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Perspectives

Practical and Ethical Considerations in 
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Telehealth has been a long-awaited advancement with the potential to improve efficiency, convenience, 
and quality in healthcare. However, as telehealth becomes integrated into routine clinical care, it is 
imperative to consider the practical and ethical implications that could undermine or devalue care delivery. 
The medical profession must ensure that it is implemented judiciously and with robust quality standards, 
guided by fair and equitable policies that balance patient autonomy with rigorous standards of care and 
access. Such a system must recognize the opportunity for more patient input as stakeholders to tailor care 
to their needs and preferences, while also acknowledging the risk of suboptimal care if convenience is 
prioritized over quality. More studies of optimal care models are needed to integrate data in terms of both 
stakeholder input and outcomes.
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INTRODUCTION

Telehealth has undeniably transformed care amidst 
the COVID pandemic, enabling continuity of chronic dis-
ease management and triaging of new patient problems 
while minimizing face-to-face visits. The unleashing of 
telehealth throughout all parts of the health system has 
been a long-awaited advancement that has the potential 
to improve efficiency, convenience, and quality. Howev-
er, as telehealth becomes integrated into routine clinical 
care, it is imperative to consider the practical and ethical 
implications that could undermine or devalue care deliv-
ery. These include the risks of prioritizing convenience to 
the detriment of quality and exacerbating existing dispar-

ities, along with other unanticipated consequences of care 
transformation.

Convenience and Quality
American culture places a high value on choice 

availability and autonomy, both of which may be aug-
mented by the advent of telehealth. Having more virtual 
visit options may yield salutary effects, including reduced 
exposure during a pandemic, convenience for patients, 
and greater patient access and comfort. But it is import-
ant to ask whether, in these scenarios, quality is being 
compromised. For example, there may be tradeoffs for 
convenience, wherein the absence of a physical exam or 
an overlooked nuance in non-verbal communication may 
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result in a missed diagnosis. This is especially critical in 
certain cardiac conditions such as atrial fibrillation or val-
vular disease, which involve complex decision making 
and where the physical examination is essential to detect 
subtle early signs that may change management. Similar-
ly, patients with serious chronic illnesses requiring ad-
vanced care planning such as congestive heart failure and 
cancer may derive more medical and psychosocial sup-
port from multidisciplinary face-to-face visits with clini-
cians and support staff such as social work and nutrition 
services. Preliminary data suggest mixed levels of patient 
satisfaction with telehealth, recognizing convenience as 
a significant advantage of telehealth, but acknowledging 
greater thoroughness of face-to-face visits [1,2].

Distributive Justice
From a distributive justice standpoint, telehealth op-

tions have the potential to promote increased access to 
healthcare for vulnerable populations who struggle with 
mobility or transportation issues. Patients no longer need 
to take time off from work or find childcare to visit their 
clinicians. However, if face-to-face visits are inherently 
of higher quality, then expanding telehealth visits could 
unintentionally result in a two-tiered system for patients 
already disadvantaged, further exacerbating structural in-
equities made even more apparent during the COVID pan-
demic [3]. Specifically, the very patients who struggle to 
come into the office may be the ones who stand to benefit 
the most from more intensive in-person care and counsel-
ing due to lower rates of health literacy and education in 
disadvantaged populations [4,5]. Similarly, patients with 
the least comfort with the technology necessary for opti-
mal utilization of telehealth, which might include elderly 
patients and rural patients, may be unduly guided towards 
telehealth under the assumption that it will afford greater 
access. In addition to studies showing that older patients 
struggle with technology [6], introducing telehealth with-
out other structural supports (eg, internet access, device 
access, tech support) can amplify disparities due to so-
cial determinants of health [7]. Indeed, patients living in 
poverty and with other social stressors are more likely to 
use audio-only telehealth visits as opposed to televideo, 
which provides a much fuller interaction [8].

Unintended Consequences
There may be further unintended consequences that 

result as telehealth moves to the forefront of routine med-
ical care, including evolving care models driven by re-
imbursement (as opposed to quality) and burdening an 
unprepared workforce. While changes in reimbursement 
have catapulted the adoption of telehealth, it is not yet 
clear whether the Centers for Medicare and Medicaid 
Services (CMS) and commercial providers will modify 

reimbursement after the COVID pandemic or whether 
there will be wide differences in reimbursement between 
payors. In the latter case, patients with insurance that of-
fer low reimbursement for face-to-face visits could be 
shifted to telehealth visits to open more slots to patients 
with higher paying insurance plans. Similarly, low or no 
reimbursement for telehealth visits may result in forced 
face-to-face visits potentially at the expense of patient 
safety and accessibility.

Furthermore, telehealth could unintentionally drive 
low-value care. For example, the physical exam may be 
superseded by diagnostic tests, potentially disfavoring 
implementation of evidence-based care leading to worse 
outcomes or higher costs. It is also unclear whether tele-
health might contribute further to the already widespread 
problem of clinician burnout, for which too much screen 
time and too little face-to-face time with patients due to 
electronic medical record requirements has already been 
cited as a major contributing factor [9]. Rigorous data 
collection on these and other fronts will be crucial in as-
sessing the impact of telehealth moving forward.

Judicious Implementation of Telehealth
These tensions involving convenience versus quality, 

distributive justice concerns, and further unintended con-
sequences can be reconciled by establishing core quality 
standards for telehealth. To ensure that quality is not jeop-
ardized for convenience, training and support for clini-
cians and patients is paramount. First, patients should be 
equipped with adequate technology for their visits; this 
may necessitate the provision of tablets or consoles and 
the training of some patients in how to use them properly. 
While training can likely be done by health system staff, 
purchasing necessary telehealth equipment for patients 
who cannot afford it will be the duty of healthcare sys-
tems, health insurers, or the government in order to move 
toward greater health equity and reduce disparities. Sec-
ond, patients should be encouraged to dedicate adequate 
time and space to their virtual visit in order to minimize 
distractions. Third, incorporating remote digital diagnos-
tic tools such as automatic blood pressure cuffs, pulse 
oximeters, and perhaps even digital stethoscopes could 
enhance care. Many patients have already embraced 
“wearables” such as the Apple Watch for heart rate and 
rhythm monitoring, and while more data is needed, these 
devices have significant potential to enhance remote care 
[10]. Standards addressing the balance between in-person 
and telehealth visits may also promote optimal care. For 
example, treating telehealth as a supplement rather than 
replacement for traditional medical care by requiring a 
minimum frequency of face-to-face visits with telehealth 
visits interspersed, and preferencing face-to-face visits 
for new symptoms or high-level decision making, could 



Hull et al.: Practical and ethical considerations in telehealth 369

be implemented and evaluated. Some disciplines, such as 
the care of patients with congestive heart failure, have 
already integrated remote monitoring in conjunction with 
face-to-face encounters; this design has been shown to 
improve patient health and reduce re-hospitalization and 
mortality, and may serve as a model for other fields to 
build upon [11]. Telehealth also opens greater opportu-
nities to include caregivers, or even trusted community 
representatives, in the visit. Such people could offer in-
sights about patient symptoms, quality of life, preferenc-
es, and values; they could also serve as cultural brokers to 
enhance trust between the clinician and patient and lead 
to more patient-centered care. Allied health professionals 
could also be integrated with the purpose of carrying for-
ward care plans via telehealth. For example, pharmacists 
could titrate medication dosing to achieve guideline-con-
cordant care in between face-to-face visits with the phy-
sician.

It is also critical to ensure that patients are not co-
erced into telehealth visits (or face-to-face visits) based 
on default assumptions, as opposed to a shared conver-
sation about what is best. Additional supports for optimal 
telehealth experiences should be developed and reim-
bursed. For example, community health workers could 
be used to assist individuals in accessing the full range of 
technologies necessary for a high-quality visit [12].

Finally, the value of telehealth needs to be studied so 
that insurance companies can make decisions about reim-
bursement based on data. With increasing shifts towards 
value-based care, there is increased incentive to study the 
costs and benefits of telehealth. Until then, there needs 
to be transparency around pricing so that health systems 
and clinician practices can proactively design care mod-
els that are both safe and high-quality for all payor pop-
ulations. In return, the medical profession must develop 
and maintain rigorous standards of telehealth platform 
functionality and privacy to ensure the highest possible 
quality of care from a logistical standpoint. Keeping plat-
forms standardized will help to maintain the distinction 
of the telehealth visit as a true clinician-patient encounter 
rather than a simple “check-in.” Furthermore, dedicated 
communication and examination skills training for tele-
health should be implemented to maximize quality of 
care from a clinical perspective. This training should start 
at the medical school/practitioner training level to ensure 
sufficient experience for clinicians.

CONCLUSION

Physicians have both a duty to provide high quality 
care and a duty to ensure equitable access to care resourc-
es for all patients. As telehealth is integrated more durably 
into practice models, the medical profession must ensure 
that it is done so judiciously and with robust quality stan-Ta
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(TIM-HF2): a randomised, controlled, parallel-group, 
unmasked trial. Lancet. 2018 Sep;392(10152):1047–57.

12. Liu P, Astudillo K, Velez D, Kelley L, Cobbs-Lomax D, 
Spatz ES. Use of Mobile Health Applications in Low-In-
come Populations: A Prospective Study of Facilitators 
and Barriers. Circ Cardiovasc Qual Outcomes. 2020 
Sep;13(9):e007031.

dards. These must begin with fair and equitable policies 
that balance patient autonomy with rigorous standards of 
care and access. Such a system must recognize the oppor-
tunity for more patient input as stakeholders to tailor care 
to their needs and preferences, while also acknowledging 
the risk of suboptimal care if convenience is prioritized 
over quality (see Table 1). Patients should not be viewed 
as mere “consumers” just as clinicians are not mere “pro-
viders.” More studies of optimal care models are needed 
to integrate data in terms of both stakeholder input and 
outcomes.
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