N CANCER ALLIANCE

Al Strateg\/ and Gap Analysis

Al Use Case Discovery Findings and Path to Al Adoption
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 Why Al Why Now, -~ |
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Rising demand
Cancer referrals increasing year-on-year, outpacing capacity across NEL
trusts
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Frontline Productivity Programme
there is 6% productivity gap below pre-covid levels, thus this government
has set a larget of 2% annual productivity improvement
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Al is ready
Proven and safe tools exist in imaging, MDT documentation, pathway
management
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Workforce pressure
Staff burnout, high vacancy rates and growing administrative burden divert
from patient care
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NHS 10 Year Plan
National mandate, hospital to community, analogue to digital, treatment to
prevention and Al is i in only 5 named technologies that are listed for the £
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10B investment
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Window of opportunity
Existing programmes (FDP, Snowflake, SCR) provide a rare integration
foundation
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Al in healthcare uses algorithms and machine
learning to analyze medical data for diagnosis,
treatment, and operational decisions. This
ranges from cancer detection software to
systems identifying patterns across vast datasets
that individual clinicians cannot. Unlike consumer
Al, healthcare Al operates under strict regulatory
and data governance frameworks; the clinician
remains accountable, and the technology acts as
decision support, not a decision-maker.




How NELCA built this strategy

Key objectives:

e Assess Al readiness across North East London
e Identify high-impact use cases for Al adoption
e Develop implementation roadmap

e Establish ethical Al practices
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» Stakeholder interviews and Q * 81 use cases scored on impact + |/ S {é} « Today: stakeholder input and .ﬁ'
Wort<hops feasibility |DUD » 8 strategic themes identified R &
* Use case capture sessions (9 :oli t:ﬁ R “eyasstoss clinical and admin (‘} * Governance framework designed (9 * Al Steering Group launch

= Ai digital maturity review ;orl:ar:‘ient SaEecmentuia Survey and * Implementation roadmap built = First use case pilots

* Benchmarking against NHS peers = GP primary care input sessions ;orl:lfril:nle%Year ian sugriment * Benefits realisation tracking begins
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Purpose: Develop comprehensive Al Strategy and gap analysis for NELCA to leverage Al for innovation,
efficiency, and improved patient outcomes.
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Use Case Discovery

Eight strategic themes

12 11 10

MDT Optimisation Admin Automation Pathway Tracking

8-E3-8

Referral Quality Patient Self-Mgmt Data Infrastructure Early Diagnosis




Key Findings

LEVEL 1

Ad-hoc/exploratory

Isolated experiments; no
formal Al roadmap

\\\

' Developing

Early pincts and appette;
no formal set up

=

Fragmented data sources
Manual extracts dominate

No defined IG pathway for Al
Minimal workforce awareness
No role-based training

No benefits tracking for Al

'@t

 Small-scale procurements
 Partial integration into

P federated data platforms
Slow IG/DPIA processes
Variable Al literacy

' Limitations on heavier work

NN

LEVEL 3

Defined

Strategy and direction
defined, no automation for
new Al adoption

Organisation-wide Al strategy
Inventory and Al readmop
Standing Al Govemnance
Standard vendor onboarding
Role-based training
Interoperability plan

Enriched data model fields
Ring-fenced piiot budgets
Basic benefit metrics

LEVEL 4

Managed

Functional use of Al, lack
of full utilisation for
funding and research ’

Repeatable deployment
pattern

Model monitoring

SLA-based improved DPIA
Data access patterns
Automation and remote
monitoring feeding consistent
analytics

Costed compute strategy and
environment provisioning
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LEVEL 5

Measured

Clear benefit analysts
across the organisation,
measured by KPIs

Optimised
Full use of Al across the
organisation with rapid Al
change management

Outcomes-linked KPis

*Al Academy” certifications
Lifecycle MLOps (drift, blas,
re-training) and safety case
refresh

Secure Data Environment
integrations

Federated analytics as a
standard

Portfolio funding model
Benefits realisation tracked
across pathways
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Al embedded "business as

usual” across priority
pathways

Proactive risk/ethics
management

Synthetic data in routine use
Cross-organisation
collaboration and research
partnerships

Dynamic capacity/compute
optimisation

Automated governance
Continuous improvement loop
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OVERALL MATURITY

39%

Score: 11/28

Meaningfulip_ro—gAress with gaps

in implementation




5 priority use cases

mbient MDT Documentation
Automates recording and summarisation of MDT meetings, reducing
orkload and improving real-time cancer-tracking integration

ung CT Al Extension
CT Al (Lung) supports identification of suspcious lung modules to improve

]

ncer detection

I
eferral Data Alerts for Breach Risk

Provides early warnings when patients risk breaching waiting-time targets,
enabling proactive intervention and improved pathway management

{

re-Appointment Patient Questionnaires
Embeds risk-stratification questionnaires into EPR systems, reducing clini
ime and improving triage and consultation preparation

[}

Admin and Pathway Optimisation and Automation
Automates notifications, reduces manual coordination, optimises SACT
intment scheduling and improves capacity utilisation

0
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What it could look like?

Your appointment is
tomorrow at 10:00, reply
YES to confirm

Lieoply YES
Patert



http://drive.google.com/file/d/1Fl0dvVcNUVCLgK4aglgMzXZ4dt9dse03/view

Governance and Stakeholders
T
mee -:mwmmd

NELCA Programme Expert Reference
Executive Group Groups ) -

] Operational
Oversight Group

Al STEERING GROUP

CORE LEADERSHIP

® Programme Lead ) I Programme Director

[ cclo Barts Health NHS Fl‘ [: BHRUT Ayann ] Deputy CCIO / Al Lead Homerton | Hospital ]
j ' ~ CNIO
[ CNIO Informatics Lead Lcmo BHRUT Wangol] Homerton Ull Lead ]
) . ) =
uformatics Lead Informatics Lead E\fonnaucs Lead BHRUT Johmaj IT / Digital Lead Homerton Univ Hospital J
=3 .
SYSTEM-WIDE ROLES

1G / DPIA Lead

} . N dinial }@ Traiing Lead

\ Patient >>
/ Representative y/




Technical Roadmap and Principles of | °

Responsible Al Adoption

Safe, Confidential and Secure

Patient safety paramount.
DCB0122/0CB0O180 compliance.
Human oversight on ali clinical
decisions.

-

Ethical and Transparent

Ethics Committee review for all Al.
Blas audits. Explainable Al. No
black-box declsions in care.
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Co-produced with Lived
Experience Data Quality First
Patients and carers shape Al design. Strong data foundations before Al
Service user advisory groups. PPl daployment. No Al on poor data.
embedded throughout. QODPR/Caidicott compliant.
Research and Evaluation Sustainable and
Focused Partnership-Driven

Every deployment is rigorously
evaluated. Academis partnerships.
Evidence drives iteration.

Built with trusts, ICB and community
partners. No allo implementations.
Shared governance.
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Delivery Timeline and Milestones
Foundation and Al Literacyand Priority Pilot W Board Approvesland Operational
; Capability Bullding Implementations y Scale-Up Decision Integration
Al Hogramm programme 3-5 pilets omplomentation - Independent adegrantic Phased roll-rout at all site
= 151 chinical seoomes Civity assssments and OPIAs evalivation - Cinancial analysit sitss - LanbO - Transitioning
- slatetion - Trast Soaerd oonwmy transfemed -
Board secured fonaliens up Pragramme transferred
scale-upp rec e 400

Months 1-3 Months 2-26 Months 4-15 Months 14-16 Months 15-24

——
i Allocation
( Bizct o E— Core Delivery Team
| Phase 1: Foundation and Mobilisation | Clinical Lead [5) | Data Science Lead 2
| ::“: :::l"-“""-‘qgm"” Do s -1 16 Manager £ | Clinicai Safety Officer et
| Phase 3: mplementations — —
| : " Implementation Mgr £ | Comms Lead 2
Phase &: Board Approval and Scale-Up — Al . A = | an
| Phase S: Operational integration | [BiAnalyst i | Programme Mgr Y
' Success Criteria
\ Delivery Performance Benefits Realisation ®
- AK phasey within thorapties (51 month) - Imprevement In 22 susteme demains L
* Min. 3 ptans comgleted by Month 15 « 135 sdmio bme ssvings achioved
T o ey
. rd appro . nacanty progres
= i S |+ Academic publigatjm submitted
| Patient Safety o || Recognition and Satisfactien
| *Zero serieus hann from Al SJ l + Staff salifiactien »4/S 5
. s pogress . progression
« No regulatory enforcement action « National award commendation
= || - NHS England case stady feature
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Delivery Timeline and Milestones

Foundation and Mobilisation Priority Pilot Implementations Operational Integration

SRO appointed - Governance framework appeoved - 3-5 pliats voplemented « Olinical sssets and OPIAS completed - Phased poll voll acs sal aites « Ttancheatien to LanDD
Al Ethics Committee / establiched - Team mobilised - Intetim evokiatons at 6 months - Comprehensive resaive, Benefis ownership - Programme 12months -
resementation reports with scale-op recommendabions

Al Literacy and Capability Bullding Board Approval and Scale-Up Decision
Al literacy pregramme launched 15+ clinical chempions Indep ) lution « Al Stering Geoup r«mmm
assessauethes - mirastructore assessment Financlal uwm « Trust serd recured for P
Budget Allocation Core Dellvery Team rton Delivery Team -,
Phase 1: Foundation and Mobilisation Clinical Lead MSdemtl.ud
Phase 2: Al Literacy and Capability Bullding ; Clinical Sefety Officer T ' e e U il
Phase 3: Pliot Implementations : I - | ilg Clinical Le |
T il ==l ==, ([ |
Phase 5: Operational Integration 1 8l Analyst anl Programme Mgs [T '
Success Criteria
ro-elivery Performance ql ,_B-;mfns Realisation
All phases within timescales (s 1 menth) - Improvement in 22 outcome domains
Min 3 pivets compisted by Month 15 + 195:mimin time savings achieved
LT e ke ()
rl;atiem Safety —-' mcognltlon and Satisfactien
« Zero sefrous harm from Al - Staff satisfsction »>4/5
- All hasards adequatsly mititated ’ Meanmgw palient invoivement
- Safiity dsctewards operstienal AMAM level progression
e ") Lo NHS England case state feature i SGP=
e
’_ | ——

£3NELCA . o

Prapared by Pathfinder intslligence for North East Londen Cancer Alliance (KELCA) | A Strutegy - Implementstisn and Oiange Rosdmap | Confidential | April 2026



Expected Benefits

!/
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GBP annual savings
. 00 )
WORKFORCE PATIENT EXPERIENCE OPERATIONAL
(©) Hours saved per clinician/week: 5-10 Q2 Unnecessary contacts: -15% Q Referral delays: -30%
@ Documentation reduction: 40-50% o0l Confidence improvement: +30pts 6‘9 Wrong pathway: -25%

@ Staff Al confidence: 80%+ z DNA rate reduction: 10% €2 RPA time savings: 60-80%
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As a (persona), | want (need), so that (deliverable)

/

(Examples

(e

F.
Operations
staff
member

g

Public
health
clinician

As a... [your role]

| want... [describe your
desire/need/objective]

Asingle
escalation
mechanism to
clinicians and
governance

A system that
identifies patient
pathways and
patterns in early
vs late cancer
diagnosis

Al that
supports my
excessive
admin
workload

|

<
.

So that... [describe

Communication
is streamlined
and patient
pathways
improve

I can intervene
early, prevent
delays, and
reduce late
diagnoses

| have
more time
for other

tasks

V-
z ‘
i

~ \

<
putcome/reason/benefit]

~




Questions for Your Table Pl

N
. 2 S MDT Optimisation Admin Automation Pathway Tracking
* |s anything standing out to you that may seem missing

or needs to be incorporated in the strategy today?

* What are the biggest risks or concerns you foresee
about the adoption of Al in NEL?

,

§
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N Referral Quality Patient Self-Mgmt Data Infrastructure

* You heard today how to make Al in healthcare inclusive, -
what else we can do?



Short - Medium term planning

LEVEL 2

Developing

Early plncts and appette,
no formal set up

Small-scale procurements
Partial integration into
federated data platforms
Slow IG/DPIA processes

Variable Al literacy
Limitations on heavier work

NN

LEVEL 3

Defined

Strategy and direction
defined, no automation for
new Al adoption 4

Organisation wide Al strategy
Inventory and Al readmap
Standing Al Governance
Standard vendor onboarding
Role-based training
Interoperability plan

Enriched data model fields
Ring-fenced pilot budgets
Basic benefit metrics

N /oo. '

—

LEVEL 4

Managed

Functional use of Al, lack
of full utilisation for
funding and research

4

Repeatable deployment
pattern

Model monitoring

SLA based improved DPIA
Data access patterns
Automation and remote
monitoring feeding consistent
analytics

Costed compute strategy and
environment provisioning

s

LEVEL 5

Measured

Clear benefit analysts
across the organisation,
measured by KPIs

‘ Outcomes-linked KPIs

“Al Academy” certifications
‘ Lifecycle MLOps (drift, blas,
re-training) and safety case
refresh
Secure Data Environment
integrations
Federated analytics as a
standard
Portfolio funding model
Benefits realisation tracked
across pathways

\ /...

4

 May - June 2026

- Al Steering Group first
meeting convened

- Al literacy programme begins

July-Sept 2026

- First pilot deployment (1- 2 use
cases)

- Benefits tracking framework
N\

2027 Ambition
- NELCA recognised as reglonal

- Evidence base for national
benchmarking ready

Al leader
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