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Executive Summary

The Healthcare and Public Health sector encompasses hospitals, long-term care facilities, pharmaceutical
manufacturing and distribution, public health agencies, emergency medical services, and the supply
chains that connect them. The Department of Homeland Security designates it as one of sixteen critical
infrastructure sectors under CISA because its disruption directly threatens human life.

The conventional assessment of this sector focuses on operational metrics: bed counts, wait times,
reimbursement rates, patient satisfaction scores. Those metrics describe performance. They do not
describe the structural conditions that determine whether the sector can absorb the next disruption.

The Four Frequencies framework examines a different layer. Safety margins have eroded below
recoverable thresholds in measurable ways. Authority has drifted from the people closest to patient
outcomes toward administrative hierarchies that are further from them. The information that leaders act on
is diverging from the reality clinicians experience. And the institutional knowledge that once distributed
resilience across the system has quietly concentrated in too few people, or left entirely.

Healthcare is the deepest data coverage of any sector in this assessment: 17 structural metrics across four
federal data sources (CMS, HHS, BLS, OSHA). The sector’s structural conditions are measurable across
all four frequencies simultaneously, and the interaction patterns between them point to compounding
rather than independent deterioration.

A note on resilience under stress: healthcare maintained operational continuity through COVID-19. Field
hospitals, workforce redeployment, sustained care delivery. That demonstrated tactical resilience: the
ability to absorb disruption through extreme effort and sacrifice. It did not demonstrate structural resilience:
the ability to absorb disruption while maintaining institutional knowledge, clinician authority, safety margins,
and information integrity. The post-pandemic departure of 195,000 RNs reflects the cost of that exchange.
Clinicians experienced structural fragility under pressure and chose to leave. Operational continuity under
extreme stress masked structural deterioration that became visible only after the acute phase ended.

Healthcare is structurally configured to consume the resilience it depends on. The sector has
simultaneously concentrated market power into fewer systems (Thinness), weakened the
authority of bedside clinicians relative to administrative hierarchies (Permission), allowed
quality metrics to diverge from patient safety reality (Management), and accelerated the
departure of the experienced workforce that carries institutional knowledge (Absence). These
four conditions interact through specific structural pathways: the people closest to patient
outcomes have the least structural authority, the thinnest margins, the worst information, and
the strongest incentive to leave.
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Sector Structural Profile

Healthcare is structurally configured to consume the resilience it depends on. The sector has
simultaneously concentrated market power into fewer systems (Thinness), weakened the authority of
bedside clinicians relative to administrative hierarchies (Permission), allowed quality metrics to diverge
from patient safety reality (Management), and accelerated the departure of the experienced workforce that
carries institutional knowledge (Absence). These four conditions interact through specific structural
pathways: the people closest to patient outcomes have the least structural authority, the thinnest margins,
the worst information, and the strongest incentive to leave. This configuration produces structural fragility
that manifests as staffing numbers but originates in the interaction between those four structural
conditions.

Four Frequency Severity Assessment

T Thinness SEVERE

Where safety margins have eroded below recoverable thresholds. The Healthcare sector carries
concentration risk at levels that exceed federal regulatory thresholds for “highly concentrated” markets by
a factor of three.

Ninety-seven percent of U.S. metropolitan areas had highly concentrated hospital markets in 2024,
measured by the Herfindahl-Hirschman Index (HHI), the standard measure of market concentration where
anything above 1,800 is considered “highly concentrated” under current FTC and DOJ merger guidelines.
The national average hospital market HHI exceeds 5,000. In nearly half of metropolitan areas, one or two
health systems controlled the entire market for inpatient care. The concentration finding holds across
multiple market definitions: whether boundaries are drawn at the MSA level or by drive-time radius, the
structural pattern persists. HHI is sensitive to geographic market definition, but even conservative
boundary choices produce readings well above the 1,800 threshold in the majority of metropolitan areas.

This concentration increased over the past decade. Eighty percent of metropolitan areas experienced
increased hospital market concentration between 2015 and 2024. Approximately 1,300 hospital mergers
occurred over the past twenty years. The FTC challenged thirteen of them.

Consolidation has a legitimate structural rationale: smaller systems struggling with specialist recruitment,
technology investment, and financial sustainability seek partners to survive. The framework does not




dispute this rationale. It measures the structural outcome. Hospital-to-hospital mergers in concentrated
markets raise prices 6% to 65%, according to January 2025 HHS data. Research shows no improvement
in quality after consolidation. Some studies document increased mortality for conditions like heart attack in
more concentrated markets. Meanwhile, consolidation reduces wage growth for healthcare workers by 4%
for skilled positions and 7% for nursing and pharmacy roles. The rationale is survival. The structural result
is concentration without the quality improvement that would justify it.

The staffing dimension of Thinness is equally severe. National nursing supply covers approximately 92%
of demand in 2026 (HRSA estimate), with an 8% structural shortage rate overall. Registered nurse
shortage stands at 10%; licensed practical nurses at 20%. Annual RN openings (194,500) nearly equal the
entire projected workforce growth for the coming decade (197,200). The margin between supply and
demand is so thin that one year’s normal attrition consumes a decade of projected growth.

P Permission ELEVATED

The architecture of authority and constraint governing how clinicians can act. The Permission frequency in
healthcare operates at a level the framework classifies as Elevated: regulatory structures exist, but the gap
between formal authority and operational reality is measurable across multiple indicators.

The clearest signal: half of clinical workforce members report concern about liability from insufficient
staffing coverage. More than one-third of nurses lack confidence in their ability to tolerate current patient
loads. These are not morale survey findings. They are structural permission indicators. The people closest
to patient outcomes are signaling that the conditions under which they operate no longer permit safe care
delivery, and the organizational authority structure does not respond to that signal.

CMS finalized a national minimum staffing rule for nursing homes in April 2024. The rule’s existence
acknowledges the structural problem. Its enforcement varies by state, and its scope does not reach acute
care hospitals, where the permission dysfunction is most acute. Only California currently mandates
specific nurse-to-patient ratios for hospital settings.

Consolidation has compounded the Permission dysfunction. Following hospital mergers, 45% of primary
care physicians in hospital-owned systems become subject to non-compete clauses. The structural effect:
the clinician’s authority to leave (the ultimate permission signal in a labor market) is contractually restricted
precisely when organizational conditions deteriorate.

M Management ELEVATED




The integrity of information the sector uses to make decisions. Healthcare’s Management frequency
operates in a condition the framework identifies as a metric-reality divergence: the measurements
leadership acts on are diverging from the operational reality clinicians experience.

The research literature on consolidation and quality illustrates this directly. Hospital systems report
operational efficiencies from mergers. The evidence shows no quality improvement and, in some studies,
measurable quality decline. That includes increased mortality for specific conditions in concentrated
markets. The pre-consolidation trajectory matters here: infection rate declines, mortality reductions, and
readmission improvements came from organizational learning distributed across independent systems.
Post-consolidation, that improvement trajectory stalled. Capital and attention shifted to merger integration
and operational standardization, not to the margin-by-margin quality work that produced earlier gains. The
absence of new improvement is itself a structural signal: the system’s capacity for directed learning has
been reallocated. The information gap between what systems report and what patients experience
compounds this. It indicates that measurement systems designed for administrative oversight do not
capture operational clinical reality at the resolution clinicians experience.

The electronic medical records burden accelerates this divergence. Administrative documentation
requirements now consume a significant share of clinical time, diverting nursing attention from patient care
to information systems designed primarily for billing and compliance rather than clinical decision-making.
The management information architecture increasingly measures what is billable rather than what is
structurally relevant to patient outcomes.

OSHA violation data provides the external signal. When violation rates and repeat violation rates are
elevated in a sector, the framework reads this as evidence that management attention is not reaching the
operational layer where safety conditions are degrading. Healthcare’s repeat violation pattern, where the
same safety conditions recur across inspection cycles, suggests that the management information channel
between problem identification and corrective action is not functioning at the speed the conditions require.

A Absence SEVERE

Where critical knowledge and capability have departed or concentrated in too few people. The Absence
frequency in healthcare, as of this assessment, scores higher than any other sector currently tracked
under the framework. This reflects the combination of pandemic-driven departures, pipeline constraints,
and demographic concentration described below.

During the pandemic, approximately 195,000 registered nurses left the profession entirely. Not transferred.
Not relocated. Departed. National RN turnover reached 16% in 2024, with more than 287,000 staff RNs
leaving positions. Hospitals hired roughly 385,000 RNs to backfill and grow staffing. That means the
system must recruit 385,000 people annually to net an increase. Certified nursing assistants turn over so
rapidly that facilities effectively replace their entire CNA staff every three years.




Some indicators suggest partial recovery: the AHA’'s 2025 Workforce Scan reported burnout and turnover
declining for the first time since the pandemic, and nursing school enroliment has risen. These are
operational recovery signals. The structural denominator tells a different story. The projected workforce
growth of 197,200 RNs over the next decade barely covers one year of annual openings (194,500). A
system where a decade of growth equals one year of replacement demand is not recovering. It is running
in place while the structural conditions that drove the departures remain unaddressed.

The pipeline cannot absorb this rate of departure. In 2023, over 65,000 qualified nursing school applicants
were rejected due to limited faculty, clinical placement shortages, and budget constraints. The people who
want to enter the profession are being turned away because the system that trains them is itself
structurally thin. Nearly one million registered nurses are over 50. Over 25% of the nursing workforce is
expected to leave or retire by 2027. Forty percent of practicing physicians will be 65 or older within the next
(o[Tor=To [

Technology is frequently cited as the counterweight: Al-assisted documentation, remote monitoring, and
telehealth can reduce the number of clinicians needed per patient. The framework does not dispute that
these tools change the staffing equation at the margin. It observes that technology adoption amplifies
existing structural conditions rather than resolving them. Where knowledge distribution is healthy, Al
documentation tools free clinician time for patient care. Where knowledge is concentrated and information
channels are degraded, the same tools accelerate the divergence between what the system reports and
what clinicians experience. The technology is neutral. The structural conditions it enters determine what it
amplifies.

Each departure carries institutional knowledge that cannot be replicated through onboarding. The
experienced ICU nurse who recognizes a patient deterioration pattern before the monitors do. The veteran
charge nurse who knows which staff combinations produce safe coverage. The senior physician who
carries the relationship history with the referring network. When these individuals leave, the organization
does not lose a position. It loses a structural capability that took years to accumulate and cannot be
replaced at the speed the departure creates.

The replacement cost ($60,000 or more per RN) measures the financial impact. It does not measure the
structural impact: who recognized the early deterioration pattern, who knew which staffing combinations
produced safe coverage, who carried the referral relationships that took a decade to build. That capability
walked out the door. The new hire fills the position. The structural gap remains.




Revision conditions. This assessment reflects structural conditions measured as of March
2026 using the federal data sources cited above. Thinness would be revised from SEVERE
to ELEVATED if hospital market HHI declined below 3,500 in more than 25% of metropolitan
areas, or if nursing supply exceeded 95% of demand for two consecutive measurement
periods. Permission would be revised if clinician liability concern from understaffing fell below
25% in longitudinal survey data. Management would be revised if the gap between
system-reported and independently measured quality outcomes narrowed below 15
percentage points. Absence would be revised if annual RN turnover fell below 12% and
pipeline capacity (nursing school admissions) closed to within 90% of annual openings.
Reassessment is recommended if any of these conditions change or after 18 months.

Federal Data Metrics

KFF/RAND/A Hospital market HHI (national average) 5,000+ (highly concentrated above 1,800)
HA

KFF/RAND/A Metropolitan areas with highly concentrated hospital 97%

HA markets

KFF/RAND/A Metropolitan areas where 1-2 health systems control entire Nearly 50%

HA market

HHS/RAND Metropolitan areas with increased HHI (2015-2024) 80%

HHS/RAND Hospital mergers (past 20 years) 1,300 total; 13 challenged by FTC

HHS/RAND Price increase from hospital mergers in concentrated 6-65% (January 2025 data)
markets

HHS/RAND Wage growth impact: skilled positions post-consolidation -4%

HHS/RAND Wage growth impact: nursing and pharmacy -7%

post-consolidation

HRSA Nursing supply coverage of demand 92% (8% structural shortage)
HRSA Registered nurse shortage 10%

HRSA Licensed practical nurse shortage 20%

HRSA/BLS Annual RN openings 194,500

BLS Projected RN workforce growth (decade) 197,200

NSI Annual RN turnover rate (2024) 16%

NSI Annual RN departures 287,000

NSI Annual RN hires required for backfill and growth 385,000

HRSA Qualified nursing applicants rejected (2023) 65,000+
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This assessment draws on structural data from four primary federal sources. Healthcare is the deepest data coverage of any sector in

this assessment: 17 metrics across multiple agencies. CMS (Centers for Medicare & Medicaid Services): Staffing ratios, nursing

turnover rates, Five-Star Quality Rating System trends, minimum staffing rule compliance data. HHS (Department of Health & Human

Services): Consolidation impact data, merger price effects, workforce projections, quality impact studies. BLS (Bureau of Labor
Statistics): QCEW establishment data (HHI, diversity index, entropy, velocity), JOLTS separation and quits rates, employment
projections 2023—2033. OSHA (Occupational Safety & Health Administration): Violation rates, repeat violation rates, complaint

inspection ratios for NAICS 62 healthcare establishments. Additional data from: HRSA National Center for Health Workforce Analysis
(December 2025 projections); KFF analysis of RAND Hospital Data and AHA survey data (2024); NSI National Health Care Retention
& RN Staffing Report (2025); NCSBN workforce survey; Yale Health Care Affordability Lab hospital market concentration data (2025).

The 12 Public Dimensions

Twelve of the twenty Four Frequencies dimensions are measurable from publicly available federal data.
These dimensions describe the structural environment every organization in Healthcare & Public Health

inherits.

T1 - Concentration Risk
Hospital market HHI exceeds 5,000 nationally. 97% of MSAs highly concentrated.

T3 - Margin Erosion

Employer diversity index declining as independent providers merge into systems.

T5 - Concentration Velocity
80% of MSAs saw increased HHI between 2015 and 2024.

A1l - Knowledge Departure

195,000 RNs left the profession entirely during the pandemic. 25%+ expected to leave by 2027.

A3 - Institutional Knowledge Loss
16% RN turnover (287,000 departures annually). CNA staff replaced every 3 years.

A5 - Pipeline Constraint
65,000+ qualified nursing applicants rejected in 2023. Faculty shortage limits new supply.

M1 - Management Attention
OSHA violation rates for healthcare. Where leadership watches, safety conditions improve.

M5 - Signal Quality

Repeat violation patterns indicate management information channels not driving correction.

P1 - Authority Structure

Complaint inspection ratio: whether the permission system allows safety problems to surface.

Tlc - Staffing Ratio

CMS staffing data. National nursing supply covers 91.94% of demand. 8% structural gap.

Alc - Nursing Turnover
NSI data: 16% annual RN turnover. 385,000 hires needed annually to maintain staffing.

M1c - Quality Score Trend
CMS Five-Star trends. No quality improvement documented post-consolidation.
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The 8 Diagnostic-Only Dimensions

The following eight dimensions can only be scored through the Four Frequencies diagnostic engagement
using behavioral intelligence data from inside the organization. Federal data reveals the sector-level
structural conditions above. These dimensions reveal the organization-specific structural dynamics that
determine whether your organization is absorbing compensatory load for the sector-level weaknesses, or
compounding them.

T2 - Substitution Readiness
Whether critical functions continue if a key person, vendor, or system disappears.

T4 - Recovery Architecture
Whether the organization can actually recover from disruption, not just claim it can.

P2 - Decision Velocity

How fast decisions move from recognition to action under real conditions.

P3 - Override Patterns

How often formal processes get bypassed, and by whom.

P4 - Escalation Integrity

Whether problems that should reach leadership actually do.

P5 - Boundary Enforcement
Whether limits hold when pressure arrives.

M2 - Channel Integrity
Whether information changes shape as it moves between clinicians and decision-makers.

M3 - Noise Ratio

How much useful signal reaches leadership versus how much gets lost in administrative load.

The gap between what federal data reveals (12 dimensions) and what the diagnostic
measures (all 20) is not a marketing device. It is the structural reality of organizational
intelligence. Public data shows the sector-level weather. The diagnostic shows whether your
roof leaks.

Structural Risk Scenarios

Structural conditions do not predict specific events. They define the envelope of probable outcomes. The
following scenarios are structurally plausible given current conditions. They are not forecasts. They are the
shapes that failure takes in a sector with this structural profile.




Consolidation Cascade

Hospital market HHI now exceeds 5,000 in most metropolitan areas. When consolidation reaches this
threshold, the primary variable becomes cascade dynamics rather than individual merger mechanics. The
next wave of consolidation will not look like 1,300 mergers over two decades. It will look like competitive
pressure forcing remaining independent systems into combination, driven by ability to absorb the costs of
non-compete enforcement, EHR system integration, and administrative overhead that only scale makes
survivable. Each cascade event removes one independent risk-assessment framework and converts it into
a subordinate node in a larger system. The structural risk: when one dominant system in a consolidated
market experiences disruption (ransomware, key leadership departure, supply chain failure), the
geographic market has no structural alternative. Consolidation traded correlated failure resilience for
operational efficiency.

Pipeline Collapse

Nursing schools are turning away 65,000 qualified applicants annually due to faculty shortages and clinical
placement constraints. The training system that produces replacement workforce is itself structurally thin.
The threshold risk is not future enrollment projections. It is the cascade point where rejecting applicants
becomes rejecting entire cohorts due to insufficient faculty, or where clinical placement sites no longer
exist to train them because hospitals no longer have the staffing margin to supervise new nurses. The
structural condition: the pipeline can only train clinicians if working clinicians have enough structural
capacity to teach the next cohort. When working nurses operate at 92% supply coverage with 16% annual
turnover, the supervisory capacity erodes below the threshold required to absorb applicants. Pipeline
collapse is not a recruitment problem. It is a structural permission problem: the system no longer permits
experienced clinicians to take on training responsibility because they are already operating under
maximum load.

Knowledge Departure Spiral

Nearly one million registered nurses are over 50 years old. Forty percent of practicing physicians will be 65
or older within the next decade. The departure rate is no longer driven by retirement decisions made by
individuals. It is driven by structural conditions that make remaining impossible for experienced
practitioners. Burnout rates exceeding 60% in critical care specialties, non-compete clauses that restrict
the authority to leave, administrative burden consuming 47% of EHR time. When institutional knowledge
departs, the remaining staff experience immediate load concentration. The departing knowledge is often
the knowledge required to recognize and respond to anomalies. Its absence accelerates further departure
by people whose load just increased. Each departure removes contextual knowledge that took years to
accumulate, knowledge that cannot be replicated through documentation or training. The spiral
mechanism: departures concentrate load on remaining staff, concentrated load drives additional
departures, additional departures concentrate remaining knowledge further, and further concentration
accelerates the next departure. This is not a staffing shortage. It is a structural condition where the system
has become structurally configured to consume the knowledge it depends on.




Cross-Cutting Theme Connections

Three of the four cross-cutting structural themes operate at elevated intensity in the Healthcare sector.

Workforce

Healthcare is the sector where the Workforce theme operates at its most acute. The sector designated
“critical” is simultaneously thinning its workforce (Thinness: supply covers only 92% of demand), losing its
most experienced practitioners (Absence: 25%+ expected to leave by 2027), and constraining the pipeline
that replaces them (65,000+ qualified applicants rejected). The Workforce theme does not merely apply to
healthcare. Healthcare is where the Workforce theme becomes structurally existential.

Supply Chain

Pharmaceutical supply chain concentration creates single points of failure that propagate across the
sector. The Drug Shortage Crisis case study documents this directly. Hospital consolidation extends the
supply chain dynamic. When a dominant health system experiences disruption, the geographic market it
serves has no structural alternative. The absence of competitive alternatives is itself a supply chain
condition: a concentrated market is a market with no backup supplier for patient care.

Cybersecurity

Healthcare organizations experienced the highest average cost of a data breach of any sector for thirteen
consecutive years. The framework reads cybersecurity breaches as structural Permission failures: override
patterns, escalation breakdowns, and noise ratios that prevent threat signals from reaching
decision-makers in time to act. In a sector where the workforce is already operating under structural
pressure from Thinness and Absence, the capacity to recognize and respond to cybersecurity threats is
itself structurally degraded.

What This Means for Organizations in This Sector

The structural conditions identified in this assessment are not news to anyone operating inside a
healthcare organization. The staffing strain, the consolidation pressure, the documentation burden, the
departure of experienced clinicians. These are the conditions healthcare leaders navigate daily. What this
assessment adds is the structural architecture: how these conditions interact, where they compound, and
which structural conditions are within organizational control versus which are sector-level forces.

Three structural observations emerge from this analysis. But first, the interaction mechanism. These four
frequencies do not merely coexist. They connect through specific structural pathways. Consolidation
(Thinness) reduces wage growth, which accelerates departures (Absence). Departures concentrate
remaining knowledge in fewer people, which increases the load on those who stay, which drives further




departures. The departures degrade the information quality available to leadership (Management),
because the experienced clinicians who carried contextual knowledge are no longer present to flag when
metrics diverge from reality. And the administrative structures that replaced clinical authority in
consolidated systems (Permission) cannot compensate for the lost operational intelligence. Each
frequency’s degradation connects to the others. This interaction pattern would be interrupted if any of
several conditions changed: if wage growth in consolidated markets recovered to competitive levels, if
pipeline capacity closed the training gap, if clinical authority structures were restored alongside
administrative consolidation, or if management information systems captured operational reality rather
than administrative metrics. None of these corrections is currently observable in the federal data.

Tenure Concentration is the structural condition with the shortest fuse. In a sector where 25% of the
nursing workforce may leave by 2027 and 40% of physicians will reach retirement age within a decade, the
guestion is not whether institutional knowledge will depart. It is whether the organization has mapped
where that knowledge currently resides and what structural load it carries. Once departed, institutional
knowledge is irreversible. The intervention point is before the departure, not after. The diagnostic-only
dimensions (T2: Substitution Readiness, T4: Recovery Architecture) measure this exposure.

The gap between management information and operational reality is measurable. If the metrics reaching
leadership describe a different organization than the one clinicians experience, that gap is a Management
frequency condition (M2: Channel Integrity, M3: Noise Ratio). In a sector where consolidation has not
produced quality improvement despite efficiency claims, the divergence between internal reporting and
external outcomes is worth measuring precisely. Narrowing this gap requires changes to information
architecture, not just reporting frequency.

Sector-level conditions and organizational-level conditions are not the same. Hospital market
concentration (HHI above 5,000) and nursing pipeline constraints (65,000 rejected applicants) are
sector-level forces that individual organizations cannot reverse. But where institutional knowledge resides,
how management information flows, and what authority clinicians carry are organizational-level conditions.
Some healthcare organizations carry structural strength that compensates for sector-level vulnerabilities.
Others compound them. The difference is visible in the structural architecture: how the four frequencies
interact within a specific organization, against the sector-level conditions documented here.

Methodology

The Four Frequencies framework measures structural resilience across four dimensions: Thinness (depth
of critical capacity), Permission (distribution of decision authority), Management (leadership and
operational effectiveness), and Absence (gaps in critical functions and their consequences). Each
frequency is assessed across five dimensions, for a total of twenty structural measurements.

Sector-level assessments draw on federal data mapped to the twelve publicly-measurable dimensions.
Organization-level diagnostics add behavioral intelligence from internal raters to score all twenty
dimensions. The combination produces the Structural Resilience Index (SRI), a composite score calibrated
to a five-band severity scale.




Severity terminology: MINIMAL (structural conditions within normal operating parameters, no dangerous
dependencies), MODERATE (early structural conditions that merit monitoring, concentration visible but not
yet load-bearing), ELEVATED (active structural conditions requiring attention, something finite is absorbing
extra load), SEVERE (significant structural vulnerability with compounding risk, damage spreads when
something breaks), CRITICAL (acute structural vulnerability requiring immediate intervention, multiple
failures compounding).

What This Means for Your Organization

This brief describes the structural environment your organization operates inside. Whether these
sector-level conditions are amplified or mitigated within your specific organization depends on
your internal structural profile.

The Four Frequencies diagnostic measures all 20 dimensions for a single organization,
producing a 40-page structural analysis with the Structural Resilience Index.

sjbridger.com/organizations
contact@sjbridger.com

About S.J. Bridger

S.J. Bridger is a structural resilience diagnostics practice. We analyze the structural conditions that
determine whether organizations hold together when key people leave, when systems fail, and when the
relationships that carried institutional knowledge disappear. The Four Frequencies framework was
developed through forensic analysis of organizational failures across multiple sectors and refined through
diagnostic engagements that measure what traditional assessments miss.

Structural Intelligence Briefs are published assessments of sector-level conditions. They are updated
quarterly as federal data sources release new information. The Healthcare & Public Health brief is the first
in a series covering all 20 NAICS sectors.




Sector-level structural conditions described in this brief may or may not apply to any individual organization within the Healthcare & Public
Health sector. Organizational structural profiles vary based on internal conditions that are measurable only through diagnostic engagement.
Decisions regarding organizational strategy, workforce planning, risk management, or any other operational matter should not be based solely
on the sector-level findings in this document.

The severity scores, structural risk scenarios, and analytical observations in this brief reflect conditions as of the publication date. Federal data
sources update at varying intervals. This brief will be updated quarterly. Prior versions should not be relied upon after a subsequent version
has been published.

The Four Frequencies framework and Structural Resilience Index are proprietary analytical tools of S.J. Bridger. Reproduction of the
framework methodology, severity scoring system, or dimensional architecture without written permission is prohibited.

Copyright 2026 S.J. Bridger. All rights reserved. The Four Frequencies framework and Structural Resilience Index are proprietary analytical tools. This
brief may be shared in its entirety. Excerpts require attribution.
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