Multimedia Appendix 1
Corpus Audit, Codebook, Evidence Map, and Evaluation Set
Associated manuscript: Responsible Adoption of Generative AI in Health Care Work Systems: A Sociotechnical Document Analysis

A. Corpus Selection Matrix
	ID
	Issuer
	Document
	Verified Version/Date
	Governance Level
	Genre
	Primary Audience

	D1
	World Health Organization
	Ethics and governance of artificial intelligence for health: guidance on large multi-modal models
	2024; official page checked July 30, 2026
	International
	Ethics and governance
	Policy makers, developers, providers, researchers, civil society

	D2
	WHO Regional Office for Europe
	Artificial intelligence is reshaping health systems: state of readiness across the WHO European Region
	Published Nov 19, 2025; checked July 30, 2026
	Regional
	Readiness assessment
	Governments and health-system leaders

	D3
	European Commission, DG SANTE
	Study on the deployment of AI in healthcare: final report
	2025 final report; DOI and official record checked July 30, 2026
	Regional/European
	Deployment study
	Policy makers, organizations, implementers

	D4
	NHS England
	AI-enabled ambient scribing products: overview for NHS executives and boards
	Version 1; published Apr 27, 2025; checked July 30, 2026
	National health system
	Strategy
	Executives and boards

	D5
	NHS England
	Guidance on the use of AI-enabled ambient scribing products
	Version 3; updated Jul 29, 2026; checked July 30, 2026
	National health system
	Implementation guidance
	CIOs, CCIOs, technical and product teams

	D6
	NHS England Digital
	Using AI-enabled ambient scribing products: guidance for health and care professionals
	Updated May 7, 2026; checked July 30, 2026
	National health system
	Information governance
	Health and care professionals

	D7
	Australian Commission on Safety and Quality in Health Care
	AI clinical use guide: guidance for clinicians
	Version 1.0; Aug 2025; checked July 30, 2026
	National safety body
	Clinical safety guidance
	Clinicians and organizations

	D8
	Australian Commission on Safety and Quality in Health Care
	AI safety scenario: ambient scribe
	Version 1.0; Aug 2025; checked July 30, 2026
	National safety body
	Applied safety scenario
	Clinicians and organizations

	D9
	Australian Government Department of Health, Disability and Ageing
	Safe and responsible artificial intelligence in health care: legislation and regulation review-final report
	Version 1.0; Mar 2025; official page published Jul 23, 2025; checked July 30, 2026
	National government
	Regulatory review
	Policy makers, regulators, sector stakeholders

	D10
	Medicines and Healthcare products Regulatory Agency
	Digital mental health technology: device characterisation, regulatory qualification and classification
	Version 1.3; updated Jul 29, 2026; checked July 30, 2026
	National regulator
	Device-classification guidance
	Manufacturers, regulators, implementers



B. Coverage-Based Sampling Rationale
	Sampling Dimension
	Coverage Achieved
	Evidence

	Governance level
	International, regional, national government, national health system, national safety body, regulator
	D1-D10

	Documentary function
	Ethics, readiness, deployment, strategy, implementation, information governance, clinical safety, applied scenario, regulation, classification
	D1-D10

	Audience
	Policy makers, executives, technical teams, professionals, patients, suppliers, regulators
	D1-D10

	Application breadth
	General AI and generative AI, large multimodal models, ambient documentation, regulatory risk classification
	D1-D10

	Stopping rule
	Sampling stopped after all planned categories were represented and additional pages duplicated, superseded, or lacked a distinct analytical role
	Documented decision trail



C. Analytical Codebook
	Code Family
	Operational Definition

	Technology and data
	Capability, hallucination, omission, bias, data quality, interoperability, cybersecurity, model or prompt updates, and change control

	Professional work and work environment
	Documentation, workload, verification, cognitive demand, autonomy, competence, judgement, accountability, psychosocial conditions, and wellbeing

	Organization and governance
	Leadership, ownership, procurement, workflow redesign, safety, privacy, training, incident management, supplier relations, monitoring, suspension, and withdrawal

	Patient agency and equity
	Information, consent, objection, privacy, accessibility, representation, discrimination, acceptability, participation, and alternatives

	Service delivery
	Access, efficiency, continuity, quality, safety, patient experience, cost, scalability, and downstream effects

	Lifecycle change
	Use-case selection, predeployment evaluation, implementation, routine use, incidents, updates, scope expansion, revalidation, and retirement

	Strength of statement
	Requirement or obligation; recommendation; possibility; benefit claim; risk claim; evidence qualification; explicit uncertainty

	Negative or qualifying case
	Passage that contradicts, limits, conditions, or exposes a trade-off in a dominant benefit or implementation claim



D. Theme-by-Document Evidence Map
	Theme
	Document
	Source Evidence and Exact Locator (Paraphrased Unless Quoted in Main Text)
	Statement Type
	Analytical Interpretation

	Conditional augmentation
	D1
	Use is bounded to well-defined tasks with context-appropriate accuracy and reliability
Locator: p. 38, section 4.2, paragraph beginning "The original WHO guidance also recommended..."
	Qualification
	General model capability does not establish local fitness

	Conditional augmentation
	D3
	Deployment depends on interacting technological, legal, organizational, economic, social, and cultural conditions
Locator: p. 1, Abstract; pp. 47-94, section 7, "Challenges and accelerators to AI deployment and use in healthcare," especially sections 7.1-7.4
	Deployment evidence
	Value is a property of the configured service

	Conditional augmentation
	D4
	Ambient documentation is expected to reduce manual entry and burden
Locator: web section "Benefits of ambient scribing products," subsection 1, "Enhanced clinical efficiency and workflow," first bullet
	Benefit claim
	Strategic expectation requires local evaluation

	Conditional augmentation
	D5
	Piloting, real-world evidence, integration, safety assurance, and monitoring are required
Locator: web sections 1.1-1.5, "Quick implementation guide," and section 3.8, "Performance evaluation and monitoring"
	Operational requirement
	Benefits are contingent on implementation conditions

	Conditional augmentation
	D9
	Evidence, consent, bias, regulation, and oversight are described as current policy needs
Locator: pp. 5-6, Finding 5, "Realising the benefits," and Key Themes subsections "Bias," "Consent and transparency," "Evidence base," and "Human in the loop"
	Evidence qualification
	Benefit claims remain institutionally conditional

	Verification-work paradox
	D5
	Users must review and approve outputs before further action
Locator: web section 1.4, "Ensure appropriate controls," bullet requiring users to review and approve outputs before further action
	Requirement
	Verification is professional work

	Verification-work paradox
	D6
	Every output requires meaningful accuracy review and correction before record entry
Locator: web section "Checking for accuracy," paragraphs 1-3
	Requirement
	Draft automation creates checking and correction work

	Verification-work paradox
	D7
	Clinicians are directed to assess AI output accuracy and quality
Locator: p. 5, section "Review and assess AI outputs"
	Clinical safety requirement
	Human review is a core safety control

	Verification-work paradox
	D8
	The ambient-scribe scenario retains clinician review and authorization
Locator: p. 2, sections "Usability and integration" and "Monitoring"
	Applied safety requirement
	Typing is replaced partly by verification and authorization

	Verification-work paradox
	D10
	Classification treats AI processing and outputs that are not easily verifiable as high functionality; the ambient voice technology example generates a summary with suggested diagnoses whose reasoning cannot be reviewed
Locator: pp. 18-21, section 6.2.2 and Figure 4/Note 1 on easy verifiability; p. 27, Function 11, "Ambient voice technology product with suggested diagnoses"
	Regulatory qualification
	Verification complexity affects risk and workload

	Accountability compression
	D1
	Lifecycle responsibilities extend across governments, developers, providers, researchers, and civil society
Locator: p. viii, Executive summary, paragraph listing responsible stakeholders and principles; pp. 45-60, sections 5-6 on provision and deployment
	Distributed governance
	Control and responsibility are distributed upstream

	Accountability compression
	D5
	Organizations retain safety, integration, monitoring, contracting, and training duties
Locator: web sections 1.1-1.5, "Quick implementation guide," and section 3.10, "Liability"
	Organizational requirement
	Frontline authorization does not remove organizational accountability

	Accountability compression
	D6
	The professional user is responsible and accountable for record accuracy
Locator: web section "Checking for accuracy," paragraph 1
	Professional requirement
	Operational authorization is concentrated at the point of care

	Accountability compression
	D8
	The clinician remains responsible for the final record
Locator: p. 2, section "Usability and integration," final-record authorization passage
	Applied safety requirement
	Immediate accountability is compressed toward the professional

	Organizational lifecycle capability
	D2
	Readiness includes strategy, workforce capability, legal and ethical frameworks, data governance, and engagement
Locator: p. ix, Executive summary; pp. 8-45, sections 3.1-3.4 on strategy, stakeholder/workforce readiness, legal and ethical structures, and health-data governance
	System-readiness evidence
	Responsible adoption requires institutional capacity

	Organizational lifecycle capability
	D3
	Deployment barriers and accelerators span multiple organizational levels
Locator: pp. 47-94, section 7, especially sections 7.1-7.4 on technological/data, legal/regulatory, organizational/business, and social/cultural conditions
	Deployment evidence
	Implementation is a multilevel change process

	Organizational lifecycle capability
	D5
	Safety cases, hazard logs, integration, training, monitoring, and supplier controls are specified
Locator: web sections 1.1-1.5 and sections 3.6, "Clinical safety"; 3.8, "Performance evaluation and monitoring"; and 3.9, "Supplier management"
	Operational requirement
	Lifecycle capability extends beyond procurement

	Organizational lifecycle capability
	D7
	Evidence review, monitoring, incident response, and professional competence are required
Locator: p. 3, "Critically assess scope of use and the available evidence"; p. 7, "Perform ongoing evaluation and monitoring"
	Clinical safety requirement
	Capability must persist during routine use

	Patient agency and equity
	D1
	Human autonomy, inclusion, transparency, and accountability are central governance principles
Locator: p. 5, Box 1, "Brief overview of WHO consensus ethical principles for use of AI for health"
	Ethical requirement
	Patient agency is part of responsible use

	Patient agency and equity
	D5
	Performance can vary with accents, dialects, second-language use, and speech impairment
Locator: web section 3.8, "Performance evaluation and monitoring," bullets on accents, regional dialects, second-language use, and speech disorders or impairments
	Risk qualification
	Average accuracy can conceal unequal performance

	Patient agency and equity
	D6
	Patients must be informed and objections respected; practical alternatives are required
Locator: web sections "Being transparent," "When someone objects to the use of ambient scribes," and "Checking for accuracy"
	Patient-facing requirement
	Agency requires communication and alternative workflows

	Patient agency and equity
	D8
	Local population fit, consent, and alternatives are part of the safety scenario
Locator: pp. 1-3, sections "Performance and validation," "Establish transparency and informed consent procedures," and "Be satisfied with consent"
	Applied safety requirement
	Equity is a performance and service-design concern

	Patient agency and equity
	Across corpus
	Co-design and shared outcome definition are less operationalized than disclosure and professional duties
Locator: cross-document comparison of D1 and D5-D9; see the disclosure, objection, consent, accessibility, and population-fit locators listed above
	Qualifying pattern
	Stronger participation is an implementation recommendation




E. Negative and Qualifying Cases
	Dominant Claim
	Qualifying Evidence
	Sources
	Analytical Consequence

	Workload reduction
	Review, correction, consent, objection handling, incident reporting, and monitoring create additional work
	D5-D8, D10
	Gross typing time is an incomplete workload measure

	Efficiency
	Documentation time can fall without reducing consultation or total service-cycle time
	Peer-reviewed context [11-17]
	Evaluate the complete work process

	Human oversight
	Professional review is required, but review quality depends on time, competence, and verification complexity
	D5-D8; [18-21]
	Human-in-the-loop is a work-design requirement

	Distributed governance
	Suppliers and organizations control many system conditions while professionals authorize final outputs
	D1, D5-D9
	Match accountability to control and decision rights

	Equity
	General performance claims can mask accent, dialect, disability, language, or communication differences
	D5-D8
	Use subgroup validation and practical alternatives

	Patient participation
	Disclosure and objection are explicit; co-design is less consistently operationalized
	D1, D5-D9
	Do not overstate documentary support for participatory governance



F. Minimum Sociotechnical Evaluation Set
	Domain
	Illustrative Measures

	Technology and data
	Material error and omission; subgroup performance; language and accent robustness; downtime; integration failure; model, prompt, or version change

	Professional work
	Total documentation, verification, and correction time; after-hours work; cognitive demand; interruptions; autonomy; training; escalation confidence

	Organization and governance
	Named ownership; safety case; competence; incident response; supplier notification; audit closure; suspension and withdrawal capability

	Patient agency and equity
	Disclosure comprehension; objection and alternatives; accessibility; acceptability; subgroup access, error, and experience

	Service delivery
	Record quality; continuity; referral quality; waiting time; safety events; patient experience; cost; downstream rework

	Lifecycle change
	Revalidation; drift; scope expansion; emerging incidents; provenance; retirement criteria
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