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196CONCURRENCE IN SENATE AMENDMENTS 

AB 1979 (Bonta) 

As Amended  August 20, 2026 

Majority vote 

SUMMARY 

Requires a health facility, clinic, physician's office, or office of a group practice to take 

reasonable steps to ensure that a licensed health care professional retains the ability to exercise 

independent professional judgment in their care of a patient whenever that care is informed by 

the output of a clinical decision support system (CDSS). Specifies that this bill does not prohibit 

the use of automated decision systems for documentation and communication that does not 

involve the application of professional judgment, including automated messages to inform 

patients of updates to their health records. Clarifies, for the purposes of the Confidentiality of 

Medical Information Act (CMIA) that a business that offers a health care chatbot, as defined, to a 

consumer is a provider of health care subject to the requirements of the CMIA. 

Senate Amendments 

1) Strike the requirement for a health facility to ensure that no clinical decision is based solely 

on the output of a CDSS and strike the definition of "clinical decision." 

2) Recast the provisions contained in the Health and Safety Code to the Business and 

Professions Code. 

3) Modify the requirement on health facilities to require them to "take reasonable steps" to 

ensure, rather than simply ensure, that a licensed health professional retains the ability to 

exercise independent professional judgement in their care of a patient whenever that care is 

informed by the output of a CDSS.  

4) Strike enforcement provisions related to the unfair competition law and the California 

Department of Public Health. 

5) State that violation of the CDSS provision of this bill by a physician is subject to the 

jurisdiction of the Medical Board of California or the Osteopathic Medical Board of 

California, as appropriate. 

6) Modify the definition of CDSS to mean: “an artificial intelligence system that produces a 

prediction, classification, recommendation, evaluation, or analysis that aids clinical 

decisionmaking related to timing of care, diagnosis, or treatment. It does not include systems 

that provide appointment management, such as booking, canceling, and rescheduling 

appointments, appointment reminders, patient education and previsit materials and 

preparation, and payment processing, to the extent the independent performance of these 

activities by the system does not require a professional license." 

COMMENTS 

Artificial Intelligence (AI). AI is the mimicking of human intelligence by artificial systems. AI 

uses algorithms, or sets of rules, to transform inputs into outputs. Inputs and outputs can be 

anything a computer can process: numbers, text, audio, video, or movement. AI is not 

fundamentally different from other computer functions; unlike other computer functions, 
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however, AI is able to accomplish tasks that are normally performed by humans. Most modern 

AI tools are created through a process known as "machine learning." Machine learning involves 

techniques that enable AI tools to learn the relationship between inputs and outputs without 

being explicitly programmed. The next step is "training," the process of exposing a naïve AI to 

data. The algorithm that an AI develops during training is known as its "model." Models trained 

on small, specific datasets in order to make recommendations and predictions are referred to as 

"predictive AI." This differentiates them from "generative AI" (GenAI), which are trained on 

massive datasets in order to produce detailed text, images, audio, and video. Because it can 

process a range of data sources and create novel outputs, and because it can convincingly mimic 

human capabilities and convincingly generate perfectly worded nonsense, GenAI poses unique 

opportunities and challenges. 

Administrative and clinical-adjacent uses of AI applications in health care. Hospitals, clinics, 

physician groups, and health plans are leveraging GenAI to automate a wide range of routine 

back-office tasks as well as those tasks that provide administrative support for clinical work.  

For instance, electronic health record (EHR) systems are being equipped with GenAI 

functionality that allows health care providers to automatically generate billing codes, improving 

accuracy and completeness by checking for errors, omissions, and compliance with current 

requirements. At the same time, health plans and insurers are using AI on the other end of the 

transaction to automate and streamline multiple functions, including processing claims and 

evaluating prior authorization requests. According to the Wall Street Journal, UnitedHealth 

Group said it now has a thousand AI applications in production, even as a class action lawsuit is 

advancing through the courts accusing the insurer of using AI algorithms instead of medical 

professionals to illegally deny Medicare Advantage claims. Other types of administrative tasks, 

such as appointment scheduling and other routine, non-clinical communication have significant 

potential to be automated. Researchers also believe AI can assist in generation of quality metrics, 

which are important for measuring health system performance but often rely on data that must be 

manually extracted from EHRs. Similar to the Layer Health project mentioned above, a pilot 

study found that large language models (LLMs) could perform accurate extractions of specific 

data from these patient records for use in calculating complex quality measures.  

Diagnostics, Treatment and CDSS. In addition to the clinical-adjacent applications discussed 

above, clinical applications of GenAI technology are advancing rapidly and substantially. 

Google's MedPaLM-2 LLM achieved expert-level scores on the United States Medical Licensing 

Examination, with physicians preferring AI answers to those from other physicians on eight of 

nine clinical axes. GenAI can now synthesize, augment, and interpret heterogeneous complex 

images across various modalities, such as X-rays, MRI, and CT scans. AI algorithms can also 

assist in diagnosing dental health conditions through image analysis and data interpretation. In 

recent years, minimally invasive surgical techniques such as laparoscopic surgery and robotic 

surgery have become increasingly prevalent. The ultimate goal of robotic surgery development is 

the creation of fully autonomous AI-powered surgical instruments. Data from the 2023 American 

Hospital Association Annual Survey Information Technology Supplement reflect 65% of United 

States hospitals used predictive models, and 79% of those used models from their EHR 

developer. Hospitals use AI and predictive models to predict health trajectories or risks for 

inpatients, identify high-risk outpatients to inform follow-up care, monitor health, and 

recommend treatments. CDSS are also being deployed and designed to aid physicians in 

diagnosing, managing, and treating patients in outpatient settings. 
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Racial, ethnic, and gender bias. The performance of an AI is directly impacted by the quality, 

quantity, and relevance of the data used to train it. If the data used to train the AI is biased, the 

tool’s outputs will be similarly biased and the results can be inaccurate when applied to 

populations not reflected in the training data. When automated decision systems are deployed in 

healthcare, biased historical data can lead to patients being recommended substandard care on 

the basis of their race or ethnicity. In 2007, an automated decision system was developed to help 

doctors estimate whether it was safe for people who had delivered previous children through 

cesarean section to deliver subsequent children vaginally. The system considered relevant factors 

as it made its decision, such as the woman's age, her reason for the previous cesarean, and how 

long ago the cesarean had been performed. However, a 2017 study found that the system was 

biased; it predicted Black and Latino people were less likely to have a successful vaginal birth 

after a cesarean than similar non-Hispanic white women. As a result, doctors performed more 

cesareans on Black and Latino people than on white people. Such discrepancies can potentially 

perpetuate historical biases and lead to worse health outcomes. The University of California 

(UC), San Francisco also reported bias in an algorithm used to identify potential appointment no-

shows to facilitate double-booking for that appointment. The program was confirmed to result in 

low-resourced and marginalized populations being double-booked more often than others, 

reflecting underlying structural inequalities and highlighting how these tools, if not studied and 

corrected for bias, that can create feedback loops that worsen discrimination. 

Cognitive biases and cognitive burden. Bias exhibited by an AI model based on underlying 

training data is not the only bias that may influence how an AI system works when deployed. Its 

effectiveness can also be impacted by predicable patterns of human error called cognitive biases. 

Reviewing an AI system’s output for errors or omissions is a substantively different cognitive 

task than generating a clinical note or medical advice, and the use of AI systems raise questions 

about how cognitive bias evoked by AI assistance with clinical tasks might affect clinical 

judgement or practice in ways that are difficult to understand, predict, and measure.  

Research shows automation bias, or placing undue confidence in and over-relying on automated 

outputs, is a problem in many fields. Automation-induced complacency, or insufficient 

monitoring of automation output, is also a concern. Over time, these biases can lead to people 

being less likely to catch errors or to disagree with what was written. There are many factors that 

can exacerbate the potential danger posed by automation bias in CDSS, including, for instance, if 

an AI model’s process to arrive a given output lacks transparency or is not explainable, if the 

model is implemented with inadequate training of end users, or if a clinician is under significant 

time pressure or cognitive burden that limits their practical ability to systematically assess and 

effectively integrate the additional information provided by an AI system with their clinical 

knowledge and experience. 

Although there are many examples of promising AI applications for improving clinical decision-

making, a 2023 experimental study demonstrated some concerning results. It tested the efficacy 

of AI models designed to assist clinicians in diagnosing chronic obstructive pulmonary disease, 

pneumonia, or heart failure from a radiograph. Although assistance from a carefully designed AI 

model slightly improved clinicians’ accuracy in diagnosis as compared the clinicians who 

received no assistance (76-78% versus 73%), in cases where clinicians were provided AI support 

using a systematically biased model, diagnostic accuracy dropped substantially to 62%. In other 

words, receiving support from a bad AI system actually made clinicians significantly worse at 

diagnosing conditions than simply relying on their own clinical judgement. This study showed 

that having a “clinician-in-the-loop” overseeing the AI does not overcome the challenges of 
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poor-performing AI systems, regardless of whether the clinicians are given information 

explaining how the AI arrived at its output. 

Direct to consumer AI tools. Direct to consumer (DTC) health-related AI tools are rolling out at 

a rapid pace. This year, major AI developers at OpenAI, Anthropic, and Microsoft have 

announced ChatGPT Health, Claude for Health Care, and Copilot Health, respectively. The 

CMIA prohibits a provider of health care, among others, from intentionally sharing, selling, 

using for marketing, or otherwise using any medical information, for any purpose not necessary 

to provide health care services to a patient, except as provided. The CMIA makes a business that 

offers software or hardware to consumers, including a mobile application designed to maintain 

medical information to make the information available to an individual or a provider of health 

care, for purposes of allowing the individual to manage the their information or for the diagnosis, 

treatment, or management of a medical condition of the individual, a provider of health care 

subject to the requirements of the CMIA. In announcements of these DTC health AI apps, 

developers have made clear that their tools do not diagnose or treat patients, or claim that 

consumer facing elements are intended to assist with preparing for doctor's appointments. Given 

this focus, there may be room for clarity for what it means to manage an individual's 

information. 

In January 2025, the California Department of Justice released legal advisories regarding the use 

of AI in health care, which cite these provisions of the CMIA: 

"California state medical privacy laws provide protections that are, in some cases, more 

stringent than federal health privacy laws like HIPAA. The CMIA and the Information 

Practices Act govern use and disclosure of Californians' medical information. Covered 

entities must preserve confidentiality of patients' medical information and ensure that patients 

have access to that information. Sensitive information, including mental and behavioral 

healthcare and reproductive and sexual healthcare (e.g., abortion and gender affirming care), 

receive heightened protections. Medical privacy laws apply to governmental healthcare 

agencies, medical providers, and insurance plans, as well as businesses that offer software or 

hardware to consumers for the purposes of managing medical information, diagnosis or 

treatment, or management of medical conditions, via mobile applications or other related 

devices." 

According to the Author 

AI is rapidly integrating into our health care system and reshaping our personal experience with 

health care. While this technology holds a lot of promise, there is no question that without 

careful consideration of the potential perpetuation of biases, risks to patient safety, and 

challenges of clinical workers knowing what to question and what to trust, the deployment of AI 

in health care can do more harm than good. The author notes that a 2023 study found that, while 

carefully crafted AI could slightly improve diagnostic accuracy for certain disorders, in cases 

where clinicians were provided AI support using a systematically biased model, diagnostic 

accuracy dropped substantially to 62% (from 73%). This also demonstrates that having a human-

in-the-loop is not a panacea for all the challenges that AI can present. Providing health care 

requires compassion, empathy, and real-world judgment that cannot be captured in patterns and 

algorithms. Technology should assist human clinicians, not replace them. As AI deploys into 

health care settings, it is also reaching consumers directly through applications like Copilot and 

ChatGPT offering to connect directly to personal medical records. The author concludes that 
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voluntary commitments to protect this sensitive information are not enough, we must ensure any 

entity accessing medical records for managing health is abiding by the law. 

Arguments in Support 

The California Nurses Association (CNA) is the sponsor of this bill and states in support that it 

would protect against the threats presented by the rapid expansion of AI in health care to 

standards of care in clinical practice and patient privacy. CNA argues that caring for patients is 

deeply human work, requiring professional judgment, clear accountability, and strong protection 

for patients' sensitive medical information. CNA contends this bill rejects the false promise of a 

human-in-the-loop model where AI performs the substantive clinical decision making and the 

clinician is left to supervise or sign off. CNA argues that this bill preserves a human in command 

standard, where the licensed health care professional remains the actual decision maker in health 

care clinical practice. In plain terms, if California law requires a licensed clinician to perform a 

health care activity, an AI tool cannot be used in that clinician's place. CNA concludes this bill 

also ensures that AI health applications remain subject to California's medical confidentiality 

laws, so patients do not lose privacy protections simply because their information passes through 

a digital platform. 

Consumer Watchdog supports this bill and states that by ensuring that health care entities and AI 

developers cannot use AI to replace licensed clinical judgment or bypass health privacy 

protections it safeguards patient safety, medical privacy, and the integrity of health care practice. 

AI is rapidly entering the places patients receive care and consumer-facing health applications, 

often unbeknownst to patients. Too often the existing guardrails that are meant to protect patients 

are being blurred. Patient safety demands clear guardrails on the use of AI technologies. 

Consumer Watchdog argues this bill would protect patients by prohibiting health care entities 

from using AI to perform functions that require the clinical judgment of licensed health care 

professionals. Allowing untested and unaccountable AI technologies to perform or guide these 

functions risks patient harm and undermines public trust in the health care system.  

The Board of Behavioral Sciences (BBS) also supports this bill stating that the BBS believes it is 

essential to provide guardrails to ensure that emerging technologies enhance, rather than 

undermine, the delivery of safe and effective care. By reinforcing the requirement for 

independent professional judgment and prohibiting the inappropriate delegation of licensed 

functions, this bill supports patient safety and upholds the integrity of clinical practice. 

Arguments in Opposition 

AdvaMed opposes this bill stating that the newly updated definitions raise concerns for Food and 

Drug Administration (FDA)-regulated medical technologies. Most notably, the bill’s definition of 

"clinical decision support system" is significantly broader than industry-standard definitions and 

could unintentionally capture a wide range of FDA-regulated medical devices. AdvaMed argues 

this could include imaging and diagnostic technologies, continuous glucose monitors, cardiac 

monitoring devices, pathology tools, and other technologies that analyze patient information or 

provide information to health care professionals. These technologies are already subject to 

rigorous FDA oversight and are safely used in clinical settings today. FDA’s premarket review 

of AI-enabled devices includes an assessment of device risk, the mitigation of unwanted bias, and 

performance validation. Notably, most AI/ML-enabled medical devices are cleared or approved 

with “locked” algorithms, meaning they do not continuously learn from new data or 

independently change their outputs once deployed. Changes to these algorithms remain subject 

to FDA oversight, including through Predetermined Change Control Plans, which allow 
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manufacturers to implement certain planned modifications within parameters reviewed and 

authorized by the FDA. 

TechNet is opposed to this bill stating that, while they agree that AI should not override licensed 

clinical judgment, this bill’s approach is overly broad and fails to distinguish between high- and 

low-risk uses. Many applications—such as patient reminders and administrative 

communications—enhance care delivery, improve medication adherence, and reduce clinician 

workload. Restricting these tools may force providers to rely on manual processes, increasing 

administrative burden, lowering treatment adherence, and reducing efficiency without a 

corresponding gain in safety. It shows that a one-size-fits-all ban overlooks the wide range of AI 

use cases in health care and does not follow a risk-based regulatory approach. 

FISCAL COMMENTS 

According to the Senate Appropriations Committee: 

1) Costs of an unknown amount to the Department of Public Health (DPH) to ensure health 

facilities, clinics, and physician offices comply with the provisions of this bill. If DPH adopts 

regulations, one-time costs could be in the hundreds of thousands of dollars (Licensing and 

Certification Fund). 

2) The Department of Consumer Affairs reports most healing arts boards anticipate an increase 

in workload due to a higher volume of complaints resulting from this bill. However, the 

boards are unable to estimate the increase in complaint volume or related enforcement costs 

due to the lack of data on how frequently AI violations occur (various special funds). 

3) Potentially significant costs to the Department of Justice (DOJ) to bring civil actions for 

violations against any person who engages in a deceptive act or practice. Actual costs will 

depend on the number of enforcement actions pursued by DOJ and the amount of additional 

work created by each action, but costs may be in the hundreds of thousands of dollars 

annually. In addition, Civil Code Section 56.36 provides private plaintiff actions. 

4) Cost pressures of an unknown but potentially significant amount to the courts to adjudicate 

any additional filings.  Although courts are not funded based on workload, increased 

pressure on the Trial Court Trust Fund may create a demand for increased funding for 

courts. The proposed fiscal year 2026-07 Governor's budget would provide $70 million 

General Fund support (Trial Court Trust Fund, General Fund). 

VOTES: 

ASM HEALTH:  12-3-1 

YES:  Bonta, Addis, Aguiar-Curry, Ahrens, Caloza, Carrillo, Mark González, Patel, Rogers, 

Schiavo, Sharp-Collins, Stefani 

NO:  Johnson, Patterson, Sanchez 

ABS, ABST OR NV:  Chen 

 

ASM PRIVACY AND CONSUMER PROTECTION:  11-4-0 

YES:  Bauer-Kahan, Bryan, Irwin, Lowenthal, McKinnor, Ortega, Pellerin, Petrie-Norris, Ward, 

Wicks, Wilson 

NO:  Macedo, DeMaio, Hoover, Patterson 
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ASM APPROPRIATIONS:  11-4-0 

YES:  Wicks, Aguiar-Curry, Calderon, Caloza, Fong, Mark González, Krell, Pacheco, Pellerin, 

Sharp-Collins, Solache 

NO:  Hoover, Dixon, Ta, Tangipa 

 

ASSEMBLY FLOOR:  48-15-17 

YES:  Addis, Aguiar-Curry, Ahrens, Alvarez, Bains, Bauer-Kahan, Bennett, Berman, Boerner, 

Bonta, Bryan, Calderon, Caloza, Connolly, Elhawary, Fong, Gabriel, Mark González, Haney, 

Harabedian, Hart, Irwin, Jackson, Kalra, Krell, Lee, Lowenthal, McKinnor, Muratsuchi, Nguyen, 

Ortega, Papan, Patel, Pellerin, Petrie-Norris, Quirk-Silva, Ransom, Rogers, Schiavo, Schultz, 

Sharp-Collins, Solache, Soria, Stefani, Ward, Wicks, Zbur, Rivas 

NO:  Alanis, Ávila Farías, Castillo, DeMaio, Dixon, Ellis, Jeff Gonzalez, Hadwick, Johnson, 

Macedo, Patterson, Sanchez, Ta, Tangipa, Wallis 

ABS, ABST OR NV:  Arambula, Carrillo, Chen, Davies, Flora, Gallagher, Garcia, Gipson, 

Hoover, Lackey, Pacheco, Ramos, Celeste Rodriguez, Michelle Rodriguez, Blanca Rubio, 

Valencia, Wilson 

 

UPDATED 

VERSION: August 20, 2026 

CONSULTANT:  Logan Hess / HEALTH / (916) 319-2097   FN: 0004112 


