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Abstract

Nscale's $1.1 billion Series B funding round at a $2 billion pre-money valuation
represents more than just another large capital raise in the Al infrastructure spe
signals a fundamental recognition that the computational substrate for artificial
intelligence in healthcare requires purpose-built platforms that address the unic
constraints of medical applications: stringent data sovereignty requirements,
regulatory compliance burdens, real-time inference needs, and the imperative to
from experimental models to production deployment at scale. This essay examin
technical and strategic dimensions of applying enterprise-grade Al infrastructui
healthcare use cases, exploring how GPU-based computing platforms, private cl
architectures, and specialized deployment tools can accelerate the transition fro
promising research to clinical utility. For healthcare technology entrepreneurs a
investors, understanding the infrastructure layer is essential for building sustait
Al-enabled products, as the gap between what large language models can demor
in controlled settings and what they can deliver reliably in clinical workflows re
substantial. The funding event crystallizes several trends: the maturation of
healthcare Al beyond proof-of-concept, the growing importance of compute
infrastructure as a competitive moat, the emergence of sovereignty-focused
alternatives to hyperscale cloud providers, and the recognition that moving Al fi
experimentation to production represents a distinct and difficult challenge requ

specialized tooling and platforms.

Introduction: The Infrastructure
Invisibility Problem

Healthcare technology discussions tend to focus on applications rather than
infrastructure. We talk about diagnostic algorithms that detect diabetic retinop:

large language models that generate clinical notes, predictive models that foreca



sepsis risk, or computer vision systems that identify fractures on radiographs. T
applications capture attention because their clinical utility is immediately appar
and their potential impact on patient outcomes is tangible. But beneath every

successful healthcare Al application sits a complex infrastructure stack that mal
possible: the computational resources for model training, the data storage and

management systems, the deployment pipelines that move models from develop1
to production, the inference infrastructure that runs predictions at scale, and th
monitoring systems that ensure ongoing performance. This infrastructure layer
remains largely invisible in healthcare Al discourse, yet it often determines whet

promising research translates into deployed clinical tools.

Nscale's emergence as a significant player in Al infrastructure, punctuated by a
billion Series B round in September 2025, offers an opportunity to examine this
invisible layer more carefully. The company provides what it describes as a full-
Al cloud platform designed for enterprise-scale workloads, offering serverless
inference endpoints, on-demand training clusters, and GPU-based infrastructur
model development, fine-tuning, and deployment. The platform includes private
environments, bare metal clusters, and autoscaling inference solutions tailored f
and high-performance computing tasks. Notably, Nscale operates Al-focused da
centers powered by renewable energy, emphasizing both sovereignty and
sustainability in compute operations. Through its marketplace and pre-configur
tools, the platform aims to streamline the transition from experimentation to

production in machine learning and generative Al applications.

The funding round's scale suggests that investors see substantial market opport
in providing computational infrastructure specifically designed for AI workload
with particular emphasis on enterprise deployments that require control over de
compliance with regulatory requirements, and predictable performance
characteristics. While Nscale itself is not exclusively a healthcare company, the
technical capabilities it provides map remarkably well onto the challenges facin;
healthcare organizations attempting to deploy Al at scale. Understanding why
enterprise Al infrastructure matters for healthcare requires examining the gap

between research demonstrations and production deployment, the unique const



of medical data and regulatory environments, and the economics of GPU-intensi

computing for clinical applications.

Healthcare Al has experienced several hype cycles over the past decade. Each wa
brought promising research results, breathless media coverage, and predictions
imminent transformation. Yet the actual deployment of Al in routine clinical pr
has proceeded more slowly than the research advances might suggest. Radiologi:
still read most images without algorithmic assistance. Most clinical notes are sti
generated through human dictation or typing rather than Al transcription. Seps
prediction models exist but are deployed in only a fraction of hospitals. The gap
between what is possible in research settings and what is actually deployed in cl
workflows is substantial, and much of that gap relates to infrastructure challeng

rather than algorithmic limitations.

The infrastructure challenges fall into several categories. First, healthcare data ¢
in fragmented silos with inconsistent formats, quality, and accessibility. Trainin,
sophisticated models requires access to large, diverse datasets, but assembling s
datasets involves navigating institutional review boards, business associate
agreements, data use agreements, and technical integration challenges across
incompatible systems. Second, healthcare regulatory requirements add layers of
complexity to model development and deployment. Models that will inform clin
decisions may require FDA clearance or approval, demanding extensive validatic
documentation, and ongoing performance monitoring. Third, healthcare data
sovereignty and security requirements often preclude using public cloud
infrastructure in standard configurations, requiring private deployments or
specialized compliance frameworks. Fourth, the economics of GPU-intensive
computing create cost structures that may not align with healthcare reimbursenr

models, particularly for applications that require real-time inference at high vol

Nscale's platform addresses several of these infrastructure challenges directly. P
cloud environments provide the control over data and compute that healthcare
organizations require for compliance. GPU-based infrastructure enables the int
computation required for training large models and running inference at scale.

Serverless inference endpoints allow applications to scale elastically with deman



rather than requiring fixed capacity. Renewable energy-powered data centers ad.
growing concerns about the environmental impact of AI computing. Pre-configu
tools and marketplace offerings reduce the engineering effort required to move 1
experimentation to production deployment. None of these capabilities are uniqu
Nscale, but their integration into a cohesive platform designed for enterprise
deployment represents meaningful value for organizations attempting to

operationalize Al

The timing of the funding round is notable. Healthcare Al is transitioning from
phase dominated by research demonstrations to one characterized by productior
deployment and clinical integration. Large language models have demonstrated
impressive capabilities on medical licensing exams and clinical reasoning tasks,
translating those capabilities into deployed applications that improve clinical
workflows requires solving engineering and operational challenges that are disti
from the core Al research. Computer vision models can detect pathology on mec
images with impressive accuracy, but deploying those models into radiologist
workflows requires integration with PACS systems, careful attention to user inte
design, and mechanisms for ongoing performance monitoring. Predictive model:
forecast patient deterioration, but generating clinical value requires embedding
predictions into care team workflows with appropriate decision support and

documentation.

This transition from research to deployment represents a market opportunity fo
infrastructure providers who can reduce the friction of production deployment.
Healthcare organizations generally lack the specialized Al infrastructure engine
capability that technology companies take for granted. They cannot easily recrui
retain machine learning infrastructure engineers, cannot dedicate resources to
building custom deployment pipelines, and cannot afford extended experimenta
with different infrastructure configurations. They need platforms that abstract ¢
infrastructure complexity while providing the control, compliance, and perform
characteristics that healthcare applications require. This is the market Nscale ar
similar companies are addressing, and the substantial funding round suggests

investors believe the market is large and growing.



For healthcare technology entrepreneurs, the emergence of mature Al infrastruc
platforms has important implications. The infrastructure layer no longer needs 1
built from scratch for each application. Companies can focus on clinical applica
and workflow integration while leveraging platforms like Nscale for the underly
compute infrastructure. This changes the required skill mix: teams need deep

healthcare domain expertise and strong application-layer engineering, but may r
need specialized expertise in GPU cluster management or distributed training. I
affects capital requirements: renting compute from infrastructure platforms ma
more capital efficient than building owned infrastructure, though with ongoing
operational costs. And it influences competitive dynamics: as infrastructure bec:
more commoditized, differentiation shifts increasingly to clinical applications, d

assets, and workflow integration.

The Nscale Thesis: Why Al Infrastructu
Matters Now

The fundamental thesis underlying enterprise Al infrastructure platforms is tha
transition from Al research to production deployment is substantially harder th:
Al research itself, requires different technical capabilities, and represents a dist
market opportunity. This thesis rests on several observations about how Al

development and deployment actually works in enterprise settings, particularly
regulated industries like healthcare where the stakes are high and the margin fo

error is small.

The first observation is that Al research and Al production engineering are diffe
disciplines requiring different tools and workflows. Research focuses on model
architecture innovation, training techniques, and performance optimization on
benchmark datasets. The primary metrics are accuracy, precision, recall, and otk
measures of model quality. The environment is typically a handful of researcher:
working with well-curated datasets on powerful workstations or shared GPU clt
Iteration speed matters, but reliability and operational concerns are secondary. (
quality standards are relaxed because the code needs to work once for a paper

submission, not run reliably for years in production.



Production deployment inverts many of these priorities. Model architecture is fi
once deployed, so the focus shifts to inference latency, throughput, resource
utilization, and operational reliability. The environment is distributed infrastrus
serving potentially millions of requests, with strict latency requirements and up
expectations. Data quality issues that were irrelevant in research become critical
missing features, corrupt inputs, distributional drift, and adversarial inputs mus
be handled gracefully. Monitoring and observability become paramount because
model degradation needs to be detected and addressed before it affects downstr:
applications. Version management, A/B testing, gradual rollouts, and rollback

procedures are essential operational practices that have no research analogues.

Healthcare amplifies these differences. A research model that achieves ninety-fis
percent accuracy on a curated dataset needs to achieve comparable performance
real-world clinical data with all its messiness: missing values, inconsistent codin
data entry errors, equipment artifacts, and patient populations that may differ fi
research cohorts. A model that works well in one healthcare system may fail in

another due to differences in EMR configurations, clinical workflows, or patient
demographics. A diagnostic algorithm that is impressive as a research demonstr:
needs to integrate into radiologist workflows without adding friction or generat
alert fatigue. The path from research performance to clinical utility is long and

technically demanding.

Nscale's platform thesis is that organizations should not have to build the

infrastructure for this transition themselves. The capabilities required for prodt
Al deployment are similar across enterprises: GPU clusters for training and infe
orchestration systems for distributed workloads, monitoring and observability t
model versioning and deployment pipelines, autoscaling to handle variable load,
security and compliance frameworks. These are undifferentiated heavy lifting th
should be provided as platform capabilities rather than rebuilt by each organiza
By providing these capabilities as infrastructure, Nscale allows organizations to
on their actual differentiation: domain expertise, proprietary data, application-I:

innovation, and customer relationships.



The second observation underlying the infrastructure thesis is that GPU econon
favor specialization and scale. Training large Al models requires substantial GP
resources concentrated for relatively short periods. A model training run might
hundreds or thousands of GPUs for hours or days, representing significant capit
investment if that capacity sits idle between training runs. Inference workloads
different characteristics: typically less GPU-intensive per request but requiring
sustained capacity to handle ongoing traffic. Organizations that both train mode
serve inference face challenging capacity planning: building for peak training de
leaves capacity underutilized most of the time, while building for average load ¢

bottlenecks during training.

Cloud platforms solve this through resource pooling across many customers. Tr:
workloads from different organizations can share the same GPU clusters at diffe
times. Inference workloads can leverage autoscaling to match capacity to deman
provider amortizes expensive GPU infrastructure across many customers, impro
utilization and economics. For customers, this converts capital expenditure into
operational expenditure, eliminates capacity planning challenges, and provides ¢
to more compute than any individual organization would build. The economics ¢
compelling enough that even organizations with internal GPU clusters increasin

use cloud platforms for overflow capacity and specialized workloads.

Healthcare organizations particularly benefit from this model. Hospitals and he:
systems are not technology companies and lack expertise in managing GPU

infrastructure. Building and operating GPU clusters requires specialized knowl
of hardware, networking, distributed systems, and high-performance computing
Healthcare organizations cannot easily recruit and retain this expertise, and evei
they could, the scale of any individual organization is too small to achieve efficie
GPU utilization. Leveraging platforms like Nscale allows healthcare organizatio
access enterprise-grade Al infrastructure without building specialized technical

capabilities that are outside their core competencies.

The third observation is that data sovereignty and regulatory compliance create
meaningful market segmentation in Al infrastructure. The hyperscale cloud pro

offer powerful Al platforms with comprehensive tooling, but their multi-tenant



cloud models do not work well for organizations with strict data sovereignty
requirements. Healthcare organizations need to control where data resides
geographically, who has access, how it is encrypted, and how it is eventually
destroyed. Regulatory frameworks like HIPAA in the United States impose speci
technical and organizational requirements that standard cloud configurations m
satisfy. International healthcare organizations may face even more restrictive

requirements about data leaving national borders.

Private cloud deployments address these requirements by giving organizations
dedicated infrastructure they control. This eliminates concerns about data
commingling with other tenants, provides clear physical boundaries for regulatc
compliance, and allows customization of security controls to meet specific
requirements. Nscale's emphasis on private cloud environments positions it to s
enterprises with sovereignty and compliance requirements that cannot be fully
addressed by public cloud offerings. This is a meaningful differentiator in healt]

where data sensitivity and regulatory burden are high.

The renewable energy focus represents both values alignment and practical
consideration. Al training is energy intensive, with large model training runs
consuming megawatt-hours of electricity. As organizations face increasing scrut
around environmental impact, the carbon footprint of Al development becomes
reputational and regulatory concern. Operating data centers on renewable energ
allows customers to pursue Al initiatives without corresponding increases in cat
emissions. For healthcare organizations with sustainability commitments, this c:

an important consideration in infrastructure selection.

The marketplace and pre-configured tools aspect of Nscale's platform addresses
another practical challenge: the gap between raw compute infrastructure and us
Al development environments. Providing GPU clusters solves only part of the

problem; developers need frameworks, libraries, tools, and reference implement
to actually build and deploy models. A marketplace of pre-configured environmq
and tools reduces setup time and provides opinionated starting points that embc
best practices. For teams without deep Al infrastructure expertise, this guidance

tooling can significantly accelerate time to value.



The series B funding scale suggests that investors believe this infrastructure the
will play out across a large market. The $1.1 billion raise at a $2 billion pre-mon
valuation implies expectations of substantial revenue growth and market expans
For context, this is not just large by Al infrastructure standards; it is large by an
enterprise software standards. The capital will presumably fund data center buil
platform development, sales and marketing, and customer acquisition. The impl
bet is that many enterprises will adopt specialized Al infrastructure platforms r:

than building on generic cloud infrastructure or managing their own hardware.

For healthcare specifically, the infrastructure thesis aligns with broader industr
trends. Healthcare organizations are moving from Al experimentation to produc
deployment. They are investing in Al capabilities but lack specialized Al

infrastructure expertise. They face strict regulatory and compliance requiremen
complicate cloud adoption. They need platforms that reduce complexity and tim
deployment. These factors create favorable conditions for specialized Al

infrastructure platforms to gain traction in healthcare, provided they can naviga

unique procurement, security, and integration requirements of the industry.

Healthcare's Unique Computational
Demands

Healthcare applications place distinctive demands on Al infrastructure that diff
important ways from other enterprise Al use cases. Understanding these deman
essential for both infrastructure providers targeting healthcare and healthcare
organizations evaluating infrastructure options. The differences span data
characteristics, latency requirements, reliability expectations, regulatory constre

and economic models.

Healthcare data volume has grown dramatically but remains smaller than consui
internet applications. A large health system might have electronic medical recor
millions of patients spanning years or decades, medical images numbering in the
of millions, and continuous streams from monitoring devices. This sounds like t

data, but it pales in comparison to consumer applications processing billions of



events. The implication is that healthcare Al infrastructure does not necessarily
to operate at the largest scales that major cloud providers support. A platform
optimized for healthcare might focus on handling hundreds of terabytes to a few

petabytes efficiently rather than building for exabyte scale.

But healthcare data is extraordinarily heterogeneous and complex. A patient rec
combines structured data in databases, unstructured text in clinical notes, medi
images in specialized formats, waveforms from monitoring devices, genomic
sequences, and increasingly data from wearable devices and patient-reported
outcomes. Each data type has different storage requirements, query patterns, an
processing needs. Medical images use DICOM format with specialized metadata
Clinical notes contain medical terminology and abbreviations. Waveforms requi
time-series databases. Genomic data involves specialized bioinformatics tools.
Building AI models that leverage multiple data types requires infrastructure tha

efficiently store, process, and integrate these heterogeneous data sources.

Healthcare data quality issues are pervasive and challenging. Unlike consumer
applications where data collection can be instrumented to ensure consistency,
healthcare data originates from clinical practice and inherits all the messiness o
world care delivery. Missing values are common because tests were not ordered «
results not recorded. Coding is inconsistent because different clinicians use diff
terminology or choose different diagnostic codes for similar conditions. Free tex
notes contain abbreviations, typos, and contextual information that requires
sophisticated natural language processing to extract. Laboratory values may be i
different units across institutions or over time. Linking records across different
systems and time periods is difficult due to patient identity matching challenges
Models trained on curated research datasets often fail when confronted with rea
world data quality issues, and infrastructure needs to support robust data cleani

validation, and quality monitoring.

Latency requirements vary dramatically across healthcare Al applications. Some
applications like radiology Al need near-real-time inference, with results availat
seconds so as not to slow clinical workflows. Clinicians will not wait minutes foi

assistance on a routine chest X-ray. Other applications like risk prediction for cl



disease management can tolerate batch processing with results available in hour
overnight. Population health analytics might run weekly or monthly. This divers
latency requirements means infrastructure needs to support both latent batch

processing for cost efficiency and low-latency real-time inference for time-sensii

applications.

Reliability requirements in healthcare are non-negotiable. When Al systems inf«
clinical decisions affecting patient safety, downtime or degraded performance is
merely inconvenient; it is potentially dangerous. Infrastructure must provide hig
availability with redundancy and fault tolerance. A diagnostic algorithm that wc
ninety-nine percent of the time is less useful than one that reliably indicates wh
cannot provide a confident answer. This argues for infrastructure that supports
health checks, graceful degradation, and clear error handling. The system needs
know when it is not working correctly and communicate that clearly rather than

failing silently or generating incorrect outputs.

Regulatory compliance introduces requirements uncommon in other industries.
Healthcare Al systems that inform clinical decisions may be regulated as medica
devices by FDA and equivalent agencies internationally. This requires extensive
documentation of model development including training data provenance, valid:
procedures, performance characteristics, and intended use constraints. Infrastrt
needs to support comprehensive logging and audit trails. Model versions must b
tracked precisely with the ability to reproduce historical results. Development a
production environments must be cleanly separated with controls on promotion
between environments. These requirements affect infrastructure architecture an

operational procedures.

Data privacy and security requirements exceed most other industries. Healthcar:
is among the most sensitive personal information, and breaches carry severe fina
and reputational consequences. HIPAA and similar international regulations im
specific technical safeguards: encryption at rest and in transit, access controls ar
audit logging, breach notification procedures, and business associate agreement:
vendors. Infrastructure must support these requirements not as add-ons but as

fundamental design principles. This includes encryption key management, netw



segmentation, identity and access management integration, comprehensive audit

logging, and regular security assessments.

The compute intensity of healthcare Al applications varies widely. Medical imag
applications particularly natural language processing of unstructured clinical nc
are very compute-intensive during both training and inference. A high-resolutio
pathology whole slide image might be gigapixels in size, far larger than typical

computer vision training examples. Inference on such images can require substa
GPU resources. Conversely, many predictive models using structured EMR data
relatively lightweight and can run efficiently on CPUs. Infrastructure needs to

support this range efficiently, allowing applications to use GPUs where necessar

without forcing all workloads onto expensive GPU infrastructure.

The long tail of specialized models creates different infrastructure demands tha
consumer Al applications. A consumer application might deploy a handful of lai
general-purpose models serving millions of users. Healthcare tends toward man:
specialized models serving specific use cases: a model for diabetic retinopathy

screening, another for mammography, another for sepsis prediction, another for
medication dosing optimization. Each model may serve a relatively small popula
but requires the same infrastructure discipline around deployment, monitoring,
maintenance. Infrastructure needs to support this long tail efficiently without

excessive per-model overhead.

Data gravitational pull affects infrastructure decisions. Healthcare data is diffict
and expensive to move due to its volume, privacy requirements, and organizatior
barriers. Infrastructure that can run where the data already exists has advantage
requiring data migration. This favors hybrid and multi-cloud strategies where

compute can be deployed near data rather than centralizing everything in a sing
cloud provider. It also creates opportunities for edge computing architectures w
models run locally in healthcare facilities rather than requiring data transmissic

centralized cloud infrastructure.

Model update frequencies in healthcare are generally slower than consumer

applications. A consumer recommendation system might update continuously as



user interaction data arrives. Healthcare AI models typically update less frequen
monthly, quarterly, or annually. The validation and regulatory requirements for
healthcare models make continuous updating impractical. Infrastructure needs -
support controlled model update processes with extensive validation before
deployment rather than continuous deployment pipelines optimized for rapid

iteration.

The economic model differences affect infrastructure requirements. Consumer
applications typically monetize through advertising, subscriptions, or transactio
with revenue directly tied to usage. Healthcare Al applications typically monetiz
through cost avoidance, improved outcomes, or fee-for-service reimbursement. "
value capture is indirect and often uncertain. This affects willingness to invest i
infrastructure and puts pressure on costs. Healthcare organizations need

infrastructure that provides clear value at predictable costs rather than usage-bs
pricing that creates budget uncertainty. This favors platforms that can articulate

ROI and provide cost predictability.

For infrastructure providers like Nscale targeting healthcare, these unique dems
create both challenges and opportunities. Platforms that can address healthcare:
specific requirements around data heterogeneity, regulatory compliance, reliabil
and security while providing cost-effective compute resources have a meaningfu
competitive advantage over generic infrastructure. The challenge is balancing

specialization for healthcare with the desire to serve broader enterprise markets
opportunity is building deep relationships with healthcare customers whose swi
costs increase as applications become more tightly integrated with specialized

infrastructure capabilities.

From Research to Production: The
Deployment Gap

The journey from promising research results to deployed clinical applications
represents one of the most consistent challenges in healthcare Al. Research pape

regularly demonstrate impressive performance on benchmark datasets, generatis



excitement about potential clinical impact. Yet the translation to routine clinica
happens slowly if at all. This deployment gap is not primarily about algorithmic
performance; it is about the engineering, operational, and organizational work

required to make research useful in practice. Understanding this gap is essentia

both infrastructure providers and healthcare Al entrepreneurs.

Research models are developed and validated in carefully controlled conditions.
Datasets are curated to remove problematic examples, balance class distribution
ensure consistent quality. Training and validation data often come from the sam
institution or consortium, minimizing distribution shifts. Performance is measu
held-out test sets that match the training data distribution. Development happe
workstations or small GPU clusters under the direct control of researchers. The
is entirely on model performance with less attention to operational characteristi

inference latency, memory footprint, or failure modes.

Production deployment confronts reality in all its messiness. Data arrives with g
issues, distributional differences from training sets, and edge cases that were rai
absent in research datasets. Users have different expectations and workflows tha
researchers anticipated. Systems must operate reliably twenty-four hours daily

without constant researcher oversight. Performance must remain stable over tin
even as underlying data distributions shift due to changes in patient populations
clinical practices, or institutional policies. And the entire system needs to integt
into existing clinical workflows without creating unacceptable friction or requir

extensive workflow redesign.

The technical work of production deployment includes model optimization for

inference, building robust data pipelines, creating monitoring and alerting syste
developing user interfaces, and integrating with existing clinical systems. Model
optimization might involve quantization to reduce memory footprint, distillatios
create smaller models with comparable performance, or architecture changes to
improve inference latency. Data pipelines need to handle data extraction from E
or imaging systems, preprocessing to match expected model inputs, and robust ¢
handling for malformed or missing data. Monitoring systems track model predic

data quality metrics, system performance, and user interactions to detect degrad



or issues. User interfaces present model outputs in ways that fit clinical workflo
and support clinical decision making. Integration with clinical systems involves

navigating heterogeneous APIs, authentication systems, and data formats.

Validation requirements increase substantially for production deployment. Rese
validation typically focuses on statistical performance metrics measured on histc
datasets. Production deployment requires additional validation dimensions:
prospective validation in real-world settings, subgroup performance analysis to
identify potential bias, failure mode analysis to understand when models give
incorrect answers, drift detection to monitor performance degradation, and
sometimes randomized controlled trials to demonstrate clinical impact. FDA
clearance or approval may require extensive validation documentation, formal d«
controls, and ongoing post-market surveillance. These validation activities are ti

consuming and expensive but essential for responsible deployment.

The infrastructure requirements for production differ markedly from research.
Research might run on a shared GPU cluster with unpredictable availability and
service level agreements. Production requires dedicated infrastructure with higl
availability, defined performance characteristics, and disaster recovery procedur
Research tolerates manual processes and custom scripts. Production demands
automated deployment pipelines, version control, and rollback procedures. Rese
can restart processes when they fail. Production needs fault tolerance and gracet
degradation. This gap between research and production infrastructure is precise
what platforms like Nscale address, providing production-grade infrastructure t

healthcare organizations lack the expertise to build and operate themselves.

Organizational challenges often prove more difficult than technical ones. Resear
teams and production operations teams have different priorities, incentives, and
cultures. Researchers optimize for innovation and publication, operations teams
stability and reliability. Bridging this gap requires processes for transitioning

responsibility from research to operations, documentation standards that operat
can work with, and organizational structures that facilitate collaboration. Many
healthcare organizations lack mature Al operations practices, creating friction i

moving from research to deployment.



Clinical workflow integration often determines whether Al applications get usec
model that improves diagnostic accuracy but requires clinicians to log into a sef
system, manually enter data, and return to check results will not see adoption.

Integration needs to be seamless: presenting Al insights within existing clinical
applications, requiring minimal additional clicks or data entry, and fitting natur
into clinical decision making processes. This requires deep understanding of cli
workflows that researchers often lack. Building effective workflow integration

demands collaboration between AI developers, clinical informaticists, and end u

through iterative design and testing.

The economic model for production deployment must work for all stakeholders.
Research is funded through grants or internal R&D budgets with no expectation
direct revenue. Production deployment requires a sustainable business model:
revenue from payers, health systems, or patients that exceeds the costs of
development, deployment, and operations. Reimbursement for Al-enabled servic
still evolving, creating uncertainty about revenue. Infrastructure and operations
are ongoing and must be covered by sustainable revenue streams. Many promisii
research applications fail to deploy not because they lack clinical value but beca

viable business model can be constructed.

Regulatory pathways for AI/ML software as medical device continue to evolve,
creating uncertainty in the deployment process. FDA has developed frameworks
adaptive Al algorithms that learn from real-world data, but the requirements ar«
being refined through guidance documents and pilot programs. European regul:
through the AT Act and Medical Device Regulation add additional complexity fo
companies operating internationally. Navigating these regulatory requirements
demands specialized expertise that most healthcare organizations and even man
healthcare Al startups lack. This creates opportunities for platforms and service
providers who can guide customers through regulatory requirements or provide

regulatory-compliant infrastructure building blocks.

The deployment gap explains why healthcare AI progress appears slower than
research advances would suggest. Each research breakthrough requires substant

additional work to translate into deployed applications. This work is less visible



less celebrated than research innovation, but it is equally essential for impact.
Infrastructure platforms that reduce this gap by making production deployment

easier, faster, and more reliable provide genuine value to the healthcare Al ecosy

For healthcare Al entrepreneurs, understanding the deployment gap affects proc
strategy and resource allocation. Teams need not just machine learning expertise
also production engineering capability, clinical informatics knowledge, regulato
understanding, and customer success capability. Products need to be designed fi
the start with production deployment in mind rather than treating it as an

afterthought. And business models must account for the substantial time and co
required to move from research prototype to scaled deployment. Companies tha
underestimate the deployment gap often struggle to achieve adoption despite st1

underlying technology.

Infrastructure providers like Nscale can accelerate deployment by handling the
undifferentiated heavy lifting of production Al infrastructure, but they cannot
completely close the deployment gap. Domain-specific work around clinical
validation, workflow integration, and regulatory compliance remains essential. T
opportunity is reducing the gap enough that more organizations can successfully
deploy Al applications, expanding the market for everyone in the ecosystem. As
infrastructure layer matures and more tools become available for production
deployment, the deployment gap should narrow, accelerating the pace at which

research translates into clinical impact.

Sovereignty, Security, and the
Healthcare Data Perimeter

Data sovereignty in healthcare refers to the principle that healthcare data shoulc
remain under the control of the healthcare organization and the patients whose
information it contains, with clear governance around where data resides, who c
access it, and how it is used. This principle has become increasingly important a
healthcare organizations consider cloud computing and AI platforms that might

process sensitive patient information outside traditional organizational boundar



Understanding sovereignty concerns and the security architecture required to ac

them is essential for infrastructure providers targeting healthcare markets.

The traditional healthcare data perimeter was well-defined: patient information
resided on servers within hospital data centers, accessed only through institutio
networks, with physical and logical security controls preventing unauthorized a:
This model aligned with HIPAA requirements, institutional risk management
practices, and patient expectations about confidentiality. Clinicians and researcl
could access data from within the institution, but external access was tightly
controlled and monitored. The data perimeter matched the institutional perimet

creating clear governance and accountability.

Cloud computing disrupts this model by moving data outside institutional data
centers to infrastructure operated by third parties. This creates several tensions,
healthcare organizations lose physical control over servers holding patient data,
introducing uncertainty about security practices and access controls. Second, da
may transit across network boundaries and potentially international borders, cre
questions about jurisdiction and legal protections. Third, multi-tenant cloud

architectures mean patient data might share physical infrastructure with data fr
other customers, raising concerns about logical separation. Fourth, cloud provid
employees might theoretically access patient data for platform operations or

debugging, creating insider threat concerns.

These concerns are not merely theoretical. Several high-profile breaches have inc
cloud-hosted healthcare data, either through misconfigured cloud services,

compromised credentials, or vulnerabilities in cloud-based applications. While ¢
providers argue correctly that their security practices often exceed what individ
healthcare organizations can achieve, the loss of direct control remains uncomfo
for risk-averse healthcare security teams. This discomfort creates market opport
for infrastructure offerings that provide cloud-like capabilities while addressing

sovereignty concerns.

Private cloud deployments represent one approach to maintaining sovereignty w

leveraging cloud technology. In this model, healthcare organizations get dedicat



infrastructure that is not shared with other tenants, often deployed in data cente
they control or with strict controls on geographic location. This provides the

organizational and operational benefits of cloud computing, such as elastic scala
and managed services, while maintaining the control and isolation of traditional
premises deployment. Private clouds are more expensive than public clouds due
lower infrastructure utilization and lack of economies of scale, but many health¢

organizations accept these costs to maintain sovereignty.

Nscale's emphasis on private cloud environments positions the platform to addr
sovereignty concerns directly. Healthcare customers can deploy dedicated cluste
geographies they specify, with contractual assurances about data handling and a
controls. The platform provides cloud capabilities without requiring data to

commingle with other tenants or reside in shared multi-tenant infrastructure. F
healthcare organizations with strict sovereignty requirements, this can be an ess

precondition for consideration.

Encryption architecture plays a central role in protecting data while enabling Al
applications. Encryption at rest protects stored data from unauthorized access if
storage media is compromised. Encryption in transit protects data moving acros
networks from interception or tampering. But Al applications require decryptin
for processing, creating potential exposure. Homomorphic encryption and other
privacy-preserving computation techniques theoretically allow processing encry
data, but practical performance limitations prevent widespread use for AI workl
The practical architecture encrypts data at rest and in transit but processes it in
plaintext within controlled environments, using strong access controls and audii

logging to protect data during processing.

Key management becomes critical in these architectures. Encryption is only as s
as the protection of encryption keys. If keys are compromised, all encrypted dat:
becomes accessible. Healthcare organizations increasingly adopt hardware secur
modules or cloud key management services that provide tamper-resistant storag
encryption keys with strict access controls. Some organizations maintain encryp
keys on-premises even when data is processed in cloud environments, using enve

encryption where data is encrypted with data keys that are themselves encryptec



master keys held by the organization. This approach maintains organizational cc

over the ability to decrypt data even if the cloud infrastructure is compromised.

Access controls determine who can access patient data and for what purposes. R
based access control provides permissions based on job function, ensuring that
can access only data necessary for their roles. Attribute-based access control adc
finer-grained decisions based on contextual factors like time of day, location, or
sensitivity. Just-in-time access provides temporary elevated permissions only wh
needed and audited afterward. These controls need to be enforced consistently a
all systems, including Al infrastructure. Platforms serving healthcare must integ
with existing identity and access management systems and support healthcare-sj

access control patterns.

Audit logging provides accountability and supports compliance requirements. E
access to patient data must be logged with information about who accessed whai
when and for what purpose. These logs must be tamper-evident, typically throug
cryptographic mechanisms or write-once storage. Log retention periods must mq
regulatory requirements, often years. And logs must be monitored for anomalou
access patterns that might indicate insider threats or compromised credentials. .
infrastructure must generate comprehensive audit logs compatible with healthc:

organization's security information and event management systems.

Data residency requirements vary by jurisdiction and customer but are becomin
more stringent globally. European healthcare organizations often require that ps
data remain within EU borders due to GDPR requirements. Some countries prol
patient data from leaving national borders. Even within countries, some organiz:
prefer data to remain within state or provincial boundaries. Infrastructure provi
must support geographic deployment constraints, allowing customers to specify
where data can reside and ensuring data does not unexpectedly move across

boundaries during processing or backup operations.

Business associate agreements represent the legal framework for third-party har
of protected health information under HIPAA. Any vendor processing patient d:

behalf of a healthcare organization must sign a business associate agreement



accepting responsibility for safeguarding that data and agreeing to specific secu
and privacy practices. Infrastructure providers serving healthcare must be willir
sign these agreements and implement the technical and organizational safeguarc
they require. This includes risk assessments, security policies, workforce trainin

breach notification procedures, and allowing customers to audit security practic

The tension between Al model development and data privacy creates additional
challenges. Training effective AI models often requires access to large, diverse
datasets that may contain sensitive patient information. Privacy-preserving tech
like differential privacy, federated learning, and synthetic data generation offer
approaches to develop models while limiting privacy exposure. Differential priv:
adds carefully calibrated noise to prevent individual patient information from b
extractable from trained models. Federated learning trains models on distribute
datasets without centralizing the data. Synthetic data generation creates artificiz
datasets that preserve statistical properties of real data while containing no actu
patient information. Infrastructure platforms increasingly need to support these
privacy-preserving approaches to enable Al development that meets data proteci

requirements.

De-identification of data removes personally identifiable information to allow b
use while protecting privacy. HIPAA provides safe harbor provisions for properl
identified data, exempting it from most privacy restrictions. But de-identificatio
challenging to do correctly: simply removing names and addresses is insufficient
individuals can often be re-identified through combinations of demographic
attributes, dates, and clinical information. Expert determination by privacy spec
or algorithmic approaches using k-anonymity, 1-diversity, or t-closeness provide
stronger de-identification, but reduce data utility by removing or generalizing
information. Infrastructure platforms can facilitate de-identification by providit

tools and workflows for applying appropriate techniques based on intended dat:

For healthcare Al applications, sovereignty and security are not merely compliar
checkboxes but fundamental requirements thataffect architectural decisions
throughout the stack. Models trained on patient data must protect that data froi

extraction through model inversion or membership inference attacks. Inference



services must prevent unauthorized access to model predictions that might reve:
sensitive information. Monitoring and logging must capture security-relevant ev
without creating new privacy exposures. The entire system must be designed wit

security and privacy as foundational principles rather than added layers.

The competitive implication for infrastructure providers is that generic cloud
offerings, no matter how sophisticated, face adoption barriers in healthcare witk
addressing sovereignty and security requirements specific to the industry. Platfc
that can demonstrate compliance with healthcare privacy regulations, provide
contractual assurances about data handling, support private deployment models
integrate with healthcare security practices have meaningful advantages. Nscale
positioning around private clouds and data sovereignty aligns with these

requirements, potentially providing differentiation in healthcare markets.

For healthcare Al entrepreneurs, the sovereignty and security requirements affe
product architecture and partnership strategy. Building applications on infrastr
platforms that already address healthcare security requirements reduces compli:
burden and accelerates time to market. Products need to be architected to minir
data movement and exposure while still leveraging Al capabilities effectively. Ar
to-market strategies must address customer security concerns through transpare
documentation of security practices, third-party assessments, and willingness to
engage with customer security teams. Companies that treat security as an aftertt
or attempt to minimize security requirements will struggle in healthcare market

where trust and compliance are prerequisites for consideration.

The Economics of GPU-Based Healthca
Al

Understanding the economics of GPU computing for healthcare Al is essential f
both entrepreneurs building applications and organizations evaluating infrastru
investments. GPUs have become the dominant computing platform for AI workl
due to their parallel processing architecture that accelerates the matrix operatio

fundamental to neural networks. But GPUs are expensive to acquire and operate



creating cost structures that significantly affect the viability of healthcare Al
applications. The economics play out differently for model training versus infere
for centralized versus distributed deployment, and for capital expenditure versu

cloud rental models.

GPU hardware costs have increased substantially with successive generations as
have become larger and more complex. High-end datacenter GPUs like Nvidia's
or A100 carry list prices in the tens of thousands of dollars per unit. Training la
models requires clusters of these GPUs, with costs quickly reaching hundreds o
thousands or millions of dollars for the hardware alone. Smaller edge inference
are more affordable but still represent material costs when deployed at scale.

Healthcare organizations considering Al initiatives must grapple with these cap

costs, which are substantial relative to traditional IT infrastructure spending.

Cloud rental models convert capital expenditure to operational expenditure,
eliminating upfront hardware costs but creating ongoing usage-based charges. C
instance pricing from major cloud providers typically ranges from a few dollars
hour for smaller instances to over fifty dollars per hour for the largest instances.
Training a large model might consume thousands of GPU-hours, translating to
substantial cloud bills. Inference costs depend on query volume and model comj
but can add up quickly for high-traffic applications. Organizations must evaluat
whether rental or ownership makes more economic sense based on utilization
patterns, though most healthcare organizations lack the scale and expertise to ju

owned GPU infrastructure.

The utilization challenge affects GPU economics significantly. Training workloa
bursty: intense GPU usage during model development and training runs, follow:
periods of little or no usage. Owning GPUs that sit idle between training runs is
economically inefficient. Cloud rental addresses this by charging only for actual
usage, but per-hour costs are higher than amortized ownership costs at high

utilization. Inference workloads have steadier demand but with daily and season
patterns: higher usage during business hours and lower at night, increased load

during flu season or other predictable patterns. Autoscaling can match capacity



demand, but this requires infrastructure that can rapidly provision and deprovis

GPU instances.

Platform providers like Nscale attempt to optimize these economics through

aggregation. By pooling GPU resources across multiple customers with differen
usage patterns, they can achieve higher overall utilization than any individual

customer. Training workloads from different customers can share the same GPU
clusters at different times. Inference workloads can be packed efficiently across
available hardware. Bulk purchasing and operational efficiencies from scale furt
improve economics. These benefits can be passed to customers through pricing 1
lower than public cloud rates while maintaining healthy margins for the platfori

provider.

Model optimization techniques can dramatically improve inference economics b
reducing computational requirements per prediction. Quantization reduces nun
precision from 32-bit floating point to 16-bit, 8-bit, or even lower, decreasing m
footprint and accelerating computation with minimal accuracy loss. Model prun
removes unnecessary weights and connections, creating smaller models that reta
most performance. Knowledge distillation trains smaller student models to mim
larger teacher models, achieving comparable accuracy with less computation. Tt
techniques allow inference to run on less expensive hardware or to process more

queries per dollar of infrastructure cost.

The choice of model architecture affects economics substantially. Transformer-kt
models like large language models are computationally expensive due to attentic
mechanisms that scale quadratically with sequence length. Convolutional neural
networks for image processing are more efficient for certain tasks. Recurrent
architectures have different computational profiles. For healthcare applications,
model architecture should be matched to the task with consideration for
computational costs. Sometimes simpler models provide adequate performance :
much lower cost than state-of-the-art architectures optimized for benchmark

performance.



Batch processing versus real-time inference represents a fundamental economic
tradeoff. Batch processing collects predictions requests and processes them toge
improving GPU utilization and throughput at the cost of latency. Real-time infe
processes each request immediately, providing low latency but potentially wastii
GPU cycles waiting for requests. Healthcare applications with flexible latency
requirements should use batch processing to optimize costs. Those requiring
immediate results need real-time inference despite higher costs. Infrastructure

platforms should support both patterns efficiently.

Edge deployment can sometimes improve economics by avoiding cloud costs. Fo
applications that process sensitive data that cannot leave the healthcare facility,
inference on local GPUs eliminates data transmission costs and cloud inference
charges. The capital cost of edge GPUs must be weighed against ongoing cloud «
typically favoring edge deployment at sufficient scale. Edge deployment also red
latency by processing data locally rather than sending it to distant datacenters.
tradeoff is operational complexity of managing distributed edge infrastructure

compared to centralized cloud deployment.

The business model for healthcare Al applications affects willingness to invest i
GPU infrastructure. Applications with clear revenue streams from reimburseme
cost savings can justify substantial infrastructure investment. Those still seekin;
product-market fit or dependent on uncertain payment models must minimize c
while demonstrating value. This creates different infrastructure needs: early-sta
companies need affordable access to GPU resources for development and pilots,
mature applications need cost-effective scaled deployment. Platform providers ¢
serve both by offering flexible pricing: low-cost access for development and testi

with usage-based pricing for production workloads.

Reimbursement models in healthcare create unique economic constraints. Unlik
consumer applications where users pay directly or advertising covers costs, heali
Al must often work within existing reimbursement frameworks. A diagnostic
algorithm might be reimbursed through component CPT codes that pay fixed
amounts per use. Population health applications might be part of value-based ca

arrangements where revenue is indirect and uncertain. Device-embedded AI mig



covered by the device reimbursement with no incremental payment for intellige
These reimbursement structures limit how much infrastructure cost can be
economically justified. Applications must operate efficiently enough that

infrastructure costs leave room for acceptable margins.

The long-term trend in GPU economics is complex. On one hand, each GPU
generation provides better performance per dollar, and competition from AMD
newer entrants may pressure pricing. On the other hand, models continue growi
size and complexity, demanding more compute. Healthcare applications may ber
from the performance improvements while being constrained by budget realitie:
grow slower than computational capabilities. Infrastructure platforms that can ¢
efficiency gains while managing costs will be valued by healthcare customers

operating under tight budget constraints.

For healthcare Al entrepreneurs, the GPU economics influence fundamental prc
decisions. The choice of model architecture should consider computational cost:
alongside accuracy. Product design should minimize unnecessary inference requ
and leverage batch processing where possible. Deployment strategies should eva
edge versus cloud economics based on usage patterns and data constraints. And
pricing models must account for infrastructure costs while remaining acceptabl
healthcare customers. Companies that ignore GPU economics and build

computationally extravagant solutions may struggle to achieve profitability even

strong clinical performance.

Infrastructure providers have opportunities to add value through innovations th
improve GPU economics. Better scheduling and workload placement algorithms
increase utilization. Automated model optimization can reduce inference costs

without requiring customer expertise. Efficient multi-tenancy can allow resourc
sharing while maintaining security boundaries. Pricing models that align custon
incentives with efficient resource use can benefit both parties. The competitive

dynamics will likely favor platforms that can deliver strong performance at lowe

costs, making economic efficiency a key differentiator alongside technical capab



The Reorientation: What Current Healt
Teaches Us

Returning to the Current Health narrative with deeper context, we can now
understand the strategic challenges the company faced and the broader lessons i
journey offers. The progression from independent startup through corporate
acquisition to renewed independence reflects common patterns in health techno
companies attempting to bridge clinical innovation and commercial reality. The
is neither simple failure nor clear success but rather an illustration of the genui;
difficulty of building sustainable businesses at the intersection of healthcare anc

technology.

Current Health entered a market with real clinical need and promising technolo
Remote patient monitoring addresses genuine problems: hospital readmissions,
monitoring burden on clinical staff, patient preference for home-based care, and
interest in lower-cost care settings. The company's device consolidated multiple
monitoring functions into a single platform, reducing complexity and improving
patient experience compared to wearing multiple discrete sensors. Partnerships
health systems provided clinical validation and reference customers. The value

proposition seemed sound and the market opportunity substantial.

The Best Buy acquisition represented a hypothesis that consumer electronics
operational capabilities could accelerate healthcare technology deployment. Bes
Buy's logistics network, technical support infrastructure, and consumer relation
seemed like valuable assets for scaling a remote monitoring business. The comp:
had already been experimenting with health-related offerings and saw Current F
as a platform for deeper healthcare engagement. The combination on paper add:
real operational challenges in remote patient monitoring: device deployment to
patient homes, technical support for connectivity issues, device returns and
replacements. These are exactly the kinds of operational problems that Best Buy

solves routinely for consumer electronics.

But the hypothesis proved harder to validate than expected. Healthcare procurer

operates differently than consumer retail, with longer sales cycles, clinical evalu



requirements, and complex contracting. Healthcare support differs from consun
technical support, requiring understanding of medical contexts and integration
clinical workflows. And the unit economics of medical device services diverge fr
consumer electronics product sales in ways that created persistent tension. Two

of attempting integration yielded mixed results, leading to the divestiture.

The Truvian Health acquisition provided Current Health a new opportunity und
owners more deeply focused on healthcare. Truvian itself is a health diagnostics
company developing blood testing technology, suggesting strategic interest in re
monitoring that could complement diagnostic capabilities. For Current Health,
ownership change allowed refocusing on core healthcare customers and applicat
without the strategic tensions of fitting into a consumer retail parent. The
reorientation involves doubling down on what works clinically while rationalizir

operations and business model to achieve sustainability.

This pattern of strategic reorientation is common in health technology. Initial
business models and partnerships often need adjustment as companies learn wh:
customers actually value, what operations are truly required, and what unit econ
are sustainable. The companies that survive are those that can adapt strategy wit
losing momentum, maintaining customer relationships through ownership chan
and ultimately finding sustainable models even if different from original plans.
Current Health's ability to continue operating through multiple ownership chan
suggests underlying strength in technology and customer relationships despite

strategic uncertainty at the corporate level.

The infrastructure implications of this story are significant. Current Health's

challenges were not primarily about sensor technology or device design. The cor
remote monitoring capabilities appear to have worked adequately from a technic
standpoint. The challenges were operational: deployment logistics, technical sug
clinical integration, business model sustainability. These are precisely the areas
infrastructure platforms like Nscale operate. If the computational infrastructure
processing monitoring data, running algorithms, and managing data flows had b
readily available as a service, Current Health could have focused resources on th

differentiated aspects of their business: clinical relationships, care coordination.



patient experience. Instead, resources likely went to building and operating

infrastructure that added cost without differentiation.

The broader lesson for healthcare AI companies is that success requires exceller
across multiple dimensions simultaneously. Strong technology is necessary but
insufficient. Clinical validation and outcomes evidence are essential but not eno
alone. Operational excellence in deployment and support determines whether
technology reaches patients. Business model sustainability determines whether
companies survive long enough to achieve impact. And strategic positioning wit
the evolving healthcare ecosystem affects ability to capture value. Few companie
excel across all dimensions initially, so the ability to learn and adapt becomes cr

for long-term survival.

For infrastructure providers, the lesson is that healthcare technology companies
platforms that reduce operational burden and allow focus on clinical differentia
The undifferentiated heavy lifting of data infrastructure, computational resourc
and production deployment pipelines should be platform capabilities rather tha
recreated by each company. The value proposition is not just cheaper GPU hour
comprehensive reduction in operational complexity. Platforms that understand

healthcare workflows, regulatory requirements, and business model constraints

provide more targeted value than generic infrastructure.

For investors, the Current Health arc illustrates the importance of patient capit:
strategic flexibility in healthcare technology. The path from technology to sustai
business is often non-linear, requiring multiple strategic pivots and potentially
changes in ownership or capital structure. Companies need sufficient runway to
navigate these transitions without running out of resources. And investors need
understand that intermediate outcomes, like acquisitions that do not work out a
planned, may be necessary steps on the path to eventual success rather than tern
failures. The willingness to support companies through difficult transitions
differentiates successful healthcare technology investors from those expecting r:

linear growth.



The site-of-care migration that Current Health aimed to enable continues despit
individual company challenges. The underlying drivers remain strong: economic
pressure to reduce hospital utilization, technological capability to monitor patie
remotely, patient preference for home-based care, and payer willingness to reim
for effective remote monitoring. Individual companies will succeed and struggle
acquired and divested, but the overall trend toward care delivery outside traditis
hospital settings continues. Infrastructure that supports this transition will find
growing demand as more applications mature and scale. The question is not whe
remote monitoring becomes standard practice but rather how quickly adoption

and which companies and platforms capture value.

Conclusion: Building on Bedrock

The infrastructure layer for healthcare Al is transitioning from fragmented, cus
built solutions to standardized platforms that provide production-grade capabil
as services. Nscale's substantial Series B funding signals investor confidence tha
transition creates a large market opportunity. For healthcare technology
entrepreneurs and investors, this maturation of infrastructure has important

implications for how to build and fund the next generation of applications.

The availability of production-grade Al infrastructure as a service changes the
calculus for healthcare Al startups. Previously, teams needed specialized experti
spanning embedded systems, distributed computing, GPU optimization, and
production operations. These capabilities required senior engineering talent tha
expensive to hire and difficult to retain. Building infrastructure consumed signi
time and capital before any clinical value could be demonstrated. This created h
barriers to entry and long paths to demonstrating product-market fit. Today,
platforms like Nscale allow teams to leverage enterprise-grade infrastructure wt
focusing resources on clinical applications, workflow integration, and customer
success. The barriers remain substantial but are increasingly surmountable by s;

teams with more focused expertise.



The shift from infrastructure as undifferentiated heavy lifting to infrastructure :
strategic enabler means entrepreneurs should evaluate platforms carefully. The
of infrastructure affects development velocity, operational costs, scalability,

compliance posture, and potentially competitive positioning. Platforms with

healthcare-specific capabilities around regulatory compliance, security, and date
handling provide more value than generic offerings, even at premium pricing. TI
decision is not just about cost per GPU hour but about total cost of deployment
including engineering time, operational overhead, and time to market. A platfor
that costs more but reduces deployment time by months may offer better ROI th

cheaper generic alternative.

For infrastructure providers, healthcare represents both opportunity and challes
The opportunity is a large market with growing Al adoption, specific requireme
that generic platforms do not fully address, and customers willing to pay for soli
that reduce complexity. The challenge is understanding healthcare's unique
constraints around regulatory compliance, data sovereignty, clinical workflows, :
business models. Platforms that invest in healthcare-specific capabilities and
partnerships can differentiate and capture value. Those treating healthcare as ju
another enterprise vertical will struggle against competitors who deeply underst

the industry.

The question of vertical integration versus horizontal platform strategy remains
unresolved. Some infrastructure providers may attempt to move up the stack int
healthcare applications, leveraging their platform capabilities and data aggregat
build clinical tools. Others will remain horizontal, providing infrastructure for

partners to build applications. Both strategies can succeed, but they require diff
organizational capabilities and go-to-market approaches. Healthcare organizatic
often prefer working with specialized clinical applications companies rather tha
infrastructure providers, suggesting horizontal strategies may be more natural. |
infrastructure providers with strong healthcare customer relationships and data

may find competitive advantages in selective vertical integration.

The sustainability question for any infrastructure business is whether a defensit

moat can be built in a market where technology commoditizes rapidly. GPU clus



themselves are not defensible; any competitor with capital can build them. The
defensibility must come from other sources: data network effects if platform use
generates proprietary datasets, switching costs if applications become tightly
integrated with platform-specific capabilities, operational excellence that compe
struggle to match, or specialized domain expertise that provides superior health
specific capabilities. Infrastructure providers must articulate and invest in these

potential moats rather than relying on commodity hardware deployment.

The healthcare Al market is large enough to support multiple successful
infrastructure providers with different positioning. Some will focus on largest
enterprise deployments with maximum customization and white-glove service. C
will target smaller organizations with standardized offerings and self-service
onboarding. Some will specialize in particular clinical domains like imaging or
genomics. Others will remain generalist. Some will emphasize public cloud
convenience. Others will focus on private deployment and sovereignty. This mar
segmentation is healthy and allows platforms to serve different customer needs

effectively.

Looking forward, several trends will shape healthcare Al infrastructure requirer
Models will continue growing in capability and computational requirements,
demanding more powerful hardware and efficient software stacks. Privacy-prese
techniques like federated learning and differential privacy will become standard
requirements as data protection regulations strengthen. Edge deployment will g
applications require local processing for latency or privacy reasons. Multimodal
models that integrate diverse data types will become more common, requiring
infrastructure that efficiently handles heterogeneous data. And regulatory
requirements will continue evolving, demanding platforms that facilitate compli

without constraining innovation.

The ultimate measure of infrastructure success is not technological sophisticatic
enablement of clinical impact. Infrastructure platforms succeed when they allow
healthcare organizations to deploy Al applications that improve patient outcome
reduce costs, and enhance experiences. The technology is means, not end. Platfo

that maintain focus on healthcare customer outcomes rather than technical eleg;



will build stronger businesses. This requires listening to healthcare customers,
understanding their constraints and priorities, and continuously adapting platfc

to serve evolving needs.

For the healthcare Al ecosystem as a whole, the maturation of infrastructure
represents an important milestone. We are transitioning from an era where buils
Al applications required building infrastructure to one where applications can t
built on robust platforms. This should accelerate deployment of Al in clinical
practice, as more organizations can undertake Al initiatives without massive
infrastructure investments. The pace of innovation should increase as talented t
can focus on clinical problems rather than distributed systems engineering. And

diversity of applications should expand as barriers to entry lower.

But infrastructure alone does not solve the fundamental challenges of healthcar:
Clinical validation remains rigorous and time-consuming. Workflow integration
requires deep understanding of clinical practice. Regulatory pathways are comp.
and evolving. Business models must work within healthcare economic structure:s
organizational change management is essential for adoption. Infrastructure mak
these challenges more tractable but does not eliminate them. Companies that

understand infrastructure as one necessary component alongside clinical, operat
and business capabilities will build more sustainable businesses than those that

narrowly on technology.

Nscale's billion-dollar bet is ultimately a wager that enterprise Al infrastructure
large, growing market where specialized platforms can capture significant value
reducing the complexity of production deployment. The healthcare applications
this infrastructure are just one segment, but an important one given the industr
size, Al adoption trajectory, and specific requirements. Whether Nscale specific:
succeeds or struggles, the broader thesis seems sound: healthcare Al is moving f
research to production, and that transition requires robust infrastructure. Comj
that provide that infrastructure effectively will be well-positioned as healthcare
increasingly deploys artificial intelligence across clinical and operational workfl
The foundation is being laid, and what gets built on top of it will determine whe

Al fulfills its promise to transform healthcare.
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