the speed at which things changed, and simply 
adapting to a new normal, at this point I feel comfort-
able with telehealth”. Quiana reaffirmed these statements, 
stating, “(it was) a struggle at first, but (I am) no longer 
resistant.” Molly also added that clients were able to shift 
to telemental health fairly seamlessly, she stated “it was 
challenging at first and then everyone settled in.”

It is notable that adapting was a phenomenon that was 
prevalent in participants’ responses and most frequently this 
was viewed in a favorable light. This adapting did not go 
without some challenges. Participants did note some tech-
nology issues, some issues with interruptions, and some 
issues with engagement. Leonard shared some of his dif-
ficulties “it was difficult to get clients to engage, particularly 
kiddos under 8.” Other participants stated that they struggled 
with clients having access to technology and being chal-
lenged with technology. Even with adaptability, at times, a 
couple of therapists seemed to feel that the body language 
and rapport building may not have met their expectations.

Integrating self

A notable sub-theme for therapists was the benefits that tel-
emental health had brought to their personal life. For exam-
ple, Dina shared, “I am able to be more thoughtful and feel 
more rested during the day when seeing multiple clients. 
I am able to take a break in the comfort of my own home 
instead of being at the office for 10 hours.” Haley shared, 
“I can have more availability to my kids” while working in 
a telemental health setting, I can “pop in on my family in 
between sessions.” There was a sense that, for therapists, 
being in a telemental health setting brought them conveni-
ence and a better work/life balance.

Therapist participants in this research study were asked 
about their own strengths as a therapist. Participants’ words 
felt proud, confident, and passionate when they described 
their own personal strengths as a therapist. These words 
feel particularly important as they represent an empowered 
and compassionate MFT field. We felt it was valuable to 
highlight these strengths in the participants’ own words; 
these words highlight the personal strengths that they 
brought to building rapport with clients (specifically in a 
telemental health setting) and allowing for cultural humility. 
The language around this question included some of these 
responses:
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• “I seek to show them that I am their teammate on their 
journey.” (Benita)

• “Knowing that we are together doing it.” (Carly)
• “Processing and normalizing all of the difficult and raw 

emotions.” (Dina)
• “Humor! And using non-assuming language.” (Francine)
• “I am compassionate, yet firm.” (Gail)
• “I focus on building a relationship with clients based on 

respect and meeting them exactly where they are, not 
where anyone thinks they should be.” (Inca)

• “I provide a mixture of humor, self-disclosure, transpar-
ency, and collaboration.” (Uri)

• “Building trust with (my) clients, trusting the process, 
trusting myself as a therapist, knowing I am there with 
them to take the deep plunge into unknown emotional 
territory.” (Winnie)

Therapists provided insights into how they do what they 
do and how they do it well. They were confident in these 
parts of self that created strong therapeutic shifts for cli-
ents. Therapists were asked directly after this question if 
this part of their professional work differed as they shifted 
to online settings. Haley’s response represents a common 
theme among clinicians. In the initial question about her 
own uniqueness as a therapist, she responded, “I am direct 
and I swear, with permission. Clients report this to be reliev-
ing and honest.” She presents her “self” and clients seem to 
appreciate her transparency of self. When asked if this part 
of her “self” was different in the telemental health setting, 
she stated, “I am proud of it!” (her unique skills as a thera-
pist) “and still the same with telehealth.” Uri’s response was 
“not everything is the same, it is a part of who I am and I 
can bring that to any situation or setting. That comes with 
me.” Therapists did not seem to struggle presenting their 
strengths, their best therapist skills, to the telemental health 
format. This part did not seem to require much adaptation.

Tools and Techniques

Participants offered perspectives on providing quality 
therapy using telemental health. Voice, tone, focus on 
facial expressions, eye contact, and connecting with cli-
ents backgrounds and surroundings were mentioned as 
rapport building techniques previously. Some participants 
mentioned structure and organization as useful tools for 
providing telemental health services. This included setting 
specific goals for sessions and planning for sessions ahead 
of time, Leonard shared “always have a plan!” and Tilly 
echoed these words “I think telemental health necessitates 
more structure.” Others shared their own understanding of 
technology and being able to help clients troubleshoot tech-
nology issues was a useful tool. Carly stated that a therapist 
working in telemental health should have “good knowledge 

of technology troubleshooting and high bandwidth secure 
internet.” Some participants indicated that normalizing the 
technology issues, or the telemental health formatting, can 
aid in clients’ comfort. Being aware of one’s own environ-
ment can also play a role. Dina described this as “online/
video chat etiquette” and shared making sure “lighting is 
on the face (not from behind), that the face is in the middle 
of the screen, that you are not using head phones, that you 
have an appropriate clean background.” Uri added to her 
environment by making sure there was a sense of inclusiv-
ity that welcomes all clients, she stated that she “provided 
cues to (her) inclusivity and culture attunement (pamphlets, 
pride flags, etc).” There was a focus on communicating the 
emotions by asking direct questions about what the client 
was feeling, what their body language was doing, or sharing 
what their own body language or emotions were doing (as 
the therapist). Winnie stated, “explain more of your (own) 
body language and emotions” to clients. In general, partici-
pants provided more time and patience in some instances 
and worked to make sure their background (environment) 
and their personal attunement could be translatable with 
regard to the messages they wanted clients to see and hear.

Theme #3: Validating Clients’ Voices 
and Experiences is Fundamental to Building 
Connectivity in Telemental Health Therapies

The term “validate” was repeatedly reflected in the data. 
Therapists shared the importance of validating clients’ chal-
lenges with or resistance to telemental health, as a way to 
build rapport within the telemental health setting, and as a 
way to connect to clients around sensitive topics.

Benita responded to a question about how she builds a 
therapeutic alliance with clients with the phrase “VALI-
DATE, VALIDATE, VALIDATE!!” She followed up with 
a discussion on how this played out in the therapy room 
when emotional topics were uncovered. She shared that she 
approached the topics “very gently and subtly, over-validat-
ing and then asked permission for them to share more.” This 
focused on validation provided a safe space in the telemental 
health setting.

During the time of this research, there were two diffi-
cult historical challenges that clients were experiencing. 
These challenges included isolation, fatigue, unknown 
future around the virus, and life shifts that were occurring 
in the midst of the COVID-19 pandemic. The other was the 
intensity of social climates in response to George Floyd’s 
death while in police custody. The experiences of clients 
and the therapist’s role in working with emotions around 
these events was evident in participant responses. These 
challenges presented a deeper and more emotional back-
drop to client experiences. Therapists’ responses to these 
difficult emotional experiences highlighted the therapist role 
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in validation and the importance of validating these difficult 
experiences. Dina responded to her own role in helping cli-
ents cope with COVID-19 restrictions by “validating exactly 
how difficult this situation is, being raw with the emotions, 
and normalizing their feelings and experiences.” Jacqueline 
echoed a similar response to working with clients during 
COVID-19, “Validation of feelings and experiences, focus-
ing on things within their control.” Kendra validated cli-
ent’s experiences with COVID-19 by normalizing through 
psychoeducation. She helped clients with “grounding tools 
to decrease trauma reactivity” and educated them on “sur-
vival mode (fight, flight, freeze, fawn).” Others validated 
experiences around the isolation and anxiety by providing 
self-care guidance.

Validation was a clear theme in how participants dis-
cussed current racial climates. Therapists provided space for 
conversations, listened, and validated. Haley stated, “people 
of different races are ready to talk, all it takes is an invita-
tion.” Carly shared her role during this time was “listening, 
naming my whiteness, asking their needs, or giving them 
permission to call out my bias.” Benita shared that she pro-
vided “a continuous check-in” and “asking them outright 
how they have been impacted.” Therapists provided space 
and opened up discussions in the room with clients thus 
validating their experiences and emotions around the dif-
ficult climate.

Participants were asked to reflect on ways that they 
address power imbalances, inequities, and how they pre-
sent an atmosphere of non-judgement in telemental health 
settings. Validation of the client’s experiences, as well as 
validation and awareness of self were part of the process 
of cultural humility. Amy stated, “I am open to clients and 
will share my own blinders. I typically open up conversa-
tion about race, culture, religion, differences of any kind and 
allow the client to share their perspectives. I am engaged 
and open to where those conversations take me.” Winnie 
shared a similar perspective, she stated that when working 
with difference she gives them “an opportunity to discuss 
their emotions and not have a bias or judgmental way of 
leading questions or feelings” while also providing “space 
to explore the good and bad parts of self that come up for 
them when discussing raw topics.” Therapists focused on 
“curiosity,” “reflective listening”, “compassion,” and “trans-
parency” as ways to present a validating space for welcom-
ing differences.

Discussion

Building clinical skills within telemental health environ-
ments brings with it specific challenges and strengths. Cli-
nicians are often resistant to the perceived challenges that 
telemental health can bring, most notably, the fear of not 

building a connection to clients as easily as in in-person 
settings; however, there seems to be a shift in this resistance 
with most clinicians who embrace telemental health fairly 
quickly, after some experience with it (Akyıl et al. 2017; 
Springer et al. 2020). The advantages that some clients and 
therapists experience within the telemental health setting 
(e.g., convenience, comfort) provide something unique that 
is not easily comparable to in-person settings. It is not to say 
that in-person settings do not also offer particular benefits, it 
is just that the environments are different.

Given that telemental health is unique, specific training 
on telemental health would benefit therapists and are cur-
rently not consistently part of MFT programs and training 
(Pickens et al. 2020). Pickens et al. (2020) found that “the 
effectiveness of telemental health requires unique skills” (p. 
186). Training could alleviate some of the fears and resist-
ance that therapists might experience when considering tel-
emental health options. The phenomena of participant expe-
riences in this study lead us to infer some telemental health 
training topics that would be useful. These would include: 
understanding technology and platforms, building a thera-
peutic alliance, translating modality or clinical strengths to 
telemental health, presenting and reading of facial expres-
sion and tone, and embodying cultural humility.

Data support a sense of client vulnerability within tel-
emental health settings. Clients are seeking out telemental 
health therapies specifically, at times, when their challenges 
are particularly difficult and they feel a deeper sense of safety 
with their vulnerabilities in a distanced format (Roddy et al. 
2019). Additionally, vulnerable populations are more easily 
accessible in telemental health setting (Langarizadeh et al. 
2017). The increased sense of vulnerability within a tele-
mental health settings and the possible expanded prospect 
of unique populations could influence clinical directions and 
alliance building in telemental health settings. Training and 
cultural competency should rise to meet these specific needs.

Building a therapeutic alliance and the constant atten-
tion to that alliance is one of the key components of the 
change process (Perkins et al. 2019). The therapeutic alli-
ance is generated and maintained through an integration 
of the therapist’s personality, their attention to the clients, 
and their clinical experience. In telemental health settings, 
therapists utilize these same variables as they engage in the 
rapport building process; however, at times, they do it dif-
ferently. The indicators for alliance building are different in 
a telemental health setting. Therapists are focusing more on 
the clients’ environments, their tone, and their facial expres-
sions to gauge the strength of the alliance. Additionally, ther-
apists are presenting their own clinical flare through focus on 
their words, tone, and facial cues. The therapeutic alliance 
in the telemental health setting includes visuals that tell a 
story. This differs from in-person settings where the alliance 
revolves around “telling” of the story, which likely does not 
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include the visual background. Therapists can bond with 
clients over pictures, posters, children in the background, 
pets, musical instruments, and family members that are part 
of the clients’ worlds. Therapists can get a visual picture 
of the vibes of clients’ homes and get access to significant 
people in clients’ lives. This visual awareness can increase 
the therapist’s understanding of the clients, their presenting 
problems, and, ultimately, the therapeutic alliance.

Limitations

The phenomenological approach takes into account the 
experiences of these 23 participants, who were largely 
homogenous; 17 of the 23 participants identified as white 
and women; one as a white male; 3 as African American 
women; 1 as a biracial woman; and one unknown. This 
likely presented some similarity in responses and experi-
ences based solely on race.

Limitations could have been present within this research 
study and analysis with regards to the researchers’ profes-
sional identities. Both researchers involved in this study 
have backgrounds working in online clinical environments. 
Researchers engaged in frequent discussions around the data 
in order to hone in on themes relevant to participant expe-
riences and research rather than their own assumptions or 
projections in order to minimize this limitation (Moustakas 
1994). Additionally, the researchers sought out participants 
through colleagues and personal connections, even though 
the snowball sampling procedure expanded from initial 
contacts, it is possible some participants’ responses reflect 
similar backgrounds or clinical experiences.

Directions for Future Research

Research questions within this study asked about cultural 
humility and discussing challenging political climates with 
marginalized populations. Participants reflected on being 
open to difficult conversations and providing a platform for 
clients to express emotions around topics related to inequi-
ties or marginalizations. We felt there was something miss-
ing from this data that could better help therapists when 
considering cultural humility. There was an awareness and 
an openness to client experiences; however, there was not a 
focus on sitting with these difficult topics or what could be 
said to open the door to these conversations. Future research 
could connect some of these experiences; particularly as 
they present themselves in a telemental health format. Addi-
tionally, future research on training needs specific to work-
ing in a telemental health setting would benefit therapists. As 
the climate around utilizing telemental health shifts, being 
able to provide adequate training to meet the needs of this 

platform facilitates a higher standard of care clients receiv-
ing telemental health therapy services.

The intensity of COVID-19 was prevalent in this research. 
Community trauma and the influence of trauma on family 
systems play a role in daily experiences and resiliency (Lan-
dau et al. 2008). Bringing in community connections and 
family support play a role in coping. Research identifying 
particular emotions around COVID-19, the trauma influ-
ence, and tools for MFTs in the wake of this current trau-
matic climate, particularly when utilizing telemental health, 
could benefit the MFT profession.
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