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Deceptive Stories About Scale: Digital Technology, Public Services, and
the Promise of Efficiency
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“Blitzscaling”—the language and practice of rapidly scaling technology companies—can
have significant consequences when pursued in public service delivery. From 2016 until it
went bankrupt in 2023, health-tech start-up Babylon Health introduced discourses and
practices of scaling to the United Kingdom’s National Health Service (NHS). While the
company promised that its software and Artificial Intelligence (AI) would create efficiency,
automated diagnosis, and faster access to service for increasing numbers of people, its
integration into the service undermined central organizing features of the NHS, including
equity of care and the epistemic authority of clinicians. A focus on working at speed also
led to obfuscation of the nature of the company’s Al and software products to evade
regulatory responsibility and to Babylon accessing and enclosing public data.
Recommendations for continued commitments to principles of public service, including
attention to relationships and multiple forms of knowledge, could benefit other public
services contending with promised technological transformations.
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On September 5, 2023, Babylon Health, the “unicorn start-up” data-driven primary health-care
app, filed for bankruptcy after a decade of advancing its data- and Al-driven products within the United
Kingdom’s National Health Service, a free-at-point-of-use system. The founder of Babylon Health framed
his intentions as being parallel to those held by other data-driven technologies “to do with health care what
Google did with information” (Zolfagharifard, 2019, para. 1). The company was celebrated as a contributor
to a more efficient, data-driven NHS (UK Department of Health and Social Care, 2022). Babylon’s founder
was relentlessly focused on “scaling up” the company through a business strategy called blitzscaling—which
assumes that software holds inherent capacities to create efficiency through speed—and which focuses on
increasing measurable indicators such as numbers of employees or customers. The promotion and public
discussion of Babylon’s products also leveraged assumptions about technology—specifically artificial
intelligence (AI)—and its capacity to speed up the delivery of health care. Billboards in public transit stations
promised that we could “see the doctor NOW” or “Get Well NOW,” while smaller ads showed smiling faces
on smartphones next to text reading "See an NHS doctor 24/7.” Babylon launched an online service called
GP at Hand in 2017, along with several software-based symptom checkers marketed as “AlL.” Over the next
five years, Babylon Health presented a media narrative that highlighted the increases in numbers of patients
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the software was able to support, and the speed of service and efficiency of the "AI” as compared to doctors.
These claims were presented at a time when the dominant narratives discussing the NHS were beginning to
focus on the system being “under stress” or “in crisis.”

Discourses about technological progress frame, structure, and underpin organizational and
regulatory realities as well as ethical and epistemic outcomes. Babylon Health, one of the many start-up
technology companies promising to help the NHS out of crisis, told a compelling story about the benefits of
technology that was also a story about addressing inefficiencies by scaling up technologies and practices.
This discourse of scaling embeds and activates assumptions about the capacity for digital technology to do
the same things faster with less resources, including how software is understood to work. Software is often
used to create easily reproducible systems that can be applied across multiple contexts, making software
companies attractive to venture capital investors looking for exponential returns on investment. When the
language and practices of scaling used by software start-ups pitching for investment are shifted to complex
public sector settings like the NHS, ethical and epistemic consequences emerge. For example, scaling can
be directed toward optimizing resources and reducing waste. In a public service context, the resources being
optimized could include clinician time and expertise, and the waste being minimized might include time
spent with patients. The application of this discourse of scaling challenges some of the principles
underpinning the NHS as specified in its Constitution (UK Department of Health and Social Care, 2012).
These principles focus on patient-centered care along with clinician involvement in decision making and
support for clinical staff. Other ethical issues might include inequitable care resulting from the automation
of clinical processes. Epistemic issues could include the transformation of the clinical relationship as a result
of the availability of software-based symptom checkers and decision-support systems, which can generate
errors or biases that intersect with other forms of inequality to create epistemic injustices for some groups
of people whose experiences or knowledge are not taken seriously or experience unequal treatment because
of assumptions about their credibility (Anderson, 2012). For a service whose ethics include patient-
centeredness and equity of care, free at the point of use, these ethical and epistemic issues influence the
capacity of the service to achieve its outcomes.

This study investigates the influence of technology industry framings of scaling on the function of
public health systems, asking: How do discourses of “blitzscaling” influence the organization and experience
of health care? Specifically, how are discursive frames employed by start-up technology companies mirrored
in health operations, and with what ethical and epistemic implications?

These questions have implications for many public service contexts contending with narratives of
technical progress, including promises about AI. Following a short summary of how scale and progress have
been associated with efficiency and the digitization of public services, I describe the method used to develop
the case and provide background on the digitization and platformization of the NHS before outlining features
of the discourse and its consequences.

Scale and Progress

Paradigms of progress and change are articulated with imagined technical function. The way that
scaling and efficiency now influence progress has been shaped by the capacities associated with software.
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“Accuracy, speed and scalability are ideological features of management that extend from software to
people” (Irani, 2015, p. 15). Scale, scaling, and the discourse of “scaling up” structure processes of
technological innovation such that they align with processes of business development that anticipate the
achievement of specific measurable outcomes as indications of success: “the discourse of progress as
continuous development and technological solutionism pervade the field [of AI]” (Denton, Hanna,
Amironesei, Smart, & Nicole, 2021). This solutionism is attached to business models that leverage processes
and potentiality associated with software-based scaling to shape business models. These assumptions about
software generating linear or even exponential improvement in system function shape the expectations
associated with automations in the public sector, including AL

The assumption that scaling is both natural and desirable for technology-driven projects is based
on observations of network effects associated with adoption of ICT, where these technologies become more
beneficial to more people when they are widely adopted (Mas & Radcliffe, 2011). The desirability of scaling
is also sometimes associated with the qualities of software and Al in relation to scale and efficiency. For
example, in the design of Al Large Language Models, designers have observed “remarkable scaling effects”
that suggest that simply applying more computational power will improve systems more than better training
or other modification (Gupta et al., 2024).

Scaling has temporal and political aspects. Doreen Massey (1999) identifies the “power geometries”
underpinning the differential experiences of geographic spaces, including the differential capacities of actors
to move between scales, and the power associated with this. The control of temporality can also be an
exercise of power, creating what Sarah Sharma refers to as “chrono-politics” (Sharma, 2014)—uneven
experiences of time with political consequences. Carr and Lempert (2016) write,

Scaling, it turns out, may organize not only spatial relations but spatiotemporal ones as
well. Indeed, when one tries to apprehend things and their qualities, a present moment
may be linked to and authorized by a moment figured far back or projected forward in
time. (p. 2)

The language of software-driven efficiency is part of broader processes of digitization and
datafication in public service delivery (Petropoulos, Marcus, Moés, & Bergamini, 2019). Automation of public
services can be directed at reducing waste (Schneider, 2024) or becoming more efficient and using fewer
resources (Taylor, 2021). Automation transforms the nature of the welfare state with a focus on surveillance,
predictability, and objectivity (Dencik & Kaun, 2020; Gandy, 2010; Powell, 2025). While data-driven
developments occur differently in different contexts (Milan & Treré, 2019), the digital welfare state in the
United Kingdom has been particularly marked by “an actuarial logic based on personalized risk and the
individualization of social problems” along with “an economic model that perpetuates the circulation of data
accumulation” (Dencik, 2022, p. 145). This has been accompanied by a drive toward both automation and
predictive analytics within the UK public sector.

These dynamics create conditions beneficial to the interests of technology companies, as the

historic welfare state shifts to a public service provision model based on contracts with private companies.
To the overall dynamic of datafication, with its ideological attachments to the legitimacy and veracity of
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quantified information (van Dijck, 2014), are added the competing incentives of the public and private
sectors. Welfare states evolved from an assumed responsibility for providing minimum protections to
citizens; contemporary public services such as the United Kingdom’s NHS are bound by constitutions
specifying rights and responsibilities. By contrast, contemporary business models for the technology sector
are predicated on a leveraging of actual and perceived capital (which could include assets such as data) for
future expansion. The discourses of “blitzscaling” or “hyperscaling” are features of start-up technology
companies, foregrounding fast growth using language drawn from descriptions of computational models and
applied to business practices, leading to investments in the increase of numbers of employees, customers,
contracts, or data sets, and a focus on speed and efficiency within descriptions of the business and its
products. The increasing pressure on welfare states to provide services rather than support citizens, and to
provide “best value for taxpayers’ money” (UK Department of Health and Social Care, 2012, Principle 6),
has created conditions where discourses and practices of scaling influence the experience of health care,
with ethical and epistemic consequences for clinician labor and equity of care.

Methods

Using thematic and discourse analysis to support a case study of Babylon Health’s engagement
with the NHS, I analyse how technology start-up discourses of scaling shape possible institutional choices
and how practices associated with these possibilities impact the service. I understand discourse as “an
interrelated set of ‘story-lines’ [that] become deeply embedded in societal institutions, agendas and
knowledge claims” (Hannigan, 2006, p. 13). I focus on how the mutual production of discourse and practice
generates institutional realities that become sites of struggle (Pefia Gangadharan & Niklas, 2019).

To build the case study, I identified the components of blitzscaling that Babylon Health mobilized
as part of their expansion into the United Kingdom beginning in 2016. I drew from three features of the
concept developed by Reid Hoffmann and advocated by Babylon CEO Ali Parsa: growth, speed, and
efficiency. Then, I examined how Babylon mobilized these aspects in its UK development, drawing on
Kampmann’s (2024) and Mansfield Advisors’ (Herbert, 2024) case studies of Babylon, and on the company’s
internal documentation, as well as on secondary literature from NHS Care Quality Commission, independent
assessment reports, and the medical press. I thematically coded newspaper and magazine coverage of
Babylon Health’s engagement with the NHS to develop a broader social view of this discourse (Braun &
Clarke, 2021) selecting coverage in The Lancet, the British Medical Journal, Wired, Forbes, the Financial
Times, and the BBC, as well as other UK newspapers indexed by Lexis, in a date range from 2016 to 2023.
Using the thematically coded material, I connected publicly presented narratives associated with the features
of blitzscaling to the documented consequences.

Babylon Blitzscaling in the NHS

In the early 2010s, technology entrepreneur Reid Hoffmann outlined three aspects of blitzscaling
that he associated with software-driven, venture-backed start-up businesses. These were growth, speed,
and efficiency (see Sullivan, 2016). Growth, sometimes flippantly described as “number go up” within start-
up jargon, refers to observable increases in measurable indicators such as investment, revenue, or contract
numbers. It also comprises increases in employees—what Hoffman calls an organization’s scale. In an
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interview, Hoffman makes explicit references to scale focus mainly on these aspects of growth, while other
aspects of fast growth are linked with ideas about software. Hoffmann’s specific characterization of speed
associates it with the use and expansion of technology: “the integration of networks and software at a global
level have created global loops that move more and more quickly” (cited in Sullivan, 2016, para. 4).

The third aspect, efficiency, is also specifically recast in relation to software and a platform-based
business model. Hoffmann describes it this way: “the marginal costs of serving any size market are virtually
zero” when software is used (Sullivan, 2016, para. 4). Babylon Health leveraged this in two ways: first,
that their software-based products could be reused and repurposed in many different settings from triage
to diagnosis to community health integration, and second, that access to increasing amounts of data would
result in inevitable improvements to its software, which could create new and expanding markets. A core
aim of a blitzscaling or hyperscaling business strategy is to generate investor interest in a company
between rounds of fundraising, with each round raising greater amounts of capital that is then spent to
repeat the process (Kampmann, 2024; Narayan & Shestakofsky, 2024). Start-up businesses operating in
this mode are often created with the expectation that they will be purchased or absorbed by other
companies within a few years.

The promise of growth, speed, and efficiency through software articulated to a particular set of
political and technical conditions in the NHS. The tax-funded health service is guided by the principle of a
“comprehensive service, available to all” (UK Department of Health and Social Care, 2012, Article 1), yet
decades of cuts to core funding have eroded the system’s functionality. The marketization of care that
began in the 1980s has intensified calls to respond to crisis by making investments that fulfil a “triple aim”
of improving the experience of care, increasing population health, and reducing costs (Institute for
Healthcare Improvement, 2024). These aims create fertile ground for narratives and practices of scaling
that foreground speed and efficiency.

System-level strategies for fulfilling the “triple aim” include a move toward platformization of the
NHS (Faulkner-Gurstein & Wyatt, 2023) that centrally position digital technology as part of a construction
of value (van Dijck, Poell, & de Waal, 2018) and consider NHS as an intermediary in different networks
(Nieborg & Poell, 2018). Platformization is also a discursive and ideological formation, restructuring work
around a gig economy and health care around personalization. A new NHS department called NHSX was
established in 2019 to “drive the digital transformation of the NHS and social care” (Gould, 2022, para. 2)
through creating an API platform facilitating the direct integration of third-party software products into NHS
systems, allowing competition between multiple apps providing similar services and creating an NHS
Datastore that could broker contracts for health software with access to the health data of the UK
population—a valuable resource for any company developing software needing training data (Powles &
Hodson, 2017).

Babylon’s Promise
In contrast to other technology companies engaging with “platform NHS,” Babylon Health directed

its software products toward multiple parts of the service, including the provision of GP services, triage
service, and hospital services. GP services, which provide referrals to hospitals or specialists, are the first
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points of contacts for patients not needing emergency care and are historically organized locally so that they
provide service to patients in a specific geographic area. Every person in the United Kingdom is expected to
have registered with a GP practice, which receives a flat rate payment per patient per year (approximately
£180 in 2021). GP practices are independent businesses, but their funding comes from regional bodies that
are responsible for health care for their local population. The flat rate of funding is meant to amortize care
costs to permit GPs to provide care appropriate to the level of need. Historically, GPs have responded to
financial pressures not only through reducing clinical staff but by acquiring specialized software including
online booking or recordkeeping. In the past 10 years, access to GP and hospital care across the NHS has
been declining, with waits of several days for primary care appointments a common occurrence. Technology,
including the use of specialized software for online booking and recordkeeping, has been framed as a solution
to this decline for several years (Salisbury, Murphy, & Duncan, 2020).

Babylon Health was established in 2013 and registered to provide NHS services in 2014. The
company'’s first NHS contract was to participate in a pilot test of possible software systems to automate an
existing telephone triage system, called 111 (Turnbull et al., 2023). The triage pilot contract occurred just
after the company acquired its first round of venture capital funding. It also launched in Rwanda in the same
year, and in Saudi Arabia and Canada in 2018 (Herbert, 2024). Despite claiming in the media that it was
“powering 111 with AI” (Heather, 2017), Babylon Health was not awarded the final contract for the triage
system. The company quickly began developing and promoting the concept of a diagnostic chatbot or “robot
doctor.” The chatbot formed part of an online consultation service called GP at Hand that was introduced in
2016 as a fee-for-service standalone product. In mid-2017, GP at Hand became a GP practice with a
registered address in the London Borough of Hammersmith and Fulham, meaning it was funded by that
region’s commissioning body and would historically have served Hammersmith and Fulham residents.
However, the rules for geographic limitations on GP registrations had recently been relaxed, and taking
advantage of this, GP at Hand registered patients from across London. Patients could access video
appointments with clinicians located anywhere, breaking the link between locality and GP registration and
attracting mostly patients with better-than-average health, leaving other GP practices with both lower
budgets and a higher proportion of patients needing extensive care. By 2019, GP at Hand had a patient list
of over 51,000 people. Hammersmith and Fulham’s local government, responsible for funding the NHS
trusts, experienced a £22 million budget shortfall in part because of the increase in payments to GP at Hand.
Meanwhile, Babylon Health was beginning to sell a similar product to private insurers in the United Kingdom.

From 2019 to 2021 Babylon Health was awarded contracts to provide a range of different services
to several hospital trusts, including a widely publicized partnership with a hospital trust in the city of
Wolverhampton for the headline-grabbing number of 300,000 people. This partnership promised digital
services to manage the integration between GP and hospital care, in the form of an app that would permit
individual health monitoring as well as create a personal health record. Only 5,000 patients signed up (Say,
2020). By early 2022, the company was attempting to leave many of its UK contracts as it pursued an
expansion of personalized health care backed by insurance companies in the United States (Seeking Alpha,
2022)—an expansion that ultimately failed, because the blitzscale strategy of acquiring more and larger
contracts as well as greater numbers of staff led to overspending not matched by increases in investment.
The company also developed products for 14 other markets, including a partnership with Prudential
Insurance to develop digital health care across Asia. Babylon Health failed to generate expected revenue on
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its last round of capital raising, and its costs overtook its revenue in 2023. The company filed for bankruptcy
in September 2023, selling its GP at Hand and related service to eMed.

The integration and subsequent exit of Babylon Health from the NHS did not occur seamlessly. The
framing and integration of the company’s technologies within the platformed health service exacerbated
impacts on the delivery of equitable care as well as the epistemic authority of both clinicians and patients.
It is possible to trace these impacts by tracing aspects of the blitzscaling strategy as it underpinned Babylon’s
communication with the UK public, highlighting the consequences for service delivery and knowledge, and
drawing out the relationship between the content and framing of specific ideas about innovation within a
specific institutional setting (Mansell, 2012). Below, I detail how the “speed, growth, and efficiency” of
blitzscaling unfolded, beginning with the discourse of a “robot doctor” or Al presented as working faster and
more effectively than humans, and then describing how Babylon’s pursuit of “number go up” growth
established conditions that led to regulatory evasion and ethical and epistemic harms. The story of its rise
and fall illustrates the power and consequence of discourses framed to the benefit of venture-backed
technology companies.

Discourses of Blitzscaling

The Robot Doctor

Beginning with the contribution to the pilot of the triage system, Babylon Health aggressively
promoted its products in the national press, which contributed to amplifying a narrative of powerful AI that
could simultaneously transform multiple aspects of the NHS. In the early years of its engagement with the
NHS, Babylon Health leveraged two aspects of the fetishization of AI to address the perceived failings of the
NHS. First, the capacity that many headlines referred to as a “robot doctor” to work more quickly than
health care workers within the NHS, and second, the ability for AI to work effectively across multiple settings.
Across the sources I considered, there was no specific or consistent description of what Al comprised in this
context. Babylon’s internal material and media coverage sometimes referred to decision tree software like
the triage bot, and at other times appeared to describe any automated system.

Press coverage of its participation in the triage system pilot announced that it was “replacing” or
“powering” the 111 system with an “Al triage bot” (Heather, 2017), even though the company’s software
was not selected for the pilot (O’'Hear, 2017). Once established, this media narrative continued, circulating
vague but compelling claims about the role of robots in health care: more than half of the newspaper articles
I gathered for this case referred to robots. A typical headline reads: “Patients to be Diagnosed by Robots
Under New NHS Scheme” (Donnelly, 2017), with the article positioning the introduction of software-based
triage systems against the backdrop of “unprecedented demand” for health care services and ineffectual
telephone and in-person systems, and naming Babylon Health.

When GP at Hand launched as an app in 2016, journalists who had been offered trial subscriptions
described the ease and speed of the app while maintaining focus on the fragility of the NHS system, citing
“the problem of access to primary care—those lengthy GP appointment waiting times that keep hitting the
headlines” (Sigee, 2016, para. 3). A Wired magazine profile read, “If the company is able to reach a scale
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where it operates across the UK, it could fundamentally change the way the NHS is structured and how it
operates” (Burgess, 2019, para. 20). Overall, the press focused on the transformative capacity of software
and AI, especially the novel qualities that software-driven innovation could bring to the NHS, which was
positioned as a weak and dysfunctional institution in need of rescue using modern or efficient methods.

In 2017 the Financial Times wrote,

[Babylon] is trying to create a robot doctor that can triage, diagnose, and even treat people
over their phones. It plans to use machine learning algorithms to analyse an individual’s
health profile and suggest possible future ilinesses, before they even have symptoms. Once
the machine comes up with its own diagnosis, it can share this with human doctors. “This
means they [humans] can see more patients or spend more time with you . . .” [Babylon
founder Ali] Parsa said, “we can cut the time to get to diagnosis by 50%, if we give the
machine diagnosis to the doctor up front.” (Murgia, 2017, para. 13)

This focus on diagnosis, reiterated through press coverage and internal documentation, leverages
broader discourses of automation in public services through datafication (Taylor, 2021). The narrative
focuses on increases in numbers and speed, suggesting that the “scale-free” efficiencies of software allow
the NHS to do “"more with less” or to achieve some of the triple aims by allowing Babylon software to
generate efficiencies by accessing and using its data to train its “Al doctors.”

“"Number Go Up”

Another significant discourse foregrounded patient, employee, and contract “numbers going up”—
leveraging the language of “democratization” of health care through personalized services provided by
software. Babylon Health described its corporate vision in a video promoting Babylon’s use of Amazon Web
Services as being “to put accessible and affordable health care into the hands of everyone on earth . . .
whether they are in a country as financially challenged as Rwanda or a country as rich and prosperous as
UK” (Amazon Web Services, 2018, 0:05-0:17). This discourse of democratization and personalization of
health hinges on the idea that digital software systems like symptom checkers can be reproduced across
multiple contexts, allowing for rapid increases in the numbers of people using them. Daniel Kampmann
(2024) describes this as a:

simple yet effective narrative of how a symptom checker chatbot could automate clinical
labour of triaging and diagnosing in primary care at scale in combination with a platform-
mediated telemedicine service that patients would access via smartphones to reduce
consultation costs by keeping patients tied to their phones and out of physical clinics. (p.
10)

This narrative was sustained by a focus on rapid increases in numbers of customers and employees.
“We've been spending money like there is no tomorrow” (Zolfagharifard, 2019) was how Ali Parsa described
his company’s approach to rapidly increasing their workforce and pace of work. Mansfield Advisors collected
and analysed postings describing Babylon’s internal culture drawn from the employment site Glassdoor,
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detailing how the blitzscale strategy placed pressure on software developers to create prototype
technologies rapidly, without consideration for whether these met medical standards (Herbert, 2024).

Wired magazine interviewed Babylon employees who described chaotic processes of recruitment
and app design, featuring symptom checkers designed around decision trees that were “not very complex”
(Browne, 2023, para. 11; including diagnostic processes that focused on separate areas of the body).! One
designer reported that a user experience specialist slept in the office the night before a BBC interview,
rapidly building a functional demo version of a symptom checker. Other journalists reported on a corporate
culture generally at odds with the norms of medical research (Hsu, 2019). Anecdotes about rapidly
commissioned, poorly specified work done to reach an external metric are common in technology start-ups,
where the creation of prototypes for funders or the public results in intense bursts of work (Irani, 2015;
Powell, Ustek-Spilda, Lehuedé, & Shklovski, 2022). However, in the context of medical devices, the testing
of devices is usually subjected to double-blind testing before being released to market; a focus on quickly
creating a prototype raises tensions with established knowledge, practice, and standards.

Automated Efficiencies

Babylon’s efficiency narrative assumed not only that software could permit greater numbers of
people to use services without increases in cost but that it could speed up processes by removing human
participation (Iacobucci, 2019). This created a fetishization of the imagined capacities of AI (Kampmann,
2024) in ways that impacted clinical relationships. In 2018, Babylon announced that its software had
performed better than GPs on a major medical exam and immediately received delighted coverage from the
BBC (Copestake, 2018) and Forbes, whose headline read, “This AI Just Beat Human Doctors On A Clinical
Exam” (Olson, 2018). Impressed by the claims, researchers examined the function of Babylon’s software
against the epistemic norms of medical diagnosis, reporting that Babylon’s internal study had asked doctors,
rather than patients, to input descriptions of symptoms, and had included less than a third of the medical
exam questions (Fraser, Coiera, & Wong, 2018). It had also allowed the software three attempts to answer
each question, rather than the single attempt made by doctors. Because only seven doctors participated,
small variations in how doctors took the test might have skewed the result, and the statistical analysis that
might have prevented this. Babylon’s own scientific team published a rebuttal in 2020 (Baker et al., 2020).

From 2018 onward, David Watkins, an NHS consultant oncologist, posted increasingly public
critiques of the symptom checker, first anonymously on Twitter/X, then at a public lecture where he revealed
his identity, and finally in an extensive debate on Newsnight, an agenda-setting BBC television news
program (Caruso, 2020). Watkins interrogated what he saw as dangerous biases in the software, such as
the way it provided different suggestions to male and female patients with identical-reported chest pain
symptoms—adyvising the male patient to go to the emergency department while suggesting the female

1 A decision-tree learning system creates relationships between different features, in this case, different
body parts, symptoms, and diagnoses gathered from data points used to train the system. They depend on
the application of learned rules inferred from the data provided. The stronger the relationship between the
different data points in relation to the rules, the higher the potential for a particular outcome. Decision trees
are not dynamic and may not be able to represent complex intersections of factors.
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patient attend the GP, after providing information on panic attacks (Iacobucci, 2020). On Newsnight, a
doctor who had previously worked as head of regulatory affairs at Babylon stated “that no one has assessed
how well the app works” (Caruso, 2020, para. 4). At that point in time, no one was required to: the MHRA
regulatory frameworks for software symptom checkers were updated in 2020 after Babylon’s software was
already in use (Medicines and Health Regulatory Agency, 2020). The vague way that Babylon Health referred
to its own products created ample opportunities for fetishization of the capacities of its different systems,
conflation between them, or ambiguity about their regulatory status. Combined with a focus on the speed
of business development, this left researchers, regulators, and critics at a temporal disadvantage. The
consequences for the delivery of service and the experience of clinical care accumulated as Babylon Health
leveraged its NHS contracts to acquire further venture capital and expand in the United States.

Consequences

Speed for Whom?

Babylon Health’s encounters with the NHS generated consequences for the equitable provision of
health services, along with an intensification of clinician labor, including a shift towards casualization and
platformization.

An investigation of the GP at Hand practice in 2019 reported that the users of Babylon services,
despite being younger and in better health than other users of primary care, used the service “more than
would be expected” (Salisbury, Ipsos MORI, & York Health Economics Consortium, 2019, p. ii). The service
was “not used by large numbers of older people” or “patients with more complex health needs” (Salisbury
et al., 2019, p. iii). The United Kingdom’s health care regulator reported in 2019 that GP at Hand needed
improvement in assuring that its patients received timely vaccinations, cancer screenings, and screenings
for other chronic conditions (Ladds et al., 2023). Neither did the symptom checker reduce GP labor: GP at
Hand users in 2017 and 2018 used urgent care and hospital services more than expected, and although
55% of them used the GP at Hand symptom checker, they did not think it replaced the need for consultation
(Iacobucci, 2019).

“Speeding up” displaces labor toward efforts that sustain the appearance of things moving faster.
In other words, the production of speed necessitates investments of time (Sharma, 2014). Rather than
speeding up waits at GP clinics, the GP at Hand app doubled up clinician labor as people followed up online
meetings with in-person ones. Babylon Health’s efforts at digitally intermediating GP provision also
contributed to shifts toward a platformization of clinician labor. Babylon Health and other providers of remote
consultations benefited from shifts in practice during and following the COVID-19 pandemic. At the launch
of Babylon Health, the company was careful to specify that its clinical staff were doctors who also worked
in other NHS practices, but by 2018, their labor force had shifted. “Digital-first” primary care now employs
on-demand labor practices for clinicians. Providers employ staff with UK medical degrees to work remotely.
Wages are low by UK standards and sometimes structured as pay-per-appointment. This “speeded up” and
“data-driven” version of general practice mirrors the promise of the AI doctor, framed as an efficient
replacement for time-consuming conversations and in-person practice visits. This temporality promises
efficiency and reproducibility of the patient (or “end-user”) experience, while embedding the clinician into
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an increasingly common norm of offering labor on-demand—often more than is compensated, since
systematic reviews reveal that digital-first care does not reduce clinician labor (Salisbury et al., 2020).

Babylon Health also unsettled the epistemic relations underpinning clinical care, repositioning
diagnosis as a mechanical process whose effectiveness could be judged in relation to its efficiency—even
when it made significant and substantial errors. These errors frequently included misdiagnosing women
(for example, a 66-year-old woman with breast pain being asked to indicate if she was pregnant, after
which the software still did not suggest breast cancer as a diagnosis). Critiques of Babylon Health systems
remained focused on aspects of the software’s functionality rather than on the legitimacy of automating
diagnostic work. Efforts to ensure that the company complied with relevant legislation before launching
products failed, allowing the automation of diagnosis to become normalized. This reinforced the legitimacy
of the discourses foregrounding the value of speed and efficiency rather than the limitations of software.
Tellingly, David Watkins was accused of trolling the company when identifying these limitations in
diagnostic capacity.

Evasion of Regulation

The unclear boundaries between Babylon Health's different iterations of software generated another
benefit for the company and another set of consequences for the public, as the company launched and
promoted different software products before the application of relevant regulations.

In 2018, Babylon described the symptom checker components of its service as being considered
a class 1 medical device. The updated guidance for these devices specifies that “for devices intended to be
used by lay users, provision of an indicative diagnosis may be enough to imply that the device is allowing
direct diagnosis” (Medicines and Health Regulatory Agency, 2020, p. 1). The triage system that it originally
built for the NHS 111 pilot project would have had to be regulated separately and to a more demanding
level. The claims from Babylon to be “powering the 111 system,” or providing an Al doctor, as cited in
media coverage, certainly create this implication. In 2020, when its guidance was updated, the MRHA
announced that Babylon’s devices would be reclassified (Iacobucci, 2020) and that it was investigating the
overall governance of the organization, including the capacity to respond to patient safety complaints
(Lomas, 2021).

Mazur and Serafin (2023) identify similar strategies through which platform companies stall
regulatory actions, allowing them to increase revenue and therefore generate platform power. They identify
how access to large amounts of venture capital allows these companies to slow down regulatory actions:
“Stalling creates time for technological lock-in to set in, which increases the economic costs of switching to
a different platform or going off platform altogether. It also creates time for institutional deepening, enabling
the platform to establish legitimacy” (Mazur & Serafin, 2023, para. 15). Babylon Health’s stalling processes
allowed the company to continue developing its products without regulatory oversight and to benefit from
the legitimacy associated with the provision of NHS contracts. This regulatory obfuscation also created the
opportunity for other companies developing symptom checkers to benefit from the regulatory vacuum. This
created a perception that all kinds of personalized digital diagnostic tools were safe and valid, even though
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some of them had been demonstrated to be incorrect. With the expansion of large language model tools
such as ChatGPT in regular use, this regulatory gap may be reemerging.

Babylon Health developed platform power through the consolidation of data resources extracted
from NHS systems. Using public data to train proprietary systems that are then marketed back to the public
entity drives a circuit of dependency that rests on an assumption that the commercial tools are more objective
(Morley, 2023), incentivizing public services to continue to contract for them. Data-driven systems of this
type have risks, however. They can overrepresent certain populations in the data and create mismatches
between the practices of clinicians and the functionality of the devices, meaning that marginalized people’s
own accounts of their bodily experiences may be dismissed if they run counter to the data-driven result—a
diminishment of epistemic authority for the clinician and a risk of epistemic injustice for the patients. Equally,
results of online searches for symptoms or results of symptom checkers can become objects of epistemic
dispute that clinicians must navigate in their engagement with patients. Diagnosis depends on a clinician’s
experience of a context within which patients are presenting certain symptoms (Morley, 2023) and data-
driven systems can generate biases not only when training data generate results that do not represent the
patient (such as the mismatched diagnostics from Babylon Health) but also because the patients who need
the most complex care are least likely to generate data present in automated systems.

As data-driven systems expand, so does the platform power of technology companies. Babylon’s
efforts to acquire NHS data to train its systems parallel efforts by other companies such as Palantir, better
known for data processing associated with human rights violations by the U.S. Immigration Control
Enforcement. Palantir won a contract for the standardization and processing of NHS data in 2020, despite
substantial public opposition. This contract results in Palantir's technology being permanently part of the
NHS data ecosystem (Foxglove & Doctors’ Association, 2023) and the company being responsible for the
standards and techniques used for data storage and sharing. The structural openness of the API model and
its prioritization of private sector apps also shifts the power balance between the public system and the
technology companies: it makes it easy to access NHS data to train proprietary systems. The benefit of the
training data accrues to the private company, whether or not the promised project is delivered. This was
almost certainly the case for Babylon Health’s Wolverhampton project, which may well have employed UK
health data to train systems later sold into other markets. The ironies of these arrangements represent
some of the other consequences of embedding technology start-up logics in public systems.

Discussion and Recommendations

The language used by start-ups shifts how public services are imagined and discussed, encouraging
a vision of software-based technology as a speedy, efficient, and scalable solution to consistent underfunding
of public services over time. More than this, the material means of organization of labor, time, and resources
(including health data) are impacted by language about crisis, risk, efficiency, and speed. These shape
institutional decisions and processes. When start-up technology is inserted into public institutions,
organizational and epistemic conflict results, with potential damage over the long term.

Babylon Health’s claims about, and failure to generate efficiency is an example of the “ironies of
automation” (Bainbridge, 1983, p. 775) where expectations associated with technology produce new
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problems, sometimes because of a focus on narrow aspects of a broader complex system. They come from
claims about the efficiency of data-driven diagnosis or the speediness of clinical visits. Such ironies are
based on misapprehensions about the labor, knowledge, and values at stake—for example, in the
maintenance of the UK health system. Imposing efficiency-driven scaling mechanisms to rationalize aspects
of a complex system depends on the assumption that software will improve services by making processes
reproducible. This case study illustrates that instead, the equity and epistemic justice aspects of these
systems can be negatively impacted, and thus, the quality of care. Beyond these specific risks, systemic
risks could include the erosion of resilience within the health system, resulting from the reduction of
connections between different aspects of the system, or from attempts to reduce the number of ways to
address a problem (Centeno, Nag, Patterson, Shaver, & Windawi, 2015).

As the United Kingdom’s current government promises to deliver broad-scale efficiency across the
public sector through the application of Al, the risks of adopting discourses of blitzscaling include a sidelining
of forms of knowledge that are contextually specific or not amenable to reproduction at scale through
software, including knowledge that provides alternative ways to solving problems or operating within
complex systems. A specific risk is that software or AI might be described as able to replace workers (in the
way Babylon’s software was described as able to perform diagnostics better than clinicians). This dismisses
what experiential or relational knowledge people possess (see Collins & Evans, 2007). Relationships between
clinicians and patients are central to the NHS constitution. Foregrounding relationships in care could increase
quality by integrating and translating between training, knowledge, expertise, and embodied experience of
patients and clinical practitioners (Bryson & Deery, 2010; Held, 2006; MacLellan, 2014). Furthermore,
appropriation of public data and the encouragement of platform companies to preempt regulations
introduces further risks of longer-term harm.

Based on the analysis in this study, I provide the following recommendations for future integrations
of Al software systems into public sector health and care settings. First, assess promises associated with
technology-driven improvements against stated public values such as the NHS constitution. Second,
foreground relationship quality rather than speed in clinical engagements. Third, embed resilience in
institutional design by recognizing and integrating tacit knowledge. The first recommendation addresses the
influence of promises about technology, which are often interpreted as if they apply to all contexts. In this
case, the promises of transformation not only contradict the principles underpinning the NHS but also
introduce new expectations about efficiency that contributed to shaping decisions within clinical
commissioning. The second recommendation addresses the potential for epistemic harm resulting from
decisions based on technological promise. Retaining focus on the quality of the clinical relationship centers
human capacity in a way that can frame the introduction of technology as something that supports, rather
than replaces, expertise. The third recommendation builds from this, suggesting the potential for integrating
knowledge and practice into new sociotechnical systems. This is one of the principles that has guided the
field of participatory design for the past thirty years (Bgdker, Dindler, Iversen, & Smith, 2022). The history
of this field suggests that it is possible to construct alternative infrastructure based on the social norms and
practices within institutions.

These recommendations reorient institutional decisions away from conceptions of efficiency drawn
from technology industry paradigms and their discourses, which contribute to broader processes of
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financialization and speculation. These paradigms and discourses can undermine existing institutional
practices as well as cause epistemic harm. It is possible to counter these by attending to and valorizing
existing institutional requirements, epistemic relationships, and forms of knowledge.

Conclusion

The influence of Babylon Health’s discourse of blitzscaling in the NHS included:

e Marketing technology based on speed and ease of access, undermining the equity of health
provision and clinical working conditions;

e Advancing a hyperbolic narrative about the capacity of AI, featuring misleading claims and
obfuscation of the regulatory status of the products;

e Accessing and enclosing public data within software products that interfered with the epistemic
authority of clinical staff while worsening clinical working conditions.

This study reveals the material—organizational and institutional—consequence of the circulation and
appropriation of discourses of scaling innovation drawn from the technology industry. The salience of
discursive frames drawn from the technology industry is part of the moral economy of technology
(Cegtowski, 2016; Powell, 2018). As this case has shown, this moral economy creates tensions with, and
potential damage to, the epistemic value of health care as a public service. The overdominant influence of
frames oriented to speed, scale, and innovation evading regulation led to the dismissal of other epistemic
positions. This made the story of the benefit of software-driven “blitzscaling” deceptive. To address this,
careful attention needs to be paid to developing discourses that foreground the value and significance of
expertise within public sector settings and to establishing practices that sustain these. This includes shifting
narratives away from the continual evocation of crisis and instead foregrounding existing expertise. This
allows the introduction of new technology to draw on rather than diminish or strain existing practice.
Following through on the recommendations in this study can contribute to the protection of the ethical and
epistemic principles that guide the maintenance of public services.

References

Amazon Web Services. (2018). How Babylon builds and AI doctor app and scales globally with AWS
[Video]. YouTube. Retrieved from https://www.youtube.com/watch?v=g5TKALRfSes

Anderson, E. (2012). Epistemic justice as a virtue of social institutions. Social Epistemology, 26(2), 163-
173. https://doi.org/10.1080/02691728.2011.652211

Bainbridge, L. (1983). Ironies of automation. Automatica, 19(6), 775-799. https://doi.org/10.1016/0005-
1098(83)90046-8

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
https://doi.org/10.1016/0005
https://doi.org/10.1080/02691728.2011.652211
https://www.youtube.com/watch?v=g5TKALRfSes

International Journal of Communication 20(2026) Deceptive Stories About Scale 411

Baker, A., Perov, Y., Middleton, K., Baxter, J., Mullarkey, D., Sangar, D., . . . Johri, S. (2020). A
comparison of artificial intelligence and human doctors for the purpose of triage and diagnosis.
Frontiers in Artificial Intelligence, 3, 543405. https://doi.org/10.3389/frai.2020.543405

Bgdker, S., Dindler, C., Iversen, O. S., & Smith, R. C. (2022). What is participatory design? In S. Bgdker,
C. Dindler, O. S. Iversen, & R. C. Smith (Eds.), Participatory design (pp. 5-13). Cham,
Switzerland: Springer International Publishing.

Braun, V., & Clarke, V. (2021). One size fits all? What counts as quality practice in (reflexive) thematic
analysis? Qualitative Research in Psychology, 18(3), 328-352.
https://doi.org/10.1080/14780887.2020.1769238

Browne, G. (2023, September 19). The fall of Babylon is a warning for Al unicorns. Wired. Retrieved from
https://www.wired.com/story/babylon-health-warning-ai-unicorns/

Bryson, V., & Deery, R. (2010). Public policy, "men’s time” and power: The work of community midwives
in the British National Health Service. Women’s Studies International Forum, 33(2), 91-98.
https://doi.org/10.1016/j.wsif.2009.11.004

Burgess, M. (2019, April 26). The messy, cautionary tale of how Babylon disrupted the NHS. Wired.
Retrieved from https://www.wired.com/story/babylon-health-gp-at-hand-nhs-inquiry-andy-
slaughter/

Carr, E. S., & Lempert, M. (2016). Introduction: Pragmatics of scale. In E. S. Carr & M. Lempert (Eds.),
Scale: Discourse and dimensions of social life (pp. 1-24). Oakland: University of California
Press.

Caruso, D. (2020, February 27). Babylon Health fires back at critic @DrMurphy11; Dr. Watkins—and
Newsnight-return fire (UK). Telehealth & Telecare Aware. Retrieved from
https://telecareaware.com/babylon-health-fires-back-at-critic-drmurphy11-dr-watkins-and-
newsnight-fire-back-uk/

Cegtowski, M. (2016, June 14). The moral economy of tech [Conference presentation]. Moral Economies,
Economic Moralities Conference, Society for the Advancement of Socio-Economics, Berkeley, CA,
United States. Retrieved from https://sase.org/event/2016-berkeley/

Centeno, M. A., Nag, M., Patterson, T. S., Shaver, A., & Windawi, A. J. (2015). The emergence of global
systemic risk. Annual Review of Sociology, 41, 65-85. https://doi.org/10.1146/annurev-soc-
073014-112317

Collins, H., & Evans, R. (2007). Rethinking Expertise. Chicago, IL: University of Chicago Press.

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
https://doi.org/10.1146/annurev-soc
https://sase.org/event/2016-berkeley
https://telecareaware.com/babylon-health-fires-back-at-critic-drmurphy11-dr-watkins-and
https://www.wired.com/story/babylon-health-gp-at-hand-nhs-inquiry-andy
https://doi.org/10.1016/j.wsif.2009.11.004
https://www.wired.com/story/babylon-health-warning-ai-unicorns
https://doi.org/10.1080/14780887.2020.1769238
https://doi.org/10.3389/frai.2020.543405

International Journal of Communication 20(2026) Deceptive Stories About Scale 412

Copestake, J. (2018, June 27). Babylon claims its chatbot beats GPs at medical exam. BBC News.
Retrieved from https://www.bbc.co.uk/news/technology-44635134

Dencik, L. (2022). The datafied welfare state: A perspective from the UK. In A. Hepp, J. Jarke, & L. Kramp
(Eds.), New perspectives in critical data studies: The ambivalences of data power (pp. 145-165).
Cham, Switzerland: Palgrave Macmillan.

Dencik, L., & Kaun, A. (2020). Datafication and the welfare state. Global Perspectives, 1(1), 12912.
https://doi.org/10.1525/gp.2020.12912

Denton, E., Hanna, A., Amironesei, R., Smart, A., & Nicole, H. (2021). On the genealogy of machine
learning datasets: A critical history of ImageNet. Big Data & Society, 8(2), 1-14.
https://doi.org/10.1177/20539517211035955

Donnelly, L. (2017, January 6). NHS patients will be assessed by robots under a 111 scheme to use
“artificial intelligence” to ease pressures on accident & emergency units. The Daily Telegraph,
pp. 1-2.

Faulkner-Gurstein, R., & Wyatt, D. (2023). Platform NHS: Reconfiguring a public service in the age of
digital capitalism. Science, Technology, & Human Values, 48(4), 888-908.
https://doi.org/10.1177/01622439211055697

Foxglove & Doctor’s Association. (2023). The NHS Federated Data Platform and Palantir: 7 key risks.
Politico. Retrieved from https://www.foxglove.org.uk/wp-content/uploads/2023/06/2023_06_05-
FINAL-The-NHS-Federated-Data-Platform-and-Palantir.pdf

Fraser, H., Coeira, E., & Wong, D. (2018). Safety of patient-facing symptom checkers. The Lancet,
392(10161), 2263-2264. https://doi.org/10.1016/S0140-6736(18)32819-8

Gandy, O. H. (2010). Engaging rational discrimination: Exploring reasons for placing regulatory
constraints on decision support systems. Ethics and Information Technology, 12(1), 29-42.
https://doi.org/10.1007/s10676-009-9198-6

Gould, M. (2022). NHS Transformation Directorate. NHSX moves on. Retrieved from
https://web.archive.org/web/20240425001145/https://transform.england.nhs.uk/blogs/nhsx-
moves-on/

Gupta, R., Zaharia, M., Khattab, O., Chen, L., Davis, J. Q., Miller, H., . . . Ghodsi, A. (2024). The shift
from models to compound Al systems. Berkeley Artificial Intelligence Research Blog. Retrieved

from http://bair.berkeley.edu/blog/2024/02/18/compound-ai-systems/

Hannigan, J. (2006). Environmental sociology: A social constructionist perspective (2nd ed.). New York,
NY: Routledge.

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
http://bair.berkeley.edu/blog/2024/02/18/compound-ai-systems
https://web.archive.org/web/20240425001145/https://transform.england.nhs.uk/blogs/nhsx
https://doi.org/10.1007/s10676-009-9198-6
https://doi.org/10.1016/S0140-6736(18)32819-8
https://www.foxglove.org.uk/wp-content/uploads/2023/06/2023_06_05
https://doi.org/10.1177/01622439211055697
https://doi.org/10.1177/20539517211035955
https://doi.org/10.1525/gp.2020.12912
https://www.bbc.co.uk/news/technology-44635134

International Journal of Communication 20(2026) Deceptive Stories About Scale 413

Heather, B. (2017, January). Babylon Health to power NHS 111 with "Al triage” bot. Digital Health.
Retrieved from https://www.digitalhealth.net/2017/01/babylon-health-to-power-nhs-111-with-ai-
triage-bot/

Held, V. (2006). The ethics of care: Personal, political, and global. Oxford, UK: Oxford University Press.

Herbert, N. (2024). Mansfield Advisors draws lessons for investors from Babylon Health’s failure. Investors
in Healthcare. Retrieved from
https://www.investorsinhealthcare.com/articles/category/analysis/mansfield-advisors-draws-
lessons-for-investors-from-babylon-healths-failure/

Hsu, J. (2019, September 12). Medical advice from a bot: The unproven promise of Babylon Health.
Undark. Retrieved from https://www.salon.com/2019/12/14/medical-advice-from-a-bot-the-
unproven-promise-of-babylon-health_partner/

Iacobucci, G. (2019). GP at Hand: Patients are less sick than others but use services more, evaluation
finds. BMJ, 365, 12333. https://doi.org/10.1136/bmj.I12333

Tacobucci, G. (2020). Row over Babylon’s chatbot shows lack of regulation. BMJ, 368, m815.
https://doi.org/10.1136/bmj.m815

Institute for Healthcare Improvement. (2024). Improvement area: Triple aim and population health.
Retrieved from https://www.ihi.org/improvement-areas/improvement-area-triple-aim-and-
population-health

Irani, L. (2015). Hackathons and the making of entrepreneurial citizenship. Science, Technology, & Human
Values, 40(5), 799-824. https://doi.org/10.1177/0162243915578486

Kampmann, D. (2024). Venture capital, the fetish of artificial intelligence, and the contradictions of
making intangible assets. Economy and Society, 53(1), 39-66.
doi:10.1080/03085147.2023.2294602

Ladds, E., Greenhalgh, T., Byng, R., Rybczynska-Bunt, S., Kalin, A., & Shaw, S. (2023). A contemporary
ontology of continuity in general practice: Capturing its multiple essences in a digital age. Social
Science & Medicine, 332, 116112. https://doi.org/10.1016/j.socscimed.2023.116112

Lomas, N. (2021, March 5). UK’s MHRA says it has “"concerns” about Babylon Health—and flags legal gap
around triage chatbots. TechCrunch. Retrieved from https://techcrunch.com/2021/03/05/uks-

mhra-says-it-has-concerns-about-babylon-health-and-flags-legal-gap-around-triage-chatbots/

MacLellan, J. (2014). Claiming an ethic of care for midwifery. Nursing Ethics, 21(7), 803-811.
https://doi.org/10.1177/0969733014534878

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
https://doi.org/10.1177/0969733014534878
https://techcrunch.com/2021/03/05/uks
https://doi.org/10.1016/j.socscimed.2023.116112
https://doi.org/10.1177/0162243915578486
https://www.ihi.org/improvement-areas/improvement-area-triple-aim-and
https://doi.org/10.1136/bmj.m815
https://doi.org/10.1136/bmj.l2333
https://www.salon.com/2019/12/14/medical-advice-from-a-bot-the
https://www.investorsinhealthcare.com/articles/category/analysis/mansfield-advisors-draws
https://www.digitalhealth.net/2017/01/babylon-health-to-power-nhs-111-with-ai

International Journal of Communication 20(2026) Deceptive Stories About Scale 414

Mansell, R. (2012). Imagining the internet: Communication, innovation and governance (1st ed.). Oxford,
UK: Oxford University Press.

Mas, I., & Radcliffe, D. (2011). Scaling mobile money. Journal of Payments Strategy & Systems, 5(3),
298-315.

Massey, D. (1999). Imagining globalization: Power-geometries of time-space. In A. Brah, M. J. Hickman, &
M. M. Ghaill (Eds.), Global futures: Migration, environment and globalization (pp. 27-44).
London, UK: Palgrave Macmillan.

Mazur, J., & Serafin, M. (2023). Stalling the state: How digital platforms contribute to and profit from
delays in the enforcement and adoption of regulations. Comparative Political Studies, 56(1), 101-
130. https://doi.org/10.1177/00104140221089651

Medicines and Health Regulatory Agency. (2020). Medical device stand-alone software appendix:
Symptom checkers. Retrieved from
https://assets.publishing.service.gov.uk/media/64a7d235c531eb000c650051/Appendix_1_-
_symptom_checkers.pdf

Milan, S., & E. Treré (2019). Big data from the South(s): Beyond data Universalism. Television & New
Media, 20(4), 319-335. https://doi.org/10.1177/1527476419837739.

Morley, J. (2023). On designing an algorithmically enhanced NHS: Towards a conceptual model for the
successful implementation of algorithmic clinical decision support software in the National Health
Service (PhD thesis). University of Oxford, Oxford, UK. Retrieved from
https://ora.ox.ac.uk/objects/uuid:0f58b2c4-ffa0-412d-afc3-aedc2eaf46d4

Murgia, M. (2017, April 24). Babylon raises $60m to build Al doctor to diagnose illnesses. Financial Times.
Retrieved from https://www.ft.com/content/1f56997a-290f-11e7-bc4b-5528796fe35c

Narayan, D., & Shestakofsky, B. (2024). Relationships that matter: Four perspectives on AI, work, and
organizations. The Journal of Applied Behavioral Science, 60(4), 639-651.
https://doi.org/10.1177/00218863241285456

Nieborg, D., & Poell, T. (2018). The platformization of cultural production: Theorizing the contingent
cultural commodity. New Media & Society, 20(11), 4275-4292.
https://doi.org/10.1177/1461444818769694

O’Hear, S. (2017, January 4). Babylon Health partners with UK’s NHS to replace telephone helpline with

AI-powered chatbot. TechCrunch. Retrieved from https://techcrunch.com/2017/01/04/babylon-
health-partners-with-uks-nhs-to-replace-telephone-helpline-with-ai-powered-chatbot/

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
https://techcrunch.com/2017/01/04/babylon
https://doi.org/10.1177/1461444818769694
https://doi.org/10.1177/00218863241285456
https://www.ft.com/content/1f56997a-290f-11e7-bc4b-5528796fe35c
https://ora.ox.ac.uk/objects/uuid:0f58b2c4-ffa0-412d-afc3-aedc2eaf46d4
https://doi.org/10.1177/1527476419837739
https://assets.publishing.service.gov.uk/media/64a7d235c531eb000c650051/Appendix_1
https://doi.org/10.1177/00104140221089651

International Journal of Communication 20(2026) Deceptive Stories About Scale 415

Olson, P. (2018, July 17). This Al just beat human doctors on a clinical exam. Forbes. Retrieved from
https://www.forbes.com/sites/parmyolson/2018/06/28/ai-doctors-exam-babylon-health/

Pefia Gangadharan, S., & Niklas, J. (2019). Decentering technology in discourse on discrimination.
Information, Communication & Society, 22(7), 882-899.
https://doi.org/10.1080/1369118X.2019.1593484

Petropoulos, G. J., Marcus, J., Moés, N., & Bergamini, E. (2019). Digitalisation and European welfare
states. Bruegel. Retrieved from
https://www.bruegel.org/system/files/wp_attachments/Bruegel_Blueprint_30_ONLINE.pdf

Powell, A. B. (2018). Moral orders in contribution cultures. Communication, Culture & Critique, 11(4),
513-529. https://doi.org/10.1093/ccc/tcy023

Powell, A. B. (2025). Objectivity vs affect: How competing forms of legitimacy can polarize public debate
in data-driven public consultation. Information, Communication & Society, 28(9), 1523-1540.
https://doi.org/10.1080/1369118X.2024.2329623

Powell, A. B., Ustek-Spilda, F., Lehuedé, S., & Shklovski, I. (2022). Addressing ethical gaps in “technology
for good”: Foregrounding care and capabilities. Big Data & Society, 9(2), 1-12.
https://doi.org/10.1177/20539517221113774

Powles, J., & Hodson, H. (2017). Google DeepMind and healthcare in an age of algorithms. Health and
Technology, 7(4), 351-367. https://doi.org/10.1007/s12553-017-0179-1

Salisbury, C., Ipsos MORI, & York Health Economics Consortium. (2019). Evaluation of Babylon GP at
Hand: Final evaluation report PUBLIC. London, UK: Hammersmith and Fulham Clinical
Commissioning Group and NHSE.

Salisbury, C., Murphy, M., & Duncan, P. (2020). The impact of digital-first consultations on workload in
general practice: Modeling study. Journal of Medical Internet Research, 22(6), e18203.
https://doi.org/10.2196/18203

Say, M. (2020, May). Royal Wolverhampton NHS Trust to utilise app for patient care. UKAuthority.
Retrieved from https://www.ukauthority.com/articles/royal-wolverhampton-nhs-trust-to-utilise-
app-for-patient-care/

Schneider, N. (2024). Innovation amnesia: Technology as a substitute for politics. First Monday, 29(11).
https://doi.org/10.5210/fm.v29i11.13668

Seeking Alpha. (2022). Babylon Holdings Limited (BBLN) CEO Ali Parsa on Q2 2022 results—earnings call

transcript. Retrieved from https://seekingalpha.com/article/4534053-babylon-holdings-limited-
bbln-ceo-ali-parsa-on-q2-2022-results-earnings-call-transcript

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
https://seekingalpha.com/article/4534053-babylon-holdings-limited
https://doi.org/10.5210/fm.v29i11.13668
https://www.ukauthority.com/articles/royal-wolverhampton-nhs-trust-to-utilise
https://doi.org/10.2196/18203
https://doi.org/10.1007/s12553-017-0179-1
https://doi.org/10.1177/20539517221113774
https://doi.org/10.1080/1369118X.2024.2329623
https://doi.org/10.1093/ccc/tcy023
https://www.bruegel.org/system/files/wp_attachments/Bruegel_Blueprint_30_ONLINE.pdf
https://doi.org/10.1080/1369118X.2019.1593484
https://www.forbes.com/sites/parmyolson/2018/06/28/ai-doctors-exam-babylon-health

International Journal of Communication 20(2026) Deceptive Stories About Scale 416

Sharma, S. (2014). In the meantime: Temporality and cultural politics. Durham, NC: Duke University
Press.

Sigee, R. (2016, February 25). How doctors are turning smartphones into surgeries with video
appointments and assessment via text. London Evening Standard. Retrieved from
http://standard.co.uk/lifestyle/health/how-doctors-are-turning-smartphones-into-surgeries-with-
video-appointments-and-assessment-via-text-a3188806.html

Sullivan, T. (2016, April 1). Blitzscaling. Harvard Business Review. Retrieved from
https://hbr.org/2016/04/blitzscaling

Taylor, L. (2021). Public actors without public values: Legitimacy, domination and the regulation of the
technology sector. Philosophy & Technology, 34(4), 897-922. https://doi.org/10.1007/s13347-
020-00441-4

Turnbull, J., MacLellan, J., Churruca, K., Ellis, L. A., Prichard, J., Browne, D., . . . Pope, C. (2023). Is there
evidence for differential access to, and use of, NHS 111 online? A multimethod study of NHS 111
online. Health and Social Care Delivery Research, 11(5), 1-104.
https://doi.org/10.3310/YTRR9821

UK Department of Health and Social Care. (2012). The NHS constitution for England. GOV.UK. Retrieved
from https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-
constitution-for-england

UK Department of Health and Social Care. (2022). A plan for digital health and social care. GOV.UK.
Retrieved from https://www.gov.uk/government/publications/a-plan-for-digital-health-and-

social-care/a-plan-for-digital-health-and-social-care

van Dijck, J. (2014). Datafication, dataism and dataveillance: Big data between scientific paradigm and
ideology. Surveillance & Society, 12(2), 197-208. https://doi.org/10.24908/ss.v12i2.4776

van Dijck, 1., Poell, T., & de Waal, M. (2018). The platform society. Oxford, UK: Oxford University Press.

Zolfagharifard, E. (2019, May 19). "We’'ve been spending money like there is no tomorrow.” The Sunday
Telegraph, p. 8.

https://doi.org/10.65476/65vw6a46


https://doi.org/10.65476/65vw6a46
https://doi.org/10.24908/ss.v12i2.4776
https://www.gov.uk/government/publications/a-plan-for-digital-health-and
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs
https://doi.org/10.3310/YTRR9821
https://doi.org/10.1007/s13347
https://hbr.org/2016/04/blitzscaling
http://standard.co.uk/lifestyle/health/how-doctors-are-turning-smartphones-into-surgeries-with

