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Abstract
Workers are exposed to a range of dangerous and harmful working conditions during the work process 

which can cause damage to health in certain circumstances. These conditions include hazards, harms and efforts. 
Hazards include mechanical hazards, falls and collapses, electric current, fire and explosions, and hot and cold 
substances, harms include chemicals, biological and physical hazards, and efforts include statodynamic and 
psychophysiological efforts. Hazards always result in injuries at work, and harms and efforts most commonly cause 
occupational and work-related illnesses. Harm and efforts rarely cause injuries. Harm and efforts generally cause 
diseases; occupational and work-related diseases. Although harms and efforts have the same consequences, they are 
divided into two groups, because harms can be objectified by measurement, while efforts are in principle estimated, 
and only occasionally can be objectified by measurement, such as measuring the weight of a load being lifted. The 
job of nurses is at the top of the list of activities with an increased risk of injuries at work and occupational diseases. 
Health risks in a nurse’s job arise from exposure to hazards, biological, chemical and physical hazards, and physical 
and psychosocial effort in the workplace. From exposure to hazards, there is a specific hazard from needles and 
sharp objects because stabbing incidents, in addition to injury, can result in infectious blood-borne diseases, which 
are among the most common occupational diseases of healthcare professionals.
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Introduction
Working in the community provides many challenges 

and opportunities [1]. The transition to a non-hospital 
setting as a student nurse or embarking upon a career as 
a community staff nurse, requires health professionals to 
reflect upon their own and others’ personal safety, as there 
will be many situations where the nurse may find themselves 
working alone. This may include working alone in patients’ 
houses, or working out of hours, weekends and evenings 
where staff are required to access buildings or other work 
environments. The importance of appropriate induction and 
mentorship is crucial to staff who are new to the community 
setting, to prepare and support them in adapting to this new 
way of working. Working alone enhances the importance of 
appropriate risk assessment, identification and management 
in two respects: risk to self and risk to others.

Health Risks
Public communication does not begin and end with 

the internet [2]. Where the internet goes now, the mass 
media have gone before, and continue to go. But public 
communication in the age of the internet is not what it used 
to be and it is important to set up some lines of enquiry to 
find out how it has changed and is still changing.

Public communication about health risks offers a 
useful point of entry into this territory because health risks 
are such a universally relevant topic, and the internet, in its 
public communication mode, is such a universal medium, in 
principle if not in practice. Although health risks in general 
are universally relevant, particular health risks of course 
are not. Not everyone is at equal risk from HIV/AIDS, or 
lung cancer, or of contracting v-CJD from contaminated 
beef products. The risks examined in the present volume 
(cellphones and cancer, SARS, MMR vaccine and autism) 

Current Trends in Advanced Nursing



2 Volume 1; Issue 01Asteroid Publishers | https://asteroidpublishers.com/

Franjic S, Curr Trends Adv Nurs 01: CTAN-1

were not chosen according to any particular principle, 
although all of them had at different times attracted mass 
media attention and all involved uncertainty as to whether 
there was a risk of the proposed kind, and/or what kind of 
behaviour would entail running that risk.

The public sharing of information about health risks via 
the net introduces other considerations. From a ‘top down’, 
social policy perspective, public communication in relation 
to health risk is all about locating some health responsibilities 
with the individual, on the basis of knowledge about certain 
kinds of risky behaviour – unprotected sex, bad dietary 
habits, smoking; and public information campaigns are the 
usual approach. These are unlikely to migrate in full from the 
traditional mass media to the net because they are less sure of 
finding their audience in this medium. From the perspective 
of the individual, traditional information sources may have 
been issuing confusing and contradictory ‘risk’ messages, so 
that the net is embraced as a way of trying to eliminate or 
reduce the confusion. Or the traditional sources may have 
compromised their public trust, making the net an option 
for seeking out different kinds of voices.

E-health applications, mobile electronic devices, and 
Internet communications also introduce new security risks 
that require appropriate safeguards [3]. If mobile electronic 
devices such as PDAs, laptops and removable media (such 
as memory sticks, DVDs and flash cards) are being used to 
access PHI, special security measures such as frequent data 
backups and special encryption procedures must be in place 
to mitigate the increased risk of loss of, physical damage 
to, or theft of these devices. Many e-health applications 
are also becoming increasingly dependent on Internet 
communications, as outlined in detail elsewhere. The general 
principles to keep in mind when considering Internet data 
transfers is that appropriate encryption methods are used 
to ensure that confidentiality is maintained, the information 
is not altered during the transfer, and that the sender of the 
information is always traceable.

Information system security measures need to be 
taken at every phase, from the inception of the system, 
to its development, administration and use. When the 
information system will be administered across healthcare 
organizations, the added challenge of having to meet the 
highlyvariable policies and legal requirements of each 
organization is introduced. Not only is the security of PHI 
dependent on technology and policies, but more importantly 
it is dependent on users who employ the technology to 
abide by the policies in a security-conscious manner. While 
outside hackers are a concern, internal security breaches 
are probably more of a threat to the security of PHI, due 
more often to a lack of education and understanding than 
the express intent to breach security. It is the user who 
must not share their password or smart card with others, 
not log on to a computer and then leave it unattended, not 

remove computer equipment from secured areas, and not let 
security incidents go unreported.

The implementation of any new information technology 
introduces new risk. It is important to identify and classify 
these risks based on their likelihood of occurring and the 
impact it would have if they did. By doing this, we are able to 
balance the benefit the technology provides with the risk that 
it introduces. It is becoming more common for jurisdictions 
to legislate risk assessment in the form of Privacy Impact 
Assessments and Threat and Risk Assessments to identify 
threats to privacy and security respectively, as well as 
safeguards against these risks. As technology is constantly 
being updated, so must we update these assessments.

The use of technology for health is already permeating 
the patient journey, from prevention to treatment: while 
there are no diseases, access to specific tools such as mobile 
applications (or “apps”) could increase knowledge about 
possible risks associated to incorrect lifestyle behaviors and 
help in increasing levels of wellness through self-monitoring 
of exercise and fitness, diet and nutrition, alcohol moderation, 
and smoking cessation [4].

Once symptoms of a disease are manifested, a plethora 
of patient experience tools are available: searching related 
keywords on the web, specific apps for symp tom checking, 
social media to share concerns, and tools to find specialized 
centers if necessary.

In the process of clinical decision making, the 
physician could base the diagnosis on data acquired directly 
by the patient using smartphone embedded sensors or 
connected medical devices that have the potential to record 
possible pathologic phenomena when they manifested, if 
symptomatic (e.g., for atrial fibrillation, thus overcoming 
some existing limitations of well-established diagnostic 
Holter ECG technology).

Once the diagnosis has been established, the physician 
may recommend digital tools for condition monitoring, such 
as app-supported disease management programs, connected 
sensors for remote monitoring and rehabilitation programs, 
or apps for psychological and cognitive profiling, and for 
any use case across the patient journey. In addition, patients 
could share their experiences, success and failure stories in 
patient’s forum groups specific for the underlying pathology. 
In the context of treatment, medication management and 
adherence could be improved by utilizing digital tools, 
from simple reminders activated through the smartphone to 
more advanced electronic medication packaging (EMP), or 
solutions based on active patient involvement and artificial 
intelligence.

Risk Management
Risk management is an analysis of what could 

potentially harm people, the environment, the organisation 
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and the public, and subsequently assessing measures of 
prevention [1].

These apply to all situations that have potential for 
risk. It is the case that many interventions carried out by 
nurses carry risks of harm to patients, the nurse and the 
general public.

Bearing the above in mind, first read carefully any 
records or notes pertaining to the visit. New nurse should 
talk to colleagues who may know the situation and local area 
and who should make sure that any concerns are shared. 
Things to think about include does the patient live alone, 
who else is in the house? Are there any previous issues with 
violence or aggression? Are there any pets in the house?

Always remember that home visits, however welcome 
by the patient or client, are an invasion of that individual’s 
space. It is important to remember that the nurse does not 
have right of entry into the patient’s house. Even when 
invited, if the patient asks the nurse to leave, and she does 
not, then the nurse is actually trespassing.
Safe Care

Safe care is free from error or harm to the patient [5]. 
Part of the safety risks identified without the use of EHRs 
(Electronic Health Records) included the poor legibility 
of handwritten documents within patient medical record 
systems. The potential for transcription errors remained an 
issue due to rewriting onto another paper-based document 
and potentially rewriting incorrectly from the original 
document. This could be due to the lack of legibility of 
one’s handwriting or more broadly human error. Any time 
data or information is transcribed, the potential for error 
increases. With EHRs, the health data and information 
would be legible and potentially require less transcription. 
Thus, the potential for preventable medical errors could 
be reduced. Additionally, the use of EHR components and 
functions such as CPOE (Computerized Provider Order 
Entry) with CDS (Clinical Decision Support) systems, 
and Bar Code Medication Administration (BCMA) 
demonstrated reductions in preventable medication errors. 
Finally, communication has always been a major factor in 
the delivery of safe care. With EHRs, the communication of 
information across health care professionals was another 
anticipated benefit. By being able to transmit health data 
and information electronically through computers, nurses, 
and providers, all other health care professionals could all 
access the patient’s record at the same time and allow for 
more electronic transmission directly through EHRs in ways 
such as direct messages or flagged results.

Healthcare delivery has become a complex endeavor 
whereby differing members of the healthcare team bring 
important skills, experience, and expertise to bear in the 
care of the patient [6]. The complexity of the environment 
is characterized by rapidly evolving, ambiguous situations, 

complex, multicomponent decisions, informational 
overload, severe time pressure, severe consequences for 
error, and performance/command pressure.

This is most pronounced in the Operating Room (OR) 
and in the Intensive Care Unit (ICU) but is present in all 
settings of health care where physicians, nurses, and other 
healthcare providers work together. This interprofessional 
and interdisciplinary approach to care has tremendous 
positive advantages; yet, there are risks that are created 
through inadequate or ineffective communication among 
healthcare workers. In addition, when respective roles of 
healthcare workers are poorly understood or are in conflict 
with each other, the potential for error is magnified. Finally, 
the traditional hierarchy or authority gradient between 
nurses and physicians as well as other members of the 
healthcare team can undermine teamwork, creating an 
inability to communicate honestly and effectively.

Care
The medical and nursing professions have long 

worked very closely [7]. Increasingly, some primary care 
tasks are nurse led, with nurses providing the majority 
of consultations for some conditions, both face-to-face 
and by telephone. Appropriately trained nurses carry out 
aspects of intravenous therapy, counselling, chronic disease 
management, health education and promotion, and audit. 
Nurse practitioners also have an important role in the 
diagnosis, investigation, and treatment of minor injuries 
and illnesses.

In hospital care too, the expertise and autonomy of 
nurses is increasingly acknowledged, with the development 
of specialist nurse practitioners and nurse consultants. Where 
appropriate, nurses have consultant support but are able to 
order investigations themselves and provide continuity of 
care. Specialist nurses may be responsible for interventions 
such as cardio-pulmonary resuscitation. Patients with some 
conditions, such as suspected deep vein thrombosis, can be 
referred to nurse-led services.

Nurses, midwives and health visitors are accountable 
for their practice and are subject to statutory regulation by 
the Nursing and Midwifery Council. The Code: Standards 
of conduct, performance and ethics for nurses and midwives 
sets out the principles they are obliged to follow. It is 
similar in content to the GMC’s (General Medical Council) 
guidance for doctors. Nurses, midwives and health visitors, 
like doctors, have a duty to acknowledge the limitations in 
their knowledge and to decline to undertake any duties or 
responsibilities they consider to be beyond their competence 
or to be inappropriate in the particular circumstances. They 
are personally accountable for their actions and omissions.

The hospital nursing staff used an integrative nursing 
approach to support the health and wellbeing of IR [8]. 
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They were actively engaged in managing the physiological 
and psychological sequelae of meningeal encephalitis 
while also attending to the larger healing context. 
Intravenous hydration was maintained, but antibiotics 
and anti-herpetic medications were discontinued after the 
West Nile encephalitis diagnosis was confirmed. Due to 
concern that narcotic use would produce further nervous 
system compromise, the medical staff prescribed neurotin, 
ibuprofen, and acetaminophen for pain and fever. Nursing 
care included ongoing assessment and treatment for his 
severe headache pain, body aches, dizziness, confusion, 
and agitation, by focusing on his comfort through timely 
administration of pain medications and the use of warm/
cold compresses, position changes, massage therapy, and 
Reiki. IR was also having difficulty sleeping, eating, and 
drinking. They worked together with the family to discuss 
strategies to improve his nighttime sleep, which included 
frequent position changes, extra pillows, human presence, 
and Reiki.

Care for each patient should consider all therapeutic 
modalities that support healing, starting with the least 
invasive. Non-pharmacological options such as position 
changes, hot and cold compresses, massage, and Reiki were 
used to provide IR comfort and reduce his pain and anxiety. 
At the very same time, more invasive physiological measures 
(intravenous therapy and nutritional supplementation) were 
deemed necessary because IR was unable to take anything 
by mouth, and essential hydration is required for optimal 
healing to occur.

The least invasive modalities are those that can be safely 
administered and for which there is evidence supporting 
their effectiveness in symptom management. In the case 
presented, IR’s age and neurological status placed him at 
risk for an unfavorable response to medication: anti-anxiety 
and sleep medications among the elderly can result in 
confusion, dizziness, hallucinations, and increased fall risk 
and in the neurologically compromised patient can further 
depress function. In other cases, the use of medication 
may be contraindicated due to pregnancy, allergy, and/or 
polypharmacy risks. Safety of administration and minimal 
side effects of non-pharmacological therapies provide a 
compelling rationale for starting with the least invasive 
modalities with the elderly, pregnant woman, and children.

Service Structure

The first step in establishing an optimally functioning 
department of nursing is to ensure that the structure of 
the department is well defined [9]. With the ever-changing 
nature of health care in the 21st century, it is not uncommon 
that the structure of nursing services has evolved over the 
last several decades.

Service line models are helpful in managing nursing 
services in an organization as financial indicators such as 

volume, market share, and costs are routinely a part of the 
nurse executive’s financial dashboard and are reviewed 
routinely and acted upon as indicated to ensure appropriate 
levels of nursing services. Successful service lines have a 
clear definition of what comprises the service line so that 
the organization is able to stay focused on outcomes and 
benchmarks. Characteristics of service line definitions that 
lead to successful outcomes: (1) the service lines are patient 
centered to where patients would be receiving services for 
treatment of a particular issue, (2) the patient population 
identifies with the service line, (3) the service line improves 
quality as well as efficiency through the coordination of 
services, (4) the services cross multiple sites, and (5) there are 
clear benchmarks to measure the service line’s performance.

The development of service lines fall into four phases: 
(1) service line marketing, which focuses only on marketing 
services to a particular population; (2) service line leadership, 
which focuses on leaders being the champion for care of a 
particular population; (3) service line management, where 
managers have operational responsibility for the care of a 
particular population; (4) service line organization, where 
there is organizational redesign and support services report 
to the core structure that provides care to a particular 
population.

Occupational Health

In the medical and nursing professions there is a 
diversity of outlets for professional skills [10]. In examining 
the status of the Occupational Health (OH) doctor and 
nurse, it is necessary first to analyse the various types of 
occupational health service which exist today. The main 
distinction to be made is between the OH service which is 
set up ‘in house’ by the employer, and that which is bought 
in from an outside consultant who is in business on his own 
account. Most OH professionals who work full time for one 
employer are his ‘servants’ (employees) in the legal sense, 
whereas the independent OH consultants are usually what 
lawyers term ‘independent contractors’.

The importance of all this is that the law divides 
contracts to sell one’s labour to another into contracts of 
service and contracts for services. A junior hospital doctor 
or a nurse in an NHS (National Health Service) hospital 
is a servant employed by the NHS trust under a contract 
of service. A general practitioner (GP) in the NHS is a 
self-employed independent contractor employed by the 
Primary Care Trust under a contract for services. This is not 
merely an antiquated conundrum for lawyers: it has vital 
consequences in practice. The employer is liable vicariously 
in the civil law for the negligence of his servant, but not 
in general of his independent contractor. Many statutory 
employment protection rights like the right not to be unfairly 
dismissed are given only to those employed under a contract 
of service. The employee has PAYE and National Insurance 
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contributions deducted from his wages by his employer; 
not so the self-employed independent contractor. The self-
employed have the benefit of more generous tax allowances 
under Schedule D rather than Schedule E, but they cannot 
claim jobseekers’ allowance, statutory redundancy payments 
or industrial injuries disablement pensions.

Conclusion
In addition to the well-known risks, there are a number 

of new developments and trends that the health and social 
care sector has to face, and they have resulted in a number 
of new occupational safety and health challenges that need 
to be addressed and overcome. They include demographic, 
epidemiological, social, technological, and cultural trends 
that affect existing patterns of care. Examples include the 
growing shortage of health professionals; an aging health 
care workforce with insufficient new employees to replace 
those retiring; the emergence of new patterns in the field of 
health care to address multiple chronic conditions; increased 
use of technologies that require new skill combinations and 
imbalances in skill levels and work patterns. These changes 
affect working conditions and ultimately the well-being and 
safety of workers in the field of health safety.

References
1. Murphy J, Smith D (2018) Managing risk” in Chilton S, Bain H (eds) A 

Textbook of Community Nursing, Second Edition”, Routledge, Taylor & 
Francis Group, Abingdon, UK. 68: 72.

2. Richardson K (2005) Internet Discourse and Health Debates”, 
Palgrave Macmillan, Basingstoke, UK. 1: 2.

3. Massey K, Morris T, Liston RM, von Dadelszen P, Ansermino M et 
al. (2009) Building Knowledge in Maternal and Infant Care” in Parry 
D, Parry E (eds) Medical Informatics in Obstetrics and Gynecology”, 
Medical Information Science Reference, IGI Global, Hershey, USA. 
116-117.

4. Gorini A, Caiani EG, Pravettoni G (2020) Psycho-cognitive Factors 
Orienting eHealth Development and Evaluation” in Pravettoni G, 
Triberti S (eds) P5 - eHealth An Agenda for the Health Technologies 
of the Future”, Springer Nature Switzerland AG, Cham, Switzerland. 
112-113.

5. Kelley T (2016) Electronic Health Records for Quality Nursing and 
Health Care”, DEStech Publications, Inc., Lancaster, USA. 69-70.

6. Conigliaro J (2014) Teamwork and Communication” in Agrawal, A. 
(ed): „Patient Safety - A Case-Based Comprehensive Guide”, Springer 
Science+Business Media, New York, USA. 19.

7. Brannan S, Chrispin E, Davies M, English V, Mussell R, et al. (2012) 
Medical Ethics Today - The BMA’s Handbook of Ethics and Law, Third 
Edition”, BMJ Books, John Wiley & Sons, Ltd, Chichester, UK. 785.

8. Ringdahl D (2014) Integrative Nursing and Symptom Management” in 
Kreitzer MJ, Koithan M (eds) Integrative Nursing”, Oxford University 
Press, Oxford, UK. 188-193.

9. Manzano WM, Bufe GM (2011) The Management of Nursing Services” 
in Wolper LF (ed) Health Care Administration - Managing Organized 
Delivery Systems, Fifth Edition”, Jones and Bartlett Publishers, LLC, 
Sudbury, USA. 307-308.

10. Kloss D (2010) Occupational Health Law, Fifth Edition”, Wiley-
Blackwell, John Wiley & Sons Ltd, Chichester, UK. 39.

1. 

https://link.springer.com/content/pdf/10.1007/978-3-030-27994-3.pdf
https://link.springer.com/content/pdf/10.1007/978-3-030-27994-3.pdf
https://link.springer.com/content/pdf/10.1007/978-3-030-27994-3.pdf
https://link.springer.com/content/pdf/10.1007/978-3-030-27994-3.pdf
https://link.springer.com/content/pdf/10.1007/978-3-030-27994-3.pdf
https://www.destechpub.com/product/electronic-health-records-quality-nursing-health-care/
https://www.destechpub.com/product/electronic-health-records-quality-nursing-health-care/
https://www.jblearning.com/catalog/productdetails/9780763757915
https://www.jblearning.com/catalog/productdetails/9780763757915
https://www.jblearning.com/catalog/productdetails/9780763757915
https://www.jblearning.com/catalog/productdetails/9780763757915
https://vdoc.pub/documents/occupational-health-law-fifth-edition-450tnb6tene0
https://vdoc.pub/documents/occupational-health-law-fifth-edition-450tnb6tene0

