NHS

Greater Manchester

Greater Manchester Gainshare Policy
June 2026

Part of Greater Manchester
Integrated Care Partnership
L e B




Policy Document

Greater Manchester Gainshare Policy

Document Control

Version | Date Amendment

0.1 March 24 Policy Draft — Kenny Li

0.2 March 24 Version 0.2 amendments - Anna Pracz

0.3 19 March 24 | Incorporation of comments from finance and Bl

0.4 25 March 24 | Incorporation of comments from providers

0.5 27 March 24 | Incorporation of comments from NHS GM

0.6-0.8 | April 24 Furter comments; drafts considered at GM DOFs, FAC, Finance
Committee, contracts groups and IPMO Value

1.0 19 June 24 Final document for 24/25 contract inclusions

1.1 10 July 24 Minor revisions added by MFT. Policy approved at DOF
meeting on 10.07.24 and to be included in contracts.

1.2 June 2026 Added rules for drugs moving into tariff during a live scheme

&1.3 Expanded scope beyond high cost drugs
Added option for provider-specific schemes
Clarified eligible activity and GM-only patients
Added financial risk consideration and transaction rules
Revised clauses order and created the ‘Scheme eligibility, data
and reporting requirements’ section for relevant paragraphs.

1.4 June 2026 Incorporated comments from ND & KR. Draft for HCDSG
consideration prior to wider consultation.

1.5 July 2026 Approved by HCDSG. Removed tracked changes & comments.
Submitted for GMMMG ratification.

2.0 September Following approvals by GMMMG and GMCEG in August 2026

2026 and GM SCC and GM DOFs in September 2026, document

finalised as version 2.0 for 2026/27 contracts inclusion.

Version 2.0 June 2026




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 pass-
through items (also referred to as tariff-excluded high cost drugs)'. Commissioners and
providers can agree local arrangements for monitoring activity. Because acquisition costs
are reimbursed by commissioners there may be limited direct financial driver 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 and scope

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
identify, develop and deliver best value medicines opportunities, enabling efficiencies in the
use of medicines and supporting the sharing of realised financial benefits between NHS GM
and providers. The policy supports the NHS England’s medicines optimisation key objective
of enhanced productivity and value for money.?

Although the primary focus of this policy is high cost drugs, NHS GM may also consider
gainshare or investment arrangements for other medicines-related opportunities where there
is a clear commissioner benefit, and schemes relating to primary care prescribing where
prescribing follows specialist review. Such schemes must meet the same standards of
transparency, data quality, governance, financial assurance and patient-level reconciliation
as high cost drug schemes.

Principles

This document describes the framework under which NHS GM and provider trusts will work
together to support uptake of best value medicines commissioned by NHS GM, and to agree
how benefits will be shared.

1.

Regular, accurate and reconcilable data submissions are prerequisites for gainshare
considerations. For high cost drug schemes, this includes high cost drugs data
submissions and a detailed high cost drug plan agreed at the start of the financial
year. For other medicines-related schemes, the relevant prescribing, activity or
financial dataset must be agreed before implementation.

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.
Periodic review should be agreed at the outset with regular updates at contract
meetings and escalation routes clearly stipulated.

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

T NHSE, 2026, 2026/27 NHS Payment Scheme, accessed via NHS England » 2026/27 NHS Payment Scheme
2 NHSE, 2023, National medicines optimisation opportunities 2023/24, NHS England » National medicines
optimisation opportunities 2023/24

Version 2.0 June 2026


https://www.england.nhs.uk/publication/2026-27-nhs-payment-scheme/
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/

collaboration. Providers are also encouraged to bring in saving proposals during the
financial year as opportunities arise.

To maximise the efficiencies that can be gained, opportunities should be discussed
with IMPO Value and/or High Cost Drugs Subgroup depending on the drug and
prescribing setting and in collaboration with regional procurement and homecare
leads (and NHSE where relevant) as appropriate and considered in light of QIPP
initiatives.

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.

Schemes should be simple and not overly bureaucratic.

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.

Where pan-GM implementation is not appropriate or not immediately achievable,
NHS GM may agree a single-provider or provider-specific gainshare arrangement.
This may apply where the opportunity is unique to a provider, dependent on a
specific clinical pathway, or where the provider can deliver earlier implementation
than other organisations.

10. Any proposal must clearly describe the eligible patient cohort, expected savings, data

requirements, and in particular for provider-specific schemes, the provider-specific
start date and how equity of access and value for GM patients will be maintained.

Scheme eligibility, data and reporting requirements

11.

12.

13.

Gainshare arrangements should apply only to activity that is clearly attributable to the
agreed scheme. Where the medicine or product is already prescribed within a
pathway or organisation, the scheme must define whether gainshare applies to
switched patients, new patients, new prescribing activity, new adoption of agreed
best value practice, or another agreed cohort. The baseline must be sufficiently
robust to distinguish existing prescribing from new eligible activity.

Gainshare will apply only to eligible Greater Manchester patients. Providers,
particularly tertiary or specialist centres, may treat patients from outside GM; such
non-GM activity must be excluded from NHS GM gainshare calculations unless NHS
GM is the responsible commissioner.

Gainshare and any associated investment must both be agreed upfront, reported
separately for each approved opportunity, based on actual eligible activity, and
transacted through the agreed route, including Patient Level Contract Monitoring
(PLCM) and Aggregate Contract Monitoring (ACM). Transactions must be submitted
monthly where applicable, in the same reporting period as the eligible activity, and in
line with relevant reporting deadlines. Detailed recording requirements will be set out
in the gainshare transactional memo.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Gainshare must be reconcilable to relevant individual patient lines identifiable in the
monthly high cost drugs data submissions or other agreed prescribing dataset.

Only eligible Greater Manchester patient activity should be included in the gainshare
calculation. Where the provider treats both GM and non-GM patients, the provider
must supply sufficient information to exclude non-GM activity from the calculations.

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).

Governance

Saving opportunities should be presented at the NHS GM High Cost Drugs Group or
IPMO Value (depending on drug and prescribing setting) for initial consideration and
approved through the appropriate GM governance route, including GMMMG where
applicable. If suitable for pan-GM action, detailed scheme should be developed by
provider organisations in collaboration with NHS GM. Provider-specific or single-
provider schemes may be progressed where appropriate, in line with principle 9, and
should be approved through the relevant NHS GM governance route.

Each proposed scheme should clearly stipulate expected savings, timelines, any
resource required for implementation, such as administrative, clinical, pharmacy,
homecare, and any expected impact on provider income or commissioner cost
improvement plans. Where additional resource is required and requested, NHS GM
should consider how this is proposed to support delivery of the savings opportunity.

For schemes involving non-high cost drugs, such as primary care prescribing
following specialist review, the proposal should be reviewed through the appropriate
medicines optimisation, finance, contracting and clinical governance routes. Where
primary care prescribing is affected, the proposal must include clear arrangements
for engagement with primary care, prescribing data monitoring, clinical responsibility,
and any impact on primary care budgets.

Each proposal should include a financial risk assessment. Each organisation should
internally identify and manage risks to delivery or non-delivery of the scheme,
including factors outside its control and potential impacts on provider income, NHS
GM savings or cost improvement programme delivery.

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 single-provider or phased provider implementation is agreed, the
gainshare period, baseline and eligibility criteria must be recorded separately for
each provider.

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
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25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

off date, which should be no later than three months after expected date of product
availability.

Each scheme must be supported by NHS GM and Provider Chief Pharmacists and
should be formally signed off by the NHS GM directors of finance and the Providers’
directors of finance. Where required, a 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

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
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.

Where a drug which is the subject of an active gainshare scheme is subsequently
included within the National Tariff Payment System, meaning it ceases to be NHSPS-
excluded / pass-through and becomes reimbursed through tariff, NHS GM will review
the scheme from the date of tariff inclusion. In this circumstance gainshare payments
would cease from the date the drug enters tariff.

This does not retrospectively alter gainshare payments made or due in relation to
eligible activity delivered before tariff inclusion or before any agreed variation date.

Where provider investment is agreed to support delivery of the scheme, NHS GM
commits to continuing the agreed investment for the approved gainshare period.

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.

Timescale for gainshare will normally be 24 months from commencement.

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