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Executive Summary 

In the first paper of this series, The Access-to-Care Execution Layer, 1 PersonixHealth argued 

that healthcare does not have a demand problem. It has a conversion problem. Artificial 

intelligence is generating healthcare intent at an unprecedented scale, yet healthcare lacks the 

execution infrastructure required to convert that intent into care. Approximately forty million 

health-related questions are asked through ChatGPT alone every day.2 The vast majority produce 

informational answers, generic advice, and no call-to-action. The demand exists. The 

infrastructure to act on it does not. 

This paper advances the argument. The conversion gap described in our first paper is a symptom 

of a deeper structural shift that healthcare has not yet fully confronted. Healthcare access itself is 

beginning to move outside healthcare-owned channels. For more than a century, healthcare 

organizations controlled the primary pathways through which patients discovered, evaluated, and 

initiated care. Technologies changed. Consumer expectations evolved. Yet the fundamental 

architecture of access remained intact: healthcare organizations owned the environments in 

which healthcare access occurred. 
 

 

   The strategic question is no longer whether healthcare should adopt AI. The strategic 

question is how healthcare will remain discoverable, governable, and executable inside 

AI-native environments. 

 
 

This paper argues that the challenge cannot be solved by any individual health system acting 

alone. It is an industry-coordination problem that requires healthcare organizations to collaborate 

on the foundational infrastructure underpinning future competition. Healthcare has an 

opportunity, perhaps for the first time since the emergence of the Internet, to participate in 

defining how its capabilities are represented, discovered, and executed within a new class of 

technology platforms. The organizations that engage early may help shape the standards and 

frameworks that influence healthcare access for decades to come. Those who wait may find 

themselves adapting to structures defined by others. 

I. The End of Healthcare’s Controlled Access Model 

For most of modern healthcare history, patients entered care through channels controlled or 

heavily influenced by healthcare institutions. The pathways varied across eras. A patient in the 

mid-twentieth century might have received a referral from a family physician, consulted a 

printed directory, or called a hospital switchboard. By the early 2000s, healthcare organizations 

had invested heavily in websites that published provider profiles, service-line descriptions, 

location pages, and eventually online scheduling portals. In the decade that followed, mobile 

applications and patient portals extended the reach of these digital properties, giving consumers 

new interfaces through which to interact with healthcare on their own terms. 

Each of these transitions represented a genuine evolution in how patients found and accessed 

care. Yet beneath the surface, a structural constant persisted. Whether the channel was a 

telephone, a printed directory, a search engine result, a mobile application, or a digital front door 
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initiative, the patient ultimately arrived at a destination owned and operated by the healthcare 

organization itself. The health system's website. The health system's scheduling portal. The 

health system's call center. The health system's mobile application. The access channel changed 

many times. The destination did not. 

This pattern survived even the most disruptive technological shifts of the past three decades. 

When search engines emerged as a dominant force in consumer behavior, healthcare 

organizations adapted by investing in search engine optimization, paid advertising, and content 

marketing strategies designed to draw patients back to their own digital properties. Google 

changed how patients found healthcare. It did not change where healthcare was found. When 

patient portals, mobile applications, and digital front door strategies followed, each extended the 

reach of healthcare's digital presence without surrendering ownership of the access experience. 

Patients could view lab results, message physicians, schedule appointments, and navigate 

symptom assessments, but they did so within environments designed, governed, and maintained 

by the healthcare organization. The term "digital front door" itself revealed the underlying 

assumption. The front door belonged to the health system. 

This assumption was so deeply embedded in healthcare strategy that it rarely required 

articulation. Healthcare organizations competed for patients, invested in brand differentiation, 

and measured success through metrics such as website traffic, portal adoption, call center 

conversion rates, and patient acquisition costs. These are the metrics of an industry that controls 

its own access pathways. They presume that the patient will eventually arrive at a healthcare-

owned property, and that the organization's task is to make that arrival as efficient, pleasant, and 

conversion-oriented as possible. 

Artificial intelligence introduces a fundamentally different dynamic. For the first time, patients 

are beginning to discover, evaluate, and make decisions about healthcare inside environments 

that healthcare organizations do not own, did not design, and cannot directly control. 

II. The Consumption Shift 

The behavioral change is already underway and moving faster than most healthcare strategists 

anticipated. Multiple independent analyses suggest that a majority of American adults now 

incorporate artificial intelligence into information-gathering and decision-making activities, 

including healthcare. Approximately sixty percent of U.S. adults report using AI platforms for 

healthcare-related discovery.3,4,5 An estimated forty million health-related questions are 

processed through ChatGPT alone every day,2 a figure that does not account for health queries 

directed at Claude, Gemini, Copilot, Grok, or the growing ecosystem of specialized AI agents 

and assistants. 

These are not speculative projections. They describe observable consumer behavior in the first 

half of 2026. Patients are asking AI assistants to explain symptoms, compare treatment options, 

identify specialists, evaluate provider credentials, check insurance compatibility, and recommend 

next steps. They are doing so with an expectation of immediacy and completeness that 

healthcare’s existing digital infrastructure was never designed to satisfy. 

Simultaneously, healthcare organizations are beginning to observe measurable consequences. 

Industry analyses from BrightEdge, Semrush, SimilarWeb, and Seer Interactive document a 

consistent pattern as shown in Figure 1, healthcare website traffic has been declining at a rate of 
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ten to thirty percent annually since 2022.6 The decline is not uniform across all healthcare 

properties, and not every organization has experienced it at the same pace. But the trajectory is 

directionally clear. Consumers are spending less time navigating healthcare websites, provider 

directories, and service-line pages because they are increasingly receiving the information they 

need, or at least believe they need, from AI-assisted experiences before they ever reach a 

healthcare-owned property. 

 

Figure 1: AI health query volume, healthcare website traffic, and SEO/SEM click-through rates, 2016-2026. 
  Sources: OpenAI, BrightEdge, Semrush, SimilarWeb, CDC. 

 

It is tempting to interpret this trend as simply another channel shift, comparable to the transition 

from telephone directories to websites or from desktop browsing to mobile applications. That 

interpretation understates what is actually occurring. Previous channel shifts changed how 

patients navigated the healthcare system. The current shift is changing where patients make 

healthcare decisions. The distinction is subtle but strategically consequential. 

When a patient searched Google for “cardiologist near me,” the search engine functioned as a 

gateway. It surfaced links, advertisements, and map results that directed the patient to healthcare-

owned destinations where further evaluation and action would take place. The patient’s decision-

making process continued on the health system’s website, in the provider directory, and through 

the scheduling interface. Google facilitated discovery, but the health system controlled the 

experience from arrival onward. 

When a patient asks an AI assistant to find a cardiologist who accepts their insurance, is 

accepting new patients, has availability within the next two weeks, and is located within a 

reasonable distance from their home, something qualitatively different happens. The AI assistant 

does not direct the patient to a series of websites for further evaluation. It attempts to answer the 

question comprehensively within the conversation itself. The patient’s evaluation, comparison, 
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and decision-making increasingly occur inside the AI environment. If the AI assistant lacks the 

ability to complete the transaction, the patient may exit the conversation to pursue traditional 

channels. But the locus of decision-making has already shifted. 

Healthcare organizations built their digital strategies for a world in which patients navigated 

toward care. AI is creating a world in which patients expect care to be brought into the 

conversation they are already having. The consumer model is evolving from a sequence of 

search, browse, compare, and call to something closer to ask, reason, decide, and act. That 

evolution has profound implications for how healthcare must organize itself. 

III. Why This Shift Is Different 

Healthcare has weathered multiple technology-driven disruptions over the past three decades 

without losing fundamental control over the access experience. It is reasonable to ask whether 

artificial intelligence represents a genuinely new challenge or merely the latest iteration of a 

familiar pattern. The answer lies in understanding a critical architectural distinction. 

Every previous technology shift in healthcare access shared a common structural feature: the 

technology functioned as a pathway that ultimately led patients back to a healthcare-owned 

destination. The Internet created new pathways. Mobile applications created new pathways. 

Digital front doors created new pathways. But in each case, the health system remained the 

destination. The access experience might begin somewhere else, but it ended on healthcare’s 

terms, within healthcare’s infrastructure, under healthcare’s governance. 

Artificial intelligence is different because it increasingly functions as a destination rather than a 

pathway. A patient who asks an AI assistant for healthcare guidance may never visit a healthcare 

website. A family member evaluating care options through a conversational AI interface may 

complete their entire decision-making process without interacting with a single healthcare-owned 

digital property. The AI assistant is not directing the patient toward healthcare. It is attempting to 

resolve the patient’s need within its own environment. 

This distinction becomes even more significant when considered alongside the concept of 

consumption surfaces. A consumption surface is any environment where a person, clinician, 

employee, or autonomous agent discovers information, evaluates options, initiates action, or 

completes a workflow. Today’s most prominent consumption surfaces for healthcare include 

ChatGPT, Claude, Copilot, Gemini, and Grok. But the category extends far beyond consumer-

facing AI assistants. Enterprise copilots embedded within electronic health records, customer 

relationship management systems, enterprise resource planning platforms, call center consoles, 

and operational dashboards are all emerging as consumption surfaces through which healthcare-

related queries and actions will increasingly flow.7 

The proliferation of consumption surfaces means that healthcare demand will not consolidate 

around a single AI platform, just as it did not consolidate around a single search engine or a 

single mobile application. Instead, healthcare-related intent will emerge across a multiplying 

array of environments, many of which healthcare organizations will have no direct relationship 

with and no direct ability to influence. A patient may ask ChatGPT. A benefits administrator 

may query a corporate HR copilot. A caregiver may use a voice assistant. A physician may 

interact with an EHR-embedded agent. In each case, the consumption surface where the need 
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arises may not be owned, licensed, or subscribed to by the healthcare organization that must 

ultimately fulfill it. 

The strategic implication is significant. Healthcare organizations can no longer assume that 

patients will navigate to their properties. They must instead ensure that their capabilities are 

discoverable, understandable, and executable wherever healthcare-related intent appears. This 

represents a fundamentally different strategic posture than the one healthcare has maintained for 

the past quarter-century. 

IV. Healthcare Was Built as Content, Not Capability 

The challenge facing healthcare in an AI-native world extends beyond distribution and 

discovery. It reaches into the very nature of how healthcare organizations represent themselves 

digitally. 

Over the past two decades, healthcare organizations have invested substantially in their digital 

presence. They have built websites with thousands of pages. They have created provider profiles 

that describe credentials, specialties, clinical interests, and patient ratings. They have developed 

service-line pages that explain treatments, conditions, and procedural offerings. They have 

published location directories with addresses, hours, and contact information. They have built 

knowledge bases, FAQ sections, and educational content libraries. They have invested in content 

management systems, digital experience platforms, and marketing technology stacks designed to 

deliver this content to consumers in engaging and conversion-oriented ways. 

These investments were sound. They served the needs of human consumers navigating 

healthcare’s digital properties. A patient visiting a health system website could read a provider’s 

biography, browse a list of specialties, view a location on a map, and eventually call a phone 

number or navigate to a scheduling portal. The content was designed for human interpretation. It 

assumed a reader who could synthesize unstructured information, make inferences from narrative 

descriptions, and take independent action based on what they learned. 

Artificial intelligence systems operate differently. An AI assistant does not read a provider’s 

biography the way a patient does. It does not browse a service-line page. It does not interpret a 

location directory by scanning a list of addresses. AI systems require structured, machine-

readable representations of organizational capabilities that can be programmatically discovered, 

understood, reasoned over, and acted upon. In an AI-native environment, a physician is no longer 

merely a profile page. A physician is a capability: a structured entity with attributes such as 

specialty, subspecialty, board certifications, languages spoken, insurance panels accepted, 

location affiliations, appointment types offered, and real-time scheduling availability. A location 

is not an address page. It is a capability with attributes such as geographic coordinates, 

accessibility features, service offerings, operating hours, and transportation proximity. 

Appointment availability is not data buried within a scheduling system. It is a capability that can 

be queried, evaluated, and transacted by an intelligent system in real time. 

The distinction between content and capability is not semantic. It represents a fundamental 

difference in how healthcare organizations must think about their digital identity. Content is 

passive. It waits for a human to discover it, interpret it, and act upon it. A capability is active. It 

can be discovered by an intelligent system, reasoned over in context, permissioned according to 
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governance rules, and executed as part of a workflow that the healthcare organization may never 

directly observe. 

Healthcare organizations have spent twenty-five years optimizing their content for human 

consumption. The question now confronting them is whether that content can serve as the 

foundation for AI-native participation, or whether an entirely new representational layer is 

required. The evidence increasingly suggests the latter. AI systems that attempt to answer 

healthcare questions by scraping websites, parsing unstructured content, and inferring 

organizational capabilities from marketing copy produce results that are inconsistent, incomplete, 

and often inaccurate. The hallucinated provider directories, outdated insurance information, and 

generic recommendations that characterize today’s AI-generated healthcare responses are not 

failures of intelligence. They are failures of infrastructure. The AI systems are capable of 

sophisticated reasoning. What they lack is a reliable substrate of structured, governed healthcare 

capabilities to reason over. 
 

 

   The future unit of healthcare’s participation in AI-native environments will not be the 

webpage. It will be the capability. 

 

V. From Web Content to AI-Addressable Capabilities 

If the fundamental challenge is that healthcare was built as content rather than capability, the 

logical response is to transform the core assets of a healthcare organization into AI-addressable 

capabilities that can be discovered, reasoned over, permissioned, audited, and executed by any 

authorized consumption surface. 

Consider what a healthcare organization actually is, stripped of its marketing language and 

digital packaging. It is a collection of capabilities: physicians who can diagnose and treat specific 

conditions, locations where care can be delivered, services that address particular clinical needs, 

appointment inventory that represents available capacity, insurance relationships that determine 

coverage and eligibility, scheduling workflows that convert intent into action, and referral 

pathways that connect patients to appropriate specialists. These capabilities constitute the 

operational core of every healthcare organization. They are the assets that patients ultimately 

need to access. 

Today, these capabilities are represented across a fragmented landscape of digital systems. 

Provider data resides in credentialing databases. Location information lives in facilities 

management systems. Appointment inventory exists within electronic health record scheduling 

modules. Insurance participation data is maintained in contracting and payer relations databases. 

Referral pathways are encoded in clinical workflows and care coordination protocols. Each of 

these systems was designed for a specific operational purpose. None was designed to present the 

organization’s capabilities as a unified, machine-addressable surface that intelligent systems can 

discover and interact with. 

The concept of a Healthcare Execution Framework addresses this gap. Rather than requiring AI 

platforms to scrape, interpret, and reconstruct healthcare capabilities from disparate sources, a 

Healthcare Execution Framework transforms an organization’s operational capabilities into 
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structured, governed, AI-addressable representations that can be consumed by any authorized 

surface. A physician becomes a discoverable, queryable entity with real-time attributes. A 

location becomes a searchable, filterable node in a geographic network of care delivery points. 

An appointment slot becomes a transactable unit of capacity with defined constraints, 

prerequisites, and governance rules. Insurance eligibility becomes a verifiable, real-time 

capability rather than a static list on a website. 

This transformation is not merely technical. It represents a strategic reorientation of how 

healthcare organizations think about their relationship with the external world. For twenty-five 

years, the primary question was: how do we attract patients to our digital properties? The 

emerging question is fundamentally different: how do we make our capabilities discoverable, 

governable, and executable wherever patients express healthcare intent? 

The enabling technologies for this transformation are increasingly available. FHIR R4 

connectivity enables standardized access to clinical and scheduling data within major electronic 

health record systems. OAuth2 authentication provides scoped, auditable, revocable access 

control that meets enterprise security requirements. CMS interoperability mandates are opening 

healthcare data layers that were previously closed.8 Protocol standards, such as the Model 

Context Protocol, provide frameworks for making capabilities discoverable by AI systems.9 The 

technological building blocks exist. What remains missing is the strategic framework that 

connects them into a coherent, governed, healthcare-specific execution infrastructure. 

It would be a mistake, however, to treat this as primarily a technology challenge. The enabling 

mechanisms, whether they involve APIs, FHIR, OAuth, MCP, or future protocols, are important 

but insufficient. The larger strategic requirement is a framework for making healthcare 

capabilities executable in a way that preserves clinical governance, protects patient safety, 

ensures regulatory compliance, and maintains the trust relationships that are foundational to 

healthcare delivery. Technology enables the transformation. Strategy determines whether it 

succeeds. 

VI. The First Proof Point: Appointment Scheduling 

The question of what AI-addressable capabilities look like in practice has an immediate and 

economically urgent answer. Healthcare operates with a unique economic characteristic that 

most industries do not share: its core inventory is perishable. An appointment slot that goes 

unfilled cannot be stored, resold, or deferred. Once the scheduled time passes, the revenue 

opportunity vanishes permanently. Unlike a hotel room that can be discounted through a last-

minute booking platform, or an airline seat that can be sold through a yield management system, 

a healthcare appointment slot that expires unfilled represents an irrecoverable loss. 

The scale of this waste is substantial. Estimates based on CDC National Ambulatory Medical 

Care Survey data and industry analyses suggest that approximately eighteen percent of 

appointment slots across U.S. health systems expire unfilled in any given period.10 Extrapolated 

across the approximately one billion outpatient visits that occur annually in the United States, 

this unused capacity represents tens of billions of dollars in unrealized access revenue.11 These 

are not hypothetical patients. They are real appointment slots, with real clinical capacity, that 

healthcare organizations have already staffed, equipped, and made available. The capacity exists. 

The patients who need that capacity exist. What is missing is the mechanism to connect the two. 



PersonixHealth White Paper Series | Paper Two                                                                                     June 2026 

 
Copyright © 2026 PersonixHealth, Inc. All rights reserved. Page 9 of 13 

 

This is precisely the kind of problem that AI-native access could address, if the infrastructure 

existed to support it. Patients are already asking AI assistants questions such as, “I need a 

cardiologist in Houston who takes Cigna and can see me this week.” Today, nothing actionable 

happens. The AI assistant returns a narrative response assembled from scraped websites, 

outdated directories, and general knowledge. It may suggest providers who are no longer 

accepting new patients, list incorrect insurance information, or recommend calling a phone 

number that routes to a hold queue. The patient’s intent is clear. The provider’s capacity exists. 

The execution layer between them is absent. 
 

 

   The first capability is appointments. The larger opportunity is healthcare execution. 

 
 

Appointment scheduling represents an ideal first capability for healthcare’s AI-addressable 

future because it is economically urgent, operationally well-understood, and measurably 

impactful. The business case is straightforward: every appointment booked through an AI-

originated interaction represents revenue recovered from inventory that would otherwise have 

expired. The operational model is familiar: healthcare organizations already manage scheduling 

workflows through their electronic health record systems. The measurement framework is clear: 

appointments booked, slots recovered, patient acquisition cost reduction, and conversion rates 

from AI-originated intent to completed care. 

But it is essential to understand what appointment scheduling represents within the larger 

strategic framework. Scheduling is not the destination. It is the first executable capability that 

demonstrates the viability of a much broader infrastructure. If healthcare can make appointment 

inventory discoverable, verifiable, and bookable within AI-native environments, it establishes 

the pattern for every subsequent capability: provider search, insurance verification, referral 

routing, care coordination, prescription management, results access, and eventually the full 

spectrum of healthcare operations that patients and clinicians need to execute. 

VII. The Coordination Problem 

The argument thus far has established that healthcare access is moving outside healthcare-owned 

channels, that healthcare’s digital assets were designed for human consumption rather than AI-

native interaction, and that healthcare organizations must transform their core capabilities into 

AI-addressable, executable representations. A natural response might be for individual health 

systems to pursue this transformation independently, each building its own AI integration 

strategy, developing its own capability publishing infrastructure, and establishing its own 

relationships with AI platforms. 

This approach, however appealing in its simplicity, confronts a structural barrier that no 

individual health system can overcome alone. 

Consider the challenge from the perspective of an AI platform. OpenAI, Anthropic, Google, 

Microsoft, and xAI each operate platforms that process millions of healthcare-related queries 

every day. For these platforms to deliver reliable, actionable healthcare responses, they need 

access to structured, governed healthcare capabilities across thousands of provider organizations, 

spanning hundreds of markets, multiple electronic health record systems, diverse insurance 
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networks, and varying regulatory environments. If every healthcare organization exposes its 

capabilities through a proprietary integration, the AI platform faces an untenable landscape: 

thousands of incompatible endpoints, inconsistent data schemas, divergent governance models, 

varying permission structures, and idiosyncratic execution patterns. The cost and complexity of 

integrating with each health system individually would be prohibitive, and the resulting 

experience for patients would be inconsistent at best. 

Now consider the challenge from the perspective of a health system. A large regional health 

system that decides to make its capabilities AI-addressable faces a daunting set of questions. 

Which AI platforms should it prioritize? What schemas should it use to represent its providers, 

locations, and services? What governance framework should it apply to control how AI systems 

access its data? What security standards should it implement? How should it handle insurance 

verification across different payer relationships? How should it manage appointment holds, 

cancellations, and confirmations within AI-initiated workflows? How should it audit and monitor 

AI platform behavior? These are consequential decisions, and there is currently no industry 

consensus on how to approach them. 

The challenge is compounded by a classic two-sided market dynamic. AI platforms need 

meaningful healthcare supply to deliver actionable healthcare experiences to their users. Health 

systems need AI platform distribution to capture the growing volume of healthcare intent that 

originates in AI environments. Neither side can unlock the market independently. An AI 

platform with no access to real healthcare capabilities cannot execute care. A health system that 

publishes capabilities to no AI platform gains nothing. The chicken-and-egg problem is not 

theoretical. It is the central strategic obstacle preventing healthcare from participating in AI-

native access at scale. 

If healthcare organizations attempt to solve this challenge through isolated, bilateral efforts, the 

most likely outcome is fragmentation. Each health system will invest in building capabilities that 

work with one or two platforms. Each AI platform will establish bespoke integrations with a 

handful of health systems. The result will be a patchwork of incompatible solutions that serves 

neither patients, providers, nor platforms well. Patients in one market will have access to AI-

enabled healthcare execution while patients in neighboring markets will not. Providers will 

invest redundantly in integration infrastructure. AI platforms will face inconsistent healthcare 

capabilities across geographies and organizations. 

History suggests that this outcome is avoidable, but only through a different kind of strategic 

response. 

VIII. Lessons from Other Industries 

The coordination problem confronting healthcare is not unprecedented. Other industries have 

faced structurally similar challenges at inflection points in their evolution, and the pattern of their 

responses offers instructive parallels. 

The modern financial system provides perhaps the most relevant example. In the mid-twentieth 

century, as consumer credit and electronic transactions began to scale beyond the capacity of 

bilateral banking relationships, the industry recognized that payment processing could not remain 

a fragmented collection of proprietary systems. Individual banks lacked the scale, reach, and 

standardization necessary to enable universal electronic payments. The solution was not for each 
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bank to build its own payment network. The solution was shared infrastructure. Visa, 

Mastercard, the ACH network, and later SWIFT emerged not because a single institution 

imposed a standard, but because participants recognized that a common transaction layer was 

necessary to enable higher-order competition and innovation. Banks continued to compete 

fiercely on products, rates, and customer experience. But they cooperated on the infrastructure 

beneath competition: the rails through which transactions flowed. 

The pattern repeated in other domains. Telecommunications providers developed common 

signaling protocols that enabled interoperability across carriers. Internet pioneers created 

TCP/IP, HTTP, and DNS, protocols that no single organization owned but that every 

organization relied upon. More recently, open banking initiatives established standardized 

interfaces through which financial institutions expose account information and transaction 

capabilities to authorized third parties, enabling an ecosystem of fintech applications that would 

have been impossible if every bank maintained proprietary, incompatible systems. 

In each case, three conditions were present. First, a new class of demand had emerged that 

exceeded the capacity of any individual participant to serve. Second, the new demand required a 

standardized interface between participants and the systems consuming their capabilities. Third, 

the participants recognized that cooperation on foundational infrastructure did not eliminate 

competition but rather enabled it at a higher level. 

Healthcare in 2026 exhibits all three conditions. AI-originated healthcare demand is growing 

rapidly and exceeds the capacity of any individual health system to address through bilateral AI 

platform relationships. AI systems require standardized, governed, executable representations of 

healthcare capabilities that no single health system has defined. And the potential participants, 

large health systems that compete vigorously for patients, clinical talent, and market share, 

would benefit from a common infrastructure layer that makes their capabilities discoverable and 

executable across all consumption surfaces without requiring each organization to build and 

maintain its own AI integration stack. 

The healthcare industry has, in fact, navigated this kind of moment before. The emergence of 

electronic claims processing in the 1990s and 2000s required healthcare organizations that 

competed for patients to cooperate on a common transaction infrastructure for claims, eligibility, 

and payment. Healthcare clearinghouses emerged to provide that infrastructure. They did not 

eliminate competition among health systems or among payers. They created a standardized layer 

through which transactions could flow reliably, enabling competition to focus on clinical quality, 

patient experience, and operational efficiency rather than on the mechanics of transaction 

processing. 

The parallel to the current moment is striking. Healthcare access is entering a period in which 

AI-native consumption surfaces will generate a rapidly growing volume of healthcare intent. 

That intent will need to be matched with healthcare capabilities, verified, governed, and 

executed. The question is whether this process will be fragmented across thousands of 

proprietary implementations or coordinated through shared infrastructure that enables reliable, 

governed, scalable execution. 
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IX. The Coalition Opportunity 

 

   Audentes fortuna iuvat. Fortune favors the bold. 

 
 

If the challenge is one of coordination rather than technology, then the strategic question 

becomes: who will organize the initial collaboration? 

The answer will not come from AI platforms. They can provide discovery mechanisms and 

consumption surfaces, but they have neither the domain expertise nor the regulatory standing to 

define how healthcare capabilities should be governed, permissioned, or executed. Nor will it 

come from electronic health record vendors or interoperability platforms, whose role is to 

provide the data and workflow substrate, not to define how healthcare capabilities are published 

and governed across external AI environments. The answer must come from healthcare 

organizations themselves, acting collectively. 

The concept of competitors collaborating on infrastructure may provoke skepticism. But Visa did 

not eliminate competition among banks. It created the infrastructure that enabled banks to 

compete on a larger stage. A coalition of healthcare organizations cooperating on AI-addressable 

execution infrastructure would do the same: create the layer through which each organization's 

capabilities become discoverable and executable within AI-native environments, while 

competition on clinical quality, patient experience, and brand continues above it. The coalition 

also solves the two-sided market problem that no individual health system can address alone. A 

single health system approaching an AI platform is unlikely to command priority. A coalition 

approaching AI platforms with a standardized, governed, immediately executable set of 

healthcare capabilities presents a fundamentally different proposition. 

PersonixHealth is initiating discussions with healthcare organizations interested in helping define 

how healthcare capabilities become discoverable, governable, and executable across emerging 

AI frontier models, beginning with appointment scheduling as the first AI-addressable capability 

and expanding over time. Founding participants would not merely be early adopters. They would 

be active contributors to defining the governance models, capability standards, and operational 

frameworks through which healthcare participates in AI-native access. These are decisions that 

will shape healthcare access for a generation, and they should be made by healthcare leaders, not 

inherited from technology platforms or imposed by external forces. 

The window for founding participation is measured in months, not years. Healthcare 

organizations interested in participating in these discussions are invited to reach out. To schedule 

a founding participant briefing, contact Brian Beardmore at  bbeardmore@personixhealth.com. 

X. Healthcare Can Still Shape the Future 

Healthcare spent decades building digital front doors. Those investments mattered. They 

represented thoughtful responses to genuine shifts in consumer behavior and technology 

capability. But the access environment is changing again, and this time the change carries 

structural implications that previous transitions did not. 

mailto:bbeardmore@personixhealth.com
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Patient demand is beginning to originate inside AI-native consumption surfaces. The trajectory is 

not certain in its pace, but the direction is increasingly clear. The question confronting healthcare 

leaders is not whether AI will influence healthcare access. It is whether healthcare will be 

passively interpreted by AI systems that scrape websites, parse outdated directories, and infer 

capabilities from unstructured content, or whether healthcare will be actively represented through 

governed, executable capabilities that healthcare organizations themselves define, permission, 

and control. 
 

 

   For perhaps the first time since the emergence of the Internet, healthcare has an 

opportunity not merely to react to a technological transformation, but to lead it. 

 
 

The next paper in this series will introduce the Healthcare Execution Framework: the 

architectural and operational model through which healthcare organizational capabilities are 

transformed into AI-addressable execution infrastructure. For now, the message is simpler. 

Healthcare has not lost its future. But it must organize to shape it. The organizations that 

participate in defining how healthcare capabilities become discoverable, governable, and 

executable inside AI-native environments will help determine the terms of healthcare access for 

decades to come. Those who wait will adapt to terms defined elsewhere. 
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