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| WHAT THIS WHITE PAPER IS

This white paper presents the world's first complete governance and technical standard for the safe, equitable, and multilingual
deployment of Al in health and eldercare settings. It is the produet of 25 vears of institutional leadership by Huibert H.W. Arnold
across health governance, conflict resolution, and Al-enabled digital infrastructure through Global Integrated Care International and
The Tri-Alliance.

It is not a theoretical framework. It is a deployed, independently verifiable, population-scale governance architecture — complete with
technical specifications, ethical foundations, regulatory alignment across six major international frameworks, stakeholder impact
evidence across seven groups, and an annual economic value of approximately USD 2.47 trillion across OECD nations at full

deployment.

"Governance is not a restriction on Al — it is the condition under which AI becomes safe for the people who need it most."”

| WHITE PAPER ARCHITECTURE — FIFTEEN SECTIONS OF EVIDENCE

The governance standard is supported by fifteen sections of original research, evidence synthesis, technical specification, and policy

analysis. Each section contributes a distinet and irreplaceable dimension of the complete argument.
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F Success Metrics ’
P $ats
G Pl{ll Phased practical roadmap - institutional adoption - depleyment sequencing
S Riﬁkg:" imitati T risk - seven ds built into the model
?eclion Ethical Foundations Twelve ethical commitments - L1-1.12 - ethics as architecture not aspiration
: Policy Aligi tand | g gameworks - 92% average - EU Al Act - GDPR - WHO - HIPAA - OECD - G7
K Stakel is‘ der Imp Seven groups - six - citizens - i - clinicians - institutions - regulators - providers
?‘cclion mow:':: USD 2.47T annually - five dimensions - 34.4x ROI - national resilience investment
- Global Positioning
ﬁmon and Strategic Nine strategic advantages - first-mover - $156B market - standard-setter in five global forums
Advantage
Impl tati Eight real-world scenarios - governance in - not I hetical - deployed and ready
N P g P VP ploy :
Section Future Outlook and : dard - § . hil
K 50 - . ’ jonal
o Long-T Vision Eight themes to zo50 global onal
s;ec‘io" f;'m‘usim and Call Unified i dy call - six - blueprint and invitation



| THE PROBLEM — FIVE CONVERGING CRISES

Health and eldercare systems across all 38 OECD nations face five simultaneous structural erises that individually would be
challenging and collectively constitute the most consequential health governanee failure of the 21st century.

25—30% 10M 350M 38%

of health expenditure consumed health worker shortfall by 2030 - OECD adults over 65 by 2040 - of non-emergency presentations
by administrative waste - training pipeline cannot resolve LTC cost heading to 4.0% of GDP reach the wrong first service -
governance-addressable ‘within timeline fragmentation tax

o of 38

OECD nations has deployed a

governance standard for health

Al - first mover available

WHAT HAPPENS IF WE DO NOTHING?

Health expenditure rises from 8.8% to 13.1% of GDP by 2040. LTC expenditure reaches 4.0% of GDP. Effective clinical workforce capacity
falls to 51% of population need. Al deploys without governance — harmful output rate 9.4% vs 0.8% governed — eroding the public trust
that every health system depends on. Retrofit cost when regulation arrives: 6 to 8 times the cost of building governance in now. The window
for governance-first infrastructure is measured in years, not decades.

| THE GOVERNANCE STANDARD — WHAT IT PROVIDES

The governance standard consists of twelve technical provisions (E.1-E.12), twelve ethical commitments (I.1-1.12), and alignment
with six major international regulatory frameworks — all operationalised in a deterministic, independently verifiable, population-

scale architecture. The complete technieal and ethical foundation is documented across Sections D, E, H, I, and J of the white paper.

Safety Envelope (E.3) D inistic State Machine (E.4) Multilingual Equity (E.7)
Zero diagnostic outputs - zero prescribing - clinical Predictable behaviour - 0.3% und d states - Performance floors within 15% of primary language -
boundary 99.7% - 0.8% vs 9.4% ungoverned producible regulatory testing - compli 210M non-dominant language speakers serv
verifiable
Escalation Architecture (E.8) Seven-Stream Telemetry (E.g) Accessibility Architecture (E.7)
Four-tier escalation - Tier 4 within 9o seconds - 94% Real-ti ight - independ; l; ACORSS - WCAG 2.2 AA - voice channel - cognitive support -
appropriate escalation rate - 24,7 2-day pattern detection vs 186 days elder-friendly - 437M OECD adults served
Privacy by Design (1.6) Human Oversight (E.6)
Zero PHI in telemetry - GDPR Art.25 100% - Emergency stop 100% within 2 seconds - HOTL
structural privacy - erasure trivially fulfilled oonlgl.::nus - EU Al Act Art.14 met - independently
verifi

Regulatory alignment: EU Al Act 94% - GDPR 96% - HIPAA 94% - WHO 93% - OECD 94% - G7 Hiroshima 92%. Average across six
frameworks: 92%. Designed-in compliance costs 1x versus 6 to 8x retrofit. Full regulatory alignment documented in Section J.

| THE ECONOMIC CASE — USD 2.47 TRILLION ANNUAL OECD VALUE

Governance-mediated Al is not a technology purchase. It is a system-level economic intervention that addresses the structural sources

of waste, fr tation, exclusion, and trust erosion simultaneously. Full economic and societal value is documented in Section L.

$1.01T $492B $355B $417B

Health system efficiency Eldercare capacity annually - Family and caregiver value Workforce and societal

annually - admin waste + admissions + LTC moderation + annually - time + absenteeism + productivity annually -

workforee + fragmentation carer sustainability collapse prevention emergency reduction +
employment

$191B

Equity and public trust annually -
exclusion costs + linguistic
inequity addressed

Return on investment at national deployment scale: 34.4 times. Payback period: under two weeks. Deployment cost for a mid-
size OECD nation (10M population): USD 180 million annually. Annual saving: USD 6.2 billion. LTC expenditure trajectory
moderated from 4.0% to 3.1% of GDP by 2040.

"This is not a cost. It is an investment in national resilience, economic stability, and
societal well-being."




| STAKEHOLDER IMPACT — SEVEN GROUPS, SIX OUTCOMES, ONE ARCHITECTURE

The governance standard produces measurable improvements across every participant in the health and eldercare ecosystem. Full

stakeholder analysis is documented in Section K.

Citizens
Appropriate care 91% vs 34% - 437M
ser\ﬁ - safety - clarity - 24/7 |

Health Systems
Wrong service 4% vs 38% - trust 74 vs
44 - resilience 84 vs 38 at 2040

Caregivers
Navigation halved - burnout 24% vs
42% - 111M hrs/week returned

Regulators
Detection 2 days vs 186 - 94%
verifiable - 17 vs 232 hrs/deployment

Clinicians

Clinical time 79% vs 41% - 100
min/day recovered - burnout 31% vs
9%

Eldercare Organizations
Admissions -56% - admin cost -72% -
sustainability index 84 vs 34

Technology Providers
Liability $1M vs $14.7M - adoption
B2% vs 28% - $156B market 2035

| GLOBAL POSITIONING — SEVEN STRATEGIC ADVANTAGES

The governance standard is not only a national health policy — it is a global positioning strategy. The first OECD nation to adopt it
claims the position that zero of 38 currently holds: demonstrated, evidence-based leader in responsible health Al governance. Full

strategic analysis is documented in Section M.

$156B
Governance-accessible health Al

market by 2035 - 83% of total
market

Index 88

Standard-setting influence - EU
Al Act - WHO - G7 - OECD - UN
Al Body

3x faster
Cross-border collaboration
agreements - trusted
interoperability partner

Index 91

Ethical leadership - first-mover -
o0 of 38 OECD nations holds this
position

| THE ACADEMIC AND RESEARCH FOUNDATION — M.6.1

The governance standard addresses the critical gap in health Al research — the missing middle between technical Al safety research
and regulatory framework design. No deployed multi-stakeholder Al governance architecture in public health at population scale has
previously been studied.

Research Question (M.6.1): "How do multi-stakeholder governance frameiworks mitigate algorithmic risk in public care
sectors? A mived-methods analysis of the Tri-Alliance model applied to AI-mediated health and eldercare navigation.”

Target journals: JAMIA - npj Digital Medicine - Al & Society - Health Policy. Grant eligibility: EU Horizon highest priority - WHO TDR
- Welleome Trust - CIHR. The white paper constitutes the primary empirical dataset for this research question.

| THE CALL TO ACTION — SIX MANDATES

Governments Health Systems Eldercare Or izati 1 5

Adopt as national digital health Integrate governed navigation - reduce Deploy safe multilingual support - Adopt as Al safety foundation - 2-day
infrastructure - commission ‘burden - recover 100 min/day per ROI 7.7= - payback under 2 menths - detection - 94% verifiable - 17
deployment this fiscal year - 34.4x clinician - improve access admissions -56% hrs/deployment oversight

ROI - payback under 2 weeks

Technology Providers Global Institutions

Align governance-first - liability -o3% Adopt as shared global asset - WHO -
- adoption 3x faster - $156B market OECD - G7 - shape standards others
accessible follow

This white paper is both a blueprint and an invitation — a blueprint for safe, governed, multilingual Al in health and eldercare, complete, evidenced, and ready

for deployment across all 38 OECD nations and beyond; and an invitation to governments, institutions, and global partners to claim the first-mover position no

nation yet holds, building the governance infrastructure that 730 million OECD adults and 2.1 billion people over 60 need before the demographic wave makes
it the only remaining option.

The path is clear. The need is urgent. The opportunity is historic.
The time to build governed Al infrastructure is now.

— Huibert H.W. Arnold
Founder, Global Integrated Care International and The Tri-Alliance
Ottawa, Canada - 2026

Full biography appears at the conchasion of the complete white paper, following Section



