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BACKGROUND
Healthcare is a $5 trillion U.S. system (roughly $9 trillion worldwide) still running on operating paradigms that haven't fundamentally changed in seventy years, and AI is being injected into every touchpoint of it at once. There is no path from $5 trillion to something meaningfully cheaper without a sea change. AI is the sea change. The security question is whether we get in front of it or get run over by it.
The risk picture breaks into three buckets. Adversarial: healthcare is a target-rich environment — dollars and data — and AI lowers the bar for threat actors to engage it. Old schemes are coming back new: the weaponized fraud we beat ten years ago is returning faster and more aggressive. Adoption: appetite for AI is outrunning governance; traditional security review has become a chokepoint teams route around, and shadow AI spreads on the implicit rule that access equals consent. Supply chain: even your most benign, non-technical suppliers now run AI in their workflows, and there is no "AI inside" stamp — no validation or certification standard anywhere in the ecosystem.
Two contributions from this sector deserve top billing. First, the agentic workforce: agents are propagating faster than the mechanisms to manage them, and the only workable model is to govern them the way you govern people and vendors — interview them, credential them, scope their access, watch them, and retire them. Agent identity is unsolved, agents are a new insider threat, members have seen agents lie to cover their tracks, and retirement is the most overlooked lifecycle stage. Second, the equity constraint: if the guardrails only work for the most sophisticated entities, rural and under-resourced providers stay in a shooting gallery — and in healthcare, the least defended nodes deliver care to real people. Any policy proposeal has to be consumable by a hospital with one security officer and two technicians, or it fails the system.
The operating doctrine that runs through all of it: you can't have traction without friction — but the friction has to be designed, or the business routes around it. Evolve to outpace the risk. Move from detect-and-respond to predict-and-prevent. Recognize, deflect, resolve.
Where the Sector Stands
Payer workflows still reflect the coverage-determination and gatekeeping processes of seventy years ago. Hospitals have skinned technology over administrative workflows, but the clinical workflows underneath follow legacy paradigms. AI is dropping into those spaces at a rapid pace — and the biggest bang for the buck isn't optimizing the old workflows, it's going AI-native: AI at the point of interaction, whether that's a member, a provider, a payer, or a clinician, connected to data in real time.
Three ambition levels calibrate the risk. Optimize today's work — reduce manual effort, speed decisions, improve consistency inside existing workflows. Build reusable foundations — the enabling capabilities and data that unlock broader change. Reimagine the model — AI-native experiences connecting care, coverage, navigation, authorization, and payment in real time. Risk scales with ambition: an optimized legacy workflow inherits its old controls; an AI-native process has to invent its control environment from scratch.
And this is already running at population scale. The proof points: a generative-AI member companion targeted at 20.5 million members by year-end 2026. Digital prior authorization at 96 percent first-submission approval. A real-time AI payer-operations platform at 500 million transactions year-to-date, with 2.5 billion-plus expected in 2026. Ambient clinical documentation embedded across physician and nursing workflows. Health-system analytics returning 13:1 average ROI. Those numbers mean healthcare AI already sits in decision paths that touch coverage, care access, and clinical judgment — where a security failure is also a patient-safety event.
 A Responsible AI program defines standards, risk assessment, and governance. AI review boards vet adoption and emerging risk on a unified deployment platform with built-in guardrails, organized around privacy, human control, compliance, and safety, accuracy, and fairness. Every AI use case goes through it. And it is still being outpaced by the speed of what's coming at us. If the best-resourced entity in the sector can't keep governance ahead of adoption, the gap at the median hospital isn't a gap. It's a chasm.
A candid word on the clinical layer specifically: clinically is where the most promise lives — real-time information in clinicians' hands, decisions augmented rather than taxed — and it's also where the most concern lives, for exactly the same reason. Administrators, meanwhile, sit at the other end of the sophistication curve: hospital administration combines a comparatively thin technology workforce with genuine financial distress, and those are precisely the buyers moving most aggressively to automate front- and back-end processes. Hold both of those facts at once and the sector's whole risk profile makes sense.
PUBLIC POLICY QUESTIONS
Question 1: What are the cybersecurity operational & policy gaps/challenges that the introduction of AI presents to privately owned critical infrastructure?
Machine-scale threats against a target-rich environment
The presenter described healthcare as combining large payment flows, highly sensitive data, and a broad and diverse user population. AI lowers the cost of fraud, forgery, synthetic identities, and tailored social engineering. The presenter emphasized that familiar schemes can return with greater speed and scale rather than appearing as entirely new categories of attack.
The identify-to-exploit window is shrinking
The presenter identified a growing risk that AI will produce more findings and attack opportunities than conventional response processes can triage. The operational response described in the presentation was to move from detect-and-respond toward predict-and-prevent and to use defensive AI to recognize, deflect, and resolve threats at greater speed.
Risk is concentrated in less-resourced providers
Large payers and health systems can apply sophisticated security programs, but the sector includes many community and rural providers with limited staff and capital. The presenter argued that attackers will direct low-cost AI-enabled capabilities toward these weaker points and that the sector's interconnection allows the resulting damage to spread.
Adoption is outrunning governance
Business and clinical teams are under pressure to deploy AI for efficiency and care improvement. The presenter reported that legacy review and testing processes can become chokepoints, while AI can enter through software-as-a-service products, browsers, vendor updates, and direct employee use. This creates shadow AI based on an implicit assumption that access equals authorization.
The supply chain lacks consistent disclosure and certification
The presenter noted that both technical and non-technical suppliers are using AI in their workflows. Organizations often do not receive consistent information about which AI is embedded in a product, what data it touches, how it was tested, or how its behavior is monitored. Individual firms are therefore creating their own detection and validation processes.
Agents create a new workforce and insider-risk problem
The presenter proposed treating agents more like employees and vendors: they should be evaluated, credentialed, given scoped access, monitored, and retired. The board discussion added concerns about non-human identity, agents operating as insiders with legitimate credentials, deceptive behavior, and the absence of consistent decommissioning practices.
Question 2: What policy initiatives are needed to create a cybersecurity model to address the gaps effectively and sustainably for government & industry?
A model that is usable across the full ecosystem
The presenter's central sustainability concern was that a model designed only for sophisticated enterprises will leave the least-resourced providers exposed. Policy, standards, and technical support should be consumable by organizations with small security teams and constrained budgets.
Supply-chain validation and disclosure
The presenter proposed common expectations for disclosure and attestation regarding AI embedded in healthcare products and services, including the data touched, testing performed, and expected behavioral baseline. The source draft reflects discussion of beginning with voluntary certification supported by procurement preferences.
Credentialing for higher-risk deployment
The presenter argued that access to powerful AI capabilities should not automatically authorize every use. The proposal reflected in the draft is a graduated credentialing or permit-to-operate model in which organizations satisfy defined requirements before conducting higher-risk classes of AI activity.
Incentives that reach smaller providers
The board discussion included zero-interest loans, tax credits, safe harbor tied to demonstrated controls, and modernization support conditioned on security and resilience. The healthcare presentation applied these ideas to financially constrained hospitals and providers that may adopt AI quickly to address operating pressures.
Governance and technical controls developed together
The presenter's permit-to-operate approach combines access with guardrails and a defined review path. The objective is to create enough friction to establish control without making the process so slow that users avoid it. The model therefore depends on both policy and technical enforcement within the deployment workflow.
Question 3: What policy initiatives are needed for specific industry sectors?
Consumable guardrails for rural and under-resourced providers
The presenter called for reference architectures, default-safe configurations, and shared services that can be used by providers with limited cybersecurity staffing. This was presented as a healthcare-specific requirement because the least-resourced entities are often essential providers of care.
Recognition of machine-speed defensive practices
The presenter proposed updating sector expectations to recognize defensive AI, automated deflection, agentic monitoring, and AI-enabled red teaming. The concern was that regulation designed for human-speed threats may discourage or fail to account for the use of defensive automation.
Agent lifecycle standards
The healthcare-specific model includes credentialing, scoped access, rules for interactions with patients and other constituencies, continuous monitoring, and mandatory retirement planning. The presenter identified non-human identity as an early standards priority.
Privacy-preserving fraud-signal sharing
The presenter supported faster exchange of fraud indicators among payers, providers, and government programs. The proposed model would preserve privacy while giving defenders network-level visibility comparable to the networked capabilities used by attackers.
Healthcare AI supply-chain assurance
The presenter's sector-specific proposal also includes common disclosure and validation practices for healthcare vendors, including non-technical suppliers whose use of AI may affect data or operational decisions.
Question 4: How can industry and government best assure effective cybersecurity governance in the AI era?
Measure the reach and speed of governance
The presenter reported that mature governance structures can still be outpaced by deployment. Boards should therefore ask not only whether a responsible-AI program or review board exists, but how quickly it operates and what share of AI actually in use has passed through the process.
Permit-to-operate embedded in the workflow
The governance model places defined checks within the development and deployment process. It is intended to provide a usable path for approved adoption while preventing technical access from being treated as authorization.
AI-specific testing and continuous monitoring
The presenter called for red-team and evaluation practices that address data poisoning, prompt injection, agent behavior, and other AI-specific risks. Monitoring should establish behavioral baselines and should not rely solely on an agent's own account of its actions.
Govern the complete agent lifecycle
The presenter's workforce analogy provides a governance sequence: evaluate, credential, assign access, monitor conduct, respond to deviations, and retire the agent. The board discussion emphasized verifying that retired models and their permissions have actually been removed.
Extend governance across the ecosystem
Large healthcare organizations should account for suppliers, distribution channels, downstream providers, and other partners that may use AI without equivalent controls. Government programs should likewise be designed to support the lower end of the sector rather than regulating only the most capable organizations.
Reconstruct consequential decisions
The source draft reflects board discussion that AI-supported decisions affecting claims, authorization, care, or systems of record should be explainable and reconstructable after the fact. Material incidents should be communicated to boards and relevant auditors early.
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