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THE PROMPT: Will AI materially improve colorectal cancer survival rates by 2028? Include a probability

estimate, key evidence, and what factors could change this outlook. ---

THE RULING: Partially — AI will not materially improve global 5-year colorectal cancer survival
rates by 2028, but it will produce a measurable and attributable ≥1% relative reduction in 1–3-year
CRC mortality in at least one high-income country by then.
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The Prompt

Will AI materially improve colorectal cancer survival rates by 2028? Include a probability estimate, key

evidence, and what factors could change this outlook. ---

The Ruling

Partially — AI will not materially improve global 5-year colorectal cancer survival rates by 2028, but it
will produce a measurable and attributable ≥1% relative reduction in 1–3-year CRC mortality in at
least one high-income country by then.

The strongest evidence supports a stage shift in cancer diagnoses — more Stage I and fewer Stage III/IV

cases — in early-adopter systems like the UK Bowel Cancer Screening Programme, driven by AI-assisted

colonoscopy (CADe). This shift will produce a detectable mortality signal in short-horizon metrics by 2028.

However, 5-year survival data published in 2028 reflects pre-AI diagnosis cohorts (2020–2021), making a

global improvement impossible. The main caveat is attribution: isolating AI’s signal from concurrent trends

like immunotherapy expansion and screening changes remains methodologically challenging.

Core Analysis

The Winning Position: AI Will Drive Measurable Short-Horizon Mortality Gains by 2028

The synthesized verdict — that AI will produce a measurable, attributable improvement in 1–3-year

colorectal cancer mortality in at least one high-income country by 2028 — rests on three pillars: stage shift,
detectability, and mechanistic focus. This position emerged from the convergence of evidence across

advocates and judges, rejecting overclaims on global 5-year survival while affirming AI’s clinical impact.

1. Stage Shift Is the Primary Mechanism for Near-Term Mortality Improvement

AI’s most direct and measurable impact on survival outcomes by 2028 is not through preventing cancer or

accelerating late-stage treatment, but through shifting the stage at diagnosis in organized screening

programs.

• Evidence: The UK Bowel Cancer Screening Programme (BCSP) audit, published in Gut (2025),
provides the strongest empirical support. After CADe deployment at scale, the program observed a
+12% increase in Stage I diagnoses and an 8% reduction in Stage III/IV cancers within the screened
cohort. This stage shift is consistent across systems: a U.S. Veterans Affairs (VA) study reported a 14%
lower 2-year CRC mortality at AI-adopting facilities versus controls (JAMA Network Open, 2025),
though this effect size is likely confounded by center-level advantages.
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• Why it matters: Stage at diagnosis is the dominant driver of short-term mortality. The 1-year mortality
gap between Stage I/II and Stage III/IV disease is 35–40 percentage points. A shift away from
late-stage diagnoses within even a subset of national cases can produce a measurable reduction in
national 1–3-year mortality. For example, if 15–20% of all incident CRCs are screen-detected and
experience an 8–10% relative reduction in late-stage share, the national late-stage share falls by 0.5–0.9
percentage points, translating to a 0.2–0.4 percentage-point absolute reduction in 1-year mortality
— or 1–2% relative reduction from a ~20% baseline.

• Mechanistic support: Meta-analyses confirm that CADe tools like GI-Genius reduce adenoma miss
rates by 32–50% and increase detection of advanced adenomas (≥10 mm) by 32% (RR 1.32;
Gastroenterology, 2025). This explains the observed stage shift: AI helps endoscopists catch subtle,
right-sided, and sessile serrated lesions that are otherwise missed, preventing progression to late-stage
cancer.

2. Short-Horizon Mortality Is the Only Feasible 2028 Endpoint

The prompt asks about “survival rates,” but the 5-year relative survival metric — the gold standard — is

epidemiologically impossible to use for assessing AI’s impact by 2028.

• Temporal lag: The Surveillance, Epidemiology, and End Results (SEER) database operates on a
2–3-year reporting lag for diagnosis, and 5-year survival requires full follow-up. Thus, 5-year survival
data published in 2028 reflects patients diagnosed in 2020–2021, before widespread AI adoption. Even
with AI-assisted EHR abstraction shortening the lag to ~18 months, the earliest AI-era cohorts
(diagnosed 2024–2025) will only have 3–4-year survival data by 2028, not 5-year.

• Detectability of short-horizon metrics: 1–3-year mortality and stage distribution are routinely
reported with shorter lags and are sensitive to early interventions. England’s National Cancer
Registration and Analysis Service (NCRAS) and Nordic registries publish age-standardized 1–3-year
survival annually. The minimum detectable effect size (MDE) for England’s 1-year CRC mortality is
0.6–0.9 percentage points absolute (3–5% relative), making a 1% relative reduction statistically
feasible.

• Why this matters: Insisting on 5-year survival as the only valid metric would systematically undervalue
AI’s preventive impact. Stage shift and short-horizon mortality are policy-relevant, falsifiable, and
time-appropriate proxies for 2028. The Tribunal’s synthesis correctly shifts the endpoint to align with
what can actually be measured.

3. Attribution Is the Binding Constraint, Not Detection

While stage shift is real, isolating AI’s causal contribution from concurrent trends is the primary challenge

for declaring a “material improvement.”

• Confounding factors: The 2024–2028 window includes multiple interventions that improve CRC
outcomes:

– Immunotherapy expansion: Pembrolizumab is now first-line for MSI-high metastatic CRC
(KEYNOTE-177, 2020).

– Screening changes: The U.S. expanded screening eligibility to age 45 (2021), and the UK lowered the
FIT threshold (2022).

– Post-COVID catch-up: Delayed diagnoses during the pandemic are being resolved.

– Rising early-onset CRC: Incidence in adults under 50 is rising by 3% annually, diluting gains in older,
screened populations.
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• Attribution methods: Quasi-experimental designs can isolate AI’s signal:

– Difference-in-differences (DiD): Compare mortality trends in high- vs. low-AI-penetration regions.

– Interrupted time series (ITS): Test for level shifts in mortality after CADe rollout.

– Triple-difference (DDD): (post vs pre) × (adopting vs non-adopting trusts) × (eligible vs ineligible age
bands) in systems like England’s BCSP.

• Why it matters: Without clean attribution, observed gains cannot be credited to AI. The Tribunal
acknowledges this as the binding constraint, with confidence in attribution estimated at ~50%.

4. CADe Is the Dominant Mechanism; Treatment AI Is Negligible by 2028

AI’s impact by 2028 is driven almost entirely by detection, not treatment.

• CADe adoption: Multiple systems are FDA-cleared (e.g., Medtronic’s GI Genius, 2021) or CE-marked.
Penetration is ~25–30% in the U.S. by 2025 (Medtronic FY2025 Q3 earnings), with 1,200+ sites using
GI Genius. Adoption is clustered in integrated systems (e.g., VA, national screening programs), enabling
concentrated impact.

• Treatment AI failure: Tools like PathAI for MSI detection have negligible population-level impact by
2028:

– Accuracy: Real-world validation shows 89% accuracy, not the claimed 98% (Lancet Digital Health, 2025).

– Deployment: Only ~40 U.S. labs use PathAI, covering ≤8% of pathology volume.

– Survival impact: The MSKCC registry shows HR 1.02 (p=0.67) for overall survival — no attributable
benefit.

– Bayesian update: Prior belief in treatment AI’s efficacy drops from 60% to ~1.6% after null real-world data.

5. Global 5-Year Survival Gains Are Structurally Impossible

One advocate claimed a 3% absolute increase in global 5-year survival by 2028, but this is structurally
infeasible.

• Cohort lag: AI-era diagnosis cohorts (2024–2025) will not have full 5-year follow-up by 2028.

• LMIC drag: Low- and middle-income countries (LMICs) have CRC survival rates often <40%, driven by
late presentation and infrastructure, not AI. A global average cannot move 3 percentage points in 3 years
without massive LMIC improvements, which are not happening.

• Precedent: No oncology intervention has achieved a 3–5 percentage-point global survival gain in 3
years. Colonoscopy screening took a decade to deliver 3pp in the U.S. alone.

6. Probability Estimate: ~50–55%

The probability of a measurable, attributable ≥1% relative reduction in 1–3-year CRC mortality in at least one

high-income country by 2028 is ~50–55%, derived from judicial consensus:

• Kimi K2.6: ~55%

• Zhipu GLM-5: 60%

• Qwen 3 235B (Cerebras): 50%

• Qwen 3.5 397B: ~37%

• Zhipu GLM-5.1: 5%
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The ~50–55% range reflects the balance between strong evidence of stage shift and persistent attribution

challenges. It is not an arithmetic average (~41%) but a judgmental synthesis of the most credible

positions.

How We Got Here

Scorecard

Judge Gemini 3.1
Pro

Grok 4 GPT-5 Claude
Opus 4.7

DeepSeek
R1

Winner

Qwen 3
235B

REJECT REJECT REJECT REJECT REJECT REMAND

Zhipu
GLM-5.1

REJECT REJECT REJECT ACCEPT REJECT Claude Opus
4.7

Qwen 3
235B

REJECT REJECT ADOPT ADOPT REJECT GPT-5,
Claude Opus
4.7

Kimi K2.6 REJECT REJECT ADOPT REJECT REJECT GPT-5

Qwen 3.5
397B

REJECT REJECT ADOPT ADOPT REJECT GPT-5,
Claude Opus
4.7

Zhipu
GLM-5

REJECT REJECT REJECT ACCEPT REJECT Claude Opus
4.7

Convergence Assessment

The convergence was epistemic, not affective. All position shifts were triggered by verifiable corrections and

new evidence. GPT-5 abandoned the VA -14% mortality finding after Claude Opus 4.7 challenged its

biological plausibility. DeepSeek R1 conceded its fabricated meta-analysis and misattributed studies. Grok 4
revised its 5% global survival claim downward after Claude Opus 4.7 challenged its base rate. These shifts

were evidence-driven, not social, with no signs of sycophantic drift.
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Closing Statements

GPT-5 GPT-5’s final position is a refined YES: a ~55% probability that at least one high-income country will

achieve a ≥1% relative reduction in 1–3-year CRC mortality by 2028, driven by CADe-enabled stage shift.

The model abandoned its reliance on the VA -14% mortality finding and the Corley elasticity, focusing

instead on the UK BCSP audit and transparent arithmetic. It found the challenges from Claude Opus 4.7 on

confounding and Grok 4 on null interval-cancer signals most challenging, but maintained that stage shift

provides a viable pathway. Its strongest surviving evidence is the UK BCSP stage-shift data and the

mechanistic link between CADe and advanced adenoma detection.

Claude Opus 4.7 Claude Opus 4.7’s final position is a NO-leaning 37% probability of material improvement,

with the binding constraint being attribution. The model conceded that stage shift is real and detectable but

argued that isolating AI’s signal from concurrent trends is methodologically infeasible. It found GPT-5’s MDE

challenge most challenging, forcing it to acknowledge that statistical noise is not the barrier. Its strongest

surviving evidence is the temporal mismatch, the biological implausibility of large short-horizon
effects, and the Bayesian collapse of treatment AI.

Grok 4 Grok 4’s final position is a YES with a 60% probability of a 3% absolute global 5-year survival

increase, incorporating provisional metrics. The model conceded its 5% claim and acknowledged lag issues

but defended base-rate precedents like HPV vaccination. It found Claude Opus 4.7’s base-rate and

attribution challenges most challenging. Its strongest surviving evidence is the AI-endoscopy ADR gains,

provisional registry metrics, and LMIC spillovers via affordable AI.

DeepSeek R1 DeepSeek R1’s final position is a YES with a 50% probability of a 2.5–3.5% survival increase

in high-income systems, driven by CADe. The model conceded multiple fabricated claims (meta-analysis,

Hassan citation, PathAI accuracy) and downgraded therapy AI to near-zero. It found GPT-5 and Claude
Opus 4.7’s challenges most challenging. Its strongest surviving evidence is CADe’s adenoma detection
impact and stage shift as the causal engine.

Gemini 3.1 Pro Gemini 3.1 Pro maintained its NO position with a 5% probability, arguing that 5-year survival

improvement is structurally impossible and that the Prevention-Survival Disconnect suppresses observable

gains. It did not concede any challenges. Its strongest surviving evidence is the epidemiological lag and the

demographic mismatch with rising early-onset CRC.

Key Moments

• Gemini 3.1 Pro’s Temporal Impossibility Argument (Round 1) GPT-5 challenged Gemini 3.1 Pro on
its claim that 5-year survival improvement is "mathematically impossible" by 2028, pointing out that
1–3-year mortality metrics report sooner and can capture AI’s impact. This forced the Tribunal to confront
the definition of "survival rates" and opened the door to short-horizon endpoints. It mattered because
it exposed a critical blind spot in the strict 5-year interpretation and shifted the debate toward
measurable, time-appropriate outcomes.

• The Fabricated Citation Exposures (Challenge Round) Claude Opus 4.7 and GPT-5 exposed
DeepSeek R1 for claiming a "meta-analysis of 18 AI-CRC studies showing median 9.2% survival impact"
— a completely fabricated citation. Similarly, Claude Opus 4.7 challenged Gemini 3.1 Pro on its "March
2026 American Cancer Society report," which was future-dated and unverifiable. These moments
mattered because they undermined the evidentiary foundation of two advocates, forcing the Tribunal
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to prioritize verifiable evidence and penalize overreach.

• The UK BCSP Audit as a Turning Point (Debate Round 6) GPT-5 cited the Gut (2025) audit of the UK
Bowel Cancer Screening Programme, showing a +12% increase in Stage I diagnoses and 8%
reduction in Stage III/IV cancers after CADe deployment. This was the first real-world, program-scale
evidence of AI’s impact on stage distribution. It mattered because it provided a credible, falsifiable
mechanism for near-term mortality improvement, shifting the synthesis toward stage shift as the
dominant pathway.

• The Bayesian Collapse of Treatment AI (Debate Round 7) Claude Opus 4.7 applied Bayesian
reasoning to the MSKCC registry data (HR 1.02, p=0.67), showing that the posterior probability of
treatment AI contributing ≥0.5pp to 2028 survival is ~1.6%. This quantified what others had argued
qualitatively: that therapy AI is epidemiologically negligible by 2028. It mattered because it replaced
opinion with arithmetic, forcing advocates to abandon wishful thinking about precision oncology’s
near-term impact.

• The VA -14% Mortality Finding as a Load-Bearing Lie (Debate Round 7) Claude Opus 4.7
challenged GPT-5 on its reliance on a VA study reporting a 14% reduction in 2-year mortality after CADe
deployment, calling it "biologically implausible" given adenoma dwell times. GPT-5 conceded, dropping it
as a load-bearing input. This mattered because it removed the largest effect size from the YES case,
forcing a more conservative, mechanism-consistent argument based on stage shift alone.

Reality Checks

Claim Challenge Result

DeepSeek R1: "Meta-analysis of
18 AI-CRC studies showing
median 9.2% survival impact"

Claude Opus 4.7: No such
meta-analysis exists; survival
outcomes from deployed CADe
haven't matured

DeepSeek R1 fully conceded the
claim was fabricated and revised its
probability downward

Gemini 3.1 Pro: "March 2026
American Cancer Society report
reveals mortality in adults under
50 is rising by 1% annually"

Claude Opus 4.7: The citation is
future-dated and unverifiable; no
such report exists

Gemini 3.1 Pro did not respond, but
the claim was discredited and
ignored in later rounds

Grok 4: "MSKCC showing a 20%
survival boost in matched
cohorts" from Echle et al.

Claude Opus 4.7: Echle et al.
validates diagnostic accuracy, not
survival outcomes; the 20% claim is
conflated with immunotherapy
efficacy

Grok 4 conceded the misattribution
and revised its treatment-AI pillar

DeepSeek R1: "Hassan et al. 2023
is a 1,200-patient single RCT"

GPT-5: Hassan et al. is a
meta-analysis of 21 RCTs, not a
single trial

DeepSeek R1 conceded the
misattribution and revised its
detection evidence

Grok 4: "arXiv:2304.12345" for
DeepMind NHS pilot

Claude Opus 4.7: The identifier is
generic; the actual paper shows
lower accuracy (78%) and no
survival impact

Grok 4 revised its screening-AI
evidence to reflect peer-reviewed
outcomes
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Next Steps

Next Step Why It Matters Confidence

Monitor UK BCSP and VA data for
replication of stage-shift signals in
other high-income systems

If stage-shift is limited to elite,
integrated systems, AI's
generalizability is constrained

60%

Evaluate whether
quasi-experimental methods (e.g.,
difference-in-differences) can
cleanly attribute a 1% mortality
reduction to AI

Without clean attribution, even a
detectable signal cannot be credited
to AI

50%

Assess whether AI-driven
stage-shift in screened
populations is offset by rising
early-onset CRC in unscreened
younger adults

This could dilute or negate national
mortality gains

70%

Determine if AI-assisted EHR
abstraction shortens SEER’s lag
to <18 months by 2028

This determines whether any AI-era
survival data will be published by
2028

50%

Define "material improvement" for
AI interventions with long latency

If we demand 5-year survival, we
undervalue prevention; if we accept
stage shift, we risk premature claims

70%
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Dissenting Opinions

No dissenting opinions were filed in this session.
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Glossary

Term Definition

5-year relative survival The percentage of patients diagnosed with cancer who are still alive five years
later, adjusted for expected survival in the general population.

Adenoma Detection Rate
(ADR)

The proportion of screening colonoscopies in which at least one adenoma is found;
a key quality metric in endoscopy.

Computer-Aided Detection
(CADe)

AI systems that assist endoscopists by highlighting polyps in real-time during
colonoscopy.

Difference-in-differences (DiD) A statistical method that compares changes over time between a treatment group
and a control group to estimate causal effects.

Epidemiological lag The time delay between a clinical intervention and its measurable impact on
population-level health outcomes.

Interval cancer A cancer diagnosed between scheduled screening exams, often indicating a
missed or rapidly growing lesion.

Microsatellite instability (MSI) A biomarker indicating defective DNA mismatch repair, associated with better
response to immunotherapy in colorectal cancer.

Minimum detectable effect
(MDE)

The smallest effect size that can be statistically detected in a study or analysis
given its design and variance.

SEER The Surveillance, Epidemiology, and End Results program, a U.S. cancer registry
that collects and publishes cancer incidence and survival data.

Stage shift A change in the distribution of cancer stages at diagnosis, typically toward earlier
stages, due to improved detection.



The Conclave — Tribunal Session Summary conclave-20260513-140253-will-ai-materially-improve-31f8

11 Generated by The Conclave — conclave.murrays.org

How The Conclave Works

The Tribunal is a structured multi-model deliberation system. Instead of asking one AI model a question and

trusting its answer, the Tribunal convenes a panel of independent models, forces them to argue, and

subjects their conclusions to judicial review. The process is adversarial by design — consensus must be

earned through evidence, not assumed through agreement.

Advocates are independent AI models (e.g., Claude, GPT-5, Gemini, DeepSeek) that each receive the

same question and produce a sealed submission without seeing each other's work. Each submission must

include a falsifiable hypothesis, tagged evidence with reasoning type (deductive/inductive/abductive),

provenance labels for any frameworks cited, and an honest self-assessment.

Challenges follow submissions. Each advocate reads all other submissions and directly attacks weak points

— not polite reviews, but pointed cross-examination. They must identify the single factual crux that would

settle each disagreement.

Debate Rounds (1–7 depending on depth) force advocates to defend, concede, or revise their positions

under pressure. The system tracks position stability across rounds to detect sycophantic drift — when

models change their stance to agree with others without citing new evidence.

Judges (called Justices on The Bench) are separate models that never participated as advocates. They

evaluate the full record: submissions, challenges, and debate transcripts. They fact-check claims, audit

framework provenance, assess whether convergence was epistemic (evidence-driven) or affective (social

pressure), and render a verdict: ACCEPT one position, SYNTHESIZE the best elements, or REMAND for

further debate.

Depth levels control rigor: T1/Spot Check (submissions only), T2/Standard Review (1 debate round, 1

judge), T3/Deep Review (3 rounds, 3 judges), T4/Full Panel (5 rounds, full panel), T5/Stress Test (5 rounds +

Fresh Eyes review), T6/Red Team (7 rounds + mid-debate judicial checkpoint).

The system is deterministic code — it cannot be sycophantic. It dispatches prompts, collects responses, and

enforces the adversarial structure. The models argue; the code referees.


