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Abstract 

The E-health scenario within health systems has been modifying the 
relationship between curing and caring, and affecting the professional health 
landscape. This study has investigated changes in the e-health professional 
sector by focusing on the lowest healthcare occupation in Italy, that of social-
health operators. The relationship between social-health operators and older 
adults has been analysed through a micro-sociological approach. The 
hypothesis leading the research have been the following: 1) the lowest 
occupation would assume a key role in dealing with the process of 
guaranteeing digital literacy in the e-health system, becoming digital mediators 
within the e-health system; 2) social-health operators would play a new role in 
their relationship with patients. Findings have confirmed both hypotheses, 
suggesting further development in the e-health professional sector and 
outlining a possible path for social-health operators towards an upgrading 
process as pre-professionals, fully legitimised by their hybrid status as both 
social and health care professionals.  
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The EU digital strategy states that technology improves the daily lives of citizens by 

promoting digital competences for all Europeans. Its policy aims are to expand Europe’s 

super-computing capacity to develop innovative solutions for medicine; create a European 

health data space to foster targeted research, diagnosis and treatment (European 

Commission, 2020); and support “e-health” (Black et al., 2011;Oh, Rizo, Enkin, & Jadad,  

2005).   

The increasing role that digital technology is acquiring in health systems raises potential 

issues of inequities. Those without access to the Internet or digital skills increasingly face 

potential barriers within an e-health care system. The proportion of individuals between the 

ages of 65 and 74 who have never used the Internet is falling rapidly across the EU: in 2010 

it stood at 71% in the EU (EU 28) and in 2019 36% (Eurostat, 2020). Nevertheless, comparing 

data on all the population (98% of all Europeans used the Internet in the last 3 months), the 

digital gap among older adults is still critical. In the updated e-health scenario, lack of access 

to digital health, as well as poor engagement with digital health and barriers to digital health 

literacy, will affect health outcomes (Crawford & Serhal, 2020). Digital health equity is going 

to play a key role in public policy agenda (Crawford & Serhal, 2020). 

The introduction and increasing use of ICT is strongly influencing the health professional 

landscape (Brante, 2013), both in terms of the health professional-patient relationship and 

the identity of health professionals. The impact of ICT on the health professional-patient 

relationship has been analysed according to two different interpretative approaches. The 

first one is techno-optimistic, which sees ICT as reducing the professional-patient cognitive 

asymmetry and increasing patient participation and mutual collaboration (Eysenbach, 2008; 

Timmermans & Berg, 2003; Topol, 2015). The second is techno-pessimistic, which sees ICT 

as preserving asymmetric power dynamics (Lupton, 2014). The relationship between 

patients and medical professions has been challenged by consumerism, the increasing 

attention for complementary medicine and Internet access to information (Bury,2004). 

Nonetheless, research findings highlighted that Internet informed patients do not lead 

toward de-professionalization (as does the demystification of medical expertise), and a 

decrease in trust (Trachtenberg, Dugan & Hall 2005), but call for a strategic response by 

medical professions, through a medical profession enlisting process which considers 

Internet as an inevitable part of the medical practices (Broom, 2005). In an e-health system, 

the relationship between health professions and patients is changing as is the space of their 

interaction, as they no longer need to be physically close to each other. E-health is affecting 

“all the gestures by which, in a given society, a disease is circumscribed, medically invested, 

isolated, divided up into closed, privileged regions, or distributed throughout cure centres, 

arranged in the most favorable way” (Foucault, 2003 p.16).  

So far, studies on the consequences of ICT on healthcare work have focused on the higher-

level occupations, mainly physicians and nurses (Bagot, Cadilhac, Vu, Moss, & Bladin, 2015; 

Hallqvist, 2019; Nickelsen, 2019; Vicarelli & Bronzin 2018; Viitanen et al., 2011), while lower-
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level occupations have received less attention. There is a lack of study on the role of lower 

occupations in the transition towards an e-health system. This study intends to overcome 

this gap by focusing on the role of the lowest health care occupation in the transitions 

towards the e-health system. 

Professions are considered as occupational groups characterised by autonomy and 

discretion (Abbott, 1988; Freidson, 2001). This autonomy is legitimated by strong formal 

knowledge and higher education (Freidson, 1986).  Other features have been added to 

these main elements, such as codes of ethics, altruism, rationality, and educational 

credentials (Wilensky, 1964), outlining a taxonomic approach (Saks, 2012). In addition, 

professions have been characterised by three further minor principles: the referral (if 

necessary, professionals should refer clients to a colleague with different specialty), 

“sloughing off” (less rewarding parts of professional jobs are delegated to lesser paid 

assistants), and impersonal service delivery (clients are treated equally) (Wilensky, 1964). 

This theoretical framework raises the first research question leading this study: in the e-

health system, could the social-health operators, as the lowest health system occupation, be 

considered as badly paid assistants doing the less rewarding parts of the professional jobs 

guaranteeing the patients technological access to e-health? 

The professional minor principle of referral, “sloughing off”, and impersonal service delivery 

(Wilensky, 1964) have been questioned from the perspective of human relationships 

(Harrits, 2016). The structural asymmetric position in the relationship between professionals 

and clients is a key point in studies of professions (Freidson 2001; Parsons, 1954). This 

position is based on specialised formal knowledge and the expertise of professionals in 

dealing with the problems of clients. Within this theoretical context, knowledge has to be 

balanced by “service ethics” and “professional morality” (Abbott, 1983; Evans, 2014), as well 

as adapted to the specific life experiences, current circumstances, and needs of each client 

(Lipsky, 2010). Nevertheless, such an “asymmetric power relationship is structurally and 

institutionally linked to the specific formal-scientific knowledge of the professional, and it is 

thus only legitimate as long as it is confined to this specific knowledge” (p.2).   

Curing and caring professionals are mostly characterised by frequent and long periods of 

interaction with clients, thereby creating more articulated relationships (Hargreaves, 1998; 

Manning-Morton, 2006; O’Connor, 2008). Harrits (2016) investigated what close relations 

with clients mean for professionalism, arguing, from the perspective of a sociology of the 

professions, that elements of personal, relational, and emotion-based logic have not been 

discussed in depth. He suggested “[conceptualising] professionalism broadly as based not 

only on formal and practical knowledge (in the broadest possible meaning of this concept) 

but also on personal qualities such as the ability to engage in personal and emotion-based 

relations to citizen clients” (Harrits, 2016, p.13). He therefore outlines a concept of 

professionalism built “not only on science and professional experiences but also on shared 

(institutionalized) societal values” (Harrits, 2016, p. 13) with the challenges that this might 
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imply for the professional–client relationship and for the professionalism model from 

theoretical, empirical, and normative points of view, in terms of fair and equal treatment. 

This theoretical background raises the second research question. In an e-health scenario, 

social-health operators being alongside the bed of patient, more than other health care 

professions, are engaged in a relationship with patients based on personal, relational, and 

emotion-based logic, through his/her personal qualities, more than other health care 

professions doing their impersonal job who are not necessarily physically close to the 

patients. How is this process affecting the relationship between social health operators and 

patients? 

Moreover, as argued by Trappenburg & Noordegraaf (2018) “diminishing the impact of 

referral, sloughing off and objective, impersonal care is necessary to address the medical 

needs of an elderly population and the needs of vulnerable people living in a difficult 

modern world” (Trappenburg & Noordegraaf, 2018, p. 11). Therefore, the issue is getting 

even more crucial in the care relationship between social-health operators and older 

patients, as older adults face higher barriers in accessing e-health. 

This study investigates the social-health operator role in the e-health scenario through a 

micro sociological research approach, focused on the relationship between social-health 

operators and older adults. These qualitative data were collected in 2018 within a broader 

EU funded project, in an Italian case study. Within this project the lowest level occupation, 

the socio-health operators, have been given the chance to teach older people how to access 

computers and use Internet technology. Digital literacy which enables access to computer 

and internet technology, has to be considered a preliminary skill in order to access the e-

health system. This is a crucial aspect in the e-health scenario, as digital skills are one of the 

key aspects to counter health inequity in an e-health context. Economic resources as well 

centre-periphery and Internet access are other crucial aspects. Nevertheless, in this study 

we focus on the role of social health operators as digital skills teachers. 

The main research hypotheses are: 1) the lowest occupation would assume a key role in 

dealing with the process of guaranteeing digital literacy in the e-health system, becoming 

digital mediators in the e-health system. 2) social-health operators would play a new role in 

their relationship with patients. Based on data concerning the point of view of socio-health 

operators and patients, in an Italian case study, this research intends to contribute to the 

debate on changes in health professions in the e-health system. 
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Professions, semi-professions, and pre-professions in the 
Italian healthcare arena: The research background 
All professions are constantly changing (Abbott, 1988); the introduction of ICT represents a 

potential revolution for healthcare professions within the managerial reforms to healthcare 

systems in the neoliberal era (Gabe, Cardano & Genova, 2021). Taking into account Saks’ 

statement on the complexity of defining professions (Saks, 2012), in this study we consider 

the comprehensive approach suggested by Brante (2013), who stresses the importance of 

going beyond the analysis of a single occupation: “The history of individual professions is 

dominated by [a] broader ecological history of the system of professions. We should be 

writing histories of arenas or zones in that ecology, not of individual professions and 

occupations. The latter are not where causality lives” (Abbott, 2010, p. 176).  Therefore, 

social-health operators have to be considered as part of a broader professional arena.  In 

order to describe this arena, we rely on Brante’s (2013) typology: classic professions, semi-

professions and pre-professions. Classic professions have their organisational origins in the 

19th century; they result from occupations based on long university training and are 

characterised by high status, such as physicians. Semi-professions (Etzioni, 1969) are related 

to the development of welfare systems after the Second World War and are characterised 

by higher educational paths, integrated into universities, nurses being the typical example. 

Pre-professions represent a third generation of occupational groups emerging in the last 

decades and are still in the process of obtaining professional status; in “many cases there is 

no ambition to construct more abstract systems of knowledge … the term pre-professions 

refer to the heterogeneous spectrum of novel occupations and expert groups presently 

expanding into a neo-liberal market” (Brante, 2013, p. 7). Professions are involved in a 

struggle for symbolic and material assets in the professional arena, where some occupations 

are subordinated to other occupations. 

In Italy, as in other countries in the final decades of the last century, traditional relationships 

between the healthcare occupations, established during the “golden age” of the medical 

profession, were increasingly called into question. Medical dominance was challenged by a 

number of changes in the health system, including the spread of managerialism, the growth 

of consumerism, and the striving for autonomy of many subordinate health occupations 

(Tousijn, 2002). Nurses benefitted from a number of reforms aimed at upgrading, at least in 

the juridical arena, a profession which for a long time had been very much subordinate to 

the medical profession. Nevertheless, in the workplace (Abbott, 1988) medical dominance 

has proved to be more difficult to overcome. Thus, nursing professionalisation is still a work 

in progress, and nurses’ autonomy continues to be constrained by medical dominance 

(Sena, 2017). The third layer of healthcare hierarchy has for a long time been a number of 

variously trained workers grouped under the generic label of “auxiliary personnel” and since 

2001 “social-health operator”. 
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The data on the main health care professions and semi-professions in Italy are presented in 

table 1.  

Table 1. Health care professional in Italy (last available data). 

 National Health 

Service Personnel 

(1) 

Personal in residential health 

care service, 2018 (2) 

Total health care 

and residential 

health care service 

personnel 

Doctors and dentists 101,876 9,881 111,757 

Nursing staff 255,819 38,966 294,785 

Social-health operators  51,684 165,329 217,013 

(1) Source: Ministero della Salute. (2018). Personale delle ASL e degli Istituti di ricovero pubblici ed 

equiparati. Anno 2018. A cura di Ministero della Salute: Direzione generale della digitalizzazione, del 

Sistema informativo sanitario e delle statistica: Ufficio di Statistica. [Health Ministry, Staff of the ASLs 

and public and equivalent hospitalization institutes. Year 2018]. By the Ministry of Health: Directorate 

General for Digitalization, Health Information System and Statistics - Statistics Office). Retrieved from 

https://www.salute.gov.it/portale/documentazione/p6_2_2_1.jsp?lingua=italiano&id=3012  

(2) Source: Istat. (2020). Addetti all’assistenza alla persona, 2017 (variable: 7126) [Health for all 

database, Personal in residential health care]. Retrieved from https://www.istat.it/it/archivio/14562 

The role of social health operators in the Italian regulative 
background 
In 2001 the Italian regulative system instituted the Operatore Socio-Sanitario (Social-Health 

Operator) qualification based on a professional training involving social and health care 

knowledge and competences (Gazzetta Ufficiale, 2002; Moretti, Spina & Ciaschini, 2012).  

The main aims of social-health operator activities are: a) to satisfy the primary needs of the 

individual, within their areas of competence, in both a social and health context; b) to 

promote the wellbeing and autonomy of the user.  In terms of education, the medical and 

nursing professions are based on national academic educational programmes, whereas 

social-health operator training is managed at a regional level through a one-year course of 

not fewer than 1,000 hours for the basic qualification. Specialisations can be achieved 

through supplementary training courses of no more than 300 hours (of which 150 for 

training/work experience) for specific caring needs or the organisation of care for older 

https://www.salute.gov.it/portale/documentazione/p6_2_2_1.jsp?lingua=italiano&id=3012
https://www.istat.it/it/archivio/14562
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patients, psychiatric patients, hospital, and residential care. Social-health operator activities 

are centred on the individual and their living environment. Responsibilities include: a) direct 

assistance and domestic care help; b) sanitation and social intervention; c) management, 

organisational and training support. With respect to social activities, the social and health 

worker “recognises and uses appropriate communication languages and communication 

systems in relation to operating conditions; implements relationships-communications of 

help with the user and the family, for social integration and the maintenance and recovery 

of personal identity” (Gazzetta Ufficiale (2003) - Attachment A). Therefore, in the ICT health 

reform process, social-health operators also acquire a potentially important role as 

communication mediators between patients and other health care professions. 

Furthermore, social-health operators are responsible for “performing simple diagnostic and 

therapeutic support activities”. Therefore, they might be considered as having a key role in 

telemedicine and e-health practices, for example, in the collection of health data and their 

analysis by professionals not physically close to the patient. Through additional training 

(Gazzetta Ufficiale, 2003), social-health operators can acquire responsibility for the 

following further activities: administration of prescribed therapy, in accordance with or 

under the supervision of the nursing manager; intramuscular and subcutaneous therapy on 

specific nursing planning, under the direction or supervision of the nursing care manager; 

detection and annotation of vital parameters (heart rate, respiratory rate and temperature) 

of the patient; the collection of excretions and secretions for diagnostic purposes; simple 

dressings and bandages; artificial respiration, and external cardiac massage. The list of 

social-health operator responsibilities illustrates a complex profile of knowledge and 

competences operating between social and healthcare professionalism. 

Research design 
The research design presents and discusses the following aspects: the study research 

context, the case study, the main topics investigated, the data collection procedure and the 

data analysis process.    

The study research context 

Teaching activities on PC use for older patients were among social-health operators’ tasks in 

the European funded Ages 2.0. project. Social-health operators were engaged in teaching PC 

and Internet access to older people for a period of four months. Social-health operators 

responsible for the teaching activities, had previously taken part in a training course 

organised within the Ages 2.0 project which concerned the teaching processes. 

The 16-week training course for older people included multiple face-to-face sessions, 

telephone, and e-mail support. Moreover, a user-friendly guideline was developed to 

supplement training to ensure participants have access to tangible materials which they can 

use as reminders.  Social-health operators met the older people for two hours twice in the 

first four weeks, then the training time was reduced to one hour twice a week for the 
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following four weeks. In the last four weeks the face-to-face interaction was reduced to one 

hour a week, while email and telephone support was supplied. 

Ethical procedures 

The study protocol concerning all the ethical aspects was approved by the ethical 

committee of the University, as for example the sensitive aspects concerning the access for 

older people to the web and social media (Mordini et al., 2009), as well as the consent to 

collect data on their participation in the project. Regarding the data presented in this study, 

the purpose of the study was explained at the beginning of the data collection process and 

interview, and researchers declared that responses to questions were regarded as informed 

consent. Moreover, all the participants in the research project, signed an informed consent 

and the data privacy protection declaration in order to be part of the research. 

The case study 

The research focused on an Italian case study. The Italian context merits special attention 

because of the low numbers of older adults using the Internet in a universal healthcare 

system. In 2010, those aged between the ages of 65 and 74 who had never used the 

Internet in Italy numbered 83% and in 2019 they were 49% (Eurostat, 2020). Also 

considering people over 74, this percentage increases. Moreover, Italy has a universal 

healthcare system fostering health equity by reducing inequality in providing access to 

health services based on age (Pavolini & Vicarelli, 2013; Vicarelli & Pavolini 2015). Therefore, 

considering the low percentage of people using Internet and the universal health care 

framework, Italy could be considered a privileged case study in investigating changes in 

health professions in the e-health context. 

The research perspectives 

In the e-health scenario, this study investigated the role of social-health operators and their 

relationship with patients. To investigate the role of social-health operators in the transition 

towards e-health system, this study focused on the analysis of the Italian regulative 

framework (macro level) and on investigating the relationship between social-health 

operators and older patients in the teaching / learning task (micro level). To capture the 

objective reality in investigating the relationship aspects is outside our sociological analysis. 

We therefore assume that we can only know this relationship through its representation 

(Denzin, 2012) and hence the participants’ discourses (Fairclough, 2013). The relational 

aspect has been investigated through two complementary points of view: 1) the patients’ 

perception of the relationship with social-health operators. 2) the social-health operators’ 

perception of the relationship with patients. 

The data collection design and procedure 

This research applied multiple methods to collect data on the role and the relationship 

between patients and social-health operators in the teaching /learning PC and Internet 
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access. The use of multi-methods is called convergent validation or triangulation (Jick, 1979; 

Webb, Campbell, Schwartz, & Sechrest, 1966). This methodological perspective adopts the 

complementary of different methods and is the so-called mixed methods approach, aiming 

at an in-depth understanding of the phenomenon in question (Denzin, 2012; Olsen, 2004 ). 

The starting point of the mixed-methods approach is the idea that different research 

methodologies have specific weaknesses but also specific strengths that should be 

overcome combining the two approaches. Mixed methods research has raised several 

criticisms concerning the different paradigm assumptions, the philosophical and 

epistemological debate, as well as the subordination of qualitative to quantitative methods 

(Howe,1988; Maxcy, 2003). Nonetheless, the use of multiple methods, and therefore 

collection and analysis of different empirical data, adds rigor, breadth complexity, richness, 

and depth to any inquiry (Flick, 2007). Therefore, this study collected qualitative data and 

quantitative data, combining an interpretative approach with basic statistical analysis 

(Erzberger & Prein, 1997). Moreover, in this research the mixed methods approach does not 

only apply to the complementary of quantitative and qualitative data, but also refers to the 

complementary role of different qualitative data collection techniques. 

Data on social-health operators’ perceptions on the relationships with older people in 

teaching them computer and Internet access in residential care and in home care services, 

were collected through: 

1. Telephone interviews with eight social-health operators at the end of the training

 process. Eight is the total number of socio-health operators involved in the teaching 

 process. Social-health operators were all women, between 29 and 48 years old, and 

 all of them were already known by the patients. The interviews followed a semi-

 structured list of questions.  

2. Teaching diary: documentation compiled by social-health operators during the 

implementation of the project, called “training logs”, collecting all the data on the 

training process in terms of objectives for each training meeting, criticalities, and 

potentialities during the meeting, together with notes on the interests and mood of 

participants. “Training logs” represented a crucial element of analysis regarding the 

implementation of the training process for older people by social-health operators, 

highlighting all the criticalities, challenges and successes reached by each social-

health operator in their teaching activities. “Training logs” shed light on behaviours, 

practices as well as comments that would be not accessible to researchers, even 

during participant observation. Training logs are a sort of diary and therefore have all 

the potentialities, as well as limits, of this methodological research tool, both as 

record of and reflection on the experience (Alaszewski, 2006; Corti,1993; Cucu-

Oancea 2013; Elliot, 1997).  
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Data on older patients’ perceptions on their relationships with social-health operator 

steaching them PC and Internet access were collected through: 

1. Face to face structured interviews with the 60 older people who had taken part in 

the training process to access computer and internet. Half of the older people were 

in domestic settings (the older people’s own homes), while the rest were in 

residential care homes. The structured interview mainly consisted of closed 

questions. Most of them used Likert-type scale for collect responses. The interviews 

were conducted just a few days after the end of the PC and Internet training process.   

2. Facebook posts written by older patients during PC and Internet access training were 

also analysed. Facebook has become a wide source of data in sociological research 

(Giglietto et al 2012; Hookway, 2008) with all the ethical issues concerning social 

media research (Moreno et al., 2013). The Facebook posts written by older people 

involved in the computer and Internet learning process have been examined during 

the time of the learning process and in the three weeks after the training was 

concluded. 

The data analysis process   

The analysis was carried out on different sources of data considering the point of view of 

socio-health operators as well as the point of view of older people involved in the computer 

and Internet technology learning process. Quantitative data from the structured interview 

to older patients were analysed through basic statistical approach. Nevertheless, most of 

the data collected were qualitative data and they were processed through Content Analysis 

(Patton, 2002; Ritchie, 1994) to describe and interpret the perceptions of older patients and 

of social-health operators regarding their relationship in the teaching / learning process. 

Open ended questions avoiding restricting the respondents’ choice of answers, allowed the 

collection of rich data in the social-health operators interviews (Gubrium & Holstein 2002). 

The main steps of the qualitative research process were followed in data processing: 

 

1) Familiarization with the verbal transcription of all the interviews and of all 
the Facebook posts by older patients and all the social-health operators’ 
training logs. In this phase we obtained an overview of the collected data and 
started to make the first notes on recurring themes  
 

2) According to the research questions, the thematic framework was set out.  
 

3) In the indexing phase, the thematic framework was developed according to 
the focus of the analysis. 

 
4) All the data were analysed in depth and each specific piece of the data was 

charted according to the research themes.  
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5) The charted data were examined by their main aspects and in relation to the 

thematic framework of the study. They were mapped and interpreted 

(Ritchie & Spencer, 1994). 

 

The epistemological framework to analysing qualitative data, from interviews as well from 

training logs and Facebook posts, has been critical discourse analysis (Fairclough, 2013). This 

focuses on language through a critical sociological analysis to highlight power relationships, 

ideologies, institutions, and social identities perspective. Therefore, critical discourse 

analysis has been applied in its explanatory capacity because it does not simply describe 

existing realities but seeks to explain them showing the power dynamic as well as the 

mechanism and forces in the context of health professions arena. 

 

 

Research questions Point of view Data sources 

Are social health operators 

going to assume the role of 

digital mediators in the e-

health system?  

 

How is the role of digital 

mediators going to change 

the relationship with older 

patients?   

Perceptions of 

social-health 

operators 

8 Interviews (each interview counts 

about 6 written pages of interview 

transcriptions)  

 

60 Social health operators’ teaching log 

(each diary count about 10 pages of 

notes) 

Perceptions of 

older patients 

60 Structured interviews with closed 

questions   

 

87 Facebook posts by the participants in 

the project   

Table 2. Research questions, point of view and data sources  

Results: The relationship between social-health operators 
and patients in the teaching / learning task 

Social-health operators’ perception of the relationship with patients 

Teaching PC and Internet use means dedicating time to allow older people to become 

familiar with the technology. Time given over to teaching and learning is a crucial new 

aspect in the relationship between social-health operators and patients, turning caring time 

into teaching time. As noted in a teaching diary: “The lady has difficulties writing with a 

keyboard. Therefore, we spend time doing writing exercises” (TL_63). As another social and 

health worker wrote in the training log: “The lady has never used a computer in her life. So, I 

had to teach her to write with the keyboard and to know the use of the keys on it. The lady 

was very much engaged during the computer course. Her initial difficulties related to never 
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having used a computer and not being able to write with the keyboard or touch screen, 

were overcome. The lady was always very motivated in using the computer and made good 

progress. It wasn’t always possible to meet the lesson targets because some topics required 

a longer time to understand and test than those indicated by the technician’s manual” that 

was developed for the Ages 2.0 project (TL_17).  In another training log we read: “There are 

still difficulties writing with the keyboard. The gentleman worked hard to complete the 

training. His initial difficulties related to never having used a computer and not knowing how 

to write with a keyboard, physical or touch screen, were overcome as well. It was almost 

never possible to keep the pace of the lessons, since all the topics covered required a longer 

time to comprehend and test than those indicated by the technician’s manual” (TL_46). The 

need for time to consolidate the concepts learned and to cope with limitations of memory is 

stressed in this training log: “She asked several times to look back on previous lessons, 

fearing she would not remember all the steps involved in the applications. Hence we often 

“summarized” the content and took notes to add to the manual” (TL_13). As noted in 

another training log: “It has often been necessary to repeat some of the topics the lady had 

the most difficulty learning, especially Facebook and Skype” (TL_22). 

PC training generally had a very positive impact on patients. As claimed by one social and 

health worker: “as reported in the literature as well, most of the patients in residential care 

are completely unmotivated: a few weeks after they get in the residential care programme, 

they lose their interests, and it seems like they are simply there awaiting death. For us, we 

saw it in this way:  PC training for most of them was a great opportunity to be revived, to 

gain a new approach to life” (OSS_8).  

As described by one social-health operator: “The participant tended to depreciate and 

devalue her capabilities even though she has actually been able to achieve a good level of 

competence in the use of computers.” The social-health worker reported that “she also 

discovered personal skills she didn’t think she had” (OSS_4). Social-health operators 

highlighted that “At the end of the training process they were very happy because they 

achieved an unexpected result” (OSS_3). Moreover, PC training has increased and improved 

communications between older patients and social-health operators: “Getting familiar with 

a new tool that was considered too far … greatly improved their self-esteem, …  some of 

them communicate with their family every day and with the residential staff” (OSS_6).  For 

most of them, the relationship with the social-health operators was crucial, and Facebook 

was used to keep in touch with the social-health operator carers even when they were not 

working, as well as to share with them web links, photos, experiences and feelings: “Internet 

use made it possible for the elderly to keep in contact with relatives and friends, increasing 

their wellbeing; they have been happier and calmer, and they often share with us their 

feelings” (OSS_2). 
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Patients’ perception of the relationship with social-health operators 

Data from the closed questions structured interviews to patients show that 52 out of 60 

patients stated that interaction with the social-health operators involved in the teaching 

activities was very positive, while for 5 it was positive, and for 3 neutral. 42 patients 

involved in the project said that they had developed a new and strong relationship with the 

social-health operators during the training programme, while for 18 this was not the case. 

Moreover, 49 stated that during the training programme, the social-health operators 

involved in the teaching activities came to understand the older people / patient better as a 

person (while for 10 it was neutral). Nonetheless, 41 perceived the relationship with social-

health operators to be as a single team working together rather than separate individuals. 

Facebook posts confirm the positive effect of social-health operators as digital mediators: “I 

am very happy to have participated in this initiative; I discovered that at my age you can still 

learn. I didn’t think it would have been so easy and interesting”. (MS_79F). “I started this 

programme with some scepticism; today I completed it and feel extremely satisfied because 

it gave me confidence in myself. Being of a certain age, I thought I couldn’t do it and instead 

I re-discovered in myself a lot of capabilities—Thank you”. (ET_85F). “I am very happy I had 

the opportunity to take part in such a project; at my age you can still learn. It was so easy 

and interesting.” (MP_75F).  

Older people involved in PC and Internet training not only become familiar with social 

media, but also with discussion forums about politics and news. As posted on Facebook: 

“The computer class of the Ages project is going well. I like using Google Maps to search for 

places (I looked for a place in G. where I worked and other things). I like reading the 

newspaper online, especially the news. I did some research on Google, looking for 

astronomy websites. I listened to music on YouTube”. (MM_82M). From another post on a 

participant's Ages Facebook page: “I am super happy I learned how to use the computer. It 

gives me a lot of company: I read newspapers, play solitaire, etc.” (LG_81F). Other 

participants added: “I like to find places on google maps, places where I worked, and 

reading newspapers, listening to music” (AD_73M). “The PC helps me a lot; I love to play 

cards, when I cannot sleep at night” (PC_78M).  “Thanks to YouTube I watched my grand-

son playing with his group. It was great!” (MA_81F).   

Older people positively considered the social-health operator teaching role as digital 

teacher: “I am very happy that there are these courses. They make us feel less old than we 

are, and we learn communication techniques that we never thought we had given our 

advanced age. And if the teacher is like V. everything becomes almost fun. Many heartfelt 

thanks to all!!!!!!!”. (AG_78 M). “To say I'm an enthusiast about the computer is an 

understatement of the truth; much of the credit must go to Mrs. V., who has been able to 

unravel usually inaccessible technical mysteries even to a partially senile old man who I have 

the undeniable impression of being. As irrefutable proof I must tell you that I’m ninety-two 

years old”. (GM_92M). 
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As emphasised by a Facebook post of one participant: “Shut between four walls, a new 

horizon opens up which lets my mind breathe and I feel more engaged and thus more 

joyful”. (GG_83M). This Facebook post by a participant in the training sums up most of the 

qualitative feedback collected during the course and serves as an overall observation on the 

Ages project: “I must thank the Ages project team and everyone who collaborated. I 

participated in this computer study “not without concern”, because the less than tender age 

of 80 certainly does not help, what with memory being depleted and the ailments of time. I 

wanted to try it out and I must say I am satisfied because now I feel less lonely. When I think 

of a poem, a piece of history and I do not remember who wrote it, I can just write a 

sentence and the die is cast. Likewise, I can also communicate with family and friends, read 

the news in the papers, see city maps, etc. On …  the course I took has come to an end, and I 

can say straightaway that I’ll miss it because I did learn something, but so much is still left 

and unfortunately time is running out. Let’s make do! A heartfelt thank you to all of you and 

especially to my precious teacher. Sincerely,” (NV_79F). 

Discussion 
The E-health scenario within health systems is modifying the relationship of curing and 

caring, affecting the professional health landscape which had been relatively stable for 

many decades. This study has investigated the role of the lower health care occupation—

social-health operators—in the transition towards an e-health system. The study main 

hypotheses were:  1) the lowest occupation would assume a key role in dealing with the 

process of guaranteeing digital literacy in the e-health system, becoming digital mediators in 

an e-health system; 2) social-health operators would play a new role in their relationship 

with patients, being alongside the bed of the patients. 

The transition to e-health systems is affecting the health care professions landscape (Brante, 

2013), and there are signs that the Covid-19 pandemic is accelerating it. Yet, this transition 

has been under-investigated. While doctors and nurses have more easily been switched to 

at distance care, the lowest health carers were not (Bashshur et al., 2020). In the lack of 

studies on the role of lower occupations in the transition to an-e-health system, data from 

this study, run before the pandemic about the role of social- health operators in teaching 

digital skills to older people, shed light on this.  

Concerning the role of the lowest health system occupation, findings confirm: 

1. the lowest occupation might assume a key role teaching PC and internet 

access as a key aspect in guaranteeing digital literacy in the e-health system. 

2. social-health operators caring about the communication between patients 

and other health care professions would be a task coherent with the Italian 

case study national regulative framework. 
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The first hypothesis of the study—digital mediators as e-health mediators—has been 

therefore confirmed.  

Regarding the relationship between social-health operators and patients, the study might 

suggest that social-health operators would play a new role in their relationship with 

patients, being alongside the bed of the patients (second hypothesis). Findings show that e-

health mediators have been positively considered for both the older patients and social-

health operators. Regarding the new role of social- health operator as e-health mediator, 

micro sociological analysis findings show new characteristics in the relationship between 

social-health operator and patients: moving the caring relationship to become one of 

teaching. If professionalism can be conceptualised “broadly as based not only on formal and 

practical knowledge (in the broadest possible meaning of this concept) but also on personal 

qualities such as the ability to engage in personal and emotion-based relations to citizen 

clients” (Harrits, 2016, p. 13), then social-health operators correspond well to this definition.  

Findings suggest further development in the e-health professional arena concerning social-

health operators. Within the highly hierarchical division of labour in the health systems, in 

the e-health scenario, part of the medical consolidated profession as well as the semi-

profession of nurses are partially going to be at distance, while the social-health operators 

are going to keep their position alongside the bed of the patient. Moreover, there are signs 

that where nursing tasks are upgraded, the human relationship with the patients might 

increasingly be left in the hands of social-health operators. In the Italian regulative 

framework, the social-health operators’ tasks already include administration of prescribed 

therapy, intramuscular and subcutaneous therapy on specific nursing planning, detection, 

and annotation of vital parameters (heart rate, respiratory rate, and temperature) of the 

patient, the collection of excretions and secretions for diagnostic purposes, simple dressings 

and bandages, artificial respiration, and external cardiac massage. All of these tasks are 

supposed to be played under the direction or supervision of the nursing care manager. 

Therefore, being alongside the bed of the patient, social-health operators are potentially 

going to be not only digital mediators, but also the leading character in a special personal 

relationship with patients in an e-health system and technological society (Ihde, 2002). The 

new role of e-health mediators for social-health operators seems to outline a possible path 

for social-health operators towards an upgrading process as pre-professionals. The 

interesting point is that they derive it more from their relational than from technical skills. 

Studies on the professionalisation process have so far focused on the growth of knowledge 

and of technical skills. This study suggests that in the new e-health system, social-health 

operators might assume the pre-professional role of mediators between patients on the one 

hand, and nurses and doctors on the other, fully legitimised by their hybrid status between 

social and health care professionals.  

This study contributes to the debate on changes in the healthcare professions in the e-

health system by investigating the lowest level of healthcare professionals, social-health 
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operators in Italy. Nevertheless, its main limitation is that it is a single national case study. 

Further analysis on the lowest potential pre-professionals in e-healthcare would be 

necessary to confirm these preliminary results concerning social health operators as digital 

as well as potential caring and curing mediators between the patient body and the 

technological tools connecting patients to other health care professions (doctors) and semi-

professions (nurses)i.   
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