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Background

The NHS Payment Scheme contains a list of high cost drugs, which are not reimbursed
through the National Tariff Payment System (NHSPS) prices and are chargeable as a
passthrough items!. Commissioners and providers can agree local arrangements for
monitoring activity. Because acquisition costs are reimbursed by commissioners there may
be little incentive for a provider to maximise the cost effectiveness of these treatments. This
may be particularly applicable where providers have to make decisions on prioritisation of
their resources, or if improvements in cost-effectiveness require the commitment of
additional resources.

Purpose

This policy sets out a framework for collaborative arrangements between the NHS Greater
Manchester (NHS GM) and Providers of NHS services. The goal of working together is to
create initiatives that enable greater efficiencies in the use of high cost drugs and support
the NHSE England’s medicines optimisation key objective of enhanced productivity and
value for money.?

Principles

This document describes rules that provider trusts can be incentivised for uptake of best
value medicines commissioned by NHS Greater Manchester.

1. Regular, accurate and reconcilable high cost drugs data submissions and detailed
high cost drug plan agreed at the start of the financial year are prerequisites for
gainshare considerations.

2. Open and transparent monitoring arrangements should be in place with absolute
agreement on the baseline using previous year's ACM / PLCM / DrPLCM outturn as
the start point, e.g. 2023/24 outturn for 2024/25 baseline discussions start point.
Periodical review should be agreed at the outset with regular updates at contract
meetings and escalation routes clearly stipulated.

3. Saving opportunities should be identified via horizon scanning and communicated in
advance of the start of financial year to support the development of GM savings
plans, to be incorporated in the contracts and to allow timely and efficient
collaboration.

4. To maximise the efficiencies that can be gained, opportunities should be discussed
with regional procurement and homecare leads (and NHSE where relevant) and
considered in light of QIPP initiatives.

5. Senior (e.g. Director) level engagement and support in both the commissioning and
providing organisations essential. Saving opportunities should not be seen as the
domain of senior pharmacists. Relevant clinicians should be engaged in the process
at the earliest opportunity.

6. Schemes should be simple and not overly bureaucratic.

1 NHSE, 2023, 2023/25 NHS Payment Scheme, accessed via 2023-25 NHS Payment Scheme (england.nhs.uk)
2 NHSE, 2023, National medicines optimisation opportunities 2023/24, NHS England » National medicines
optimisation opportunities 2023/24
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https://www.england.nhs.uk/wp-content/uploads/2023/03/23-25-NHS-Payment-Scheme_v1.1.pdf
https://www.england.nhs.uk/long-read/national-medicines-optimisation-opportunities-2023-24/
https://www.england.nhs.uk/long-read/national-medicines-optimisation-opportunities-2023-24/

Existing schemes should be reviewed on at least annual basis to reflect on changes
in workload once new initiatives are bedded in.

Each saving opportunity and developed scheme should be considered for pan-GM
collaboration including NHS and independent providers.

Governance

9.

10.

11.

12.

13.

14.

15.

16.

17.

Saving opportunities should be presented at the NHS GM High Cost Drugs Group [to
be established] for initial consideration and approved at GMMMG. If suitable for pan-
GM action, detailed scheme should be developed by provider organisation in
collaboration with NHS GM.

Each proposed scheme should clearly stipulate expected savings, timelines and any
resource required for implementation (e.g. administrative or other staff burden). If
required, NHS GM should consider how additional resource should be utilised to
allow delivery of saving opportunity.

Savings should be fully transparent, and agreement reached before the scheme is
undertaken on how the benefits will be shared.

When presenting and discussing saving opportunities, which include commercially
sensitive information, confidentiality must be maintained at all times.

All schemes should include a start and stop date. The start date may be provider-
specific.

Where savings are achievable through switching to a better value product (e.g.
biosimilar), the gainshare should normally start as soon as the product is available on
the NHS England medicines procurement and supply chain (MPSC) framework in
order to maximise the benefit. Alternatively, this can be a gainshare agreement sign
off date, which should be no later than three months after expected date of product
availability.

Additional data submission must be agreed at the outset to demonstrate progress,
unless already provided in the existing dataset. Where required, prior approval
funding mechanism will apply (e.g. Blueteq).

Each scheme must be formally signed off by the NHS GM directors of finance and
the Providers’ directors of finance. Respectively, contracts’ variation must be
completed.

Timescales for any agreements should be in line with the normal contract schedule
and should include initial discussion, negotiation, agreement, implementation.

Financial considerations

18.

19.

Level of gainshare should be considered bearing in mind the level of input required
by the provider trust to deliver the opportunity. A general 50:50 saving split is
considered reasonable for any scheme which requires a significant level of provider
involvement (e.g. where a significant change in process is required or administrative
burden is identified).

Schemes which require additional resource to facilitate initial stages of
implementation (e.g. new specialist pharmacist input) should discuss in scheme
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20.

21.

22.

23.

24.

proposal how gainshare would be utilised to fund this (e.g. pump-priming). The
gainshare funding agreement can be adjusted to cover the cost of this additional
resource before reverting to the approved 50:50 arrangement. Where a change of
pathway requires recurrent investment by the provider in order to realise recurrent
savings for the system, a contract variation will be required to provider contracts prior
to mobilisation of the pathway change.

A gainshare Standard Operating Procedure is being drafted to support the policy.
When switching to a better value product, savings should be calculated as the
difference between the cost of the originator product and the product dispensed
instead, less the cost of ongoing delivery of the new product for the duration of
gainshare arrangements.

Gainshare should be transacted at patient level and reconcilable to relevant
individual patient lines identifiable in the monthly high cost drugs data submissions.

Timescale for gainshare will be 24 months from commencement (see 13 and 14).

The gainshare should normally not exceed period of two years. Stop date should be
clearly stipulated.
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