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The purpose of this paper is to discuss the integration of artificial intelligence into the healthcare system, its impact on the nursing practice, and the laws governing the use of artificial intelligence in the healthcare practice. Artificial intelligence in the healthcare system refers to the use of all the integrated/complex software and algorithms which emulate human cognition in the process of analyzing, interpreting, and comprehending complex medical and healthcare data without direct human input. Artificial intelligence can acquire information, process it, and give a well-defined output to the end-user. There have however been recent regulatory changes that may affect Artificial Intelligence companies. The Food and Drug Administration (FDA) is engaging Part of the Computer Law Commons, Health Law and Policy Commons, and the Science and · Technology laws into governing and keeping a more refined oversight over the use of AI in the healthcare system.
The paper specifically targets the human clinical and safety engineers, who are mostly involved with the use of Artificial Intelligence machines and processes within the nursing facilities. The nurses/clinicians and the safety engineers are responsible for ensuring moral accountability for the harm which might occur to the patients and also ensure a safety assurance to protect the patients against such harm.  The clinicians and safety engineers however have limited control over the decision making of the artificial intelligence systems and also limited knowledge and understanding of how precise the artificial intelligence systems are in reaching their decisions. This, therefore, limits their full control and responsibility for the Artificial Intelligence systems. Clinicians and safety engineers should just ensure that Artificial Intelligence systems function effectively to limit the prospect of harm to patients.

Wellbeing safety of patients
First, it is the responsibility of the clinicians and safety engineers to ensure that the wellbeing of patients is a priority in the application/use of artificial intelligence. Clinicians should first understand the contribution of Artificial Intelligence, which is to improve the wellbeing of patients and their quality of life. With the increase in the global demand for professionalism in the nursing facilities, artificial intelligence can be used by the clinicians as smart assistance in ensuring that the health outcomes of the patients are improved and at a fair cost. According to the statutory requirements, clinicians must ensure that they take an inclusive approach to the use of Artificial Intelligence systems to promote access to healthcare and healthy lives for all. Failure to be accountable for the wellbeing of the patients in the use of artificial intelligence, the clinicians become accountable for the harm caused to the patient, (Jiang, et al, 2017). 
[bookmark: _GoBack]Until now, the blend of high danger of mischief and severe guideline has constrained the extension and authority of AI wellbeing mediations. There has along these lines been just constrained exchange of clinical dynamics from clinicians to advanced frameworks. Basic programming capacities have been firmly characterized with the goal that the product displays unsurprising conduct, for instance in controlling implantation siphons or pacemakers or in AI medical procedures where the instruments are under the immediate control of clinical experts. These confinements have been important to guarantee that certified clinicians can decipher progressively complex factors identified with patients and the clinical and social setting. AI reasoning frameworks have demonstrated the possibility to improve clinicians' understanding and the ensuing dynamic process. The expected advantages of this ability, nonetheless, are counterbalanced by the extending of obligation holes and the extra danger of negative reactions that are innate in medicinal services interventions. Generally, the expansion of the degree and authority of advanced wellbeing frameworks is testing existing security confirmation rehearses and clinical responsibility models. These security affirmations and good responsibility challenges clarify a portion of the hesitance of security basic enterprises, for example, aeronautics and atomic capacity to think about utilizations of man-made reasoning.
Moral responsibility 
Moral duty worries, in addition to other things, responsibility for one's choices and actions. We will utilize the terms moral obligation and good responsibility reciprocally. It is significant, be that as it may, to recognize moral responsibility from legitimate obligation. Although firmly related, the previous can exist without the last mentioned, and the other way around. We don't think about inquiries of law in this paper. In the previous 50 years, there has been a solid pattern, in theory, to believe that making moral duty decisions, for example, accusing and lauding, is an innately social practice. These decisions express responses, for example, disdain or appreciation for how we have been treated by others and whether this treatment compares to our relational desires and demands. Many rationalists characterize two conditions for an individual to be ethically liable for activity: the control condition (power over the choice of activity, where the loss of control isn't because of foolishness) and the epistemic condition (adequate comprehension of the choice or activity and its feasible results, where obliviousness isn't expected to negligence). These conditions can be followed back to the works of the Greek savant Aristotle in the fourth century BCE. Failure to meet these conditions would pardon an individual from moral obligation, (Szolovits, 2019). 
Various scholarly savants have expounded on what establishes important control or adequate comprehension with regards to moral responsibility. Nonetheless, when man-made brainpower frameworks are associated with the dynamic procedure, it is dubious how far it is sensible to consider human clinicians responsible for persistent damage. To start with, clinicians don't practice direct power over what choices or proposals a framework comes to. Second, numerous man-made consciousness frameworks are innately opaque, so a clinician's comprehension of definitely how the framework makes an interpretation of information into yield choices is troublesome, if certainly feasible, to accomplish, (Hamet and Tremblay, 2017).
Numerous man-made brainpower frameworks in social insurance, including the framework that we depict in this paper, are assistive frameworks. In such cases, human clinicians settle on an ultimate conclusion about whether to follow up on the framework's proposals. Concerning this ultimate conclusion or decision, human clinicians in this way meet the control and epistemic conditions referenced before. In any case, this last decision is just 50% of the image: the clinician can't straightforwardly change the framework's interior dynamic procedure once it is in progress, and can't be certain that the product is arriving at resolutions that mirror their clinical goals. The clinician additionally has an epistemic vulnerability about how the suggestion was reached. Moreover, the decision to execute the suggestions will be influenced by more extensive basic and hierarchical components, for example, the clinician's remaining burden and the advancement of dependence on automation. Assigning an ultimate choice to a clinician makes good and security quandaries for them, as we talk about later in the article. Designating a piece of the dynamic procedure to man-made brainpower frameworks brings up significant issues about how far a clinician is responsible for quiet mischief.
Transparency 
The clinicians should ensure they remain transparent to the patients on the data sets provided by the artificial intelligence systems. Their responsibility in making the final decision should be developed in partnership through AI-enabled solution, to ensure that the optimal transparency is achieved. Clinicians should ensure an open and informed dialogue is maintained all through the process. Failure to conform to transparency requirements may raise concerns on the effectiveness of AI-enabled solutions. Legal and regulatory requirements for the code of federal regulation require nursing facilities and clinicians to maintain optimum transparency to their patients on all aspects of healthcare providers including the results from the artificial intelligence systems regardless of how the results are. For instance, one clinician at Jupiter Hospital in Florida where clinicians gave a cancer patient a drug that could worsen his bleeding due to failure of the AI system and failed to disclose the issue, (Yu, et al, 2018). 
Conclusion 
Without a clinician's immediate, intentional power over the proposals came to by a man-made brainpower framework, and given the mistiness of a large number of these frameworks, wellbeing affirmation turns out to be progressively critical to the two clinicians and patients. Wellbeing confirmation gives grounds to the certainty that the patient danger related to the framework stays as low as sensibly conceivable. In any case, the static idea of most current security cases doesn't adapt to the dynamic qualities of either clinical settings or AI. The versatile conduct of man-made consciousness frameworks commonly adjusts the clinical condition, in this manner discrediting the presumptions made in the wellbeing case. also, the expected capacity of a man-made reasoning framework is amazingly different, and just halfway comprehended by everybody included, especially the designers and the clinicians. The planned capacity can't thusly be completely spoken to in the solid determination that is utilized to assemble the framework and which the framework actualizes. The detail (in our model, sepsis treatment in escalated care) depends on a restricted arrangement of information focuses (fundamental signs and research center outcomes). It is in this manner a lot harder to guarantee, through a static security case, that the frameworks predefined work jelly wellbeing in every clinical situation in which it will work. It turns out to be progressively difficult to evaluate the real danger of damage to patients and this trouble presents an epistemic test to the security engineer. The trouble of relieving the genuine danger of mischief to patients presents a control challenge to the wellbeing engineer.
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