
H E A LT H C A R E  A D V I S O R Y

AI your i nsti tuti on can
defend

Healthcare does not need more AI i n the abstract.
It needs technology that helps cli ni ci ans,

pati ents, caregi vers, and i nsti tuti ons make better

deci si ons together - and sti ll makes sense when

someone asks what happened.

17%
F E W E R  R E H O S P I TA L I Z AT I O N S

Across 54 randomi zed tri als of transi ti onal-care i nterventi ons,
programs that engaged caregi vers reduced rehospi tali zati ons 17%.
Programs wi thout caregi ver engagement showed no si gni fi cant
reducti on.

Levoy et al., Medi cal Care, 2022

The i nteresti ng part i s not the algori thm. It i s

whether the person goi ng home and the person

helpi ng them understood what to do on Tuesday.

Healthcare i s full of techni cally correct i nformati on

that fai ls somewhere between the protocol, the

cli ni ci an, the pati ent, and the household. That i s a

human systems problem wi th cli ni cal consequences.

AI can help. It can also make the di stance between

those people consi derably larger.

60%
of U.S. adults would be uncomfortable

i f thei r provi der reli ed on AI to

di agnose di sease or recommend

treatment.

Pew Research Center, 2023

2:1
For every hour physi ci ans spend i n

di rect cli ni cal face ti me, nearly two

addi ti onal hours go to EHR and desk

work duri ng the cli ni c day.

AMA / Annals of Internal Medi ci ne

40%
of asserted medi cal professi onal

li abi li ty cases from 2014–2024

i nvolved communi cati on-related

factors.

Candello / CRICO, 2025

H E A LT H C A R E  E X P E R I E N C E

Luri e Cancer Center
A li ve oncology research navi gator

for Luri e Cancer Center Shared

Resources, desi gned so the people

doi ng the work can operate and

mai ntai n i t wi thout wai ti ng for an AI

team.

Si mwerx
Offli ne-capable AI for hi gh-stakes

medi cal trai ni ng, bui lt to work when

there i s no cloud avai lable and the

answer sti ll matters.

Pri vate deployment
Contai neri zed on-prem or i n your

VPC for i nsti tuti ons where data

boundari es, i nfrastructure control,

and provenance are requi rements

rather than preferences.

https://pubmed.ncbi.nlm.nih.gov/35679175/
https://www.pewresearch.org/science/2023/02/22/60-of-americans-would-be-uncomfortable-with-provider-relying-on-ai-in-their-own-health-care/
https://www.ama-assn.org/practice-management/digital-health/allocation-physician-time-ambulatory-practice
https://www.candello.com/insights/Candello-Reports/10-Year-Follow-Up-Comm
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Deci de what AI touches

Not every task deserves AI si mply because i t can be

automated. Whi ch deci si ons stay wi th a cli ni ci an? Whi ch can

be supported? Whi ch can be delegated? What evi dence

does the board need before movi ng that li ne?

The fi rst governance deci si on i s not whi ch model to buy. It

i s what you are wi lli ng to let a model do.

In a Black Book Research survey of 182 U.S. hospi tals, only 22% reported

hi gh confi dence they could deli ver a complete, audi table AI explanati on

wi thi n 30 days. Black Book Research, 2025

Make the reasoni ng i nspectable

A cli ni cal answer should have somewhere to poi nt. Protocols

and i nsti tuti onal knowledge can be rendered i nto governed,

traceable structures so the cli ni ci an can see what grounded

an answer, di sagree wi th i t, and understand what changed

when the answer changes.

That i s why we use bounded retri eval, ontologi es, and

source li neage rather than aski ng a model to sound

suffi ci ently confi dent.

A 2026 multi center vali dati on of a wi dely deployed sepsi s model found

substanti al performance vari ati on across four health systems. Local

context matters. So does knowi ng when the machi ne should stop

talki ng. Wong et al., JAMA Network Open, 2026

Desi gn for the humans who have to use i t

A hospi tal i s not one user. It i s physi ci ans, nurses,

admi ni strators, researchers, pati ents, caregi vers, ri sk

teams, executi ves, and fami li es, each wi th di fferent

i nformati on, authori ty, language, i ncenti ves, and

consequences.

Good healthcare AI recogni zes those di fferences i nstead of

flatteni ng everyone i nto a persona called user.

That i s the anthropology i n the archi tecture.

Ti e i t to metri cs you already report

Readmi ssi ons. Tri age volume. Di scharge comprehensi on.

Ti me returned to cli ni ci ans. Targets are agreed wi th cli ni cal

leads agai nst a named baseli ne, cohort, and reporti ng

peri od.

If the work cannot be connected to an outcome your

i nsti tuti on already cares about, we should probably not do

i t.

W H Y  I  D O  T H I S  D I F F E R E N T LY

I started my career i n rui ns. Archaeology teaches you very

qui ckly that the offi ci al story and the evi dence left behi nd

are not always the same thi ng.

Healthcare has better documentati on than most

archaeologi cal si tes, but the method sti ll holds: look at

what people actually do, where i nformati on moves, who has

authori ty, what gets worked around, and whi ch arti facts

survi ve the process. Then I became an engi neer.

That combi nati on matters here. I can si t wi th a cli ni cal

leader and understand the human system, si t wi th the

techni cal team and i nspect the archi tecture, and keep

followi ng the deci si on unti l the two accounts match.

Healthcare AI should not ask people to trust the machi ne. It

should gi ve people enough evi dence to exerci se thei r own

j udgment well. That i s a much harder standard. It i s also

achi evable now. We do not need AGI to do i t.

I keep three advi sory relati onshi ps at a ti me. Thi s i s a

fi t when there i s a li ve, consequenti al deci si on; an

accountable executi ve; and di rect access to cli ni cal,

techni cal, and operati onal leadershi p.

It i s not a fi t for a vendor-selecti on exerci se, a rubber

stamp, or advi ce held at arm’s length. Pri vate

deployment opti ons, customer-controlled encrypti on,

and BAA documentati on are avai lable where appli cable.

The fi rst call i s a conversati on, not a pi tch.

Beth Rudden · Founder & CEO, Bast AI · beth@bast.ai  · bethrudden.ai bast.ai /advi sory/healthcare.html
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