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ABSTRACT
Introduction  Telerehabilitation (also known as virtual 
rehabilitation) refers to the use of telecommunication 
technologies to deliver remote rehabilitation services 
synchronously or asynchronously to patients. Systematic 
reviews seem to validate the efficacy and efficiency of 
telerehabilitation services for diverse patient conditions 
while offering in addition potential cost savings in 
healthcare. However, integrating telerehabilitation into 
clinical settings raises several ethical issues, including 
the risk of exacerbating existing health inequities in 
the provision of care. Despite the apparent scarcity 
of the literature addressing ethical issues related to 
telerehabilitation, some of these fundamental concerns 
have already been discussed in health ethics publications. 
The main objectives of this study are therefore to first 
scrutinise what has been published to date and second 
to critically examine the way in which these dimensions 
have been conceptualised, especially the philosophical and 
ethical conceptions on which they are based.
Methods and analysis  To meet these objectives, we 
will conduct a Critical Interpretive Synthesis (CIS). By 
using an iterative and interactive process, a CIS aims to 
critically examine the literature and develop a theoretical 
understanding grounded in review studies. As per 
the steps described by Dixon-Woods, we will start by 
conducting a systematic search of the literature within 
five selected databases: CINAHL, EMBASE, MEDLINE, 
Web of Science and PsycINFO. The search strategy will 
be based on two main concepts: (1) telerehabilitation and 
(2) ethics. This systematic search will be completed by
other research strategies: searching the list of references
of selected articles and contacting experts within and
outside our team’s expertise. Search results will be
imported within the Covidence software to be assessed for
relevance. We will include all empirical and non-empirical
articles that specifically investigate or discuss the ethical
dimensions of telerehabilitation. Only studies published
in English and French will be included. The search and
selection of the articles will be carried out interactively
and inductively throughout the stages of extraction and
development of a theoretical understanding of the data
to fill emerging conceptual gaps. The analysis and critical
synthesis will be led by the first author but carried out by
our multidisciplinary research team. This study, through
its critical dimension, has the potential to provide a more
comprehensive overview of the many ethical issues
surrounding telerehabilitation.

Ethics and dissemination  This review does not require 
ethical approval. We aim to publish the results in a peer-
reviewed journal and do presentations at local, national 
and/or international research meetings and workshops for 
all stakeholders.

INTRODUCTION
Technology has transformed various facets of 
life, including medicine, giving rise to inno-
vative forms of care such as telemedicine and 
telehealth. While telehealth encompasses 
health information available on tech plat-
forms, telemedicine can be defined as ‘the 
practice of medical consultation between 
physicians and patients using telecommuni-
cation systems over some distance’.1–3 Telere-
habilitation (TR) is a telemedicine branch 
involving remote rehabilitation services (see 
all the definitions in table 1).4 TR can refer 
to any part of rehabilitation services: assess-
ment, diagnosis, treatment, education and 
follow-up and is provided remotely synchro-
nously or asynchronously via video and/
or audio formats and/or texts.5 TR can be 
used by many rehabilitation professionals, 
including audiologists, neuropsychologists, 
occupational therapists, physiotherapists, 

STRENGTHS AND LIMITATIONS OF THIS STUDY
⇒ Critical interpretive synthesis (CIS) draws on quali-

tative research traditions and is distinguished from
other approaches to literature synthesis by its itera-
tive, interactive and evolving approach.

⇒ This CIS will provide a better understanding of how
ethical issues in rehabilitation have been defined to
date.

⇒ This review will also help identify blind spots in
ethical reflection, whether on issues that have al-
ready been defined or on those that have yet to be
identified.

⇒ A key challenge is synthesising results from a di-
verse set of documents. To address this, the CIS ap-
proach will be supported by continuous input from
our interdisciplinary team.
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psychologists, rehabilitation physicians and speech ther-
apists.6 The COVID-19 pandemic, through the need 
for social distancing measures, has led to the wide-
spread adoption of TR care, even if it existed before the 
pandemic.7 This large-scale experiment was carried out 
under emergency conditions, leaving limited time for 
reflection and thus several unconsidered questions.

Recent studies have shown that TR can be more or no 
less effective than in-person rehabilitation for patients 
suffering from various pathologies such as musculoskel-
etal (eg, postorthopaedic surgery, chronic pain),8–10 
neurological (eg, stroke, traumatic brain injury),11–15 
cardiopulmonary16–18 and other health conditions.4 Above 
all, TR is often cited as a means of improving accessibility 
and continuity of care, for populations structurally made 
vulnerable19 such as people with disabilities or geograph-
ically remote populations.4 20–23 TR could therefore have 
the potential to guarantee the quality of care while saving 
health resources and reducing wait times.

Although some research results seem very promising, 
they remain controversial and inconsistent. For example, 
the effectiveness of TR seems to be compromised when 
the experimental trials come to an end and give way to 
real-life deployment, without the considerable resources 
and monitoring of the experimental phases.24 TR can also 
affect the quality of care, as clinicians and patients report 
significant barriers, including insufficient infrastructure, 
limited resources and a restricted digital health culture.25 
Regarding improved accessibility, while there may be a 
benefit in terms of cost and travel time (both from an 
economic perspective and with regard to the individual’s 
energy resources), emerging data shows that urban and 
relatively young patients are most likely to use telehealth 
applications.26 These are people who already have easier 
access to rehabilitation; therefore, TR has the potential 
not to reduce, but to exacerbate pre-existing biases27 such 
as inequalities in health, particularly in terms of access to 
care.

From a more global perspective, TR is fully in line with 
a neoliberal Western socio-political context. It provides a 
justification for the implementation of austerity policies 
over the last few decades, aimed at reducing healthcare 
budgets while maintaining a so-called ‘high quality of 
care’.28 29 As Botrugno shows by tracing the European 
political agenda behind the implementation of telehealth 
care and services, the arguments put forward are primarily 

economic in nature before assuming an ethical dimen-
sion.30 In this context, TR may be seen as a desirable way 
of satisfying economic and political objectives: ‘do more 
with less’. Because of this global context, the focus on 
ethical issues may be partial and may not cover the whole 
spectrum.31 While the rationale for implementing TR is 
appealing, it is essential to approach it with a critical and 
ethical reflection. We must avoid the trap of technolog-
ical determinism, which posits technology as the primary 
driver of social transformation, dictating the direction 
and pace of progress; equally, we must resist technolog-
ical fatalism, which promotes passive acceptance of tech-
nological developments as unavoidable and beyond the 
reach of human agency.32 Instead, we need to carefully 
consider the ethical implications to ensure that the values 
that underpin rehabilitation practices such as justice, 
safety and patient well-being remain primordial.31 33 34

TR can be considered to have ethical stakes, since some 
situations are potentially compromising, in whole or in 
part, respect for at least one moral value (such as justice, 
responsibility, safety, etc.).35 Several issues have already 
been raised in connection with TR.31 36 There are many 
theoretical frameworks (casuistry, four box method, etc.) 
and moral theories (consequentialism, deontology, virtue 
ethics, etc.) for identifying and discussing ethical issues. 
Among them, principalism has been widely adopted to 
study ethical issues in healthcare practice, largely because 
it avoids the complex debates of moral philosophy at 
the theoretical level. It allows us to quickly focus on the 
tensions between four main principles: autonomy, benefi-
cence, justice and non-maleficence. If we consider ethical 
issues related to TR through the lens of principalism as 
defined by Beauchamp and Childress,37 it appears that 
the four principles are in jeopardy. The principle of justice 
can be compromised, particularly regarding equity of 
access to rehabilitation services. This seems particularly 
relevant for people living with cognitive disorders that 
limit their use of technology, or people living in isolated 
areas, people lacking access to the Internet, people unfa-
miliar with technological devices or lacking the financial 
means to access TR services. TR therefore implies ethical 
issues relating to distributive justice, as location, gender, 
acquaintance with technologies, culture and other social 
aspects can influence decisions on the allocation and 
provision of TR. The principle of non-maleficence may be 
threatened if TR practices lead to undersupervision and 

Table 1  Key terms and definitions

Telemedicine ‘The provision of online healthcare services when the distance between a service provider and a patient 
matter2’

Telehealth ‘The use of a technology-based virtual platform to deliver various aspects of health information, 
prevention, monitoring, and medical care.’64

Telerehabilitation ‘A branch of telemedicine that uses telecommunication technologies to deliver rehabilitation services 
synchronously or asynchronously to patients at a distance.’65

Ethical issue ‘Any situation that may compromise, in whole or in part, the respect of at least one moral value 
considered legitimate and desirable’35 Protected by copyright, including for uses related to text and data m
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limited control by the clinician. This can lead to a direct 
risk of falls when working on balance or functional exer-
cises at home (transfers to bath, for example). Lack of 
proximity can also lead to the failure to recognise phys-
ical, cognitive or emotional fatigue when the person is 
working on language exercises or occupational organisa-
tion tasks. Remote activities may indirectly deprive patients 
of effective and useful rehabilitation methods. This would 
compromise the principle of beneficence. TR can also jeop-
ardise the principle of beneficence in view of the impossi-
bility of ‘hands-on’ and face-to-face evaluation.25 Indeed, 
therapists may miss important clinical signs or symptoms, 
leading to misdiagnosis or inappropriate treatment deci-
sions. In addition, a person may not feel sufficiently confi-
dent to share all the relevant information required for 
the rehabilitation professional to understand a particular 
situation. In certain cases, physical presence is necessary 
for direct assessment, which may not be fully considered 
during remote consultations. Regarding the principles of 
autonomy, decision-making on the rehabilitation modality, 
whether physical or remote, can lead to paternalistic situ-
ations, where clinicians or a third party decide without 
consulting the patient’s opinion. Also, during remote 
sessions, the professional may be less able to fully appre-
ciate the patient’s concerns and thus support his or her 
free consent and decision-making autonomy. Such situa-
tions have the potential to violate the patient’s values and 
expectations. Thus, TR services raise many ethical issues 
that may jeopardise many values and ethical principles.

To provide guidance in our analysis of the ethical 
issues involved in TR, we will use the Quadripartite 
Ethical Tool (QET), an ethical analysis tool derived 
from the field of rehabilitation.38–41 This tool is designed 
to help researchers, clinicians and students integrate 
ethical knowledge into their analysis of ethical issues 
and contribute to fostering ethical reflections based on 
pertinent philosophical and axiological foundations. 
The innovative aspect of the QET is that it encompasses 
the three main contemporary ethical theories (deontol-
ogism, utilitarianism and virtue ethics) and an axiolog-
ical ontology (professional values).38 It thus provides four 
distinct but complementary ethical lenses through which 
to conduct ethical analyses and support ethically sound 
decision-making. We will use this tool not as a framework 
for analysis, but as a means of shedding different ethical 
lights on what has been considered up to now and how 
it has been done. This will enable us to discuss the rele-
vance (ie, the quality of ethical knowledge mobilised) and 
comprehensiveness (ie, the attempt to provide a broad 
reflexive balance) of the conceptualisation of ethical 
issues relating to TR.

The need for a critical interpretive synthesis
RT raises a number of different issues that need to be 
carefully considered in order to determine whether its 
use is appropriate in a given context and, if so, how it 
should be implemented. Several issues have already been 
raised in connection with TR.31 36 But as these issues are 

complex, interconnected and broad, as well as influenced 
by socio-cultural, economic and technological contexts, 
it is important to ask how these issues have been concep-
tualised in the literature so far. This is why we believe it 
is crucial to take a critical view of how the ethical issues 
associated with TR activities have been shaped to develop 
in-depth conceptual thinking.

Review objectives
The aims of this critical synthesis are to:
1.	 Explore what ethical issues are discussed in connection 

with TR (eg, what ethical values or principles are com-
promised? At what level? For whom?)

2.	 Understand how these issues are conceptualised (eg, 
what ethical lens? by whom? on what ethical founda-
tions or assumptions?)

If our first objective seems clear and obvious, we 
recognise that the second comment may seem vaguer 
and more conceptual, but it is important to us for two 
reasons. First, ethical issues can be examined through 
different ‘lenses’ or ethical frameworks, such as care 
ethics (prioritising relationships and empathy), conse-
quentialism (evaluating outcomes), deontological ethics 
(focusing on duties and rules), or virtue ethics (focusing 
on the character and intentions of individuals). Different 
ethical lenses can lead to different conclusions about the 
ethical implications of telerehabilitation, such as issues 
relating to patient privacy, consent or quality of care. It 
is therefore important to identify those used to date in 
literature to understand if there are any gaps in current 
reflection. Second, ethical issues related to telerehabili-
tation are likely to be perceived differently by different 
stakeholders, such as healthcare providers, patients, poli-
cymakers or technology developers. Each group may have 
its own interests, values and ethical concerns. Under-
standing who conceptualises ethical issues enables us to 
critically assess how these different perspectives influence 
the way issues are framed and addressed.

METHODS AND ANALYSIS
We will employ a critical interpretive synthesis (CIS) 
approach for the literature review. This method was intro-
duced by Dixon-Woods in 2006 in an article focusing on 
the concept of access to healthcare.42 Unlike conventional 
systematic reviews, which are designed to compile, aggre-
gate and summarise data on predetermined concepts, 
CIS examines the literature with a critical lens. CIS allows 
the use of a wide range of sources (qualitative and quan-
titative) if they are deemed relevant, without the need to 
assess data quality. It avoids limiting data integration based 
on the quality of the source or the methods employed. 
The processes of question formulation, research, selec-
tion, data extraction, critique and synthesis are iterative 
and interactive.42 43 The aim is not to search the literature 
for the effectiveness or ineffectiveness of a treatment, as in 
a systematic review, or even to understand the extent and 
gaps in the literature, as in a scoping review, but rather 
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to understand the assumptions underlying the concepts 
used. This allows us to question assumptions, ideologies 
and methods that are frequently used and often taken for 
granted in the literature regarding a subject, especially in 
fields with a large and complex body of literature.43 This 
is particularly important when addressing ethical issues, 
as it allows researchers to question prevailing norms and 
values, leading to a more nuanced understanding of the 
challenges in TR. Because CIS emphasises theory devel-
opment, critical orientation and flexibility, we believe it 
suits our objective of developing a more comprehensive 
understanding of the ethical issues related to TR.44 The 
presentation of a research framework may be relevant, 
although a systematic one, even if a PICO, may be too 
specific, we opted for a PCC as in a scoping review.45 Our 
population is thus made up of users and providers of reha-
bilitation services, our concept addresses ethical issues 
and our context is telerehabilitation. While a CIS begins 
with an initial broad question, this question will evolve 
and must be seen as a compass more than an anchor;46 
ours will be: ‘How are ethical issues currently described 
and conceptualised in the field of TR?’.

5 steps proposal and quality framework
Though CIS offers considerable flexibility, it also presents 
the drawback of introducing ambiguity in the application 
and reporting of the review in research.47 To improve the 
transparency and systematicity of the CIS, the study will 

be based on the criteria proposed by Depraetere et al44 
(see table 2). Although this framework helps to improve 
the quality of our research, there are currently no widely 
accepted guidelines for a CIS protocol. We therefore 
propose the following five steps: (1) search strategy, 
(2) study selection, (3) data extraction, (4) interpretive 
synthesis and (5) ethical criticism using QET. These steps 
have been adapted from the original Dixon-Woods meth-
odological document,42 methodological articles43 44 47–51 
and available examples of CIS protocols.52–56 The first 
stage, the research strategy, began in June 2024, and we 
plan to complete this CIS in December 2025.

1. Search strategy
Our literature search will begin with a structured research 
strategy on the ethical issues related to TR (online supple-
mental additional file 1: Literature Search Strategy). An 
initial extended search strategy combining index terms 
and keywords from the text was developed by the research 
team with the help of two rehabilitation librarians to 
ensure that all relevant synonyms used were included. 
We will perform research across five databases: CINAHL, 
EMBASE, MEDLINE, PsycINFO and Web of Science. 
To enhance our database searches, we will employ addi-
tional strategies. These include examining the reference 
lists of included studies, drawing on the diverse expertise 
within our research team to identify relevant literature 
regarding TR and reaching out to external experts if 

Table 2  Assessment criteria of CIS according to Depraetere et al (2020)44

Key feature Description of the evaluation criteria for obtaining score 1

Data extraction Recurring themes/concepts are identified and the analysis technique (based on the meta-
ethnography, including an inductive approach) is clearly described.

Synthesising argument A synthesising argument is described, and the applied analysis technique (ie, examining the 
relationship between the concepts, refining the identified concepts, creating higher-order 
construct and constructing a conceptual/theoretical framework) is described. The analysis 
technique is based on meta-ethnography and includes an inductive approach.

Inclusion of various methods Selected studies are specified (either in text, table or appendix where the number of different 
research results included in the review are described) and include various research results (ie, 
quantitative and qualitative and/or mixed methods).

Flexible inclusion criteria Selection strategy is described either by specifying inclusion criteria that allow for the 
inclusion of both qualitative and quantitative research results. Or by specifying that the 
selection of sources is based on relevance to the research question without utilising specific 
criteria.

Quality appraisal Quality appraisal is described and based on likely relevance and contribution to the theory 
that is being developed. Some form of quality appraisal may occur, and methodologically 
weak studies may be excluded. However, emphasis is placed on likely relevance and is also 
described as such by the authors.

Two-staged sampling process Sampling strategy is reported (including a description about the number of sources found and 
selected in text and/or in flow chart) and includes a two-staged sampling process starting with 
purposive sampling, followed by theoretical sampling to add, test and elaborate the emerging 
analysis.

Broad searching strategy At least three searching methods are clearly described (eg, database search, reference 
chaining, expert consultation (eg, professional librarian, team member familiar with the field, 
information specialist)) including a description of the used search terms, which databases 
were searched, etc. If experts were consulted (in addition to database search), the search 
strategy is automatically considered as broad.
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needed. For example, experts from each rehabilitation 
profession could be consulted if there is a need to study 
issues specific to each profession. To this end, our project, 
which is part of the ‘Avoiding pitfalls in virtual care: 
paving the road for more ethical and equitable policies 
and practices in rehabilitation’ project (CIHR project 
grant #178354), relies on teams working on rapid reviews 
raising ethical issues specific to each profession. The 
CIS does not require the inclusion of all relevant litera-
ture, as its aim is to develop concepts and theories rather 
than exhaustively summarise all data. If an article does 
not bring new information to our synthesis, then it may 
not be included, even though it may meet our inclusion 
criteria. However, to ensure that the proposed synthesis 
and theorisation arise from conceptual gaps in the litera-
ture rather than flaws in the search strategy, a purposive 
search will be conducted when synthesising and analysing 
emerging theories throughout our investigation. The 
purposive search will be in collaboration with the project 
team and based on our collective best understanding of 
the literature.

2. Study selection
The research will be structured to include documents 
on ethical issues on TR in general, as well as documents 
relating to more specific considerations in one of the 
professions as long as they are related specifically to TR. 
In the same way, papers dealing with all realms of these 
issues will be included: individual, organisational, societal, 
etc.57 Only studies published in English and French will 
be considered. There will be no restriction on publication 
type: a large scope of empirical and non-empirical studies 
will be eligible for inclusion, including systematic review, 
case studies, guidelines, surveys, editorial, commentaries, 
etc. To be included, the study must deal specifically with 
TR not telemedicine or e-health in general and focus 
primarily on the ethical issues associated with these prac-
tices of TR, not just a section of the document. We will 
use the Covidence software to review titles and abstracts 
identified by the search strategy. Two researchers (AF, JS) 
will review an initial random sample of 50 abstracts and 
discuss decisions about inclusion and exclusion based on 
the criteria listed in table 3.

After this pilot selection, a discussion will take place 
with the core team (AF, JS, MJD, AH, DK) to make poten-
tial modifications to the inclusion and exclusion criteria. 
However, it will always be possible to modify the inclusion 
and exclusion criteria throughout the article selection 

process to ensure that they provide data relevant to the 
study. After this initial pilot selection, two researchers 
(AF, JS) will carry out the rest of the selection based on 
the title and the abstract. The full text is only searched if 
the titles and the abstract do not allow us to know whether 
the article meets our inclusion criteria (or if the abstract 
is not available). Uncertainties and discrepancies will be 
discussed on a regular basis. In the case of disagreement 
on the inclusion of an article, the decision will be reached 
through discussion. If no decision can be reached, a 
third person (DK) will be consulted to decide whether 
to include the study. Once we have done the selection by 
title and abstract, we will confirm our selection by reading 
the full text. We will use relevance for our stated purposes 
as the main selection criteria. This relevance can be seen 
as the ability of a document to generate concepts and 
theories to tackle our compass questions.42 If the litera-
ture directly related to ethical issues in TR is scarce, we 
will consider including articles that do not deal exclu-
sively with these issues and include book chapters, theses, 
dissertations or professional documents. For example, 
articles dealing with another subject but having a section 
reserved for these issues or articles evoking these issues in 
their discussion section could be included. However, we 
feel that there is a greater risk of having too many articles 
to analyse. In this case, we retain the possibility of limiting 
the year of publication to articles published after 2020 
following the COVID crisis.

3. Data extraction
The data will be extracted by two researchers (AF, MJD) 
to ensure the efficiency of the process. To ensure the 
accuracy and concordance of the extraction, the first 
20% of the whole corpus of articles will be analysed by 
both researchers to discuss the selected information. To 
help us extract the data, we will use a list of key ques-
tions that will enable us to interrogate the documents 
and extract the relevant data (see box  1). Data will be 
extracted using a template that differs according to the 
type of article (online supplemental additional file 2: 
Data extraction Framework). Some data will be found in 
all documents, such as title, year of publication, authors 
(names and gender), type of study (theoretical/empir-
ical), type of method, country of study, etc. We will extract 
the main information from the included article by writing 
a brief summary and identifying the positions taken by 
the authors in relation to the identified issues regarding 
TR. These positions may be explicitly mentioned in the 

Table 3  Initial inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

	► Specific about TR (at distance physiotherapy, occupational 
therapy, psychology, etc.)

	► The primary objective of the study is to address ethical 
issues related to TR.

	► Any type of publication: original research paper, review, 
editorial, case report, etc.

	► Any article not focusing primarily on the ethical issues 
associated with TR.

	► If the article discusses issues related to Telemedicine—
eHealth in a broad sense without specifically focusing on 
TR.
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full text or may be deduced based on the research team’s 
reflection and understanding. The notes taken for each 
document will be used to provide additional questions to 
guide our extraction process. This data extraction process 
is not a static operation in which data is categorised. It 
requires critical discussion between the analysts and the 
team, so that the data can be used to start developing a 
line of argument that informs the critical synthesis and 
ethical reflexivity.54

4. Interpretive evidence synthesis
The key part of a CIS is to draw up a critical synthesis 
of the literature identified. It is a highly iterative process 
involving detailed inspection of documents identifying 
recurring themes (as described previously) to develop a 
critique. Such as Wang et al and Wilson et al,55 56 we will 
use a framework in five steps:
1.	 Identifying common themes and concepts based on 

our summaries of and data extracted from each paper.
2.	 Developing theoretical constructs based on emerging 

themes and concepts.
3.	 Criticising the emerging theoretical constructs as a 

whole and with our full sample of literature to identify 
conceptual gaps in the available evidence in relation to 
our principal aims.

4.	 Conducting additional purposive sampling of includ-
ed papers and/or conducting additional purposive 
searches to fill conceptual gaps (if needed) until theo-
retical saturation is reached.

5.	 Integrating the theoretical constructs into a ‘synthesis-
ing argument’ about ethical issues (ie, an explanatory 
framework).

These steps will be carried out while keeping a crit-
ical eye on the literature and on the credibility of the 
evidence, contradictions, rationales, discourses, proposed 
recommendations, etc.53 Theoretical saturation, that is, 
the point at which no news articles are included, will be 
discussed by the team and transparently explained in 

the presentation of results. As this concept can be criti-
cised when defined simply as ‘not adding new ideas’, our 
theoretical saturation will be based on the more prag-
matic concept of robustness of the synthesis argument 
presented.58 Our discussion of robustness will address 
questions such as does the synthesis argument address the 
central explanatory questions? Does the synthesis argu-
ment reflect the concept and not a single study, a group 
of studies or individual cases? Is it valid in spite of new 
studies on the same concept?

5. Ethical criticism using the Quadripartite Ethical Tool (QET)
Once the critical synthesis has been completed, what can 
be called a critical overview of the conceptualisation of 
ethical issues related to TR. This will be discussed using 
QET.59 This tool is designed to help researchers, clini-
cians and students integrate ethical knowledge into their 
analysis of ethical issues and contribute to the promo-
tion of ethical reflection based on relevant philosophical 
and axiological foundations. In addition to producing 
a synthesis, this tool will enable us to provide a genuine 
ethical critique of unexplored areas or areas that have 
only been partially explored. The aim of this phase is also 
to encourage further reflection and research on these 
currently unexplored topics.

Review team
The research team is multidisciplinary and includes 
experts from different fields to ensure a broad perspec-
tive for the study. It includes specialists in TR, technology 
of implementation, equity in health services (access 
and utilisation), sociology and philosophy (ethics). The 
research team has strong experience of qualitative and 
mixed-methods research. The team includes individuals 
with varied healthcare professional backgrounds: physio-
therapists (PT), occupational therapists (OT), psycholo-
gist and neuropsychologist (Psy), speech and language 
therapist (SLT), bioethicist and sociologist. The team will 
meet regularly given the interpretative, dynamic and iter-
ative nature of the methodology.

Reflexivity
Reflexivity about the research object and the team 
conducting the project is an important factor in qualita-
tive and mixed research projects.60–62 Dixon-Woods et al42 
have stated that the CIS is the ‘product of an authorial 
voice’, so constant reflexivity on the part of the authors 
of the review is necessary for transparency and credibility 
about the synthesis process. As proposed by Salmon et 
al54 in their CIS protocol, several methods will be used to 
encourage reflexivity and to inform this process. To grasp 
how personal and professional viewpoints could shape 
our data interpretation, the core review team (AF, JS, AH, 
DK, MJD) engaged in discussions and documented their 
perspectives from the outset.

Emotions
In a CIS, reflexivity concerns both the research object (ie, 
the content, the dataset) and the research tool (ie, our 

Box 1  Examples of guiding questions:

	⇒ How is TR defined or conceptualised?
	⇒ What stage of telerehabilitation is considered? (assessment, follow-
up, routine care, etc.)

	⇒ Who are the individuals and/or the institution undertaking the 
research?

	⇒ What ethical or critical lens is used?
	⇒ What is the level of reflection? Individual, organisational, community 
and system?

	⇒ What are the underlying assumptions regarding efficacy and 
efficiency?

	⇒ What epistemological and methodological views are used in the 
paper?

	⇒ What is the main idea regarding this paper? The take-home 
message?

	⇒ What are the ethical issues at stake?
	⇒ What are the recommendations for implementation in professional 
practice?
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research team, the QET). This reflexivity needs to focus 
not only on the team’s previous opinions and characteris-
tics but also on its relationship with the data that emerges. 
Recently, McFerran50 et al emphasised the importance of 
emotions and affects in the researcher’s reflexive journey 
as they navigate through all the data collected.51 For 
example, as illustrated by McFerran’s team, frustration 
can indicate that a column heading can be too narrow, and 
there is a need for a new one to capture the complexity of 
the data. Anger can indicate that our opinion or position 
is challenged, and there is a need to identify the cause of 
this strong emotional reaction.50 Thus, the way we react to 
data can be used to create new questions for interrogating 
the data or inductively generate new column headings.

As mentioned by Newman and Melia,63 we understand 
this process requires ‘openness to the unexpected and 
a willingness to take emotional responses seriously and 
as indicators that something of interest is being touched 
on’. This implies paying particular attention to oneself as 
well as to others. In our opinion, this is even more rele-
vant for our study given that emotions constitute access 
to a person’s values. Knowing that ethical issues are situa-
tions where at least one moral value is compromised, the 
fact of experiencing emotions in the extraction is perhaps 
a clue that an ethical issue is present in the research that 
it might be relevant to address. To illuminate this process 
of reflecting on the emotions we have shared with others, 
we will create an ‘emotion’ column in our extraction grid.

Public and patient involvement
In addition to the diversity of viewpoints within our team, 
coming from a diverse background of rehabilitation 
professions, research methodologies and opinions about 
TR, it is imperative to involve stakeholder participation. 
As stated by Kastner et al47 about the applicability of a CIS: 
‘Findings can inform new typologies, concepts, models or 
theory but it may require a further process of interpre-
tation by policymakers and practitioners to inform prac-
tice’. Our definition of stakeholders, given the nature 
of our subject, includes people who have used TR care, 
policymakers playing a role in public health strategy, and 
clinicians not affiliated with the project and research 
processes. Our aim is to draw on their experience, skills 
and knowledge whenever necessary. This involvement 
will be of great importance, but it must be integrated 
in a way that makes sense to them too. We believe that 
these people could make an important contribution to 
the development of an extraction grid and the design of 
a conceptual framework. Their contributions could be 
valued throughout the review process, particularly for 
issues related to the individual realm for patients and 
clinicians or to the organisational realm for policymakers. 
We have already included professional representatives 
and clinicians in the project, and their feedback will be 
solicited as we create the critical synthesis argument. In 
short, we will include them in our collective reflection 
when the extraction team presents the literature to the 
whole team. We are strongly engaged in staying aware 

of the opportunities and challenges of involving both 
patients and the public in rehabilitation research.

DISCUSSION
TR services are rapidly being integrated into health-
care systems, representing a significant evolution in the 
delivery of care. This rapid change creates complex and 
interconnected ethical issues; even if some reflections 
already exist, it is conceivable that partial reflections on 
pitfalls produce harmful repercussions for certain popu-
lations or in certain contexts. By applying the CIS, we 
will be able to perceive the prisms of reflection currently 
used and potential conceptual blind spots on this theme. 
The final aim is to produce a new theoretical conceptual-
isation and identify limitations of current approaches in 
order to better address ethical issues in TR. We present 
some of the anticipated strengths and limitations of our 
study.

Strengths
Given the characteristics of the literature on ethical 
issues, a CIS can be used to generate a conceptual theori-
sation that can provide the necessary reflections prior to 
the implementation of TR care and services. This concep-
tual analysis will provide practical insights for advancing 
a more in-depth understanding of the issues at the core 
of TR practices. For example, policymakers could use this 
framework to assess if multiple issues have been consid-
ered prior to the introduction of TR care and services.

Challenges and potential limitations
The greatest expected difficulty is linked to the quantity 
of documents potentially included, which will require 
extensive data extraction. To address our study objectives, 
the CIS is not intended to be systematic. If an article does 
not bring new information to our synthesis, then it may 
not be included, even though it may meet our inclusion 
criteria. Another major expected challenge is the process 
of synthesising the results of a complex and diverse set of 
documents. To address this challenge, the CIS approach 
will be enriched with ongoing input from our interdis-
ciplinary research team to help synthesise the findings. 
This team and its thinking are described in more detail in 
the previous section ‘Review Team and Reflexivity’.

Dissemination
The review will serve as a contribution to the overall 
research project: ‘Avoiding pitfalls in virtual care: paving 
the road for more ethical and equitable policies and prac-
tices in rehabilitation’ led by A. Hudon and D. Kairy and 
coordinated by J. Sigouin to inform the development and 
implementation of TR for rehabilitation professionals. 
The dissemination plan for the review report encompasses 
a multifaceted approach, which is anticipated to involve 
not only the publication of findings in a peer-reviewed 
journal but also presentations at local, national and/or 
international research meetings and workshops. As the 
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objective is to implement practical and policy improve-
ments, it is essential to connect with policymakers.

ETHICS AND DISSEMINATION
Ethical approval is not necessary for this review as we 
are examining and synthesising data from previously 
published literature. This CIS protocol was registered with 
Open Science Framework (registration DOI: https://doi.​
org/10.17605/OSF.IO/T3RS4). Data will be managed 
and stored on a private OneDrive at the Université of 
Montréal, accessible only by team members.
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