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The patient needs a way to correct the story

An Al system can accurately summarize an incomplete record and still miss the person. A
patient's experience between appointments, a caregiver's observations, or a missing
document may change the meaning of the data. Faster processing does not resolve that
missing context.

| ask the committee to consider a practical standard: when Al materially influences care
or a coverage decision, the patient should have a usable way to contribute relevant
evidence, correct errors, and reach a person who can reconsider the result. Human
oversight should be something a patient can experience, not simply a statementina
governance policy.

Why | am offering this perspective

| have split my time between Ferryville and the Chicago area since 1999 and have served
families in the Driftless through community work and ministry. My professional background
includes 32 years in enterprise technology, including SPSS, IBM, and Verizon, and five years
on IBM's Watson team. | am also an applied sociologist and the founder of Qualitative
Intelligence Systems, or QIS.

My family advocacy experience and work developing QIS have brought the same question
into focus: how do we preserve what a patient and family know, verify what Al produces, and
keep a responsible person involved? | have begun bipartisan outreach to federal and state
offices in Illinois and Wisconsin; several have offered meetings or connected me with policy
staff. | offer these comments in my own capacity as a QIS founder and community member.

Make governance usable at the point of decision

The committee's September 25 governance memo discusses responsibility, review before
deployment, audit trails, monitoring, and incident response. | support that direction and
suggest adding explicit attention to the evidence and review process experienced by
patients and families.

Consider this illustrative situation: a patient reports worsening function between
appointments, while an Al-assisted summary relies on an older clinic note and presents the
patient as stable. A coverage decision then relies on that summary. The crucial questions
are whether the new account was received, what evidence the conclusion relied on, and
whether a reviewer can correct it before it affects the patient. This is an example of the
problem to test, not a claim about a particular provider or insurer.

| suggest five elements for discussion:
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1. Preserve the patient's account. Keep patient-provided observations
distinguishable from measured findings and Al interpretations. Offer accessible
ways to contribute information without requiring a smartphone, fluent writing, or a
polished narrative.

2. Make consequential findings traceable. Retain the source, date, relevant
evidence, and review history behind Al-assisted findings that materially influence a
decision. Missing evidence and disagreement should remain visible. Agreement
among Al models is not verification.

3. Give human review real authority. A reviewer should have relevant expertise,
access to the underlying evidence, time to assess it, and authority to change or
escalate the result. For decisions affecting care or coverage, the review should
occur before the consequential action when feasible, with an appropriate process
for urgent care.

4. Provide correction and reconsideration. Explain how patients or authorized
caregivers can challenge an inaccurate account and reach a person. Preserve an
audit history and ensure a corrected finding reaches the systems and people that
relied on the original.

5. Match safeguards to risk and protect privacy. Distinguish routine administrative
assistance from uses that affect clinical judgment or access to coverage. Collect
and disclose only the information needed for the purpose. Obtain appropriate
permission for recordings and respect applicable rules; recording should not be the
only way to provide a patient account.

A concrete next step

I would welcome a short discussion with committee staff and, if useful, the opportunity to
contribute an example workflow for review. The committee could assess it through five
practical questions: Was relevant patient evidence included? Can the source of a
consequential finding be checked? Can the patient correct it? Can a person change the
outcome? Does the corrected information reach those who relied on it?

QIS is being developed around what we call the Human Gate: check original evidence,
make uncertainty visible, and have a person review and take responsibility for the final
decision. The committee can turn that principle into practical standards that apply across
vendors and systems.

Source

Wisconsin Legislative Council, Memo No. 5, Preliminary Options for Discussion Relating to
Artificial Intelligence Governance Standards, September 25, 2026. The memo presents
preliminary options for discussion; the recommendations above are my proposed
contribution, not adopted committee policy.



https://docs.legis.wisconsin.gov/misc/lc/study/2026/3042/060_october_1_2026_meeting_9_30_a_m_room_411_south_state_capitol/004_memo5_aihc
https://docs.legis.wisconsin.gov/misc/lc/study/2026/3042/060_october_1_2026_meeting_9_30_a_m_room_411_south_state_capitol/004_memo5_aihc

