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Australian Nursing and Midwifery Federation / Joint Select Committee on Artificial Intelligence

Key Points

1.

The Australian Nursing and Midwifery Federation (ANMF) is Australia’s largest national union
and professional nursing and midwifery organisation. In collaboration with the ANMF’s eight
state and territory branches, we represent the professional, industrial and political interests
of more than 356,000 nurses, midwives and care-workers across the country. The ANMF
thanks the Joint Select Committee on Artificial Intelligence for the opportunity to provide

feedback on the Terms of Reference.

This submission responds selectively to the terms of reference and builds on the ANMF's
previous work on artificial intelligence (Al), digital health, and data infrastructure. The ANMF
approaches Al from both a professional and industrial perspective, recognising that its use can

affect care, clinical decisions, workload, staffing, job design, and conditions at work.

The ANMF does not approach Al as inherently beneficial or inherently harmful. Rather, its
value will depend on how it is implemented and applied in practice. Al should augment the
existing expertise of nurses, midwives, and care workers to provide safer, more connected

care and should improve, rather than diminish, the quality of their work experience.

ANMF members have raised concerns about patient safety, loss of professional autonomy and
judgement, inadequate training and support, technology-driven job redesign without

consultation, and increased workload or documentation burden.

Human therapeutic touch, literally and metaphorically, is core to nursing and midwifery. Al
should support the human work of care by reducing avoidable burden, improving access to
usefulinformation, and giving professionals more time with the people they care for. Al should

never be used as a substitute for human-delivered care.

For the ANMF, the productivity dividend from Al in health should be measured in hours
returned to care, not care hours removed. Al must never be used to justify reductions in safe
staffing, nursing or midwifery positions, skill mix, ratios or care hours. It can support the work

of expert clinicians, but it cannot replace them.
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The adoption of Al must be accompanied by clear, enforceable, and coordinated regulation.
Nurses, midwives, care workers, and their unions must be meaningfully engaged prior to
important decisions being made and throughout the implementation and review process to
ensure that any Al implemented remains fit for purpose and any potential harms to patients,

models of care or the workforce are avoided.

Professional judgement must be protected, Australian control over sensitive data and critical
infrastructure must be strengthened, and accountability must sit with the people and

organisations that have the power to make and control decisions about systems change.

Terms of Reference

(a) the opportunities presented by artificial intelligence (Al) to lift
Australia's resilience, productivity growth, economic competitiveness,
and living standards

0.

10.

Al offers real opportunities in health. Previous ANMF work has identified potential uses in
reducing repetitive and time-consuming work,! improving access to information, supporting
diagnostics and risk identification, remote monitoring, workforce planning, research, and
professional education and training.2 Used well, Al can reduce duplication and digital burden

and create more time for patient care.

However, these gains should not be used to justify workforce reductions. In health,
productivity should be judged by whether care is safer, more accessible and therapeutic,
whetherunnecessary work is reduced, and whether nurses, midwives and care workers have
more time and capacity to provide high-quality care. Time returned to care includes
assessment, clinical reasoning, communication, care planning, clinical supervision and
professional reflection and safe handover. Documentation and clinical handover can
themselves be part of clinical care, supporting communication, reflection, informal coaching
opportunities and care planning, Al should augment these practices rather than treat themas

low-value tasks than can be automated out of clinician’s hands.
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Al must neverbe viewed as asolution to workforce shortages orused to mask or bridge chronic
understaffing. Any efficiencies should strengthen care capacity, not be converted into staff
cuts, reduced skill mix, or fewer care hours. Al-generated efficiencies must not be counted as
equivalent to nursing or midwifery hours or used to alter staffing establishments, reduce
rostered hours, dilute skill mix, undermine nurse-to-patient ratios or midwifery staffing

models, or reduce mandated care minutes in aged care.

(b) the opportunities for the benefits of Al to be spread across
Australia’s suburbs and regions

12.

13.

14.

Al has the potential to improve access to health care in regional, rural, and remote
communities. It may improve access to specialist knowledge, support clinical decision-making
and diagnostics, enable remote monitoring, and provide new opportunities for education and
professional support. These benefits are particularly relevant where distance and limited
access to specialist services already affect care. Al should be used to strengthen the capacity

of local health services and the nurses, midwives, and care workers who provide them.

These benefits will not be shared equally without deliberate attention to digital access and
readiness, as not all communities, health services and workers will begin from the same
position when it comes to digital access. Differences in connectivity, access to reliable
technology, digital capability, and local support may determine whether Al improves care or
creates another barrier to it. Al systems must also be appropriate to the population and setting
in which they are used. A system that performs well in one service or population cannot simply

be assumed to be suitable elsewhere.

The expansion of Al must not become a pathway to reducing people’s access to nurses,
midwives and care workers. The ANMF has previously cautioned against Al being used to
gatekeep access to human practitioners, particularly for people and communities who already
experience poorer access to health care. People in regional, rural and remote communities
should not receive a lower standard of care because an automated or virtual option is
available, and these systems should not replace a person's access to human practitioners as a

means of cost-saving. ANMF members have also raised concerns about internet access, digital
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literacy, reduced face-to-face assessment, additional workload, and inadequate backup in
digitally-enabled models of care. Human care, including face-to-face assessment where

required, must remain available.

(c) the opportunities of Al and robotics to drive research and
innovation, new industries and business, and export opportunities,
including in sectors of Australian comparative advantage such as
agriculture, resources, health and medical research, advanced
manufacturing, financial services and defence industry

15. Al research and innovation in healthcare should address problems that matter to people
receiving care and the workforce. Nurses, midwives, and care workers should be involved in
defining the problem, designing and testing systems, piloting their integration into models of
care, and evaluating their effects after implementation. Too often, our members, who
representthe largest group of health professionals in Australia, tell us they are left out of early
discussions on technological change and that decisions are made by those who have little
understanding of how care is delivered onthe floor and whethera new system can realistically
integrate into how things are done. Consultation at the end of development is too late to
meaningfully influence a systemthat has already been selected or designed. Nurses, midwives
and carers who will use these systemsshould be involved in problem identification, planning

and procurement, testing and decision-making before any vendors are confirmed.

16. Technical performance alone does not determine whether an Al system is effective in health
care. A system that performs accurately in testing may still duplicate work, fragment care, or
constrain professional judgement once implemented. Systems should be evaluated in the
clinical settings and workflows in which they will be used, including through staged
implementation, simulation or other formative evaluation where appropriate, and monitored
after implementation. Where Al supports clinical decisions, nurses and midwives must retain

a genuine ability to question, disregard, override, or escalate an output.3
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(e) the opportunities for Australian sovereign Al capability, including
the measures required to build, retain and commercialise domestic
capability, grow research and development, and attract and retain
investment and talent

17. Australian sovereign Al capability shouldinclude the capacity to develop, host, inspect, govem,
adapt and, where necessary, replace the Al systems on which essential public services depend.
Sovereigntyis not achieved simply because data or serversare physically located in Australia.
Data sovereignty can be breached if an overseas entity retains operational control over the
infrastructure or model, determines contractual terms, or can restrict access to the
technology. Domestic computing infrastructure and sovereign data centre capability are

therefore part of Australia’s capacity to exercise meaningful control over Al.

18. Australia does not need to reproduce the largest overseas models to build useful sovereign
capability. There is a strong case for investment in smaller and specialised systems suited to
Australian economic, cultural, and public service needs. The National Al Plan identifies
targeted, high-value applications, including health care, as an area of Australian strength and
notes that locally developed models may better reflect Australian cultural and language

contexts and mitigate data security risks.?

19. Public investmentin Al capability should deliver enduring public benefit, including secure jobs,
workforce development, access to domestic computing and research infrastructure, local
supply chains, and the retention of intellectual property and economic value in Australia.
Capability should not be measured only by the presence of multinational providers or data

centres in Australia.



Australian Nursing and Midwifery Federation /Joint Select Committee on Artificial Intelligence

(f) the importance of data sovereignty, and the opportunities
presented by narrow, domain-specific Al models trained on Australian
data in areas of Australian sectoral expertise

20. Patient, workforce and organisational data must be protected throughout the lifecycle of Al
technologies, including where products are transferred, acquired, outsourced or managed by
another owner. Protections should cover secondary use of data, model training and fine-
tuning, ownership changes, subcontracting, and workable exitarrangements. Data sovereignty
is often reduced to the physical location of servers, but storing data in Australia does not
establish sovereignty where an overseas entity retains access to the data, controls the
infrastructure or model, determines contractual terms, or can use Australian data to improve
a proprietary product. Effective sovereignty requires jurisdictional and operational control
overhow information is accessed, processed, transferred and repurposed, including secondary
use, model training and fine-tuning, ownership changes, subcontracting and workable exit
arrangements. These protections must extend to information generated through Al use, such
as prompts, outputs, logs, embeddings, inferred information and model telemetry, not only
the original dataset supplied to a system. Sensitive clinical and workforce data should not be
transferred or made available for Al training without clear lawful authority, strict governance,

and demonstrable public benefit.

21. The ANMF considers health and other public sector data to have significant public value.
Where Australian public data is used to develop or improve Al, its use should have a defined
purpose and duration, preserve public control, prevent unauthorised incorporation into
proprietary models and deliver a clear public benefit. Publicly generated data should not
simply be converted into privately controlled products that governments must later licence

back from external providers.

22. Aboriginal and Torres Strait Islander Data Sovereignty is distinct from Australian data
residency. The Australian Government’s Framework for Governance of Indigenous Data
recognises the importance of Aboriginal and Torres Strait Islander peoples having gre ater

agency over government-held Indigenous data across the data lifecycle.> Where Al systems
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use data relating to Aboriginal and Torres Strait Islander peoples, governance and evaluation
should involve Aboriginal and Torres Strait Islander communities, Aboriginal Community
Controlled Health Organisations, Aboriginal health workers and practitioners, and Aboriginal
nurses and midwives as relevant. Systems should also be assessed for cultural safety and
should not reinforce deficit-based assumptions or reduce access to culturally safe, community-

led care.

23. Narrow or Australian-trained health models may offer benefits where they are better suited
to local populations and clinical settings. Australian data is not, however, asubstitute for good
governance, cultural safety or clinical validation. Systems still need to be tested for the
populations and settings in which they will be used, with nurses, midwives, and affected

communities involved in judging whether they are safe and useful.

(g) the workforce and skills implications of Al, including the adequacy
of Australia's education system, job creation and displacement, and
the effects on the quality and security of jobs

Workload and job quality

24. Al should improve jobs, not remove the workforce from health and care. It should not be used
to reduce nursing or midwifery positions, weaken staffing or skill mix, or reclassify workers in
ways that diminish professional standing, responsibilities, conditions, or pay. Its value to the
workforce is in reducing avoidable digital burden, supporting people to work safely and to their

full scope of practice and returning time to care.

25. Al can create work as well as remove it. Nurses and midwives may need to check generated
content, respond to additional alerts, reconcile discrepancies, learn new systems and manage
failures. Human oversight of Al can itself become a workload if it is poorly designed. Recent
national survey findings reported by Hannan (2026) reinforce the need not to assume that Al
automatically reduces work: among more than 6,600 workers surveyed for Unions NSW, 63%
reported no change in unpaid overtime after Al was introduced, 13% reported more unpaid

overtime, and one in five said their employer expected higher output because of Al.6 These
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findings are not specific to health care, but they illustrate how productivity gains can be

absorbed into higher expectations rather than returned to workers.

The workload effects of Al should therefore be assessed before implementation and evaluated
after implementation, including the time required for checking, escalation, training,
workarounds, and system failure. In health care, a claimed efficiency should not be treated as
a workforce saving unless it can be shownto reduce unnecessary work without reducing care,

increasing risk, or shifting work elsewhere.

Consultation and worker rights

27.

28.

10

Nurses, midwives and carers must be involved in decisions relating to the implantation of Al
from the outset, not consulted once key decisions have already been made. Nurses, midwives,
care workers, and their unions should be involved from problem definition and procurement
through design, testing, implementation, and review. Consultation should be iterative because
the effects of Al on work may only become clear once a system is used in practice. The ACTU
has also emphasised employers’ obligations to consult when Al is likely to change employees’

jobs or how work is performed.”

Al and digital technologies can introduce or increase physical and psychosocial risks. Safe Work
Australia’s 2026 guidance states that these risks must be managed through the usual work
health and safety risk-management process and that workers and their health and safety
representatives should be consulted before digital technology that may affect health and
safety is introduced.® Work intensification also a risk with increased Al use; where routine or
basic tasks are automated and workers are left with a greater proportion of work requiring
extensive thought and focus. This is particularly pertinent to the caring professions such as
nursing and midwifery — reducing time on spent on documentation seemsa productivity gain
but in fact may have allowed for pace change and consolidation from the essential and
demanding emotional work of supporting people who need care and their families. In this way,
over-using Al to remove ‘mundane’ tasks could risk increasing burnout in already overexerted

professions.
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Employers should assess Al as a workplace change, including its effects on workload, pace of
work, surveillance, autonomy, staffing and psychological safety. The best way to evaluate
these impacts is always through close and iterative consultation with staff and others involved
to ensure the system remains fit for purpose, is not having unforeseenimpacts and hear any

creative solutions to how its use could be amended or expanded.

Workers should have enforceable rights to information, consultation, paid training and
retraining, review of Al-influenced decisions and union representation. Al should not be used
to analyse performance, discipline, recruit, roster or allocate work without transparency,
meaningful human review and a clear way for affected workers to challenge a decision. There

must also be limits placed on the collection and use of worker data.

What ANMF members are telling us

31.

32.

Recent ANMF member feedback shows that Al is already affecting practice, but many
members do not have a clear understanding of how it is being used in their workplace or what
guidance applies. Members raised concerns about patient safety, loss of professional
autonomy and judgement, inadequate training and support, technology-driven job redesign

without consultation, and increased workload or documentation burden.

Members are also considerably concerned about the advent of increasing workplace
surveillance. Members highlighted limited clarity about the scope of surveillance, data
collection and use, and the potential for information to be misinterpreted or used in
performance managementor disciplinary processes. Our members also raised concerns about
Al in recruitment, rostering, monitoring, and performance management. Workers should
always know when Al or surveillance technologies are being used, how they affect decisions
about work, and how those decisions can be questioned or challenged. Data from Al that is
ostensibly used for one process, such as medication administration, should neverbe used for

surveillance of another purpose, such as monitoring staff breaks, without their knowledge.

11
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Education and capability

33.

34.

35.

36.

12

Workforce capability in Al will be essential, but expectations need to be realistic. It is not
reasonable to expect every nurse or midwife to understand in detail how a model was trained
or configured. They do need practical, role-specific guidance about when Al is being used, what
it is intended to do, its known limitations, what must be checked, when to stop, override or
escalate, what information can be entered and where responsibility sits. Education should
build practical Al risk literacy so nurses, midwives and care workers can recognise risks and
limitations in Al outputs and know when to question, stop or escalate its use.3 Training and

implementation support should be ongoing, accessible, and provided in paid work time.

The health system also needs specialist nursing and midwifery informatics, education,
research, and digital leadership capability. These roles allow the professions to help shape
systems and provide expert support, rather than expecting every frontline practitioner to

become an Al specialist.

Education for nurses and midwives should be delivered by subject matter experts that
understand both the IT system and the environment it is intended to function in (including
healthcare). For example, where possible, training should be delivered by the nurse
informatics experts described above. Members frequently report that training is delivered by
someone who understands the information system but not the complexities and risks of care
delivery. As a result, critical questions about implementation and clinical safety frequently go

unanswered.

Al capability must also be addressed in pre-registration nursing and midwifery education.
Education providers and accreditation bodies such as the Australian Nursing and Midwifery
Accreditation Council should consider how Al affects curriculum, assessment and preparation
for practice, while educators need appropriate supportand professional development. Al must
not be used to reduce access to clinical educators, preceptors, supervision or supported
transition to practice. Students and early-career nurses and midwives may be particularly
vulnerable if they are expected to rely on Al outputs before they have developed the

experience to recognise when those outputs should be questioned.
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(h) the adoption of Al by Commonwealth departments and agencies to
improve services for Australians, and the transparency and
accountability measures that apply to Al use

37.

38.

39.

40.

The Commonwealth should set a high standard in its own use of Al, especially in health, aged
care and other services delivered to the community. This includes appropriate procurement,
privacy, security and governance, as well as early workforce consultation, staff education, and

ongoing monitoring of how Al affects services and work.

The Al Plan for the Australian Public Service 2025 provides useful foundations. It commits to
foundational training, staff consultation and engagement, and GovAl as an Australian-based,
vendor-agnostic platform intended to provide secure access to multiple models and reduce
vendor lock-in.? These commitments should be implemented in ways that allow workers and
their unions to influence system design and provide transparent evidence about effects on

service quality, workload and employment.

Transparency and accountability must also be meaningful to the worker using an Al-enabled
system. Organisational policies often focus on procurement, data storage, privacy, and
governance. These matters are important, but they do not necessarily tell a worker what they
need to know when using a system while providing care. Worker-facing guidance should
explain, in plain language, whether Al is being used, what the system is intended to do, its
important limitations, what the worker is expected to check, when an output can be

qguestioned or overridden, and how concerns should be escalated.

The burden of establishing whether an approved workplace system has appropriate data-
storage arrangements, context-appropriate training data, or adequate technical safeguards
should not fall exclusively on the shoulders of frontline workers. Rather, these are
organisational and employer responsibilities requiring due diligence before implementation,
consultation with impacted workers throughout and ongoing evaluation thereafter. Nurses,
midwives and care workers should nonetheless have a genuine role in selecting, testing and

evaluating systems that affect their work and care delivery.

13
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41. Commonwealth procurement should also protect service continuity and public control. Data

portability, interoperability, open standards, auditable access arrangements and workable exit
provisions should be built into contracts so agencies can change providers without losing
access to data or disrupting essential services. These safeguards are particularly important
where health, aged care, disability or social services depend on proprietary cloud or Al

infrastructure.®

(i) the adequacy of Australia's existing laws and regulatory frameworks
as they apply to Al and whether there are any gaps that warrant
reform

Clear, enforceable regulation

42. The ANMF supports clear, enforceable, and coordinated regulation of Al. Al is already being

43,

14

used in health and care, and regulation cannot wait for widespread adoption or a serious
adverse event before responsibilities are made clear. The purpose of regulation should be
practical: to support safe care, protect workers and patients, and make clear who is
responsible for decisions made across the design, procurement, implementation, and use of

Al. Voluntary guidance alone is not sufficient for high-impact uses of Al in health and care.

The ANMF supports the call made by Australian Council of Trade Unions (ACTU) Secretary
Melissa Donnelly for a licensing regime for Al models that would require proactive risk
mitigation by developers and deployers, ongoing transparency, regular safety auditing,
guardrails against high-risk use, effective governance and mandatory reporting of major
incidents, backed by meaningful penalties for non-compliance.1® An approach such as this
warrants serious consideration, both for high-impact and general-purpose Al systems, as well

as sector-specific regulation in industries like healthcare.
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Regulation must reach clinical practice

44. Australia currently relies on a number of existing health and professional regulators applying
their respective responsibilities to Al. Ahpra and the National Boards have published guidance
explaining how existing professional obligations apply when practitioners use Al, and the
Australian Commission on Safety and Quality in Health Care has developed clinical guidance
for Al use.3 11 While these are important developments, profession-specificguidance has not
kept pace with the speed and diversity of Al adoption. Nurses and midwives need greater
clarity about what Al means within their own scopes of practice, particularly where an Al

output affects assessment, care delivery, documentation, and escalation.

45. Nursing and midwifery practice cannot simply be treated as interchangeable with otherclinical
work. The consequences of Al depend on where it enters the workflow, the professional
responsibilities of the person using it, and the decisions it is allowed to influence. Ahpra, the
Nursing and Midwifery Board of Australia, the Commission and other relevant regulators
should work with nurses, midwives and their representatives to provide clearer profession-

specific guidance as Al use develops.

46. Regulation and assurance should also examine settings where Al-enabled technologies are
already being used. Primary care, aged care and disability services provide exampleswhere Al
tools, virtual care and automated assessmentsystems are already entering practice, possibly
prior to the existence of rigorous mechanisms to ensure their appropriateness. ANMF
members have identified examples where algorithms may restrict professional judgementor
provide no meaningful ability to override an outcome. Early-use settings should therefore be

actively evaluated while systems and models of care can still be adapted safely.

Accountability must follow control

47. Registered nurses and midwives remain accountable for their professional practice, but they
should not become the final repository of responsibility for an Al system they did not choose,
design or control. A practitioner may have no role in selecting the model, determining its

training data, procuring or configuring the system, approving software updates or deciding the

15
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staffingand workflow within which it is used. Lawton et al. (2024) describe the risk of clinicians
becoming ‘liability sinks’, carrying responsibility for Al-supported decisions without equivalent

power or knowledge to control the system.12

Complex or fragmented regulation must not push responsibility disproportionately onto
individual practitioners. Accountability should sit with the people and organisations that have
control over the relevantdecision. Nursesand midwives must have enough information, time
and authority to question, disregard or escalate an Al output. Staff should be able to report
concerns without reprisal, and there should be clear escalation pathways when Al outputs
conflict with clinical judgement. Employers, boards, procurers, developers, vendors, and

system operators must remain accountable for the systems and decisions they control.

Australia should not wait for harm to arise, where responsibility should have sat. Where Al is
already being used in health and care, regulators should proactively identify and close gaps

now.

(k) the risks and harms arising from Al, including fraud and scams,
deepfakes and risks to the safety and wellbeing of children and
vulnerable Australians

Human care and public trust

50.

51.

16

Within health care, Al systems should support rather than replace human practitioners.
Nursing and midwifery care is more than a series of tasks that can be substituted. It relies on
observation, communication, responsiveness, reassurance, dignity, continuity, contextual
professional judgement and human touch. Al should serve as a tool for practitioners in

delivering safe, dignified, and equitable health care.

Human touch in this contextis both literal and broader than physical contact. It includes being
present with a person, noticing subtle changes, listening, explaining, reassuring, and
understanding what matters to them.13 These parts of care are not inefficiencies to automate
away. Al should reduce avoidable burden, so nurses and midwives have more time for this

work.
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Al can cause harm through inaccurate or biased outputs, automation bias, poor workflow
design, or by making access to a human professional harder. People should not be forced into
Al or automated pathways because they are cheaper. Human or non-Al pathways must remain
available where they are clinically required or better suited to a person’s circumstances,

preferences or needs.

Al-driven representations of health professionals also raise issues of public trust and
professional identity. There must be regulated protections against the misleading use of
protected professional titles such as ‘nurse’ and ‘midwife’ for Al chatbots or other automated

systems where a registered professional is not providing the service.

Al-enabled harms can also be workplace harms. Donnelly (2026) has identified deepfakes,
harassment and intrusive surveillance among harms already experienced by workers.10Health
and care workers should have clear avenuesto report such harms, have material removed or

corrected where possible, and obtain workplace and regulatory support.

Bias, cultural safety and validation

55.

56.

Al has considerable potential to support diagnosis and clinical decision-making. Research in
breast cancer screening, for example, has demonstrated Al systems performing at or above
the level of human readers in some mammography tasks.1> However, good performance in

one population or setting does not establish that a system will be safe or accurate in another.

The performance of an Al system is shaped by the data used to develop and test it. If particular
populations are poorly represented, or if underlying health data reflects existing inequities,
those problems can be carried into the model. Using Australian data may improve relevance,
but it does not by itself remove bias. Systems need to be tested forthe populations and clinical
settings in which they will actually be used, including populations historically poorly

represented in health research and data.1®

17
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57. The consequences of inadequate testing can be significant. The proprietary Epic Sepsis Model
was implemented across hundreds of hospitals in the United States before independent
evaluation identified poor performance.’.18 In one external validation, the model failed to
identify 67% of patients who developed sepsis while generating alerts for 18% of all
hospitalisations, when the true prevalence was closerto 7%.1° This example demonstrates why
independent validation in the intended clinical setting, and continued evaluation after

implementation, are necessary even where a system is already widely used.

58. We propose that organisations undertake an ‘algorithm health equity assessment’ before
high-impact Al systems are introduced in health care. Such an assessment should examine
whether development and testing data adequately represent the population in which the
system will be used, whether performance differs between population groups, whether use of
the system could change access to care or resources unfairly, and what safeguards, clinical
oversight and monitoring are required. Cultural safety should be considered explicitly, with
particular attention to Aboriginal and Torres Strait Islander peoples and other populations who

may be poorly represented in existing datasets or affected by historical bias in health data.

(1) the national security and cyber security opportunities to protect
Australians, as well as the foreign interference risks, associated with
Al, including the security and resilience of supply chains and of systems
supporting critical infrastructure

59. Health, aged care, disability and public services are increasingly dependenton cloud, data, and
Al infrastructure. Dependence on a small number of multinational providers can expose
essential services to service withdrawal, changed licensing arrangements, vendor lock-in,
foreign legal demands or geopolitical disruption. Agencies and health services may also lack
the technical access needed to inspect or adapt a model, or to move an essential service to

another provider without substantial disruption.

18



Australian Nursing and Midwifery Federation / Joint Select Committee on Artificial Intelligence

60. Resilience therefore requires more than cyber security controls. Data portability,
interoperability, open standards, clear subcontracting arrangements, Australian control over
sensitive information, and tested exit and business-continuity arrangements should be treated
as part of critical infrastructure planning. Sovereign Australian computing capability can
complement, rather than replace, strong international partnerships by reducing single-
provider dependence and ensuring essential services can continue if commercial or

geopolitical conditions change.

(m) the implications of emerging Al capability for Australia's national
security and strategic resilience, including the ability of regulators, the
Australian Al Safety Institute and the intelligence and security
community to identify and respond to emerging risks

Regulator expertise

61. The ANMF notes the establishment of Australia’s Al Safety Institute to analyse and test
emerging Al models and support regulators and agencies to respond to emerging risks.
However, the Australian Government has stated that the Institute is not itself a regulator
which risks leaving a regulatory gap.2? The Institute’s technical capability is important, but it
will not replace the need for capable health, professional, workplace, and other sector

regulators to provide clarity.

62. Regulators such as Ahpra, the Nursing and Midwifery Board of Australia, the Australian Nursing
and Midwifery Accreditation Council and the Therapeutic Goods Administration must be
resourced with specialist expertise and dedicated staff to monitor Al use, prepare the
workforce and assess and the contribution of Al to poor clinical or professional outcomes.
Members' uncertainty about their professional responsibilities, and the absence of clear
regulation and guidance on Al use, reinforce this need. . Regulatory capability must include
nursing, midwifery, clinical and workforce expertise, nottechnical and digital health expertise

alone, where historically much of the decision-making to date has sat.

19
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63. The Committee should also consider whether the current distribution of powers is sufficient

for high-impact and general-purpose Al. We support the ACTU proposal calling for a
strengthened Al Safety Institute administer a model-licensing regime.1? Whatever institutional
model is adopted, there must be a clear pathway from technical testing and incident detection
to enforceable regulatory action, while retaining the responsibilities of health, professional,

workplace and other specialist regulators.

Conclusion

64. Al is already becoming part of the health and care infrastructure. The ANMF supports its use

65.

20

where it makes care safer, reduces avoidable burden, improves access and supports nurses,
midwives and care workers to practise well. The ANMF does not support Al being used to
replace jobs, weaken staffing, displace professional judgement or reduce access to human

care.

The benefits of Al will depend on the conditions underwhich it is introduced. Nurses, midwives
and care workers need a genuine voice in decisions that affect their work; workload and safety
impacts must be testedin practice; Australian data and critical infrastructure require effective
sovereign control; and regulation must be enforceable, coordinated and clear about where
responsibility sits. In health and care, the measure of successful Al should remain whether it

supports safer, more equitable and more human care.
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