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Summary

The NHS is the best system in the world at generating evidence for an innovation, and one of the worst at scaling what it has already proven. The barriers are not clinical evidence which we are exceptional at generating and they are no longer regulatory. 

They sit in the gap between proof and routine adoption with no national route to commission a proven technology. The rigour of regulatory approval is not recognised in procurement. The NICE Early Value Assessment and Health Technology Assessment frameworks have promise but need more detailed training and rules of engagement for committees as well as closer alignment to regulatory processes at the front end and adoption pathways as the back end. 
Making these fixes would represent the single highest return change available to Government.

1. An NHS innovation strategy that closes the strategy-to-translation gap

Problem. The national strategy is clear an The 10 Year Health Plan states that, subject to NICE approval, AI triage will be standard practice in dermatology pathways by 2028 to 2029. 

While this seems ambitious, when set against the appropriate context it is not. 2029 would represent nearly a decade of AI skin cancer pathways within the NHS and nearly 13 years since the first NHS patients were recruited into a clinical study. To date, 280,000 NHS patients have been through these AI pathways and more than 20,000 skin cancers have been found across 25 NHS sites spread across England. A NICE EVA gave the highest possible outcome in mid 2025, so a further 3-4 years post this decision to make standard practice is setting a very low bar and will happen without any national strategy simply from local market need.  

These timelines make it impossible for the UK venture capital community to provide critical early funding to innovative companies, making it challenging in turn to foster innovation to the point that it is ready to alleviate the pressure the NHS is facing.

Recommendation. Government should set a national innovation strategy with an explicit translation mechanism. Once a technology has cleared regulatory approval and a positive NICE assessment, there should be a single, standardised national adoption route rather than a fresh local evaluation at every trust. Make evidence portable across the system by default.

Further, Government should ensure that any plans are internally consistent with the path innovation must follow, through venture investors. Government should see British companies competing on the global scale as good for the country and worth expediting adoption in our backyard to provide the opportunity for them to do so.

2. Standardisation and clarity after regulatory approval

Problem. Today, clearing the highest regulatory bar changes very little about how hard a technology is to deploy. DERM holds a Class III CE mark under the EU Medical Device Regulation, has met NHS England DTAC requirements, and is, to our knowledge, the only autonomous AI medical device sitting in its regulator’s highest risk tier in any major market. 

Despite this, every trust still applies its own information governance, clinical safety, procurement and evaluation processes, each interpreted differently. The work of meeting the most demanding regulatory standard in the world is not recognised, and the same assurance is re-litigated locally, again and again.
Further, and critically, companies that choose to avoid regulatory oversight in breach of those laws are allowed to operate with no sanction or penalty. The regulatory bodies need to be given resources and authority to enforce the regulations. Companies in our field have chosen to ignore the law, comfortable that the regulators will not investigate. 

Recommendation. Post approval requirements should be standardised nationally and proportionate to the regulatory classification already achieved. A device that has met Class III and NICE requirements should not face a higher, local evidence bar to be used. Define once, centrally, what good looks like after approval, and have trusts adopt against that standard rather than rebuild it.

Focus regulatory bodies on enforcement and provide sufficient staff to be effective to ensure the value of regulatory clearance is recognised. 



3. Incentivising clinicians to take on innovation

Problem. Clinicians carry the risk and the workload of adopting something new but are not incentivised to do so. Often they have little training or experience in population or system level decision making nor NHS Clinical Risk Management standards. 

The new wave of technology advancements that enable dramatic improvements in patient access needs to be evaluated and supported by clinical teams but there can exist perverse incentives in some cases.  A population health perspective is essential to ensure these new technologies can deliver Government's strategy.

Recommendation. Given the unique position the NHS has a very cost effective nationalised care system, ensure clinicians receive training on population level decision making as well as NHS Clinical Risk Management so that we have a better baseline of the residual risk in current systems which is often ignored. 

Align incentives so that clinicians and providers are rewarded for safely adopting new innovations. Give clinical teams clear national cover to adopt approved autonomous technology rather than leaving each clinician to shoulder the risk locally.

4. Our experience with NICE approval

Problem. In May 2025, NICE published its Early Value Assessment (EVA) of AI technologies for assessing and triaging skin lesions on the urgent suspected skin cancer pathway. Of the technologies reviewed, DERM was the only one recommended for use in the NHS, conditionally, over a three-year evidence generation period. The assessment itself was rigorous and we welcomed that, but it ran for 18 months instead of four, created an air pocket where NHS sales were not possible and ultimately reached the wrong conclusion which had to be overturned by the NICE Executive. 

That amount of time was nearly terminal for Skin Analytics despite the undeniable value the technology brought the NHS. The NICE Committee wasn’t appropriately trained on the new EVA process and reached a conclusion that was not consistent with the published guidelines. 

Further, there is deep uncertainty on what the highest approval, a conditional recommendation, does and does not unlock. A positive NICE outcome, on top of a Class III approval, led to virtually no commercial partnerships within the NHS between May 2025 and June 2026. 

Recommendation. Pair conditional NICE recommendations with a funded adoption route and ensure a positive NICE EVA assessment is the trigger for national rollout support, not as the start of another three year wait.
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