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CareWire covers digital health, management, procurement and technology.
News links open original publications; research distinguishes evidence from opinion.
This inaugural issue contains no external contributions.



FROM THE EDITOR

Where the patient journey is
still unfinished
A note on the purpose of CareWire and the questions this first issue will follow.

A health system can register a patient digitally, generate an
electronic record and still ask the next doctor to start from
the beginning. I think that gap is where digital health needs
closer scrutiny. The building blocks are important,  but the
day-to-day experience of clinicians and patients is the real
test.

In  this  first  issue,  the  central  question  is  not  how  many
platforms have been announced. It is whether information
is  recorded well,  can be retrieved when it  is  needed,  and
helps somebody make a better decision. A linked document
is not necessarily a useful clinical document. An exchange
standard is not a deployed service. A model that performs
well in a study is not automatically safe in a busy hospital.

October brought useful  examples.  An official  review at Dr
RML Hospital called for stronger use of ABDM and electronic
prescriptions. BHASHINI and JIPMER explored multilingual
hospital  applications.  WHO published a tool  for reviewing
trust  in  health-data  policy,  while  new  clinical  AI  studies
showed  why  oversight  deserves  to  be  tested  rather  than
simply promised. These are developments worth following,
but their implications should not be exaggerated.

My  aim  for  this  magazine  is  simple:  take  public
announcements and research seriously, ask what they mean
for implementation, and leave room for honest uncertainty.
The  publication  is  independent.  It  does  not  speak  for  a
government  institution,  employer,  software  company  or
research partner.

CareWire will  approach these subjects through the lens of
health systems and management: what changes in a facility,
who  is  responsible,  what  staff  need,  and  how  we  know
whether  a  service  is  working.  We  hope  these  pages  are
useful to those making those decisions.

AMIT PRAFULLA / EDITOR &

PUBLISHER

The question behind
this issue

Does a record help the next

clinician treat the same

patient?

Editorial rule

Announced is not

implemented. Connected is

not necessarily used. A

published study is not a

hospital-wide result.

Editorial
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COVER STORY / 01

Infrastructure is the beginning, not
the outcome
ABDM has created a route to digital identity and information exchange. Whether that route

improves care is a separate question.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

The useful distinction

A  digital  identity,  a  registered  facility,  an
electronic document and a successfully used
clinical  record  are  four  different  results.
Counting  them  together  obscures  what  a
programme  has  actually  achieved.  A  large
total of record-linkage events may come from
repeated  encounters  in  a  limited  group  of
facilities,  and  says  little  by  itself  about
whether  the  information  is  complete  or
useful.

What ABDM makes possible

India's  Ayushman  Bharat  Digital  Mission
establishes  common  building  blocks  for
identifying  patients,  professionals  and
facilities  and  for  enabling  standards-based
health information exchange with applicable
authorization  and  consent  processes.  These
are  important  public  infrastructure
capabilities.  They  make  coordinated  care
more  technically  plausible;  they  do  not
ensure that  every participating hospital  can
carry out a complete workflow.

Why the next step is harder

Hospitals  often  run  separate  systems  for
registration,  consultation,  laboratory,
radiology,  pharmacy,  admissions,  referrals
and  claims.  A  well-functioning  outpatient
application  may  not  share  information
seamlessly with a laboratory system, much
less with another hospital.  The hard work
starts  when  the  teams  behind  those
applications must agree about timing, data
fields, identity matching, responsibility and
error correction.

The editorial test

When a  patient  changes  facilities,  can the
receiving  team  identify  the  relevant
previous  information,  understand  its
provenance and act on it promptly? That is
a  more  demanding  standard  than  a
dashboard showing that the document was
generated. It  is  also a fairer way to assess
technology investment.
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COVER STORY / 02

Follow a patient, not a platform
A six-step care journey shows where digital continuity succeeds or breaks down.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

Registration

The  patient  should  be  identified  accurately
without  unnecessary  repeat  entry.  Where
ABHA is used, staff need a reliable process for
matching  the  digital  identity  to  the  actual
clinical  encounter.  Duplicate  records  and
mistyped  identifiers  can  disrupt  every  later
step.

Consultation and investigations

A  record  must  say  something  useful.  Chief
complaints,  working  diagnoses,  medicines,
allergies,  results  and  advice  should  be
available in forms that the next clinician can
interpret. A blank template or administrative
summary  may  pass  an  electronic-document
count while failing a clinical quality check.

Referral and admission

A  receiving  hospital  needs  the  reason  for
referral,  priority,  relevant  history,  recent
treatment  and  results.  A  consented
information retrieval  that  fails  because  of
configuration  or  connectivity  should  be
recorded as a failed attempt, not treated as
success because the patient has an ABHA.

Discharge and follow-up

The  patient  should  leave  with  an
understandable plan, and the next provider
should know which medicines and follow-
up  actions  are  due.  The  pathway  is  not
complete  until  the  handover  is
acknowledged  and  subsequent  care  can
refer back to the earlier record.

Do not confuse the stages

Generation,  linkage,  discovery,
authorization,  retrieval  and  clinician  use
are separable events. Each requires its own
denominator,  failure  analysis  and
improvement plan.
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COVER STORY / 03

Five measures that tell a better story
A proposed reporting framework for facilities and district teams - illustrative, not a new

national guideline.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

1 / Clinical completeness

For  eligible  records,  sample  whether
diagnosis,  relevant  tests,  medication,
allergies, referral reason and follow-up are
documented.  A high document count with
empty  clinical  fields  is  not  evidence  of
meaningful use.

2 / Linkage quality

Report  correctly  patient-matched  and
linked records, not only total transactions.
Check  for  duplicated  facility  identifiers,
failed  patient  matches  and  mismatched
encounter dates.

3 / Successful access

Measure requests  that  reach the intended
clinician in  time for  care,  separated from
attempts that failed because of technology,
consent, authorization, or workflow.

4 / Referral closure

Follow referrals  from issue to receiving-
team  acknowledgement,  management
advice  and  feedback  to  the  sending
facility.  Report  emergency  and  routine
pathways separately.

5 / Patient experience

Ask  whether  patients  understand  what
was shared, whether the process reduced
repeated  forms  or  tests,  and  whether
assisted  digital  access  worked  without
requiring personal smartphones.

Read the numbers in context

These  measures  require  defined
denominators,  periodic  sampling  and
facility-level  validation.  They  should
supplement  -  not  replace  -  national
dashboard counts.
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IMPLEMENTATION / ABDM

Meaningful use begins at the
registration counter
The 23 October Dr RML Hospital review is a reminder that compliance and routine use are not

synonyms.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

What was announced

During his 23 October review of ABVIMS and
Dr RML Hospital,  the Union Health Minister
called  for  stronger  ABDM  compliance  and
wider adoption of  e-prescriptions and other
digital  services.  The  PIB  release  documents
that  policy  direction.  It  does  not  report  a
before-and-after study of clinical outcomes.

The first walkthrough

A  facility  assessment  should  begin  at  the
registration counter, then follow a real patient
encounter  through consultation,  diagnostics,
pharmacy, referral and discharge. Observers
can  note  where  staff  re-enter  information,
where  paper  reappears,  and  when  patients
must  repeat  details  already  available
elsewhere.

A good EHR is not just an uploaded file

Clinical  teams  need  to  agree  on  which
information must be captured in structured
fields and what belongs in narrative notes.
Documentation should be proportionate to
the  clinical  setting,  not  a  long  form  built
only to satisfy a dashboard. Staff should be
able  to  correct  errors  without  losing  the
audit trail.

What to ask the HMIS vendor

Request  evidence  for  each  stage:
registration  and  identity  matching,
structured record creation, correct linking,
exchange  request,  authorization,  retrieval
and readable display. An integration demo
showing only the first stage should not be
described as full interoperability.

Practical next move

Choose one repeatable daily workflow and
validate it  weekly with clinical staff. Make
defects visible, assign owners and compare
improvement across a meaningful period.
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IMPLEMENTATION / QUALITY

A facility review that can be done in
one visit
A compact audit plan for programme teams and hospital managers.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

Before arrival

Define the facility and system versions to be
assessed.  Identify  the  relevant  clinical
departments  and  obtain  permission  for
observing  workflows.  Use  de-identified  or
consented test cases; do not copy identifiable
patient records into review notes.

Observe,  do  not  rely  only  on
demonstrations

Record  how  a  routine  encounter  actually
moves  across  systems.  Include  network
interruptions, delayed test reports, discharge
corrections and referral requests. Distinguish
an unused feature from one that fails under
realistic conditions.

Classify each defect

A reproducible problem should be assigned to
one  main  cause:  identity  matching,  user
permissions,  clinical  template,  terminology,
interface, connectivity,  consent/authorization
or  training.  Keep  the  clinical  impact  and
owner visible.

A two-week loop

Agree on three high-priority fixes, test them
with the people who use the software, and
repeat  the  same observation.  Reassess  the
metric  rather  than  closing  an  issue  solely
because  the  vendor  reports  that  a  release
was installed.

Minimum evidence pack

Keep  a  de-identified  workflow  map,
configuration/version  record,  sample
completeness results, error log, test sign-off
and  the  review  date.  That  is  more  useful
than  an  unqualified  statement  that  the
facility is digital.
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CONTINUITY OF CARE

The referral must carry the clinical
story
Maternal and child health exposes the gaps that a generic electronic-record count can miss.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

An illustrative pathway

Consider a pregnant woman with a high-risk
finding at a primary care facility who needs
an  urgent  consultation  at  a  higher  centre.
This is a hypothetical example, not a reported
patient  encounter.  Her  referral  note  should
convey the risk, vital findings, investigations,
treatment  already  given  and  urgency.  The
receiving  team  should  have  a  way  to
acknowledge the referral and send back the
outcome.

What the handover needs

The  sending  facility  should  identify  the
patient  reliably,  record  the  reason  for
referral,  summarize  clinically  material
history, indicate current treatment and attach
relevant  results  with  dates.  The  receiving
team  must  be  able  to  tell  who  created  the
record and when.

The gap after discharge

Continuity  does  not  end  when  a  patient
leaves  a  hospital.  For  mother  and  child,
postnatal advice, medicines, follow-up dates
and any warning signs need to be available
to  subsequent  providers  and
understandable to the family.

How to judge success

Measure  referral  acknowledgement,
relevant  records  accessible  on  arrival,
unnecessary  repeat  testing,  documented
feedback and completed follow-up. Each is
measurable  in  a  small  pilot,  provided  its
scope and limitations are stated.

The design principle

A  referral  is  an  agreement  between  care
teams.  Technology  can  carry  information,
but  responsibility  for  the  handover  still
needs to be named.
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IMPLEMENTATION / CLAIMS

NHCX is a workflow question before
it is a technical one
Claims exchange can standardize messages; hospital processes determine whether those

messages are reliable.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

Start where claim data are created

Eligibility,  clinical  notes,  procedures,
discharge  details,  coding  and  billing  values
often originate in different parts of a hospital.
An  exchange  can  only  transmit  the  data
available  to  it.  If  the  original  note  is
incomplete,  integration may move the error
faster rather than remove it.

What a pilot should demonstrate

For  participating  systems,  document  the
claim  journey  from  preparation  to
submission,  acknowledgement,  correction,
decision  and  reconciliation.  Record  which
actor owns each step and which errors recur.
Do  not  call  a  technical  message
acknowledgement a settled claim.

Metrics worth publishing

Report  number  of  claims  attempted,
structurally  accepted,  returned  for
correction, rejected and settled, along with
elapsed  time  at  each  stage  and  causes  of
failure. State the payer, facility mix, period
and denominators.  Only  then  can  readers
judge  whether  a  pilot  reduced  delays  or
rework.

Programme management implication

HMIS  vendors,  hospital  clinical  teams,
billing  staff  and  payers  must  agree  on
source  data  and  correction  procedures.
Interoperability  is  not  a  substitute  for
accurate  medical  documentation  or  sound
financial reconciliation.

Evidence position

This  article  describes  an  implementation
evaluation framework. It is not a claim that
NHCX  has  already  achieved  a  particular
financial  or  clinical  outcome  in  a  named
hospital.
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POLICY / TRUST

Trust is built into the design, not
added at the end
WHO's 22 October self-assessment tool offers a practical way to examine health-data policy

choices.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

What WHO actually published

WHO/Europe  and  the  University  of  Zurich
released  a  tool  to  help  policy  professionals
assess  how  trust-building  principles  are
reflected  in  health-data  policies.  The  tool
guides discussion and policy improvement. It
does not score or certify countries, and it does
not evaluate any Indian programme.

How trust becomes operational

Patients need clear explanations of data use,
reliable  access  control  and  a  way  to  report
mistakes. Clinicians need confidence that the
record  is  accurate,  its  source  is  visible  and
access  is  appropriate  to  their  role.
Administrators  need  audit  trails,  incident
response and accountable decision making.

Consent is not a design shortcut

When  patient  consent  is  the  relevant
authorization mechanism, the language and
timing  of  the  explanation  matter.  If  a
different lawful basis is relied on, it should
be  documented  and  legally  assessed.  A
vague  blanket  statement  that  data  can
never be shared is no more useful than an
assumption that all sharing is automatically
permitted.

Questions for a policy review

Who  can  see  which  information  and  for
what  purpose?  What  is  logged?  How  do
people correct a mistake? How is secondary
use governed? What happens if a contractor
or  vendor  changes?  These  questions
translate  abstract  trust  into  observable
controls.

Editorial reading

The new WHO resource is a useful prompt
for  policymakers.  It  is  not  proof  that  the
existence of a trust policy makes a system
trusted.
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POLICY / DATA

DPDP: avoid both the blanket refusal
and the blanket permission
A legal framework should be read precisely, including its phased commencement.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

The timing matters

India's  Digital  Personal  Data  Protection  Act,
2023 has a phased commencement set out in
a 13 November 2025 Gazette notification. The
notification  starts  certain  provisions
immediately, others after one year and many
substantive  provisions  after  18  months.  At
this editorial cutoff, those later dates have not
yet arrived.  Any claim that every obligation
was already in force in October 2026 would
therefore need correction.

An  HMIS  vendor  cannot  answer  every
request with one sentence

A request to share health information needs
to  be  examined  against  the  purpose,  the
recipient,  the  applicable  legal  and
programme  requirements,  system
permissions  and  institutional  policies.  An
operator  should not  treat  the phrase "DPDP
violation" as a complete legal analysis.

Referral  and  research  are  not  the  same
question

Sharing information for a patient's ongoing
clinical  care,  using  records  for  health
system operations, and reusing records for
research  can  involve  different  approvals
and  safeguards.  The  fact  that  hospitals
share a software platform does not by itself
establish  permission  for  unrestricted
access.

What should be recorded

Every  organization  needs  a  clear  decision
record  identifying  purpose,  access
authority,  minimization measures,  security
controls,  retention  and  patient-facing
information.  Escalate  borderline  cases  for
competent  legal  and  data-governance
review.

For readers

This is a management and policy explainer,
not  legal  advice.  For  a  real  information-
sharing  decision,  check  the  applicable
commencement  notifications,  programme
rules and institutional safeguards, and seek
competent legal review where needed.
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CLINICAL AI / EVIDENCE

An incorrect AI answer is still a
clinical risk
October research asks whether the human reviewer can catch the mistake in practice.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

What the systematic review found

A  systematic  review  and  meta-analysis
published on 23 October pooled evidence on
how  clinicians  respond  to  erroneous
automated advice. Its 46 reports represented
41  independent  cohort  clusters.  In  four
heterogeneous real-world computerized ECG
studies, the estimated proportion of incorrect
interpretations  not  recognized  or  corrected
was 26.6%, with very wide uncertainty. This is
not a universal error rate for medical AI.

A second warning from neonatal imaging

A  20  October  multi-reader  crossover  study
examined diagnostic interpretation in a high-
stakes  neonatal  condition.  In  that
experimental setting, trainees accepted 52.0%
of  incorrect  suggestions  from  a  high-
reliability model. Three neonatologists in the
flawed-AI condition overrode 91.7% of errors,
but  the  specialist  group  was  small  and  the
authors frame that observation as hypothesis-
generating.

The practical implication

A hospital should not accept "human in the
loop"  as  a  safety  guarantee.  A meaningful
check  asks  whether  users  have  time,
training,  authority  and  sufficient
information  to  challenge  the  system.
Escalation  paths  should  be  tested  using
deliberately difficult or incorrect examples.

Read the limitations

Both  studies  describe  particular  settings.
Neither establishes the performance of  an
unrelated product or Indian hospital. Their
value is in showing what to measure when
AI is introduced into clinical work.
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CLINICAL AI / GOVERNANCE

Before procurement, test the whole
human-AI team
An operational readiness framework, grounded in the October evidence and WHO guidance.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

Define the decision

Specify  the  patient  group,  intended  users,
clinical task and what happens if the tool is
wrong.  Do  not  allow  a  documentation
assistant to drift into autonomous treatment
recommendation without a new evaluation.

Validate locally

Performance  should  be  assessed  on  local
language,  disease  patterns,  documentation
quality, device mix and workflow constraints.
Record  false  reassurance,  missed  urgent
cases, hallucinated text and unhelpful alerts,
not just an aggregate accuracy score.

Test intervention authority

Can  the  clinician  reject  or  edit  the  output?
Can they see the relevant input and rationale?
Is there an emergency fallback if the service
is unavailable? Do managers have a process
to  suspend  use  when  a  safety  issue  is
detected?

Set monitoring thresholds

Audit  a  sample  of  accepted  and  rejected
outputs, report near misses, record model/
version changes and track real downstream
outcomes  when  possible.  Use  an
independent clinical safety lead rather than
relying on the vendor alone.

What October added

WHO's  21  October  remarks  emphasized
context-specific  evidence,  proportionate
oversight,  secure  infrastructure  and
accountability.  An  npj  Digital  Medicine
article  published  23  October  described  a
governance  framework  for  evaluating,
scaling and maintaining clinical AI. Neither
replaces local evaluation.
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ACCESS / LANGUAGE

A patient should not need to
translate their own care
BHASHINI and JIPMER explored multilingual AI on 23 October. The next step is careful

clinical testing.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

The announcement

The  Digital  India  BHASHINI  Division  and
JIPMER  held  a  technical  workshop  on  23
October,  reported  by  PIB  on  24  October,
discussing  uses  such  as  patient  guidance,
voice  interactions,  terminology  support  and
clinical  documentation.  These  were
explorations  and  demonstrations,  not
evidence of widespread hospital deployment.

Three different risk levels

Wayfinding  and  appointment  instructions
may  be  suitable  early  pilots.  Clinical  note
generation  needs  a  clinician  to  check
meaning and completeness. Medicine advice,
consent  explanations  and  emergency
instructions  carry  greater  safety  risks  and
require careful terminology validation.

What to test

Assess  dialects,  background  noise,  code-
switching,  literacy  and  unusual  drug
names.  Check  whether  the  system  can
express  uncertainty  and  transfer  to  a
human.  For  patient-facing  materials,  ask
people  who  speak  the  relevant  languages
whether  the  instructions  are
understandable,  not  just  grammatically
fluent.

Operational design

Define  who  corrects  mistranslation,  how
errors are recorded and whether audio or
transcript  data  are  retained.  Translation
should  reduce  barriers  without  creating  a
hidden  data-collection  or  clinical  liability
problem.

The point

Language  inclusion  is  part  of  quality  of
care. A technically impressive voice demo is
only a starting point.
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STANDARDS / INTEROPERABILITY

Appointment links are part of the
care pathway
HL7 published SMART Scheduling Links STU Edition 1 on 21 October 2026.

ORIGINAL SCHEMATIC / ILLUSTRATIVE - NOT A REPORTED FACILITY WORKFLOW

What was published

HL7's  standards  release  feed  records  a
Standard  for  Trial  Use  publication  of  the
SMART  Scheduling  Links  implementation
guide,  Edition 1.  Its  permanent specification
is  based  on  FHIR  R4.  Publication  defines  a
technical  approach;  it  does  not  tell  us  how
many health systems have adopted it.

Why scheduling matters

In  many  systems,  appointment  details  sit
apart from clinical documents. Patients may
receive a message but the clinical team lacks
a  reliable  shared  reference  to  the  booked
service.  Interoperable  links  are  one  way  to
reduce ambiguity in scheduling workflows.

Where the standard belongs

The  guide  should  be  assessed  alongside
identity,  access,  availability,  cancellation,
reminders  and  downstream  encounter
documentation. A valid link alone does not
prove  that  a  visit  occurred  or  that  the
clinical record reached another provider.

A practical test

Set  up  a  small  workflow  across  systems:
create  appointment  information,  share  it,
open it as the intended recipient, handle an
update,  and  reconcile  its  state  with  the
originating system.  Document privacy and
security  controls  for  any  exposed  link  or
identifier.

Editorial guardrail

This  section  explains  a  new  STU
specification.  It  is  not  a  claim  that  ABDM
has adopted this guide or that it  has been
deployed in Indian hospitals.
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INDIA / OCTOBER

India digital health briefing
Original government announcements, reviewed through 26 October. The verbs matter: reviewed,
explored, launched.

23 OCT | RML Hospital: strengthen
everyday ABDM use

A ministerial review called for stronger

ABDM compliance and wider electronic

prescribing at Dr RML Hospital. The release

reports policy direction, not measured

improvement in documentation or

continuity.

Original source / S02

24 OCT | BHASHINI and JIPMER:
multilingual health applications

A technical workshop explored voice,

translation, terminology and documentation

use cases. No clinical-outcome study or

routine implementation coverage was given

in the announcement.

Original source / S03

15 OCT | AIIA: new digital initiatives

At KAUMARACON-2026, the All India

Institute of Ayurveda launched several

initiatives, including an Ayush start-up

portal, AyuDIVA, the Vamana App and the

Panchakarma Assessment App. Public

reporting describes launches rather than

independent user-adoption data.

Original source / S04

What the three items have in
common

They show institutional attention to digital

tools. They should be followed by reporting

on adoption, usability, governance and

clinical relevance, not treated as proof of

completed transformation.
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https://www.pib.gov.in/PressReleasePage.aspx?PRID=2327937
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WORLD / OCTOBER

Global digital health briefing
Five October developments from WHO and the European Commission, with status kept explicit.

22 OCT | WHO/Europe: trust-building tool

The WHO/University of Zurich self-assessment
resource offers policy teams a structure for
discussing trust. It does not score country
performance or certify systems.

Original source / S05

12 OCT | WHO Pandemic Hub: 24-hour
ambition

A five-year strategy sets an aspiration for countries
to detect and understand emerging threats within
24 hours by 2030. It is a future target, not a
current achievement.

Original source / S06

12 OCT | Ghana reviews digital health
strategy for AI

WHO and UNDP are supporting Ghanaian
authorities in revising a digital health strategy and
strengthening evaluation. The article describes
policy work rather than a clinical AI outcome.

Original source / S09

13 OCT | European Health Data Space
engagement

The European Commission established a
Stakeholder Forum and Community to support
EHDS implementation discussions. The
announcement is a participation mechanism, not
proof that full EHDS services are operational.

Original source / S08

21 OCT | WHO on responsible clinical AI

At the World Bio Summit, WHO's Director-General
emphasized evidence, transparency, proportional
risk oversight, cybersecurity and accountability
before scale-up.

Original source / S07
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https://www.who.int/news-room/speeches/item/who-director-general-s-remarks-at-the-signing-of-the-seoul-declaration-during-the-fifth-world-bio-summit---21-october-2026


RESEARCH WATCH

What the October studies actually
establish
A selective reading desk. Findings are drawn from original papers; interpretation is editorial.

23 OCT | Human oversight of erroneous
AI

Zeng and colleagues reviewed 46 reports and
cautioned that oversight is not inherently
protective. A 26.6% estimate from heterogeneous
ECG studies should not be exported to other use
cases. [S12]

Read study / S12

20 OCT | Neonatal imaging and
automation bias

Lee and colleagues used 1,750 interpretation
events to show that model reliability and expertise
influence behavior. The specialist subgroup was
small. [S13]

Read study / S13

22 OCT | LLMs in multimodal EHR
prediction

Kaster and colleagues included 57 studies and
reported average model-performance gains over
single-modal approaches. These are predictive
performance findings, not proof of better patient
outcomes. [S14]

Read study / S14

23 OCT | Governance for clinical AI

Nguyen and colleagues describe an operational
adoption and oversight framework. Useful for
implementation questions; not a controlled
efficacy trial. [S15]

Read study / S15

23 OCT | Telehealth access differences

Veinot and colleagues analyzed 137,297 US
patients with completed telehealth visits.
Observational associations warrant attention but
do not establish the same effects in India. [S16]

Read study / S16

8 OCT ONLINE | Conversational
diagnostic AI

Brodeur and colleagues report a prospective
feasibility study in ambulatory primary care.
Broader safety and clinical effectiveness require
further testing. [S17]

Read study / S17
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The conversation
continues.
Digital health is not simply about deploying software. What
matters is how healthcare organisations manage change, use
information and keep services working for patients.

CareWire will follow those questions through public policy, technology decisions,

implementation experience and healthcare management.

LO O K I N G  A H E A D  /  D EC E M B E R  2 0 2 6

What happens after digital health goes live?
A proposed theme on adoption, operational challenges and the work of making digital systems

useful. Topics may change as the next issue takes shape.
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We welcome original, evidence-based perspectives from hospital administrators, programme

managers, researchers, policy professionals and people working on healthcare technology

implementation. No external articles appear in this inaugural issue.
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