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Abstract  

Mental health telemedicine has expanded at unprecedented scale since 2020, transforming psychiatric and psychological 

services from predominantly in-person to hybrid digital delivery. This transformation has exposed the inadequacy of regulatory 

frameworks originally designed for face-to-face clinical encounters. This paper offers a comparative analysis of the regulation 

of mental-health telemedicine in India, the United States, and the United Kingdom. It examines licensing, standard of care, 

informed consent, data protection, cross-border practice, and emergency-protocol requirements, drawing on India's 

Telemedicine Practice Guidelines 2020 and Mental Healthcare Act 2017, the US Ryan Haight Online Pharmacy Consumer 

Protection Act 2008 and state telehealth statutes, and the UK's General Medical Council Remote Prescribing Guidance 2020 

and Data Protection Act 2018. The analysis engages the recent contribution of P and Venkateswarlu (2025) and identifies three 

convergent trends—standard-of-care equivalence, data-minimization mandates, and suicide-risk protocols and three areas of 

persistent divergence—licensing portability, controlled-substance prescribing, and cross-border provider accountability. The 

paper proposes a tiered international framework to reconcile patient mobility with regulatory coherence. 
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I. INTRODUCTION  

The delivery of mental-health services has undergone a structural shift. Before 2020, telemental-health represented a 

small percentage of psychiatric and psychological encounters in most jurisdictions; by the end of 2022, it accounted for more 

than half of all outpatient psychiatric sessions in the United States and a rising share in India and the United Kingdom 

(American Psychiatric Association, 2022; NHS Digital, 2022). Pandemic-era emergency waivers catalyzed adoption, and 

substantial portions of that adoption have proved durable. 

The regulatory architecture, however, was not designed for this scale or modality. Licensing regimes assume geographic 

practice; standard-of-care doctrines presuppose physical examination; informed-consent requirements rest on face-to-face 

interactions; and emergency-response protocols were developed for in-person clinic settings. Mental-health care poses 

particular regulatory challenges because the standard of care often hinges on non-verbal observation, because crisis situations 

such as acute suicidality require rapid in-person intervention, and because the therapeutic relationship depends on trust that 

may be mediated differently across digital channels. 

This paper compares the regulatory responses of three jurisdictions that host substantial telemental-health markets: 

India, the United States, and the United Kingdom. Building on the comparative study of P and Venkateswarlu (2025), the 

analysis identifies convergences, divergences, and policy gaps, and proposes a tiered international framework to address cross-

border practice. 

II. THE EMERGENCE OF TELEPSYCHIATRY AND POLICY DRIVERS 

Mental-health demand in all three jurisdictions exceeds the supply of licensed providers. India has approximately one 

psychiatrist per 100,000 population against a WHO-recommended ratio of three; the United Kingdom faces waits of weeks to 

months for NHS psychological therapies; the United States struggles with regional maldistribution, with acute shortages in 
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rural counties (World Health Organization, 2021). Telemental-health addresses the geographic mismatch between demand and 

supply, enables lower-friction access for populations facing stigma, and allows specialist providers to serve underserved 

regions without relocation. 

Three policy drivers have shaped regulation. First, public-health emergencies have catalyzed provisional regulatory 

relaxations; most jurisdictions have subsequently converted emergency measures into permanent reforms. Second, parity 

movements have sought to equate telemental-health reimbursement and legal standing with in-person care. Third, digital-

health innovation has introduced asynchronous modalities text-based therapy, app-mediated cognitive behavioral therapy, AI-

supported triage whose regulatory status remains unsettled. 

The regulatory response has broadly converged on standard-of-care equivalence, meaning that provisions must meet 

the same professional standard whether delivered in person or remotely. Divergence persists in licensing reciprocity, 

controlled-substance prescribing, and the treatment of asynchronous and AI-augmented services. 

III.  INDIAN REGULATORY LANDSCAPE 

India's regulatory framework for mental-health telemedicine rests on three principal instruments: the Telemedicine 

Practice Guidelines 2020 issued by the Board of Governors in supersession of the Medical Council of India; the Mental 

Healthcare Act 2017; and sectoral rules issued by the National Medical Commission. The Telemedicine Practice Guidelines 

establish the first national framework permitting registered medical practitioners to provide teleconsultation. They distinguish 

first consultations, in which caution governs prescribing, from follow-up consultations where the therapeutic relationship is 

established. Category-specific prescription restrictions apply: medicines listed in Schedule X and most narcotic substances 

require in-person evaluation and cannot be prescribed via teleconsultation alone. 

The Mental Healthcare Act 2017 adopts a rights-based framework for mental-health services, including the right to 

access, the right to community living, advance directives, and a regulatory structure of Mental Health Review Boards at state 

and central levels. The Act does not specifically address telemedicine, but its rights-based architecture applies equally to digital 

delivery. The right to confidentiality under section 23 and the right to informed consent under section 86 are particularly salient 

for digital encounters. 

The Digital Personal Data Protection Act 2023 (DPDP Act) supplements these frameworks by regulating the processing 

of personal data, including health data. Consent is the default lawful basis; data fiduciaries must provide notice, secure consent, 

and implement reasonable safeguards. The Act does not yet designate health data as sensitive personal data with heightened 

protection, a gap that P and Venkateswarlu (2025) identify as requiring urgent remediation given the specific sensitivity of 

mental-health information. 

Gaps in the Indian framework include the absence of specific protocols for psychologists and counsellors (who are not 

'medical practitioners' under the Telemedicine Guidelines), the lack of standardized consent forms for digital mental-health 

services, and limited guidance on emergency-response protocols for acute suicidality during teleconsultations. The National 

Mental Health Policy 2014 is due for revision to incorporate these digital-era considerations. 

IV.  UNITED STATES REGULATORY APPROACH 

The United States regulates telemental-health through an intersecting system of federal and state instruments. Federally, 

the Ryan Haight Online Pharmacy Consumer Protection Act 2008 requires at least one in-person medical evaluation before 

prescribing a controlled substance through telemedicine, subject to defined exceptions. The Act's applicability to 

buprenorphine and other medications used in mental-health treatment has been temporarily relaxed under public-health 

emergency declarations; the Drug Enforcement Administration has iterated through proposed rules to formalize a permanent 

framework. 

State law governs licensing. A practitioner must generally hold a license in the state where the patient is physically 

located at the time of the consultation. The Interstate Medical Licensure Compact, adopted by forty states and the District of 

Columbia, expedites but does not eliminate state-by-state licensure. Psychology licensing is addressed through the PSYPACT 

compact, which permits telepsychology practice across member jurisdictions under an authorization to practice 

interjurisdictionally. Neither compact provides full portability. 

The Health Insurance Portability and Accountability Act 1996 (HIPAA) establishes the federal privacy and security 

framework for protected health information. HIPAA's Privacy Rule restricts disclosure; the Security Rule mandates technical, 

administrative, and physical safeguards for electronic protected health information. HIPAA's applicability to app-based 

mental-health services has generated significant enforcement activity, particularly in 2023–2024, as the Federal Trade 

Commission has pursued consent decrees against apps that shared sensitive data with advertisers. 

The Mental Health Parity and Addiction Equity Act 2008 requires insurance plans offering mental-health coverage to 

provide parity with medical and surgical benefits; the Consolidated Appropriations Act 2021 strengthened enforcement. 

Telemental-health reimbursement has been expanded under Medicare and most state Medicaid programs through post-

pandemic legislation, though specific parity questions around asynchronous care remain unsettled. 

V.  UNITED KINGDOM REGULATORY APPROACH 

The United Kingdom regulates telemental-health through a combination of professional-body guidance, data-protection 

statute, and NHS commissioning frameworks. The General Medical Council's Remote Consultations and Prescribing Guidance 

2020 establishes that remote consultations must meet the same standards as in-person care, including thorough clinical 

assessment, safeguarding, and record-keeping. The British Association for Counselling and Psychotherapy and the Health and 

Care Professions Council have issued parallel guidance for psychologists, psychotherapists, and counselling professionals.  

The Data Protection Act 2018 implements the UK General Data Protection Regulation (UK GDPR), with special-

category protections for health data under Article 9. Controllers must identify a lawful basis under Article 6 and a condition 

http://www.eduresearchjournal.com/index.php/ijjsrs


Volume: 3 | Issue: 3 | August  – 2026 |  www.eduresearchjournal.com/index.php/ijjsrs  |                                                        22 

under Article 9, typically consent for non-clinical services or provision of health care for clinical services. The Information 

Commissioner's Office has issued specific guidance on telehealth applications, emphasizing data-minimization, purpose-

limitation, and controller accountability. 

NHS England's Digital Mental Health Service Assessment provides an accreditation framework for digital tools 

commissioned into NHS mental-health pathways. The Improving Access to Psychological Therapies (IAPT) program, since 

renamed NHS Talking Therapies, has incorporated substantial digital components including internet-enabled cognitive 

behavioral therapy (iCBT). 

The UK framework is notable for its integration of professional-body, statutory, and service-commissioning standards. 

Gaps include the unclear regulatory status of direct-to-consumer mental-health apps operating outside NHS pathways, cross-

border practice issues following Brexit's effect on European health professional recognition, and emergency-response 

coordination for acute presentations. 

VI. DATA PROTECTION, LICENSING, AND CROSS-BORDER CHALLENGES 

Three issues dominate the comparative landscape. First, data protection for mental-health information. All three 

jurisdictions afford heightened protection, but the architecture differs. The US HIPAA framework is sectoral and applies only 

to covered entities; the UK GDPR framework is horizontal and treats health data as a special category across all controllers; 

the Indian DPDP Act 2023 currently treats all personal data uniformly, pending sector-specific rules. Convergence on data 

minimization, purpose limitation, and breach notification is substantial; divergence on the scope of 'covered' activities and the 

applicability to direct-to-consumer apps is significant. 

Second, licensing portability. The US is moving toward compact-based interstate practice for physicians and 

psychologists, but portability remains limited. The UK recognizes health professionals registered with the General Medical 

Council, Nursing and Midwifery Council, and Health and Care Professions Council, with restricted post-Brexit arrangements 

for European Economic Area qualifications. India operates a state-registration system under the National Medical Commission 

Act 2019 with limited interstate reciprocity. Cross-border telehealth between the three jurisdictions is legally precarious. 

Third, emergency-response protocols. Acute mental-health crises during teleconsultation suicide ideation, acute 

psychosis, imminent risk of harm require rapid in-person intervention, which in turn depends on local emergency services and 

verification of the patient's physical location. Protocols in all three jurisdictions require the practitioner to verify the patient's 

location at the outset of the session and to maintain local emergency-contact information. The UK's IAPT program includes 

the most developed risk-stratification protocols; US and Indian frameworks rely on individual-practitioner discretion within 

broad guidance. P and Venkateswarlu (2025) emphasize the urgency of harmonizing emergency-response standards, 

particularly for cross-border care. 

VII. RECOMMENDATIONS AND CONCLUSION 

Reform should advance along four axes. First, jurisdictions should codify data-protection provisions specific to mental-

health information, including restrictions on secondary uses, retention limits for session recordings, and required disclosures 

at the point of service. India's DPDP Act framework requires sector-specific rules that elevate mental-health data to a sensitive 

category. 

Second, licensing portability should be expanded. Bilateral recognition agreements, modeled on the IMLC and 

PSYPACT compacts, could extend portability for mental-health practice between jurisdictions with comparable training and 

ethical standards. The World Health Organization's 2018 Global Strategy on Digital Health provides a coordinating framework. 

Third, emergency-response protocols should be standardized. A minimum set of requirements location verification, 

documented emergency-contact person, local crisis-line integration, risk-assessment documentation should be adopted across 

jurisdictions as a condition of teleconsultation practice. 

Fourth, specific frameworks for non-physician mental-health providers (psychologists, counsellors, social workers) and 

for asynchronous and AI-augmented services should be developed. India's Telemedicine Practice Guidelines, currently limited 

to registered medical practitioners, should be expanded; the FDA's Software-as-a-Medical-Device framework and the MHRA's 

2023 guidance on digital mental-health tools provide reference models. 

Building on P and Venkateswarlu's (2025) comparative analysis, this paper concludes that regulatory convergence has 

progressed substantially but that meaningful cross-border practice requires bilateral coordination on data flows, licensing, and 

emergency response. Mental-health telemedicine has demonstrated its clinical and social value; regulatory infrastructure 

should be brought into alignment with that demonstrated value. 
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