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Abstract
Over the last two decades, a public rationale for the implementation of telehealth has emerged at the interplay
of specialised literature and political orientations. Despite the lack of consistent findings on the magnitude of
its benefits, telehealth is nowadays presented as a worthy solution both for patients and healthcare
institutions. Far from denying the potential advantages of telehealth, the main objective of this work is to
provide a critical assessment on the spread of the remote services as a vector of positive transformation of
contemporary health systems. For pursuing this objective, the EU agenda for the promotion of telehealth will
be retraced, and the main evidences alleged to sustain the implementation of remote care services will be
assessed. Furthermore, it will be evaluated the attempt made by the European Commission to establish an
ethical framework for guiding the use of telehealth in daily practice, and a roadmap of the most relevant legal
and ethical issues posed by the spread of telehealth will be traced. In the conclusions, it will be argued that the
radical transformations induced by this form of technological innovation call on to a new, ad hoc ethics
through which critically evaluate benefits and implications of telehealth services, with a view to keep high
the standard of healthcare against the economic interests of private stakeholders and ICTs’ vendors.
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Introduction
Over the last two decades, the implementation of Information and Communication Technologies (ICTs) in
healthcare has been intended as a fundamental means to deal with some of the major problems affecting the
organisation of contemporary health systems. Among these, there is the so-called ‘age time bomb’ which
stands for the constant increase of elderly population in industrialised countries.1 Political orientations and
the specialised literature have associated the demographic impasse with the need to reshape conventional
care-delivery process, conferring therefore a crucial role to the development of ‘telehealth’ services.2–4
Telehealth has been exhaustively described by the World Health Organisation as5
the delivery of health care services, where distance is a critical factor, by all health care professionals using
information and communication technologies for the exchange of valid information for diagnosis, treatment and
prevention of disease and injuries, research and evaluation, and for the continuing education of health care
providers, all in the interest of advancing the health of individuals and their communities.
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The origins of this innovative dimension are to be searched in the experimentations carried out by the US
National and Aeronautic Space Agency in the 1960s, aimed at providing remote assistance to the personnel
involved in orbital space missions.6,7 In the 1990s, thanks to a progressive reduction in the cost of the ICTs –
as well as to an improved capacity of data transmission – telehealth begins to flourish, evocating a large
spread of the remote services in contemporary health systems.8 In the last survey conducted by the World
Health Organization on the spread of telehealth worldwide,9 it has been pointed out that this form of
intervention can be considered as an already consolidated practice in several specialties: ‘telecardiology’,
which includes all the applications for the electrocardiogram and the remote monitoring of patients affected
by heart diseases; ‘teleneurology’, which provides a remote evaluation of patients’ cerebral functions
immediately after a stroke event, so as to take timely decisions on the most suitable intervention (surgical
or pharmacological); ‘telepsychiatry’, which encompasses a series of activities delivered through videoconference with purposes of education, diagnosis and treatment of psychiatric symptoms and pathologies;
‘telerehabilitation’, which encloses a range of activities delivered through videoconference for rehabilitation purposes; and ‘teleradiology’, which enables to transmit X-ray images from a peripheral site to a
specialist centre that will further provide for a radiological report.
In a first phase, the innovative conception that accompanied the emergence of telehealth has leveraged to
the need of territorial coverage – especially rural underserved areas – as a major argument for its development.
Indeed, one of the most important pledges of telehealth has been to scale-down the distances, enabling timely
and adequate access to healthcare for all the population. Nowadays, telehealth ‘promises’ to move the main
focus of healthcare intervention from the hospital to the primary care centres and patients’ homes, reducing
therefore the volume of unduly transfers and avoiding unnecessary hospitalisations. Consequently, telehealth
is also credited to increase continuity of care and improve quality of life of chronic patients. Furthermore, over
the last years, we have assisted to a significant mutation in the trajectory of development of telehealth. The rise
of ‘Mobile-Health’ from telehealth’s quintessence shows that the main vector of promotion of the remote care
intervention is no longer the need to overcome physical barriers and cover long distances, but the opportunity
to access healthcare services anyplace and anytime, that is to say, ubiquitously. As it will be argued, the spread
of telehealth seems to entail a profound reshape of the space–time relation that underlies the conventional
care-delivery process, contributing therefore to trace a ‘new geography of healthcare’ whose implications are
not yet fully evaluated. Nonetheless, considering that available evidences on convenience, effectiveness and
acceptability of the remote care services are still scarce and inconsistent, it is possible to argue that an
enthusiastic ‘public rationale’ for the implementation of telehealth has emerged at the interplay of specialised
literature and political orientations. Far from denying the potential advantages of telehealth both for patients
and healthcare professionals, the main objective of this work is to provide a critical assessment on the
spread of the remote services as a vector of positive transformation of contemporary health systems. In
section ‘The EU agenda for the promotion of telehealth’, the setting up of an EU agenda for the
promotion of telehealth will be retraced in order to evaluate the objectives pursued by the European
policy-makers in this field. In section ‘Overcoming the legal uncertainty: the Telehealth Services Code
of Practice for Europe’, the attempt to establish an ethical framework for guiding the implementation of
the remote services will be analysed by evaluating the provisions of the Telehealth Code Service
Practice for Europe, issued in 2013 on behalf of the European Commission. In section ‘Looking for
evidences on telehealth: the WSDP’, the findings emerged from the Whole System Demonstrator
Programme (WSDP) – the greatest telehealth trial up to now conducted – will be examined. As it will
be then exposed, though the trial has generated inconclusive results, it has been considered by the
European Commission and by several national health agencies as an ‘indisputable proof’ of the benefits
associated with telehealth practice. In section ‘The legal and ethical implications of telehealth’, a
roadmap of the most relevant legal and ethical issues posed by the spread of telehealth will be traced.
On the basis of the overview sketched-up, in the conclusions it will be argued that the radical
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transformations induced by this form of technological innovation call on to a new, ad hoc ethics through
which critically evaluate benefits and implications of telehealth services with a view to keep high the
standard of healthcare against the economic interests of private stakeholders and ICTs’ vendors.

The EU agenda for the promotion of telehealth
Over the last decade, the European Commission has shown to increasingly rely on the implementation of the
remote care services as a driver for the reorganisation of the Member States’ health systems. In 2004, the
Commission adopted its first ‘e-Health Action Plan’,10 illustrating the potential advantages associated with
the spread of telehealth in daily practice. The Action Plan contained the strategic approach that EU
institutions have consistently followed to promote the spread of telehealth services into the Member States’
health systems. The approach encompassed three main objectives: to cope with the economic burden
overwhelming public health systems because of ageing population and mounting incidence of chronic
diseases, to encourage the mobility of EU patients across Member States and to take advantage of the
opportunities led by technological innovation for stimulating the economic growth in the EU area. In order
to pursue these objectives, the e-Health Action Plan has called on to the EU national governments for
supporting the integration of telehealth in the respective national health services. As also stated by the
European Commission, ‘by end 2008, the majority of all European health organisations and health regions
(communities, counties, districts) should be able to provide online services such as teleconsultation (second
medical opinion), e-prescription, e-referral, telemonitoring and telecare’ (p. 20).10
The strategic axis of the e-Health Action Plan was further reaffirmed through the Communication no.
630/2007, which explicitly linked telehealth to one of the fundamental principles of the European Union’s
treaty: the promotion of human health to a high level, in all its policies and activities (art. 9).11 In this
context, therefore, the Communication no. 630/2007 encouraged the spread of technologies capable of
improving the effectiveness of healthcare-delivery process. This necessity acquired a renewed relevance
also in the light of a substantive change in the patients’ expectations. As stated by the Communication no.
630/2007, indeed, patients cannot be considered anymore as ‘passive objects’ of health interventions.
Rather, they are ever more engaged in prevention activities and assume proactive behaviours in the
management of their own health conditions (p. 10).12
Within the whole strategy for the promotion of ICT-mediated care services adopted by the European
Commission,13 nevertheless, the most important act is certainly represented by the Communication no. 689/
2008, which is exclusively focused on the implementation of telehealth into the Member States. Its main
objective, indeed, has been to sustain the latter in the effort to integrate the innovative services in daily
practice. In this context, a primary aim to fulfil was to ‘reassure’ patients about the efficacy and reliability of
telehealth, promoting therefore its social acceptability among the final users.
Telehealth was again brought to the attention of the EU institutions in 2010, for the establishment of a
‘European Digital Agenda’. For what concerns the healthcare sector, the main purpose of the Digital
Agenda has been to promote financial sustainability, and safeguard autonomy and dignity of the patients
affected by chronic-degenerative diseases (p. 32).14 Having regard to the implementation of telehealth, the
Action no. 13 has reaffirmed the need to pursue a high spread of the remote care services into the Member
States’ health systems.
The EU strategy for the promotion of telehealth received a new significant input in 2012, with the issue of
a second ‘e-Health Action Plan’.15 Among its main objectives, the Plan has assumed to cope with the major
obstacles that until then have inhibited the consolidation of telehealth in routine practice. Once more, in this
circumstance, the European Commission has called on to the EU national governments for a joint effort
aimed at promoting a wider awareness on the potential of telehealth among patients and professionals.
Besides this, the new e-Health Action Plan has also encouraged the research and the international
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cooperation, with the ultimate objective to achieve forms of interoperability among the different platforms
and applications used across the Member States.
The latest noteworthy orientation adopted by the European Commission16 in this field is represented by
the Background Paper ‘Growing the European Silver Economy’. Although it does not constitute a formal
position, and has been intended just as a means to inform the discussion among stakeholders, the ‘Silver
Economy’ paper provides a clear indication upon the future direction of the ‘EU Policy for Ageing Well
with ICTs’. According to the European Commission, indeed, ageing population is not only a challenge to
deal with, but a major opportunity to create employment and stimulate economic growth (p. 3).16 Admittedly, the spread of ICTs in healthcare is unfolding an impressive demand of new devices and applications:
approximately 485 million wearable sensors estimated to be purchased in 2018;17 97,000 smartphone
applications already available for a market-value estimated in nearly 26 billion dollars for the 2017.18
Furthermore, it has been estimated that the whole services and products aimed to cover the needs of ageing
population will generate a market of 7 trillion dollars per year.19

Overcoming the legal uncertainty: the Telehealth Services Code of Practice
for Europe
The lack of international standards, together with the scarceness of legal provisions applicable to the remote
services, has been identified as one of the major obstacles to the effective spread of telehealth in daily
practice.9,13 For this reason, in 2008, the European Commission has set forth the ‘TeleSCoPE’ project, a
supranational platform aimed to collect the best practices and share the most worthy experiences of remote
care across Europe. The end of the project has been followed by the issue of the ‘Telehealth Services Code
of Practice for Europe’ (briefly Telehealth Code), a soft-law instrument conceived to provide technical
parameters for ensuring a high quality to remote care-delivery. According to the Telehealth Code, the
correct management of the remote services requires an unequivocal repartition of tasks among the professionals involved in its management, namely physicians, nurses and private providers. The main objective of
the Telehealth Code was to encourage the participation of users and healthcare professionals in the design,
development and implementation of telehealth services. Besides this, by means of a dedicated glossary of
the most relevant terms used in this field, the Telehealth Code intended to stimulate a kind of convergence,
also considering the great heterogeneity in the features of the remote services (p. 11).20
Among the provisions of the Telehealth Code, the ‘Ethical Principles’ included in Section B are ones of
particular interest for the purposes of this work (pp. 23–26).20 According to the latter, indeed, each telehealth service should allow their users to access the ‘Current Mission Statement’, which is also intended as a
means to assess the compliance of the service with the fundamental principles of healthcare ethics (p. 23).
The Telehealth Code also recommends to employ an adequate number of professionals for the management
of the remote services (p. 34). Considering the peculiar nature of telehealth, it also establishes that involved
professionals should receive a special training, so as to enable them to adequately act through the virtual
setting and to establish positive relationships with the remote users (p. 34). Having regard to the quality of
the virtual interaction, the Telehealth Code prescribes that the teleconsultation can be undertaken only by
authorised professionals at work for the service and that the latter should be clearly identifiable by the
patient from the beginning of the connection. In this context, the Telehealth Code also imposes to explicitly
communicate and motivate to the patients the presence of third persons in the rooms of the service, allowing
them to be aware and accept it (p. 39). For what concerns telemonitoring, it is recommended that all the
professionals involved in the remote control of vital parameters ensure that timely actions will be undertaken in consequence of alarms or substantive variations of patients’ health conditions (p. 46). Furthermore,
all the professionals involved in the service’s management and delivery, including volunteer and private
contractors, are required to adopt transparent behaviours towards users and potential users. More in detail,
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they are explicitly requested to deal with potential conflicts of interest arising from their eventual engagement in both the service and further external activities (p. 23).
Finally, the Telehealth Code also establishes that the staff at work for the service cannot provide misleading
information on the quality or the magnitude of the benefits achievable by that means. In the same sense, they
cannot overlook to inform the potential user of any circumstance that could be relevant for its consent.
Signally, the Telehealth Code forbids to leverage the condition of psychological vulnerability usually faced
by patients in order to promote the desirability of the remote services (p. 24). In this context, the main concern
of the Telehealth Code is to ensure that potential users receive exhaustive information on the service’s
operation, maintaining freedom of choice between telehealth and the conventional services (pp. 19, 26).

Looking for evidences on telehealth: the WSDP
For a long time, the state of the art on telehealth has been characterised by scant evidences on the quality and
effectiveness of the remote services.9 Most part of the specialised literature – especially from medical informatics and engineering21–24 – have unduly underestimated the human valences of the relationship between
patients and healthcare professionals, suggesting an incautious equivalence between the technological feasibility of the remote services and the clinical acceptability of the treatments they convey.25–29 Another factor
that has contributed to the paucity of the knowledge available in this field has been the scarce replicability of the
results obtained through the randomised controlled trials. From an epistemic perspective, indeed, a significant
gap between the ‘clinical experiment’ and the ‘experimental clinic’ has been reported, that is to say, a series of
difficulties encountered when the ‘controlled setting’ of the trial ceases and the telehealth service has to ‘walk
with their own legs’ (p. 600).25 Another factor that has affected the reliability of the evidences is the methodological inadequacy of many experimentations conducted in this field. While several studies and reviews have
concluded that the implementation of telehealth would bring benefits to both patients and healthcare professionals, they have largely failed to allege consistent evidences for justifying this kind of inference.30,31
Aiming to cope with the discrepancy between the ‘promises’ of telehealth and the magnitude of the
evidences until then available, in 2008, the UK Department of Health has financed the ‘WSDP’, the largest
trial ever carried out before in this field, with a total duration of approximately 4 years and a total cost of
nearly 29 million pounds. The WSDP has seen the participation of 230 general practitioners and more than
6000 patients affected by one of the following pathologies: chronic obstructive pulmonary disease, heart
failure and diabetes. The trial has been divided in different sections, each assigned to an independent
research institution. In 2011, before the end of the trial, the UK Department of Health released some notes
from which results that the WSDP achieved ‘evidence of the benefits’ of remote care intervention.32 As
stated by these notes, therefore, ‘if used correctly’, the implementation of telehealth in the UK National
Health Service would be able to reduce up to 15% of the accidents occurred during the emergency visits, up
to 20% of the emergency admissions, up to 14% of the elective admissions, up to 14% of the total length of
the hospitalisations, up to 8% of the total expenditure in healthcare, and – strikingly – up to 45% of the
mortality rate among telemonitored patients.32 Moreover, according to the former secretary of the Department of Health, the implementation of telehealth in the United Kingdom would have enabled to save up to
1.2 billion pounds in 5 years.33 On the basis of this enthusiasm, the UK Department of Health announced the
launching of a first initiative of implementation of telehealth in the National Health Service. In a first phase,
the initiative was named ‘Three Million Live Campaign’, which evocated the number of patients that could
have taken advantage from the adoption of this innovative form of intervention.
The estimates released by the Department of Health, nonetheless, did not find any correspondence within
the official findings published at the end of the trial. More generally, they clashed with the prudent
interpretation provided by the researchers at work for the WSDP. In a first section of the trial, indeed, it
has been found that, if compared with the control group (patients treated traditionally), the intervention
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group (patients treated with telehealth) registered a lower admission proportion (0.54 vs 0.68 days per
patient) and a shorter total length of hospitalisation (4.87% vs 5.68%). Also the mortality rate resulted lower
for the patients of the intervention group when compared with the control one (4.6% vs 8.3%). Moreover,
within the 12-month experimentation, 42.9% of the telemonitored patients encountered a need for emergency admission, versus 48.2% of the patients conventionally treated. These differences can be seen as quite
modest considering that the intervention patients were constantly ‘under control’. Commenting the findings,30 indeed, the researchers of this first section have highlighted
this study has shown that a smaller proportion of telehealth users than controls were admitted to hospital during a
12-month follow-up. However, the magnitude of the group difference in admission proportion was relatively
small [ . . . ] raising questions about the clinical relevance of the results. (p. 5)

Concerning other indicators, such as elective admissions, outpatient attendances and emergency visits, the
difference between the intervention and the control group has been considered as ‘not significant in general’
(p. 5).30 Having regard to the costs of remote care-delivery, a small decrease in the total expenditure of the
intervention group has been observed in comparison with the control group (£188 per head over 12 months).
Nevertheless, this difference does not compensate the costs sustained for the implementation of the technological platforms, which were not taken into account in this section. Moreover, commenting the exiguity of
that difference, the researchers have affirmed that it could have been the effect of a mere coincidence.34
A further section of the WSDP assumed to evaluate the effects of telemonitoring on the quality of life of
remote patients. Commenting the findings of this section, nonetheless, the researchers have observed a lack
of positive effects on quality of life’s indicators:31
the current study’s conclusions therefore differ markedly from most extant studies and reviews examining the
effect of telehealth on health related QoL, which are typically interpreted as showing benefits despite presenting
equivocal evidence. The scope for inappropriate inferences is increased when small and methodologically weak
studies generate inconclusive results. The current findings underline the importance of using data from adequately powered, high quality trials to make decisions about telehealth implementation and caution against
reliance on meta-analyses based on small, poor quality studies. (p. 7)

The same tone has been adopted by the researchers at work on another section of the WSDP, directed to
evaluate the effects of an integration between standard care and remote treatments. In this context, the
researchers have found that while total expenditures for the intervention group – patients who enjoyed both
telehealth and standard care – were higher than standard care alone, the integration did not generate a
significant gain in terms of quality of life (p. 7),35 suggesting therefore a limited impact of telehealth.

The evidence of the benefits: the public endorsement of a ‘misunderstanding’?
Paradoxically, on account of the declarations released by the UK Department of Health, the triumphalism
for the benefits of telehealth has been ‘officially’ associated with the WSDP, which is currently the trial that
most accurately rejects that rhetorical stance. Even more surprisingly, this rationale has been endorsed by
other national and supranational political institutions with the purpose to sustain the implementation of
telehealth services in public health systems. For instance, this has occurred with the Italian ‘Consiglio
Superiore della Sanità’ (CSS), a national board enabled to issue orientations and normative integrations in
the field of healthcare, on behalf of the Italian Ministry of Health. In 2014, the CSS issued a document
containing guidelines for the development of telehealth in the Italian National Health Service.36 In this
document, the board finds out that the encouraging results achieved by the WSDP have induced the UK
Department of Health to launch a first phase of implementation of telehealth (p. 6).36 In some way, the CSS

Botrugno

7

seems to argue that the stance assumed by the UK Department of Health exempts from investigating
furthermore the implications, convenience and acceptability of telehealth services. Indeed, the Italian
guidelines not only disregard the official findings of the WSDP but also overlook the wider state of the
art in this field, dismissing to quote any other trial, study or review on telehealth.
A similar situation occurred with the Portuguese ‘Grupo de Trabalho para a Informatização do Serviço
Nacional de Saúde’ (Working Group for the Informatisation of the National Health Service), established on
behalf of the Portuguese Ministry of Health.37 Quoting the declaration of the UK Department of Health, in
the final report, the compilers have called on to the ‘impressive results’ obtained by the WSDP (p. 44).
Nonetheless, the Working Group has completely omitted any reference to the official findings of the trial,
thus neglecting the discrepancy reported between the latter and the enthusiastic declarations released by the
UK Department of Health.
Not least, the European Commission has defined the WSDP as ‘an example of successful experimentation’,4 contradicting therefore the interpretation provided by the researchers at work on the trial, especially
for what concerns consistency and reliability of the achieved findings.30,38

The legal and ethical implications of telehealth
Qualitative and organisational studies have already shown that the integration of telehealth does not provide
a ‘technological fix’ for preexisting healthcare problems such as ageing, scarce resources and lack of
coverage.27 On the contrary, it has been proved that to be effective, remote services require a significant
reshape of the conventional care-delivery process.39,40 First of all, the adoption of telehealth in daily
practice affects the repartition of tasks among healthcare professionals – especially between physicians
and nurses – leading to a new ‘labour division’ in healthcare. Moreover, it is worthy to remind that acting in
the virtual setting entails a significant shift of the professionals’ practices and aptitudes. For this reason, as
also stated by the Telehealth Code (p. 34), it is important to foresee an adequate training for those
professionals involved in telehealth’s management and delivery. Indeed, most part of the remote services
– and especially telemonitoring ones – enables healthcare professionals to have access to a greater portion of
patients’ daily-life and consequently also to a bigger volume of sensitive data. Not only these (potential
overwhelming) streams of data are to be protected against unauthorised access and misuse,25,41,42 but they
also oblige healthcare professionals to take into account all of them, irrespective of its relevance to the
patient’s conditions.28 Hence, if not adequately addressed, the adoption of telehealth could easily exposes
professionals to unforeseen liability issues and new cases of malpractice.
On a different standpoint, the redistribution of tasks does not only concern healthcare professionals.
Telehealth requires a significant engagement of tele-patients, who are requested to contribute to the
management of their own diseases through a proactive attitude, aimed at ensuring the effectiveness of
remote intervention. This form of co-management, if positive in so far as it improves patients’ awareness
upon their own health conditions, it could be also problematic since it blurs ever more the fine line that
separates patient’s autonomy from the duties of healthcare professionals.25 Together with privacy, confidentiality and liability, the ‘autonomy’ brought by telehealth to remote users is among the most discussed
issues from an ethical viewpoint.28,43,44 Here, it is worthy to remind that this kind of discussion should be
tailored on the peculiar features of the remote service considered – scope, features, pervasiveness, involvement of care professionals, length and so on. Nonetheless, for the purposes of this work, it is sufficient to
consider that the adoption of telehealth services has been usually seen as a means to ensure a greater
autonomy to elderly and chronic patients.4 In this context, it is undeniable that telehealth provides a valuable
opportunity for these patients to avoid hospitalisation and stay at home. Nonetheless, this perspective seems
to neglect that chronic patients are less likely to experience autonomy, and usually do not need to stay alone
and live independently, but rather to enjoy of relations of closeness and intimacy with relatives and

8

Nursing Ethics XX(X)

caregivers.28,45 Hence, considering the therapeutic value of physical presence and touch in healthcare,
telehealth services should be designed to supplement standard care more than substitute it.41,46,47
Furthermore, in some cases, telehealth connects patients to automated or semi-automated care services,
presented as ensuing from an authentic human expertise. Latest technological devices and applications
integrate anthropomorphised and user-friendly interfaces, so as to give patients the impression of a human,
warm interaction.48 Patients themselves sometimes unconsciously contribute to the humanisation of artificial systems, charging them the responsibility for mistakes and malfunctioning.49 For the purposes of this
work, it is worthy to highlight that although patients are usually very prone to adopt new healthcare
technologies, they rarely show to be fully aware of the ensuing implications.
On a different perspective, the spread of telehealth has been also proposed as a means to deal with the
shortage of healthcare professionals,36,37 which nowadays is a persistent factor, also due to the sustainability
problems faced by contemporary health systems. Indeed, the rhetorical stance that accompanies the promotion
of telehealth services has leveraged to the ‘optimisation of resources’ in healthcare, resumed by the motto
‘doing more, faster and cheaper’.4,50 Having clear that professionals are arguably the most important resource
in healthcare, it is possible to affirm that here optimisation stands for dismissing a certain quote of them,
meanwhile exacerbating the businesslike attitude of the others, that is to say, forcing them to act ever more in
accordance to performance indicators. In this scenario, therefore, the emergence of telehealth as a means to deal
with professionals’ shortage endangers the frail equilibrium that underlies the relations of cooperation among
different healthcare professionals. For what concerns nurses, the progressive emergence of registered nurse as
care managers and nurse practitioners39,51 leads to think that nurses will be ‘doomed’ to replace the physical
presence of remote or absent physicians, absorbing as well a remarkable portion of their responsibilities.
Finally, the new geography of healthcare traced by telehealth seems to overlook the relevance of cultural
factors in healthcare organisation, especially for what concerns cross-border telehealth.25 Connecting
patients and professionals from different countries, or diverse professionals among them, could not be so
easy as setting up a data transmission service. Indeed, beyond the potential linguistic barriers, it is worthy to
point out that each healthcare profession and each service has a specific legacy of experience and a set of
social practices that constitute its own ‘culture’. This multifaceted, situated knowledge is fundamental in
order to ensure meaningful interactions among the various professionals involved in the care-delivery
process, as well as in the relationship with final users.

Conclusion: towards a new ethics for telehealth
Over the last two decades, a ‘public rationale’ for the promotion of telehealth has emerged at the interplay of
specialised literature and political orientations. Despite the lack of consistent findings on the magnitude of
its benefits, telehealth is nowadays presented as a worthy solution both for patients and healthcare institutions.14,15,52–54 In this context, it is possible to affirm that the strategy for the promotion of telehealth is
going on under the aegis of a self-evident perspective in which technological innovation is used on a
political level more for his evocative power than for the real extent of the benefits it could bring to
healthcare. Nevertheless, considering that this implementation is to carry out in a context of scarce financial
resources and with multiple alternative allocations for care purposes,55 it is necessary to dispute this form of
‘technological determinism’, and restore a plan of analysis through which critically assess the implications
of telehealth. This requires to consider not only the potential benefits – evaluating its effective extent – but
also to explore the risks correlated to its spread in daily practice. Bringing into play the ‘imperative of
responsibility’ of Hans Jonas,56 it could be argued that the radical transformation induced by telehealth – or
its ‘qualitative novelty’, to use the jargon of the philosopher – call on a new, ad hoc ethics, especially
designed to address the operation of the remote services. An ‘ethics of telehealth’ should therefore offer
criteria useful to take advantage of all the potential benefits it could ensure to patients and healthcare

Botrugno

9

professionals, meanwhile establish some limits in order to safeguard the quality of healthcare from the
economic interests of private stakeholders. Up to now both EU and national institutions have disregarded
the potential conflict of interest underlying the implementation of the remote care services into the Member
States’ health systems. As reported above (see section ‘The EU agenda for the promotion of telehealth’), the
promotion of telehealth is disclosing an immense demand of new services and products that will be mainly
covered by ICTs’ vendors, the only able to provide and guarantee the functioning of latest technological
devices and applications. None of the orientations and policies adopted by the European Commission
alights on this aspect, except for the Telehealth Code (though briefly, in Section B2). Nonetheless, also
due to the vagueness of its provisions, this instrument has largely failed to penetrate in daily practice. A
different awareness has inspired the mentioned survey by the World Health Organization on the spread of
telehealth,9 which explicitly stressed the importance of the rules presiding the relations between private
providers and public healthcare institutions (p. 11). In such a scenario, it is fundamental to assess whether
the innovative models are intended to cover real needs of the chronic patients or to induce new ones that
match the economic interests of telehealth providers. By promoting an incremental logic according to which
a ‘good care’ means to have access to as more care services as possible, the influence of private corporations
in the definition of the public policies for technological innovation could have severe repercussions on the
performance of the public health systems.
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