JACC
© 2026 BY THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION
PUBLISHED BY ELSEVIER

EDITOR’S PAGE

and Expertise

Beyond Information
Asymmetry in Medicine
The Changing Nature of Medical Authority

VOL. 88, NO. 13, 2026

m

Harlan M. Krumholz, MD, SM, Editor-in-Chief, JACC; Harold H. Hines, Jr Professor of
Medicine, Yale School of Medicine, New Haven, Connecticut, USA

hen my father graduated from medical

school in 1960 and began seeing pa-

tients, they came with questions that
they had few other ways to answer. They knew their
bodies, lives, and goals, but medical knowledge was
concentrated within the profession. During my
career, the internet began to change that dynamic.
Now, my daughter is an intern, entering a world in
which patients can obtain not only information, but
explanations, interpretations, and recommendations
before they meet their clinician.

In a 2026 national survey, 32% of U.S. adults re-
ported using artificial intelligence (AI) for health in-
formation or advice." Almost 1 in 5 had used it to
explain tests, laboratory results, or diagnoses, and an
equal share had used it to compare treatment op-
tions. One in 6 had used it to help decide whether to
seek care. Patients are no longer merely searching.
They are receiving answers before entering the ex-
amination room.

Information asymmetry in medicine has never
been only about who knows more facts. It also con-
cerns whose claims are treated as authoritative.
Conversation analysis has shown that physicians and
patients actively negotiate those boundaries.” For
much of modern medicine, privileged access to
knowledge reinforced the physician’s expertise and
authority. That basis of authority is receding.

Search engines gave patients documents. Large
language models give them an interlocutor. They can
interpret information and respond to follow-up
questions. Patients may arrive not simply with in-
formation, but with an interpretation and a proposed
plan.
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Physicians, too, are using generative and
evidence-grounded clinical assistants. Patients and
clinicians may increasingly enter the room having
consulted systems built on overlapping evidence and
related technology. The informational foundations of
the encounter are converging.

Sometimes the profession mounts a defense by
cataloging things machines cannot yet do, but that is
a fragile strategy. Future systems will know the lon-
gitudinal record, elicit the patient’s priorities, esti-
mate uncertainty, and recommend the course most
consistent with those priorities. In bounded diag-
nostic tasks, some systems may already outperform
physicians.®> What, then, will physicians contribute
when sophisticated synthesis, contextualization, and
perhaps even judgment are increasingly available
through AI?

The durable distinction is not between what a
machine can know and what a clinician can know. It
is between an answer and a relationship.

The patient-clinician relationship is grounded in
fidelity, a sustained and accountable commitment to
place the patient’s welfare, values, and interests at
the center of care; deploy every available tool on that
person’s behalf; and remain present as circumstances
change. Fidelity means being honest with patients,
respecting their choices, and remaining committed to
them when the path becomes difficult.

An Al system may eventually perform many
functions associated with clinical expertise. The
profession’s distinctive claim cannot be a permanent
monopoly on those capabilities. A model may
generate an excellent recommendation. A health
professional enters a relationship of obligation and
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becomes answerable for how it is used. The future of
expertise may be defined less by what knowledge
physicians possess than by the fidelity with which
they serve.

This shift has profound implications for medi-
cine’s place in society. Credentials may establish a
presumption of competence, but they no longer
convey sole authority. Patients can check our claims,
compare our explanations, record or transcribe our
conversations, and return with another interpreta-
tion. Our reasoning is becoming more visible and
testable.

“The future of expertise may be
defined less by what knowledge
physicians possess than by the

fidelity with which they serve.”

We may be tempted to look back wistfully to a time
when the physician stood as the principal source and
interpreter of medical knowledge, an oracle whose
answers were rarely questioned. But nostalgia is not
a strategy for the future, and some aspects of that
authority deserved to be challenged. Information
asymmetry could protect weak reasoning, discourage
questions, and permit position to substitute for
explanation. We should not seek to recover unques-
tioned authority. We should seek to deserve
informed trust.

Doing so will require more of physicians, not less.
Fluency can masquerade as wisdom. Whatever the
source of an answer, clinical expertise often begins
by asking what is missing and where uncertainty lies.
Deep knowledge remains essential because the more
fluent the machines become, the more physicians
must know when to disagree with them.

That need is already evident. In a randomized
vignette study involving 457 clinicians, standard Al
modestly improved diagnostic accuracy, but sys-
tematically biased AI reduced it by 11.3 percentage
points. Providing image-based explanations did not
meaningfully mitigate the harm.* An accompanying
editorial described automation bias, the tendency to
defer to automated recommendations even when
contradictory or clinically nonsensical information
should raise concern.” Simply placing a clinician “in
the loop” is not enough.

Clinicians will need to question model outputs and
know when their own judgment should prevail. This
is not entirely new. Physicians already weigh advice

JACC VOL. 88, NO. 13, 2026
SEPTEMBER 29, 2026:1451-1453

from colleagues, tests, and guidelines rather than
simply accept it. AI makes that discipline more
important. We must also guard against the erosion of,
or failure to develop, the skills needed to exercise
independent judgment.

The encounter must evolve as well. We will need
to listen without becoming defensive or resentful,
make our reasoning visible, communicate uncer-
tainty, and recognize when a patient or a model has
identified something we missed. A useful opening
question may be, “What have you learned so far, and
what do you think it means?” Effective communica-
tion begins by uncovering the patient’s understand-
ing and values, providing information clearly,
establishing credibility, and confirming shared
understanding.®

Medical education must prepare physicians to
work critically with AI while preserving the scientific
foundations of judgment. Training should teach cli-
nicians to use these tools critically, and know when
to resist them.” It should also strengthen the human
qualities on which good care depends, including
humility, communication, and fidelity.” These are
not soft skills added after the science. They are how
science becomes care.

There is an optimistic future within reach. AI can
help patients understand their conditions and arrive
better prepared to participate in their care. In the
KFF survey, 58% of adults who used AI for physical
health information or advice later followed up with a
clinician.' A recent qualitative study likewise found
that participants wanted AI to support clinicians
rather than replace them, with attention to relational
engagement, structural support, reliable perfor-
mance, and clinician responsibility.®

Better-informed patients are not a threat to med-
ical authority. They are an opportunity to create the
fuller partnership medicine has long promised. The
profession should welcome their preparation, engage
seriously with the questions they bring, and place the
best available intelligence in the service of each
person seeking our care.

My father practiced in a world in which physicians
were the principal gateway to medical knowledge.
My daughter is entering one in which patients and
clinicians may consult the same class of systems
before they meet. In that future, patients can be
better informed, better prepared, and more capable
of participating fully in their care.

It will also ask more of the profession. We will
need to earn trust through competence, candor,
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fidelity, and accountability. That is not the end of
expertise. It is a more demanding, more transparent,
and perhaps more worthy form of it.
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